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COMMITTEE ON HOUSE STAFV RELATIONSHIPS
TO THE HOSPITAL AND THE AAMC

AAMC Headquarters .
One Dupont Circle

. Wednesday, June 2, 1971
10:00 a.m. - 3:00 p.m.

Call to Order: 10:00 a.m.

Introduction of Committee Members

Review of Background events leading to the
formation of the Committee

IV. Review of the Current Organization of the AAMC: * y
Student and Faulty Participation

V. Initial Discussion of Alternative Courses of Action

LUNCH

VI. Discussion of Current House Staff Relationships to
Hospitals:

TAB A

TAB B

TAB C

a) Services Rendered to the Hospital TAB D & E

b) Services Rendered to the Physician TAB F & G

I. Commissioner Denenberg's
Recommendation(#5 on page 10)

c) Educational Aspects: Teaching & Learning TAB H, I & J

1. AAMC Cost Allocation Study
Presentation by Mr. Tom Campbell

VII. Determination of Future Course of Committee Action

VIII. Date of Next Meeting and Adjournment

' . • k •0••••,,N. kl••.•\,,.•••••• • • •



' COMMITTEE ON DOUSE STAFF RELATIOVSHIPS TO THE HOSPITAL
AND TO THE ALMC
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Bernard J.'Lachner, Chairman
Administratot
Ohio State University Hospitals
410 West 10th Avenue
Columbus, Ohio 43210

S. David Pomrinse, M.D.
Director
The Mount Sinai Hospital
11 East 100th Street
New York, New York 10029

Malcom Randall
Hospital Director
Veterans Administration Hospital
Archer Road
Gainesville, Florida

Paul A. Marks, M.D.
Dean, Faculty of Medicine
Vice President for Medical Affairs
Columbia University
College of Physicians and Surgeons

. 630 West 168th Street
New York, New York 10032

Julius R. Krevans, M.D.
University of California
San FraLcisco Medical Center
School of Medicine
370 West Ninth Avenue
San Francisco, California 94112

Lri

David Everhart
Executive Director
New England Medical Center Hospitals/
171 Harrison Avenue
Boston, Massachusetts 02111

William L. Wilson
Executive Diretor •
The Mary Hitchcock Memorial Hospital wr
2 Maynard Street

. Hanover, New Hampshire 03755
•
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fBetty Eberle, Ph.D.
Assistant Professor

:Department of Community Medicine
The University Of New Mexico
'School of Medicine
'Albuquerque, NeW Mexico 87106

Maurice A. Mufson, M.D.
Associate Chief of Staff (184)
West Side VA Hospital 1
P.O. Box 8195
Chicago, Illinois 60680

.1

• Earl N. Metz, M.D. • . . . .
Associate Professor• Department of Medicine
The Ohio State University Hospitals

• 410 West 10th Avenue
_Columbus, Ohio 43210 6,

.H. Robert Cathcart
President
Pennsylvania Hospital
8th and Spriice Streets
Philadelphia, Pennsylvania 19107

: Richard M. Loughery
•, Administrator .

Washington Hospital Center
110 Irving Street, N.W.
Washington, D.C. .

Donald E. Detmer, M.D.
Senior Resident in Surgery
Duke University Hospital
home address:

3115 Stanford Drive
Durham, North Carolina 27707

-- • John G. Freymann, M.D._
. Director of Education
• Hartford Hospital• 
•80:Seymour Street

• Hartford, Connecticut 06115
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SAN FRANCISCO MEDICAL CENTER

DERIZELEV • DAVIS • IRVINE • LOS ANGELES • RIVERSIDE • SAN DIEGO • SAN FRANCISCO

DEPARTMENT OF

• THE HISTORY OF HEALTH SCIENCES

Irving Wilmot
Director
COTH-AAMC
One Dupont Circle N.W.

-Washington, D.C.

Dear Mister Wilmot:

SANTA DAMARA • SANTA CRUZ

SAN FRANCISCO, CALIFORNIA 94122

Febrary 10, 1971

• I am addressing this letter to the question of represen-
tation•on the part of interns and residents in :tle AAMC. At
the time that I had submitted the petition to the COTH, I left
many questions unanswered.

Recently we had a strike by the interns at San Francisco
General Hospital. This only served to strengthen my belief
that house officers must be brought closer to their-Tormer
colleagues, the faculty, and - also be made intimately aware of
the diverse problems facing the hospital in this society. The
frustration and hostility that is often generated by isolation
and by the propagation of a strongly biased myth among the house
staff is hard toestimate. Prom my studies of different house
staff organizations, it has become apparent that the problem .of
identity with their former colleagues, the attendings, has beenone source of trouble. Furthermore, the hospital is viewed assome variety of recalcitrant cow, refusing the milk of health
to the needy. Energies are often channeled into attacking the
administration or the faculty, at the expense of the hospital
and even their own medical education.

I strongly feel that participation, particularly on the
administrative level, would effect a change in opinion. But
how should this, be done? As you know, there will shortly be
a National Conference of House Staffs - at which time matters
such as this could be discussed. Personally, I feel that rep-
resentation in the AAMC would provide one means of creating
Participation by house staffs. Hospitals could send one house
officer to the convention, where they could board in studentrooms at reasonable rates. Travel fare to the AAMC conventioncould come from the house staffs own funds - the important
thing, is that it would bring all of the diverse elements ofthe medical school and hospitals together under one roof. The
atmosphere would generate mature debate.

What sort of representation? This could be worked out at the
AAMC convention - perhaps one member of the house staff could •
sit on the Executive Board of the 00TH. Furthermore, having
official sanction may encourage more attive participation by
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house officers on various hospital committees.

I have left open the questionof the nursing staff, since I
feel it is their obligation to press forward, on their own,
at this time.

• . With best wishes,

i/ •
• knthonf Bottone,M.D.

Chairman
University of California

Association of Interns and Residents

. •
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ACTION OF THE COTH EXECUTIVE COMMITTEE MEETING OF
FEBRUARY 12, 1971

• IT WAS MOVED, SECONDED AND CARRIED THAT

THE CHAIRMAN, IN CONSULTATION WITH

STAFF, ApPOINT.MEMBERS TO A JOINT COTH-

. CAS-COD AD HOC COMMITTEE CHARGED WITH

THE RESPONSIBILITY OF STUDYING THE

MATTER AND MAKE RECOMMENDATIONS CONCERNING

' APPROPRIATE PARTICIPATION OF HOUSE STAFF

IN AAMC ACTIVITIES



RESOLUTION ADOPTED AT THE FEBRUARY 13, 1971 MEETING .

OF THE AAMC ASSEMBLY
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BE IT RESOLVED by the Assembly of the AAMC that

there be an organization of the faculties of the

member institutions represented in the governance

of the Association. THEREFORE, the Assembly

direct the Chairman and the President of the 'AAMC,

together with such other officers of the

Association as the Chairman may designate, to meet

with appropriate faculty representatives as well

as the Executive Committees of the COD, AS and the

COTH to work out a prpposed organizational arrange-

ment for this purpose to be presented to the

Executive Council at its next meeting and to be

'incorporated in Bylaw Revisions for presentation to

the AAMC Assembly at the Annual Meeting in

November, 1971.

•••••••••

• . . . . .
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AllASSOCIATIONIPF)" MEDICAL COLLEGES

ASSEMBLY
tOlUNCIL COD 103 COUNCIL OF COUNCIL OF

OF. CAS 34 ACADEMIC TEACHING
DEANS COTH 35 SOCIETIES HOSPITALS
103

REGIONAL
MEETINGS

EXECUTIVE
COMMITTEE

6

EXECUTIVE
. COUNCIL

19

PRESIDLNT

34

REGIONAL
MEETINGS

*INSTITUTIONAL'
-DEVELOPMENT

INTERNATIONAL
MEDICAL
EDUCATION

PUBLICATIONS
BUSINESS.
AFFAIRS

401

REGIONAL
MEETINGS

DEPARTMENT OF DEPARTMENT OF DEPARTMENT OF
PLANNING AND ACADEMIC •• HEALTH-SERVIES AND
POLICY DEVELOPMENT AFFAIRS TEACHING HOSPITALS

FE1DERAL
LIAISON -

OPERATLNAL
• STUDIES

EDUCAtIONAL
RESEARCH &
MEASUREMENT

BIOMEDICAL
RESEARCH

CURRICULUM
• • AND
PROGRAMS

TEACHING I HEALTH. I
HOSPITALS SERVICES 1
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Higher Costs of Graduate Medical Education

Based on the results of the AAMC Council of
Teaching Hospitals' Survey of House Staff
Policy--I970, it is estimated that hospitals in
the thited States will spend more than.
8450,000,000 on house officers this academic
year. Of 316 members of the Council of Teach-
ing Hospitals who responded to a February,

American Medical Akociation Directory for

the period 1968-69, plus a ten percent estimate

for fringe benefits. (Table 1)•
The COTH Survey revealed that for 1970-

71 three out of every four respondents up-

graded their stipend scales for interns (Table

2). Comparable data, which are not presented

TABLE 1

• DIRECT COSTS TO HOSPITALS MR INTERNS AND RESIDENTS
Number of
Trainees 

Average
Stipends,

Average Fringe
Benefits Total

3 Interns 10,464 S8,115 $812 $93,412,000
Residents
• Year 1 10,348 8,723 872 .99,289,000
Year 2 9,940 9,274 927 161 ,398,000
Year 3 9,820 9,824 982 106,105,000
Year 4 3,726 10,419 1,042 42,794,000
Year 5 960 $11,008 S1,100 11,624,000

TOTAL $454,622,000

• AMA Directory of Approved internships and Residencies, 1969-70.
COTH Survey of House Staff Policy—I970..

TABLE 2

Com SUItYEl OF HOUSE STAFF STIPEND POLICY

Stipend Increase:: For Interns 1970-71 vs. 1969-70

Medical School Affiliation

Hospitals in Which Pay Scales Increased
Percent of Average

Number Hospitals in Dollar
Responding Category Increase

Total Responding Hospitals
Average

Number Dollar
Responding Increase

University-owned 33 80 S938 41 5794
Major 98 86 1,211 114 942
Limited 31 69 . 1,114 45 567
Unaffiliated 23 61 970 38 623

TOTAL 185 77 $1,116 238' $790

• Five hospitals are omitted because they reported no internship programs.

1970, questionnaire, 243 of them were able to
report actual or estimated intern and resident
cash stipends for the 1970-71 academic year.
The projected total amount is based upon the
cash remuneration averages for interns and
residents by year of training multiplied by the
number of total filled positions listed in the

a

here, indicate the same trend for residency
stipends. For those hospitals which increased
their stipend schedules, the average increase
was $1,116 for interns. When those hospitals
which did not raise their internship stipends are
included, the increase averaged just below

S800. For the year beginning July 1, 1970,

• . .••,‘ tsr• le)..`0.1%,10 4%, N.10 le i• • s• • • ,••• • • • • • 1“..% •
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&gagman

TABLE 3 '
COTH fitliVEY OF HOUSE STAFF STIPEND Potto•---1970

Average Stipend 1970-71-All Respondents

E

. •
University Owned
llosp. Avg. $

Affiliation
JlaInr Limited

W Hosp. Avg. $ g Hosp. Avg. $
Unaffiliated Total (norm)

a Hosp. Avg. $ S HOSp. Avg.

In 41 7.717 114 8,228 45 8,010 38 8,328 238 8,115
Residents

Year 1 )40 8,306 119 8,868 46 8,730 38 8,701 243 8,723
Year 2 40 8,831 120 9,380 46 9,239 37 9,4-49 243 9,274
Year 3 41) 9,383 119 • 9,951 46 9,765 37 9,960 242 9,824
Year 4 38 9,965 113 10,581 45 10,340 37 10,489 1,233 10,419
Year 5 31 10,560. 83 11,242 17 10,825 12 10,804 143 11,008

Fellowships

Fellow 1 8 8,900 28 10,584 18 10,330 ' 12 10,895 66 10,367
Fellow 2 7 9,914 20 11,413 8 10,464 8 11,143 43 10,942

• those hospitals with a major affiliation or
which are owned by a medical school showed
a greater tendency to raise the stipend level

• than hospitals with a limited or no affiliation
with a medical school. However, as seen in
Table 3, the highest average stipends were paid
by hospitals with either major affiliation or no
affiliation. University-owned hospitals' stipend

schedules remain approximately $400 less than
the average.

This survey is one of several initiated under
the auspices of the Teaching Hospital Informa-
tion Center, which is supported by contract
PH 110-68-41 with the National Center for
Health Services Research and Development of
the Department HEW.

'COUNCIL OF 11 ACHING Ht SPITALS

Reprinted from the Journal of Medical Education

• • % • . .1 • 'oh. '.••• •1' • % . 1, t' .) % • • • •.% s'• .1.• •..



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

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

\ .t

SUMARY OF PRINCIPAL POINTS

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

TESTIMONY ON H.R. 17550

BEFORE THE SENATE FINANCE COMMITTEE

SEPTEMBER 15, 1970



SECTION 226 - Payment for Services of Teaching Physicians Under 
the Medicare Program 

The Hodse Ways and Means Committee in Section 226 addressed proposed

legislation to the reimburseMent of teaching physicians under the Medicare

program. The Association believes that, due to the wide variety of

teaching arrangements, that it is imperative that the Secretary be legis-

latively permitted to develop and implement several optional methods of

reimbursing these physicians who simultaneously practice and teach. The

„Association further believes that certain underlying principal's which

would, among other things, insure that no institutional double billing is

accomplished and that the Medicare beneficiary receives a cqmparable

level of care to that rendered by the physicians to his other patients needs

to be legislatively reaffirmed. A set of approaches which, we believe,

should be legislatively permitted is included as an attachment to the

testimony..

SECTION 222 - Experiments and Demonstrations Projects In Prospective
Reimbursement and.to Develop Incentives for Economy In 

• the Provision of Health Services 

This section of the bill includes authorization for the Secretary to

engage in experiments andebmonstration projects which includes among other

things, "alternate methods of reimbursement with respect to the services

of residents, interns, and supervisory physicians in teaching settings."

The Association recommends that because of the very nature of exper-

iments and demonstrations and the fact that they are usually of limited

. financial outlays that they not be .impeded by the proposed requirement

that such projects be initiated only after a written report of each project



Definition of Terms

1. Personakly Rendered Professional  Services 

. In the teaching hospital, the quality of care ren-.
dered to all patients should not be determined by
economic status or the method of entry into the
health care system. Each has a responsible physi-
cian who personally rendered care.

.„

The responsible. physician may utilize the pro-
fessional services of the associated staff or other
staff members, creating a team-of-physicians. approach.
to. patient care. To qualify for billing and\collect-
ing the professional fees for such services, there
should be evidence that the responsible physician has
personally rendered the care having reviewed and co-
ordinated all care rendered by the.team. Further,
during technical procedures, such as'surgical opera-
tions, the responsible physician must be present even
though he may not be the operating surgeon of record.
This means that the patient is informed of the team •
members. It is understood that, as a member of the
team, the responsible physician may only observe the
procedure; being immediately available to perform the
surgery if needed.

"Personally rendered professional services" also in-
cludes those services provided.by a member of the,
'hospital medical staff, at the request of the patient's
responsible physician, and with the patient's know-
ledge. It is necessary that an opportunity be pro-
vided to make a unit charge for the total service ren-
dered in the diagnosis, treatment and follow-up of an
episode of disease. In the teaching hospital, the
unit of service involves the Medical care team and the
reimbursement should be. negotiated to cover appropri- ----------
ate charges for the care rendered;

2. Medical Staff Patient 

A patient who has chosen a member of the hospital's
medical staff, or has accepted a practicing physician

-11-
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•

assigned by the medical' staff of the hospital to
personally provide and be responsible for his medical
oare. Assienment of a physician is accomplished in
accordance with established policies and procedures
agreed upon by the medical staff and the hospital.

3. Attending Physician 

A physician who has been appointed by the hospital to
the hospital's medical staff, to personally provide
and be responsible for the care of the patients.

4. Responsible Physician 

,
A physician who has been appointed to the hospital's
pedical staff who assumes the responsibility for pro-
yiding or observing personally the medical care of
his patients. The responsible physician may be a 
faculty member, a chief resident, senior resident or
any other member of the medical staff.

5. Eligible 

Professional fees may be billed for services rendered
• by the medical staff. Professional fees may be billed

• for services rendered by 'the associated staff when a
responsible physiciaL is personally present.

6. 'Associated Staff •

7.
----------

The interns, assistant residents, residents senior
residents and chief resident physicians who are appoint-
ed to the hospital's approved teaching programs by the
medical school faculty, the hospital's medical staff
and the hospital.

Assistant Resident
------------

A physician who has been appointed to the hospital's
graduate education staff but has not yet attained the
final year or two years of specialty qualifications
.(as described in #8 below).

• ••..

4,. %, l‘A r, vs .7%‘% ,•N 4.0.)IS,ASb ..I ...' b lja%\ t • 1.1‘ )•%I. ••• •• • . • •
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8. Resident

A physican.who has been appointed to the hospital's
graduate. education staff and has attained: .

• a. Final year of a. two- or three-year program, or

b. The final two years of a four-year or longer
program.

9. Senior Resident 

A .resident physician who has been appointed to a.
hospital's graduate education staff and has attained •
the final year of Board required training, or beyond.
pe may be appointed to the hospital's active medical
.staff for an appropriate period according to the 
Raley of the hospital. He has the training chronol-
ogy of the chief resident on the specialty service,
but does not have that designation.

10. Chief Resident 

A resident physician who has been appointed to a
hospital's graduate education staff and has attained
the final year of Board required training, or beyond.
He can be appointed to the hospital's active medical
staff for an appropriate period according to the
policy of the hospital. The designation of chief
resident and the selection of the chief resident is a
function of the medical school faculty, the hospital's
medical staff, and the hospital.

11. ' Medical Care Team

As referred to in these principles and accompanying
documents, the team consists of a responsible physi-
cian from the hospital's medical staff working with -
one or more members of the associated staff. The
team in special care situations may also include other
members of the hospital's medical staff working with
the responsible physician and members of the associ-
ated staff.

-13-
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5. Chief resident by professional department
and division.

c. Medical staff by out-patient professional
department and division.

d.. Associated staff by.out-patient professional
department and division.

1. Intern by professional department.

2. Assistant resident by professional
department and division.

3. Resident by professional department
division.

and

. Senior resident by professional depart-
ment and division. •

5. Chief resident by professional department
and division.

e. Eligible staff..

Generally speaking, third parties will rc,.im-
\ burse salaries of hospital, in-patient depart-
ment staff and will pay professional fees for
medical staff services in the in-patient and
out-patient hospital departments.

1. .Each patient should have clearly identi-
fied medical staff physician and associated
staff.

2. This indicates the need for each associated
_staff member to have a clearly identified
relationship to the medical staff.

3. Each year the medical staff should consider 
appointing licensed chief residents and 
senior residents to the medical staff if 
they are judged qualified to see patients

• I •

-33-



independently except for consultation 
On difficult medical management problems.

at. Each medical staff member must see the
patients he has accepted, and the hospital
must have a medical staff method for ac-
cepting each patient as a medical staff
responsibility, in addition to an asso-
ciated staff responsibility.

12. Define hospital and medical staff organization
roles in medical care, education, and finance 
objectives. To provide a stable base for the
hospital to offer medical care to patierit:s and to
offer a clinical setting for the education of

• physicians, the hospital must be able to finance
these operations. It must be in a position to
bill and collect for all hospital services ren-
-dered to patients. If professional staff ex.I.:Tenses
are borne by the hospital, it must be in a posi-
tion to bill and collect for professional servicesrendered.

•
a. In 1970, all patients should be considered as

private in the sense that their care should be
personally rendered by the medical staff. The
associated staff, whose primary objective is

\education, may assist the medical staff in
rendering care.

b. Departmentalization of the medical staff should
be fully implemented in the hospital's in-
patient and out-patient services. All physi-
cians, including the associated staff, should
be identified with a department and a specialty
division.

A uniform fee strUCture—Should'be determined
by the medical staff and published within the
hospital organization.

• . For a medical staff member to render service,be eligible for payment, and satisfy legal
S.• ,, .1 • It 1,•.1.1.1'1 0 % ••••,.`,‘• is,ks. %., I • ••••S • 1.•%1,•1.•1 to f••I • • • • • • ••• • ,, • ,, • . • •• • •
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•

requirements, he must be available to see
patients at all hours, except when he. has
assigned patient responsibility to a medical
staff colleague (not a member of associated
staff).

-35-
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. CHAPTER 6

INTERNS AND RESIDENTS: THEIR ROD:: IN A TEACHING HOSPITAL
. AND THEIR EFFECT ON HOSPiTAL ECONOMICS*

Introduction

. The activities of interns and residents have an important effect on teach-
ing hospitals, particularly on the care of patients, and because of this, onservices to both the hospitals and staff doctors. These services provide aframework within which the interns and residents receive an important part oftheir own education and training and also within which they help teach medicalstudents and other interns and residents. And all of this has an important im-pact on the economics of the teaching hospital. These several, roles of the0
interns and residents and their relationship to hospital economics are poorlyunderstood. The hospital program Cost study drew attention to this and, as aconsequence, the Steering Committee decided • that the intetn-resident portion ofthe Yale-New Haven Hospital study should receive special cOnsideration. For0
this purpose a special subcommittee was appointed. The members of this sub- -committee were Dr. Dailey, Chairman, and Drs. McKittrick and Snoke. Mr. Carroll77;
•served as study director.

77;

• 
0

The sUbcommittee was assigned two functions:

1. It.was to obtain information 'that would help toward a better understandingof the role of interns and residents in teaching hospitals.

0

° 2. It was to suggest criteria for apportioning intern and resident expenses
to proper hospital (and Medical school) programs.

The subcommittee decided that for a clear understanding of the role of in7telns and residents and their effect on teaching hospital economics, a realis-tic appraisal of the value of the medical services that they provide was
essential.

This chapter reports the study findings and their interpretations by thesubcommittee. The recommendations and related comments cannot be regarded asa statement of the official attitudes and policies of the sponsoring organiza-tions, nor of the overall Steering Committee.

•8 Definitions 

For the purposes of this study it was decided that the deriniilOn-Of "C'ei2------tain terms was necessary.

* Assembled by Ward Dailey from notes and rough drafts prepared by
Augustus J. Carroll and from suggestions made by members of the Steering.

-"-'
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Teachiu, Hospital - "A hospital offering major educational and training.
. programs for Undetgraduate medical students, interns, and residents."**

- "A graduate of a medical school serving his first period of
.hospital. training." (1)

Internship - "A period of hospital training, service, and education, usual-
ly Of one year's duration, following graduation from medical school" (1).

Most states require an internship of at least one year to qualify for the
examination for a license to practice medicine. Hospitals that provide this
training may or may not be operated by or affiliated with schools of medicine.

Resident - "A physician serving a more advanced period of training in a
hospital than an intern" (1).

Residella - "A period of one to five years of special hospital education,
training, and service following the internship. The residency is designed to
train the physician in a special field" (1). 1

House Staff or House Officers - These terms are .commonly used by medical
and hospital personnel when referring collectively to both interns and residents,

Clinical Fellows - Clinical Fellows are d9ctors. who have finl-Shed their
internships and residencies and who are training for subspecialties. Their ob-
jectives may be practice, teaching, research, or any combination of the three.
They sometimes function as residents although their work often places great
emphasis on clinical research. In this report no effort was made to distin-
guish between residqnts and fellows.

•
. Attending Physicians - This term is often used in referring to physicians

who hold appointments on the medical staff of a hospital and are primarily re-
sponsi9le for the care of specific hospital patients. These physicians may be
in private practice and serve voluntarily as teachers or salaried members of a
medical school faculty. Ordinarily they are certified specialists in one or
more fields'of medicine. Their patients may be their own or may be assigned to
them by the hospital. •

'Approval of Internships  and Residencies - The American Medical Association
(AMA) Council on Medical Education is responsible for recommending new standards
and modifications of existing standards for the organization and conduct of in-
ternships and residencies to the AMA House of Delegates for official approval
and publication The Council is assisted in.developing standards and in review-
ing' individual programs through the organization of special Review Committees
which provide for the collaborative action of Council representatives, as well
as representatives of each of the specialtj, boards, and in some cases represen-
tatives of national specialty organizations.

Clinical Services - The clinical services of most hospitals are organized -
according to the various clinical specialties. Among the most common of these

• • • • • • \s,)•. 1' ç., i• ...• t •

* See page 4.
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.are Anesthesiology, internal Medicine, Neurology, Obstetrics-Gynecology, Pathol-ogy, Pediatrics, Psychiatry, Radiology, Surgery, and Urology. Depending on the 'size of thehospital these services may be combined with, subdivi4ed into, or aug-mented by related services in various subspecialties. Some clinical servicesmay not offer internships or residencies. In addition, 'hospitals usually oper-

t
ate emergency and outpatient services or clinics. Interns and residents are,usually invol ed in these services. .

. The length of the internship is usually one year. The length of the resi-dency programs varies from one to five years, depending on the requirements ofthe AMACouncil on Medical Education and the appropriate Residency Review Com-mittees. Each service has a senior or advanced resident who serves as chief.This physician is .usually in his last year of residency. He has achieved ahigh level of competence and is largely responsible for the performance of theinterns and residents on his service. Residents other than the chief residents0 are usually called assistant residents; Many services also have clinical fellows.-
-
! As indicated in the definitions, interns and residents are graduates ofsD, medical:schools and, therefore, can be called physiciansY The interns have

u

'5 been, or soon will be, licensed to practice medicine. Residents are almost al-
0

• ways licensed but even so have elected to continue in the hospital for addi-tional study.
(.)

0
sD, Methodology 

0 In order to plan and conduct this study the members of the 1.1bcommittee de-cided to construct a questionnaire to be filled in by the members of the house •staff and that .this would then be followed by an interview of selected interns,residents, members of the hospital medical staff, and senior medical students.

The Questionnaire 0

0 The subcommittee members, study director, hospital administrative person-nel, and chief residents in the Yale-New Haven Hospital cooperated in designingElie questionnaire and in determining the procedures for soliciting other infor-mation.

O The questionnaire was designed to obtain a time inventory from each intern'5 and resident for a specific week in February, 1966. To insure responses thatwere as thoughtful and accurate as possible, the questionnaire was reviewed with(.) the chief residents of the various services before it was administered.' These8 residents distributed the questionnaires; explained their use, and collectedthem after they had been completed. An Assistant Administrator of the Hospi- -tal was designated to answer questions that might arise during the report period.

A copy of the Questionnaire that was used appears in the Appendix, pages143-146.

The information requested inclaed the total number of hours spent in thehospital during the week with this broken down as to time spent in the inter-ests of (a) patient care, (b) professional self-improvement, (c) research acti-vities, (d) teaching M.D. candidates, and (e) other house staff responsibilities.
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Only time spent within the hospital was to be reported. The questionnaire
recognized that much intern and resident teaching of undergraduate medical :Au-
dents is done simultaneously with the Care of patients.. Consequently the re-
spondents were instructed that, unless the teaching function required a great
deal of extra tinie, this was to be charged to patient care. As a general guide,
only time that directly benefited a patient was to be charged to patient care.
Time devoted to teaching other interns or residents, and particularly medical
students, which produced no recognizable direct or immediate benefit to specific
patients was to be charged to .teaching. • •

Of 210 interns and residents who might have participated in this study,
147, or 70 per cent, actually took part.. This includes responses from 140 ques-
tionnaire returns and 7 who volunteered to be interviewed but who were not
available to complete the questionnaire.

During the week reported, the interns and residents in the study averaged
79.4 hours in time sPent at the hospital. Almost three-fourths of this 79.4
hours was devoted to direct patient care activities. The data reported are sum-
marized in the following tables. Additional data appear-op pages 148. and 149.

t

Physicians

. Interns
Residents

Total

- Intern/Resident Report of Time •
Expenditure for the One-Week Period 

. Hours per Weak 
(N) Average Range

34
106

140 79.4

Disribution of Time
for the One-Week Period 

51-133
38-123

Average Hours/Week
Spent by Interns and

Activity Residents (N = 140) 

Patient Care 58.8
Professional Development (including Study) 12.7
Teaching 3.8
Research 3.0
Unallocated Time .1.1

Total 79.4

Patient Care Givc'n by Interns and Residents 

The members of the subcommittee felt that even though the methods usedwere not particularly precise (such as would have resulted ,frm. a,"scientific"„:1„time-motion -study),•the 'results 'still PrOVided-informatlon that wo618 permitvalid observation.
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The interns and residents who participated in the study reported that theyspent almost twice (79.4 hours on an average) what can be considered as a normalwork week. Most of this time was spent in patient care. As a consequence thefollowing questions were raised:

'What manner of patient care do the interns and residents provide?

Why is this care provided by them instead of by the patient's regularphysicians?
•

Is the care that they provide necessary or beneficial to the patients?
. • Do the educational and training aspects of internships and residencies de-tract from Or add to the quality of patient care?

To supplement the questionnaire returns, interviews were arranged with 30interns and residents from representative services, three physicians who wereactive members of the hospital staff, three senior medical students who. had -rotated through all of. the major services, and several ho6ital and medical 'school administrators. The following analysis of the patient care delivered byinterns and residents is based on a combination of the information obtainedfrom the questionnaires, the follow-up interviews, and the judgments of thesubcommittee.

Sihce.each internship and residency program is approved separately by theappropriate Residency Review Committee, each has its own characteristics. TheYale-New Haven Hospital offers only straight internships in medicine, pathology,.pediatrics, and surgery.* Residencies are offered in practically all of thespecialty and subspecialty fields of medicine.

Interns and residents always serve under the supervision (not necessarily.constant) of physicians who have had more training and experience than theythemselves. Many factors can affect the quality of training that an intern orrz!sident receives: (a) the availability of advanced residents and attendingphysicians to provide training, supervision, and professional advice when

At the time of the study there were three types of AMA approved internships:-rotating, mixed, and straight. In the rotating internship, the year was di-vided between medicine, obstetrics and gynecology, pediatrics, and surgery.While the straight internships were left unchanged, beginning with the sum-mer of 1966, the rotating internships were redefined to permit the flexi-bility formerly permissive with the mixed internships, so that beyond themandatory requirement for four months of internal medicine, a rotation ofnot less than one, nor more than four additiOnal services could be arranged. .The resulting combination of services has been such that there has been agreat increase in the total number of -internship programs offered and depend-ing upon the clinical resources of the hospital, the interns and programdirectors can make up a total internship program that is mutually agreeable.-- This more flexible type of internship is a logical corollary to the electiveaspects of the undergraduate curricula that are now appearing in most schools.
\‘ .of medicine. It is generally believed that this "new look" is enhancing theeducational value of the internship.•
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needed; (b) the availability of patients; and (c) the extent to which a train-
ing and educational program is organized to 3ive the interns and residents
patient care responsibilities commensurate with the level of their profes-
sional development.

In the interviews each intern and resident was asked whether he was satis-
fied with the training he was getting, with the level of responsibility given
to him, with the supervision he was receiving, and with the opportunities for
obtaining emergency advice and help. There were some minor criti'cisms and sug-
gestions for improvement. In general the majority of the 30 who were inter-
viewed were enthusiastic.

,
. The' patient care that interns and residents provide is similar to the care

that a patient would receive from a practicing physician of his choice. The
resident does all of the things that any other physician would do except that
where he has not been thoroughly trained, he performs under close supervision.
As one would expect, interns cannot be extended these levels of independence.
They take medical histories,:perfonn physical examination, write up 'medical
records and charts, develop plans for care, report and discuss selected patient
problems with tha residents and senior staff members, write orders, investigate
or study specific problems, assist in surgical procedures, and go to the X-ray •
Department and the laboratory on behalf of individual patients. They also at-
tend service rounds with the resident. During these rounds, plans are made for
the carp of all patients that will usually be under the iuritdiction of the
residents..

.In pathology and clinical pathologY internships and residencies, and in
the diagnostic portion of radiology residencies, the interns and residents act,
for the Most part, as if they were consultants to other physicians. Here the
patient care service is less direct than the type of service given in other
disciplines.

A patient who is receiving care from an intern, a resident, his private
physician, and possibly otherF might wonder: Wouldn't it be better if I
received all of my medical care from my own doctor? Is all this extra medical
attention from interns and residents necessary? Do I behefit from it, and if
so, how?

• To understand that interns and residents are important to him, .a patient
should be reminded of the reasons why he is in the hospital. He is hospital-
ized so that competent medical care and supervision and needed facilities and
equipment will be continuously available. If he has, a private physician, he
should remember that he will have to share the limited time of this physician
with other patients and that this physician cannot be available to him.con-
ttantly.or at all times. Yet the hospitalized patient can receive competent
medical care regularly, routinely, or in emergencies as often as he may need
it. This would not be possible without either an adequate number of, interns
and residents or a very large staff of full-time physicians.

The present intern and resident.system provides a way of training physi-
cians and future medical specialists; it also gives hospitals and attending
physicians a way to maintain constant stand-by physician services for all hos-
‘pital patients. And the overall costs of this stand-by care are considerably
lower than would otherwise be possible.
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A patient ‘dlo has been Informed thal the intern and resident physicians
who care for him work hand in hand with his own private physician and carry out
his orders in all important matters will recognize these house staff services
as an essential part of the care he receives while in the hospital.

Allocation of Time Reported  by Interns and Residents

On-Call - To provide full physician coverage during some low work load
periods, interns and residents are required to be on-call or immediately avail-
able for duty for several hours each week. The amount of actual pork performed
during on-call periods varies in the different services. At night the on-call
men get as much sleep as possible between calls. Some sleep in on-call rooms
in the hospital, but others who live near the hospital may remain at home.

No special instructions were given for reporting on-call time on the .qUes-
tionnaire. Many of those who spent the time in the hospital reported it as
patient care time of listed it separately. Since house staff remain on-call so
that they will be available for patient care when needed, it is proper to re-
port this time in the patient care category. The interviews revealed" that those
who spent on-call time in their quarters near the hospital). did not include this
time in their questionnaire returns. Also those who were on-call within the
hospital did not report the time they spent sleeping, eating, or studying.
Therefore, the estimate of total hours spent in patient care should be regarded
as conservative, probably 5 to 10 per cent below the actual totals.

- Performing Autopsies  and Reading Electrocardiograms - The hours spent on
autopsy work by the pathology interns and the time spent reading EKGs by in-
ternal medicine residents was difficult for these respondents to classify.
Therefore, they listed this time separately. In this study this was counted as
unallocated time which averaged out at 1.1 hours for each intern and resident.
Since this amount of time is too small to have a significant effect on the over-
all picture, adjustments were not necessary. Even so the subcommittee felt
that the following comments were warranted:*

One of the principal pathologists of'the Yale-New Haven Hospital staff
-thought that autopsies added indirectly to the quality of patient care. Even
though a particular autopsy could seldom, if ever; be identified as beneficial
to one particular patient, he compared this service with other hospital activi-
ties that benefit all 'patients. Because of this, he suggested that no portion
of autopsy costs should be Charged to patient care. In his opinion autopsies .
contribute to the Self-improvement of the men that perform them, to the educa-
tion of medical students, and to the professional development of the entire
professional staff. And because of the investigative aspects of autopsies he

• recommended that part of the time spent on them be charged to research. He
suggested that house staff autopsy time be allocated 50 per cent to research,
25 per Cent to self-improvement, and 25 per cent to teaching.

* The Commission on Hospital Accreditation believes that autopsies contribute
importantly to the effectiveness of hospital-based patient care. The AMA

. Council on Medical Education requires an autoi)sy rate of at least 25 per cent
of hospital deaths for approval of an intern training program (2).
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generally rcv....
hospital, (h)
service was Ii,,

vidcd valuahi, :
and resident:i,
design nor
medical rese;:;
sies should L.

.0n the 0:
hind, the subcommittee members agreed (a) that autopsies are

as essential to consistently high quality patient care in a

Ihe autopsy work of house staff doctors, on the pathology

'Int to their self-improvement, and (c) that autopsies pro-

.01ing materials and experiences for medical students, interns

attending physicians, but (d) that ordinarily neither the

-Ills of autopsies would justify their classification as true

They decided, therefore, that time spent in performing autop-
.19eated as follows:

Sol) i 1:are
rovement

The chiti
that all EKG 1.
cardiologist.
insofar as pal'
charged t0.8el1
this recommen.I.,

•

50%
25%
25% •

qiplogist on the Yale-New Haven Hospital .staff pointed out

by interns or residents must be verified by a full-time

readings by the house staff are, therefore, duplicative

care is concerned, and the time devoted to this should be

Trovement. The members of the subcommittee concurred.with
!

patient care pi. The interviews were used, to elicit descriptions of the

They provided -, !.Ind• by interns, residents, and members of the full-time staff

that interns. 1.portunity to discuss the necessity. and value_9.f the care

the interns au,, . - -sidents gave to the patients. It was also possible to aSk

work either dci. . .:Idents whether they thought the training aspects of their

• . .ted from or added to the quality of this care.

All of thc ,
ing or self-imp, -' interns and residents interviewed thought that their teach-

itment activities were distinctly beneficial to all patients.

It is rout..
form a physical
the same. No

Some said
gill usually ca,.
serve him bettc,
questions and c
A patient may
.of history-takik,.
ation may revea:

- that when sevet_
the result cann...
physicians.

Self-Impro‘.
of the week in
and investigati.
clans; and medis
These rounds at.:
professional imp•
as the attendi

practice for an intern to take a patient's history and per-

wination. A resident and perhaps a clinical fellow may do

'.greed that this repetition was contrary to ,latient welfare.

,.I each of those who become intimately familiar with a patient

tor him for some time and as a consequence will be able to

It was emphasized that everyone ha's different ways of asking

one history. may bring out inform"ation that another may miss.

-.,re relaxed and better prepared to respond to the second set

4uestions than to the first. And the second physical examin-

.1ings not discernible during the first. It was pointed out

i'hysicians have first-hand knowledge' about the same patient,

help but be of benefit--benefit to both the patient and the

- In the questionnaires this item accounted for 12.7 hours

tion. This time included the hours devoted to private study
conferences and consultations with faculty and other physi-

, surgical, or other grand rounds made with large groups.
, .nducted to discuss the problems of selected patients for the

%oment of the participating physicians (house staff as well

• as much as for, the benefit of the patients., , 1 • • 4 1,
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Teaehing - The interns and residents felt that their responsibility forteaching and supervising medical students did not interfere with the course ofpatient care. Rather they believed that students' comments and .questions worked
to the benefit of the patients.

The teaching time reported included time for individual or group confer-ences that wexe primarily for the instruction of students; for example, thepresentation of patients when the primary purpose is to display, explain, anddiscuss etiology, diagnosis, treatment, and prognosis.

The interviews with senior medical students showed their belief that theinterns and residents performed very importantly as teachers.

Some services, such as radiology, did not have interns. On the surgicalservice the interns were so involved in patient care that they had difficultyfinding time for teaching.* On the other services, the students regarded theintern as the closest personal link between themselves and the patients. Theteaching done by interns, however, is limited in scope„.1 They teach .routinethings and the manual skills required for the medical care of patients.. Thisleaves the more advanced and more sophisticated aspects of teaching for resi-dents and faculty.

On the whole, however, the students were satisfied with the teaching per-formed by the interns. At the Yale-New Haven Hospital one student works withtwo interns on each service. If oneprolies unsatisfactory as a teacher, theother intern, or the residents, nearly always make up for the deficiency. Noneof the students seriously criticized the teaching done by residents. .

Differences Between Clinical Services 

So far this discussion has been limited to the patient care and learningand teaching activities of interns and residents. As between the differentservices, the elements that mad.-! up this combination of activities revealed'considerable variation.

Medicine and Pediatrics - By and large the interns spent more total hoursduring the week in question in the hospital than the residents. Excludingpathology, the respective averages were 104.5 hours as opposed to 76.6 hours.

For the interns the average total time spent in medicine and pediatricsaveraged 97 hours whereas for the residents it was considerably less--only
75 hours. The interns spent more time •than the residents in patient care (anaverage of 81 hours as opposed to 56 hours). Both interns and residents spentabout the same amount of time in self-improvement (10.3 hours as opposed to11.4 hours) but less time in teaching (4.9 hours as opposed to 6.7 hours).

As between the medical and pediatric services, the distribution of timebetween patient care, self-improvement, and eaching was the same for both theinterns and residents.

- * Also the Interns spent so much of their time assisting iaith the technicalaspects of surgery that they considered their personal relationships withpatients to be of little consequence.
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• ...Sursery - In surgery, during the week in question, the interns averagd116 hours in the hospital as contrasted with 88 hours for the residents. With105 of these hours going to patient care, it is surprising that the internswere still able tD find over 10 hours for self-improvement and teaching.

Of the 88 hours .the resident spent in the hospital, nearly 72 hours wentfor'patient care; nearly 16 hours for self-improvement and teaching.

Obstetrics-gynecology - The Yale-New Haven Hospital did not,offer an in-ternship in obstetrics and gynecology. Its residents are most entirely respon-sible for prepartum and postpartum maternity care and for preoperative and post-operative gynecological care. They also play a responsible role in the oper-ating rooms. The residents found considerable time for self-improvement andteaching, but even for the week in question, 61 of their hours were involved inpatient care.

Pathology - House staff on this service have less direct contact with pa-tients than any of the other clinical services. The first year in pathology isan internship which is primarily an autopsy assignment. Learning to perform anautopsy takes a few weeks. In the early part of his internShW, an intern mayrequire day for performing 6 single autopsy. The required time for thisfunction is reduced eventually to three hours or less. In addition to thisthree hours, A day or two is required for preparing slides and a final report.Three times a -week these reports are presented to staffs of the different clin-ical departments. In addition, more formal, weekly clinical pathological con-ferences are presented by the Pathology Department.

The pathologist who was interviewed believed that some persons might thinkthat the department was overstaffed with interns. He explained, however,. thatit necessary to train enough men for the next year when they would switch*from autopsies to surgical pathology, which is oriented toward direct patientservice.

• In the two years of residency following the internship, the residentsspend some time learning to prepare slides for microscopic examination of tis-sues and to perform other techniques ordinarily performed by technicians. Apathologist must know how to do these things, but histology- technicians will or-dinarily perform this function. Frozen tissue sections and the preparation ofslides requiring special staining techniques are exceptions. These slides mustbe prepared during a very short period time--often while the patient is stillin surgery. Therefore, a pathologist must become highly skilled in these tech-niques. In the opinion of the members of the subcommittee, time spent in learn-ing these procedures As a proper charge to patient care.

The questionnaire analysis showed that the house officers in pathologySpent much less time in the medical center than those in other departments.And the apportionment of this Lime to patient care, self-improvement, and otherdesignated activities, follows a much different pattern than was the case inthe other departments: more time is devoted to self-improvement and researchand less time to patient care. This reduces the average number of hours spenton patient care by the combined house staffs of all departments.
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Clinical. Pathology - In clinical pathology the residents averaged leSs timein the hospital than for any other service And over 80 per cent of thlis timewas spent in research. Self-improvement welt nearly 6 hours, direct patientcare only 2.7 hours, and teaching practically none. As compared with the otherservices, this pattern was probably the reflection of the mechanization of theservices largely under the supervision of technicians. .The members of the sub-committee would have insisted that the residency costs in clinical pathology becharged to research rather than patient .carebut with only three residents in-volved, the charge to patient care, as with the other house officers, was per-mitted to stand.

Radiology - The Yale-New Haven Hospital did not offer internships in radi-ology but, as in other services that have no internships, a completed intern-ship in another service or services is a requirement for a residency appoint-ment. The residencies are for three years.
0

A first-year resident must be taught to read X-ray films in .the early

-
-
! months of the year. During this time he is not very productive in terms of pa-tient tare. He gradually learns to read film, but all readingsmust be reviewed

u

'5 by a staff radiologist. In the latter part of the first year and throughout the
0

remainder of the residency, this film reading continues. Also the reviews by.; .the staff radiologists continue. However, as the residents gain knowledge and
-0
u experience, the time required for rechecking decreases, and .the residents as-sume-0  more responsibility. In the third year only the pro0

1,)1PTII.cases take much,.sD, of the staff radiologists' tiTe..u,.
u
gp
..,.., (I' 

An interview with a staff radiologist showed that the film reading of the
0

residents contributes to patient care even though the readings have to be re-( checked: The.resident sets up the films for reading and does all of the re-u
11, quired clerical work. The staff doctor simply looks at the film and confirmsor corrects the residents' interpretation. If there is a correction, this isu explained to the resident. Because of what' theresident does, film reading may.-.5 cut the staff radiologists' time in half, or even less. Nevertheless, the pro-

,-
portion of the residents' time reported for patient care was somewhat higher

0

0 than this radiologist would have expected.

This same radiologist thought that patient care would be just as good ifthere were no house staff and all films had. to be read by the regular staff.To provide the additional staff necessary to compensate for the lack of resi-dents would probably be just as costly for the hospital and the patients. In
5 the opinion of the members of the subcommittee, this does away 'with the case forno residents for a teaching hospital. To avoid training personnel that is al-ready in short supply would be to neglect one of the most important of its mis-sions. This same line of reasoning can be applied to all areas of residency'training.

Radiology residents are assigned to different staff members and at varioustimes they concentrate on certain services: the surgical service, the medicalservice, orthopedic service, and so forth. In addition to this, the picture iscomplicated because of the rapidly increasing importance of radiotherapy. Thismeans that the residency programs in radiology must provide for service, re-search, and teaching in both diagnosis and therapy.
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At the Yale-New Haven Hospital, radiotherapy training is provided in the
second year of the residency. This year is divided into four quarters.

During the first quarter, the resident studies physids under the tutelage
of a staff radiologist and draws up precise plans for the radiotherapy treat-
ments to be given to individual patients. This requires much study and detailed
work. The plans developed by the resident must be verified and approved by a
staff member.

During the second quarter, the resident begins to take more responsibility.
With every new patient the resident takes a medical history and does an examin-
ation.. This is followed by another history and examination by a staff radiol-
ogist. The resident and the staff doctors then discuss the patient and his
problems and develop the specifications for therapy. This involves considera-
tion of the kinds of radioactive materials to be used, the parts of the anatomy
to be treated, and the best way of providing this treatment without exposing
Other parts of the body to unnecessary radiation. After the therapeutic plan .
has been developed, unless there is some question, the resident ,takes over all .
of the responsibility for the patient. During this quarter 'the resident is
responsible for 60 to 70 patients at a time. This continues during the third
quarter and, in addition, the resident attends clinics on the various services,
especially those that are concerned with possible uses of radiotherapy.

During the final quarter of the year, he resident- serves as the chief
resident on the therapeutic service. .He sees every new patient when he is ad-
mitted and works on the wards with other residents. He plans work conferences
which • are held twice a week for the house staff, the regular staff, and the
technicians, dietitians, psychiatrists, and social workers who are involved
with particular patients. During this period he is also in chargeof teaching
conferences which are held twice a week, conferences with pathologists, stir-
geons,:and the staffs of other major services. He also attends conferences held
in the diagnostic division of the radiology service.

At the conclusion of this year of the residency, if a resident should de-
cide to confine his activities to the radiotherapy, he is expected to seek a
fellowship to support the continuation of this training.

----Controversy About DiagnoStie.Tests -. _

To the fullest possible extent, hospital diagnoses and treatments are
based on determinable facts about the patient. - Thoroughness is mandatory in
good patient care.

The early physical examinations of a hospital patient by medical students,
interns, residents, and attending physicians 'ar'e followed by repeated cbeck-ups
so as to keep the record of the patient's condition up to date. In addition,
in order to pinpoint a diagnosis and to maintain a constant check on the effec-
tiveness of the treatment, a variety of laboratory tests are used. When a hos-
pital is well staffed with interns and 'residents they order most of these tests.
Usually more tests are ordered for each patient than would be the case if all
of the orders were issued by attending physicians. • The result is a larger
patient bill.
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•

• Patients and sonic' of those responsible for the payment of patient bills
have claimed that some of the X-rays and laboratory tests are ordered to satis-
fy the training needs of the house staff rather than the needs of the patients
and because such tests produce no direct patient benefits they, therefOre,

. should not be 'included in the charges made for patient care.

. To check such claims, the opinions of several attending physicians, includ-
ing faculty members, 30 house staff physic)ans, and hospital administrative per-
sonnel, were .sought in interviews and informal talks.

• Most attend.ing physicians and faculty members admitted that some excess
use of the laboratories, both by the house and attending staff, was unavoidable.
But there was agreement that this would be a difficult matter to control. Al-
though some. experienced physicians may consider certain tests unnecessary,
others would fully support house staff judgments. Faculty members emphasized
that any tests that removed an area of doubt about a patient's physical condi-
tion were good for that patient and contributed to the total quality Of patient
care provided by the hospital.

The.30 interns and residents who were interviewed were reluctant to admit
any waste in this area of patient care. They thought Lhat,all diagnostic tests
ordered for a particular patient helped him either direetly'or indirectly.
Many' were problem cages which had been referred to .the hospital by physicians

. who expected the tests in quertion to be made.. The house staff did not believe
that they were ordering more tests than attending physicians were ordering for
their private. patients.

The interns and residents stated that they were taught to be thorough and
to avoid the chance of missing diagnoses. They said that house officers on
emergency room assignments are pressed for time. They have less opportunity to
discuss special problems and the desirability of certain tests. They are on
their own and, if there seems to be a possibility that a certain test Would
help a patient, they went ahead with the necessary orders. All had seen such
tests turn up unexpected information that had been vitally illportant to indi-.vidual patients.. They felt that for 'the quality of medical care they .were
being trained to provide, they could not arbitrarily cut down on their ordersfor. diagnostic tests without doing their patients a disservice.

Some services were taking positive steps to minimize the dangers of ex-
cessive house staff orders and the resultant waste. House staff who placed non-
routine orders Were called upon to explain why. Among the house staff this
created more of an awareness of the need to exercise judgment and prudence in
writing laboratory orders. But even so there was the belief that this had no
appreciable effect upon the work load of. the laboratory or-the overall costs----
of patient care.

In the opinion of members of the subcommittee all of these questions are
rapidly becoming academic. This is .because, hospital laboratories are. increas7...
ing their involvement in the multiprocednre screening Of every hospital admis-
sion, and as a consequence the questions of unnecessary and costly use of the
laboratory are rapidly disappearing. Instead, the need for the proper inter-
preta.tion of complicated profiles of labotatory results_is_introducing a new
dimension to the judgmental skills necessary to the care of patients and the
education of physicians.

85



The Effect of incrns and Residents on Hospital Economics

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

 c
ol
le
ct
io
ns
 o
f
 th

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

In the opinion of members of the subcommittee the study of internships and
residencies shows that, although the trainees may be legally qualified physi-
cians, their service output is not equal to that which might be expected of phy-
sicians'who are fully trained and experienced. Still the study shows that the
members of the house staff provide essential physician coverage for patients
around the clock, that their medical service productivity and the value of their
services increases steadily as the residency progresses, and that in the ad-
vanced years of their residencies the quality of their service reaches a very
high level. The members of the subcommittee believe that this study, through
its questionnaires and interviews, shows that factual information can be brought
together that will facilitate a broad understanding, including the economic im-
pact, of the total role of interns and residents in teaching hospitals.

To begin with the costs of internships and residencies comprise a signifi-
cant part of the total costs of operating the Yale-New Haven Hospital. For the
fiscal year ending September 30, 1964, for 210 interns andresidents (not just
the 140 who filled in the questionnaire) this amounted to $560;380, about 4 •
per cent of its total costs, or $2.30 a patient day. This included salaries
and all other hospital expenditures related directly or indirectly to intern-
ships and residencies. The kinds of internship and residency expenses paid by
the hospital are listed on page 147.

Any .hospital involved in intern and resident programs should be able to
develop this kind of information. Some hospitals compute their total intern
and resident costs routinely while others do not. But in either case, the costs
filter through the accounting system and are finally reflected in patient costs
and rates.. These costs borne by the hospital are passed on to patients or to
those who pay patient bills.

• In addition to the investment that teaching hospitals make in intern and
resident training programs, because of the time and effort their faculties put
into these enterprises, medical schools also make 'a significant contribution.
For example, a study performed in 1959-1960 found that after deducting related
income, each -f 12 medical schools averaged $218,290 as its contribution to in-
tern and resident education (3). Part of this expenditure may seem justified
because of the extent to which interns and residents teach medical students.
In fact, in deference to thig, some medical schools. pay part of the residents'
stipends—particularly the stipends of the senior residents.

A program cost study performed by the Yale University School of Medicine
.for the year. 1963-1964 revealed that the total salaried faculty time and effort -
devoted to teaching all interns and residents averaged out at 15 per cent and
that this amounted to $230,273. Therefore, at the Yale-New Haven Medical Center,
assuming that the October 1, 1963-September .30, 1964 fiscal year of the hospixal
can be equated with the 1963-1964 academic year of the medical school, as be-
tween the hospital and the school of medicine, the total cost of intern and resi-
dent programs for the year was nearly $800,000. Many different functions 11-
volving interns and residents are reflected in such a figure.

(' •For one thing, during the week in question, each of the 140 participating
house staff worked in the hospital for an average of 80 hours, twice the 40-
hour week that applies to most hospital employees. Of this week, each
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individual's time averaged out as follows: 3.8 hours in teaching medical stu-
dents, 3 hours' in research, 12.7 hours in self-improvement, and 58.8 hours in
patient care. Even though the week of this study (February, 1966) was two yearslater than either of the hospital or medical school fiscal years, if it is as-
sumed that all of the years in question are in step, significant relationships
between house officer participation in teaching, research, self-improvement, andpatient care can be discussed.

Teaching - Again bearing the above assumptions in mind, during the week inquestion, 140 members of the house staff together spent 532 hours teaching med-ical students. Obviously 532 hours of teaching medical students. by 140 out 'of
210 interns arid residents are not the data that can be compared with 15 per cent
of faculty time and energy in teaching interns and residents. But such data
could have been obtained and such a comparison could have been made. The ex-
trapolation of the incomplete house officer data for one week to complete data
for one year makes it possible to show that this is so. An average of 3.8
teaching hours per intern and resident is 4.8 per cent of the average work weekof 79:4 hours and 4.8 per cent of $560,380 is $26,899:appxpximate1y 10 per cent.of the total hospital-intern-resident cost for one yeari While it is improbablethat all of the above information will be worked into the ledger sheets, the
ledger sheets plus program cost studies can supply the information that cannothelp but be of importance to the judgments necessary to good hospital and medi-cal school planning and administration. This is of importance even though op-posing judgments may be the result. For ekample, there could be disagreement
over the significance of the small figure of $26,000. Some could say that the

faculty needed to do the amount and kind of teaching done by interns
and residents would not have been this costly. Others could say that the kind
of teaching done by interns and residents was of such value that this service
Was at least worth this amount if not more. But be this as it may, since the
average intern-resident work week was nearly twice the work week applied to
most other hospital employees--and interns and residents are ihospital em-
ployees!--it was the opinion of the subcommittee that the time spent teaching
medical students should be considered as contributed time and that since this
time was Spent to the collective advantage of the hospital, the medical school,
the medical .students, the patients, and the .house staff themselves, any "book"
qr "cash transfer" adjustment or any other consideration .of relative value was
hot worth the trouble.

. Research and Self-Improvement - For thepurposes of this discussion, re:-
search and self-improvement can be considered together. It is true that the
time spent in these two enterprises increased the capacity of the house offi-
cers to be more effective in both teaching and patient care. But when the 15.7..
hours (15.7 hours equals 19.6 per cent of a work week of 80 hours and 19.6 per
cent of $560,380 is $109,835) devoted to these activities plus • 3.8-hours of------
teaching are subtracted from the week's work of 80 hours, the remaining 58.5
hours are so far in excess of a normal work week, again the members of the-sub--
committee decided that this time should be considered as contributed time and
need not be accounted for in terms of dollars. . —

•-Patient- Care-- There are twoPrincipal ways in which house -OfficerS .tribute to patient care. First, they give direct care to patients as physicians
and second, they free the members of their sugervising staff so that they can
take the responsibility for more patients than would otherwise be the case.Unless some way can be found to compute the value of the house officer's
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Contribution to patient care in telms of the output of experienced full-time
staff physicians, there is no way of comparing these two kinds of service in
terms of dollars. But since, during the week in question, each house officer
averaged more than 60 hours of direct patient care, and since .this was in ex-
cess of the usual work week by 50 per cent, it was the opl.nlon of the members
of the subcommittee that the need to make such a comparison was unnecessary and
that the total hospital house officer cost of $560,000 was a just charge against
patient care. -

• But it was also the opinion of the members of the subcommittee that the
contributions of these house officers to patient care was largely in the pro-
fessional sphere and, therefore, the extent to which this $560,000 should be
passed on to patients as a hospital cost rather than a professional charge was
open to question. •

.•

In raising this question, the members of the subcommittee were not unmind-
ful of the fact that third-party payers, including medicare (4), consider house
officer expense as a hospital rather than a professional cost.

At the Yale-New Haven Hospital, the house staff stipends 'for the year end-
ing June 30, 1966 were as follows:

Interns $3,000• .
•'First-year residents $3,900
•.SecOnd-year residents $4,100

Third-year residents $4,300
•. Fourth-year residents $4,500

Chief residents $6,000

While these figures can be considered as close to the 1966.average (5), it
-must be realized that the stipends of house officers are steadily increasing.
For the year 1968-1969 the hospitals of ten cities will pay stipends for interns
that will vary from $4,200 to $7,500 and for fourth-year residents from $6,000
to $10,000. Varying combinations of costly living allowances and fringe bene-
fits will also be provided (6). In .the opinion of the members of the subcom-
mittee, while one reason for these increases is the need for a livable wage (of
the 140 hoUse officers who participated in the Yale-New Haven Hospital study,
the ages ranged from 23 to 46 years and, of these, 109 were supporting families),
once this condition has been satisfied, a•more compelling reason.will be the
nature and extent to which the interns and residents are responsible for the
professional care of patients. And it is further the opinion of the members of
the subcommittee, that as this gains in emphasis, there will have to be a limit
in the extent to which this can be justified in terms of the usual hospital costs.

The Yale-New Haven Hospital study provided further data in support of this
view when. it was shown that during the, week in question, the interns and resi-
dents devoted an average of 29.9 hours to the care of private patients of the
attending staff. This information was not included in the summary on pages
148 and 149 because too many of the house staff could not differentiate between
those patients that ware private and those that were not. However, there WS
the feeling among the interns and residents who were interviewed that at least

- one-half of their patient care time involved the private patients of attending
physicians.
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In concluding this report of the subcommittee, it is believed that while
this study had many imperfections, it still can stand as an important pilot ef-
fort that shows the importance of teaching hospitals attempting to estimate
their program costs. It is recognized that program cost estimating c&n only
consider dollars that are actually spent or that are involved in actual costs.
In developing such data, the consideration of relative4 value cannot be involved.
But the study alsci shows that once the data have been developed, they can still
be of use in the better understanding of institutional operations and in the
formulation of judgments that may be concerned with questions of relative value
and with decisions that can have to do with who should pay how much for what.

In short, it is the opinion of the members of the subcommittee that pro-
gram cost estimating is a procedure that can be of tremendous help with the •
understanding of the internal administration and planning of a teaching hospi-
tal and in explaining the complicated mosaic of its many functions, in this
instance those functions that revolve around the activities of interns and resi-
dents. And with program cost figures in hand and also the facts that explain
the figures, it is possible to do a better job of explaining the teaching hospi-
tal, both to those who think -they are informed as well as to those, who know
that they are not. A

! "
-As a final conclusion, the members of the subcommittee agree with the rec-

ommendation of the National Commission on Community Health Services that
research be undertaken to provide a basis for calculating and financing

the net cost of educating interns and residents" (this is a.portion of Recom-
mendation 11) (7), but only.if this is done in terms of the reevaluation of
educational content and methods, the extent to which services to the hospital,
attending physicians, and patients are necessary as educational frames of ref-
erence and the extent to which they are not, and the length of time (number of
years) that should be involved.

The members of the subcommittee suspect that portions of the internship
and residency that are primarily educational, that are in-service or on-the-job
tr?.inirig, and that are primarily professional care can be separated out in terms
of time and effort and also in terms of costs and that these costs can be dis-
tributed.aecordingly. Once these costs are upderstood,.the sources and the
amounts of the necessarii income can be better understood. All three of the
agencies sponsoring the Yale-New Haven Hospital program cost study have Ihese
questions under intensive study. The program cost study of seven university
medical centers that is mentioned in Chapter 8 will undoubtedly cast further
light upon these questions.

It would be folly to expect that these studies will yield formulas that
can be used in common ,by all teaching hospitals. No two ,teaching hos_pitals an
the relative emphases of their house officer programs on education, training, -
and various types of service are necessarily alike. Consequently each hospital
must conduct its own analysis of the costs of its manifold programs and opera-
tions. Then as the data from hospital to hospital may vary and as hospitals
are to be compared and understood, the facts that explain' thedata -and their -
variations will be readily at hand.
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flights. some combined with special
medical st111;11;i1",, h: I e irr::r:'cd
for members of the Natiomil Associa-
tion of Reside:us and hiterns.
Under the 1970 tom si.hedtile. com-

mencing in Nloy. be able
to visit some of the mos.; desir:fhle cities
and vacation, resorts in E WINK%

Early Reservatlens Urijecl
Medical meetings and seminars are

being arr.-mg:et! M conjunction svith the
tours that :11'e 01..`f MO weeks in length.
thereby enahling rn.:.:rbers to make the
tours tax deductible. Wives of members
are. of course. eligible to- the chatter
tours and special timing-mit:tits are
being completed so .that in MI prob-
ability your spouse's expenses will he
tax deductible too.

(Continued on page 61
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Proposer i Motlificatien
N.A.R.I., thiough its counscl,

;lard Fuchs. has been consulting wit!)
the office of Ser. Warren G. Nlagnucon

• (1). of \\';eshington1 who has intro-
duced a bill (S3(173) which would
atnend Section 117 of the littera:11
Revenue. Code to exclude from gross
income up to S300 per month of
scholarship and feitotoship gtants for
which the performance of servi,:::: is re-
quired.

Mr. Fuchs has submitted a proposed
modification to the leg.ishlion which
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An cdnotial in the October, 1969, itic of "Californi.: Nledicine" raisesimportant issues.xoncetoing the stattt of residents and interns. The editorial--- A Problem and a Proposal -- was so important that we felt compelled toreprint it so that all Our 111C111haS could read itt
The editorial notes that "if charity medicine is really to be a thing of thepast, ptofessional groups. whic'n would include licensed interns and residents,should be NE:nine:I and encouraged to collect reasonable fees for servicesrendered in a teaching situation just as is done in practice."
It proposes th:.. house staffers be recognized as practieing'physicians andmembers of the piolessional stair. •
Your Aisociatiou, long a fighter for improvements in the economic andprofess; f t emlor:,es the proposal. •

.ona. stades of the house statfer. heartily
:Its :mpoort and reetenmends that appropriate medicalorgankf.ations. take immeifiate action to .rnplenient programs to make residentsand interns nue professionals in every yen' of the word — including re-11)0nel-is:lion cot:habie for the seivices the r.Liforin ao1/41 professional statusappropi inie to their ability and iraiuio::. 5 he editorial follow•st .

A serious problem is do7,eiWii.g--W—t-iieit is no doubt it predictable out-growth 01 the traditional emplos...ment .sootis of inteillS and residents, a statuswhich has too often resulted in their exploit:train by both hospital adminktra-lion and Medieal staff.
•••••...

Fo;• a otimber s•ars, it has been evident that the stains of hon... stall.plstic I ;heir pay and ti note bentiks. need,A1 sot:so:tit:A imp:el...einem.but the ic,ponse has been slow, and it now appears that it was too ..!(.1%V.A 1•%.1V tI crqiislatioa l intons and resideats to impio.o. 111.i• til:•11:i, com-pensation and working contlio.,,iis is now apoarent. 'I Isis new deicrmi:iltii00
((20inino4.-el till imp: 3,

-----
would, if enacted. require ihe IRS
treat interns and resi..l::ot physiciar.
receptors of a fellotoship grant.

In introducing his legislation, :3
Nlagnuson described his amt.ndincnt
being ofrcred in the hope of correct
a mknoderstanding, that has esi,,
sincc the orktinal enactment of Seel

• 117 in 1954.

Financial Hordship
He stated that he believes Con:-

iotendeo a relatively broad intero::
.ton.of "scholastic- and "feitowsh
grants as used in Sc-ction 117 so
eneentra,,...e a well-educated eitiz...my
excluding from ordinary ineor
nrrielooc which were with in the me

of these words.
Instead, he declared, the IRS 1

given the words a narrow- imerpre
lion and hence many graduate stud.:1
who are required to perform teachir
research. or other services as a con

• tirn of receiving, financial assistan
(Continued on page 5)

Rosid6.'llts, Sturfe;:ts Fr_rvor

Cal-terRnlen t PiTtruyship

A survey or students and residents
California indicates that throe-quarte
of those questioned feel that "the sirn
gle against socialized medicine in it
Wils!Li Slates should now be channel,:
into other activities."

These activities, it was noted, inch"
"cooperation with government to for
a meaningful partnership for the IL,
terment of the health of the Americ:
people."

Slightly more than half of the re,
dents conceded that the g,overnme
has some role in establishing stantlan
of criteria to :155eC5 the quality of".
provided to patients by physici.0
Amoog students. O0 per cent ef ii
SONO'. and 75 per old or the fre,
men la‘ored a government role in
;ii ea.

(Continued on page 51
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(Continuo! fion pare I)

IS touelominded and cookiocd to one
Lind of aetion which vill %cry Idolv
produce resoito •Ilic new touoli op.
prioieh may be said to have started ys.ith,
the imaginative -heal-in- stoeed by the

.house .1.d at the Boston City 1 lospital
a few years I IA was successful
and bore result.. which vere satislac-
tor ot.the hoose sod of that time.

"Sophisticoled Service"
We are no'v in that after a

year or more of negotiations
by the Committee of Intern: and Resi.
deots of New York City, a controct- of
Jalsor union type has beep entered-into
JO *.•-ew Yo:k City. A national assceia-
[ion of ioteros'ond residents has coine
into being and in California a Uoi..or-
sity of California Association of Int:rns
and Residents h.ts 1•,:en formed :e.ol at
the time of this soriting is in neocitia-
(ions with the five medical schools .in
the University of California' so:oern.

It is easy to react with pious indig-
nation to all .of this. particularly if one
is old enough to compose an editorioi
for a distinguished medical joornal
such as this. But the facts are that
thioos are different than they were O.
20 or. even 10 years ago.
The majority- of house staff is now

married: often with one or more chib
dren. The lenoth of their post-dootoral
iraining has Mete:it:ed. They call atten-
tion to the fact that the income of most
interns and residents k considerably
['cloyv what is now held to be the level
of poverty. They. believe that they
render service. someiimes very sophis-
ticated o:rvice. and that they shook' be
compensated with a living wage. They
;ague that specialiAed training in busi-
ness, industry and even in other. fields
of graduate education is usually corn-_
pensnted more nearly adequately cven
though little service may be rendered.

Some Questions Raised
The loons raised by all this eNtend

far beyond the problem of reasonable
• pay and wt.-of:Me conditions for interns
and residents. Perin's% most basic is
the question wh,..‘ther house staff should
be considered ;tired help of the hos-
pital. or are they actually professional
people renderioe the sato professional
services on the same patients as is the
medical stall*?
On a broader seole, to what exteot

is it deNir„lik 0.0 )111.1',...0 the conoept
of hospnal-based physicians who ari
employed by the hospital and paid
from funds genet mei! ',Hough the hos-
pital daily rate foe patient care?

j7ces?
Is a very expensive hospital edoca-

tional proelam a proper (harp against
a patient who is in the hikpital for the
rare of hi, illness ot rer,ir of his in-
jury? Can this all he justified on Ow
basis of a bAter quality of care in a.
teachiug hospital! And perhaps most
impottant of all, what are the probabil-
ities that t his I I end RIWa I'd unionization
among house °Meets may spread
thronohout the Whole of the medical
profession. as it has olreado begun to
do in nursing. and will this be for the
uhimote poosl or ill of the patient and
the public?
These arc. not easily onswered ques-

tions, but must they not be faced and
dealt with by the medical profession
right now? The alternative may be to
Permit a N.110:1'..100 10 th.."Nlep

will not benefit the pooeno the pro-,
cession or the public.

In seeking a sohoion it is sugoested
that a number of foctors which pertain
to the problem be cotkidered. The era
or charity medicine is drawing to a
close: in foct, the concept is probably
no tenger even viable., This cad of an
era was brought El•-out by the enact-
ment of 'Ink,. aod XIX of the
Sockl Security Act. However, these
new tides and the reeolations which ad-
minister them have not yet been able
to resolve the inconsistency of trying
to" provide access to a single hioh
standard of health care for all on the
one handand tilling .the needs for clin-
ical "material- in tcoching hospitals on
the other.
The ditliculty is easily understood if

it is recognized that "teaching patients"
have traditionally been charity patients

, • . • • ,
i "al 

•, t.4ca
h?

Your AssociatiOn has received
an appeal for yettoo physicians
who sould lit:e to set up practice
in Ohio. The olty:.lcianF, who
answer the *hoot:Ilion will get
their chooee pre,etice medicine
in a pr000sed inedierit center be.
two a too viihoes — Minster
and firemen, Ott in,
James A. Elflito, who is co.

cloth man or the Pity siciaris Com-
mittee. saisi it aterS a perfect
!Lahti:ye between metropolitan
and r 1.11'.0:tt rill aa area

lirr:!!.res•is act •ro•sitig,
IS can

onoaet Mr. f.:.tiag loans-
15 Ottio Strevt, NIinster,

Chin or call collect.

El'11,40 •••c• !,1

• 6
and this now conflicts %chit the :lit
do away with charilY iii mcdivioe
reconcile this inconsistency it there
seems only reasonable that if
is to be phased out of the :•creje..•
praCtieing jih sicitutus it shoal(' alv
phased ota of the services provide(
licensed inkras and residents in te

inghi";it-:1:)%o'ltsv)sed that a loeiall solo
would be to recoonize ittoo-ns
residents as practicing phy%icians
members of the professional
which, in teaching hospitals. woof
organized as a group for the comb
purposes of practice and teooliine. S
a group would have appropriate
lernal arrangements with respect
privileges, responsibilities, working
rangements and compensations In
as is the case -with group practice
sick of teaching • institutions.

If this were done, yet another
would be taken to remove "dcm
log" charity from medical care,
teaching - situation would more do
parallel actual practice, the house
would actually move .into the in
stream of patient care, and the ft.
needed for support of the physic
involved would generate largely
perhaps entirely from the services t
render. The arrangements woold be
a professional basis among professic
people.

•Departure from the Polt
This proposal is a clear depart

from tl •: past. It would probably
(wire changes in the Social Sear
law and certainly ot the reouiatic
It Would require revision of the we
Mg but not necessarily the sulyoa;
of the requirements of a number of
specialty boards and would cause pr
lice groups to come into being
teaching hospitals.

But it all seems logical. It is aim
certain that the legitimate demands
interns and residents will sorneh
have to be met, not only in Califor
but across the nation. 1 he ne,:ess.
funding will be substantial and N

have to come from somewhere.
If charity medicine is reaily to bt

thing of the past. professional grou
which would include licensed not:
and residents. should be eermittod :
encouraped to.. collect reasonable

'for services rendered in a toich
situation just as is done Jul pract.iu.
us hope that it will do so poouptly

It is sueeested that the Amok
Medical Assoeiation is the. :.Opropri
body to assume the !cadetship nee,
to unravel this complex problem.

P.LEASE NOTIFY US 11.1IV.EDIATELY OF ANY CHANGE OF ADDRIiSS
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HIGHLIGHTS FROM AND •
• COMMENTS ON PUBLIC HEARINGS- ON FILING- OF PHILADELPHIA BLUE CROSS FCR. SUBSCRIBER RATE INCREASE

March 17 to -20 and 22, 1971

by

Leon A. Korin, Assistant Director

With kudos from his admirers and unflattering barbs from his adver-saries - and sometimes both from each of these groups - Pennsylvania InsuranceCommissioner, Dr. Herbert S. Denenberg, ended 5 daYS. of gruelling public hear-ings on the premium rate increase of 507. requested by Philadelphia Blue Cross.
The hearings started on Wednesday. March 17, 1971 at 9:00 a.m. andran for 4 consecutive days - (including Saturday) and were completed on the_fifth day, Monday evening, March 22, 1971 at 7:30 p.m. ..7,,,but not until morethan 40 hours of actual testimony had been presented and 132 witnesses hadappeared, spoke and were interrogated, to fill more than 2,000 pages for therecord! Klieg lights, television and movie cameras were the order of the day.One TV station carried the full proceedings for the first 3 days - live and incolor. . Philadelphia newspaper, radio and TV reporters were evident throughoutthe five days and the "New York Times" sent a reporter to cover the story.

"Flamboyant," "brilliant," indefatiguable," "dynamic,". "consumer-protector," "clever," "expert," "challenging," and "witty" - and the like, areadjectives which his admizers and supporters might use in describing Dr.Denenberg. His opponents might call him "caustic," "naive," "abraisive,""disruptive," "impetuous," "superficial," "bombastic," ."clowning," and the likeBut no one will deny that his words and actions are meant to shake up thehospitals, Blue Cross, physicians and the consuming public, as well - for Dr.Denenberg used all communications media to invite the consumers to come to thehearings for their "days in court" - to tell their experiences - good and bad -with doctors, hospitals, Blue Cross, and commercial health and hospital insur-ance carriers.

• In prior public hearings before Insurance Department Commissionerssome consumers were "ruled out of order" if they started to tell their com-plaints about Blue Cross, hospitals and doctors. Not so before Dr. Denenberg.Although this was purported to be a public hearing on the applications byPhiladelphia Blue Cross for a $37 million hike in premiums to be effective onApril 1, 1971 and another boost of $37 million - a total of $74 million - tobecome efre.ctive August 1, 1971 - "all was fair game" and the presentations ittimes were not only about the rate increase - but more significantly - theentire health delivery system was under scrutiny and attack for "betraying thepublic trust."
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To put the hearings in proper perspective, one should realize that inaddition to Blue Cross Plan representatives, individual hospital administrators,organized hospital regional and state associations, physicians - individually -regional and state organizations, providers of health care services such as
multiphasic screening corporations, labor groups, corisumers - individually andthrough organizations - representatives of government", local and State andnational were Much in evidence. In fact, for the first time in the 13 year
history of public hearings on Blue Cross Plans' applications for rate adjustment.the Governor of the Commonwealth appeared in person for a 13 minute presentationon the first day of the hearing. In addition to the Governor, other governmentpersonages appeared, including cabinet level State officials - the Auditor Cenerithe Secretary of Community Affairs and the Secretary of the Commonwealth, plus
representatives of the Secretaries of Public Welfare and Health. Not to be for-gotten were appearances of the Mayor of Philadelphia, U.S. Representative JoshuaEilberg, the State Director of the Consumer Protection Bureau, Bette J. Clemens(in the Attorney General's Office), State Representatives Eugene Gelfand and
John Renninger, both interested in health affairs and consumer protection, plus
city councilman (Bellis) and a city mayorality candidate (Cohen), .

k
Commissioner Denenberg, flanked on his rightlby chief counsel for the

Insurance Department Robert A. Miller (although the Commissioner himself holds a
Masters of Law degree. from Harvard Law School) and his special assistant for ion
range planning Rodney Pyfer, and on his left by John Sheehy, Bureau Director,
Regulation of Rates and Policies and Actuary Paul H. Henning, conducted the 5-da)
of hearings, asking almost .all the questions himself and commenting again on his
own. He started each day's hearings with a synopsis of the previous day's
activities including his orders to the Plan, hospitals and doctors. He announceon the second day of the hearings that he had approved a Blue Shield proposal fot
paying participating physicians for treatment of patients in nursing homes and
E.C.F.'s. This was seen as a measure to induce physicians to keep their patients
from remaining longer than medically' necessary in expensive, acute care hospital
beds, if they could be treated in E.C.r.'s.

The official stat-tments for Blue Cross of Philadelphia were made by its
Board Chairman, Donaldson Creswell, and Bruce Taylor, Executive Vice President,
with the latter carrying almost all of "the ball" during the 5 days. Many Blue
Cross officials and Board members were present throughout the hearings, and
'President Thomas Manley also participated.

Blue Cross stated that unless it received "sufficient money to continue
its operation" it faced bankruptcy and would run out of ready cash by April 1.
It attributed the drain to increased benefits forced on it by the previous
Insurance Commissioner who mandated a co-pay preferred comprehensive contract for
Blue Cross and its subscribers. Secondly; the Blue Cross subscribers have used
these "substantially expanded benefits" so that the request for "emergency relief
rests exclusively in this rise in incidence" of use of services during 1970,according to Bruce Taylor. The Plan als.o called for involuntary (governmental)control of hospital costs, because, alleged Blue Cross, it had taken "all steps
to ....encourage voluntary control of hospital costs...."

The Commissioner dropped his first bombshell three hours after thehearings started by ordering Philadelphia Blue Cross to cancel its contracts withmember participating hospitals and to renegotiate the contract. This edict cameafter nine months of hassling between Blue Cross and the Delaware Valley HospitalCouncil, representing member hospitals to negotiate the current contract, whichwas made retroactive to July 1, 1970. Either party may cancel the contract 90
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days after written notice of intent to do so is given, and the Commissioner gave
his verbal directive and then, upon request for the order "in writing" a hand
written order (a piece of note pad paper saying: "3-17-71, Blue Cross of Greater
Philadelphia please move to renegotiate in writing - signed, H. S. Denenberg").

Blue Cross had also recommended legislation or. other controls Oich
would (1) eliminate educational costs (of physicians) from Blue Cross reimbursable/
items; (2) elithinate unsuitable hospital bees -which it felt would decrease stays; /
and (3) establish norms for numbers of hospital employees for staffing purposes
in patient care and research, (4) refuse to reimburse hospitals on an accelerated I
depreciation basis.

. Dr. Denenberg hit hard against reimbursing hospitals for patients placed
in what he called"unsafe" beds - meaning "non-conforming" according to Hi.11-
Burton standards. He also expressed his astonishment that hospitals in the
Philadelphia area moved so slowly to take advantage of what he called "free
management and industrial engineering services" offered by Blue Cross. It was
noted that these services have only been available a brief period of time.

As in most governmental hearings of this type someolie brings up
"unreasonable" charges or "expenditures beyond prudence" - such as "50 cent
aspirin charge." The hearings produced a witness who said she could buy ,stain-
less steel surgical scissors in a department store for $2.50, whereas a hospital
she knew paid a surgical supply house $7.50 for comparable scissors! She alleged
that medical equipment was marked up in pr.ice between 400-2,560%! The Commis- .
sioner also referred to $10 tape measures which could be bought for 50 cents in
the 5 and 10 cent stores.

One of the facts that became evident to this observer in the hearings
was that each witness did not have to be qualified as to his expertise - state-
ments.could be made without-authorit2, reasonableness or validity - and they
most frequently went unchallenged.„ /"Don't confuse me with facts; my mind is made
_up" - could be an apt description/.

Owner-operators of proprietary extended care facilities - with economic
:motives that could be questioned - urged patients be assigned to their facilities
costing"$23.50 per day compared with $103 per day at a university hospital."
Approving the Blue Shield payment for physicians' services at E.C.F's, the
Commissioner felt, should ease this situation.

Governor Milton J. Shapp's appearance the first afternoon was high-
lighted by his announcern-e-a-Tf-757-a-ppointment of a cabinet level TASK FORCE ON
HEALTH CARE including the Secretaries of: Community.Affairs, Health, Public
Welfare and the Insurance Commissioner "plus top level staff men." He also
indicated the consumer advisory health care groups would be appointed. The
Governor supported Certificate of Need legislation and hoped that use could be
made of his branch offices for consumer health programs.

Later, at a press conference in Harrisburg, Governor Shapp warned of
possible governm:ntal action to reduce physician and hospital costs. Said he,
"If a way can't be found to get,the cost of medical care within reasonable
boundaries, then the State will have to find a way to set priorities, eliminateduplication and hold costs down."

(Reliable sources in the Governor's office reported to HAP staff on -March 25 that Insurance Commissioner Denenberg will be Chairman of the Governor'sTask Force aforementioned, and that a meeting of the Task Force is scheduled forthe week of March 29, 1971:).
;.

• -
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Describing the financial plight of the southeastern Pennsylvania areahospitals was Daniel E. Gay, President of the Delaware Valley Hce.pital Council.He stressed: (1) need for all purchasers of hospital care - including governmentto pay reasonable costs for in-and out-patients; (2) higher'costs are due, in agreat part, to increases in salaries which account for about 2/3 of total costs;(3) he called for an indemnity insurance pr3gram and a uniform benefits packagefor all insurance underwriters; (4) reasonaAe cost reimbursement for E.C.F. care;(5) rejection of Blue Shield payments to doctors if a Blue Cross case is rejectedfor hospital payment; (6) protection from excessive costs of malpractice andliability insurance; (7) adequate State reimbursement for educating studentnurses; (0) discourage filrair licensing or --certification of-Taraa&dicat per:sonnel:; (9) prompt payments to hospitals for services rendered (lo precludelorr-76Tirng for operating needs at high interest rates); (10) single auditsannually for all hospital jurisdictional agencies; (11) accelerated depreciationand (12) a "no-fault" insurance program.

The Commissioner was caustic in his questioning of Mr. Gay, alleginghospitals want to tell everyone else what to do - Blue Cross, government and thepublic - but he felt hospitals were slow moving or reluctant "to do things them-selves to set their houses in order."
A

After Jay E. Helme, Executive Director of the Hospital Survey Committee,.the facilities (only) planning agency for the area, testified about how theirgroup has saved the community millions of dollars which might have been expendedfor unneeded new beds and other facilities (replacements or expansions), Commis-sioner Denenberg ased the Survey Committee to make determination which the hos-,pitals and Blue Cross would abide by in deciding which beds are to be removedfrom the "suitable" list or to decide which facilities and services - such asopen hea)t surgery, cobalt and other expensive procedures are to be curtailed orestablished - and at what institutions in accordance with "proven tneed."

•Dropping his second bombshell - after hearing about varying,hosp-.171-7'costs, Commissioner Denenberg ordered Blue Cross to furnish him with the per diem(costs at each Blue Cross member hospital so that he could publish a "shopper'sip.O.sle-" for consumers, listing all the hospitals and their costs. Realizingsubsequently that even with this "guide" consumers could only be admitted to thelhospitals where their physicians have staff privileges, the Commissioner hit the ."country club like" procedures hospitals use in appointing medical staffs anddirecterThat hospitals examine staff appointment procedures and extend staffprivileges to more doctors which "would be one way of introducing. a more com-petitive aspect into the hospital operation."

The position statement of the Hospital Association of Pennsylvania waspresented by Executive Vice President John F. Woman. The statement, a copy ofwhich was sent to each member hospital, included, among other. items:(1) disallowing physicians' Blue Shield payments when hospital payments are_disallowed under Medicare, Medical Assistance or Blue Cross; (2) a suggestionto merge the five Pennsylvania Blue Cross Plans and Blue Shield into one state-wide, single plan; (3) better communications and disclosure to Blue Cross sub-scribers so they will know exactly what Blue Cross pays the hospital for carerendered - not the vague statement appearing oa some hospital bills - that theBlue Cross "allowance" is equivalent to billed charges and hence the subscribermay think Blue Cross pays billings.

Alleging that there were problems in our health delivery system, Mr.Woman took the Commissioner to task for referring to our health care delivery



system as "a Frankenstein monster built on Rube Goldberg principles." Mr. Woman. reminded the Commissioner of the health strides made by the system. Sulwiequently,the Commissioner apologized for referring to the system as a "Frankensteinmonster."

Mr. Wordan also felt that: (1) research and educational costs - nowgenerally addqd.on.to. the.patientll—cosE7:—iliOulThe bornq by the entire community;-.•• • ... • ...• •(2) costs will rise under the pressure of employee unionization; (3) 7nploiCCompensation coverage for employees could increase operating costs by as much as$12.5 million; (4) malpractice insurance could increase a hospital's cost by asmuch as $1.00 per patient day - or more - and the practice of "defensive medicine"by physicians also contributes to higher costs.

He indicated what hospitals are doing to strive for economies andhopefully to "contain" costs and reduce the acceleration of the rate of increases,such as, shared laundries, group purchasing, shared computers, shared industrialengineering, group insurance, educational and training sessions and manpowerrecruitment campaigns. .

A; .4 •- Stressing the essentiality for Certificate of Need State legislation andthe creation of a new qualified Pennsylvania Health Care Commission, Mr. Wormanalso asked the Commissioner's help and Support in obtaining reasonable cost re-imbursement for outpatient and extended care facility services from the State.

One State official (Dr. Alfred Kraft,.Commissioner of the Office ofMedical Services and Facilities) ended his .remarks, after he had indicated thatthe system needed revamping, but that hospitals were doing a good job under thecircumstances, with "there is no problem which we are unable to solve, 'exceptthe one of the pocketbook." But the whole subject of the hearings was p questionof money for Blue Cross to continue to operate - if at all!

Even though only Philadelphia Blue Cross' filing was the reason for thepublic hearings, Pennsylvania Blue Shield, Inter-County Hospitalization Plan andthe other four Blue Cross Plans in Pennsylvania were "invited" ("directed" mightbe more accurate) to appear and make statements or to respond to 54 questionsenunciated by the Commissioner when he announced the public hearings through apress release. He advised the Blue Cross Plans' (outside of Philadelphia) chiefexecutives they would have their public hearings, too, when they next .filed forrate adjustments.

Floods of consumer complaints about their bills, their inability to getthrough to Blue Cross when they tried to phone their offices, alleged cancella-tion of coverage after 20 years of coverage and getting little considerationconcerning representation on the Blue Cross Board brought expressions of concernfrom the Commissioner.

He opened the third day of the hearings by saying, "We are not anti:-hospitals; not anti-Blue Cross; not anti-doctors. We are pro-comsumer and pro-Blue Cross subscriber!"

He coatinued, "this is the-beginning, not the end of our investigations."He cited the on-the-spot agreement of Blue Shield to stop paying doctors, if theirpatients' hospital stay is not a reimbursable Blue Cross hospital stay; BlueShield to research how physicians could be paid for home visits; he wanted to .have hospitals move about 307 of the patients "who don't belong there" to less 'costly E.C.F.'s. He wanted more definitive consideration for health maintenanceorganizations and multiphasic screening outpatient work done as preventive health
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care measures. He cautioned against misleading advertising of prepayment hos-pitalization plans and. said he was disappointed that some hospital and physician
"establishment" representatives were "intellectually sterile" for not coming up .with "a single new idea" - and that the Medical Care Foundation described by
Pennsylvania Medical Society representatives was something "long in the future."He continued his concern for poor communications between Blue Cross and its
subscribers. ,

He directed the Delaware Valley Pospital Council to furnish him with
data relating to their member institutions asto:

(1)_,composition and frequency of meetings of Budget Committees.

/. (2) Amounts Spent for non-patient care activities such as education
and research.

(3) Amounts spent on dues to the Delaware Valley Hospital Council,
HAP and AHA and "other organizations engaged in lobbying,

• collective bargaining and public relations activities."
--

(4) Travel expenses of hospital personnel to attend meetings of
aforementioned groups.

(5) Salaries paid to hospital executive employees.
• --

(6) Extent of and expenditures for public relations activities.

(7) Copies of hospital annual budgets.

The Commissioner indicated he may also want similar data for the rest
..of the hospitals in Pennsylvania in the near future.

- Organized labor had several persons testify for it, hut its prime•
spokesman was Harry Boyer, President, Pennsylvania AFL-CIO spaking for more than
1.5 million members in the Commonwealth. He also was offering his testimony on
behalf of the Pennsylvania League for Consumer Protection, of which he is a Board
member.

He opposed educational and research costs and all non-patient care
related costsTeing part-Of.BE16—Cio'Ss and hospitar .chargeS Suggesting that
"Blue Cross and other carriers of hospitalization insurance refuse to pay such
charges." Secondly, he felt Blue Cross should not be permitted to recognize
charges for "inadequately utilized services" such as costly and complicated
radiological therapeutic services or underutilized obstetrical beds. Next, he
called for full services being available at hospitals on a seven-day week basis.

.He called for Blue Shield to pay physicians .forother than hospital inpatient
physician services, and the greater use of outpatient diagnostic and therapeutic
services and extended care facilities.

Mr. Boyer supported legislation introduced by Representative Gelfand
last year to form a Hospital Control Commission (11-2183 of the 1970 session)!

He, too, called for a merger of Blue Cross with Blue Shield into one
Plan. He wanted private insurance carriers which write hospitalization coverage
on a highly selective basis to be compelled...."to have to cover all groups if
they are permitted to cover any."
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Also, Mr. Boyer called for consumer representation on the Blue CrossBoard of Directors.

Labor representatives consistently and uniformly oppose deductibles andco-insurance featOres and have supported the service type subscriber contractswith. Blue CrosO But lIppo_s_112g this viewpoint was the former chief actuary fol.:.the Social Secu.r_i_q_Ad.mitil_lstration, Robert J. MEersnow a Professor of ActuarialS-c-i-trffEra Templejnlyfilti:--11-ralled for "c-O-S-E---DTan: -g by the col:is-Umer"-a euphemism for deductibles and co-insurance. How to reconcile labor's oppositionto deductibles with the actuarial expert's suggestions (which the Commissioneralso seemed to look favorably upon - as in a9to insurance, despite criticisms ofcomparing human lives with automobiles:), are opposite viewpoints which must.ultimately be decided upon by the Commissioner.

National health legislation also came in for its fair share of refer-ences, but its imminence was not expected and all agreed in this Blue Crosshearing, no one dared wait for as national program - if it should, come at all:Some felt a more inclusive national health program (for .the under 65 years of agegroup) might be two or more years away - and Blue Cross, Ole hospitals and the.consumer needed action and relief now:

Philadelphia Blue Cross was asked to give the Commissioner details onits refusal to reimburse six member hospitals for certain elements of cost. Hewanted to know in what way the charges made by these hospitals—were "excessive."

U.S. Representative Joshua Eilberg (D-Phila.) called for a consumer'sombudsman whose authority should "originate outside the power structures of thehealth and medical professions" and who, "most importantly, should have theauthority to say no. If a proposed contract is too expensive, he should be ableto veto it."

The Commissioner was urged to "flex his legal muscle" to provide con-sumer protection. This from an attorney, previously with State government in theC -insumer Protection Bureau.

The Assistant City Solicitor for the City of Pittsburgh, Mrs. MarionFinkelhor, reminded the Commissioner that he "inherited" a suit against theInsurance Department (now in Commonwealth Court) brought by the City of. Pittsburgh,for failure by the former Inpurance Commissioner George F. Reed to allow Mrs.Finkelhor to cross-examine witnesses at the public hearings of a rate adjustmentrequested last year by Blue Cross of Western Pennsylvania (Pittsburgh based Plan).

The Commissioner indicated he wished to keep the hearings informal andexpressed fear that cross-examinations might. mean the hearings would bog down ontechnical and legal matters and drag on. for. months. like .some public utilities'rate hearings before the PUC.

. The poor, the blacks and the senior citizen consumers were adequatelyrepresented even though the Blue Cross filing did not involve its "over 65"coverage. The Young Great Society, the Germantown Community Council for ImprovedHealth Care, the Senior Citizens Action Council, and representatives of the HealthInformation Project - a student centered group - among others, made lengthypresentations on their suggested remedies to change the health care deliverysystem. Commissioner Denenberg always manifested courtesy to these persons, witha "thanks a lot; thanks a million for coming in to give us your ideas" at the endof their presentations.
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Dr. H. Newton Spencer, President of the Health Service Plan of Pennsyl_vania (HSP), sometimes referred to as the "ialiser - Permanente Plan of the East"testified for that health maintenance organization - which has a long way to gobefore it is really operational as a capitation payment plan for comprehensivehealth care. services.

Paul Guest, Esq., President of Methodist Hospital, the last witnessin one long day of the hearines proceedings, ran out of time (the City Hall
Court Room'had to be vacated by 6:00 p.m.) in his question and answer periodwith the Commissioner. His suggestions of why the elements of cost have increasein the past several years and the discbunt given to Blue Cross by hospitals ("Ifall hospital patients were Blue Cross subscribers, hospitals would not be able tocontinue in operation") and his proposals for remedying the situation were precisanalyses of .the. problem. The Commissioner asked Mr. Guest to give him detailedproposals in writing for his study and consideration.

On he fourth day (Saturday, March 20, 1971) of the hearings, severalhospital administrators came forward to present their testimony, including EdwinL. Taylor, Director, Graduate Hospital (and President of HAP), who presented a
statement on behalf of the Graduate Hospital and as reAresentative of Dr. Luther. L. Terry, Vice President for Medical Affairs for the Univer'sity of Pennsylvaniaand its hospitals. Mr. Taylor's excellent presentation and the way in which he• fielded the questions put to him by the Insui-ance Commissioner were most masterfu• He pointed out that the full financial requirements of provider health institu-tions must be met, if they are to remain' available to the ,consumer to providethe .health care he desires. Indicating that at Graduate Hospital very few
doctors have not had their applications for staff appointments approved and that• there was "no country club atmosphere, to his knowledge" at the Graduate Hospital• medical staff. Other questions put before Mr. Taylor by the Insurance Commission
pertained to statistical and financial data, occupancy figures, budget committee
composition, and the like. •

Mr. H. Robert Cathcart, President of Pennsylvania Hospital, spoke on
behalf of the Group Health Planning Association of Greater Philadelphia, of which
be is Vice President. This organization might be referred to as a health main-
tenance organization for a geographic unit in the center-city core area of
Philadelphia.

_Executive Vice President of Hahnemann Medical. College and Hospital,
Charles S. --l'axi-onented -hrUIement as to the mediai—cif-diraningi-ErEarEsable—am 'fir health care providers and the questionable proposals to
disallow such items as depreciation, the cost of education.for.p1isirLuaqux.s_es
arldrelatedllospitaltethreKPorluescommended coordination or. .••.. • •
mergr 61-131a-Ci-Eiss and Blue Shield. He referred to the "shameful way in which
the State of Pennsylvania is responsible for not reducing hospital stay dramatic-
ally" in that it allows only $11 a day for care of a DPA patient for skilled
nursing services in an E.C.F., when the costs for same are much higher, running
over $20 a day. He also reiterated the fact, as did Mr. Taylor before him, that
the increased emergency adjustment of 20.257 requested by Blue Cross was due to
the consumer utilization of new benefits, directed by the former Insurance
Commissioner and not related to hospital operating cost estimates.

..•••••••

On the last day of the hearings Norman W. Skillman, Administrator, !Chester County Hospital, gave his suggestions for reducing hospital expenditures,similar to the testimony he gave last year before the Senate Finance Committeewhen it was reviewing questions pertaining to extension or contraction of benefits
under the Medicare and Medicaid Programs. One of his major thrusts was to reduce
the average length of stay of patients and thus reduce the cost of medical care.



If the otay could be reduced by two days in the Philadelphia area it would savemillions of dollars.

A representative of Employers Mutuals Insurance Company of Wausau,WisConsin (the HAP endorsed carrier for Comprehensive General Malpractice and 'Professional Liability Insurance), presented information to the InsuranceCommissioner on the safety education aad loss preventain programs conducted bythat'company in Pennsylvania.

Accusing Blue Cross representative's, Board Chairman Donaldson Creswell,and Executive Vice President Bruce Taylor, of including "half truths, selfserving conclusioos, and even mis-statements" in their testimony was BarnetLieberman, Esq., former Philadelphia Commissioner of Licenses and InspectiOns,who was recently appointed as an unpaid special consultant by CommissionerDenenberg. Swaporting Mrs. Marion K. Finkelhor, Mr. Lieberman also called forBlue Cross representatives to be subjected to oath and cross-examination whenthey present their statements. because "public money is at stake."
o

A most comprehensive, scholarly and balanced presentation was made by

—

Charles P. Hall, Jr., Ph.D., Professor of Insurance and Chairman of the Depart-

-

u
sD, ment of Health Administration at Temple University. Di..kHall wished to make it'5 "clear at tne outset that the public would be making a serlous mistake to expecto
E any reduction in the total expenditures for health care in the foreseeable future..; At best, we can hope for a decline in the rate of increase in expenditures." He-asuu spoke of many problems at the root of the question of health care delivery and-as indicated that the problem was both complex and many faceted„ requiring solutionso
sD, to be coordinated on many fronts. He gave each element involved in the health

,..
u,.. care delivery service its fair share of both accolades and criticisms, calling
u

..,o (-.7a 
for an end to looking for any one scapegoat to shoulder all of the blame.

,a)

m 
The Philadelphia Chapter of the Hospital Financial Management Asso-

-,

u El' ciation, in its testimony, questioned Blue Cross' request for an immediateemergency increase of 20.257. and the additional 307. requested to become effectiveon August 1, 1971 (on top of the 25% received last year). It was noted thatu
E .hospital costs did not increase 257. last year and certainly not 507 so far thiso year. "Approximately 147. to 15% would be more like it." Farthermore, they

,—

questioned the Blue Cross Annual Financial Report which does not include theo
.., certification of an independent certified public accountant, suggesting that the

—
uu 

Commissioner request the Auditor General to perform an audit of Blue Cross. InOu the area of recommendations, they suggested a method of prospective reimbursementu
E be authorized and pledged their availability to develop a workable solution in
O this budgeted prospective reimbursement method. They also recommended that 

.
"Blue Cross not be permitted to extend benefits to subscribers unless included'5 in the rate filings with the Insurance Department."

8 The last day of hearings saw three of the five Blue Cross Plan chiefexecutives (Ralph Smith, President, Blue Cross of Northeastern Pennsylvania;Earl G. Wray, Jr., Executive Director, Blue Cross of Lehigh Valley; and RichardD. Rife, President of Capital Blue Cross) present their statements for theCommissioner's consideration. President of the Blue Cross Plan of WesternPennsylvania had testified on the previous Friday.

The Commissioner also listened to testimony about the American Hospital.Association's "Ameriplan" presented by the Chairman of the AHA Committee, Mr.Earl Perloff, Chairman of the Boards of the Albert Einstein Medical Center andPhiladelphia General Hospital. The HCC's (Health Care Corporations) as a meansof restructuring the American health care delivery system were discussed in briefby Mr. Perloff, since a copy of the full Perloff Committee report had beenpresented to the Commissioner In advance.
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Shining forth as the consumers' advocate (one might almost think that
the Insurance Commissioner had organized his "Denenberg's Devils" to compete with
Nader's Raiders) the Insurance Commissioner during the five days of hearings on
the Blue Cross rate increase had the following seven major demands or recommenda_
tions to make:

(1) Reorganization - Be ordered Blue Cross to reorganize its 36 member
Board of Dfrectors within two weeks to reflect greater consumer interest and
employer representation. He asked for the elimination of hospital and physician
members from the Board, and questioned affiliation of the Board's 21 "public
representatives" with Blue Cross subscribers.

(2) Costs - Acknowledging that Blue Cross would probably get an increase
or else be put out of business, he questioned and asked for explanations why
Blue Cross rejected as "excessive" $5 million in claims from six Philadelphia
area hospitals: He wanted information on non-patient care costs, such as
education and research items.

'(3) Cost Shoppers' Guide - He stated that his —Department, after receiving
information from Blue Cross and the Delaware Valley HosPiCal Council on the
average cost per day of care in each of the Blue Cross member hospitals, would
publish the per diem cost and also indicate the per diem cost of extended care
facilities operating in the area. Also included would be a list of the multi-
phasic screening corporations in. the Delaware Valley area: Along these lines he
demanded more liberal policies for admitting doctors to 'td.ffs of hospitals to
prevent patients from being turned away from hospitals of their choice, There
costs might be lower, because their physicians are not staff members.

(4) Meetings - He Called for widespread publicity of Blue Cross meetings
and asked for the elimination of three year waiting periods before subscribers
could get voting privileges.

(5) Costs of Intern and Resident Training - He indicated that the salaries
of interns and residents should be paid by physicians who are on a fee-for-service
basis since they benefit from the patient care activities of such student interns t
and residents. He did not feel this was a cost that should be loaded on to the t
cost of hospital care, to be paid for by the horizontal patients or Blue Cross
subscribers.

(6) Nursing Homes %. He approved Blue Shield payments of physicians' fees
for care in nursing homes to encourage physicians to transfer patients from high
cost acute hospital care facilities to E.C.F.'s.

(7) Beds - He ordered Blue Cross not to pay hospitals for unnecessary
or "unsafe" beds, charging that some hospitals are "overbedded."

(The aforementioned seven demands are based on a Philadelphia newspaper
account, since HAP has not had an opportunity to review the verbatim testimony
transcript.)

After five full days of °dramatic public hearings the "piece de
resistance" came when Insurance Commissioner Denenberg conceded on Sunday,
March 21, 1971, in a TV interview that the requested Blue Cross rate increase
of up to 507, was probably inevitable. He indicated that everything would be
done to minimize the amount of the increase. "But there is really no choice.
You either have to give them the rate increase or put them out of business."



Commissioner Ihrbert S. Denenberg ended the five days of public hearings at7:30 p.m. on Monday, March 22, 1971, with a statement that his decision withreference to the rate adjustment filing presented by Philadelphia Blue Crosswould be announced within a brief period of time, hopefully within the followingtwo weeks.

Health care personnel in the Commonwealth of Pennsylvania have aninteresting tiMe ahead of them as long as this administration continues Dr.Denenberg in office as Insurance Commissioner. Significantly, Dr: Denenbergreferred to "the next eight years of this administration" as its time span inwhich to affect major changes in the health care delivery system of the Common-wealth. It should also be pointed out that from the very beginning, when Dr.Denenberg held hi first press conference on February 8, 1971, at 10:30 a.m. andannounced the public hearings in Philadelphia for the Blue Cross rate increase,his news release. "covered" the Commissioner for eventualities by stating the2 following: "Rate increases for Blue Cross may be inevitable,".Dr. Denenbergsaid, "but a comprehensive effort must be exerted to contain costs." On thatsame day, he issued another press release stating that, "The Insuranct Departmentof Pennsylvania will no longer grant rate increases without first reviewing the0 steps being taken by insurance companies to lower costs, to modernize contractsin order to meet changing consumer needs, to offer more adequate amount ofcoverage, to offer deductibles that can lower premiums, and to stop arbitrarycancellations and nonrenewals." Not only the health care insurance and pre-payment industry is in for its "interesting" times, but the entire insuranceindustry in all its ramifications may find this Commissioner to be quitedifferent from others with whom they dealt in the past.
,0
0

111'

8
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The. Ad floe Committee on Corporate Responsibility forGraduate Medical Education submitted a report to the Coun-cils of the Association at the February 1971 .meeting. Itwas recommended by the Executive Ccuncil that the title ofthe report. be modified, indicating that the report was astudy of the implications of corporate responsibility forgraduate medical education rather than a policy statement.The Executive Council also requested that a brief policystatement be derived from the report and submitted to theCouncils for study.

This policy statement was developed by the Committeelisted below andis respectfully submitted for study by theCouncils of the Association.
•
.Thomas D. Kinney, M.D., Council of AcaddMic Societies.John Parks,. M.D., Council of Deans I "David Thompson, M.D., Council of Teaching HospitalsMr. John M. Danielson, Staff
Marjorie P. Wilson, M.D., StaffAugust G. Swanson, M.D., Staff .

April 13, 1971

\•-, '

(--N, The modifications indicated either by deletions or by
110/ 

additions in italics were recommended by the COTH Adminis-trative Board and the Executive Committee of the ExecutiveCouncil.

April 15, 1971
************************************************************The policy statement set forth below was derived froma report on the "Implications of Corporate Responsibilityfor Graduate Medical Education". That document should beused for guidance in the development of the assumption of• responsibility for graduate medical education by academicmedical centers.

. POLICY STATEMENT ON THE
•CORPORATE RESPONSIBILITY FOR
GRADUATE MEDICAL EDUCATION

The Association of American Medical Colleges endorsesthe concept that graduate medical education should become



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

a corporate responsibility of the facultie3 of the academicmedical centers. Through this endorsement the Associationurges the faculties of academic medical centers to developin' conjunction with their parent universities and theirteaching hoE;pitals, programmatic plans for taking respon-sibility for graduate medical education in a. manner anal-ogous to presently established procedures for undergraduatemedical education.

Assumption of this responsibility by academic medicalcenter faculties means that the entire faculty will estab-lish mechanisms to: determine the general objectives andgoals of its graduate programs and the nature 'oftheir teach-ing environment, review curricula and instructional plansfor each.specific program, arrange for evaluating graduatestudent progress periodically, and confirm student readinessto sit for examinations by appropriate specialty boards.
'The Association 'encourages hospitals with, extensive,multiple graduate education programs, which are not now af7 ,filiated with academic medical centers to develop their owninternal procedures for student selection, specific programreview and proficiency examinations. The accrediting agencyis urged initially to accredit the entire graduate programof these hospitals. Ultimately, these institutios shouldeither develop affiliations with Wegree-granting academic.medical centers or seek academic recognition as free-stand-ing graduate medical schools. Hospitals with limitedgraduate programs desiring to continue their educational en-deavors, should, seek affiliation with an accredited academicmedical center.

The Association urc,es that the Liaison Committee onMedical Education; the Residency Review committe2s of theAMA and .the several Specialty Boards continue their effortstoward developing procedures which will provide for accredit-ing an entire institution's graduate medical education pro-gram by one accrediting agency.

The Association further urges that the specialty boardscontinue to develop test instruments for measuring achieve-ment of individual candidates that avoid superimposing 'rigidprogram requirements on the academic medical centers.
The development of graduate education curricula andinstructional programs should take cognizance of appropriatefinancing for both the service. and educational componentsof the graduate experience.



A SPECIAL REPORT AND RECOMMENDATIONS BY

THE CARNEGIE COMMISSION ON HIGHER EDUCATION

OCTOBER, 1970

«.1
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STUDENT
GRANTS

Recently an HEW task force has called for direct federal aid to
medical education and for the shifting of the responsibility for
health manpower within thc federal structure. On federal aid to
medical education, the report said (48, p.

Because of a traditional reluctance to dirxtly involve the federal govern-
ment in the financing of medical schoo education, desperately needed
financial support has been funneled through research grants to medical

. schools. ‘Vhile biomedical and clinical research conducted by the medical
schools has been of great value and is an important element in attracting
outstanding scholars and researchers, it is frequently a counter-productive
.incentive to improving the efficiency and teaching aspects of medical educa-
tion. Therefore, support of the educational function should be separate and
distinct from support of the research function. A more direct approach,
depending on stipends to both the student and the medical .school, would
help reduce the '.;nancial burden of medical education for the Stucicilt and
provide the medical schools with positive financial incentives to increase
their productivity.

A particularly urgent, problem is the plight of medical schools,
chiefly private iristitutions, which are in grave financial difficulties.
A total of 61 medical schools have been awarded Special Projects
Grants by the federal government on the basis of some condition of
financial distress (49, p. 2), and in July, 1970, a bill authorizing
$100 million in emergency aid to medical and dental schools "in
financial distress".was passed by the Senate and sent to the House
(50, p. 9).

The types of federal financial support recommended by the Com-
mission include (1) student grants and loans, (2) institutional
grants for educational expenses, (3) grants to university health .
science centers and universiy-iffiliated areaTicalth centers?ortlie
a-Tian-EC-a education of house officers. (4) grants and loans for con-
struction, (5) start-up grants, (6) research grants, and (7) funds
for manpower research and regional planning. The recommenda-
tions for grants to institutions are carefully designed to stimulate
not only expansion of but also needed changes in health science
education.

In view of the high cost of medical and dental education,. there is
a particularly critical need for grants for students from low-income
families who wish to undertake such education. The case for pro-
viding medical and dental education grants to students from low-
income families also rests on the need to provide equal opportunity
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period of four years. Moreover, every institution should be ex-
pected to increase its average class size to at least 100.
Payment of the supplements would not begin until actual entry of

additional students and would be based on the number of such en-
trants enrolled in a given year. If a university health science center
had initiated a significant expansion plan for added student places
at any time from 1967 through .1970, the bonuses would be avail-
able for the added students for the remainder of the eight-year
period. The Commission believes that even though the expansion
should be accomplished within a four-year period, higher costs
would be incurred for as long as eight years—hence the stipulation
that the bonuses should be available for eight Years.

The amounts in 1 and 2 above should be adjusted for medical and 
dental schools with three-year programs to enable those schools to 
receive  the same amount  of institutional aid as they would if they 
were four-year schools. This adjustment should be made until about 
1980 but then should bc. reviewed. 

3 An amount equal to the total number of house officers in university
health science centers and in university-affiliated hospitals or area
health education centers. multiplied by $2.250, provided that no 
individual house officer shall be counted for more than three years, 
and provided that a policy is in effect to encourage specialization in 
fields in which a shortage exists and discourage it in fields in which
there is a surplus, such as surgery. These supplements should also
be paid under the condition that tie institution make an etiort to
reduce the duration of house officer education and make it more
effective. As indicated above, the internship year is being elimi-
nated in medical education, and the Commission believes that it
should not be replaced by an additional year of residency.

4 As an incentive for major curriculum reform, additional cost-of-
instruction supplements of S2,000 a year per student enrolled in
M.D.- or D.D.S.-candidate programs, in physician's or dentist's
associate or assistant programs, and, Under specified conditions,
in the last year of premedical or predental programs, for up to three
years. These bonuses would be available for the following types of
changes:

a Introducing physician's or dentist's associate or assistant pro-
grams, with the bonuses to be available for such programs for a
period of three years even if they had been initiated before the



• How..e Staff Attitudes Toward Teaching

Robert 3. Brown,

Aceordirg to an appraisal made at the
Universi,.y of Virginia School of Medicine
by a recently graduated class, the instruc-
tion which medical students received from
house staff is a significant aspect of their
education. Review of the literature re-
veals, however, that little attention has
been given to training house staff as
teachers, despite the responsibility they
traditionally assume in medical educa-
tion. Further, the attitudes of house staff
toward their teaching responsibilities have
largely been ignored. The purposes of
this study are (a) to determine the amount
of time house staff devote to teaching, (b)
to determine the level of confidence they
have in their teaching ability, (c) to
determine the manner in which teaching is
conducted by house staff, and (d) to
determine their interest in teacher train-
ing as part of their on-the-job learning
experience.
In April 1968, a survey was conducted

among the. University of Virginia Hospital
.house staff in an attempt to understand
more clearly some of the ramifications of
this problem. Fifty-seven residents and
seventeen interns, a group representing
approximately fifty-three percent of@ the
house staff, participated in the study.
Graduates of foreign medical schools and
fellows were not included in the sample..

• Research Associate in Medical Education and
Assistant Resident in Psychiatry, University of
Virginia School of Medicine, Charlottesville, Vir-
ginia.

%
ThiF paper discusses the results of the
survey at a descriptive level; no attempt
has been made to interpret the findings,
since subsequent investigations are plan-
ned, including a seminar series on peda-
gogical principles for house staff.

Resident House Staff \ •

All residents in. the study, representing
every department within the University
of Virginia Medical Center, consider
thems•lves to be teachers. Of these resi-
dents, all had medical students as pupils;
fifty percent taught house staff other
than interns; and seventy percent taught
interns.
The estimated percentage of training

received by residents from fellow house
staff ranged from ten percent to ninety•
percent, with forty-one to fifty percent
the estimated average. However, approxi-
mately two-thirds of the residents stated
that more than forty percent of their
learning came as a result of stimulation
and education from fellow house staff.
All residents felt that the training or edu-
cation they received from fellow house
.staff was an important clement in their
learning experience, and more than half
the group stated that house staff from
services other than their own departments
made an important contribution to their
learning.. Surgery was the service most
commonly menrioned in this regard. Med-
icine was also frequently listed. Further,
seventy percent indicated they would wel-

156
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come improved or new inter-service teach-
ing activities. The majority felt that mu-
tual house staff training was considered
deserving of serious attention with the
*VieNV to improving its opportunities .and
techniques.

Every resident in the study stated that
he had supervised the performance of
medical students: eighty percent had su-
pervised interns, and about one-third had
supervised other residents. While most of
the supervision occurs on the Wards and
in the clinics, some occurs in the emer-
gency room and the operating room. In
addition to supervisory duties, seventy
percent of the residents have responsibil-
ity for evaluating (grading) the per-
formance of the medical students and
forty percent for evaluating interns. How-
ever, fewer than ten percent of the resi-
dents are ever called upon to evaluate
other resident house staff. In reply to the
question, "Do you feel you are able to

,.

.satisfactorily supervise and evaluate the.
performance of medical students," the
vast majority (more than ninety percent)
answered affirmatively.
,;:!•Approximately twenty tp twenty-five
percent of an average work week is spenti
by the typical resident in supervisin;;
evaluating, or teaching other_d-Tfie aver-
age percentage of a resident's work week
spent "rendering service"—excludinr: su-
pervising, evaluating, .or teaching—was
•estimated to be between fifty to sixty per-
cent. fTius range rc ectcs a ions
amoi?g the services, with Obstetrics and
Gynecology listing the' highest percent-
ages. When asked, "What percentage of
an average work week do you consider
you arc being taught by persons other
than fellow house staff," forty-seven per-
cent of the residents estimated zero to ten
percent, and one-fourth said eleven to
twenty percent. In other words, three-
fourths or the residents thought that

twc.nty percent or less of their average
work week is spent in being taught by
attending staff.

Less than 15 percent of the residents
had ever received thining in principles of
learning or methods of instruction despite
the finding that 100 percent of the group
identified themselves as teachers and de-
voted approximately one-fifth of their
time to teaching and administration. In
general, the source of the residents' knowl-
edge of teaching methods has been their
own training and observations of their
teachers. Several listed "common sense,"
and a few gave "off the top of my head"
as the extent of their pedagogical. experi-
ence. Those few .residents who had re-
ceived any formal instruction in educa-
tional science had done so either in the
military service or in positions held prior
to attending medical school.

Two-thirds of the residents indicated
they would welcome -the-opportunity to

'attend one or more sessions of a course
on principles of learning, supervision, and
evaluation. They specifically requested
training in methods of instruction, public
speaking, and "grading."
When asked to identify those activities

considered to have the greatest teaching
value for medical students, the residents
listed grand rounds, clinical pathological
conferences, admission physical examina-
tions, and death conferences, in that
ordu. Activities considered to have little
or no teaching value for medical students
were chart rounds and admission labora-
tory work, two of the most time-consum-
ing tasks ordinarily performed by the
medical student.
Approximately one-half of the residents

felt that they had ample time for inde-
pendent study; forty-four percent felt
they did not. Residents felt they were
generally too busy to spend sufficient
time with students.
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Eir,iltypercent of the *residents thought
that tbelr respective services emphasized
their role as teachers; fifteen percent did
not think their services did so; and five
ercent were uncertain. While one-fourth

of the residents thought their departments
should not emphasize their role as teach-
ers, the great majority thought that this
role should be emphasized and that train-
ing to improve their effectiveness as teach-
ers Should be provided.

. - .
As in 1ln:sense-of the residents, all interns
in the study considered themselves to be
teachers. One hundred percent indicated
that they were. teachers of medical stu-
dents. A few • stated they also taught
nurses. All interns viewed themselves as
having been taught by other house staff,
and thirty-five percent estimated that as
much- as sixty-one to seventy percent of
their training came from fellow house
staff. Thirty percent of the interns esti-
mated that they received as much as•.seventy-one to eighty percent of their
graduate education from fellow house
staff. Fewer than five percent felt that as
little as forty percent of their education
came frcm fellow house staff. One hun-
dred percent of the interns would welcome
improved: br new inter-service teaching
activities with house staff other than those
of their own.dePartment. All interns felt
that the -mutual house staff education
deserved serious attention.

All interns 'indicated they have some
responsibility for supervising the per-
formance of -medical students, a task
they feel capable of performing satisfac-
torily. Approximately two-thirds (sixty-
four percent) also are required to evaluate
(grade) the performance of the medical
student, but here the intern has less con-
fidence in his ability.
The average intern spends about ten

Interns

• Vol.. 45, IvIAncn 1970

pment of his work week supervising,
evaluating, or teaching others or about
one .half the amount of timc residents
devote to these activities.
Three-fourths of the interns spend sev-

enty percent or more of an average work
; week rendering service, exclusive'of super-
vising, evaluating, or teaching. More than
one-half of the interns indicated that ten
percent or less of a work week is spent
receiving .instruction from persons other
than the fellow house staff. Both the
time spent rendering service and being
taught, however, varied with the rota-
tions. A few said "it was hard to deter-
mine" and "depends on the person"
when estimating ho \\3 rrch instruction
they received from the attending staff. No
attempt was made to separate didactic
instruction from learning by doing or
learning while rendering scryeice.
. More than two-thirds of the interns
actually hold teaching sessions for medi-
cal students and forty percent conduct
classes for nurses as well. Again, however,
the great majority (eighty-three percent)
had never •received training in principles
of learning or methods of instruction.
Their sources of knowledge of teaching
methods, including supervision and eval-
uation, were listed as "observing others,"
"personal experience," and "examples of
own teachers."
Two-thirds of the interns indicated a

desire for assistance with their teaching
duties; methods of instruction and prin-
ciples of evaluation (grading) were the
most popular subjects requested.
No intern in the study felt he had ade-

quate time for independent study or read-
ing during the internship year. Only one
intern indicated some doubt in answering
this item.
Seventy-five percent of the interns did

not feel their respective departments val-
ued or emphasized their role as 'teachers.
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....The gscat 'majority of .tlic .interns them:-
,.selves, however, definitely felt that their
;:teaching responsibilitics. should be valued
• and emphasized.

• Summary

.nough little. attention has been paid to
.the house, staff's effectiveness as teachers,
house staff assume an important teaching

•-• responsibility in the education of medical
-students. Little, if any, training in educa-
tional psychology has been provided for
'house. staff at. university medical centers.
•.A. survey of the house staff at the Univer-
.sity of Virginia Hospital revealed that

. residents • and, interns considered them-
.• selves to be teachers of medical students.

Residents- as a group feel that one-half
,tbei training. or education is received
from fellow house staff and stated that
opportunities for mutual house staff train-
ing should be improved. Residents teach,
-supervise, and grade medical students, a
task which takes up approximately twenty
percent of their average work Nveek. This
figure is somewhat less than .the amount
of time they consider they are being

taught by persons other than fellow house
stair. Fewer than fifteen percent have
rec'Aved any training in pedagogical prin-
ciples, and this is viewed by them as an
inadequacy for which they would like
remedial assistance.
The interns also assume resiionsibility

for teaching and supervising medical stu-
dents, but they spend only one-half as-
much time as residents. Seventy percent
or more of an intern's average work week
is spent rendering service, while only ten
percent or less of an a.verage work week
do interns feel they are being taught by
the attending staff. Like the residents, the
interns expressed a desire for assistance
in their teaching chcites." 'Approximately
one-half of the residents felt that they had
sufficient time for independent study. This
finding distinguishes the residents from
the interns in this study, for 100 percent
.of the latter stated that they did not have
time to read or study independently. Both
interns and residents agreed, however,
that their role as teachers should be
valued and emphasized by their depart-
ments.


