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ORGANIZATION NF SCHNFNT REPRESENTATIVES
NF THE
ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MINUTES
RUSINESS MEETING
Movember 3-4, 1973
Washinaton Hilton Hotel
Washington, ND. C.

Call to Order

The meetina was called to order by the Chairperson, Kevin Soden, at
8:15 p.m. Saturday, Novemher 3, 1973, in the Military Room.

Roll Call

‘Mr. Soden declared the presence of a quorum. Seventy-seven member

schools were represented.

Minutes of the Previous Annual Meetinag

The minutes of the meeting held in Miami Reach, Florida, on
November 2-3, 1972, were approved as written in the Agenda.

Chairperson's Report

The Chairperson, Kevin Soden, stated that the OSR is now heing more
widely recognized and its memhers are consulted earnestly for active
student participation and input. He thanked the Reaional fhairpersons
for their successful Regional Meetings. He also thanked the Adminis-
trative Board for their efforts in making this past year a success,
noting that "the continued working of the NSR during the year is
through the Administrative Board." The Chairperson drew attention

to an additional Administrative Board meeting héld in September. He
then commented briefly on several bhylaw chanaes he felt necessary and
"recommended" their approval. Attention was focused next on the five
task forces: (1) MCAAP and the Admission Crisis (2) Legislation and
Medicine (3) Student Information - confidentiality and related issues
(4) Financial Aid and the NSR (5) Operational Aspects of NSR. Finally,
it was announced that the OSR is now under a new division of the AAMC
(Nivision of Student Proarams and Services). He concluded with a
hrief rundown of the NSR events for the annual meeting.

Regional Reports

Three Req1ona] Fha1rp9rsons gave reports of their Spring Regional
Meetings.

Southern Region - H. Jay Hassell, fChairperson
Western Region - Patrick Connell, Chairperson
Central Region - Dan Clarke-Pearson, Chairperson




The Northeast Req1on, it was nxo]ainpd hy prresentat1Ve at-Larage .
Rober‘t Kohn, did not have a quorum present at thP Req]ona'l Meetmq ' ‘

Regort on Hea]th Serv1ce Adv1sory Comm1ttee

Nan Clarke-Pearson, the QSR renresentat1ve fo th1s AAMF Committee, noted’
that the Primary Care Task Force focused on new delivery models for
primary health care, primary care graduate training, and new health
practitioners in primary care The Ouality of Care Task Force dealt

with' PSRO legisiation and its implications for teaching hhospitals.

The HMD Prototyne program was also discussed. He encouraged attend- -
ance at The Primary Care, Quality of Care Program heing held ‘ '

November 7 at 9:00 a.m.

7. National Intern and Resident Matching Program (NIRMP)

El1lio0tt Ray, 0SR represantat1ve at-large, gave an 9xtens1ve h1sf0ry

and progress report on NIRMP. The importance of MIRMP:was reemnphasized.
Concern was voiced over continuing violations of .the NIRMP honor code,
He stated that an OSR member is now. an off1c1a1 voting member of the
NIRMP Board of Directors. :

8. Med1(21 Co]]eqes Adm1ss1on Assessment Proqram (MFAAP)

Alvin Stre1n1ck presented a br1ef1nq on the development and present
“ status of the MCAAP. He stated that representatives from NSR have
heen involved in the deve]opment of recommendations and the actual
determinatior of the needs in admission assessment. ‘He stated that ‘
~ the final report for MCAAP would he presented at this annual AAMC
meeting. He also congratulated James C. Angel for his.work in
- administering the project.

9. NSR Task Force Discussion Gfoups

‘Kevin Soden clarified the room ass1qnments and time chanqes for the
dwscuss1on groups. :

A. 1: oO to 3:30 p.m.

1. ,MCAAP and: the Adm1ss1on Crisis
Cha}rperson .Patrick Connell

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

2. Legislation and Medicine
Cha1rperson H. Jay Hassell

3,  Financial Aid and OSR
Chairperson: A1v1n Strelnick

4. Student Information-Confidentiality and Re1at9d Issues
Chairperson: Kevin Soden



g
(@]
7
1%}
£
Q
Q
=
(@]
=
B
=l
[
2
=l
o
=
Q
15}
(=
(0]
O
Q
=
-
o
Z
s
[}
=
G
o
%)
=
@]
=
|5
O
=
(@]
5%
[}
S|
g
o
fi=)
=
Q
g
=]
5
(@]
@)

B. 4:00-5:00 p.m,

1. Operational Aspects of 0OSR
Chairperson: Dan Clarke-Pearson

“C., 5:00-A:00 p.m.

1. MCAAP Seminar
Niscussion Leader: James Angel
Panel: Mark Cannon, Joanne Scherr, Hal Strelnick

10. ‘Actibn Items

A. The Rules and Requlations Reforms as printed on page five of
the Agenda were then presented and discussed item per item.

ACTION:

ACTION:

ACTION:

On motion, seconded and carried, the NSR approved
the following change in wording of their Rules and

-Requ}ations:

That the words "chairman," "vice chairman," etc., be
changed to “"chairperson," "vice chairperson," etc.,
in every instance where applicabhle.

Nn motion seconded and carried, the 0OSR approved the

~following addition in their Rules and Requlations

Section 4, Subtitle A, Section 1.

The Chairperson must bhe an official NSR representative
at the time of his or her selection, and must have
attended the previous:N3R annual meeting and the

most recent official regional meeting of his or

her DSR region. In the event that no NSR representa-
tive who satisfies these criteria desires to seek the
office of Chairperson, the requirements of previous
attendance shall be waived.

‘0On motion, seconced and carried, the NSR, followina

the recommendations of the Administrative Roard (Sep-
tembher 7, 1973), approved the following changes in
their Rules and Reaulations: '

Section 4, subtitle (a), section 2: This should be

changed to read: "The Vice Chairperson, whose duties
are to preside or otherwise serve in the absence of
the Chairperson. If the Vice Chairperson succeeds

“the Chairperson before the expiration of this term

of office, such service shall not discualify the
Vice Chairperson from serving a full term as Chair-

person." (Wherever appearing in the Rules and Requ-
lations of the OSR, the words "Chairman-elect" shall
he replaced hy the words "Vice Chairperson." In the

"Rules and Requlations this will include chanaes

in Section 4D, line 2: Section 4F, line 7; and
Section 5, item 2.
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Section 4, subtitle (a), section 3: This section

shall be replaced by the following: "The Secretary ;
whose duties it shall be to (a) keep the minutes of .
each regular meeting, (b) maintain an accurate record

of all actions and recommendations of the organization;

and (c) insure the dissemination of minutes of each. .
regular meeting and a record of all actions and recom-
‘mendations of the organization and of the organization's
representatives on the committees of the AAMC within.

one month of each meeting." '

Section 4, subtitle (d): This shall bhe changed to
read: "There shall be an Administrative Board com-
posed of the Chairperson, the Vice Chairperson, the
Representatives-at-Large, the Secretary, and one member
chosen from each of four reqions, which shall be
congruent with the regions of the Council of Deans.

" Regional members of the Administrative Board shall
be elected at the Annual Meeting by regional caucus." .

Section 6, subtitle (d) shall be deleted and replaced

by the following: “"Formal actions may result by two

mechanisms: (1) By a majoritv of those present and

voting at meetinas. at which a quorum is present and

(2) when three of four regional meetings  have passed
- an identical motion by a majority of those present and
~voting." _ '

Section 4, subtitle (e): This section would be éh’minated‘
-completely. . v E

Section 3, Memhership: Add subtitle (c) "Each‘schoo1_
shall choose the term of office of its representative
in its own manner."

Chairnerson-elect speaks to Resignation., Alvin Strelnick,
Chairperson-elect, 1972-1973, spoke to his letter of resignation
which had been accepted by the Administrative Board. -He explained
that.he resigned with the intention to submit his name for renomina-
tion under the new Rules and Regulations as presented..

Il. Additional poics of Discussion

A.

The chairperson reasserted the impbrtance of continuity ¢o the
successful operation of the OSR and gave additional explanation
about the alternate and official OSR representative.. He stressed

that the official representative is the only voting member at the
OSR meeting. ' .

12. Recess

The meeting was'recessed at 11:50 p.m., to be reconVened _ o
Sunday, November 4, at 8:00 p.m. | : R .

o
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NSR Business Meeting Reconvened: MNovember 4, 1973

A. Call to Order

The Chairperson, Kevin Soden, called the meeting to order at
8:40 p.m., Sunday, November 4, in Georgetown West Room.

B.: Determination of Ouorum

Nuorum was declared.

Regidha1 Chairperson Reports

" The four regional chairpersons gave reports of the business in

their respective regional meetings held earlier that day. Two
regions announced the election of their new 1973-74 Regional
Representatives to the OSR Administrative Roard (the other two

“were elected at the conclusion of this business session but are

included here in the minutes for continuity). The new regional

_representatives are:

Southern: - Stan Pearson, Meharry Medical College
*Northeast: Serena Friedman, New Jersey College of Medicine
*Western: Cindy Johnson, University of Washington

" *Central:’ Lisa Bailey, Northwestern liniversity

* Minutes of these meetings constitute Addenda*ftems.#l;
#2, and #3 of these minutes.

Task Furce Reports

The detailed reports of three of the OSR Task Forces are included
as Addeiida items #4, 45, and #6. The following is an abbreviated

‘outline of each Task Force's presentation.

A. Financial Aid and NSR

T. Alvin Strelnick reported briefly on the decrease in loans:
and scholarships availabhle to medical and graduate students.
The Recommendations of the Task Force were approved by the
NSR Assembly (See Addendum #4),

2. Martin Wasserman explained the National Health Service
Corps and the important role medical students could help
play in fulfilling its objectives. He left his address
for those who desired further information.

Martin Wasserman

NMHSC, RM, 6-N5 Parklawn
5600 Fishers Lane
Rockville, Maryland
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B. Legislation and Medicine

Joanne Scherr reported briefly on (a

) Federal Assistance to

the Health Professions, (b) The Federal Appr priation Process,

(c) The status and future of Health Main

tenance Organizations,

(d) Research Ethics and Research Training. She stated that a
-qood deal of .this information is distributed in the AAMC

weekly letter of Dr. Cooper and encouraqged all

members to read

~it regqularly in order to keep abreast of important legisla-

tive issues.

C. MCAAP and the Admission Crisis

Patrick Connell exnlained what areat

progress has bheen made

during the past year. ‘He explained many of the programs and
- ideas which have been initiated by medical schools and under-
graduate colleges. He expressed the hope that these changes
would help relieve many psychological pressures of medical _
school admissions. He stressed improved quidance from pre-
med advisors and a more realistic appraisal of applicant's

abilities.

- D. Student InfOrmatiqn-confidentia1ity'and Related Issues

Kevfn‘Soden reported that his group opposed release of,anyf

student's name and schoo? by

the AAMC without the expressed

approval of that individual and/or the 0OSR administrative _
board. They recognized many requests for medical student and
school Tistings were made to AAMC each vear but requested

that personal student information be

of information.

placed in the "Restricted"

classification under the AAMC's proposed-policy,fOr release

E. Operational.Aspects of 0SR

Dan Clarke-Pearson reported'thét his

task force spent the

first hour in evaluating the OSR, exanimirg the function of
the Administrative Board and elucidating the numerous AAMC

committees and the degree of student
The recommendations of the Task Force

were approved by the entire OSR Assembly.

Information Items

A. Resolution on the NIRMP - atfention W

tion printed completely on page 17 of

that it was passed September 7, 1973,
tive Board.. . .

participation on them.
(see Addendum #6)

as called to this resolu-
Agenda and the fact
by the QSR Administra-
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Proposed Policy for Release of AAMC Information

ACTION: On motion, seconded, and carried.

The OSR approved the proposed policy for release

of AAMC information as printed on page 18 of Agenda,
with the stipulation that any information including
the names of individual medical students be in the
"restricted" category, and that this information bhe
released only with the aoproval of that individual
and/or the OSR Administrative Board.

AAMC Executive Council recommendation to increase CAS and
COTH Assembly Representation - The complete recommendation
was printed on page 17 of the Agenda. It was noted that the
number of voting assembly delegates of the OSR would continue

to be 10 percent of the OSR membership.

Proposed Policy Guidelines on Extramural Academic Experiences -

These policy gquidelines were written by the NDivision of Student
Programs and Services. It is their intent that an applica-
tion of them would keep to a minimum future misunderstandings
related to unexpected monetary charges, supervisory respon-
sibilities and academic record keeping.

Resolution on Availability of Admissions Data - This resolu-
tion had passed at three OSR spring regional meetings. It
was written by Mark Cannon. As noted on pages 22-23 of the
Agenda, it had been adopted by The 0OSR Administrative Board
in June, 1973, and was presented to the AAMC Resolutions
Committee in September, 1973. (This resolution was adopted,
with mod1f1cat1on, by the AAMC Assemb]y on November 6, 1973;
see Addendum #7.

Student Administrative Listing - El1liott Ray gave an expla-
nation of a study he has attempted to coordinate concerning
student input to administrative activities. He presented
summary drafts on his study to date, based on returns of less
than 16 percent. He encouraged the NSR representatives to
disregard the old forms, and stated that new ones would be
sent to the OSR representatives shortly.

Medical Colleges Admission Assessment Proaqram - The MCAAP

qoal of providing more informaiton to prospective applicants
and actual applicants, to medical school people directly
involved with admissions, and to premedical advisors was
singled out. O0SR representatives were acknowledged for
active participation.




O

H. Summary of U. S. Medical Schools Ijsing EDP and/or Uniform
Acceptance Dates in Admitting 1974-75 Entering Class - The :
present status of study was briefly presented. It was noted ‘
that 51 medical schools had agreed ‘to use EDP and 69 schools
were to use the uniform acceptance dates. The purpose of the
AAMC staff conmittee has been to make the admission process
more equitable and less wasteful. It was hoped that their
suggestions about the application process would help reduce
‘uncertainty and anxiety of applicants. Prompt rejection letters
to those who are "clearly non-competitive" would also allow these
appllcants to make alternatlve plans. -

I. Calendar of 1974 OSR Reg10na1 Meetlngs - The following dates and
locations were 1dent1f1ed for spring meetings:

- Region - Dates ' " Location
West ' ' . 3/31-4/2 Asilomar, California
.South- . : 4/11-4/13 Birmingham, Alabama
Northeast l 4/29-5/1 White Sulphur Springs,
. _ : West Virginia
Central -~ 5/2-5/4 Mlnneapolls, Mlnnesota

J. .Guidelines for consideration o*€ Resolutlons by the AAMC
Resolutions Committee - It was pointed out that by AAMC Executive.
Council action on June 22, 1973, future resolutions would adhere
to the four guldellnes as outllned on page 39 of the Agenda. ..
In addition, attention was placed upon the function and role of '
the AAMC Resolutions Committee and upon the OSR- representatlve _ '
to that committee. :

17. Election of. National Officers

A. The following OSKk members were nominated OSR offlcers for
1973-74.

1. Chairperson'

a. Daniel Clarke-Pearson, Case Western Reserve School of
Medicine

b, Alvin Strelnick, Yale Unlver51ty School of Medicine

c. Elliott Ray, University of Kentucky School of Medicine

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

2. Vice Chairperson

a. Fred Sanfilippo, Duke University School of Medlclne
b. Mark Cannon, Medical College of Wisconsin
‘c. Dale Antanitus, University of Rochester
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3. Secretary

a. Richard A. Marfuggi, University of Vermont
b. Bob Rosenbaum, University of Michigan
c. David Stein, Wayne State University

4. Representatives-—-at-iarge

Davia Van Wyck, University of Arizona

Michael Victoroff, Baylor University

Stan Pearson, Meharry Medical College

Elliott Ray, University of Kentucky

Frank Handle, University of Pennsylvania

Russ Keasler, LSU-Shreveport School of Medicine

Joel navin, Boston University School of Medic

Ernie Turner, University of Kansas School of Medicine
Paul Pitel, Brown University Medical College

Burt Adelmann, Cornell University School of Medicine
Jerry Zeldis,Yale University School of Medicine

¢ N N 0w .

RSO D QO

-

B. The following OSR members were elected for 1973-74 officers.

New

Chairperson - Daniel Clarke-Pearson, Case Western Reserve
Vice Chairperson - Mark Cannon, Medical College of Wisconsin
Secretary - David Stein, Wayne State University
Representatives-at-large

a. Russ Keasler, LSU-Shreveport School of Medicine

b. Elliott Ray, University of Kentucky School of Medicine
c. Ernie Turner, University of Kansas School of Medicine

W N
* .

Business

Resolution on Primary Care Training, sulmitted by Fred Sanfilippo,
Duke University, and Kevin Soden, University of Florida:

ACTION: On motion, seconded and carried, the OSR approved
the following resolution:

WHEREAS, the urgent need for primary care physicians
in the U. S. has been made evident and,

WHEREAS, the current mechanism for meeting much of this
need is through the use of foreign medical graduates
in community hospitals at the intern and resident
levels, which in turn is depriving other countries
of badly needed doctors, and
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WHEREAS, medical schools in the U.S. often pr0v1dn
1nadequate exposure for medical students in the
area of primary care and emphasize role models: ,
of the academic specialist, often to the exclu- - .

sion of the pr1mary care specialist; be it therefore
RESOLVED that experience in primary care be incor-
porated into the core curriculum of each medical
school as part of the required. c11n1ca1 training
of all medical students, and .
RESOLVED, that the AAMC should work with the member
' insfﬁtutions to achieve this goal. '

Resolution on Safequarding Data Systems, submitted by Kevin

Soden, University of FTorida:

ACTION: On motion, seconded and carried, the 0OSR approved
' the following resolution: :

WHERFEAS, there are both potential and realized harm-
- ful consequences that may and have resulted from
the use of automated and nonautomated personal

data systems.

RESOLVED that the AAMC urge its member institutions
to establish a mechanism with representation of
all constituent groups within the academic health
center and/or the medical college to develop a
set of "safeguard requirements" for automated and
nonautomated personal data systems that includes
the following points: ‘ _ ‘ .

a. There must be no personal data record-keeping
- systems whose very existence is secret. :
b. There must be a way for an individual to find
out what information about him 1s in a record

and how it is used.

c. There must be a way for an individual to be

' informed when information about him what was
obtained for one purpose.is being used or made
available for other purposes without his consent.

d. There must he a way for an individual to cor-

- rect or amend a record of identifiable infor-

. --.mation about him.

e. Any organization creating, maintaining, using,
or disseminating records of identifiable per--
sonal data must assure the reliability of the
date for their intended use and must take pre-
cautions to prevent misuse of the data.

10.
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Change in Rules and Regulations of the Organization of Student

Representatives, submitted by Jacqueline Wertsch, Medical
College of Pennsylvania: ,

ACTION:

Following discussion, on motion, seconded and carried,
the OSR approved the following resolution calling for
a change in the Rules and Requlations under Section 3
entitled Membership.* It is to read as follows:

Section 3 Membership

(A} An OSR representative shall be a medical student
represanting an institution with membership on the
Council of Deans, selected by a process appropriate
to the governance of the institution. The selection
should facilitate representative student input. Each
such representative must be certified by the dean of

the institution to the Chairman of the Council of
Deans. ‘ '

(B) Each OSR representative shall be entitled to
cast one vote at meetings of the Organization.

“(C) Each institution with an OSR representative may

select an OSR alternate who may attend regional and
annual 0OSR meetings.:

Resolution on NIRMP, submitted by Jacqueline Wertsch, Medical

College of Pennsylvania; and the Northeast Region:

ACTION:

On mdtion, seconded and carried, the OSR membership
approved and the following resolution:

That the OSR (1) encourage continuing collection of
data on the success of NIRMP operations via polling
each Fall immediately following Annual OSR meeting

of all senior medical students via OSR mailing of

a generated anonymous questionnaire (2) encourage

NIRMP to investigate and enforce penalties against

NIRMP violation (3) encourage NIRMP to reweigh and
be more explicit in defining a student's liability
when he/she participates in NIRMP.

Resolution on Medical School Curriculum, submitted by Screna
Friedman, New Jersey Medical College:

*Since this Rules and Regulations change was not circulated
30 days prior to the annual meeting, it must be circulated 30
days prior to, and approved at, the next annual meeting in order
to become part of the OSR Rules and Reqgulations.

l.
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ACTION: vOn motion, seconded and. earrled the OSR membership -

approved the following resolutlon-

RESOLVED that medical school currlculums requlre

instruction of at least two lecture hours each . o ‘
in:
‘1. Nutrition

. Medical ethics
. Human Sexuality
. Medical hypnosis
» Non-Western medicine
~ Furthermore that
1. Nutrition
2. Medical ethics
3, Human Sexuality :
be required as integral parts of the curriculum
taken by medical students.

(61 B - VS I

F. Resolutlon for OSR Committee Placement, sulmitted by. Fred
Sanflllppo, Duke Unlver51ty

ACTION: = On motion, seconded and carried, the OSR membership
approved the following:

WHEREAS, at present there is no direct mechanism for
student input to the Coordinating Council on
Medical qucatlon, the Liaison Committee on Medical
Education or the Liaison Committee on Graduate
Education be it therefore -
RESOLVED: that the AAMC appoint a member of the OSR as °
one of its representatlves to each of these commlttees.

G. Resolution on Random Admission Selection, submltted by
' Jerry Zeldis, Yale University:

ACTION: On motlon, seconded and carried, the OSR apprOVed the
: follow1ng resolution:

BE IT RESOLVED that the AAMC establish a committee to
consider a feasibility study of the philosophical and
technical aspects of random or partial random admission
of qualified applicants to medical schools; the limita<
tion of student applications should be considered.

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

H. Resolution on Pass-Fail System, Submltted by Joel Daven, Boston
University:

ACTION: On motion, seconded and carried, the OSR approved the
' ‘ follow1ng resolution:

BE IT RESNOLVED that the OSR study the feasibility of

instituting a pass-fail system in an effort to equallze, -
post-~graduate training application process.

1.
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I. Resolution on Minorﬁty Applicant Pool, submitted by Serena
Friedman, New Jersey College of Medicine:

ACTION: On motion, seconded and carried, the following re-
colution was approved by OSR:

BE IT RESOLVED that the causes for the minority
applicant pool appearing to be leveling off need to
be investigated more fully and that an OSR committee

be created to do so.

19. Adjournment to Pegijonal Elections:

The meeting was adjourned at 12:25 . a.m.
Respectfully submitted

H. Jay Hassell
Southern Regional Chairperson

Acting Secretary

13
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CURRENT OSR RULES AND REGULATIONS o REVISIONS

% B
The Organization of Student Representatives No Change

was established with the adoption of the
Association of American Medical Colleges
Bylaw Revisions of February 13, 1971.

Section 1. Name

A " The name of the organization shall be . No Change
the Organization of Student Representatives o
of the Association of American Medical
Colleges. . ‘ :

Section 2. Purpose

The purpose of this Organization_shail Reondering of iiems
_be 1.) to provide a mechanism for the inter- 1, 2, and 3. Deletion
" change of ideas and perceptions among medi- - 0f 4tem 4,

cal students and between them and others con-
cerned with medical education, 2.) to provide

. a means by which medical student views on

< matters of concern to the AAMC may find ex-

s&lpression, 3.) to provide a mechanism for medi-

*" " cal student participation in the governance
of the affairs of the Association, 4.) to
provide a vehicle for the student members'
action on issues and ideas that affect the smvt™

detivery~of health care.

PaciTE? AreTS

Section 3. Membership

A. Members of the Organization of Student = Deletion of Last phrase
Representatives shall be medical students re- An Sentence 1. -
presenting institutions with membership on Change. in Sentence 2.
the Council of Deans, selected by a process - -
appropriate to the governance of the institu-
tion. The selection should facilitate revre--
sentative student input. Each such member must

" be certified by the dean of the institution to =
the Chairman of the Council of Deans.

PROPOSEb OSR RULES AND'REGULATIONS

The purpose of this Onganization shall be
1.) to provide a means by which medical
student views on matters of concern Lo the
Association may §ind expression; 2.) %o
provide a mechanism for medical student parti-
cipation in the governance of the agfains ¢i
the Association; 3.) to provide a mechanism
fon the intenchange of ideas and perceptions
among medical Atudents and between them and
otherns concerned with medical education.

A. Members of the Organization of Stude
Representatives shall be medical students rep
senting institutions with membership on the

 Council of Deans. The selection should facili
‘tate representative student input, and only

students may vote in the selection process.
Each such member must be certified by the
dean of the institution to the Chairman of the

Council of Deans.. L




B. Each member of the Organization of No Change ‘ N
Student Representatives shall be entitled to , .
cast one vote at meetings of the Organization.

C. Each school shall choose the term of No Change

office of its Organization of Student Repre-
sentatives member in its own manner. :

) D. FEach imstitution having a member
0f the Onganization 0 Student Representa+
tives may select one on more alternate mem-
bers, who may attend meetings of the Ongan-
ization but may not vote.

Addition of Section 3.D.

Section 4. Officers and Administrative Board

A. The officers of the Organization of
Student Representatives shall be as follows:

1. The Chairperson, whose duties it
shall be to (a) preside at all meetings of
the Organization, (b) coordinate the afgal
0§ the Organization, 4in cooperation with
stakf of the Association; (c) serve as ex
officio member of all committees of the
Organization; (d) communicate all actions
recommendations adopted by the Organizatic
of Student Representatives to the Chairmar

Addition of Section 4.1.b
Deletion of Last two
sentences (content con-
tained 4in new Section 4.D.

. 1. The Chairperson, whose duties it
~ Shall be to (a) preside at all meetings of
Q)‘the Organization, (b) serve as ex officio
< Vmember of all committees of the Organization,
(c) communicate all actioms and recommenda-
tions adopted by the Organization to the
Chairman of the Council of Deans, and
(d) represent the Organization on the Execu-
tive Council of the Association. The Chair-
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person must be an official member of the
Organization at the time of his or her
election and must have attended the
previous Organization of Student Repre-
sentatives annual meeting and the most re-
cent meeting of his of her regiom. In the
event that no Organization of Student
Representatives member satisfying these
criteria seeks the office of Chairperson,
these criteria shall be waived.

of the Council of Deans; and (e) represent
the Organization on the Executive Council

of the Association.
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-

are to preside or otherwise serve in the
absence of the Chairperson., If the Vice-

Chairperson succeeds the Chairperson before
the expiration of his term of office, such

service shall not disqualify the Vice-
Chairperson from serving the full term as

Chairperson.

3. The Secretary, whose duties it
shall be to (2) keep the minutes of each
regular meeting, (b) maintain an accurate
record of all actions and recommendations
of the Organization, and (c) insure the
dissemination of minutes of each regular
meeting and a record of all actions and
recommendations of the Organization and
of the Organization's representatives
on the committees of the AAMC within
one month of each meeting.

D
s

B. The term of office of all officers’
shall be for one year. All officers shall
serve until their successors are elected.

C.  Officers will be elected annually
at the time of the Annual Meeting of the
Association of American Medical Colleges.

2. The:Vice—Chairperson, whose duties

Deletion of second

sentence

Deletion of entire
Section o

Addition of entine
Section

Addition of entine
Section '

Combining of Sections
B and C. GChange and
addition as noted.

"2, ‘The Vice-Chairperson, whose duties
Lt shall be to preside or otherwise serve
in the absence of the Chairperson.

3. ‘Foun Regiond Chainpersons, one fhe
each of the four regions, which shall be cor
gruent with the regions of the Council of
Deans . ) ' -

. 4. Representatives-at-Lange elLected by
the membership in a number sufficient Lo

‘bring the number of seats on the Administra-
tive Board to ten o to a total equal fo ten
percent of the Ornganization of Student Repre
sentatives membership, whichever 48 greater.

- B, Officers shall be elected at each anﬁw
meeting of the Organization and shall assume

0f§4ice at the conclusion of the annual meell

0§ the Association. Regional Chairpersons
shall be elected by regional caucus. The ter
of office of all officers shall be one year.
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RN

D. There shall be an Administrative Board
composed of the Chairperson, the Vice-Chair-
person, the Representatives—at-Large, the
Secretary, and one member chosen from each
of the four regions, which shall be congru-
ent with the regions of the Council of Deans,
Regional members of the Administrative
Board shall be elected at the Annual
Meeting by regional caucus.

Addition of entirne
Section '

Addition of entine
Section

Addition of entire
Section

Changes as noted

b=

C. 0fficens shatl be elected by majority
vete, and the voting shall be by ballof. -

D. Presence at the anmual meeting shall

a requisite fon eligibility for election te

0444ice. Each officern shall have been an 044
cial Onganization of Student Representative
member within one year of his on hern electi

-The Chaiaperson shall in addition have atte

thdﬁp&euiouA auuual meeting of the Organiza
. ‘ LS 1

: . except An the event that no
satishyding these conditions seeks the offdic
¢4 Chainperson, in which case these additic
citernia shall be walived.

E. Nomination forn office may take place
twe procedures: (1) submitting the name and
cuviiewlum vitae of the nominee tc the Asso
ation thirty days 4in advance of the annual
meeting on (2) from the floor at the annual
meeting, a seconding motion being required
each nomination s0 made.

F. There shall be an Administrative Boar
composed of the Chairperson, the Vice-Chair
person, the Regdlonal Chairpersons, the Repr
sentatives-at-Large, and the {mmediate past
Chainvernson o4 the Organization.
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E. Th}‘iministrative Board shall be the
executive ~ommittee to manage the affairs of
the Organization of Student Representatives

. and to take any necessary interim action on
‘behalf of the Organization that ‘is required.
It shall also serve és the Organization of
_Student Representatives Committee on Commi-
tees, with the Vice-Chairperson serving as

the Chalrperson when it so functlons.

Section 5.- Regresenteéion,on'the AAMC Assembly

The Organization of Student -Representa-
. tives is authorized a number of seats on the
AAMC Assembly equal to 10 percent of the
_ Organization of Student Representatives mem-
bership, the number of seats tc be determined
_annually. Representatives of the Organiza- -
tion of Student Representatives to the
Assembly shall be determined accordlng to
the following priority:
) 1) The Chairperson of the Organization
- .
QO of Student Representatives;
. 2) The Vice~Chairperson of the Organiza-
- tion of Student Representatives,
3) The Secretary of the Organlzatlon
. of Student Representat1ves,;<
4) Other members of the Administrative
Board of the Organization of Student
Representatives, in order of rank-
ing designated by the Chairperson,
if necessary.
5)-Members of the Organization of
- . ’Student Representatives elected
.by the membership in a number suf-
" ficient to fill any additional
positions on the Assembly which
‘may be vacant.

-

Change in\@e se-

cond sentence as
rwted. :

No Change -

De@e,twn of ItemA .

3and

'G. The. Administrative Board"all be the
executive committee to manage the affairs of

~ the Organ1zat10n of Student Representatives

and to ‘take any necessary interim action on
behalf of the Organization that is requlred

It shall also serve as the Onganization of

Student Representatives Committee on Committ
and Comrm,ttee on Resolutions.

1) The Chainperson of the Ornganizatiosn
04 Student Representatives;

2) The Vice-Chainperson of the Onganiza-
tion of Student Representatives;

3) Other members of the Administrative
Board of the Onganizaticn, in ornden
04 ranking designated bu the Chair-
person L4 necessany.
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Section 7. Meetings, Quorums, and

Parliamentary Procedure

A. Regular meetings of the Organi-
zation of Student Representatives shall
be held in conjunction with the AAMC

Annual Meeting.

B. Special meetings may be called
by the Chairperson upon majority vote
of the Administrative Board provided
there be given at least 30 days notice
to each member of the Organization.

-~
o\

C. A simple majority of the vot-
ing members shall constitute a quorum.

D, Formal actions may result by
two mechanisms: (1) by a majority of
those present and voting at meetings at
which a quorum is present and (2) when
three of four regional meetings have
passed an identical motion by a majority
of those present and voting.

Addition of entine
Section

No Change

No Change

Addition of <tem
7.C.

Change as noted

No Change

Section 6. Succession

14 the Chairperson of the Organization is
for any reason unable to complete the tewm ¢
off§ice, the Vice-Chairperson shall assume the
position of Chairperson for the nemainder o4
the tenm. Further succession to the office
0§ Chairperson, if necessary, shakl be deter-
mined by a vote of the nemaining members cf

" the Administrative Board.

C. Regional meetings, with the approval
04 the Association, may be held between annw
meetings.

D. A simple majority of the voting membe
shall constitute a quorum at regular meeting
special meetings, hegional meetings, and
Administhaiive Board meetings.
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- B, Where parliamentary procedure is at
issue, Roberts Rules of Order (latest edi-

tion) shall prevail, except where in con-
flict with Association Bylaws.

F. All Organization of Student Repre-
sentatives meetings. shall be open unless
an executive session is announced by the
Chairperson. ' :

- section. -

' A&Mcnl‘&me

Addition 0f entine
Aection '

 Addition of entire

- section

No _Chdnge
No Change

Addition of entinre
Section

R, A officiat membens half

: he privile
0f the §Loorn at regularn meetings, special =
meetings, negional meetings, and Administrat
Board meetings. The Chairperson of each mee
ing may at his orn hen discretion extend this
pivilege to otherns in attendance.

' _G.'- Resolutions forn consideration at dny
meeting of the Onganization, 4including regio

_meetings, must be. submitted to the Associati

thinty days in advance of the meeting. This
nule may be walved for a particular resoluts
by a two-thinds vote of those present and vo
at the meeting. : :

H. The minutes of regular meetings and

- Administrative Boand meetings shall be taken

and within thirty days distributed to memben
04 the Onganization. . _

Section §. Si:uc(em Senving on AAMC Committe

- Students senving on AAMC Committees shoul
keep the Chainperson informed of their

- activities, - -




Section 7. .)eratlon and Relatlonshlps ‘ .

A. The Organization of Student Repre— - No Change
sentatives shall report to the Council of :
Deans of the AAMC and-shall be represented
on the Executive Council of the AAMC by
the Chairperson of the Organization
of Student Representatives

B. Creation of standing committees . _ No Change
and any major actions shall be subject to : :
review and approval by the Chairman of the
Council of Deans of the AAMC.

Section 8. Adoption and Amendments Section Title Change'

‘These Rules and Regulations shall be . -~ Deletion of underlined
adopted and may be altered, repealed, or phras es
amended, by a two-thirds vote of the . Other changes as noted

voting members present and voting at any

annual meeting of the membership of the

Organization of Student Representatives

for which 30 days prior written notice

of the Rules and Regulations change has

been given provided that the total num-

ber of the votes cast for the changes

constitute a majority of the Organlzatlon s
- membership.
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Section 10. Amendement o4 Rules-and Regulations

These Rules and Regulations may be altered,
repealed, or amended, by a two-thirds vote of
the voting members present and voting at any
annual meeting of the membership of the
Organization of Student Representatives for
which 30 days prior written notice of the Rules
and Regulations change has been given f0 cach:
member of the Organization o4 Student Represen-
Zatives.
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
- PUBLIC HEALTH SERVICE
HEALTH SERVICES ADMINISTRATION
ROCKVILLE, MARYLAND 20852

OFFICE OF THE ADMINISTRATOR

——

June 26, 1974

John A.D. Cooper, M.D.
President 97\ psSOCIATIC
Association of American Medical Colleges MEDICAL €O
1 Dupont Circle, N.W.
Washington, D.C.

Dear Doctor Cooper:

The Health Services Administration (HSA) is interested in contacting
all students who enter medical school this September in order to in-
form them of the Public Health Service loan forgiveness and scholarship
programs, and future career opportunities with this Agency. The

“mechanism of communication is a letter which I propose to send to all

the medical students, and I have enclosed a copy for your information.

Dr. Robert van Hoek, Acting Deputy Administrator, Health Services
Administration, has discussed with Mr. J. Michael McGraw the possi-
bility of the Association of American Medical Colleges mailing these
letters, since your organization has the names and addresses of the
new medical students, I am formally requesting the assistance of
AAMC in providing this service to the Health Services Administration.
HSA will furnish 14,000 prepaid envelopes and the two-page recruitment

letter, camera ready.

I would appreciate an estimate of the costs so that your organization
can be reimbursed for this work. Your assistance in this matter will

be greatly appreciated,

Sincerely yours,

(Ei@JJJL vaur Heell MO,
Harold 0. Buzzell
dmini strator

Enclosure

RE@EEWE

SJuLl 1974

~ DIVISION OF
OPERATIONAL STUDIES
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
PUBLIC HEALTH SERVICE
HEALTH SERVICES ADMINISTRATION
ROCKVILLE, MARYLAND 20862

- OFFICE OF THE ADMINIISTR’ATOR "

August 1, 1974

A Note to Help You in Your Career Planning...

RN IR [ S

As you PrePare “to’ enter medical’ school thie fell “you might ‘wish’ t:o ;’.-"4 ; s
. .-keep in mind a few facts regarding financial assistance and careet
g opt:ione in several vital pub_lic nealth ateaaio e A e

RECEM TN
. - P e
.m'.p Ak - .o ..- . . R L] ."f..‘"-' .

Two assistance programs indicate ‘how much our Nation values your com-
mitment to the practice of medicine. . .

h The Public Health Service Scholarship Program will pay your
tuition, fees, and a monthly stipend during your years of
education. For each year of academic training, you assume
an obligation of one year of service in the Public Health "
Service with a two-year minimum agreement, It is a highly
competitive program, since the number of students which can
be supported is limited and students in the advanced years
will be given priority in the selection process,

There are two variations of the Loan Repayment Program, If : ‘ :
you will agree .to serve in an area where there 1s a severe
health manpower shortage, the Public Health Service will as-
sume a. percentage of your education loan for you; 1if you give
two ‘consecutive years of service, the Public Health Service
- will assume 607 of your loan; for three consecutive years of
service, the Public Health Service will assume 85%.

Our agency is ptoud to offer the following PHS career oppOr:uniCies,
-which can be used to satisfy your service obligation:

* The National Health Service Corps places physicians in areas where
there are health manpower shortages. The Corps physician, a salaried
PHS staff member, practices clinical medicine as if he were in private
practice, but without the personal financial investment. NHSC scrvice
is recognized by both the Scholarship and the Loan Repayment Programs.

* The Indian Health Service places physicians throughout its health

facilities system, IHS provides comprehensive health care for approxi-
mately 500,000 American Indians and Alaska Natives, IHS service is
also recognized by both the Scholarship and Loan Repayment. Pragrams.




' “training and research
" are 8 PHS general hosp
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Page 2

* The Bureau of Medical Services places physicians in a variety of
settings which provide direct patient care as well as postgraduate
opportunities, Included in the Bureau's programs
{tals and 26 outpatient clinics, the Federal
Bureau of Prisons health care facilities, the U.S. Coast Guard Medical
stem, and the National Leprosarium in Louisiana., Service in these

System : _
programs of the Bureau qualify only for ;he PHS Scholarship Program,

. Although thesezﬁrogrdms ﬁa}ffgrehfly; fhe§ all spring from théféamaéf
,;.nation81 comm1tment to provide quality medical service to those in "<’
need, a commitment that was begun nearly two centuries ago and still’

maintained by Public Health Service physicians.

During the coming school year, we hope to visit you on your campus

to answer questions regarding either our financial assistance programs
or our PHS career options. Meanwhile, 1f you need information during

the next few weeks, please write directly to the appropriate office on

the 1list attached to this letter,

I am pleased to join with your medical colleagues here in the Health
Services Administration in sending you our best wishes as you embark on

- your exciting journey of professional education.

Sincerely yours,

Flarill O Drtg 5

Administrator

Attachment

.Note:  The Public Health Service gratefully acknowledges the assistance
of the Association of American Medical Colleges in addressing and

mailing this letter.

A5.




For gurther informatiom about..e

The NATIONAL HEALTH SERVICE CORPS ‘ A - o

Contact:

NHSC Recruitment Unit
Room 12A-30, parklawn Building

. 5600 Fishers Lane :
Rockville, Maryland 120852

' The. INDIAN HEALTH SERVICE ..

Contact?®
i

IHS Recruitment Unit . _
Room 124-30, Parklawn Building

5600 Fishers Lane .
Rockville, Maryland 20852

The BUREAU OF MEDICAL SERVICES
Contact?

' EMS Recruitment Unit - :
‘Room . 12A-30, Parklawn Building : ’ ‘

5600 Fishers Lane o
Rockville, Maryland 20852

The PUBLIC HEALTH SERVICE SCHOLARSHIP PROGRAM

Contact:?

Scholar ships;
U.S. Public Heulth Service

Room 4-35; Parklawn Building

5600 Fishers Lane _
'Rockville, Marylagd 20852

Document f; i
rom the collections of the AAMC Not to be reproduced without permission

The LOAN_REPAXMENT PROGRAM
 Contact: . |

Loan Repayment Unit .

Bureau of Health Resources Development
Building 31, Room 4C27

9000 Rockville Pike

Bethesda, Maryland 20014
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L : 4202 Interlake avenue North
"- . T . ' scattle washington 98103

Association of American Medical Collegea ’
One Dupont Circle, N.¥.
Washington, D.C. 2¢

A~ L
Dear’sirs‘ ’

I am a medical student currently onrolled 1n the University of Hashington o
School of Medicine. Recently I received a mailing from the Health 8ervicies
"Administration of the Public Health Service, Rockville, Md. 20852. This mailing
'apparently was also mailed to many other entering medical students. At the
- end of the letter was the following statement: "The Public Health Service
. gratefully acknowledges the assistance of the Association of American Medical
~Colleges in addrcssing and mailing this letter."

I am very upset that your organization has seen fit to violate my privacy and
the confidentiality. of my records by releasing my name and address in this manner.

I request that in the future you release such information only upon the explicit
authorization in each instance by myaelf or by the Dean of the University of
Washington School of Medicine.

' Thank you very much.

Sincerely,
A ﬁ”é-é\——
f:;‘ A{%éﬁf W SN

Williaa Douglas Trotter
SSN 538-56-1354

D)js Gia(V/iE

SEP 30 1974

AMCAS
L7
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

' SUITE 301. 1776 MASSACHUSETTS AVENUE, N.W.. WASHINGTON., D.C. 20036,

DIVISION OF STUDENT SERVICES - (202) 466-4672

October 11, 1974

Mr. ‘William D. Trotter E
4202 Interlake Avenue North .

~ Seattle, Washington 98103

Dear Mr. Trotter.

This is in regard to your letter to the. Assoc1ation of Amer1can Medical

;'Cel1eges concerning the recent mailing from the Health Services Adminlstratlon
of the Publlc Health' Serv1ce. ,

As the statement in the mailing indicated, the Association of American
Medical Colleges assisted in addressing and ma1]1ng the letters. All envelopes
were prepared and mailed by the AAMC using data provided to the AAMC through
AMCAS. - No data were released to any other organization. HSA sent the letters
to the AAMC where they were malled by AAMC staff. ' ’ ‘ -

The AAMC's ma111ng of this letter to you shou1d not be construed as a
release of confidential information. We receive numerous requests for names
and addresses of medical students and app]1cants but do not release data to
other parties. However, if after careful review and consultation: it is-
determined that the interests of applicants or medical students can be served

" such as mak1ng students aware of the HSA program, the AAMC may prov1de

ma1]1ng services in response to a request.

We regret your interpretation of the HSA maﬂmg9 but assure.you that we

will take sieps to more c]early communicate the AAMC's: pollcy regarding any-
such futura mailings. ,

. Sincerely,

Gerald Kurtz T
Director

GK/sj

29
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REPORT OF THE
AAMC TASK FORCE
ON THE_
GOALS AND PRIORITIES COMMITTEE
REPORT |
OF THE
NATIONAL BOARD OF MEDICAL EXAMINERS

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

Comments Should be Directed to:

John A.D. Cooper, M.D. President
Association of American Medical Colleges
One Dupont Circle, N.W.
Washington, D.C. 20036

October 25, 1974

29
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NOT OFFICIAL AAMC POLICY

ASSOCIATION OF AMERICAN MEDICAL COLLEGES °
SUITE 200, ONE DUPONT CIRCLE, N.W., WASHINGTON, D.C. 20038

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

The AAMC has long been engaged with furthering the improvement
of medical education in the United States. .Through direct services
to its constituents, interactions with other organizations and agen-
cfes concerned with medical education, national and regional meetings

‘and participation in the accreditation of medical schools, the Asso-

ciation has exercised its responsibilities to the schools, teaching
hospitals and to the public which is served by its medical education
constituency. From time to time, the Association has analyzed and
responded to reports bearing on medical education emanating from other
organizations and agencies. This Task Force Report on the National
Board of Medical Examiners' Goals and Priorities Committee Report is
such a response. -

Members of the Task Force:

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

H. Robert Cathcart

A, Jay Bollet, M.D.

Carmine D. Clemente, Ph.D. '

Robert L. Tuttle, M.D. , : ‘
Ronald P, Kaufman, M.D. :

John H., Moxley, III, M.D.

Ms. S. Shackleton (Student)

Mark Cannon . (Student)

. The Task Force was particularly assisted in its deliberations by '

. the working papers developed from the studies of a committee of the

Group on Medical Education chaired by Mitchell Schorow. This commit-
tee met with faculty and administrators of schools in all four regionmns
of the country. Many views and comments were also received from aca-
demic societies, individuals, schools and from regional groups of the
Organization of Student Representatives. . The Task Force is profoundly
grateful for the assistance which these inputs provided in its delib-
erations. :

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

In the Spring of.1971,-the National Beard of Medical Examiners .
appointed an eleven person committee called the Goals and Priorities
(GAP) Committee, which was charged_by the Board to examine American

AN
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Task Force Report on GAP Committee Report of NBME

medical education and make recommendations regarding the role the
National Board should play in providing evaluation services during

the next decade.

The GAP Report is a thorough treatment of a naw role for the
National Board of Medical Examiners in providing services for eval-
uating the developing competence of undergraduate and graduate medi-
cal students and the continuing competence of physicians. The NBME
has, for nearly sixty years, served as an independent agency for
evaluating medical students and newly graduated physicians for cer-
tification for licensure. For the past twenty years the NBME has
increasingly become involved with research and development in medi-
cal student testing, and during the past decade the Board has become
engaged in the research and development of testing methodologies for
graduate students as well as undergraduate students.

Summary 6f Major Recommendations of the GAP Report

The GAP Committee Report recommends that the NBME reorder its
examination system. It advises that the Board should abandon its
traditional 3 part exam for certification of newly graduated phy-
sicians who have completed one year of training beyond the M.D. de-
gree. Instead, the Board is advised to develop a single exam to be
given at the interface between undergraduate and graduate education.
The GAP Committee calls this exam 'Qualifying A', and suggests that
it evaluate general medical competenceé and certify graduating medi-
cal students for limited licensure to practice in a supervised set-
ting. The Committee further recommends that the NBME should expand
its role in the evaluation of students during their graduate educa-
tion by providing more research and development and testing services
to specialty boards and graduate medical education faculties. Finally,
the GAP Committee recommends that full certification for licensure
as an independent practitioner be based upon an exam designated as
Qualifying B. This exam would be the certifying exam for a specialty.
In addition, the GAP Report recommends ‘that the NBME: 1) assist in-
dividual medical schools in improving their capabilities for intra-
mural assessment of their students; 2) develop methods for evaluating
continuing competence of practicing physicians; and 3) develop eval-
vation procedures to assess the competence of "new health practi-

tioners."”

GENERAL OBSERVATIONS BY THE TASK FORCE

Throughout the GAP Report there is an effort to separate clearly
the role of the NBME as a testing agency responsible for certifying
that physicians have the necessary qualifications for licensure and
the NBME's role in the evaluation of the educational achievement of
students. The Task Force believes that this is a very important sep-
aration. This report of the Task Force is predicated on the funda-
mental concept that the faculties of duly accredited medical schools
are solely responsible for the evaluation of their students' educa-

3.
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tional achievement, their promotion and their being granted the M.D.
degree. State licensing boards are solely responsible for establish-
ing criteria for licensure and for the evaluation of a physician's
qualifications to practice medicine within their jurisdictions.

The delegation of the responsibility for evaluation, either by
faculties or by licensing boards to another agency, must be done
only with full and complete knowledge and understanding of the char-
acteristics and limitations of the evaluation instruments which are
used. The Task Force further believes that evaluation instruments
designed to qualify physicians for certification for licensure (ei-

- ther limited or full) are not appropriate for measuring the educa-

tional achievement of individual students as they progress through
a school's curriculun,

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

The GAP Committee proposes that the National Board cease utilizing

_4ts 3 part exam system ( Parts I and II in the undergraduate period

and Part III at the end of the first graduate year) to certify phy-
sicians as qualified for full licensure.' This proposal is tempered
by the recommendation that the NBME, on request from an educational
institution, should provide services for evaluating the educational.
achievement of individual students and the educational programs them-
selves, The Task Force supports this recommendation, and proposes.
that nationally normed exams similar to the present Parts I and II
should be made available as a part of the services for evaluation.

ef curricula,

Abandonment of Part I

The abandonment of the certifying function of the Part I exam
is viewed by many as yet another inroad into the emphasis upon basic
science education in our medical schools. Indeed, this would be true
if the NBME, through the Part I exam, were the sole agency responsible :
for ensuring the scientific integrity of medical education in the Uni-

" ted States. However, as emphasized above, the faculties of our .duly

accredited schools are respomsible. This responsibility means that
faculties must develop evaluation methods to determine whether their.
students are achieving their educational objectives in the basic med-
ical sciences; and the LCME, through its accreditation process, must
determine whether the educational objectives established by each fac-.
ulty are adequate and whether the school has evaluation methods which '
will determine that students have met these objectives. The continued
availability of nationally normed exams in the basic sciences will '
provide an opportunity to evaluate a school's educational programs
against a national standard; if the faculty deems such an evaluation
necessary or desirable. : B

'NOT OFFICIAL AAMC POLICY
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The Task Force recommends that the LCME should place greater

‘ emphasis, as a factor in the accreditation process, on assessing the

effectiveness of medical schools' internal evaluation of their edu-
cational programs and of their students® achievement in the basic
sciences. The Task Force also recommends that the AAMC, working
with the NBME, academic societies, the National Library of Medicine,
and other agencies, develop the capability to assist faculties in
the development of evaluation instruments and methods which can be
flexibly adapted to each school's particular curricular emphasis.

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

Abandonment of Part II

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

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

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

33,
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QUALIFYING A

The GAP Committee recommends that the NBME develop an examina-
tion to be taken by students at the time of their transition from

- undergraduate to graduate status. The agencies for whom this exam

will be pertinent will be state licensing boards, who are responsible
to their jurisdictional constituencies for assuring that individuals

" providing physician services are competent, and graduate education

institutions and programs, who are responsible for the welfare of .
the patients within their clinical teaching facilities. The exam-
ination is not deemed pertinent to undergraduate medical educators

.for, as emphasized above, the decision to grant the M.D. degree by

the faculty of any school must be based upon internal evaluation
methods developed by the school. The Task Force concurs with the
establishment of such an examination and makes the following com~
ments and recommendations.

The exam would provide for a single standaxd for the evaluation
of all students entering gradudte medical education in the United
States. Because of the varied curricula in our domestic medical
schools and the wide range of quality of foreign students seeking
entrance to U.S. graduate programs, it is essential that a single
standard be established which will assure that each student who en~
ters & graduate program is ready, as regards both knowledge and
clinical. skills, to assume patient care responsibility.

The examination should provide a balanced aseessment of the
student's basic science and clinical knowledge and an assessment

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

ment of basic science knowledge and skills in utilizing fundamental
scientific ‘concepts should be sufficiently rigorous so that students

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

i{n the basic science disciplines.

1f at all possible, the exam should be criterion~based rather
than normcreferenced and the results should be reported as either _
"passed" or "failed" - :

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

The purpose of the exam is to assure readiness for clinical respon-
sibility; it should not be used in the selection of graduate medi-
cal students or to predict future success in any clinical discipline.

'NOT OFFICIAL AAMC POLICY .
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Students from domestic schools should not be permitted to sit
for the exam before the beginning of the last half of their final
undergraduate year. The examination schedule should be so arranged
that students will have a second opportunity to take the exam and
receive the results before the usual date of beginning of the first
graduate year. Graduates of foreign schools should be permitted to

" git for the exam at any time, but should not be permitted to begin

their graduate education until a report that they have 'passed" has

. been received by the above-mentioned agencies.

%" The -Task Force believes that passing the exam should-be the re-

-L'tsﬁsnsibility of the student. -Students who fail must assume individ-

ual responsibility to obtain needed additional education and study.
Schools which have granted the M.D. degree to students who fail the
exam should have no obligation to provide remedial assistance, al-
though in practice the Task Force believes most students will seek
additional education from their own school. This should not be de-

nied if the student is willing to pay the required tuition and fees.

Limited Licensure

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

EVALUATION DURING GRADUATE MEDICAL EDUCATION

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

and recommendations.

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

- Education should place a strong emphasis on requiring effective in-
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ternal student evaluation methods in its accreditation requfrements
for graduate programs. The specialty boards should require that pro-
gram directors, when certifying their finishing residents as ready
for board examinacions, provide evidence of sound internal assessment
of cach resident’s abilities and qualifications.

QUALIFYING B

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

RECERTIFICATION AND RELICENSURE

The Task Force concurs with the GAP Committee’s recommendation
that the National Board of Medical Examiners should be prepared to.
provide assistance to those agencies which may in the future be re-
sponsible for providing periodic examinations for the recertification
or relicensure of physicians°

REORGANIZATION OF.THE NATIONAL BOARD OF MEDICAL EXAMINERS
- The: Task Force concurs with the reorganization as proposed by

" the GAP Committee. - The Task Force urges student representation on
the National Board of Medical Examiners.
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Task Force Report on GAP Committee Report of NBME
SUMMARY OF TASK FORCE RESPONSES TO THE GAP COMMITTEE®'S MAJOR RECOMMENDATIONS

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

The Task Force concurs.

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

the National Board.

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

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

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

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

The Task Force concure and makes the following recommendations.

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

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

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

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

NUL UFfLULAL AAMOL ryLivy
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The exam resuZtalshouZd not be reported to medical sehools.

Students failing the exam should be responsible fbr '
seeking additional education and study.

g. Graduates of both domestzc and foreign schools should
be required to pass the exam. as a prerequisite for en-
trance into accredited programs of graduate medical

education in the U.S.

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

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

v 6. The NBME and other agencies should assist graduate facultigs
to develop sound methods for evaluating the achievements of their
residents. _ oo :

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

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

The Task Force recommends that specialty certzficatzon
be only one mechanism by which individual physicians may gain li-
censure; it should not be the prime or sole mechanism. The Task
Force- recommends ‘that physicians should be eligible for full li- '
censure after the satisfactory completion of the core portton of -
a gmaduate medzcal educatzonal program

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

As the only practicing basic scientist on the Task Force, I do
not agree with two of the summary recommendations. I believe the
Report does not represent the broad views of. the membership of the
AAMC, especially those of the basic scientists. 1In fact, several
basic science societies have expressed the view that the elimination
of Part I will irreparably reduce the emphasis on basic sciences in
the curriculum of the first two years of medical school.

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

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

The Task Force believes that the 3 part system should
not be abandoned until a suitcble examination has been developed
to take its place and has bezn assessed jor its usefulness in
examining medical school gracuates in both the scientifie and
clinical aspects of medical education.

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

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

2. The NBME should continue to make available norm-referenced

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

The Task Force recormends that at least Part I of the
National Boards continue to bte utilized through the foreseeable
future in the current manver, so that faculties at schools of med-
icine might retain the advantace c¢f evaluating their curricula and
instructional programs of the first tuc years agairst a nationdal
norm. Individual schools couid ccriinue to dete ine, on an ad
hominem bzasis, the mainer in whicr eacn scrnool wisies to use Part I.
Part I and the qualifuing exam couid tnenm Fulfill aifferent funetions.
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- ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Merorandum #74-37

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

Subject: AAMC health manpower policy reconsideration

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

This memorandum briefly reviews the Association's present health man-

power policy and the current legislative situation, and presents a series
of possible alternatives for the future guidance of the Association.

Present AAMC policy.

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

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

The Committee considered and rejected "last dollar" financing which would
involve federai support, individualized for each school, for that portion
of the operating budget not covered by income from other sources. It also
considered and rejected the approach advocated by Congressman Roy which would
provide only indirect support to medical schools by expanding federal student
financial aid programs permitting an increase in tuition to more closely meet
tie costs of medical education at each institution.

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

]
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gradually so as to exceed only slightly the number of graduates from U.S.

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

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

Current legislative situation

As the health manpower bills have evolved this year, the capitation-
grant mechanism has become distorted. Both the House and the Senate have
seized on the mechanism as a means of forcing federal initiatives on the
schools, and this threatens serious government intrusion into the process

- of medical education. Capitation conditions of this nature, as of this date,

are presented below:

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

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

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

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

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

House:
Secure agreements with students to repay capitation payments unless they

serve in the National Health Service Corps.

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

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

of capitation payment.

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

natives.

Health Manpower Policy Alternatives

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

selection of possible policy choices.

Current concerns

Following are brief descriptions -- as seen from the federal perspective -~
of major public concerns with medical education and health care personnel.
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Basic program: Current Association policy holds that the federal govern-
ment's share-of basic operating expenses should be provided through capitation
grants without any preconditions except routine financial accountability.:
Both Congress and the Administration reject the Association's position. .
Congress appears willing to continue capitation provided that certain require- .
ments are met by the schools. The Administration wants to drop capitation
altogether. Without .substantial evidence, both Congress and the Administra-
tion believe that without capitation funds no school will be seriously -
affected, because other funding sources will be: found or schools will accomo-- -
date by spending Yess and restricting their programs. : :

Innovation, quality impfovement: These are the traditional special
project categories of. curriculum development. While special projects Show

~ a federal concern for quality, the major emphasis is on numbers of students

graduated.

, Enrollment increase: -There is disagreement within the federal goVerna '
ment on the need for additional physicians. Congress generally believes

" that a further increase in the education and training of new physicians is

needed. The Administration does not advocate an increase in the number of
medical school graduates beyond those now planned. . o

Specialty distribution: Both thé Administration and Congre$s'believe

~ that there is an imbalance in specialty distribution, and that more primary:

care physicians are required. There appears to be a willingness to support
the efforts of the private sector in bringing about.a redistribution of =
specialists through control of training opportunities over the next two
to three years. Control of licensure to prohibit practice in oversupplied .
‘specialties has also been discussed. S : o

Geographic distribution: Both the Administration and Congress believe
that ways must be found to get physicians into underserved urban and rural
areas. ‘There is a widely held view that this can best be accomplished either
by requiring medical schools to obtain agreements from students to practice
in underserved areas, or by increasing student aid programs which encourage
or require service commitments as a condition of receiving the aid. There
is 1ittle interest in a physician draft to redistribute physicians.

~* Foreign medical graduates: This concern_differs-somewhat-from‘the
others because the method for dealing with it involves developing exclusion-
ary devices rather than facilitating programs. The implications of certain
reactions to this concern appear in both the concern with undergraduate
enrollment and the concern with specialty distribution. - Congress and the .
Administration disagree on the issue.- The Administration officially supports
major reliance on FMGs in meeting domestic American health personnel needs.
‘Congress objects to the rising number of FMGs, and is seeking ways of checking
the flow by setting ceilings on the total number of graduate positions and

on the percentage of these positions that can be filled by FMGs.

, Fiscal and economic situation: This concern, again, is slightly different
from the others. Congress and the Administration agree, despite some super-

- ficial quarreling,. that present federal budgets are excessively large, and
that their magnitude requires stringent efforts to hold down future control-
lable spending. In addition, the overall economic situation is one of
persistent inflation at an unacceptably high rate. This leads to rising. costs
across the whole economy, with particular attention focusing on large cost
increases such as those in the health care field generally. -Congress and the

7
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Administration agree, again despite some superficial quarreling,- that

steps must be taken to control rising costs, and that the strongest controls

must be leveled at the sharpest cost increases.

Assumptions

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

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

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

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

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

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

“tutional prerogatives.

6.  Current methods of meeting federal concerns are unstable and can
be expected to shift over relatively short periods of time, two to three
years for example. Additional concerns are 1ikely to be identified from

time to time.

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

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

Policy choices

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

education.

Federal support

Funding source Advantages Disadvantages

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

of the number of students. tions. It fails to

%3
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to students

Last-dollar
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Fundigg,source‘

Tuition subsidy

No federal aid

' 'Advantages .

If it is sufficiently high,

it would allow schools to
adjust tuition income to

meet basic operating needs.

It will prevent failure
of schools.. It will .
distribute scarce
resources to schools
with the greatest need.

_ This would free schools

of the constraints asso-
ciated with federal
dollars.

Disadvantages

differentiate amdng varying
degrees of financial need.

State schools are not able to \
adjust tuition without approval

by multiple higher authorities.

Tuition income does not go dir-
ectly to many state schools.
Tuition subsidy may be used to
coerce students to fulfill
federally perceived needs.

. Schools may have to fulfill

imposed requirements in order .
for their students to receive
federal financial aid. Tuition
subsidy. authorization or .
appropriation, or both, are -
likely to be inadequate.

Determination,ofte]igibility
and of the amount provided .

will require federal ipspection

and audit of a school's

. programs and operations. Eli-

gibility requirements can be
used to coerce schools -toward
federal concepts of form and -
organization of medical schools.

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

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

- of their social responsibility,

with almost certain adverse
results. '

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

Funding source

Inéreased state
support:

staté schools

private schools

Tuition increase:

state schools

private schools

Advantages

The state has a traditional
obligation to maintain the
basic program of the school.
Negotiations for support pro-
vide more opportunities for
taking advantage of the local
and state interests.
. states currently have revenue
surpluses.

Many

Provides a portion of

Disadvantages

The appropriation process in
some states would make transi -
tion from federal to state
sources difficult.

State school budgets must be
cleared through the university
in many cases, and opportunities
for advancing the school's
interests may be curtailed.
State concerns for manpower

are similar to federal concerns,
and thus direction by the state
legislature is a real possibility.

The appropriation process in
some states would make transi -

basic support, thus aug-
menting endowment and
tuition income.

tion from federal to state

sources difficult.

Increased payment by
students may improve
negotiations with
university and legis-
lative budget commit-
tees for a greater
basic operating budget.

Tuition adjustment
ability is flexible,
and tuition can be
adjusted to meet
needs.

45"

State-imposed requirements

may restrict a school's op-
tions: taking increased num-
bers of state residents, for
example. State support may

be last-dollar in nature, with
all the attendant coercion,
and eligibility and reporting
requirements.

Many states are unwilling to
increase tuition for residents
significantly, or the
decision-making authority for .
tuition rates is well removed
from the medical school, or
both.

Tuition imcome may not be
directly available to the
schools.

For both state and private
schools, increasing tuition
to meet basic operating
expenses will mean that fewer
of lower-income students

can attend medical school
since it would be difficult
to develop the required stu-
dent financial aid programs.
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-~ Non-federal support . N

Funding source =~ - Advantages Disadvantages
‘Medical service _;' | . ' o s,
income: S - " o ‘
state" scﬁools - Increased patient demand There is a real potential that
for and entitlement to an overcommitment to medical

medical services provides a service will dominate the other
growing source of income. missions of the medical schools.

‘Permits:the development Future constraints and regulations
of stronger clinical on reimbursement are likely
programs. and unpred1ctab1e in-nature.

This income may be viewed by .
legislatures as an offset, rather
than a supp]ement to other

state support

private schools IncfeaSed.patient demand There is a real’ potent1a1 that

for -and -entitlement to an overcommitment to medical .
medical services provides service will dominate the other
a growing source of .- missions of the medical. schools.
income. -Permits the - -~ Future constraints and regu-
development of stronger lations on reimbursement are
.clinical programs. . likely and unpred1ctab1e in.

' : nature,
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STATUS OF THE NIRMP

For several years the viability of the National Intern Residency
Matching Plan has been of considerable concern to medical students,
medical schoo! deans and many directors of programs in teaching hos-
pitals. This concern arose because of an increasing number of vio-

Jations of the rules of the matching plan by both students and some

program directors. Adding to this concern was the inordinate delay
in announcements of matching results by the NIRMP in 1972 and 1973.

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

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

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

The Liaison Committee on Graduate Medical Education has ap-
pointed a subcommittee to discuss what role the LCGME should play -
in the maintenance of the NIRMP. At this date, the committee has
not yet reported. The CAS Administrative Board has recommended
that the LCGME consider requiring adherence to NIRMP as a require-
ment for accreditation of graduate programs.
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PHY“ICIAN MANPOW.R AND DISTRIEUTION - ch_! u. E

The l’rimary CQI’L 1‘hraician géﬂi @ o

(A Report of the Committee on Physician Distribution
- to the Coordinating Council on Medical Fducation)

e‘r-'m c‘«-

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

_physicians would be avo.il_ablc in the future to meet the health care requiren:nts

: o£~tho public. The physiéionbpopulation‘ratio in 1959 was 149/100,000.*

The totol nunber of physicians was 235,000, Ostcopathic phyqigians nunbered 14 100.
Seven thousand four’ hundrcd medxcal students were yraduatLd from Amcrican-
medical schools.

A Consultanc Group appointed by tho ﬂuxgeon GC1rra] of the Uu.S. Public

.ﬂéoﬁth Scrvice atqte.d_ in a report (Pane Ropurt)l that mrintenance of "the pre-~

‘gent’ ratio of physicians to population 18 a mintuum esscntial to protect the

'hoalth of the people of the U.S." 'Tﬁe rcporr_ulsovstuted,’“ro naintain the pre-

.gent f&tio of physicians to p.op‘ulati.on will re.cjuire an increase in ‘the_‘ g'raduutes. , .

Ll

of achools of mad;cin_e and vosteopathy from the present 7,400 a year to some

11,000 by 1975." At the time concern was also expressed about the increasing

Linurbet of speciolista, the-decreasing number of general practitioners, and a

deereaae 1n the tocal number of physicians who .served families 8s primary care
phyeicians. | |

, 1.967, a National Advisory Lommission on Health I»{anpox.rer2 recommended
that "The ptoduction of physicians should be 1ncreased beyond prescantly planned
levols by a subatmtial expansion in the capacity of exlstiug medical schools

and by continued dovelopment of new schools."

#, The ratio publiahed originally in the Bane Report was 141/100,000, In 1963,

a national conférence on physician statistics revised the categories’ ‘of physi-

.cians; and populae:lon to be counted. ‘Using the new agreement, the 1959 physic: an/
bopulltton ratio became 149/10() 000. , ‘

He.
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The schools of wedicine have responded to the challenge for additional

. bhysicians, increasing sudstantially both in number and in size (Tables I, 1I).

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

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

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

announced in tﬁe Bane'RepOrt have all been,achieved, exceedéd or are within
resch before the 1975 deadline.

Currcﬁﬁlf. the nct rate of increase of the physicinn population is about
3% »er ycar, while.that of the general population is about 1% per year (Table
II1). This disproportionate rate of growth would>seem to indicate that an
appropriate balance will be achieved between the total number of physicians

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

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

insurance, policies for the rcimbursement for services, changing demands for
heaglth care, and different proféssional patterns for the delivery of care.

If the present output capacity of Aﬁerican medical schools is maintained
and'ifbthe influx of forwign medical graduates continues at its present levcl,
the total number of physicians will appfoach 500,000 by 1980. If the nu@bvr of
foreign medical graduates is reduced substantially in future years, the total
number could be considerably smaller. If, for example, no foreign medical
graduates were. admitted after 1975, the total nunber of physicians in 1980
might be smaller by 40,000 or more, if continucd growth in the ruéput capacity
pf American medical schools occurs, the number will incréase.

The production of numbers of physicians is Being addressed with good results,
but there 1s also need for an effective ypcographic and specialty distribution.

Idcally physiciang should be cvenly accessiblé to the population in all geo-~

graphic settings. This 4s nor the case, for phyairian distribution, like that of

9.
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many segments of the populationm, has been influcnced markedly by economic'and,

social conditiona«andlby-ufban’and rural dyﬁamics (Table IV). The result has
been dramatic diffctences-in the cdncentratidn of précticing physicians in
various population areas (Table V).

Of considerable importunce ig the problcm of having the right physician '

in the right place at_the right time A psthiatrist i8 of limited utility
when obstetrical services are nceded. Excessive numbers of secondary and
tertiary care apeéialists will not‘méet tﬁe.ncéd for an adequate nuubcr,pf
.primry care physiéiléna . Obviously the dis'tx.'lb‘v\)';:_tcm, of physicians by medical .
specialty is compa;hblc in impoftance to the tof#l number and fheir gebgraphicul
distribution. | |
one of the most‘impdrtant facﬁéré:in acﬂidving a ﬁropfrfbalawCQ bf“ﬁhysi:f‘
, cian manpowexr is the avail bility of primary care physicianc to. proviue access
.to thc. health care syastem. The pro}gressively ~declining~_ number of pnmary care ' ‘
physicians in‘this country haé evolked wiilc-s’prééd'conéefn, ‘;ﬁ‘li.Ch 1‘s~maﬁi‘féqt.
in the attcntion given to this subject by private organi?ations and public
genciea, including the federal and state goverrinen? s. .
The prcaent aituation has. OVOqud becaust ot thg fnere.: 2ing nurﬁcf of épe-
cialists other than primary care phvsicians | Aujuatments in the rate of produc—'

.tion of specialists des‘rably would- be effccted'by the creation of appropriate

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

incaentives r@ther than by the imposition of regulations and arbitrary _c'onttols._

The present need fo:.readjustﬁcnt, however, is éuffiéiently urgent that a long-

raﬁge program of incencivesAShou;d be deve10p§d a3 promptly as pbssiBle,
épecinlism has developed aponﬁanéously since World War II as a result of

the significant increase in blomedical knowledpe, potent dxugs, and .ophisticattd

7 dia@oatic and therapeut’c techniqut_s. This hasg. og_«.urred largely be cause of the’ ‘

50
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extensive suppor; of biomedical rgsearch by the federal govcornment and founda~
tions ﬁincé the late forties. As a result of the respense to this national
mandate, the faculties of medical schools and the staffs of their,associated
t;aching hospitals became composed almost exclusively of non-primary care

specislicts and subgspecialists. The visibility of the primary carc physician

dwindled to the point where developing physicians choosing a career found no

- pattern that displayed in an attractive fashion the profescional role of the

primaxy care physiciun. Until the establishuent of the Ax:rican Board of
Fumily:Practiée in 1969, there wan ro specialty board that erphasized certi-
fication for primiry carc and provided professional ataturé and prastige
equivalent to that enjoyed by the other recognized spccialties.

| A primery car« physician (o:.group of physicians) is one who establishes
a rclaLLogship'vith an individual or a family for which he provides continuing

surveilluance of their health nceds, comprehenaive cere for the acute and chronic

- digsordcrs which he s qualified to care for, and accins to the health care de-

livery eystém for those disordcrs requifing the services of other specialists.
The phybicians who meet this definition today are gencral/family physicians,
general internists, and general podiatriclans. To nwmﬂ‘degrée, other specialists,v
‘such as cardiologists, gastroenterologista, obstetric ans, and general shrgeons,
nléo provide primary cére, especlally access to the heaith care system; They are
not, however, identified either by education or practice as fulfilling consistently
all of the requirements of primary care physicians.

Hany studies have been mndc‘in an attempt to determine the numbers and pro-
portions of physicians néedcd in each of the various specialties, but there has
been no‘gcneral agreewent on the optimal composivion. of the physiclan population.

>

However, most observers of the health care field appeur to be in agreement that:

5.
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1) there is currently au inadequate number of physiciang engaged in the de-

livery of primnry care; 2) Lhere is probably an dquuaLe nunber, or even an
excesaive numbcr, nf physicians engu: oed in the dclivery of certain types of
secondary nnd tertiary car<; 3) the prolortin“ of graduates now engaged in:

graduate medical edUC»tiOﬂ, and the: nature of that education, are: such that

tha percentage of phvaicians eubnpcd in prinaay care 1s Jl.nly to dccrease

and the pcrc:entnge engaged in se_condnry and tertiary care is likely to increasc;
The problems relotud td .the educatibh'bf va ricms kim.q of primary care -

physicians are somewhat diiferenr and are ancord ngly separated in their coq—

i

sideration below. A ' } o Co S ; o

GENERAL/FAMTLY MEDICINE
In reecnt'yceté there has'been a prbgreseivo deelino in the fumber and
proportions of Americ\m pxysu:i. ns vho' 1dentify t:heu clves as engaged in

general or family pract,l.ce. ln 1"31 there were 112 000 ] wqicians who classi- o '

fied themselves as genernl pxactlt1 aers on A\h st annuel dd rectory question-'

naires. In 1960, the number. h]d dropped to 75,000; in 1965, it was 66 ,000; . at

- the end of 1972 it was less tl\an .:5 000 While general practice and family

practice are not necessarily the Sdme, the dGCllnP 11 the nusber of general
practitioners is certainly indicative of a declinc in the number of primary care
physicians. | |

| In yEafs past, moet phﬁsieiéns entefed-generél practice difeetly froﬁ
wedical school or bafter a 911;5-,>-e,5r roteting internship., Wiile there \eere some
general and femily practicc ;eeidencics in existevnce in the 1950°'s and 1960's,
they were not ve:y.qucceséfelxin attracting Aﬁcrican graduntes. There .was, .of
course, no recognitioﬁ affofded;thbée who comfchnd :he runidencies, since there

wag n,é specialty board in that field. As more and more American graduates . '
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;htered some kind of residency, the trend awéy f ror ?éﬁeral practice was ac-
éentunted.. B} the end of 1971, only 1.67% of all of those eﬁgagcd in graduate
ﬁédicalieduca;ion were in general or famlly practice reeidcncies.

Sinoe thé:American Board of Family Practice was establiched in 1969, the
concept of family pracﬁiee has achieve:. considerable vistbility and acceptance.

The Board, hawever,‘should define mor: clearly the characteristics and contcur

of tie specialty since it ie interpreted in a variety of ways.

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

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

iear'residents in 1970 to 164 approved programs with 756 first-year residents

in 1973,* but their proportion of the total field ¢f y?aduate medical education

is stiil quite small. It 1is tooearly to tell whether the early rapid rate of

growth will be sustained.

The Millis Commission pointed out that the avcrage ape of general practi-

.tionara was above that for other physicians in 1965. The average age of general

and_faﬁily prnctitioners has been increasing over the past deuade; Table VI

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

- graduates éntering other fields, the difference-hasvundOUbtedly become greater

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

residencies looks promising, the current low percentage of those in residencies,
together with the attrition from the higher age population of general practi-
tioners, indicates that the proportion of physiéians engaged in geheral/fnmily

practice 1is certain to decline further over the next féw years. Only a major

change in the career goals of Amcrican graduates und continued expansion of the

number of family practice recidencies will reverse the trend.

.There are many factors which influcnce the caveer chojces of American

% 1974 figures to be supplicd as soon as they are available.

S3.



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

'mndicine and 5. 92 in pediatrics, compared with 13% nnd 5%.respective1y engaéed

-7 -

medical gtaduatun, including euch things as the nature of thc upccialty ficld

its professional challenge and recognition, the environment for practice, ‘ ' .

'monetazy rewardq in proportiou to tine demandq and strvicc provided, and the

availability of profesaional nseociates and Su»porting aervices.. Although_there
is.good evidence today that;thcse_factors have been addresscd, further cffort is
required so that farily practice will continue to be a-desiraole'fieid by grow;A
ina nurbers of medical atudnntr. ' s ' ‘

chover, eLudcnt intcrcwt io only one factor which will affecc the growth

rate of family practice residcncy programs. A very important deternduant will

be not only the availability of qual fied faculty, currently in short cupply, but

the. excellence of the educntioual programs themselves Anotli:r will be thn rate,

-

of development of sctiafactnry models of family practi(e and 1ppropriate admini-

etrative units for the new programa. Substantial adcitiona] financial aupport

) : Co

will be ncccasary to enable thc development of the nccessary pu.,onnel, resources, ‘

L

and facilities. .

INTERNAL MEDICINE AND PEDIATRICS
. Residencies in internai medicine and pediatrics have chjoyedlaustained

popularity over many yeare.' In'1962' 17'72 of all residents were in ipternal

in practice in those . fields.“ In 1966 17% of all residents were in programs

' in internnl medicine and 72 in pediatrics, the proportions engaged in practice :

in thosge fields were etill 13% and 5% respectively.S In 1972 the percentage
in residencies in internal mcdicine had increased to 23.9 and in pediatrics to

1.7. The'proportions in practicc had increased to 13 52 and S‘SZ>respective1v 6

To eome extent thc growth in internal medicine and pediatrics may offset

' the deciine in general/family medicinc. Howevcr, there 1is evidence. to. shw that o .

eubatantial nunbers o£ internists and pediatricians extend their training into
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: subspécialty fields and are comscquently being prepared to function principally

as aeéondafy and tertiary care physicians rather ‘than as primary care physicians
(Tables VII and VIII). Once apain, this is not to deny that subspécialists
provide som: primary care, but simply to point out that thcir education does nct
direct them toward primary-care.

Prior to 1972, the American Board of Internal Medicine had ewarded 23,023
ccrtificatns. " In addition, 2,697 certificates had bLeeca awarded in four sudb-
specialty arcas; the number of.5nbspecialty certificates was therefore 117 of
the number of general certificates.v During 1972, 4,378 certificates were given
by the Amcrican Board qf Internal Mediéine. The large number was in part the
result of a change in certification’poliéy during the previous year. During
the prcviows period 1,611 certificates were guthorized in e&ght subspecialty

arcas. This number is equivalent to 37% of the nunber of pencral certificates

issued in 1972, The increment in subcertification has inc . ased the ratio of

subcertificates to gencral certificates-frowm 11% to 15%. Some of the physicians

receiving certificntes in subspecialty areas were already practicing and do not

" represent an increment to the subspecialty manpower pool.

Both the American Roard of Internal Medicine and the Americen Board of
Pediatrics in recent years have developed additional categories of subspeciali-
zation for which certification is provided and more are planned. At the present
time, Intemal Medicine provides certification in u&ldiolog}, pulmdnary disease,
gastroentcrology, endocrinology and metabolism, nephrology, heﬁatélogy,
infgctious discésus, medical oncology, and rheumatology. Yediatrics provides
certification in cardiology, hematology-oncoloyy, and nephrology. fhe Conjoint
Board of Allergy and Imwunologv, ruccntiy'vstnhlished, certifies physicians in

tﬂia specialty.

55,
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It is almost ccrta:u=tﬁ$t~vich ﬁaditional,épportﬁnities fqr'ceftification .
in subspecialty areas a propressively larger percentage of those certified in ' .
intermnal mcdicine and pediatrics will scek ¢ertification by a subépéciélty board.

1f this occurs, there may be proportionately fewer intérpists and pedia;rician§

whose major intcrest is to provide primary care. An apprépriatélﬂalance would

be desirable, espccially since the need for an increased number of primary caré

physicians is so evident.

The boards of Intcinal Médicine and Pediatrics can exert cqnsidefabic
flrence upqnvthe attainment of this balancé if they ré-etamiﬁe.their.rc-
quirements for admiséion'io,fheir.certifying examinations so that the educc-
tional programs and oareer& of interniste and pediatriciané inteiested .
primary care wiil‘have at least the same professional prestige as tﬁe sub-
apecialty categories of internal medicine dnd_peaﬁatrica. The Liaigon Committee
on Graduate Medical Educalion, its spongoring organization:, and the appro- .
priate residency review comnmitteecs can, through the "Eésgnﬁéals" aﬁd the-rcpiém
of residency programs, depise.mnthods for empharizing the (dosirability and reeds
of stroﬁg and attractivo aducationaZ experiences for intermists andApediatri-
otans interested in primary ccue o |

The preceding discussiﬁn'indicatés ﬁhat the physiqian/population ratio

is 1ncreasingvtap1dlyvénd ver&‘likely will attain an acceptable figure by 1980.

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

- The distribution of physicians,-however,-by épecialty and location willlnof
be changed significantly. .4 progressively larger pfoportion of éhysicians
certified in Internal Medicine and Pediatrics are entering subspecialty fields.
Foreign medical graduates alréad& comprise a significant part of the prac- |
ticing mediéal-péofesaion and the numbers increase yearly. There is a well
docuﬁénted nced £o¥.additiona1 primary carc physiciana which in part could

be met by ﬁroviding gr;ater opportunities, incentives, .and security for students ‘

56.
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~ and physicians interested in careers devoted to the teaching and provision of

pfimary care.

Thia'repgrt igs directed solely to ways in which the educational endeavors
of scﬁoolg of medicine and grhduate'cducational programsvmay expand the num-
ber bf priﬁary care phyaiéians. Many factors in addition to education can,
and will, -influence the numbers 3nd.distribution of primary éare physicians.

For example, pbliciesvand programs for the rcimbursement of physiclans services

" have a considerusble bearing upon not only the numbers of physicians éommitting‘

" themselves to careers in primary care, but also the nutbers who will select

carccrs in other specialties. The coveloping inminence of national health

_insurance will almost certainly initiate discuusions concerming reimbursement

policies.

RECGHHEHDATIONS

A. As a natlonal g§31J schools of medicine should be encouraged

to accept voluntarlly a responsibility for providing an appro-

priate environment that will motivate students_to scleci careers

related to the teacking and practice of primary care. An initial

national target of having 50% of araduatine medical students choo-n

carcers as primary corc speciallsts appears reasonable.

Schools of medicine accepting this respoosibility may direct
their attention to one or both of the followiry mechnrisms in oxder
to incresse the output of generalists: (1) *he development of
‘1netructional programs and services for family medicine, or (2) the
teorigutntionof departments of medicine and pediatriés.

1. Medlcal schools establlshing family medicire admini-

——— - L— oa—

strative units are (ub?_i‘g‘lﬁ\od to provide the neocecsary

resourcas for the developrant of favily nractlce curricula

570




and the operation of family practice clinical services

in_order that medical students may be exposed to sult-

able career modrls in family medicine. Financlal sup=-

port from fedcral and state governments, as well as sup- ‘ .

port from private foundations and the institutions them-

selves, should bc made available for the support of such

activities.

The federal and'some state governments as well as private foundations have

a]rLady recognized that the developnfnL of the Specia]ty of family practice could

over the course of the nevt few years, increase the numher of primary cdre physi-
clons in a gignificnnt way. Fgrtv—r'ne‘schoolc of medicine héVe'aléobrecogn§zed
the need and have reepondnd by.cgenting departments.of fnmﬁly‘medicine;or:otncr
asuitable n¢miniatrative unita.‘

Schools of medicine seriouqu 1nterested in promoting the developmont of -
primary care physicians through the specialty of family przctiCL recognize the
need to establish administrative unirs that have the same profcssional stature as

: other adminiutrative units in the school, In moSt.instnnces,~this rcqgires the
-addition of new fnculty members with primar} care skills, oand ;he trnining:of
others. If succeas is to berachievéd, other clinical disciplines in-a:schogl,
must be supportive by Contributing teaching time nnd effort'ro family medicine.
‘Thesge discipline" should also instill in their own residents a;prouriate attitudes
recognizing the consultant s role in relationship to the primary care specialist

who provides continuity of care for the paticnt. The schools will nced financx*i

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

-support for the development of new faculty, curricula, and space. Monies alreadv'
committed for the support of the SLhOOlB cannot easily be diverted for this purpose.

2. Hedical qchools should encouragc their Depnrtments

of Internal Medicine and Pediatrics to have among their

goals the crcation of an environment that emphasizes

the need for and the. development of internists and pedi- , 4 ‘

~atriclans for pflmary care. The prufessional and

59,
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matertal resources necessary to achieve such goals must

also be provided.

The 1ncorporhtion into the faculty of academically oriented general iﬁtern-

“ists and pediatiicians with the same privileges and .stature affordéd the sub-
apecialiats in these departments would accomplish a great deal in changing the

. imige of mrdicine and pediatrics presented to undergfaduate students.

HB. Instltuttohs responsible for graduate education, Including

university-affillated hospitals, should be encouraged to establlsh

resldencles In famlly practice, Internal medicine and pediatrics,

with orlentatlon toward primary care, Theqe proqrams should have

eqpal professlonal status with educatlona] programs 1n the med i~

' cal and pedliatiic subspecialties,

"Although many of the family practice residencies will be located in hospitals

whbse essential commitment is the delivery of caxe to-a community, it is essential

that a family practice urit cxist in a univerqity hospital 1f the desirable
I-atuxa;of a career in family practice are to be appreclated by students and
young‘physiciané.
| In a few institutiona, many of the physical patient, and profegsional
regources arc already in existence and require only rc—allocation for new
objcctives and programs. In most, new facilities and professional staff will
be necessary to establish. successful educational programs.

Special erphasis should be given to the ereation and financial support of
an appropricie cmbulatory care setting for the teaching of family practice,

intermal medieine and pediatrice with orientation toward primary care. HWithin

- the anbulatory care setting, phyeteians should leam to functibn with other

health profeesionale in order te increase the overall effectivemess and quality

of oarc.

59.
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State governments g_nd their agencles responsible for health and education B . .
ohould be. aware of the documénted fact that the retention of physiclans within
their jurisdiction is to a Signifioant depree depcﬁdunt upon the iocation; the

. Financial support

type, and quality of residency programs vithin the stete,

ditected to the development of high quality ro: xid ‘ncies in family practice, ‘

and in 1ntema1 medicine and pediatrics with orientation toward primary care.;

would almost inevitably be a sound investment on behalf of the people within
& state,

C. Educatlonal lInstitutlons should be encouraged to develop better .

methods for the delivery of'p'rimary care, Iincluding ways of increas-

lng efflclcncy and effectlveness of prlmary care physlclanf‘ and

educating ghysuclans to. work with other membere. of the health care.

team, so that efflclent and complete health care may be provlded

This ia particularly 1mortanr. because it is impossible to predict precisely ‘
. the futurg pottem_s-otl'vthe delivery of health care. AWhile 1t aeoms 11kely_.and
indead désirable t.hat' a pluraliatic system of heaith care delivery Qill continue
to exist ‘it 18 poasible that there will be a strong movement toward the ex-~
pansion of group prau:ire and the development of health maintenance orgeni 7acioos.
Obviousl)f; the profeasion and its educational‘institutions nust be prepared to |

respond to such changes with 1nnovative and imaginative educational programs

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

relevanc to denonatrat:ed ne eda

Bowevor the pattem oj‘ care develop in the j‘uturc, it muoct be emphasz,zed
that there 18 cur-rcrtly a semous nced for more prz mary care ph_jszcv,ans ard .thie
nccd mZZ inerease in the yeare immediately ahead Major efforts and fz.nancwl
support should then‘j‘ore be provided for inereasing the nurber of fwm,ld physiciars,

and mtem ats md pedw trictans corrmtted to the deiivery of pmmary care. Suppor* ‘

- for thia dc‘valcpma_nt nhouldl be previded in addition to, and rct at the -e_xpense. 'o,;.,.
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TABLE I
STUDENTS AND GRADUATES IN MEDICAL AND BASIC SCIENCE SCHC-OLS*

=)

kel _ _

£ | NUMBER OF 1ST YEAR TOTAL | R

g YEAR SCHOCLS : ENROLLMENT ENROLLMEN : -GRADUATES
= 1932-31 .76 6,456 - 21,982 | 4,735
= » . ,

3 1940-41 77 5,837 _ 21,379 5,275
= : : | ,
g 1950-51 79 ' 7,177 26,186 6,135
2 1960-61 86 8,298 30,288 - 6,994
3 g je70-77 103 11,28 | 40,487 | 8,974
Q . i :

é 1971-72 108 12,361 43,650 , 9,551
2 1272-73 12 13,725 47,546 : 10,391
2 1973-74 na -’ C L 14,054%%* 51,000** . 11,862%*
8 : ‘ :
§ *Table developed from information published annually, Medical Educaticn. in the Urited S*ctes,
2 The Journal of the American Medical Association. -

g . ' o

= ** fstimates

= v S

§ #x* AAMC DATAGRAM ~

g :

)]




CTABLE IT -

‘>AVERAGE~SIZE OF MEDICAL SCHObLS, 1930-]974i

g
g " NOMBEROF = AVERAGE 1ST YEAR . AVERAGE TOTAL AVERAGE ,
o - YEAR © SCHOOLS* '~ .. _ ENROLLMENT* . - ENPOLLMENT* GRADUATES**
2 1930-31 . % & - 289 . T4
E 1940-41 /A 76 et .79
5 1950-51 - 9 | R A < | 85 ‘
F 1960-61 & - 9% .. 32 86 i
§ & 1970-71 103 - 0 393 _ 101 -
< ?‘:s 971-72 08 B i O 404 102 ‘
=| I Y7273 w2 .2 as | 106
£ ST 7R L e A S aare 109%%x
g * A1l medical schoois; B N .
'*; ** fxcludes schools not graduating students.
: *** Estimates.
E |
4 Table developed from information pubhshed annua‘l]y, I/edwaz Education in the mited Stct:es,
The Journal of the Arerican i‘kdlcal Assocmaﬁon ' :
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TABLE V

'CONCENTRATION OF PPACTICING, NO'l-FEDERAL ’ ®

PHYSICLANS IN POPULATION AREAS
, 1 L

| - o A ot Total Physicians
Metropolitan o ‘ . Resident Non-Fed, - Per
Area . Population* . PhHysicians+ 100,0C0 Pop.

Boston, Mass. | 3,388,300 7,62 229

- Los Angeles, Calif. 7,062,600 12,632 o

£ knoxville, Tenn. 409,500 . 540 RRE

N Peoria, I1. | 384,800 361 105

E o - o

g ‘Abilene, Tex. n7,200 M 95

E Biloxi, Miss. - 135,200 108 80

5 Elkhart, Ind. om0 97 78

2 o =

o ®

E:

2

8

2 G e

= *As of Dec. 31,]1971;

e . +As of Dec. 31, 1972.

§ ‘This table constructed from information published in DfStributicn'of Phyeicians

in the U.5., 1972, Vol. 2/Metropoiitan Arcas. AMA Center for Health Services
Research and Development, : . - '



Table VI

FP/GP AGE GROUPINGS, 1963 and 1967*

Age Group 1§§g 1867

Over 50. 36,953 (5C.28%) 36,483 (53.59%)

Under 50 36,585 (49.72%) 31,947 (46.41%)
Total 73,579 (100%) 68,830  (100%)

B Jo Lo “ s Hos = 4% [ ’ J\../ - p vlhi v cC /e p ..Ex
“ 3T S y - .

of Curvey Research, 1668.
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TABLE VII . | | @

CHANGE TN SPECTALTY DISTEIBUTTON

| o e .
PRIMARY CARE SPECIALTIES r JSGE*  1972*  CHANGE

INTERNAL MEDICINE | 0 38,,90 47,994

PEDIMRICS ' 15,005 19,610

GENERAL AND FAMILY PRACTICE N,366 558

| 125,721 122,952 -2.2

MEDICAL AND PEDIATRIC o |
SUB-SPECIALTIES .

ALERGY | 910 1,638

CARDIOVASCULAR 1,901 5,883

GASTROENTEROLOGY 633 1,839

PEDIATRIC ALLERGY - - 82 383

PEDIATRIC CARDIOLOGY = 46 51

PULMONARY DISEASE - 1,226 2,085

| | 4,898 12,322 +151.6 ®

% CHANGE IN RATIO OF MEDICAL B . S
AND PEDIATRIC SUB=SPECIALISIS
TO TOTAL NUMBER OF INTERNISTS - 9,0 18.2
AND PEDIATRICIANS | |
PRINARY CARE SPECIALTIES - 125,721 122,952
MEDICAL AND PEDIATRIC SUg- SPECIALTIES -_4,808 -12.322
| ‘ L 120,823 110,630 - 8.4
SURGICAL SPECIALTIES o 76,147 91,088  +19.6
OTHER SPECIALTIES 70,809 94,57 +33.6

*Distribution of Physicicns in the U.5., 1965, 1972. -AMA Center for
-W.’Tth SQPV\CG——RGSLBF(.]I and Tevc opment -

A
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TABLE VITL

ID POSSESSIONS

DISTXIBUTION )

quﬁnﬂgiéitx

General and Family Medicine

© . Internal Medicine

Pediatrics

Allergy

inesthesiology
Aviation Medicine
Cardiovaccular Disease -
Child Psychiatry

. Colon & Rectal Surgery

Dermatology

Dingnostic Radlolegy
Forensic Pathology
Gastroenterologpy

General Preventive Medicine
General Surgery
Neureological Surgery
Neurology

Obstetrics & Cynccology
Occupational Medicine
Ophthalimology

Orthopcdic Surgery.
Otolaryngnlogy

Patholo;y

Pediatric Allecrgy
Pediatric Cardlology :
Pnysical Mcdicine & Rehab.

. Plastic Surgery

Psychiatry

Public Hcalth
Pulmonary Disease
Radiology

. Therapeutic Radiology

Thoracic Surgery
Urology

Other Specialties
Unspecd fied
Inactive

Not Classifled
Address Unlknown

* Distribution of Physicilans in the U.S.,

- PHYSICIANS IN USA AY

F 43.06

5> 56,94

1965 No.* %
71,366 24,45
38,690 13.25
15,665  5.36

910  0.31
8,644  3.00
788  0.27
1,901  0.65
817 . 0.28
650  0.22
3,538  1.21
38 0.01
51 0.02
633  0.22
971  0.33}
27,693 9.49
2,045  0.70
2,176 0.74
16,833 - 5.77
1,745  0.5%
8,397 2,88
7,549 2,59
5,325  1.82
8,437  2.89
82 0.03
146 0.05
1,086  0.37
1,133 0.39
17,865  6.13
2,680 0.92
1,274 0.42
9,553  3.27
56 0.02
1,477 0.5l
5,045  1.73
9,750  3.34
13,279 4.55
3,506 1.22
291,825 100.00
1263, 1972,

“Sexviees Rescarch and Development.,

9.

1972 No.* 2

55,348 15.52
47,994 13.46 > 34,48

- — - " W . B e s S W G W Bt T P T S N S G P O e G S G B S (g e S e e e T B S S U B e A e S o S G U e S e W S A e e s TEB G B (S S W S St A S W e B S S

11,853 3.32
921 0.26
5,883 1.65
2,268 0.64
649 0.18
4,227 1.19
2,076 0.58
194 0.05
1,839 0.52
840 0.24
30,989 8.69
2,753 0.77
3,494 0.98
20,202 5.67
2,506 0.70

10,443 2.93
10,356 2.90
5,662 1.59
11,024 3.00

383 0.10 i
514 0.14
1,551 0.44

1,786  0.50
22,570 6.33
2,906  0.82

S 65.52

2,065 0.58

11,910 3.34
931 0.26

1,927 0.54

6,291  1.76
7,010  1.97
3,200  2.33

20,110  5.64

12,356 3.47
3,165  0.89

356,534 100.00

AMA Center for Health




COORDINATING COUNCIL ON MEDICAL EDUCATION REPORT
* ROLE OF THE FOREIGN MEDICAL GRADUATE

.- The Physician Distribution Committee of the Coordinating Council
on Medical Education prepared the following report on foreign medical
graduates. The report was accepted by the Coordinating Council in
‘September, 1974 and has been forwarded to the parent organizations
(Association of American Medical Colleges, American Board of Medical .
Specialties, American Hospital Association, American Medical Asso-
ctation and the Council of Medical Specia]ty Societies) for approval.
When the five parent organizations have approved this report, it will
become the operating policy of the Coordinating Council. It is anti-
‘cipated that the Execut1ve Council w111 take action on this report
in January. L -
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PHYSICIAN MANPOWER AND DISTRIBUTION -« ACTACNMENE F&

-

The Role of the Foreign Medical Graduate

A Report of the Coordinating Council on Medical Education®

Since World war II, large numbers of physicians have migrated thrgughout

the world,,increaéingly from nations which are developing economically to those

whose econonies are stronger. Particularly during the past decade the rate of

increase in foreign medical graduates (FMG's) in the United States has been

mber of physicians in

three't;pes_greater than the increase in the total nu

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

~ physicians in the United States. (Table 1)

One-third of all hospital interns and residents are F)G's. In both 1912

' and 1973, almost as many FMG's as .USMG's - (46.0 and 44.5 percent of the total,

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

geparate states (Table 2).
In 1973, FMG's inade up 50 percent or more of physicians licensed for the

first time in 19 states or other jurisdictions and in 4, FIG's comprised 75

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

These developments have taken place concurrentiy with the markedleipansion

- 4n the number of U.S. medical schools and even more marked expansion of U.S,

medical student enrollment in those training institutions. Imn 1873, for the

U.S. medical graduates have exceeded 10,000 (10,391). (Table 4)

Dp_cum;nt from th¢ collections Qf the AAMC Not to be reproduced without permission

first time,

It is anticipated that by 1980 the annual output of U.S. medical schools will

approximate 15,000, a goal widely endorsed as providing & better balance

‘between the total number of physiciaas and the total U.S. population in the

Coordinating Council on Wedical Education on September 5, 1974

sApproved by the
jons for their consideration. Not

‘ . and forwarded to the five parent. organizat
official policy until approved by those organizations (AAMC, ABMS, AHA, AMA, CMSS).

7.



years ahead. Yet _as the Coordinnting Council has cautioned in a previous
report on. the primary carc physician(l) such balance can‘be achieved only
through planned and sustained national effort Concerted effort must contin-' A
ually be directed to the number of physicians produced by . our medicalleduca- '
tional system. to their distribution geographically as well as by specialty

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

medical care available to the u.s. population *

Some observers have viewed the utilization of large numbers of FMG's inv

our heaith care system as a readily available though temporary, means of

relieving excessive burdens, financial as well as other on the domestic medical
educational system‘ The future flow of FMG's to the U, S 'may prove less pre=
dictable than it has been in the past Accordingly, appropriate national
concern must also be directed toward domestic and foreign factors that influence
international migration of physicians to the U.s, Furthermore the graduate

educational needs of MG s are of maJor magnitude and may differ considerably

from those of graduates of U, S medical schools, ‘ L : ' .

This report would ‘not be complete without an expression of gratitude and
appreciation to the thousands of FMG s who have been completely assimilated v
into the U S. health care system and who have rendered valuable service to the
American people.i‘Pnrttcular;recognition.is-due'those who have become-faculty'

members of U.S, medical schools. and have assisted in the education of ﬁSMG‘s;‘é)

Many good things have occurred, and will continue'to occur, as the result of the

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

nix of products of educational systems in foreign countries with the products
of our own educational system. This is'valuable and should be encouraged under

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

(1) thsician vanpouer and Distribution, The Primary Care: Physicxan, A choxt
.0of the’ Coordinnting Council on Medical Education, June 1974, o )

(2) Dublin T.D.., Foreign Physicians: Their lmpact on U.S, Health Ciu‘*e, ‘
" Science, 185 407-414 Auygust 2, 1974

Subscquent reports on Physician Manpower and Distribution aro in proparue
: tion. “The:. prescnt report deals only with the specific problems related
to foreign medical graduates,

o)



Critical issues affecﬁing the entrance of FMG's into the U;S.; their
graduate ﬁedical trainigg, their distribution and utilization include:

‘ | 1. Coherent national poiicies deterﬁining the role f’m's can or should
play in the U.S. health care system have not been formulated; The lack of
national, regional, or state plané'is in pért due to the'widely dispersed
end often unrelated authorities that share responsibilities in this area.

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

the disparate and conflicting policies and programs of various Federal

agencles, national professional and related organizations and the 55

‘separate state and territorial licensure authorities.

2. Curriculum content and standards of education in differént medical
schools around the world vary considerably. Thus, FMG's coming to the

U.S. comprise-a highly heterogeneous group and demonstrate an equally

wide range of professional competénce. The growing number.of FMG's in

the United States and their performance on ECFMC, state licensure and
specialty certifying examinations have highlighted questions about the
equivalency of their educétional preparation with that available to

U.S. medical schqol gréduates. Questions have also been raised édncerning
their pérformance in the delivery of health care. @) This aésessment |

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

education in languages other than English or in cultures diésimilar to

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

that of the United States.

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

visitor, an immigrant, or as a returﬁing U.S. national who has studied
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medicine abroad, his point of entry is almost invariably at the graduate

level of medical education, the hospital internship or residency. Graduate

educational positions in the U.S. have far exceeded the number of U. S & ‘

Canadian graduates enrolled in residencies. (Table 5) Hany of the pro-

grams to which FMG's gain appointment emphasize aervice activities with

minimai_attention to an educational program designed to meet their special

educational needs.

4. 15 order to meet the demand for physician service in some'hospitals
and in institutions oroviding long-term,_chronic care, -particularly state
institutions, a'largef-but inexactly assessed-—number of FHdis have been
employed under limited or temporary medical licensure arrangeuents. Some
of these FMG's‘have_failed‘to obtain ECfMG certification‘or:to meet state’
licensure requirements for unrestricted medical practice._ Estimates place

the number of such unqualified FMG's as high as 10, OOO.C3) Many are T
serving as institutional staff physicians presumably under professional | .
supervision or in a variety of-paranedical eapaéities yet their prospeets

are severely limited in obtaining the credentials of 'a physician fuiiy

qualified tovpractice'independently.

5. Serious doubts have been raised, particularly-in a periodfof major
transition in graduate medical education in the United States, as to- the
appropriateness of the present ECFMG examination both as a test of the

readiness of FMG's to benefit from this graduate educational experience

‘and as an adequate safeguard of the health and uelfare of patients{ " In

effect different standards now exisE ‘for USMG's and FMG' s for admission to.

graduate medical education.

@) Mason, H., Helping the Foreign Medical Graduate Qualify for Medical . ‘
‘Practice, Journal of Medical Education 48:684-686, July 1973

74,
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7. TFor more than 20 years, the United States; as & component of its

progtams of foreign aid, has éacouraged FNG's to cowme to the U.S. to obtain

4 type of gtaduate wedieal education not availabie to them v their home

. countfy. Presumably such training would prepate these physicians to

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

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

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

1mpr§ygment of health services both in the countries represented by

_the exchange visitor physicians and in the U.S.

8. The Immigration and Naturalization Act Amendments of 1965 (P.L. 89-236)
and 1970 (P.L. 91-225) have had major impact on the migration of FMG's to
the United States. The termination of the national quota system previously
in effect opened avenues of entry to the U.S. for physicians trained in
countries where, even in the face of major unmet health needs, the available
physician supply exceeds effective economic demand. Secondarily, preferen-
tial immigration status has been assigned to medicine and to some related
~heal£h professions thought to be in short supply in the U.S. Thus, physicians
from these developing countries are encouraged to emigrate to the U.S.
without regard to the appropriateness of their professional education for
medical licensure requirements. Based on current data, physicians migrating
to the U.S. each year represent about one-quarter of the annual output of
all of the medical schools of the world outside of the U.S., the People’s
Republic of China, the U.S.S.R. and the socialist countries of Eastern

Europe. ©)

) GCish, 0., Doctor Migration and world Health Occasional Papers on Social
Administration, No.43, Social Administration Research Trust, G. Bell &

Sons, London 1971
75,




. RECOMMENDATIONS

The issues summarized above demonstrate the extent and complexity of

the problems associated with the entrance into the U.S. health care system '

of large numbers of FMG’s. In 1967, a Panel on Foreign Medieal Graduates

submitted to the National Advisory Commission on Health Manpower detailed
&) -

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

In the main, these recommendations have not been implemented. Concurrently

changes in immigration laws and regulations as well as other forces have

increased the flow of FMG's to the U.S. and the problems have become
more deep~seated and complex° Simplistic solutions to'one phase or
another of the probleme have already proved-inadequate.--Mbreover, in
. our pluralistic health3care system unilateral action by one organization .
or,agencp; even at the Federal 1evel,'will fall short of'its desired'
objectives and may, in fact, create additional problems.
To date there has not been concerted and suStained nationwide effort
to develop sound and coherent policies affecting the enttance of FMG s
into the U. S.D their educatlon and training in appropriate institutions
and their effective utilization in the U.S. care system.  There is an
Turgent'need for unified and continuing national, state and local actiod
programs in which all concerned agencies . play an appropriate role in.

implementing agreed-upon policies°
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I. General Recommeoda tions
The Coordinating Council on Medical Education recommends
that the following statemeots be adopted as basic tenets:of &
propnsed Statement of Natjonal Polieies o the Role of the Foretgn Medlcql
fraduate fn the U.S. Health Care System: |
1. That the U.S. wmedical educational spstcm (including

graduate as well as undergraduate education) provide avsufficient
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2. That the U.S. medical educational system assist

other countries, particularly the developing countries of
the world, in improving their systems of medical education

and their levels of medical practice and public health;

3. That the resolution of problems arising from the current
mafsivekinternational migration of physici;ns Se achieved in
a manner consistent with the Universal Declaration of Human
Rights adopted by the U.N. General Assembly in 1948, assuring
for every individual the right to leave any country, including

his own, and to return to his country;

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

temporary or permanent admission to the U.S.;

5. That ;he resolutioq of medical care problems arising from

shortages or uneven distribution of physicians in the U.S. should
not depend on recr;itment of foreign medical graduates from abroad
or on the assignment of preferential immigration statﬁs to members

of selected health professions;

6. That all foreign medical graduates seeking opportunities
‘for graduate medical edﬁcation m?st demonstrate that they have
met a standard of proféssional pfoficiency equivalent to that
required of U.S. medical graduates eligible for the same type or
level of gra&uate education so that therg may be assurance of

their capacity not only to benefit from the educational experience

but to provide effective care under supervision.
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7. That a physician, FMG or USMG, whether engaged in the {n-
dependent or institutional practice of”mgdicine, must possess

an unrestricted license to practice his professioﬁ in the

governmental jurisdiction in thch his practice is located .
unless the physician is formally enrolled in a medical

educa;ional program approved for such training;

8. That a required component éf an accrédited graduate

meéical gducaﬁional progfam for FMG's consist of ‘a formal
orientaﬁion And educational experience incorporating
appropriate cur;iculum content and of sufficient duration

.#o insure the proper orientation of FMG's to the U.s. sys:eﬁs-
of medical education and health care as well as the acquisition

of an adequate understanding of ;he_basic medical sciences,

the English language, and U.S. culture;

9. That such acculturative experiences be conducted under

the bpdnsorship of appropriate educational égencies and

. where feasible and appropriaté on an areawide or regional basis;

10. That, in exercising its appropriate responsibility for:nationai'.”
policies in graduate medical educafion, the Coordiqat;ng_Cohnciluanfﬂ 
Medical Education formulate national policies with respect to medical o

educational progfams for FMG's; that the Liaison Committee on Graduidte .

ﬁedical Education be assigned responsibility for the accreditation of f.%‘:‘“

all gfaduate'medical'educational programns in which F&G'S'are enrolled,

1ncluding'fellowsh£ps and other -gspecial programs;‘and:that the

Educational Commission for Foreign Medical Graduates (ECFMG) be deleggﬁéd_.

rgsponsibility for the planning of a comprehensive national program
designed to improve the professional and related skills of all rmp's_.

comihg,to'the U.S. for graduate medical education.
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11. That the funds necessary%to establish and maintain for

a five-year period the national programs encompassed in the
i'above recommendations be secured through foundations, Federal

‘grants and'voluntary contributions of concerned national, state

jend local organizations.

II. Specific Recommendations

o There are significant differences between the problems (and

appropriate measures to resolve these problems) presented'by physicians

" born and educated in foreign countries who come to obtain additional

education in the United States with the intent of returning to their

homeland when they have achieved their educational goal and those who

enter with the interest of settling and practicing medicine on a career

basis in the United States. The former are temporary visitor physicians
usually gaining admission to this country under regulations established

by the U.S. Information and Educational Exchange Act of 1948, as amended.

Recommendations regarding those visitors are set forth in Section II-A

below; recommendations regarding foreign national physicians seeking per-
manent residence in the U.S. are set forth in Section.II-B; and recommen-
dations pertaining to U.S. nationals who have studied medicine abroad are
set-forth in II-C. Recommendations on an inextricably related set of
1ssues, namely U.S. assistance to international medical education and
particularly assistance to medical education in developing countries, the
source of all but a small fraction‘of the FMG's now migrating to the U.S.,
are encompassed in Section 1I-D.

A. Recommendations on Temporary Visitor Physicians

Since 1962 over 55,000 foreign medical graduatesvhave been

adoitted to the United States as exchange visitors in programs authorized

A.




by promoting better mutual understanding among the peoples of the world
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by the Mutual Educational and Cultural Exchange Act of 1961 (The

Fulbright-ﬂayea Act) * The purposes of that Act are: "The improvement

!

and strengthening of the intemational relations of the United States .
through educacional and cultural,exchangeseﬁ

In conformity with the intent of the authorizing legislation, the.

CCME recommends:

1. That admission of foreign medical graduates to the United

’Stateé as exchange visitors be limited to the defined purposes
and the;iimited period ofitime autnorized by Department of S:A;e
regulations governing designated eanange visitor programs;
improvedveaieéuarde should be esrablished to prevent the employ-
ment of exchange'visitor programs aa aiternate parhways for

FMG's to immigrate.toAthe United States;

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

be assured high quality graduate medical education especially

designed to improve theit medical knowledge and skills for teach

.ing and practice in.their own country;

3. That commencing July 1, 1976 the sponsorship of FMG's coming
to-;he.U.S;Mfor graduate medical education as exehange'niSitor
physicians be limited only to accredited U.S. medical schools or

. other accredited vschoolsv of the health prqfessions;

*As ‘defined by Federal Regula:ions an exchange visitor is a foreign

national who has entered the United States temporarily on a J-1

visa for an aducational or cultural experience and as a participant

in a program designated by the Secretary of State as an Exchange

Visitor Program. An exchange visitor may be paid and may accept a

stipend for meaningful contributions or valuable services rendered . B '
to the institutional or agency sponsor of the designated program. . '
.The State Departmon: has designated AMA approved internships and:

residencies sponsored by hospitals and related institutions not a: part
of educational institutions as P-I1 Exchange Visitor Programs.

P
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4, Th#t such medical schools or schools of the health
professions specifically approved by the LCGME to sponsér
exchange visitor physicians for graduate medical education
sﬁould
a. Have the capability to develop programs tailored
to meet the needs of each accepted eichaqge visitor

physician;

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

they will be'associatéd in the institution.

" ¢, Have clearly demonstrated that all interinstitutional
arrangements made for the development of especially tailored

-programs are specifically entered into for the benefit of the

exchangé visitor;

5. That the U.S. Government through the State Department enter
‘iﬁto agfeements with the governments of other countries wherein the
medical educational system of the U.S. agrees to pfovide specific
_types of graduate medical education for individual physicians who

have been designated to.£111 key educational, governmental or

other professional posts in that country. withih the framework of
governmental agreements, 1ndiiidua1 educational institutions in

this country should make approﬁtiate agreements with recognized
educational agencies and 1nst;tutions in other countr}es. Candidates

selected for such educational experience in the U.S. would be required

7.




before entering into such training to meet standards of °

~

professional preparation established By the U.S. educational

'cinstitutions and accrediting agencies. would be‘committed to retorn'-

to their home country on the'completion of the agreed upon educational -

program and would be assured of previously specified academic, govern-
mental or other professional appointments on their return to their

home country;

That the issuance of an exchange visitor visa be contingent

G

upon each FMG applicant submitting to the U.S. sponsoring educational

institution_ecceptable evidence that he meetsiits standards of educa-
" tional attainment, has demonstrated the‘potential to adapt to.the

cultural milieu in which he_will be studying in the U.S. as well as

an effective mastery of the Englisn-langoage and, if his educational
experience is to include training at the level of nospital residency,

that he has met in a manner acceptable to the LCGME a minimally

acceptable standard of professional competence for assuming responsi-‘- ' .

bility for patient care under supervision;

7. That the duration of graduate medical education in the U.S. of
all exchange visitor physicians be'specified in advance of entering

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

be subject to extension only on the request initiated by their govern-

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

mental and institutional or ‘agency sponsors assuring them of employment

on completion of the extended training period;

8. _That the Directory of Apprbved-lnterns_hi_ps and Residencies 1dent_ify
the graduate medical education programs approved by the wcmi available
" to FMG's seeking cducational oppoitunities as exchange visitors, and that

the 'ECHB be prepared to pxjovide information to FMG's concerning the types ‘
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training offered (spccialty or other),.the number of training
positions approved and the number of training positions filled.

In addition ECFMG should provide current statistical data on the
operational aspects of educational exchange programs, and periodic
evaluation of whether these programs afe achieving their assigned

purposes and whether exchange visitor physicians are fulfilling the

Aqqmmitments made when they accepted a temporary visé to enter the

U.S. for graduate medical education;

9.'fThgt; as an 1ﬁtegfa1 part of this country’s international

éducatiod and éultural exchange activities, Federal funds be authorized

and appropriated on an annual basis to support this national coordinated

graduate‘medical eduéation program for exchange visitor physicians;

10. That the Congress be asked to review and reconsider those
" amendments to the Immigration and Naturalization Act enacted in 1970
(PL 91—225) that permit FMG's and other exchange visitors to convert

a temporary visa granted for educational and culturai exchange

purposes to permanent immigrant status; and

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

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

*The 1970 amendments to the Immigration and Naturalization Act (P.L.81-225)
redefines the H category of temporary visitors as follows: "(H) An alien
having & residence in a foreign country which he has neo intention of
abandoning (1) who is of distinguished merit and ability and who is coming
temporarily to the United States to perform services of an exceptional.
nature requiring such merit and ability: or (2) who is coming temporarily
to the United States to perform temporary services or labor, if unemploved
persons capable of performing such service or labor cannot be found in this
country; or (3) who is coming temporarily to the United States as a trainee;
and the slien spouse and minor children of any such alien gpecified in this

paragraph if accompanying him or following to join him.,"
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been*invited'by.universitieavand other appropriate institutions and
'agencies to teach and conduct xeaeatch.
B.  Recommendations on Foteign Natjional Physicians Seeking

Permanent Residence

' Since 1962 more than 43,000 FMG's, graduates of no less than

400 different foreign medical schools and representing,over 100 nationalinies

have been admitted to the United States as immigrants. ‘The problems they

face '{n qualifying for a licence to practice nedicine in one or another

-of the 55 licensing 1urisdictions in the U.S. are primarily reflectione-

Iof the wide variations that ‘exist among countries in standards of medical‘
education and of medical practice in. those countries. The possession of

a medical_degree or even ‘a license to practice medicine obtained in one
country'does not and should not qualify a physician automaticaliy to
practice in another; to disregard these considerations in the administra-
tion of our immigration'oolicies_yili deleteriously affect existing standdrds
of medical education'and medical practice in the U.S.

The CCME recommends:

1. That ﬁhysicians seeking admission to the United States
as permanent residents be neither discriminated against in
obtaining immigration visas nor ass1gned special occupational

preference for such’visas based solely on their possession of

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

a medical‘degteeg‘physicians (and other health personnel so
vdesignated—-nurses, pharmacists, physicai therapists and.
dieticians) should not be singled out for blanket (Schedule A)
certification by the Labor Department for the issuance of

preference of non-preference immigration visas;

9.
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2. Tha;,ipigrdgg.to qualify for a Third or Sixth Preference
1mmigrat1§n—§isé.* en applicant physician.should be tequired
to demonstrate to the Department of Labor that he possesses

an unrestricted license'tb-practice medicine in a State or
dthet licensing jurisdiction of the United States or has
reasonable prospect of qualifying for such licensure; i.e.;, he
has been accepted for graduate medical education in a program

approved by the Liaison Committee on Gfaduate Medical Education;

3.: That, in granfing labor certification to an alien physician
applying for an immigration visa, the Department of Labor
should not base its determination on the premise that there is
an insufficient supply of physiéians in the United States as a
whole; consideration should be giveﬁ to the wide ranges of
physician-population ratios that exist in different geographic
areas of the United States and to the specialty distribution of

physicians already in the area in which the alien physician

proposes to locate;

4. That physician shortage areas in the U.S. designated by
the Labor Department for immigration purposes should coincide
with physician shortage areas designated by the Department of

Health, Education, and Welfare for the assignment of National .

. %The 1965 Amendments to the Immfgratio

. performing specifie

n and Naturalization Act (P.L.89-236)

assigned preferential status to {mmigrants with close kin living in the
United States or with professional and technical skills in short supply :
in this country. Third Preference applies to “"qualified immigrants who

are members of the professions, or who because of their exceptional abilicy
in the sclences or the arts will substantially benefit prospectively the
national economy, cultural interests’or velfare of the United States."
Sixth Preference applies to "qualified immigrants who are capable of

d skilled or unskilled labor, not of a temporary or

seasonal nature, for which a shortage of employable and willing persons

exist in the United States." 2{:;—




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

Health Service Corps personnel, for service repayment of

Physicien Shortage Area‘séholarships and of Health Professions
Educational Loans or for othervpurboses; such shortage area
determinations should also be éubject to review by and con-

currence of state or regional health planning authorities in#

. cluding appropriate medical societies; = . : '

5. That state legislatures and medical licensure boards adopt
eligibility requirements and qualifying procéduresifor-licenSufé'
that are uniform for all states and apﬁly equally to U.S. and

foreign medical gradhates;

- 6. That eligibility requiremenﬁs for medical licensure in
& ’

" every State, applicable to both FMG's and USMG's, include

two or more years of supervised graduate ﬁedical education
at the hospital residency level in a program approved for ‘ o ‘
such training by the Liaison Committee on Graduate Medical

Education;

I

7. Tﬁat éligibility requiremenfs for graduate medical °*
‘education at the hospital residency level inclﬁde the pro-
vision that all physicians, FMG's as weiifas USMG's, entering
such.traiding meet in'a manner tovbe déterﬁined bjuthé LCGME, 'A
a minimally acceptable standa;d of préfessiopal competence’

requisite for assuming responsibility for pétient care under

| supervisioh;

9.
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“g;aduéte medicai'educatidn in a medical school not accredited

by the Liaison Committee on Hedica1 Education and who are seeking

PR Y

'éppaintment to an approvéd'iesidency program be required to

- demonstrate through appropriate testing procedures acceptable

to‘the LCGME that they meét standards of educational attainment

equivalent to iﬁose'expécted of graduates of. accredited medical

. schools, that they have the potential to adapt to the cultural

miliéu in which they will be pursuing their residency training

and that they have achieved an effective mastery of the English

~language;

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

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

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

available to immigrant physiclans seeking residency level

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

the number of positions offered and the(numbcr of positions

£i1led (including the respective number of FMG's and USMG's

87




4n training in the same program.) ECFMG, in addition to providing

current statistical data on the operational agpects of these programs,
should evaluate périodically whether these programs are fulfilling
their assigned purposes and shether itmigrant physicians are being

effectively integrated within the U,S, health care system;

11, That on an interim basis special programs of graduate

medical education be organized under the sponsorship of

accredited medical schools for immigrant physicians who have
failed to qualify for approved residencies_and who have immigrated:
‘to this coontrylprior to January 1, 1976; immigrant'thSiCians'
. applying to such programs must present credentials acceptable
to the sponsoring schools, the purposes of these special programs
are: . |
. a. To provide a proper orientation to our health care . = } _ . ,
’AsyStem,;our culture.and the English language, and | . .
b. To identify-and overcone those'educatiOnal deficits
‘that handicap FMG's in achieving their full potential as

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

12. That .exceptions to these policies and procedures for

immigrant physicians seeking to practice their profession in

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

the U.S. be permitted only under unusual circumstances, €:8.,
"when a distinguished medical educator or research scholar

seeks to take up permanent'restdenfeﬁin the U.S.
" ’ o 2

als;Studying Medicine

C. Recommendations on U S°-
. s

Abroad

Between 4,000 and 6, 000 American citizens are believed , _ : ‘ '

to be currently enrolled in medical schools 1ocated outside of the U. S..

79.

[




=)
o
o -
%2}
%}
E
Q
Q
=
Q
=
B
=l
Q
2
=l
o]
=
Q
[0
-
Q
O
Q
-
-
o
Z
s
Q
=
[
(o]
[72]
g
Q
=
Q
Q
=
Q
Q
Q
=
g
o]
&
=
Q
g
=
Q
@]
@)

almost 1,@00 of then in a_single médical scﬁool in Hexico,(7) Such an

aggregate estimate of U.S. nationals studying medicine abroad is equivalent

to the total enrollment of ten to fifteen average-sized medical schools in

this ééuntry; Only the }6 Canadian ﬁchools, providing educational opportunities

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

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

-Q.S. students contemplating medical education ﬁbroad have not had
access to reliable information about entrance into U.S. graduate medical

education or requirements of the various licensing jurisdictions for full

and unrestricted licensure on their return to the United States. The number

of U.S. applicants to medical schools will far exceed for.some years to

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

ficant. and continuing expansion.of enrollments in existing U.S.,schools
and the establishment of a ﬁumber of new schools i@ th; p;st 10 -years.

In 1968, two of the major national medical associations most directly
concerned with medical education in the U.S. jointly endorsed the position
"that all medical schools should now accept as a goal the expansion of
their collected enrollments to a level that permits all qualified applicants
to be admit;ed. As a nation we shoﬁld address the task of realizing this
policy goal with a sense of great urgency." This éim haé not been achieved
and does not appear to be feasible today. In all probability an alternate
a?d sounder approach is now in order, namely, "a broadly based effort...to

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

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

fThe.CCME recommends:

1. Iha: continuing efforta be made to establish and maintain
the United States as self-sufficient in meeting its future health

manpower needs;

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

. the etudy of medicine bdbe assured equal opporeunity to compete for

adnmission to an aecredited U.S. medical school; unsuccessful

candidates should be eneouraged through counseling to enter an

alternatiue career ratner than to enroll in a medical school
~abruad vhere the quality of medical education may fail to meet
U.S. standarns and may be inapprnpriate to U.S. health care needs;
‘those uno'counsel students in high scheols and colleges should
‘be-be;ter informed about medical education anh practice.in

_giuing‘guidance'to students who indicate,an-interest in medicine;

3. That u. S. medical schools continue and expand their use of
the Coordinated Transfer Application System (COTRANS) established
by the Association of American Hedical Colleges in 1970 to
facilitate and accelerate the reintroduction into the mainstream
of American medical education larger numbers of. qualified U.s.

nationals enrolled in foreign medical schools as of July 1, 1975;

(8) Schofield, J.R., The Stork, Admission to Medical School, Coing

to a Foreign School and Other Hazards, (Editorial), Journal
of Hedical Education 48: 693-695, July 1973.

o
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4. That pending‘the'achievgmgnt of the objective set forth in
recommendation C-1 above, fuﬁdé be made available to assist U.S.
medical schoolé in underwriting the special costs of educational
programs for U.S. nationals who are studying in or have graduated

from foreign medical schools; and

'5 That eligibility requirements for U.S. nationals who have
.obtained their medical degrees in a medical school not accredited
byfthe Liaison Committee on Medical Education and who seek to
enter graduate medical education or to qualify for medical ligensure
in the U.S. be identical with those required of other graduates of

unaccredited medical schools.

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

- The "pull factors" drawing these FMG's to the U.S. have been
reasonably well defined. ‘The "push factors" impelling larger and larger
numbers of recent medical graduates in developing countries to seek
additiqn;l training or career opportunities elsewhere than in their
homeland are beginning to attract the attention they de;erve. Basic
responsibility for the resolution of the economic, cultural, professionali
.and other problems underlying these international migrations must rest .
within the countries in which these physicians originate. Nonetheless;
the United States can, with great'hgnefit to its own interests, materially
assist lésser developed countries in'finding solutions to their most.
pressing medical educational problems. |

The CCME recorvacnds:

1. That an educational exchange program be established as

9.




|

~ an iantegral component of;U.S. foreign policy to assist

istrengthening’ their own medical o .

and other health professions -schools

developing countries in

the objective of this

program should be to encourage those countries to establish
| . i

and maintain educational institutions meeting their own

educational standards»and which prepare Andigenous health

manpover specifically to utilize locally available resources

in meeting local needs,
!

2. That the U S. participate in and support the current
efforts of the World Health Organization and associated
~United Nations agencies to study in detail the worldwide
prohlems tesulting from the international»migration of
physicians and nurses; :. K
3.' That cooperative educational programs be developed as a

deﬁonstrationlof the potentials of medical educational
exchange for mutual benefit in which medical schools in
ldeveloping countries share with U.S. nedical schools in the.“
training of b?th’American and foreign.medical graduates;

§ | R

4. That the U.S. support both directly and through WHO

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

and other U.N. agencies programs of education in preventive

medicine, public health ‘and comprehensive health care in

developing countries to meet the mass needs of rural and.

urban populations now receiving lictle or'no health care;"
S. That proviSions be made for foreign medical graduates

o ES . R :
to participate in service programs experimenting with new

9.
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provide selected foreign medical graduates an educational
experience demonstrating approaches which may assist them
in deyeloping similar or related activities in their own

country.

iil. Implementation of Recommendations
) The 44 recoumendations offered above pgtailel and in some
1ﬁstanc¢s coincide with the recommendations made in 1967 by the Panel
on Foreign Medical Graduates and endorsed by the National Advisory
Commission on Health Manpower. Many of ihe highlj pertinent recommenda-~
tions made at that time ﬁave not yet been implemented. In the interim
the full effect of the 1965 and 1970 amendments to the Immigraiion and
Naturalization Act has greatly encouraged FMG's to migrate to the
United States. This migration has been particularly from less economically
advanced.couhtries where standards of medical education and ﬁedical
practice are not equivalent with our own and cultural backgrounds are
quite different from those of the U. S. These amendments have also resulted
in a marked increase in the number of foteign national physicians remaining
permanently in the U.S. Moreover, in this same period9 larger and larget‘
numbers of U.S. nationals have enrolled in medical schools abroad. The
majority of these U.S. nationals fail to complete the required coufse qf
instruction; even thése who obtain a foreign medical degree encounter |
serious difficulties in qualifying for medical licensure in the U.S.
In setting forth its recommendations, the National Advisory
Commission expressed the hope that they be implemented through the
voluntary acceptance of appropfiate responsibility, by government,

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

‘scale for'such’coordinated‘voluntary action»related~to key educational -

omponents of the issues and problems involving rm a.
it is the conclusion of the Coordinating Council on Medical
Education that the CCME and ita-aasociated Liaiaon Committees are an
appropriate mechanism to implement'the recommendations on'toreign
medical graduates set forth in this report., Accordingly, to accelerate‘

such implementatioen, the CCME recommends:

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

- of the CCME for review and annroval;

2, That CCME assume leadership responsibility for the adoption
of 'sound national policies affecting the graduate medical

education of FMG 8 and their proper role in the U.S, health

care system as recommended in the report°

3. That, after approval by the five parent bodies the report
be circulated for comment among appropriate representatives of o .
all concerned national organizations Federal agencies and

other selected individua18° and -

4, That there be convened'promntly thereafter, in association
i with other related agencdes, an invitational conference of key

representatives of national professional associations, other

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

concerned national organizations, and of selected Federal
agencies to consider the policy issues &nd recommendations .

incorﬁorated in this report and to adopt a coordinated

inplementation program,




‘-‘Source:
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TABLE 1

U.S. Physician (M.D.) Supply

~ Total Physicians

~ U.S. Medical Graduates
Foreign Medical Graduates
Canadian =
Other

Percent FMG's

Physicians/10,000 Population
Total , S
U.S.M.G.'s

FMG's

| Toial‘U.S; ?bpuiation

(in thousands)

1963-1972
1963

275,140
238,571

36,569
5,644
130,925

15.3

1972

356,534

282,257

74,277
6,268
68,009

20.8

-
ww~
'] * L ]
o W

208,842

Increase
Number

81,394
43,6806
37,708
624
37,084

19,600

Distribution of Physicians in the United States,
1963 and 1972, Center for Health Services Research

and Development, Anerican Medical Association, Chicago.

95..

Percent A

29.6

18.3
103.1

11.1
119.9

' 10.4




Licentiates Representing Additions

to the chical Profession in.the U.S. A '

1950 - 1973
usic's o " RMG's
- Total "~ _Number ~ _Number _ Percernt . _
1950 6,002 5,694 . 308 5. '
1951 6,273 5,704 450 7.2
1952 6,885 6,316 569 8.3
1953 | 7,276 . 6,591 685 9.4
1954 | 7,917 7,145 772 9.8
1955 7,131 6,830 907 11.7
1956 - - 7,463 . 6,611 852 11.4
1957 1,485 6,441 1,014 13.6
8 1958 7,809 6,643 - 1,166 14.9
'é 1959 8,269 . 6,643 1,626 19.7
2 1960 8,030 6,611 11,419 17.7
g 1961 8,023 6,443 . 1,580 119.7
E 1962 8,005 6,648 1,357 17.0
< 1963 8,283 6,832 . 1,451 17.5
g 1964 . 7,911 6,605 1,306 16.5
3 1965 9,147 7,619 . 1,528 16.7
2 1966 8,851 7,217 1,634 18.5
2 1967 9,427 1,346 2,081 22.1
3 1968 S 9,766 7,581 2,185 22.4
g 1969 9,978 7,671 2,307 23.1 ~
S : S . i S
p: 1970 . 11,032 8,016 3,016 27.3 o
2 1971 12,257 7,943 4,314 35.2
S 1972 C14,476 | 7,815 6,661 46.0
2 1973 16,689 79,270 7,419 44.5 .
3 " TOTAL 214,961 368;235 | 46,607 21,7
2 Averages: - - S : ‘ | |
= 1950-54 6,87) 6,290 557 8.1
g 1955-59 7,147 6,634 1,113 14.4
g 1960-64 8,050 6,628 T 1,423 17.7
g 1965-69 9,434 7,487 1,947 20.6
g 1970-73 13,614 8,261 5,353 39.3
1950-73 8,952 7,000 1,942 21.7.

- Sbu,rcé: Medical Licensure 1973, Statistical Review, Journal of thc;
Anerican ‘Xcucal \esociation. 2”“ 445-456, Jul\ 22, 1974,
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States (or Territories) with 50 Percent or more Initial Licenses

M.D. Licentiates, Additions to
the Medical Profession

TABLE 3

1973

“Granted to wiG's -

TOTAL - All States

7,419

16,689

) : PERCENT
STATE USMG's FMG's TOTAL FMG's
Virgin Islands 0 2 2 100.0
Maine - 26 216 242 89.8
North Dakota 12 65 77 84.4 °
‘Delavare - 11 33 44 75.0
Puerto Rico 47 117 164 71.3
Michigan 342 844 1,186 71.2
New Hampshire 8 18 26 69.2
‘New Jersey 86 192 278 69.1
Illinois 345 766 1,111 68.9
Pennsylvania 501 938 1,439 65.2
District of Columbia 91 153. 244 62.7
Virginia“ : 145 244 389 62.7
Florida 230 348 578 60.2
Wyoming 2 3 5 60.0
New Tork 973 1,426 2,399 SQ.4 -
Missouri 141 . 204 345 59.1
. Rhode Island 19 23 42 54,7
Vermont 95 104 199 52.3
West Virginia 45 48 93 51.6
TOTAL - Above 19 States . 3,119 5,744 8,863 64.8
9,270 44 .45

Source: Medical Licensure, 1973, Statistical Review, Journai of the

American Medical Association, 229:443-456, July 22, 1974, -
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1922-31

~ 10£2:4)

© 1950-51
1060-61
1070-71

1971472
1972-73
1973-7¢

*Table davelo
Tne Journa

TASLE 4

AN

STUDENTS AKD GRADUATES IN MEBICAL AND BASIC SCIENCE SCHOOLS'

NUY3ER OF ST YEAR TOTAL

T SCHO0LS ENROLLKERT - ENROLLIZNT GRACUATES
7 E 6,456 2,952 | 4,735 )
o 5,837 | 21,379 ' 5,275
79 R A V2 A . 26,86 6,135
& 8,298 30,288 6,994
103 O ,u8 40,487 8,974
108 12,360 43,650 9,551
ne o 1wams 47,546 10,
ns B TR TE I A-_SI,OOO*; 11,8524+

oed from information published annually, Medical Educziion in the Unised Siztes,

*% Fotimates

1 of the Anerican Medical Association,




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

TABLE §
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© 1972-73

Source: Mecdical Education in the United States 1972-73,
Table 25, JAMA 2263939, Nov. 19, 1973.
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and 1972-73
: Positions o
Total Total Filled by Positions
Positions Positions U.S. & Can. Filled by Positions
Of fered - Filled Graduates IMG's Vacant
Inferhsﬁfps
1950-51 9,370 . 7,030 6,308 722 - 2,340
1955-56 11,616 . 9,603 7,744 1,859 2,013
1960-61 12,547 9,115 7,362 1,753 3,432
1965-66 12,954 9,670 7,309 2,361 3,284
1970-71 15,354 11,552 8,213 3,339 - 3,802
1972-73 - 13,650 11,163 7,239 3,924 2,487
‘Residencies '
1950-51 | 19,366 14,495 13,145 1,350 4,869
1955-56 26,516 21,425 17,251 4,174 5,091
1960-61 - 32,736 28,447 20,265 8,182 “4,339
1965-66 38,979 31,898 22,765 9,133 7,074
'1970-71 46,584 39,463 26,495 12,968 7,121
1972-73 51,658 45,081 30,610 14,471 6,577 .
Both |
1950-51 28,734 21,525 19,453 - 2,072 7,203
1955-56 38,132 31,028 24,995 6,033 7,104
1960-61 45,333 37,562 27,627 9,935 7,771
1965-66 51,933 - 41,568 30,074 11,494 10,358
1970-71 61,938 51,015 34,708 16,307 10,923
65,308 © 56,244 37,849 18,395 9,064




TABLE 6

T

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

. Fint-Year Nu'.Ql;t:d " Numbée of - "i"’;“‘;°"' ‘ A«m&d ‘ ‘New tn'“'m“ First-Year,' | "'lk.“.‘ of
Class Apphcants Am-h:?:iem ,Mf‘\‘:& wal Apihicants € o );n;ol?mut! A "‘l;’ ‘.':"
196364 17,608 70,053 . . 4.0 9,053 8,565 8,842 51. K
1964-65 19,168 84,501 4.4 9,013 8,587 8,836 4a7.2 ,
196566 18,703 87,111 4 9,012 8,554 - 8,760 . 48.2

O 00~

9,123 ‘8,775 ' 8,991 ~30.0

- 9,702 9,314 . 9,4m 51.8
10,092 - 9,740 9.863 . 419
10,847 10,269 10,422 43.1 .
11,500 - 11,169 © 11,338 - 46.0
12,335 - 12,088 1-,351, N
13,751 13,382 - '13,677 A

“1965-67 18,250 87,627
1967-68 - 18,124 93,332 .

- 1968-69 21,18 112,198

1969-70 24,465 133,81

1920-71 24,957 - 148,797

1973-12 29,172 210,943
1972-1 36,138 267,305

¢ Includcs previously enrolled students.’

NNawkua
H VO W

1 B

Source: . Dubé ‘W. F., Applicants for the 1972-73 Medical School Enterihg
' c1ass, Datagram, Journa]. of Medical Education 48 1161-1163,
‘December- 1973._ L v :
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~education. This scction will become cffcective on November 19
1974, 90 days after enactment.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MEMORANDUM #74-32 _ October 1, 1974
TO: Council of Deans’
FROM: John A. D. Cooper, M.D., President

SUBJECT: Confidentiality of Student Records

This is to alert you to the passage of a new federal
statute which may affect the way your student records are

‘handled. The "Family Educational Rights and Privacy Act of

1974" enacted on August 21, 1974, as Section 513 of the
Education Amendments of 1974, Public Law 93-380, provides that
“no funds. shall bec made available under any applicable program.
(defined as those for which the Commissioncr of Iducation has
administrative responsibility) to any...institution of higher
education...which has a policy of denying, or which effectively
prevents the parents of students attending...such...ecducational
institution, the right to inspect and review any and all
official records, files and data directly related to their
children..." A subscquent provision transfers the rights
accorded parents to students who have attained the age of
eightcen or who are attending institutions of postsecondary

’

This provision,'frequently referred to as the Buckley
Amendment, was adopted as a Senate floor amendment, accepted by

‘the Conference Cormmittece and subsequently enacted by both

Houses. There were no hearings and very little legislative
history to guide in its interpretation. Consequently we are
not in a position to offer any guidance in interpreting this
provision or in helping you assess its impact on your practices.

llowever, the AAMC is concerned about the potential impact
of this provision on mcedical education. T have written to the
Seacretary of HEW, ¢xpressing our concern and have requested an
opportunity to have input into the development of regulations
for the interpretation and implementation of the Act.. I would
we lcome your comments on this Act.

cc: Deans of Studenl Affairs
Business Officers

10].
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.STATUS OF MEDICAL COLLEGE ADMISSIONS ASSESSMENT PROGRAM

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

_ def1n1ng the scope of a revised adm1ss1ons assessment program.

The report of the National Task Force for MCAAP was presented
at the Annual Meeting in 1973, Subsequently, the Executive Council
appointed a committee to review the task force reports. That com-
mittee recommended that the Association proceed as rapidly as pos-

"sible to develop an entirely new battery of cognitive assessment

instruments to replace the Medical College Admission Test. These
instruments are'to be in the areas of Reading Comprehension, Quan-
titative Ability, Physics, Chemistry and Biology. The committee
also recommended that the development of non-cognitive assessment
instruments should be carried forward as rapidly as possible and
that funding shou]d be sought for these developments.

At the recommendation of the_comm1ttee,'the Executive Council
appointed a Committee on Admissions Assessment chaired by Cheves
McC. Smythe, M.D. During the Summer of 1974, a request for pro- . -

- posals was prepared by the Association staff; five proposals were

received from potential contractors and the dec1s1on to award a
contract to American Institutes of Research of Palo Alto, California .
was made fol]ow1ng‘rev1ew by the Committee on Admissions Assessment
and several outside referees. The development of the cognitive

~portion of the.MCAT is now proceeding rapidly and it is anticipated

that new test forms will be available by the Spr1ng of 1976.
- Dr. Jack Co]w11], a member of the Committee on Admiss1ons As-

sessment, is- preparing recommendat1ons for the deve]opment of the
non- cogn1t1ve port1on of MCAAP. :
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1973-74 ANNUAL REPORT OF THE
OSR CENTRAL REGION

The Central Region of the OSR met in Minneapolis, Minnesota,
May 2-4, 1974, in conjunction with the Central Region GSA Meeting.
There was good participation from all members, with 17 schools
represented by 23 students.

The first day was spent in session with the GSA, where M.D.
Distribution, NIRMP, and the Armed Forces were discussed. We
discovered that students from a rural background and physicians
trained in general practice were more likely to practice in non-
metropolitan areas, and physicians were more likely to practice
in the state where they received their residency training. Also,
this year the Navy will have over 300 scholarship students, but
only 100-130 places available. Therefore, the students should
apply with the NIRMP, and if not accepted by the Navy, may accept
non-service internships.

Most of the OSR meeting was centered around the NBME Goals
and Priorities Report. Major points from this discussion were
included in a final position paper written by Mark Cannon and

"submitted to the AAMC Task Force on the GAP Report. We considered

several resolutions, especially concerning medical education and
student evaluation. Also, one proposal which called for a "Medical
Students' Bill of Rights," submitted by Jacques Calma, recieved
enthusiastic support. It was based on the idea that "each student
is entitled to a) considerable choice of his own teachers and
advisors, courses and activities, mode of evaluation and promo-
tion, and b) a non-student existence consistent with mental and
and physical health, with maturity and citizenship, including
adequate sleep, food, medical care, and financial support, plus

a modicum of recreation facilities and cultural life."

Submitted by,

Lisa Bailey

103..
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1973-74 ANNUAL REPORT OF THE

OSR NORTHEASTERN REGION

“The OSR Northeastern Region was very active this year in seriously considering

and presenting moré than a dozen issues and resolutions to .the OSR Administrative
Board on such topics as the GAP Report; student records and their availability
to students; student evaluation during clinical rotations, student financial

‘aid; the Public Health Service programs; student participation in on-site

accreditation team visits; the availability of athletic and child care facilities
for medical students; the quality of health care in the prisons and the possi-
ble role of medical schools and teaching centers in providing health care;

the anonymity of National Board scores; a catalog of criteria for selection of
candidates for post-graduate medical. education; grading systems, and physic1an
maldistribution.

We successfully reorganized into smaller sub-regions for better communication.

A small number of us were able to meet with. the Northeast GSA: (Group on Student

'Affairs) at their regional meeting and participated in active discussions on

NIRMP, medical school admissions, the early unavailability of the "Green Book"
listing residency programs, and . other topics. -

Finally, the OSR Northeastern Region met and formulated a final position paper:

on’ the GAP Report._

" Respectfully submitted,

Serena Friedman- :
Chairperson, OSR Northeastern_
Region
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1973-74 ANNUAL REPORT OF THE
OSR SOUTHERN REGION

The Southern Region of OSR met in Birminghém, Alabama on April 11-13
in conjunction with the Southern Region GSA meeting.

Several members of the Southern OSR Region presented informative re-
ports on various topics including women in medicine, financial aid,
minority affairs, NIRMP, and Student Administrative Listing. A major
portion of the meeting was devoted to a discussion of the GAP Report .
Mike Victoroff introduced the discussion by outlining the content and
recommendations of the GAP Report, and the reactions expressed by the
Southern OSR Region during that discussion were summarized by Mike

Victoroff in a final position paper submitted to the AAMC Task Force on
.the GAP Report for their consideration.

Tom Tomlin presented two resolutions regarding changes in the OSR
Rules and Regulations which were presented to the OSR Administrative
Board by Stan Pearson, Southern Region Chairperson, for their consideration
in drafting a set of proposed revisions to the OSR Rules and Regulations.
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1973-74 ANNUAL REPORT OF THE

OSR WESTERN REGION

The OSR Western Region participated in AAMC activities in a variety of
ways during the past year. Several OSR representatives from the Western
Region sat on AAMC committees, and the region was actively involved in
the formulation of an opinion on the GAP Report under the leadership of
Susan Shackelton.

The Western Region OSR meeting was held this year in conjunction with the
Western Region GSA meeting on March 30-April 2 in Asilomar, California.
The - GAP Report, women in medicine, and other areas of student concern
were discussed. The discussion concerning the particular problems which
women face during medical education led to a discussion of this topic

at the 1974 Annual Meeting.

Respectfully submitted,

Cindy Johnson
Chairperson, OSR Western
' Reglon '
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>

REPORT ON OSR ACTIVITY ON NATIONAL BOARDS AND THE GAP REPCRT

* The "“"GAP Report" (the report of the Committee on Goals and Prior-
ities of the National Board of Medical Examiners), released in March,
1973, proposes changes in National Board exams and 1in regulations for
licensure, that could have an enormous impact upon medlcine and med-
jcal education. It has provoked uproars of concern and fear from every
constituency within the profession. A summary of the reportfs recom-
mendations and the major student concerns are included in this agenda
in the background information for the discussion group on the GAP

Report.

The OSR. has been sctively involved this year in National Boards
and the GAP Report. In January, we initiated a petition for student

representation on the Natlonal Board of Medical Examiners (NBME), and

at our invitation SAMA and SKMA joined in the petlition. It was ap=
being made for two student

proved by the NBME, and provislions are now
ceats. The GAP Report was the ma jor discusslion toplc at the spring

regional meetings of the OSR. The regional representatives whoo lec

the discussions and wrote the reglional position papers were Mark

Cannon, ‘Med. Coll.-6P-WiscC.; Susap Shackelton, U. of Cal.=San Diego;
Michael Victoroff, Baylor; and Fred Waldman, NYU.Mr. Cafnomweand... T——
Ms. Shackelton were also on the nine-member AAMC task force on the

GAER Report. The purpose of the GAP discussion group at this meeting

will be to review the GAP Report and to react to the position of the

AAMC task force.
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TENTATIVE SCHEDULE 'OF 1975 OSR REGIONAL MEETINGS*

 REGION | - DpATES ", .. ' LOCATION

Sduth : E March 23-26 _ ~Hyatt House . »
N : _ : o . Winston-Salem, NC

Wesﬁ C April 6-8 : , Asilomar ‘ :
‘ R C . Pacific Grove, CA

' Nortﬁeast , j‘ _’. E Apr11'20£23 o IR ‘Motor House‘

f W1lliamsburg, VA

‘Central. co f S May 1-3 - ' o }’C1aytoﬁ.inn-.~ o

St. Louis, MO

*Final daLLb and Jocalionb will be communicated to ynu by your

Regioual Lhalrperson,




ASSOCIATION OF AMERICAN MEDICAL COLLEGES

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

October 2, 1974

MEMORANDUM
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TO: Student Affairs Deans of U.S. Medical -Schools

FROM: Robert J. Boermer, Director / '
Division of Student Programs

SUBJECT: OSR-AAMC BULLETIN BOARD

Included with your fall issue of STAR was the first copy of the OSR-AAMC Bulletin
Board. This publication will be distributed quarterly as an insert in

STAR as a means of directly communicating certain items relating to medical
education to medical students. '

The Bulletin Board was designed in poster format for placement at locations
on medical school campuses which are easily accessible to students. The
OSR member on your campus has been added to the STAR distribution list, and
in addition, we will be mailing five copies of the insert to your office
for posting on student bulletin boards or other convenient locations.

Thank you for your assistance in our effort to inform medical students of
'issues which may be of interest to them. Please contact Diane Mathews, Division
of Student Programs, with any comments or suggestions on the format and

content of the Bulletin Board. :

Enclosures

cc: Selected AAMC Staff
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