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ORnANI7ATION nF srlinFmT REPRESENTATIVES
OF THE

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MINUTES

BUSINESS MEETING

November 3-4, 1973
Washington Hilton Hotel.

Washington, P. C.

1 Call to order 

The meeting Was called to order by the Chairperson, Kevin Soden, at
8:15 p.m. Saturday, November 3, 1973, in the Military Room.

2. Roll Call 

'Mr. Soden declared the presence of a quorum. Seventy-seven member
schools were represented.

3. Minutes of the Previous Annual Meeting 

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

4 Chairperson's Report 

The Chairperson, Kevin Soden, stated that the OSR is now being more
widely recognized and its members are consulted earnestly for active
student participation and input. He thanked the Regional Chairpersons
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 OSR during the year is
through the Administrative Board." The Chairperson drew attention
to an additional Administrative Board Meetin'held -in September. He
then commented briefly on several bylaw changes 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 OSR. Finally,
it was announced that the OSR is now under a new division of the AAMC
(Division of Student Programs and Services). He concluded with a
brief rundown of the OSR events for the annual meeting.

5, Regional Reports 

Three Regional Chairpersons gave reports of their Spring Regional
Meetings. •

Southern Region - H. Jay Hassell, Chairperson
Western Region - Patrick Connell, Chairperson
Central.Region - Dan Clarke-Pearson, Chairperson
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The Northeast' Region, it was explained by Representative,at-Large
Robert Kohn, did not have a quorum present at the 'Regional Meeting,

6, Report 041 Health Service Advisory Committee.

pan Clarke-Pearson, the OSP representative to this AAmC 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 Duality of Care Task force dealt
with:PSRO legislation and its implications for teaching ihospitaTs
The HM0 Prototype program was also discussed. He encouraged attend-
ance at The .Primary Care, Quality of Care Program being • held
November 7 at 900 a.m.•..

7. National intern and Resident Matching Program •(NIRMP)

Elliott Ray, OS:R representative-at-largeOlaye an extebstve'history: •
and progress report ob. NIRMp.' The importance of NIRMPwas•reemphaSized.
Concern was voiced over continuing violations of the NJIIMP, honor .code.
He stated that an OSR member As now, an official voting, member of the
NIRMP Board 'of Directors. •

8. Medical Colleges Admission Assessment Program (MCAAP)

Alvin Strelnick presented a briefing on the development and present
status of the MCAAP. He stated that,represPntatives from 0SR have
been involved in the clevelopment 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. 0SR Task Force Discussion Groun

Kevin Soden clarified the room assignments and time changes for the
discussion groups.

A. 1:50 to 3:30 p.m.

1. ,MCAAP and.the Admission'Crisis
Chafrperson: Patrick Connell

2. Legislation and Medicine
Chairperson: H. Jay Hassell

3, Financial Aid and OSP
Chairperson: Alvin Strelnick

4. Student Information-Confidentiality and Related Issues
Chairperson: Kevin Soden
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B. 4:00-5:00 p.m.

1. Operational Asnects of OSR
Chairperson: Dan Clarke-Pearson

. C. 5:0n-6:00 p.m.

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

in. .Action Items 

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

ACTION: On motion, seconded and carried, the oSR approved
the following change in wording of their Rules and
Regulations:

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

ACTION: On motion seconded and carried, the OSR approved the
• following addition in their Rules and Regulations
Section 4, Subtitle A, Section 1.

ACTION-:

The Chairperson must he an official nSR representative
at the time of his or her selection, and must have
attended the nrevious032. annual meeting and the
most recent official regional meeting of his or
her OSR region. In the event that no OSR representa-
tive who satisfies these criteria desires to seek the
office of Chairperson, the requirements of previous
attendance shall be waived. .

On motion, seconced and canried, the OSR, following
the recommendations of the Administrative Board (Sep-
temher 7, 1973), approved the following changes in
their Rules and Regulations:

Section 4, nuhtitle (a), section 2: This should he
changed to read: "The Vice Chairperson, whose duties
are to preside or otherwise serve in the absence of
the Chairperson. If the Vice Chairperson succeeds
the Chairperson before the expiration of this term
of office, such service shall not disqualify the
Vice Chairperson from serving a full term as Chair-
person." (Wherever appearing in the Rules and Regu-
lations of the OSR, the words "Chairman-elect" shall

he replaced by the words "Vice Chairperson." In the
Rules and Regulations this will include chanaes
in Section 40, line 2; Section 4F, line 7; and
Section 5, item 2.
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B.

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 be changed to
read: "There shall he 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 regions, 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 he deleted and replaced
hy the following: "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."

Section 4, subtitle (e): This section would be eliminated410
completely.

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

Chairperson-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.

II. Additional Topics of Discussion 

A. The chairperson reasserted the importance of continuity to 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 11:5n p.m., to he reconvened
Sunday, November 4, at 8:00 p.m.
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13. ()SR Business Meeting Reconvened: November 4, 1q73

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 nuorum 

nuorum was declared.

14. Regional 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 1(173-74 Regional
Representatives to the OSR Administrative Board (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:
*Northeast:
*Western:
*Central:

Stan Pearson, Meharry Medical College
Serena Friedman, New Jersey College of Medicine
Cindy Johnson, university of Washington
Lisa Bailey, Northwestern Hniversity

* Minutes of these meetings constitute AddendaAtems.#1,
#2, and #3 of these minutes.

15. Task Force Reports 

The detailed reports of three of the OSR Task Forces are included
as Add( :;.da items 3uj4, B5, and #6. The following is an abbreviated
outline of each Task Force's presentation.

A. Financial Aid and OSR 

1. Alvin Strelnick reported briefly on the decrease in loans'
and scholarships available to medical and graduate students.
The Recommendations of the Task Force were approved by the
OSR Assembly (See Addendum 44).

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
NHSC, RM, 6-05 Parklawn
5600 Fishers Lane
Rockville, Maryland
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B. Legislation  and Medicine 

Joanne Scherr reported briefly on (a) Federal Assistance tothe Health Professions, (b) The Federal Appr priation Process,(c) The status and future of Health Maintenance Organizations,(d) Research Ethics and Research Training. She stated that agood deal of .this information is distributed in the AAMCweekly letter of Dr. Cooper and encouraged all members to readit regularly in order to keep abreast of important legisla-tive issues.

C. MCAAP and the Admission Crisis 

Patrick Connell explained what great progress has been madeduring the past year. He explained many of the programs andideas which have been initiated by medical schools and under-graduate colleges. He expressed the hope that these changeswould help relieve many psychological pressures of medicalschool admissions. He stressed improved guidance from pre-med advisors and 'a more realistic appraisal of applicant'sabilities.

D. Student Information-confidentiality and Related Issues 

Kevin Soden reported that his group opposed release of anystudent's name and school by the AAMC without the expressed 
.Agikapproval of that individual and/or the OSR administrativeboard. They recognized many requests for medical student andschool listings were made to AAMC each year bu.t requestedthat personal student information be placed in the "Restricted"classification under the AAMC's proposed policy for releaseof information.

E. Operational Aspects of OSR 

Dan Clarke-Pearson reported that his task force spent thefirst hour in evaluating the OSR, exaniming the function ofthe Administrative Board and elucidating the numerous AAMCcommittees and the degree of student participation on them.The recommendations of the Task Force (see Addendum #6)were approved by the entire OSR Assembly.

16. Information Items 

A. Resolution on the NIRmP - attention was called to this resolu-tion printed completely on page 17 of Agenda and the factthat it was passed September 7, 1973, by the OSR Administra-tive Board.

•
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B. 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 he
released only with the approval of that individual
and/or the OSR Administrative Board.

C. 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.

D. Proposed Policy Guidelines on Extramural Academic Experiences -

These policy guidelines were written by the Division 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.

E. 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 OSR Administrative Board
in June, 1973, and was presented to the AAMC Resolutions
Committee in September, 1973. (This resolution was adopted,
with modification, by the AAMC Assembly on November 6, 1973;
see Addendum #7. '

F. Student Administrative Listing - Elliott 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 OSR representatives to
disregard the old forms, and stated that new ones would he
sent to the OSR representatives shortly.

G. Medical Colleges Admission Assessment Program - The MCAAP
goal 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. OSR representatives were acknowledged for
active participation.
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H. Summary of U. S. Medical Schools using 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 committee 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
applicants to make alternative plans.

I. Calendar of 1974 OSR Regional Meetings - The following dates and
locations were identified for spring meetings:

Region Dates Location 

West 3/31-4/2 Asilomar, California
• South 4/11-4/13 Birmingham, Alabama

Northeast 4/29-5/1 White Sulphur Springs,
West Virginia

Central 5/2-5/4 Minneapolis, Minnesota

J. Guidelines for consideration o Resolutions 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 guidelines as outlined 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 representative
to that committee.

17. Election of National Officers 

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

1. Chairperson

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

b, Alvin Strelnick, Yale University School of Medicine
c. Elliott Ray, University of Kentucky School of Medicine

2. Vice Chairperson 
•

a. Fred Sanfilippo, Duke University School of. Medicine
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-large

a. David Van Wyck, University of Arizona
b. Michael Victoroff, Baylor University
c. Stan Pearson, Meharry Medical College
d, Elliott Ray, University of Kentucky
e, Frank Handle, University of Pennsylvania
f, Russ Keasler, LSU-Shreveport School of Medicine

g- Joel navin, Boston University School of Medic
h. Ernie Turner, University of Kansas School of Medicine
i. Paul Pitel, Brown University Medical College

Burt Adelmalin, Cornell University School of Medicine

k. Jerry Zeidis,Yale University School of Medicine

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

1. Chairperson - Daniel Clarke-Pearson, Case Western Reserve
2. Vice Chairperson - Mark Cannon, Medical College of Wisconsin
3. Secretary - David Stein, Wayne State University
4. 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

18. New Business 

A. Resolution on Primary Care Training, subMitted 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

9
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WHEREAS, medical schools in the U.S. often provide
inadequate 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 primary 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 clinical training
of all medical students, and

RESOLVED, that the AAMC should work with the member
institutions to achieve this goal.

B. Resolution on Safeguarding Data Systems, submitted by Kevin
Soden, University of Florida:

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

WHEREAS, 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 is 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 be 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.

•

•
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C. 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 Regulations under Section 3
entitled membership.* It is to read as follows:

Section 3  Membership

(A) An OSR representative shall be a medical student
represPnting 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.

(6) 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 OSR meetings.

D. Resolution on NIRMP, submitted by Jacqueline Wertsch, Medical
College of Pennsylvania; and the Northeast Region:

ACTION: On motion, 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.

E. Resolution on Medical School Curriculum, submitted by Serena
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 Regulations.
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ACTION: On motion, seconded and carried, the OSR membership -
approved the following resolution:

RESOLVED that medical school curriculums require
instruction of at least two lecture hours each -
in:
1- )Nutrition
2. Medical ethics
3. Human Sexuality
4. Medical hypnosis
5, .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.

F. Resolution for OSR Committee Placement, submitted by. Fred
Sanfilippo, Duke University:

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 Education, 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 representatives to each of these committees.

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

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

H. Resolution on Pass-Fail System, Submitted by Joel Dayen, Boston
University:

ACTION: On motion, seconded and carried, the 0$R approved the
following resolution:

BE IT RESOLVED that the OSR study the feasibility of
instituting a pass-fail system in an effort to equalize
post-gradw;te training application process.
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I. Resolution on Minority AlElicant Pool
, submitted by Serena

Friedman, New Jersey College of Medi
cine:

ACTION: On motion, seconded and carried, the fol
lowing re-

solution was approved by OSR:

BE IT RESOLVED that the causes for th
e minority

applicant pool appearing to be level
ing off need to

be investigated more fully and that 
an OSR committee

be created to do so.

19. Adjournment to Regional Elections.

The meeting was adjourned at 1
2:25 a.m.

Respectfully submitted

H. Jay Hassell
Southern Regional Chairperson

Acting Secretary
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The Organization of Student Representatives

was established with the adoption of the

Association of American Medical Colleges

Bylaw Revisions of February 13, 1971.

Section 1. Name
•- The -name of the organization shall be

the Organization of Student Representatives
of the Association of American Medical
Colleges,

Section 2. Purpose 
The purpose of this Organization shall

be 1.) to provide a mechanism for the inter-

change of ideas and perceptions among medi-

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-

pression, 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

da4rirre17-of health care.

Section 3. Membership 

A. Members of the Organization -of Student
Representatives shall be medical students re-
presenting institutions with membership on

the Council of Deans, .selected by a process
appropriate to the governance Of the -institu-
tion. The selection-should facilitate repre--

Santative student input.. Each such member must

be certified by the dean of the institution to

the. Chairman of the Council of Deans.

No Change

No Change.

Reondeting oi item4
1, •2, and 3. Detetion
o item 4.

re",0 4 r/tcr./

• Ikea-Zan oi tazt phka4e
in Sentence 1, -
Change. £n Sentence 2.

The loutpa4e oi th,i4 ftganization shaet be
1.) to pnovide a means by which medicat .
'student view's on matteu o6 cancan to the
A44ociation may kind expte4s4ion; 2.) to
pxovide a. mechanism ion medicat udent patti-
cipatian in the gave/mance oi the algaiA4
the Azzociation; 3.) to pAovide a mechani.sm
ion the intetchange oi idea4 and paception4
among.medicat 4tudent4 and between them and
otheu concaned with medicae education.

A. Members of the Organization of Studen

Representatives shall be medical students repr

senting institutions with membership on the

Council of Deans. The selection should facili

tate representative student input, and oney
'student's may vote in the 4etection ptoce44.
Each such member must be certified by the

dean of the institution to the Chairman of the

Council of Deans.
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B. Each member of the Organization of

Student Representatives shall be entitled to

cast one vote at meetings of the Organization
.

C. Each school shall choose the term of

office of its Organization of Student Repre
-

sentatives member in its own manner.

Section 4. Officers and Administrative Board 

A. The officers of the Organization of

Student Representatives shall be as follo
ws:

1. The Chairperson, whose duties it

shall be to (a) preside at all meetings of

()N the Organization, (b) serve as ex off
icio

• ;member of all committees of the Organi
zation,

(c) communicate all actions and recommend
a-

tions adopted by the Organization to th
e

Chairman of the Council of Deans, and

(d) represent the Organization on the Exe
cu-

tive Council of the Association. The Chair-

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 region. In the

event that no Organization of Student

Representatives member satisfying these

criteria seeks the office of Chairperson,

these criteria shall be waived.

No Change

No Change

Addition a4 Section 3.D.

Addition
Deletion
sentences
tained in

o4 Section 4.1.6
o6 ta4t two
(content con-
new Section 4.1).

D. Each institution having a menthe&

oi the Otganization o4 Student RepAesenta-

tives may seeect one oft mote ate)tnate mem-

bens, who may attend meetings o4 the Otgan-

ization but may not vote.

1. The Chairperson, whose duties it

shall be to (a) preside at all meetin
gs of

the Organization, (b) cookdinate the a44a,i,

o4 the Otganization, in coopetation with

4ta66 o6 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 Chairmal

of the Council of Deans; and (e) represen
t

the Organization on the Executive Council

of the Association.



•
2; 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 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 (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

recommendations of the Organization and •

of the Organization's representatives

on the committees of the AAMC within

one month of each meeting.

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.

Deletion o l6 second
sentence

Deletion o4 entike
Section

Addition o6 entike
Section

Addition oi entike
SeCtion

Combining o4 Section's
B and C-. Change and
addition az noted.

2. The Vice-Chairperson; whose duties

Lt shalt be to preside or otherwise serve
in the absence of the Chairperson.

3. Foca Regional Chaitpeuon4, one pLc.
each o4 the Out tegion4, whichzhatt be COft
gtuent with the tegionis o4 the Councit o4
Deans.

4. Repkesenttives-at-tange elected by
the membekship in a numbet 4u44icient to
'Ming the numbek 06 6.e.at'S on the Admimr.a-
tive Boatd to ten on to a totat. equal to ten
pekcent o6 the Oxganization o6 Student Repte•
sentativez - membetzhip, whicheve 5 gteatet.

B. Offices shall be elected at each annu

meeting of the Organization and shalt assume
o66ice at the conclusion oiS the annual meeti..
q.the Association. Regionat ChaiApeAzons
shalt be etected by tegionat caucus. The ter
of office of all officers shall be one year.
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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 oi entite
Section

Addition o6 entite
Section

Addition o4 entite
Section

Change az noted

C. 044icetz zhatt be .etected by majonity
vote; and the voting 4hatt be by battot. -

D. Ptezence. at the annuat. meeting ishatt
a.tequizite 6on etigibieity 4ot election to
o66ice. Each o46icet zhaet, have been an 044.
ciat Otganization o6 Student Reptezentative
membet within one yeat. o6 hiz o-A. het etecti

• The ChaiApeuon Ahaet in addition have atte
thelpeviouz   meeting o4 the Otganiza
andkthe
ox het &egion, except in the event that no
zatiz6yin9 theze conditionz zeekz the o44ic
o6 Chainpetzon, in which case the-se additie
cAitetia zhatt be waived.

1 4. $ 0 11.4J0 f

E. Nomination ion o66ice may take ptace
two ptocedutez: (1) zubmitting the name and
cutticaum vitae o6 the nominee to the Azzo
ation thitty dayz in advance o4 the annuat
meeting on (2) OtoM the gooA at the annuat
meeting, a zeconding motion being tequited
each nomination zo made.

F. There shall bean Administrative Boar

composed of the Chairperson, the Vice-Chair

person, the Regionat ChaiApmsonA, the Repr
sentatives-at-Large, and the immediate pazt
Cha,apetzon o4 the Otganization.
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-; E. Thalministrative Board shall be the
executiVe -7.ommittee to manage the affairs of
xhe Organization Of Student Representatives
:and to -take any necessary interim action on
behalf-of the Organization that Is required.
_It:shall- also serve as. the Organization of

. Student-Representatives- Committee on Commi-
- tees, with the Vice-Chairperson serving as.
the Chairperson. when it so functions.

Section 5.. Representation 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 to be determined
annually. Representatives of the Organiza-
tion of Student Representatives to the
Assembly shall be determined according to
the following priority:

1) The Chairperson of the Organization
•
of Student Representatives;

2) The Vice-Chairperson of the Organiza-
tion of Student Representatives;

3) The Secretary of the'Organization
of Student Representatives;

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 inIke ze-cond zentence
*noted.

No Change '

Deletion o6 Ltem4
- 3 and 5

. G. The.Administrative Board all be the
executive ,committee to manage the affairs of
the Organization of Student Representatives

.- and tootaie - any necessary interim action on
behalf of theOrganization that is required.
Lt zhatt atso 'save az the Otganization
Stadent Repnesentativu Commi.ttee on Comm-
and Committee on Rezotationis.

1) The Chaiveuon oti the OtganizatioiL
oi Student Reptezentative4;

2) The Vice-Chaitpeuon ofS the Otganiza-
tion o4 Student Repte4entative4;

3) Othet- membeu o6 the Admin,i1st)u2t.i.ve
&and oi the Omanizatclon, in (luta
oi !tanking. designated by the ChailL-
peuon necezzaty,



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.

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 o6 entike
Section

No Change

No Change

Addition o6 item
7.C.

Change az noted

No Change

Section 6. Succession

4 the ChaiApetzon o6 the Okganization
6011. any teason unabZe to compeete the te/Lm c

o66ice, the Vice-Chaapeuon 4hate assume the

position o6 Chai/Lpekson liot the temaindet o ti

the teAm. Fukthek succession to the o66ice

oi Chaikpazon, i6 necezsany, zhaa be detet-

mined by a vote o the /Lemaining membeu oi
'the AdminiztAative Boand.

C. Regionat meetings, with the app/Loval.
o,6 the Association, may be held between annw
meetings.

D. A simple majority of the voting membe

shall constitute a quorum at teguZat meeting.
speciat meetings, &egionat meetings, and
AdminiztAative Boand. meetings.
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c.)
0

szs
E. 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 As announced by the
Chairperson.

Addition :410entite
-section

Addition 06 - entite
section

Addition oi entite
section

No Change

No Change

Addition oi entite
Section

-F. Att o66icia2 membeu Wake ptivite
the. titowLat 'Legato_ meetings, spetiat -

meetings, tegionat meetings, and Administtat
Boatd Meetings: The Chaapetson o6 each.mee
ing may at his.ot het disctetion extend thi)s
)oxiviZege to'othets in attendance.

G. Rezotution4 conzideitation at any
meeting o6 the Otganitation, inauding negio

.meetings, must be.submitted to the Associati
thitty days in advance .06 the meeting. This
tate may be waived lion a patticutat tesotuti
by a two-thind4 vote oti tho'ze ptesent and vo
at the meeting,

H. The minutes o6 ILegutait meeting6 and
AdminiSttative Boatd meetings shatt be taken
and within thitty days disttibuted to membek
o6 the Otganization.

Section - 8. Students Setvino.on AAMC Committe 

Student4 se/wing on AAMC ComMittees shout,
keep the Chaitpetson inOtmed o6 that •
activities. •
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A. The Organization of Student Repre-
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
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 

These Rules and Regulations shall be 
adopted and 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 provided that the total num-
ber of the votes cast for the changes 

lu constitute a majority of the Organization's
--membership.

No Chang.e.

No Change

Section Ti-tee Change

DeatAlon o6 undettined
phAa4e2

°the& changez az noted

Section 10. Amendement o6 Rueez-and Regutationz 

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 to enc.h
membet o6 the aganization o6 Student Rep/Lezen-
tativez.
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
PUBLIC HEALTH SERVICE

HEALTH SERVICES ADMINISTRATION

ROCKVILLE, MARYLAND 20852

June 26, 1974

John A.D. Cooper, M.D.
President
Association of American Medical Colleges

1 Dupont Circle, N.W.

Washington, D.C,

Dear Doctor cooper:

OFFICE OF THE. ADMINISTRATOR

-, ata\\Ilb
---' JUN2 819740-

17 MSOCIATIC% Of 
MOON

N............MEDICAL COLLEGES

co Pus off-

tbrp ,

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.

Enclosure

DIVISION OF

OPERATIONAL STUDIES

Sincerely yours,

Retw-4 1J14,-QX.- P".1.4°4

i64
arold 0. Buzzell
dministrator
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
PUBLIC HEALTH SERVICE

HEALTH SERVICES ADMINISTRATION
ROCKVILLE, MARYLAND 20852

OFFICE OF THE ADMINISTRATOR

August 10 1974

A Note to Help You in Your Career Planning

As you prepare to'enter medical school this fall, you might. wlsh to.
:.keep in mind a:few facts regarding financial assistance and careet_
options in several vital public health areas- •

Two: assistance programs indicate how much our Nation values
mitment to the practice of medicine.

your coin-

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 man area where there is a severe
health manpower shortage, the Public Health Service will as-
sume a. percentage of your education loan for you; if you give
two .consecutive years of service, the Public Health Service,
will. assume 60% of your loan; for three consecutive yea-,:s of
service, the Public Health Service will assume 657..

Our agency is proud te offer the following PHS career opportunities,
which can be used to satisfy your service obligation:

* The National Health Service Corps places physicians in areqs 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 service
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.
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•

Page 2

* The Bureau of Medical Services pl
aces physicians in a variety of

settings which provide direct patien
t care as well as postgraduate

training and research opportunities. 
Included in. the Bureau's programs

are 8 PBS itneral.hospitala and. 26 . outpatient clinics, the Federal 

Bureau of Prisons health care facilities, 
the U.S. Coast Guard Medical

System, and the National Leprosarium in Louisiana
. Service in these

programs of the Bureau qualify only for the P
US Scholarship Program.

• 
.... • , .

• ' ••

• •

-

Although these 'programs vary greatly, they all
 spring from the .same

v,

national:coMmitment to provide'quality medical se
rvice to those in

need, .4 commitment that.wai.begun nearly two centuries ago and still

maintained by Public Health Service physicia
ns.

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

to answer questions regarding either our financial 
assistance programs

or our PBS career options. Meanwhile, if you need information during

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

the list attached to this letter.

I am pleased to join with your medical colleag
ues here in the Health

Services Administration in sending you our best w
ishes as you embark on

your exciting journey of professional education.

Sincerely yours,

7.4444/e. raz3.3de
Harold 0. Buzzell

Administrator

Attachment

.Note: The Public Heplth Service gratefully acknowledges the assistance

of the Association of American Medical Colleges in addressing and

mailing this letter.



For further i
nformation about...

The NATIONAL HE
ALTH SERVICE CORPS

Contact:

NHSC Recruitment U
nit

Room 12A-30, Parkl
awn Building

' 5600 Fishers Lane

Rockville, Maryland 
.20852

The. INDIAN HEALTH S
ERVICE

Contact:

IHS Recruitment Un
it .

Room 12A-30, Parkl
awn Building

5600 Fishers Lane

Rockville, Maryland
 20852

The BUREAU OF MEDICA
L SERVICES

Contact:

EMS Recruitment.Unit

Room 12A-309 Parklaw
n Building

5600 Fishers Lane

Rockville, Maryland 
20852

The PUBLIC HEALTH S
UVICE SCHOLARSHIP P

ROGRAM

Contact:

Scholarships

U.S. .Public Health S
ervice

Room 4-35i; Parklawn 
Building

5600 Fishers Lane

Rockville, Maryland 
20852

The LOAN REPAYMENT PR
OGRAM

. Contact:

Loan Repayment Unit

Bureau of Health Res
ources Development

Building 31, Room 4C
27

9000 Rockville Pike

Bethesda, Maryland 20014

•
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4202 Interlake avenue North
seattle washington 98103

Association of American Medical Colleges

One DupOnteircle; N.W.
Washington, 'D.C.

Dear-sirs:

'I am a medical student currently enrolled in the University of Washington -

.School Of Medicine: Recently I received a mailing from the Health Bervicies

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 addressing 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 myself or by the Dean of the University of

Washington School of Medicine.

'Thank you very much.

Sincerely,

/fir'

Willina Douglas Trotter
SSN 538-56-1354

f- XXVXc-'7.‘

r.J1 SEP 30 1974 L
AMCAS



ASSOCIATION OF AMERICAN MEDICAL COLLEGES

SUITE 301. 1776 MASSACHUSETTS AVENUE. NW.. WASHINGTON. D.C. 20036,

DIVISION OF STUDENT SERVICES - (202) 466-4672

October 11, 1974

Mr. William D. Trotter
4202 Interlake Avenue North
Seattle, Washington 98103

Dear Mr. Trotter:

This is in regard to your letter to the Association of American Medical
Colleges concerning the recent mailing from the Health Services Administration
of the Public Health Service.

As the statement in the mailing indicated, the Association of American
Medical Colleges assisted in addressing and mailing the letters. All envelopes
were prepared and mailed by the AAMC using data provided to the AAMC through:
AMCAS. No Aata were released to any other organization. HSA sent the letters
to the AAMC where they were mailed by AAMC staff.

The AAMC's mailing of this letter to you should not be construed as a
release of confidential information. :We receive numerous requests. for names
and addresses of medical students. and applicants' 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 making students award of the HSA program, the AAMC may provide
mailing services in response to a request.

We regret your interpretation of the HSA mailing, but assure.you that. we
will take steps to more clearly comMunicate the AAMC's - policy regarding any
such future mailings.

Sincerely,

Gerald Kurtz
Director

GK/sj



REPORT OF THE

AAMC TASK FORCE

ON THE

GOALS AND PRIORITIES COMMITTEE

REPORT

OF THE

NATIONAL BOARD OF MEDICAL EXAMINERS

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

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

T.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES '
SUOTE 200, ONE DUPONT CIRCLE, NAN., WASHINGTON. D.C. 20036

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-
cies concerned with medical education, national and regional meetings
and participation in the accreditation of'medical schools, the Asso-
ciation has exercised its responsibilities to the schools, teaching
hospitals and to the public which is served by its medical education
constituency. From time to time, the Association has analyzed and
responded to reports bearing on medical education emanating from other
organizations and agencies. This .Task.Force Report on the National
Board'of Medical Examiners' Coals 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.
Na. S. Shackleton (Student)
Mark Cannon (Student)

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

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

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

A



. 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 new 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 becom
e

engaged in the research and development of testing methodologies for

graduate students as well as undergraduate students.

Summary of Major Recommendations of the GAP Report 

The GAP Committee Report recommends that the NBME reorder its

examination system. It advises that the Board should abandon its

traditional 3 part exam for certification of newly graduated. phy-

sicians who have completed one year of training beyond the M.D. de-

gree. Instead, the Board is advised to develop a single exam to be

given at the interface between undergraduate and graduate education.

The GAP Committee calls this exam 'Qualifying A', and suggests that

it evaluate general medical competence and certify graduating medi-

cal students for limited licensure to practice in a supervised set-

ting. The Committee further recommends that the NBME should expand

its role in the evaluation of students during their graduate educa-

tion by providing more research and development and testing services

to specialty boards and graduate medical education faculties. Finally,

the GAP Committee recommends that full certification for licensure

as an independent practitioner be based upon an exam designated as

Qualifying B. This exam would be the certifying exam for a specialty.

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

dividual medical schools in improving their capabilities for intra-

mural assessment of thOx students; 2) develop methods for evaluating

continuing competence of practicing physicians; aad 3) develop eval-

uation 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-

31
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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 curriculum.

UNDERGRADUATE EVALUATION AND ABANDONMENT OF PARTS I AND II OF THE

NATIONAL BOARD OF MEDICAL EXAMINERS EXAMINATIONS.

The GAP Committee proposes that the Notional Board cease utilizing

. its 3 part exam system < Parts I and II in the undergraduate period

and Part III at the end . of the first graduate year) to certify phy-
sicians as qualified for full licensure. This proposal is tempered
by the recommendation that the NBME, on request from an educational
institution, should provide services for evaluating the educational

achievement of individual students and the educational programs them-
selves, The Task force supports this recommendation, and proposes
that nationally normed exams similar to the present Parts .I and II
should be made, available. as a part of the services for evaluation.

of curricula.

Abandonment of Part I •

The abandonment Of the certifying function of the Part I exalt
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 responsible. This responsibility means that
faculties must develop'evaluation-methods to, determine whether their.
students are achieving their'educational objectives in the basic med-
ical sciences; and the LCME, through its accreditation process, must
determine whether the educational objectives established by each fac-.
ulty are adequate and whether the school has evaluation methods which
will determine that students have met these objectives. The Continued
availability of nationally norMed exams in the basic sciences will
provide an opportunity to evaluate a'school's educational programs
against a national standard, if the faculty deems such an evaluation
necessary or desirable.
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The Task Force recommends that the LCME should place greater

emphasis, as a factor in the accreditation process, on assessing t
he

effectiveness of medical schools' internal evaluation of their edu-

cational programs and of their students' achievement in the basic

sciences. The Task Force also recommends that the AAMC, working

with the NBME, academic societies, the National Library of Medicine,

and other- agencies, develop the capability to assist faculties in

the development of evaluation instruments and methods which can be

flexibly adapted to each school's particular curricular emphasis.

In order for the LCME to place a greater emphasis upon the

assessment of the adequacy of each school's evaluation system, the

Task Force recommends that accreditation site visit teams include

individuals capable of investigating and judging testing methodol-

ogies. The.Task.Force further recommends that individuals capable

of assessing the content and quality of basic science course work

be included on all site visit teams.

Abandonment of Part II 

The comments and recommendations relative to eliminating the

certification function of Part I.also apply to Part II. Faculties

are solely responsible for the evaluation of their students' achieve-

ments in their clinical courses and clerkships. Evaluation metho-

dologies must provide for assessment of students' accomplishments

in relationship to the educational objectives established by the

faculty. Generally, evaluation during the clinical years relies in

part upon faculty members' descriptive impressions of a student's

attitudes, skills, and accomplishments and in part on an assessment

of the knowledge acquired by the student. In recent years testing

methodologies to evaluate a student's problem-solving skills have

been introduced and are a valuable adjunct to faculty descriptions

and knowledge acquisition assessments. The Task Force recommends

that the AAMC, in cooperation with the above-mentioned agencies,

develop the resources to assist faculties in improving all facets

of their student evaluation methods during the clinical years.

The Task Force also recommends that, as in the case of the basic

sciences, the LCME place greater emphasis in the accreditation pro-

cess on the effectiveness of the medical schools' internal evalua-

tion of their students achievements in the clinical sciences.

Nationally normed exams, which permit comparative evaluation

of a school's instructional program against a national standard,

from time to time will continue to be necessary. The Task Force

recommends that the NBME continue to make available the Part II exam,

or its improved equivalent, to faculties desiring to assess the ade-

quacy and scope of their curricula through this instrument.
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QUALIFYING A

The GAP Committee recommends that the Nistig '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-

ents and recommendations.11

.The exam Would provide for a single standard for the evaluation

of all students. entering graduate medical education in the United

States. Because of the varied 'curricula in our domestic Medical

schools and'the wide 'range of quality of foreign students seeking

ebtrance, to U.S. 'graduate programs, It is essential that a single

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

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

clinical skills, to assume patient care responsibility.

The examination should provide a balanced assessment of the

student's basic science and clinical knowledge and an. assessment

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

ment of basic science knowledge and skills in utilizing fundamental
scientific 'concepts should be Sufficiently rigorous so that. students

• passing the exan Can be.considered to have had a sound -education
In the basic science disciplines.

If at ail possible, the exam should be criterion-based rather

than norm-referenced and the results. should'be reported as either
."passed" or "failed".

The results shoed 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 shoulctmotbe reported to'grad-
uate.programs is part of the student's application. information.
The purpose of the exam is to assure readiness for clinical respon-
sibility; it should not be used in the selection of graduate medi-
cal students or to predict future success in any clinical discipline.
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Students from domestic schools should not be perm
itted to sit

for the exam before the beginning of the las
t 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 begi
nning of the first

graduate year. Graduates of foreign schools should be permitted to

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

their graduate education until a report that they h
ave "passed" has

been received by the above-mentioned agencies.

The Task Force believes that passing the exam shoul
d-be the re-

sponsibility of the student. Students who fail must assume individ-

ual responsibility to obtain needed additional educ
ation and study.

Schools which have granted the M.D. degree to student
s who fail the

exam should have no obligation to provide remedial 
assistance, al-

though in practice the Task Force believes most stu
dents will seek

additional education fiom their own school. This should not be de-

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

Limited Licensure 

The Task Force could not reach unanimous agreement on
 the GAP

Committee recommendation that liCensure be limited to
 providing care

in a supervised graduate education setting. Objection by the stu-

dent members of the Task Force and doubts regarding the wi
llingness

of all.fifty-five jurisdictions in the United States 
and its terri-

tories to provide such a limited licensure at this sta
ge was the

cause of this impasse. It is the Task Force's view that the impetus

for implementation of this examination will derive from 
the Liaison

Committee on Graduate Medical Education. The Liaison Committee can

insist that only students who have passed the qualify
ing exam be ad-

mitted to accredited graduate programs.

EVALUATION DURING GRADUATE MEDICAL EDUCATION

The GAP Committee recommends that the evaluation of stud
ents

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 resid
ents 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 ef
fective in-
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ternal student evaluation methods in its accreditation requftements

for - graduate .programs. The specialty boards should require that pro-

gram directors, when certifying their finishing residents as ready

for board examinations, provide evidence Of sound. internal, assessment

of each resident's Abilities and qualifications.

QUALIFYING B

The GAP Committee recommends that licensure for the unlimited
independent practice of medicine be based upon a candidate's passing

the Qualifying. B examination which would be. one of the specialty

board examinations. .The Task Force recommends that medical licen-

sure should not necessarily be linked to specialty certification.
Physicians should be eligible for full medical licensure after the

satisfactory completion of the. core portion of .a graduate medical
educational program, this core portion to be delineated individually

by each specialty board.. Specialty board certification 'should con-

tinue to be a mechanism by which individual physicians may demon- .

strate outstanding accomplishment in a given field. Such certifica-

tion may be used by individual physicians as an alternative method

of gaining medical licensure, but it shoUld not be required.

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

34.
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SUMMARY OF TASK FORCE RESPONSES TO THE GAP COMMITTEE'S MA
JOR RECOMMENDATIONS

1. The NBME should abandon its 3 part system of examination fo
r

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 an
d II of

the National Board.

The Task Force concurs and recommends that faculties use

these exams to evaluate their curricula and instructional programs

only and not to evaluate individual student achievement.

3. The AAMC, NBME and other interested agencies should assist

the schools to develop more effective student evaluation methodol
ogies.

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 concurs and makes the following recommendations.

a. The exam should be sufficiently rigorous so that the

basic science knowledge and concepts of students are

assessed.

b. The exam should place an emphasis on evaluating stu-

dents' ability to solve clinical problems as well as

assessing students' level of knowledge in clinical areas.

c. The exam should be criterion-referenced rather than

norm-referenced.

d. The exam should be reported as "passed" or "failed"

to the students, to the graduate programs they are

entering, and to the licensing boards that require

certification for graduate students.

•
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e. The exam results should not be reported to medical schoOls.

f.

g.

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

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

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

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

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

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

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

The Task Force recommends that specialty certification
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 ii-
censure after the satisfactory completion of the core portion of
a• graduate medical educational program.
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•

MINORITY REPORT BY CARMINE CLEMENTE, Ph.D.
MEMBER OF THE TASK FORCE

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

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

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

The Task Force believes that the 3 part system should 
not be abandoned until a suitable examination has been developed
to take its place and has been assessed for its usefulness in 
examining medical school graduates in both the scientific 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 recommends that at least Part I of the 
National Boards continue to be utilized through the foreseeable 
future in the current manner, so ;hat faculties at schools of med-
icine might retain the adoantage of evaluating their curricula and 
instructional programs of the first two uears against a national
norm. Individual schools could continue to determine, on an ad 
hominem basis, the manner in which each school wishes to use Part I.
Part I and the gualifuing exam could then fulfill different functions.
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES

Memorandum #74-37

To: The Assembly October 21, 1974

From: John A.D. Cooper, M.D., President

Subject: AAMC health manpower policy reconsideration

This memorandum provides background for the reconsideration of current
Association policy on federal legislation for health professions education
assistance. Adoption of an alternative health manpower policy would repre-

sent a major change in Association position. Accordingly, the issue is to
be placed before the Assembly during its November 14, 1974, meeting in
Chicago.

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

Present AAMC policy.

Association health manpower policy is based on two reports prepared
by the Committee on the Financing ofMedical 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 AssOciation's present policy is the preservation of capita-
tion grants to provide substantial and continuing support for the federal
share of th2 teaching activities of the medical schools that are essential
to undergraduate medical education. Other than routine financial accounta-
bility, no preconditions are to be attached.

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

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

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

hospital staff needs created by the reduced training of Forei
gn Medical

Graduates in the face of continuing patient responsibilit
ies.

Current legislative situation 

As the health manpower bills have evolved this year, the ca
pitation-

grant mechanism has become distorted. Both the House and the Senate have

seized on •the mechanism as a means of forcing federal initiatives on th
e

schools, and this threatens serious government intrusion in
to 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 perce

nt of students,

with each such student entitled to a national health se
rvice or a shortage

area scholarship, provided that the HEW Secretary may a
gree 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 traini
ng programs of

40-35-25 percent over three years.
Establish department or program in Family Medicine or com

parable primary

care. Administer a residency program in Family Medicine of not less than

10-15-20 percent (over three years) of all affiliated g
raduate 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 payme

nts 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 b
y at least 25%

of capitation payment.

The cumulative effect of these conditions for eligibi
lity is to convert

capitation from institutional support for basic progr
am maintenance to restric-

tive support for federal initiatives, distributed on 
a per capita basis. The

changing nature of capitation intent requires a search fo
r alternate mechanisms

f9r providing federal support to the schools for both b
asic 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, d
escribes assump-

tions upon which policy alternatives should be consider
ed 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.

Lit
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• Basic program: Current Association Policy holds that the federal govern-

ment's share of basic operating expenses should be provided through capitation

grants without any preconditions except routine financial accountability.

Both Congress and the Administration reject the Association's position.
Congress appears willing to continue capitation provided that certain require-

ments are met by the schools. The Administration wants to drop capitation

altogether. Without substantial evidence, both Congress and the Administra-

tion believe that without capitation funds no school will be seriously

affected, because other funding sources will be found or schools will accomo-

date by spending less and restricting their programs.

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

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

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

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

Geographic distribution: Both the Administration and Congress believe
that ways must be found to get physicians into underserved urban and rural
areas. There is a widely held view that this can best be accomplished either

by requiring medical schools to obtain agreements from students to practice

in underserved areas, or by increasing student aid programs which encourage
or require service commitments as a Condition of receiving the aid. There
Is little interest in a physician draft to redistribute physicians.

Foreign medical graduates: This concern differs somewhat from the
others because the method for dealing with it involves developing exclusion-
ary devices rather than facilitating programs. The implications of certain
reactions to this concern appear in both the concern with undergraduate
enrollment and the concern with specialty distribution. Congress and the
Administration disagree on •the issue. The Administration officially supports
major reliance on FMGs in meeting domestic American health personnel heeds.
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 costt
across the whole economy, with particular attention focusing on large cost
increases such as those in the health care field generally. Congress and the
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Administration agree, again despite some superficial quarreling, that

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

must be leveled at the sharpest cost increases.

Assumptions 

Following are a set of assumptions which should be used in considering

new Association policies on the federal role in professional health manpower

education, in light of current public concerns.

1. Responsiveness toward current public concerns is essential, if the

schools are to maintain their position as public institutions worthy of

support from any source.

2. There will always be disagreements on the nature of the appropriate

mechanisms to respond to federally perceived needs.

3. Public funding of some nature is required to help finance the high

cost of quality medical education.

4. Variations 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 likely to be identified from

time to time.

7. Long-term federal assistance for basic program support is being

challenged because of shifting public demands for priority use of a relatively

limited amount of funds. Short-term developmental aid for specific initia-

tives is less subject to challenge.

8. Appropriated levels of assistance will almost always be lower than

authorized levels of appropriations. (Appropriations are provided through

a Congressional process completely independent of the process used in the

development of authorized appropriations.)

Policy choices 

Following are a set of policy choices for selecting sources of funding

for the basic operating programs associated with undergraduate medical

education.

Federal support

Funding source 

Capitation

Advantages 

If it complies with the
original concept of federal
support for basic on-going
operating budgets, it provides
stable support on the basis
of the number of students.

Disadvantages 

It has been distorted to
direct changes in edu-
cational programs.
It is unlikely to be
provided without condi-
tions. It fails to

43.
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Funding source 

Capitation
(con' t.)

Tuition subsidy
to students

Last-dollar

No federal aid

Advantages 

If it is sufficiently high,
it would allow schools to
adjust tuition income to
meet basic operating needs.

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

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

Disadvantages 

differentiate among varying
degrees of financial need.

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

Determination,of'eligibility
and of the amount Provided.
will require federal inspection
and audit of a schOol's
programs and operations. Eli-
gibility requirements can be •
used to coerce schools toward
federal concepts of form and
organization of medical schools.

This. would force increased
reliance on non-federal soUrces:
and thus make ,a school more
vulnerable to coercion from
.those sources.
This is likely to be viewed as
an abdication by the schools
of their social- responsibility,
with almost certain adverse
results.
There is a danger of inadequate.
support from non-federal sources.

•
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Non-federal support

Funding source 

Increased state
support:

state 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. Many
states currently have revenue
surpluses

private schools Provides a portion of
basic support, thus aug-
menting endowment and
tuition income.

Tuition increase:

state schools

private schools

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.

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

Medical service
income:

state schools

private schools

Advantages 

Increased patient demand
for and entitlement to
medical services provides
growing source of income.
Permits the development
of stronger clinical
programs.

Increased patient demand
brand entitlement to
medical services provides
a growing source of
income. Permits the
development of stronger
clinical programs.

Disadvantages 

There is a real potential that
an overcommitment to medical

a service will dominate the other
missions of the medical schools.
Future constraints and regulations
on reimbursement are likely
and unpredictable in nature.
This income may be viewed by ,
legislatures as an offset, rather
than a supplement, to other
state support.

There is a real potential that
an overcommitment.to medical
service will dominate the other
missions of the medical schools.
Future constraints and regu-
lations on reimbursement are
likely and unpredictable in
nature.



STATUS OF THE NIRMP

For several years the viability of the National Intern Residency

Matching Plan has been of considerable concern to medical students,

medical school deans and many directors of programs in teaching hos-

pitals. This concern arose because of an increasing number of vio

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

program directors. Adding to this concern was the inordinate delay

in announcements of matching results by the NIRMP in 1972 and 1973.

The increasing number of violations of the matching plan were

in large measure related to the decision by several specialty boards

that the internship would no longer be required •and that students

could enter specialty training directly from medical school. Be-

cause program directors were anxious to fill their residency posi-

tions, overtures were made to students encouraging them to accept

positions outside of the matching plan. The NIRMP had also not been

able to utilize up-to-date data system management in conducting

the matching plan and thus was not able, either to announce results

on time, or accomodate to the rapidly changing demands being placed

upon it by the altered requirements of the specialty boards.

In the Summer of 1973, the Board of the NIRMP contracted with

a systems management group for the development of an effective com-

puter based matching program. This became operational for the 1974

match, and the match was conducted on time; in fact, the matching

was completed a full ten days before the announcement date.

The Organization of Student Representatives instituted a NIRMP

monitoring program in which every medical school has been asked to

establish a committee to investigate alleged violations of NIRMP

rules. When medical schools have verified to their satisfaction

that a student has been improperly asked to violate the rules of

the NIRMP by a program director, the violation is reported to the

President of the Association, who informs the program director of

the alleged violation. Thus far, the NIRMP monitoring system has

been utilized on one occasion, and on that occasion the director

of the program alleged to have violated the rules of the NIRMP

acknowledged that he was not aware that he was violating the rules.

The Liaison Committee on Graduate Medical Education has ap-

pointed a subcommittee to discuss what role the LCGME should play

in the maintenance of the NIRMP. At this date, the committee has

not yet reported. The CAS Administrative Board has recommended

that the LCGME consider requiring adherence to NIRMP as a require-

ment for accreditation of graduate programs.
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PHYSICIAN MANPOWER AND DISTRIBUTION

The Primary Care  Plasician 

TRUMAlli RF.14.0111
NOT2fl rctrula

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

, In the late 1950.'s, concern waA.expressed that All insufficient number of

.phyiicians would be available in the future t6 meet the health care requirents

of: the public. The. physielan-population 'ratio in 1959 was 149/100,000.*

The total number of physicians. was 215,000. Osteopathic physicians numbered 14,100.

SeVen:thousand four hundred medicAl students were graduated. from American

medical schools.

A Consultant Group appointed by the Surgeon General of the U.S. Public

.Health Service atated in a report (Dane Repori)1 that mintenance of "the pre-

-aentratio of physicians to population is a mlmitaim esscntial to protect the

health of the people of the U.S." The report also stated, "To maintain the. pro..-

.tent ratio of physicians to population will require an increase in 'the graduates.

of sehoolS of medicine and osteopathy from the present 7,400 a year to some

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

,ftueher of specialists the decreasing number of general practitioners, and a

.decrease.,in the total number of physicians who served families as primary care

'physician's.

In 1967 a National Advisory Commission on Health Manpower2 recommended

that "The production of physicians Should be increased beyond presently planned

levali by a eubetential expansion in the capacity of existing medical schools

end by continued development of new schools."

*. The ratio published originally in the Bane Report was 141/100,000 In 1963,
a national conftrence on physician statistics revised the categories of Physi-

..5iemse4d population to be counted. 'Using the new. agreement, the 1959 physician/

lko4Latilya. 46.4.16...ame.149/40,000., . .
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The schools of medicine have responded to the challenge for additional

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

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

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

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

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

reach before the 1975 deadline.

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

3% per year, while that of the general population is about 1% per year (Ta!)1c

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

appropriate balance will be achieved between the total number of physicians

and thepopulation in the years Ahead. However, many factors could alter the

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

insurance, policies for the reimbursement for services, Changing demands for

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

If the present output capacity of American Medical schools is maintained

and. if the influx of foraign medical graduates continues at its present 1ela.1,

the total number of physicians will approach 500,000 by 1980. If the number 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 - nuMher of physicians in 1980

might be smaller by 40,000 or more. If continued grow:.h In the cutput capacity

of American medical schools occurs, the number will ncrease.

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

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

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

graphic !lettings. This is not the case, for physiA.an distribution, like that of

LiM.
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many segments of the population,, hat.; •been • influenced markedly by economic And.

social conditions and by urban and rural dynapics (Table IV). The result has

been dramatic differencee-in the concentration of practicing physicians in

Various population areas (Table V)..

Of considerable -importance is the problem of having the right physician.

in the right place at the.right . time. A psychiattist is of limited utility' -

when obstetrical Services are needed. Excessive nuMbers of secondary and

tertiary care specialists will not meet the. need for an adequate pumber.of. •

primary care physicians. • Obviously the diatrIbetioa Of physicians by medical

specialty is comparable In importance to the total number and their geographical

distribution.

One of the most important factors in ac)licving a proptrbalace of'physi-:

clan manpower in the evailebility of. primary care physicians. to.proVide access

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

,
physicians in this country has evoked wide-spied eoncere, which it manifest

in the attention given to this subject by .private organizations and public

agencies, including the federal and state goverrmenis.

The present. situation haa'eNiolVed•because.pf'. th'e iu.e.Ln nunber of spe-

cialists _other than primary care physicians. Adjustments in the rate of produc-

tion of specialists desirably would-be effected by the creation of appropriate

incentives rather than by the imposition of regulations and arbitrary controls..

The present need for readjustment, however, is sufficiently urgent that a long-

range program of incentives.ehoeld be developed as promptly as possible.

Specialism has developed spontaneously tince World War II as a result of

the significant increase in 'biomedical knowleOge, potent drugs., and sophisticated

diagnostic and therapeutic techniques. Thi:; hAs.6,1curred largely because of the'
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extensive support of biomedical research by the federal government and foundae,

tions since the late forties. As a result of the response to this national

mandate, the faculties of medical schools and the staffs of their, associated

teaching hospitals became composed almost exclusively of non-primary care

specialists and subspecialists. The visibility of the primary care physician

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

pattern that displayed in an attractive fashion the professional role of the

primary care physician. Until the establishment of the Ae ,rican Board of

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

fication for primiry care and provided professional stature and prestige

equivalent to that enjoyed by the other recognized specialties.

A primsry cart physician (or group of physicians) is one who establishes

a relacloeship with an individual or a family for which he provides continuing

surveillance of their health needs, comprehensive cere fsor the acute and chronic

disorders which he is qualified to care for, and 4'.cc ;a to the health care de-

livery system for those disorders requiring the services of other specialists.

The physicians who meet this definition today are general/family physicians,

general internists, and general pediatricians. To rens-, degree, other specialists,

such as cardiologists, gastroenterologists, obstetric ens, and general surgeons,

also provide primary care, especially access to the health care system. They are

not, however, identified either by education or practice as fulfilling consistently

all of the requirements of primary care physicians.

Many studies have been made in an attempt to determine the numbers and pro-

portions of physicians needed in each of the various specialties, but there has

been no general agreement on the optimal composiLloe of the physician population.

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

5/.
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I) there is currently au inadequate .nenber of physicians engaged in the de-

livery of primary caret 2) there. is probably .an adequate nuuber, or even an

excessive number, of physicians,engLeed in the delivery of certain types of

secondary and tertiary care; 3). the proportion: of graduates now engaged in

graduate medical education., and the nature of that education, are such that

the percentage of physicians engaged in primary care is to decrease

and the percentage engaged in secondary and tertiary care is likely to increase.

The problems related to the education .of various kinds of primary care

physicians are 'somewhat different 'and are accordingly separated in their con-

sideration below.

CENEAAL/FAMTLY MEDICINE

In recent years there has been a progressive decline in the number and

proportions of American who'identify theue;elveS as engaged in

general or family practice. In .l931, there were. 112,000 physicians who classi-

fied ',themselves as general,p'eacl:iti'aers on ANA'r;'nnual directory questiOn7

naires. InI9.60, the number-hd dropped to•75,000; in M)5,Jt was 66,000; at

the end of 19720 it was less than 55,000% While general practice and family

practice are not necessarily • the same, the decline i the nu7-)er of general

practitioners is certainly indicative of a decline in the number of primary care

physicians.

In years past, most physicians entered general practce directly from

medical school or after a one-year rotating internship. WNile there were Some

general and family practice residencies in extstenee in the 1950's and 1960Is,

they were not very successful in attracting American graduates. There was, .of

course, no recognition, afforded those who completed the reeidencies since there

was no specialty board in that field. As more and more American graduates
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6

entered some kind of residency, the trend away from FT
t
neral practice was ac-

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

medical education were in general or family practice residcncies.

Since the American Board of Parniiy Practice was eltaZilished in 1969, the

concept of family practice has achieve,: consideraiqe visibility and acceptance.

The Board, however, should define mon.' aearly the characteristics and contour

of the specialty since it is interpreted in a variety of ways.

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

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

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

in 1973,* but their proportion of the total field cf F -aduate medical education

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

growth will be sustained.

The Millis Commission pointed out that the averag,2 age of general practi-

tioners was above that for other physicians in 1965. Tho average age of general

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

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

graduates entering other fields, the difference has undoubtedly become greater

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

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

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

tioners, indicates that the proportion of physicians engaged in general/family

practice is certain to docline further over the next few years. Only a major

Change in the career goals of American graduates and continued expansion of the

number of far/3y practice re,:idencies will reverse the trend.

.There are may factors which inllueoce the carocr choices of American

1974 figures. to be supplied as soon ao they are avaitable.

53.



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

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

medical -graduatea, including ouch things as the nature of the specialty field,

its professional challenge and recognition the environment for practice,

.monetary rewards in proportion to time demands and service provided, and the

availability of .professional associates and supporting services. Jathough there

is good evidence today that these factors ha.Je been addressed, further effort is

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

ing numbers Of.medical studentt. • k,

•
However, student intereet iS only one teeter which will. affect the growth

rate of faMily,practice.residency pregrams. A very important determinant will

be not only: the availability of qualified faculty, currently in short supply, but

the. excellence of the educational Programs theMselves. Anothr will be the rate,

.of development of satisfactory models of family practice and appropriate admini-

strative units for the new programs. Substantial additional financial support

will be necessary to enable the. development of the necessary .personnel, resources,

and facilities..

INTERNAL MEDICINE AND PEDIATRICS

Residencies in internal medicine and pediatrics have enjoyed sustained

popularity over many years. In 1962, 17.7% of all residents Were in internal

medicine and 5.9% in pediatrics, compared With 13% and 5% respectively engaged

in practice in thoae,fields.4 In 1.966. 17% of all residents were in programs

in internal medicine and 7% in pediatrics; the proportions. engaged in practice

in those fields were Still 13% and 5% respectively.5 In 1972 the percentage

in residencies in internal:medicine had increased to 23.9 and in pediatrics' to

7.7. The proportions in practice had increased to 13.5% and 5:5% respectively.6

To some extentthelrowth An internal medicine andpediatrics may offset

the decline in.general/family medicine. HoWever, there is evidenceto,sbow that

substantial nuMbers of internists and:pediatricians extend their training into

6-4/.
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subspecialty fields and are consequently being prepared to function principally

as secondary and tertiary care physicians rather than as primary care physicians

(Tables VII and VIII). Once again, this is not to deny that subspecialists

provide some primary care, but simply to point out that their education does nct

direct them toward primary care.

Prior to 1972, the American Board of Internal MediLine had awarded 23,023

certificates. In addition, 2,697 certificates had beea awarded in four sub-

specialty areas; the number of subspecialty certificates was therefore 11% of

the number of general certificates. During 1972, 4,378 certificates were given

by the American Board of Internal Medicine. The large number was in part the

result of a change in certification policy during the previous year. During

the previous period 1,611 certificates were authorized in eight subspecialty

areas. This number is equivalent to 37% of the number of general certificates

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

uubcertificates to general certificates' from 11% to 152.. Some of the physicians

receivine certifiertes in subspecialty areas were already practicing and do not

represent an increment to the subspecialty manpower pool.

Both the American Board of Internal Medicine and the American Board of

Pediatrics in recent years have developed additional categories of subspcciali-

zation for which certification is provided and more are planned. At the present

time, Internal Medicine provides certificacion in ,atdioing>, pulmonary disease,

gastroenterology, endocrinology and metabolism, nephrology, hematology,

infectious diseases, medical oncology, and rheumatology. Pediatric provides

certification in cardiology, hematology-oncoloey, and nephrology. The Conjoint

Board of Allergy and Imunolov, recently established, certifies physicians in

this specialty.
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It is almost certain that with additional opportunities for certification

in subspecialty areas a progressively larger percentage of those certified in

internal medicine and pedi.ltrics will seek certification by a subspecialty board.

If this occurs, there may be proportionately fewer internists and pediatricians

whose major interest is to provide primary care. An appropriate balance would

be desirable, especially since the need for an increased number of primary care

physicians is so evident.

The boards of Internal Medicine and Pediatrics can exert considerable

infli,enco upon the attainment  of this balance, if they re-exartine their re-

quirements for admission to their certifying examinations so that the educa-

tional programe and careers of internists and pediatricians interested in

primary care will have at least the same professional prestige as the sub-

specialty categories of internal medicine and pediatrics. The Liaison Committee

on Graduate Medical Education, its sponsoring organizationr, and the appro-

priate residency review comaittees can, through the "Essentials" and the roview•

of residency programs, devise methods for emphoviing the rability and nerds

of strong and attractive educational experiences for internists and pediatri-

aiars interested in primary care.

The preceding discussion indicates that the physician/population ratio

La increasing rapidly and very likely will attain an acceptable figure by 1980.

The distribution of physicians, however, by specialty and location will not

be changed significantly. A progressively larger proportion of physicians

certified in Internal Medicine and Pediatrics are entering subspecialty fields.

Foreign medical graduates already comprise a significant part of the prac-

ticing medical profession and the numbers increase yearly. There is a well

documented need for additional primary care physicians which in part could

be met by providing greater opportunities, incentives, and security for students
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and physiciansinterested in careers devoted to the teething and provision of

primary care.

This report is directed solely to ways in which the educational endeavors

of schools of medicine and graduate educational programs may expand the num-

ber of primary care physicians. Many factors in addition to education can,

and will, -influence the nuMbers and distribution of'primary care physicians.

For example, policies and programs for the reimbursement of physicians cervices

have a considerable bearing upon not only the numhers of physicians committing .

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

careers in other specialties. The (2,0v0oping imminence of national health

insurance will almost certainly initiate discwIsions concerning reimbursement

policies.

RECUMEND.ATIONS

A. As a notional 9eal t schools of medicine should be .encourapted 

to acc(Ipt voluntarily a responsibility for proviclino an anpro-

RILIte environment .that will motivate students  to select  careers 

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

national taroet of havino  50Z of•oraduatine wedical students chooe

careers as Primary care specialists appears reasonable. 

Schools of medicine accepting this responsibility may direct

their attention to one or both of the following mechnuisms in order

to increase the output of generalists: (1) The development of

instructional programs and services for family medicine, or (2) the

reorientation of departments of medicine and pediatrics.

1. Medical schools establlshImjamLbLmedi&dp alminl-

strative.units are oblicFted to .prov10,.-- tht! rwce,--Aazt

resources for thc develant of fxllilv ,.)ractice curricula
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and the operation of  family practice clinical services 

In order that  medical students may be exoo;ed to suit-

able career models in family medicine. Financial sup-

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

port from private foundations and the institutions them-

selves, should be  made nvailnble for the support of such 

activities. 

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

already recognized that the developyvmt of the specialty of family practice could,

over the course of the next few years, increase the nuTTNer of primary care phyei-

clans in a significant way. Forty-Ione schoolc of medicine have also recognized

the need and have responded by creating departments of family medicine or other

suitable administrative units.

Schools of medicine seriously interested in promoting the development of

primary care physicians through the specialty of fa-lily practice recognize the

need to establish administrative units that have the same professional stature as

other adminietrative units in the school. In most instances,' this requires the

addition of new faculty members with primary care skills, and the training of

others. If success is to be achieved, other clinical disciplines in a school

must be supportive by contributing teaching time and effort to family medicine.

These disciplines should also instill in their own residrmts appropriate attitudes

recognizing the consultant's role in relationship to the primary care specialist

who provides continuity of care for the patient. The schools will need financial

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

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

2. Medical schools should encourage their Departments 

of Internal Medicine and Pediatrics to have among their 

pals the creation of an environment tt-at emphasizes 

the need for and the development of internists and pedi-

atricians for primary care. The professional and
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material resources necessary to achieve such g,oal.s  must

also. be provided. 

The incorporation into the faculty of. academically Oriented general intern-

ists and pediatricians with the same privileges and stature afforded the sub-

specialists in these departments would accomplish a great deal in Changing the

image of medicine and pediatrics presented to undergraduate students.

B. Institutions responsible for graduate education, including

university-affiliated hospitals, should be encouraged to establish 

residencies In family practice, Internal medicine And pedIatricst 

with orientation toward primary care. These programs should have 

equal professional status with educational programs in the medi-

cal and pediatric subspecialties.

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

whose essential commitment is the d'aivery of care to a community, it is .essential

that a family practice unit exist in a university hospital if the desirable

featurosof a career in family practice are to be appreciated by students and

young physicians.

In a few institutions, many of the physical patient, and professional

resources are already in existence and require only re-allocation for new

objectives and programs. In most, new facilitjes and professional staff will

be necessary to establish successful educational programs.

Special emphasis should he given to the creation and financial support of

an appropric,te cmibulatory care setting for the teaching of fami/y practice,

intcrnat modicine and pediatrics with orientation toward primary care. Within

the ambulatory care setting, phusicians should learn to Pcnction with other

health professionals in order to incroevle ti,e overall effectiveness and quality

of care.

51.
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State governments and their agencies respop.Able for health and education

should be_aware-of the documented fact that the retention. of physicians within.

their jurisdiction is to a Significant degree dependent upon the location the

type, and, quality of residency programs within thestcte. .Financial support

directed to the development of high quolity rciclncies in family practice,

and in internal medicine and pediatrics 'with orientation towar&primary care,

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

a state.

C. Educational institutions should beencourzlped to develop better:

methods for the delivery of primary care, IncludIng ways of inareas

Ing•effIclency and effectiveness of primary •care physician. and .

educating physicians,to.workmIth other members Of the healthcare.

team so that efficient and complete health care may be provided.

This is particularly important because • it is impossible to predict precisely

the future patterns of the delivery of health care. .While it seems likely., and

indeed desirable that a pluralistic system of health care delivery will continue

to exist, it is possible that there will be a strong movement toward the ex-

pansion of group practice and the development of health maintenance organizations.

Obviously, the profession and its educational institutions must be prepared to

respond to such changes with innovative and imaginative educational programs

relevant to demonstrated needs.

However the patterns of care develop in the future, it muct be emphasized

that there is currently a serious need for more primary care physicians and this

need will increase in the years immediately ahead. Major efforts and financiat

support should therefore be provided for increasing the number of family physiciayls,

amd internists and pediatricians committed to the delivery of primary care. Support

• for this development should be provided in addition to, and not at the expanse o!,
•

60.
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TABLE I

STUDENTS AND GRADUATES IN MEDICAL AND BASIC
 SCIENCE SCHOOLS 

YEAR
NUMBER OF
SCHOOLS

1ST YEAR
ENROLLMENT

TOTAL
ENROLLMENT :GRADUATES

1930-31 76 6,456 21,982 4,735

1940-41 77 5,837 21,379 5,275

1950-51 79 7,177 26,186 6,135

1960-51 86 8,298 30,288 6,994

1970-71 103 11 -,348 40,487 8,974

1971-72 108 12,361
,

43,650 9,551

1972-73 112 13,725 47,546 10,391

1973-74 114 • 14,044*** 51,000** 11,862**

*Table developed from information publis
hed annually, Medical EduCaticn in the U7-:.:..ted

The Journal of the American Medical As
sociation.

** Estimates

*** AAMC DATA GRAM



TABLE II

AVERAGE SIZE OF MEDICAL SCHOOLS, 1930-19741

YEAR

.•

NaMBER OE
SCHOOLS*

AVERAGE 1ST YEAR
ENROLLMENT* -

AVERAGE TOTAL
- ENROLLMENT*-

AVERAGE
GRADUATES**

1930-31 76 85 . 289 . 74 -

1940-41 77 .76 - 277 79

1950751 79 91 331 85

1960-61 86 96 352 ' 86

1970-71 103 . ,110 393 101

1971-72 108 114 404 102

1972-73 112 1,23 425", ,106

19.73-74 114 121 447* 109***

*.A11 medical schools.

** Excludes schools not graduating students.

*** Estimates.

± Table developed from information published annually, Medical Education in the United States,

The Journal of th  rican Medical Association.
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CONCENTRATION OF PPACTICING,.. WY!--f.r..DFAL

PHYSICIANS IN POPULATION AREAS

• 1 L.

' Total . Physicians
Metropolitan S . Resident Non-Fed. Pr

Area Population* physicians+ 100,009 Pop,

Boston, Mass. 3,388,300. 7,624 229

Los Angeles, Calif. • 7,062,600 12,632. 177

Knoxville, Tenn. 409,500 540 132

Peoria., Ill. 344,800 361 105

Abilene, Tex. 117,200; 111 95

Biloxi Miss. 135,200 108 : 80

Elkhart, Ind. 132,20.0 97. 74

*As of Dec. 31,1971.

+As of Dec. 31, 1972.

This table constructed from information published Di.3triuticn of Physic-:ai:s
in the 1972, Vol: 2/11etropolitan Areas. AMA Center for Health Services
Research and Development,.
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Table VI

FP/GP AGE GROUPINGS, 1963 and 19
67*

Age Group
1963

Over 50.
36,993

Under 50
36,585

Total
73,579

.(5C.28%)

(49.72%)

(100%)

1967

36,863 (53.59%)

31,947 (46:41%)

68,830 (100%)

-7rom 5ete karacter-,:sts of the Physician 
Population, L.963 and 1.967. AMA Department

of :,irvey 7,esearch, 1968.



TA8LE.VII

CHANGE IN SPEgALTY DITIL18.Uf ION

PRIMARY CARE SPECIALTIES
i

,1.96?

38, 90
15,665

211:4_g_

1
1972* CHANGE._

INTERNAL MEDICINE
• PEDIA1 RI CS

GENERAL AND FAMILY PRACTICE

479O4
1910,6 
55 ;'48

125,721 122,952 -2.2
MEDICAL AND PEDIATRIC
SUB-SPECIALTIES

ALLERGY 910 1,638CARDIOVASCULAR 1,901 5,883GASTROENTEROLOGY • 633 4839PEDIATRIC ALLERGY • 82 383PEDIATRIC CARDIOLOGY 146 514PULMONARY DISEASE '1 226 2 065

4,898 12,322 + 151,6

% CHANGE IN RATIO OF MEDICAL
AND.PEDIATRIC SUB-SPECIALISTS
TO TOTAL NUMBER OF INTERNISTS 9 . 0 18.2AND PEDIATRICIANS

PRIMARY CARE SPECIALTIES 125,721 122,952MEDICAL AND PEDIATRIC SUBSPECIALTIES 4 898 -12,322

120,823 110,630 - 8.4

SURGICAL SPECIALTIES' 76,147 91,058 +19.6
OTHER SPECIALTIES 70,809 94,571 +33.6

*Distritlytion of Physicians in the 1.U., 1965, 1972. -AMA Center forraiTth7SiFviCeriliT4 QT.c1 Llnd 1)Cveo;4ueri t
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TABLE VIII.

DISTRTBUTION OF PHYSICIANS  IN USA AND P0SSE$S1ONS

41105.UOY 1965 No.* 1972 No.*--------

General and Family Medicine
.Internil Medicine
Pediatrics 

71,366
38,690
15,665

24.45
13.25 43.06
5.361

55,348
47,994
19,610 

15.52
13.46 34.48
5.50

Allergy 910 0.31 1,638 0.46,
Anesthesiology . 8,644 3.00 11,853 3.32

Aviation Medicine 788 0.27 921 0.26
Cardievacular Disease 1,901 0.65 5,883 1.65

Child Psychiatry 817 0.28 2,268 0.64

Colon & Rectal Surgery 650 0.22 649 0.18

Dermatology 3,538 1.21 4,227 1.19

Diagnostic Radiology 38 0.01 2,076 0.58

Forensic Pathology 51 0.02 194 0.05
Gastruenteroloy 633 0.22 1,839 0.52

General Preventive Medicine 971 0.33 840 0.24

GenQrni Surgery 27,693 9.49 30,989 8.69
Neurological Surgery 2,045 0.70 2,753 0.77

Neurology 2,174 0.74 3,494 0.98
Obstetrics & Gynecology 16,833 5.77 20,202 5.67

Occupational Medicine 1,745 0.59 2,506 0.70
Ophthalmology 8,397 2.88 30,443 2.93

Orthopedic Surgery. 7,549 2.59 20,156 2.90

Otolaryngology 5,325 1.82 56.94 5,662 1.59 - 65.52

Amk Patholo;
',Pediatric Allergy

8,437
82

2.89
0.03

11,024
383

3.09
0.10 •

Pediatric Cardiology 146 0.05 514 0.14

Physical Medicine .& Rehab. 1,084 0.37 1,551 0.44

Plastic Surgery 1,133 0.39 1,786 0.50

Psychiatry • 17,86 6.11 22,570 6.33

Public Health 2,680 0.92 2,906 0.82

Pulmonary Disease 1,2 0./i2 2,065 0.58

Rndiology 9,551 3.27 11,910 3.34
'. Therapeutic Radiology 56 0.02 931 0.26

Thoracic Surgery 1,477 0.51 1,927 0.54

Urology 5,045 1.73 6,291 1.76 ,

Other Specialties 7,010 1.97 :

Unspecified 9,750 3.34 3,290 2.331

inactiyy 13,279 4.55 20,110 5.64;

Not Classified 3,566 1.22 12,356 3.47'

Address Unknown 3,165 0.89 '

291,825 100.00 356,534 100.00

* Distributton of Physicians in the U.S., 1965, 1972: AMA Center for .Health •_
Servco!-; Kcearch and.

61.
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COORDINATING COUNCIL ON MEDICAL EDUCATION REPORT

ROLE OF THE FOREIGN MEDICAL GRADUATE 

The Physician Distribution Committee of the Coordinating Council
on Medical Education prepared the following report on foreign medical
graduates. The report was accepted by the Coordinating Council in
September, 1974 and has been forwarded to the parent organizations
(Association of American Medical Colleges, American Board of Medical
Specialties, American Hospital Association, American Medical Asso-
ciation and the Council of Medical Specialty Societies) for approval.
When the five parent organizations have approved this report, it will
become the operating policy of the Coordinating Council. It is anti-
cipated that the Executive Council will take action on this report,
In January.

10.



PHYSICIAN MANPOWER AND DISTRIBUTION 
Avisagcnmeras &

The Role of the Foreign Medical Graduate

•

A Report of the Coordinating Council on
 Medical Education*

Since World War /I, large numbers of
 physicians have migrated throughout

the world, increasingly from nati
ons which are developing economically to t

hose

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

increase in foreign medical gradu
ates (FMG's) in the United States has b

een

three times greater than the inc
rease in the total number of Physicians

 in

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

physicians in the United States. (Table 1)

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

and 1973, almost as many FMG's
 as.USMG's.(45.0 and 44.5 percent of 

the total,

respectively,) were added to the li
censure registries for physicians in t

he

separati.states (Table 2).

In 1973, FMG's bade up 50 per
cent or more of physicians licensed fo

r the

first time in 19 states or ot
her jurisdictions and in 4, FMG's comp

rised 75

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

These developments have taken 
place concurrently with the marked e

xpansion

in the number of U.S. med
ical schools and even more marked e

xpansion of U.S.

medical student enrollment in 
those training institutions. In 1973, for the

first time, U.S. medical
 graduates have exceeded 10,000 (10,

391). (Table 4)

It is anticipated that by 
1980 the annual output of U.S. m

edical schools will

approximate 15,000, a goal widel
y endorsed as providing a better 

balance

between the total number of 
physicians and the total U.S. popula

tion in the

*Approved by the Coordinating 
Council on Medical Education on S

eptember 5, 1974

and forwarded to the five 
parent organizations for their c

onsideration. Not

official policy until appro
ved by those organizations (AAMC,

 ARMS. ARA, AMA, CS).



years ahead, Yet,as the Coordinating Council has cautioned in a previous
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)-
report on the primary care phySician0 such balance can be achieved only

through planned and sustained national effort. Concerted effort must contin-

ually be directed to the number of physicians produced by. our Medical educa-

tional system., to their distribution geographically aa 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 FIG' in,

our health Care system as areadily 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 FMG's are of major Magnitude and May differ considerablY

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

This report would not be complete without an expression of gratitude and

appreciation to the thousands of FMG's who have been completely assimilated

into the U.S. health care system and who have rendered valuable service to the

American people, PGrticular.recognition is due those who have become faculty

members of U.S. medical schools. and have assisted in the education of USMGis

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

mix of products of educational systems in foreign countries with the products

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

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

(1) Physician Manpower and Distribution, The Primary Care Physician, A Report
..of t.he'Coordtnating Council on Medical Education, June .1974.

(2). Dublin.. Foreign Physicians: Their Impact on U.S. Health Cai-e,
'Science, 1S5:407-414, August 2, 1974

Subsequent 
. 
reports'on Physician Manpower and Distribution are in preparti

:Thepreient report deals only with the specific problems related
to foreign medical graduates.
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Critical issues Affecting the entrance of FMC's into the U.S., their

graduate medical training, their distribution and utilization include:

1. Coherent national policies determining the role FMG's can or should

play in the U.S. health care system have not been formulated. The lack of

national, regional, or state plans is in part due to the widely dispersed

and often unrelated authorities that share responsibilities in this a
rea.

There is a pressing need for the early reconciliation and coordinatio
n of

•

the disparate and conflicting policies and programs of various Federal

agencies, national professional and related organizations and the 55

separate state and territorial licensure authorities.

2. Curriculum content and standards of education in different medical

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

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

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

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

specialty certifying examinations have highlighted questions about the

equivalency of their educational preparation with that available to

U.S. medical school graduates. Questions have also been raised concerning

their performance in the delivery of health care.(2) This asses
sment

applies particularly to those EKG's who received their basic med
ical

education in languages other than English or in cultures dissimilar
 to

that of the United States.

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

visitor, an immigrant, or as a returning U.S. national wh
o 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) Many of the pro-

maw to which FMC's

minimal attention to

educational needs.

gain appointment emphasize service activities with

an educational program designed to meet their special

4

4. In order to meet the demand for physician service in some hospitals

and in institutions providing long-term, chronic care, particularly state

institutions, a - large--but inexactly assessed--number of FMG°s have been

employed under limited or temporary medical licensure arrangements. Some

of these FMC's have failed to obtain ECFMG certification or to meet state

licensure requirements for unrestricted medical

the number of such -unqualified FMG°s as high as

Estimates place

Many are

serving as institutional staff physicians presumably under professional

supervision or in a variety of paramedical capacities yet their prospects

are severely limited in obtaining the credentials of a physician fully

qualified to practice independently.

practice.

10,000. (3)

5. Serious doubts have been raised particularly in a period of 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 FMC's to benefit from this graduate educational experience

and as an adequate safeguard of the health and welfare of patients. In

effect different standards now exist for USMG°s and FMC's for admission VD

graduate medical education.

(3) Mason. H" Helping the Foreign Medical Graduate Qualify for Medical -
Practice',, Journal of Medical Education 48:684-686, July 1973.

74.



7. or tore than 20 years, the United States at; a component ,of its

programs of foreign sia o has encouraged PAC's to cete to the U.S. to obtain

A tyPe of Oa:ciliate tedital 4-du-Cation Arm available to thee in their home

.couritty. Presutably such training Would prepare these physicia
ns to

practice at a higher level of proficiency upon ret
urning to their home

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

is no longer serving its declared purpose a
nd may be counterproductive to the

improvement of health services both in the countries represented by

the exchange visitor physicians and in the U.S.

8. The Immigration and Naturalization Act Amendments of 1965 (Pt.
 89-236)

and 1970 (P.L. 91-225) have had major impact on the migration of 
FMes to

the United States. The termination of the national quota system previously

in effect opened avenues of entry to the U.S. for physicians trai
ned in

countrles where, even in the face of major unmet health needs, the 
available

physician supply exceeds effective economic demand. Secondarily, preferen-

tial immigration status has been assigned to medicine and to some
 related

health professions thought to be in short supply in the U.S. Thus, physicians

from these developing countries are encouraged to emigrate t
o 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 th
e annual output of

all of the medical schools of the world outside of th
e U.S., the People's

Republic of China, the U.S.S.R. and the socialist countries of
 Eastern

Europe.
US)

(5) Gish, 0., Doctor Mie‘ration and World Pealth 
Occasional Papers on Social

Administration, No.43, Social Administration Resea
rch Trust, G. Bell is

Sons, London 1971

75.
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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 Medical Graduates

submitted to the National Advisory Commission on Health Manpower detailed

recommendations to resolve the problems then identified with FMC's.
(4)

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 FMC's to the U.S. and the problems have become

more deep-seated and complex. Simplistic solutions to one phase or

another of the problems have already proved inadequate. Moreover, in

our pluralistic health care system unilateral action by one organization

or agency, even at the Federal level, will fall short of its desired

objectives and may, in fact, create additional problems.

To date there has not been concerted and sustained nationwide effort

to develop sound and coherent policies affecting the entrance of FMC's

into the U.S. their education and training in appropriate institutions

and their effective utilization in the U.S. care system. There is an

urgent need for unified and continuing national, state and local action

programs in which all concerned agencies play an appropriate role in

implementing agreed-upon policies.

I. General Recommendations

• The Coordinating Council on Medical Education recommends

that the following statements be adopted as basic tenets of a.

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

Cra1ttace In the U.S. !Width Care System: ,

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

graduate as well as undergraduate education) provide a sufficient

76.
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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

massive international migration of physicians be achieved in

a manner consistent with the Universal Declaration of Human

Rights adopted by the U.N. General Assembly in 1948, assuring

for every individual the right to leave any country, including

his own, and to return to his country;

4. That in 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 the resolution of medical care problems arising from

shortages or uneven distribution of physicians in the U.S. should

not depend on recruitment of foreign medical graduates from abroad

or on the assignment of preferential immigration status to members

of selected health professions;

6. That all foreign medical graduates seeking opportunities

for graduate medical education must demonstrate that they have

met a standard of professional proficiency equivalent to that

required of U.S. medical graduates eligible for the same type or

level of graduate education so that there may be assurance of

their capacity not only to benefit from the educational experience

but to provide effective care under supervision.
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7. That a physician, FMG or USMG, whether engaged in the $n-

dependent or institutional practice of Medicine, must posse-so

an unrestricted license to practice his profession in the

governmental jurisdiction in which his practice is located

unless the physician is formally enrolled in a medical

educational program approved for such training;

8. That a required component of an accredited graduate

medical educational program for FMC's consist of a formal

orientation and educational experience incorporating

appropriate curriculum content and of sufficient duration

to insure the proper orientation of FMC's to the U.S. systems

of medical education and health care as well as the acquisition

of an adequate understanding of the basic medical sciences,

the English language, and U.S. culture;

9., That such acculturative experiences be conducted under

the sponsorship of appropriate educational agencies and

where feasible and appropriate on an areawide or regional basis;

10. That, in exercising its appropriate responsibility for national

policies in graduate medical education, the Coordinating council on. .

Medical Education formulate national policies with respect to medical

educational programs for FMG1s; that the Liaison Committee on Graduate . .

Medical Education, be assigned responsibility for the accreditation of

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

including fellowships and.other-special programs; and that the

Educational Commission for Foreign Medical Graduates (ECFMG) be delegated:

responsibility for the planning of a comprehensive national program

designed to improve the professional and related skills of all FM'S

coming.to the U.S. for graduate medical education.•
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11. That the funds necessaryijo establish and maintain for

a five-year period the national programs encompassed in the

above recommendations be secured through foundations, Federal

grants and voluntary contributions of concerned national, state

and local organizations.

II. Specific Recommendations

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

issues, 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 FMC's now migrating to the U.S.,

are encompassed in Section II-D.

A. Recommendations on Temporary Visitor Physicians

Since 1962 over 55,000 foreign medical graduates have been

admitted to the United States as exchange visitors in programs a
uthorized
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by the Mutual Educational and Cultural Exchange Act of 1961 (The

Fulbright-Hayes Act).* The purposes of that Act are: 'The improvement

and strengthening of the international relations of the United States

by promoting better mutual understanding among the peoples of the world

through educational and cultural exchanges.'i

In conformity with the intent of the authorizing legislation, the

CCME recommends:

.1. That admission of foreign medical graduates to the United

States as exchange visitors be limited to the defined purposes

and the limited period of time authorized by Department of State

regulations governing designated exchange

improved safeguards should be established

ment of exchange visitor programs as alternate pathways for

FMC's to immigrate.to the United States;

visitor programs;

to prevent the employ-

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

be assured high quality graduate medical education especially

designed to improve their medical knowledge and skills for teach-

ing and practice in.their own country;

3. That commencing July 1, 1976 the sponsorship of FMC's coming

to the U.S. for graduate medical education as exchange visitor

physicians be limited only to accredited U.S. medical schools or

other accredited schools of the health professions;

•
*As defined by. Federal Regulations an exchange visitor is a foreign
national who has entered the United States temporarily on a J-1
visa for an educational or cultural experience and as a participant
in a program designated by the Secretary of State as an Exchange
Visitor Program. An exchange visitor may be paid and may accept a
stipend for meaningful contributions or valuable services rendered
to the institutional or agency sponsor of the designated program.
1119 State Department has designated AMA approved internships and
residencies sponsored by hospitals and related institutions not apart
of educational institutions as P-II Exchange Visitor Programs.

La
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4. that such medical schools or schools of the health

professions specifically approved by the LCGME to sponsor

exchange visitor physicians for graduate medical education

should

a. Have the capability to develop programs tailored

to meet the needs of each accepted exchange visitor

physician;

b. Have developed the necessary attitudes aod resources

needed to achieve mutual cultural understanding between

these exchange visitor physicians and those with whom

they will be associated in the institution.

c. Have clearly demonstrated that all interinstitutional

arrangements made for the development of especially tailored

'programs are specifically entered into for the benefit of the

exchange visitor;

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

into agreements with the governments of other countries wherein 
the

medical educational system of the U.S. agrees to provide specific

types of graduate medical education for individual physicians wh
o .

have been designated to fill key educational, governmental or

other professional posts

governmental agreements,

this country should make

educational agencies and

in that country. Within the framework of

individual educational institutions in

appropriate agreements with recognized'

institutions in other countries. Candidates

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



before entering Into such training to meet standards of

professional preparation established by the U.S. educational
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Institutions and accrediting

to their home country on the

program and would be assured

mental or other professional

home country;

agencies, would be committed to return. •

completion of the agreed upon educational

of previously specified academic, govern-

appointments on their return to their

That the issuance of an exchange visitor visa be contingent

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

institution acceptable evidence that he meets its standards of 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 English language and, if his educational

experience is to include training at the level Of hospital residency,.

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

acceptable standard of professional competence for assuming responsi.,,

bility for patient care under supervision;

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

all exchange visitor physicians be specified in advance of entering

into such training,'be limited, in general to two years or less AM

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

mental and institutional or agency sponsors assuring them of employment

on completion of the extended training' period;

•

8. That the Directory of ApprDved.Internships and Residencies identify

the graduate medical education programs approved by the LCGME available

to FMG's seeking educational opportunities as exchange visitors, and that

the ECFMG be prepared to provide information to FMG's concerning the types 410

go?.
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training offered (specialty or other), the number of
 training

positions approved nd the number of training positions filled.

In addition ECFMG should provide current statist
ical data on the

operational aspects of educational exchange progra
ms, and periodic

evaluation of whether these programs are achievi
ng their assigned

purposes and whether exchange visitor physicia
ns are fulfilling the

. commitments made when they accepted a tempo
rary vita to enter the

U.S. for graduate medical education;

9. That, as an integral part of this countr
y's international

education and cultural exchange activities
, Federal funds be authorized

and appropriated on an annual basis to suppo
rt this national coordinated.

graduate medical education program for e
xchange visitor physicians;

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

amendments to the Immigration and Natura
lization Act enacted in 1970

(PL 91-225) that permit FMG's and othe
r exchange visitors to convert

a temporary visa granted for education
al and cultural exchange

purposes to permanent immigrant status; 
and

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

to foreign nationals of "distingui
shed merit and ability" who have

*The 1970 amendments to the Immigrat
ion and Naturalization Act (P.L.91-225)

redefines the H category of temporar
y visitors as follows: "(H) An alien

having a residence in a foreign country wh
ich he has no intention of

abandoning (1) who is of distinguish
ed merit and ability and who is coming

temporarily to the United States to perfor
m services of an exceptional.

nature requiring such merit and ability;
 or (2) who is coming temporarily

to the United States to perform te
mporary services or labor, if unemploy

ed

persons capable of performing such ser
vice or labor cannot be found in this

country; or (3) who is coming tempor
arily to the United States as a traine

e;

and the alien spouse and minor child
ren of any such 'alien specified in this

paragraph if accompanying him or fol
lowing to join him."

513.
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been invited by.universities and other appropriate institutions and

'agencies to teach and conduct research.

B. Recommendations on Foreign National Physicians .Seeking
Permanent Residence

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

400 different foreign medical schools and representing over 100 nationalities

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

face'tn qualifying for a licence to practice medicine in one or another .

of the 55 licensing jurisdictions in the U.S. are primarily reflections

of the wide variations, that exist among 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 automatically to.

practice in another;,to disregard these considerations in the administra-

tion of our immigration policies will deleteriously affect existing standards

Of medical education and medical practice in the U.S.

The CCME recommends':

1. That physicians seeking admission to the United States

as permanent residents be neither discriminated against in

obtaining immigration visas nor assigned special occupational

preference for Such visas based solely on their possession of

a medical degree; physicians (and other health personnel so

designated--nurses, pharmacists, physical 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;

•



2. That. in order to qualify for a Third or Sixth Preference

immigration visa,* an applicant physician should be required

to demonstrate to the Department of Labor that he possesses

an unrestricted license 'to practice medicine in a State or

other licensing jurisdiction of the United States or has

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

has been accepted for graduate medical edueation in a pr
ogram

approved bythe Liaison Committee on Graduate Medica
l Education;

3. That, in granting labor certification to an alie
n physician

applying for an immigration visa, the Departme
nt of Labor

should not base its determination on the premise
 that there is

•
an insufficient supply of physicians in the Un

ited States as a

whole; consideration should be given to the wi
de ranges of

physician-population ratios that exist in diff
erent geographic

. areas of the United States and to the specialt
y 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 purpo
ses Should coincide

with physician shortage areas designated b
y the Department of

Health, Education, and Welfare for the ass
ignment of National .

*The 1965 Amendments to the Immtgration 
and Naturalization Act (P.L.89-236)

assigned preferential status to immigran
ts 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 w
ho because of their exceptional abilit

y

in the sciences or the arts will subs
tantially benefit prospectively the

national economy, cultural interests or 
welfare of the United States."

Sixth Preference applies to "qualified
 immigrants who are capable of

performing specified skilled or unsk
illed labor, not of a temporary or

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

exist in the United States." g5:
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Health Service Corps personnel, for service repayment of

Physician Shortage Area Scholarships and of Health Professions

Educational Loans or for other purposes; such shortage area

determinations should also be subject to review by and con-

currence of state or regional health planning authorities in

cluding appropriate medical societies;

5. That state legislatures and medical licensure boards adopt

eligibility requirements and qualifying procedures forlicenSuie

that are uniform for all states and apply equally to U.S.. and

foreign medical graduates;

6. That eligibility requirements for medical licensure in

every State, applicable to both. FMC's and USMG's, include

two or more years of supervised graduate medical education

at the hospital residency level in a program approved for

such training by the Liaison Committee on Graduate' Medical

Education;

7. That eligibility requirements for graduate medical

'education at the hospital residency level include. the pro-

vision that all physicians, FMG's as well as USMG's, entering

such training meet in a manner to be determined by the LCGME;

a minimally acceptable standard of professional competence'

requisite for assuming responsibility for patient care under

supervision;



•-graduate medical education in a medical school not accredited

by the Liaison Committee on Medical Education and who are seeking

appointment to an approved residency program be required to

demonstrate through appropriate testing procedures acceptable

to the LCGME that they meet standards of educational attainment

equivalent to those expected of graduates of. accredited medical

SChoola, that they have the potential to adapt to the cultural

milieu in which they will be pursuing their residency training

and that they have achieved an effective mastery of the Engl
ish

. language;

9: That the ECFMG in addition to the responsibilities for

coordination of educational programs for exchange visitor physicians

referred to in Section A above, be assigned responsibilit
y for;

a. the administration of improved screening procedures,

preferably as a prerequisite for the issuance of immigration

visas to FMC's seeking to immigrate to the U.S, and seeki
ng

appointments in approved residency programs, and

b. the planning of a comprehensive national

program designed to improve the professional and

related skills of all immigrant physicians seeking

to engage in the practice of medicine in the Unit
ed States;

10. That the Directory of Approved Internships and Residencies list t
he

graduate medical education programs approved by t
he LCGME

available to immigrant physicians seeking residen
cy level

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

the number of positions offered and the number
 of positions

filled (including the respective number of F
MG's and USMG's

7.
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in training in the same program.) ECFMG, in addition to providing

current statistical data on the operational aspects of these programs,

Should evaluate periodically whether these programs are fulfilling

their assigned purposes and whether immigrant physicians are being

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

U. 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 country prior to January 1, 1976; immigrant physicians

applying to such programs must present credentials acceptable

to the sponsoring schools; the purposes of these special programa

are:

a. To provide a proper orientation to our health care

system our culture and the English language, and

b. To identify and overcome those educational deficits

that handicap FMC's in achieving their full potential as

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

12. That exceptions to these policies and procedures for

immigrant physicians seeking to practice their profession in

the U.S. be permitted only under unusual circumstances, e.g.,

when a distinguished medical educator,or research scholar

seeks to take up permanent restdence_in the U.S.

'
C. Recommendations on U. .,Nationels Studying Medicine

Abroad

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

to be' currently enrolled in medical schools located outside of the U.S.,
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almost 1,800 of them in a single medical school in Mexico. 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 country. Only the 16 Canadian schools, 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.

.U.S. students contemplating medical education abroad have not had

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

education or requirements of the various licensing jurisdictions for full

and unrestricted licensure on their return to the United States. The number

of U.S. applicants to medical schools will far exceed for some years to

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

ficant-and continuing expansion of enrollments in existing U.S. schools

and the establishment of a number of new schools in the past 10 years.

In 1968, two of the major national medical associations most directly

concerned with medical education in the U.S. jointly endorsed the position

"that all medical schools should now accept as a goal the expansion of

their collected enrollments to a level that permits all qualified applicants

to be admitted. As a nation we should address the task of realizing this

policy goal with a sense of great urgency." This aim has not been achieved

and does not appear to be feasible today. In all probability an alternate

and sounder approach is now in order, namely, "a broadly based e
ffort...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, DREW Publication No. (HRA) 74-27,

G.P.O. Washington, P. C., December 1973.

19.
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mith enrollment levels to be adjusted accordingly.
”(8)

The CCME recommends:
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1. That continuing efforts be made to establish and maintain

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

manpower needs;

•

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

. the study of medicine be assured equal opportunity to compete for

admission to an accredited U.S. medical school; unsuccessful

candidates should be encouraged through counseling to enter an

alternative career rather than to enroll in a.medical school

.abroad where the quality of medical education may fail to meet.

U.S. standards and may be inappropriate to U.S. health care needs;

those who' counsel students in high schools and colleges should

be better informed about medical education and practice in

. giving guidance to students who indicate an interest in medicine;

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

the Coordinated Transfer Application System (COTRANS) established

by the Assoclation of American Medical 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, -LIU, The Stork; Admission to Medical School, Going
to a Foreign School and Other Hazards, (Editorial), Journal
of Medical Education 48:693-695, July 1973.

•



4. That pending the achievement of the objective set forth in

recommendation C-1 above, funds be made available to assist U.S.

medical schools in underwriting the special costs of educational

programs for U.S. nationals who are studying in or have graduated

from foreign medical schools; and

S. That eligibility requirements for U.S. nationals who have

Aobtained their medical degrees in a medical school not accredited

by the Liaison Committee on Medical Education and who seek to

enter graduate medical education or to qualify for medical licensure

in the U.S. be identical with those required of other graduates of

unaccredited medical schools.

D. Recommendations on U.S. Assistance to Medical Education

in Developing Countries

The "pull factors" drawing these EKG'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

additional training or career opportunities elscwhere than in thei
r

homeland are beginning to attract the attention they deserve. Basic

responsibility for the resolution of the economic, cultural, profe
ssional,

and other problems underlying these international migrations
 must rest

within the countries in which these physicians originate.
 Nonetheless,

the United States can, with great benefit to its own in
terests, materially

assist lesser developed countries in finding solutions to th
eir most

pressing medical educational problems.

The CC ME recommends:

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

developing,countries in strengthening their own medical

and other health.profesSionsechools; the objective of. this

program should be to encourage these countries to establish

and maintain educational institutions meeting their own

educational standards.and which prepare indigenous health

manpower specifically to utilize locally available resources

in meetingloCal needs;

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

efforts of the World ilealth Organization and associated

.United Nations agenCies to study in detail the worldwide

problems resulting from the international migration Of

physicians and nurses;

3.• That cooperative educational programs be developed as a

demonstration of the potentials of medical educational

exchange for mutual benefit in which medical schools in

developing countries share with U.S. medical schools :j  the

training of both American and foreign. medical graduates;

1

4. That the U.S. support both directly and through WHO

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 little or no health care;

5. That provisions be made for foreign medical graduates

to participate in service- programs experimenting with new

9c2.
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provide selected foreign medical graduates an educational

experience demonstrating approaches which may assist them

in developing similar or related activities in their own

country.

III. Implementation of Recommendations

4 The 44 recommendations offered above parallel and in some

instances coincide with the recommendations made in 1967 by the Panel

on Foreign Medical Graduates and endorsed by the National Advis
ory

Commission on Health Manpower. Many of the highly pertinent recommenda-

tions made at that time have not yet been implemented. In the interim

the full effect of the 1965 and 1970 amendments to the Immig
ration and

Naturalization Act has greatly encouraged FMC's to migrate to t
he

United States. This migration has been particularly from less economically

advanced countries where standards of medical education and 
medical

practice are not equivalent with our own and cultural bac
kgrounds are

quite different from those of the U.S. These amendments have also resulted

in a marked increase in the number of foreign nation
al physicians remaining

permanently in the U.S. Moreover, in this same period, larger and larger

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

majority of these U.S. nationals fail to complete th
e required course of

instruction; even those who obtain a foreign medical degr
ee encounter

serious difficulties in qualifying for medical licensur
e in the U.S.

In setting forth its recommendations, the National Advi
sory

Commission expressed the hope that they be implemented 
through the

voluntary acceptance of appropriate responsibility, 
by government,

universities, the health professions and other organ
izations and agencies.

93.



Until now there has been no organizational framework on a nationwide

scale for such coordinated voluntary action related to key educational

components of the issues and problems involving F' s.

It is the conclusion of the Coordinating Council on Medical

Education that the colE and its associated Liaison Committees are an

appropriate mechanism to implement the recommendations on foreign

medical graduates set forth in this report. Accordingly, to accelerate

such implementation, the CCME recommends:

2. That the report be forwarded to the five parent bodies of

0
of the CCME for review and approval;

2. That CCME assume leadership responsibility for the adoption0

of sound national policies affecting the graduate medical-c7s

-c7s education of FM's and their proper role in the U.S. health0

care system as recommended in the report;

0

• 3. That, after approval by the five parent bodies, the report

be circulated for comment among appropriate representatives of

all concerned national organizations, Federal agencies and
0

other selected individuals; and0

4.. That there be convened .promptly thereafter, in association

with other related agencies an invitational conference Of key

5 representatives of national professional associations, other

8 concerned national organizations, and of selected Federal

agencies to consider the policy Issues and recommendations.

incorporated in this report and to adopt a coordinated

implementation program.
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U.S. Physician (M.D.) Supply
1963-1972

Increase
1963 1972 Number Percent

Total Physicians . 275,140 356,534 81,394 29.6

U.S. Medical Graduates 238,571 282,257 43,686 18'.3.
Foreign Medical Graduates 36,569 1 74,277 37,708 103.1

Canadian • • 5,644 • 6,268 624 11.1

Other 30,925 .68,069 37,084 119.9
• '

Percent .FMG's 15.3 20.8

Physicians/10,000 Population
Total. • 14.5' 17.1

U.S.M.G.'s 12.6 13.5

. FMG's 1.9 3.6

1 , •
Total .U.S:. Population
(in.thousands) 189,242 208,842 19,600 10.4

..Source: DistribuUon of Physicians in the United States,

3.963 and 1972, Center for Health Services Research

and Development, American Medical Association, Chicago.
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Licentiates Representing Additions '
to the Medical Profession in.the U.S.

1950 - 1973
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.1960

Total

1950 6,002
1951 6,273
1952 6,885
1953 7,276
1954 7,917

1955 7,737 .
1956 7,463
1957 7,455
1958 7,809
1959 8,269

8,030
1961. 8,023
1962 8,005
1963 8,283
1964 7,911

1965 9,147
1966 8,851
1967 9,427
1968 9,766
19699,978

.

1970 11,032
1971. 12,257
1972 14,476
1973 16,689

TOTAL 214,961

Averages:
1950-54 6,871.
1955-r59 7,747
1960,64 8,050
1965-69 9,434
1970-73 13,614

1950-73 8,957

USMGis
Number

5,094
5,704
6,316
6,591
7,145

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

6,611
6,443
4,648
6,832
'6,605

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

.
8,016
7,943

, 7,815
9,270 ,

68,235

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

7,010

iMG's
Number Percenr

'308 5.1
450 7.2
569 8.3
685 9.4
772 9.8

907 11.7
' 852 11.4
1,014 13.6
1,166 14.9
1,626 19.7

1,419 17.7
1,580 • '19.1
1,357 17.0
1,451 17.5
1,306 16.5

1,528 16.7
1,634 18.5
2,081 22.1
2,185 22.4
2,307 .23.1

3,016 27.3
4,314 35.2
6,661 46.0
7,419 .44.5.

46,607 21.7

557 8.1
1,113 14.4

' 1,423 17.7
1,947 20.6

. 5,353 39.3

1,942 21.7.

Source: Medical Lictmsure 1973, St4tist1cal Review, Journal of the ,

American Medical Association, 229:445-45, July 22, 1974.
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TABLE 3

M.D. Licentiates, Additions to

the Medical Profession

1973

States (or Territories) with 50 Percent or more In
itial Licenses

Granted to i'MG 

STATE USMG's FMC's TOTAL
PERCENT
FMC's

Virgin Islands 0 2 2 100.0

Maine 26 216 242 89.8

North Dakota 12 65 77 84.4

Delaware 11 33 44 75.0

Puerto Rico 47 117 164 71.3

Michigan 342 844 1,186 71.2

New Harpshire 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 York 973 1,426 2,399

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

TOTAL - All States • 9,270 7,419 16,689 44.45

Source: Medical Licensure, 1973, Statistical Review, Journal of the

American Medical Association, 229:445-456, July 22, 1974.
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TABLE 4

STUDENTS AND GRADUATES IN MEDICAL AND BASIC SCIENCE SCECTLS*

'_YEAR
NWBER. OF
SCX0OLS

1930-31 76

194C-41 77 -

1950-,51 79

1950-61- 86

1970-71 103

1971-72 108

1972-73 112

1973-74 114

.1ST YEAR
- ENROLLMENT 

6,456
5,837.

' 7,177

8,298

11,348

12,361

- 13,726
14,044***

TOTAL .
ENROLLMENT GrASUATES .

21,982 4,735 .

21,379 '5,275

26,186 -6,135

30,288 6,994

.40,487 '8,974

43,650 9,551

47,546 10,391

51,000** 11,852**

*Table developed from information publi
shed annually, Medical Education in the United 

States.,

The Journal of the American Medical Ass
ociation.

** Estimaten

*** Li-haF:Am
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TABLE

•

•

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

and 1972-73

Total
Positions
Offered

Total
Positions
Filled

Positions
Filled by

& Can.
Graduates

Positions
Filled by
FMC's

Positions
Vacant

Internships 

1950-51 9,370 7,030 6,308 722 • 2,340

1955-56 11,616 . 9,603 7,744 1,859 2,013

1960-61 12,547 9,115 7,362 1,753 3,432

1965-66 12,954 9,670 7,309 2,361 3,284

1970-71 15,354 11,552 8,213 3,339 • 3,802.

1972-.73 13,650 11,163 7,239 3,924 2,487

Residencies

1950-51 19,364 14,495 13,145 1,350 4,869

1955-56 26,516 21,425 17,251 4,174 5,091

1960-61 32,736 28,447 20,265 8,182 '4,339

1965-66 38,919 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 28,134 21,525 19,453 2,072 . 7,209

1955-56 38,132 31,028 24,995 6,033 7,104

1960-61 45,333 37,562 27,627 9,935 7,771

1965-66 51,933 41,568 30,074 11,494 10,358

1970-71 61,938 51,015 34,708 16,307 10,923

1972-73 65,308 56,244 37,849 18,395 9,064

Source: Medical Education in the United Sta:es 1972-73,

Table 25, JAMA 226:939, Nov. 19, 1973.
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TABLE 6

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

. • •Ap 
Peekeit of • 

prcalions
rintNeat Nuo.f.er of Numl•ir of Ammed Ti,,tNear. T.it41 1

tlfN1. EMonts
Clan AMdiont% Appkasions Udiciduil ANdicants Emollrmie

.196344
. .

17,668 70,053 4.0 9,053 8,565 8,842

1954,65 19.16x 64i574 4.4 9,043 8,587 8,836

1965,66 18,703 87,111 4.7. 9,012 8,554 8,760

- 1965-67 18,250 87,627 4.8 9,121 8,775 ' 8,991

1967-68 1 18,724 93,332 5.0 9,702 9,314 . 9,473

1965-69 21,118 112,195 5.3 10,092 9,740 .9.861

1959-10 24,461 133,822 5.5 10,547 10,769 10,422.

1970-71 24,9S7 148,797 6.0 11,500 11,169 11,348

1971-72 29,172 210;943 7.2 12,335 12,0S8 12,361 .

1972773 36,135 267,305 7.4 13;757 13,352 13,677

4 Includes previously curolled students.

jetteptid ,

51.3 -.
47'.2
4S.2 '
560
51.8'

, 47.9
43.1
46.0
42:1 .
.3S.)

Source: Dube, W. F., AppliCants for the 1972-73 Medical School Entering

Class, Datagram, Journal of Medical Education 48:1161-1163,

December.1973. I {

•
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ASSOCIATION OF AMERICAN MEDICAL COLLEC;ES

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 be made available under any applicable program__
(defined as those for which the Commissioner .of Education 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...educational
institution, the right to inspect and review any and all
official records, files and data directly related to their
children..." A subsequent provision transfers the rights
accorded parents to students who have attained. the age of
eighteen or who are attending institutions of postsecondary
education. TI4s section will become effective on November 19,
1974, 90 days after enactment.

. This provision, frequently referred to as the Buckley
Amendment, was adopted as a Senate floor amendment, accepted by
the Conference Committee and subsequently enacLed 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.

- However, the AAMC is concerned about the potential impact
of this provision on medical education. I have written to the
Secretary of HEW, expressing 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
welcome your comments on this Act.

cc: Deans of Student. Affairs
Business Officers



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

 c
ol
le
ct
io
ns
 o
f
 th

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

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
defining the scope of a revised admissions assessment program.

The report of the National Task Force for MCAAP Was presented
at the Annual Meeting in 1973. Subsequently, the Executive COuncil
appointed a committee to review the task force reports. That 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 should be sought for these developments.

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

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

10(2.
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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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OSR NORTHEASTERN REGION

The OSR Northeastern Region was very active this year in seriously considering
and presenting more 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 physician
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
N1RMP, 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 Birmingham, 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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OSR WESTERN REGION.

The OSR Western Region participated in AAMC activities in4 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 Asilomat, California.
The GAP Report, women in:medicine, and 9thei 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

Region

/0&.
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REPORT ON OSR.ACTIVITY ON NATIONAL BOARDS
 AND THE GAP REPORT

•

•

The "GAP Report" (the report of the Committ
ee on Goals and Prior-

ities of the National Board of Medical
 Examiners), released in March,

1973, proposes changes in National Board exa
ms and in regulations for

licensure, that could have an enormous
 impact upon medicine and med-

ical education. It has provoked uproar
s of concern and fear from every

constituency within the profession. A 
summary of the report's recom-

mendations and the major student con
cerns are included in this agenda

in the background information for
 the discussion group on the GAP

Report.

The OSR has been actively involv
ed this year in National Boards

and the GAP Report. In January, w
e initiated a petition for student

representation on the National Boar
d of Medical Examiners (NBME), and

at our invitation SAMA and SNMA
 joined in the petition. It was ap-

proved by the NBME, and .provisions a
re now being made for two student

seats. The GAP Report was the major 
discussion topic at the spring

regional meetings of the OSR. The re
gional representatives whoa led

the discussions and wrote the region
al position papers were Mark

Cannon, T.W. Coll.-VT—Wisc.; Susan 
Shackelton, U. of Cal,..r..San Diego;

Michael Victoroff,. Baylor; and Fred
 Waldman, NYU.'Mr.

Ms. Shackelton were also on the n
ine-member AANC task force on the

GAPN 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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REGION 

South March 23-.26

West April 6-8

April 29-23Northeast

'Central. May 1-3 .

Hyatt House
Winston-Salem NC

Asilomar
Pacific Grove, CA

Motor House,
'Williamsburg, VA

Clayton
St. Louis, MO

Adates and . locations. will be,communicateg. to Yon, by your.

Regional',ChairpeiSon,

loge
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ASSOCIATION 05 AMERICAN MEDICAL COLLEGES

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

October 2, 1974

MEMORANDUM

TO: Student Affairs Deans of U.S. Medical Schools

FROM: Robert J. Boerner, Director '0

Division of Student Programs

SUBJECT: OSR-AAMC BULLETIN BOARD

Included with your fall issue of STAR was the first copy of the OSR-AAMC Bulle
tin

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


