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Purpose of the-Conference
4

Eugene S. Mayer, M.D.
Deputy Director, -North Carolina AHEC
Conference Coordinator

These proceedings describe a national meeting held in Asheville, North
Carolina on April 25-27, 1975, to discuss the Area Health Education Centers
Program (AHEC). The meeting ,was jointly sponsored by the eleven
universities holding Federal contracts for the support of AHEC through the
Bureau of Health Resources Development (new the Bureau of Health
Manpower) of the U.S. Departmen1 of Health, Education, and Welfare.

This meeting built upon two previous national meetings sponsored by the
Federal Government for discussion of administrative and budgetary items
cqnnected with the program. These meetings, held in St. Louis (May, 1973)
and Dallas (February, 1974), were attended by the AHEC project directors
and their immediate administrative staffs to the general exclusion of faculty
and staff actually conducting educational program's in AHECThettings.

For this reason the project directors arranged the meeting described in these
proceedings to,consider issues relating to decentralized and regionalized
health professional education. The majority of the participants.,were faculty
and staff from AHEC settings in various parts of the country who, it was
believed,eould benefit from sharing program experiences and problems with
each othet. 0-

The eleven Aponsoring'universities were:

Tufts University °

West Virginia University
The University of North Carolina, Chapel H
The Medical University of South Carolina
The University of Illinois
The Univeraity of Minnesota
The University of Texas Medical Branch at Galveston

- The University of New Mexico
The University of Missouri

^ The University of North .Dakota
The University of California, San Franciscp



AGENDA National Conference \

The.Area Health Education Centers Program ,

THURSDAY, APRIL 24

6:00-9:00

FRIDAY,

9:00-10:15 AM Welcoming Remarks

Dr. Henry S.M. Uhl
Director, Mountain AHEC (N.C.)

Dr. Christopher C. Fordham, Ill
Dean, University of North Carolina School of Medicine

April 25-27, 1975
The Grove Park Inn
Asheville, North Carolina

Social Flour: The Green Room

Keynote Address: Decentralized Health Professional
Education from the Carnegie Perspective

Mr. William C. Friday
President, University of North Carolina _

Dr. Margaret Gordon
Associate Director, Carnegie Council On'Polioy Studies in Higher Education

10:15-10:30 AM Coffee Break

10:30-Noon

2:30-4:30 PM

ro

Panel Discussion:' Regionalization and Educational
Program Development

Dr. William Wiese, Moderator
Project Ditector, NewMexico AHEC.

Mr. Don Arnwine
President, Charle'ston (W.Va.) Area Medical Center
"Medical Education: Undergraduate and Graguate"

Dr. C. Glenn Pickard
.

MediCal.COordinafor, Family Nurse Practitioner Program.
University of North Carolina Schad of Medicipe
"Mid-Level Practitioner Development"

Dr. Douglas Fenderson
-Director, Office of ContinuinVA4dical Education.
University of Minnesota
"Continuing Edocati "

Panel Discussion: Interdisciplinail Program Development

Dr. Edith Leyasmeyer, MOderator
Project Director, Minnesota AHEC

vi

a



8:00-9:30 PM

SATURDAY, APRIL 26

9:30 AM-12:30 PM

Ms. BernadineqA. Feldman
AHEC 'Nursing Liaison,'Universityof Minnesota
"Curriculum Articulation in. Nursing"

OF. Rodger.. C. Kollmorgen
()apartment of Psychiatry, University of Minnesota
i'Interdisciplinary Education and the Health Care Team Concept"

r. RiChard J. Schimmel
Associate Dean, School of Associate Medical Sciences,
University of Illinois .

"Innovations in Basic Sciences Curriculum"

Dr. Richardson K. Noback
Dean, University of Missouri at Kansas.City
Medical School

""Innovationt in
Schools

Education's

roundtable Discussions
Allied Health: The ,Cherokee Room
Dr. Manfred J. Meier
Coordinator, Allied Health Professions
University of Minnesota. 4

Nursing: The Mountaineer Room
Mrs. Carol M-f Eady
Coordinator, Nursing Education
Illinois Area Health Education System

Pharmacy: The Grotto Room
Dr. Robert A. Sandman
Assistant bean, School Of Pharmacy
University of Missouri at Kansas City

Dentistry: The PineRoom
Dr. Alfred C. Waldrep
Coordinator, Dental Programs
South Carolina AHEC

Public Health: The Cherokee Room-
Dr. Charles Harper
Director, Division of Communitytlealth Service
University of North Caroliria School of Public Health

Medicine: The Ballroom
Dr. Edward P. Donatelle
Chairman, Departmetit of Family Medicine
University of North Dakota School of Medicine

Evaluation: The Forest Room
Ms. Bernadine M. Feldman
Evaluation Consultant
Minnesota AHEC

`,panel Discussion: AHEC Governance
'Mr. Glenn Wilson, Moderator
Program Director. North Carolina AHEC

vii
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2:30-4:30 PM

6:30 PM

SUNDAY, APRIL 27

9:30-11:30 AM

Dr. Cecil a Snaps
Vice.Chancell& for Health SCiences,
University of North Carolina at Chapel Hill

Dr, Charles E. Andrews
Provost for.lJealth Services
West Virginia University
Project Director, West Virginia AHEC

Mr. Dewey Lovelace
Director, Wilmington (N.C.) AHEC

Mr. Gary Dunn
Project Director, North Dakota AHtq

.Panel Discussion: The AHEC and Regional Educational
and Health Services Institutions

Dr. T. F. Zimmerman, Moderator
Project Director, Illinois AHEC

Dr. Bryant Galusha
Director, Charlotte (N.C.) AHEC

Dr. James McGill
Associate Director, Health Affairs
State of Illinois Board of Higher Education
Dr. Karl J. Jacobs
President, Rock bailey College, Rockford, Illinois

..Carbkina Pig Pickin': Campground of the Grove Park Inn

Panel Discussion: The Future of AHEC: Some Perspectives

Dr. Hartwell'yhom son, Moderator
Deputy Director, W st-Virginia AHEC

Dr. Margaret Go
Associate Direc Carnegie Council an
Policy Studies in igher Education

Dr. David Kindig Ir.
Deputy Director, ureau of Health Resources Development

Dr. August Swans n
Director, Department of Academic Affairs
Association of American Medical Colle
Dr. Brian Biles ,
Professional Staff Member
Health Subcommittee, U.S. Senate

Mr. Stephan E. Lawton .

Counsel, Subcommittee on Health and the Environment
U.S. House of Representatives

Mr. Daniel R. Smith
National AHEC Coordinator
Bureau of Health-Resources Development

Summailzation of Conference

Dr. Eugiine S. 'Mayer
Peputyibirector", North Carolina AHEC
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Th AHEC Prograiir A Brief Description*

4.
- The specifid* purposes and functions of the Area

Health Education Centers Program (AHEC) and the
method by which contradts_for their establishment
were awarded are detained al some length in the
publication, "Area Health Education Centers",
DHEW Publication No. (HRA)74-7. Briefly the AH EC
Program is a system , which links health service
organizations and educational institutions in com-
munity settings to an academic health science
center in order to Vat regional and local health
manpower needs ththugh decentralized and region-
aliZed educational prograft.

,...

Elev n medical schools or academic health
scienc centers, under contract with the U.
Depart ent o. Health, Education, and Welfare
through the ,Bureau of. Health Manpower have joined
through subcontract with one or more community

i.1 'hospitals some distance away to provide education
Ilk and training in areas which are in need of health,

personnel. These regi nal community hospitals (the
AHECs) in turn form ffiliations with other hospitals,
health service age cies; and educational institu-
tions throughout defined geographic area to
conduct the needel health mmpower development

/ ,. .p grarns.
1

,

\
The major Purposes of the AHEC program are to:

Increase health manpower in areas where it is
6 in skirt supply and aid in developing an

equitable distribution of health manpower;
- 2. Improve the, balance between primary care

d s ecialtY-Oriented healthrnanpower;

3. D ecenalize meifipiroduCation,. both to make
it more

tr
widely7aVarlabie geographically, and

make 1 leof existing clinical facilities;

. /

'4. Establish linkages a ng existing health
educational and cli .institutions and
related institutions rovIding educati n and

. graining in the healt field;

5. Involve- health science centers in t develop-
ment of integrated education programs
which include a ariety of depa tments;

6. As a by-produ t of the educational erograms
which the A ECs develop; improve health
'servjces in th scarcity areas.

The ,AHECs funded r nder this program are
adaptations of th recom endations in the October,
1970 report of t e Car egie Commission.. entitled
"Higher Educati n and the/Nation's Healtht Policies
for Medical an Dentarducation." The original
legislative authorizatib for this program is in .

Section 774a /of the 1 71 Comprehensive Health.
Manpower Training t.

It should be point out that other adaptatiohs of
the Carnegie model re being attempted under othe
names an by v lolls agencies and programs
including the er ns Administration, the Regional
Medical Progra , and some State programs. o

Although there are points of interlace between these
. ,

various programs and the AHEC program, only the
activities of the HEC Program funded in part by the
Bureau of Heal Manpower are the subject of these
proceedingg.

:This descriptioi of the AHEC PrograrQ it abstracted from the
°introduction to. Ihe proceedings of the first Nation4I Conference,
On AHECs held in St. Louis May 17-18, 1973. This earlier
introductioh Was written by Mr. Daniel Smith, now Natiorial
Coordinator, Area Health ,Education Centers Program, of the
Burea% of Health Manpower of the Department of Health,
Educatioh, and Welfare. =

P



Conference Summary

Dr. Eugene S. Mayer
Deputy Director, North Carolina AHEC
Conference Coordinator

A summarizatiOn of this 21/2 day Conference could
never do justice to the invaluable contributions
made by each of the speakers, by the audience, by
the roundtable participants, end by those conduct-
ing "corridor conversations." However, several ,

themesrere apparent to me th oughout the formal
presentations which I believe can be considered
under Three general headings namely:

1. A reaffirmation of the gibals and principles of
the AHEC Program.

2. An updated review of some of AHEC's
accomplishments and associated problems.

3. A consideration of. sme mental issues
which require conti uing atte tion if the
AHEC Program is to reach its goals and
continue to receive public support.

The Goals and Principles of the AHEC Program

We owe special thanks to Dr. Gordon who
effectively set the stage for, the Conference by
reminding us, that the AHEC concept is an out-
growth of the October, 1970, report of the Carnegie
gcommission entitled, l'Higher Education and the
Natioh's Health: Policies for Medical and Dental
Education," which subsequently found legislative
expression in the Comprehensive Health Manpower
Training Act of 1971. From her comments and those
of several of the Speakers who referred both to the
original Reqwest fOr Proposals from the Nati`ot*
Institutes of Health, which led to the '11 Federal
AHEC contracts, and to the goals_agreed to by the
eleven projects in earlier. national meetings, there '
r1t least three broad/goal categories forlAHEC.

A. Broad Social Goals

1. To increase the supply and to improve the
geographic distribution of health personnel
of all types throUgh the educational process
and through a general improvement of a
region's professiOnal environment.

2. To improve the imbalance between n-
eralists and, specialists- in" the. ealth

care sYstem by focusing on the training
of primary care manpower. .

'3. To create an edeonal system which
.maximizes the of existing clinical
facilities and exi, ting educational institu-
tions in a geograp 'c region so as to avoid
the socially nonprodu proliferation of
more university health science centers
(UHSC) than are really needed.

B. Institutional Goals,

1. To tievelop effective partnerships between
UHSCs and community hospitals (AHECs)
which offer real potential for institutionali-
zation upon cessation of federal funding.

2. To examine the hypothesiS that such
partnerships can maximize the impact of
the educational process orrthe broad social
goals of the program:

3. To test.this hypothesis in a manner Which
ompromises neither the quality of the

educatio grams of the university or
the patient 'care services/ of community'
institutions.

C. Educational Goals

1. useuse the °newly stablished rrtuitiy
institutional educati al .system" as an
exciting new classro m and laboratory for
health science st dents from both the
UHSC and from re tonal educational insti-
tutions.

2. To provide students from the UHSC not
only with Inn VativeNducational progtams
in a com nity setting but also With

o ,exposure the community itself so as to
increase the likelihood that the student will

.'chotiise a career of practice in a community
Setting. 0

In attempting to link the educational process to
the Oornincifilty's needs for health manpower, -the
firstfour panels served to remind us of the principles
underlying the AHEC approach suggested by the



Carnegie CominiSsiOn Thb principles which can be
identified from these panels are

1 The. AMC Program is a program of health
manpower education and training- It is, per so,
not a program of health services organization
and delivery, community health planning, or
health care quality assurance, although it has
appropriate links to such prOgramS.

a Although its overriding social 'concern is to
'mar* the geographic and specialty distri-
bution of health manpower, the AHEC Pro-
gram will not, by itself, solve all distributin
problems. However, AHEC is bettor viewed as
a critical' pieceof the national solutiot as it
represents a program which assure that
established health educational and health
service institutions will assume their appropri-
ate responsibility for contributing to the

.-
national solution. We are indebted to Dr. Biles

.." for this opportunity to reaffirm our relationship
to the various approaches neecied to effect a
national solution. .

3. The key factor linking the educational process
to the geographic distribution of health_
manpower is the impact of the educdtional
process oh the professional environment of a.-

. ; community. This impact reties upon several
. operating principles whiCh are fundamental to

AHEC.

Decentralized edOcational progranis:Panel
#1 _ indicated that the education
and training programs of the UHSC must
reach community settings if we are to
improve the climate for professional prac-
tice and 'decrease professional isolation.
This panel indicated that AHEC offers the
potential for providing significgnt educa-
tional opportunitits for UHSC students,
including new health roles such as the
nurse practitioner, in community settings
and also indicated how community practi-
tioners have their own -continuing educa-
tion enhanced not only by organized
programs of Continuing education but
through their functioning as teachers.

`f=inally, the panel indicated that decentrali-
zation implies a new partnership between
the UHSC, and the regional center (AHEC)
which recognizes that considerable auton-
omy' in defining and implementing educe-

. tonal programs rest- with the regional
center. Panel #3 made fdrther references to
the issue of autonomy and governance
which I will consider' again later.'

Regionalized Educational Programs: Panel

111 also indicated that an essentialoporliting
. principle of the AHEC Program is the

development of a network of relationships
which linktthe UHSC to a limited number of
regional centers (AHECs) which, in turn,
assum6 direct responsibilities for educa-
tion and training programs that reach into
Surrounding communities in their defined
service areas. These arrangements not only
presept the UHSC with a manageable
number of community affiliations but also
increase the likelihood that local health
manpower 'heeds will be met through a o
nearby regiondl center.

.

MultidisriPlinarytand interdisciplinary Ap-
proach: If AHEC is to improve the regional
environment for professional practice, it .

must assist in the development and mainte-
nance of well qualified health manpower of
all types. Panel #2 clearly demonstrated

.that the'MEC Program offers the opportu-*/
nity for health manpower education and
training for a variety of health profesSional
and nonprofessional role . It also indicated
that the AHEC might offer more favorable
environment for interdisci I inary education
than has the traditional UHSC.

The. Continuum of education: It seems
clear that if theprOfessional environment of
a region helps tot influence the distribution
of health manpower, then :educational
programs throfigh the AHEC must not be
limited to university students. Panels #1 and
#2 demonstrated qUite well that the national
AHEC Program spans the continuum of

.eduCation, including undergraduate health
professional and allied health education,
graduate training such as for interns, and
residents, and continuing education for all
forms of health manpower, We even heard
that AHEC has reached back into the
secondary sChOols to improve health car-
eers coLinseling.

car -
eers

.
4. The key factor linking theeducational process

to the specialty distributiorief health manpow-
er'is a redirection of our educational process
td include a greater emphasis on education
and training programs oriented to primary
care. All four panels demonstrated that the
AHEC Program has allowed for a dramatic
increase in the primary- care training of
physicians and panel #1 further reminded us of
the potential for training nurse practitioners
and physicians' associated in regional and
community dettings through AHEC. ,



6 Althouglieach of the four preceding principles
are timely and consistent with helping to meet
the health care needs of underServed commu-
nities through the educational process, they
require firm commitments of long duration by
the university and the regional centers if they
are to influence the supply and distribution of
health manpower over time. Panels N3 and #4
indicated that such commitments require the
full support of faculty and staff at both
institutional levels which means the develop-
ment of an organizationalostructure which
provide's these institutions with some measure
of control over program development, espe-
cially if they are 'to make long term commit-
ments to faculty and staff and to seek funding
from State governments and other sources.
The organizational arrangements-outlined as
essential to the AHEC Program's success by
panels tf3 and -#4 are as follows:

That the primary responsffility lies with the
UHSC. It was pointed ut that programatic
resp nsiveness to lo al needs and accoun- .

tabiliy for this pe ormance are based in
Federal requirements for quantified perfor-
mance statements outlining _performance
expectations over a five year period of time.
In North Carolina this same approach is
now being followed with State funds which
have been allocated to the AHEC Program.

That &le regional responsibility lies with the
regional community hospital (the AHEC),
or with a consortium of several community
hospitals which already control most of the
clinical resources of the community needed
for health manpower education and train-
ing.

That the AHEC assures its regional focus by
working with a multi-disciplinary, multi-
inslitutional advisory committee draWn
from its geographic service area. Opera-
tionally it conducts regional programs and
utlizes additional clinical and educational
resources though subcontractual relation-
shfps with mailer community hospitals,
other healt agencies, and local education-

.

al institutions.

That the total program represents a part-
nership between the various health disci-
plines, althoUgh it is Lanier a single program
directory at the UHSC which insures- a
coordineted approach to the development
of education and training programs for a
variety of health manpower.

14
4

yhdt through these organizational princi-
ples the total AHEC program is well
grounded in established Institutions which
can be held accountable overtime. This, in
turn, increases the likelihood that Federal
funds will catalyze more secure funding of
the program through other sources as State
government. Panel #3 Indicated that even at
this early point in the life of the AHEC
program the General Assembly of one state'
(North Carolina) has made a major invest-
ment in the long term security of a statewide
network of AHECs linked to the UHSC.

6. The final principle of the AHEC Program that
received attention throughout the various
panel discussions Is that the program does not
exist in a vacuum and has not been imposed
upon a static situation. Rather, it sits in an
environmental context which contains power-
ful socio-economic forces.as well as historical
trends in health professional education and
health care. delivery. Although AHEC will
influence this environment, It is more likely to
be Influenced by it. As such, although a critical

% piece to the solution 'of the problem of health
manpower supply and distribution, AHEC, as
with any other single approach; is not the total
solution to the problem- of access to health
care services.

Program Performance and Problems in the AHEC
Program

The remainder of my remarks will be relatively
brief. I have dwelled on the goals and principles Of
the AHEC Program because, while they were well
covered, in the presentations, they are the most
difficult to arrange in an orderly 'fanner. In addition,
in his panel presentation, Dr. Noback wisely
challenged us Co consider the generic issues
developed in this Conference. I hope I have done
some justice to his request'.

Each of the panels and the various ioundtable
discussions are replete with examples of the
programtnatic accomplishments of the various
AHEC rojects. Since I could not begin to summa-
rize th se accomplishments and their, associated

. probl , I commendyou to the written seminaries
of each of the panels and roundtable discussions. I
would like. to point out, however, that one cannot
help but be streck by the fact that the AHEC
Program is not only a physician oriented program.

`The accomplishments of dentistry, nursing,. phar-
macy, public health, and a variety of allied health
fields is a testimony to the wisdom of the Carnegie



Commission and the federal government in choos-
ing the AMC approach as one method for improv-
ing the total professional environment of a commu-
nity.

Future Considerations

Throughout the Conference I was reminded of
four issues requiring donstant attention if the AHEC
Program is to reach its -goals and continue to be
looked upon with favor by the public. These
reminders were especially clear in the Concluding
panel, and we are deeply Indebted to 'our special.
guests on panel #5 who took time away from their
busy schedules to lend their thoughts and observa-
tions to those of us working in.the AtilEC Program.

The, first reminder is that there Is the need to
assure a partnership relationship at several levels.
Tjiii begins with Federal and/or State government
and the university. The UHSC must not only commit
itself. to a long term effort, but government must
likewise commit itself to a program which has a
coristancy.of goals and objectives and,the security
of funding based upon program performance. Such
constancy and commitment are critical if education-
al institutions-are Lo attract the faculty and staff .

needed to carry out the .AHEC Program and ifs
enough time is to be allowed to determine the impact
of educatiohal programs upon the _problems of
health manpower supply and distribution.

En the Context of partnership, I was also reminded
that the AHEC program must not be content with
relationships between the, university and the, AHEC
alone but must enc,purage a growing and entahgling
partnership between the AHEC and other domrnuni-
ty.. hospitals, health agenciek--,and educatiOnal
institutions as well as with other major public efforts
such as the National Health Service Corps, the
Emergency Medical Service, etc.

A second reminder for th4 future is that, although,
partnership is important, it is only a process: The
AHEC Program must be concerned with specific
program performance and outputs. in the area of
manpower supply and distribution. We are about to
enterour fourth. year of activity, and although'Mr.
Lawton appropriately observed that it is too early to
expect tangible autputlinhealth manpower supply
and distribution, he clearly indicated that the U. S.
Congress will -expect such evidence,after several
more years.

The Conference has served to Indicate that in
terms 'of educational program performance, the
national AHEC Progiam - is' making substantive
progress. A_s measured by the numbers and types of
students, residents, and practitioners receiving
edUcation and training through AHEC networks, our

15
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performance is reassuring. However, at this early
date we must recognize that we reallypave little
evidence to suggest thatwe have had an impact on
the distribution of health manpower. We must be
certain that our efforts are directed toward this end
and that we are developing methods for measuring
this impact. 1 this context, we owe Dr. Galusha a
special vote o thanks for having indicated how the
AHEC centere in Charlotte, North Carolina, has
substantially changed the health manpower situa-
tion in at least one rural North Carolina county
which had been officially labeled underserved by the
Secretary of HEW. We all need to be reminded that
such. eijd points represent the public's real expecte-
tions of our efforts. Hopefully, in three or four years,
Dr. Galusha can report to us that AHEC has had a
similar influence in all 11 counties of the Charlotte
region.

,
The third and fourth reminders that were brought

home to me throughout the Conference are so
interrelated that I will consider them together. On
the one hand, the AHEC Program must be held
accountable-for its performance in the context of its
social, institutional, and educational goals. A
Mechanism ,for accountability exists in the perform-

. ance objectives keyed to the contract mechanism.
On the other hand, AHEC must develop an'

organizational framework that assures long term
security. Th Is security will obviously require contin-
ued funding, and In view of the lack of national
health policy which encompasses th long term
funding of health manpower educati and training,
the
and

program must look to State government
and other sources. With demonstrated performance
and some indication that AHEC can influence the
supply and distribution of health manpower, such
fu9bing is not Impossible.

However, a final reminder is necessary when
considering long term survival. No fu9dirtg source
will 'provide scarce financial resc4rces to the
university for AHEC activities just because it has
good intentions. The success of the AHEC Program
really depends upon the sincere and continued
commitment of both the UHSC and the regional.
community hospitals .in fulfilling their appropriate
responsibilities for. improving access to health care
servities in community lettings through the supply
and distribution of health manpower of all types.
These institutions are our institutions. To the degree
that we in the AHEC Program retain and intensify

.

our commitment to demonstrating the link between
the educational process and the distribution of
health manpower, our institutions will no longer be
in a position to support an introverted.position. This
point alone provides an important dimension to the
future of the AHEC Program.



Welcoming Remarks

Dr. Henry'S.M. Uhl
Director.
Mountain AHEC (N.C.)

-

As transplahte Yankee who is mow a native
Ashevillean, I a ery pleased to have thebpportu-
nity to welcome all of you to this conferenCe. Before
1 leave the podium, however, wish to take
advantage °F linty position to say a few words.
Successful innovation has seldom been a hallmark
of the Anierican educational system. One of the few
permanent and fundamental changes was that
which radically altered medical education as the
result of the impact of the Flexner Report of 1910.
Sixty years later, the Carnegie Commission report is
beginning to have a major impact because change is
needed again. None of us would be here today hadit
not been for that Commision's report.

Let me remind you, as I keep reminding myself,
that innovation in education requires, a long term
outlook and a good deal of fortitude ansd,persis-
tence. Since this conference will often concern iftelf
informally and formally with innovation, I would like
to include a brief but pertinent quotation or two. The
first political scientist to emerge in Western Europe-
an society, Machiavelli, wrote In The Prince; "There
is 'nothinge more .difficult to take in hand, mar

peril s to conduct, or more, uncertain- in its
succ than to take the lead in the introductioh of a
new order of things, because the thnovator, has for
enemies all 'those who have done well under the old
conditions,'end lukeWarrh defenders in those who
may do well under the new." Nevertheless, we must
try to bring about change in a'rationai and viable
process. For it was Sit; George Godfer who said, in
his 1969 Michael . Davis lecture at the University of
Chicago, "I ridivid als will only.getwhat they need in
thit complicated world of medical science if'
conVetent, understanding men have organized the
deployment, of mutually supporting services to that
end."

It gives me great pleasure, then, on behalf of ifty
colleaguea and partners tri the Mountain Area
Health Education Center of western North Car011na,
put board of directors, and our administrative at)d
professional staff, to welcome you to Aitieville
whare you will find a peaceful setting to continue qur
joint nationwide effort to achieve permanent change'
for the benefit of all the Nation. Before he died, one
of the greatest humanitarian physicians. Who ever
lived, Albert Schideitzer, was asked by some intrepid

' person-it-he would care to corn ent on th,e future of
mankind. And he replied, "My k
rnistic; but my faith is optimistic.
t6. strength ,and the will to
thatsame optimism and faith. -----

6 .

owledge is pessi-
May all of us find

ist in our work with
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Dr. Christopher C. Fordham, III
Dean
University of North Carolina School of Medicine

In this opening session we have .two very distin-
guished speakers, and therefore I am going to limit
my remarks'. would like to characterize the Area
Health Education, Center prograin as a noble :
'experiment. It is an experiment in several spebific
ways: first, in testing the capacity of a State to meet
many of,its own crucial health manpower needs wit
the strong support of Pederaragencies; second, i
developing the potential for a productive relation-
ship between the .University and the community;
.thir,K the consideration of the advantages and

-disadvantages of decentralized and regionalized
health education and trai9ing; fourth, in determining
whether the educational process can serve as one
method for improving the distribution of health
workers and access to quality health services; fifth,
in measuring institutional resiliency in several kinds.
of institution; and finally, in considering our
capacity to. coMprehend and tolerate the ambiguP
ties associated With new and complex relationships.
It is a noble experiment which I believe simply must
work. I would like to acknowledge and thank my own
colleagues in Chapel Hill -and across the State of
North Carolina for their accomplishments and

progress to ard demonstrating the validity of this
experiment.

Mr. William p..Friday
President
University f North, Carolina

I Want to jo n with Dr. Uhl, Dr. Fordharn, and all of our
colleague in this State in greeting all of our out-of-
State f6e ds t" is session. It is a pleasure to be
associat d tV he people in our Area Health

tio s am in North Carolina.
an ea a lot and hear a lot about the

tensio in universities between health affairs
progra s and the overall university around the land.
This h s sometimes been exaggerated in places. I
want t a say that, for this State and this university,
there could not be a more cooperative, forward-
looking, and productive association. I think the
AHEC program is an eloquent -testimony to this
relationship. We began this statewide program with
full onfidence because we knew that our col-
leag es would succeed. I think the evidence
abo nds that it has. As Dr. Fordham suggested, the
Are Health Education C.enter program in North
Ca olina is really our bright new adventure in this
Sta e. In the 14 sessions of the General Assembly of
North Carolina that 'I have known I have never seen

Dr. Fordham introduces President Friday and Dr. Gordon at the opening session of the conference.

f.
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anything like the legislative. acceptance of this
endeavor. Indeed, at this tir)ja, which We call the
recession, this is the one prOposal that I feel is.going
to continue to move forward with the level of funding
that has been requested, simply because the
leadership of the particular areas of North Carolina
where Area Health Education Centers .are now
functioning has been involved and has participated
well beyond the initial talk stage. AHEC is now a
clearly identified public service. Legislatures put
money in programs where they see competence in

, people, results, and services to people.
Thosebfyou from out of State might be interested

to know that in 1974-1975 theGeneral Assembly put
$28.5 million into this program in North Carolina,

. About $23.5 million is for the construction of
educational facilities at each of our nine AHECs with
the remainder being our 'operating' budget. The
General Assembly is in session in Raleigh right now,
and we are asking for an $8 million operating budget
for the first year of the next biennium and over $11.5
million for the second year of the biennium. In other
words, a major and substantial commitment, be-
cause our legislators have experienced their "assO-
.ciation with the leadership of the program in North
Carolina and are "coofident in it.

The Carnegie Commission concluded ilwork
after 6 years of intensive study of many problems in
American higher education. This group met 33 times
in 26 cities in 22,States and the District of Columbia
and in Puerto Rico. rwas not a good attender, for
many reasons, and I felt deprived in that experience.
However, the other members of the Conimission did
attend almost all sessions over this span of time.
This was important, because they were identified
with the interested citizens, educatiohal leadership,
and political leadership all over America. One of the
first major areas to which the Commission ad-
dressed itself was health manpower. I would say that ka

probably among all of its work, these recommenda-
tions have been those most widely accepted. Area
Health'Education Centers grew out of that particular
report. We felt that the manpower problem was then.
and still is one of America's great and pressing
needs.

e No% one of the 'people who took the responsibili-
ty 1'6- guide this Commission, gaye it direction, kept
us together, and indeed more or lass shepherded the
whole group for a long, long time, was Qr. Margaret,,
Gordon. She has had a very distinguished career in
industrial relations, labor and manpower problems,
has worked in the field of poverty and welfara,aqd is
the person who I feel contributed so much/to six of
the major Carnegie Commission,tpdies that we did.
Margaret Gordon is espeoiatly well qualified to
speak on the Carnegie Commission's perspectives
of health professional education. 1

8



Keynote Address

Decentralized Health Professional Education from the
Carnegie Perspective

Dr. Margaret Gordon
Association Director
Carnegie Council on Policy Studies in Higher
Education

One of the most exciting things that has ever
happened to me has been 'to see something that was
just an idea, just a gleam in the eye, come into being
and spread all over the country. I am going to talk
about the genesis of the Area Health Education
Center concept, but before doing that. I think it is
very important to place that concept in its proper
perspective in relation to the other recommenda-
tions that,the Carnegie Commission made in its 1970
report, Higher Edueation and the Nation's Health.
All the recommendations in that report were
interrelated because they addressed a common set
of problems: the shortage and the geographical
m,aldistribution affiealth manpower. The Carnegie
Commission report started out with certain', basic
assumptions: that we had an inadequate system of
health care in the United States; that we had a yery
inadequate system of financinghealth,bare; that we
had a shortage of health manpower of. all types,
including physiciansAhet we had a serious problem
of geographical maldistribution of health manpow-
er; and that in all probability a full solution of 41
these problerris wduld require the establishment of a
national health insurance system.

a

r.;

The Cqmmission had very little to say aboUt a
national health insurance system beyond criticiking
and 'discussing the weaknesses of the existing
private health insurance system in theUnited States,
because it was a commission whose terms of
'reference related to higher education arid it felt it

;,,,,w4q140 be stepping out of those terms of reference if
J' ft got Into the: broad and complicated problem of

financing medicallcaie.
There have :been some, including a good

economist friend of mine: Victor Fuchs, who have
disputed Ahe fact that there is a shortage of
physicians'in the United States at the time of the
Carnegie Comenission Report and ;later. We Were
convinced that there was. We cited a number of
pieces of evidence to suggest that there was a severe
shortage: long waiting lines in erriergency clinics,
the long working hours of the average phySician (60
hours a week according to one survey), and the
influx of foreign medical graduates which, as I am
sure you all know, has by no means abated since
1970 when the commission's report was published.
Conseqbently,,a very substantial part of our:report
was concerned with recommendations aimed- at
increasing the supply of physidans. First, we
wanted to seethe size of entering classes to medical
schools increase. Sec nd, we wanted to gee medical
education acdelerate , chiefly through overcoming



a certain amount of overlapping between premedi-
cal and medical education. Third, we wanted to see
earlier clinical experience, which medical students
-lacked. Fourth, we wanted to increase the supply of
Physicians' Assistantt, through programs which
were just barely beginning, like the one'under Dr.
Estes of the Duke,o,University School of Medicine,
because we felt very strongly that increasing the
supply. of Physicians' Assistants and other types of
allied health manpower would not only make for
more effective health care assistance, but also resu lt\
in utilizing the highly trained andeducated skills of
the physician more effectively..Finally, the report
Called for very substantial Federal aid to medical and
dental education. I am not going to discuss these
recommendations, because it would take me too far
astray from the main theme of this talk, but we were
very pleased that the Comprehensive Health Man-
power Act of 1971 did 'incorporate most of the
recommendations of the Carnegie Commission.

Now I am. going to come to the heart of the
question: how did the concept of Area Health
Education Centers develop?71 think we have to look
at this development as being intimately bound up
with the debate over how many new medical schools
the Commission ought to recommend. We began
with a general principle, which was backed up by
some research but was in part judgmental, that there
ought to be a medical school in every metropolitan
area' with 350,000 or more population. We identified
about 25 such areas in the UnitedStates that lacked
an existing medical school. We field aseriet of
meetings with experts in medical education, first, in
New York in December 1969 and then in Boston in
February 1970 at the Harvard Medical School under
the auspices of Dean Robert Ebert. At these
meetings the number of new medical schools/which
the Commission ought to recommend
subject of very substantial debate. I recal
ly John Dunlop,.who it now the Secre
emphaticallY rejectin the recomm
new medical schools. He felt that
medical education c uld be ac

ecame a
articular-

ry of &abor,
ndation of 25

e expansion of
omplished much

more economically and effici fitly` by simply ex-
panding the capabity of exist medical schools.

Clark Kerr and I both tho ght John Dunlop's point
was well taken, although e also felt that there was a
case for an adequate eographical distribution of
medical schools. Medical s'ohools do, after all, play a
role in attracting he Ith manpower to a community.
They also ,genera y improve the quality of medical
care in the com unities in which they are located.
Sometimes this happens not because of conscien-
tious planning on the part of medical. chools, but,
simply because their very existence attracts physi-
cians to the area. I am not off the subject now,

4
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because there is a very important relationship
between the way in which we conceived the role of
Area Health Education Centers, and the way in
which we conceived an expanded role for medical
schools, which we preferred to call,. "university
health science' denters," and indeed some of them
were moving in that direction and were betoming
the center for a group of health manpower educe-,tional institutions.

We felt that the function of university health
science . centers should be expanded, that the
Flexner model was too narrow; admirable but too
heavily concentrated on scientific research. We
thought ''that university health science centers
should be responsible for coordinating the educa-
tion of health manpower of all types in their areas;
that they should cooperateowith community agen-
ciescies if) improving health care delivery; that they
should cooperate with comprehensive colleges,
community colleges, and other4institutions includ-
ing high schools in planning. and evaluating the
training of allied health personnel: and that they
should place a great deal of emphasis on conducting
continuing education programs for physicians and
other health manpowe'r.

Considering this expanded role for university
health seiekce centers, we Wok another, look at our
recommendations on new medical schools. I

decided that some of the metropolitan areas for
which wi ad recommended medical schools were
locOad pretty near to others. The most ,extreme
eicampl was Fort Worth, Texas, Which was very near
Dallas, s I crossed Fort Worth off the list. Finally, we
came d n to a list of exactly nine new medical
schools.

Whil his discyssion of how many newimedical
schools to recommend was going on, Dr. Mark
Blumberg, who was one of several medical experts
who were serving as a consultant on this work of tie
Commission, called our attention to some existing
centers which had some of the features that we
eventually identified as functions of Area Health
Education Centers. One was the Mary Iniogene,
Bassett Hospital in Cooperstown, New York. Clark
Kerr had the imagipation to seize on that concept as
something that w might build into a major
recommendation in our report. I think he deserves
the major credit for taking something that he picked
up in a casual conversation and saying, now here is
something that we really ought to look at seriously
and consider as perhaps ap important element:of
our report.

In the end, I sat down at my desk and spelled out,
the functions of Area Health Education Centers as
precisely as I could, and it was really very gratifying
to have the Department of Health; Educatibn, and



Welfare issue directives not so' very much later
which spelled out the functions exactly as the
Carnegie Commission report had identified them.
We saw as advantages of Area Health Education
Centers some features that are very-close to what I
have been talking about for university health science
centers. First, they would attract health manpower
to the area. We actually did not have much to go on
except for some anecdotal evidence and some
research that suggested that residentssomething
like two-thirds of themtended to settle down in
practice in the same area in which they had
experienced their residency training.

After our r 'port had come out I remember meeting
Dean Rich dson of the Emory University School of 4; exercising "unbelievable presumption" inidentify-
Medicine. He told me about a town in Georgia which in 126 locations for Area Health E ucation Centers
had had a terrible time attracting physicjans:Some in the United States. I anticipat d that kind of
people in that town came to him and said, "Can you criticism. I would like to read a par raph from. the
do anything to help us?" They started-a residency Report which I think is relevant:
program in the hospital in that town and it was not
long hdfOre the town was' beginning to attract

.physicians. Thus 'far We have had unfortunately, I
.think, no good statistical evidencesooner or later
we willon the impact of Area Health Education
Centers on the attraction of hearth manpowei.

0.

I would now liken discuss something that has
recently been .attacked: our identification of the
locations of 126 Area Health. Education Centers in
the /United States. This, I think, was an example of
Clark Kerr's desire,' and in' general the desire of the

bvCommission, to be fairly specific in its r mmenda-
tions on the ground that if you lust issue a series of
platitudes nobody was going to pay much attention;
if you-came up with specific recommendations, they
might be subject /o attack but they would get a Ibt
more attention. A recent article,. which many of you
may have seen, by Miike and Ross in the Journal of
Medical Education for March 1975, quoted another
writer who Said that the Carnegie-Go fission was

The second point is that they would improve the
quality Of medical care. I think this is .a very clear and
indisputable point. Third, they would be more
effective centers fbr the education'of family physi-
cians for the delivery of primary care and-long-term
care and health maintenance than would thwhighly
specialized university health science centers. That is
a ociint that was spelled.out more effectively, I think,
in a papdr given by. Dr. Edmund Pellegrino at the
1972 annual meeting "of the A.A.M.C.,. although I
think it was implicit in the Carnegie Commission
Report.

Fourth, AHEC's could be developed at very -
substantially less cost than new medical schools
and yet serve many of the functions of medical
schools. Fifth, they could hopefully forestall the

-1 development of Medical schools in many communi-
ties that do not really need them. In fact, 'about the
time that our report camp out, I waslold by Dr, Ruhe,
the director of the Council on Medical Education of.
the A.M.A., that there weremore than 70 COiTIMU ni-
ties in theUnited States, as contrasted with the nine
that we finally recommended, that...were attempting
to develop plans for new medical schools. I have
since,,had some intimate contact with the strength of
the pressures in individual communities to attempt
to develop a new medical school.- The Chamber of
Commerce gets going, the Medical Society gets
going, everybody sees it as something that will
contributO to the economic welfare of the communi-
ty, and so we have a new plan for:a medical School.

The Commission believes that the final selec-
tion of locations. for Area Health Education
Ceaters should be based on careful regional
planning. We are therefore suggestir'ig the
locttions indicatedby our analysis but pre nog
firmly,recommending them. However, welielieve-
thfat the number of centers indicated by our
analysis is probably quite close to' the number
that would be needed to provide adequate
geographical distribution of these centers. -1

That'plan for f 26 locations was my work, by and
large, but other people also had a finger in it. I

remember that one day I was in Clark.Kerr's office
and he was looking over the locations that I

°suggested and he said, "What about Camden, New
Jersey?" And I said, "Well, Camden is part of the
Philadelphia metropolitan area and presumably

-would be served by whatever number of centers
might be located in the Philadelphia metropolitan
area." "Well," said Clark, who had grown up in
Eastern Pennsylvania, "people in Camden never get

. along with people in Philadelphia. I think you'd
better suggest one for Camden." And' ie did.

On another occasion, former Governor William
Scranton of Pennsylvania was looking over the
suggestions for locations that were in a draft that
went to a Commission meeting. He said, "I think
you've got one too many in Western New York State.
I'd take one of those out" And he said, ;'What's the
case for three in Wyoming, With its sparse popula-
tion?" So the number in Wyoming came down from
three to two. I am telling these stories just to point
out that the Commission members did take an active
role in commenting on many of the things that came
out of the staff, Although the set of suggestions for
126 centers was probably not perfect, I do know that



many of the communities we identified are commu-
nities in which Area Health Education Centers Wave
since been established.

Now I am going to make some final comments of a
more general nature which I hope may stir up
perhaps a little discussion and debate. The problem
of geographical maldistribution of health manpower
in the United State's, so far as I can determine,ls still
serious. There is a big lag in the appearance of the
statistics, so we do not know exactly what the

cs

picture is today, but the latest figures I have seen,
which I think are for the year 1972, suggest that
between the time we were doing our analysis (we
had figures for 1968) and 1972, the ratios of
physicians and other health manpower to popula-
tion rose throughout the country. However, the
differences from region to region did not diminish to
any ex t. That is, if you took the ratio of the
numbe of f physicians'per population in Mississippi,
which the extreme example of an underserved
state, to that in New York, you would still find that the
ratio was as small in 1968, -approximately. We
obviously still have a geographical maldistribution
problem and we are going to have ta work at it
indefinitely. P

Area Health Education Centers will make a very'
substantial contribution, but by themselves will not
solve the problem. I think we must movelowand
national health insurance combined with something
like prepaid medical care programsor health
maintenance organizations, Is they were called at
one point by the Administrationincluding in those
plans' sdme provision for a premium_ paYment for
health manpower who agree to wbrk in underserved
areas. The British have a feature of that kind in the
British National Health Service. I would suggest that
there has to be a carrot in the form of economic
benefit to attract health manpower 'to seriously
underserved areas, which tend to be low per capita
income and rural areas. I am dubious about the
features of research bills that have been considered
in Congress in which 'medical schools would be
forced to extract pledges from all, or a certain
probortion of, their students to 'go to underserved
areas to practice in order. for the schools to receive
capitation payments from the Federal Governrrtent. I
do not think that would work, and I do not see how
medical schools could enforce it.

I think there are other apprOaches to this problem.
I would like to see continued development and
expansion of the National Health Service Corps,
which is specifically designed to serve disadvan-
taged areas. And hopefullyand I think this has
become increasingly true in the last six or seven
yearsthe medical Students-that we have today tend
to be a somewhat different breed from the More

. .
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traditional Medical student They seem to be more
concerned about serving 'the disadvantaged and
may be more willing to, go to areas that are
underserved.

I would like to emphasize the point very strongly
that we recommended in our Report that Area
Health Education Centers should beatfiliated with a
medical school and that their eaicational prOgrams
should be supervised by a medical school faculty.
That, as some of. you I am sure know, has been a
subject of very substantial debate and controversy,
particularly in connection with the centers spon-
sored by the regional medical programs. But I do not
see any sound basis for disputing the fact that a
high-quality Area Health Education Center program
should be supervised by medical schools.

I think we are in danger of developing too many
medical schools. You may have seen copies of a
report that Clark Kerr made to the Southern
Governors' Conference last fall in which he was
quoted rather extensively as saying that we were
developing too many medical schools and that this
could lead to a surplus of physicians in the 1980s. I
am not much disturbed about the possibility of a
surplus of physicians in the very nearfuture, but I do
think that we have-a problem in connection with the
location of new medical scIlbols. The Veter=ans
Administration now has funds available fOr the
purpose of establishing new medical schools. This.is
admirable, in a way, and the Veterans Administra-
tion has of course coOperated in the establishment
of a good many Area Healti Education Centers.
However, it is very poor administratively to have two
diiferent agencies of the Federal Government
involved- in decisions as important as decisions to
establish new medical schools.

Finally, there has been a lot of discussion in the
last few years suggesting that we are overcoming
the shortage of physicians and other health man-
power. I do not think that we have overcome the
shortage of physicians. I think that we have
overcome the shortage of nurses in some urban
areas but not in small communities and rural arias,
and we certainly have not as yet overcome shortages
of allied health manpower. I am not worried about
the prospect of a surplus of physicians. If anybody
wants to ask me why, we will leave that fora question
period.
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Andience Quesdin'As and Discutaion
;

i7'Mrs. Carol Early, Illinois: Dr. Gordon er
how nursing into the act.

Dr. MargaraeGordon: Welt, theitarnegie
mission was, Criticiked becauselts report, called

,ffl Higher Edupation and the Natton's Health,' was
concerned With medical and cliental education and

'YS

did not cover nursing and tKe entire spectrum
' allied healtn .manpower. TOre was a good reas

2.,..',.for that, VVe could riot postibly have brought o a
report at the time we did, V, October,1970, if we ad
tried to cover the e9tire%4ectrum of health manpow-
er. And there was ery important reason for
bringing o'ut our repo October, 1970. The Health
ManpowenTraining t was goingto be expiring the

.).1 following June, and at e our report came out
the' White House had initiate nization of
several task forces wik in the Federal Gdvernment to

k consider the whole question of what was known as
"health options," including national health insur-
ance as well as healttrranpower education, and our
report came out at a timeat just the right timeto
influence'the discussions that led up to administra-
tion and: congressional proposals on that act, I

participated in an extremely interesting meeting at
HEW in November of that year in which there was
quite a debate about the whole approach. As far- as

'nursingand allied health manpower are concerned,
we 'cliehave cite extensive sections on se
profesitons in a subsequent report called College
Graduates and Jobs, and we had sortie discusSion of
those professions in other reports as well.

Dr. ,,t(eith G..Foster; North Dakota: Dr. Gordon,.
may (lake issue with something that you said?

Dr, 'Gordon: Yes, indeed.

D6:, Foster: I feel that there are incentives
alrek y. I have been a practicing physician in a small.
town; You can reap a lot of money practicing in a
small town, but it is lonely. And I think that the idea of
a fin* ncial carrot to provide incentives in itself is not
valid

Dr. Gordon: Well, I am not absolutely convinced
that if Area Health. Education Centers develop to the
point where we have an adequate network around
the country that a parrot in the form of monetary
incentives necessary. I think it may be more
necessary in some very low income areas where the
deficiency of health manpower is attributable to the
severe lack of purchasing pOwer of the people who
live in those areas to afford medical care. ,
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Dr. 'Edward P. Donatelle, North Dakota: Dr.
Gordon; you invited the question, apd I am respond-
ing. Why do you think we will train an oversupply of
physicians?

Dr. Gordon: Well, there are several considera-
tions that 1,have in mind_ here: To thee extent that
there is any evidence that the shortage is perhaps
less acute today than it was in 1970 wh the
Commission's report Came out, it includes in the
supply of physicians, a very largeonurnber of oreign
medical graduateS, some of whom, as you know, are
coming from underdeveloped ...areas where the
quality of medical education is not very good. Now, I
feel very, strongly that the United States, as' still the
most affluent country 1,n the world, Should not be
importing its medical manpower. It should be
'developing its medical education facilities to the
point where it is serving underdeveloped areas by
making medical manpower available to them. It is
going to be a long time, under existing 'conditions,
before we get to that point. I also feel, although 1 am
not sure what the answer is, that it is extremely
unsatisfactory to have a situation in which the ratio
of applicants to admissions in medical schools has
been going up sharply. Large numbers of pepple
who want to study medicine can't get in. They flow
over into universities in other. countries some 1pf
which have something like 6,000 American medical
students. Finally, physicians have the highest
verage income of any profession in the United
a es, by a good deal. If we were able fo come to the

point where we had an impending surplus of
physicians, that surplus would not take the form of
unemployment of physicians. It would take the form
of some reduction in their average income relative to
the average income of other professions.

Dr. Alice Major, Missouri: Dr. Gordon, I am
intrigued by your remark that you think we are
overcoming the nurse shortage.

Ow.

Dr. Gordo : I was very careful to say "in urban
areas." Per aps.not in all urban areas, but I have
seen evide ce inthe last couple of years that the
severe shortage 'of nurse not acute in a good
many. urban areas. We fill have just as serious' a
problem of geographical maldistributioa of nurses
as we do in the other health manpower professions, I
think. a

Dr. Major: Yes, this was to be the latter part of my
question. If this is so, then I happen to be in, one of
the urban areas where the shortage is so acute it is
unbelievable Nursing care is done by aides a good
deal of the time because of the sh,ortage And do you
have any suggestion for how we can induce well
prepared nurses to be better. distributed throughout'



the United States, if indeed we have enough of
them?

Dr. Gordon: I think that we are going to have to
have very speciafprograms to accomplish that. For
one thing, a nurse, particularly; if she is married, may,
not be able to move to another area. And a large

. proportion Ofnurses are n)arried, and they have an
incentive to stay in the area iryCvhich the husband is
employed. '0, there is a problem with nurses that is
more acute in that respect than with physicians. It
seems to me that we aLe going to have to have,more
programs along the lines of the National Health
Service Corps before we begin to have an, adequate
supply of nurses in Oinderserved areas.

Dr. Christ9pher C. Fordham, Ill: The c hair would
like to asraquestion. On the issue of the numberS of
p sicians, unless we are attempting to redistribute
physicians by producing so many that the surfeit will
push them into the underserved areas:which I don't
believe has been a proven-method of redistribution
in any country of thdworid, then there must be some

'Point at 'which the numbers become a less crucial
concern. One of the things that disturbs me, and I
wonder if you have any thoughts about it, is that I am
not sure that the complaints' that we hear frOm
citizens about availability and access and accepta-
bility of services available to them are very clearly
correlated with the number of physicians' per
population in the area in which they live. I think we
see almost as many complaints from cities where
there is one physician for every-600 people as we do
from towns where there is one physician for every
1,200 people.

DK Gordon: Well, I think that is right, because
the average individual, even a reasonably affluent
individual, has the experience typically of not being
able to get an appointment with a physician quickly,
of Laving to sit and wait for quite a while when you
get to the office, and so on. I think we have to work
on all the facets of this problem, using the skills of
the physician mote effectively through expanding
the supply of physicians' assistants, and through
more effective organizatior/ of the health manpower
team. We 'really do not have in the United States, and
the nurses complain about this a great deal, effective
cooperation among the members of the health
manpower. team. There have been irnmunerable

particles which criticize the way in which the nurse
does not rea feel that she is a part of a well
functionin health manpower team.

Dr. Fordham: So what you are really saying is
that it is not just the numbers and the distribution,.
both of which are important, but also the organiza-
tion of how we deliver health care. 2 4

Dr. Gordon: That's right.

Dr. Itmael Bob. Morales, Texas: Dr. Gordon, you
coOnented earlier that national health insurance
and HMOS are a potentleanswer to the geographiC
Maldistribution. Also, you mentioned the physician
extenders. How do you see the appropriate utiliza-
tion of physician extenders to deal with this
problem, given the current restrictions that exist in
the flora- of this type of health personnel?

D Gory on: On the first question, I am not
optim at w are gOing to get a very compre-
hensive uate national health insurance
system. e have gone too far in the
development of our own special American Comb' a-
tion,'whith I don't think is very satisfactory:
health insurance serving the healthier and the more
affluent part of the population, and Medicare and
Medicaid serving the aged and generally
disadvantaged and low income portionsXthe
population. If we had a truly corriprehensi0Trational
health insurance system, the effect ,would be to
channel more purchasing pouyer fs/health insur-
ance into the currently underserved areas, because
the funds would 'be collected: :nationally but ex- "

pended local ly.,/there Might het'Veto be some special
inducements; especially in some very low per capita
income areas, to attract; doctors there. Now. that
might not be quitephoO, bit} I think it would help."

Oh your secOrricyquestion, about physician -

extenders, I am not thoroughly familiar with all ofthe
legal, develophientein all of the States, but I have the
impression that quite a number of. States have
enacted legislation just in the last 5 ye so which
authorized the recognition of phys ' assistants,
but with certain restrictions on just exactly what
can do, with" general provisions that they have to
work 3..inderthe'supervisions of`a physician, and so
on. BUt don't press me too far on that one because I
am not really an expert on this.

Mr. HOward Barnhill, North Cprolina: YoU have
made reference to the health care d livery teaz, but
no reference has been made regar ng publiiFealth
personnel_ To What extend,fan where, did the
CoMmission see public health in his overall team as
far as the improvement in the ealth Care system?

Dr. Gordon: We did not h ve too much that was
specific to say abo,ut th beyond supporting
something like the Nation Health Service Corps,
Which is an arm of the U.S. ublic Health Service.
did have a recommendati to the gene e feat that
schools of public health shou be closely affiliated
with medical schools and should eallyibe part of a
university healthscienacenter .-and



separate campus. But, on the role of public health
personnel, we did not say anything. very specific in
the report.

Dr. Emmett R. Costich, Kentucky: Dr. Gordon,'
when you began you talked about health aier(Ce
centers and about the large range of people
involved, but ended.speaking about physicians arrd
mediC schools. I have observed'in some sessions
that he th se e needs. et equated with physician
needs, Or with th need for a physician, rather.than
the whole team ap roach.

We presently ha a system of 'Area Health
Education centers undqr the direction of medical
schools.. Avondered what the thought might have
beeh about putting them under, the direction of
health science centers, rather than medical schools,
and by doing this having Some impact on ttie
curriculum that is utilized in teaching so that the
integration °Hearn services could/occur through a-
centralized approach, a whole group of schools
getting together to st their curriculum to dOthe
jab. Perhaps I a i nterpreting it, but it appears to
me that the p sen system perpetuatesthe educa-
tional pro that exists, rather than modifying the
curriculums to meet the future needs of the
utlization o. the' expanded personnel.

4.

Dr. Gordon: -Fjrst, jet me say that when I refer to a
medical school I -really mean a university health
science center, and one that has not just a medical
school, but a den al schoo school of nursing,
allied health m npower trai a school of
pharmacy, etc.All those schools ht to be
working together. As for continuing tra-
education, I think that the Carnegie Commissi
report had quite a lot to say aboutqthe need for
reform in medical. education, not as much about

.
other health professions, but that was not an aspect
of the report that I wanted to focUs on in my remarks
this morning.

Dr.-Fordham: I would I to comment on that,
Dr. Gordon, by simply sayin that the program of a
medical school-community hospital affiliation is
nothing new, going back many decades, and it cur*.
be productive and helpful. In North Carolina in most
of the center the concept is truly one of a
partnership a ong the health science schools and
the communi, ies. Without the full-range of the health,
science schools in our program in worth Carolina,
we would/not have anything like the promise and
hope that we have for it.
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___-,----- medical education againstthe free-standing intern-
ship, and the clsing out of such internships, by :

.
..-÷-0 various residency review committees.)

The AHEC phenomenon brings into focus a number AlliECs are built on the premise that educationa
of important issues regarding the training of health programs can delivered entirely or in part at sites-.
professionals. I would like to identify three of them away from the academic health sciences center (bilt

_2_--- here by way of introduction to a panel discussion on Wikadequate lies to the health sciences, center).
- regionalization of medical education. With student evaluation being" he difficult task that it

-The firs elasueofcertifiability of the students-/, is the question arises as to what is meant by the
rainees-who are products of the regionalized / phrase "adequate-ties." is the training of students at

eduCation process. Legal certification generallYis remote sites equivalenfin quality4O what is done at
based upon documentation that a person has the parent health sciences center? Are the educa-
successfully completed a course of study in an tional elements defidie t for, not being geographi-
accredited program°. An examination may be re- cally located at the healt ciences center, with the
quirecr as° part of the process of certification. It is immediacy of multiple disciplines, thesub-speoialty
broadly recogniZed, hoWever, that the examinations servit a7kl-the academic, atiroSpherel Can we
are InComplete indicators of competency:. Much- vouch fo the quality of the' programs 'that are
importance is attached, therefore, to the fact thatthe outside -the ivory tower? Can students completing
individual ha completed the training ip,an accredit- ".: these programs s physic ps or mid-level practi- .

'-ed program. But just as the evaluation of the tioners be qicen d and c rtified witli the same
individual student has alwaye been an imprecise confidfince as dents ho are trained within'the
process medical education, so is the accreditation health sciences enter? These are questions that are
of the, chools and programs also an, imprecise art. being asked by t e examining and certifying boards.
Am, ditation is based upon the enumeration and ' They are. a challende for which the proponents of
as' essment of the resources available and -on regionalized mediCal education must provide an --

., rricular "fcirmettgrogiams are deemed to be adequate and onOincing response.
0 enhanced by being within the rich academic milieu.,, The second sue is that of meeting Student and

of the heilith sciences center. Throughout, there is a regicinal needs. The AHEC concept calls for
strong element of faith that the established systems deceptralizing th educational process as a way of ,
of centralized education do indeed work. (A srgn of training students from a particular region at sites .

vr.

the limes is the stand by organized medicine and
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within that regicin. This meansPuilding or relodating
major elements of the medical/system at sites more
available or appropriate to, 'the students' needs.

7t

rather than requiring that the students go to the
health sciences center. Will this have a beneficial
effect on recruiting new students into the medical
profession? Will local training in fact lead to 'oda'
placement? What will be the impact of the AHEC on
retention of professionals practicing within the

. region? Can loOal education have an impact on the
preservation of! local pr regional perspectives, and
how important is this?

TheSe last questions are very relevant for the
AHEC supported through the University of New
Mexico in the Navajo Indian Reservation. This AHEC
seeks to attract, educate, and retain Indian health
professionals. Can offering training programs in the
settings and environments of the Indian people'
effect better developmeht of manpower resources?
Can efforts to adjust the pace and content of the
curriculum to meet individual students' needs haVe a
salutary effect ont retention in the training pro-
grams? Will there in fact be successful reinforce-
ment of the students' stated interests in reniaining in
the area? Will efforts to insert aspects of local
cultural environment into the training program lead
to better outcome in terms of retention of profes-
-sionals- in practice and on style of practice?

The third issue is that of the purported enhance-
ment of relevancy of curriculum and its content by
using remote locations. 0 pportunity invoked by
the 'AHEC concept is that e ed cational program
will be in a setting similar to th medical practice
situation. This argument has been applied in

particular to education in primary ca e, such as
preceptorships for Medical students and rural
rotations for family practic4 residents. How import-
antjs this? What are the tradeoffs and their expected
impact on the quality of education?

These and other questions should be worded in
terms of testable hypotheses and subjeVed to
critical and careful analysis. Program directors must
resist overcommitment to preconceived conclu-
sions and rigid educationakideology. Funders must
tolerate false starts and allow flexibility for program
change in response to the results of study and
evaluation, There is opportunity for experimentation
in the AHEC setting. Interdisciplinary education and
time-variable, competency-based curricula are,
examples of formats .that Might be tried in the
relatively less encumbered atmosphere of the AHEC
academic environment. EC-based programs may
be under pressure to emonstrate that they are as
good as the progra at the health sciences centers.
This will lead to tendency to copy or reconstruct
the elements pf the traditional health soi rides
'center pr ram in the AHEC environment. This
pressure ought not be allowed to be so,great as to
stifle innovation and shut off the op,p'ortunitir for
creativity that the AHEC settings offer. .*

This panel will focus on several aspects of
regionalized health sciences education.that pertain
to education in clinical medicine. This includes the
clinical training of physicians at the undergraduate
and graduate levels, the 'continuing education of
physicians who are in practice, and the training of
non-physician health personnel in the practice of
the medical arts.

Panel et Dr. Wlese makes Introducto rams seated (from left to rIghtbare Mr. Arming ancf Dr. Pickard.
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Medical Education: Undergiaduate and Graduate

Mr. Don Arnwine

have had the opportunity to walk both sides of the
Street in academjc circles, having served 11 years as
the Director of Hospitals at the University of
Colorado, which is a traditional and I suppose
classical academic health science center, and now,
for 3 years, as president-of the Charleston, Area
Medical Center, 'which is a 'community hospital
organization. Let me briefly summarize our efforts
there so that you will understand the kind of
,environment from which the o sery e.
The -eharleston Area Medics Center is a 904-bed
multi-hospital organization that resulted from the
merger of five hospitals in the Charleston area. TWO
of them have been phased out andwe will, within the
next few years, phase out a third, ending up with two
major campuses. The merger of these hospitals
resulted in an affiliation with West Virginia Universi-
ty and that affiliation resulted, in turn, in the creation
of the Charleston division of the West Virginia
University Medical Center. That division is headed
by Dean Thompson and has pi:esently & medical
faculty of fOurteen full-time people. Many members
of the medical staff of the Charleston Area Medical
Center (C.A.M.C.) are clinical faculty and make up
the largest teaching co?nponent. At the time of the
merger and affiliation there were only 36 house staff
in the programs in the C.A.M.C., and 75 percent of
those were foreign medical graduates. This coming
July we will have 75 members in the house staff, and
75 perCent will be American graduates, most of them
VIrri 'West Virginia University. In the interim there
have been new programs created in psychiatry and
in family practice, and the curriculum is evolving for
both third - yearend fourth-year students. This year
100 junior and senior students will receive part of
their experience in Charleston.

With,thatas background, I would like-to discuss
the regionalization of medical education as it
pertains to graduate and qndergraduate medical
studentsln this regard it would seem appropriate to
look at some of the differences that exist between
the educational processes in the traditional academ-,
is health science center and those that exist in a
regionalized situation, arid try to visualize the impact
of these differences and som&of the trade-offs that,
take 'place between the two different kinds of
education. Due to. the nature of this audience and
your ophistication in medical education, I will not
get into the more obvious differences, such as the
distance/size of community, the absence'of basic
sciences in the regionalized concept, and so forth.
However, there are a couple of differences that are'
not so obvious that do merit some stress. First of all,

regionalized education takes place in an institution
that is, and ought to remain, principally a service
organization with a major commitment to medical
education. This is as opposed to the university
medical center, whose principal purpose is niledical
education with a major/cqmmitmeht to service.
Second, the academic health science center is
ordinarily &tertiary care center, Collecting mostly

_patients with esoteric diseases, whereas ,the com-
munity affiliate is a multi -level provider of services
with more emphasis on primary and secondary care
than tertiary care. .

Without in any way demeaning the valCiable and
appropriate role of the aCademib health science
center, I would like to point out a significant

an educational rocees that existsphenomenon of'
in a tertiary-care facility. In that k d of facility, whaj/
a student sees is esoteric, extremely serious if not
terminal cases, which are largely the result of
referrals from some hysician out in the hinterland.
Eventually the stude t deyelops a perception of the
referring private pra titioner,as a person who does
not know how to tr at such diseases or does not
have the resources t treat such:diseases or does.not
have the desire to tr at such diseases. Now, each of
those three facets t that perception are negative. Is
it then any wonder that he resolves never to become
like his perception of the private practitioner? This
attitude is largely accountable for the high degree of
specialization and subSpecialization that we have
seem Experience in an affiliated community hospital
with a good medical staff, beginning particularly at
the third- or fourth-year level and continuing
through the house staff years, will tend to mitigate
against this phenomenon.

What about the curriculum and educational
standards? Inasmuch as we are ,fairly dependent
upon a structured curriculum to assure \.certai
standards, what are the risks in a regionalize
situation with relatively few full-time faculty? We will-1"-

-o have to expect that there will be some differences in
curriculum between the university center and the
community center. Differences per se do not
necessarily indicate lower standards. One need only
examine the . curriculum of some of the most
prestigious academic health science centers to find
rciajor and ,significant differences in their curricu-
lum, yet each are turning out well-qualified physi-
cians.

The standardization of curriculum is unquestiona-
bly most acute at the third-year level, where there is
a certain syllabus of information that has to be
imparted. It has to be said that in a regionalized
educational situation that there is an-inherent risk
that there will be less structure to the currimilum
than in the university situation. For this reason,
clerkships at the third-year level are extremely
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difficult to create and will evolve much more slowly
, r than those in the fourth-year and postgraduate

experiences.

Looking at the maintenance of standards of
performance, it is germane to ask, "Do Clinical

., faculty eipect less of students than do full time
faculty?" If we may generalize it would appeat that

)
they do expect less of the students In the way of
academic acumen but probably expect more in
practical performance, Since both are learning
experiences; this is one of the trade-offs.

With these differets in the clinical exposure, the
faculty relationships, the structure of curriculum,
and the institutional atmosphere, what can we
anticipate will be the difference in the product of this
kind of regionalized education? It would seem valid
to expect that a higher proportion of the graduates
from a regionalized educational procese will go into
primary care, for four basic reasons. First, there are
more models of primary care for the students to
emulale. There are a- greater proportion of family
practitioners, general internists, and general pedia-
tricians and a lesser ratio of specialists such as
rheumatologists, cardiologists, immunologists, etc.
Second, the decision to sign on at a community
center indicates a pre-selection to private practice.
Third, the attitudinal problem relative to the stu-
dent's perception of the private practitioner will be
'overcome. And fourth, they will learn that they can
be at ease with patients and with private practitioner
colleagues.

What about registribution-. ill this regiOnalized
education result in redistributiorr f physicians?
Surely it will. I think there are-eary signs in our area
that it has although it is still too soon to prognosti-
cate. I would not, however, be too- optimistic that
rebionalized edu6ation will result ins a substantial
flow into the most rural areas. What aboutthe quality.
of the product? Will the product of a regionalized
educationa( experience result in the same quality as

,,,,,,,,,traditional education? When you want to evaluate
quality in this context it is a matter of choosing, your

=weapons. However that might be evaluatedit is too'
soon to say, although bne might draw some tentative
conclusions from *the results of a recertification
'examination that was recently taken by over 3,000
internists that was administered by the American
Board of Internal Medicine and that was reported in
the most recent issue of the Annals of Internal
Medicine (April, 1975). That study revealed that
there was precious little difference betweertthose in
solo practice in communities under 100,000 versus
those in communities of over 1,000,000; and very
little difference between those who were megibers
of full time faculties of universities versus those who
were practicihg in community hospitals. Although

'

there was a vast difference in the. kinds of education
that over 3,000-internists were exposed to, those
differences did not expose themselves in the results
of a very comprehensive examination. Perhaps that
is meaningful as we Wonder about the quality of the
graduates from a regionalized education pfocess.

As t conclude; I woft like to offer an admonition
and a final observation. There is value in the
pluralistic approach to education, and rny admoni-
tion is that those of us in affiliated hospitals have to
be alert to the tendency to do things that could cause
us to emulate the university hospital. For example,
our ability to recruit a good quality house staff has
and will continue to multiply. In three or four years
we could again double the numbers of house staff in
our hospitals. But can we and still itnaintain the
unique characteristics of a community hospital
insofar as its services are concerned, and can we
and remain economically competitive with other
community hOspitals? That is simply an example of
a circumstance or an opportunity that has to be
consciously thought through and not allowed to
simply seek its own level.

My final observation is that educational programs,
once wound up, are hard to wind down. Conse-
quently, the time is past that we shoUid regard,this as
an experirffent and we should begin respOnding toit
as it was here to stay, 'because, in all likelihood it is.
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/ Dr. C. Glenn Pickard

Just as Don Arnwine sketChed for,you his role, I
think it is fair to tell you a bit about what I do. I am a
member of the Department of Medicine, trained as
an internist, and spend a part of my time in Chapel
Hill working as a traditional academic physician,
which is to say that I have the usual responsibilit(es
in the Department including teaching rounds, etc.
Be that as it may, I am also` one of the latter-day
internists who are viewed somewhat as the "crazy,
Charleys." Instead of doing basic biomolecular
research, those of us in the group I am associated
with engage in What is generally called general
medicine, primary care, community carea whole
series of euphemisms describing a somewhat 0l-
defined area of endeavor. In this role, I hpve beer{'an
internist engaged in developing a training proVam
for nurse practitioners housed in the Schoohof
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Nursing: an interdisciplinary program between the
School kiof Nursing, School of. Public Health, ar
School of Medicine for training what we term "family
nur4practitibners;" This program has been under-
way, since 1970. We have now had 83 graduates who
are scattered from one end of the Ste to the other,
engaged in primary care, linked up with physicians
in a team apprbach to the prtlems of primary carp.

The basis of this program, Rhink, is relevant to the
topic of regionalization. We have in North Carolina a
common set of problemsa largely rural state With a
declining family physician or general practitioner
populatio in the smaller towns and rural areas. In
the late Os we took a lOOk at this problem and
asked our elves, "What can WB, ci 0 to get cafe pack,
into the truly small .rural communities ?" Without

.going into the details, we elected to develcip a
training program for nurse practitioners of a
particular nature. Our focus was to take ttie nurse
who le in the community, bring her into a formal
educatidial program whidh qualifies her to assume
certain aspects of medical care, and then send her
back into the community from which she came, to
work with a physician in that community or in a
nearby community to provide primary.care. The
entire nature of our program depends to some
extent on regionalization. If we are going fo solve
these problems, or make an attempt to solve -the
problems 6f4the State of North Carolina, it is obvious
that the ideal nurse can't really come to. Chapel Hill
and spend six4nontht in the formal training program
because the ideal nurse for this type of program is
the nurse who can least afford to pull up roots and
move to Chapel Hill. The nurse we are looking for is
the nurse in the community, married to someone in
the community, stable in the community, who knows
the community's mores and its medical practice.
This person is as noted least apt to be able to come
.to Chapel Hill. Consequently, in the development of
our program we began to think early along the lines
that if We could develop the curriculum and it
worked in Chapel Hill, then in time we needed to get
this same type of program out into. the smaller
communities of the State -hrough the vehicle of
AHEC, In 4 ythirs we have s cceeded in doing this.
The majority of the graduat have been trained in
Chapel Hill, but last year our pr m was ereclito

.the Health foundation of Eastern North Carolina;
AHEC encompassing five counties in eastern North
'Carolina. The plans now are,to 'continue with that
development in the eastern part of the state and,
beginning in the fall of this year, to have a similar
nurse practitioner training program operating .here
in Asheville for the western part of the state.

Implicit in our general scheme of things then is an
attempt to regionalize the programs. What I would

0 ,

like to do this morning is to address myself to e'm
of the problems that we have hdd that I thin, are
generic and germane to the problems of regional-
ized education, particularly as it applies to mid-level'
practitioners. The same kinds of problems that Don
Arnwine has alluded to, exist in our program, but I
think they are complicated by a couple-of other
features. Medical education has, over time, despite
curricular tinkering, been a relatively standardized
commodity. A physician Os a physician, medical
education is medical. educlatibn, and despite efforts.
to modify curriculum and make changes of an
innovative sort, we still generally understand who is
a doctor, what is a doctor, and what his training and
preparation in general look like.ln addition to this we
have a series of external forces which monitor
medical education. These external forces are the
various accrediting I odies, such as the state
licensure boards, boarJ specialty certifying mech-
anisms, National Medical Board examiners, etc.
There are a ,series of groups that are standing over
our shoulder and testing, albeit imperfectly as all of
us admit, the product. However,, presently, the
education of people such as nurse practitioners
does not have the same highly developed series of
external :controls. There are, in the case of nurse
practitioners, no national standards for family nurse
practitioners.' Pediatric pursetpractitioners. and
Physicians' Assistants do have national standards,
bkit l think in general that as we move into the area of
mid -level practitioner education the standards are
less well understood and there is still more innova-
tion and experimentation in curriculum, and more
innovation and experimentation in role model. As
the notion of nurse practioners and physicians'
4saistants has caught on around the country,
everybody and his brother has gotten into the act.
And with good reason. It is a logical approach to the
problems we are facing. Each small hospital that is in
the education business, each technical institute,
each .community college, not to mention the
universities and medical centers, has said, "We need
to get 'into the physicians' assistant and nurse
practitioner business." There are a whole host of
people eager to get into-this business with a product
that is somewhat ill-defined. To regionalize these
programs, to send them-out into these smaller areas
in order to capitalize on the advantages of such
regional education programs, presents an immedi-
ate problem in terms of who's going to be training
who to do what. What is the role and how are you
going 'to train these people? Then who is going to
certify that they are competent? Who is going to
certify that their educational experience has been
good? How are you going to achieve these things?

Briefly, I would like to sketch for you how we have
approached this in North Carolina with regard



specifically to the nurse practitioner training pro- it has worked ce and with continued refinement
gram, with which I have been associated. I. think we think it can be exported. It is flexible
there are several features of this program that are curriculum. We try to give an outline of what needs
worth mentioning that have to do with how one , to be done. We also have developed a fair amount of
might achieve the goal' f regionalization. I think the material in the form of self - instructional, programs
first features, one that is greatly underemphasized in which can be used in Chapel Hill of in the remote
much that is said and written, might be termed site. Still we are not completely convinced that this
"personal diplomacy." A major part of whatever in and of itself is adequate. You just cannot give a
success we have had'in the AHEC prograrri in North curriculum to someone else, and say, 'Now go do it."
carOlina I think is attributable to th9 fact that the They havegOt to be able to change and tinker with it
faculty in Chapel Hill, the administrators in Chapel to an extent, and that's where I think personal
Hill, the program schemers, dreamers, and develop- diplomacy becomes importght. Can you go out,with
ers have been a very mobile- group. This is in large your curriculum and interpret it?

'part due to a resource that was made available to us Another feature that we feel is important is
early along; the University fleet of airplanes. We developing full-time faculty in the regional site who
have now six small airplanes with which we travel the are responsible for implementing the, program: You
State. I do not think we should underemphasize the cannot simply drop teaching responsibilities on the.
importance of mobility. It does nth necessarily local school of nursing or on the local physicians
require airplanes; but that just happens to be a who think they want to have a nurse practitioner

ture of our progr m. The faculty in North program. You really have to have someone out there
arolina, at Chapel Hill, have been willing to go out in situ who can be responsible for seeing to it that

,and talk to people in the egional centers about what what you intended was in reasonable fashion carried
they have in mind when they say they want to
develop a nurse practitioner training program. And
as I said in the beginning, I think personal contact
has been underemphasized in Much that has been'
said and written. You cantsend letters, you can send
curriculum outlines, you can send communications
back. and forth endlessly,, you -can talk on the
telephone, but you really can't bea,t going out and
sitting down with a group of people and saying,
"What is it you're really "talking about? Are, you
'talking about a screener of well children, are you
talking about a nurse who is qualified to work in a
hospital; are you talking about nurses who are
capable of making medical diagnosis, prescribing
medical ,,treatment? What is your notion of a nurse
practitioner?" We engaged in the program at Chapel
Hill have had endless conversations from One end of
the state to the other with those who are interested in
this basic approach both from a service point of
view, wishing to employ nurse practitioners, and
from the standpoint of developing a training
program. This experience has been invaluable and I
would put personal diplomacy at the top of my list of
features which have. )ben crucial to our program.

Personal diplomacy is ' also very important .in
trying to develop a standardized curriculum. If you
can agree on the role, if you can' agree on the model,
can you develop curriculum that is usable in Chapel
Hill in the somewhat crazy hothouse environment of
the University Medical Center and still usable out in

- the small community hospitals in their somewhat
different setting? We Ave made major efforts in this
direction. We now have, as I say, a major curriculum
that has been exported once. e recognize that it is
imperfect and tharwe do not ve all the details, but

through: We feel that this full-time faculty should
include not only those who are going to be
responsible for the teaching, but also individuals
who may act as a role model for the product in
advance of implementing the program. So; in a
community that is interested in developing regional
programs, we would try to get a nurse into the
program at Chapel Hill, have her go back and double
as both a role model in a practice situation and an
adviser to the group that is developing the training
program. As you can:see, people, in that position
often get strung out. They are supposed to be a role
model, a practitioner, a healer of disease, the major
elomo of birci7dogging the purriculum, and also a
politician worr *rig abou .the legislation in Raleigh.
It can ery daft position at best, but we feel

of real consequence.
The last thing_ that we think is important is the

whole businets of testing and evaluation. Good
intentions are simply not enough: Our experience
has led us to believe that you really do have to have a
series of controls through quizzes, tests, and
evaluations. This is a major bone of contention,

-since developing the perfect instrument to test the
kinds of skills that you are trying to. impart is
impossible. All of us who have struggled in the area
of testing and evaluation realize that it is an
imperfect art, not a science. However, we do feel,
based on our experience, that it is very important
that the regional program agree in advance that they
will use at least the major examination format that
we in Chapel Hill develop in collaboration with them.
This does not include minor in-course quizzes,
seminar-typeoral discudsion, and so forth, but the
major modal points in the curriculum, the major
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tests. in the absence of any major development up to
this point of an external certifying body, we think the
regional program should agree to use the same
testing mater hat we in 'Chapel Hilkare using. If
you are going to export a program on a regional
basis in a geographic area like a state,-then you must
insure that you are producing a commodity that is
the same and testing is a major part of that endeavor.

In a nutshell, those are my obs.ervations on our
. experience. There are many, many things that I

would say aboUt the regional educational of nurse
practitioners, but I think that these are the key points
in our attempt to regionalize the education. I would
be happy to respond later to any particular points
you may wish to discuss.

Continuing Education

Dr. Douglas Fenderson

Although there is little evidence of its value,
continuing education is one of the high-demand
commodities of our time. Providers of continuing
education have provided a veritable flood of
brbchues. Physicians tell me that they receive
several hundred a year. Last year's AMA listing of,
current programs lists some 3,677 courses given by
876 institutions of which 440 were accredited by, the
AMA. That, of course, does not include all of the
State and local courses provided by individual,
hospitals br specialty societies, or many courses
provided by the voluntary health agencies. Evidence
of public concern with quality of care is seen in the
remarkable escalation in malpractice claims and
costs. That happens,to be one of the very important
health care policy issues of theft.% as evidenced by
PSRO and other legislative actions.

Medicine and other health professions, eager to
provide some public reassurance on the question of
quality of care, short of intrusive performance and.
outcome monitoring, have chosen continuing
education and its ennobling "slogan, "life-long
learning," as an acceptable compromise. Several
State associations are following the lead of Oregon,
which' requires, continuing medical education as a
condition of membership4in that State association.
That is also true in the State 9f Minnesota. Perhaps
half a dozen Stats are now requiring, unde the
medical practice art, some indication of continuing
competence on the part of physicians and in some
instances other professions as well, One state, New
Mexico, has a relicenkre requirement. In both of
these circumstances theYequirements are totally or
in part fulfilled by evidehce of participation in
continuing medical education. The American Medi-
cal AsSociation, through the Physician Recognition
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Award encourages physicians to participate and
accumulate credit. Several specialty medical socie-
ties either now require, or soon will, evidence of
participation in continuing education as a condition
of membership or as part of a, recertification
process. The notable example, of course, is the.
Academy of FamilYoPhysicians. The bulk of continu-
ing medical education programs are presented
through the 79 AMA-accredited academic centers, a
fact of increasing concern to local, State, and
national societies. If continuing education is going
to be big business, the professional associations
want an important piece of the action. Thus itsrems
that much of the control of continuing health
professions education is .moving away from the
academic Centers and into the practicing communi-
ty. I will illustrate this change process with retaknce
to my home State and relate it also to the Minnesota
Area Health Education,Center.

The Minnesota State Medical Association is one of
33 such associations in the country recently granted
authority by the AMA to accredit local sites for
continuing medical education. Seven more are in
process. On May 3, my office wig sponsor a 1-day
orientation program for physicians representing
prospective applicant group's: community hospitals,
clinics, specialty Societies, and voluntary health
agencies. The purpose of this 1-day program is to
provide a basis for the applicants to decide whether
or not they wish. to follow through with the
application, and if so, to provide a basis for "passing
muster." The Association requirement of continuing
medical education as .a condition of membership
Pr.oqipts this plan for decentralized and local control
of continuing educatioln. What the State association
wants is convenient, regional access to quality
education at an affordable price. I doubt that the
same 40 representatives expected at that meeting
will become experts at adult education in one day)
despite our amazingly effective instructional pro-
gram, but I have no doubt that my role will be forever
changed. Instead of being the ringleader of a 40-act
show, I will increasingly play a consultative and
facilitative role between medical groups of various
sorts and the resources of a land-grant institution
which has the responsibility of helping to make its
esouroes available to the people of the state. .

Continuing education in our State in all of the
health professions is supported largely through user
fees. To the extent that weare successful in helping
state and local societies gain control over this
iricreasingly impohant aspect of their own profes-
sional destiny, our own revenues will shrink and our
own illustrious existence' may be threatened. Can
you imagine the, swell of moral virtue I feel in
thwarting the survival and self- seeking instincts



which may characterize some mortals as I diligently
work myself out of a job? Not only does the State
association want to decentralize continuing medical
education, but the largest of the specialty societies,
the Academy of Family Physicians, has defined a 6-
year cyclic core, specifying topics, annual priorities,
recommended hours: and recommended curricu-
lum outlines. This, to some extent, limits the faculty,
who like to " do their own thing" and believe that
what they think is important, is what the local
physicians need to learn; But the Academy of Family
Physicians is pursuing their own plan very diligently,
and they are urging local groups of their members to
band together, to select from the annual core
prioritiesthat set of topics that they wish to study,
and arrange whatever speakersthey will, incluZling
the University, if they wish. Topics selected from the
core are in essence pre-apProved by the Academy
for "prescribed credit." I am working with fiVe such
out-State programs with the Academy atthe present
time and could probably triple that number next year
if the University had the resources to respond.

The continuing education program at Minnesota
is the oldest of,its kind in the country. We have the
first residential center for continuing 'education in
the United States. Another infringement on our
halloWed, centralized, add heretofore franchised
and protected program is the Rural Physicjan
Associate, Program (RPAP), where. junior medical
students spend 9 fo 12 months working with
preceptors around the State. Thatprogram began in
1971. It predated the AHEC'and perhaps stole a bit of
its thunder. It seems the State Legislaturewas upset
with our venerable institution, dedicated as it was to
the search for truth, and with secondary objectives
of thd institution of youth and service to the people
of the State. The legislature agreed with the goals
but disagreed with the priorities. Accordingly,
special funds Were made available from both State
and Federal sources to place some 40 students in
rural preceptorship arrangements. There are pro-
grams with similar goals in the fields of pharmacy
and dentistry. Faculty make monthly educational
visits, which include noon seminars not only for the
preceptor and the student, but also for practicing
physicians from the community, hospital staff, the
administrato4, welfare and public health workers,
and others as appropriate. It is a real opportunity for
interdisciplingry sharing. Many of the preceptors,
and some of the students, have been unhappy with
this forced integration and this semblance of team
communication, but the director of the program, Dr.
John Verby, is a staunch defender of the idea that
fa ily practice involves a community emphasis
be and the cozy confines and mystique of the
ph sician's private consulting room.

D

This year, as an gent for AHEC, I have been able to
formate sdgm nts of AMA-and Academy of Family
physician -acct dited continuing education in 13 of.
the 36 specific ites for this RPAP program. We are
now seeking t help to bring these several regional
efforts together in some coordinated fashion. AHEC
has supported a i.,. ional coordinator in its St. Cloud

,center and will exp d it this year. pstead of having
faculty go to some 6 locations, we hope to have
something like six or eight locations, with the faculty
being more actively involved `in the defined pro-
grams of continuing education which fit into both '
the new State Medical Association regionalized /4
plan, the Academy of FamilyPhysician regionalizeCi
program, and a regibnalized coordination of the
Rural Physician Associate program and in fulfill-
ment of a number of the other Area Health Education
Center goals. We do have the largest residency
training program for family physicians in the
country, and just now, partly in relation to pressures.
through AHEC and AHEC-stimulated thinking, that
program, which has up to now been almost entirely
confined to the metropolitan area, is beginning to
move strongly into rotations. around the State.
Those rotation's are anticipated to be included, in
such regional coordination.

Press,ures for change and adaptation in the
health science schools and professions have
stimulated a variety of adaptive and maladaptive
responses. One of the great contributions of AHEC
in our state is to add a point of view through which
we are able to knit together many loose ends and to
reinforce adaptive change which draws community
needs and resources and institutional needs and
resources together in a more coherent and mutual-
ly supportive plan. .

I started out by saying that the evidence for the
value of continuing education is weak. Indeed, the
evidence of relationship between personal health
services and leading indicators of health is not
strong. But the formative evaluation process,
together with a relatively flexible response capabili-
ty of AHEC, has in our State visibly hastened the
process of adaptive change. In his thoughtful article,
"Continuing Education: A Search for Improved
Feedback," Steven Goldfinger lists six criteria for
judging the success of continuing education,
ranging from attendance at courses through im-
proved health. He notes thatthe evaluation problem
is in primitive stageS Of evolution and say;that good
evaluation may be more expensive than substantive
programming. Indeed, extraordinary attempts at it,
are the least cost-effective aspect of the. Whole
enterprise. He notes that in his experience the
introduction of the nurse practitioner has done Fiore
to favorably influence the quality of physician
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behavior than all of the continuing education
courses Harvard-has offered. He expresses the view
that effective continuing medical education is
inescapably, simply vocational ilaining in its strict-
est sense. He argues that students need to learn how
to learn, in ways that will serve them for a lifetime, a
weakness in most medical education. He concludes
by emphasizing the importance the teacher has as a
role model, a point that was just made here by Dr.
Pickard. To some extent, he says, the teacher is the
lesson. This begins to sound a bit like the Marshall
McLuhan paradox, the medium is the message.
AFFEC is ei medium and a:message as varied in its
expression as the complex patterns of strengths and
needs in each State.

\Reference

Goldfinger, Steven. "Continuing Education,: A Search for Im-
proved Feedback." A Paper presented at the Eastern Section, /states, such as ours, have had to face up tOthe fact
American Feci ration for Clinical Residents, Boston, Massachu=
setts, Janury 1, 1974: / that the PAs were there firstest with the mostest, and

got the.4most money. Many State civil service
systems, such as ours, have set PA salaries at a quite
Nigh level. There has now been a reexamination of
this In. Our State, and in general the PA salaries are
coming don and the nurse practitioner salaries are
going up. So, in terms of acknowledging that the.role
and function, from a medical point of view and the
reimbursement point of view, is quite simila; there is
again a coming together. I think there is some hope
that out of this maelstrom Of confusing labels and
confuting programs; we are beginning to get some
concurrence around .basic program issues, but it is
far from resolved.

Dr. .William Wiese: I think- one of the ways of
developing certifiability, in addition to the ones
outlined by Dr. Pickard in nurse practitioner
programs, is using a standardized curriculum and
standardized tests. One of the ways we have done

. this in New Mexico is to exchange faculty. The tests
generally measure .knowledge, content, and cogni-

- tive abilities. I think one of the real questions and
problems is Wow you measure performance abilitieS,
and criteria are difficult. The ways that it is done
involve direCt observation. We have found that if we
exchange our faculties we can get a better feel for

'the staridardiiation of the. program's and the
performance of the trainees. Basically; we take

programs. Nurses are not entirely happy with it, but I
thin.k that in those PA ,programs that moving more
into the direction of primary catespecialization they
are acknowledging that nurses trained somewhat in
the same way as the former nurse practitioners
probably can perform very well, Other PA programs
tend to be moving in the direction of a second track
medical school, so I think there is still a divergence
there. There are those who state categorically that
some of the older PA programs which have acquired
increased academic excellence and increased
curriculum load nbw look very much like medical
schools. Indeed, graduates of some of these
prograins haye challenged the National Board of
Medical Examiners-to be given the right to take the
test and Pe licensed as a physician as a result of this. '

So, I think there is still a divergence within the PA
movement, a. convergence at one level and a further
divergenceNat another. With regard to salaries, many

'R

Audience uestions and Discussion

Dr. Hart ell G. Thompson, West Virginia: Dr.
Pickard, I s very interested in your description of-
the nurse practitioner program here in North
Carolina. From your perspective of this program and
the ones that are related twit, do you feel a coming
together of some of these prolgrams? I am thinking
Rarticularl of some of the jurisdictional or turf
problems hat may arise between physicians'
assistants nd nurse practitioners. I wonder where
weare in t e evolution of this, so we can have some
type of std dardization arid cooperation along the
lines Which you intimated would and should come in
the future.

Dr. C. Glenn Pickard: I think this is coming
,about. However, the problems,are real; and I don't
think they are going to be resolved in the near future.
Apyway you want to look at it, there are trade guild
problems that have created difficulties in this whole
movement., This has to do with problems between
PAs and nurse practitionerst between nurse practi-
tioners and physiciansyou name it and there has
been a fight, at one level or another, between these
various groups. Two or three things are, I think,

personaltyencouraging. -The pediatric nurse practitioner ,rift,;- facultyfrom one program and have thern

with the American Academy of Pediatricians has evaluate the trainee in another program. I think this

been resolved. They recently came -but with a has turned out to be quite a good way. It is very
satisfactory, helps in the communication betweenpbsition paper that, as I view it, is, a major step
programs, and helps in the development of mutualforward in terms of the basic difficulties between

organized nursing and organized medicine. Many .of, respect for the several programs. /

the PA programs are adcepting increasing numbers Mr. Ismael Bob Morales, Texas. Dr. Fenderson,
of nurses now into what were preViously termed PA in your comments_ pertaining to the prebeptorship
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for 6 to 9 months at the undergraduate level, what
has been the experience, to date, in terms of these
individuals going into a practice in a rural area? And
secondly, are you also carrying out, or doyou intend
to carry out, a rural residency program for a period
of possibly 6 to 9 months for family practitioners?

Dr. Douglas A. Fenderson: With regard to the
first question, return to rural areas: of course it is
early, but the evidence,to date is strongly in favor of
these people returning,'-rnany of them to the sites
where they had their 6 to 9 months' preceptorship.
To some extent, of course, this is a prtselection
phenomenon. It is also noted, however, that many
stud6nts lose their enthusiasm for primary care and,

ro thus, for care in outlying areas, in medical school
where the identification models are all in the
direction of specialty medicine and ,urban practice.
And so, what it teems to do is to preserve some of the
early commitments irk this direction. It has alSo been
noted that many students who are in brief preceptor-
ships of, say, 6 or 8 weeks, tend to learn the
disadvantages of rural and small town practice.
They are generally enthusiastic about the richness
of the experience but very discouraged about the
conditions under Which their preceptors practice.
However, those who stay out for 9 to 12 months get
involved deeply into thecommunity and understand
something more of the advantages of that stylepf
practice. If seems to have a much more salutory
effect. With regard to rural residency programs, very
little progress has been made, and it is only in the
past year that any serious attempt at developing
rural residency training has been even actively
considered by the faculty of the medical school.But

fl it is beginning to take place now. .

Dr. Thompson: I would like to ask a question of
my colleague and friend, , Don Arnwine. In :,,the
community,hotpital, whiph has a significant com-
mitment to allied health education, as we do at the
Charleston .Medical Center, when a program for
educating medical students and expanding house
staff comes in, do you visualize, in this situation, that
you eventually run out of resources? There is just so
much space and so many dollars in the system. I
would be interested in hearing your speculation as
to how you try to reach a reach a reasonable balance
in this equation so that the essential characteristics
of the community hospital are not lost and §o tharwe
don't, in an attempt to solve or,,eproblem;backaway
from the commitment to anpther. I think we all feel'
this is quit ignificant, as it has been in the past, and
may e greater significance in the future.

Mr. Don Amwine,: Speaking to the economics of
the proposition first, the amount theta community

hospital can afford to invest in educational pro-
grams, of all types, there are no standards. I suppose
that you can look at the situation in some parts of the
country where community hospital organizations,
such as ours, are spending maybe 8 percent dr 10
percent of their total resources on educational
programs. In those situations this has usually been
built up over a long preriod of years and after long
involvement With a university. In our particular-

.- -situation, we have rather arbitrarily assigned 5
percent of our resources to educational programs.
Now we hope to-try to stretch those irfthis way and, I
might add, they are not stretching very well at the
present time. Inthe-area of allied health education,
we are attempting to move as many of our allied
health educational programs into academic institu-
tions as we possibly can. Every one of them that has
sufficient strength in the curriculum to deserve
academic credit we hope to be able to mdve intoone
of the local colleges or,.in some instances; maybe
colleges or universities some distande from Charles-
ton: This accomplishes several thirigs. Obviously,
first of all, it gives the student more horizontal and
vertical Mobility within the health care field. Weare
less apt to lose our brighter students. Secondly,
presumably, an educational institution scan' do
better job of educating than cana service institu ibn.
And, thirdly, there is the economic advantag . It is
our point of view/that society has, in large measure,
ignored the educational "needs in the health care
field. They are not supporting them to the same
extent that they'arein other industries, and although
there is a lot ott noise in the system about the amount
of money the9 are putting into them, the fact remains
-that hospitals have had to absdrb, within their' -
patient per.diem, a lot of the educational costs, St), to
the extent that these can be moved, this wiptielp to
extend those funds. Let me cite one, exantPle. Last
year, one of our hospitals operated a diploma
nursing program. The loss Was $330,000. An
agreement was made with a local college to support
their associate degree nursing program and to
underwrite their losses. Last year ourshare Of .those
losses was $30,000. In some instances, we tieve to
fund those programs to make Apossible, butt think
through that kind of strategy we can help stretch the
dollars. We are reachinig a point where we are going
td have tp make some judgments'about priorities in
increasing the size of the house staff, from the
standpoint of maintaining our character as. a
community,6spital, and also fro`rn the standpoint of
hoW mud can be>absorbed in the sick fund, So to
speak.

Dr. .Fugene S.. Mayer, North Carolina: I have a
question for Dr. Pickard, and it relates a c6mment
that was made this morning by the practitioner who
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said that his concern was really not money as much
as loneliness. 'I think we all knew that one of the
problems of the family practitioner in small commu-
nities, and i expect it will also be the problem of
nurse praCtitioners in the small communities, is one
of professional isolation. I think that one of the
things most of us in the room have said, at one time
or another, is that AHEC is designed in part, to deal
with that elusive thing called "the professional
environment." I would like to ask Dr. Pickard if he
sees anything , in the way of support for the
practicing nurse practitioner from other health
professionals that is going to come from the
existence of Area Health Education Centers.

Dr. Pickard: I don't think there is any question,
Gene. This is our .firm intent. I think part of our
strategy in peveloping the family nurse practitioner
program has been to attempt to address the issue of
loneliness and isolation. This is one of the reasons
why we insist upon a nurse practitioner having a
sponsoring physician before she comes' into the
program. We emphasize throughout the program
that this is a team affair. This is usually seen in the
context that this has to be done to assure that-
medical practice° is carried out in a responsible
fashion, and certainly that is not the least of the
issues as to why the nurse practitioner and the
physician have to have this defined.relationship.
There also is the key point that many of these nurse,
practitioners have provided for the physioian with
whom they work, and vice versa, a mutually
supportive relationship, whereas before the physi-
cian has been operating in relative isolation. Now he
has someone in his office who is a part of a bigger
system. Many of the practitioners who have come to
us, identified by the nurse who wants to get into the
program, or vice versa, are physicians who have
been practicing in relative isolation, who have had
no real relationship with the university other than an
Occasional blessing through 'our previously rather
traditional continuing education programs which
is 2 hours of education, once a-year. By virtue of
having a nurse practitioner, who has been trained in
a university program and who maintains her
contacts with that program, whether it be through
the AHEC center or through the prOgram irr Chapel

- Hill, we hope very much to encourage and to
continue to develop this feeling of b,eloNing to a
bigger picture, wh rein your problems can be solved
in some way, ether it is a refer al problem or
whether it is a edUcational pr,oble !think we have
seen a number of examples where the nurse has

0
clearly provided the physiciqn with this access,
either for solution of clinical poblems, educational
problems, or what have you. Clearik, this is, again,
part of our long term strategy.
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Dr. Wiese: I would like to ask the gentleman from
North Dakota, who raised the questiqn in the
beginning, to validate, dispute, or otherwise com-
ment on that answer.

Dr. Keith G. Foster, North Dakota: I have trained
and do have a nurse practitioner working with me,
and I think that is probably so. I do have another
question I want to ask Dr. Pickard. Since you are
leaders in this particular field, whet have you done,,
so far, in qualitatively-tassessing patient acceptance
of the nurse practitioner?

Dr. Pickard: In terms of formal studies, there
have been two in, the stateput, as you know, they are
just extraordinarily difficult-to_ get at. One oft,the
programs was west of Ashevitlei_which is the only
major source of care in a large part of a very rural
county. They sent out a questionnaire and said: "Do
you like your nurse practitioner?" And the obvious
answer is, "Yes." You know, it's the only sow in
to n, and who is going to send inaa questionhaire
sa ing, "No, I can't stand her." Unfortunately, that is
the state of .the art when' you try to get at this rather
ephemeral question of how well are they accepted. It
is not much better, I think, to do these kinds of
studies than to accept the anecdotal evidence we
have, and the anecdotal evidence is that they are
quite well accepted, in all strata of society. A large
number of the nurses we have trained have gone into
programs affiliate with minority groups, disadvan-
taged groups, etc. d, I think there again it is no
surprise, if you put in a program which is specifically
addressed to a minority group that cannot afford
care elsewhere, they are apt to like it very much.
There are, now, probably 20 percent to 25 percent of
our-graduates who have gone into affiliation with
primary care physicians ihprivate practice, and they
have found extremely good acceptance there. Now
this is certainly not universal; in any practice, there
are going to be those patiffhts who say, "Don't send
me to your nurse practitioner; I pay to see you, and I.
want to see you and you alone." .

Dr. Foster: How about information in relation to
the physician extender who is not a nurse practition-
er? Do you have any comparison there?

Dr. Pickard: No comparative data. Anecdotally,
you know, the numbers are so small that my
impression is that it is largely a matter of individuals.

Dr. Henry S. Uhl,' North Carolina: I would like to
comment on the question that was raised) by our
colleague from North DakOta. It was brought to my
attention, just a week ago, in talking to Dr. Juilian
Keith, who is now the Chairman of the Department
of Family Medicine, at Bowmah Grey School of,
Medicine, and who practiced as a family physician in



an isolated rural community in eastern North
Carolina for some 10 years. He told me That he did
not feel, always, sb professionally isolated or lonely.
What he found, and why he left, was the lack of
adequate social, educational, and, cultural resources
in, that region for his wife and his family. Now, I
realize that this is not a ftinction of AHECs, to solve
the social, cultural, and economic problems of
society in the United States, but what I fear is that
these factors may be more determinate on the
deployment of supporting professional personnel
than anything, we can' do through upgrading our
educational resources and locating them away from
university centers.

r
Dr. Wief: I would like to respond briefly to those

emarks. P rhaps the answer to that problem, which
I think most of LIS (to recognize, will be addressed in
part by re-examining_ some :of the admissions

-policies into the various professional training
'programs. Secondly, the same observations can be
applied not only to the physicians and professionals
who are going to be delivering services, and do
deliver services in' rural, isolated areas, but also` o
the educators in the A Cs themselves. Me i K.
was made o ed to usefuli-time faculty' any

_of-Eire Siluations, and this becomes.e-rgruitinent
problem in and o itself. It certainly is relevant, and I
don't think it is a uestion we can ignore.,

I 'a'Dr.--Charles Andrews, West lirgint 1 have a
comment about precetorshipsvand then would like
to ask Dr. Fenderson a question. The University of
Kansas Medical Center, since at least 1945, has had
a preceptor program in which students were sent out
to western Kansas in the rural areas. The figures I
saw, I think in the past year, indicate that about 25.
perceil of the graduates of the University of Kansas
Medical Center-have practiced in Kansas, and most

Hof fn are still in Kansas City, Wichita, etc. It is true
that they spent the 6 to 8 weeks time period that Dr.
Fenterson mentioned, and this may be the-reason
they did not stay out in western Kansds: In' West
Virginia, with all due deference to-thy lends from
-Charleston, I think that by any standards ou would,
agree that is a ruralarea. Ninety-eight per ent of our
medical students come from West Virgini and 75
percent of them come from the hollowsor however
you want to describe it. They spent 18 to 20 years
becoming familiar with the culture and this type of
thing, and I do not see how another 6 or 8 months will

acquaint them with whether the rural, life can be'
better. So, I have difficulty seeing how a preceptor
will help. us with this problem. I wondered, in
Minnesota, do you choose people from Minneapolis
to go out into the rural areas, or how do you select
them? I would have great difficulty with thetr e-off
in the junior curriculum, versus a preCe to ship at
that level.

Dr. Fenderson: There have en a number of
attempts_throtigh financial incent s or ex'orience----

o jr5re-selection, to get people to go t reas of need,
and there many factors involved in thi The topic is
worthly of serious discussion in its own ght. In fact,
I gave a paper on that subject last week in another
meeting. With regard to the program in Minnesota;
the students are self-selected, and the bulk of them
going into a rural preceptorshipf do come from
relatively smaller towns. As you know, many
students when they come to medical sdhooi,ihditate
general family-practice or primary *Wipe as their,
orientation. You also know that that kind of .,
commitment tends to wane very substantially as
they come under the sustained influence of spe-
cialty practice and the particular characteristics of
the university teaching ^ hospitals. It becomes
increasingly difficult for these people to maintain
their commitments to the kind of practice they had in
mind, based on their twenty years of experience in
those smaller towns. What seems to be happening,
in my view, is that we are maintaining that enthu-
siasm. We are making practice opt ons that are not
readily' available or not readilyt di cernible in the
metropolitan areas much ore re apparent. The
options are much more rea , and the experience of
returning to the rural area--not so much as a citizen,
in general, but rather as a practicing, physician--
seems more feasible. It is really too early to examine
this kind of thing. The evidence, however, on various
attempts at loan forgiveness, with :the notable
exception of Kentucky, has been eh unmitigated
disaster. The students buy their way out; they simply 4
don't go back. One of my former associates said the
problem is n6t so much the maldistrihution of
medical manpower; it is the maldistribution of the
population, Who' wants to live in a town without a
doctor, or who wants to live in arreconomically
marginal areaor an a* that does not have,
educational, social, cultural, recreational advan- ,,,

tages? So, we should declare many of those areas
nbnoperative and move them all. to urban trade
centers.
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.

iplinary Progr m DevelopMent

Moderator: r. Edith Leyaineyer
Project Director
Minnesota AHEC
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Introduction

Panelis s: Ms. Bernadine M. Feldman
AHEC Nursing Liaison
University of Minnesota

Dr. Rodger C. Kollmorgen
Department of Psychiatry
University of Minnesota

Dr. Richard J. Schimmel
\ Associate !Dean,
School of rssociate Medical Sciences
University of Illinois

Dr. Richardson K. Noback
Dean,
University of Missouri at Kansas City Medical School

Dr. Edith Leyasmeyer

A variety of terms are used to describe the bringing
together of different disciplines for a common

, purpose, such as "interdisciplinary," "crbssdiscipli-
nary," "transdikiplinary," "multidisciplinary," and
scores of others. Each of these has a different shade
of meaning, a different implicajiOn, and a different
application. For the sake 'of-Simplicity, I will simply
use the term "interdisci5finary" and you cap make
your own interpretations.

Interdlettplinary health education is now tieing
hailed as the critical means for providing better
health care to people. Some contend that many oaf
our health care delivery problems today are directly
Belated to a lack of understanding and appreciation
for the actual and potential contributibns that each
of the different disciplines can make towards patient
care. These arguments are cony g, but is
interdisciplinary educatidn, like eating the whole
person or like providing for continuiteof care, an
idea more likely to be extolled tfian actually
accomplished and implemented? The 'research
studies that have been conducted are case-by-case
studies which look at4how team members felt, how

INN

they interreacted, how they interrelated, and very
little substantive research has been done on the end
product: How indeed has interdisciplinary educa-
tion affected that outcomepatient care and the
quality of care? Many of these questions still need to
be answered.

Basic-to our discussion this afternoon of interdis-
ciplinary care is the consideration that interdiscipli-
nary activities are cooperative activities. In our
society, the various disciplines typically have not
had a collegial relationship. They have been trained
'very separately, and they are, all striving for
professionalization. Professionalization leads tb
intragroup relationships, intragroup status-seeking,
and much less regard and need for relating to other
relevant disciplines. Furthermore, our educational
system has really not been very supportive of
effective team functioning. Much of our activity in
education has really been aimed at the maintenance

r of the integrity of each individual professton d
discipline. We have been focusing on specialization,
where each discipline narrows more and more its
area of expertise and interest and thereby erodes-the
common ground for understanding and corrimuni-
cation. Thus barriers become established and
strengthened.

The reason for, a focus on interdisciplinary
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education is that. it wilt s pposedly lead to team
functioning and eam car- of patients. As we alt."
known, the h Ith care teams are compo d of
disciplines QM a variety of\backgroundy Some,
su e nurse aides, have little educetiOn beyond
high school; some have 4 or f5 y@al' after high
school: and some have 10 or 'Ivor years after
college. Putting these various disci nes together in
a mix and expecting them instantly ta\relate to each
other, to communicate, to be interdependent, and to
collaborate, is really a task of thkhighestragnitude.
Yet that really is our expectatikn on th hospital
wards and in the clinics. With very little pr paration
toward this goal, we do expect the teams to nction
effectively. Yet the teams; besides having t work
out their own problems of relationships, of inte dep-
endence, of accepting one another's contributi ns,
alsO have to interrelate with and relate to the patl nt
system, which is another area on which we have n t
focused much attention. The patient and his family
come to us, as health care providers, with a variety of

needs and expectations. They have complex prob-
lems that are physical, emotional, psycho-social,
and economic. They look to the health care team,
the health care deliverers, for some sort of solution
for all of these problems, which are indeed most
interrelated. They are looking to us for treatment of
disease, for maintenance of health, and for improve-
ment of living conditions, which certainly affect the
status of health', they are, looking to us for public
educatioh, and for action to change their situation
by some social means.

When we reflect upon the health care team nd
look at its specialty composition, one very obvio
question is which member of the health care team
can focus effectively on more than .ones `at most two,
of these areas and do a good job? The health care
team must concentrate on the diagnosis and
treatment of the medical Rroblem, and they must
focus on the diagnosis and treatment of the socio-,
economic problem,- such as some maintenance of a
higher status of living for the patients. Therefore it

Panel #2: (from left to right) Dr. Leyasmeyer, moderator, and panel ts: Ms. Feldman, Dr. Noback, Dr. Schimmel, and Dr.Kollmorgan.
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becomes very obvious that the team members have Cuirieulum Articulation in Nursing
to function as an integrated, interdependent team s

whosely on each other heavily and are able to use a Ms. Bernadine M. Feldman
each other's resources and capabilities to the very represent several very dedicated nursing faculty
fullest.

. members of the University of Minnesota School of
As I said earlier we have just begim to addreis Nursing, St. 'Benedict's College Department: of

these questions and issues in Our health sciences Nursing, and a broad spectrum of nursing personnel
curricula in our health sciences schools. At the most who function in various capacities throughout the
simplistic level, we have i)itroduced a variety of -University of Minnesota AHECtarget area of central
behavioral' science courses into our curricula, Minnesbta. My function as nurse liaison of the U of M
which, of course, broaden the perspectives, hori-
zons and -under-tan-ding of the health sciences
students. We have opened up courses to. students
from more than one-discipline, with the expectation

that if the nursing student .rubs shoulders with a
medical student, some results will be there that are
beneficial. We have placed students from different
disciplines in the same `patient ward with the
expectation that if they see each other functionin
even independently, some benefit will accrue.

'date, the benefits have been very minimal. A better
approach, of course, is to assign students to ome
joint project, such as providing comprehensivecani--)
to a family, whereby students are educated and
guided, to learn together to solve the ensuing
problems:

One of the basic tenets of the Area Health
Education Center is to provide the kind of education
I have just been describing, and to produce health
manpower who can meet the needs of our popula-
tion and assist in providing health care that is
available to all of the people in`the areas that woo
serve. Interdisciplinary education ism very critical
component of our overall attempt. The panel this
afternoon will attempt to address the interdiscipii-
-nary question from a variety orperspectives. We will

ke a look at core curriculum concepts, how they
yobrkand-hc4 they can be implemented and applied.

rWe will be looking at innovative interdisciplinary
team training and how that works. We will also be
discussing an intradisciplinary program in nursing.
Besides our general interdisciplinary focus, we

implies the po
. should also look at what happens within a particular,

. discipline. lei a discipline such as nursing, there are a learning expe
variety of levels of individuals who need to relate to nursing educ
one another, need to have a Change for efficiently cocareer

-amobility and thus be able to move from level to level pe nursing education system.
with a greater deal of freedom:When we are talking "Career mobility" is the recognition of an individu-

al's previously acquired skills and life experiences
through provision of flexible curriculum patterns
whereby' an individual may enter at his level of
achievement and progress according to his own
ability. There are two ways in whidh this can gd. 1

"Vertical career mobility" is the advancement of
rriets -and -bring about - persons through different levels within an occupa-

AHEC staff is to coordinate and facilitate several{
aspects of the nursing component included in the
Minnesdta AHEC project.

Thp,/concept of curriculum articulatiOn, which is
the title of this particular presentation, appears to be
a relatively innocent phrase which reflects a

/Seemingly logical and rational approach to the
/ educational process involved in preparing person=

el who will perform different butrelated functions
within the health care field. However, as one
examines relevant /literature and discusses the
concept with knowledgeable persons within the
profession, one rapidly becomes. aware of the
ong9ing heated debate inv.olving "curriculurp arti-
culaticin" as ell as other related o'conc,epts., Al-
though ,muc of what I will say Concerning these
concepts is/ related specifically to nursing, this
discussion *6 also true for he other disciplines in the
health fie . 1Tt is bri f period I "webild like to
identify, efine, or clan fy some related cbncepts,
briefly scribe a few of the major issues relevant to
"curri lum articulation," and also describe a
couple of curriculum approaches which incor o orate
this-concept. Within this frame of reference would
then like -to_ciescribe the U of Ni AHEC nursing
components. Finally, if time allows,1 wo d like to
suggest the interdisciplinary applications/ f some of
these educational concepts and apprO.

The glcissary of terms related curricllar
articulation includes among others e following:

"Curriculurn.articulation," is ago aracteristic of-a
program of learning ex nces. "Articulation"

y of b ilding directly upon the
iences( of one Component di'- the
tion system asi a means of more L:

pleting a subsequent component of

about e health care team, we need to be able to
share xpe Ise, knowledge and capabilitieS, both
horiz tally and vertically, including the lower level,
as w II as h higher level professions. The Area
Health Education Cent rs emphasize interdiscipli-
nary education becau§enie believe that it will aid in
overcoming existing ta

functional teamwork, sir s tiorfthrough challenge exams, career ladder, career

30

40

jr



lattice, open, or accelerated curricula. "Horizontal .,

career mobility," is the advancement of persons
within a field or the change of field through job,
performance and continuing education.

A "lattice curriculum" is one which incorporates a
framework or structure upon which any person may ' to enter and exit this pyramid at any Step without
grow, and usually refers to a core of knowledge or loss of time, and with great efficiency, moving from
skills..required of any person in a particular field one step to the next on this ladder of the pyramid.
despi level of educatio al preparation. This Not all agree with that idea.
appro ch is intended to pr vide a structure which Another issue related tosurricuhim articulation is
allows for either'vertical o -horizontal mobility. that of ,core curriculum for all health-related

A "I dder curriculum," s opposed to a lattice, is personne . Sipter -Ann Joachim in her 197,2 article
1 one w ich refers to the rogression of a student discuss the fact that many of the ladder and lattice
'thro g various levels o an occupation or prof es- curric a, nage as their focal points a core curricu-
Sion
of a

nursing, it usbali re7rs to the progression

into ssociate degree, and finally to a baccalau-
reate rsing program: .

, .

A c iculum that exemplifies a career mobility
con ce nd the concept of articulation, iadescribed
as an en .curriculumX' An ripen cUrriculUm in
nursin dutation is a system which akes into't,\
aCcount t e'different.purposes of variou kinds of
programs but recognizes common areas of chieve-
merit. Such a system provides students mobility in

\the light of individual ability, changing career goals,
and, changing aspirations. It also requires clear
delineation of the achievement expectations of
nursing programs froth practical nursing .through
graduate education. It recognizes the possibility of
mobility, from other health-related fields. It is an`mobility

system of 'achievement in nursing
education with open doors rather than quantitative
serial steps. (Taken from the National League of
Nursing statement of February 1970.)

A "core curriculum" is a set of courses which are
required for all students in a similar field.

With these terms in mind I would like to describe
for you. some of the issues which comprise the
present debate, concerning articulation, career
mobility, ladder, lattice and Open curriculums. In
this brief time, I only hope, to raise the issues to
provide a context for our program at the University
of Minnesota, but also to stimulate thought, and
discussion on the part of you, the participants. Some
of these issues which apa related to curriculum
articulation are based on the concepts 'I have just

that there are pyramids actording td occupational
groups,,for exa ple nursing, wherelhe doctoral in
nursing is at,the pex and themursing Assistant is at
the lowest point. Those who subscribe to a ladder
doncept would sa that the student oughtto be able

dent through a prat idal nursing program

preSEMted. First of all there is the debate about the
*hierarchy of personnel in health. professions. Those
who subscribe to aladder curriculum approach tend these various personnel categories, as well as the
to -subscribe to a hierarchy of personnel in the differentiation of competencies. In her opinion, the'
profession. These hierarchies can be more a-----1MCIOr concept seems to deny the integrity of
defined. In instances_ f-see-tholfilTrarchy of professions.and the varying kinds Of practice within
the boatth- praessions as a pyramids one huge an odcupation. She asks, "Is there. nothing in
pyramid. At the very lowest point are the aides and medicine which distinguishes It from the other
the orderlies and at the cieryhighest point, at the health professions and lends uniqueness and
apex of this pyramid, are the physicians. Others feel specificity to medical education?" (1971, p. 729) Her

at
lum"wnich-means that all perss in the health field
would have a core of courses t would be essential
to theirclprograms. Sister Joachifn disagrees with this
conce t because she feels thee are some courses
that are more essential to one occupation than
another. She takes chemistry as an example: this
May be a very essential component for a medical
latioratory,tochnician but is of less Importance to the
medical records person. (1972)

A third issue is differentiation of curriculum
leading to technical level and professional lev,o1
pealth care personnel. Are professional level Health
care personnel essentially different from technical
level personnel or are they simply more of the same?
This issue Is related to the differentiation of

- competencies and performance of nursing person-
nel. Many of Lis who are In nursing oriel the periphery
of nursing have heard people in the hospital setting,
say that nurse educators talk about LPNs, aides,
RNs, Associates of Arts, BAs, MAs, and doctorates,
but in the real world of work they all do the same
thing. Just to see,what kind of a reaction I would get,
I posed this statement to one Of the University of
Minnesota faculty persons who has been working
for the past year and a half on Identifying competen-

: cies for entry level behaviors, of the graduate
nursing program. She did not get riled up at all and
she did not throw me out of tho,offtce. She just
looked at me and Paid, "Are you sure that's the real
world? Maybe the real world Is reflected by the
educator who sees the differences and states very
strongly what these differences are."

, Mildred Montag, in her 1971 article argues against
the ladder concept; her statements are relevant to
both the differentiation of curriculum leading' to
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biggeSt argument against the ladder concept is in
the curriculum itself. "It is my contention," she.
states, "that to develop a curriculum one must have a
picture of what kind. of person one is trying to
prepare. With this picture clear, then, all that goes
into the Curriculum is geared to producing this
individual."11971, p.729)

Several other issues related to curriculuin articu-
lation are life experience credits, orlanket credits.
This is a very essential component of the various
curriculdr apProadhes I have mentioned. Should a
person be given blanket credit simply because ho
has engaged in certain types of a,ctivities.which are
seen as contributing. to som utcome of an
educational program?

Another issue is length of time and content
repetition. Many of those who believe or subscribe
to ladder and lattice programs do so because they
feel it Will contribute to reduced repetition, and thus-
greater efficiency in programs pursued by students.

The curriculum approaches which incorporate
articulation conceptsthe ladder, the lattice, accel-
erated, and open curriculaare more feasible today
because faculties of many sbhools of nursing or
departments of . nursing have been developing
certain facilitators of articulation curriculum. For
example, with the availability of challenge exams, it
is now possible for he student to exempt himself
from a course whi h is a ,required phrt of the
program sequence. T The challenge exsm can also be
used as a means of gaining credit\ for required
coursework when the student feels he already
possesses the requisite knowledge. Other uses of
challenge exams consist of proficiency and place-
ment assessment.

Another . facilitator of articulation Curriculum is
that. of independent learning modules,,which allow
students to meet the requir,ements of certain
Program courses. Learning "nodules provide l
independent and individually-pacedlearning,

A third facilitator is that of competency-based
curriculum, which allows for better assessment .of
persons seeking entrance to the program, progress'
through the program, as well as evalution of the
content of the program.

A final facilitator is that of identifying entrance and
exit competenties, of nursing programs and their
graduates. This competency identification should
help to answer the questions of how graduates of
nursing education systems differ in terms of task
and skill competencies, competencies in judgment
and decision-making, as well as synthesis and
application of their knowledge base.

Keeping these issues as background, I think the
most appropriate term I can use to describe the.
University of Minnesota AHEC nursing components-

is

om ponents_

is "eclectic." We subscribe to the concept of career
mobility, both vertical and horizontal. Our efforts In

0 fermis of vertical mobility consist-of the following five
components. The first is the presence of an
academic counselor in the AHEC target area, that of
Central Minnesota. counselor is a masters-
prepared nurse wh6jprovides academic counseling
to all interested LPNs, AD graduates, ANS from
diploma programs, and nurses with their baCcalati-
reate as well as master's level preparation. This
person is located In the Central Min esota.area for
the purpose of contacting Individu 1 nurses who
have indicated art Interest in definin their career
goals and also helping to provide or expedient
pursuit of those goals. Many timesnurses away from
the Unive sity campus see programs as one hodge-
podge of d tape, sittin around,StandIng In line,
not knowin what thdy sh uld be doing or What they
ought not o be doing. any of them engage in
taking cou ses hoping t at credit will apply to
something, pecause they heard that it did from
someone else. There Is \,1 lot of misinformation
around. Otir hope, by utilizing an academic counsel-
o , is to ensure that nurses have accurate informa-
ti n and not spend their time pursuing courses of

dy that will not contribute to their career goals. A
second reason for the counselor's presence is to
.ensure that when the programs are available in our
region We will also have students available.

second component of our nursing effort is
planning and coordinating prerequisite course
offerings in the regional AHEC areas. Our academic
counsel r, as well as personnel and faculty from the-
Universi of Minnesota School of Nursing, St:
Boned ct College and St. Cloud State College, are
workin t gether to identify the prerequisites of the
various u, icula and what Interchange is possible.1
am sure oil are aware that Some Institutions do not
recogniz credit for courses taken at other institu-
tions. We rie0o hash this out prior to offering a
course so t t Oki credits earnedwould be accepted
by all the Involved institutions.

A" third Component, is the coordination and
support of planning and development Oates
required'for offering the BSN accelerated program
in the regional\ AHEC area. A fourth component
contributing to this accelerate BSN Program, is the
ongoing development of col.irSe oritent in the form
of independent learning modules.,

A lihafeffort irf terms of vertical mobility relatesto
the coordination and development of an external
graduate nursing program in the regional AHEC
area, We at Minnesota are also looking to the State
for funding, particularly of the External Master's
Degree Program and the additional funds required
to, locate the accelerated BSN Program for RNs in
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the rural area. It moves me to say that happiness is 80
percent cost sharing on the USN contract.

Let me conclude by suggesting that much of what
I have said about nursing also applies to other
disciplines within the health field. The identification
.01 competencies of graduates of technical. and
profetsionalsnursing programs should help to clarify
the inter occupational functions and relationships
and the interdisciplinary relationships as well.

. A second outcome of this work effort by nurses to
clarify the educational system as W01141S the metes

rto access this system, has' been suggested 'by
\Thelma Engels in her November 1971 article rt
Nursing Outlook. She states. "Furthermore I belleye
we might consider breaking down some of the.walls'
of cloistered disciplines. For exAple, w.tneysuldn't
school teachers benefit from a minor in 0;tatria
nursing, social workers from a minor in pdychiatric
nursing, or a medical student from selected courses ,

In nursing?"- (1971, p. 730) If this be treason, so be
it!
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Interdisciplinary Education and the Health Care
Team Concept

except to say that, when a graduating medical
studenttells you that his 6 weeks at the Five County
Human Development Program was the highlight of
his.medlcal school experience, and he feels that he
has gained a supernumerary family to boot, one gets
the feeling in his bones that this particular mental
health center, tucked away in what was formerly an
electric utilities company garage, has something
going for it in terms of interdisciplinary team
functidn and the capacity to educate students.

The give County Human Development PrOgramis
10 years old ancit serves, as you've probably already
divined from its name, five rural counties in east
Central Minnesota, two of-which are designated as
fisca ly distressed by the Governor and all five of
whic ,are designated as psychologically depressed
by myself. The population is 80,000, which lives on
approximately 3,099 square miles of sandy, loamy,
overworked farittland settled originally by Scandi-
navians who had an unparalleled capacity and
proclivity for masochistic sufferindand/or Just plain
bad luck:. If they had gone only 100 miles further to
the' south. and the west; they would have been in .s!
some of the richest and most productive land in the
Midwest.

Inasmuch as the t' k has befallen me to try to
coordinate this inte isciplinary experience at
Braham, I have attemp d to outline what I regard as
necessary, albeit not 'dUfficient, characteristics of
the well-functioning interdisciplinary mental health
team and its relationship to students. I submit these
guidelines as basic requirements to good interdisci-
plinary teaching teams.

':kefore you can teach ,something, you must runie
somathing to teach. The first touchstone is comps-'
tence.P\resumably the psychlatilaisin_oommand of
a certain\amount of didactit psychiatric knowledge
and is corneetent in the practice of clinicalpiyahla-,,-

. tq. The payChologist, the social worker, the
psychiatric nurse, and so forth are each well
educated in thei?Tespective fields and competent in
the practice of their professions. Each is quite
capable, presumably, of performinghia own profes-
sion in vacua if necessary.

Second, it is necessary that each member ofthe
team believes in the value of his own profess/on,
believes that his own profession brings a certain

\ knowledge, a certain view, a certain gestalt to the
fore which enables him to make unique contribu-
tions to the team effort and to the final product,
"without whith contributions the final product would
be diminished in quality and different in character.

Third, each professional on the team must have
comfortably resolved his own "Edifice Complex," if
you will. That is, he must have disabused himself of
theiamotional-- persuasion that all knowledge re-

Dr. Rodger C. Kollmorgen

When University of Minnesota graduate students in
the Various health professions find it desirable to
have a field placement in the rural intiAlsciplinary
setting, there is a strong possibility that they may
spend some time in a small, seemingly inauspicioud
mental health center in Braham, Minnesota (popula-
tion 740 ptus mosquitoes and snow geese) some 60
miles north of the University. During the last 2 years,
students from clinital psychology, nursing, alcohol
and chemical dependency, medicine; social work,
and pharmacy have receiVed field placements at

. For the most pa these have been unique
and worthwhile ealcatio al experience's.

I am inherently suspi ious of the validity of
testimonial evidence, and will not dwell upon it
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sides, and all goodness reposes, within the womb of
the university. Once he passes out of the city lica

ence, nor does his
d eggs. Or, to
ing to in part give
er psychiatrists,

he does not lose his compe
suddenly turn to scrambl
another way, he must be wil
own sentient group of of
psychologists, as the case
the interdisciplinary team as
he group with which he b
dentified and kohl which he
is M & Ms.

Fourth, the Professionals must share a conviction
or a belief in the common task of the group, a belief
that it is laudable and worthwhile and that their
common goals are being met anci that they ate
effecting some change in the world. Again, testimo-
nials are capricious arid fickle; attest unreliable and
at worst, they cut both ways. A considerable amount
of neurotic energy can be expended in whomping up
the positive, reinforcing one and in some way

`denying and repressing the prunishing ones. But,
solid, objective, publicly verifiable criteria of suc-
cess or faiture`ebvrates the necessity of huddling
and adopting a cultish, up-against-the-world men-
tality. I sap &that in this era of energy conservation
nothing solidifies. an interdisciplinary group like
hard-nosed criteria indicating its effectiveness in
accomplishing its goals. Especially in the mental,
health fields, where impact is frequently intangible,
goals are fresiuently long range, and gratification is
seemingly forever deferred, the quest for effective-
ness criteria is a necessary and worthwhile endeav-
or.

Finally, the interdisciplinary-group must have a
mechanism by which internal corrections can be
effected...Just as surely as change and growth occur
'within individuals, so do they occur between
individuals within interdisciplinary teams. No sys-
tem is perfect. Even in the most effective team
personal feelings do become hurt, professional turfs
bebome threatened, and power balances become
shifted. The pibblem is nothow best to suppress and
sweep such problems under the carpet, but rather
how to get them into consciousness and out onto the
table where they may be dealt with. Germane to this
prdcess within the interdisciplintry team are per-
sons who are -comfortable not only as professionals,
as 1 have indicated above, but with themselves as
worthwhile, effective individuals who are Capable.of
error but who are also capable of forgiyness and
capable bf change.

I have outlined the essential ingredients for a
successful interdisciplinary team as I see it. Let me
give the gestalt by which this team engages the
student. We regard the student-mentor'relationship
as a contractual relationship, actually a quadripar-

brain
ut it
p his
ther

ay be, and to caOect
his new sentient group,
domes instrumentally
receives his strokes or

G

tite contract between the student, the Five County
Hyrn n Development Progr m, AHEC, and the

--Stude t's university depart ant. Close liaison
betw the Five 'County uman Development
Progr m and the curriculum a visors in the varioys
depart tints in the University s maintained. By the
time t e Program is aware of a prospective student,
he and his curriculuritadvisor ave`possibly already
determined if a tour or place ent in Braham is in
keeping with the student's curriculum goals. AHEC
may then give its blessing. The student then makes a
trip to Braham and meets With the staff, and together
they discuss the nature of the mental health center's
operation as well as the, student's own educational
goals. Together the student and the staff determine
whether or not these goals can tie met or approxi:
mated, and they may,then negotiate in terms' of a
program tailor-made tohat student; as well as a
time commitment satista'btory for all concerned. It
becomes evident, then, that little is taken for
granted. The staff is willing to make a substantial
investment in, the student but very clearly wants
something in return irthe form of time, energy, and
emotional commitment: After such a preliminary
negotiating session, some students and the Five
County staff have determined that they really did not
have the basis for_ mutual- contract, or that the
experience fealty would not be in keeping with the
student's'own goals or expectations.,no problem;
no hurt feelings, better to find it out sooner than

Those studerils who do decide to spend time at
the center then make their affirmative decisions
from a standpoint of information and mutual
expectations. It is more -than conceivable that
starting out on the right foot is the biggest.step td

'malibing field placement at the Five County Human
Development Program a very meaningful educa-
tional as well as personal Agierience.,

Once the student begins his field placement, he is
assigned a coordinator orothe staff-and his individu-
al program is firmed up. Perhaps it will entail a great
deal of community organization and indirect servi-
ces. Perhaps it will emphasize family intervention
over C several months' peribd. Perhaps, becaUse of
an intensive but attenuated time commitment
(previously agreed up, mind you). major emphasis
might be placed upon diagnosis and evaluation.

The' student's coordinator may or may not be
someone in his own discipline. The old dictum that a.
student is best taught by a member of the profession
to which he aspires is now being challenged, and so
far successfu4ly. Inasmuch as all staff members hold
clinical appointments to the University, no serious
adMinisteetive problems have arisen as yet. ur
rationale has been that, if this is to be an interdi ci-
Winery experience, let it be so indeed. And afte all,-

W.`



how anon doe a nurse9et to,tell a young doctor a
thing or two?' ,

The students pends considerable turtle with each
member of the team. li the community coordinator is
going to visit a school, the_student goes along. If the
psychiatrist is going to a local hospi\al for bedside
consultation, so goes the student. If he psycholo-
gist is going.up to the 'Indian reservation to do some
psychological screening or testing, guess who rides
with him. Every patient is regarded as a teaching
case. The student is free to be scheduledon any
session. The student is regarded as a Jun kit:Member
of the staff. He presents patients, he is seen with the
staff members in the staff meeting, he b.s.'s with the
staff at coffee, and he is present when the staff is
attempting to work through their own interpersonal
problems. He is present when local county politics
are discussed, and his tender student ears may just
hear, what a penurious old devil one of the county
commissioners is, who is against a pay raise for the
staff. In short, he student learns how an interdisci-
plinary team works by becoming part of that
interdisciplinary team in fact. Whether or not he ever

. chooses to return to such a setting, he will hopefully
look back on the experience and declare that, if
nothing else, if not relevant after all, if not persua-
sive, if not useful, It was a genuine experience of
professional, educational, and personal impact
whi0 will' have spin-off valpe in whatever future
content he finds himself.

k

,b'innovations in Basic Sciences CUrriculum

Dr. Richard J. Schimmel

Governor's Planning Region 3-B isa 16-county area-
, in East-Central Illinois and one of foul regions in
Illinois involved in the Area Health Education
Sy em project. Region 3-B has a' population of
appr ximately 800,000. There are 28 hospitals, with
4,000 beds, and there is a total of eight higher
education institutions in the region, eith,er 2-year or.
4-year

The AHES contract has providecithe opportunity
to 'develop needed allied health and nursing
programs in conjunction with the existing School of
Basic Medical Sciences and the developing School
of Clinical Medicine in Urbana-Champaign. Obvi-
ously, the development of full professional pro-
grams in allied health- and nursing requires basic
medical Sciences as the foundation for professional
compet nce. In order to provide the basic science
content nebessarywfor the allied health and nursing
progra s, we are attempting to utilize the 1-year
basic medical, science program which visas devek

oped as the fir4t year of the 4-year M.D. program in
the Coll e of Medicine. The existing basic medical
science p ,gram was establishedby teams of basic
medical sci nce faculty and practicing pli\jsicians"'
working together to identify basic science concepts
content amaknecessary for medical practice.

The program is a Se1Ppaced, self- directed curricu-
lum that is comprised of eleve?t\ basic science
disciplines: anatomy°, biochemistry, microbiology,
immunology, physiology, pharmacology, patholo-
gy, histology, neuroanatomy and neurOphysiologcf,
genetics, and behavioral sciences. Each discipline is
broken down into'independent learning-units which
are incorporated into ten clinical problems. Clinical
problems, such as inflammation, peptic ulcer and
diabetes, are an attempt to directly relate basic
medical science to pathophysiology, The curricu-
lum inCorporates over 1,500 specific learning
objectives, multiple learning experiences for each
learning unit, and multiple prescriptiveand diagnost-
tic evaluation instruments.

There are 300 units or learning pabkages in the
curriculum. Each lear ing unit has been developed
with a standardized fo mat which includes:

:1. A subject matte description for the unit's
content;

2. A list of prerequisites or prior learning units
essential for the learning of the unit;

3. The general and specific Objectives for the
unit;

4. A list of key words;
5. A pretest;

6. A listing of specific reading assignments in
textbooks,- reference books, other printed'
matter, laboratory experie ?ces, and a listing of
all software materials o(slides, tapes, etc.)
related to the unit;

7. A poPttest for the -.student. to assess his
performance.

For each unit,,.an additional set of questions is
.

reserved until after the student has completed a
given clinical problem. At that time, the student
takes a test which is representative of all the basic
medical science objectives for that _particular
clinical problern. The examination is ghhen on the
PLATO computer system, and the student is
provided with immediate feedback regarding his
performance. his feedback provides a tool to be
utlized,in discu sion w)ttra faculty advisor regarding
the student's Progress and the planning of future
learning activitied.

It is important to emphasize that these examina-
tions are diagnostic and prescriptive in nature. It is
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a so irriportanho point out that the total educational
process in the School of Basic Medical Sciences is
based on the concept of teaching as management.
The faculty takes on the rot of an advisor and

..,,manager, rather than imparting knowledge through
lecture. They assist the student by.:

a. Identifying what it is the student must know
and be able to do;

b. Orgenizingbobjectives and units into a mea-
ningful order;

c. Identifying a number of ways in which
knowledge and skills can be acquired;

d. Developing iiiagnostic and prescriptive evalu-
ation tools;

e. Monitoring student progress;
f. Acting as an advisor, one to whom the student

goes when difficulties arise and questions
need to be answered;

g. Providing guidance and supervision Of the
student's progress to assure that the student is.
proceeding effectively.

There are a number of factors, probably none of
which was the 'deciding factor, that focused our
attention on the existing basic medical science
,pregi'am for basic science input into other profes-
sional health sciences programs. Utilization of ttie '
existing basic medical science objectives avoids
duplicating the time and dollars that are represented
by the identification of 1,500 objectives, and the
organization of 'those objectives Into 300 learning
units which are presented Ina 7-inch thick curricu-
lum document. Starting with the basic medical
science curricultim also avoids spending resources
developing new courses in various basic science
departments on the Urbana7Champaign Campus of
the University.. Such an approach would result in
courses with low enrollments being offered in
departments that are academically. oriented, not
oriented to the professions or applied sciences;
departments that are oriented to graduate level
work, not undergraduate; and departments that are
oriented to research, not instructionall of which
adds up to a limited desire and capacity to respond
to the instructional needs of the developing allied
health and nursing programs.

Logistically, to curriculum which is self-paced,
self-directed increases the ability to utilize clinical
resources in the Region. Region 3-B has'five rather
distinct sub-regional population centers. The five
areas are connected by the Inter-State Highway
System with traveling time from Urbana-Champaign
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to the other sub-regional centers ranging from 30 to
45 minutes. The health care agencies and the
number of beds are fairly evenly distributed among
the five sub-regional areas. Success in developing-..
,and utilizing a self-paced, self-directed approach in,
basic sciences would make scheduling of clinical
experiences throughout the Region more conven-
ient and practical.

Most importantly, underlying our activities which
We hope will lead to an interdisciplinary approach to
basic medical sciences are the following education-

,al assumptions:

1. There are basic science objectives common to
the learning needs of- medical, nursing and
*allied)health students.

2. It is possible to define the behavioral objec-,
Lives necessary to master the prescribed basic
medical science content.

3. Basic medical, science learning can be
broached frOm multiple entry points; Can be
adapted to individual' learning styles, and can
accommodate the learning needs of students
enrolled in different curricula.

4. All students admitted to the health science
programs have the ability to complete their
respective program.

5. Student progress through the' curriculum
should be in accordance with his ability to
master: the curriculum goals, rather than to
time commitments.

6. Motivation to learn basic medical science,
content can'be enhanced by relMing science
content to a clinical situation or problem.
repreNentative of the student's field of prac-
tice.

Our first attempt at utilizing the one-year basic
medicat'scienCe curriculum for health professions
other than medicine has been the identification of
biochemistry content for the regional baccalaureate
nursing program. The students in the regional
program are completion students. That is, they are
registered nurses who have had experience as
practitioners, and, generally, enter the program with
a limited chemistry background.

A committee comprised of six nursing faculty
members, both from the Medical Center in Chicago
ancrthe regional iprogramprimarily with responsi-
bility for some aspect of medical-surgical nursing; a
biochemist ° whO taught the formal course in
biochemistry for the nursing program; and two
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students in the program reviewed the biochemistry
oblectives in the existing basic medical science
curriculum. Of the 313 biochemistry objectives, 236
were designated as high priority objectives for
nursing, 70 were designated as moderate priority,
and ,4rwere considered low priority. Nearly 98
perdent of the learning objectives inblochemistry in
the existing, basic medical science curriculum were
viewed by this committee as important enough td
nursing practice at the baccalaureate level to receive
either a high or moderate priority ranking. There
were no biochemistry objectives important to
nursing practice that were not included in the
existing basic medical science curriculum.

The next major activity that has to be completed in
order-to utilize the existing basic medidal science
curriculum or an interdisciplinary basis is for the
biochemistry faculty, as instructional managers, to
review the learning experiences in each of the
biochemistry units. Since this is instruction, we need
to carefully review -the established ,,biodhernistry
units for appropliate learning experience§ related to
nursing.

If we continue to focus on the biochemistry
objectives necessary to medical and nursing educa-:
tion, I am 'confident that interdisciplinary learning
experiences will result. I feel the same will hold true
as we begin to utilize the existing basic medical
science curriculum for various allied health profes-
sions. After all, it is cognitive objectives in basic
medical sciencer not cognitive objectives in the
professional content, that we are attempting to
relate on an interdisCiplInary basis. It really should
be a simple task; and while our approach may be
different, I am sure it is being done or has been done
elsewhere.

We, of course, will continue with the task, nOt
necessarily because it is 'unique, but because it
meets some of our very special needs. In many
respe ts, however, We think the real challenge is to
identity the aft ive objectives which are necessary
to succeed a competent practitioner. We know

t that a health ractitioer's valugand feelings about
himself and thers affect hiS performance. What
other affectiv objectives might be learning _to--
assure oPtimu performance and satisf ion in
Praetice? If the health care team is to function as
conceptualized many of the AHEC project
activities, the next big step in interdisciplinary
edUcatiOn for medical, nursing, and allied health
prbfessionals should be a commitment to answer
tz rough curriculum development the question,
" hat do medical, nursing, and allied health

ofessionalse need to know, feet, and be able to do
at can only or best be learned together?"

p
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Innovations in Medical Education

Dr. Richardson .K. Nobak

Let me begin by quickly stating some of the
assumptions with which I came to this meeting. The'
first assumption' is that we all represent iif5e
operators and that we are all fairly sound in our
knowledge of educational theories and health care
delivery, the state of the art, and the problems in
trying to improve the state of the art. The second
isumption is that we have deep commitments to
e health care need in our area and the country as a

whole. The third assumption is that in our major
activities we are continually active problem solvers.
Therefore, as we group here, the fourth assumption
is that we are looking for a problem solution for the
sharing of ideas and the sharing of innovations
which are united by the common characteristic that
they 'pertain to the charge of the Area Health
Education Center program.

To mole ahead I am 'going to suggest that in any
complidated activity we can use five organizers. The
first is the context, the second is the purpose, the
third is the process, the fourth is the people, and the
fifth is the product,

The context was, set this morning: national needs
and nafional concerns of health care with particular
attention on access to health care and increasing the
'effectiveness of maintenance of health. The purpose
of our program is to influence the distribution of
practitioners and to influence the effectiveness with
which. we provide health care and health mainte-
nance. Further, we believe that the educational
resources in opt' areas offer the means with which to
increase the distribution and effectiveness othea
care. However, this has to be clearlywithiritife social
limits.

In t ning to the_prodeSs, I believe it wise to make a
disti ction.Thire is a distinction.between the broad
g eraipurpose of the AHEC and the specific duties
t at are defined/in the scope of work statements for

/all of the programs for which we carry line
responsibility. My point here is in no way to
apologize or shirk, but to keep clear and explicit th
missions and the implementation steps. In short, t
processes with,. which we are ealing are ea h
individual to our particular Area ealth Educat on
Center and the scope of work in our partic lar
contracts.

I find it difficult to synthesize all of the proved Tres,
and I would therefore like to turn to some ther
generalizing capability. I belie0e we are all de iber-
ately and carefully selecting those concept and
processes which look to be most useful. Her , the..
key word is "useful." I am suggesting th t we
probably all take as a tacit assumptiOn that "u eful"i.
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is defin d as a synthesis of feasible, working,
effectiv , efficient, influences on behavior in ways
judged esirable, maintainable, and replicable In
this co ference I am looking for answers to the
followi g questions., Are there any generalized
conce s, problem solutions, insights and facilita-
tors th t can be used widely throughout the Area
Health Education Centers? How can We share
inform tion like that above and any other that is
releva t to help us meet society's needs? Third, what
are th centrarrate limiting phenomena we face in
trying, to achieve the goals of the AHEC? And last,
how' an th9se rate limiting phenomena be solved?

At riis point the'logical question is how hest to
proc ed. The real ront line troops are here in the
audi : nce and, hopefully, a couple of Us are up at this
end f the room on the panel. Any one of us can try to
desb ib,'e our perceptions, but this bound to be
limit d by ous_own experience. If we back off for a
mo ent, we have the choide of considering a large
nu ber of activities, methods, and tools. There has
bee discussion today in varying depth about parts
of he formal educational process: pharmacy,
de tistry, nursing, allied *health medicine. There is
th recognition of the importance of primary
professional preparation, career ladders, mobility,
residency programs, other formal post-primary
pr paratory programs, nurse clinicians, and other
ro es. Nbt mentioned-rbiit clearlY implied,- is the
i portance of-irrfcirmation services, whether that be
li eryservices or, biomedical communications, to

1i 1p support things like, the independent-paced
truction or moving units of instruction away from

e main educational engine. Also clearly recog-
zed is continuing education. Many of us represent
e large land-grant universities with a tremendous
ackground in continuing education. Many of us
present membership and perhaps participation in
rofessional societies with large investments and

arge 'experiences in continuing education. There
re many different methods we can talk about.
hese are some of the major topics that are front of

,us.-

We heard this morning of the recognition that
distribution is a key factor. In my opinion, the
Canadian Health Manpower Report of 1973 is the
best single synoptic statement of the factors that are
at play as we consider why any of us I-ect to be
where we are so long as we retain the ability to make
that election. There, has been consideration of
available processes to help us with our duties. We
have had emphasized the importance of working
partnerships with those in the area and in those
portions of the areas w ere the need for health carei.
services is the most ma ked. We can have data and
plans. In part this conference is obviously designed
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to b"ring background statements and to help us pull
together data and ,plans, because without data and
plans we have no reliable way to move the minds of
men. With data, with realisticproposals, I am sure we
are all convinced that we can broaden:the Area
Health Education effort.

We are all convinced of the tremendous import-
ance of educational efforts. In speaking about
innovations in medic-al education, or,what we are
doing in.the school of, medicine as part of the allied .

health sciences, one mu Phasize the import-
ance of continuing cation, in the sense that none,
of us is ever-finished as a professional.. One can
challengethe concept of lifetime learning. I agree
that it is an overworked phrase, but at the same time I
think that we are all committed to it.

We can place in our edu_cational efforts and in our
models of the facer or the educational manager's
personal activities a high stress on primary care, and.
on responding to the needs of those portions of the
country that ,have the greatest needs. Clearly
identified is the importance of having a community
base, which is a fundamental tenet in the AHEC
programs.

In terms of innovation there are some 30 medical
schools-that are described as community-based
medical schools. We do not own our own university
hospitals; we prefer to work with the community
hospitals in an effective partnership with a group of
health care personnel and a group of health care
institutions that are quite broadly representative of
many of the settings in which much care is provided.
The same principle applies to preceptors, who have
been mentioned a number of times today. We can
turn to the areawide residency.

We need to work for some organizing procedu es,
with processes for expanding the capab' y of
health professions. We are talking in thi session
about teams: teams that provide eff ctive care,
teams that provide models for the le rners, teams
that provide very effective educati p nal settings. If
many of our younger learners, or r urning learners,
are in effeCti e multidisciplinary teams for a sub-
stantial po on of their activity, e potential exists
for these t ams to spin of and o t of the education-
patient care setting and into the/Community practice
setting. As teams with breadth, depth, relief, and
professional stimulation, they, can move into areas
that otherwise would be much less attractive if a solo
practitioner were there without the other membe'rs
of the team. I propose this not as a simple solution,
but as an additional facilitator of contiderable
importance.

Let me turn to some of the things we ere trying to '
effect in Western Missouri, There, we are trying to
say that a fundamental facilitator is to try to bring



together in a generalizable system a range of
activities from continuing education to pri ary
professional preparation. We are developing a
flowing program which shows the student§ that
continuing education is featible, and important, and
engaged in. We are trying to hold in front of ,the
students of the health sciences the tremendous
importance of primary care. We are trying to avoid
the disciplinary argument that the primary carer is a
particul* kind of specialist. Rather, we/are trying to
say that the public's need is for primary care and that
there are a number of us imam different disciplines
and in the specialties who can be effective as
primary carers. We have recognized a substantial
part of the patient care operation to emphasize the

role of primary care, whether that is in th'e general
medical service or in family practice residencies.

We are working deliberately with 'community
hospitals. Students today are in 11 community
hospitals. We have affiliations with other hospitals
that are at a greater distance. We are developing an
argoawide community residency program and have
residents that are at a substantial distance from the
main base of operation. -

We have a variety of programs, including one, a
sabbatical leave program, which is designed to bring
back into the medical center physicians from the
area who can be on a month's sabbatical leave, bring
first-hand experience of the problems ot care to us,

1. SENIOR DOCENT

2' DOCENTS

3.' CLINIC, INPATIENT, AND
OUTREACH STAFF

4. PHARMACIST

5. NURSES

6. AUXILIARIES

7. - RESIDENTS

8. VISITING DOCENTS

9. SABBATLCAL LEAVE pHysiciArg

10. DOCTORS OF PHARMACY

11. DOCTORS OF PHARMACY STUDENTS

12. PHARMACY STUDENTS

13. CLINICAL MEDICINE LIBRARIAN

14. DIETICIAN

15. SOCIAL WORKER

16. NURSING DOCENTS

17. MASTER OF SCIENCE
NURSING STUDENTS

16. MEDICAL RECORD TECHNICIAN

19. DOCENT EDUCATION ASSISTANT
0

20. UNIT MANAGER

9

The above figure indicates that the docent team is made up of the four docents who share the
counselor responsibility,'visitIng docents, full-time clinic and inpatient staff, pharmacist and pharmacy students,
nurses and nursing students, auxiliaries, and rebidents. The docent himself Is actually a deanof a small '
medical school. In this central position the docent team acts to correlate the needs of the patients and the
/eeds of the students into art effective medical education-patient care unit, demonstrating the full range of
general medicine. At the same time, the concept of health team.care is demonstrated.

IF
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and at the same time extend and refresh their
information.

(have selected a few examples which demonstrate
that there is a capability for designing a rather broad
set of activities that are, for the student or for the

movinginoving through the steps necessary
for the fully credentialed professional practice,
reinforcers of many of the themes that are central to
the AHEC. d

I would like to take just a'rnoment to describe the
composition of the Docent Teams. I have now
narrowed the focus to the School of Medicine and to
the major adult teaching hospital. In that setting, we
have reorganized the medical service. The students
during the last 4 years are grouped into units of 50
and work with four mature full-time physician-
teachers, guides, role-models, coaches. These are
our docents. That group of four physicians and 50
students becomei part of the members of a team.
These teams have been operating now for ju'Siundek
5, years and, have the members shown on the
following chart. This includes: the senior medical
officer, who is a senior docent; three other docents
for the total of four; the 'staff necessary for the
combined responsibility for ambulatory care, hori-
zontal care, and care at home; a clinical pharma-
cists; nurses; a variety of aides; residents in a general
internal medicaLresidency; and visiting physicians
or visiting docents to broaden the strength of the
program. We have as full members of the team full-
time doctors of .pharmacy, who have proven to be
extremely important in extending the competence,
the information, the concepts,, the skillS the
corripetenceof all of us. We also have students from
the doctoral program in pharmacy. There is a full-
time clinical medical librarian especially prepared in
library matters, medicine, and informatiorrsciences.
The, clinical medical. librarian is a facilitator to the
wealth of the medical literature and an individual
whom we are frankly asking to habituate all of us,
particularly the younger members of the team, td.the
need to have access to the best_ information in
medical literature. The team also includes a dieti-
cian, a social worker, specially prepared nurses
(nurse docent, is a role analogous to .physician
docent), students in the master of science program
in nursingmedical record technicians, andAWo very
important Management personnel. A- unit manager
relieves the physicians of much burden of
managing a portion ,of the hospltal and a docent
education assistant helps- -50 students and four
educational managers 90 through their own activity.

As you tdoirit that, many of you are probably
thinking that I sound persuaded and convinced, at
least to myself, that the team functions. I mentioned
before that it has been in operation for some 5
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Dr. Richardson Noback describes the docent team'concebt.

years. We have tracked its performance very
carefully. The patients whom we have interviewed
away from the hospital after discharge feel pleased:
about 90 percen4 are convinced that they have a
doctor whom they can name. The various team
members feel that they are in fact in a team.

In another dimension, the length of stay in the
hospital has decreased. We have controlled the
Cost of procedures so that, rom the hospital's point
of view this is,an efficient, dollar-wise, program.

My purpose is not to persuade you that this is a
model Jor anyone else. I am simply discussing
briefly another model _Of an interdisciplinary team
which emphasizes primary care in a setting which
has all the students in our programs out for
preceptorships in areas of need. The team works
:wi,th community hospitals and community practi-
tioners of nursing, of dentistry, of pharmaCy, and of
medicine.

Let me then close by calling on Odcam's razor to
help us with some simplifiers. What I would like to
see come out of this conference is the ability for all
of us in the social visiting, in the discussion here as
the committee' as a whole, and in the round tables
tonight, to discuss our mutual programs with the
intent of capturing the key, unifying, general, and
transferrable concepts, steps, sequences of action,
procedures, and problem solutions as they pertain
to the fundamental mission of the AHECs. If we can,,
do that, I believe we will all be helpe tremendous-
ly.

I would like to close, then, with my urgent request
to all of us that we consider this la t as an explicit
part of our opportunitiesto look for key unifying,
general, transferrable concepts, steps, sequences
of action, procedures, and problem solutions to
help us, better serve the Federal Government, which
is our partner, which employs us, and which
represents the, general public.
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Audience Questions and ptscusaron, -

Qs. Edith Leyasmeyer: This afternoon we have
heard & rather broad presentation of a variety of
interdisciplinary programs, as peif have; beari-
impleinented in various parts of the country. As Dr.
Noback indicated, tie main purpose of this sort of a
meeting is for us to exchange ideas, to learn"from
each other, and attempt to, implement whatever
points might be useful now for us. I would, .like to
open the floor for discussion, to questions, to
challenges to the various presentations that were
made for you this afternoon.

Dr. Charles M. Cargille, North Dakota' Dr.
Noback, of the various innovations that. you have
attempted in medical education, which three do
you consider to be the most important advances in
the field?

Dr. Richardson K. Noback: I appreciate the
stion, and I am afraid, that I will have a little
ble in answering with an economy of time. The

first, I think, would be the concept of the docent
mechanism, the docent system of education. The
second, I believe, would be the real ability in our
own setting for the different health science disci-
plines to be very much at ease talking and working
"together. And the third would be a point I have not
discussed, but the honest answer is the characteris-
tic of a combined 6-year program, with the students
of medicine flowing through 6 years of is and
science and medical program.

Dr. Edward P. Donatelle, North akota: Dr.
Noback, one of the cautions in the use of
community resources in medical eucation is that-
we must not move the student too en to too many
varied places: What is your expe ience and would
you react to this statement?

Dr. Noback: I would certa nly agree with the
position statement. In our owe setting we have the
advantage of starting with a /clean slate, Out after
many of us had been workin in the community for
a substantial time. We also aye the advantage of
working in a community in hich the University of
Kansas Medical Center had been a dominant force,
and many people were used to residents, used to
students, so that as we began there were and there
are many settings in which the ability to receive
residents and students is quite strong. Given that,
then, and given a front end philosophy that there
will be movement to different places, we have not
recognized a defect from a limited amount of
rotation. I agree with the caution; I am simply trying
to say that I think that with careful engineering the
defects can be minimized. View of audience, attending panel session #2.
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Pr. Alodore Ift,Reiff, North Dalebta:1 woul like'
Iddreis this qUestion to any member of the

panel? What role do you feel Attie medical student,
presumably 'the senior or perhaps the junior., plays
in the education of the practiping physician who is
acting as his preceptor?

Dr. Richard J. Schim-mel: Let me try to answer
that question from the basic science development
in Urbana. There is a part of the curriculuM process
that I did not take time to describe which we call the
MDA-MDE, evaluation of students' performance in
the basic sciences, and that is simply the time that
the student spends one-to-one with a physician in
attempting to correlate the basic sciences with

D clinical problems. The MDA is an M. D. advisor, the
individual in that process; and then there is the
MDE, medical doctor evaluator, who then works
with three or fourStudents, checking and balancing
the correlation. The feedback that we have had,'
through constant surveys of the physicians partial-
pating in the program, is that they feel that they get
more out of working with the students than the
students are getting from therri, and it is 'the
student's ability to keep them up to date on the
basic sciences: They bring that with them as they
work with the physicians in the clinical setting.

Dr. Noback: Let me simply add that in our
experience..rnany of the physicians have said that
the student brings with him, as we would all expect,
the questions and some new informationso that\
there is some element of a mutual trade:

Dr. Rodger C. Kollmorgen: As a person who has
been in a specialty for the past several years, I

would add that I learn a great deal about general
medicine, especially clinical medicine, from seniors
in medical school. I would guess that pliobably two-
thirds of the antibiotics on the market now have
come on the market since I was in medical school,
and I am continually picking the brains of the senior
medical students for basic medical, espeCially

'clinical medical Information. I hope that I don't get
more from them than they from me.

Mr. Glenn Wilson, North Carolina: I would like to
pose two observations to the panel for their
comments. Everyone, is aware of the current debate
in the country on the number of residents by type,
the 50 percent rule for primary care, and if you will,
25 percent in family/practice. I wonder, in that rize
were talking about' teams today, if instead of the
p fessional deciding ,what the team should be, if
we houldn't look at the epidemiological informa-
tion that is available on the kinds of problems that
the American public is presenting to the health care
system, both in the office andin the hospitals, and
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then design the teams and the num ber`of residents-- -
based upon their needs, rather than the profession-
als' perceived wiefdi: Secondly, in North Carolina,
and as I listened to the nursing discussion,we hear
at,great deal ''of conversation about the need for
career ladders and all of those interesting words
that have been developed nursing, to give
mobility to the students, to move in the State and
move in the United States, and in the world, I guess.
There seems to be something unique in the
curriculum necessary to have that mobility. I

wonder if- AHEC and the nursing schools do not
have an obligation to worry abbut /the ',regional
needs of the areas which support them, and if it
requires\some accomodation, that we compromise
somewhat the mobility of the student in the interest
of the people who are paying for their education.

Ms. Bernadine M. Feldman: Well, I think" that is
precisely what we are attempting to do at Minneso-
ta, to take a crack at providing some adaptation of
-the on-campus demonstration firograms, both at
the baccalaureate and the master's level programs.
The reason why we stress these two components in
our area is because of the 'crisis Situation :which,,
exists in our target area in referehce to qualified
nursing, educators and administrative personnel.
We have many nurses we really don't have a
shortage, per se, of registered nursesbut we do
have a shortage of qualified practitioners of both
educators, administrators, and in addition, clinical
specialists, and we feel that our support' and
coordination in reference to, first of all, the
baccalaureate level program, and also the master's
level program, would help to alleviate this situation.

Dr. Noback: With respect to the first part bf your
question, Glenn, my own personal answer-would be
in two parts: first, I a ree the point you niade
about the desirability d i ing the' response to
solve the problem. The second part of my personal
answer would be that we have to always meet,
people where we all are, and I think that says we
engage with the to Is, the mechanisms, the
concepts and data tha are present. I personally am
very convinced that e idence and-sound propoSals
will help social change to come about. This may
seem to be a weak answer, but I think it has some
elements, at least, of wisdom and practicality, in it.

Dr. Leyasmeyer: I would also just like to add one
more comment. I think that as we are designing
health care teams We obviously not only look at the
residents but we also look at health care workers,
such as community aides and community health
Workers, who are perhaps indigenous to the
community and are Ern-expression of need within

52,



the communities, so that we are- looking at a the etudents, who 'were \intending to'enroll in the
7P- broader spectrum of the team. ---.. \ course. They felt that this' Was, sin

maintain jobs and mai Lain- famil
4- Dr. Felissa L. Cohen, Illinois: I wanted to ask Ms. feasible. They couldget a ay,every
Feldman to explain a little bit about the relationship - and if they were going to e away the

II day, So
,

we follow
cal person

, Tex s: Clr. Noback, I
iti4n o the docent team
ould like ,o ask, in the

eeri ins ituted, what

between,the University of Minnesota main campus
nursing faculty and the AHEC component. 1, 4

Ms. Feldman: Well, we make use of the UniGe4sity
of Minnesota faculty at the UnAversity AHEC. Four
of their faculty comprise some of the key People
that implement the programs that I try to coordinate
and facilitate. We also are utilizing faculty from the
only baccalaureate program within this central
Minnesota "target area. I think the only othe
nursing program within our target area is One of th
few remaining diploma programs, located at
Cloud hospital. S
-faculties who mail
our programs, a
faci I itafe'where w
r

Dr. Donatelle:
those 'who are on the teams. We have writtendiscussion of your program in Minnesota. I am
objectives; we have written major procedures. Asunclear as to what your master's program Is. I

we talk with individuals who may be joining us aswonder if you would elaborate a bit on that, and
docents, we go through intent and process andwhy that route, rather than specifically training the
similar activities of nursing, so the point I am tryingnurse in specific areas that would meet the
to make is that there is a substantial investment inrequirements of -a medical health team? Why the
explaining and helping people to be ready to be onmaster's degree program, what is it, how do you
board. The second part was .... work that into your total program?

-,, Ms. Feldman: Well, the partial external master's Mr. Morales: The second part is evaluationif it
program, that is just now in the process of being has been carried out. What has been the results, thedeveloped, provides an opportunity'pportunity for bacgalau- outcome? In other words, has it been positive orreate prepared nurses within the regignal AHEC -negative in terms of utilizing that particular proc-area to gain the necessary qualifications so that
they can become educators of nurses, 'nurse ess?

.,,

clinicians, and nurse administrators., In many
instances the womenand it is women, primarily,
that we are working with in this areaare married,
with children, and have family commitments that do
not allow them to come to the main campus. Sp we
are attempting, at leatt as much as it is feasible, to
bring the educational experiences to them in their
area. And many of the innovations in education,
such as multimedi educational approaches or percent of thelime, that patient coming back and
techniques, audiovi uar, and especially videotaped being seen by the appropriate member-of the team.
mechanismscabl televisio'nare making it even This may be a nurse practitioner; it may be a
more possible for the on campus classrooms to be docent; it may be me; it may be the student
located or to be received in thp regional area. We supervised by one of us; it may be a resident. We
are also experimenting with many different forms of , maintain rather detailed analyses of the perform-
scheduling; for example, 'a very recent course in ,ance characteristics, laboratory tests, length of
research in nursing is being held in St. Cloud. A hospital stay, We have had very careful interview
University of Minnesota School of Nursing faculty ,schedules, 6t done by the employer, themembers
person, who normally teaches on campus, is going of the tea . The basic report is that from the'usual
up to the St. Cloud area every other Saturday, for criteria of hospital operation. This is effectiv in
the whole day, instead of one hour, three times a, ,. terms o the student's perception. They ery

' week. She did this on the basis of the decision of positive feel that it is an environment in ,w ich

e they had to
es, the most
her Saturday,
-could just as

well hire the baby sitter his was their
approach,-and it is the on d. So, we are
trying to respond to the 1 el..

Mr. Ismael Bob Morale
would appreciate your deti
training process anc14-also
past' 5 yeart since this ha
evaluation has taken placei n if You could provide
a couple of positive and negative results in terms of
that program.

1 1- '

we .work directly with those 'Dr. Noback: It ls herd for ,Me to"- compress artdo the work in implementing, answer for that. In the process of4fedoing the,.:d we try to coordinate and
, medical service, there were. many, many. discus 'can. 4,

sions about intent and procedure. That became
Ms. Feldman, I enjoyed your substantial part of the preparatory process fgt

-

Dr. Noback: I appreciate that question and assure
the rest of the group that it was not a plant. We have
just completed 'a very' large report on that. For
example," I, can tell you that in place of the former,
disconnected continuity of care, from the patient's
point of view, the disconnected care that is often
present in a prototype city-county hospital, we now
have, from the patient's point of view, betterlhan 90
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they can participate with supervision and have
graded responsibility. The pharmacists feel that the
pharmacist is involved appropriately. The doctor of
pharmacy is a teacher; he is a praCtitioner. The
residents feel that they can draw, on different
people. I am not trying. to say that we have no
problems. It is .difflcult to condense a report which
is about 7-inches thick ihto a quick reply! I would be
glad to visit with you more about it in the course of
the meeting. .r

.
DP. August,Swanson, Washington, th:).C.: I, would

like, a little clarification from Dr. S himnial. If I

heard you correctly, you said that in your basic
medical sciences curriculum bjectives, as set forth
I believe ther4 were about to areas, in biochernis-

' try yOu had identified 3 3is this correct,
, roughly?and that it had been determined that all
of these were important to bacdalaureate nurse
education.

Dr. Schimmel: gut of the 313 that exist in the
program now, in the M. D. program, 286 have been
identified as rtigh priority for nursing practice,
another 70 at Moderate, and 17 were viewed as low
priority, and probably not essential for the nurses to
know. 1.

Dr. Swanson: What has. been the experience' in
the other basic medical science areas, as far as tlnis
same process is concerned? ".''

I
, ,

Dr. Schimmel: There isn't any. We are looking'
into some of the areas in histology and anatomy for

program, but we really aven't11our medical art
gotten into ft. I might, add there is a runn nd bet
between the dean of the Schobl and one of his own
facultyrnernbers in the community hospital/ that the
medical technologists'' needs in the basic, science
areas will be far above the first_ year' medical
student's goals, and we will haveoto Ladd to the
curriculurn. 1

e ,

Dr. Swanson: Well, this raises a question regard-
ing, sort of me-too -ism, and I was wondering who
makes the determination regarding the objectives
and their relevance?'

, .
, Dr. Schimmel: It is a dialogue between the faculty

in the particular professional field and the basic

science faculty member in a paitiCular discibline. In
our case it was nursing and The biochemistry' ,
fapulty. It maintains the integrity the biochemis-
try cqptent by having biochemists In dialogue with
the nurses in determining the objectives.

Dr. Swanson: You have not tried a fixed team
approach on this, beyond just the rofessional
discipline and the basic 'science discip fine?

Dr. Schimmel: No, because we have! experience
with just one discipline in the basic s iences and
one professional field, at this point. W think it will
identify basic science or biochemistry objectives
for the medical technologosts, for example, in
much the same fashion, and turn out with sets of
objectives that are appropriate in three fields. The
important thing is the focus 'bp the objective, as
stated, and not on the professional field.

Dr. David Kindig, Washington, D.C.: A n ber of
people have commented upon the lack of hard data
in this field, both in relation to theaffectiveness of
interdisciplinary practice and the effectiveness of
interdisciplinary educat on, and I think that is really
an understatement. 1 just thought I would share
with you two experiments that are going on now
that may,. bear somerlight on this question,
sponsbred by the Institute for Health Team
Devalorent at Montefiore Hospital. The first is an
experiment in interdisciplinary practice. They have
created a small, interdisciplinary primary care
practice team, on a fee for 'service basis, in the
Private sector, funded by the Johnson Foundation.
They are carefully looking to evaluate, over 2 years,
their quality of care, their quentfty of care, their cost
effectiveness, and attempt hopefully to demon-'
strate at least the viability of that mechanism as a
primary care delivery system. The second part of
the experiment deal's with, the educational evalua-
tion. There are five health science centers which
have put together faculty Warns over the past year,
and starting next fall they wilts offering clinical
interdisciplinary electives to teSiffis of students, with
some careful ;Oluation of knowledge, attitudes,
and skills to try to ascertain, assuming that the

' practice model .is a good 'one, what kinds of
etiudational methodologiaa are clinically effective.
Some of the results should be coming along in the
next year. -

5,4
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Panel Presentation #1

Dr. Charles E. Andre Ws

The Area Health Educatioh Center concept repre-
sents an interaction of two of the most complex
social systems society has developed, a university
and a hospital. It is not surprising that many
governance problems have developed in imple-
menting this concept. Emphasis on a few basic
general principles is often helpful in solving
complex systems. I propcise, therefore, to explorea
few of the ideas concerned with governance and
then see how they apply to specific problems in
AHEC goverhance.

Governance is concerned with authority and may
be defined as the act of steering, controlling, or
directing. The ability to govern comes from a
source of power or authority. There are three
general sources of authority or power: (1) legal; (2)
technical; and (3) charisma. Charisma, in current
usage, refers to a special, unique quality or
personality possessed by very few Individuals,
which'enables them to govern, at least temporarily.
John Kennedy was said to have -charisnia, and
many people believed in and followed his leader-
ship because of this special characteristic. Charis-
ma represents a unique source of authority,
possessed by a very few individuals, all department
chairmen notwithstanding, and thus it is an
important type of authority when concerned with

problems in governance. However, our primary
concern is with legal and technical authorities and
their interactions. Institutions and their programs
will not operate effectively unless they abide by
botN legal and technibal authorities.

An Area Health Education Center card be defined
as , a realtionship between .a uni ersity health
science center and a remote community, with
special reference to its health care and educational
resources. There are several sources of legal
authority that serve to define this relationship:
Federal laws and regulations, such as the legisla-
tion establishing the'AHEC program, governmental
regulations in regard to contracts, and the Equal
Employment Opportunity. regulations, are obvious
examples. There is a large body. of Federal law
concerned with , governance in addition to the
enabling legislation that established the AHECs.
There, are many State laws, and regulations with
which the AHECS must be, concerned. They vary
from definitions of broad program responsibilities
to specific details as to how an institution must
operate. They may establish a Board of Regents for
a specific university or )Medical school, or deter-
mine hoW a community resource, such as a
hospital, may operate. For example, judicial qpin-
ions have clearly defined the responsibility Ot`itlEr
Board of Trustees Of a ihospital for the quality of
patient care in the institution. These laws, rules,
and regulations are especially concerned with how
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public funds may be spent., Thus, familiarity with
these laws, rules, and regulations is necessary to
define the purpose of our institutions and programs
and how they must operate.

Many examples could be given of how laws and
rules and regulations are involved in the gov-
ernance of AHECs. However, f think the above
examples should be sufficient to make the point. It
should also be clear that a good lawyer, comp-
troller, and auditor are necessary for meeting the
legal requirements in the governance of an AHEC.
When conflicts in authority in the legal sphere
occur, there are specific ways of resolving these
problems.,The problem may be solved by request-
ing an official interpretation of the rule or regula-
tion through, for example, the State Attorney
General's office. Or, if this fails to resolve the
problem, the issue can be tested in the courts. The
important point is that there is a clear cut, well
defined way of solving problems or conflicts in
areas concerning legal authority.

Now the second kind of authority concerned in
governance is technical authority. This authority
may be defined as that based on a specific body of
knowledge. Thus, there are technical authorities in
medicine, nursing, education, social work, etc.
Universities, of course, represent one of the prime
repositories of this_type of authority. A University
Senate, if it is functioning properly, repreients
technical authority in action at its best, Such a
group would set the standards for curriculum,
course content, 'graduation, and other important
academic affairs. It is the s ength of a university
that the technical authoriti s prevail, in these
important matters. However, it must be noted that a
University Senate only recommends to the legal
authorities what courses may be given and who
shall graduate. This illustrates the most important
point that ',want to make: that is, ra university or
a hospital or an Area Health ucation Center to
function, there must be a pr per blend or mix of
these two authorities. Fro he nature of technical
authority, there follows another important point. If.
there is a problem to be solved which involves
technical authority, It is imperative that the right
kind of technical expertise be brought to bear upon
the problem. To use a somewhat absurd example:
to solve a problem involving a patient, with
congestive heart disease,-a physician is required,
not an historian. Equally important, management or
the person with the technical knowledge must
recognize there are several processes involved in
solving technical problems, and that as the problem
changes, both the type and the nature of th
technical knowledge rquired in the process
evolved may change.

I would like to develop this point a-bit fu her
since I believe that it is at the heart of the
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governance or management problem of academic
health science centers. Two key components of.
such a center are the medal school and the
hospital, two closely related but entirely different
institutions. DecisiOns in the medical school are
best made after much careful thought and delibera-
tion. If the decision is to be implemented, there
usually must lie adequate laCulty and staff input
into the decision process. As opposed to this, a
hospital is crisis oriented. Things need to happen,
and happen fast, That is, the problems. have to be
solved quickly, and frequently only ond or two
people are involved in the decision. Now, difficul-
ties arise when faculty or staff forget which type of
problem they are trying to solve and which process
is appropriate. For exampie, in the operating room
the surgeon is unquestionably the captain of the
tearti His orders must be followed immediately,
without question, if the operation is to succeed.
However, if,`ari hoer later, the surgeon meets with
the junior student curriculum committee, he must
function in an entirely different manner. His ideas
will be questioned, and ills input may have little
effect on the final decision. I believe it is the failure
to recognize these different roles and different
processes of problem solving 6y the faculty and
staff that leads to most of the difficulties in the
governance of medical centers aed hospitals and
Area Health Education Centers.

It is the management of an organization at all
levels that is concerned with governance, and the
interrelationeip between legal and technical
authorities. Maritgeenent in itself represents a
source of technical authority. In a Sense,, manage-
ment's prime function, id to see that the objectives of
the organization are met by the use of technical
authority within the constraints imposed by legal
authority. There are several guidelines which may
be helpful in accomplishing this, First of all,
everyone involved must understand that legal
authority takes 'precedence over technical authori-
ty. Failure to do this scan lead to problems' in
governance and to failure of a particular organiza-
tion in accomplishing its goal).% For example, in
West Virginia the State Licensing Board has listed
certain requirements of licensure of physicians'.
assistants. One of -these rules requires that the
physician be in the same room as the physician's
assistant when the atter is performing his duties.
This run - contr to the opinion of technical
authoyities in t field, who believe that properly
trollied physic' ns' assistants can function outside'

jEhe immediate/ presence f a phsician. However,
the legal authority takes precedence, and if a
physician's assistant is going to receivd his license
he must abide by this particular rule. Probably the
best example, with which we are all familiar, is the
situation in which the technical or prograrfi"



authorities define how a particular pr ram should
° be operated. Yet the legal authority, Iri defining

budgets or amounts of money, do nat supply
sufficient 'funds to accomplish the program as
definedt Obviously, you don't spend state funds
that are not appropriated unless you want to go to
jail, regardless of what the technical authority haa
defined as the best program. If ai particular problem
is to be solved, the manager must correctly decide
whether it is a 'legal orsa technical problem and set
up the right process. From this it follows that you
must also get the right people to solve the problem.
To-use the example mentioned above, a lawyer"will
be of little help, in solving a problem of congestive
failure. You must be sure that the right technical
authorities involved use the right process to solve
the problem. Remember that technical or scientific

. knowledge is rarely exact, but that there are honest
differences of opinions among experts. The right
process may be a position paper by an individual or
a consensus arrived at by a committee. If the
technical or knowledge authorities disagree on the
Solution ate problem, as is frequently thecase, it is
probably best to let the technical authorities arrive
at a compromise for action. Their solution *will
probably be better than, yours, and it will certainly
hive a better chance of being implemented. An
example of this might be defining the role of the
nurse practitioners in the primary care unit. The
technical experts who are working in the area must
make a definition that allows the group to accom-
plish its goals. -

Finally, I would like to list four specific problems
in AHECs' governance of varying `complexity and
briefly to discuss them.

The first of ese concerns the-contract between
the Federal Gb rnment and the parent university.
This is a good xample of the problem of interrelat-
ing legal and ctinical authorities. Ttle Feder I
Government recognized /this by requi n hatithe
university negotiate with both contract eo te and
prodrarn people, that/is, legal a d .Chnical
authority. The prdgr: negotiators, wever, in
reality wear tw-o/fia in that after the rogram has
been agreed uo it becomes lega uthprity. This
creates s in management, since new
program def b IQEIS, can never,be as exact.as, say,
account' p ocedures or rules and regulations
establis d t' rough pourt proced res. Thus, care-
'fully w itte work statements be ome the essence
f ir pie enting the AHEC c ncept t Federal

s whfch are to be used in t e proce s. Another
roble -in this area is that I gal aut ority is not

alw clearly defined.,That is, regulations from a
----v. Regional Office and regulations from Wa hington

may not always be consistent.
The second item in governance I want to n to is

the af/f,lation agreement between the unive sity

health science center and the community hospital
or other organization involved in the AHEC. Such a
document is a legal requirement as the program Is
currently constituted. It is more than that, however.
An effective document must have at least three
arts. The document must clearly define the legal

r- ationships and obligations between the two
enti es. In its simplest form, this states their
deiel ed financial obligations. Second, the docu-
ment m 't state or develop a mechanism ,whereby
problems nvolving technical authority may be
resolved. Failure to reach appropriate agreement
here can lead to many, many management prob-
lems. And, finally, there must be a clearly ,stated
way to amend the document.

A third type of problem iri AHEC's° governance
might be labelled the "paycheck problem." Most
individuals look to the source of their paycheck as
the final authority for solution of a problem.
However, the legal authority issuing the paycheck
may not be the appropriate authority to solve a
technical problem. For- example, to developA
particular allied health program it might be neces-
sary to have representatives from a University, a
community college, a hospital, and a comprehen-
sive health planning group involved in the planning
process. The power or the influence of an individual
or an institution in,the planning process should not
be dependent upon the salary of the individual
involved or the funds the institution plans to
allocate to the project: Rather, it must depend upon
the technical expertise the individual ca,n contrib-
ute to the process. A clear definition of what is to be
accomplished by appropriate management to the
individual involved is usually most effective in
preventing this ,problem.

A fourth problem is concerned with who shall be
the Chief of Service of the community hospital,.-
when an educational program for medical stu
or residents is established. ShoUld the
full time educator, appointed by the iversity,
practicing physician from 'the community? th
groups must be effecpely represente if the
students, are to receive an adequate e Oational
experience and the community servic= eaponsibili-
ties of the hOspitalere to be met. T rels no single
solutibn that wil work on every se vice and in every
institution. To olve this problem, it is vital that the
problem be ated in tern} other than who is boss.
A mor re nal way is to try to get the individuals to
state Objectives they Want t6-164ompfish anct
th, en tually work out a way to accomplish them.

In_aurnmary, I have, very, quick outlined our
_ectarces of authority,, leg and technical, and

applied them very brief) ,to four problems in
AHECs' governan -



Panel Presentation #2
Dr, Cecil G. Sheps

Obviously, one of the problems we face is deter-
mining the role of the university in modern society.
Universities which''Started out with a very straight-
forward, single function have begun to develop
additional functions calling for change if they are
going to be - implemented. Change means not
merely that things are different, but also that they
have to be qualitatively different. With the AHEC
program, the change needed is not only quantita-
tive, but is also qualitative in the Sense that it brings
in elements that have previously received little or no
attention. This creates uncertainty and concern on
all sides. In addition,, community institutions and
community people start' with' an ambiValent feeling
about universities in any case. They think that
universities are prestigious and important and yet
too theoretical and often not really close to
community life. As afar as the universities. are
concerned, they have benefitted in some ways from
their isolation: they are protected from the slings
and arrows of outrageous fortune and the exposure
to situations which they cannot completely and
continuously control in which people are not ready
to continue to bow in obeisance to them. Such
situations produce uncertainty and make it easy for
some people,, at least for a while, to retire behind
some rather high-sounding slogans which have to
do with scholarship, preparing for tomorrow, and
academic freedom.

As Dr. Henry Sigerist, the great philosopher and
historian of medicine, said some 30 years ago,
"Universities tend to be like beautiful women; theY
like to be admired, but not discussed." At the same
time, the adulation which universities like to get is
not satisfactory to them if it is confined to
compliments in words. They would like those
compliments in words to be accompanied by
dollars. In the past, it was nice when these dollars
came automatically, or when_th&sy came from
private philanthropy. When this became inade-
quate, universities turned to tax dollars, which have
some strings attached to them, stringi which some
people resent: The leadeFs and administrators of
universities in the whole.Western world are having
to-fact the question of their relationships with their
governments, which will ideally as far as the
universities are concerned, give them all the money
they want and allow them to do what they think,
needs to be done, making decisions entirely on
their own. There was an international meeting, just
about six months ago, of universities from the
Western world and from Asia. The Presidents and
Chancellors talked about the very difficult problem
of how to maximize the ralationships between
governments that support higher education and the

needs of the universities. One of the chancellors of
one of the Asian universities got up and said, "You
know, we really shouldn't bemoan this any Ipnger.
This is here to stay, and we just have to realize that
the marriage with Caesar has to be consummated."
Someone else got up and said, "Yes, but how many
times a day?"

I would like to talk about some general problems
and principles; using illustrations 'from the field of
medicine. I apologize for thls,)Detause we are
dealing with more than medicine, although the
AHEC program recognizes the central role of
medicine and it is in relation to medical education
and medical care that we have had the most
experience so far. However, I believe these illustra-
tions have meaning in just about the same way for
the other fields of the health professions that we are
concerned with in this important program.

One of the characteristics of education in health
professions that creates problems for universities
the fact that their being part of a 'university is,
relatively new development. Medical educatio
totally, in the main, in the Western world, unrdfated
to the universities for a dong time. Even when
medical education was a part of universities, it did
not actually have much to do with the university.
The base of educational programs in the health
professions by and large has been, and continues
to be, one that is aerated out in the framework of the
delivery of care. That in itself creates a new set of
problems for a university, because in all of its other
activities the university has full and total control
over the framework of its education. In medicine,

the other . hand, the crucial parts' of this
framework rest upon an involvement in th delivery
of care. The way many universities an medical
schools have solved this problem, at leas in the
past, is by arranging to haye full control over the
framework ,of this care. This was responsible for the
idea of the university hospital which the university
owns and conga's. After a while, it became clear
that this arrangement was not adequate. Conse-
quently, affiliations were developed with other
hospitals which were expected to be carbon copies o
of the university tertiary care, hospitals.

Many of the problems you are wrestling with are
problems that have to be dealt with in that contiVd.
Clearly, one of the issues is to.what extent can and
should the affiliated community hospitals be
carbon copies of the universiti-owned, university-
controlled tertiary institutions, I am one of those
who believes that the worst thing that could happen,
is to try to achieve that. In the first place, I do, not
think it isechievable. In the second place, I &knot
think it is what is needed, because what is involved
here-Js not simply More of the same, but the
addition Of something which is different and has a



value of its Own, not only to the' commodities
involve* but also to medical education. That, of
course, is an idea in which not all of the chairmen of
clinical departments, the academicians, really
believe. In North Carolina, however, I have the
Inipression that more and more of the medical

culty have begun to appreciate the fact that
learning within a' community hospital setting
represents a component in education which is
uniquely inlportant in the preparatiOn of the people
who will in their professions, protect and restore
the health of Individuals 'and the community. k

Related to this is the question-of what the AHEC
program is for It is perfectly clear to me that the
Congressional intent, and certainly the hopes of the
people in this country who know about the AHEC

I development, is that AHEC will change the content
of health care and positively influence access to
that care. However, if the AHEC program is to be
expected to-do all of that, it certainly does not have
the resources nor the framework for so doing. The
AHEC program is actua designed to be an
instrument to produce pie who will have
received and developed the appropriate training
and education Io carry out these roles. I do not
think we can assume that, having done the
education job well, the change will automatically
take place. What we have41.a right to assume, I

believe, is that this is an essential ingredierit. If you.
set up a framework for a certain kind of care and do
not have the people available who knows how to'
deliver it, then you have achieved little. Several
other, parallel activities need to be carried0out, in
relation to which the AHEC responsibility devolves
primarily on the development of personnel. I think
we need to -see to it that the other kinds of
developments do indeed take place, so that the
people who receive training can put it to good use
in a framework that welcomes and fortifies it. This
seems to me to be an important thing to do,

I would expect that- one of the problems in
governance here is how to develop a partnership.
The word "partnership" is a nice word, as is the
word "teamwork"; but are we talking about senior
partners or junior partners? Are we talking about
first Class citizens and third _class citizens? There
are no easy answers such questions, but the ,\
universities that Say, 'Nobody is going to tell us
wAat to do," are really not even recognizing the
truth about- themselves, because they are very
much influenced,' as individual faculty members
and as institutions, by what their peers do, by where
the money is coming from, and, by where the
rewardsere. I do not think we should feel that
because the AHEC program has to some extent the
facility to offer people or institutions some rewards
in various forms that somehow this is unfair.
Without rewards, It Is very difficult to move

anywhere. Movlog the university In its program,
getting it to change Its concept of its role, is almost
as difficult as moving a cemetery. Nevertheless,
change does occur. If you just look at-what has
happened to universities iR general, and particular-
ly in the health fields;Ydu will see that tremendous
changes have taken place. None of the major
changes has occurred,' however, as a result of
changed perceptions within the institution. The
forces that have changed them have come from the
outside. Take the very classic example of the
Flexner Report, which we hear so much about.
When the Flexner Report was published, In 1912,
the medical educational establishment in the
universities could not have cared less. HoweVer, the
Rockfeller Foundation spent close to $90 million In
the next 10 years, a sum probably equivalent' to
$500 million now, trying to implement these ideas.
Some universities said, "Go away, don't bother us,",
while others said, "Yes, we would be glad to think
about it." it took- 50 years before all the medical
schools of this country adopted the general
principles that were involved in the Flexner recom-',.
mendations.

The tremendous and very important research
component in the medical schools came about
because the people of this country, expressly the
will of Congress through the NIH, made a great deal
of money available. That is what changed the
universities, and many medical schools were at first
Very uncomfortable about this. It took some
medical schools decades to get reorganized to take.
advantage of these funds. Many of them needed a -
lot of stimulation. It is not as, though they were
waiting and ready, and all they needed wat the
money. They did not even have the orientation. This
is not to say that there are no Ideas which come
from within the university, but It is simply to
illustrate the point that universities do respond and
that universities need to have a situation in which
the society they serve demands that they respond.

We talk about the universities in connection with
the AHEC program as being a vehicle, a vehicle for
the attainment of the goals that have been given to
AHEC and that AHEC has adopted. It js important,'
however, to realize that this is not an activity which
the uryersity can Carry out without undergo i4
change. A\vehiclef is something that moves some-
thing from one place to another.,You get on a bus
and go somewhere, and then you get off. if that is
done- frequently /enough, there is sbme wear a d
tear on the bus, but the bus itself does not Chan e.
The concept' of the university as a vehicle fa Is
short, because the university as a vehicle is not
designed, engineered, or organizes to do what
AHEC, needs it to do, and thereforelfmust undergo
some change. It must make adaptations which will
at one and the same timeschieVe what is needed in
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the AHEC program and also protect the essence of
what a university is supposed to do in our society.

Now this, of course, raises questions of control
and who makes the decisions. I would suggest that
to put the question as to who makes the decisions is
no o put the question right. The question needs to
bAtated, makes which decisions." Instead of
saying that the end some single individual,.
group, Or institution must 'make the decision, the
AHEC program is asking us to address the
question, "Who makes which decision," If we can
sort this out, and I think from what I know of some
of the AHEC programs that this process has already
begun, then it seems to me that some. of the
problems can indeed be dealt with.

Let me say a word about academic freedom. I
have been a member of the Association of
American University Professors for 30 years, and I
believe deeply and firmly in academic freedom. I do
have a rather clear notion of what it means, and I try
not to useit to becloud an issue. Academic freedom
in the universities of the Western world is a notion
which was developed to prptect the truth as seen by
members of a faculty because new knowledge
always means that adaptations have to be made, if
not in programs, at least ,in the way. people view
things. The first notion that the world was round
was not welcomed very much, and there were
people r, who lost their lives because of their
expressions of the truth as they saw it. That is the
issue in academic freedom. The concept of
academic freedom is to protect the individual from
persecution when he says something that is not
popular, because we have learned over time that he
may turn out to be right. That is what academic
freedom is about. When people say that the
university should not sign a contract with the

...-----Federal Government because it interferes with
academic freedom, they are speaking nonsense.
Another answer is to say, "Okay, don't sign the
contract, but don't expect a responsible agency to
giveyou money to do whatever you plea,se with it."
There is a difference between saying, "We ,need a
certain kind of program, and if you would like to
carry it out, we will help, you do it by giving you
money," and saying, "We Piave decided that the
world is indeed flat, and we will give you money if
you will go and prove that it is." We can deal with
the latter statement -by saying that maybe it is not
flat. It may be that some of the people who use the
concept of academic freedom when . they are
discussing doing things which do not appeal to
them are serious about it, and are not deliberately
using something that just sounds good! But that
does not make it any more valid.

Let me finally suggeet that Dr. Andrews' refer-
&

ence to the affiliation Concept is really every useful
one. We have had a lot Of experience with this, and

some principles have indeed emerged from that
experience. If you examine the experience, what
you find is that the best affiliation situations are not
those where an attempt was made to forcq. the
affiliated institutions to do everything in the was/ the
so-called parent institution wants it done. The best
affiliations are like a companionate marriage, where
the parties agree to share goals sufficiently so that
they can find ways of working together. To say that
the community hospital has precisely the same
goals as the university -owned tertiary hospital,
each of them in precisely the same ratio of
emphasis to the other, is to disregard the truth. In
fact, these goals, Of patient care, research and
teaching, in terms of the ratio of emphasis in
different types of hospitals, should not be the same.
Within the university tertiary hospital we say the
goals are teachin'g, research; and patient care. We
talk about them as though they were interchangea7
ble. While they are, of course, interdependent, and
the effectiveness of one- clearly influencet the
effectiveness of the other, they are distinct entities
and it is extremely important to think of them in that,
way. A friend of mine, in talking.about this three-
legged stool of patient care, teaching, and research
in university hospitals, has said that it is indeed a
very tipsy tripod because these three legs are infeW
places of equal length. If you- want to get an
appropriate balanceand I am net saying they
need to be of equal length, but that they need to be
of different lengths in different situationsthen it is
terribly important that the overall governance, and
decision making std.' ture include those who are

n primarily, those who are
search and those with patient

n make a comodation with each'
uld not assume that every institution

epresents all three forces.

concerned with ed cat
concerned with
care, so they
other. One s
adequately

One of the elements in the AHEC program which
I think can be relied upon more than any other to
Flip guide the development of an appropriate
governance structure is, the program commitment
that is made to achievement. The more speCific that
can be, the more certain we can be that the
governance problems will sort out themselves. If
governanceis put ahead and is made antecedent to
the determination Of program elements and pro-
gram achievements, it is going to Oe very difficult to
get the best kinds of programs because then you
have a situation in which the form governs the
substance. What we need is for the form to
implement and expedite the achievement. The
famous architect, Louis. Sullivan, who was respon-
sible for the new, wave of architecture in the
twentieth century, said, "form follows function."
You do not build a building and decide how many

'pillars, doors, and windows it will have in advancso,
and then try to make it work as a hospital. What you'
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,
do is to decide what functions-you want toperform,

!And that tell6 you what kind of building you should
build. I believe that the single most important factor
in enabling us to deal with the governance problem,
aside from the contributions of well-trained,
dedicated, and experienced policy makers end
administrators in this program, will *be the extent to
which you have a statement of detailed'program
objectives which provides the framework in which
you can decide who shall do what, and who Will
make which ecisions.

Panel Presentation #3
Mr. Gary Dunn

The two previous speakers have addressed broad
philosophical issues related to governance. I would
like to share with you the more practicalissues of
governance from -the perspective of _AHEC direc
tors. To begin with, I think when we consider AHEC
as an entity brought to the university, and the kinds
of things we have been able to achieve by using it,
we see that AHEC, has become an bpportunity for
the university to move into the community and to
change its image to a more hManized, personal,
oncerned institutionas opposed to ani irhperson-

a ivory tower. It now,s appears to the greater
community, to some extent at least, that at last the
university is concerned about real probtems and is
taking some positive steps toward their resolution.
The AHEC, as a mechanism, makes possible a
symbiotic relationship between community re-
sources and the university. It has become, for many
of us, the marketplace where we exchange ideas in
return for access to patients and facilities we would
not have otherwise. This process has provoked a
considerable amount of bargaining and
negotiationstimulating a variety of reactions on
the part of the university community.

I would like to be able to say that AHEC has
received the complete sympathy of the total
university community. Unfortunately, many faculty
have said to me that it is contrary to the intent,
purpose, and integrity of the university to cohabi-
tate with the 8ommunity to the extent AHEC
demands. They have said on frequent occasions
that the AHEC is sticking its nose in where it dads
not 'belong. They have accused us repeatedly, and
with some validity, of making decisions that should
rightfully be left up to the university. These
statements continually redirect us to review our
program with the total administrative community in
trying to work through. the problems we face in
negotiating for the assistance we need from the
greater community.

Another characteristic of the AHEC program
which is sometimes grating to faculty is the fact that
AHEC has very specific objectives which are
spelled out quite clearly. To faculty members this

indicates a kind of sellout, an over-reaction and a
watering-down of the academic influence t at will
somehow have a serious effect on the dualii of the
program. These objectiyes become irritatitt to the
very faculty we are trying to involve. We krkiw that a
considerable amount of-activity exists in universi-
ties for its own sake. Often the raising of issues
about quality, academic freedom, or institutional
purpose is a camouflage for concern on the part of
SOme faculty that .they may be recognized as
involved in activities lacking in accountability.

There tare also members 'of the university
community who are very suspicious of the authority
Of the AHEC: They see the attempt to live in.the
greater community as a threat and a departure from
the university's major responsibility, which is
excellence in teaching, clinical care, and research. I

do notwant to dwell too long on these issues, but
hey are some of the real world problems we face

every,day. The whOle issue of involving community
faculty is a continuous debate. How many com-
munity faculty? What ak their roles going to be?
What is their rank going to be? How much of the
educationalprogram is going to be, conducted by
them, and who is going to supervise? All these are
questions that have to do with extension of
adademic effort through the use of
personnel. Thisis cause for a great deal of conce
among` university faculty. It is a sensitivearea, but
one which must be dicussed openly.

Prior to breakfast this morning, we had a
vigorous discussion of the position, which goes as
follows: It is all right to use Dr. Smith on a site 300
miles from the, university for a teaching program,
but make sure you keep trim in his place by calling
him "clinical" or whatever euphemism you want.to
use, because we must continually make a distinc-
tion within the faculty. We are .getting some
feedback from community physicians who are
saying, "If, in fact, we are a, necessary part of your,
program and if, in fact, you need us to the extent
you say you do, then why,,is it that you insist upon
making these distinctions?" The reply from the
academic community is, "You can't take someone
who has deYoted whatever period or time of his life
he has to patient care and suddenly transform, him
into an academician, and if you don't keep this
distinction, it will taint thg image of the university."

Another problem we have encountered in AHEC
is the matter of extending beyond the hallowed
ground of the university and going mit ,into the
greater community where there is another universi-
ty. There is a fear about the extension of your
ihfluencg into their backyard. 'Other schools and
institutions want to be co-equal. They do not want
to be anything less than that. If AHEC suggests
doing anything at a remote site, thelocal college or
university wants to be the one who does it. They do
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not want the AHEC university tr nsgressing or
'getting into their area. That is not o say that they
would be interested in presenting given program,
but they do not want you to do it. We have made
every attempt to try to work with-the problerri by
sharing the responsibility. However, the. issue is
complicated when a need has been identified within
another institution's backyard. If the prog am is
stalemated, for whatever reason, because of the
contract mechanism AHEC is accountable.

When you do interest a community in what
should, be done or what could be done in the
training of health manpower, they begip td look to
AHEC and Take 'demands or requests that we
cannot always meet or react to in a very deliberite
or immediate manner. This often creates credibility
'problems and hard feelings. For instance, almost

very institution that we had a dialogue with has
started out assuming that AHEC was there to dole
out money. On the positive side, however, it has
been valuable from the beginning:to have a five-
yegr contract With the Federal Government that was
can refer to as we move through negotiations with
other. institutions. It looks to them, when we nalk
about arrangements for a five-year contract, to be a

c-t4 program of some credibility. it assures them that if
they get involved there will be time enough for them
to see some fruition ofNtheir efforts, and it provides
a substantial amount of support for institutional
cooperation. The advent of regionalizatibn prompt-
ted a certain amount of concern on the part of some
programs that, with the changing of the guard,
there might also be an urge _to re-describe the
ballgame now that we it in the third inning. In my
opinion any attempt t maneuver the first-year
agreement in one form or another without careful
negotiations between the parties would be disas-
trous.

I do not think the Carnegie Commission could
possibly have anticipated the implications of estab-

ilishing sub - administrative units over a large geo-
graphic area and the kind of problems that
accompany it. I would write another chapter Rollo
May's Power and Innocence about how completely
innocent we were when we made the assumption
that all we had to do was assign professional people
to the Assistant Dean level, put them in charge out
in a remote community, and there would be no
problems. It was not long before we found, and still
find on occasion, those assistant deans functioning
within a region, severely stricken by a complete
Misunderstanding of who they work for, where the
payroll comes from, and what they are out there to
do. This problem can be lessened somewhat, by
frequent exchange of visits, but the whole question
of identity is a very difficult problem. How do you
stay alive in a remote community and at the same
time keep your university identity? How do you

';

arrange your life so that you have the kind of
support for the kind of principled things that you
might have to do, which may not; in every case, be
favorable to a given community?. I think we
underestimated how difficult that is indeed. As a
result of that underestimation there is some
reconsideration on our part about the need to
provide more support. I was pleasedno hear Glenn
Wilson say this morning that he had'concluded that
a critical mass of university personnel) somewhere
in the neighborhood of six, is necessary in order to
provide a sort of subculture that would make it
possible for people to have a dialogue with their
own professional community. The social .life, the
recreational activities, and the professional life of
someone living in an outpost are so very., different
that we often fail to realizehow difficult it really can
be to run a program in a remote site and still keep
your balance.

What I have come to. see as the valuable part of
AHEC is accompanied by the realization that any
future expansion of the training of clinical person-
nel is going to have )to be arranged either through
the AHEC mechanism, which I am not sure is the
only answer, or it is going td have to be arranged so,.
that the university can obtg,in access to the
community facilities which, at this Point in time, no
university can afford to purchase. And Lthink the
success of AHEC probably be in direct
proportion to wfiether or not it has been able,

. through the contract route, tO make lasting
arrangements with the greater community and its
resources. ,
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Panel Presentation #4
Mr. DeWey Lovelade

`Community AHECs have to havte room to maneu-
ver. They cannot be structured in a straight line or
within two white lines. Breathing room is essential.
In order for you to better understand the Wilming-
ton AHEC, perhaps just a little bit of history as well
as some orientation abobt our area is in order.

New Hanover Memorial Hospital is, relatively new,
having taken the place of two old hospitals
approximately 8n years ago. There is a history of
training interns and residents, and during the last 4
years the teaching programs have been in coopera-
tion with the University of North Carolina. In 1971,
the previous arrangements became fdrmalized in
that Articles of Affiliation were signed between the
University and the Board of Trustees of New
Hanover Hospital. The Board of Trustees, in order
to make . the cooperative effort more workable,
created thel-lealth Sciences Foundation, Inc., and
under the umbrella of this new corporation is the
Area Health Education Center. The hospital trust-
ee& I believe, realized that this was an appropriate
arrangement, because while they wanted to main-
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tain a good bit of control and say so, as it would
/relate to the Area Health Education Center, they

also wanted the outlying.hospital and other health
related agencies and individuals to &So have
considerable input into the AHEC. Therefore, the.
Health Sciences Foundation Board of Directors is
compoied of the Executive Committee of the
Hospital Board of Trustees, as well as its Chief of
Staff. The other members who make up the 11-
member board are,prominent community leaders,
as well as educators. This board appoints an -
executive director whose responsibility it is to
oversee the general operation of the AHEC. The

- non, - physician faculty consists of a Director of
Education, NUrse Coordinator, PharmacyCoordi-
nator, Public'Health Coordinator, Librarian, and

__Audiovisual Technician, along with the secretarial
assistants. These individuals are responsible for
continuing andain-service education fOr all levels of
health care workers. The medical faculty, number
ing six, are appointed by the University and are
stationed jn Wilmington. In addition, there are eight
part time faculty, who are primarily practicing
physicians in our a 'rea. These faculty positions, for
teaching and fqr service, are members of the
hospital department wherein their specialty lies.
For instance, at New Hanover there are residency
programs in medicine, surgery, and ob-gyn, with 22
residents. They are also responsible tertte4epart-
ment chairmen; both at New Hanoverland in the
School of Medicine at Chapel Hill. The Executive
Director has overall administrative responsibility in
all areas. I believe at this point-I should-point out
that, not being a physician, I rely heavily on the
recommendations of the teaching faculty, for any
decision relating to teaching, and if further consul-
tation is needed our office would then call upon the
Chairman of thVespective service in the hospital
or the Chairman of the department at the Universi-
ty. , .

As you can see, this is somewhat complicated. In
reality, it has worked very well for us in that, first,
the physicians are members of the hospital
department and must have approval from the
hospital departnient to make any unusual change in
philosophy or procedure. This is'a check on the
teaching service and, at the same time, it keeps the
respectiVe hospital department aware of what is
going` on insofar as the teaching service is
concerned. Secondly,' the University, obviously,
has certain teaching philosophies, guidelines; and
expectations, and these are fulfilled through the
faculty status with the University. It is essential,
however, in my judgment, in an organization such
as ours, that the AHEC Director have a very close
relationship and an open door policy, as well as
frequent meetings, with members of the AHEC
teachin staff and the Director of the core hospital,
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as well as' meetings with the directors of the'
outlying hospitals. Without complete understand-
ing and the cooperation of the hospital directors
involved, aNiable teaching program cannot exist. It
is also very important that any new programs,
before implementation, preferably during the
thinking stages, be cleared with the Hospital
Director, as, well as the Flbspital Board of. Trustees,
and with the Executive Committee of the medical
staff,, if the proposal affects physicidns. Needless to
'say, we attempt to accomplish this in our area by
maintaining a close relationship with the hospital
directors, as well as through the aforementioned
formal meetings. Such will avoid needless trouble.

I would now like to discuss with you our
relationships, cooperation, and governance, as
these things relate to our six satellite hospitals.
These hospitals, with the exception of two, which
are also located in the city of Wilmington, are
located in rural communities ranging in distance
frOhn 3Q miles to 60 miles from the core hospital. To
travel from the core hospital on a round trip, to all
institutions, is 'a trip involvbig approximately 250
miles. These hospitals range in size from po tp 135
beds. We do not have a formal, written a#mmEint
with any of these satellite facilities. Our relation-
ships, up to now, have been based on mutual
understanding of the needs that'exist in teaching
areas and mutual cooperation to meet these needs.
Once weekly, a member of our staff ,visits each
facility, and at that time delivers books, audiovisual
tapes, as well as other written material which have
been requested. This staff member also talks with
the Director and/or other members of the hospital
staff, 'taking requests, seeking advice, andgenerally
trying hard to keep a good working relationship
with each institution or agency they may be visiting.
I should inject here that we have placed, at all of Our
satellite hospitals, audiovisual replay equipment
which is compatible with our equipment, aS well as
audiovisual replay machines. Of course, from time
to time we present live programs at our satellite'
institutions, which I might state include' nursing

-homes. And each receives an announcement of all
programs which are presented anywhere in south-
eastern North Carolina.

The Director of,. AHEC does haves an advisory
board which consists of the satellite hospital
administrators, as well as the Director of Family
Planning in our area. We held Advisory Committee
meetings at least 'quarterly. At these meetings we
review our activities as well as receive input from
our advisory committee as to how they feel this
AHEC is performing. Also at these .meetings, we
receive input for additional educational programs
which they feel would be of value to them, either
individually or, collectively. Admittedly, our adviso-
ry group is a small one, although in my opinion it
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has functioned ery well, . It is our Intention to
enlarge this grou in the near future.

We have been a ked many times: how are you
sure you are receivl g sufficient, input from various
hospitals' and other health related agencies and
individuals in your a a. My answer to them in the
beginning, as well as ow, has always been that we
believe the best input combs directly from the
individual or organization which desires input, and
to that end our staff Is constantly, making visits and

,having personal conversations with large numbers
of people, Including those who do not have
supervisory responsibility. All requests an.d Sugges-
tions for programs or assistance are reviewed by
me or by the DirectOr of Education. We try very
hard not to refuse any suggestion which has merit.
In order to keep thitkind of communication'going,
it is very Important that every staff member
recognizes that it is his or her rebnonsibility to take
the time to discuss any and all requests, at any time
Or any place. In their capacity as an AHEC
representative, then, to make sure that an approp-
riate follow through is done. ,

Opr ,relationship with the University of 'North
Carblirlia at Wilmington, our community college,
and technical institutes-is generally the same as
with the other health agencies. We have worked
with all of them in one way or another, and our
relationships seem to be good. We dO not have any
formal agreements with these groups except in
cases where there are nursing students affiliated
with hospitals, and then the agreements are directly
with the hospitals involved. These institutions,
hoWever, do have educational input into the AHEC
system, since the Chancellor of the 'University of
North Carolina at Wilmington, as well as the
President of the Cape Fear Technical Institute, are
members of our Board.

Our relationship with the University of North
Carolina is a more formal one in that there are
written agreements in the form of contracts and
articles of affiliation. These arrangements, though
specific in some respects, are again as general in
content as they can reasonably be. This, of course,
has been to allow this Area Health Education
Center to develop, both organizationally and
directionally, where it seemed in the best interest of
all concerned to do so, without undue bureaucracy
or red tape. This has promoted confidence, as far as
we are concerned, and has promoted acceptance
among members of the medical community. Good,
frequent, and honest liaison between the central
AHEC and the local AHECs contributes a great deal
to the development of a strong, progressive and
productive system. Obviously, if the budget is done
in cooperation and consultation with the central
AHEC Director or his liaison person, this allows the
University to approve before funding any new

programs, and at the same time allows our AHEC to
present proposals we feel are Important for
continuing education in both allied health and
medical in this community. The central AHEC
obviously has certain guidelines in regard to
salaries, bidding procedures, purchasing, and
auditing which We must adhere to. However, to
keep some semblance of order and to promote
generally he same administrative procedures
throughout t e state; these are necessary, and we
do not object them so long as the central AHEC
constantly keept in mind that they must allow their
satellites to be as flexible in their operation as
possible.

- In summary, we ha a Board' of Directors which
is closely aligned with t Board of Trustees of the
central hospital in the ington area. We have
the pOsition of executive ector, who is adminis- t.
trativeiy responsible for the rail operation of the
AHEC. In 'addition, we have rticles of Affiliation
directly with the University, but we have none with
the smaller, hospitals in our area.

In closing, I think that in our local AHEC three of
the most i portant things that we have learned,
which are e sential in our operation, are: first, you
cannot dict to or direct what kinds of education
other people in your area want to have; ut rather,
let them tell you what. they would lik to have.
University authorities must constantly eep that in
Mind. Secondly, you have to carry the Mountain to
Mohammad, `because in our case the smaller
hospitals simply do not have the-personnel or the
resources to come to us. Finally, you must do what

you say yop,are going to do, when you say you are
going to do it, or otherwise your credibility is lost
and your program will probably be in jeopardy.k
Audience Questions and Discussion

Dr. Cecil G. Sheps: May I suggest that there were
at least a couple of subjects which came up tbis
morning that we may want to discuss. One is the
notion that if universities deal with communities
they get contaminated, and I think it might be
useful to explicate that a bit and see if there are
people who think they can supply examples. And
the other, quite clearly, it seems tob me, depending
upon what the group feels, is the whole question of

. faculty appointrrients and what they mean and what
kind they are, because I would imagine 'this is a
persistent kind of problem.

Dr. Henry S. M. Uhl, North Carolina: I would like
to comment on the two points Dr. Sheps raised.
Before moving to North Carolina, I devoted 7 years
of my career to the strenuous effort as one of the
chief administrative officers of an innovative
medical school launched by Brown University in
Providence, Rhode Island. This program was
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conceived as an integral part of the University and
was, in fact, located within the Department of
Biology and was then subsequently called the
Division of Biomedical Sciences, as it is today.. I
believe this is the only program in the history of this
country in which an effort was made to make
medical education just another one of the educai
tional programs of a tdtal university whose tradi-
tions were essentially in the humanities and the
liberal arts. This experiment is still in progress.
None of us knows how to evaluate what we are
doing. We,.might as well confess that immediately(
even if there are representatives of HEW here who
are looking forward to receiving detailed evalua-
tions of our output. I was responsible for develop:
ing, for Brown University, its university hospital
relations and for recruiting clinical faculty, and this
was a most harrowing experience. We had the
whole spectrum of . experience with the seven
hospitals that we attempted to affiliate with. These
are now consummated, but in the process ot_01-
bed community hospital was literally-clegfrOyed as a
community hospital resource and now has become
the private domain of a very successful grantsman
who got a large amount of dollars from the National
Cancer Institute, and it has become a . cancer
center. Now; you can make your own judgments as
to whether this was good for the community or bad
for the community, but it is one way in which a
university can cause a great deal of difficulty in the
development of community hospital affiliations.
Brown University has no university hospital. It
affiliated with community hospitals.

Secondly, with regard to faculty at BroWn
University, there were multiple tracks that were
developed, including the traditional clinical track.
However, inte deliberately established in the hospi-
tals not only, chiefs of services, but other full time
faculty who were on the tenure track, as we are now
calling it in North Carolina. I do not know what it is
called elsewhere,.but it means that they are full time
in those departments that represent their specialty.
This is now being' developed in the AHEC here in
North Carolina. I strongly support this development
myself, partly based upon my experience in Rhode
Island, and Partly based upon the fact that when
Harvard University, 3 or 4 years ago, tried to.

,.separate their faculty into four separate tracks they .
had a severe 'internal turmoil with the 'faculty.
Finally, pr. Sheps, you did refer to academic
freedom as protection of truth, and I am sure this is
its origin, but I would ,be most appreciative if you

,) could. devise some mechanism that would also
" protect administrators.

< Mr., Glenn Wilson: Therethas been some effort in
that regard at the ,University of North Carolina at
Chapel Hill recently that Dr. Sheps has participated
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in, but I don't think he would like to review that. We
did have a discussion this morning, and there was'
silence from Dr. Sheps' comments. Would you like
to take the first crack at that; Dr. Sheps?

Dr. Sheps: Well, so far as the last question is
concerned, you know I think it is in the essence of
administration that you do not get statutory
prOtection. You either perform or you don't, and tile
question is one of competence as seen by those
who hire you, And I really think that while there
were dales when I would like to have had it, I always
knew that it was not there. I think that is really
inherently the case. I think the severest test of that
issue was, in fact, the Watergate situation, in which ,

an administrator to( the whole nation was protect-
ed, whereas in moet other democratic countries
with a parliamentary system, he would have been
removed within several days by his own party, after
the first revelation. And I think that that is'not too
dramatic an example. [Woes illustrate the principle.

Perhaps this is the time to try to get something
started by way of discussion about faculty appoint-
ments.

Mr. Gary Dunn: Could I just comment on your
remarks? I think there "is considerable evidence
that, for whatever reason, there really is not any
relationship between effectiveness aid safety of
administrators, especially when you are trying fo
work through an innovative program and especially
when you have to deal with diverse elements, such
as community hospitals and university f If
you look at the track record of the turnov r of deans
at schools Of`vedicine in this cuntry n the last 8
years you will find thatwhat I say is es entially/true.
There is a certain* risk that one take by virtue of
taking a leadership role in an innova ive program. I
think 'the kind of protection pia seems to be
reasonable for. an administrator w o is involved .in
an innovative program is the kind i if protection that
a university ndcessarily should gi him, like giving
him the opportunity to make a sit e, if that is--
what it happens to be, or returning him to other
level of operation, etc. But I do not think t is
reasonable, or can be demonstrated, that th = e is
really that much cogielation between administ ative
safety and efficiency.

Mr. Wilson: It sounds to me as if this is rapidly
turning into a protect the AHEC directors' move-
ment. Let me start very specifically on an issue
which Dr. Sheps and others discussed this morn-
ing. It seems to me that if universities are indeed
committed to regionalization and decentralization
of health professional training, that those normal
rewards available to faculty, whatever they might
beand they are very scarce sometimesshould
be available to teachers in the community. If
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Panel #3: (from left to right) Dr. Andrews, Mr.WIlson$ mf. Dunn, Dr. Sheps, and Mr. Lovelace.

teaching in the community is of good quality, then
should they have full facdlty status? Should they be
given what, in this state at Vast, is known to be
'second class citizenshipclinical or adjunct fac-
ulty status? G_ ary Dunn raised this 4ssue this
Morning, and I think there are, in this room_many
different perceptions of that. Should, indeed, those
people who teach in AHECs be full and regular
members of the faculty, on the tenure track? If they
are on the tenure track, the home based fadUlty take
a differ'ent view of that program, because they are
"our" people when they are on the tenure track..
They are somebody else's when they are not.

Dr. Shops: Well, let me start butting it very,:
sharply.. I find it helpful in thinking about this, to"
divide the-subject into full time and part time. lthink
there is a tremendous difference between a full time
and a part time person, so far as the university is
concerned, and so far as the scholarly and
academic effort is concerned. This is not to say that

*-----!.%part time person does not make an important
c ntribution or .one.which is of the same quality as
the full-time person.- But it is, to say that the part
time person has other loyalties, other tasks, and I
would then offer the suggestion that one useful
way, one dimension that is important, is full time or
part time. ,

Then, secondly, it seems to me.that once people .

are given teaching or research or service activity
that is directly related to performance of health.
care, and it is full time, then /they ought to get

ono
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regular faculty status without any prefixes to their
title. The issue there is the fact that universiti4war,eY
not as ready as they might be to give recognitiOn.to
the validity of the contributions that carlibe madesby
people whose strength is not in the laboratory and
whose strength is, I instead, in terms of performing
andproviding, health care at a high standard and
being interested in, and able, to teach student
effectively. We have gone through some 20 year in
which the expectation and t e major elemerit off
judgment was the number of publications -and the-
nature of the publications: hat needs to be done
now is to take seriously the 1 act that a person can
make a contribution to the mission of the university
if he or she is a good clinician and a good teacher
and never m s a contribution in the *oratory,
btft shows comp fence in that area and has some
analytical capacit terms of being .able to
evaluate what is go g on around hi 'No nany
faculties are not quite ready for that et,' andttit
seems to me that that is where. the probl, m arises.
But I think that movements will take place.

In our situation, for example, in' Chapel
hadia committee in the Division of Health'SCiences
that developed a set of suggested guidelin'es for'
faculty appointments and promotion which in-
cluded a lot of items of a reasonably objective
nature that could be taken into consideration in
evaluating the person's clinical performance and in
evaluating his teaching capacity. Now some of
those, were too, detailed, but the purpose of.
attempting to develop guidelines was to get our



faculties in the five health science schools to begin
to think about these elements and to develop ways'
of Measuring the with reasonable objectivity so
that teaching an clinical competence be rewarded,
rather than pu ting all the faith and emphasis on
research productivity.

So I am saying two things: first, it is helpful to
make a distinction between art time and full time,
because if you want the policy decisions Of an
academic and scholarly, nature to be made; they
need to be made, almost exclusively I think, in the
internal situation by full time people whose
commitment is to the university and nowhere else.
And secondly, if that decision made, what
universities need to do is to do sometpifig which
they are having difficulty doingand that isto

recognize an additional ,set of criteria that will get
just as much attention as the one§ we have been

.-t accustomed to in the last 2a years,

Dr. August Swanson, Washhington, D.C.: In an
earlier incarnation, I was involved with thadevelop
ment of the WAMI program at the -University of
Washington and there we went off on a slightly
different tack, philosophically. Rather than g
involved in the issue of: would these individual
whom we were going to ask to assist us in a
educational enterprise be part-time members of th
faculty, clinical members of the faculty, adjun

. faculty, or any of the other terms which can e
used, we simply started out with the idea that e
were at that point in ea position of needi g
educational services which our facilities and o r
faculty could not provide, and therefore we wo Id
,go out and identify individuals in the commun ty
who could respond to a request for educatid al
services on a contract basis. We never Sten talked
about the question of faculty appoinOnent., y\fe,
talked about what we needed, In very specific
terms, and I would like to emphasize somethlhg
that Dr.0Sheps said earlier, about how important it is
to be specific regarding the expectations of the
university so that the individuals who are resp ngl-

g can understand and make the university
derstand what theirexpectations are.
nce we identified the-individuals and told the

the xpectations and they responded and said, "We
can ,provide your educational expectations," wei,
negotiated 'a contract. It blew the mind of the
Comptroller of the University of Wiasbingtorrwhen
we said we would like to negotiate for educati ?nal
services with a group of .phypicians out there, just
theway that we e,mikit/negotiate with one of the
consulting firms to help us plan 'a new building.-We
are not paying them a salary. Here are the details of

.,thecontract. The contract included such things as
the costs that they expected would be added to
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their operation, including their support personnel,
and it was an annually negotiated contract, one
which could be terminated at the pleasure of,either
party, with sufficient notice. Later on, these people
have been given some sort of title,, but that is not
important any more. It is the fact that it is a mutually
agreed upon' contract to deliver an educatiOnal
service which they know we cannot provide. I think
that is an approach which needs serious considera-
tion, and I think another emphasis in it is that it was
with individuals who were to do the teaching, not
with an institution, not with an administration, not
with a board of regents.

,

Dr. Charles E. Andrews: Well, I do think there are
several points here being discussed, and I certainly
do not have a `final answer or solution, but it is not
just a problem in schools of medicine and AHEC..lf
we think in terms of the land grant tradition, and I

think most of the universities involved in thi& are
land grant institutions, their three Corneredstool is,
you know, teaching, service arid research. I "think
the most important factor is thet the centrals
administration, the President's offite or whatever it
;nay be, be 'really serious about the service aspect
of their mission and that it permeate the -whole
university that it is important. There are several
ways it can be done. We, for exemple, have stated
that all three Qpf these elements are of equal
importance, and that fpr promotion of any faculty
person you have to show excellence in at least two
of them, so that a person can become a full
professor at West Virginia University and never
publish a paper, but he has to show excellence in
the service aspect.

The problem then gets to be how you de_ fine
service. You see on promotion requests, "He
beCame president of the local PTA," as a service
function. Well, this is obviously absurd in this
context. But I think vthere are ways it can be
evaluated a d emphasized in the university reward
system and make it work. There is another variation
of this pro lem that we are currently struggling
with, and that is faculty appointmentsfarinembers
of the Extension Service. How should they be
recognized if you really believe that the service
function Of a university is important. I think that
after 6 years of debate and discussion we Are finally
oming up with a solutionat least a temporary
iilutionto the problem.
Now, as to the specific problem of AHEC and

clinical appointments, I am not sure Our solution is
a good one or a permanent one, but it seems to be
working at least reasonably well at the present time
in that the faculty has established several criteria
for clinical appointments, such as: he is a compe-
tant clinician in his field and shows evidence of this;



or, he is involved in the teaching program; he is
involved in the continuing education program; etc.
The appointments are made according to these
criteria, and then each year, as our regular

university faculty appointments are reviewed, so
are these, and matched against tke criteria, sho Id
they be continued, and this sort of "thing. The of er
thing I think has been useful in iiiiplementingthi is
that if a physician in Charlestofi wants to be a full

professor of medicine he has to go all the way.
We have-a vPry rigidly controlled private practice
plan. Hetwill be on a salary. All of his income has to
come 'through this mechanism, etc. Most of our
people understand this difference, I think, and they
are at least not unhappy and do not feel they are
second class citizens with their clinical appoint-
ment.

I like the title adjunct professor better, and maybe
irjust hides more, but this is the title we use in tha=
rest of the university, except for the school Ot4
medicine, for these kinds or people. Clinical als6t
has the connotation, in may y schoolsvl at you don't
pay them for anything, and I see not mo vfrong
with someone who gives a great deal of Service
being paid a salary, and "adjunct", at least in our
system, cleans this up a little bit and you can get it
through. the.comptroller With,?this title: I do not
know if = there are any solutions which work
everywhere, and I think you sort of have to pick and
choose the one that will fit yOur situation.

Dr. Sheps; Glenn, you mentioned rewards of
faculty statue. You know, let's examine that, What
are the rewards? The financial ones are nothing
compared with the rewards of practice. So what ,h
you have is prestige and recognition. Now, what I
am saying is that if someone is asked to serve on a
full time basis, teaching and service,then if he does
not get full time regular status and get into the'
tenure stream, the university is not serious about
the whole program. That is really a test 'for the
university. But, you see, it is quite different, it seems
to me, for the part time peoplei who can be just as
competent, becausSt there is the p,rOblern- of
governing the university. Universities think, of
themselves as self governing-The strength of the
faculty is very important, and 'if we are going to
remain iri) the university, and not set up separate
universities, you have the understandable concern.
on the part of the professor of English, or the
professor of economics, who would see a whole
series of part-time people in their own community,
or outside or-it, who could then come into the
university and be voting members. And that is really
what the issue is.

You know, there is nothing wrong with Ibeing a
part-time faculty member, but it does not rr<ean that
in the eyes of the faculties of universities in general

r
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that t at qualifies-that ind' idual i o participate 'in
the ecision making regar ing ,the policies of the
uni sity as a whole. No , the role that is played
by ubh individuals in,a,d partment of medicine or,'
fam ly practice medicine o pediatrics or in a school .

of ursingoatc., is depend nt upon how that school
wa is to functi n. If th t department is serious
ab ut the AHE progra , they are cutting off their
no es to spite t eir faces if they d n't involve those
pe pie in the explorati n of p oblems and the
de elopment of policy, :tc. But t give an increas-
ing number o_f part time people, ho are not really
part of the full time, community, full
voting status and tenure
the eyes of faculty gen

on a university faculty is, in
rally, really not warranted'

Mr.. Wilson: Dr. She '& I think you just said my
/view of thiawell. I neve would quarrel over the part

'.. ,time, but I do not beli ve that AHEC will be a real
,tI part of the university, nd as you said, they are not d

;,serious,serious, if the full time people are not given faculty
staters.

r. Dunn: I

ber of year
wrsl are a little
unused- is tha

- cleaned our o
down the law
We do not do
evaluate, w d
through. N w other
problem wOul lesse

hard line in Or luatin
the Jniversity is tryl
dec sions rely ve to
wa significa t.'

he truth of the matter is that thiabis controveriial,
b cause some have suggested that something like
1 percent of the f culty carrythe school, although
I.think that would e extreme;, Now maybe we have.
had bad pxperienc s. All I am really saying is we are
really interested n w because we are faced with the
problem of whether we are going to let these people ,
in. or not. Are we /then also going to take the next
step, which is to lapPly the same kind of rigorous'
standards 9f inspection' to the existing community?
What do you intend to apply to them? I have not'
heard anybody advocate that, at this point, and I
would-like to her somZ,comment about it. Why, all
of a sudd n, ara we goir6 to get rigorous with the
cOmmuni y faculty, whom we need desperately,
when we have let people sit around foryears at the
university and have taken very little 'action. If
somebody wants to speak to that, I would love to
hear them.

think, in academic life, for any
, whe we listen to this discussion
bit a used, The reason we are
to great extent we have not

onho se. We have not Teeny laid
re and to criteria for evaluation.

ugh evaluation, and when we do
n't d much with it when we are
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people see this. I think this
somewhat if we:did follow a.
faculties, in light of what it is
g to do, and if we did make
hether or not the contribtition

Mr. Wilson: Who would like to respond to that
challenge?



Dr. Swanson: Gary, I think one of the things you
have to consider is the possibility that those people
whom you are now talking about bringing into the
academic community Might well, twenty years rom
now, be described just as you aredescribin the
people who were broughein '20 years ago.

. . ,
Mr. Dunn: We have to take the risk, thou h.

. --Dr. Swanson: Well, maybe we need to boo at the
whole issue of how to get universities int com-
munities: What I think I lam hearing is that w at we
ought to do Is just to continue to do busines in the
same way we have in the past, and that is, we go out
and identify people, we make a bigger university
with- larger geographical boundaries,-but we play
by the same rules. And those rules have always'
froien us, have tended to produce rigidity within,
the university system. I think if the univer itiet
really do expect, in the futUre, to do a fair an
t r educational activities out in communiti s, th
have expect that the, needs will change from ti e
to time d that whereas today it is prirriayy c re
and educa n in the community for primary care,
15 years fro now it might not be

Maybe we need to look at some sort' of govern-
ance contractual system, alluding back to what-I-

'-aaid a few moments ago; which will keep us flexible
and which will allow people who can provide
educational services, for a transient period, to be
very valuable and to be rewarded appropriately and
then, as those needs diminish, somebody else is
going to come along and prAide the services we
will need then. In fact, this would be a good md el
for the entire university and would get usifiu of
sqme of the problems we have ire law, in the soci
sciences from -the standpoint of interacting w th\
community agencies, I believe.

Mr. Wilson: I think you just touched on the issue.
We have, it seems to me, a terrible corruption of
tenure, which was presumed to protect the frefi3dom
of ideas and speech. It has now become if quasi-
civil service guaranteed job, and if we could get
over that hurdle, then we could change some of
these circumstances. I thinkthat is at the htart of
the matter

Dr. Swanson:- It is the heart of the matter, and of
course, I think one of the reasons it has become
such an acute matter now is that whereas previous-
ly the rate of change, the rate of demand for
change, was approximately the same, and it
provided a periodicity which was approximately
that of the normal lifetime of an individual on a
faculty, it is now getting down to a quarter of a
lifetime, and therefore faculties and universities are
finding themselves having to respond to things on a
periodicity which is so short that the faculty they
bring on board and provide with the. normal,

1

. /
traditional perquisites are no longer useful when
the need for the next change comes. And (think
this is one of the reasons why serious examination
is being given to the whole issue of tenure in many,
many universities at.the present time.

.?

Dr. Shops: I think this qi4e7tion, the issue that Dr.
Swanson has been referring ta, can be'described in
several ways. One of them is, of course, the whole
question of standards and performance at high
sten& s. And in the tenure situation, it is not
unco mon,to have people who have.metstandards
at . earlier time who no longer continue to meet
t em, but we are stuck with them. This is exactly
he attitudewe are stuck with them. Nothing gets

-done aboutjt, and I do not think it is possible to do
anything about it until we make the kind of Change
thfttiCir. Wilson has recommended. But I think when

-Itr comes to the AHEC activity, the problem again is
' that we do not know as much as we would like to

know about how to evaluate the teaching capacity
and ,clinics performance. We think -we know
more m choosing my words carefUlly-7we think
we' now more about how lo evaluate research
productivity, although 1 have seen people evaluate
it just by running their eyes quickly down a list of

titles, let-alone reed the papers. Nevertheless
publications without even_ .bothering to read their

make the assumption that we know how to evaluate
that. We do--1701 knOw as much about evaluatirig
cliolearrierformance and teaching capacity. And

- this is what part of the issue is. We simply have to
move on this and then *. to our colleagues in th,
heart.of the ivy covered campus that AHEC faculty
in their way$tre just as good as others,.
therefore they make it.

Now, there is one special circumstance regarding
AHEC that t think we ought to recognize. By and
large, when a university or any part of the
university, .really, when a mediCal school or a
schZbi of nursing, or a school of dentistry wants a
faculty member, they recruit nationally. This is a
question of migration; they>villfakthe best people
they can get. ,Nnd the better schools always takefi,
national view. When you are dealing with-AHEC e

, you are starting wjth the professional people Who
are there, and you wiiht to use them, and you ought
to use them and get them involved. Therefore, I .".
think it is important to recognize that one does not
always have the full range of Choice, even if we
kneW reliably how to evaluate capacity, and some
of us do it intuitively and we think that most of the
time we are right. But even if we knew how to do it,
the sir of the pool is very much smaller,-because if
you are working in Charlotte, you are, working in
Charlotte; if yoU'are -working In Asheville, you are
limited to the people there, not for the -full time
people so, much, because there we have found, for



ex m that sometimes we have been able to getk
th r }ht person who is there, and sometimes we
have recruited him. I Ilyould like to see progress, but
I think we need to recognize the reality on this
particular aspect. It does present a problem on
occasion, and yet we have to do something.

Dr. Swanson: May I make just one' comment? I,
agree that the pool fo'an AHEC is smaller than the
national pool, but it seems to me that even within

pool that an AHEC's territory encompasses,
re will be a variety of abilities, a variety al

egrees of willingness to become engaged with an
. AHEC, and it is up to the AHEC, then, to figure out

ways of selecting individuals, much the sarqe as
when we do it at the national,level, and to make sure
that you select the individuals who are of the qualit
that you need..,

Dr. Lawrence H. Miike, Washington, D.C. his is
fast becoming a discussion, on AAM ssues. I

would like to get away from some sf ulty discus-
slop issues and change the subj t from faculty
tenure types of moues. :stion is directed
mainly at Dr. Andrews. You ght up the issue of
legal authorities and tec iCei authorities, and Dr.
Sheps had mentioned at most of the changes that
come in acadenyicl institutions come from the
outside. Dr. Andrews, in the context of the
physician assistant regulations, would you say
these have constricted the scope of the kinds of
health`care models, health care teams, health care
delivery types of situations that are possible now in
West Virginia? What role should the academic
institutions play when outside forces try,to restrict

- the innovations that are going on in education
today?

Dr. Andrews: You are asking me the general
question, hbw active, politically, university should
be? I think the members of a univ rsity community
can be very active as individuals, b t I am not sure
that a university, as an institution, at least a state
land grant institution, is very effective for this kind
of ,change. I think we do better as individuals.
Knowing the right legislator to talk to, the member
of the state licensure board who is involved, and
then trying through our expertise in the situation to
Change it. Unfortunately, these decisions are not
usually made on the basis of the best knoWledge.,
They are political issues that are in respOnse to a
pressure group or 'what the people perceive that
they need.

Mr! Wilson: Dr. Andrews, let me recast Dr. Miike's
question the other way around. We have pot had
problems from the universities in the past in saying
what was good in primary education, as a mjltter of
public policy. Is there no role for the university to

- declare itself on public policy issues on health
6
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personnel, as an institution rather than as an
individual?

Dr. Andrews: Well, it 6ets at something which I
think Cecil mention: earlier today, what is the
truth? Today's tru won't be tomorrow's truth in
the matter, and suredly I think you can take the
best stance t ay, and make your point, but you
have to real e that there will be other opinions on
the same ubject, tomorrow, which may be right.

Mr: Wilson: But we do assert that fluoridation is
g d. Some people dispute that. But we have made

ublic policies and institutions ,Have taken a stand
on other kinds of issues that we are comfortable
with. Is-it not now time for us to enter the political
arena on public policy questions of health person-
nel?

Dr. Andrews: Oh,°1 think we are in itprobably
more than we would like to be.

Mr. Dunn: Well, you know, I think that if you
followed your line of thinking to its logical
conclusion, you would never take a stand on
anything. It seems to me the university has a vested
interest and should go to the source where it can be
serviced. I do not understand why universities
shou,ld not take hard line positions when it affects
the very integrity of what they are all about. They
just had a recent experience, as an example, in the
state of Washington, where they fired 4,000 school
teachers, closed 26 elementary schools, etc. And
Me of the reasons, I think, that they were ,able to
get away with it, was that the superintendent of the
schools and his staff felt as though it wasn't within
theirpurview lo lobby and put pressure on the state"
Legislature, or any other kind of pressure group, to
give them the resources they needed to do the job.1,
think as .priorities become more valuable to us, as
we deplete our resourceS and we have to make
selections, the university is going to have to 'get
very aggres§ive. I do not agree with going and
seeing people in a quiet manner and trying to exert
some pressure. The university should speak for the
things that it feels strongly about. Even if it is wrong
it-is better than not doing anything.

Mr. Wilson!' Did xou.want-to say something, Dr.,
Sheps?

Qr. Sheps: Well, I have lots lo-say about it, but I
do not want to dominatege disCussion. We have a
marvelous example of this in North Carina and it
is true in other states, too, in the area of dentistry,
where the dental examining boards are, in fact,
setting up barriers to prevent the dental schools
train doing what they know theraqht to be doing,
and so far, the discussion has,been very quiet and



behind closed doors, amongst friend's and col-
leagues. My view is thatit will never be'solved until
the public understands it.

Emmett R. Costich, Kentucky: I think Dr. An-
drews mentioned that many of the schools 'monk-
sented here are land grant schools. Looking at what
they have done Over a Period of years through their
coup lx extension agents, home demonstiation
woikers, and such, the colleges of agriculture and
home economics are a political action group which
works throughout the state, with a widespread base
for operation. I think the models they have used
over the years are ones that we could look at as we
try to do our work. I think they have also adapted to
changes as they have gone along; from looking
after the small man they have gone into looking
after agri-business, where the big money is, and
where they can pull fun s back i Just as you can
attack a drug compan , you man .go after a feed
company and bring su port into your organization.
I think their approac to appointment of people to
their facultiesone Of using the adjunct series for
people who get paid, and using the title of clinical
for those who do not get paid, and using Dr.
Swanson's approach of really looking after what it
is that you want to do, and then contracting for that
service, to get to mixing a variety of these things,
will work for solutions in the regional area.

We have divided our states, .and we have divided
the nation, on a regional basis, and I think that
within each of 'the institutioris that is involved in the
AHEC concept, each has their own regional
pr lems to face up to. However, I think the
a f iculture model is a pretty good one. It has also
been flexible in thafds the agriculture populAtion of

. the country decreased, and they had to look for a
'base for Influence, they began to look at the quality
of life in the rural areas. Legislation brought money
to improve the .quality of life, whichbrought them
into the area of the health fields and into waste
disposal, sewerage and water supply: etc. So that in
this region there are good contacts which can be'
made' that can be very helpful .in the supportive
programs that you want to do.

Touching on an issue in dental education, I think
some schools have taken a stand 1bn things.'One
school I am familiar with took on a program which
encroached on some things which dentists have
considered sacred unto themselves. Pressure was
brought to try to close the thing down with
subpoenas, injunctions, etc. But it stopped when
the university took a very strong stand and said,
"You try to push us around and we will push back."
And, at the present time, ttieris a stAndoff and the
program continues.

I think all of the things we have touched on have
been solved in a variety of ways in a ,number of

different places. I think this kind of forum gives a
chance for everybody to get at them. Dr. Andrews'
people in West Virginia set some dreat models for
us in Kentucky, as we have begun to go ahead with
our things, and we looked pretty hard 41frall the
things they were doing, through co-op extension,
the programs they put out in the hollows with the
medical, dental and nursing students, some of the
reports that were done there, and they really
stimulated us for some of the things we are doing.
So, maybe you can look at co -op extension.

Mr. Don Arnwine, West Virginia: I would appre-
ciate some comments from the panel, or *from
anyone else here, as to the role that the affiliated
hospitals should play in, the governance of the
AHECs. Mr. Lovelace made some comments about
how they operated this in their particuldr AHEC, but
there has been no-other mention of that role. I note
that, if I interpreted the roster properly, that I am the
only chief executive officer of an affiliated hospital
and it is kind of ,lonely here. I Would apprebiate
some comments as to what role, appropriate role in
governance, the chief executive officers of the
affiliated hospitals should play,

Mr. Wilson: Don,,,it is not quite that lonely. There
are several chief executive officers of our AHECs
here, but they are not necessarily of at he hospital.

Mr. Dewey Lovelace: I will -make a couple of
comments, if I may. I think that as fAr as a
community is concerned, it is essential, in my
Judgment, for the directors of the hospitals con-
cerned to be very much involved in the decision

o making of Area Health Education Centers in their
communities. If they are not. the attempts to get
new programs and the attempts to carry on other
programs are going to be very difficult, because the
chief. administrators of the hospitals, in a rural area,
have a lot to say as it relates to the medical
community and to the executive committee of
medical staffs, etc. Ahd tt3esephysicians, if you are
speaking now strictly of medical educationof
course, there are "many other aspects of AHEC
will tend to locate in rural areas if hospital
administrators, through AHEC, can develop the
kind of environment that isso necessary to really
give good patient care. So, I think it is important
also to remember that we have to work in all the
areas, and try to upgrade and bring into the
community all levels of health care workers to
support the physician in what he is trying to do. I do
think it is imperative that the chief administrative
officers of the hospitals have a great deal in what
goes on in communities.

Mr. Daniel Smith, Wa shington, .: I would be
interested to hear from anyone in tri or on the
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panel the experience, positive or negative, they have
had with consumerism in the AHEC,program. And
whenever you talk about the consumer, I would
appreciate if you would explain what the consumer
is, and how one views the consumer.

Mr. Wilson: We are waiting for you to definewhat a
consumer is, Dan. Who would like to talk abo'utthe
role of the consumer?

-

Dr. Andrews: Well, I think my original, first and
only major argument with Mr. Smith has been on this
very subject, when we were asked to set up an
advisory board or an advisorif council for AHEC. I do
not believe in establighing boards unless they have a
function. and a role in the thing, and I have still not
heard Dab or hit group define for me exactly what
their role should be. We do have an advisory, board,
and there are consumers, I suppose, on the board.
They represent some patients in the target a q I

suppose. They have been patients in the area. ke
of-the board, I think, are providers in the area in the
sense that they represent educational institutions or
other health care institutions. We do have a section
on consumer education, as part of our AHEC, and I
think we get a great deal of feedback from the
community as to how well we are doing in this
regard. I am personally very concerned that we keep

/adding to these kinds of hoards and to everything
that we do. If you think for a mirrute, in West Virginia
we have about 100 consumers that meet every year
to review our programs, called the legislature. In
addition, we have a consumer board called the
board of regents, of about nine people, that have
plenty to say about it. In addition, each school and
college has an advisory board of consumers and
what not. We have a board of trustees of the hospital
that we work 'with. There is a school board in
Charleston that regulates that. I personally feel that
we have plenty of consumer input as to how we are
doing it our particular programs.

Mr. Wilson: We have lots of advisory committees
and exactly the same problems as Dr. Andrews. Mr.
Smith, I understand there is a meeting starting
tomorrow in Chicago that would take the approach
you suggest, that we have a consumer board with
the money, leaving the responsibility on the aca-
demic health science centers. It has a remarkable
similarity to what I think Dr. Sheps said, very
appropriately,' that if you haye clear accountability
and you can measure the response by some device,
that to dOgle a bag of money before the academic
health science centers,they will take that part which
is convenient and comfortable and ignore that part
which is difficult. We have not figured out a very
appropriate role in North Carolina for consumers or
advisory groups:We have them. We are listening t

them. I would prefer very much Mr. Lovelace0
'approach, where you are actively engaged with your
community and you listen, I would suggest to Dr.
Sheps that our- university has Courses in public
speaking and all kinds of other ways to Write. We
need a course in listening. We think thatour AHECs
are going a pretty good job of listening to the people
out there, and that they beat having another group
that will meet from time to time to gpt another
agenda.

Dr. Shops: May I make a commentabout this? Just
a few days ago, I was thinking about this question of
providers and consumers, in another context, and it
Opcurred to ri-ie that this is really not a useful
fdrmulatiop in health care. If you were talking about
oil, it is very clear there are people who control and
there are people who buy. The people who buy do
not have much;chpice as to price, but at least they
have some choice as to location. But the notion of
iwoviders t>l d consumers does not apply to hedlth
care very much. The consumer does not really have
ven,VmuCh. control or choice about very mutt",
except to the extent to which he is represented on
the governing board of the institutions. You have
very highly institutionalized structures, you certain-
ly do not have a free market, and in many instances it
is in fact the provider, not the consumer, who is
deciding what the consumer is going to choose. The
consumer d =s not make the choice. I am rapidly
coming to t conclusion that I am not going to use
those terms anymore. In addition to the fact that the
word "co sumer" really does not apply in a
simplistic ,standard way of economics in a capitalis-
tic econo y, I think that it additionally produces the
kind of oblem that Glenn Wilson has referred to,
and tha s, who is the consumer? The experience we
have h d in the last 8 or 10 years has identified, in
most stances, the consumer with people from
certai population groups who have been more
obvi sly disadvantaged and discriminated
agai stand that, of course, is appropriate. But it is
not he entire story, and if we have a problem here,
an I think we have, the probleM relates tq the public
co trol of our existing institutions; I do not think that
s ting up other bodies is the long term solution to
t is problem, and it may complicate it even more. At
t e same time, look at the boards of community

ospitals. I have difficulty forgetting the remark that
ufus Rohm, that great leader in the hospital field,

who is still alive and vigorous at the age of 81, an
original member of the staff of the Committee on the
Cost of Medical Care 43 years ago; made, that in,
voluntary hospitals the trustees run the errands and
the hospitals are run by the medical staff. Now
maybe that is a bit strong, but the trustees that were
there to give a stamp of approval, to raise some
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money, in the last 5 or 10 years, as, the problems
became mare severe, and as communities became
pore expressive, have begun to do more. I think that
the word "consumer" haS little meaning unless one
is very clear about what it it'. In the long run, I think it
meant that certainly those who are the most
disadvantaged need to be sure that their views and'

1

problems are understood. But the problem is one of
appropriate responsiveness in every institution, and 4
setting up yet another body really does not go to the'
heart of The matter. The. heart of the matter is to go to
each one of these institutions and make them
maximally responsive. And, in fact, in many ways,
the AHEC activities, I think, are doing that,

situations, and SuCh, but I think that it is about time
that someone spoke up for optimal quality of care,
by the individual professional, and not have him
compromised on the basis of some of the cliches of
the, market.

Dr. Theodore Ft Reiff, North Dakota: I would like
to reinforce Dr. Shops' comments on consumerism. I
always used to be a little bit amused when the
capitalist or the market philosophy Was pushed on
the physician, posting prices and such. Now, I have
nothing against openness in fees. I think these
things should be known. However) I imagined the
day when the patient would come in and look at the
list of prices, and the physician would be able to say,
"Well, todAylet's seeI have Grade A, Grade B,
and Grade C careAnd there is a 'special' on B." Is
this really what the so-called consumer want's, or
does he expect the physician to give the optimal and
the best care that he knows'how to give, and expect
no less? I expect that that is what he really wants.
And, in fact, the optimal role would be to have the
professional care always delivered at the highest
service the individual profession, and he should
ref us to do any less. Now,) am not saying that one
do not have to set prioritids in emergency

r. William H, Wiese, New Mexico: I would like to
spond to Mr, Smith's question and Dr. SI'reps'

rsponse. I think the point Dr. Sheps made was
xcellent. In a monopolistic situation, which so often

the university has the pleaSure of finding itself In,
there must be some mechanisrryor accountability to
the consumer, whoever that may be. The difficulty is,
of course, in finding someone who can represent the
consumer. In trying to implement our AHEC, we
have 'struggled with this. V't/e have looked for
mechanisms, advisory boards, none of which have
been perfect, but several of which have been very
useful. Our mechanisms do not include consumers
in the sense of patients covered with bandages who
generally are not in the best position to articulate the
point of view of people needing health care, but
there are surrogates, there are representatives, there
are meondnisms for developing this accountability
and we feel and believe that this is an, extrem y
impOrtant part of our AHEC. This dirnensio of
participation must come in. The difficulty an es in
trying to integrate this important dimensionwith the
contract process through which we must operate in
developing the AHEC. There is mechanism for
change in the AHECthe contract. The mechanism
is, however* very cumbersome, and I fully concur
with Mr. Lovelace's comments that there must be
elbow room.
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Panel 4

The AHEC and Regional Educational and Heal
Institutions

Introduction

Moderator:

Panelists: Dr. Bryant Galusha
Director
Charlotte (N.C.) AHEC

Dr. James McGill
Associate Director, Health Affairs
State of Illinois Bdard of Higher Education

. Dr. Karl J. Ja'coba
President, Rock Valley College
Rockford, Illinois

Dr. T.F. Zimmerman
Project Director
Illinois AHEC

Dr. T. Zimmerman

This panel focuses upon the "AHE and other
institutions," particularly. those other' 'nstitutions.
who participate in the education of physicians,
nurses, 4het'spectrum of allied health professionals,
and otheri Health professionals are multi-
institutional products; no single institution can
independently provide the range of experiences and
resources required to produce qualified practition-

,ers. If we agree that the future of health care delivery
rests in the abilities of real persons, with complimen-
ta skills, to interact through a complex variety of
socio-economic and socio-technical teams, we
must assume that the future of health education is
dependent upon the ability of artificial persons
e.g., educational and clinical institutionsto share
complimentary resources and responsibilities
through a complex variety of stable, inter-
institutional networks. The AHEC initiative is
explicit in addressing the necessity of inter-
institutional systems. A review of public policies and
interests indicates that it is to their enlightened self-
interests that institutions seek avenues for collabo-
ration, particularly in the production of health
manpower.
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In Illinois, we use the terrn"Area Health Education
System:: rather than "Center" to emphasize the
cooperative nature of the Contract. Our target group
is four district Illinois areas brings the University in
contact with 48 hospitals and 53 academic institu-
tions. Annually, health education is provided
through the University and other institutions to
4,952 allied health, 5,618 nursing, 1,036 undergradu-
ate medical, and 155 family practice residents. In
Illinois, as in other settings, the "numbers" speakto
the potential for interlocking institutions and
mobilizing resources in common directions. At the
same time, the number of institutions involved
presents obvious problems. The development of a
successful inter-institutional system demands a
willingness on the part of each institution to commit",
itself to and ideritify with transitional roles; missions,
and functions. The institutional "ego" is every bit as
real as the individual Institutions, with their
artificial personalities, find it just as difficult to
cooperate.and collaborate as. do people with real
personalities.

The AHEC brings an added dimension to the
problem of inter-institutional cooperation. It is in the
initiative of the University and, in working with
community institutions, one often encounters some
apprehension and distrust of the University's
lesadership role. In Illinois, we talk about the "orange
truck syndrome"on some dark night a semi-trailer



painted with the University's colors of orange and
blue will back up to the community institution, pack
up all of its'prog rams, and take them away to some
University "center." This apprehension is not totally
neurotic or unfounded. The behavior of universities
to community institutions in the past has given
cause for some apprehension,- and the burden of
proof in assuring the motives of the University in
fulfilling its AHEC mission clearly rests with the
University itself. AHEC contracts are rooted in the
University, its medical centers, and Its medical
schools. It is important to remember, however, that
the AHEC is an attempt to expand the health
professions in cooperation with multi pleand diverse
community institutions.

Our interest; in ,this panel and throughout this
conference, has been to consider some specific
issues and dimensions of the AHEC and attempt to
extract some alternatives and solutions. The panel
participantsDr: Bryant Gatusha,_Dr. James McGill,
and Dr. Karl Jacobs will consider issues in inter-
institutional efforts from the varying perspectives of
the community, hospital, the State regulatory
agencies, and the comprehensive community col-
lege. Each has been encouraged to be candid in
discussing issues and problems as they see them. It
is extremely important in developing inter-
institutional efforts to confront and openly discuss
problems as they occur. Through this panel, we
hope to provide a discussion of the inter-
institutiOnarimpacts and dimensions of the AHEC
initiative which Will be constructive and instructive
for all involved.

Panel Presentation #1

As an AHEC center we are-responsible to and
work in concert with the University of North Carolina
Health Science Center. In accepting the title and the
privileges of being an AHEC hospital, we have
accepted the responsibility of health manpower
education for our designated area, which is a nine
county area, seven in North Carolina and two in
South Carolina. We have crossed State lines and it is
working well..

In our region we have health manpower problems,
not only in sheer quantity, but in distribution asell.
To illustrate this best, Charlotte is in Mecklenburg
County which has one physician per 790 people, not
bad by the national average. However, also in our
deSignated area are Gaston County, with one
physician per 1,700 people, Lincoln County with one
physician per 2,200 people, Union County with one
physician per 2,700 people, and Anson County with
one phYsician per 4,000 people. Similarly, with

'dentists, in MecklenburgCounty we are about at the
/ national average, but have only one dentist per 3,400

people in Lincoln County, one dentist per 4,800 in
Union County, and one dentist per 8,000 in Anson
County. In fact, there are only three dentists in the
whole of Anson County, which has a population of`
close to 25,000 people. So, we have health manpow-
er problems, and as you have heard many, many
times, the function of our AHEC is to improve the
quantity, the quality, the distribution, the efficiency
and effectiveness of all health manpower in our
region.

Dr. Bryant Galusha

My task today is threefold. First, to describe and give
you an overview of the AHEC based in Charlotte,

'North Carolina. Secondly, to run thrdugh the
organizational table of our AHEC, and thirdly, to
give specific examples of inter-institutional and
health agency linkages that-we have established as ,
goal attaining structures.

The hub of the Charlotte AHEC is the Charlotte'
Memorial Hospital, an 830 bed, acute care, general
hospital. It is not only an excellent 'Medical care
center;'it is a center of medical education. two days
ag en I left to come to this conference, there

*nical training in this hospital. The institution runs
aere

1 North Carolina junior and senior medical
ctudents recei*Ing a significant portion of their

variety of health manpower training,programsdfor
nu ses, nurse anesthetists, radiologic technologists,
lab ratory 'technolrists, hospital administrators,
etc.

Now, let me turn to the organizational struCture,of
our programs, shown in Figure 1. The top left of this
figure shows what we call *central AHEC: the
University of North Carolina Schools of Medicine;
Public Health, Pharmacy, Nursing, Dentistry, and
the Division of Allied Health. This is our resource
and we use it, and I think we use.it effectively. For
those of you organizationally minded, each of our
North Carolina AHECs has a- director in the
community-and a liaison officer at the. University. I,
as Director of the Charlotte AHEC, can plug in
directlyfrith the, total University Health Science ti

Center through our liaison. Figure 1 also depicts our
human resources Who are either partly, or fully paid
thropAgsh_AHEC funds, State or Federal'or local. The
exception-to this is our visiting mediCal staff. The
visiting medical staff are quite important to the
success of the educational programs at the Char-
lotte Memorial Hospital. They, .are a cadre of 275
dedicated physician's, willing to giVe of their time
and *talents ,without financial remuneration. How-

' ever, they do get another kind of remuneration: their
reward is their own continuing medical education
through their active participation in ' graduate or
undergraduate medical education. They also take
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Figure 1: Organizational Structure of the North Carolina AHEC Program

pride in knowing they are helping their community,
their State, and their future colleagues.

I, as CharlotteAHEC Director, have an Associate
/Director, two Educational. Coordinators in Nursing,
4n Educational Research AsSistant, one Coordina-
tor for Allied Health, and a small secretarial staff; we
have Iwo full time faculty members in Pediatrics,
Medicine, Family Practice, and Obstetrics-
Gynecology. Ae have one faculty member in
Surgery, and one-half in Dentistry. Putting this
together, the University Health Science Center, our
human resources in Charlotte and the resources of
our nine counties form a partnership. Dr. Sheps
dwelled on the problem of having junior partners,
senior partners, or third partners. Our arrangerrient
is an equal partnership. The University is essential
and, in fact, we think it is just as good as we are! That
is the kind of partnership we have. This partnership

-.is helping our State train medical students. It is
helping our State to transcend the problems of
limited clinical and human resources by enlarging
and enhahcing the enrollment_of medical students
and other health personnel.

Figure 1 also shows something that has been
touched on by Dr. Gordon and others, the counties
we serve. Our main challenge, now, is to make
certain that we make these communities attractive
enough to recruit and retain health manpower. This
idea has beep well accepted in our.area since not,
one of these counties has not ,gone the route of al
pocketful of money acid a professional head hunter
in trying to get a doctor. Although our communities
know that education is not the entire answer ttiag
recognize they must try to eliminate professiorMI
isolation. I can say with 'reasonable confidence that
medical students and people who finish our residen-
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cies are not going to places where there is
professional isolationism. I won't advise they go and
I don't care what kind of carrot you put out there,
they shouldn't be sent. That is unless the carrot is

'good facilities and support personnel where physi-
cians can practice up to theirrlearned skills. The
carrot must also.include close ties with an educa-
tional center like AHEC. Now we don't have any
money in AHEC to build country clubs and
swimming pools, but we can start by making the
resources available to attract health manpower.

:That is not a bad place to start because after you get
good educational opportunities forbealfh personnel,
it is amazing what comes after it. is our goal and
this is where we are putting the eff(phasis.

Now, I was asked to give examples of linkages,
and you will see many of these linkages are aimed at
making these communities more attractive. Let me
try to demonstrate some of the actual linkages by
using Figure 2. At the top of this figure is the North
Cirolina AHEC system, basically, the University
Health Science Center. Nevertheless, there is a-team

spirit. in North Carolina and' I prefer, to refer to the
whole AHEC system, not just the Health Science
Center at the University, My staff has been in other
AHEC areas and I hay borrowed people from the
other AHECs in North Carolina to help me in my
programs. So, the top block of this figure is truly the
lesource of the North Carolina AHEC system. The
educational institutions segment includes technical
institutes, community colleges, and private col-
leges. Governmental agencies include county and
local officials as well as public healthagencies in our
AHEC area. The private sectbr involves private
doctors, private nurses, private organizations,
community agencies, voluntary health associations,
nursing homes, and other hospitals.

Now let's consider sorm. linkages. Figure 3 shows
a simple' linkage from Winthrop College to the
Charlotte AHEC and the Charlotte Memorial Hospi-
tal. After a formal study indicated that we needed
more registered dieticians in our AHEC area, the
faculty infihe food and nutrition area of the
Department . of Home Economics at Winthrop

Figure 2: Model of Potential Linkages Within the Charlotte. AHEC
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Figure .3: Undergraduate Piogram in Dietetics

College, a South Carolina college across the state
wa put in Contact with the Department of

ietetics at the Charlotte Memorial Hospital and
jointly they designed plans and structured a
program that was approved by the American
Dietetics Association leading to a baccalaureate
degree in food and nutrition. This has worked
amazingly well and we. made this program fit the
needs in our area. For example, we incorporated the
dietetic internship into this program. We did not
want the people finishing this program to go off and
take a free standing dietetics'internship in Chicago.
They might not come home. So we incorporated it
into the program, saving a year for the student while
alloWing them to finish their education in our area.
We also introduced the students relatively early to
clinical dietetics. We thought this would make it
more fun and encourage more depth of learning.
They could take the principles and theorie4from the
classroom early and consider them in the clinical
setting. It has worked well. This is an example of a
simple linkage, simple in that only twot institutions
are involved. Nevertheless, although it looks simple
it was difficult to accomprsh. Four of our dietetics
staff at Charlotte Mem rial H ital now have
adjunct professorships at Winthrop liege through
this program.

There are other linkages in short clinical
experiences. Figure 4 demonstrates link ges ttitt
developed when a small hospital in rural Anson
County asked us to help expand and increase the
efficiency of their laboratory staff. This program was
organized through the allied health coordinator on
the Charlotte AHEC staff. We got Charlotte Memori-
al's laboratory personnel to Anson County within 3
weeks, helped the community staff set up objectives,
and in .2 months had the Anson 'County lab
personnel rotating through microbiology, blood
banking and special hematology at the AHEC
hospital. To monitor this program in a continuing
manner a team of private pathologists from Char-

lotte .goes to Anson County At two week-ihtervals
and evaluates the performance the community
personnel while Continually u dating ftleircoritinu,-
ing education. We also hay= these people coning
back at periodic interval This is the, form of one
linkage with one of our ospitals in allied health.

..Figure 5 is an exam e of another linkage, that is
most meaningful to us. It represents short term
clinical programs nursing. Here we have re-
spd'nded to the re uest of all of our area hospitals.
Selected nurse are' taken in to Charlotte for
specialized trai' ing in special fields, for example,
coronary care urgeiy;.and intensive care. In Anson
County, they ere adding an obstetrics suite with a
small inten care neonatal unit. -One individual
came to Charl tte Merborial Hospital, spent a week
in our Obstetri s intensive care unit and returned to
Anson County. he hospital in Cleveland County, 55
miles away, wa opening a surgical intensive care
unit. The desig ated head nurse spenta week at the

Figure 4: Short erm Clinical Experience in
Allied Health (e . Laboratory Personnel)
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Figure 5: Short ,Term Clinical Experiences in Nursing
7

0

ex. Obstetrics
Intensive
Care

Charlotte Memorial Hospital going through staffing,
procedUres, and policies. She returned and then
came.back with her entire team of three physicians
and four nurses. Within obr own county, one of our
acute .care, hospitals started in thp prosthetic
business, total knees and .total hips. Their .nurses
had rotations in spe ized Orthopedics. hese are
simple linkages, but gain, most significant. Another
example was a hospi al not too far from us vyfiere we
WereThelping therndet up a pediatric unitpplthefirst
time. They were up to operate a specific respirator
that takes a tot of talent to ruo.for this they,will have
a clirlicarinstructor from the Charlotte Memoriai
Hospital near them for'3 days. Let me point out that
this instructor gets no AHEC salaryin faAt the total
staff of the Charlotte Memorial Hospita are ooked
upon as teachers by our administration. Inc) area

_there is considerable cooperative spirit in-AHEC.
On ope oCcasion, as shown in Figure 6, w were

asked to help'vith the development of volunteer
pfogeams at the Union Memorial Hospital. This was
an unexpected request, but our AHEC allied-health
coordiriarar-pickedup on it since AHEC is for all
health personnel. In addition to drawing on the
resources of the' Charlotte Memorial Hospital she
used.the Elliott White Springs Hospital in Lancaster,
Smith Carolina and two other hospitals in Charlotte.
So through AHEC 'Upon County received the
resources of four hospitals. One, Mercy Hospital,
happened to have a seiperb gift shop. They gave a
workshop specifically on establishing gift shops,
staffing, purchasing, financing, 'operating., Elliott
White Springs Hospital had a reputation for having

v.zone of the finest escort services. Specific seminars

ex. Surgical
Intensive
Care

ex: Prosthetics ex. Pediatrics
Unit

were held on that subject. Charlotte Memorial
Hospital and Pres*byterian Hospital, combined on
training the Candy Stripers. As -'a result, this small
hospital in a rural North Caroline county now has
one of the best volunteer services of any hospital in-
North Carolina.: In 'fact, we have now used this-
hospital as a resource when a similar request for
help in vorunteer services came to us from another
rural county. ,

The linkages established for continuing medical
education are extremely complex. We get immense
help from the University of North Carolina School of

_ Medicine. Here we also ,have tremendous support
from the visiting medical staff of the Charlotte
Memorial Hospital and from some of our AHEC

Figure 6: Volunteer Program DevelOptent
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hospitals. Our full time AHEC faculty in Chariot
have helped all.of our counties develop an organized
continuing medical education program for physi-
dans. Charlotte AHEC supports this with human
reSOurces and finanbial resources, and we provide
25 percent of the programs right from the Charlotte
Memorial base with our full time faculty.

Let me give you a few other examples:

1. Refresher courses for inactive nurses have
represented complex`ilinkages, including the
University of North°Carolina at Charlotte, a
community college, the Health Science Center
at Chapel Hill, and five community hospitals.

2..,Before AHEC, the Mecklenburg County Heart
Association offered continuing education for
Charlotte nurses only. With AHEC support we
have partiCipation with alldounties, usingithe
three major hospitals in Charlotte. We have
nurse- coronary care specialistsAd to these
hospitals,ptrsonally to eval e the students
after they ave finished ese courses.

3. At one point we ,decided to get into the
problem Of child abuse and neglect. This
involved a very complex planning linkage of
multiple institutions, governmental agencies,
community colleges, priVate community facili-
ties,the,U.N.C. 'Health Science Center (espe-
cially the Department of Pediatrics) and the
Institute of Government in Chapel Hill.

In closing, let me illustrate how a cooperative
arrangement between in AHEC and a community
can have tangible"inanpower outputs by describing
our experience with a county that has been
proclaimed underserved by the Secretary of HEW
and which qualifies for National Health Service
Corps people.

Several years ago, the medi al community of
Union County felt that unless the facilities and
professional environment of the mmunity were
imp.roved, needed health personnel ould not
choose to practice in the area. As I mentioned
earlier, the initial request to the Charlotte AHEC

, came from the hospital to help with their volunteer
staff. From this relationship we were asked to help in
procuring an In-Service Director of Education; wri-O
has since worked with us in developing a program to
train hospital personpel for a new respiratory
therapy unit, a 24"hour 7 day a week emergency -
room service, and continuing education programs in
social service, laboratory procedures, anesthetics,
pharmacy, radiology, nutrition, intensive pediatric

r, care, geriatric nursing, and dental hygiene. Current-
ly, several members of the hospital staff are meeting
with an epidemiologist in Charlotte to develop a new
infection control program.
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Up until a few months re was no way for
physicians in Union Co take care of the
ordinary heart attack, except for periodic monitor-
ing: In the past it was safer to transfer those patients
who were well enough to Charlotte. At therequest of
the hospital: our chief of cardiology helpedthem to
deSign. a coronary care unit and provided special
training to two of their' physicians and three of their
nurses. Simpleardiac monitoring problems are no
longer referred to Charlotte fromUnion County. We
now receive only those patients with complicated
.problems or with electrocardiographic evidence
that they may need a pacemaker.

The medical society of Upion County desired a
continuing education progrim for physicians. As I
mentioned, we have assisted them by providing
some resources. Recently this group has requested
and received presentations and discussions on renal
dialysis and renal transplant, fetal monitoring,
cardiology, pulmonary embolism, ante-natal -care,
hypertension, and Jadolekent gynecology. The
monthly sessions are attended not only by the
physicians of the area, but also by the paramedical
staff of the hospital, and the Health Department.

The Health Department of Union County was
expanding and called upqn us for technical assist;
ance in developing a program-F-leid,ershiPskilie
and staff relatiOnsh.ips. AHEC has also been asked to
provide the Health Department nurses with continu-

Dr. Bryant Galusha describes program linkages between the
Charlotte AklEC and other institutions.
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ing education. 'We recently provided the Health
Department with a link with experts at the School of
Public Health at the UniVersity of North Carolina and
at North Carolina State University who are develop-
ing a prograyn for sanitarians which will be relevant
and specifiC to the soil. and hydrology in Union
County area. Incidentally, the director of the,Health
Department maintains that AHEC has also facilitat-
ed a Cooperative working relationship between his

.-Department, the hospital and the greater medical
community which has been a key, to the success of
weekly clipics .in prenatal care, family planning,
cancer, and venereal disease.

A year ego ,there was no pediatrician in Union
"Odunty. We encouraged one ofour former pediatric
residents to participate in the pediatric well_loaby-
clinic of the, Health Department. This physician liked
the 'setup so much that he established a private
practice in the community. Before he established his

b... practice, he admitted that he had some 'concern
about being professionally isolated.His experience
with the expanding facilities of the hospital, pe
active continuing education program of the medical
society, access to the services of Charlotte Memorial
Hospital., and the availability, through AHEC, of
monthly consultations at the U.N.C. School of

. Medicine, alleviated these fears. Since the arrival of
. the pediatrician in Union County several' nurses

from the community hospital have received training
in pediatric care at the AHEC. The pediatrician is
diFussing staffing a pediatric screening clinic in
cooperation with-the Health Department, has acted
as a preceptor for a nurse practitioner, andr-
.conVinced anOther pediatrician to join him in his
practice.

Similarly, the county had no pathologist or
pnysical therapist a year ago. One of our pathology
residentswho finished training last year went and
established his practice. Union Hospital now has a

tologist, cytologist, and a laboratory linkage with
the Charlotte Memorial Hospital. Next, we helped
the . hospital contact an expert at the University
Health Science Center, who came down to Union
County to discuss the feasibility of a physical
therapy program. They now 'have a part ',time
physical therapist.

The county.has serious dental problems. Dental
students from Chapel Hill, as a parts of their
edudation, now have off-campus rotations through
the Charlotte AHEC in a screening clinic for some of
the elderly in a county nursing home, many of whom
are now getting remedial dental care.

I want to make it clear that the AHEC system did
not do anything to Union County. The initiative for
all of these- developments has- come from a variety of
institutions and a number of dedicated individuals in
Union County. It is an example of what can be done

by people who wantlo help themselve.s through the
AHEC system. The accomplishmentS of the.medical
community of Union County add credence to the
AHEC concept. This is why we are encouraged and
enthusiastic and think that there is a real future in
AHEC.

Panel Presentation #2

Dr. James McGill

Introduction

I suffer; not unhappily I add, a type of 'loneliness"
referred to earlier today; being a State-level
bureaucrat,a term I. consider descriptive, not
pejorativeamongst scores of "implementors." I am
veil pleased to have thebpportunity to interact with
the line people in one of the more important and
imaginative deiielopments in educational delivery
this country has seen,.

In an effort to identify institutional setting and
provide a perspective fOr my comments, I will
indulge in a brief overview of higher education
governance. I will then describe some current health
manpower planning issues in Illinois which have
some general relevance and suggest the potential,
the problems, and the prognosis for addressing
effecitvely these issues by decentralized, regional-
ized health manpower education. To conclude, I will
present one man's opinion of the Illinois AHEC
effort.

Higher0Education Governance , ,

We have heard this morning an enlightened and
informational discussion of the subject `: of
governancewith particular reference to the com-
plexities of institutional and individual relations in
multi-institutional settings. I rtOceeping with the very
important suggestion that institutional constraints
on individuals be acknowledged, I would like to take
a few minutes to state where I and, hopefully to some
degree, other slate-level higher education agencies
"are at," in relating to AHEC and, more broadly, to

"the problems and issues 'Which the AHECs are
addressing.

The traditional governance of _higher education
has been, in fact, the faculty's: They, historically,
have not only designed and presented educational
offerings, but to every large degree have determined
what the role of the university or college was to' be.
With the'advent of the lend grant universities over-a
century ago, the Government dictated some new
directiOns for higher education, e.g.,agriculture and
the technological, sciences. Nevertheless, the uni-
versity remained relatively immune from constant
detailed review of its particular mission and role by
extra-educational agencies.
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In the last two decades, the public through its
elected officials, has begun to take a more active role
in determining the mission, scope, and priorities of
the higher education institutions in this country: The
specific means of control vary, ing all of

" the mechanisms is the fact that public t dollars are
allocated to these institutions. -

What we see today in higher education govern-
ance is not really a diminution of the traditional role
of faculties and campus administrators, but rather
an additional layering on of accountability mecha-
nisms and means of control to make the broad
mission and scope of the institutions of higher
education more responsive to the public at large.

There are two types of extra-campus responsibili-
ties being exercised in the operation of our higher
education institutions today.

The "governing" responsibilitieslegally belong to
e corporate "body politic"a board of trustees

o board of directors. the responsibilities include
the penditure of monies, the hiring of staff, the
ent g into o?' contracts, and the awarding of
degr of parenthetically, these responsibilities
also in the procurement of resources.

In adds there are "coordinating!' functions
now being cised, primarily in the public higher
ecikat sec but increasingly also inthe private

,sector. do s include planning, usually
interinstitu h' include controls over the
establishmen educational 'offerings; "pro-
gram approval" j rgon. They include budget
recommendatio advocacy to executive and
legislative bodies. hey include; occasionally,
the actual admin-tra educational progr

The model go ern of higher ed
vary, from state to-stitetp odel is a.
entity having the responsibil
ing and the coordinating fun
of North Carolina is such am
Orego

A second, model s a splitting of he
governing and co ing functions In = his
model, there is a f trustees as the corpo ate
body politic fo peration of the institution and
there are u one but sometimes two or ore,
coordinati oards within a state charged with
plannin gram approval, and budget r com-
meagi Eicamples of the latter system ay be

in the states of Washington, Cal fornia,
Tana, and Alabama, to na e just a few.

The Illinois model is tf' th latter/type if higher
education governance, fun tioning as a so-called
"syttem of systems," Sine my r mar s and per-
spectives on AHEC are condition that partith-

/ler setting, will briefly outline
ance system in terms of its'
educational respons

-d
e Illinois govern-

tutions and levels of
include:

There are four separate bo ds of trustees for 3
Illinois public universities, -each board havingfr tp
two to five separate institutions under its purview. In
addition, two of these boards have remote, regi nal
medical school campuses. There are som 38
separate community college boards of try tees,
governing some 48 distinct caMpuses. The brnitfu
nity colleges have their own coordinatin board.
Layered on top of all of this is'the Board of
Higher Education, the State coordinating bdard.

The Illinois poard's, responsibilities are first:-
interinstitutional long-range planning.
The Board is now developing its fourth Statewide
Master Plan in its 14 years of operation. Topics
included are institutional missions and scopes,
means of abating interinstitutional competition,
review of existing programs, means of financing
community colleges, tuition policies, etc. (5ne major
component is the revision of the State plan for health
professions education, a topiCto which I will return
-shortly. Its second prithary responsibility is the
approval of all new units of instruction, research,
and public service in the public sector. The third is

'the annu al recommendation to the GoVernor and
General 'Assembly for State support of higher
educatioW--total State budgets for the public
Community colleges anduniv4rsities, support of the
State scholarship program, and grant programs for
private institutions, including over $16 million this'
year for health .professions education.

Health Professions Education Planning in Illinois

Ith oper deference to Dr. Gordon of the
Mission and her engaging talk

ing acquired a healthy dose of
in 3 years, am compelled to say

,there early on, anticipating many of
ndations of the Carnegie Commission.
Board of Higher Education adopted a

h th .rofessions education plan for addressing
some, of the health manpower probleMs with which
you all are familiar: insufficient numbers of man-
power, geographical distribution, specialty maldis-

- tribution, and, of extreme-interest in Illinois, low
retention of its medical school graduates. The plan
called upon 'the politicians and edUcators in the
State to expand health manpower production rates
and, concomitantly, to expand opportunities for
young people to enter the health professions. The
plan was very specific that the expansion was to be
done in a geographically decentralized manner,
utilizing existing hospitals, practitioners, and edu-
cational institutions. /t
.The results of the Irilplementation of the plan;

8 2
Twelve medical schools (br components
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thereof)seven in Chicago and the remainder
at the geographic, demographic, and econom-.
ic centers aseparate regions with one-half to
1 million people each. Thig geographic disper-
sion has been accomplished, utilizing existing
community clinical facilities as the teaching
settings for medical students:.

Development of grathiate medical education
on a regional basis under the auspices of the
regional medical schools, with emphasis on
primary care specialties.

A new downstate dental school.

Substantial expansion of number and size of
nursing and allied health programs. 7;3;

With respect to resources, the State of Illinois has
appropriated 20.0 million dollars for capital facilities
and a cumulative total of 18.1 million dollars in

health educatilittivities since 1971. The Board of
operating fun support AH-type regional

Higher Education has recommended' about 10.0
million dollars for capital and 8.5 million dollars for
Operating expenses for 1975-76-.

As previously noted, the Illinois Board of Higher
Education is developing a new higher education
master plan. I would like to share.with you those
issues relating to education of health professionals
which are garnering primary attention in this proc-
ess..

First, medicine. Distribution and retention are the
issues. While the initial data, although 'scanty,
indicate that the regional medical schools are
serving as magnets for new physicia'n manpower,
there remain acute needs in the rural and inner city
areas.,The problem of retaining physicians educat-
ed in Illinois is an issue around which much rhetoric
revolves. The problem in simple terms is a State with
a relatively inhospitable climate and a depressing
lack of topographical relief. Only slightly more than
one-third of the living. physiCians who graduated
from medical schools in Illinois are practicing in the
State.
, The rote of AHEC? The accelerated development
of regional graduate medical education programs in
conjunction with the maturation of the new medical
schools probably offers the most realistic means of
addressing the distribution and retention problems.
The residency programs must be eduCationally
within the purview of the medical schools and
should be set in a network of existing community
hospitals. The partnership of the State and AHEC in
this effort, will, [believe, result in a s ewhat better
geographid distribution of physician and should
certainly inFrease the retention rate of Illinois-

, educated physicians.
The Illinois AHEC effort has a critical role to play

n

in providing ready geographical access to baccalau-
reate and masters nursing education. The current
regionalization of baccalaureate nursing comple-
tion programs is laudatory. By far, however, the
more critIcal planning issue in nursing education,
from my, perspective, is the question of numbers of
program's and of nurses to be graduated for LPN
licensure and for RN, licensure, by type of program.
The public, legislators, and lay board members,
such as 1 work for, are growing weary of the infra-
nursing debates, often oin the apparent absence of
consumer considerations, of the status of the nurse.
I believe it is incumbeAt upon nurse educators to
more clearly define, in collaboration with their other
health manpower colleagues, what it is they must
provide irrflursing education programs to allow a
nurse to perform effectively whatever the specified
tasks are. Having done this, the educational num-
bers game can bean to be _played with some
semblance of comfort.

I would like now to turn to allied health. For
purposes of the dismission, I will take allied healthto
include those health-related professionals educated
at the associate, baccalaureate, and masters level
which require a substantial clinical component in
their education, excluding nurses.

First issue: how many, of what type, and at what
educational level, should we be eduCating allied
health manpow 'r? In the last half decade in Illinois
allied health e8ucation programs blossomed like
Topsy in the .community colleges and senior
colleges and universities. While determiriing allied
health manpower needs is a disquieting process, at
best, we have begun to collecsome systeniatic data
on demand of the major employers for several /I
categories of allied health manpowerthe hospi-
tals. Without citing to you all of .the necessary'
caveats in interpreting such data, let me just say that
there does not appear to be large unm.et demands
for many categories of these personnel in 'Illinois.
There are, to be sure, geOgraphic pockets of need. I
do not want to digress into the details of determining
allied health manpower needs, however. There is an
overriding issue which, if effectively addressed, will
subsume to a large' degree the Manpower need
question.

What must occUr in allied health education, in my ,

opinion, is the 'development ol, an educational
system which will have all of the motherhood and
apple pie characteristics: flexibility, responsiveness,
accessibility, efficiency and accountability.

Let me try to, explain what I mean by first citing
some specifics` thorn Illinois, which I suggest'is not
unique.

The rate-limiting factor on the production of
allied health professionals of many types is the
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number of clinical education positions or slots
*Linable. This 19 particularly true for bacca-
laureate programs:

Our educational institutions are abdicating
their educational responsibility for students.
In particular, too often the university will turn
the medical technology or physical therapy
student, to name just two, loos9 to have their
education completed in an institution with
which it maintains no effective educational
relationship, that is if the senior student can
find such a clinical position at all
The financing of clinical allied health educa-
tion is4a patchwork. The financing structure is
a mess, aided and abetted, I confess, by State-
level 'regulatory agencies. Student stipends
versus no stipends. Tuition collected or not
collected. Cash payments from educational to

,clinical institutions or not Direct Stategrants
to both hospitals and to educational institu-
tions. Patient-care .fees or not. All of these
extremes can be displayed in Illinois.

The reasons for the confused state of financing
allied health education today are many which we
need not spend much time on here. just cite a few:
the traditional pattern and setting of the training
experience, the accreditation schizophrenia, the
desire of educational institutions to find new student
markets', and -a 'Set of perverse financial incentives.0

Regional Health Professions Education

Health professions education is by nature of its
product different, than education of nonhealth
manpower. It is unequivocally and irrefutably multi-
institutional. Community colleges, senior colleges,
universities, and medical schools all may find
themselves conducting parts of their edwcational
programs in yet another institution, a clinical facility.
Given the increasing demands made upon te
health education institutions it is"no longer feasible
for the parties to adopt a "live and let live" approach
to clinical edutation.

Rather, joint, negotiated solutiOns to space,
money, scheduling and other related problems must
be.found. These joint relations should encompass
the following:

The use of clinical facilities, recognizing that
there is a limit to the amount of- clinical
material available tOserve educational needs.
Collaborative arrangements might include
scheduling of students and development of
student health teams. t
Curricu m design. The hospitals 4Ould have
some s y regarding curriculum.
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Articulation standards and perhaps oven
admission requirements. Consortial arrange-
rrientutaMOng community, colleges, universi-
ties, and hospitals provide an opportunity for
effectively implementing career ladders in
nursing and allied health.

Decisis regarding size and type of pro-
grams. The flexibility to expand or shrink
program size in response to manpower needs
is enhanced inan effective collaborative effort.

o .

Agreements regarding educational responsi-
bility. This issue must be resolved. My person-
al feeling is that the ultimate responsibility is
the educational institutions, but that the
clinical facility ought to be made a part r in
setting standards and evalteating erfor-
manCe.

Financing. WHO will pay? Again, my personal
opinion is that financing of clinidal education
ought tojemain to a large extent the responsi-
bility of thee, hospital, with collaborating
educational institutions providing ndnfinan-
cial quid pro quosto the hospitals.

The potential advantages of collaborative, multi-
institutional health education programs are maws

Expansion of clinical educational opportiini-
ties through more effective use of available
clinical resources.

Minimization of duplication, drawing on the
particular strength,s of each collaborating
institution.

Flexibility to change program sizes and mix in
response to shifting manpower needs.

Clear-cut forms for educational responsibility
and, not insignificantly, accreditation.

Richer edUcational experience for the student.

Enhanced career mobility for students.
Increased efficiency.

Coherent financing structures.

The problem in establishing such consortia stem
f om their multi - institutional nature. Each institution

as its own constituency to which it must respond.
hese institutional constituencies,will not complet6-

y overlap. They must be educated as to
dvantages to them of collaborative arrangements.
The effecting of collaboration occurs at many

eV'els. The university is one of the most monolithic
institutions in our society. Collaboration must occur
at the faculty and program level: But agreements
consummated there must then be carried up along
the lines of authority, beirig "sold" at each level.
Ultimately, the group bearing the legal institutional



\...)authoritythe board of directors or board of
trusteesmust signal the official recognition of a
cotlaborative arrangement negritiated at the pro-

,gram lybvet
The*ecess is tedious, lequiring people, as Dr.

Kollmorgen characterized them yesterday. who
have the ability to acknowledge their roles, to admit
to error, and to recognize that the university does
noLhave all the answers.
AHEC in Illinois

Dr. Zimmerman, Director of the Illinois AHEC, has
invited me to share my view of the Illinois AHEC
experience with you, courageously suggesting that I
specifically note some problem areas.

First, note that the AHEC...contractor is the
University of Illinois, Medical Center campus,
College of Medicine, the largest and most presti-
gious public university in Illinois, having the largest
comprehensive academic health science center in
Illinois, and soon to be in the Nation, containing the
State's largest lnedical school and only publicly
university-owned teaching hospital. The University
is charged to engage in an inter-institutional
endeavor, never before paralleled in its history. We
all know about academic rigidities. We all know of
the inherent higher education pecking orctas. You

II know of the problems of modifying these
characteristics to turn the strengths and offerings of
a university outward to link with other institutions to
meet specific community needs. You are doing it.,
The University of Illinois is doing it. But it isn't easy.

Consider the University of Illinois AHEC contract.
It charges the University with expanding enroll-
ments in its own programs. It charges the University
at the samelime to collaborate with other education-
al institutions in the offering of nursing and allied
health programsanxiety, fear of take-over, compe-
tition, for turf and funds4yes, all of these in the
collabrsoting institutions.

The-University must deal with these issues. To
some extent it has, but there have been obvious
Milings.

The ckmmunity college system in Illinois is very
strong. Territorial .disOutes among the colleges
themselves lare/irtually nonexistent, since each is
mandated to serge a specific catchment area. The
colleges tWve strong local political bases and exist
to meet the needs of the communities in which they
are' located. In allied health and nursing education, it
is often the case that the colleges have developed
*very strong- institutional ties to local hospitals. The,
sensitivity of the University to this system needs to
be heightened, as ft is indeed becoming, as it moves
into an area dencanding ashare of the ,available;
clinical resources and as it is responding try its
broader set of demands than the local ones to,Which

the community Colleges respond. President Jacobs
will deal with these issues in a much more complete
way in a few moments.

There also have been problems in the University'S
relations with clinical institutions:the University

. desiring to expand manpower edtcation, with the
clinical facilities not in total agreement as to type or
size of the edbcational programs.

What is the prognosis for the continued imple-
mentation of AHEC concepts in Illinois? Very good., I
think

Regionalization of health manpower education is
ingrained in Illinois. With the regional medical
schools as foci, a health professions education
infrastructure is being established. Institutional
roles and missions are being redefined. The key to
the success of the endeavors is the open and honest
recognition of all the involved institutions' interests
and the ability of the people involved to acknowl-
edge their roles, their potential contributions, and
their limitations.

Panel Presentation #3

Dr. Karl J. Jacobs
I find myself in somewhat of a disadvantageous
position because I am really not trained in the health
field. Listening to the North Carolina AHEC experi-
ence, which was indeed very exciting,' I found it
somewhat different from the experience we have
had in region 1-A. It is different not in terms of the
dedication of the staff of AHES, as we call it in
Illinois, but simply that we face some difficulty in
region 1-A in identifying counties that lack very
fundamental areas of health care. I Might just briefly
describe what region, 1-A is.

We are located in rliorthern Illinois. Our partitular
dominant metropolitin area is Rockford, Illinois., the
second largest city in the State. The metropolitan
area Of Rockford is about 250,000 people. Region 1-
A covers a number of counties stretching, from
Rockford to the Mississippi River' a distance of
about 100 miles. The area covered by region 1-A is
.cural, small towns, suburb, city, and intercity: a
microcosm of a StatejRockford has certain unique-
nesses. It is characterized by a strong, political,
economic conseryatism. It is reflected in the fact that
there are three private hospitals thatdorninate ihe
health field and' medical practices within the
Rockford metropolitan area. So, unlike Charlotte,
we de not have a major univers or a primary
medical center from which orre ould swing into
other kinds of activities. This cr tes a complexity
for region 1-A because there i a great deal of
political. negotiation and competitiveness'- among
the three hospitals for new programs a96 facilities. A
further complication, one which I think will eventual-



ly be the saving grace of the Rockford metropolitan
area, was the establishment, by the 9niversity of
Illinois: of the Rockford School of Medicine. The
Rockford School.of Medicine isan e citing concept
and it has been a catalyst to brin ng together the
three hospitals in a number o oint ventures. With
this overall view of region A, I find myself also in
the most uncomfortable osition of being in general
agreement with the iews lust expressed by the-
representative of the Illinois Board of Higher
Education. My point of difference with him might be
in my absolute political regionalism in protection of
the ,community colleges, but I think he would
appreciate that.

My views of AHES are really quite multifaceted. I
serve as president of a college that has a number of
allied health programs. I also serve on the board of
trustees of one of the larger hospitals in Rockford
a6d am Chairrrian of the Joint Conference Commit-
tee. I am also Chairman of the AHES Steering
Committee of Region 1-A and a member and former
officer of a unique creature called The Rockford
Medical Education Foundation. This is a private
foundation that has been created tchandle certain
types of graduate programs for the University of

'Illinois. In a sense, we administer, in conjunction
with the University of IflinOis, certain educational
programs from the Rockford School of Medicine.

After attending thiS,, conference, I see that the
AHEC or AHES organizations and styles vary
throughout the country. It has been personally very
valuable to me .to see how very different and very
flexible the Federal contracts are throughout the
United States. Another observation I might offer is
that many individuals here are really implementers
of policy rather Than the formulators of policy: at
least in terms of their role.

Some revolutionary changes, are ocpurrind or
have occurred in the allied health fields which are
important to me because of their considerable
impact upon the community college. In the past the
allied health field was female-dominated. The
physician or hospital operated or controlled those
programs. Some of those allied health fields were
profitable to the hosPital and to the physician and
entry; exit, and the standards by which. they Were
conducted were easily controllable. The paraprofes-
sionals in those fields were generally underpaid. The
following changes that have occurred have compli-
cated matters: a greater .entry of males in certain
areas of allied. health fields; a shift from hospital-
based to education institutions, either to community
colleges or to senior institutions; the increase of cost
of the training and upgrading skills maintenance of
personnel; .a _need for every highly sophisticated
organization, skills, and equipment; more competi-
tive salaries; the effort to professionalize certain

health fields, such as nursing;' and the philosophic
tug of war which goes on today over the concept.of
the health team approach to the patient as opposed
to the control of the physician over the patient: All of
these changes have to be viewed against the
background of increasing third-party (meaning
government) involvement not only in the hospitals
but also in programming. Another factor is the
tremendous increase in cost that is impacting upon
all of our hospitals Throughout the United States
today: Another factor that certainly plays upon the
field of allied health today is the growing assumption
by some of our citizens that they have a right to good
medical care, as a political social expectation.
Within the college and university structure, all or
many of the above-mentioned themesv are being
played in somewhat of a discord.

What I have observed is that there is often a
genuine philosophic comrnitment by individual
colleges or universities, and the people within those,
colleges or universities, to develop those areas. As
AHEC or AHES has come along, I have noted many
of thete people are not oblivious to the AHEC dollars
and power which lie in the potential of the AHEC
Federal contract. I see it in the field of nursing in our
region. I also note at the conference the concentra-
tion and the emphasis, by using AHES and AHEC, to
place a high, priority upon baccalaureate and
master's degree prpgrams as a form of upgrading
the professionalism of nursing. Obviously,, this is
appropriate within a certain Context. Howtver, many
times the public is confused as to wither this
should be the highest priorWWhen they are seeking
patient care nurses and new and more effective ways
of training of diploma and associate degree nurses.
One wonders about the high priority placed on
upper mobility of nurses for degrees. I would
suggest that this priority is somewhat in contradic-
tion to the public outcries we have all experienced in
higher education over our degree-itis, with a surplus
of PhDs and the entry of too many people into fields
on the basis of degrees. I am not so sure that one of
the tasks of AHES ought to be to re-evaluate our
programs in the allied health fields, assessing the
practicalities of the training and the assigning of the
appropriate certificates, associate degrees, or
higher degrees to them.

, I would like to make some observations about
community colleges. Community colleges ate Tort
of the new kid on the street in the higher education
family, anink they reflect many of the problems
of the nevoidi on the street. Many citizens see the
community colleges as conservative social
engineering institutions. I have often said/that the
conservatives see the community college as the
conservative solution to social engineering: that all
of those,people who are sufficiently prepared to get



through high school but perhaps not to go to the
university ought rd be put into postsecondary
educatlpns callbd cemmunity colleges. In a sense
there is truth to this, butts think the thesis could be
exaggerated, especially when it -IS applied to the

e allied health field. The same kinds of quality contro
have to beapplied to the community colleges as they
are to any other area of higher education. One of the
difficulties the community/collte has is that it is an
evolutionary period of its deve pment"without the
great tradition and experience the universjty has.
That can be a virtue and a,vice. The virtue,-of course,
is that' (t is not trapped, as the universities are, with
established ways of doing things that are very
difficult to break away from. On the other hand,
however, they suffer from one particular problem:
the monopolization of clinical facilities. Certainly
the community colleges have to share clihical
facilities with other institutions, but one of the
difficulties that community colleges have when they
come up against universities is that they face an
enormous prestige and a great deal of political
know-how that is assigned to any major state
university. t appreciate that If a university is to be a
strong, dominant force within our society, one must
accept ttra great extent its political ability or it would
be devoured by the body politic. However, the
community college in its youth could very well be
sucked up by the universities if it did not develoP a
political basejn its community and carve out its own
area of competition, its own turf, and to be able to
quid, pro quo in exchange for facilities with other
areas of higher education.

I think one of the great difficulties and challenges
for the,ARES or AHEC to work dutis the ne9otiation
of cooperative arrangements between institutions.
For instance, in our area of regioN-A, it is accepted
as legion that the Unive5sity of Illinois College of
Nursing has worked out a deal with the Northern
Illinois University School of Nursing. I do not-knOw if
this statement is true or. not, but I have heard it so

1\ often that I almost accept as a truth that the
University of Illinois will not place nevi programs of
baccalaureate 'training elsewhere because the
Northern Illinois University provides these pro-
gragis. If there is some credence to this, it seems
rattigr inappropriate that such an arrangement has
not surfaced and filtered through either the appro-
priate state agency or the AHES. Further, the AHES
of Region 1-A, if involved, could add strength to any
cooperative arrangements among postsecondary
.institutions.

,One of the difficulties we face as community
colleges is that we do not often have the financial
base for providing allied health programs that might
be available in other kinds of institutions. In the State
of Illinois, We are confined to credit our funding with

a differential for allied health. The operating costs of
allied health fields are substantial. We find that to
accept four or five allied health programs would
nearly bankrupt part of our college. I would prefer
that these programs. be done by other people
because of the costs. To put it another way, one of
the advantages the university has, and-I think it is a
great advantage, is the ability to draw on the
resources of the total university for research. The
Rockford School of Medicine wanted to find out
whether'it was operating effectively and efficiently in
its management. They drew upon the resources of
the University of Illinois who sent a management
team to the School of Medicine. The community
colleges would not have that advantage and would
have o4 go to an outside consultJng firm, which
would be prohibitively expensive. I find that when
the Rockford School of Medicine h s a patticular
specialized problem, it calls upon th university to
help is solve the problem. I do not bell ve the Board
of Higher Education is sensitized to t e costs that
are involved if the community colleg attempts to
provide the full-dimensional kinds of experiences
that would complement, fill out, and strengthen an
allied health field. The resources simply do not exist
in community colleges. I think the autonomy of the
community =college is hampered because, by and
large, most community colleges p litically
sensitive institutions i e comm ity, The univer-
sity has the advantage of 18k tha does not exist to a
great extent in community colleges. I would contend
that much of the propaganda that is written about
community colleges is written by people who have
never been to one. Community colleges exist.at the
will of the body politic Of that community, unless it is
state-run. And yet, interestingly enough, one of the
reasons for selling community colleges to the
community are their' flexibility to respond. Very0
generally community colleges respond to what is
politically sensible to that community. They will not
risk things that are open to great public criticism,-
and I think that touches very much upon -the'
question of allied health fields. A community college
that gets itself involved in a number of'allied health
fields that are extremely costly may win the
acceptance of the board of trustees, who may enter,
on the president's recommendation, into a number
of these programs. The minute the finances of that
institution start to turn sour, the board of trustees as
political people will turn upon thf) administration
and the faculty. When they feel the pressure, they
want to know how they, got involved in these costly
programs that are draining the tax dollar. They are

- one citizen force that can reach higher education. It
is very difficult for most citizens to reach into the
university with any effectiveness. Very often com-
munity colleges become the targets of many of the

r
87.

oat



issues that are really senior institution kinds' of
difficulties. I admit we are living in a period of
romance with the community college at this'
particular stage with the body politic, but like most
romances they may turn on us very suddenly. So
most community colleges are very sensitive about
initiating allied health fields. Currently,, many
community g'011eges I know are involved through
AHES contracts. I know several of them are having
second thoughts as to whether to cooperate in
exploration of more allied health fields because of
the cost picture.

What is the role of AHEC as I see it particularly as it
touches upon community colleges? I would say that
I think that one of the greatest roles of AHES or
AHEC would be not to do those things whiCh we
have peen doing and are the most easy to do. Some
groups brought together by a third party, meaning
AHES, ought to identify what allied health fields are,
in a practical way, that. isuseful in communication
with hospitals, physicians, community colleges, and
universities. There is often no universal agreement
on the nature of what these allied health fields are or
how people shouldbe trained. We should find new
and exciting ways to train people, not just initiate
problems.

We should develop a,,,sygtem of recommended
quality control ovethe trainingand performance of
individuals in the allied health fields. I suggested a
program at Rockford which is getting some interest-
ing reactions. We have just phased out our diploma ,
of nursing program at the hospital where I am on the

it
costs in the field of 'allied health, and exploreeways
that such costs may be reduced in an equitable
manner. I think the body politic is crying out not for
us to find More things to spend money on, but there
is a genuine cern that since costs are going up
very significan ly in the allied health fields we must
examine way that we can deliver educational
services that maintain the quality but reduce the
costs. I would hope that AHES would direct itself to
that point of view. I think that it is difficult for
colleges and universities to irect themselves to that
question for two reasons. Fi st, administrators and
faculty usually do things-in t same way they have
always done them. Second, the reduction of costs
May be threatening to personnel. And I would hope
that AHES or AHEC would direct itself to those
questions. Perhaps it is too large a task and too
fraught with dangers, but l think it needs to be done.

I certainly hope AHES or AHEC does not slip into
doing the things that are the easiest and most
predigable, a rearranging of what we have always
done without AHES. I hoP;6'AHEC breaks out of the
confines of tradition to explore new relationships,
As delicate as it might be to step on the,tods of
community colleges and universities, I - would
support what Jim McGill said: examine quite
candidly and honestly the state of allied health, the
state of hospitals, and the statEkof higher education;
identify problems and surface thern. One of the most
valuable functions I think that AHES has performed
in the Rockford metropolitan area is to bring to the
table. the hidden agendas, the prejudices, the fears,

board. When we phased that program out, the .,..4' the phobias, and the personality conflicts that
hospital administration was asked by the board of existed in the community. That was a very painful
trustees to describe to them the experiences of other experience to go through, but I think we have passed
people who had done this: what tied been the a very important watershed period. Now, we have
experidnce in the transitionary period of associating people communicating with one another and re-
with a community college through an ADN pro- evaluating the whole relationship of the AHES
gram? The only kinds of reactions our administra- system. I would content that if we had started simply
tors could get from the community colleges were on the basis of projects and problems and had not
strictly subjective; rather non-structured, and highly gone through that period, we wo td not. have
personalized. &suggested that what we ought to do surfaced and would. not have ha s Much of an
through AHES is to conduct a genuine research arena or platform for productivit hat we will have in
study with the use of a third party to study ,the . Region 1-A.
experience of a hospital that had abandoned a
diploma program and was cooperating with an. Audience Questions a Discussion
associate degree-granting institution and a universi- Dr. Felissa L. Coh , Illinois: Dr. Jacobs glade a
ty offering a baccalureate program. I suggested, point about masters programming in Illinois. I
further, that there ought to be some catalyst or would like to say just a little bit about what we are
vehicle established bywhich we could explore ways doing in Peoria, and how we feel this is providing
in which the weaknesses of the associate degree direct benefits to our particular region. Peoria is the
program, particularly in the clinical area, could be third largest city in Illinois, and it also has small ,(
strengthened by the hospital and, in some struc- . cities and a large rural area. We have students from
tared way, carefully document this study and share several counties in our,- region who are in the
it with other peOple. There. haVe been some masters programs, community, college instructors,
interesting reactions to the entire idea. ' a head nurse` in one of the intensive care units at

I,would hope we would identify direct and indirect one of the larger hospitals in Peoria, several staff
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nurses, five instruttors from diploma programs, an
instructor from a ,baccalaureate program in our
area, and nursing supervisory per'sonnel. e feel
*let the master's program,which has a Very trong
clinical base for the students choosing either f ily
nurse practice, medical-surgical nursing or comb
munity health nursing, is providing qualified
instructors for the nursing', programs in the area.
These instructors previously had not had access to
any further knowledge in nursing. The students: hat
they in turn taught were not gaining. the knowledge
that they should have in their basic programs
whether diploma or community college or baccal-
aureate base, because the instructors themselves
had not gone on to gain depth in their other areas"
In addition, we feel that the hospital based
practitioners are gainin,g_depth in clinical practice
that they had not previously had the opportunity of
gaining. I think that we have made great strides in.
our particular region in inter' - institutional relation-
ships. We have students doing apprentice college
teaching and school of nursing teaching with
several different institutions. We found that the
relationships these students have developed
among themselves, in addition tdtheir relationship
to the institutions where they have been placed as
teaching people, has gjeatlyincreasedtheir under-
standing of the value of different types of nursing
programs and of different hospitals and different
institutions in the area. I think that we have sparked
a little bit of awareness in our students of national
health issues which is then spreading to their
colleagues: We have been very surprised at how
little knowledge many professionals have of what

-we thought were well known national issues,.
Another direct benefit is that we require a research

project for the master's thesis. I just would like to
give a couple of examples of projects our students
are doing..We have one graduate who has coordinat-
ed students from all four basic plograms in Peoria
and worked with the medical students from the
Peoria School.qt Medicine to form health teams who
went out to ail second grade classrooms in Peoria,
probably 2,000 students. They gave special pro-
gramming to these students in terms of what doctors
and nurses do and what happens to them when they
do gO into a hospital. We have had a very positiVe
response from parents and leacheit about this
project. Another project has been teaching the
fathilies of unconscious patients in the intensive
care units about what to expect and what to look for
in their relative who has been injured when they go
home. I cost wanted to make some of these, points,
because a lot of peopl do not realize that massive
nursing education more than just a degree
granting kind of thing and does have something to
offer.

Dr. Karl J.' Jacobs: Well: I do ,not want to be
opposed to master's degrees or PhD's in nursing,.
but I suppose tOiat I keep asking myself, in the state
of Illinois is AHES really necessary to do that. You
know, if the universiVhas set of priorities in
providing baccalaureate masters and PhD pro-
grams on a regional basis, is it necessary to do this
on the basis of some Federal contract, hence AHES.

I suspect that in my reasoning, I see when I listen to
the 'very exciting things that are happening here in
North Carolina, where people are described as
having. very, genuine, fundamental basic health
needs that could be met, that the AHES structure
provided' a' catalyst that perhaps would pot be
unilaterlally accomplished by the uniVersity. I

e understand that, and I certaiily appreciate it. My
difficulty in the state of Ilinois is lookihg at the way,in
Which some of those projects' are distributed. I

support a baccalaureate and masters program quite
selfishiYlor my own faculty; we need it in Rockford.
We.liave been pounding awayatthe University of
Illinois to. send us so iTe-Who could work for us in
-the field of nursing, though they still have not done
.it. We definitely need a graduate prOgrantand we
would like it from the university of Illinois. I really
wonder whether that, has to be accomplished
through AHE6.

Dr. T. F. Zimmerman: I would like to make a couple
of comments. First, I would like for us not to focus on
the nursing education quite as much as the inter-
institutional aspects of this. I know that Dr. Jacobs
and'others have some pretty strong points of view
about that particular issue. I would like for us to
really focus more on the idea of the community
college and the university understanding. Just

-making the comment, then, about the master's
degree program, it is very much On a similar basis as
responding to an intensive study of local nursing
interests for the nursing ma'ster's degree program. In
fact, I think that is irepOrtant to recognize, that
'providing that kind of training reinforces bulk
diploma and associatedegree nursing programs in
those regions.

Dr. Alice Major, Missouri:,1 would like to,, try to
focus this subject. Sitting here, the last few days, and
in many other situations, I have felt the pressure of
the question, "Why do nurses have degrees?".0ne
gets to the point where we say, "Why are you
opposed to nurses having degrees?" Is there
something wrong with nurses having degrees? This
seems, to be a troublesome subject, and I wonder
why. None of the other professions that are senior
professions pursue their bourse of professional

,study without a degree, and a much higher one than
nursing has. So, this is a puzzlement to me.

`Moving to Dr. Zimmerrnan's approach of coop-
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Drs. Zimmerman, Jacobs and McGill Its n to an audience qUestion addressed to Panel #4.

erative relationship, let me s
nursing is very confued, an
other professions are gettin
solution to that will not b
figuring out a way to co
make the picture simpler
confusing features that

that the picture in
understandably the

annoyed with us. The
annoyance; it will be

erate with nursing, to
One of the additional
added to the nursing

. scene, which used to co sist of diploma, baccalau-
reate, and master's, has een the introduction of the
terminal type of associate degree program. Now, if
the institutions are going to cooperate, I would
suggest that one good way of doing this would be for
the associate degree community colleges to work
through, with the senior colleges, a type of associate
degree for nurses which'would be the lower division,
or the first two years, of 'the baccalaureate'
programwhere nurses could stop at ADs, and be
licensed if they wished, and those who wished to
continue on could continue on, up the ladder,
through baccalaureate, and to a masters, etc. This
would simplify the picture. It is one small step. There
area great many other problems, but this would be a
cooperative venture, and I would like to say that I
underline everything Dr. Cohen said.

Dr. David Kindig, Washington; D.C.: This may be
t tching the linkage a bit, but I am curious if the

elists., or 'anybody else here, could speak to

as
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specific programs that AHECs have undertaken to
Link, specifically National Health Service. Corps
assignees, and their catchment areas into their

. hospital or their university health science centers for
continuing education.

Dr. Henry S. M. Uhl, North Carolina: Here in
western North Carolina we have had National Health
Service Corps trainees- in our rural clinics that are
supported both by the University of North Carolina
School of Medicine and the other health science
schools in Chapel Hill and by our own A°-tg c
continuing education programs, upgrading educa-
tion programs, and other activities right here in
Madison County, just next dOor to us. .

Dr. Eugene Mayer, North Carolina: There is
another kind of inter- institutional relationship that
we have in North Carolina, which is, not demonstrat-
ed by the Charlotte AHEC program, and I thought I
might just take a minute. to mention this. I do not
know if other regions are doing what we are trying to
clo, and if it has any relevance for you, but in
Charlotte there is a clearly defined regional hospital
which is'the focus of AHEC. But we have thanyother_
regions of the state where there is not one hospital
which stands out as the major service or referral
center. Where we have that situation, we have



created a new, incorporated foundation, represen-
ting the interests of two or more hospitals which in
effect becomes the AHEC. Here in ASheIle, for
example, there are two hospitals, across the street
from each other, one a Catholic hospital and one
non-sectarian, roughly the same size, historically
competitive in many ways, whohave now formed a
partnership; of equal voting strength, which consists
of a trystee and an administrator from each hospital
as wellas representatives from the Medical staffs,
who are in effect the AHEC Board of Directors.

In other parts of the State we have examples where
as many as twenty hoSpitals have come together and
function on a daily basis with an AHEC,executive
committee. TheSe arrangements had some interest-
ing spin-offs, from their intended role in coordinat-
ing educational planning between clinical re-
sources. We have begun to site these same
hospitals, and I won't say this is just because of
AHEC, have much more in the way of cooperative
services planning. Again, here in Asheville, one
hospital has closed down both its Obstetrics and
Pediatrics services now. They have stopped com-
peting over a Cobalt machine, and they are going to
haVe the family 'practice center in onp place, where
they had originally thought they might have a split
faFnily practice training progra This is another, I
think, very tangible kind of thing at can be done
through the AHEC

<9.

Dr. Zimmermah: Perhaps those from othef States
could comment upon these layering groups that are
all attempting to plan and to c&orbinate institutional
efforts.

Dr. Charles M. Cargille, North Dakota: In Minot,

Dr. Jacobs: You know, one of the things that
confuses me, as a lay person, is that in our area we
have top help, -they certainly get involved in
comprehensig health planning, and they get in on
the action that touches into 'some of the areas ot
what we we doing in AHEC. We have the Board of
High Education, which is sort of going-their way,.
understandably, working out some kind of coordi-
nation of resource allocation. that tocches on the
health field. We also have a community college
board that really does not do too niuch, but they do

--talk a lot about these sorts of things. Then, you have
the hospitals' boards of trustees, who operate
through the hospital council, who attempt to look at
some these progra4Then you have the AHES.
don't know whether I am trapped by the uniqueness
or the specificity in our area,but I would be curious
to know whether people in other AHEC regions have
other kinds of overlapping coordinating groups of
people that come in the scene touching your
AHEC performance. ,

which is a community of, approiimately 33,000
persons, we shafed the problem voiced by Dr. Mayer
concerning two community hospitals, of roughly
equal strength, and a tradition of not previously
having had much cooperation between the. institu-
tions. And, also, in the community, there was
somewhat of a division between particularly strong
group practices and the independent physicians. I
think a useful model may have been developedin
Minot to deal with these issues and thus far, (think it
is extremely promising. For the family practice
residency program, which could oN.y be conducted
in this community with the full utilization and the
cooperation of not only these two hospitals but also
the Air Force facility, there was established a Boar
of Governors for the farnily practice residenc
program. That Board of Governors now consiets
the three hospital administrators, the Assistant Dean
and AHEC Director, myself, representing the
University as a constituancy, the physician who is
the president of the principal medical Health roup
practice, and a physician who represen s the
independent physicians of the commu.n y. By
having the Board of Governors so constitut d, with
meetings of only six individuals, it.is impossible to
assure full community support for that program._

Dr. James McGill: Let me comment just a moment
on the linkages, lack of linkages, at the State level of
agencies in Illinois. Reference 'was*.made to the
comprehensive health pl ng agencies. The
regional medical program g ups als comes into
play. In Illinois, there has been some porting out of
responsibilities at the State level wth respect to
health manpower plan,ning.1 serve s, if you will,
adjunct staff to the comprehensive State health
pianning agency as well as being staff to the Board

Sf Higher Education, relating particularly to ques-
tions of health ,manpower planning.1 am thr'A"
agency then, of course, with its linkages to the "B"
agencies. I must say that the regional medical
program, covering roughly the upper two-thirds of
the State of Illinois, has also cooperated in the
definition of roles in respect to health manpower
planning, in particular providing partial funding, as
has AHES for the development of a health manpow-
er data base. So, there are linkages, multi-agency if
you will, at that level, b.ut it also helps to begin to
define the various roles, and sort out who is going to
be doing what.

..

Ms. Winifred Maher, -Illinois: I would like td be
Pollyanna-ish and bevery serious, just for a minute. I
would like to lomment upon Dr. Jacobs; comments,
that the prim ry thing he sees coming out of this
regional effo was that things were gotten on the
table land thin s are beginning to be aired. I would
like to say th t I am very gratified if this kind of

e
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Ms. Initred aher addresses a question to panel #4.

success is coming from the AHEC effort, because in
the philosophy of Federal support, as I understand
it, after a number of years in the system, our Federal
support is catalytic. It is not supposed to foster any
university's efforts or build empires; it is to get the
contractor to maximize the wealth of resources. I

think this is a good point that I saw coming out of this
discussion. I almost had apoplexy about a few other
things. Our funds- can't support a total effort to
reform the wh le State, but I do think it is ratifying if
we are 'catal zing action for independet action on
the part of state to address its own problems.

br. Jacobs: I am glad you said it, because I have
felt that way strongly. One of the things that does
bother me about my AHES experience has been the
involvement of people with proprietary interests,
and I am one of them. I am one of those trying to
push a program in nursing up inour area because we
need that kind of help, very desperately: It is very
hard to have continuing education; we are very far
from the University of Illinois, and we are on the back'
roads to Northern IllinoiS Univerisity. So, from a
selfish point of view, I want to see the program
happen. But, wh'at bothers me a littlebit about the
whole AHBS experience...I have had is that°PeOpl
with a vested interest are running the program.
Where are the lay people being represented in the
AHEC contract? These are the people who pay the
taxes; these are the (people who make the policy
decisions. What'l find is that we are all kind of in it

together with our own- little rivalries and our own
little fights in many areas. We saw it surfacing in
nursing today, but the same discussion could have
occurred about some of the other health. related
fields or the community colleges. We Might get
trapped with this whole AHEC thing in some areas if
we do not bring lay people In. When we surface some
of the concerns, I would like to hear what their
concerns are. You ought to hear our trustees, whol
are industrialists, talk about a number of these ,
things on the hospital board. You know, they talk in
very different terms than we do. We oug to listen to
them. We ought to hear them. Maybe tW r. are wrong
on many things, but maybe, just possibly, they may
have sort of a naive insight into the truth about all of
us. However, it is not happening, in my opinion, at
least in our AHECs. Maybe that is one change we
ought to make.
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Dr. Hartwell Thompson

As you remerriber, our other panels have discussed
the influence of regionalization, education program
development, and interdisciplinary program devel-
opment. There have been round tableOsctissions.
We have tal0d, yesterdey morning, about AHEC
governance, and yesterday afternoon about AHEC
and regional education and health services institu-
tions. These have been, if you will, reviews of where*
we have been, the things we were concerned about
when the AHEC programs were started, and-'a
statement of the state of the art evegthough we are
talking about ft relatively young venture: This
morning we will be talking' about the future of
AHEd§. Our panel, in ihjs, will be.looking,at it in
several perspectives. Dr: Gordon,othe Assobiate
Director of theCainegie Council on Policy StUdies
in Higher Education, will review the future from the
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Carnegie point of view;'Dr. Kindig and Dr. Smith,
from the BHRD point of view; Dr. Swanson from the
university's perception of AHEC% and outreach
programs; and Dr. Biles and Mr. /Lawton frorri the
point of view of the Congress.

As all of you knew before this conference, the
concept of regionalization in education is nota new
one. The greatest thrust for outreach in education
pzobablioccurred in this country with the passage
of the Land Grant Act, or the Morrill Act, in 1890. The 1,

effects of this, of course, ip the early stages of our
ri al development:were in agriculture and in
s rftrlech4licel-fleldsr, such as engineering. Medical
and healthednbatiOn did not embrace the netiessity
tor---6-utreach programs with much vigor, in my

il the late 1960s. At this time, I think all
of us became increasingly aware of the limitations.of
the splendid institutions known as academic health
science centers. These complex and expensive units
have been described as some of the most impressive



institutions eveloped in Western civilization. While
everyone r cognizes that the, modern university
health sc -nce center makes enormous contribu-.
tions i the generation of new knowledge via
medic research and in many other kinds of
rese ch, and is the keystone-'or the essential
fou dation for health education, including medical
es ucation, trends for increasing specialization of
ealth professionals and thg tendency for health

professionals to aggregate in the shadow of the
health science center is, in a way, almost reminis-
cent of the Middle Ages when citizens clustered
around those-inner walled areas of cities known as

' the Cathedral Close. So, too, have health profes-
sional's, until 'recently, tended,to stay too much
within the range of the tolling bell of the catheditl
known as the health science center. It has
almost been as though there was an umbilical cord

0

attaching some of our people to the mother church,
or the maternal health science center.
- It was in this setting of maldistribution, and alsb
some shortage of health professionals that' the

qo

Carnegie Commission ,report on Higher Education
and the Nation's Health made its significant appear-
ance. While this report did not have the astounding
impact of the earlier Carnegie report by Abrahanii
Flexner, in 1910, it certainly was a call to action. The
call.tO action has taken different forms. Area Health
Education Centers' concepts have been utilized in
some ways by land grant institutions', and other
notable experiments such as the Tufts Medical
School Bingham Associates in the State of Maine.
With the advent of the Carnegie Commission report
of 1970, however, there was an effort across the
countrirlput into more explicit form.-the various
types of are health education 'centers. These have
included the BHRD model which wg,are concerned
about, the regional medical prograrh model, and the
VA model. In establishing the AHECs of the
Cainegie type, or of the, kinds that are pfimarily
represented here today, jt was upderstoodlhat we
were trying to avoid the error of producing eleven
virtual! " identical products. These were to b
innova 've, experimental programs. However, theore,

":7
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Panel 45: Panelists David Kindig, Brian Biles and Mirgaret Gordon listen to the panel presentation of Mr. Steve Lawton.

were some principles which could and should unite
them These were as follows: (1) educational
programs will improve access to quality health care
in the area, (2) each center serves the health
education needs of a geographic area (3) initiative
is the responsibility of the academic health science
center in partnership with appropriate institutions in
the area, (4) education is for all health personnel; (5)
the emphasis is on primary care; (6) program
.variability is encouraged to meet the needs in
different areas; and (7) the academic health center
accelerates, and extends programs to which each
has commitments.

With this as background, we should like now to
examine the future of AHECs fripm these several
perspectives I have mentioned a few minutes earlier:\
Our purpose in this is to have a critical review ofour
performance, strengths and weaknesses after we
have comesoMe three-fhtthsOf the distance in the
initial AHEC contract period and to explore possible
opportunities for the balance, of the contract period
and for the years to follow.

:
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Panel Presentation.#1

Dr. Margaret Gordon

As in some previous situations I have been in, I have
rece,ived mixed signals as to what I am supposed to
do on thiS panel. The original letter I received asked
me to discuss what is right and what is wrong with
what AH.Cs aredoing. I was left with the feeling that
I would have thothihg at all to sly because I knew
perfectly weif that the AHECs represented at this
conference were following the BHRD model, which
was essentially the Carnegie Commission model, for
the:general organization. and-;:functions of an Area
Health' Education Center,

Orr the whole, I must say I an enormously
impressed with the efforts that have gone ihto
developing "this concept: dealing with all the
difficulties of establishing a relatiOnship betweth
the university health science center and the area
centers and organizing the area centers to work with
the facilities and people in`the community. I am also



veer impre sed with the way in which the AHECs
represente at this conference are building the

'notion of r: gionalization by using some of the other
principles which were stressed in the Carnegie'
Commissi n report, such as bringing earlier clinical
experien to the student. This confereFice has been
a great I arning experience for me.

I do mi. s a few thingi,and I do not think the blame
lies with the people who are involved in'developing
Area Health Education Centers. I have heard no
mentio of an relationship between AHECs and
prepaid group me i ans or HMOs, as they
were o ce called, and I had some hopes in the early
stages hat those two movements would go along
together. There was a good deal of language in some
of the tatements of the Administration supporting
the development of HMOs that'suggested that the
two movements would go along together. Somehow
that does not seem to have happened.

Secondly, I tend to agree with those who have said,
they would like to see more involvement of consum-
ers, but I see this problem in the larger context Of
what I' think is the rather unfortunate way in which
private health insurance has developed in the United
States. The unions have, bargained for health
*insurance as a fringe benefit, as something that the
employer would payfor. Unlike groups of w s in
some of the countries of Western EU , West
Germany in particular, where nationa health
insurance grew out of sickness funds run by the
workers, we have not had much consumer input into
the-development of health insurance in the United
States. Einar Mohn, who for a long time was head of
the Western Conference of Teamsters, became
disturbed about this some years ago when there was

--increasing. concern about inflation in the cost of
medical care, and the unions were beginning to see
that the increases they received. through collective
bargaining were simply going into meeting rising
costs. Einar Morin organized a group in California
that was Largely representative of unions, with the
purpose of trying to get moreworker and consumer '
input in negotiations over health insurance. I think
we need that,input In the future. Even if we set a

,,,,,,
national health insurance system, we are not going
to .have a very satisfactory one unless we have more ,

representation of the consumer.
A third thing I miss is any Mention' of AHEC

involvement in-the ghetto areasfin the large cities.
After all, we have two kinds of shortages of health
manpower in the United States: the shortages that
occur in low income small communities and rural
areas and also the serious - problem of shortages in
the ghetto areas of large cities. Some of the 0E0
centers have tried to meet that problem. It is my hope
that 'lthere will' be involVement of Area Health
Education Centers in that setting..

I have now4decided that our.estimate of the need
for 126 AHECs around the country was really quite
'modest when one considers that North Carolina has
several more than we estimated it needed, that North
Dakota has at least one more than we thought it
needed, and so on. Still, I have no regrets about
coming up with an estimate of 126, because 1 pink
that if welled come up at that point with an estiinate
of 500 or 1,000 it would have been loOked upon as
absolutely dreamy and no one would have paid,
much attention to it.

I can now see that in some respects our definition
of the functions of an Area Health Education Guenter
was a yt too'narrow. This was partly because we
were working within the framework of a report on
medical and dental education. We were not trying to
cover the entire range of health manpower in that
particular report. We did talk about rotations of M.D.
and D.D.. candidates among 'Area Health Educa-
tion Cejit_ers for a part of their training. We should
have Recognized that students from schools of
nursing, from schools of pharmacy, from other parts
of the university health science center could also

'rbtate and get part of their training in an Area Health
Education Center, as they are clearly doing. We did
not really.envisage that perhaps a major part of the
training of the people involved in primary health
carefamily phy icians, -internists, pediatriciani,
obstetriciansc uld take place in an. Area Health
Education Cent r. I do not think it should take place
only there, but it is clear that some of those students
are spending fairly long periods in the setting.of a
community hospital in an Area Health Education
Center. The concept of preCeptorships; vipich we
have heard -a lot about in ihis meetingtwas just
beginning to be heard of, chiefly in, cttnedion with
the Medex program at the UniVersity of Washington,
when-our report was being prepared. That, I thinkpis
a very significant development and As highly
consistent with the general thrust of our report. I do
not -think we envisaged the extent to which the
training of physicians' assistants, nurse practition-
ers, and so on, which We strongly supported, could
take place in the setting of an Area Health Education
Center.

Second, I would also be indlined to revise the
definition we- set forth to indicate that several
community hospitals could fOrm the nucleus of an
Area Health Education Center in, a cooperative way
and two Or rrtbre university health science centers
could 'be the sponsbring organizations. We are
getting that pattern of Sponsorship in connection
with the center at Fresno, where,the University of
California at San Francisco and the medical school
at UCLA are cooperating.

Third, ,we al6O did not think that State.funding
could be as significant an element as iris in North



Carolina, although this is not true to such an extent
in other States.

In ,reviewing what I have learned at this confer-
ence, I think it is highly significant that the Ayea
Health Education Centers development is having its
impact back on the university health science centers
that are involved, althOugh perhaps not on those
parts of those centers that are highly specialized and
research-oriented. Clearly, hoviever, if a university
health science center is to Kise"to the challenge of
meeting its responsibilities to Area HealthcziEduca-
tion Centers, then it has to build up a core'of people
who are very heavily involved in that endeavor. I

strongly believe, and I think no one in this,confer-
ence would disagree, that the AHEC concept should
be regarded as a permanent development to be
continually extended, improved, and worked upon.
It should not be regarded by the Federal Govern -
merit or any one else as an experiment that we are
trying out. What we have seen at this conference

suggests, I think, that the experiment is very
definitely having its impact. I look forward to the
time, Oberbaps 5 or 6 years from now,when we will,
see some statistics that'show that Area Health
Education Centers have attracted health marpower
in the areas' in which they are located' and have
played a significant role in overcoming the problem
of geographical, maldistribution.

Finally, I think that it is time that we faced up to the
unnecessarily complex administrative situation we
have in the Federal Government, in which, we have
some Area Health Education Centers sponsored by
the "Bureau of Health Resources Development,
another and apparently larger grour5 sponsored
within the regional medical programs, and another
small group sponsored by the VA. I think there ought
to be unification of the legislation, and centralization
of the administrative setup; while at the same time
retaining a role for regional medical planning (not
necessarily in its present form) and for the VA.

(
Audience at the concluding session of the conference, Panel 415.

I

a7

9



Panel Presentation #2

Dr. August Swanson

In her opening remarks, Dt. Gordon alluded to the
fact that someone had published somewhere a
statement that the Carnegietommission had shown
extraordinary chutzpah to designate town by town
where Area Health Education Centerssheuld be. Dr.
Gordon, I am that person and will send you a reprint.
I felt the Carnegie Commission report. was very
timely because it. pinpointed something which many
of us in academic medicine were beginning to
realize: that we were moving into an era when
instead of providing Patient care to a select group of
patients in an. educational setting, as we had done
jot years, -we would have tp provide educational
services to students in a.datient tare setting. That
sounds like a subtle :difference, but it is really an
enormous change.,

Almost all of ifswho went tdynedical .c-hoo.1 who
are in this room today went .t6 medical schools
which over a perrod of twb generations had evolved.
educational settings for clinical medicine which
were based upon the indigent'. non- paying patient
who, was brought into an educational site where
patient care was -rendered in order to provide
education to the students. TOday,,vveare in an era in
which almost 90 percent of sour 'students receive

always been .said to be tesistant to change,
somehow all of the ideas for change come from the
academic community. I' think Dr. Gordon would
admit that her Carnegie Commission looked more
academoid -than' practiceoid. I would maintain that
.almost every one of the Major thrusts that has
modified medival education, biomedical research,
'and even hearth services in this country has come'
first frorn the 'academic community. There is no
question that we have a multiple, pluralistic sysfem
in thiS country for providing education, and that the
respOnse of one institution may precede by some
years the\r9spOnse of other institutions to the same
issue. That, perhaps, is g good thing. It 'would

'probably be 'very chaotic if all our institutions always
did the same thing at the same time. -

We are having a little, trouble these days: with
people, some of whom are on the platform with me
this morning, who believe all institutions 'should do
the same ,thing at the sane time. I do not believe they .

shotild. 1 think we are moving in the direction of
providing a more diverse type of medical education
for our medical students. There are some thing%
though, that are beginning to shake the system
pretty badly.

I would like to p,oint., out that in 1965, medical
schools in the United States graduated 7,500
students and admitted 'approximately the same
number. In 1975 we will graduthe approxirnatoly

their eduCatioN in patient care settings which are. 12,000 stude :ts and admit approximately 14,500 or
controlled and governed not by the rules set up fOr , close to 15,000. Now, that is a 10-year span. In 1935 .

educatiOn, but rather by the Riles set up for patient the ,medical schools of this country graduated
care. This.fact has meant that we have had to lOok to approximately 6,500 studenti..In the 30-year period
mote diverse sites, more diverSe settings, in which to from 1935 to 1965 the number of graduates from
pro ide education to students, because it is no United States mediCal schools grew by-only 1,000
ion er possible to 'operate a edical school with -students. In thecl 0-year period from 1.965 to41975 the
onl one good-sized county ho Pital. One has to number of graduates grew by 5400 and approxi-
'hay a whole series of types mai settings and mately 7,500 more students were being admitted at
thos settings can and should (an all the way from the end of the decade. In addition to the magnitude
a remote town in North. Carolina or West Virginia to of change over past.lb years in rfurnbers.of
the . academic Medical center university teaching graduates and admissions to United States medical
hospital. schools, the progra'rrichanges have been enormous

. I was disturbed because..I was afraid that the in sehOols; If one utfilizes the gUideline.that 50
Carnegie Commission report would promote the percenfdf graduating students ,shouldiremain in
,development of separate sites which. were not primary care and this it a figure which-we are now.;
tonnectedcenters father than- a system. And, in agreed- upon at the Coordinating Council of Medical
fact, I finallyzame up wit ,the acronyms AHEDS, for Education and people are using it for a targef--then
Area Health EduCaiion and Deliiiery Systems, this year 'we would hope that 6,0110 of the '1-975
recognizing the fact that we had to .enter into a new graduates will remain in primary.care. By 197721978,
era .when predominantly we yvoUld be providing : -.when we achieve a graduating class ofbout 15,000,

t patient care, and sliding in education where we we willexpect.7,5.00 to stay in prirnSry care; These
could. I think most Of. you Who run Area Health figures indicate that du'ring. thip 10- Or 12:-year span
Education Centers in cbnjunction With the riVersi- we will have maintained .the-previous effOrt to
ties would agree that that is the game we are playing. produce the necessary specialists, arid We ere going

Fromthe standpoint of the issue of whether or not to need-them, and we will have added a 50 percent
faCulties of medicine resist change, I would like to, extra effort to continue to develop primary care
point out that While the academic community has specialists in view settings.
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That is an enormous, Qtresstul .change, and it is
causing prbbleros. It is causing problems in terms of .

finding the sufficient faculty to carry out a mission oft
that size. I think almost all of you find out in the
Communities you enter that somewhere between 5
percent and 10 percent of the individuals who are
not now en'gage'din education are willingto become
engaged and are capable of becdming engaged.
That .is a good number if one considers 10 pdrcent of
the total physician population in the United States: it
is a faculty addition of somewhat in excess of 35,000
Or 40,000. But, those people are not all evenly
distributed,. They are nbt all equally accessible to the
academic cehters when we need them, and the
resources to pay for their services are not always
available: We are seeing an extremely difficult
problem from the standpoint of building sufficient
facUlty to carry out the primary, care thrust,
particularly from the standpoint of remote regions. ,

Dr. August Swanson provides the universtty perspective on the
future of AHEC at Panel a5.

These stresses. show themselves in the adm.ais-
tration of medical schools. The turnover of deans
has already been. alluded to. Now we find that
department chairmen, those ogres who never went
away and therefora.never allowed change, are also
beginning to have a rapid turnover. A survey done4
recently by Gene Braunwald (1975) indicates that 4
years ithe average tenure Of department chairmen
and that 30 percent of the chairmen, now serving,

have seriously considered resigning during the past'
year. .

The movement toward, Area Health Education'
Centers, the things you are trying to do, are with,us
for the future and forever, 1 think, beCause we are
never going to be able to return to the era when we
could teach medicine by utilizing a large county
hospital and a few private hospital charity services.
The future, however, from the standpoint of whether
or not the education of 'health Pr.ofessionals will

-remain the province of professional educators of will
become simply a means of providing a smattering of.
education by professional service providers, is open
to question. My belief is that every mediCal student
has the right to have an education which provides a
firm grounding in the basic sciences, provides a firm
experience in the tertiary care setting of a major
university teaching hospiial, and provides the
Opportunity to see the challenges in providing
health services in remote sites. My personal belief in
this caused me to make the effort and take the
plunge at Washington to initiate the WAMI program:
which now has students learning medicine in sites
as remote as Kodiak Island in Alaska and Omak in
eastern Washington.

What is the future of. Area Health Education
Centers? I think that the future depends to some
extent upon the future of medical education' in
general. And that future dependS upon whether or
not:we\can weather the stresses and strains I hive

lust pointed out. I think we will have a problem from
the standpoint of finding sufficient resources tg
carry forward this dual thrust, this added tusk,
becaUse I think resources for all endeavors in this
country are beginning to become very limited. It is
unlikely that we witl be able to have the outcomes we
all desire unless we can find some mechanism for
maintaining the financing of the Medical institu-.
tions, both in their Area- Health Education Center
thrust and on their central campuses.

At this point I am'not terribly optimistic. What the
compromises will be is a question each of us will
lace as we try to prepare a program, maintain the.
quality that we can, and hope that in the future we
will stabilize and be able to oonjnue a broader
medical education program whictl-will never go
back to the good. olddays of just the teaching
hospital and the academic medical center.
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Panel Presentation ir3

Dr. David Kindig

harng this time with you, and getting to know
s me of you, has been an important education for

e. I am probably one of the newest people in this
a ena, although 1 have been interested in Area
Health Education Centers for a long time. For the
past 3 months I haye had the major administrative
responsibility for the BHRD. AHECs in the Federal
Government, along with Dan Smith. It is not my only
job, and I have been struggling to try to tInderstand
what is a very complex program. I have been
interel in its development from the beginning
and .awe of its philosophy, but as an administrator
-tryingto get a handle on it for the last 3 months has
been a very difficult job. The meeting we had on
Wednesday and Thursday with some of our regional
people and this session here have really gone a long
way towards bridging that gap for me.

I am very impressed with what 1 have seen here
these 2 days; with the efforts you ale making
towards decentralizing health professions eduta-
hon. Forme it all boils down to, you do not educate
health professionals in a vacuum, you educate them
for service. A large part of that service has to be the
actual delivery of sensitive clinical services with a
focus in areas where 'services have not adequately
been provided in the past. Unless we train students
in those areas, and in the kinds of 'things they are
going to have to do in those areas, it should not be
surprising if service does not move in that direction. I
think this is a really important step in that direction.

I struggled with your charge to me, and. I do not
feel that I or anybody else today can really say which
things have worked, which things have not worked,
and which things we would do differently next time.
The question means that this is still an experimental
program. The need for diversity in this kind Of
approach at this time is important. The richness of
the diversity that I see here is very exciting. On the
other hand, it is a national effort. It is being looked at
as a national effort. You have to find some kind of
common denominators, common experiences that
run through these projects so that we can say that-
we can both describe it to the world and to the public
and,to the Congress, and also so that we can make
some of those judgments as we look towards the
next round and write another RFP. What kinds of
thingS.should we emphasize:drawn out of the rich,
positive experiences that you have had, and which
sorts of things should we try to discourage because,
they have been tried in other places an6 have not
worked out? One of thegreatest concerns I have in
this meeting is that in our attempt to begin to get
some of this evaluative data we have had a

. ,

100

multiplicity of efforts which have inundated the
AHEC projects. That is a grave concern to me,-and I
will make the commitment to you that we will try to
consolidate those efforts so that we get the
information we need, with the least amount of effort,
so thlt you can get on with the battle'and not spend
all your time responding to us. I think It is natural to
swoop down and try to collect everything,' but
evaluation needs to be done in a much more
coordinated way. I make a commitment here to you
today that it will.

I am concerned about difftt models and their
advocates. It is a cconcern to e to have the whole
effort divided into camps. I understand now veryMell
whet this model is all about, and some crthe
richness and importance of the linkage to the
educational institutions. I think, however, for future
directions and for future RFPs in this next rounIcl that
we look carefully at the experiences 9f the 'FI,MP"
AHEC, the VA activities, and try to distill from
across the board, the good 'experiences, the
successful experiences that happenedln all of
those. I \\cannot tell you today what those, are, but I
cannot believe there are not richnesses to be
Subsumed from all of these experiences. Whether
we will ever get to a central administration":ay9ast.
within RMP and BHRD, Is a very real poSisibility. We
have talked about it. We have had a good relation=
ship with the VA, but a central administration that
broad may never come to pass. Certainly, it should
be a more coordinated e

I wbuld like to make two o e :quick observa-
tions about the future. As you knoW, wed ecentral-
ized a lot of our activities in manpower a year ago.
That decentralization has exactly the same philo-
sophical roots as the commitment to decentralize
health professionals' education. In a management
turnover like that there have been a number of
struggles and difficulties in getting it worked out. I
think we are about to bottom out, at this point, on
some.of the struggles. I think we are going to have an
effeCtive central regional team in managing our
decentralized programs. We have the spectre Over
us, however, of some recentralization provisions in
the new manpower legislation which would apply to
AHEC as well as other programs. Steve Lawton and
Brian Biles may speak to this. As far as we are
concerned, we are planning to implement at will

onprobably be the spirit of that 9ew legislati. will
mean at a minimum central, national review
projects on a basis,. ational or, rural, of dollars,
contracts and grants, nd the requirement for a
central source of information so the Congress, and
the public and everybody else who wants to know,
can find out what is going on in one place. Onthe
other hand,z our department and our bureau will do
these things with least disruption of the currept

-
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decentralized mode of operation, so that we can
keep this machine that is.,beginning to work now,
working well, and so that you have ready access to
more local help in terms of monitoring, technical

,assistance, evaluations, and so forth.
One direction 'I clearly want to see is a closer

integration of our HRA programs with AHECs. I am
particularly concerned about pushing for continu-
ing education responsibilities for both the National
Health-Service Corps assignees that we are respon-
sible for, because we know that the main factor we
have control over is the way they leave or stay in
relation to their linkage to health science centers,
and we will try to work with you in really making a
priority effort. In addition, there are a lot of Other
activities for professionals senking in shortage areas
through loan repayment.We need to link out and
coordinate those Federal programs. Some of the
legislative proposals require it. We intend to
implement it whether or not it is required in the
legislation.

Finally, I think that you should all be very
cognizant of the implications of the health planning
legislation that recently passed the Congress, (PI-
93 -641) setting up health systems agencies which
have a large variety of functions. It is not total char
how those regulations are related to manpowe bUt I
would say that it is very likely Federal progra for
grants and contacts for activities like, AHEC will
come under review and approval by these health
systems agencies When that gets off the ground: So,
I think that you should stay in .touch with those
developments in your area as it would be another
important interface that yod will have to deal with.

Panel Presentation #4

Mr. Daniel R. Smith

When the original contracts were_awarded in middle
1972, we made a series of site visits and tried to state
the philosophy of the central office in terms of
operating the AHEC programs. I would like to
restate that philosophy here. It consisted of three
basic things!'

First, in order to have an effective program there
has to be a partnership between the Federal
Government and the institutions or agencies which
are involved in operating the contracts. That
partnership has to be developed so that there is trust
end understanding between the two parties. There is
a clear line of demarcation between the responsibili-
ties of the Government any the responsibilities of
the institution. At the same time, the only way the
contract can be effective is that we work together to
develop the programs which make sense to you and
to the Government. In the Government we have a _

significant. degree of expertise and answers, and
within the educational and medical community
there is an equal degree of expertise. It take
discussions between both parties to bring about a
good and effective program.

Second, we discussed flexibility-in operating the
programs. Flexibility in operating the program
means that within your contract you have to folly
the work scope. Within that contract you have to
understand how to operateWthin,the limits of the
law and \within the limits of the regulations. It is
important for that type of understanding to be \
con inued.

ird, we talked abOut fiscal' responsibility. The
key hing.here is that you and I and everyone at this,
conference has the same responsibility: to safe-
guard the taxpayers' money. But you, as taxpayers,
as well as my mother, your mother, your parents, all
pay.ta)kes into the system and it is your responsibility
to insure that we get the maximum use of the tax
dollars, In that respect, we all have the same
respon y. With those three things we can run an
effective rogram more readily than if we try, to
disregard ose issues.

We talke about the. Bureau taking a leadership
role in the AI C effoil. We have done that. We are
mindful of the responsibility of this.effort and, as Dr.
Kindig pointed out, we are coordinating effectively
with the Veterans Administratkin and their AHEC
program, and we have active discussions and
thoughts for working with the non-Carnegie AHEC
type projects of the RMP- the HSEAs (Health Service
Educational Activities).

The other topic we talked about earlier, when the
program was developed, was what type of program
We were going to have. Was it going to be a service
delivery prograrrCor an educational program? We
have not changed our course in terms oNhe
Carnegie-type AHEC program which this model
represents: devoted to educating health manpower.
The education of health manpower is not just the
education of medical students; it is the whole
comprehensive area of manpower whiCh includes
dentists, allied health, nursing, and other health
personnel.

When we talk about the fu ture of AHECs, I am
,reminded of discussions we have had with people
who say, your AHECs are jest moving chairs
around; you are just providing- money to the
institutions to do the same thing." I do not feel this is
true, as demonstrated here by the presentations on
the.'Charlotte, North Carolina AHEC progrqn,
Kansas City, Missouri AHEC, and the others which
were presented. The key thing about the Bureau's
Carnegie-model program is that in the Fong range
view in my judgment, we are affecting thb intra,
institutional arrangements within institutions.°
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Which means that because the Institutions are
actively involved in decentralizing their. Medical
education programs, in decentralizing their faculty
to remote sites, itis just not one departMentwithin
the institution, it is the. commitment by the entire
institution, the prime contractor, to work in address-
ing the geographical maldistribution problem of
their area. Because of this arrangement changes
within the institution will continue for a long period
of time rather than just having one single depart-
ment from the institution be involved with a
decentralized effort. We think the Carnegie model is
good. There are some weaknesses to it, but we think
it a good approach and will try to strengthen it.

Mr. Daniel Smith-presents the view of AHEC from the Bureau of
Health Manpower perspective in Panel $5.

There are some challenges in the future. They are
as follows: first, the administration!or governance of
the AHEC program is a very complex'problem which
takes a great deal of time and effort. The key thing
we have to think about very seriously is the optimum
number' of AHEC sites which any one ririme
contractor or any one institution can effectively
manage. How many AHEC sites should an institu-
tion really take on? At one, time the Onited States
took on the world, we were defending the world, and
we were killing all our meh. I think we have learned a
few lessons. The lessons that we have learned as a
country should be applicable to what we do in the
AHEC program in terms of the responsibility of the
prime contractor not overextending himself. We
took very seriously at that because that has
implications in terms of statewide AHECs and who
gets the dollars to do that program, whether it is one
institution or four institutions.

A second area we have to look at very seriously is"
Federal support for institutions and how it relates to

Ovate and.Statessupported institutions. Most of our
Ml Cs are State - supported institutions and have a
different type of financial base than private institu-
tions. As we all know, private institutions are having
a difficult time, be the9 medical schobls or nonmedi-
cal schools.

A third consideration in regard to the future, of the
AHEC program is wepat responsibility should the
AHEC programs hay. in support of the really serious
problem we have in the geriatric field? There ate
many nursing homes; there are many senior citizens
that really require better attention. This is a service
activity, however, if we are not preparing students to
appreciate the problems related to the treatment Of
geriatric patients then we have to challenge our-
selves about our educational mission.

As Margaret Gordon indicated, thereis the issue
of HMOs. I think we have to look very seriously at
where, fact, we are placing some of our students
to receive good primary care training. Are teaching
hospitals, or the large community hospitals with 300
beds, the only facilities where a resident should take
his training? Should we consider the possibility that
ambulatory care programs, ambulatory care faeili-
ties, neighborhood health centers, HMOs, and
group practices really, should be a part of residency
training and a site for health manpower training
associated with the AHEC program?

We alsb haVe to think about what happens to the
AHEC program whih the Bureau has, supported
after the fifth year. That may depend upon legisla-
tion, but that is something that one should seriously
consider.

My personal directive-to the AHEC program, the
administrators and educators here, is,of course, the
upcoming audit of your programs by HEW auditors
who will be comparing efforts and accomplishments
to the dollars of the contracts. As we look to what we
have done, I think we will look at what we did in
developing the first RFP and what we will plan to put
into the new*FP if one comes when funds are
available. We ha.4- fOund that the project diredtor of
the AHEC needs to put more time into administra-
tion than was anticipated. We will also be looking at
where the AHEC should be located within the
medical school, whether it is the Chancellor's office
or the Dean's office. We will also be looking at the
issue of advisory councils.

Finally, in terms of the current program activity
nd your fourth-year money, rest in peace. This will
e coming shortly. There are a few administrative

details,to tie worked out, but it is here.

Panel Presentation #5
Dr. Brian Biles

The perspective I would like to consider today is
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somewhat broader than haS been presented so far. I
would like to talk about the'relationship betWeen
AHECs and our health manpower problems: gener -.
ally I would like to discuss the way we are going to
move to solve our broad Problems using a variety of
techniques.

The overlying theme, is the problem of limited
resources. That is, there is simply not as much
money as anyone would like to have and hard
choices ,iwill be necessary. The question really gets
to be: Wow can we spend our money to get the best
results?

There are two problerns ,with respect to health-
manpower. The first problem is specialty maldistri-
button of physicians. Somewhere in the order of 30
to 35 percentOf our physician are in the primary care
specialties. A hard look at the percentage of medical
students training in primary card, indicates that it is
even less than the percentage now in practice. This
is a bad situation.

The second problem is, of course, geographic
rrraldistribution of physicians. Here again the
situation is very difficult and getting worse. The
Department of Health, Education, and Welfare has
done a printout of the distribution of physicians by
State Economic Areas. The HSEA is a fair sized unit
to consider. DHEW found that to bring every,State
Ecdncimic Area up to a 1 per 1,000 figure, 19,600
physicians, almpst 20,000 physicians, would need to
be placed precisely in the rural areas. It is quite clear
'that there is also a prOblem in urban areas, which
this analysis does oot reveal, which prObably
demands another 10,000 to 20,000 physicians. The
solution to the geographic maldistribution problem
is that almost 40,000 physicians must be placed
where they are needed.

What about resources? Over the1past decade, the
Federal governmenthas spent more than $3 billion
on health manpoWer training. What have the 'people
received for that $3 billion? Our schools have
graduated 7,500 more new physicians-every year&
question is, however, where are.those 7,500 phy
cians going, and what are they doing? The answer is
that they are sub7speciilists in the suburbs. Over the
last 10 years the number of physicians in'rural and
inner city America has decreased, and the percent
age of physicians in primary care has decreased.
While the Federal Government has spent $3 billion
all ihat has. been produced iseh-Increase in the
aggrtgate number of physicians: enfncrease which
has done little to solve the problems of specialty and
geographic maldistribution; an increase which has
done very little to meet the needs of the people. The
taxpayers', Money has not been very effectively
'spent.

Solutions to these difficOltrproblems must take
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into nt the fact that the Federal Government
ci&O"Rot have a great deal of money.

if is likely that the answer to the specialty
maldistribution problem will be to establish a system
to limit the number of residencx<seitions and then
distribute. those positions by cialty and by
geographic area. This sort of system will allocate
many more positions into primary carefamily
practice, primary internal medicine, primary
pediatricsand over a period of time will also tend
to shift residency positions from'the East and the
West Coasts into the Southern and Midwestern
regions of the country. In addition -to this system,
there will, of course, need to be grants to develop
new programs in primary pra6tice and grants to
develop and shiftemphasis iii internal medicine and
pediatrics toward primary care.

Concerning geographical distribution, the key to
the solution of this problem is some sort of
committed service. Since medical education is
subsidized by the people of the country to an
enormous extent, it is not unreasonable lo expect
students whose education has been highly subsi-
dized to spend 2 years through one mechanism or
another serving where they are'rigededin rural
areas and in inner city areas.

Programs will also be needed to assist the
development of group practices, such as the North
Carolina mbdel dr the Johnson Foundation model,
in rural areas. In urban areas, there will need to be
support for neighborhood health centers. There will
need to be linkages_ with centers of medical
servicesAR ECs, HMOs, hospital systems pat-
terned after the Good Samaritan system in Phoenix.
There will also need to be further development of
mid-level practitioners, such as physician extenders
and nurse clinicians.

A point is, hOwever, that group practices, linkages,
end physician extenderd are not enough: These
programs will not produce the:19,600 physicians
needed in rural areas or that extra 10,000 to 20,000
physicians needed in inner city areas at any time in
the forseeable future. Consequently, the real
expenditure of public money will need to be in terms
of either ROCT-type" scholarships or some sort of
capitation tied to a mandatory service. arrangement.

Given this -perspectiye, what about support ofor
AHECs? What is the priority/ What is the commit-
ment? Since the problems must be solvpd in the
context of limited 'resoUrces, the key consideration
is of the size of the AHEC program. Is a massive
AHEC program a solution? Will the specialty
problems and the geographic problems be resolved
by committing large amounts of money for AHECs?
Or is a broader, more aggressive, more coercive
approach necessary? Clearly the more aggressive
approach will proVide a surer solution.



Some claim that AHECs 'are
there is support for AHECs, if m
enough mone"the schools will
This is, of course, \not true. This
to the solution of the'problems,
ti n of 'what some have referred
h alth empire. This empire is a s

eet the needs of the people, dOes not get doctors
ut into underserved areas, or generate the primary

care needed but is rather a-system which meets the
needs of the medical school establishment.

The key problem right now is that AHECs are
being presented by the establishment as the single

he solution, that if
dical schools have
olve the problems.

approach leads not
ut to the perpetua-

to as the American
stem that does not

toward why the Congress should give money to Area
Health Education programs, but toward .under-
standing what health manpower problems are, and
what solutions to these problems there might be.

As you have already heard from Dr. BpS and Dr.
Swanson,his year the Congressional perspective of
health manpower problems was a relatively simple
one. beginning in 1963, when the first substantive
manpower legislation was written, and continuing
through 1971, the entire perspective was based on
two premises. These premises Were the need to
establish financial stability within scho-ols of medi-
cineand within other schools of the health p4efeS-

solution to the problems. In that Sense AHECs are..--stbns, and the heed to solve what the Carnegie
being presented as a regressive idea. Under, this Ccanmissionand many other peoplewere telling the
circumstance commitment to put resources into Congress was an acute shortage of health manpow-
the AHEC pr ill likely be limited. The RMP er personnel in this country. The legislation was
advocates fo ecad.e said, "Give us money, deSigned to provide money to the schools of the
give us more ey, give us more money-, in a health professions and to exact, as a quid pro quo for
situation where they really could not make an impact construction grants, and later for capitation grants,
on the major problems in the system. Now AHEC increases in,enrollment. The legislation worked. All
advocates and the medical school. establishment/ you have to do is consider Dr. Swanson's figures and
are saying, "Give us, money, give us more money,- ybt7 know it worked, and it worked from the
give us more money again", when the AHEC Congressional perspective. In the past 10 years, we,
program, cannot really produce the 19,600 physi- "have a doubling of the number of physicians
cians in rural areas or the 10 to 20,000 physicians in' graduating from medical'schools, and there will be
urban areas. further increases over the next 4 or 5 years.

At this point, the whole question of commitment Since 1971, the.perspectives of the Congress, on
and support becomeS difficult. < both sides-of the Capitol, have changed and have

It is important to keep the seriousness "of, the changed dramatically: Both Congressman Rogers,
health manpower problems and the limited nature of the chairmah of the subcommittee for which I work,
the resources in perspective. Beal solutions are and Senator Kennedy, chairman of the subcornmit -.
going to take a multiplicity of programs, including a tee for which Brian Biles works, now feel that the
strong program to distribute residencies and a emphasis on increases in health manpower person.:
strong program to commit students for service nel has obscured many-other, more compelling
through scholarships or mandatory service. Add to issuesissues which will be much more difficult to
those forceful programs, a program to expand solve, issuewhich are much more complex than the
family practice training programs to begin group numbers game. The two most dramatic issues, and
practices in urban and rural areas, and programs to the two which will be the most diffict to find.
develop AHECS, HMOs, and hospital-based sys- solution'S for, are those of geographic m Idistribu-
terns, and with programs to train nurse clinicians tion and specialty maldistribution of physicians in
and physician assistants, and the whole system fits this country.
together. , In 35 States; the physiciaq/popUlation ratio in

There will be support for AHECs. But it is only in rural areas is about 50 percent of the physibian/pop-
the context of all the other prOgrams that AHECs ulation ratio in urban areas. In 14 StateS, there are
can besuccessful in contributing the real resolution less than one-third thg number of physicians in rural

iof our problems. areas than there are in the suburbs and in the urban
areas, not including Innercity areas. The problem of
geographiemaldistribution has been recognized as

Panel Presentation #6

Mr. Stephan E. Laviton

Congratulations-on a very successful conference. I
thank youRersonally for your assistance and for the
considerablamount of time you have spent
educating.those of us who try to-work toward-health
manpower solutions on the House side, not just
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such for more than 50 years, and yet, there has been
no improvement at, all. In fact, the problem has
worsened over the Past decade.

Let me give you, however, a caveat to this numbers
game in the geographic maldistribution problem.
Congressman Rogers, recognizes that there will
never be, an,d should never be, absolute parity
between the/tirban areas and the rural areas. There'''.
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^ / ,are certain breedsiif physicians, such a- s our friend to influence by the type of 'legislation that the
Gus Swanson and our friend 9r. Thompson, who members of the Committee I work for find to be
need to be located near tertiary care centers. There zompatible with their views as to what the role of the
are certain demands on physicians that require Federal Government should be. On the Other hand,

, location in urban areas. By throwing 'out these the nature, location, and number of medical.
numbers to you, I do oot mean to suggest that residency programs are quite amenable to Federal

'Congressman Rogers believes there should be an legislation. Our H.R. 554p, is novi pending in
identical physician/population ratio in both rural front of,lhe Committee on Interstat and Foreign
and urban areas. However, the situation at present is Corn meApce, and will probably be reported out within

pitical. The geographio maldistribution is the the next 2 weeks. It should pass the House within a
'number one enemy of proper manpower policy month, and then the focus will shift to the Senate,
today, It /cries for. solution, and solution must be where Senator Kennedy will hold hearings on our
forthCorning. , Solutions must be addressed by bill, as well,as on four other proposals which he has
149fislation, although legislation alone cannot, in Mr. introduced. 0.ir bill contains two features that are of
Rogers' view, provide the answer to geographic critical concern/to you and are of critical Conce)n to
tiialdistribution of physicians, the Committee. The first feature concerns Area

The second 'major concern of the Stibcomm tee Health EduCatiori Centers, The Area Health Educe-
on Health and the environment is the Probl of tion Centers provisions in the 1971Act are, to say the
specialty maldistribution of physicians. I k orie least, mushy, containing V gue provisions and little
of the most compelling statistics on specialty direction. In our view, th' legislation has resulted in
maldistribution is the fact that in the only planned some very good pr rams -and some -very poor
type of practice in the country, in the prepaid group prodrams. The le elation contained virtually
practices, or Health Maintenance Organizations, 64 requirements to what Area Health Education
percent of the physicians are in the hree primary Centers m do. It merely described, as TheL-
care specialties of family medic e or general Carnegi- ommission report did, what our goal was
practice, general internal medicin , and general and en said, "Federal ,Government spend some
pediatrics. That compares with about 35_pertent in' ' ney". We have tightened up the requirem ts for
the United States today, and with ai5oGi perce Ared. Health Education Centers in our nevi' bill,
tp 35/ percent of physicians in residency a ing maintaining, however, the flexibility the Subcommit-
prorams today." If HMOs, being the planned tee felt was needed to accomodate differefit

/ system in the United States, prov us with any clue appeaches and Elifferent recipients of ikrea Kealth
as to the types of percent s we nepd in,pri ary Education Center money.
care specialties, we a adly off base. The first requirement will be that the only entities

The reasons for de?graphic and specialty maldis- eligible tor receipt of Area Health Educationtenter
tribution are obvious to all of you today, or you )funding will be entities that areaffiliated with at least
would not be here. First, it is financially rewarding to three degree-granting institutions in the health
practice anywhe e in the United States. The professions, of w4ch at least one must be a school
American public as an insatiable demand for health of medicine or osteopathy. Grants will no longer be
care, and there no suah thing as competition ill the available to just one school, with just a medical
medical field. /A second reason is the life style school.
preferences f most Americans: most of us vvuld The second requirement is that Area/ Health
rather live areas that have better schools, better EcVcation Centers do three things in order to
cultural a antages, than many of the rural areas receive financial assistance after the law is paseed.
offer. A tHrd reason is, of course, the nature and the First, the legislation requires residency training as
location of medical residency training programs part of the, AHEC concept. Fifty percent of the
This country. They are skewed toward the subspe- students in residency training programs in family
cialties, particularly the surgical subspecialties, and medicine, Oener:al internal medicine, general pediat-

Tics, obstetrics and gynecology, and psychiatry,
conducted at schools which receive AHEC grants or
contracts must receive at least 6 weeks of training
per year in remote sites in which+ the Area Health
Education Center or the community hospital is
located. Second, each Area Health Education
Center would have to make a substantial cOntribu-

located predominantly in urban areas which do not
have a compelling need for more phySicians. In
addition, there are too. many residency positions
offered in this country. As viiiu,t5,6*-theie were 1.7
residency positions available-4 1974 for every
graduate of a United States medicaredhool.
I would suggest that the first two problems, the

problem of financial incentives or lack thereof and
the problem of life style, arevirtually impossible to
influence by legislation;at least, they are impossible
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tion toward continuing education and multidiscipli-
nary training at the remote sites, and not just at the
main teaching site of the medical school. Partitular
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a emphasis would be placed on training existing
private practitioners, nurse practitioners, and allied
health personnel in community settings, such as
comet pity hospitals. .

T rd, each Area Health Education Center would
be required to establish and maintain programs for
the/education of the general population in the area
on' the appropriate use of health.serviceS and the
contributions that residents in the area can make
without professional medical assistance toward the
turtherane 9f their own health.

Fourth, there is a matching requirement that at
leaiti.25 percent of the money for Area Health
Education, Centers must come from non-Federal
sources. This feature was included because the
Congress is becomirtg increasingly aware that
Federal programs do not work unless there is a loCal
commitment.

There is a further requirement that AHECs must
"''''eg-t-Pilish an ac;isory board, note governing body

but an advisory board, in each of thecomrhunities
served bydan Area Health Education Centerwhich is
to have a direct relationship with the people running,'
the Area Health Education Center.

Now, before you get up and walk-Out aripal spy, "We
can't comply," and "Let's go home while,9dr).ickets
'are still good," there ie.er provision in'th House
legislation which grandfathers in the xi trig AHEC
contracts for the last 2 years with quirement
that assurances be provided-that by ne 1, 1977, the
Area Health Educattbri Center wi comply with t
provisions of the law in the, House bill. r e

legislation contemplates and the report langu e

will make clear that following the 5-year contr'ac , a
Center would be eligible for additional funding i it
complies with these requirements.

*It The second feature of the House bill whi I will
discuss, the most important feature in my view,
establishes for the first time a mechanism to control
and plan the medical residency training programs in
the United State

-One result far too .rn(ny medical residency
training positions has been that hordes of foreign
medical graduates, many of them ill trained, many Of
them not competent in the English language, have
streamed into the United States to fill these
residency positions, then converted their J visas to

visas and remained in practice in the
Uni d States. They provide substandard medical
care by virtually everybody's standards.

The lack of control over residency programs has
'also contributed substantially to the specialty
--)m.aldistribution problem, in that, erept for family
medicine one of the three most important primary
medicatspecialties today, students can becom ny
type of SOecialist they. want to. Thus, it is ea for
students to get into the surgical subspecialtie It is

,easy for students to 'look at the financilfeWards,
and the fewer hours, in some of the honpatient care -
'specialties. There is currently no barrier io this.

The third problem with the medical residency
training programs is their location irkirban areas. As
you know, one of the important/influen* in the
ultimate location of 'physicians is where\ they
received their pOstgraduate training.

Our legislation would require a gradual limiting of
medical residency training programs.ln the United
States based upon the number of graduite4 of
United States medical schools in the prior year, to
that by 1980 the number of residency programs in
the United States caitinotexceed 125 percent of the
number of graduates of U. S. medical schools in the
preceding year. The legislation requires that .the
Secretary of HEW e4tablish one entity to designate
medical residency prbgrams. It affords the right of
first refusal to the .COME, which as you know is
Composed of -the AAMC,.the AMA, the AHA, and the
Specialty boards and specialty societies. The
legislatiOn allows the CCME to submit an applica-.
tioh to run this programtby August 31 , 1975. There is
some questioh as to whether the COME will want to
do it. If they do not want the responsibility, then the
legislation requires.the Secretary of HEW, assisted
by a 21-person advisory board, to designate medical
residency training programs'.

There are ,three principal guidelines in the
legislation which are extremely important to you.

rst, the designating entity, be it the CCME or HEW,
must afford particular attention to four specialties
family medicine, general intern I medicine, general 1
pediatrics, and obstetrics an gynecology. The
'report language suggests that t least 50 percent of
resiOprrar training p grams s ould be in the first
three specialties, an t least 6 percent in obstetrics
and gynecology. The second requirement is that
medical residency training programs be distributed
"equitably throughout the various geographic
regions of,the United States." This is an.,attempt to
transfer' many of the medical residency training
programs from the Bostons and the,Los Artgeleses
into areas which, on a geografihical basis; need
physicians in patient care more acutely. The third,
and I suppose from your standpoint, the most
important, requirtmem is that special donsideration
must be given to medical residency training pr.o-
grams which are part of Area Health Education
systems funded under the Health Manpower Train-
ing Act. This is a direct attempt to have more medical---,
residency training programs run in conjunction with
Area Health Education Centers.

It is obvious that remote site training is looked
upon by theHouse of Representatives as one
solution to the problem of geographic and specialty
administration. There -are, of course, other solu-
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tions. The solutiOn developed by the Senate
-Qominittee last year, which was defeated oti the
Senate floor, was in effect mandatory service. The
solutiOn on the.House side is to expand dramatically-
the National Health Service ...corps scholarship
grogram from a leyel,of -only 0 million 2 years ago,
to $40 million next year, $80 million the year after,
and $120 million by 1978. Congressman Rogers'
view is that if these amounts are authorized, and if

', these amounts , are appropriated, they will be
gobbled up by health professions students. The
scholarship program is very attractive, and the
colicept of; voluntarily serving your country for two
years/in ti remote site does not seem to be repugnant'
to many medical students today. ,

1 Area Health Education ,Centers have hot as yet
proven they can solve geographic problems. You
admit they have not proven themselves, and you are
very candid . in that. There is. some anecdotal
evidence they will. There is same fairly firm evi-
dence coming out of the University of ,Wathrilgton

'and their WAMI program, ofw rich Dr. Swanson was
one, of the prime architects, that remote ite training
programs are having an influence on th specialties
students go into and upon their locati practices in
rural areas. On the HoUse side, Gong r ss is satisfied-

nenough; I think, to grandfather i the existing
AHECs and to expand the AHEC concept based

0

upon the AHECs that we k ow 'best. , The
alternativeto not expand the ECs and to not
influenpe undergraduate \and graduate medical
curriculumis. viewed by many as mandatory,
service. This is a concept whi isrepugnant to thp
Subcommittee members for Whom I work, or at least
tomost of them. It is a concept which would. cull out
for the first time since the Civil War one class Of our
citizens to perform nonmilitary service.

You have .a Mission. The legislation, if enacted,
Will give you a new'missfon. It will give you an
expanded mission. In expanding the AHEG'concept,
the House of RepreSentatives has said, "You look
good; your future isgood." In 3 or 4 years, you will be
Pack, and when you are back I think the Congress
will ask what you . have done aboUt specialty
maldistribution and geographic' maldistribution.

.Understandably, a program embarking ,on its fourth
- year cannot produce data showing success. How-

ever, it should be prepared tb produce that data after
8 years. If the AHEC program. Ould not produce
succes ful results in that time, my/view would be that

,the Ogress probably Would, hhave a Very difficult
time 'committing itself to continuing the concept
with what we all admit are very scarce Federal funds.

. .
Audience Ortions and,pismission

Dr. Charles M. Cargitle, North Dakota: In addition
to being' Director of the Northwest Area Health

Education Center, I am also President of the World
Population Society. I asked if I, could make a very
brief statement of ten br AwelVe sentences, and I
would like particUlarlyjo ask Mr, Lawton if hewouldi
respond from, the environmental perspective of the
House Committee. As-we look, 10, 20, or 30 years
down the pike, there is another important determi-
nant of the quality of health care which has. not yet
been mentioned in this conferenCe. This unmention-
able d,terminant is excessive and . rapid global
pop - tion growth...Now, roughly speaking, there
will la about 5 billion people in 1985,( about 6 billion
in 05, and roughly 7 or 8 tillpon by 2005.. If the
global carrying capacityonly .5, 6, or 7 billion
people, asfmost ecologist Fink; now believe, we
will be exceeding these limits within 30 years, or
less. This will result insystem breakdown in a variety
of forms. I am convinced that system breakdown will
have a very,harsh feedback effect upon the quality of,_
health cage delivered to the American people. Health
planners, including AHEC leaders, s.puld, in my
judgment, do two things. First, explo e the mecha-
nism by which health care will be adversely affected
by system breakdown from overpopulation, and/
secondly, consider program initiatiVes now in order
to prevent this from happening 1 I would like to
propose that an official working roup be designat-
ed to study this issue, prepare r ports; and propose
corrective actioh. If Such ac on is not initiated,
although AHEC will undoub edly succeed in the
short term, it will fail comp/let* in the long term
future. Indeed, we may/ anticipate an end to the
delivery of health care at ell.
Mr. Stephan E. Lawton: Our committee has taken

some initiatives, 'albeit limited, to try to correct the
concerns which you have expressed. The principal.
initiative was back in 1971, with the family popul
Lion and family planning legislation, and th, t
legislation, 'of course, is only directed at this
country': The legislation has resulted in hundreds of
familyplanning centers that were not in existence
only 2, 3, or 4 years ago. And that authority Will be
extended for 3 years in new legislation that has, -
already been reported by our'committee. Soi'fro-m
the national perspective, as opposed to the interne-
tional, perspective, our committee has, at least, made
some movements in the direction you advocate. It
also, as yqu ..know, has adopted extremely signifi-
cant legislation in respect to clean air, brand new
legislation last year with respect tb safe drinking

0 water, which will, in my view, in the next 5 years be
just as important and just as 'controversial as the
clean air act. On the international level, frankly you
are talking to the wrong people. I suppose you could,
talk to the Foreign affairs Committee. I sear that I
cannot respond to your question on an international
basis, but I think that the members of our subcom-
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mittee'repognize that mere access to medical care is which was taking care of people in the extended and
only one in a long series of things thail must be nursing home mold, because under the rules an
required to insure the healthof the American people, educational institution like ours could not prOvide
that indeed geographical/access to medical care those services, and so it disappeared. I think that in

V

not the most import
morbidity and mortalit
tal concerns are mor
atcess to medical care.

Dr. Theodore R. Reiff; N
interesting and import
graphic maldistributio
phic rnaldistributiO
people who are
within our existi
term care insti
members of o
people in
Approxi
and over,
estima

t factor in determining thelfuture one would hope that as national health
, and probably environ men- in vrance evolves, the possibility will be provided so

important th geographical that we -can have extended and long terifthursing
care facilit)es as part of the educational facilities;of
the academic medical centers and their externsions,

th Dakota: There was an
t discussion about geo- Dr. William A. Strickland, Missouri: I would like to

, but one problem of geogra- - place the matter in perspective for a moment. The
has been neglected: those -,AHECs here represent about 10 percent of the

geographically maldistributed, medi.oef schools in the United States, and I suppose
g communities, by being in long about 5'percent of the geographic area of the United

tions. This applies to a lot of young States, and even where we have. AHECs, such as
r population and 'to a great number of ours in western Missouri, the funding we h'ave to

ur population who are 65 and over. work with represents about one penny for every 10
ely 5 percent of the population aged 65 dollars of heap care enterprise expenditdre. I think

at any one time, is in a nursing home. The there is a limitation on what the AHECs can be
s are that 25 percent of all older people will, expected to accomplish in this perspeCtive.-

at one time or another, end up in a nursing home. 1Nhere we do have Area Health Education Center
Ahd yet, none of the discussions have centered I hope that we can work with the National H th
around health care deliverto those often neglected Service Corps. HoweVer, I would like to focus
areas. Senator Moss held arings in New York attention for a moment on the character of rural
which centered more on the eop spects and counties Which makes successdifficult for the corps
abUses, from the administrative point of view; of physician. In our area, we have 33 rural counties,
nursing homes. Practically no attention has been with populations from 4,000 to about 15,000. To
paid to levels and standards of medical care in expect a young practitioner to make a continuing
nursing homes. I wonder if there is any commentary impact in rural counties is,4n my opinion, a difficult
Or direction of efforts in those areas. assignment. The basic problem is the lack of

Dr. Thompson: Well,-if I may, using theprerogat supportive services and professional stimulation. I
five of the Chair, try to limit the fOcus. The thrust of would like to ask Dr. Biles if there is a perspective
the Area Health Education center programs has here on what can be accomplished when you

' been essehtially and importantly on education. We phySicians_are assigned to remote and rural areas.
know that our direct mission is not in services. Dr. Brian Biles: Well, think there is a perspective,
However, service follows educationcso I think if is and first of allf point out.that the ratios I referred to
not surprising that we have had, thus far, modest were really not counties, but were state economic
impact on problems such as health services in some areas, and they are much larger. I think' it is
of these areas you designate. Keeping our mission,. reasonable to expect adequate physician supplies in
clearly in mind. that we are aril innovative attempt at these larger areas. I think counties are probably-top
new formS of health educ
on the panel would like
just asked.

Dr. August Swans

ion, I wonder if anyone small, but the economic areasare of reasonable size.
respi to the question Secondly, are we going to"i5ut these physicians out-

there in towns of 600? The answer is; of course not.
n: I would like to make a But we have had counties here in North Cfarolina, I

comment. I think on of the things that has inevitably
molded our educe onal system has been the form of
the health deliv system, and I alluded to that
earlier. I think at one of the things that happened
with the Medi legislation was it set up a system,

/ which took the.rU rsing home out of the educational
system. It pand red to those individuals who Would
develop propr etary nursing homes. It did not.
pander or Oro ide opportunities for nursing homes
to remain wi in what_ rwould call the educational
area. In an itance -that I discussed last,night at
dinner, we FVad tolose an excellent learninglacility,

understand, of populations of 17,000 people without
a physician. I think what is actually happening
again if we get, perhaps, 10,000, 12;000, 20,00ö;or
30,000 physicians in the National Health Service
Corps, these people will not be pUt out with a single
physician in a town of 600. They are going to be,put
put in groups of fours and sixes. Maybe when we get
into the innercity areas, we will put them into The
neighborhood alth centers ir,K6roups of 10, 15, or
20. I think an we det these group -practices set,
then will need AHECs, and we will need HMOs

we will need hospital based linkages. So; I think
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it is a coordinated program, but what I sometimes reduce the levels of fundink So, if those hospitals
hoar being said, again by the medical school - that are particularly involved with AHEcs assume
establishment, is well, you know, if we do AHECs we increasing house staff expense responsibility, thorn
don't need to do anything oise. If you just give more is going to have to bo some recognition, either
and more of our scarce r`Sources to the medical fqrcod upon those" people tii/hc.'are presently
schools, wo will not need to do anything else. I just reimbursing those hospitals, or .via some special
think,it has to bo more aggressive than that. If the funding. I wonder it thorn had been any particular
resources are limited, wo have to decide how to consideration of those Issues in Congress.

,-,

spend those resources most effectively. Mr. Lawton: The House bill, a program for the
, Dr. David Kindig: Wo have just completed analysis funding of medical residency training programs in

of the first 150 Corpsmen who wont out in July, 1972, family medicine, is continued at substantially
and whose obligatory 2 years was 'up in July, 1974. expanded levels for fiscal years 1976, 1977, and
That initial process was a highly arbitrary one in 1978, et, I bpliover $40 million pOr year. That is the
terms of matching. The draft was on, and we could only medial specialty that is being funded in the
send people pretty much whore wo wanted to. Of House bill, not so much because of'a preference for
those 150 people, one-third elected to star for family medicine Over general pediatrIcs and general
another year. Of all the factors, among the People internal medicineand I certainly doMot want to got
who chose to leave, two predominated: first, a into that debatebut because of the fact that
number left 'because they had not finished their medical residency training programs in family
training, so they went back to training; and second medicine are young and need more experienced
was the. question of professional ;isolation, the lack faculty than wo havo right now, and need the
of linkage into'hospitals and into medical schools. impetus to begin and to be able to compote with
As far as the fi factor, we are trying not to take ,- ,same of the other programs.''So, aS far as family-.
people into the s anymore who -have .not 'medicine goes, yes, 'there is help on thp horizon. As
completed a resid As for the second, 'I am far as other rnedrcal residenCy trainin programs go,
going to look into e a cangement of the AHEC no, except that there is a hangover f orri programs

. program. At,least In HEC areas, we haye a way to that were initiated right after Wong! ar II to forld
reach out to corpaPe onnel and try to keep them programs inPsYchlatry. That funding I diminishing,
there. You cannot jus put them there without a and in.my'vylw, it probably will termi .te within the
syStem to support them, or you will j st be rotating '''.."- next year or two. . ,

. people through -every wo years. There is no Mr. 'Smith: Mr. Lawtonf. am I.,Oorr ct that in the
. . .

question that that is o u r s
\

AHEC portion there is provision fo stipends for
Mr. Don Arnwine, West 'Virginia: l the original reSidents?, . ..

funding for the Arad Health Educati .1 --Centers, I Mr, Lawton: Not to my knowledge, a d I read it this
believe it is correct, Mr. Smith, that th-\ funding of morning. I do1not think so.
house staff stipends was specifically p-' eluded. Is1\ 44

that correct? Dr. Biles: I would just like to sugge t that this is'

Mr. Daniel R. Smith: Partly.
Mr. Arnwine: Mostly, would you say?
Mr. Smith:Well, there were certain requi

to receive money for stipends, and some institu
received them and some did not; for di
reasons,

ents
RS-

errnt

Mr. Arnwine: Well, this is something that I a ry
concerned about if we are to achieve the goals th t, I

think were very well outlined by 'Mr. Lawton an
redistribute the house staff 'training programs
which, hopefully, in turn, will result 'ma redistribu-
tion of health Manpower. This has and will,
increasingly, place a burden on the economics of
the community hospital, and there are many; man'
pressures presently upon the-funding of community.
hospitals as they must compete with other commu-

't:nft'Y 'hospitals. There are increasing efforts On the
4' part of 'the various funding, programsMedicare;
. Medicaid, commercial insurance, Blue Crossto

really a financing problem and really
be dealt With most adequately in ter
health insurance. And I think that som
programs that M r. 'Lawton mentioned, h
take us Athrough the period And pr

r a lot of the programs until
er, lthink,is going to

ions of the nab

support
But the rea
terms of the pr
insurance bill..

Dr. Margaret Gordd-i: Le e folloW
general comme

me it is extreme
t and a questio to M

itseems to,
redognize that we annot solve all of th

ill probably
of national

of the grant
pefully, will
vide some
e getihere.
ave to be in
nal health

p with one
Lawton. It
portant to
roblems of

geographidal nialdistribution or specialty maldistri-
bution within health manpower legislation, and .l am
glad to hear Dr. Biles, now, say that some of this is
going to have to be solved through national beafth
insurance, because as an economist I see constantly
a relationship between the system of financing
medical care and the legislation through which we
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seek to influence the education of health. manpower.
I wanted to ask Mr. Lawton, because I am really
puzzled, about a national system of control and
planning of residency programs. I see a basic
difficulty there. If there is a dearth of residency
positions in small towns and rural areas, that is in
part a financing problem. Who is going to pay for
those ,residenis? And I cannot quite envisage a
national allocation system working out without
some Careful attention to the financing of the

a residencies. .

Mr. Lawton: Let me answer the question about
residency funding first, The bill does have a
provision authorizing stipends for students, basical-
'irfor houding and for food, while they are being
trained in Area Health Education Centers, as. part of
their residency training, but this provision should
not. be construed as authorizing monies for the
residency training 'programs. The response to your
question would be this: I did not describe the
legislation in complete detail because I. felt I was
going over my time. The nilmber one thing to
remember is this: The first 'thing that a medical
residency trgiping program has to be, before it can
be designated as one that may operate in the United

---tates, is that it has to be accredited, and obviously
yViu arm not going to have ! accredited medical
residency training programs 1 in towns of 600 to
10,000. You do not have the supportive services to
sustain it. Our vie is that theArea HealthEducation
Centers can be d dramatically. The main focus of
residency train' g programs-will be in ateritary care
,certter,-'but with considerable fdcus being, also,
rotating therfttsidents through community hospitals
in the smaller areas. 1did not want to imply that a
medical residency training prOgram would, be in a
town of 600 to 10,000, and that this would be the only

.place where a student would receive his medical
education. This is impossible and absurd, in my
view.

.
.

Dr. SWansop: What we are dealing with, in some
ways, as-you can see in this debate that is going on
beti4ceen the medical school establishment, and
some of :those who make policy on the 1-Iiii is, I

believe, question of where the pendulum is right
now. If one takes a. stroboscopic shot and photo-.

graphs a p ulum, you cannot know whether the
pendulum is oving up or moving dOwn It is my
view, and the view of many of -us in medical
education, that the pendulum to which I alluded
here, with the 'ncrease in aggregate numbers and
the change in pattern of specialty training, is moving
in the directiOn that is desired by all. The problem I
think we face is that many people are too impatient
regarding how rapidly that pendulum should move.
There was a discussion by Dr. Biles regarding the

fact that we have spent $3 billion, which I believe is
slightly exaggerated in medical education, and we
still have not solved the specialty distribution
problem. Well, one of the problems is, of course, that
we still have not gotten those students out of school
or out of their training programs. Today there are
about 6,000 students in primary care medical
training programs in this country, 2,000 of them in
family medicine. And 2,000 people in family medi-
cine have not yet seen the light of day in terms ofour
ability to assess what they will do to both geographic
and specialty maidistribution.

Dr. Claude W. Drake, North Carolina: I represent
the dental school in Chapel Hill. 1 would, first of all,
like for everybody in this room to know how happy
our relationship has been with the other health
science schools in Chapel Hill. And that is true, I

think, for the local AHECs as well. I think in the
beginning it was really important for us to develop
our separate programs, and we have done an

'excellent job in doing that, I believeb)t I think that
novAs the time for us to start looking t nterdiscipli-
nary training as part of the AI-(EC process. Again, I
think thirectors of the AHECs in North Carolina
approve of .this. I think if we do entice health
professionals to go .to remote, underserved areas,
and the physician opens up his office on one side of
the cornfield, and.the dentist builds his office on the
other side, and the pharmacist opens up a small
shop, how much have we really done to improve
health care delivery/ Jf you Just take one aspect our
population, and that is the geriatric population:
dentists have not traditionally cared for these people

..as much as we should have, or the way we should
have. We refer them to VA hospitals, to primary
medical centers, or we do not treat them at all,
.Obviously, we need the help of physicians and
pharmacists, and anyone else we, can find to help us
treat these people when they co=ne into our office.
They are.likely to be administered drugs or local
anesthetics, if nothing else, and subjected to a fair
amount of stress, so we need the help of everybody
to effect good patient care for these people. On the
other side of the coin, the family physicians do not
know where to refer these patients for dental
treatment. I think the only way we will ever bring
about this kind of interaction is during the training
process. It has to start there, and if it does not, it is
not likely to happen. I think AHEC is our only hope
far this to happen. I do not think it is going to happen
at the medical school and the dental school level, at
least in North ;Carolina. So, I would like to urge all of
you who are in policy-making positions to help us to.
relax the fences that we have built around our
various schools training prograins aind to help Us to
bring this about in the AHEC process.
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ROundtabie peports

Allied Health

Dr. Neva Gonzales
. Director of Allied Health

St. Cloud State University
St, Aloud, Minnesota

N.0

Each participant introduced himself to start the
roundtable. During This process, it-was found that
there were indeed a great variety of participant
backgrounds which represented many occupations
from many types of. institutions.

The roundtable leader then proceeded to outline
some national and State (Minnesota) developrnents
in the field of allied, health.

At the national level, There has been increasing
recognition of 'allied health personnel and the fact
that, such personnel function at all levelsfrom
purely technical to independent. Sorrie major issues
have been problems of role definition,' credential ing
and accreditation, as well as: AS-issues which
impin4e on all health-related workers: PSR0s,
National Health Insurdnce, Health Maintenance
Organizations, and policies regardiQ third party
payment of feei. In an attempt to addre§ these and

. other 'issues,, national allied, health org izations
were formed. Perhaps foremost among th as a

voice for allied-health has been ASAHP:Fomed by
the deans of 13 allied health sphools in 1967 as the
AssodlEition dfScdools of Allied Health Professions,
it became the American Society- of Allied Health
Professionals in 1973, in an attempt to broaden its
scope and influence: Another group which has had
significant impact is one with more limited objec-
tives: the 'Coalition.of Independent profes-
Sian (CIHP). Formed in 1970, CIHP, is composed of
the prof essional societies representing eleven types
of independent allied health professionals, such as
clinical psychologists and physical therapists.

In Minnesota, attempts on 'the pirt a! a group of
allied health educators to form a State chapter of
ASAHP, failed after one and one-half years of
discussions.. The ,coordinating functions which
would have been carried out by such a groupmay be
accomplished by another meansthrough the
federally-funded Inter-Agency Task Force made up
of staff frompie Stale Department of Health, the
State Health Planning. Agency, and the Higher
Education Coordinating Commission.

To focus more directly on AHECs, the grouj5 was
'reminded of the three original goals of the AHECs
with relation to allied health: (1) the continuing
education of allied health professionals alreadY
working in the target area, (2) providing clinical
-experience for University Health Science Center
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,
allied- health students 'in the target area, and (3)
"assisting target area educatiOrial institutions in .

developing their own allied health progipms. In the
case of the Minnesota AHEC,-the first goal, and to a
lesser extent the second, Were toeing ,realized, but
there has been little activity directed toward the`'
third. Discussion, re4olved around three topics: (1)
the need,for mole cooperation among educational-.
institutions and greater articulation of prograrris, (2)
the need kir more generally educated allied health
professlonals,Le., for a reversal (of the trend toward
specialization, and (3) the status of aCcreditation'at

-allied health programs.

The need totmore cooperation among education.-
. al institutions and gieaterarticulation of programs.
Ruth. French of the University of Illinois cited the
medical technology programs in the Chicago area
as an example of cooperation which has permitted
standardization and articulation of the programs.
Another example given was the sharingof ideas by
means of conferences which occurs within the
North Carolina and ,South Carolina system: of
AHECs. ,-

. .
,

The need for more generally °du-gated 'allied
health professionals, i.e., for a reversal of the fiend

, 'toward specialization. In the Minnesota target area,.
there is a great need for rehabilitation workers in
nursing homes and small rural hospitals. However, it
is not feasible for these institutions to hire an

., occupaponal therapist and a physical therapidt, en
the basis of patientdensus andeconomics. What
would be practiCal would be a rehabilitation
g neralist. Dr. Fairchild stated that this situation was
of unique. to rural areas, and that it is necessary in,

his large city pediatric - hospital situation to train
allied health professionals other than RT's to take X-
rays.

he status
. ,

of acdreditation of allied health
programs. The questions of 'accreditation of allie
health programs and the ability of. individua

students to gain recognition at an educational
institution for training acquire' at another institu-
tion were broughtup. Ruth French again cited the
group of medical technology programs in the
Chicago area- as an example of how the latter
Vestion m)ght be answered. Regarding the general ',.

question of accreditation, it was, pointed out that
ASAHP, along With the'American Medical Associa-
tion and the National Commission on ACcrediting,
sponsored an analysis called the StudYofAccredita-
tion of Selected Health Educational Programs
( SASHEP). The major recommendation of SASHEP
was to establish joint Council for accreditation, in
an effort to redu on and confusion in the
field.

Nursing
. p.

Mrs. Candi M. Eady
Coordinator for Nursing Education ,

Illinois Area Health EdUcation SySteni
University of Illinois
College of Nursing
Pgrticipants were asked to briefly describe the
AHEC prograin .in nursing with which ,each 'was
affiliated before addressing prepared discussion
topics.

Arizona. MiSs PoUrier spoke on the.nursing cornpo-
nent of the 'AlIEc. for the Navajps.7. Based on
Community ccinCerns, the .Navajo' Health Authority .;

established a corniaitteit a Indian RNs and 'in June, J.
-1974,- the first Annual_ Nursing Education Confer-
ence was held. Major issues were: the need for
continuing education,, problems of career mobility
and recruitment and retention of nurses. Subse-
quently, a Nursing EducatiOnffice was established
under AHEC togive consultation and participate in
program planning.

The major problarns- related to the fact that 95
percer4t of ritirses giving care to Indians are Federgl
empipyees and cannot receive educatiortal service
under AHEC'.

Thelack of educational jgfrogramin nursihgand
thergreat need to update .older RNs frorri programs
no longer in existence was stressed. There are ,

LPNs for:each RN in theregion,'whiqh demands that
LPNSpraCtice beyond their level of preparation. The'
need fcieCareer mobility. and continuing education
presents ,an insurmountable obstacle with little
financial resources and no availabie.facjoity.

-.

Missouri. Dr. Major presented the objeCtives of the
nursing component of the University of Missouri

,AHEC:
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1. "yo develop, implement and evaluate 20
workshops and short courses per year; eight
teaching packages and a list of qualified
speakers,

2. To develop placement examinations for diplo-
.,

ma and associate degree graduates, involving
all five baccalaureate programs in the region in
the hope that they will be acceptable for
advasiced placement all in five programs.

3. To provide teaching/tutoring needed for
Nurse Associates to attain a MSN.

4. To plan with the school of medicine to provide
' outreach preceptorships for Masters nursing

students.

5. To design protocol for the establishment of
" four quality assurance programs. %I'
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Texas. Miss Donna Bar Itiw described the University
AHEC area extending 400 miles along the

Mexican bcirderiln this area there are only 123 RNs..
-A, Nursing Advisory Committee has been estab-
lished end _subcontracts have been given to three
junior colleges.and one hospital. Local adifisory
cornmktteesidentify,neOs for continuing education
and faculty from the University of Texas School of
Nursing at Sari Antonio present related programs in
cooperation with the ADN programs in South Texas.
The goal' is to establish' the jranior colleges at the
educatiorial,centers tb garry on this effort after the
AHES contract ends; The University of Texas has
Progipir AssciciateSin each of three regions. These

',Satellite'. centers are located at, Laredo Junior
College, Pan Amerjean University, and Driscoll.
Foundation 'Children's Hospital.

A baccalaureate, outreach program is being
developed for RNs in the South Texas AHEC area.
ThiS is a temporary arrangement between the
University of Texas, Texas A and , I University at
Laredo, Al-tEC, and Laredo Junior, College, with the
goal of initiating a baccalaureate nursing program at
Tkas A and I. The OUtreach curriculum was
implemented in January 1974.
No h Carolina. Dr.. Booth discussed the, develop-

ent of joint funding by the N. rth Caroli
legislature to facilitate-extension of the a HEC'
of the University of North-Carolina at Chapel Hil
nine AHEC regions. Each has at least one nurse in
the regional office; Most appointed to the university
faculty and. mutually selected. There are eight
Baccalaureate programs in nursing involved in the
project. In each region, the local university work.
with the AHEC nurse as coordinator and facilit or.
Chapel Hill has immediate responSihility for .fir
level resource bakup in five of the rand AllECs, ut
Will delegate this responsibility to the rgio, as
soon as they are ready.

In Charlotte is located an outreach progant f the
Chapel Hill BSN.,program and a Masters pro am in
Medical, Surgical Nursing. Continuing ed ation
programs and Family Nurse Practitioner prod
are part of this AHEC effort.

4

Illinois. The Illinois AHEC nuring component Was
discussed by Dr. Cohen, Miss Rossi and Mrs.'Eady.
The Universitof Illinois College of Nursing
assumes reSpon ibility for this program in three of
the four governor s planning regiOns in which AHES
is involvsed. In each of these regions nursing
advisory committees have assessed the nursing
education needs and recommended program.

in Region 4, a Steering Committee has been
appointed an is advisory -to

in
Area Health

-Education System. endeavor' in that area. An
advisory committee on nursing education has also

been appointed. Needs anchresourCes were Studied
in this region and it was determined that the primary
need was for a baccalauteate completion program
for registered' nurses. Planning. began with the.
varied educationol programs in thearea to utilize the
resources already existing within the community
itself. Northern Illinois University School of Nursing'

4 had offered extension courses in the Rockford area %
`for some years. They were willing to bring the total'
baccalaureate completion pr.ogram to Rockford bar
Means of asubcontract-With AHES.;Beginning in the
fallof.1974, Northern Illinois. UnKiersity School of
Nursing began to offer three courses each semester
in Rockford, carrying credits in the NIU School of
Nursing Bachelor of Science Degree sequence, with
a major. ian 94rsing. Sixty students are pregently
enrolled. The demand is so great that, a summer
session of six courses will be held this year.

. The two diploma schools in ibis region have
developed with Rock Valleramior College a
common curriculum in the biological and physical
sciences carrying transferable credit into the

' Northern Illinois Uhiversity traccalaureate comple-
tion program.

In Region 1B a Nursingornmittee existed at the
' time the AHEC proLeat was initiated. This cornajae
decided to' align itself with the AHEC projectt id
became the AHES Liaison Committee on Nursing. A.
stu y of the need for nursing educationin Regio 1 B

ulted in establishing a graduate program in hat .

area. Peoria haS .two diploma schools of nur
one associate degree progra0, and one bac,c lau-

. reate degree program. There were no gra,i uate
programs in nursing in the area. Conseq ently,
many on faculties of existing schools of r'iursi g and
nursing service personnel involved in ,in ervice
education and administFation within the region
lacked preparation at the graduate level.

- A survey of.nurseS with baccalaureate degrees
revealed that the greatest need was for graduate
preparation in Medical-surgical nursing. he survey
datVglso indicated that obblic-healt nursing,
including family nurse Ora2titioner prep ration, as

also greatly needed.
Graduate education in ritirsinwas extended to

Peoria by the University of Illinois College of
ursing, beginning with the medical-Aurgical nurs-

ing clinical sequence. Eleven students are now
enrolled.

The public-health nursing sequence is now in the
planning stage. Students will beadmitted in, the fall
of 1975. Planning with physicians and persons in
related ,disciolines has been 'ongoing from the.
beginning SfAlhe project. In all programs conducted
by the College of Nursing in the AHES regions,
collaboration with other edUcational, institutions

.
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within the area has been essential to the success of
the project. Courses in these institutions are

I-identified which prepare, the student for admissions
into the program offered by the College of Nursing.
Students are Counseled into these courses accord-
ing to their individual needs.

In Region 3B a Nursing Committee-was appointed
to be representative of all aspects of nursing service
and education and also representative of the
educational and service institutions in the region. A
study of interest and need' resupd in establishing
on the' Champaign - Urbana University of Illinois
campus; the fourth year of the baccalaureate
program which is offered by the College of Nursing
on the Chicago campus..

Three full-time faculty members of the College-of
Nursing are asSigned to this campus and have.
planned and'are implementing and evaluating this
program. In colIaboration with regional educational
institutions, courses have been identified which are
suitable for students completing'admission require-
ments. Approximately -70 nursestare enrolled in'
these courses.

Courses presently offered at the University of.
Illinois, Urbana-Champaign campus, were reviewed
to determinedi whether or not they meet objectives of
the nursing curriculum: We are now in the third year
of the projecf and 34 nurses are enrolled. In allot the
cPurses offered in Region 1B-and 3B; appropriate
clinicsl resources have been made 'available in
collaboration with service institutions in the-dies..

4. Impactsof,program on nursing in the cornmu-
nit,es and on systems of musing education'.in
'the regions.

5. Budgetary concerns.

Dr.. Wesner , presented the nursing education
AHEG effort in Rockford, Illinois (Region 'IA). He
discussed the problems of upward mobility for

. graduates of diploma and associate degree nursing
prOgrams. The problems were presented 'of the.
Region 1A N.ursing Committee in attempting' to
identify the differences between 'Cajbabllities of
graduates of different types of programs.re felt that
nurses should be able to identify specific edutation-
alneeds so that lode colleges could meet them.

The group asked 'Dr. Wester if perlaps the
problem was that nurses prepared at different levele,,
were not utilizedaedifferent levels.

Miss Pourier stated that her AHEC's problems
Were muotyrnOre basic,a need for nursing educa-
tion pf-rams and resources-for continuing educa-

The need r an expanded continuing education'
program in the HES regions was evident from th
beginning of the oject. The University of Illinois is
committed.toe syst nro,f continuing education and
public service throug out the state and the College
of Nursing has assil ed this responsibility for
nursing, acting as an arm of theAHES, effort in the
AHES regionS. 'A faculty member of the College of
Nursing is located in Urbana (Region 3B) with the
responsibility to work with' the nursingtornrnittee to
assess needs and organize and implement a

.prograni in Containuing Education. Recruitment for
similar positions .in Rockford (Region 1A) and
Peoria (Regiorr 1B) is on-going.

Following these Preparations, the group was
referred to a list of issues.whi,ch included

1. The nursing component in relation to ttie
AHEC structure and the college/school of
nursing. 0 4

2. InterinstitUtional governance. Relationships in
the regional setting: .

3. Development of interdisciplinary activities.

-t

).

tion.
Budgetary co,ncerns were expressed. There

seemed to be a misunderstanding of. items accept-
able for :funding. One State received stipends for
students in' a special progr,am. Indian 'students
,received- schdlarships. In somee-States faculty
-salaries were covered.

er The concerns' about continuation of this effort
beyond the contract were discussed. In the centers
where. several 4ndred nurses are involved in
baccalaureate coMpletion progims and masters
p grams ver a eriod extending beyond the'
contractrflans nee o be glade now to continue
these programs. Tnegr 0' was urged to go to State
legislatureS noW continuation of these
programs beyond the AHEC. contract.

Dr. Jacobs discussed' hospitals' fears about
"overcredentialing" of nurses because costs will go
up-Miss Barlow asked if,the BSN nurse could not

0 adeqbately meet the patients' needs. --Dr.
obs ated that physicians do not accept the idea

eof th ur on the health team. Dr. Wesner Stated
that nurses cagnot tell us what a nurse with a BSN
can do be y than one with a diploma. Miss Barlow
replied t hospitals policies often don& allow the
nurse to do e can

Pharmacy

Dr. Robert A. Sandmann
Assistant Dean, School of Pharmacy

P University of Missouri at Kansas City;,

Initially it became obvious that few AHECs bad-
'.01ilarmacy compornts. Therefore, the UniWirSity of
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North CarOlina's program was describecli;by Mr.
Paoloni and subsequently the UMKC program was
described by Dr. Sandn'tann as an introdbotion to
the session and with the atilt to find common goals
and areas of. emphasis which May be applicable to

-AHEC nationally.

North Carolina A,HEC Pharmacy Program: :
.

The University of North Carolina School, of
Pharrnacy has in addition to its programs for
undergraduate and graduate students, maintained,
an active 'program in continuing education: for the
pharmacists of the State.; This has included pro-
,grams oriented tb the needs. of hospital-based
pharmacists as well ad- retain pharmacists. Irt
addition the School haactivery participated with
members of the other health sciences ichools in
preparing and presenting programs relating to, the
needs of ,nurses, _dentists, physicians and other
'health professionals for-accurate, current informa-
tion in the broad area of drug usage with all of its

4 many ramifications. is seen as providing
an ideal arena for bringing together the somewhat

rse array of health professionals having need of
curre information on drug usage. and providing an
effective rdinated program of ed ation meeting
the needs of ch group.

In" addition, the School has developed an action
program in which its undergraduate and graduate
students have the opportunity to receive part of their
training' in 'the community detting..:The AHEC
provides an ideal mechanism tor further developing
and advancing the program.. ryl of the mai oals
of these community experie les is to expand
demonstrate the rolepf the plii macist as an integral
part of the health care deliV. team by bringing his
extensive -*nOwiedgeof gs to bear on clinical
problems in a systematic d coordinated manner,

The School also sees e AHEC as providing an
, ideal arena for further a oring and developing the

role of the comiliurii -based pharmacist as a
provider of primary ealth care services in an
integral system of Irl alth care. Traditionally, the
pharmacist is often e first point of contact,of the
patiefit with the he h care sydtern. He can (and to
some extent, evej. ,riow) does serve as a portal of
entry into the ,sr em as he refers to physician's
patients who, ev, riin the early stages of their health
problems ,e phydician's attention but who are
engaging in se kinedication as a more convenient
alternatiVe. . often, in the' traditional "non-
system" the rmacist is isolated from the other

\ providers and erefore, cannot effectively bring his
considerable. kill and knowledge to bear on the
problem pre, nted.By integiating the. c.ornmunity-
based, char acists into the Primary health care
System and etter developing his CliniCal skills, he

can properly a sume a larger role in the counseling
of patients, in naging acute minor symptomatic
illness, in identif 'ng and advising oh problems of
drug incompatibility and interaction, and helping to
develop more effectiVe systems for dispensing and

t..,,adMinistering medications to patie and advising
patients on the proper and appropria ustkof drugs. .-
The AHEC can provide the framework in whictl this
role cantle further' expanded and developed.

Objects-of the Pharmacy Prograrti Include:
1.Have pharmacy students swim rotations in

AHEC. -

2. Have - graduate pharmacy students receive
. partial training in.AHEC area.
-3. Have residency- program for Past-

baccalaureate training in specialt areas "of
pharmacy.

4. ProVide faculty appointrilents for those teach-
, ing pharmacy in AHECs.

4
L5. 'Provide continuing education for pharmacists

i in AHEC and its service area

6..Provide the pharmacist, as health matters
communicator, with ability to effectively
commtnicate with patients to improve their

rnpliance with drug therapy. -

7. Develop training program to prepare pharma-
cistS to work at the community level in primary
care; under physician's supervision or stand-
ing order, provide treatment, refer patients to
physicians when appropriate, and to follow
progress of patients with chronic diseases in
maintenance drug therapy.

Develop methods of surveillance of drug
herapypracticeein the AHEC areas. .

\Recruit forpharmacy admission so as to give
vqual opportunity to women, minorities and
persons from underserved areas.

Western Missouri AHEC Pharmacy Program

The. University of Missouri at Kansas City School
of Pharmacy's Program.is divided into threeareaeof
emphasis. TheSe area were either initialed by the
AHEC or were program enhanced and expanded
utilizing these regional concepts. These areas: of
emphasis include an externship program, continu-
ing education, and a drug intirmation service.

Externship Program,

This is designed to place students in the 38
counties of WMAHEC for perfocls of 4 to 8 weeks.
Selected practicing pharmacists designat
Teaching Aseqpiates, will simervise t
student's.perfection of dispehe
tion skills. These skills a

armacy
nd commuhica-

e perfected in a variety
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of pharmacy practice settings; hospitals, communi-
ty pharmacies,, skilled nursing facilitieS, .etc. The
Student is to receive a total learning experience as
broad, as possible in keeping with his beginning
level:The prOgram is to. accomplish the following:

1: To perfect the pharmacy student's ability to
communicate with 'patients and physicia
and other health professionals concerning
medibationSand related health matters.

2. To perfebt the student's ability and skill in
processing and prescription or drug order
(receiving, checking and dispensing)
and the Use of reference material in solving
problems encountered in practice.

3. To familiarize the student with drug 'products.

4. To familiarize the student with the various laws
governing pharmacy practice and to show
how practicing pharmacists abide by these
laws.

5. To familiarize the student with third party
payment plans.

supplied at evenly spaced intervals. The packages
will be care-oriented and will review pharmacology,
therapeutics, drug interactions and adversities,
patient instruction', etc. Study packages will usually
emphasize outpatient care. Students and Teaching
Associates will work jointly through the instruc 'on
unit, reinforcing each others learning. Students.wi
bring the latest information froth' their classes at
school. Students will be able to relate situational
experiences to a formal study lesson, thus reinforc-
ing the learning nature of the externship experience.
Over a 3-year period Teaching Associatese will
complete 14 self-study units whiCh should cqnsti-
tute a comprehensive review of significant areas of
drug therapy for which the practicing pharmacist
may receive continuing education unit credits.

0

Continuing Education

Continuing' Education programs are presented in
an interdisciplinary type of prograrrming. The intent
is to prevent isolation of the pharmaciit from other
health professionals and thereby improve communi-
cations and hence patient care. In addition program

6. To shoW the student, how to use patients ming emphasizes the role of pharmacist in direct
medication records; to monitor drug usage patient care. For those pharmacist§ who are unable
and how to deal with drug interactions and to attend formal continuing education programs,
dreg misuse. . 'self-learning packages are developed and distribtr-

7. To perfect the student's ability to advise the ted by this component:
patient concerning OTC products.

8. To familidrizethe student with the procedures
'necessary to the sound managernlt- and
operation of a pharmacy.

9. *1-9` show the student the professional attitude
necessary to the practice of pharmacy, the
concern for the tient and the roles of the
pharmacist.

10.To give the 'student structured experienc
community and institutional pharmac

TO achieve thesellitems, the studen assigned
for a 4-week period to a Teaching A ciate who is
responsible for supervision of t earning experi-
ence. The Teaching Associa is to be the student's
teacher, thus, the-relati ip between them is to be
one of teacher-sty ent rather than emPloyer-
e e. Th .-T4ching Associate is responsible

That the student has the opportunity to
e to participate in and to study. the various

facets of.the learning experiences appropriate to his
practice situation. Further,°the Teaching Associate
is to act as counselor and guideto the student and
should seek to develop the student'S awareness,of
Issue& problems and -opportunities of the profes-
sion in the locality..

Study packages which Might include audio tapes,
reading materialg and study , questions will be
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Drug InforMation Service r

This service maintains eight regional, and.orie
central --d-rug information center in WMAHE8 to
provide drug information to all health professionals.
In addition the central center is currently being
utilized to prOVide extensive laboratory experience
fo tudents at the school:

Discussion

A large art f the discussion centered on the
actual ex riehce so far achieved by ,the above
described p grams. It was felt that these experi-
ences/would entually provide some insight as to
whether or not aldistribution is, a significant
problem and w her AHEC grams actually
upgrade rural hea h care.

One of the major difficu es of AHEC programs .
particularly externshi rogramswas identified as
the necessity of g mg State Board approval of the
programs in order to meet internship requirements.
This appeared to vary among States as some Boards
of Pharmacy would alloW 1 and 1/6 hdurs of internship
credit 'per hoiir of experience due to the structured
manner of the-prOgr'am, while other Boards would
not credit the programs at all.

Curriculum revision seemed to be a_oec'essary
step in providing an opportunity for the student to
participate in any of the,identilied programs. The
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revisions usuall were of major dimensions a fecting
the entire acadrmic experience. It was felt th t these
programs were much more significant in pr viding
practical experience than the more traditional
dispensing courses or "mock" pharmacy experi-

%noes.
Fiscal support of programming was discussed and

'included the topics of "Long term support of
Programs" as well as projected annual
tures.

Dentistry

Dr. Alfred C. Waldrep .

Coordinator for Dental Activities
South Carolina AHEC
Medical University of South Carolina

A number of topics Of vital concern were discussed
by participants of the .Round table discussions for
AHEC dehtal affairs. Several unique approaches to
programs and problems were encountered- and
discussed together with future directions which the
programs might take. This report is based on a topic
outline of the Round table discussions.

Types bf Programs

As would be expected, types of programs varied
with different participants These generally were

` either the undergraduate satellite clinic type of
educational experience or Oeceptor programs
Continuing. E'ducation activities constituted a major
part of the involvement for most partigipants. For
some, this consisted of programs for the private,
practititmer only, whileother programs involved

Dentistry roundtable discussion.

dental assisting, hygienist, and technician pro-
grams. One program had embarked upon a graduate
residency program in General Dentistry; however,
this .program had ii7.ist begun and no eiperience
factor was available.

Faculty and Personnel

Facultiesfor all programs, whether satellite clinics
or preceptothhip activities, consisted mostly of
clinical appointments to the involved colleges-Or
schools of dentistry, Ancillary personnel involVed
included dental assisting students, dental hygiene
students, dental technician students; asmiell as full-
time ancillary employees of the-tridividual institu-
tions. There did not appear to be any better type of
approach; however, where students of all types were
involved, a common learning experiente ensued'
which appeared to be more attracted to the individu-
al. 4

Funds and Budgets

Financial support for the, various programs
appeared to bp adequate fbr thatypes of programs
Involved, although there was some concern and
hope expressed for continued funding past the
stated contract date.

Equipment.

The types and availability of equipment-varied'
greatly since there was generally no equipment
funding under individual AHEC contracts. Satellite
clinic equipment program is generally/Obsolete to
various degrees. This .119iitation in the original >'"
guidelines necessitatedpce utilization of equipment
previously used, in sonie instances, in public health
projects, et?:

.
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Undergraduate, Graduate and Auxiliary Progra s

,These activities varzied greatly due to the indivi 'u-
al nature of the various programs as previo ly
discussed under Types of Programd. Some ad
postgraduate continuing education pro rams o
While some had programs involving hygi hists o
Approximately 'half theparticipants, hoWever,
devised programs in which all AHEC activities we e
involved: undergraduate education for astistan
hygienists, technicians, and dental students; grad

,ate education for the private practitioner. 0 e
general residency program was being developed.

4.3
coUnty, the AHEC Plait have Workedclopely With the
DirebtOr of PublO Health and his staff in the
following activitieS: -%

t R= ruitmeht if a pediatrician for the com
Oity.

2. Trainingof ublic health.nurses, including one
for rote. a supervisor. o r <-. 0

3. Organizi g the nursing service of the -health
depart ent.

4. Joihti ospital-health department efforts an
sett' up pediatric arid coronary care units
.With the hospitat.!

IViva pointed out Vat this collaboration was
made' p ssible by thatiresence of a health director
who h s a broadwiew/of public health which focuses
on the total health needs of citizens of his communi-
IY. here this kin4rof competence and leadership
are of present, tie role of public health would of
ne, essity be more 4imited. This cited the need for
A ECto foctia0,0 developing public health aciminis-".

ative leaderp0 thrbughout the. AHEC areas.
The discappOn moved to an examination of the

professional 41e of publiC health*as a discipline,
versus the r§le of a public health department. The
group agreed that the two are not necessarily
synonymo.

Ouestiohi were raised about the role of the Public
Health Departme.h t such as:

0

Current Status

All programs are function'
.at predicted capacity. Some p
expansion both of physical p
content. Without exception, all pa
the Area Health Education' Cente

and most of theniar
grams are explorin

nts and p ogo
icipants elt tha

con v ept yeas
. working and fulfilling an important role in Health
Science Education. It was felt that the m Itidiscipli-
nary progrrs were of vital importance n exposing,
students* the total health concept.: xpansion of
this concept appears warraritedi,

Future Plans

It was felt that expansiOn of al l'pr gram area76asi
desirable, particularly the health team app
where feasible. All participants w re anxious tai sae
the continuation of the AHEC ncept. It was felt
that an annual' meeting with t Asheville forrhat
could playa major role dinating our future
activities an allowing each program to benefit from
the expe nee: Of others.

Public Health

Dr. Charles Harper
Diredtor, Division of Co munity Health ServiCe
University of North Caro ina School of Public Health

The group discussion began with a 'review of the
iniolvement of

by
health in the'AHEC programs

repredented by The discussants. Only in North
Carolina and Texas, where there:are >well esta-
blished schools of publiC health, was there any such
involvement. There was an exprepsion of interest
among all discusSants as to what relationship public
health has to the other disciplines in NorthCarolina
and Texas. This led to a specific focus On the role of
public health in AHEC as it has developed thUs far in
the program's development. .

An example was cited. In one North Carolina
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1. Should it befinvolved in theflelivery of primary

2. 'Should it Unlit itself to the traditional.Rreven-
tive service with which it has been assOciated
historically?

medical care?

Some of the group felt that the Health Department
should concern itself primarily with environmental
and other preventive services rather than with the
delivery of health care directly. Others felt the Health
Department should take on health delivery functions
where there are needs and no Other resources to do
the job. - -

A key role\of public health in general Was
identified as assessment of health needs of the
commu ity, Viz-a-viz health manpower and other
compon nts of a health system. Once the assess-
ment is ade, the role `Ofipublic health is to link the
co nents of the syste6.in ways that contribute to
b er accessibility and quality of health 'care for.
citizens. There was considerable agreement on this
role among the group. The point was made,
however, that for public health to successfully carry
out the function requires an acceptandebn the part
Of other disciplines. This acceptance can come
about best by educational and demonstration efforts
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designed to show interdependencies and interrela-
tionships necessary to meet the total health needs of
people. No group, other than public health, has
either the legal or other concern for total health
needs of the population.

The area of patient and family edication was cited
as a role that pullOc health is,able to take on because

was divided in; four divisith-is, each encompassing
a geographic area of one-fourth of the state, in
which approximately one-fourth of the population
lives. The central coordinator, -Air. Gary Dunn,
remains at the university level, but each division has
an AHEC Dean who is responsible for the develop-
ment, coordination, administration and governance

of its impact on health' promotion and prevention. of the medical education activities for his area.
This task is not restficted to hospitals, extended care The factors .to be considered in the utilization of.
facilities, or nursing homes, or care in the home; but the AHEC concept and community resources can be
pervades all facets of health care. To carry out these listed as:
functions, AHEC can. provide a framework- for 1. Cost Factors. The base cost Jor building a
educating public health nurses and other profes- ospital today exceeds $65 a squaYeloot. In many of
sionals. t e suburban or community hospital*, the structure

The concept of "body politic" on community as is alreadi' present and does 'not require new
patient was noted as the manner in which public construction. A corollary, to this advantageis that of
health has been cha-ratie rized. This would embrace equipment and related hospital services'which are c,

all elements in a community which affetted the already present and ongoing, probably for several
health needs of the population. This includes health . years, and in many instances, of excellent quality.
promotion, planning for.needed resources, preven- 2. Faculty Duplication. Mosicommunities .with
tive treatment and o er services. hospitals otthe size that would lend themselves for

Finally, the gr addressed the multiplicity of medical education already have a faculty, in many
organized eff s that have a role to play in the health instances representing all of the disciplines as well
system,' uding the new legislation (93-641) which as allied health seniices such as medical social
sets up Health System Agencies. AHEC, and workerueducational psychologists, pastoral coun
especially the .public health component of it, is seling, etc. A nonexistent university hospital if
concerned with the functiOns and responsibilities constructed, would require the recruitment of a
that such agencies are given by-law with respect to faculty not present or not adequate.
health resources planning arOpevelopment; more 3. Patient Clientele for Teaching Pur6 /es. Few, if
over, appropriate relationship*" must beestablished any, indigent patients are available s teaching
if orderly progress is to be made toward improving material,. medical education today. Much patient
health manpovAr medical care is provided lby Medicare, MedlOaid,

Veterans Hospitals, Public Health Centers, Mental
Health Centers. Therefore, University hospitals in
urban areas are frequently struggling to keep their
hospital capacity up in order to supply the needs for
both undergraduate and graduate medical educa-
tion. Because-. of the under- utilization of such
hospitals, the cost for patient care becomes dispro-
portionately high. This, in turn, discourages patients
from entering these unrersity medical centers and
further, depletes°, the required teaching patient
clientele.

Patient population is now beginning to recognize
and must be further educated to accept the fact that
everyone-is potentiarmaterial to be used for medical
education at the time of illness. It has been my
experience that suburban and rural patients accept
this obligation well.

4. Teaching Facilities. In the area of primary health
care delivery, strategically placed, teaching facilities
.facilitate and are instrumental in influencing .medi-
cal students and graduates to return to thesear as
to practite their art.

AHEC concept can be and has been utilit d to
provide medical education for all members of the
professional medical health care deliveryte m. This
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Medicine

resources.

Dr. Edward. P. Donatelle
Chairrnan, Department of Farnily Medicine
University of North Dakota School of Medicine

Dr. Donatelle initiated the roundtable diecUssion
with the following introductory remarks.

The use of community resources in,the educating
process, both in undergraduate and graduate area,
and also for continuing education for the practicing
physician, was -developed in N rt Dakota with the
University of North Dakota, ho 1 of Medicine as

e base of operation. Thy medital school at the
University of North Dakota, Gran Forks, has had an
excellent 2-year scho develope ince 1905. It was
recently credentialled in 197$ for 4-year degree-
granting medicarscho$1.Flowever, the University of
North Dakota has no university hospital to serve as a
base'of operation for medical education in the
clinical years. The AHEC concept in which the State

4
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health professional 9. 4 munity includes physicians,
nurses, physician assis nts, 'nurse practitioners,
medex, underg'raduate an: raduate medical stu-
dents, as well as clinical phar . cists.

However, this roundtable focu -d on the use of
AHEC concepts in undergraduate : d graduate

training of physicians.and continuing e' cation of
the practicing physiaian. In considering a p tocol
to be used as a guide for evaluating community

,resources in relation to the previously listed
comthitment, one must make. some preliminary..
decisions..

FeO, one must decide 'at what level of education
will the community facility be involved.

1. Basic science (first 2 years)

2; Clinical sciences (second 2 years)
3. Graduate (residency training) 0

4. Continued education for the practicing physi-
clan

/
A community may well support education at

the'levels. In, the basic scienceayears, this may take the
7 fotiii of physical diagnosis, interview techniques,

introduction to patient care. In the clinical under-
/graduate area, it may take the form of supporting a
preceplarship program. I he grdduate area, there
may be developed a gra uate training program in
the community, in a . or all of the specialty
d" 'Alines. It may ve well be that an assessment,
wel designed to ev uate the resources available in
the community, co Id very clearly define whether or
not a' communi:t could support one or all of the
aforernentione programs. '

Continued, ducation for the practicing physician
usually can be developed in any community with
either the resources available or a visiting faculty
from without. . .

Other factors which may play a major role in the
desirability of a community as a teaching center
would be related to the feasibility 9f implementing a
program frani a logistic, economic, and practical
basis.

The asse iment process should follow a struc-
tured Orof col designed to obtain the ciesired
informati needed to serve as a basis "for policy-
making -cisions in regard to the use of community

'facilities' for medical education.

1. Areas to be studied must be selected.

A data gathering sheet must be designed to
include relevant items to be investigated:

a. hospital beds, types of hospital admission,
ancillary services available, etc.
clinical facilities within the community
involVed; These will include physician

facilities, medical health centers, reliablital,
tion centers, drug abuse centers;, and other,
related medically oriented facilities.

c. medical community; number and types of \
physicians, dentists, nurses;allied,persbn-
nel; medical social workers; psychits.,.
and other related health care personnel,

d. general community attitude and facility.
The question must be asked whether a
community population will support, With
the proper attitude and housing facilities, "a
cadre of medical students, facUlty and
wisiting faculty. .

3. Evkaluation of the assessment data concerning

a. raw resourcesare the resources avail-
able?

b. value of resources, are the resources of
such value that en implementation of the
program appears to be justified?

c. feasibilifyin,usi g r sourcescost factors-
involved. In rn instances, the medical
community o d charge you more than
cost effectiv ess prove worthwhile. Hous-
ing facilities may be so great that the costqf
using the community is prohibited. The
logistics in moving to and from, in certain
seasons, under certain climatic conditions,
are importarit. The faculty attitude, whether
or not a continuous sustained cooperative
venture is in,the offing.

Following an assessment of community resources
and the decision as to what level of education will be
conducted in the commtm itji, one must then develop
the progia m. irwolving both, theAmdergraduate and
graduatwi- tudent. The problems in structuring such
programs involvA the core curriculum of the
program as related to the I vel of education being
conducted; the mechani of student rotation
through the program; o jectives for the program
and methods of assessm nt. Itis well that aprogram
that is to be staridardizedthroughout the entirestate
emanate from the university medical school, as it
has in North Dakota; Tin an Umbrella fashion,
allowing for easy coordination of curriculum objec-
tives and methods of assessment in the divisional
areas.

' Dr:, Donatell indicated that in moving into the
North Dakota, chool of Medicine as ChairmagLof
the Depart nt of Family Medicine, his Ilist
responsibilit r was that of determining not only the
level of medical education with which the Depart-

-ment of Family Medicine would involve itself, but
also the rapid development of graduate training
programs practice.



The issues inOucturing such a program resolve
themselves into five different elements.

1.: Tie assessment of community resources,

a. hospital and clinic facilities for inpatient
eqUcational programs,

0, avellabilitY and attitude of community
,phYsicians for \the,,teaching process,.

b. aft(tude and, potential support of the citi-
zens relative toped1FaTeducation within

'their community

2. Site Aitectian and development of /family
pr'a'atice training centers.

3. Development of application for family practice
residency. training pftrams.

4. Facultydevelopment.

5. Curricurum development and assessmed.

The assessment of community resources follows
the same protocol as previouSly discussed. .

development of a family practice training
"center is considerably more complicated. in many.
instances physicians of the corriMunity. are threat-
ened because they think that many of their patients
will be r4wn into the family practice training center
and Nil lost to them. In the prOCess of neutraliz-:
ing this c ncern and obtaining the cooperation of
the pract physicians, one must have several
meetings with. both the lay community as well as the
physiciana in the community, all under the supervi-
sion of the AHEC. Dean of that area who is well
versed with the personalities and the sentiments
involved in the community. A site must be selectedin.
,a neutral position indicating the number of patient
clientele which are required and where they will
come from and how they will affect the community.
The hospital facilities must be closely related to the
family practice training center; which is the work-
shop for ambulatory experience in the graduate
training program.

It should be recognized that currently the time lag'
from the submission of application for graduate
training program to the Residency Review Commit-

, tee-and the final approval of the program may be as
long as one full year. It should be noted that a
process which inVolves consultant review; applica-
tion submission; site review from the residency
review team; submission of these finding 'to the
Residency Review Committee; and finally, to the
Liaison Committee for Residency Training of the
American Medical Association consumes a consid-
erable length ortime.

The development of faculty can be eased Consid-
erably by the AHEC Dean of the area being-actively
involved.

The curriculum development ,becomes the re-:
aponSibility of the departme9? chairman of the
respective disciPline that is d,eveioping a graduate
training program. In family' medicine, the family
practice training prograrr6 :are deyelopeci at the
.university level with a standardized\ structure.that
%varies, depending on conimUnity reSources.aVail-

Gen.erat. discussion revealed that 'in some in
stances there mustbe: dual appointmehts becau e

:'?of the pr.oblem of inadequate. numbera of fac Ity.
represerrting other diSC011hes that could be em-'
plCuked tite Department of FaMily Me cine.

'In many instanCes,.the surgical faculty Id be
. available *for teaChing in, family medicin and In

surgery as w' 11 as the internal, mediCI ,a faculty
vvoulp be aye' blelocteach in internal edicine,aS'
wqllas family edicine. The same wo Id prevail for

'r 'the Other:, di ciptines., If this, th , presented a
problem of obtaining this individ al as a pernrarient
rnernber of the fa.miiy pre ce
appointment arrangement mai be the method by

.Which it can be solved, i.e.havi.ng an appointment
in.internal medicine,as well ag:in family medicine..

What is important, hoWever, isi!at there 'is a
standardization of materialthat is resented to,the
resident: in, all the areaskof the relet prograrn,
regard leaspf whether the faculty member has a dual
appointment or not:*

Of second greatestiinportarrde is,the obtai ni of
a commitment by the faculty mernber and making
certain that he lives up tb 'that commitnient It is'
recogni4ed7that dual appointments, from an admin-
istrative standpointinake the organization a little'

ore difficult, but it cari be done.',The University Of
Missouri has no clinical chairmen and appciintments
in the various disciplines are related to the hospitals
and ,to thecommunity physicians where the medical'
school program is being conducted.

_
A long discussion'was held relative to thp,setting '

up of objectives and the. evaluation of the program.,
, General consensus was that objectives must- be

established; activiti,es of the preceptor and the
preceptee must be recorded and retrieVed at various
points in time by whatever system iS employed:This
data is then used tO evaluate end assess what the //
Perceptee has Obtained or theregiderg.t.6as obtained'
from' the teaching process and whether or riot the
clinical faculty is meeting the objectives.

In view of the fact that Medical eduCation deals
with inunshrinkable body of cognitive knowledge
that must be delivered, and al,o deals 'Witt the
development of judgmental skills in the
student, and in behaVioral changes of
toward a career goal,the process of educati
relate to these basic principles. In each i
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Mr. Michael' Wiednerexpresies-his vieWpolrit in tIta roundtable
discussion in medicine.

. . .,.
Area Fiealth Education Centers, with their respec-

t tive, responsible faculty, and chairmen of the
-various;departments that' deal with me-dical educa-
tion, must be interrekated and have-close liaison with

.the comNunity Physicians to use in the faculty. The
problem of preceptors and community faculty being
threatened by VIP preceptee must be .always
recognized. As the future of various programs
continue and as the use of community faculty
continues, more and more time snduld be. spent in

2 programs' serving td bridge the gap'between
academia and the clinical physic),an. Such programs
as JeIching the Medioal Educdtor and.orientation

,relative to student 6Ontact must be Ongoing and
, continuous.

In the process of developing program for educe-
7-ling the medical educator, it iS ill-advisedto develop

a program imeducation dealifig with high atademic
ideals and present this material to the prospective
faculty member at the firstexposure. This, in many
instantes, Would frighten and terrorize the prospec-
tive faculty mem.. - ane may well lose a qualified

s and goals for the
be outlined as stated
f orientation/as to the,
ember to -eitiher the

undergradUate or gr. uate medical student should"'
- be conducted. This is currently being done at the

' University of Minnesota, the University of Utah, and
now at the University of North Dakota as well as in

educator to your progra
A 'basic set of object'

T

u c at ipnal experience shOul
y many individual&,with a br

relationship nf the f Ity

6

the:North Carolina-South .Carblina-M:isSOuri
.other areas represented in the roundtable discuS-
sion. It is recognized that "the Ohysicians are not
threatened when inVolved with the first 'and second 0 .
year medical. student in courses such as medical .

interOew, physical ,diagnosIs and 'introduction to. '
patient care, but became threatened by the junior-
senior preceptee. end in the' graduate"area. . -.
, As more' and more community facul become

- involved with,,this procesd, and as,more and more ,'
ongoing support and edy.cational material is pre- .

sen,ted to the part-time acuity, the problem& of
relationship Will become I an0 less.

A strong criticism was presented to the roundtable
discussiop that not much had been said as to the
quality of scholarship, the quality of excellence and
the quality of life relative to the-medical student and
graduate student. Further, discussion clearly indi-
cated that there is a body of cognitive kncApledge
that must,be presented to all Medical stus'e-ntt. The .

second bbjective of developing judgmental skilrs
! and of changing behavior patterns toward attitudes .

leading to a career goal, which is the basis of all ,
education, must be accomplished. It was empha-

, sized that wherea in prior years medical education-
al institutions sou ht to select and graduate medical
Students; presently e emphasis is in developing an.
end product to mee thp needs Of certain,areas and
certain disciplines. Educational programs must '`'
thprefore be developed to produce such-an end
product. After this-product has been trained and
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-
educated, then a method of assessment 'es to
whether or not we have accomplished these gdis
should be available.

In the development of objectives, curriculum and
prodess for delivering this educational material,
there must be inbluded methods\of determining
behavior and dealing with behavioral problems
within the -Medical students lives and his relation-
ship to those who are serving as his mentors.

That there is no easy method available in
coordinating all these activities was acknowledged
by all.

The discussions concluded with acknowledgment
that-scholarship and excellence are. the basis of all
frog rams; that methods of assessment must be
developed' to 'Meet the needs if each individual
program; that 'the use of cpmputer'systems must be
employed in both tabulating; storing and retrieving.
what we are doing in the educative process; and that
meetings such as these are vital to the viability of the
AHEC concept in meeting th; educational needs of
the .professional medical health care teams and in
developing greater resources for delivery of medical
health care,

Evaluation

Ms. Bernadine M. Feldman
Evaluation Coordinator
University of Minnesota AHEC

The evaluation discussion group convened at 8:00
p.m. with participants from seVeral bf the national
AHEC programs. In additicin to AHEC project

*evaluation personnel: participants included persons
from ABT ASsoCiates; Pagan Associates; Dr. David
Kindig, Dkuty Director, Bureau of Health Re-
sources Development; and Robert Walkington,
Director, Division of Evaluation Health Resources
Admiriistration.

Following brief individual introductions 4 and
descriptions of the participants' project evaluation
activities, the discussion oi issues related to
evaluation evolved.

The issues disCussed included the following
'topics;

1. Purpose of AHEQ/Project Evaluation.

2. Audience of Project_ Evaluation.

3 Orientatiori and Purpose of National Evalua-
tion.

/kb

4. Relationship Between Project Evaluation and
National Evaluation Program.

- 5. Discussion and Information Exchange of
Project Evaluation Components.

6.Problems Related to Project Evaluation.

Mr. Wilkington, of HRA, described for the group
e purposes of the National Evaluation effort. The,
fl'owin'g purposes were included, among others:

1. Provide a description of AHEC rograrn forHRA.
2. As a data baSe to inform Congress and other

decision makers.

3. Asa source of informatiq to "contribute to
decisions Concerning allocation of resources.

4. As a means of increasing knowledge and the
State of the Art with reference to design and
implementation of evaluation studies.

Dr. David Kindig, Deputy Director of BHRD,
indicated additional needs related to the evaluation
effort; namely, a need to know what components of
the projects did work and at what cost; this
iiTformaticiii is necessary as input to ,congtessienel-

_committees and future decisions related .to %Pe
14ealth Manpower issue. Other issues,which wOre '
briefly disCussed included:

. .

1. Need for a resolution that planning for a
residual impact study of AHEC pr8jects begin
presently, for implementation 3-5 years heribe.

'2, The use of nagement In'formation System
format as a da a base for evaluation.

S. Problems felat to OMB Clearance of data
collection instru ents. \

4. The need for pl. ject evaluation people to
initiate and maintai a mechanisM! inforrna-
tion exchan e and eneral comm ation.

As a first' ste , the fo, lowing list of persons
involved with project ev luation ac ivities was
prepared and distributed each part i 'pant.

Cal M. Ahlstron
PrOject Director
C.E. Pagar'AsSocrates
26 Wes25th treet

./baltimore, Ma land 21218
Freda Bush
Associate Director
Nurse,Midwifery Program
U. of Mississippi Med. Ctr.

- 2500 No. State Street
Jackson, Mississippi 39216

ti
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Jo Ann Cannon
Coordinator of 0..
School of Public Hea
University of HI. at Me .Ctr.
P.O. BOx 6998
Chicago, Illinois
(312) 996-5522

Alan P. Chesney
123 Keiler Hall
U. of Texas Medical Branch
Galveston, Texas 77550 -

RObert Duncan
Chief of lanning and Evaluation
Medical University of South Carolina
80 Barre Street
Charleston, South Carolina 29401

Nancy Dunn, AHEC Evaluation
School of Medicine
University of North Dakota, Box 80
Grand Forks, ND 58201
(701) 777-3017

,

James. A. Edwards
Administrative Assistant

,--Medical Education
South Carolina AHEC

Bernadine Feldman
Minnesota AHEC
Suite 4308, University Park 'Plaza
2829 University Ave. S.E.
Mi polls, MinnesOta 55414
(612) -3350

. Robert Koeing
North Carolina AHEC
Schbol of MedicineUNC
Chapel Hill, North Carolina 27514

flames C. Leist
orthwest AHEG

Bowman Gray School of Medicine
N Winston-Salem, North Carolina 27103

(919) 727-4228

7
Karen Seashore Louis
Tufts-Mhine. AHEC
Department of Sociology
Tufts University
Medford, Maine 02155

,-.
J. RandelliVicCutcheon
Dirftpt6'r' of Continuing Education
West Virginia University Medical Center,
Charleston Division
P.O. Box 2867
Charleston, West Virgin

Gary L. McMahan
Western Missouri AHEC
Sr, Systems Analyst
2220 Holmes
Kansas City, Missouri 64108
(816) 421-3077 .

Donald C. Pearson, Jr. -
South Carolina AHEC
McLeod Memorial Hospital
145 West Pheves
Florence, South .Carolina 29501

Daniel B. ReCrner, Assistant Director
Mountain AHEC
509 Biltmorem Avenue
Asheville, North Carolina 28801
(704) 258-0881

Tom Stewart
Di rectd?, Reseercfr& Evaluation- -
Box 643
Navajo Health Authority
Window Rock, Arizona 86511
602) 871.4831

It Was readily apparent from the character of the
discussion, as well as the limited time available at the
\conference, that many, of the issues of concern to
evaluators could be discussed in a cursory manner .

nly. A more substantive exchange would require an
tended period of time; for this reason the

s 'Weston of a 2 or 3 day meeting AHEC evaluation
pe nnel was entertained. Due to the lateness of
the ur, the group decided to reconvene, at 4:00i'!, z
pan. ' turday, April 26, 1975.1-

,

,,,
.

The i'--turday meeting resulted i a cle/cisidn to
investigd

,

. the possibility of a meeting of evaluation
personne it corzferation'with Mr.,Robert Walking-
ton of HR \To Stewart, New Mexico AHEC; Alan
Chesney, th Texas AHEC; and Karen Seashore
Louis, Tufts aine AHEC,.volunteered to work with
Mr. Robert kington of HRA to investigate and

deVelop plans this meeting.
.

. A final issue r "used during this time related to the
absence of repre tation of AHEC project evalua-

. tion personnel on e Advisory Committee for the
National Evaluatio oject. Mr. Walkington indicat-
ed that this sitUatio ould be remedied soon.12.4
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Roundtable discussion on evaluation.

Conference ParticiOnts

California

Dr. Edwin F. Rosinski
- Prolesscir:-Schoel fMediveicte4-1

University of California, San Francisco

Illinois

Dr. JoAnn Cannon .-

Coordinator of Organizational Development and
Review

Illinois AHES

Dr. J.D. Clemmons
Director -of Educational,Services and Special
;Programs

University of/III,inois, Peoria

Dr. Felissa L. Cohen
Assistant ProfessOr &Nursing
University of Illinois, Peoria

Mrs.. Caro' Eady
Coordinator for Nursin Education
Illinois AHES

Paul FIT Francis, D.S.
Associate Dean
SAMS
UniVersity of Illinois Medical Center

Ms. Ruth M. French
Associate Dean for Academic Affairs
School of Associated Medical Sciences
University of Illinois Cdllev of Medicine

Dr. Jerome J. Hahn
Associate Dean, College of Medicine
University of.Illinois

Mr. Hairy Hestand'
Director, Contract Servicei

,Illinois

Dr. Karl J. Jacobs
President, Roc Iley College

Dr. Roger W Lon%r
Staff Associate for Educations! Mobility
University of Illinois, Peoria

Ms. Katherine Loomis
Curriculum Coordinator

Dr. James McGill
Associate Director, Health Affa:Ars
State of Illinois Board of Higher Education

Mr. Marshall W. McLeod i.

Regional Coordinator, AHES
Rockford School of Medicine

Ms. Harriett M. Rossi
Nursing Administrator'
1.11inois AHES

Dr. Richard J. Schimmel'
Associate Dean, School of Associate Medical

.Sciences
University of Illinois

fir. Michael J. Svob
Dean of Instruction
Illinois Central College
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Mr. Gordon E. Wesner
Vice Pr8sident and Dean
Rockford College

Dr, Thomas.F. Zimmerman
Project Director
Illinois AHES

Minnesota '

Mi. Bernadine.M. Feldmanl
Evaluation Coordinator
Miinnesote AHEC

Dr. Douglas A. Fenderson
Director, Continuing Medical
University of Minnesota

Dr. Neva Gonzalez
Direct& ofoAl lied. Health ,

St. Cloud State University
Minnesota

Dr.*Radger Kollmorgen
Department of Psychiatry
University of Minnesota

Mr. David A. Lee

Education

.

Eiscal Coordinator, Continuing Education
600rdinato;

Minnesota AHEC

Dr. Edith Leyasmeyer.
Project Director
Minnesota AHEC

Franklin,
Director, Grants and bantreats
University ofMissouri °

Mr. James K..Lakey
Senior Fiscal Officer
Western Missouri AHEC

Dr. Alice Major . -

Director, NursinwPrograms
Western Mieiowi AHEC

'Mr. Gary L. McMahan
Senior Systems Analyst
Western Missouri AHEC

Dr. Richardson K. Noback
r,

Dean, University of Missouri, Kans7 as City
School of Medicine

Mr."Albert S. Pasini
Assistant DirebtOr, Continuing Education

'Component
',Western Missouri AHEC

Dr. Robert. A. SandmdiFi
Assistant Dean, School of PflarmaDy
Pharmacy Compon hector
Western Miss°. HEC

A. Strickland
Prpj t.Mministrator

tern Missouri AHEC

Dr. Manfred J. Meier
Co_ drdinator, Health-Scienees- Allied. Health

Professions
University of Minnesota

,,Ms. .Mary E. Petersbn
Quality'Assurance Coordinator
Minnesota AFIEQ\

Missouri

Mr. William A. Berry
Assistant BusinesOfficer
University of Missouri, Kinsas'
School.of Medicine

,

Dr. Harvey C. Carlson
i r, School of Dentittry Component

Western issouri A1156

Dr. Robert C. Fairchild , .
Director, Children's Mercy Hospital Component
Western Missouri AHEC°

vie

New \Mexico

Dr. Alan B. Goodman
AHEC DirectorAlavajo Health Authority

r. Charles--M-Kaltenbach
ssistant AHEC Program Director

Navajo Health Authority -/
Ms. Lydia.M. Pourier
Director, Office of Nursing Education

avara Health Authority
..

Mi. Thomas J. Stewart
Director of Research and Evaluation
Navajo Health Authority ..,

Dr. William H. Wiese
Project Director
New Mexico AHEC

North Carolina(

Mr. John- R. Allen
Associate Director
Charlotte AHEC .



Mr, Thaddeus Allen
Internal. Auditor
North Carolina AHEC

Mr. Ho Ward Barnhill
Director, School of Public Health

AHEC
North Carolina AHEC

Miss Audrey Booth
Director, Statewide Activities
School of Nursing
North Carolqa AHEC

Mr.'fyloses Carey
Asscciate Director
North Carolina AHEC

Ms. ,,E. Louise Clark
Nursibb Director
Greensboro AHEC

'Mrs. Sally Council
AccOuntant
North Carolina AHEC

Dr. Cladde W. Drake
Denial Coordin tor'

. North Carolina AHEC.

Dr. Donal Dunphy
Pediatric,Coor tor
Noyth,'Carol' AHEC

Mr. lam C. Friday
!dent

niversity .of North Carolina

Dr. Christopher C. Fordharn-
Dean, Schoo'nf Medicine ,/
University of North ,Carolipa

Dr. Brya;ii-LT-Gattata
Director
Charlotte AHEC

Mr. A.K. GutSe
Director of Education
Wilmington AHEC

br. William B. Hall
Director
Fayetteville AHEC

\
Dr. Charles Harper
Associate Dean, School of Public

aith
ity of NorthCarolina

Mr. John Hartman
Associate Director
Area L
NC AHEC-Program ,

"Dr. Eric W. JLnsen
Clinical Scholars Program
University of North Carolina School of Medicinq

Dr. Archie JohnaOn
Chairrnan., Committee on graduate and Under-

graduate Education°
North Carolina AHEC

Mr. Vincent Fl"..Kaval
Associate Director
North Carolina AHEC

Dr. John C. Key
Director
Raleigh AHEC

Mr: J.Robert Koewing'
Associate Director
North Carolina AHEC

Mrs.Barbara Kramer
Assist4nt to the Vice Chancellor for 'Health

Scivices -

University of North Carolina; Chapel Hill

- Dr. James C. Leist
Deputy Director
NorthwestAll,EC.:..

Mr. Dewey M. Lovelace
Director
Wilmington AHEC

Dr. Eugene S. Mayer
Deputy Director,
North Carolina,AHEC

Dr. John A. McLeod
President, Board of Directors
Mountain AHEC

Mr. David. Metz
Associate Director
North Carolina AHEC

Dr..Emery Miller
Director
Northwest AHEC
Mr. Stanley Morse
Assistant Director for AHEC Programs
1Duke UniversjtV Medical Center

Mr. VerloneWman
Associate Director for Adminiiiration
Fayetteville AHEC
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N, Mr. Claude U. Paoloni
`',Director, Pharmacy AHEC

North Carolina AHEC

Ms. Sharoil Parker
. -Medical Technology Resource

North Carolina AHEC

Dr. Simmons PattersOn
Director
Eastern AHEC

Mr. John A. Payne
Associate yirector
'North Carolina AHEC

Dr. C. Glenn Pitkard
Medical-Coordinator, family Nurse Practitioner

Program )"
University of North Carolina

5

Mrs. Faye C. Pickarsi
Chairman, Department of Nursing
North Carolina Memorial Hospital

Mrs. Shirley, P. Powell
Reseircll Ag istant
North Ca'rolina AHEC

Dr.!Le ard Rabold
Director
Greensboro HEC

Mr. Daniel Reimer
Assistant Direct
Mciurilain AHE

'Dr. Cecil S =ps
Vita Cha ellor for Health Scienced
CrOyersi of North Carolina, Chapel 'Hill

N
Dr.,,,Evin H. Sides
Director, Medical Teaching Service
Wake Memorial Hospital, Raleigh Al-IEC

a.

Dr.. Henry S. M: Uhl
Director
Mounta AHEC

Mr. Joel E. Vickers
Deputy

Joel,

Eastern AHEC

Mr. Richard Weisler
Student, School of Medicine
University'of Nol-th Carolina

Mr. Glenn Wilson
Program Director
North Carolina AHEC

North Dakota

Dr, Charles M. Cargille
Assistant Dean
University of Norih Dakota Schoolof Medicine

Dr. Edtrd Donatelle
Chairma , Department of Family Medicin
Univerdity of. North Dakota, School of Medicine

Mr. Gary'F. Dunn
Project Director
North Dakota AHEC'

Mrs. Nancy J: Dunn
Evaluation Direttor
North Dakota AHEC

Dr. Keith. d. Foster
Director of Southwest AHEC
AsdistantDean of the University of North Dakota
School of Medicine

Theodore R. Reiff, M.D.
Professor of Medicine, Director of Health Education
University of North,Dakota School Of Medicine
brand Forks, ND 58201

Dr, John W. Vennet
Acting. Dean . .

University of, North Dakota School of Medicine

PIA

South Carolina
7-

Dr.,Robert C. Duncan
Chief, Planning and Evaluation
South Carolina AHEC

Mr. James A. Edw ds
Administrative Assistant

-Medical Education
South Carolina AHEC

Ms...Addy Kloepper
Director, Nurse Practitioner Orogfam
University of South Carolina

Mr. Creightort Likes
Assistant Administrator
McLeod:Memorial Hospital

Mr. ger H. McCants
Dap% -to the Associate Dean for Extramural

Programs *

Medical University of South Carolina/
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Dr. James A. McFarland
DirectOr Education for Internal:Medicine
Richland Memorial Hospital



Ctr. Dana C. itchell
Director of 11.4edical Education
Richland M rnorial Hospital

Dr. Loren F. farmely
Director, M ical Education
Spartanbur General Ho'spital

Mr, Donald Pearson
Director of ducation
McLeod MeMOrial Hospital

Dr. William W. Pryor\
Director of Education
Department of Internal- Medicine
Greenville Hospital System

Dr. Raymond C;Flamage
Director of Medical Education.
Green9le Hospital System

Dr. Allen Smith
'Associate Dean, College of Medicine
Medical University of South Carolina

Mrs. Theo Thomas
Nursing Coordinator for Medical Educatioh
Spartanburg General Hospit".1.---

Dr. Robert D. Towel)
C I i nical'Psychologist
Spar'eanburg General Hospital

Dr; Alfred O.,Waldrep
ental Activities Coordinator
outh Carolina AHEC

Mr. R Bert Watkins
Student oordinator
South Caro AHEC

Dr. Michael' Weidner
ProjeCt Director-'
South Carolina AHEC

ft.

Dr, W. Dan Young
Director of Education Surgery
Spartanb rg, Geper I Haspital

Texas

Ms. D y na
Asso ate Program Direct r for NUrsing

AHEC

Mr/Julian Castillo
Di ector, Division of Healt Related Professions
Pan American University

Dr. Alin P.'Chesney
Evaluation Specialist
University'of Texas Medical Branch, Galveston

Mr. Thoma4eliganis
Dean, Occupational and Continuing Education
Lare,do Junior College

r. William W. Schottstaedt
Project Director
Texas AHEC'

Tufts

Dr. Albert Aranson
Chief of Internal Medicine
Maina Medical Center

Mrs. Emetic! S. Born
Project Administrator
Tufts AHEC

N. Dr. Joseph J. Byrne
Resea(ch COordinat9r
Tufts University Scho,olof Medicine
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