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Purpose of the Conference = 7
| | v |
Eugene S. Mayer, M.D. . : : :

Deputy Director, North Carolina AHEC X
- 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
E Program (AHEC). The meeting ,was jointly sponsored by the eleven
. universities holding Federal contracts for the support of AHEC through the
- Bureau -of Heaith Resources Development (now the Bureau of Health :
Mappower) of the U.S. Department of Health, Education, and Welfare. s

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 programs in AHEC settings.

-For this reason the project directors arranged the meetirfig described in these
proceedings torconsider issues relating to decentralized and regionalized —° ,
health professional education. The majority of the participants were faculty
and staff from AKEC settings in various parts of the country’ who, it was
believed, could benefit from sharing program experiences and'probléms with

“each othe. - Cee oot
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The eleven ,sponsoring"universitiesvwere:

- Tufts University - ¢
West Virginia University / .
- The University of North Carolina, Chapel Hifl '
3 The Medical University of South Carolina /
The University of Illinois T .
The University of Minnesota B oo
The University of Texas Medical Branch at Galveston 4 .
- The University of New Mexico ’ y - SR ) | =,
. The University of Missouri .~ : , : e
*  The University of North Dakota .
The University of California, San Franciscg
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. The specmd purposes and functlons ‘of the Area
Health: Education Centers Program (AHEC)-and the
method by wh|ch contracts.for their establishment
were awarded are e?(plalned at some length in the
publlcatlon, “Area Health Education Centers”,
» DHEW Publication No. (HRA)74-7. Briefly the AHEC
Program is a éystém which links health service

organizations and educatlonal institutions in com-

munity settings to an-academic health science.

center in order to mget regional and local health

manpower needs through decentralized and reglon—
-~ alized educational programs.

' Eleven medical schools or academlc health
sciencs'_1 centers, under ‘contract with the U.S
Department of. Health, Education, and‘ Welfare
through the Bureau of Health Manpower have joined
through subcontract with oné or more community

g - 'hospitals some distance away to provide education
and training in areas whlch are in need of health,
spersonnel. These regignal community hospitals (the
-AHEEs) in turn form affiliations with other hospitals,
health seere agencies; and educational institu-
tions throughout defined geographic area to
conduct the neede heaI}h m@power development
programs. /

[ v
The major purppse,s of the AHEC program are to:
. Increase health manpower in areas where it is

N equltable distribution of health manpower; .
-2. Improve the. balance -between - primary care

Walty—ornented health manpower;
. 3. Decentralize medi'é‘at:»ducanom both to make

it more wndely "avaiiabie geographlcally and
. make rste"of existing clinical facilities;

hd 7

Q A , .-

4 in short supply and aid in developlng an -

" on AHECs he

- Educatioh, and Welfare. - e .0 &

// . - /
. ) )
‘4. Establish Imk ges amobng e€xisting health
_educational and cli ical institutions/ and
related institutions rowdlng educatign and

« «training in the heal/?fleld’

5. Involve health science centers lr}t?

develop-
programs -

ment of mtegra(/ed education
which mclude a// yriety of departments;

6. As a by-produ of the educatlonal programs
which the -A ECs qevelop, lmprove health
ser\gces in the scarcity areas. S

The AHECs fuhded‘a nder  this program ‘are
adaptatlons of therecompnendationsin the October,
1970 report- of the Carnpegie Commission-entitled
“Higher Education and the/Nation’s Health: Policies
for Medical an Dental /Education.” The original
legislative authorizatiori for this program is in ..
Section 774a /of the /1 ‘[ 74 Comprehensnve Health
‘Manpower Training / >

- It should bg pointed out that other adaptatlons of
the Carnegle madel ;rje being attempted under other, ,

ious agencies and programs
including the Veter nsAdmrmstratnon_,theReglonaI
Medical Program,” and some State programs. .
Although there are points of interface between these .
various programé and the AHEC program, only the- -
activities of thefﬁHEC Program funded in partby the

Bureau of Health Manpower are the subject of these
proceéding§ .

*This descriptior{ of the AHEC Program is abstracted from the
introduction to I e proceedings of the first National Conference, .
d in St. Louis May 17-18, 1973. This ‘earlier
introductioh vfas written by Mr. Danigl Smith, now National
Coordinator, Area Health ,Education Centers Pragram, of the
Burea® of Health anpowar of the Department of Health, DAINS

. / ' . '
Y




Conference Summary

Dr Eugene S. Mayer A .
Deputy Director, North Carolina AHEC _ - REEE

Conference Coordinator ‘ . . . .

i

-

k A summanzatnbn of this 2% day Conference could‘ "~ care system by focusing on the tra|n|ng -
never do justlce to the invaluable contributions : of primary care manpower .

' made by each 6f the speakers, by the audience, by . ‘3. To create an edt onal system which
the roundtable participants, and by those conduct- s, ,maximizes the -of - existing “clinical -
ing “corridor conversations.” / However, several -, facilities and exigting educational institu- -
themesswere apparent to me thfougheut the formal tions'in a geograrsw'c\rgggh so as to aveid
presen#z:tlons which | believe/ can be considered. " the socially nonprodu prolifération of - = -
“under three general headings namely ‘ e ’

. more university health science centers
1. A'reaffirmation of the g als and principles of (UHSC) than are feally needed. -

the AHEC Program. . B. Institutional Goals- ° : Ty

- 2-An updated -review jof some of AHEC's 1. To Yevelop effective partnerships betweeh |
) . accomplishments and/associated problems. UHSCs and community hospitals (AHECs) . |
- 3. A considération of sgmé mental issues : “which offer real potential for institutionali-
which require continuing atteftion if the . zatlon upon cessation of federal funding.
AHEC Program is to reach its goals and " * 5 To examine the hypothesis ‘that such
continue to receive public support. - ‘ partnerships can maximize the impact of
/ ' ‘ o k - o the educational processonthebroadsocnal ‘

The Goals and Principles of the AHEC Program . goals of the program. -,

We owe special thanks t& Dr. Gordon who 3. To test thls hypothesis in a manner wh|ch
effectivelyset .the stage for the, Conference by - ch,’f'n';ﬁsptge'ther the quality of the
réminding us. that the AHEC concept'is an out- ' ed_ucatu_) grams .Of the university or
growth of the October, 1970, report of the Carnegie - ?he.paftlent ‘care servrces/ of communlty‘
Gommission entitled, *Higher Education and the - . Institutions.” /. '
Nation's Health: Pglicies for Medical and Dental C. Educational Goals ' /

Education,” which subsequently found legislative
expression in the Comprehensnve Health Manpower institutional educational .system* as' an

Training Act of 1971. From her cgmments and those . exciting new classrodm and laboratory for
of several of the speakers Who referred both to the . "~ e é/ y

1.'To use the snewly 4stablished multi+’

, original Reqwe’st for Proposals from the Nati health sclence stydents from both the -
i ; ~ 2 UHSC and from regional educatlonal insti-
Institutes of Health, which led to the 11 Federal an 79l t :

. /e
AHEC contracts, and to the goals.agreed to by the . tutions. a
eleven projects in earlier. national meetings, there * 2. To provide studen&drom the, UHSC not
areat least three broad, goal categorles for’ AHEC R only with innovativesducational progfams. .
A.:Broad Social Goals , / - in a community setting but also with .
oy ' ;@ . exposure 10 the. communlty itself so as to
1. To increase the supply and ta lmprove the s ; |ncrease/(he likelihoo@ that the student will
geographic distribution of health personnel ¢ . .choase a career of practicein a commumty
. ofalltypesthroughthe educatuonal procéss . setting.- ; : ©

and through a genéral improvement of a - | dttempting to link the educational procass to
region’s professional environment. 'the €ommunity’s needs for health manpower,-the

+ +2. To improve the imbalance between . firstfour panels served to remind us of the principles
eralists and- specialists in"~ the - eaIEh 'under]ymg the AHEC approach. suggested by the

e ‘ e D . ' ~
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Qamegie C@mmasau@n Tho principles whi@h can Be
- identified trom these panels are:

1 The‘AHEC Program is a pregram of health

manpower education and training. It is, per o,

. not a pragram of hiealth services erganization

%d delivery, community health planning, or

health earo quality assurance, although it has
appropriate links to such programs.

2 Alth@ugh its overriding social ‘concern is to
improye the geographic and specialty distri-
bution of health manpower, the AHEC Pro-
gram will_not, by itsell, solve all distributin
problems. However, AHEC is better viewed as
a critical’ piece-of the national solutio;{as it
represents a prograim which assures\ that
established health educational and health
service institutions will assume their appropri-
ate responsibility for contributing to the
. hational solution. We are indebted te Dr. Biles

- forthis opportunity to reaffirm our relationship
to the various approaches needed to effect a
- national solution. , e

N 3. Thekey factor Iinkmg the educational process
to the geographic distribution of health
manpower is the impact of the educational

- .

., process Qnthe professional environment of a-

L commum.ty This impact relies upon several
operating pnncnples which are fupndamental to
AHEC., _

- Decentralizeg eddcatfbnal p‘rogram's:\ Pane|

- +#1 . indicated that the education

and training programs of the UHSC must

v - reach community settings if we are to

- improve the climate for professional prac-

/ : tice and decrease professional isolation.
A This panel indicated that AHEC offers the
- potential fof providing significdnt educa-
: tional opportunities for UHSC students,
- including néw health roles such as the
) nurse practitipner, in community spttmgs
/ 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.

% - zation implies a new partnershlp between
: the UHSC and the regional center (AHEC)
whicfi recognizes that considerable auton-
< omy in defining and mplementing educa-

: . tional programs ‘rests with the regional
1 center..Panel #3 made further referencesto

which |- will consider‘ again later.

L Reglondhzed Educatlonal Prog[ams Panel

L3
Q

,[c’/ B

ch %

“Finally, the panel indicated that decentrali- *-

the issue of autonomy and governance

L - .
#1also indicated that an essential aperating
. pringiple of the AHEC Program is the
development of a network of relationships
which link'the UHSC to a limited number of
regional centers (AHEGs) which, in turn,
assume direct responsibilities for edueca-
tion and training programs that reach into
surrounding ecommunities in their defined.
servige areas. These arrangements notonly
presgnt the UHSC with a manageable
number of communlty affiliations but also
increase the likelihood that focal health
manpower Tieeds will be met through a ¢
nearby regional center.

[ - Mult:dis‘czplmary and Interd:sciphnary Ap-

proach: If AHEC is to improve the regional

_ environiment for professional practice, it .
must assist in the development and mainte-
nance of well qualified hgalth manpower of

" all types. Panel #2 clearly demonstrated
that the AHEC Program offers the opportu-".
nity for health manpower education and
training fora variety of health professional

- and nonprofessional roles. It also indicated

" thatthe AHEC might offe§1 more favorable
environment for interdisciplinary education
than has the traditional- UHSC.

— The Continuum of Education: It seems

- clear that if thg,professmnal environment of
\ . aregion helps to‘influence the distribution
' _ of Health manpower, thén :educational
‘programs throogh the AHEC must not be’
limited to university students. Panels #1 and

#2 demonstrated quite well that the mational

AHEC Program spans the' continuum of -
.education, including undergraduate health

“profgssional 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-

eﬁrs counsellng ~

_ 4. Tgekey factorlunking tmeeducatlonalprocess

to the specialty distributior®f health manpow-
eris aredirection of our educatlonal process

and ‘training  programs oriented to primary
- care. All four panels demonstrated that the
AHEC Program has allowed for a dramatic
increase in -thé primary care traihing: of
physicians and panel #1 further reminded us of
the potential for tralmng nurse practitioners
.- and physncnans associates in regional and
‘ ’community settmgs through AHEC -

.

F-3

" _ td include a greater emphasis on education e




S Althoughecach of the four preceding principles
are timely and consistent with helping to meet
the health care peeds of underserved commu-

. mties through the educational process, they
require firm commitments of long duration by
the university and the regional centers if they
are to influgnee the supply and distribution of

- health manpower over time. Panels #3 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 organizationalgstructure which

provides 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 #3 and 44 are as follows:
b ‘ .

— Fhat the primary responsibBility lies with the
. UHSC. It was pointed,dut that programatic
' respi;sweness to I:‘)ﬁ needs and accoun- .
tabili
- Federal requirements for quantified perfor-
mancé 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 bieen allocated to the AHEC Program.

— That tt{e 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 fesources of the communlty needed
for health manpower education and train-
ing.

— Thatthe AHEC assures its reglonal focusby -

working with a muilti-disciplinary, multi-
mstntutlonal advisory committee drawn
from its ‘geographic service area. Opera-
_tionally it conducts regional programs and
utlizes additional clinical and educational
resources through subcontractual relation-
ships with smaller community hospitals,
other healt agencnes. and local education-
! . al institutions.

— That the total program represents a part-.
nership between the various health disci-
plines, although itis usger asingle program

“directory at the UHSC which insures a
coordinated approach to the development

of education and training programs fora

s variety of health manpower.

for this performance are based in

- rize thi
. probl

»

— Thadt through these organizational pringi-
ptes the total AHEG program is well
grounded in established institutions which
can be held accountable over time. 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 Indieated 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 discusslons Is that the program does not
exlist in a vacuum and has not been imposed
upon 4 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

. belnfluenced by it. As such, although acritical
* & plece 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. -

3
t , -

Program Performance and Problems In the AHEC
Program .

The remainder of my remarks will be relatively
brief. | 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 riianner. In addition, ™

in his panel pnesentatuon Dr. Noback wysely

challenged us to consider the gengric issues

developed in this Conference. | hope | have done
some justice to his request.

Each of the panels and the various \roundtable
discussnons are replete with examples of the
programmatic accomplishments of the various
AHEC projects. Since | could not begin to summa-

hese accomplishments and their, associated

.| commend-you to the written summaries

of each of the panels and roundtable discussions. |
would like to point out, however, that one cannot
help but be stryck by the fact that the AHEC
Program is not only a physnman oriented program.

’The accomplishments of dentistry, nursing, phar- -

macy, public health, and a variety of allied health
fields isa test:mony to the wisdom of the Carnegle

Q ‘ : - 14 »




Commission and the federal government in ¢hoos-

ing the AHEC approach as one method for imgrov-

ing the total professional environment of a commu-
“nity.

Future Considerations
* Throughout the Conference | was reminded of

. fourissues requiring ¢onstant 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 ALEC Pfogram
The first reminder is that there is the need to
assure a partnership relationship at several levels.
This begins with Federal and/or State government
ahd the university. The UHSC must not only commit
itself.to a lgng term effort, but government must
likewise commit itself to a program which has a
constancy of goals and objectives and.the security
of funding based upon program performance. Such *
constancy and commitmentare critical if education-
al institutions-are {o attract the faculty and staff
needed to carry out the AHEC Program and if.
-enoughtimeis to be allowed to determine the impact/

of educational programs upon the problems of

?

health manpower supply ahd distribution.
. Inthe context of partnership, | was also reminded
. that the AHEC program must not be:content with
relationships between the university and the. AHEC
alone but must encourage agrowing and entahgling
- partnership between the AHEC and other communi-
~ ty, hospitals, héalth agencie$—and educational
instltutlons as well as with other major public efforts
such as the National Health Service Corps, the
Emergency Medical Service, etc.
A second reminder for thgfuture is that although
_ partnership is important, it is only a process. The
AHEC Program must be concerned with specific
pregram performance and outputs in.the area of
manpower supply and distribution. We are about to
enter-our fourth. year of activity, and although®Mr.
Lawton appropriatelyobserved that itis too early to*
expect tangible autputs in. ‘health manpow@®r supply .
and distribution, he cIearly indicated that the U. S.
Congress will expect such evidence after several
more ye rs - -
‘The Conference has’ served to indicate that in
terms 'of - educational program_performar)ce. the
nationai AHEC Program- is- making substantive

A progress. As measured by the numbers and types of .

. students, residents, and practitioners receiving
educatlon and training through AHECGC networks, our

°

EKC R T

wll Toxt Provided by ERIC

performance is reassuring. However, at this early
date we must recognize that we really y have little
evidence to suggest that-we 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. Ingthis context, we owe Dr. Galusha a
special vote oﬁ&\anks for having indicated how the
AHEC centered,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 egd polnts represent the public's real expecta-

" tions of our efforts. Hopefully, in three or fouryears,

Dr. Galusha can report to.us that AHEC has had a
similar influence in all 11 counties of the Charlotte
region. v

The third and fourth reminders that were brought

“home. to me throughout the Conference are so

interrelated that | will consider them together.-On .
the one hand, the AHEC Program must be held -

' accountap!e' 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 framéwork that assures long term
security. This security will obviously require contin-
ued funding, and In view of the lack of & national
health policy which encompasses dthzjlong term
funding of health manpower educati andtraining.
the AHEC program must look to State government

~.and other sources. With demonstrated performance

and some indication that AHEC can influence the
supgly and distribution of health manpower such
fupding is not impossible.

However, a final reminder is necessary when
consnderlng long térm survival. No fu dirrg source
will *provide scarce financial reselrces 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 hospitdls .in fulfllllng their appropriate
responsibilities for. improving access to health care
serviCes in community settings through thig 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 dlmenSIon to the

a future of the AHEC Program
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Dr. Henry'S.M. Uht o I ' peril&: to co'nduct or more, uncertain in |ts
Director. T : .. .uSuec than to taketheleadmtheintroductloh ofa -

Mountain AHEC (N.C.y = - , new order of things, because the innovator has for
) . egemses “all those who have done well under the old
— . * - conditions,‘and lukeviarm defenders in these who
- b may do well under the new. "Nevertheless, wemust -
ﬁ' - As a transplan’tyeag Yankee who is “now a natlve try to bnng about change in' a ratlonal and viable

9

_Ashevillean, | amvery pléased to have the'opportu-  process. For it was Sir George Godfer who said; in,
nity to welcomelall of you to this conference: Before  his 1969 Michael M. Davis lecture at the University of
""i- leave the podium, however, F-wish to take + Chicago, “IndlvldnJals will only-getwhat they need in
advantage -of*my position to say a few words. this complicated world of medical science if
Successful innovatlon has seldom been a halimark . comipetent, understanding men have organized the -
-of the American educational system. One of the few deployment of mutually supporting services to that(
permanent and fundamental changes was that = end.” ’
‘which radically altered medical education as the. . It gives me great pleasure, then, on behalf of fiy
result of the impact of the Flexner Report of 1910.  colleagues and partners in the Mountain Area .’
Sixty years later, the Carnegie Commissjonreportis- Health. qucatlon Center of western North Carollna. '
beginning to haveamajonmpact because changeis ©ur board of directors, anq our administrative a?d. : ‘
|

needed again. None of us would be hefetoday hadit . professional staff, to welcome you to Asheville ...
. not been for that Commision's, report. ., : where you will find a peaceful settingto continuequr
“»  Let'me remind you, as | keep remlndlng myself joint natnonwnde effortto achieve permanentchan -4

that innovation in education. requires, a long term - for the benefit of all the Nation. Before he died, one - ‘

‘outlook and a good deal of fortitude and persis-  of the greatest humanitarian physicians who ever |

. tence. Since this conference will often concérn [tself _lived, Albert Schweitzer, was asked by some intrepid |

informally and formally with innovation, | would like * person'irﬁe would care to.comguent on the future of |

to include a brief but pertinent quotation ortwo. The mankind. And he rephed “My K owledge is pessi-

first political scientist to emerge in Western Europe- mlstlc but my faith is optlmlstnc.

an society, Machiavelli, wrote In The Prince, “There . *thé strength ,and the will to

- s nothmg more. dlfflcult to take in hand mof@ that same optlmnsm and falth \ -




[y

Dr. Chnstopher C. Fordham, III
" Dean .
Unlversity of North Carolina School of Medlcme

In this opening s,essipn we ha\ie_.two very distin~
guished speakers, and therefore 'am going to limit
my remarks. F would like to charactenze the Area

Health Educatlon, Center program as a noble :
experiment. It is an expenment in several specmcg

ways: fitst, in testing the capacnty of a State to meet
many of its own crucial health manpower needs wit
the strqang support of Federal agencues, second, i
developing the potential for a productive relation-
shlp betwegen ttve winiversity and the community;
Yhing | in the consrderatlon of the advantages and
?~"’"d|sadvantages of decentralized and regionalized
~ health education and traiging; 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 resiliensy in several kinds*

. of institutions; and finally, in considering our
capacity to, camprehend and tolerate the ambigui-
. ties associated with new and complex relationships.
It is a noble experiment which | believe simply must

work. | would like to acknowledge and thank my own *

" colleagues in Chapel Hill “and across the State of
:North Caroluna for their accompllshments "and

Dr. Fordham introduces President Fﬂdly and Dr. Gordon at th"e ‘opening session of the con_lernnr:c. »

. Unlversatyff‘North Carolina C .

-associated wi

- abolinds that it has. As Dr. Fordham suggested, the,

‘progress toward demonstrating the valldlty of this .

experlment .

Mr. W||||am C. Fnday
President .

I want to join with Dr., Uhl Dr.Fdrdham, and aIIofour
colleagues in this State in greeting all of our out-of- <
State friends tg/TRis session. It is a pleasure to be

he people in our Area Health

am in North Caralina.

say that, for this State and this university,
there could not be a.more cooperative, forward-
looking, and productive association.. | think the
AHEG program is an eloquent testimony to this
relatlonshlp We began this statewide program with
full confidence because we. knew that our col- -
leagues would succeed. | think the evidence

Area Health Education Center program in North
Carplina is really our bright new adventure in this
State. In the.14 sessions of the General Assembly of
North Carolina that 1 have known | have never seen

. . . -
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anythmg like the Iegislatnvg. cceptance of this
endeavor. Indeed, at this the which we call the
recession, this is the one prbposal that | feel is going .
to contmuetomoveforwardwnththeleveloffundlng ' o -
-that has been requested, simply because the - - ) - ' o
leadership of the particular areas of North Carofina ' B
where Area Health Education Centers .are now
functioning has been involved and has participated S
well beyond ‘the initial talk stage. AHEC is now a
clearly identified public service. Leglslatures put . o
money in programs where they see competence in ' '
. . people, results, and services to people.
Those ofyou. from out of State might be interested . » ,
" toknow that in 1974-1975 the'General Assembly put A ' ' '
: $28.5 million into this program in North Carolina. L ‘ ’
About’ $23.5 million is for the construction of o ] : _ ]
“educational facilities at each of our nine AHECs with : N &
the remainter being our operating’ budget.- -The - o , '
General Assembly is in session in Raleigh right now, . , ' . ? . .
~.and we are asking foran $8 million operating budget - : . ‘ oy ya
* for the first year of the next biennium and over $11.5 e - HEN '
- . million for the second year of the biennium. Inother . " . . ' ’
words, a major and substantial commitment, be- . - Ty L - o
- cause our legislators have experienced their asso- .- : .t s R
.ciation with the leadership of the' program |n North ‘ ‘
Carolina and are confident in it. -
« = The Carhegie Commission concluded |'t's‘work oo .
: after 6 years of intensive study of many problems in - e
. American higher education. This group met 33 times ’
« in 26 cities in 22_States and the Bistrict of Columbia - . S
- and in Puerto Rico. i'was not a good attender, for R o _
many reasons, and | felt deprived inthatexperience. ~ - - o : “ oy
However, the other members of the Commission did ’ ‘ ‘ :
attend almost all sessions over this span of time. = - .
This was impaortant, because they were identified . . / R e
with the interested citizens, educatiofal leadership, =~ v S o .

-

and political leadership all over America. One of the
first major areas to which the Commission ad-  ." . _
dressed itself was health manpower. iwould say that © ~ ~ . ] S ; Co
‘probably among all of its work, these. recommenda~ - ) : .
tions have been those most widely accepted. Area 1
Health Education Centers grew out of that particular . L : |
report. We felt that the manpower probiem was then* "o s A T ? e
-and still is one of America’s great and -pressing . : I : ' ' ‘
*-needs. o o e 4 - |
Iy Now, one ofthe people who took the responsublll- v . : o |
ty t(gunde this Cemmission, gave it directlon kept - - : o
" us together, and indeed more or less shepherded the ‘ . : " : -
whole group for a long, ong time, was Dr. Margaret“ - , ' o . '
‘Gordon. She has had a very dlsilngwshed careerin, o -
“industrial relations, labor and manpower problems, :
has worked in the field of poverty and welfare andis -

the person who | feel contributed so much to six of o ‘
the major Carnegie Commnssnon %Jdles that wedid. _ o
Margaret Gordon is especlally well quallfled t’o T ' .
“ speak on the Carnegie Commissioh’s perspectwes . - A
_ of health professional education. o 1 8+ A e
o , 8

Q . ) L oo . : . . . ’
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Decentrallzed Health Professnonal Educahon from the
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Dr. Margaret Gordon
Association Director - .
Carnegie -Council on Policy Stuales in Higher
Education .
One of the most exciting things that has ever
happened to me has been'to see something that was
justan.idea, just a gleam in the eye, come into being
" and-spread all over the country. | am going to talk ~
about the genesis of the Area Health Education
Center concept, but before doing that, | think it is
very .important to place that concept in its proper.
. perspective in relation to the other recommenda-
tions thatthe Carnegie Commission made inits 1970

~ report, Higher Education 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
maldistribution of*health 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 very
inadequate system of financing-health-tare; that we
Rad a shortage. of health manpower of all types,
including physicians;that we had a serious problem
of geographical maldistribution of health manpow-
er; and that in all probability a full solytion of &l

these problems would require the establishment of a:

national health insurance system.

EKC
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" The Cqmmission had very little to say about a
national health insurance system beyond criticizing
and ‘discussing the weaknesses of the existing
private health insurance system in the United States,
because it was a eommrssnon whose terms of -
‘reference related to higher education. and it felt it

WWQH#] be stepping out of those terms of reference if -
it got into the, broad -and complicated problem of
financing medlcal care.

There have ‘been some, including a good
economlst fnend of mine, Victor Fuchs, who have.
dlsputed sthe fact that there is a shortage of
physicians*in the United States at the time of the
Carnegie Comrhission Report and later. We were

*convinced that there was. We cited .a number of
.pieces of evndence to. suggestthatthere was asevere
shortage: long waiting lines in emergency clinics,
the long working hours of the average physician (60
hours a week according to one sutvey), and the
influx of foreign-medical graduates which, as | am
sure you all know, has by no means abdted since
1970 when the Commission’s report was published. .
Consequently, a very substantial part of our-report
was concerned with recommendations aimed at

“-increasing the supply of physicians. First, we
wanted to see the size of entering classes to medical
schools increase. Second, we wanted to see medical
edycation ac¢elerated, chiefly through overcoming




a certainamount of overlapping between premedi-
cal and medical education. Third, we wanted to see
earlier clinical experience, which medical students
‘Wacked. Fourth, we wanted to increase the supply of
Physicians' Assistants, through programs which
were just barely beginning, like the one "under Dr.
Estes of the Duke,University School of Medicine,
because we felt very strongly that increasing the
supply-of Physicians’ Assistants and other types of
allied health manpower would noet only make for

more efféctive health care assistance, but also'resu"lt\'

in utilizing the highly trained and-educated skills of
the physician more effectively.<Finally, the report
Called for very substantial Federal aid to medical and
dental education. | am.not going to discuss these
recommendations, because it would take me too far
astray fromt the main theme of this talk, but we were
very pleased that the Comprehensive Health Man-
power Act of 1971 did ‘incorporate most ot the
" recommendations of the Carnegie Commission.

Now | am.going to come to the heart of the
question: how did the concept of Area Health
Education Centers develop”‘l 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 pri_'ncjple, which was backed up by
some research but was in partjudgmental, that there
ought to be a medical school in every metropolltan
area with 350,000 or more population. We |dent|f|ed
~ . about 25 such areas in the United. States that lacked

* an existing medical school. We held a.series of
meetings with experts in medical education, first in
New York in December 1969 and ‘then in Boston in

February 1970 at the Harvard Medlcal School under -~

the auspices ~of Dean Robert ‘Ebert. At Xhese
meetings the number of néw medical schools/whlch
the Commission ought to recommend became a
subject of very substantial debate. | recal
ly John Bunlop, who i$ now the Secrejary of¥.abor,
emphatically rejectlnz the recomm ndatlon of 25

new medical schoolsyHe felt that the expansion of
medical education could be acgomplished much

more economically and efficightly by simply ex- ’

panding the capatity of existiig medical schools.

Ciark Kerr and | both thought John Dunlop’s point
was well taken, although we also felt thatthere was a
-case for an adequate geographical distribution of
medical schools. Medi¢al schools do, after all, play a
role in attracting hedlth manpower to a ccmmunity.
They also generally improve the quality of medical

* care in the,compunities in which they are located.
SOmetlmes this happens not because of conscien-

t|ous plannln/g on the part of medical. schools, but.

simply because their very existence attracts physi-
cians to the area. | am nat off the subject now,

1
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ing. high -schools in plannin

“

because there is a very ‘importan‘t 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 scienc® éenters,” and indeed some of them
were moving |n that direction and were becoming
the center for a group of health manpower educa-
tional |nst|tut|ons

" We felt that the function of uni\_/ersity health
science - centers should be expanded, that the

. Flexner model was too narrow; admirable@but too
~heavily concentrated on scientifie research. We

0

thought ‘that university health science cehters. -

should be responsible for coordinating the educa-
tion of health manpower of all types in their areas;

that they should cooperate, with community agen- -

cies in improving health care delivery; that they
should cooperate with comprehensive colleges
community colleges, and other-nxnstltutlons includ-
-and evaluating the
training of allied health per§onnel! and that they
should place a great deal of emphasis on conducting
continuing education programs for phys|C|ans and
other hed|th manpowe’r ;

Consuderlng this expanded role for un|vers|ty
health seience centers, we tdok another look at our
recommendations on new medical schools. l
decided that some of the metropolitan areas for
ad recommended medical schools were
loc@ed pretty near. to others. The most extreme
exampldwas FortWorth Texas, which was very near
Dallas, s§ | crossed Fort Worth off the list. Finally, we
came down to a list of exactly nine new medical
schools. " ‘ '

Whil

his dist:u_ssion of how many new,medical

“‘schools to recommend was going on, Dr. Mark

Blumberg, who was one of several fedical experts
who were serving as a consultant on this work of the

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 Imogene,
Bassett Hospital in Cooperstown, New Yotk. Clark
Kerr had the i imagi ation to seize on that conceptas
something that v%é might build .inte a major
recommendation in our report. | think he deserves

the major cred|t for taking somethlng that he picked

up in a casual conversat'lon dnd saying, now here is
somethlng that we really ought to look at seriously -
and consider as perhaps an lmportant element, of
our. report

/In the end, | sat down at my desk and spelled out

_the functions of Area Health Education Centers as
‘precisely as | could, an'd it was really very gratifying
to have the Department of Health, Education, and /

-
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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 oloseto what |
have been talking about for university health science
centers. First, they would attract health manpower
to the area. We acttially did not have much to go on,
except for some anecdotal evidence and some
research that suggested that resndents——somethmg
like two-thirds of them—tended to settle down in
practice in the same area in which they had
experienced their residency tralnmg

After ourr, port had come out | remember meetmg
Dear-Richardson of the Emory University School of

Medicine. He told me about atown in Georgra which

had had a terrible time attracting physicjans. Some
~ people in that town came to him and sard “Can you
do anything to help us?” They started a resudechy
program. m the hospitai in that town and it was rict

long before the town was*“ beginning to attract -
, *physicians. Thus“far we~have had unfortunately, |

+ think, no good statistical evidence—sooner or later
we will—on the impact of Area Health Educatlon
Centers on the attraction of health magrpower.

The second point is that they would improve the
quality of medical care. ! think this is.a very clear and
mdusputable point. Third, they would be more
“effective centers for the education ‘of family physi-
cians for the delivery of primary care and’long-term
care and health maintenance than would thehjighly
specialized university health science centers. That s
a point that was spelled.out more effeetively, | think,
in a papéer given by Dr. Edmund Pellegrino at the
1972 annual meeting “of the A.A.M.C., although |
think it was implicit in the Carnegie Commission
Report .

Fourth, AHEC's could be develo,ped at very
substantlally less cost than new medical schools
and yet serve many of the functions of medical
schools. Fifth, they could hopefully forestaII the
development of medical schools i in many communi-
_ties that do not really need them. In fact, about the
time that-our reportcameout | was'told by Dr. Ruhe,
the director of the Council on Medical Education of
‘the A.M.A,, that there were.more than 70 colimuni-
ties in the:United States, as contrasted with the nine

- that we finally recommended, that.were attempting

to develop plans for new medical schools. | have
since:had some intimate contact with the strength of
the pressures in |nd|V|duaI communities to attempt
to develop a new medical schoolsThe Chamber of
Commerce gets going, the Medical Society gets
going, everybody sees it as something that wrll’

contrlbute to the economic welfare of the communi-

ty, and so we have a new plan for a medical 'school.

Q - ' .

: Commlssron to be fairly specific inits

/’,-

I would now Iike'to discuss something that has
recently been attacked: our identification of the
locations of 126 Area Health Education Centers in
the Wnited States. This, | think, was an example of
Clark Kerr's desire, and iry general the desire of the
mmenda-

tions on the ground that if you just issueld a series of
platitudes nobody was going to pay much attention;
if youscame up with specific recommendations, they
might be subject {o attack but they would get a 16t
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 Carneg“eGemm\ssron was,
«exercising unbellevable presumption” in Tdentify-
ing 126 locations for Area Health Education Centers
in the United States. | anticlpatdd that kind -of
criticism. | would like to read a paradgraph from the
Report which | thifk is relevant: .
' v . ?' ‘ ] >

The Commission believes that the final selec-

tion of locations. for Area Health Education

. Cénters should be based on careful regional

planning. We are therefore suggestifig the

locations indicated+by our analysis but are not

f|rmly»recommend|ng them, However, we. belreve-

tha‘t the number of centers indicated ‘by our

analysis is probably quite close tothe number

" that would be needed to provide adequate
geographical distribution of these centers.

q

That plan for 126 Iocatrons was my work, by and °

large, but other people also had a finger in it. |

remember that one day | was in Clark Kerr's 'office

and he was looking over the - locatipns that |

. suggested and he said, “What about Camden, New

Jersey?” And | said, “Well, Camden is part of the
Philadelphia metropolltan ‘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

i

“Eastern Pennsylvama “people in Camden never get -

.along with peopIe in Philadelphia. | think you'd
better suggest one for Camden.” And‘We 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 Commussmn 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. | 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, | do know that
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‘many of the commL/nities we identjfied are commu-
nities in which Area Health Education Centers have
since been established.

Now lam going to make someflnal comments ofa
more ‘general nature which | hope may stir up
perhaps a little discussion and debate. The problem
of geographical maldistribution of health manpower
in the United States, so far as | can determine, .is still
serious. There is a big lag in the appearance of the
statistics, so we do not know exactly what the
picture is today, but the latest fugures | have seen,
which | 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 héalth manpower to popula-
tion rose throughout the country. However, the
differences from region to region did not diminish to
any extent. That is, if you took the ratio of the
numbecort physicians’per population in Mississippi,
which ¥ the extreme example of an underserved
state, o thatin 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 to work at it
’ |ndef|n|tely , £ ‘

Area Health Education Centers will make a veryq‘
substantial contribution, but by themselves will not .

solve the problem. | think we must move toward
national he;ilth insurance combined with something
like prepaid medical care _programs—or health
ma|ntena ce organizations, as they were called .at
one point by the Administration—including in those
plang some provision for a premiur_rLr-pa'Siment for
health manpower who agree to work in underserved
areas. The British have a feature of that kind in the
British National Health Service. | 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 caplta
income and rural areas. | 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,
proportion of, their students to go to underserved
- areas to practice in order for the schools to receive
capitation payments from the Federal Governnfent. |
do not think that would work, and | do not see how
“ medical schools could enforce it.

| think there are other approaches to this problem.

| would like to see continued development and
" expansion of the National Health Service Corps,
which is specifically designed to serve disadvan-

taged areas. And hopefully—and | think this has .

become increasingly true in the last six or seven
years—the medical studentsthat we have today tend
to be a somewhat dufferent breed from the more

22

or a certain .

-

traditional medical student. They seem to be more
concerned about serving 'the disadvantaged and

‘may be more willing ta go to'areas that are

underserved. v ‘
| would like to emphasize the point very strongly
that we recommended in our Report that Area
Health Education Centers should be affiliated with a
medical school and that their educational programs

"should be supervised by a medical school facuilty:

That, as some of you | 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 ldonot
see any sound basis for disputing the fact that a -
high-quality Area Health Education Center program
should be supervised by medical schools.

| 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 extenslvely as saying that we were
developing too many medical schools and that this”
could lead to a surplus of physicians in the 1980s |
am not much disturbed about the possibility of a
surplus of physicians in the very nearfuture, but 1 do
think that we havea problem in connection with the
location of new medical schbols. The Vetetans

‘Administration now has funds available for the
. purpose ofestabllshlng new medical schools. Thisiis

admirable, in a way, and the_Veterans Administra-
tion has of course cooperated in the establishment .
of a good many Area HealtR Education Centers.
However, it is very poor administratively to have two

_ different 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. | do not think that we have overcome the
shortage of pRysicians. | think that we -have
overcome the shortage of nurses in some urban
areas but not in small communities and rural aréas,
and we certainly have not as yet overcome shortages
of allied health manpower. | am not worried abouit
the prospect of a surplus of physicians. If anybody -
wants to ask me why, we will leave that foraquestuon

per|od .
.
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Dr. ‘Edward P. Donatelle, North Dakota: Br
Gordon, you invited the guest'ro'n apd | am respond-
ing. Why do you think we will train an aversupply of
physmans? '

Audience Questlons and Discussion
ﬁ v

!‘ Mrs Carol Eady, Illmois
how nursing ggt-into the act.

Dr. Gordon 4

Dr. Gordon: Well, there are several considera-
tions that-)_have in mind here. To the extent that
there is any evidence that the shortage is perhaps
less acute today than it was in 1970. whﬁw the

fﬁ( Dr. Margaret”Gordon Well, the,Carnegig

f* mission was: griticized because fts report, called
f‘l Higher Edugation and the Nafion's Health,*was
tJ concerned with medical and d’ental education and
'§ did not cover nursing and- tfe entire spectrum
\{ allied health-manpower. Thére was a good reas
i-for that, We could fot poséibly have brought o

Commission's report dame out, it-includes/ in the

- supply of physicians, a very largequmber of oreign
medical graduates, some of whom, as you know, are
coming from umderdeveloped\areas where tlie
quality of medical education is notverygood Now, | '

.‘;‘ report at the time we did, jh October,~1970, if we Ha
) tried to cover the entire spectrum of health manpow-
5 er. "And there was ajvery important reason for
_ brmglng out our repor/ln October, 1970. The Health
& ManpowerTralnlng Y twasgomg to be expiring the
following June and at e our report came out
nization of
& several task forces withinthe Federal Gobernmentto
consider the whole question of what vyas Known as
“health gptions,” mcludmg national ‘health insur-
ance as well as hea anpower education, and our
report came out at a time—at just the right time—to
influence'the dlscussmr‘is that led up to administra-.
tion and: congressnonal proposa/ls on that act,. |
participated in an extremely mterestmg meeting at
" HEW in November of that year in which there was *
quite a debate about the whole approach. As far as

»'nursmgcand allied health manpowexase concernnbe/d‘//gl_T

-we Uld -have quite extenswe sections on .t

' profess;ons in a subsequent report called College -

Graduates and Jobs, and we had sorhe discussion of
those professmns in other reports as weII

Dr. Ke/th G :Foster, North Dakota:
" may Hake issue wuth somethmg that you said?
,».o «
Dr ‘Gordon Yes indeed.

Foster I feel that there are |ncent|ves
aIreag y. | have been a practicing physucnan ina small
_towni,] You can reap a lot of money practicing in a
small'town, butitis lonely. And | think that the idea of
a flnl ncial carrot to provide mcentlves in itself is not.

Dr ‘Gordon: Well, | am riot absolutely convmced
: 'that if Area Health Education Centers develop to the
point wheré we have an adequate network around

the country that aqcarrot in the form of mon\etary
incentives necessary. | think it may be more -

Dr. Gordon,

feel very strongly that the United States, as’still the
most affluent country in the world, ‘should not be
|mport|ng its medical manpower. It should be
developing ‘its medlcal education facilities to the
point where it is servmg underdeveloped areas by
making medical manpower available to them. It is
going to be a long time, under exlstmg‘condltlons .
before we get to that point. | also feel, although I am

not sure what the answer is, that it is-extremely
unsatisfactory to have a_SItuatlon in which the ratio

of applicants to admissiofis 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 of .
which have something like 6,000 American medical ,
students. - Finally, physicians have the highest
average income of any profession in the United
ates, by a good deal. If we were able fo cometo 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 thelraverage income relative to
the average income of other professions.

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

/7
-~

Dr. Gordo:
areas.” Per apstnot in all urban areas, but | have
seen evidence in- the Iast couple of years that the
severe shortage ‘o .Is not acute in a good |
. many.urban areas. We fll | have just-as serious’a
problem of geographical maldistribution of nurses
as we do in the other health manpower profeSSlons i
think. 4

i

Dr. Ma/or Yes, this was to bethelatter partof my
question. If this is sd, then | happen to be in one of
the urban areas where the shortage i issoacuteitis

necessary in some very low income areas where the *Unbelievable. Nursing care is done by aides a good

deficiéncy of health manpower is attributable to the
severe lack of purchasing power of the people who
live in those areas to afford medical care.

| ERIC
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dedl of the time because of the shor‘tage Anddoyou
have any suggestion for how we can “induce well
prepared nurses to be better distributed throughout”

| was very careful to say “in urban _ - .
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the United States, if indeed we have enough of
.. them? ‘ o .

Dr. Gordon: 1 think that we are going to have to

) have very specnal programs to accomplish that. For -
one- thing, anurse, partlcularlylfshels married, may, -,
not be able to- move to another area. And a large

. proportion’ oj nurses are ried, and they have an
. incentive to stay in the area ny(rvhich the husband is
-7 employed: $6 there is a problem with nurses that is
more acutg in that respect than with physicians. It
seems to me that we a[e goifig tothave to have,more
programs along the lines -of the National Health

‘

3 and HMOs are a potentidi’answer to the geographic

. extenders. How do you see the appropriate utiliza- °

Service Corps before we begln to have an adequate

supply of nurses in Llnderserved aréas.

Dr. Christ he[C Fordham, ill: The cha|rwould
like to aska question. On the issue of the numbers of
pﬁ‘yslclans 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
- believé has been a proven‘method of redistribution
in any country of théworld, then there must be some -
“point at which the numbers become a less crugial
concern. One of the things that disturbs me, and !
‘wonder if you have any thoughts about it, is that | am
not sure that the gomplaints: that we hear from
citizens about avallablllty and access and accepta-
bility of services available to them are very clearly
correlated with the number of physicians per

. channel more purchaslng power f

‘pended locally -There might hdveto be some special

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 ds we do

- from towns where there is one physician forevery ‘

1,200 people

Dr: Gordon: Well, | 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 having to sit and wait for qunte a while when you
get to the office, and so on. | 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 organlzatlor(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 .immunerable”

értlcles which criticize the way in which the nurse -

does not rea
functioning”health manpowerteam. - »

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 a!so the organiza-
tion of how we deliver health care.

[c -

feel that she is a part of a well .

- with medical schools and should, i
24
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no reference has been made regar ng publi
personnel. To what extend,, an
‘Commission see public health inthis overall team as

-did have arecommendati

Dr GordOn That's right.

Dr.. Ismael Bob Morales, Texas:, Dr, Gordon, you
cominented earlier that nat|onal health insurance

“maldistribution. Also, you mentioned the physician
tion of physician extenders to deal with this

problem given the current restrictions that eX|st in
the 'tlon of this type of heaIth personnel'7

on: On the first quest|on | am not
at wg are going to get a very compre-
dgquate national health insurance -
F ye have gone too far in the -
development of our own special American combipa-
tion, 'which | don't think is very satisfacto p‘#v%e
health insurance serving the healthier and the more
affluent part of the population, and Medicare and,
Medicaid serving the aged and generally . e
disadvantaged and low jncome portnonsf‘ “"the
population. lfwehadatru[ycomprehensnv;é/natlonal
health insurance system, the effect .wotld be to
“health insur-
ance into the curre‘ntly underserved areas, becatise i
the funds would be collected m;tlonally but ex-

inducements; especially in some very |Ow per capita
income areas, to attfact: doctors there. Now.that -
might not be quitelhough, bu I think it would help.”
On your secgnd fquestion, about physician .
extenders, |am pot t};loroughly familiar with all of the
legal developments‘ln all of the States, but | have the
impression {hat ,qunte a number of States have )
enacted leglslatlonjust|nthelast5ye ! sowhich «
authorlzed the recognition of phys assistants,
but with certatn restrictions on just exactly wifat
can do, with’ general provisions that they have to-
work under th&supervisions ofta physician, and so -*-
on. But don't press me too far on that one because l

!

am not really an expert on'this. *

Mr Howard Barnhill, North C/arollna You have
made réference to the health care deglivery teag, but
ﬁealth

“where, did the ‘

far as the improvement in the health care system? |

i
Dr Gordon: We did not hdve too much that was
specific to say about that beyond support|ng B
something like the Nationagl Health Service Corps,
which is an arm of the U.S. Public Health Service. W ‘
tothe general®e fect that
schools of public health shou e closely affiliated

eally, be part ofa '
un|vers|ty heahh/sclenfé”center and d_not- i
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separate .campus. But, oh the role of public health
personnel, we did not say anythlng very specmc in
the report

_»school, but a denfal schoo

- Dr. Emmett R. Costich Kentucky Dr. Gordon/
when you began you talked about health gCierice
centers and about the large range of people
«invalved, but ended.speaking about physicians and
medic schools. | have observed'in some sessions
thathe th se 'eneedggetequatedW|thphysman‘
needs, or with th need for a physician, rather.than
the whole team apyroach.

- We presently hav® a sysfem: of Area Health

Education Cénters under the diredtion of medical

schools. Bvondered what the thought might have
beeri about putting them under, the direction of
- health science centers, rather thén medical schools

" and by doing this havmg gome impact on the

curriculum that is utilized m teaching so that the
integration ofsteam serwc,*es could occur through a
centralized approach, or'a whole group of schools
getting together to st their curriculum to do'the

job. Perhaps | a isinterpretingit, butitappearsto
me that the preésent’system perpetuates the educa- |,

tional prog that exists, rather than modifying the

_eurriculums /to meet the future needs of the
» utlization of the expanded. personngl.

working together. As for .continuing traditi
- education, | think that the Carnegie Commissi

4. other health professions, but that was not an aspect’

Dr. Gordon, by simply saying*that the program of a

. T~ : ) // <'. = L
. Dr. Gordon: _First, etmesaythatwhen i refertoa
medical school I redlly mean a university health
science center, and/one that has not just a medical

school of nursing,
allied health mdnpower trairfi a school of
pharmacy, etc~'All those schools ht to be

report had qune a lot to say abomqthe need for
reform in med|cal educat'lon not as much ab0ut

of the repdrt that | wanted to focus oninmy remarks
this morning. . -

Dr..Fordham: | would ke to comment on that,
medical school-community hospital affiliation is
nothing new, going back many decades, and it car "
be productive and helpful. In North Carolinain most
of the centers’ the concept is truly -one of a
partnershlp af;ng the health science schools and
the commum ies. Without the full range of the health,
science schéols in ‘our program in North Carolina,
we would ot have anything like the promlse and

hope thal we have for it.

L)
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‘Introduction T e .. thetimes is the stand by organized medicine and
- PR .+ medical education against'the free-standing intern-

- Dr. William Wiese

The AHEC phenomenon brings into focus anumber ;

" . of important issuss regarding the training of health'

professionals. | would like to identify three of them
here by way of introduction to a panel dlscusslon on

- regionalization of medical education.
erssueofcertlflab.lrtyofthestudents P

The first
rameeS*who are products of the regionallzed/

' educat|on process Legal certification generally/ is

based upon’ documentation that a person has

~ successfully completed a course of study in an

' ‘Aco

accretited program: An examination ‘may be. re-

.quired"as’ part of the process of cértification. It is

. ship, ‘and- the cl{smg out of such mternshlps by

varlous resldency review committees.)
AI*’IECs are built on the premise that educatnona

programs can'be delivered entlrely orin part at srtes -
away from the academlc health scsences center.(but

with_ ) adequate ties to the health sclences center).

‘-ji'Wlth student evaluation belngthedlfflcult taskthat it a

‘is, the questlon arises a$ to what is-meant by the
phrase “adequateties.” s the tra|n|ng of students at

.reimote sites equnvalent in qualnty*‘to what is done at

) “cally Iocated at the heal

broadly recoganed however, that theexammatrons L
..are inc¢omplete indicators of competency: Miuch’

importance is attached, therefore to the factthatthe -
_individual has completed the training in.an accredit- =
“ed program, But,- just as‘the evaluation of the -

individua! student has always been an imprecise -

in medical education, so |sthe accreditation
chools and programs also an lmprecnse art.
ditation is' based upon the’ enumeration and

#

-

: _as’ essment of the resources available and on .

rncular “form?r/&rog?ams are: deemed to be .

the parent health sciences ceriter? Are the educa- - Lo
tional elements defrcueét for.not being geographl-
tr

clences center wnh the
servic he academrc atmOSphereé Can: we
vouchaa the quality of the” programs “that are’
outsid the ivory tower? Can students completmg oo
these programs s physicigns or mid-level practi- .
tioners be: ficended ant\:t]%mfled with the same
confrdence as dents who are trained within' the

health sciences genter? These are questlonsthatare
being asked by the examining and certifying boards.

' They are.a challenge for which the proponents of’
‘regionalized - -medical education must provrde an

'adequate and oancmg response. -

& /enhanced by being within the rich academic milieu., -

7/ ofthe he,alth sgiences center. Throughout, thereisa

strong element of faith that the established systems

of centralized education do indeed work. (A sign of -

’a / ) ) S
/ : . Y ° RS

The second issue is that of meeting student and

‘regional “needs. \The AHEC congept calls for

decentralizing thg/ educational process as a way of ,
training students froma particular region at sites .

a -

P Toe :
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- within that region. Thls’mean'sb‘uildlng orrelocating
major elements of the medical«‘system at sites more

available or appropriate to.’the students’ needs’

‘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 local
placement? What will be the impact of the AHEC on
retention of p ofessnonals practlcmg within the
region? Can Io?al ‘educatton have an |mpact on the
preservation of.
‘how. important is this? ,
These last questions are very: relevant for the
AHEC supported through the University of New
Mexicoin 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 development of manpower resoyrces?
Can efforts to adjust the pace and content of the
curriculum to meet individual students' heeds hdvea

salutary effect om retention in the tra|n|ng pro-.

grams? Will there .in fact be successful relnforce-
. ment of the students’ stated interests in rethaining 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-

sfonals i 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. Ogg@pportunity invokeq by -

the 'AHEC concept is that the ed cational program
will. be in.a setting similar to the medical practice
situation. This argument has/ been applied in

local or regional perspectives, and -

particular to education in' primary care, such as -
preceptorships for miedical students and rural .

rotations for family practicg 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
e@ted to ;-

terms of testabie hypotheses ‘and subj
critical and careful analysis. Program directors must
resist overcommitment to preconceived conclu-
sions and rigid educationalideology. Funders must
tolerate false starts and allow flexibility for program
change in response to the results of study and
evaluation, Thereis opportunity for experimentation

" in the AHEC setting. Interdiscilinary education and

time-variable, competency-based curricula - are
examples of formats .that might be tried in:the
relatively less encumbered dtmosphere of the AHEC
academic environment.
be under pressure to emonstrate that they are as
good as the programs at the health sciences centers.
This will lead to a’'tendency to copy or recone/trﬁct
the elements 6f the traditional health . sciénces

pressure ought not be allowed to be so/éreat as to

stifle innovation and shut qff the opportumtn’e for;

creatnvnty 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

the medical artsé,,,=1

Panel #1: Dr. Wiese mqltcs/lntroducto A r_cmngfg.snted (from left to right)are -,Hr. Arnwine and 6r. t’lcknrd.

dge
W

EC-based programsmay -

ram in the AHEC envnronmeﬁt This.

non-physician health personnel in the practice of

2

s h]
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Medical Education: Undergraduate 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 | suppose

classical academic health science centér, 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

envirgnment from which theﬁlg(étfe'rvmm'm—mﬁe
The harleston Area Medlca Center is a 904-bed

merger of five hospitals in the Chaﬁleston area. Two

next few years, phase out athird, 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 presently a’ 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 component. 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 pereent will be American graduates, most of them
from 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-year.and fourth-year students. This year

their experience in. Charleston. *

‘ With that as background, | would like-to discuss
. . the regionalization -of medical education as it
' . pertains to graduate and {ndergraduate medical

students 'In this regard it would seem appropriate to

theed ucational processesin the traditional academ-

» “ic health science center and those that exist in a
regionalized situation, and try to visualize the impact

- of these differences and some ‘of the trade-offs that

education Due to. the nature of this audlence and

. your sophisticatian in medical education, | 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, thére are a couple of differences that are’

not so obvnous that do merit some stréss. First of aII
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. of them have been phased out and.we will, within the

B -, 100 junior and senior students will receive part of

ook at some of the differences that exist between

take "place befween the 'two different kjnds of

" appropriate role of the academic health science

o

- through the house btaff years, will tend to mitigate

°

Second, the academic health science center is

attitude is targely accountable for the High degree of

“seen. Experienceinan affiliated community hospital

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 pringipal purpgse is rpedical
education with ‘a major/commitment to service.

ordinarily a tertiary care center, collecting mostly
.patients with esoteric diseases whereas the com-
munity affiliate is a multi-levei provider of services
with more emphasis on primary and secondary care
than tertlary care. )

Without in any way demeaning the valuable and

phenomenon of an educational process that exists .-
in a tertiary-care facility. In that kind of facillty,wha}/
a student sees is @soteric, extremely serious if not
terminal cases, which are largely the result of
referrals from some physiclan out in the hinterland.
Eventually the student déyelops a perception of the
referring private pragtitioner.as a person who does
not know how to tr at such diseases or does not -
havethe resources to treat such'diseases or does. not C
have the desire to treat such diseases. Now, each of
those three facets to that perception are negative. Is
it then any wonder that he resolves never to become
like his perception of the private practltloner? This

center, I would like to point%;out a significant

specializatiap and subspecialization-that we have

with a good medical staff, beginning partlcularly at
the third-- or fourth-year level and continuing

against this phenomenon.
" What about the curriculum and educatlonal
standards? Inasmuch as we are faifly dependent
upon a structured curriculum to assure\certaiz
standards, what are the risks in a regionalize/
situation with relatively few full-time faculty? We wil
Rave to expect that there will be some differences in
curriculum between the university center and the
community center. Differences per se Ho not
necessarily indicate lower standards. One need only
examine the. curriculum of some of the most
prestigious academic health science centers to find
major and significant differences in their curricu- -
lum, yeét each are turning out well- qualified physi-.
cians. o

The standardization of curriculumis 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-intierent risk
that there will be less structure to the curricilum
than in the university situation. For this reason,
cIerkshlps at. the thlrd-year level are extremely
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difficult to create and will evolve much more slowly
-than those in the fourth-year and postgraduate
experiences. ]

Looking at the malntenance of standards of
performance, it is germane to ask, “Do ¢linical

- ‘,))faculty expect less of students than do full time

_ffacylty?” 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 different}es in the clinical exposure, the
faculty relationships, the structure of curriculum,
and the institutional atmdsphere, 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 process will go into
primary care, for four basic reasons. First, there are
more models of pnmary care for the students to
emuylate. There are a gréater 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
beé at ease with patients and with private practitioner

, colleagues.

What about redistribution?Will this regionalized

education result in redistnbut/orr f physicians?.
Surely it will. | think there are-early signs in.our area

that it has; although it is still too soon to prognosti-
cate. | would not, however, be too optimlstlc that

regionalized education will résult in' a substantial

~ flow into themost rural areas. What aboutthe quality.

of the product? Will the product of a regionalized
educational experience result in the same quality as

traditional education? When you Want to evaluate
/ Y
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quality in this context itis a matter of choosing yetr
‘weapons. However that might be evaluated, it is too
soan tosay, although one might draw sore tentative
conclusions from éhe results of a recertification
@xamination 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 between thosein

solo practice in communities under 100,000 versus. -

those in communities of over 1,000,000, and very
little difference between those who were members
of full time faculties of universities versus those who
were practicing in community hospitals. Although

n

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 regi nallzed education process.
As [ conclude; | wot like to offer an admonition

- and a final observation. There is value in the

pluralistic approach to education, and My admoni-
tion is that those of us in affiliated hospitals have to
be alertto 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 maintain the

unique characteristics of a community hospital

lnsofar as its services are concerned, and can we

and remain economlcally 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’ aIIowed to
simply seek its"own level.

My final observation is that educational programs,

once wound up, are hard to wind down. Conse-
duently, the timeis pastthat we shoUId regard this as
an éxperiffent and we should begln responding taq,it
ag-if it was here to stay, because. in all likelihood it s,

. N .
. Reference”

Meskauskas, John A.-and Webster, George D.
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Mid-Level Pf¥ctitioner Dev'e'lopment'
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/ . Pr.C. Glenn Plckard

Just as Don Arnwine sket¢hed for\you his role I

think it is fair to tell you a bit about what I'do.  am a
member of the Department of Medicine, trained as

- aninternist, and spend a part of my time in Chapel

s

Hill workmg as. a traditional academic physician,
which is to say that | have the usual responsibilities
in the Department including teaching rounds, etc.
Be that as it may, | am also' one of the latter-day -
internists who are viewed somewhat as the “crazy: -
Charleys.” Instead of doing basic blomolecular
research, those of us in the group | am associated

“"The American .
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with engage in what is generally called general

medicine, primary care, community care—a whole
series of euphemisms describing a somewhat ili-

" defined area of endeavor. In this role, | havebeerfan
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internist engaged in developing a training progfam
for nurse practitioners housed in the School f

n . .




Nursing: an mterdiscnplinary program between the
School of Nursing, School of, Public Health, arfd
School of Medicine for tratnnng what we term “family
nurs@epractlt”oners. This program has been under-
way since 1970. We have now had 83 graduates who’
are stattered from one end of the State to the other,
. engaged in primary care, linked up with physicians

in‘atéam appr‘i)ach to the prczglems of primary care.

The basis of this program hink, is relevant to the .
topic qf regionalization. We havein North Carolinaa
common set of problems—a largely’ rural state with a
declining family physncqan or general practitioner
populatiog inthe smaller toWns and rural areas. In
‘the late GOs we took a Iodk at this problem and
asked ourselves, “What can we, do to get care back.

. into the truly small.rural communities?” Without

.going into the details, we elected to develop a

training program for nurse practitioners of a
particular nature. Our focus was to take the'nurse
who I8 in the community, bring her into a formal
'educatvo‘?wal program which qualifies-her to assume
certain aspects of medical cdre, 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 provnde primary.care. The
entire nature of our program depends to some
extent on regionaljzation. If we are going to solve

these problems, or make an attempt to solve the -
problems of the State of North Carolina, itis obvious -
‘that the ideal nurse can’t really come to Chapel Hill

and spend sixnonth$ in the formal training.program
"because the ideal nurse for this type of program is
the nurse who can teast 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 abIeto come
to Chapel Hil. 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 needéd to get
this same type of program out into the smaller
communities of the State hrough the vehicle of
AHEC. In 4 yéars we have siicceeded in doing this.
The maijdrity of the graduates have been tralned in
. Chapel Hill, but last year our pr

er.edftg
‘the Health Foundation of Eastern North Carolina; a\&

- 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 isan
attempt to regionalize the programs. What | wouId
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like to do this mornmg is to address myself t\ﬁ)me"
i

of the problems 'that we have had that | thinlf are
generic and germarte 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 tg exist in our program, but | '
‘think they are complicated by a couple “of other

fea atures. Medical education has, over time, despite
curricular tinkering, been a relatively standardized

commodlty A physman is @ physician, medical .
tibn, and despite efforts

educatiop is medical edu
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.In addition to thiswe
have a series of external force$ which monitor

medical education. These external forces are the
‘various accrediting
licensure boards, board specialty certlfylng mech- -

I odies, sugh as the state

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 pr%ctltloners

. does not have the same highly developed series of
external - v.}ontrols There are, Jn the case of nurse
practitioners, no natlonal standards for family nurse
" practitioners.”
Physrmans Assistants do have national standards, :
bgt | think in general that as we move into the areaof -

Pediatric purse%practltlon ers. and

mid-level practitioner education the standards are

less well understood and there is stil more inRova- -

tion and expenmentatlon in curriculum, and more
innovation and experimentation in role model. As
the notion of nurse practioners and physicians’

~ @ssistants has caught on around the country,

gverybody and his brother has gotten into the act.

And with good reason. It is a logical approach to the ;

problems wé are facing. Each small hospital that is in
the education business, each technical institute,
each .community college,

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 aré you going to achieve these things?

Briefly, | would like to sketch for you how we have

~approached this in North Carolina with regard

n
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not to mention the.
-universities and medical centers, has said, “We need
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" * that has been exported once.

speclflca'lly to the nurse practitioner training pro-

;v gram, with which | have been associated. |- think

~ there are several features of this program ‘that are
- worth mentronlng that have to do with how one

might achieve the goal of regionalization. | think the

first features, one that is greatly underemphasized in

~much that is said and written, might be. termed

“personal diplomacy.” A major part of whatever

" success we have had‘in the AHEC program in North

~ Cardlina | think is attributable to thg fact that the
faculty in Chapel Hill, the administrators in Chapel
. Hill, the program schemers dreamers, and develop-
ers ‘have been a very. mobile. group. This is in large
‘part due to a resource that was made available to us
early atong, the University fleet of airplanes. We
have now six small airplanes with which we travel the
State. | do not think we should underemphasize the
importance of mobility. It does not necessarily
require airplanes, but\that just happens to be a
fgature of our progrdm. The faculty in North

arolina, at Chapel Hill,Jhave been willing to go out
~and talk to people in thefregional centers about what

they have in mind when they say they want to".

- deyelop a nurse practitioner training program. And

as | said in the beginning, | 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 chuldren 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

it has worked.

94{ce and with continued refinement
we think it.¢an be exported.
curriculum. We try to give an outline of what needs
to.be done. We also have developed a fair amount of
material in the form of self-instructional programs
which can be used in'Chapel Hill of in the remote
site. Still we are not completely convinced that this
in and of itself is adequate. You just cannct give a
curricutum to someone else, and say, “Now godait.”
They have got to be able to change and tinker with it
to an-: extent, and that's’ where | thmlq personal
dlplomacy becomes important. Can you go out with
your curriculum and interpret it?

Another feature that we feel is |mportant is -

developing full-time faculty in the regional site who
are responsible for implementing the. program. You
cannot simply drop teaching responsibilities on the.
local school of nursing or on the local physicians
who think they want to have a nurse practitioner

It"is 4 flexible

r

program. You really have to have someone out there ~

in situ who can be responsible for seeing to it that
what you intended was in reasonable fashion carried
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 developlng 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 tq the group that is déveloping the training
program. As you can ‘see, people in that position
often get strung out. They are supposed tobe arole

, model, a practitioner, a healer of disease, the major

domo of blrcﬁlogglng the curriculum, and also a -

politician worrying about.the legislationin Raleigh.
Wdifﬁ position at best, but we féel
"of real consequence. -

the state tothe other with those who areinterested in -
this basic approach both from a service po|nt of -
view, W|sh|ng to employ nurse practitioners, and

from the - standpoint of developing a training .
program. This experience has been invaluable and |
would put-personal diplomacy at the top of my list of
features which have.bken 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 hospltals in their somewhat

different setting? We have made major efforts in this
direction. We now have, as | say,amajor curriculum
e recognize that itis

imperfect and that'we do not Pave all the details, but

A
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The last tthg that we think is important is the
whole business of testing and evaluation. Good
intentions are simply not enough: Qur 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 trylr'lg to. impart is . .

impossibie. 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 pregram agree in advance that they

~ will use at least the major examination format that

21

.31

we in Chapel !"llll develop in collaboration with them.
This" dges not include minor in-course quizzes,
semlnar-type oral discussion, and so forth, but the

major modal points in the curriculum, the major ‘
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tests. in the absence of any major developmient up to
this point of an external certifying body, we think the
. regional program should agree to'use the same
. testing materiatfHat we in ‘Chapel Hill gre 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 thatendeavor.

In a nutshell, those are my observations on our

. ~experience. There are many, many things that |
would say about the regional educafional of nurse
practitioners, but | think that these are the key points

in our atjempt to regionalize the education. | would
be happy to respond later to any particular pomts
you may wish to discuss. . .,

"

Continuing Education

.

i Dr Douglas Fenderson
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Although there “is little evndence 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

: brochures 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
N ]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 mdnvndual
hospitals 6r specialty societies, or many COUrses -
provided by the voluntary health agencies. Evidence

-

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 thes
Academy of FamilyPhysicians. The bulk of continu-
ing -medical education programs are presented
through the 79 AMA-accredlted academiccenters,a |
fact of lncreasmg concern to local, State, and

national societies. If continuing education’ isgoing *

to be big business, the professional associations .’
want an important piece of the actio‘n: Thusitseems
that much of the control of continuing health

.professmns educatlon is J:povmg away from ‘the

academic centers and into the practicing communi-
ty. | will illustrate this change process with refefence
to my home State and relate it also to the Minnesota
Area Health Educatloh 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. Oni May 3, my office wil) sponsor a 1-day
orientation program for physicians representing

8 prospectlve appllcant group$: ccmmunity hospitals,

clinics, specialty socnetles and voluntary health

. agencies. The purpose of this 1-day program is to

of public concern with quality of care is seen in the -

remarkable escalation in m Ipractlce clalms and
costs. That happens to be one of the very |mportant
health care policy issues of thetime, 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 fmonltonng, have chosen -continuing
"education and its ennoblmg ‘slogan, “life-long

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 hasis for “passing
muster.” The Association requirement of continuing
medical education as.a condition of membership
d{oq\pts this plan fer decentrallzed and local control -
of continuing education. What the State association
wants is convenient, regional access to quality

. education at an affordable price. | doubt that the

learning,” as an acceptable compromise. Several .

* State associations are following the lead of Oregon,
~ whichr requires, continuing medical education as a
condition of membership.n that State association.
That is also true in’ the State ¢f Minnesota. Perhaps
half a dozen States are now requiring, undet‘ the -
medical practice art, sore indication of continuing
competence on the part of physicians and in some
instances other professnons as well, One state, New
Mexico, has a relic requnrement In both of

same 40 representatives expected at that mee_ting'
will become experts at adult education in one day,
despite our amazingly effective instructional pro-
gram, but | have no doubt that my role will be forever
changed. Instead of being the ringleader. of a 40-act
show, | will mcreasmgly 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

these circumstancges the equirements are totally or ’

in part fulfilled by evidence of participation in
continuing medical education. The American Medi-
cal Association, through the Physician Recognition
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esouroes aviilable to the people of the state.

™ Continuing education in our State in all of the
health professions is supportéed largely through user
fees. To the extent that we'are successful in helping
state and local societies gain control over this
increasingly important 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 | feel in

‘thwarting the survnval and serf-seeklng instmcfs
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which may characterize some mortals as | 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 a6-

year cyclic core, specifying topics, annual priorities,
recommended hours, and recommended curricu-
lum outlines. This, to some extent, limits tﬁefaculty,
who like to * do their own thing” and believe that

~ what they think is important, is what the local

physicians need tolearn. Butthe 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.cere
priorities-that set of topics that they wish to study,

and arrange whatever speakers_they will, incluaing i

the University, if they wish. Topics selected from the
coré are in essence pre-approved by the Academy
for “prescribed credit.” | am working with five such
out-State programs with the Academy at'the present
time and could probably triple that number next year
if the University had the resources to respond.

. s A )

-“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 infringément on our
hallowed, centralized, arid heretofore franchised
and protected - program is the Rural Physician
Associate. Program (RPAP), where_junior médical

students' spend 9 to 12 _menths 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 Legislature was upset -

- with our venerable institution, dedicated as it was to

the search for truth, and with secondary objectives
of the'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 studentsin
rural preceptorship arrangements. There are pro-
grams with similar goals in the-fields of pharmacy
and dentistry. Faculty maké monthly educational
visits, which-include noon seminars not only for the

~preceptor and the studént, but afso for practicing

physicians from the community;, hospital staff, the
administratot, welfare and public health workers,
and others as appropriate. It is a real opportunity for.
interdisciplinaty 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

family practice involves a community emphasis

beyond the cozy confines and mystique of the

- Physician’s private consulting room.

~
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This year, as an agent for AHEGC, | have Been able to

formalize segments of AMA-and Academy of Family .-

Ph¥sician-accredited continuing education in 13 of. -
the 36 specific sités for this RPAP program. We are
now seeking td help to bring these several regional
efforts together in some coordinated fashion. AHEC
has supported a régignal coordinator inits St. Cloud

-

.center and will expand it this year. Insteéd of having
faculty go to some 36 Iocations,’yve:hope‘ to have
something like sixoreightlocations, 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 *
plan, the Academy of Family-Physician regionalized
program, and a regibnalized coordination of the
Rural Physician Associate program and in fulfili-
ment of anumber 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 rotations are anticipated to be included, in
such regional coordination. ' : '

Pressures for change and adaptation in the
heaith 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. : .

| started out by saying that the evidence tor 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 hastehed 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 says thatgood
-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
introductlon of the nurse pragtitioner has done'more
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 t‘ialmng 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.
AHEG is & medium and a‘message as varied in its
expression as the complex patterns of strengths.and
needs in each State.

-

-
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Audience uestjons and Discussion

Dr. Hartwell G. Thompson, West Virginia: Dr.
Pickard, |
the nurse! practitioner program here in North
Carolina. From your perspective of this programand
the ones th‘at are related to'it, do you feel a coming
together of
%anlcularl of some of- the jurisdictional or turf
problems that may arise between physicians'
assistants and nurse practitioners. | wonder where
we’are in the evolution of this, so we can have some

. type of standardization arid cooperation along the

“ lines which'you intimated would and should comein
the future. |

Dr. C. Gienn Pickard: | think this is coming
.about. However, the problems.are regl; and | don’t
think they are going to be resolved in the near future.
Apyway you waﬁt to look at it, there are trade guild
, problems "that have created difficulties in this whole
mbvement This has to do with- problems between
~ PAs and nurse pract|t|oners between nurse practi-
-tioners and physicians—you name it and there has
" been a fight, dt one level or another, between these
various groups. -Two or three thlngs are, | think,

-encouraging. The pediatric nurse practitioner, rlft Py
g'ng. P P “" evaluate the trainee in another program. | think this:

with 'the American Academy, of Pediatricians” has
been resolved. They recently, came -out with a

pbsition paper that, as | view it, is a major step -

forward in terms of the basic difficulties between
organized nursing and organized médicine. Many.of:
the PA programs are accepting i increasing numbers
of nurses now into what were pre\/|ously termed PA

s very interested in your déscription of-

some of these programs? | am thinking

° © o2

programs. Nurses are not entirely happy with it, but |
think that in those PA prpgrams that moving more
"into the direction of primary cafespecialization they
are acknowledgifg 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 | think there is still a divergence
there. There are those who state categorically that -
some of the older PA programswhich have acquired
increased academic excellence and increased
curriculum load.now look very much like medical
“schools. Indeed, graduates of some of these '
programs h{e challenged the National Board of
Medical Examiners-ta be given the right to take the
test and be licensed as a physician as a result of this.
So, | think there is still a divergence within the PA
movement, a convergence at one level and a further
divergenceat another. With regard to salaries, many
/states, such as ours, have had to face up to the fact

* got the gnost money. Many State civil service .

systems, such as ours, have set PA salaries ata quite
High level. There has now been a reexamination of

' this fn our State, and in general the PA salaries are
and the nurse practitioner salaries are -

coming do i
goingup. 80, in terms of acknowledging that the.role

- and function, from a medical point of view and the
reimbursement point of view, is quite similar; thereis
again a coming together | think there is some hope
that out of this maelstrom of confusung labels and
confusing programs, we are beglnnlng to get some
concurrence around basic program issues, but it is
far from resolved. - ' '

Dr. William Wiese: | think-one of the ways of

developing certifiability, in addition to the ones . -
in  nurse practitioner

outlined by Dr. Pickard r
programs, is using a standardized curriculum and
standardized tests. One of the ways we have done
. this in New Mexico is to exehange facuity. The tests
generally measure knowledge, content, and cogni-
. tive abilities. | think one of the real questions and
problems is how 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 facultles we can get a better feel for
'the &taridardization of the. programs " and the

-performance: of the trainees. Basrcally, we take_ ]

faculty from one program and have them—personalﬁf

has turned out to be quite a good way. It is very
" satisfactory, helps in the communication between
programs, and helips in the development of mutual
respect for the several programs.

Mr. Ismael Bob Morales, Texas; ! !
in your comments_pertaining to the preceptorship
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for 6 to 9 months at the undergraduate level, what

- has been the experience, to date, in tegms of these

individuals going into a practice in a rural area? And
secondly, are you also carrying out, or do you intend
to carry out, a rural residency program for a period

of posslbly 6 to 9 months for family'practltloners?-

Dr. Douglas A. Fenderson: With regard to the
first question, return to rural areas: of course it is

early, but the ewdencetg date is strongly in favor of
‘many .of them to the sites

-these people returning,
where they had their 6 to 9 months’ preceptorship.
To some extent, of course, this is a preselection
pPhenomenon. It is also noted, however, that many
stu%nts lose their enthusiasm for primary careand,
thus; for care in outlying areas in medical school
where the identification models are’ all in the
direction of specialty medicine and urban practite.

[N

Andso, whatitséems to do is to preserve some ofthe -

_early commitments ifi 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 theirpreceptors practice.
However, those who _stay out for 9 to 12 months get
involved deeply into the' community and understand
something more of the advantages of that style of
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
it is beginning to take place now. . ’/

Dr. Thompson:
my colleague and friend,, Don Arnwine.

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 situatjon, that
you eventually run out of resources? There is just. so
much space and so many dollars in the system. |

in this equation so that the essential characterlstlcs
of the community hospital are not Iost and $o thatwe
don t, in an attempt to solve onepréblem, back away

- from the commitment to anpther. | think we all feel

this is quite significant, as it has been inthe past, and
-may hsive greater significarice in the future

a

.-

Mr. Don Arnwine: ' Speaking to the ecpnomics of
the proposition first, the amount that-a community

v

| would like to ask a question of
.. In the ,
- community-hospital, which has a significant com-

- And, thirdly, there is the economic advantag

would be interested in hearing your speculation as throughthat kind of strategy we can helpstretch the

tohowyou trytoreachareacha reasonablebalance .
Y 44 to’have to make some judgments’about priorities in

v

hospital can afford to invest in educational pro-

grams; of alltypes;, there are no standards. Isuppose -
that you can look atthe situation in some parts of the
country where community hospital organizations,
such as ours, are spending maybe 8 percent or 10
percent of their total resources on educational
programs. In those situations this has usually been
built up over a long Pertod of years and after long ]2

_involvement %ith a university. In our particular
- -situation, we have rather arbitrarily assigned 5

percent of our resources to educatlonal programs.
Now we hope to-try to stretch thoseinlthiswayand, | -
might add, they are not stretching very well at the
present timé. In-the-area of allied health education,

we are attempting to move as many .of our allied .
heaith educational programs into academic institu-
tions as we possibly can. Every one of them that has o
sufficient strength in the curriculum to deserve
academic credit we hope to be able to mdve into one
of the local colleges or,.in some instanees; maybe
colleges or universities some distance from Charles-
ton: This accomplisheg severa) thirgs. Obvrously. .
first of all, it gives the student more horizontal and- .
vertical mobility within the health care field. We are
less apt to lose our brnghter students. Secondly
presumably, an educational institution .can do
better job of educating than canasetvice mstl?

Itis . -
our point of view'that society_has, in large measure,

-ignored the educational néeds in the health care .
'fleld They are not supporting them to the same

extent that they are jn other indystries, and although -
there is a lot of noisein the system apout the amount ,

of m@ney they are putting into them, the fact remains

that hpspitals have had to absorb, within their’-

patient per.diem, a lot of the educational costs, So, to

the extent that these can be'moved, this wilihelp to
extend those funds. Let me cite one exaniple. Last -

year, one of .our hospitals operated a diploma =~ .
nursing program. The loss was $330000 An: -
agreement was made with a local college to su"pport .
their associate dedree nursing programi and to

- underwrite. thelr losses. Last year our share of those

losses ‘was $30,000. In some |nstances. we have to
fund those programs to make jt,possible, but I think

dolla‘rs We are reachm/g)a point where we are going ~

.
\;,"/0
s
b

increasing the size of the house staff from the

“standpoint of maintaining our charagter as. a

commumty,hdspltal and alsn from the standpoint 6f
how much can be-absorbed in the sick fund,’so to
speak. -, : o .

©
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" Dr. Eugene S., Mayer, North Carolina: | have a
question for.Dr. Plckard and it relatestpac&mment ,
that was made this mormng by the practltloner who )




. Hill,
- -continue to develop this feeling of belo

. N -
said that his concern was really.not money as much -

as loneliness. | think we all know that one of the
problems of the family practitioner in small commu-
nities, and ‘T expect it will also be the problem of
nurse practitionérs in the small communities, is one
of professional isolation. | 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.” | would like to ask Dr. Pickard if he

. sees anythingin the way of support for the

practicing nurse - practitiones from other health
professionals that is going to come from the

-existence of Area Health Education Centers.

Dr. Pickard: |don’t think there is any question,
Gene. This is our firm intent. | think part of our
strategy in geveloplng 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 thls has to be done to assure that
medical practice’is carried out in a responsnble
faghion, 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 physician with
whom théy work, ang 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 cometo

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 otherthanan
occasmnal 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 i Chapel
we hope very much to encourage and to

grgmg to a
bigger picture, wh remyourproblems an be solved
in some way"/w{ether it is a refer aI problem or
whether it is educatlonalprpble Ithink we have
seen d num er of examples where the nurse has
clearly provnded the physncnin ‘with this access,
either for solution of clinical problems, educational
problems, or what have you. Clearlx this is, agaln

part of our Iong term strategy
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-programs was west of Ashevil

| would like to ask the gentleman from

Dr, Wiese.
North Dakota, who raised the question in the
beginning, to validate, dispute, or otherwise com-
ment on that answer. iy

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

Dr. Pickard: In terms of formal studies, there
have been two in the state;but, as you know, they are
just extraordinarily difficult~ta_get at. One of/the
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
angwer is, “Yes.” You know, it's the only. stiow in
town, and who is going to send ina questionnaire
sa‘;Zlng. “No, | can't stand her.” Unfortunately, thatis

. 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, | 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 havé trained have goneinto
programs affiliated with minority groups, disadvan-
taged groups, etc. And, | think there again it is no
surprise, if you putinaprogram which'is specifically
addregsed 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 in private practice, and they
this is certainly not universal; in any practice, there
are going to be those pati€nts who say, “Don’t send
me to your nurse practitioner; | pay tosee you,and |
want to see you and you alone.” . K

Dr. Foster: How about information in relatlon to
the physician extender who is nota nurse practition-
er? Do you have any comparison there?

Dr. Pickard: Naq comparative data. Anecdotally,
you know, the numbers are so small that my
|mpreSS|on is that |t is largely a matter of individuals.

Dr. Henry S. Uhl, North Carolinar | 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 Bowmaf -Grey School of,
Medicine, and who practiced as a famgily physicianin
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an isolated rural community in eastern North
Carolina for some 10 years. He told me that he did
not feel, always, so professionally isolated orlonely.
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, |
‘realize that this is not a fuinction of AHECs, to solve
the social, cultural, and economic problems . of
society in the United States, but what | 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 Iocatlng them away from
university centers.

Dr. Wiesg: Iwould liketo respond briefly to those
remarks. Pgrhaps the answer to that problem, which
| think most of us do recognize, will be addressed in
“part by re-examining seme .of the admissions

— policies into the various. professional training

N

‘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, isofated areas but alsoAo
the educators in the AHECs themselves. M%
was madeMefult—tlme faculty irfriany
gf/thes/ltuatlons and this becom;arfe’é?untment

. Problem in and of/itself. It certainly is relevant, and |
don t think it is a vuestron we can |gnore

,bDr Charles Andrews West t/lrgmla/ I have a

" & comment about precetorshlpsgand then would like

to ask Dr. Fenderson a question. The University of
Kansas Medical Center, since at least 1945, has had
.a preceptor programin which students were sent out
to western Kansas in the rural areas. The figures |
saw, | think in the past year, indicate that about 25-
percept of the graduates of the University of Kansas
Medlcal _Center have practiced in Kansas, and most
-of 1 are still in Kansas City, Wichita, etc. Itis true .
that they spent the 6 to 8 weeks time period that Dr.

- Fenderson mentioned, and this may be the reason
they did not stay out in western Kansas In' West
Virginia, with ali due deference ttymy
Charleston I think that by any standards ouwould

percent ofthem come from the hollows—or however
you.want to describe it. They spent 18 to 20 years
becomlng familiar with the culture'and this type of
" thing, and | do not see how another 6 or 8 months will'

-

that level.

- attempts, through financial incent

~in general but rather as a practlcmg physician—

acqualnt them with whether the rural life can be~
better. So, | have difficulty seeing how a preceptor
will help, us with this problem. | wondered, in
- Minnesota, do you choose people from Minneapolis °
to go out into the rural areas, or how do you select
them? | would have great difficulty with the trade-off
in the-junior curriculum, versus & préce t'c/s?np at

&en a number of
S or experience
pre-selection, to get people to go td\areas of need,
and there many factors involved in this\ The topic is
worthly of serious discussion in its own Pight. In fact,
| 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 preceptorship, 'do come from
relatively smaller tqwns As - ydu know, many
students when they cortie to medical J/dhoo/l,md,(fate
general family-practice or primary gractice as their.
orientation. You also knmow that-tAat kind of .

Dr. Fenderson: There have

_ commrtnaent tends to wane very substantlally as

they come under the sustained influence of spe-
cialty practice and the particular characteristics of
the university teaching- hosp;tals It becomes
increasingly difficult for these people to maintain
their commitments to the kind of practice théyhadin .
mind, based on their twenty years of experience in

- those smaller towns. What seems to .be happening,

in my view, is that we are malntalhlng that enthy-
S|asm We are maklng practice optLons that are not
readily” available or not readily, discernible in the
metropolitan areas much\'ygre apparent. The
options are much more real, and the experiente of
refurning to the rural area—not somuch as a citizen,

seems more feasible. It is really too early to éxamlne
this kind of thing. The evidence, however, on various
attempts at loan- forgiveness, with:the notable "
exception of Kentucky, has been an’ unmltlgated

disaster. The students buy their way out; they simply 4
- don’t go Back. One of my former associates said the -
‘problem is not so much the maldistribution of -
- medical manpower; it is the maldlstrlbutlon of the

population. Who wants té live in a town without a

doctor, or who wants to live in anveconomically . .

marginal area—or an a‘ that does not have,
educational, social, cultural, recreational advan-
tages? So, we should declare many of those areas
nonoperative and move them allk to urban trade
centers.
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A variety of terms are used to describe the bringing

together of different disciplines for a ‘common-

purpose, Such as “interdisciplinary,

ssdiscipli-
nary,” "transdléclpllnary," "multldlsclpfé)nary, and

0

scores of others. Each of these has adifferentshade .
of meaning, a different |mp||cat|c5n and a different

use the term “interdisciplinary” and you can make
your own interpretations..

Interd®™sjplinary health education is now b \eung
hailed as the critical means for providing better

health care to people. Some contend that many of

our heaith care delivery problems today are directly

"felated to a lack of understanding and appreciation

* .application. For the sake ots/mpllclty, | will simply

.t

am

for the actual and potential contributions that each }

“of the different dlsclphnes can make towards patient
but is.

care. These arguments  are c:n/vwerrr ,

interdisciplinary educat10’n like-tfeating the whole
person ar liké providing for contmunt)gfof care, an
idea more likely to be extolled than actually
accomplished and implemented? The -research

studies that have been conducted are case-by-case

studies which look atshow team members felt, how

- i - Y
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issori at Kansas City Medical School

they |nterreacted how they, |nterreIated and very
little substantive research has been done on the end
product. How indeed has interdisciplinary educa-
tion affected that outcome—patient care and thé
quality of care? Many of these questions still need to
be answered.

Basicto our discussion this afternoon of lnterdls- .
clplmary care is the consideration that |nterd|sc|pli-
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 to
intragroup relationships, mtragroup status-seeklng,
and much |ess 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 atthe maintenance
of the integrity of each individual profesggon ahd

- discipline. We have been focusing on specialization,
where each discipline narrows more and more, its
area of eXpertlse and interest and thereby erodesthe -
common ground for understanding and communi-
cation. Thus barriers become establlshed and
strengthened.

The reason for-a focus eon interdisciplinary




“of patients. As we all.”
Ith care teams are composéd of

he nurse aides, have httle educ;atroh beyond

high school; some have 4 or" y@a? after high
school: and some have 10 or 'rg(iyears after -

college. Putting these various disci nestogetherin
a mix and expecting them instantly to relate to each
other, to communicate, to belnterdepehdent andto
collaborate, is really atask of thg highestmagnitude.
Yet that reaIIy is our expectati

n on the hospital
wards and in the clinics. With very little pri\paration'
ction -

toward this goal, we do expect the teamst
effectively. Yet the teams besides having t \work
out their own problems of relationships, of mterdep-
.endence, of accepting one another’s contributi

also haveto interrelate with and relate to the patii

system, which is another area on which we have not
focused much attention. The patient and his family

come to us, as health care providers. with avariety of .

B [ 0
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needs and expectatlons They have complex prob-
lem$ 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 forimprove-

 ment of living conditions, which certainly affect the

status of health; they are looking to us for public
education, and for action to change their situation
by some social means:.

When we reflect upon the health care team.and
look at its specialty composition, one very obvio
question is which member of the health, care team

can focus effectively on more than one,at most two,

Y
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of these areas and do a good job? THe health care"

team must concenfrate on the diagnosis and
treatment of the medical problem, and they must

econpmic problem,-such ag some maintenance ofa

focus on the diagnosis an s'{treatment of the socio-.

‘hlgher status of Ilvmg for the patients. Therefore it

Panel #2: {from left to rlghl) Dr. Leyumeyer, moderator, and panelists: Ms. Feldman, Dr. Noback,..»Dr,. Schlmrhel, and Dr.

Kolimorgan.
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" date, the benefits have been very minimal. A belter

.
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becomes very obvious that the team members have
to function as an integrated, interdependent ttam

whoyely on each other heavily and are able to use <

each other's resources and capabilities to the very %

" fullest. rd

[

As | said earlier; we have ]ust begun to address
these questions -and issues in bur health’ sciences
* curricula in our health sciences: schools. At the most
' simplistic level, we have ll{itroduced a variety of

behavioral' science courses into our currlcula.

wh|ch of course, broaden the perspectlves, hori- -
zons and - ttrrderstéh—dlng of the health sciences
students. We have opened up courses to students

. from more than one-giscipline, with the expectatlon
—~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

‘expectation that if they see ‘each other functionin

, Curriculum Articulation in Nursing
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v Ms Bernadlne M Feldman _

! represent several very dedlcated nursing faculty
‘members of the University of Minnesota School of-
‘Nursing, St. ‘Benedict's College @epartment of

Nursing, and a broad spectrum of nursing personnel -
. who function in various capacities througheut the

-University of Minnesota AHEC target area of central
Minnesota. My function as nurse liaison ofthe Uof M _

AHEC staff is. to coordinate and facilitate several -

aspects of the nursing component included in the ol
Minnesgta AHEG project. - - .
The/concept of curriculum articulation, wh|ch is
the title of this particular presentation, appears tobe
a relatively innocent phrase which- reflects a.
/seemingly logical and rational appr‘oach'to the

el who will perform different but-related functions

_disciplines in the- same‘patient ward with t// educational process involved in preparing person-
o}

_ even independently, some benefit ‘will accrue.

approach, of course, is to assign students to/éome
joint project, such as providing comprehensnvercare(/
to a family, whereby students are educated and
gu1ded to learn together to solve tije, ensuifg
problems. y

One of the baS|c 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 olir popula- )

tion and assist in providing health care that is

available to all 'of the people in“the ateas that wey
serve. Interd|SCIpI|nary education is-a very critical
component 6f our overall’ attempt The panel this
.afternoon will attempt to address the .interdiscipli-
- ary questign from a variety of“perepectives. Wewill
ke a look at core curriculum concepts, how they
/orkanﬂ-how they can be implemented and applied.
We will be looking at, innovatjve |nterd|SCIpI|nary
team training and how that works. We will also be
discussing an |ntrad|SCIpI|nary program in nursing.

- / Besides our general |nterd|SC|pI1nary focus, we
. should also Iook at what happens within a particular .

. discipline. If adiscipline such as nursing, therearea
- variety of levels of individuals who need to relate to .
one another, need to have a-change for. career -
mobility and thus be able to move from level tolevel
with a greater deal of freedom When we are talking
- about the health caré team, we need to be able to
share gxpertise, knowledge and capabilities, both
horlz tally and vertically, including the lower level,
" as wéll as the higher level professions. The Area
Health Education Cent rs emphiasize interdiscipli- -
nary education because we bglieve that it will aid in
overcoming existing hérrigts and -bring about -
. funcfional teamwork..;’ . caa BTy

. health fie

%the nursing education system. -

L e

within the health care field. However, as one

" examines relevant Jliterature and discusses the
-.concept with knowledgeable gersons within the

profession, on rapidly becomes. aware of the
ongaing heatedAebate mvolwng ‘curriculum arti-
culation” as 77/ell as other related .congepts. Al-
though muc of what | will say €oncerning these -
concepts ‘is/ related specifically to nursing, this ~
dlscussng also true for the other disciplines in the
Th\th\ bn/Zf period  |I'w like to
efine, or clarify some related concepts,
briefly déscribe a few of the major issues relevant to-
“currigéilum . articulation,” -and also describe a
couple of cutriculum approaches whichincorporate -
this'concept. Within this frame of reference Ywould

identify,

‘then like- to_describe the U of NI AHEC /nursing

components. Finally, if time allows, | woutd like to
_suggest the mterdnscnpllnary appllcatlons fsome o;

articulation includes among others
“Curriculum. articulation,” |s axgharacteristic of-a
program of learning experiéhces. “Articulation”
implies the possibility of b ilding dwectleon the
learning expe iences of one. component "of the
'nursmg educdtion system asﬁa means of more-
efflcnently completing a subsequent companent of

e foIIowmg.

“Career moblllty isthe 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 which this can go. |
“Vertical career mobility” is the advancement of «
persons through dlfferent Ievels within an occupa-

'tion‘through challenge exams career ladder, career - |
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. of alstydent through a practi

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 *
grow, and usually refers to a core of knowledge or
skills.'required of any person’in a Jparticular field
despi level of educatiopal preparation. This
approtch is intended to provide a structure which

allows for either’vertical of-horizontal mobility.
A “ladder curriculum,” ds opposed to a lattice, is
rone which refers te the progression of a student
thro gh, various levels of an occupation or profes-
sion} In nursing, it usbially refers to the progression
fcal nursing program

| into dnlassociate degree, ang finally to a baccalau-

/
!

reate \ndrsing program.
A clirticulum that exemplifies a career mobility
conceptiand the conceptof articulation is described
en cumculum An dpen curriculum in
ducation is a system which takes into
account ‘the 'different purposes of various kinds of
programs but recognlzes common areag of achieve-
ment. Such a system provides students mo ility in
\the light of individual ability, changing carees goals,
XGnd changing aspirations. It also requires clear
delineation of the dchievement expectations of
nursing programs from practical nursing through

graduate education. It recognizes the possibility of *

moblllty from other health-related fields. It is an
interrelated system of 'achjevement 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 studénts in a similar fleld.
With these terms in mind | would like to describe
~for you- some of the issugs which comprise the
present debate, concerning articulation, career
mobility, Iadder. lattice and open curriculums. In
this brief time, | oniy hope to raise the issues to-
provide a context for our program at the University
of Minnesota, but also to stimulate thought: dnd

- discussion onthe partofyou the participants. Some

of these issues which e reldted to curriculum
articuldtion are based on the concepts | have just

- presemted. First of all there is the debate about the

fomn—

4 e

hierarchy of personnel in health professions. Those
who subscribe € to aladder curriculum approach tend
| 10 -subscribé to a hierarchy of personnel in the’

profession. These hierarchies can be au_ag_t:e_g,r_,l_ess»—
defined. In some instancés. ierarchy of

the ‘heakth- protéssions as a pyramid; one huge

pyramid. At the very lowest point are the aides and
the orderlies and at the very highest point, at the
~apexof this pyramid, are the physicians. Others feel

Q

14
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that there are pyramlds according td occupatlontﬂ-
- groups,.for example nursing. where the doctoral in
=nursing is at,the apex and the,nursing assistant is at
the lowest point. \Those who subscribe tg a ladder -
concept would say that the studant ought.to be able
to enter and exit this pyramid at any step without
loss of time, and with great efficiency, moving from _
one-step to the next on this ladder of the pyramid.
Not all agree with that Wdea.
- Another issue related to curriculum artlculatlon is
that of ,core curriculum for all health-related

personne). Sigter ‘Ann Joachim in her 1972 article
- discusses the fact that many of the ladder and lattice -

curric a hage as their focal points a core curricu-
lum wmch -means that all perspns in the health field
_wduld have a core of courses tri)at would be essential
disdgrees with this
concept because she feels thef(; are some courses
that are more essential to one occupation than
another. She takes chemistry as an example: this
niay be a very essential component for a medical
laboratory technician but is of less importance to the
medical records person. (1972)

A third issue Is differentiation of curriculum .
leading to technical level and professional leyel
health care personnel. Are professional level tiealth
care personnel essentially diffezent 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 us who are in nursing or in 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 seewhat kind of a reaction | would get,
| posed ‘this statement to oné of the University of
Minnesota faculty persong who has been working
for the past year and a half on idenitifying competen-

- cles 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 the, office. She just
looked at me and said, “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
these various personnel categories, as well as the
differentiation of competencies. In her opinion, the’

~tadder concept seems to deny the integrity of
professions.and the varying kinds of practice within
an oceupation. She asks, “Is there.nothing in
medicine which distinguishes it from the other
health professions and lends uniqueness and
specificity to medical education?" (1971, p. 729) Her

Y
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biggest argument agalnst the ladder concept Is in

the curriculum itself. "It is my contentlon,” she:

states, “thatto develop acurriculum one musthavea
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.” (1971, p.-729)

" Several other issues related to curriculum articu-
lation are life experience credits, orblanket credits.
This is a very esséntial component of the various
curricular approaches | have mentioned. Should a

_ person be given blanket credit simply because he

.

* independent and individpally-paced‘Iearn'ingt

has engaged in cestain types of activities.which are
seen as contributing: to someroutcome of an
educational program?

Another issue is length of timé 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 concepts—the ladder, the lattice, accel-
erated, and open curricula—-are more feasible today
because faculties of many schools of nursing or
departments of nursing have been developing
certain facilitators of articulation curriculum. For

* example, with the avaifabiity of challenge exams, it

from a- course whigh is @ required phart of the
program sequence. The challenge exgrm can also be
used as a means of gaining credit\for required
coursewqork when the student feels he already

is now possible for %'e student to exempt himself

- possésses the requisite knowledge. Other.uses of

challenge exams consist of proficiency and place-
ment assessment.

. 1

" is "eclectlc.” We subscribe to the concept of carear
mobillty. both vertical and horizontal. Our efforts in
terms of verticél mobllity conslstof the following five
components. The first is the presence of an

academic counselor in the AHEC target area, thatof -

Central Minnesota., 'I,'ftls‘counselor Is a masters-

" prepared nurse whosprovides academic counsellng

to all interested LPNs, AD graduates, RNs from

diploma programsg, and nurses with thelr baccalau-

reate as well as master's-level preparation. This
person is located in the Central Minnesota.area for
the purpose of contacting Indlvidua!l nurses who
have indicated an Intergst in defining their career
goals and also helping: to provide for expedient
pursuit of those goals. Many timesnurses away from
the Univeksity campus sep programs ag one hodge-
podge of red tape, sitting around, etandlng In line,

not knowinjy what they shuld bedolngorwhatthey - -

ought not Yo be doing. Many of them engage in
taking coufses hoping that credit wlill apply to
something, pecause they. heard that it did from
someone else. There Is @ 1ot of misinformation

around. Our hope, by utilizinig an academic counsel-

al, is to ensure that nurses have aceurate informa-
tian and not spend their time pursuing courses of
study that will nat cantribute to their career goals. A

.s4cond reason for the counselor's presence is to

.ensure that when the programs are avallable in our

redlon we will also have students available.
A second component of our nursing effort is

‘ plar\nlng and coordinating prerequisite course

Another facilitator of articulation turriculum is

that.of independent learning modules, which allow
students to meet the requirements of certain
program courses. Learning modules provide {or

A third facilitator is that of competency-based
curriculum, which allows for better assessment .of

s

persons seeking entrance to the program, progress: -

through the program, as well as evalution of the
content of the program.

Afinal facilitatoris that of identifying entrance and
exit competencies, of nursing programs and' their
graduates. This competency iden\titlcation 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
applicatign of their knowledge base.

Keeping these issues as background, | think the

~coursesot

offerings in the regional AHEC areas. Our academlc

counpel r, as well as personnel and faculty fromthe™

University of Minnesota School of Nursing, St:
Bened College and St. Cloud State College, are
working tagether to identify the prerequlsites of the

vanous ufylculaand what [nterchange Is possible. |
am sure oq are aware that same Institutions do not
recognlze credit for courses taken at other institu-
tions. We tried\to hash this out prior to offering a
tth
by all the Involved institutions.

A’ third component\ is the coordination and
support of planning "and development phases
required-for ottermg the BSN accelerated program
in the regional AHEC area. A fourth component
contributing to this acceleratedBSN Program, is the
ongoing development ‘of course ontent in the form
of independent learning modules.

A final effort irt terms of vertical mo ility relatesto

" the coordination and development.of an external

most appropriate term | can use to describe the.
University of Minnesota AHEC nursing components. .
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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

a

.

credits earned-would be accepted .
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therural area. It moves me to say that happiness is 80
peorcent cost sharing on the BSN contract.

Let me conclude by suggesting that much of what
| have said about nursing also applies to other
disciplines within the health field. The identification
.of compstencies af graduates of technical and
prdleﬁslonalnurslng programs should help to cldrify
" the. i‘nlga»eccupatlonal tunctions and relationships
and the interdisciplinary relationships as well.

. Asecond outcome of this work effort by nurses to
tlarify the educational system as wellas the roytes

(o access this system, has’ been euggested by

Thelma Engels in her November 1971 article, it\
Nursing Outlogk. She states, “Furthermore | belie e.
we might consider breaking down some of thegwalls
of cloistered disciplines. For exarhple Wﬁ&v%ﬂdﬁt
school teachers benefit from a minor in pe

nursing, social warkers from a minor in psychiatrlg

nursing, or a medical student from selected caurses .

In nurslng?'“(1971 p. 730) ll this be treasor\. so be
it!
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Interdisciplinary Education and the Health Care

Team Concept

Dr. Rodger C. Ko‘llmorgen

When University of Minnesota graduate students in
the various health professions find it desirable to
have a field placement in the rural intefdisciplinary
setting, there is a strong possibility. that they may
spend some time in a small, seemingly inauspicious
mental health center in Braham, Minnesota (popula-

tion 740 plus mosquitoes and snow geese) some 60 *

miles north of the University. During the last 2 years,
students from clinical psychology, nursing, alcohol
and chemical dependency, medicine; secial work,
and pharmacy have received field placements at
7 these have been unique
and worthwhile edycatio al experiences.

| am ‘inherently suspitious of the valldlty of
testimonial evidence and \ wili not dwell upon |t

atrie N\ by my’

except to say that, when a graduatfng medical
studenttells you that his 6 weeks at the Fiva County
Human Development Program was the highlight of

his.medical school experience, and he {eels that he

has gained a supernumerary family fo boot, one gets
the feeling in his bones that this particular mental
health ¢enter, tucked away in what was formerly an
electric utilities company garage, ,has something

going for it in terms of interdisciplinary team

function and the capacity to educate students.
The Five County Human Development Programis

10yearsold and'lt serves, as you've probably already

divined from its name, five rural counties in east
Central Minnesota, two of which are designated as
llsca&y distressed by the Governor and all five of
which are deslgnated as psyc¢holagically depressed

approximatelg 3,000 square miles of sandy, loamy.
overworked f rm‘land settled originally by Scandi-
navians who had an. unparalleled capacity and
proclivny for masochistic sufferlng Aand/or just plain_

bad lucksIf they had gone only 100 miles furtherto *
th& south and the west, they would have been Ny
* some of the richest and most productive land in the -

Midwest. , -
Inasmuch as the task has betallen me to try to
coordinate this inte
Braham, | have attemptgd to outline what | regard as
necessary, albeit not sufficient, characteristics of
the well-functioning interdisciplinary mental health

team and its relationship to students. | submit these _

guidelines as basic requirements to good interdisci-
plinary teaching teams. i

B\qore you can teach somethlng. you ‘must have -

thing to teach. The first touchstone is compe2
tence. Presumably the psychuatnﬁﬁs,tnsommand of
a certal ; mount of didactitc psychiétric knowledge.
and is co Retent in the practice of clinical psSychiaz~
try. The pey\chologlst the “social worker, the
psychiatric nutse, and so forth are each well
educated in theirrespective fields and competent in
the practice of their professions. Each is quite
capable, presumably. of performing-his own profes-
sion in-vacuo if necessary. *

Second, it is necessary. that each member of the
team believes in theé value of his own profession,
believes that his own pmfessmn brings a certain
knowledge, a certain view, a certain gestalt tp the
fore which enables him to make unique contribu-
tions to the team effort and to the final product,
‘without which contributions the final productwould

‘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
the motlenal persuasion that’ all knowledge re-

\, -

self The population is 80,000, which lives on_ ‘.-

isclplinary experience at .

N
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sides, ang all goodness reposes, within the womb of :

the university. Once he pagses out of the city li

he does not |ose his compelence, nor does his braln studept's university department.
ut it -

suddenly turn to scrambled eggs. Or, to
\} another way, he must be willing to in part give |p his
own sentient group of otHer psychiatrists, dther
psychologists, as the case fnay be, and to cathect
the interdisciplinary team asthis new sentientgroup,
he group with which he bédomes instrumentally
dentified and from whjch he recelves his strokes or
is M & Ms. .

Fourth the professiorials must share a conviction

ar 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 and that they dre
effecting some change in the werld. Again, testimo-
hials are capricious and fickle; atbest unreliable and
atworst they cut both ways. A considérable amount
of neurotic energy can be expended in whomping up
the positive, reinforcing ones and in some way
~ *denying and ‘repressing the ;}unishing ones. But,

‘solid, . Objective,
.cess or failure™bviates the necessity of huddling
- and adopting a cultish, up-against-the-world men-

tality. | submit that in this era of energy conservation

nothing solidifies, an interdisciplinary group like

hard-nosed criferia indicating its effectiveness in

tite contract between the student, the Five County
H n Development Program, AHEC, and the
Close liaison
between the Five "County Humap Development
Progr m and the curriculum agdvisors in the various
departments in the University |s maintained. By the
time the Program is aware of a\prospective student,
he and his curriculum,advisor Havepossibly already
determined if a tour or placement in Braham is in
‘keeping with the student’s qurriculum 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 g'oals can be_met or approxi- .

‘publicly verifiable criteria of suc- .

accomplishing its goals. Especially in the mental,

health fields, where impact is frequently intangible,
goals are fre\uently long range, and gratification is

seemingly forever deferred, the quest for effective- :

ness criteria is a necessary and worthwhile endeav-
or. )

Finally, the mterduscnleary 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
“bekome threatened, and power balances become
shifted. The problem is nothow best to suppress and
sweep ‘such problems under the carpet, but rather
. how to getthem into consciousness and outonto the
table where they may be dealt with. Germane to this
prcgcess within the interdisciplintiry team are per-
sons who are eomfortable not only as professionals,
as 1 have indicated above, but with themselves a
worthwhile, effective individuals wha are ¢apable of
error but who are also capable of forglvéness and
capable of change.

| have outlined the essential mgredients for a
successful interdisciplinary team as | 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-

Ay R ) v
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. time commitment satisfa

mated, and they may | then negotiate in terms of a
program tailor-made fo hat student; as well as a
tory for all concerned. It
becomes evident, thén, 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 in’ the form of time, energy, and
emotional commitment. After su€h a preliminary
negotlatlng session, some students and the Five
County staff have determined that they really did not
have the basis for.mutual contragt, or that the
experience feally would not be in keeping with the
student’s'own goals or expectations—no problem,
no hurt feelings, better to find it out sconer than. .
latér. Those studertts who do decide to spend time at
the center then mdke 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 to
malgng field placement at the Five: County Human

Development Program a-very meaningful educa-

tional as well as personal dperience.  °

Once the student begins his field placement, heis
assigned a coordinator onthe statf.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 a several months' peridd. Perhaps, becatse of
an intensive But attenuated time conimitment .
{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 dittum that a,
student is best taught by a member of the profession
to which he aspires is now being challenged, and so
far successfully. Inasmuch as all staff members hold
clinical appointments to the University, no ‘serious
administrative problems have arisen as yet.
ratlgnéle has been that, if this is to be an interdisci-

B
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how often doe\ia nurse: get totell a y0ung doctor a
_ thing or two?

The student s ends considerable time with each
member of the team. If the community coordinator is
going to visit a school, the,studeh(t goes along. If the

- psychiatrist is going to a local hospital for bedside
- consultation, so goes the student. If the psycholo-
glst is-going:up to the indian reservation to do some
psychological screening or testing, guess whorides
‘with him. Every patient is regarded as a teachlng
case. The student is free to be scheduledﬁon any.
session. The studentis regarded asajuniormember
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
commissiongrs is, who is-against a pay raise for the
staff. In short,the 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

]

v

~ Rrofessional, educational, and personal impact
which wil' have spin-off value in whatever future
\con he finds himself. - . "

,
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‘Innovations in Basic Sciences Ctirricullim

. . " Dr. Richard J. Schlmmel

Governor s Planning Reglon 3-Bi isa 16-county area-

. in East-Central lllinois and one of four regions in

lllinois -involved in the .Area He,alth Education

System project. Region 3-B has a population of -
\approdximately 800,000. There are 28 hospitals, with

£ 4,000 beds, and there is a total of eight higher )

educ/atidn institutions in the region e|th,er 2-year or_

4-year“ -

.The AHES contract has provided.the opportumty
to ‘t?ievelop 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 * -

competence. In orger to provide the basic science
content/necessary for the allied health and nursing -
programs, we are attempting to utilize the 1-year
basic medical, science program which Was devel-

35

" the Colik

: 05

\\\ l .‘ A ' l. E N ‘a v |
: R o 0 U
oped as the first year of the 4-year M.D. program in -
e of Medicine. The existing basic medical
science program was established,by teamg of basic

- medical scignce faculty and practicing pHysicians®
working together to identify basic science concepts

content are'agnecessary for medical practice. A

The program is a gelf*paced, self-directed curricu-
lum that is comprised of elevein basic science |,
disciplines: anatomy; biochemistry, microbiology,
immunology, physiology, pharmacology, patholo- .
ay. histology, neuroanatomy and neurophysiology,
genetics, and behavioral séiences. Each discipline is
braken down into'independent learning-units which
are incorporated into ten clinical problems. Clinical
probléms, 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 spécific learning
objectives, multiple learning experiences for each .
learning unit, and multiple prescrlptlve and diagnos-
tic evaluation instruments.

There are 300 units or learning pabkages in the

~curriculum. Each learping unit has been developed

with a standardized format which includes:

1 A subject matte descrlptlon for the un|ts
content; |

. A list of prerequisites or prier learning units
essential for the tearning of the unit;

. The general and specuflc objectives for the >
= unit; . \ '

A list of key words;
A pretest; s . .

A listing of specmc reading assignments in
textbooks, reference books, other printed’
matter, laboratory experle?ices andallisting of
all software materials (slides. tapes, etc.)
reIated to the unit;

A posttest for the. student to assess h|s
performance

2

o
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For eath 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 scienceé abjectives for that particular
clinical problern The examination Is given on the = -
PLATO computer system, and the student is
pravided with fimmediate feedback regarding his *
performance~This feedback provides a tool to be
utlized.in discussion with"a faculty advisor regarding
the student's progress and the planning of future
learning activities.

It is important to emphasize that these examina-

tions are diagnostic and prescriptive in nature. It is

a
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a|so importantto 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 takés on the rofé of an advisor and

\\'r‘ganager. rather than imparting knowledge through

EC

* oriented to researc

ecture. They assist the student by:

a. ldentifying what it is the student must know
and be able to do; 4 v

b. Organlzing objectlves and ynits into a mea-
ningful order;

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

. d. Developing dlagnostic and prescriptive evaiu-
' ation tools;

e., Momtoring 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

L8
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to the other sub-regional cehters 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 activitles which

., We hope will lead to aninterdisciplinary approach to

. student’s progress to assurethat the studentjs

proceeding effectglely

There are a number of factors, probably none of
_which was the 'deciding factor, that focused our

attention on the "existing basic medical science
. program for basic science input into other protes—

sional health sciences programs. Utilization of the
existing basic medical scienee objectives ayoids
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 in‘a 7-inch thick curricu-

. lum document. Starting with the basic medical

science curriculdm also avolds spending resources .

developing new courses in various basic science
departments on the Urbana-Champaign Campus of
the University.. Such an approach would result in
courses with low enrollments being offered in

departments that are academically- oriedted, not .

oriented to the professions or applied sciences;
departments that are oriented to graduate level

basip medical sciences are the foIIownng educatiqn-
al assumptions

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

. It is possible to define the behavioral ODIGC-‘.‘
tives necessary to master the prescribed basic
medical science content. - .

. Basic medical, science . learning can be ap~
proached from multiple entry points. ¢an be
adapted to individuaf learning styles, and can
.accommodate the learning needs of students
enrolled in ditferent curricula. .

. All students admitted to the health science
programs have tqe ability to complete thelr '
respective program. “

.Student progress through the currlculum

should be’'in accordance with his ability. to
. master-the curriculum goals, rather than to
~ time commitments. .

Motivation to learn basic medigal science,
content can’be enhancéd by relating science
content to a clinical situation or problem.
repre\entative of the student's freld of prac-
tice. :

T~ % .

x

Our tlrst attempt at utilizing the one-year basic
medical’ science curriculum for health professions

" other than medicine has been the jdentification of *

work, not undergraduate; and departments that are S

» Dot instruction—all 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, @ curriculum which is self-paced,
self-disected increases the ability to utilize clinical
resources in the Region. Region 3-B hasfive rather

distinct sub-regional population centers. The five -

areas are connected by the Inter-State’ Highway

System with traveling time fram Urbana-Champaign

3

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
and'the reg|onal*programh—prlmarily 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




students in the program reviewed the biochemlstry
oBjectives 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 47"were considered low priority, Nearly 98
perdent of the learning objectives in biochemistry in
the existing-basic medical science curriculum were
viewed by this committee as important enough to
nursing practice atthe baccalaureate level to receive
either a high or moderate pnorlty ranking There
-were . N0 biochemistry objectives important to
nursing practice that were not included in the
existing basic medical science curriculum.

_Thé next major activity that has to be completed in
order-to utilize the existing basic medical science
currictdum or an interdisciplinary basis is for the
blochemlstry faculty, as instructional managers, to
review athe learning experiences in each of the
biochemistry units. Since this is instruction, we need
to. carefully review -the established biochemistry
units for apprgp/ iate learnlng expenences related to
nursnng -

_If we continue to focus-on the biochemistry *

objectives necessary to medical and nutsing educa-
" tion, | am confident that interdisciplinary learning
expenences will result. | 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 srmple task; and while our approach may be
« different, | am sureit is being done or has been done
elsewhere.

trying to improve the state of the art. The second

' T a
Innovations In Medical Educatlon

Dr. Richardson K Nobak
/ ’

Let me begln by quickly stating some of the
assumptions with which | came to this meeting. The. "
first assumption is that we all represent Hﬁ/
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

//

ssumption is that we have deep commitments to
e health care need in our area and the country asa
whole. The third assumption is that in our major _
activities we are continually active problem solvers.
Therefore, as we group here, the fourth assumptlon/
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 Heaith
Education, Center program.-
To move ahead | am going to suggest that in any .
complicated 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 arid increasing the

-effectiveness of maintenance of health. The purpose

_of our program is to influence the distribution of"

" We, of course, will continue with the task, not -

necessarily because it is ‘unique, but because it
meets some of our yery special needs. In many *
respe?ts however, we think the real challenge is to
identity the
to succeed asfla competent practitioner. We know
that a health practitioper’s valuesand feelings about
himself and gthers affect his performance. What
othegr affective
assure optimu performance and satisfaction in
pragtice? If the nealth care team is to function as
- conceptualized in many of’the AHEC project
activities, - the next. big step in interdisciplinary
ed/uca;mn for medical, nursing, and allied health
professionals should be a commitment to answer
through curriculurh development the question,
“What do medical, nursing, and allied health
professionals: need to know, feel, and be able to do
that can only or best be learned together?"
l
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efgllve objectives which are necessary -

practitioners and to influence the effectiveness with
which'we provide health care and health mainte-
nance. Further, we believe that the educational
resources in ouf areas-offer the means with which to -
increase the distrlbutlon and effectiveness of h
care. However, this has tobe clea/withtmtﬁsﬁilal
limits.

In tufning to theprocéss I believeit wise to makea -
distiriction. There is a distinction.between the broad

. gefleral purpose of the AHEC and the specific duties

tHat are defined,in the scope of work statements for

“all of the pr’ograms for which we carry line

ODjGCtJVGS might be Iearnlng)e/

responsnblllty 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-gdealing are eagh
individual to our particular Area\ilealth Educatjon
Center and the scope of work in our particular -

- contracts. !

a7
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1 find it difficult tosynthesize all ofthe procedures,
and | would therefore like to turn to some other -
generalizing capability. | believe we are all de iber-
-ately and carefully selecting those. concept and
processes which look to be most useful. Here, the..
key word is “useful.” | am suggesting that we
probably all take as a tacit assumption that “useful” -

| .




is definkd as a - -synthesis of feasnble, working,
effectivd, efficient, influences on behavior in ways
judged desirable, maintainable, and replicable; In
' this conference; | am looking for answers to the
followirlg questions. Are there any generalized
conceptts, problem solutions, insights and facilita-
tors that can be used widely throughout the Area
Health| Education Centets? How can Wwe share
informpation like that above and any other. that is
‘relevamt to hélp us meetsociety’s needs? Third, what .
are the centralrate limiting' phenomena we face in
tryingjto achieve the goals of the AHEC? And last,
- how'dan- thgse rate limiting phenomena be solved?

procged. The real front line troops are here in the
audignce and, hopefully, acouple of usare up atthis

.- hu ber of actlvmes methods and tools. There has

ﬁt clearly. |mpI|ed is the

roles. Not mention
i rmatlon serwces whether that be

| portance ofi

0

a;ge experiences in continuing educatlon There -
are many different methods we can talk. about.

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 statemer&t of the factors that are
at play as we consider why any of usglect to be
where we are so’long as we retain the ability to make
i 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
portnons of the areas where the need for health care *
services is the most marked. We can have data and
plans. In part this conference is obwously deS|gned

Q

- ance of educational efforts.

At h|s point the logical questlon is how best to -

{These are some of the major topics that are front of
p .
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to bring 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 reallstlcproposals lam sure we
are all convinced that we can broaden the Area
Health Education effort. - - .
We are alt convinced of the tremendous i‘mport-
In speaking about
innovations in medical education, or,what we are
doing in.the school of medicine as part of the allied -
health_sciences, one must-emphasize the import-
ance of continuingzeemc)atijor?r?n the sensethat none-
of us is everfinished as a professional: One can,
_challenge-the concept of lifetime learning. | agree
that itis an overworked phrase, but at thesame tlme |
- think that we are all committed to it. :

" We can place in our educational efforts and in our
models of the~facahmﬁ:educa‘tional manager’s

personal activities a high stress on primary'care and

- on responding to the needs of those poctions 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. . S -
tn terms of innovation there are some 30 medlcal
schools-that are.described as community-based
medical schools. We do not own our own umversny
hospltals we prefer to work with the communlty
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 procedures,
with processes for expanding the capabj ity of
health professions. We are talking in thi i
about teams: teams that provide effettive’ care,
teams that provide models for the ledrners, teams
that provide very effective educatignal settings. If
many of our younger learners, or returning learners,
are in effe§ti/e multidisciplinary feams for a sub-.

stantial portion of their activity, the potential exists
for these te¢ams to spin off and oGt of the education-
patient cz(e setting and into the/community practice
setting. As teams with breadth depth, relief, and
professional stlmulatlon they; can move into areas
that otherwise would be much less attractive if a solo
practitioner were there without the other members
of the team. | propose this not as a simple solution,
but as an additional facilitator of considerable
importance.
Let me turn to some of the tt:ungs we are trying to *

effect in Western Missouri, There, we are trying to
say that a fundamental facilitator is to try to bring

'
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. together in a genéraliiable_system a range/of
* activities from continuing education to primtary

flowing program which shows the students that
continuing education is feasible, and important, and
engaged in. We are tryiné to hold in front of the
students of the health sciences the: tremendous

the dlSCllenary argument that the primary careris a
partncul‘ﬁ* kind of specialist. Rather, we/are trying'to

say that the public’s need is for primary careandthat

there are a number of us in.the different disciplines
and in the specialties wha can be effective as
primary carers. We have recogniZed a substantial
part of the patient care operation to emphasize the

o

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 PHYSICIAN

10. DOCTORS OF PHARMACY

. ’

o
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professjional preparation. We are 'deVeIoping a-

importance of primary care. We are trying to avoid.

15.

18.

N a

) .
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role of primary care, whethér that is in the general
medical service or in family practicé residencies.

o -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
argawide community residency program and have
residents that are ata substantial distance from the

" main base of operation. ¢
a

We have a variety of programs, including one, a
sabbatical leave program, which isdesignedto bring

. back into the médical center physicians from the
areawho canbeona month'’s sabbatical leave, bring
first-hand experience of the problems of care to us,

[

1. DOCTORS (bF PHARMACY STUDENTS

12. PHARMACY STUDENTS

CLINICAL MED_ICINE LIBRARIAN

13.
14. DIETICIAN -

SOCIAL WORKER
16. NURSING DOCENTS

MASTER OF SCIENCE
NURSING STUDENTS

17.

MEDICAL RECORD TECHNICIAN

19. DOCENT EDUCATION ASSI§TANT .

LI

20, UNIT MANAGER

o
. L]
-

The above figure indicates tilat the doceﬁt team is made up of the four docents who share the
5, counulor responsibility, ‘visiting docents, full-time clinic and inpatlent staff, pharmacist and pharmacy students,
; - nurses and nursing students, auxiliaries, and rehldents The doéent himself is actually a dean'of 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 an effective medical education-patient care unit, demonstrating the full range of
general medicine. et the same time, the concept of health team.care is demonstrated.
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‘and at the same time extend and refresh their

information. . . -

Lhave selected a few examples thCh demonstrate '

that there is a capability for designing arather broad
set of actlvrtles that are, for the student or for the
professmnal moving through the steps necessary
for the fully credentialed profesmonal practice,

reinforcers of many of the themes that are central to .

the AHEC. i ¢

| would like to take just a’moment to deseribe the

composition of the Docent Teams. | have now

narrowed the focus to the School of Medicineandto

the major adult teaching hospital. In that setting, we

have reorganized the medical service. The'students

during the last 4 years are grouped:ihto units of 50
o and work with four mature full-time physncnan
teachers, guides, role-models, coaches. These are
our docents. That group of four physicians and 50
students becomes part of the members of a team.
These teams have been operating now for 1u‘st undex;
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; avariety of aides; residents in a general

internal medical.residency; and visiting physicians -

ar vnsntlng 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
competenceof all of us. We alsp have students from
the doctoral program in pharmacy. There is a full-
time clinical medical librarian especially prepared in
‘library matters, medicine, and informationrsciences.
The clinical medicat librarian is a facilitator to the
wealth of the medical literature and an individual
wheom we are frankly asking to habntuate all of us,
- partrcularlythe youngermembersoftheteam t6 the
need to have access to the best |nformat|on in
\ medlcal literature. The team also includes a dieti-

cian, a social worker, specially prepared nurses-

(nurse docent is a role analogous to physmnan
docent), students in the master of science program
in nursing,.medical record technicians, a;pthovery
important management personnel A-ynit manager
relieves the physicians of much “bfthe burden of
managing a portion.of the hos{il and a docent
education assistant . helps”50 students and four
educational managers go through their own activity.

As you 6ok at that, many of you are probably
thinking that | sound persuaded and convinced, at
least to myself, that the team functions. | mentioned
before that it has been in operation for some 5

40
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Dr. Richardson Noback describes the docent team 'concept. -

years. We have: tracked its performance very
carefully The patients whom we have interviewed
away from the hospital after dlscharge feel pleased: -
about 90 percenj 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 diménsion, the length of stay in the
“hospital has decreased. Weyhave controlled the
cost of procedures so that from the hospital’s paint
of view this is,an efficient, dollar-wise, program,

My purpose is not to persuade you that this is-a
model .for anyone else. | am simply discussing’
briefly another model .0f 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
‘with communijty hospitals and communlty practi-
tioners of nursing, of dentlstry, of pharmaCy, and of
medicine.’

Let me then close by calling on Occam'’s razor to
help us with some simplifiers. What | would like to
see come out of this conference is the ability for all '
of us jn the social visiting, in the discussion here as
the committee  as a whole, and in the round- tables
tonlght 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, | believe we will all be helpe tremendous-
‘|Y

1 would like to close, then, with my urgent request
to all of us that we consider this last as an explicit
part of our opportunities—to 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 Discussion. R

Dr. Edith Leyasmeyer: Th|§ aftéernoon we have*

heard a- rather broad presentation of a variety of

interdisciplinary programs, as they have.- beeri-

impleggented in various parts of the country. As Dr.
Noback indicated, t#e main purpose of this sortofa
meeting is for us to exchange ideas, to learn‘from
each other, and attempt to, implement whatever

points might be useful now for us. | 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: | appreciate the
g stion. and | am afraid that | will have a little

F¥tible in answering with an economy of time. The
first, | think, would be the concept of the docent
mechanism, the docent system of education. The
second, | believe, would be thé real ability in our
own setting for the differént health science disci-
plines to be very much at ease talking and working
‘together. ‘And the third would be a point | 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 a
science and medical program.

Dr. Edward P. Donatelle, North Dakota: Dr.
Noback, one of the cautions in/the use of

community resources in medical education is that:

we must not move the student too
varied places: What is your expefience and would
you react to this statement? .

~ Dr. Noback: | would certajnly agree with the
position statement. In our owy setting we have the
advantage of starting with a/clean slate, but after
many of us had been working in the community for
a substantial time. We also have the advantage of
working in a community in which 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. | agree with the caution; | am simply trying
to say that | think that with careful engineering the
defects can be minimized, )
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-Dr. Tﬁéodore R, Reiff, North Daiébta ‘| would like’
“to “address this question” to any fnember ‘of the

. panel! What role do you feel the medical student, .
presumably ‘the senior or perhaps the junior, plays

in the education of the practiging physrclan who is
_actrng as his preceptor‘?

Dr. Rlchard J. Schlmmel Let me try to answer

" that question“from the basic science development

in Urbana. There is a part of the curriculum process
that | 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
0 clinical problems, The MDA is an M. B. advisor, the
individual in that process; and then there is the
- MDE, medical doctor evaluator, who then works

wrth three or four.students, checking and balancing . .

the correlation. The feedback that we have had,*
through constant surveys of the physrclans partici-
" pating in the program, is that they feel that they get
more out of working with the students than the
* students are getting from thémi, and it is ‘the
student's ability to keep them up to date ob the
basic sciénces. They bring that with"them as they
work with the physicians in the clinical setting.

lDr Noback Let e simply add that in our
experlence many of the physicians have said that -
. the student brings with him, as we would all expect,
the questions and some new rnformatlon——so 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, |
would add that | learn a great deal about general
* medicine, especially clinical medicine, from seniors
in medical school. | would guess that pr/obably two-
thirds of the antibiotics on the market now have
come on the market since | was in medlcal school,
and | am continually picking the bra;ns of the senior -
medical students for basic medical, especially
-clinical medical information, | hope that | don’t get
more from them than they from me.

Mr. Glenn Wilson, North Carolina: Iwould 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. | wonder, in that we
ere talking about teams today, if instead of the
\;k(essmnal deciding what the team sfiould be, if -
houldn't look at the epidemiological informa-"

tion that is available on the kinds of problems that

the American publlc is presenting to the héalth care

system both in’ the office and .in the hospitals, and

/ ' . > ST -
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: then design the teams ar;d the number of resrdents—*» ,
based upon their needs; Father than the professlon- ‘
als’ perceived wnqus Secondly, in North Carolina, -
and as | listened to the nursing discussion,-we hear
.a’.great deal "of conversation about the need for
career ladders and all of those . interesting words
that have been developed * ip nursing, to give
mobility to the students, to move in the State and
move m the United States, and’in the world, | guess.
There “seems to be something unique in the
curriculum necessary to have that mobiljty. |
wonder if- AHEC and the nursing schools do not
have an obligation to worry about-<the regional
needs ‘of the areas which support them, and if it
reqmres\some accomodation, that we compromlse
somewhat the mobility of the student in the interest
of the peopIe who are paang for the|r education.

Ms. Bernadme M. Feldman WeII I thrnk that is
precisely what we are attémpting to do at Minneso-
*ta, to take a crack at provrdlné some adaptatlon of’
the on-campus demonstration programs, 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 Ycrisis situation wh|ch
exists in aur target area in reference to quallfled
nursing, educators and administrative personnel.
* We have many nurses——we realIy don’t have a
shortage, per se, of regrstered nurses—but 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 aIIevrate this situation.

Dr. Noback With respect to the ‘first part bf your
question, Glenn, my own personal answer ‘would be
in two parts: first, | amthe point you ‘made
about the desirability of d ing th€ response to .
.solve the problem The.se¢ond part of my personal
answer would bé that we have to always meet

peopIe where we all are, and | think that says we
‘engage with the to{ﬂs the mechanisms, the

concepts and data that are present. | personaIIy am
very convinced that evidence and-sound proposals
will help social change to come about. This may
seem to be a weak answer, but | think it has some
‘elements, at least, of wrsdom ‘and practicality- in it. .

Dr. Leyasmeyer: | would aIso just like to add one °
more comment. | think that as we are designing
health care teams Wwe 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 am-expression of need within /
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¥ broader spectrum of the ‘team.
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the communities.. so that we. are Iookrng at a

-

.~ Dr. Felissa L. Cohep, lilinois: | wanted to ask Ms
Feldman to explain a little bit about the relatronshrp
between the Umversrty of Minnesota main campus
nursing faculty and the AHEC component. |

Ms. Feldman: Well, we make use of the Uni{ sity
of Minnesota faculty at the Unjversity AHEC./Four
of their faculty comprise some of the key people

- that implement the programs that | try to coordinate

“and facilitate. We also are utilizing faculty from the
“only baccalaureate program within this central
Minnesota 'target area. | think the only othe
* nursing program within our target area is one of tgé
few remaining diploma programs, located at
Cloud hospital. So, we work directly’ with those
faculties who reall;
our - programs, a‘d we try to coordinate and

.

facrlrt‘atNhere wg can! L )

Dr. Donatelle:| Ms. Feldnaan I en;oyed your,

. discussion of-your program in Minnesota. | am

\

A

do the work in- |mplement|ng\

the students who were rir;tendtng to enroll in the
course.- They felt that this Was, sin e they had to
maintain jobs and mai tain- famil es, the most
feasible. They could-get away.every other Saturday;
and if they were going to be away they-could just as
well hire the baby sitter gll day, So this was theéir
approach nand itis the one we followegd. So, we are
trylng to respond to the lqocal personnel..

" Mr..Ismael.Bob Morale 3 Texa}s

gy
.

ir. Noback, |
would appreciate your definition of the|docent team
training process. and-also would fike. {o ask, in the
past 5 ‘years since this ha eerJ instituted, what
evaluation has taken place; if ylou cbuld provide
*a couple of positive and nredatlve results in terms of

that program

3

|-
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rDr Noback: It rs hard for me “to” compress an .
answer for that. In the process of . redonng the:. " ~

" medical servrce, there were. many, mapy- discus- - -

,\bsrons about iritent and procedure. That became (f

unclear as to what your master's program is. |

wonder if you would elaborate a bit on that, and
why that route, rather than specifically training the
nurse in spec|f|c areas that would meet the
requirgments of a medical health team? Why the
master’s degree program, what is it, how do you

work that |nto your total program?

« Ms. Feldman: Well, the partial -external master's
program, that is just now in the process of being
"developed, provrdes an opportunrty for baccalau-
reate prepared nurses within the regronal AHEC
area to gain the necessary qualrfrcatlons sa that
they can become educators of nurses, ‘nurse
clinicians, .and ‘nurse administrators.: In many

* instances the women—and it is women, primarily,
- that we are working with in this area—are married,

with children, and have family commitments that do

' not allow them to come to the main campus. Sp we

are attemptmg, at least as much as it is feasible, to

i ess'7

substantial part of the preparatory process for
those ‘who are on the teams. We have written

objectives; we have written major procedures. As

we¢ talk with individuals who may be joining us as

docents, .we go through intent and process and -

similar activities of nursing, so the point | am tryrng&

‘to make is that there is a substantial investment in
explaining and helping people to be ready to be on
board. The second part was ...

Mr. Morales: The second part is evaluation, .if it-

has been carried out. What has been the results, the
outcome? In other words has it been positive or
negative in terms of utilizing that partrcular proc-

13
Dr. Noback | apprecrate that question and assure
the rest of the group that itwas not a plant. We have
just completed ‘a very' large report on that..For
example, |, can tell you that in place of the former,

-y

: d|sconnected _continuity of care, from the patient's

bring the educational experiences to them in their

~ area. And many of the innovations in education,

techniques, audiovisual, and especially videotaped
television—are making it even
more possible for the on campus classrooms to be
located or to be received in the regional area. We -
are also experimenting with many different forms of -
scheduling; for example, a very recent course in

such as multimedjp educational approaches or

research in nursing is being held in St. Cloud. A -
University of Minnesota School of Nursing faculty

person, who normally teaches on campus, is going
up to the St. Cloud area.every other Saturday, for
‘the whole day, instead of one hour, three times a .
week. She did th|s on the basis of the. decrsron of

4
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.schedules,
"of the tea
criteria of/ hospital operation. This is effective in -

positive

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, better'than 90
* percent of the-time, that patient coming back and
being seen by th appropriate memberof tHe team.
This may be a nurse practitioner; -it may be a
"docent; it may be me; it may be the student
supervised by one of us; it may be a resident. We

“maintain rather detailed analyses of the perform-
~ance characferistics, laboratory tests, length of

hospital stay, We have had very careful interview

. The basic report is that from the-usual

. terms. of the student’'s perception. They

feel that |t is an environment in which

°

-

ot done by the employer, the members -




- like. a little ctarrflcatlon from Dr. Schimmiel.

3

v try you had
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they can participate with supervision and have
- graded responsibility. The pharmacists feel that the

pharmacist is involved approprlately The doctor of

' '_\ pharmacy is a teacher; he is a practntnoner The
'residents feel that they can ‘draw,on’ different

people. | am not trying to say that we have no

problems. It is difficult to condense a report which
~ is:about 7-inches thick into a quick reply: | would be

glad to visit with you more about itin the course ‘of
the mesting. ¥ -
DF: August_ Swanson Washlngton .C.: |, would
If 1
heard you correctly, you said that in your basic
medical sciences curriculum gbjectives, as set forth

‘| believe theré were about te%
identified - 383—is this’ correct,

- “roughly?—and that it had been determined that al

. of these were |mportant to baccalaureate nurse
: edueahon

.
\

Dr. Sch:mmel: |
program now,'in tr e M. D. program, 286 have been
identified as hlgh priority for nursing practice,
"another 70'as moderate, and 17 were viewed as low
priority, and probably not essentlal for the nurses to
know. i ‘ /

Dr. Swanson: WHat has been the experlence/ in
the other baslc medical science areas, as far as tTIS

P2

same Drocess is concerned" >
| g

Dr. Schlmmel There isn't any. We are Iooklng
into some of the areas\m histology and anatomy for
our medical art program, but we really haven't
‘gotten into it. | might add there is a running bet
between the-dean qof the 5chool and one of his own:
faculty members in the communlty hosp1ta| | that the
medical technologists’ needs in the basic science
areas will be far above the first. year’ 'medical
student’s goals, and we quI have-to 'add to the

currlculum . . : o I w .

areas, in biochemis-

ut of the 313 that exist in tt%

Dr. Swanson Well, this raises a questlon regard- g

ing_sort of me-too-ism, and | was wondering who
makes the determination regarding the op]ectlves

. and their relevance?

, Dr. Schlmmel. Itisa diélog ue between the faeulty
in the particular professional field and the basic

coar

v

9

Y.

.+ approach on this, 'beyond just the

science faculty member ina parti ular discipline. In
our case it was nursing and the’ blochemistry
faculty. It maintains the mtegrlt)} of the biochemis-’
try cqgtent ‘by having biochemists in dialogue with
the nurses in determining the objectwes

Dr. Swanson: You have not tried a | ixed team
rofessional

d|sC|pI|ne and: the basic’ scrence d|s0|p me? ©

" Dr. Schimmel: No, because we have. experience
with just one ,drscnplme in the basic stiences and
one professional field, at this point. We 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 approprlate in three flelds The
. important thing is the focus Bn

the objective, as
stated, and not on the professional fiéld.

' Dr. David Kindig, Washlngton, D.C.: A nt}mber of
people have commented upon the lack of hard data
in this field, both in rel tion to the“effectiveness of
interdisciplinary practide and the effectiveness of

“interdisciplinary educatjon, and | think that is really
" an understatement..| just thought | would share .

with you two experiments that are going on now
that may,, bear someV¥light on this question,
sponsored by the Institute for Health Team .
Development at Montefiore Hospital. The first is an
experlment in interdisciplinary practice. They have
created a small, mtet'dlscrphnary 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 quantity 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 deals with the educatlonal evalua-
tion. There are five health scrence centers which

. have put together faculty teams over the past year,
. and starting next fall they will
interdisciplinary electives to ted

e offering clinical
As of students, with
some careful \e\v}luatlon of knowledge, attitudes,
dnd skills to try to_ascertdin, assuming that the
practice model -is- a good -one, what kinds of
edfucational methodologre?\ are clinically effective.
Some of the results should be commg along in the o
nextyear R ‘_ \ | i Q
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. Panel Presentation #1

The Area Health Education 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

Dr. Charles E. Andrews v

. general principles is often helpful In solving .

complex systems. | propdse, therefore, to explore a
few of the ideas concerned with governance and
then see how they apply to specific problems in
AHEC governance. o

’ 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 speclal, unique quality or
personality possessed by very few |ndividuals,
which ‘enables them to govern, at least temporarily.
John Kennedy was said to have-charisma, 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

Q ‘ ' R : -
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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
both, legal and technital authorities. _

An Area Health Education Center carf be defined
as ,a realtionship between -a university health
sclence 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 Egqual
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 of-the
Board of Trustees of a hospital for the quality of

- 'patient care in the institution. These laws, rules,

‘and regulations are especially concerned with how
. : e
% ’ ‘




public funds may be'spent.-Thus, famitiarity 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, [ think the above

examples should be sufficient to make the point. it .

should also be clear that a googd’ 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 concernéd 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 ptime

repositories of this_type of authority. A University t
Senate, if it is functioning properly, represents

technicai authority in action at its best. Such a
group wouid set the standards for curriculum,
course content, ‘graduatian, and other important
academic affairs. It is the stcength of a university
that the technical authoritids 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
shail graduate. This illustrates the most important
point that l.want to make: that is, $6r_a university or
a hospital or an Area Health Education Center to
function, there must .be a proper blend or mix of
these two authorities. From/the nature of technicai
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 the

| would like to develop thls point a-bit fu her

technical knowledge rquired In the process
volved may change.

since |
L S

believe that it is at the heart of the

.

governance or rﬁanagement problem of academic
health science centers. Two key components of.
such a center are the mecial school and the
hospltal two closely related but entirely different
institutions. Decisions in the medical school are
best made after much carefui thought and delibera-
tion. If the decision is to be Implemented there
usually must be adequate faculty 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 on€ 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
teams His orders must be followed immediately, *
without questlon. if the operation is to succeed.
However, if,'an haur iater, the surgeon meets with
the junior student curriculum committee, he must
function in an entirely different manner. His ideas
will be questioned, and his input may have little
effect on the final decision. | believe it is the failufe
to recognize these different roles and different
processes of problem solving by the faculty and *
staff that leads to most of the difficulties in the
governance of medical centers apd Hospitals and
Area Health Education Centers.:

It is the inanagqment of an organization at all
levels that is concerned with governance, and the
mterrelatlon§h|p between  legal - and -technical
_authorities. "Margrgement in itself represents a
" source of technical authority. In a sense, _manage-
_ment's prime function i4 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 helpfui in’ accomplishing this, First of all,
-everyone involved must understand that legal
authority takes precedence over technical authori-
ty. Failure to do this ,can lead to problems”in
governance and to failure of a particular organiza-
tion in accompllshmg its goals. 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 physnman s
assistant when. the latter is performing his duties.
This runs ry to the opinion of technjcal
authori field, who believe that properly
t;amed physncn ns' assistants can functlbn outside’

e immediate’ presence bf a physician. However,
the legal authority takes precedence, and if a
physician’s assistant is going to receivé his license
he must abide by this particular rule. Frobably the
best example, with which we are all familiar, is the ¢

situation in which the technicai o'r/p;ogram’ )

-,
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authorities define how a particular pragram should health science tenter and the community hospltal

" be operated. Yet the legal authority\In defining  or other organization involved in the AHEC. Sucha
budgets or amounts of money, do ‘nat supply document is a legal requirement as the program Is
sufficient ‘funds to accomplish the program as currently constituted. It is more than that, however.
defined. Oquously, you don't spend sfate funds ‘An effective document must have at least three
that are not appropriated unless you wantto goto  “\parts. The document must clearly define the legal
jail, regardless of what the technical authority has relationships and obligations between the two
defined as the best program. If & particular problem  entities. In its simplest form, this states their -
is to be solved, the manager must correctly decide  developed financial obligations. Second, the docu-
whether it is a legal or-a technical problem and set  ment must state or. develop a mechanism whereby .
up the right process. From this it follows that you . problems nvolving technical .authority may be

must also. get the right people to solve the probiem. resolved. Failurd to reach appropriate agreement
To-use the example mentioned . above, a lawyer will here can lead to many, ‘many management prob-
.be of little help in solving a problem of congestive lems. And, finally, there must be a clearly stated
tailure. You must be sure that the right technical way to amend the document. _ .

guthorities involved use the right rocess to solve

the problem. Remember that tgchnr:cal orscientific A third type of probluem in AHEC'S gove'r'nance
knowledge is rarely exact, but that there are honest ~ Might. be labelled the “paycheck problem.” Most
differences of opinions among experts. The right  ndivilluals look to the source of their paycheck as

procéss may be a position paper by an individualor ~ the final authority for solution of a problem.
a consensus arrived at by a committee. If the However, the legal authority issuing the paycheck
technical or knowledge authorities disagree on the =~ ™aY not be tge app;oprlate authority to solve a .
solution-of+a problem, as is frequently the case, itis ~ technical prodlem or“example, to develop /‘
probably best ta let the téchnical authorities arrive ~~ Particular allie health program it might be necés-
at a compromisé for action. Their solution will sary to have representatives from a university, a
probably be better than yours, and it will certainly ~ COmmunity college, a hospital, and a comprehen-
have a better chance of being implemented. An sive health planning group invoived in the planning
example of this might be defining the role of the process. The power or the influence of an individual
‘nurse practitioners in the primary care unit. The or an institution in the planning process should not
technical experts who are working in the area must D¢ dependent upon the salary of-the individual
make a definition that aIIows the group to accom- involved or the funds the institution plans to
plish its goals. - allocate to the project: Rather, it must depend upon
Finally, I would like to list four specific problems - the technical expertise the individual can contrib-
in AHECs' governance of varying complexity and ute to the process. A clear definition of what is to be

briefly to discuss them. ~ accomplished by appropriate management to the
The first of ARese concerns the'contract between  individual involved  is usually most effective in-
the, Federal Gbvernment and the parent university. preventing this 'problem ’ ' o

This is a good gxamplé of the problem of interrelat- A fourth problem is concerned with who shall be”
ing legal and Jectinical authorities. T Fec’i/?ral the Chief of Service of the community hospital
Government recognized this by requiring/that th when an educational program for medical studerits
umversity negotlate with both contract eoy te and or residents is established. Should the ief be a
program  people, ()hat/ls legal and" jéchnical g time educator, appointed by the.ufiversity, ¢
authority. The progr. th

. ‘ negotiatars, héwever, in. practicing physician from ‘the community? £
reality wear twc/ﬁa in that after the frogram has .groups must be effe

| it becomes lega) Authority. This gy dents are to receiy
créates probl - in_managemeént, since new emertjceand the ccfmmumty service
program defirifiqns. can never be as exact as, say, ties of the hospital are to be met. Thepé is no single
accounting/pyocedures or rules and regulations solution that will work on every service and in every
establis d through court pracedyres. Thus, care- institution. To golve this problem, it is vital that the

plenfenting the AHEC cpncept tg Federal A more ratiénal way is to try to get the individuals to .

s which are to be used in tfle process. Another objectives they want 16 acgomplish and,
roble .in this area is that legal authority is not the :

. tually work out a way to accom/;SIlsh them.

always clearly defined. That is, regulations from a ((’L\
" Regional Office and regulatlons from Washington In_summary, | have, very, quu;)y’:,out”med our
may not always be consistent. /seﬁrces of authority, leg technical, and

The'second item in‘'governance | want to n teig~ applied them very brlefl _to four problems in
the a}fyatlon agreement between the unive snty AHECs' govemaﬁcg,r .
4
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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. Triey think that
universities are prestigious and important and yet
too theoretical and often not really close tp
community life. As far 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 ph|Iosopher 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_they came from
private philanthropy. When this became inade-
quate, universitieg turned to tax dollars, which have
some strings attached to them, strings which some
people resent. The leaders 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

negds 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 r&lationships between
governments that support higher education and the

Q
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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 lgnger.
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?”

| would like to talk .about some general problems
and principles, using illustrations from the field of.

medicine. | apologize for this, ))et:ause we are

aling 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, | 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 probiems for universities i
the fact that their being part of a university is/a
relatively new development. Medical educatio
totally, in the main. in the Wegtern world, unrelated
to the universities for a.long 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 carsied 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 and\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 responsibie for the
idea of the university hospital which the university
owns and controls. After a while, it became clear

that this arrangement was not adequate. Conse- "

quently, affiliations were developed with other

hosp|taIs which were expected to be carbon copies s

of the university tertiary care hospitals..
Many of the problems you are wrestling with are
problems that have to be dealt with in that conte@tt

_ Clearly, one of the issues is to.what extent can and

should the affiliated community hospitals be

, carbon copies of the university-owned, university-

controlled tertiary institutions. | am one of those

who believes thdt the worst thing that could happen.

is to try to achieve that. In the first place, 1 do, not
think it is-achievable. |n the second place, | dmnot
think it is what is needed, because what is involved
here-_is not simply thore of the same, but the
addltlon of somethmg which |s different and has a

. ' .
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,.are no easy answers to’such questions, but the :
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value of its awn, not only to the commodities
Involveld, 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, | have the
Impression that more and more of the medical

anywhere. Moving 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 in general, and particular-

culty have begun ‘Iohappreclate the fact that

learning within a community hospital setting
represents a component in education which is
uniquely important in the preparation of the people
who will, in their professions, protect and restore
the health of individuals ‘and the community.
‘Related to this Is the question-of what the AHEC

program is for. It is perfectly clear to me that the \

Congressional intent, and certainiy the hopes of the.
people in this country who know about the AHEC
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 actually designed to be an
instrument to produce pie who will have
received and developed the appropriate training
and education Yo carry out these roles. | do not
think we can assume that, having done the
education job well, the change will automatically
take place. What we have.a right to assume, |

belleve, is that this is an essential ingredient. If you.

set up a framework for a certain kind of care and do
not have tke people available who knowshow to’
deliver it, then you have achieved littie. Several
other, paraliel activities need to be carriedsout, in
relation to which the AHEC responsibiiity devolves
primarily on the development of personnel. | 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 tfat welcomes and fortifies it. This
seems to me to be an important thing to do;

| wouid 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 seniQr
partners or junior partners? Are we talking about

first class citizens and third.class citizens? There "

universities that say, “Nobody is going to tell us

at 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
rewards-are. | do not think we should ‘Yeel that
because the AHEC program has to some extent the
facility to offer people or ipstitutions some rewards
in various forms that somehow this is unfair.
Without rewards, it js very difficult to move
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ly In the health fields, You 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
outslde. 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
Rockféller Foundation spent close.to $80 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 wouid be glad to think
about it."” it took- 50 years before all the medical
schools of this  country adopted the general
principles that were invoived In the Flexner recom- ;‘_
mendations. . n:

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 dea|
of money available. That is what changed' the
universities, and many medical schoois 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 wa$ 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 uniyersity can carry out without undergoifig

. change. A.vehicle 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 .

4

~designed, engineered, or organizea
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done- frequently /enough, there is some wear ad
tear on the bus, but the bus itself does not change.
The concept of the university as a vehicle fails
short, because the university as a vehicle is not

| to do what
AHEC needs it to do, and therefore it must undergo
some change. It must make adgpfations which will
at one and the same tir;ng/acr}ie e 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. | would suggest that

o put the question right. The question needs to
be'Stated, “Who makes which decisions.” Instead of

group, Jr institution must'make the decrslon the
‘AHEC program is asking us to address the
question, “Who makes which decision.” If we can
sort this out, and | think from what | kriow of some
of the AHEC programs that this process has already

problems can indeed be dealt with.

Let me say a word about academic freedom. |
have been a member -of the Association of
American University. Professors for 30 years, and |
believe deeply and firmly in academic freedom. | do
have a rather clear notion of what it means, and | try
not to use it to becloud an issue. Academic freedom
in the universities of the Western world is a.notion
which was developed to protect 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 jn the way. people view
things. The first notion that the world was round
was not welcomed very much, and there were
people -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 "shouid not sign a contract with the
/4-"'Federal Government because it interferes with
academic freedom, they are speaking nonsense.
Another answer is to say, “Okay, don't sign the
coptract, but don't expect a responsible dgency to
give'you money to do whatever you please 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 have decided that the
world is imdeed flat, and we wiII 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- academlc freedom when. they are
drscussmg domg things which do not appeal to
them are serious about it, and are not dellberately
using something thht just sounds good' But that
does not make it any more valid.
Let me finally suggest that Dr. Andrews ‘refer-
ence to the affiliation concept is really a'very useful
"one. We have had a lot of experience with this, and

\‘l‘ . i ) .
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to put the question as to who mdkes the decisions is _ .

. saying that *n the end some single iindividual, . -

begun, then it seems to me that someg.of the .
teaching, in terms of the ratio of €mphasis in

some principles have indeed emerged from tpat
experience. If you exarine the experience, what -

“you find is that the best. affilfation situations are not .

those .where an attempt was made to force the
affiliated institutions to do everything in the way the
so-called parent instifution 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 togethér. 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

different types of hospitals, should not be the same.
Within the university tertiary hospital we say the
goals  are teaching, research; and patient care. We
talk about them as though they were mterchangea- .
bIe While they are, of course, |nterdependent and

the effectiveness of one. clearly influencé$ 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 thrée-
legged stopl of patient care, teaching, and research

in university hospitals, has said that it is indeed a

very tipsy tripod because these three legs are in few
places' of equal “Jength. If you"want to get an
appropriate balahce—and | am not ‘saying they
need to be of equal length, but that they need to be

of different lengths in different sltuatlons——then itis
terribly important that the overaII governance and
decision making stru&ture include those who' are ¢

-concerned with edwcation primarily, those who are™ |

concerned . with

and those with patient
care, so they £an make ascomodation with each’
other. One should not assume that every institution
adequately epr’ésents all- three forces.

Qne of the elements in the AHEC program which
| think can be relied upon more than any other to
hglp 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
governance is put ahead and is made antecedent to
the determination of program elements and pro- .
gram achievements, it is going to be 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
LpiHars, doors, and windows it will have in advance,
and then try to make it work as a hospital. What you*. -

-
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'do is: to décide what funcﬁons-y‘ou want to-perform,
/:and that tell$ you what kind of building you should

. ! build. I believe that the single most important factor _
in enabling us to deal with thé governance problem,
aside from the contributions of well-traifed,
dedicated, and experienced policy makers and
" 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 wh‘ich "decisio'n§. o

!
Panel l“;resentatlon #3 Mr. Gary Dunnr\
The two previous speakers’ have addressed broad
philosophical issues related to governance. | would
like to share with you the more practical.issues of
governance from-the perspective of AHEC direc:
tors. To begin with, | think when we consider AHEC
as an entity brought to the university, and the kinds
of things we have been able to achjeve by using it,
we see that AHEC: has become an‘opportunity for
the university to move into the community and to
change its image to a more h@Manized, personal,
oncerned institution—as opposed to any imperson-
ak ivory tower. It nows 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 hargaining and
negotiation—stimulating a variegy of reactions on
the part of the university community. :
| would like to be able to say that AHEC has
received the complete ssympathy 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 &ommunity to the extent AHEC
demands. They have said on frequent occasions
that the AHEC is sticking its nose in where it d&s
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 -
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indicates a kind of sellout, an over-reaction, and a
watering-down of,the academic influence that wili
somehow have a serious effect on the duality of the
program. Tﬁe_se objectives become irritating to the
very faculty we are trying to involve. We know 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
séme faculty that .they mdy be recognized as
involved in activities lacking in accountability.
There ,are also. members df 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. | _
do not'want to dwell too long on these.issues; but:
hey are some of the real world prablems we face”
every.day. The whole issue of involving community
faculty is a continuous debate. How many com-

.

&

- munity faculty? What afy their roles going to be?

What is their rank going to bé? How much of the

. educational*program is going to be conducted by

them, and who is going to supervise? All these are
questions thdt have to do with extension of
academic effort through the use of “nonacademic”
personnel. This'is cause for a great deal of concefr
among university faculty. It is a sensitive-area, 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 him 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
sayirig, “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 devoted 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 the 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 out into the
greater community where there is another universi-
ty. There is a fear about the extension of your
influence into their backyard. Other schools and
institutions want to be co-equal. They do not want
to be anything less than that. f AHEC suggests'
-doing anything at a remote site, the local collegeor -
university wants to be the one who does it. They do




~gvery institution that we
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‘getting into their area. That is not fo say that they
would be interestéd in presenting a given program,
but thgy do not want you to- do it. We have made
every attempt to try to work with~ the problem 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

not want the AHEC uhl‘verslty' _?nsgressing or

stalemated, for whatever reason, because of the
contract mechanism AHEC is accountable.

When you do interest & community in what
should, be done or what could ‘be done in the
training of health manpower; they begip tg} look to
AHEC and rpake demands or requests’that we
cannot always meet or react to in a very deliber%te
or immediate manner. This often creates credibility
“problems and hard feellnﬁs. For instance, almost

ad 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-

year contract with the Federal Government that we

can refer to as we move through negotiations with
other. institutions. It looks to them, when we.talk
about afrangements for a five-year contract, to be a
program of some credibility. 1t assures them that if
they get involved there will be time enough for them
to see some fruition of their efforts, and it provides
a substantial amount of support for institutional
cooperation. The advent of regionalization 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

- baligame now that we gre 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 Carneglie Commission could
possibly have anticipated the implications of estab-

graphic area and the kind of problems that

- accompany it. | 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

~~Jlishing sub-administrative units over a large geo-

in a remote community, and there would be no -

problems. it was not long before we found, and still
find on occasian, 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 ouf 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
) ’ ) '
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arrange your life so that you héve 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? | think we
underestimated how difficult that is indeed. As a

is some
reconsideration on our part about the need to
provide more suppaqrt. | was pleased-to 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 Jlife, the
recreational activities, and the professional life of
someone living in an outpost a‘r‘q so very.different
that we often fail to realize’how difficult it really can
be to run a program in a remote site and still keep
your balance. . . - -

What | 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 |.am not sure is the
only answer, or it is going t6 have to be arranged sp
that the. university can .obtgin access to the
community facilities which, at this point in time, no .

. university can afford to purchase. And I think the

success of AHEC will probably be .in direct
proportion to wf\ether or not it has been able,

.through the contract route, to make lasting

arrangements with the greater community 'an’d-fgs

.resources. » , ’

Panel Presentation #4 . . )
Mr. Dewey Lovelace

"Community AHECs have to havg 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 orieritation abolt our area is in order.

‘New Hanover Memorial Hospital is, relatively new,
having taken the place of twa old hospitals
approximately 8. years ago. There is a history of
training interns and residents, and during the last 4 -
years the teaching programs have beew‘ in coopera- -

tion with the University of North Carolina. In 1971,

the previous arrangements became formalized 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, -
credted thesHealth Sciences Foundation, Inc., and
under the umbrella of this new corporation is the
Area Health Education Center. The hospitat trust-
ee$, | believe, reallzed that this was an appropriate
arrangement, because while they wanted to main-
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tafin ‘@ good bit of gontrol and say so, as it would
srelate to the Area Health Education.Center, they

as well as” meetings with the directors of the-
outlying hospitals. Without complete understand-

also wanted the outlying-hospital and other health
related agencies and individuals. to also have

considerable input into the AHEC. Therefore, the

Health Sciences Foundation Board of Directors is
composed 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%physicia‘n_ faculty consists of a Director of.

Education, Nurse Coordinator, Pharmasy Coordi-
nator, Public “Health Coordinator, Librarian, and

. .~ Audiovisual Technician, along with the secretarial
- assistants. These individuals are responsible for )
~* are also located in the city of Wilmington, are

" continuing and dn-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 area. These faculty positions, for
- deaching and for service, are members of the
hospital department wherain 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 tGtha.depart-
ment chairmen, both at New Hanover.and in the
-School of Medicine at Chapel Hill. The Executive
Director has overall administrative responsibility in
all areas. | believe at this point-i should-point out

that, not being a physician, | rely heavily on the

recommendations of the teaching faculty, for any
decislon relating to teaching, and if further consul-

tation is needed our office would then call upon the

Chairman of thle réspective 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 physicidns are members of the hospital
department and must have approval from the
hospital department to make any unusual change in
philosophy or procedure. This is’a check on the
teaching Nervice and, at the same time, it keeps the

. respecfive 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,
owever, 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
teaching staff and the Director of the core hospital,

ing and the cooperation of the hospital directors.

involved, a.viable teaching program cdnnot 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 Hospital Board of Trustees, -

and with the Executive Committee of the medical

" staff, if the propesal affects physicians. 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.

| would now like to discuss with you our
relationships, cooperation, and governance, as
these things relate 10 our six satellite hospitals.
These hospitals, with the exceptian of two, which

located in rural communities ranging in distance
from 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 involv ng.approximately 250
miles. These hospital$ range in gize from 0tp 135

beds. We do not have a formal, written aggeemen

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, audigvisual

tapes, as well‘as other written material which have
béen requested. This staff member also talks with
the Director and/or other members of the hospital
staff, taking requests, seeking advice, and generally

» trying hard to keep a good working relationship

-with gach institution or agency they may be visiting.
| should inject here that we have placed, at all of Gur
satellite hospitals, audi0\7isulal replay equipment
which is compatible with our equipment, as well as
audiovisual replay machines. Of course, from time

to timg we present live programs at our satellite’’

“institutions, which | might state include’ nursing
‘homes. And each recejves an announcement of all
programs which are presented anywhere in south-
eastern North Carolina. o

The Director of. AHEC does have-an advisory

board which consists of the satellite hospital

-administrators, as well as the Director of -‘Family

Planning in our area. We hald Advisory Committee -

meetings at least quarterly. At these meetings we
review our activities as well as receive input from
our advisgry 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 ‘very well, It is our intention to
enlarge this group in the near future.

We have been asked many times: how. are you
sure you are receiving sufficient input from various
hospitals and other\ health related agencles and
individuals in your area. My answer to them in the
beginning, as well as now, has always been that we
believe the best input comies 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 résponsibility. All requests and sugges-
tions for programs or assistance are reviewed by
me or by the Director of Education. We try very
hard not to refuse any stiggestion which has merit.

In order to keep this-kind of communication’going, -

it is very Important that every staff member
recognizes that it is his or her responsibility 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
Carglir‘a 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 fotrm 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 o 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 ayﬁrove ‘before- funding any new

o

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, purchasiiig, and
auditing which we must adhere to. However, to
keep some semblance of order and to promote
generally the same administrative procedures
throughou:\tk\enstate; these are necessary, and we
do not object to them so long as the central AHEC
constantly keeps in mind that they must allow their
satellites to be as flexible in their operation as
possible.

- In summary, we ha%\f Board' of Directors which
is closely aligned with thg Board of Trustees of the
central hospital in the Wiimington area. We have
the pasition of Executive Reector, who is adminis-
tratively responsible for the dverall operation of the
AHEC. In ‘addition, we have
directly w%th the University, but we have none with
the smaller hospitals in our area. :

In closing, | think that in our local AHEC three of
the most irgportant things that we have learned,

which are e$sential in our operation, are: first, you
cannot dictate or direct what kinds of education
other people in your area want to have; put rather,
let them tell you what-they would I‘i% to have.
University authorities must constantly Keep that in
mind. Secondly, you have to carry the tountain to
Mohammad, "because in our case .the smaller
hospitals simply do not have the-personnel or the
resourcés to come to us. Finally, you must do what
syou say yoy are going to do, when you say you are
going to do it, or otherwise your credibility is lost
and your program will pgbably be in jeopardy.

Audience Questions and Discussion

Dr. Cecil G. Sheps: Méy | suggest fhat there were

at least a couple of subjects which came up this
morning that we may want to discuss. One is the
notion that if universities deal .with communities
they get contaminated, and | 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 to me, depending
upon what the group feels, is the whole question of

-faculty appojntments and what they mean and what
- kind they are, because | would imagine this is a

persistent kind of problem.

Dr. Henry S. M. Uhl, North Carolina: | would like

‘to comment on the. two pointstDr. Sheps raised.

Beforé moving to North Carolina, | 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

rticles of Affiliation -
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» conceived as an integral part of the University and  in, but | don't think he would like fo review that. We
*was, in fact, located within the Department of did have a discussion this morning, and there was’

Biology and was then subsequently called the - silence from Dr. Sheps' comments. Would you like

Division of Biomedical Sciences, as it is today. | to take the first crack at that} Dr. Sheps?

believe this is the only program in the history of this o ' < - § C

country in which an effort was made to make Dr. ‘Shaps: Well, so far as the last question ‘is

medical education just another one of the educa; ~ concerned. you know | think it is in the essence of '
tional programs of a tdtal university whose tradi- ~administration that you do ‘not get statutary
tions were essentially in‘the humanities and the = Protection. You either perform or you don't, and tife
liberal” arts. This experiment is still in progress. ~9uestion is one of competence as seen by those

None of us knows how to evaluate what we are WO hire you..And | really think that while there

doing. We.might as well confess that immediately, Were tinies when I would like to have had it, | always

ever if there are representatives of HEW here who  kPew that it was not there. | think that is really

are 1ooking forward to receiving detailed evalua- inherently the case. | think the severest test of that )

tions of our output. | was responsible for develop-  issue was, in fact, the Watergate sit.uation, in which,
~ ing, for Brown University, its university hospital 2N administrator fay the whole nation was protect--
relations and for recruiting clinical faculty, and this  ©d. Whereas in most other democratic countries -
was a most harrowing experience. We had the  With a parliamentary system, he would have been
whole spectrum of. experience with the seven rémoved within several days by his own party, aftér
hospitals that we attempted to affiliate with. These  the first revelation. And | think that that is’not too”
are now consummated, but in the process one 256<— dramatic an example. Itdoes illustrate the principle.
bed community hospital was Iiteraﬂydﬁt(waz asa Perhaps this is the tim_e to try to get something -
community hospital resource and now has become ~ Started by way of discussion about faculty appoint-
the private domain of a very successful grantsman  Ments. ) ' 4
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
lo 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, we deliberately established in the hospi-
tals not only chiefs of services, but ather full time
faculty who were on the tenure track, as we are now
calling it in North Carolina. | do not know what it is
called elsewhere, but it means that they are full time

- in those departments that represent their speciajty.
This is now being developed in the AHEC hére in
North Carolina. | strongly support this development *
myself, partly based upoh my experience in Rhode
Island, and partly based upon the fact that when
Harvard University, 3 or 4 years ago, fried to.
.separate their faculty*into four separate tracks they .
had a severe “internal turmoil with the faculty.
Finally, Dr. Sheps, you did refer to acadgmic ™~ !
freedom as protection of truth, and | am sure thisis ~ Ment. Let me start very specifically on an issue
its origin, but | would be most appreciative if you which Dr. Sheps and others discussed this morn-

¢, could. devise some mechahism that would also  ing. It seems to me that if universities are indeed
" protect administrators. ' committed to regionalization and decentralization

of health professional training, that those normal

¢ Mr. Glenn Wilson: Therethas been some effortin  rewards available to faculty, whatever they might
that regard at the University of North Carolina at  be—and they are very scarce sometimes—should

Chapel Hill recently that Dr. Sheps has participated be available to teachers in the community. |[f
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Mr. Gary Dunn: Could | just comment on your,
remarks? | think there-is considerable evidence
* that, for whatever reason, there really is not any
relationship between effectiveness apd 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 ulties. if
you look at the track record of the turnovér of deans
at schools oPmedicine in this c}xuntry n the last 8
years you will find thatwhat | say is esgentiallytrue. --
There is a certain' risk that one takes by virtue of
taking a leadership role in an innovative program. |
think "the kind of protection thay seems to be
reasonable for an administrator who is involved in
an innovative program is the kind gf protection that
a university ndcessarily should give him; like giving
* him the opportunity to make a sit '
what it happens to be, or returning him to
level of operation, etc. But_| do not think Jjt is
reasonable, or can be demonstrated, that there is
s really that much copgelation between administfative .
safety and efficiency. ; R
Mr. Wilson: It sounds-to me as if this is rapidly
turning into a protect the AHEC directors’ move- .

-
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teachlng in the communlty is of good quality, then '

should they have full faculty status? Should they be
given what, in this state at lgast, is known to be
second class citizenship—clinical or ad;unct fac-
ulty status? Gary Dunn raised this issue this
morning, and | think there are, in this room, many

. different perceptions of that. Should, indged, those

people who teach in AHECs be full and’ reqular
members of the faculty, on the tenure track? If they
are on the tenure track, the home based faculty take
a d|fferent view of that program, because they are
“our” people when they are on the tenure track..
They are somebody else’s when théy are not.

Dr. Sheps. Well, let me start /puttmg it very
sharply | find it helpful in thinking about this, to"
divide the subject into full time and part time. I think

- there is a tremendous difference between a fulltime

and a part ime 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
_odntribution or onewhich is of the same quality as

" panel #3: (trom left to right) Dr. Andrews, Mr. WIlsorﬂ M?. Dunn, Dr Sheps, and Mr. Lovelace. i : _ o .

o
regular faculty status wuthout any. preflxes to thelr
title. Tmhe issue there is the fact that universitiéssare?
not as ready as they might be to give recognition.to
the validity of the contributions that canbe made by
people whose strengt’h is not in the laboratory and
whose strength is,/instead, in terms of performing
and providing- health care at a high standard and
being interested in, and able, to teach students

_ effectuvely We have gone through some 20 years in

the full-t_rme person.-But it is to say that the part,

time person has other loyalties, other tasks, and |
would -then offer the 5uggest|on that one useful
way, one dimension that is important, is full time or.
part time.

»

Then, secondly. it seems to me that once peopie _

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

4

which the expectation and the major element ofr
judgment was the.number off publicationstand the-
nature of the publications: What needs to be done
now is to take seriously the fact 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 Iq‘boratory
but shows compwktence in that area and has some
analytical capacity ~in terms of being .able to

evaluate what is gohg on around hlr'\\{o any

faculties are not (quite ready for that\yet ‘and"lt
seems to me that that.is where the probjem arrses
But | think that movements will take place. . D
In our situation, for examplé in" Chapel Hlll’,,we
hadsa committee in the Division of Health Sciences
that developed a set of suggested guidelirtes for’
faculty appointmients and promotion which in-
cluded a lot of items of a reasonably oObjective
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
attemptrng to develop guidelines was to get our

=
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of measuring the
that teaching a?a%;'nical competence be rewarded,
rather than putting all the faith and emphasis on
research produetivity. "~ "+

So | am saying two things: first; it is helpful to
make a distincfion between pirt time and fuil time,
becaduse if you want the policy decisions of an
academic and scholarly nature to be made; they
need to be made, almost exclusively | think, in the
internal - situation by full time people whose
commitment is to the university and nowhere élse.

~—emiia

they are having difficulty doing—and’ that wis to
srecognize an additional set of criteria that will get

~~. accustomed to in the last 20 years,

- -@arlier incarnation, | was involved with the develop
ment of the WAMI program at the -University o
ashington and.there- we went off on a slightlz
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, adjunct
-faculty, or any of the other terms which can be

were at that point in ,a position of needing
educational services which oar facilities and olr
faculty could not provide, and therefore we would
.go out and identity individuals in the community
who could respond to a request for educatjonal

services on a contract basis. We never e\sﬁn talked
about the "question of faculty appointment.,

terms, and | would like to emphasize so_meth}lhg
, that Dr..Sheps said earlier, about how important it is
to be specific regarding the expectations of /the
university so that the individuals who are respong-

g can\uqderstand and make the univefsity
\tﬂ};ler'stand ‘what tpﬁi,r,expéctations are. .

nce we identified the“individuals and told the

can .provide your educational expectations,"” wd}

_ negotiated a contract. It blew the mind of -the
Comptroller of the Unigersity of Washington-when
we said we wouild like to negotiate for educatignal
services with a group of _physicians out there,’just
“thelway that wemight negotiate with one of the

. . consulting firms to help us plan a new building-We
" -aremot paying them 4 salary. Here are the details of
..the contract. The contract included such things as
© the costs that they expected would be?added to

‘. v, . v

{ - . ' '
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And secondly, if that decision _is made, what.
universities need to do is to do somethifig which|

Dr. August Swanson, Washhington, D.C.: In an

e
talkked about what we needed, in very specmc

just as much attention as the ohe$ we have been
3

_used, we simply started 6ut with the idea that we.

faculties in the five health science schools to begin |
to think about these elements and to develop ways'
with reasonable objectivity so

) : : . |
q . - 3 : Q !

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 peoplé
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

_théKexpectations and they regsponded and said, “We .

- of this pro
-~ with, and that is faculty appointments-formembers

service which they know we cannot provide. | think
that is an approach which needs serious considera-
tion, and | think another emphasis in itis that it was
with individuals who were to do the teaching, not
with-an institution, not wijth an administration, not
with a board of regents. :

Dr. Charles E. Andrews: Well, | do thihk theré are
several points here being discussed, and | certainly

.do not have a final answer or solution, but it is not

just a problem in schools of medicine and AHEC. If
we think in terms of the land grant tradition, and |
think most of the universities involved in this are

land grant institutions, their three cornered stool is, :

you know, teaching, service and research. | ‘think
the- most important factor is that the central,
administration, the President’s office or whatever it
may be, be really serious about the service aspect
of their mission ahd that it permeate the .whole®

‘university that it is important. ‘There are several
~ways it can be done. We, for example, have stated

that all' three °gf these elements are of equal

importance, and that l%(;r 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 Waest Virginia University and never

publish -a paper, but he has to show excellence in
the service aspect. . : o

The problem then gets 'to be how you define
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 | think there are ways it can .be
system and{make it work. There is another variation.
lem that we are currently struggling

‘evaluated agd emphasized in the university reward

of the Extension Service. How ‘should: they be

_recognized if you really -believe that the service 3
function bf a university is important. | think that
after 6 years of debate and discussion we are finally

gomi.ng up with a solution—at least a temporary’
olution—to the problem. ’ ,_

Now, as to the specific problem of AMEC and
clinical appointments, | am-not sure dur 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 glinical appointments, such as: he is a compe- _

tent clinician in his field and shows evidence of this;

Cow

67 O




>

-
ae

oo . . .
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 the criteria, sho Id
A they be continued, and this sort of'\thing. The other
- & thing | think has been useful in inplementing thi
' time professor of medicine he has to go all the way.
We have'a very rigidly controlled private practlce
" plan. Heswill be on a salary. All of his income has to
come 'through this mechanism, etc. Most of our
people undetstand this difference, I think, and they
are at least not unhappy and do not feel they are
second, class . citizens with the|r clinical appornt—
ment.
I like the title adjunct professor better, and maybe
. it'just hides more, but this is the title we use in the:

rest of the .university, except for the school oﬁq%
medicine, for these kinds of people. Clinical alsd?‘
has thé connotation, in mayschools«,t at you don't

;pay them for anything, and | see no wrong
wrth someone who gives a great dedl of grvice
° .being paid a salary, and “adjunct”, at least in our
system, cleans this up a little bit and you can get it
through. the.comptrollef withsthis title: | do not

<

" know if<there are any solutions which work-

everywhere, and | think you sort of have to pick and
choose the one that will fit your situation.

<

‘Dr. Sheps; Glenn, you mentioned rewards ‘of

faculty status. You know, lét's examine that. What
are the rewards? The financial ones are nothing

you have is prestige and-recognition. Now, what |
am saying is that if someone is asked to serve on a
full time basjs, teachlng and servrce ‘then if he does

not get full time regular status and get into the"

tenure stream, the un|vers|t¥ is not serious about
the whole program.:That is really a test for the

univeérsity. But, you see, it is quite dlfferent it seems

to me, for the part time people; who can be just as
competent,
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 i the unlverslty, 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 of*it, who could  then come into the

universjty and be voting members. And that is really .

what the issue is. '
You know, there is nothing wrong wrth being_ a -

part-trme faculty member, but it does not mean that

in the'eyés of the faculties of universities in general-

is
that.if a physician in Charlestof wants to be a full

compared with the rewards of practice. So what «.

. was significant.”

bécaus& there is the -problem” of

that|that qualifies*that individual o partlcipate\in
cision making regar;mng the policies of the.
sity as a wh0le. Now, the role that is played .

noses to spite their faces|if theyd ntrn,vOlve those

~ pegple in the [exploration of problems and the

development of'policy, etc. But to give an increas-
ing number of part time/people, who are not really -
part of the full time academic/ community, full

. voting status and tenurejon a univérsity faculty is, in °
_ the eyes of faculty generally, really not warranted:

iew of thisawell. | nevef would quarrel over the part
time, but | do not beligve that AHEC will be a real
part of the university, and as you said, they are not ¢
serious, if the full t|me people are not given faculty' '
tat

", Mr.. Wilson: Dr. Sheps, |-think you just said my
gy

. | Jthink, in academlc l|fe for any
, when we listen t‘o this discussion

- we are a ‘little b|t a used The reason we. are® - ¥

~amused-is that .to great extent we have. not"

f'cleaned our own hojise. We have not-really laid -

down the law |}h regard to criteria for evaluation.
We do not do much evaluation, and when we do -
evaluate wé d n't do much with it when.we are
throygh, Now |other| people -see this, | think this
problem wéuld lessen somewhat if wedid follow a
.hard line in ev: luating faculties, in light of what it is °
the nrversrty is trying to do, and if we did make

dec s|ons relative ta hether or not the contrlbutlon

"he truth of the matter is thatthls |s controversral
bAcause some have suggested that something like .
15 percent of the faculty carry'the schoal, although
1. tblnk that would be extreme, Now maybe we have.
‘had bad experiences. All 1 am really saying is we are

“really interested now because we are faced with the
problem of whether we are going to let these people .

- in or not. Are we then also gorng to také the next -
step, which is tojapply the same kind of rlgorous
standards of inspection to the existing community? -
What do you intend to apply to them? | have not "
heard anybody dvocate that_at this point, and | .

- would-like to. hear sometcomment about it. Why, all.
of a'suddén, are/ we goifig to get rigorous with the
community faculty, whom we need desperately,
when we have let people sit around for years at the
university and have taken very little action. If
somebody wants to speak to that, | would love fo e
hear them.

@

Mr. Wilson: Who Would llke to respond to that
chaHenge7
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Dr. Swanson: Gary, | think one of the things youy
have to consider Is the possibility that those people
whom you are now talking about bringing into, the
academic community might well, twenty years from
now, be described just as you are.describing the
people who were brought’in 20 years ago..

. Mr. Dunn: We have to take the risk, though.

L —
- ~Dr. Swanson: Well, maybe we need to laokK at the
whole issue of how to get universities intd com-
munities. What | think |-am hearing is that what we
ought to do is just to continue to do business In the
same way we have in the past, and that is, we go out
" and identify people, we make a bigger university

by the same rules. And those rules have always’
frozen us, have tended to produce rigidity within,
the university system. | think if the universities
~Jeally do expect, in the future, to do a fair amoftint
--.thejf educational activities out in commuinitigs, they *
" haveMg expect that.thgineeds will change from ti
a0d that whereas today it is primary cgre
angd. education in the community for primary ca;re,
"--158 years from now it might not be, !
. Maybe we need to logk at some sort of govern-
. ance contractual system, alluding back to what |-
\giéli 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 valugble and to be rewarded appropriately and
\then, as those needs diminish, somebody else is
| - going to come along and prd¥ide the services we P
will need then. In fact, this would be a good madal

* some of the problems we have in‘law, in the socU\
sciences from -the standpoint of interacting with
community agencies, | believé: ) \
~ Mr. Wilson: | think you just touched on the issue. |

‘We have, it seems to me, a terrible corruption of

tenure; which was presumed to protect the freedom »

of ideas and speech. It has now become d quasi-
civil service ‘guaranteed job, and if we could get
over that hurdle, then we could change some of
these circumstances. | think-that is at the heart of

the matter’

Dr. Swanson: It is the heart of the matter, and of
course, | think one of the reasons it has become
such an acute matter now is that whereas previous-

-ly the raté of change, the rate of demand for
change, was approximately the same, and it
provided a periadicity 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 thingsona
periodicity which is so short that the facuity they
bring on board and provide with the. normal,

ERIC
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with- fargér geographical boundaries, but we play ’ Y. : : .
: /-done about.jt, and | do not think it Is possible to do )

° . that. We

for the -entire university and would get usout\of ‘-

69,
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~ traditional perquisites afg/ no longer useful when
the need for the next yhange comes. And |-think
this is one of the reas@ns why serlous examination
is being given to the whole Iissue of tenure in many,
many universities at the present time.
* Dr. Sheps: | think this qqgjtlon. the issue that Dr.
Swanson has been referring to, can bedescribed in
several ways. One of them Is, of course, the whole
"’ question of standards and performance at high
‘'standards. And in the tenure situation, it is not
uncggimon,to have people who have.met standards
; h é'arliel; time who no longer continte to meet
- them, but we are stuck with them. This is exactly
he attitude—we are stuck with them. Nothing gets

anything about it until we make the kind of change
HatMr. Wilson has recommended. But | think when
7 it comes to the AMEC activity, the problem again is -
that we do not know as much as we would like to
kriow about how to evaluate the teaching capacity
and ,clinical -performance. -We think-we know
'morefkaﬁl&nooslng my words carefully—we think
vw%“ now moré about hpw 1o evaluate research
p:o;d/ugtiv-ﬂy, although 1 have seen people evaluate

— It Just by running their eyes quickly down a list of

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

‘make the assumption that we know how to evaluate

do-nof_kndw as much about evaluatifg

clipieal_performance and teaohing capacity. And

- this is what part of the issue Is. We simply Rave to
move on this and then sy to our colleagues in th
heart of the'ivy covered campus that AHEC faculty
in. their way, Jire just as good as others,, %and
therefore they make it. R N )

Now, there is one special circumstance regarding

AHEC that f think we ought to recognize. By and
large, when a university or any part of the
uRliversity, .really, when a medical school or a
schodl of nursing, or a school of dentistry wants a
taculty membdr, they recruit nationally. This Is a
question of migration; they ‘wilttake the best people
they can get. And the bettér schools always take a.-
national view. When you are dealing with-AHEC

. you are starting wijth the professional people who
are there, and you waht to use them, and you ought
to use them and get them involved. Therefore, |
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
af 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 si;e of the pool is very much smaller, because if
you gre working in Charlotte, you are working in
Charlotte; if yoiu-are ‘working In Asheville, you are
limited to the people there, not for the full time
peoplé so much, because there we have found, for

“.
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right person who is there, and sometimes we individual? .
have recruited him. |#ould like to see progress, but . o .
| think we need to recognize the reality on this - Dr. Andrews: Well, it gets at something which |
particular aspect. It does present a problem on . think Cecil mentioned earlier today, what is the
occasion, and yet we have to do something. truth? Today’s truti’ won't be tomorrow’s truth in

Dr. Swanson: May | make just one comment? |, the matter, and assuredly | think you can take the

‘agree that the pool foran AHEC is smallerthan the . Pest stance today, and make your point, but you
natjonal pool, but it seems to me that even within . have to realjze that there will be other opinions on

__th§ pool that an AHEC's territory encompasses, the same ub]eet, tomorrow, which may be right.

! re will be a variety of abilities, a variety aof o T
egrees of willingness to become eéngaged with an Mt Wilson: But we do assert that fluoridation is

- . [AHEC, and it is up to the AHEC, then, to figure out ggod. Some. people dispute that. But we have made
ways of selecting individuals, much the sarfie as ublic policies and institutions have taken a stand

when we do it at the national level, and to make sure on other kinds of issues that we are comfortable

" that you select the individuals who are of the qualit with. Is”it net now time for us to enter the political
that you need. . arena on public policy questions of health person-

‘ nel?
B Dr. Lawrence H. Miike, Washington, D.C.' his is ' . . _
fast becoming a discussion. on AAMGC issues. | Dr. Andrews: Oh, | think we are In it—probably
would like to get away from some‘faclity discus- more than we would like to be.
'sion issues and change the subject from facwity . *  mr punn: Well, you know, | think that if you
tenure types of issiies. My guéstion is directed _ followed  your line of thinking to its logical
mainly at Dr. Andrews. You bréught up the issueof **  conclusion, you would nevet take a stand on
legal authorities and techricai authorities, and Dr. anything. It seems to me the university has a vested

Sheps had mentioned thiat most of the changes that |, interest and should go to the source wherg it can be
come in* academic institutions come from the  serviced. | do not understand why universities
' outside. Dr.- Andrews, in the context of the  shoyid not take hard line positions when it affects
physician assistant regulations, would you say . the very lntegnty of what tRey are all about. They

- health’care models, health care teams, health care state of Washjngton, where they: fired 4,000 school
delivery types of situations that are possible now in teachers, closed 26 elementary schools, etc. And
West Virginia? Whvat role should the academic ome of the reasons, | think, that the)'/ were able to
institutions play when outside forces try to restrict get away with it, was that the superintendent of the

. :gzain?mva“‘)ns that are going on in education  schools and his staff felt as though it wasn't within
y

Dr. Andrews: You are asking me the general Legislature. or any other kind of pressure group, to

~ be? | think the members of a univirsity community ik as priorities become more valuable to us, as
that a university, as an institution, at least a state . S¢/ections, the university is going to have to ‘get

land grant institution, is very effective for this kind "very aggressive. |"do not agree with going and
of change. | think we do better as individuals. seeing people in a quiet manner and trying to exert

Knowing the right legislator to talk to: the member some pressure., The university should speak for the
of the state licensure board who is involved. and things that it feels strongly about. Even if it is wrong

then trying through our expertise in the situation to it'ls better than not doing anything.
change it. Unfortunately, these decisions are not

do not want to dominate&e discussion. We have a

Mr: Wilson: Dr. Andrews. let me recast Dr. Miike's marvelous example of this’in North Carglina and it

question the other way around. We have not had is true in other states, too, in the area of dentistry,

problems from the universities in the past in saying where the dental examining boards are, in fact,

what-was good in prtmary education, as a matter of setting up barriers to prevent the dental schools

publio policy. Is there no role for the university to from doing what they know theymL_t to be doing,

- declare itself on public policy issues on health - and so far, the discussion has,been véry quiet and .
-4 . 60 -3
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examp)@, that sometimes we have been able to get personnel, as an institution rather than as an

these have constricted the scope of the kinds of ]ust had a recent experience' as an example' in the

. . - their-purview {o lobby and put pressure on the state’

" question, how active, politically.éﬁiversity should  9ive them the resources they needed to do the job. I,

L~ can be very active as individuals, byt | am notsure  We deplete our resourcés and we have' to make

usually made on the basis of the best knowledge Mr. Wilson“ Did xou want to say something. Dr.
They are political issues that are in response to a Sheps? \

ressure group- or ‘what the people perceive that
fhey needg P people p Qr. Sheps: WeII I have lots to.say about it, but |

-
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behind closed doors, amongst friends and col-
leagues. My view is that-it will never be solved until
., the publlc understands it.

Emmett R. Costich, Kentucky | think Dr. An-
drews mentioned that many of the schools rep
, sented here are land grant schools. Looking at what
they have done over a period of years through their
cou extension agents, home demonstration
owoyfbﬁs ahd such, the colleges of agriculture and
home economics are a political action group which
-~ works throughout the state, with a widespread base
for operation. | think the models they have used
over the years are ones that we could look at as we
try to do our work. | think they have also adapted to
changes as they have gone along; from looking
after the small man they have gone into looking
after agrl‘busmess. where the big money is, and
where they can pull fung's back-ip~Just as you can
attack a ‘drug company, you c¢an go after a feed
company and bring support into your organization.
.| think their approach/to appointment of people to
" their faculties—one 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 vanety of these things,
will work for solutions in the regional area.

the nation, ori a regional basis, and | think that
within each of the institutionis that is involved in the
AHEC concept, each has their own regionat
preplems to face up to. However, | think the
iculture model is a pretty good one. It has also
been flexible in that'as the agriculture pepulation of
.the country decreased, and they had to look for a
“Base for jnfluence, they began to look at the quality
of life in the rural areas. Legislation brought money
to improve the quality of life, which brought 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 suppartive
programs that you want to do. o ,
* Touching on an issue in dental education, | think

some schools have taken a stand bn things.'One

school | am familiar with took on a program which
-encroached on seme things which dentists have
considered sacred unto themselves. Pressure wgs
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, therews 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
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We have divided our states, and we have divided
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~ different places. | think this kind of forum gives a
chance for every body to get at them. Dr. Andrews’
people in West Virginia set some great modsls for
us in Kentucky, as we have begun to go ahead with
our’things, and we looked pretty hard apall the
things they were doing, through co-0op extension,
the programs they put out in the hollows with the
medical, dental and nursing students, some of the
reports that wefe 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: | would appre-
ciate some comments from the panel, qrsfrom
anyone else here, as to the role that the affillated
hospitals should play in, the governance of the
AHECs. Mr. Lovelace made some comments about
how they operated this in their particuldér AHEC, but
there has been po-dther mention of that role. | note '
that, if | interpreted the roster properly, that | am the)
only chief execufive officer of an affiliated hospital
and it is kind of .lonely here. | would appreciate
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 the hospltal A

Mr. Dewey Lovelace: | will make a couple of
comments, if | may. | 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
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 ot to say as .it relates to the medical

community and to the executive committee of

medical staffs, etc. And thesephyslclans if you are
speaking now strictly of medical education—of
course, there are ‘many other aspects of AMEC—
will tend to locate in rural areas if hospital
administrators, through AHEC, can develop the
kind of environment that is'so necessary to really
give good patient care. So, | think it is important . .
also to remember that we have to work in all the
‘areas, and try to upgrade and bring into the
cdmmunity ‘all levels of health care workers to
support the physician in what he is trylng todo. |l do
think it is imperative that the chief administrative
officers of the hospitals have a great deal in what
goes on in %ommunities. .

.

Mr. Daniel Smith, Washingtor_:, .C.: | would be
+ interested to hear from anyone in thexgoemoronthe

»
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panel the experience, positive or negative, they haye
had with consumerism in the AHEC .program. And
whenever you talk about the consumer, | would
apprecnate if you would explain’ what the consumer
is, and how one views the consumer.

Mr. Wilson: We arewz{itingforyoutodefmewhata
consumer is, Dan. Who would like to talk about the
role of the consumer?

Dr. Andrews: Well, | think'tﬁy original. first and
only majorargument with Mr. Smith has been on this
very subject, when we were asked to set up an
advisory board or an advisory council for AHEC. | do
not believe in establi€hing boards unless they have a
function. and a role in the thing, and | have still not
heard Dah or hi$ group define for me exactly what
their role should be. We do have an advisory, board,

and there are consumers, | suppose, on the board. '

They represent some patients in the target a; 2 I
suppose. They have been patients in the area.
of-the board, | think, are providers in the area in the
sensethat they represent educational institutions or,
o»mer health care institutions. We do have a section
on consumer education, as part of our AHEC, and |
think we ggt a great deal of feedback from the
community as to how well we are doing in this
regard. | am personally very | concerned that we keep

/addlng to thesé kinds of boards and to everything
that we do. If you think for a minute, 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
whadt not. We have a board of trustees of the hospital
that we work ‘with. There is a school board in
Charleston that regulates that. | personally feel that

" we have plenty of consumer input as to how we are
donng in our particular programs

Mr. Wilson: We nave lots of advisory committees
and exactly the same problems as Dr. Andrews. Mr.
Smith, | understand there is a meeting starting
tomorrow in Chicago that wouk take the approach
you suggest. that we have a corisumer board with
the money, leaving the responsibility on the aca-
demic health science centers. It has a remarkable
similarity to what | think Dr. Sheps said, very
appropriately, that if you haye clear accountability
and you can measure the response by somé device,
‘that to dgrgle a bag of money before the academic
heaith 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 to-
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them. | would prefer very much Mr. Lovelaces

‘approach, where you are actively engaged with your

commupity and you listep. | would suggest ta Dr.

}Sheps that our university has courses in public
-speaking and all kinds of other ways to write. We

need a course in fistening. We think thatour AHECs
are dping a pretty good ]ob of listening to the people
out there, and that they beat having another group
that will meet from time to time to get another
agenda. . /

Dr. Sheps; May | makea commerit.aboutthis? Just
a few days ago, | was thinking about this question of
providers and consumers, in another context, and it
occurred {o me that this is really not a useful
fdrmulation In health care. |f 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’choice as to price, but at least they
-~ have some
‘ broviders

hoice as to location. But the notion of
d consumers does not apply to hedlth
care very much. The consumer does not really have

' very“much- control or choice about very much,

except to the extent to which he is represented on
the governing board of the institutions. You have
very highly insfitutionalized 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 does not make the choice. | am rapidly
coming to the conclusion that | am not going to use’

those termsjanymore. In addition to the fact that the
word “corfsumer” really does not apply in a
simplistic gtandard way of economics in a'capitalis-
tic econogny, | think that it additionally produces the
kind of problem that Glenn Wilson has referred to,
and that/ s whois the consumer? The experience we
have hgd in the last 8 or 10 years has |dent|f|ed in

most instances, the consumer with people from
certaip population groups who have been more
obviqusly disadvantaged and discriminated

agaipst—and that, of course, is appropriate. But itis
not the entire story, and if we have a problem here,
and | think we have, the problem relates tQ the public
control of ourexisting institutions: | do not think that

setting up other bodies is the long term solution to.

this problem, and it Ty complicate it even more. At
the same time, look at the boards of community

ospitals. | have difficulty forgetting the remark that
Rufus 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 age: 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

1




- money, in the last 5§ or 10 years, as the problems
became mare severe, and as communmes became
Jnore expressive, have begun to do more. Ithmkthat
the word “consumer” has little meaning unless one

is very clear about what it i3’ In the long run, | think it.

mean§ that certainly those who are the most

disadvantaged neéd to be sure that their views and"
problems are understood. @ut thé problem is one of
appropriate responsiveness in every institution, and
setting up yet another body really does nat go to the-
heart of the matter. The heartofthe matteristogo to
eacth one of these institutions and make them
maximally responsive. And, in fact, in many ways,
- the AHEC activities, | think, are doing that.

Dr. Theodore R, Reiff, North Dakota: | would like’
to reinforce Dr. Sheps’comments on consumerism. |
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, | have

nothing against openness in fees. | think these’

things should be known. However. | imagined the
day when the patient would come in and look at the

-

list of prices, and the physicianwould be able to say, .

"Well, today-——lets see—| have Grade A, Grade B,
and Grade C care—and there is a ‘special’ on B." Is
this really what the so-called consumer wanfs, or
does he expect the physician to give the optimal and
the best care that he knowshow to give, and expect

no less? | 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 by the individual profession, and he should
refu?%ﬂ:ﬂo any less. Now, J am not saying that one

‘doe€ not have to set pr|or|t|es in emergency

o
v ’

i

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.

- -
S

_Pr. William H, Wiese, New Mexico: | would like to

spond to Mr, Smith's question and: Dr. Sheps'
(fsponse | think the point Dr. Sheps made was
xcellent. In amonopolistic situation, which so often
the university has the pleasure of finding itself In.

there must be some mechanlsm for accountability to

the consumer, whoever that | may be. The difficulty is,
of course, infinding someone who can representthe
consumer. In trying to implement our AHEC, we
have ‘struggled with this. We have looked for
mechanisms, advisory boards, none of which have
been perfect, but several of which havg been very

" useful. Our mechanisms do net 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 nedding health care, but

there are surrogates, there are representatives, there

" aré-mechanisms for developing this accountability

and we feel and believe that this is an_extremely
|mportant part of our AHEC. This dimension’ of

~participation must come in. The difficulty ar) es in

trying to integrate this important dimensionwith the
contract process through which we must 6perate in
developing the AHEC. There is mechanism for
change in the AHEC—the contract. The mechanism
is, however, very cumbersome, and | fully concur
with Mr. Lovelaces comments that there must be
elbow room.
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Introduction
s k4

Dr. T.'f. Zimmerman

and other
particularly. those other \institutions:
who participate in the education of physicians,
nurses, Jhé’spectrum of allied health professionals,
and others. Health professionals are multi-
institutional products; no single institution can
independently provide the range ofexperiences and
resourtes required to produce qualified practition-

This panel focuses upon the “AHESG

.ers. If we agree that the future of health care delivery

rests in the abilities of real persons, with complimen-
tagy skills, to interact through a complex variety of
teams, we
must assume that the future of health education is
dependent upon the ability of artificial persons—

-e.g., educational and clinical institutions—to 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 lllinois, we use the term “Area Health Education
System!. rather than “Center” to emphasize the
cooperative nature 6f the contract. Ourtarget group
is four district lllinois 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
lllinois, as in other settings, the “numbers” speak-to
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 ego. 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. Itisin the
initiative of the University and, in working with
community institutions, one often encounters some
apprehension and distrust of the University's
leadership role. In lllinois, we talk aboutthe“orange
truck syndrome”—on some d4rk night a semi-trailer

-
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painted with the University's colors of orange and As an AHEC center we are-responsible to and
blue will back up to the community institution, pack  work in concert with the University of North Carolina
up all of its’ programs, and take them away to some  Health Science Center. In accepting the title and the .
University “center.” This apprehension is not totally  privileges of belng an AHEC hospital, we have
neurotic or unfounded. The behavior of universities  accepted the responsibility of health manpower
to community institutidns in the past has given education for our designated area, which is a nine
.cause for some apprehension; and the burden of county area, seven in North Carolina and two in
proof in assuring the motives of the University in  South Carolina. We have crossed Statellnes anditis
fulfilling its AHEC mission clearly rests with the working well. e .
University itself. AHEC contracts are rooted in the In our region we have health manpower problems,
University, its medical centers, and its medical not only in sheer quantity, but in distribution aswell.
schools. It is important to remepnber, however, that  To jliustrate this best, Charlotte is in Mecklenburg
the AHEC is an attempt to expand the health  Gounty which has one physician per 790 people, not
professions in cooperation with multiple and diverse bad by the national average. However, also in our

. Gommunity institutions. designated area are Gaston County, with one

~  Our interest; in this panel and throughout this physician per 1,700 people, Lincoln Countywith one

confetence, has leen to .consider some specific  physician per 2,200 people, Union County with one
issues and dimensions of the AHEC and attempt to physician per 2,700 people, and Anson County with
,extract some alternatives and solutions. The pangl  gne physician per 4,000 people. Similarly, with
pacticipants—Dr: Bryant Gatusha, Dr. JamesMcGill, - -gentists, in Mecklenburg-County we areabout at the
"and Dr. Karl Jacobs—will consrder issues in inter- / povional average, but have only one dentist per 3,400
mstltuthnal efforts from the varying perspectives of people in Lincoln County, one dentist per 4,800 in
the community, Hospital, the State regulatory  Union Gounty, and one dentist per 8,000 in Ansan
agencies, and the comprehensive community col- County. In fact, there are only three dentists in the
lege. Each has been encouraged to be candid in  \yhole of Anson County, which has a population of’
dlscussmg issues and problems as they see them. It close to 25,000 people. So, we have health manpow- -
is ‘extremely important in developing inter- g problems, and as you have heard many, many
institutional efforts to confront and openly discuss times, the function of our AHEC is to improve the
_problems as they occur. Through this panel. we  quantity, the quality, the distribution, the efficiency

“hope to provide a discussion of the inter~ ,nq effectiveness of all health.manpower in our
institutional” impacts and dimensions of the. AHEC reglon

.initiative which will be constructive and instructive

for-all involved. , ‘ . .. Now, let me turn to the organizational structure of’
’ . ) our programs, shown in Figure 1. The top left of this

k , . figure- shows- what we call*central AHEC: the -
Panel Presentation #1 University of North Carolina Schools of Medicine/

Public Health, Pharmacy, Nursing, Dentistry, and
the Division of Allied Health. This is our resource
My task today is threefold. First, to describe and give and we use it and | think we use it effectively. For
you an overview of the AHEC based ifi Charlotte, .those of you organizationally minded, each of our
*North Carolina. Secondly, to run through the North Carolina AHECs " has a- director in the °
organizational table of our AHEC, and thirdly, to - community-and a liaison officer at the University. |,
"' give specific examples of inter-institutional and as Director of the Charlotte AHEC, can plug in
health agency linkages that-we have established as . directiygyith the total University Health Science .
~.goal attaining structures. : Center through our liaison. Figure 1 also depicts our
The hub of the Charlotte AHEC is the Charlofte’ human sesources who are either partly or fully paid
Memorial Hospital, an 830 bed, acute care, general  throggh AHEC funds, State or Federal'or local. The 1
‘hospital It is not only an exceilent medical care exception-to this is our visiting medital staff. The
,center; itis a center of medical education. Twodays  visiting médical staff are- quite |mportant to the
- ag en | left to come to this conference, there  success of the educational programs at the Char-
ere 13 North Carolina junior and senior medical lotte Memorial Hospital. They, are a cadre of 275 N
udents receiyng a significant portion of their dedicated physicians, willing to grve of their time
clinical training in this hospital. The institution runs  and ‘talents without financial remuneration. How-
a variety of health manpower training programs*for * ever, they do get another kind of remuneration: their
nutses, nurse anesthetlsts radiologic technologlsts, reward ‘is their own continuing medlcal education
lab ratory‘technoltegrsts hospital admlmstrators through their_active participation in‘graduate or’
undergraduate medlcal education. They also take.

Dr. Bryant Galusha
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. pride in knowing they are helping their community,
~the|r State, and their future colleagues. \
"1 as Char|ott¢"’AHEC Director, have an Assocnate
/‘Dlrector two Educational Coordinators in Nursmg
,an Educational Research Assistant, one Coordina-

tor for Allied Health, and a small secretarial staff; we

have jwo full time faculty members in Pediatrics,

"Medicine, Family Practice, and Obstetrics-
Gynecology. We have one faculty member in
Surgery, and one-half in Dentistry. Putting -this
together, the University Health Science Center, our

\is'helping our State t’rain medical students. It is

helping our State to transcend the problems of
limited clinical and human resources by entarging
and enhancmg the enroliment of medical stidents
and other health personnel, _

Figure 1 also shows something that has been
touched on by Dr. Gordon and others, the counties

 we sérve. Our main challenge, . now, is to make .

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 arrangement
is an equal partnership. The University is essential
and, in fact, we think it is just as good aswe are! That
is the kind of partnership we have. This partne"rship

/

Q ..

certain that we make these communities attractive
enough to recruit and retain health manpower. This
idea has been well accepted in our-area since not '
one of these coun'tles has not gone the route of a
pocketful of money afid a professional head hunter’
in trying to get adoctor. Although our communities
know that education is not the entire ansWer th

recognlze they must try o eliminate professno I
isolation. | ean say with reasonable confidence that

medical students and people who finish our residen-

LN
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cies are not going to places “where there is
professional isolationism. | won't advise they go and

| don't care what kind of carrot you put out there, .

they shouldn’t be sent. That is unless the carrot is
rgood facilities and support personnel where physi-
cians can practice up to theirdearned 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
swireming 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 forhealth personnel
itis amazing what comes after it. isourgoal and
this is where we are putting the emphasis.
‘Now, | was-asked to give examples of linkages,
and you will see many of these Imkages areaimed at

making these communities more attractive. Let me
try to demonstrate some of the actual Ilnkages by
usmg Figure 2. At the top of this figure is the North
Carolina AHEC system basically, ‘the University
.Health Science Center. Nevertheless, there is ateam

Sk

r

~

Figure 2: Model of Potential Linkages Within the Charlotte AHEC

"other AHECs in North

o

spirit.in.North Carolina and’| 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 | haye borrowed people from the

arolina to help me in my
programs. So, the top block of this figure is truly the
tesource 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 health-agencies in our
AHEC area. The privaté sectbr involves private
doctors, private nurses, private organizations,
community agencies, voluntary health associations,
nursing homes, and other hospitals.

Now let's consider some 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 m/rhe food and nutrition area of the

Department’ of Home Economics at, Wmthrop

°
L
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Figure 3: L_lnde‘rgradua{é Pfog;am in Dietetics

College, a South Ca)iolina college across the state
lipe”Was put in contatt with the Department of
“Dietetics 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 incorpdrated 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 theorie?from 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 twainstitytions
are involved. Nevertheless, although it looks simple
it was difficult to accomplish. Four of our dietetics
staff at_Charlotte Méemorial Hospital now have
adjunct professorships at Winthrop
this program. ., . . Y.
There are other linkages in short clinical
experiences. Figure 4 demonstrates linkdges thit

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
erganized through the allied health coordinator on
the Charlotte AHEC staff. We got Charlotte Memori-
al's laboratory personnel to An’so‘n,County within 3
weeks, helped the community staff set up objectives,
and in 2 months had the Anson County lab
personnel rotating through microbiology, btood
banking ‘and special hematology at the AHEC
hospital. To monitor this program in a continuing
manner a team of private\ pathologists from Char-

- "Allled Health (ex. Laboratory Personnel) .’

llege through

]

and evaluates the performance.efthe community
persannel while ¢ontinually ugidating their continu-

ing education. We aisé hayé these people coming

back at periodic intervalg/ This is the, form of one

_linkage with one of our {ospitals in allied health.

Figure 5 is an examgle of another linkage, that is
most meaningful to/us. It represents short term
clinical programs jh nursing. Here we have re-

sponded to the reduest of all of our area hospitals.-

Selected nurseg/ are’ taken in to Charlotte for

specialized traifling in special fields, for example, -

coronary care,/surgery;.and intensive care. In Anson
County, they Avere adding an obstetrics suite with a
small intengive care neonatal unit. One individual
came to Charlgtte Memorial Hospitél, spent a week
in our Obstetri¢s intensive eare unit and returned to
Anson County.[The hospitalin Cleveland County, 55
miles away, was opening a surgical intensive care
unit. The designated head nurse spen{ a week at the

Figure 4: Short Term Clinical Experience In .

" lotte ‘goes to Anson County &t two \qe_ekfiﬁfé?i/a]s. -

-
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ex. Obstetrics

. Intensive
: ‘ Care

s  Charlotte Memorial Hospital going through staffing,
procedures, and policies. She returned and ttien

.. came back with her entirg team of three physicians
and four nurses. Within Qur own county, one of our
acute -care. hospitals started in the prosthetic
business, total knees and .total hips. Their nurses
had rotations in spe€a1ized orthopedics. These are

\]

simple linkages, butiagain, mostsignificant. Another
example was a hospifal not too far from us where we

" were,helping them-get up a pediatric unit Pgthefirst -

time. They were up to operaté a speqifl‘g re%pirafor
shat takes a fot of talent to run. For this thiey will have
a clifical "instructor from the Charlotte Memoria}

ex. Surgical - ex: Prosthetics ex. P'ediamcs

' Intensive unit
Care N

were held on that subject. Charlotte Memorial®
Hospital and Presbyterian Hospital- combined on
training the Candy Stripers, As-a result, this small
hospital in a rural North Carolina county now has
one of the best volunteer services of any hospital in”
North Carolina.:ln ‘fact, we have now used this-
hospital as a resour¢ce when a similar request for

‘help in vofunteer services came to us from another

rural county. . r'

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

Hospital near them for's days. Let me point out that -

this instructor gets no AHEC salary“In fact the total
staff of the Charlotte Memorial Hcspita‘l’a}?g.oked
upon as teachers by our administration. Iniod+area

_there is considerable cooperative spirit in-AHEC.

" On ope obcisﬁiloh, as shown in Figure 6, wg were
asked to help with the development of valunteer
programs at the Union Memorial Hospital. This was
an unexpected request, but our AMEC allied-health
coordina i up on it since AHEC is for all
heakth”personnel. In addition to drawing on the
resources of the CHarlotte Memorial Hospital she
uséd.the Elliott White Springs Hospital in Lancaster,

South Carolina and two other hospitalsin Charlotte.”

So through AHEC -Upion County - received the
resources of four hospitals. One, Mercy Hospital,
happened to have a stigerb gift shop. They gave a
workshop specificallyo-\,on establishing gift shops,
staffing, purchasing, financing, Yoperating..Elliott
White Springs Hospital had a reputation for having
=z 0ne of the finest escqrt services. Specific seminars

\)‘ 0 L A4
?

.Y

69

%9

from the visiting medical staff of the Charlotte
Memorial Hospital and from some of our AHEC

Figure 6: Volunteer Program peveldp@ent :
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" professuonal environment of the

hospltals Our full: 1|me AHEC faculty in Chariot
have helped all of our gounties develop an organlzed
continuing medical education program for physi- >
cians. Charlotte AHEC supports this with human
resources and finantial 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
represerited complex“llnkages 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 partncupatuon with all*counties, using:the
three major hospitals in Charlotte: We have
narsé- coronary care specialists g6 to these
hospitals Trsonally to evaluate the students
after they have finished_thiese courses. *

3. At one point we/.demded to get into - the

s problem 0f child abuse and neglect This
involved a very complex planning linkage of .
multiple institutions, governmental agencies,
community colleges, private cdmmumty facili-
ties, the,U.N.C.'Health Science Center (espe-
cially the Department of Pediatrics), and the
lnstitute of Government in Chapel Hill.

In closing; let me illustrate how a cooperatlve
arrangement between an AHEC and a community
can have tangible manpower outputs by describing
our experience W|th 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 medigal community of
Umon County felt that unless [the facilities and -
mmunity were
|mproved needed health personnel Would not
choose to practice in the area. As | 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, wid
has since worked with us in developing a program to
train hospital _personpel for a new- respiratory
theérapy. unit, a 24 hour 7 day a week emergency.
room service, and continuing education programs in

o

- social service, laboratory procedures, anesthetics,

pharmacy, radiology, nutrition, intensive pediatric

_ »care, geriatric nursing, and dental hygiene. Current-

- ly, several members of the hospital staff are meeting .
wnth an epidemiologist in' Charlotte to develop anew
infection control program. . .

v ) 70
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- Up until a few months Mre was no way for

physicians in Union Co take care of the;
~ordinary heart attack, except for periodi¢ monitor-
- ing’Inthe past it was safer to transfer those patients

who were well enough to Charlotte. At the régquest of

the hospital; our chief of cardiology helpedthe_m to:

design.a coronary care unit and provided special
training to two of their physicians and three of their
nurses. Simple.cardiac monitoring problems are no
longer referred-to Charlotte fromUnion County. We
now receive only those patients with’ complicated:

.problems or with electrocardiographic evudence

that they may need a pacemaker.

The medical society of Union County desured a
continuing education program for physicians. As |
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,
cardiolegy, pulmonafy embolism. ante-natal care,

hypertension, and -adolescent gynecology. The -

monthly sessions are attended net 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 developlng a program in leadership skilis” ~
and staff relatuonsmps AHEC has also been asked to
provide the Health Department nurses with continu-

Or. Bryant Galusha describes program linkages between the
Charlotte AHEC and other institutions.
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_ing, eddcatlon ‘We recently. proVi"dedt the Health '

Department with a link with experts at the School of
Public Healfh at the University of North Carolinaand
at North Carollna State University who are develop-

* ing a program for sanitarians which will be relevant

Q:

and specific to the soil and hydrology in‘the Union
.County area. Inmdentally. the director of the Health

- Department maintains that AHEC has also facilitat-

ed a éoeperative workmg relationship between his
.vDepartment, the hospital and the greater medical
ecommunity which has been a key.to the success of
weekIy ch;ucs .in prenatal care, family plannlng.
cancer; amd venereal disease. ) v
A ‘year ago-there was no pediatrician in-Union
County We encouraged ene of-our former pediatric
residents to participate in t)he pediatric weI)aby
- 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

... practice, he admltted that he had some ‘concern

about being profess|onally isolated. His experience
W|th the expanding facilities of the hospital, the
active continuing education program of the medncal

" society, access tothe 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. Hosputal have received training
in pediatric care at the AHEC. The pediatrician is
d'rscussing startihg a pediatric screening clinic in

. | suffer; not unhappily | add, a type of “loneliness”

by people who want to help themselves 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 th|nk that there is a real future-in
AHEC

Panel Presentation #2

Introduction ’

referred to earlier today;- being a State-level
bureaucrat—a term | consider descrlptive, not
pejorative—amongst scores of “implementors.” | am
very pleased to have the opportunity to interact with

" the line people in one of the more |mportant and.

|mag|nat|ve deVelopments in educational dellvery
this country has seen.

in an effort to identif
*provide a tgerspectlve

or my comments, | will

_indulge in & brief overview of higher education

co'operation with-the Health Department, has acted '

' as a preceptor for a nurse practitioner, and has
".convinced another pedlatncnan to jom him in his
practice.

Similarly, the county had no patho:og-st or
physlcal therapist a year ago, One of our pathology
" residents_ who finished training last year went and

iStologist, cytologist, and a laboratory linkage with

' F!abhshed his practice. Union Hospital now has a

-

the Charlotte Memorial Hospital. Next, we helped
the.hospital contact an expert at the University

governance. | will then descrlbe some current health
manpower planning issues in I|||nons 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, | wi{

-

present one man’s opinion of the lllinois AHEC

effort.

»

Higher, Education Governance -

We have heard this mornmg an enhghtened and
informational discussion -of the subject . > of
governance—with particular reference to the com-

" plexities of institutional and mdwudual relations in

Health Science Center, who came down to Union .

County to discuss the feasibility of a physical
therapy program.- They now have a part w&lme
physical therapist.

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

| want to make it clear that the AHEC system did
not do anything to Uhion County. The initiative for
all of these developments has come from a variety of

- institutions and a number of dedicated individualsin

UniOn County. It is'an example of what can be done

%

multi-institutional settings. Intkeeping wuth the very
|mportant suggestion that institutional constraints
on individuals be acknowledged, | would like to take

&

institutional setting and '

a few minutestostate where | and, hopefully to.some -

degree, other state-level higher education agencies
“are at,” in relating to AHEC and, more broadly, to
"the problems and J,SSUGS which the AHECs are
addréssing.

The traditional governance of hlgher educatlon
has been, in fact, the faculty’s: They, historically,
~_have.not only designed and presentéd educational

- offerings, buttoavery Iarge degree have determined

71

81

what the role of the university or college was to be.
With the advent of the land grant universities overa
century ago, the Government dictated some new
- directions for higher education, e.g., -agricultureand
the technological. scnences Nevertheless, the uni-

. versity remained reIat|ver immune from constant

" detailed review of its particular mission and role by
extra-educational agenC|es

/"
‘

Dr. James McGil} .. :
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~In the last two decades, the public through its

elected officials, has begun to take amore active role
in determining the mission, scope, and pr|or|t|es of
the highereducation institutionsin this country. The
specific means of controi vary;
the mecbantsms is the factthatpubllct
allocated to these institutions. _ .
What we see today in hngher education govern-
. ance is not really a diminution of the traditlonal 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.

Ed

dollars are

L2

. There are two types of extra-campus responsibili- -

ties being exercised in the operation of our h|gher
education institutions today.

je corporate “body politic”—a board. of trustees
© 0
the

" degrd ot parenthetically. thesé responslbllltles '
also inOWgle the procurement of resources.
- In" addi ‘there are “coordlnéting" functions
_now being eXliccised, primarily in the public higher,

educatiep sec
sector, Thgse t|o s include planning, usually
interinstituMyg JEhe include controls over the
establishment @
gram approval” |3
recommendationd
Ieglslatlve bodies.
the actual admm trall®
The model go‘ern t
*-r  vary from state to-state. Og
_entity. having the responsib
ing and the coordinating fung
of North Carolina’ |s such 4
Oregon. : ‘
A second: model
governing and ¢og
" model, thereis a i§
body politic fo
“there are usy
coordinatig
. -p'l'annin
" mepg E.;amples of the latter system may be
g in the states of Washington, Callfornia,
diana, and Alabama, to nary e just a few./ . -

i /advocacy to executive and

i educational progra
of higher eduti
godel is a aul

01-

Bting functlons In 4his

perat|on of the institution/and
one but sometlmes two of more,

“system of systems.” Singe my remarks and per-
spectives on AHEC are cndltlon db
lar setting, 1 will briefly butline £hé lllinois gavern-
ance system in terms of/ |ts 7 tut|ons and IeveIs of -
educatlonai respons i

. interinstitutional
"The Board is'now developing its fourth Statewide

The “"governing” responsibilities. IegaIIy belong to .

board of directqrs. The: respons|b|I|t|es include’
penditure of monies, the hiring of staff, the™
“-enteflag into of contracts, and the awarding of -

-“the annudl recommendation to the Governor and
- General Assembly ,for State support of higher
' education—total ' State budgets for thé public
- community colleges and. universities, support of the
State scholarship program, and grant programs for
* private institutions, including over $16 million this:

but increasingly alsé in 'the private .

educational offermgs “pro--
jargon. They include budget:

athey include;. OCCaslonaIIy. '

eS a spllttlng of The _ some of the health manpower problems with which

: all are'familiar: insufficient numbers of man-.
Of trustees as the corporate you © y y
.. tribution, .and, of extreme-interest in lllinojs, low -

‘retention flts medical school raduates The plan
Doarfds within a stafe charged/ with- retention. o 9 P

ogram approval, and budget recom- - -State to expand health manpower production rates

The lllinois model is % thé latter type of higher '
“ education governance, fun t|on|ng as a/so-called -

that particu- -

.82

There are four separate bo ds of trustees for13
lllinois public universities, gach board having from:
two to five separate institutions under its purview. in
addition, two of these boards have remote, regignal
medical school campuses. There are somé 38 -
separate community college boards of trystees, .
governing some 48 distinct cafnpuses. The gommu= =
nity colleges have their own .coordinating board.
Layered on top of all of this is‘the lllinoi Board of. -
ngher Education, the State coordlnatlr(gs board.

The Iitinois -Board’s responslbllltxes are f|rst
long-range  planning.

Master .Plan in its 14 years_of operation. Toplcs
included are institutional missions and scopes,

means of abating interinstitutional compétition, -
review of existing programs, means of financing
communlty colleges, tuition policies, etc. One major
component isthe revision ofthe State plan for health
professions’ education,a toploto which | will return
shortly. Its second primary responslblllty is the
approval of all new units of instruction, research,

and publlc service in the public'sector. The third is

-

year for health professlons education.

Hea}h Professions Educatlon PIann|ng in lllinois ,

;Ioper deference to Dr. Gordon of the -~
mission .and " her engaging talk .
ing acquured a ‘healthy dose of
8% in 3 years, am compelled to say .
g there early on, anticipating many of
ndations of the Carnegie Commission.
gEr e Board of Higher Education adopted a
h Rrofessions education plan for addressing

power, geographical distribution, specialty maldis-

called upon the politicians and educators in the

and, concomitantly, to expand opportunities for -
young people to enter the health professions. Thé
plan was very specific that the expansion was to be
done in a geographically decentralized manner,
utilizing existing hospitals, practltloners and edy-
cational institutions.

.The results of the |mplementat|on of the pIan,;
include: -

. Twelvé medical schools (or components

S ¥
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- thereof)=seven in Chicago and the remainder
at the geographic, demographic, and econom-
ic centers of separate regions with one-half to
1 million people each. This geographic disper-
gion has been accomplished, utilizing existing
community clinical faciljities as the teaching

-gettings for medical students:

* Development of graduate medical education,
on a regional basis under the auspices of the
regional medical schools, with emphasns on
primary care specialties.

* A new downstate dental school.

e Substantial expansion of number and size of
nursing and ailied health prdgrams. N

With respect to resources, the State of lllinois has
appropriated 20.0 million dollars for capital facilities
and a cumulative total of 18.1 million dollars in
operating fundp support AHEC-type regional
health education activities since 1971. The Board of
* Higher Education has recommended’ about 10.0
million doHars for capital and 8.5 million dollars for
dperating expenses for 1975-76.

As previously noted, the lllinois Board of Higher
Education is developing a new higher education
master plan. | would like to share.with you those
issues relating to education of health professionals
which are garnering primary attention in this proc-
ess.

First, rnedlcme Distribution and retention are the
issues. While the initial data, although ‘scanty, -
mdncate that the regional medical .schools are -

servmg as magnets for new physician manpower,
tPlere remain acute needs in the rural and inner city
areas.rThe problem of retaining physicians educat-
ed in lllinois 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 lllinois are pract|c|ng in the
State.
. The role 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 sof ewhat better
geographlcﬂ dlstrlbﬁ‘tlon of physician®yand should
certainly m;rease the retention rate of lllinois-
. educated physicians.
.» The IIImois AHEC effort has a cr|t|caI role to play

I
t
.
»

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 critlcal planning issue in nursing educatior,
from my perspectivo is the question of numbers of
program’s and of nurses to be graduated for LPN
licensure and for RN ligensure, by type of program.
The public, legnslators. and lay board members,
such as § work for, are growing weary of the intra-
nursing debates, oftenjn the apparent absence of
consumer considerations, of the status of the nurse.
| believe it is incumbeit upon nurse educators to
more clearly define, in collaboration with their other
health manpower colleagues, what it is they must

. provide in-nursing education programs to allow a

nurse to perform effectively whatever the specified
tasks are. Having done this, tﬁe educational num-

bers game can begin to be played with some

semblance of comfort -

I would like now to turn to allied health. For
purposes of the disctission, | will take allied health to
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 educatlng allied
health manpow r? In thé last half decade in lllinois
allied health education programs blossomed like
Topsy in the .community colleges and senior

colleges and’ universities. While determiring ailied -~ =

health manpower needs is a disquieting process, at

best, we have begun to collectsome systematie data -

on demand of the major employers for several.

categories. of allied hedlth manpower—the hospi- -~

tals. Without citing to you all of .the necessary’

caveats in lnterpreting such data, let me just saythat f

there does not appear to be large unmet demarids
~ for many categories of these personnel in lllinois.
There are, to be sure, geographic pockets of need. |
do not want to digress into the details of determining
allied health manpower needs, however. There i$ an
overriding issue which, if effectively addressed, will
subsume to a largé degree the fanpower need
question. S

What must occur in allied health education, in my ...

opinion, is the development of .an educational

system which will have all of the motherhood and -

apple pie characteristics: flexibility, responsiveness,

~accessibility, efficiepcy and accountability.

‘Let me try to, explain what | mean by first citing
some specifi¢s’ from lIImons. which | suggest is not
unique. = .

] The rate-limiting factor on the production of
allied health professionais of many types is the

&
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number of chnical education pogitions or slots
<pvailable. This ig particularly true for bacea-
laureate programg:

* Our educational institutiongs are abdicating
their educational responsgibility for students.
In particular, too often the university will turn
the medical technology Or physical therapy
student, to name just two, loose to have their

education completed in an ingtitution with

which 1t maintains no effective educational
relationship, that is if the senior student can
find such a clinical position at ali,

® The financing of clinical allied health educa-
tion i1s"a patchwork. The financing structure is
amess, aided and abetted, | 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 State grants
to both hospitals and to educational insfitu-
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 &ducation today are many which we
.need not spend muchtime on here. I'll just cite a few:
the traditional pattern and setting of the training
-experience, the accreditation schizophrenia, the
desnre of educational institutions to find new student
Dmar[(t’ats. and a et of perverse financial incentives.

Regional Health Prgfessions 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 edycational
programsm yetanother institution, a clinical facility.
Given the increasing demands made upon the
health education institutions it is'no longer feasible
for the parties to adopt a "live and let live" approach
to clinical education. * -

Rather, joint, negotiated solutions to space,
money, schieduling and other related problems must
beAfound. These jomt relatlons should encompass
the following: :

* The use of clinical facitities, recognizing that _

there is a limit to the amount of- clinical
material available to’serve educatlonal needs.
Collaborative arrangements might include
scheduling of students and development of
student health teams. ot

* Curriculum design. The hospitals should have
some s@y regarding curriculum.

® Articulation standards and perhaps even
admission requirements. Congortial arrange-
mentgtamong community, colleges, universi-
ties, and hogspitais provide an opportunity for - -
effectively implementing career ladders in
nursins?)and allied health. I

Decisidns 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.

e Agreements regarding educational rgsponsi-
bility. This issue must be resolved. My person-
al feeling is that the ultimate responsibility is
the educatidnal institutiong, but that the

clinical facility ought to be made a partper in
setting standards and evalyating -perfor- -~
mance. :

o

Financing. Wh'o will pay? Again, my personal ‘

opinion is that financing-of clinical education

oughtto remain to a large extent the responsi-

, bility of the . hospHal, with collaborating
educational institutions_providing ndnfinan-
cial quid pro quosto the hospitals.

The potential advahtages of collaborative, multi-
institutional health education programs are many

*/0 Expansion of clinical educatlongl opportdrt;[-
ties through more effective use of available
clinical resources.

. ® Minimization of duplication, drawing on the -
« ° particular strengths of each collaborating
institution.

¢ Flexibility to change program sizes and mix in
response to shifting manpower needs.

| Clear-cut forms for educational responsibility
1 and, not insignificantly, accreditation.

* Richer educational experience for the student.
®* Enhanced career mobility for students.

* Increased efficiency. ¢

* Coherentfinancing structures. °

| The problemé in establishing such consortiastem
from their multi-institutional nature. Each institution )
as its own constituency to which it must respond.,
hese institutional constituencies.will not compieté-
y overlap. They must be educated as to the
dvantages to them of collaborative arrangements.
The effecting of collaboration occurs at many
evels. The university is one of the most monolithic
institutions in ounsocnety Collaboraf’on must occuyr
at the faculty and program levet. But agreements
consummated there must then be carried up along
the lines of authority, being “sold” at each level.
Ultimately, the group/beéring"thg legal institutional




/

-f

. .
L]

{ . .
‘authority—the board of direct,ors\»J or _board of
trustees —-must signal the official recognition of a

, Cotlaborative arrangement negotiated at the pro-

.gram |gvel. :
Theé;'»ocess is tedious, r’equiring people, as Dr.
Kollmorgen charaeterized them yesterday. who
have the ability to acknowledge thei roles, to admit
to error, and to recognize that the university does
not have all the answers.

AHEC in lllinois

Dr. Zimmerman, Diréctor of the lllinois AHEC, has
Invited me to share my view of the Illinois AHEC
experience with you, courageously suggesting that |
specifically note.some problem areas.

First, note that the AHEC. contractor is the
University of lllinois, Medical ‘Center campus,
College of Medicine, the largest and most presti-
gious public university in lllinois, having the largest

- comprehensive academic health science center in

lllinois, and soon to be in the Nation, containing the
State’s largest-Mmedical school and only publicly
university-owned teaching hospital. The University °

" Is charged to engage in an inter-institutional

endeavor, never before paralleied in its history. We
Il know about academic rigidities. We all know of

a
>~\tahe inherent higher education pecking ordes. You

Il 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 commupnity needs. You are doing it..
The University of Llinois is doing it. But it isn’t easy.

Consider the University of lllinois AHEC contract.
It charges the University with expanding enroli-
ments in its own programs. It charges the University -

~ atthesametimeto collaborate with other education-

2

-
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al institutions in the offering of nursing and allied
health programs—anxiety, fear of take-over, compe-
tition_for turf and funds--yes, all of these in the
cotlabggating institutions. :

The University must deal with these issues. To
some extent it has, but there have been obvious

fdilings. . :
The cqmmunity college system in lllinois is very
strong. Territorial .disputes among the colleges

themselves &reyirtually nonexistent, since each is
maridated to sgv;e a specific catchment area. The
colleges have strong local political bases and exist
to meet the needs of the communities in which they
dre’located. In allied health and nursing education, it
is often the case that the colleges have developet&
_very strong-institutional ties to local hospitals. The .
sensitivity of the University to this system needs to
be heightened, as #t is indeed becoming, as it moves
into an area demanding a share of the ;available
clinical resources and as it is responding t;;yits
broader set of demands than the local ones towhich
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the community coileges 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 {0 expand manpower education, with the,

clinical facilities not in total agreement as to typé or
size of thé educational programs.

* What is the prognosis for the continued imple-~
-mentation of AHEC concepts in lllinois? Very good, |
think. A :

Regionalization of health manpower education is
ingrained in lllinois. 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 endeavars is the open and honest
recognition of all the involved institutions' interests
and the ability of the people involved to acknow!-
edge their roles, their potential contributions, and
their limitations.

- -

Panel Presentation #3

- Dr. Karl J\. Jacobs

| find myself in somewhat of a disadvantag'eous'

position because | am really not trained in the health
field. Listening to the North Carolina AHEC experi-

ence, which was indeed very exciting,” | 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
Hinois, but simply that we face some difficuity in
region 1-A in identifying counties that lack very
fundamental areas of health care. | might just briefly
describe what region 1-A is." )

We are located in gbrth‘ern Illinois. Our paftitular
dominant metropolitan area is Rockford, lllinois, the
second largest city in the State. The metropolitan
area of Rockford is about 250,000 people.-Region 1-
A covers a number of countjes stretching. from

Rockford to the Mississippi River,'a distance of -

about 100 miles. The area covered by region 1-A is
gural, ‘smali towns, suburb, city, and intercity: a
microcosm of a Stafe, Rockford has certain unique-
nesses. It is characterized by a strong, political,
economic conseryatism. Itis reflected in the fact that
there are three private hospitals thatdominate the
health field and’ medical practices within the

Rockford/metropollt’an area. So, unlike Charlotte, i

we do not have a major university or a primary
medical center from which one tould swing into
", other kinds of activities. This crelates a complexity.
“Tor region 1-A because there i a great deal of
political- negotiation and competitivenges” among
the three hospitals for new programs ar)f}?c,il‘ities. A
. further complication, ane which | think will eventual-

- .
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ly be the saving grace of the Rockford mietropolitan
area, was the establlshmem by the lfnnversnty of
lllingis: of the Rockford School of Medicine. The

RocKford School.of Medicine is-an exciting copcept

and it has been a catalyst to bringing together the
three hospitals 1n a number 0f{0int ventures. .With
this overall view of region ¥<A, | find myself also in
the most uncomfortable gosition of being in general
agreement with the ¥iews just expressed by the-
representative of the lllinois Board of Higher
Education. My point of difference with him might be
in my absolute political regionalism in protection of
the .community colleges. but | think he would
appreciate that.

My views of AHES are redlly quite multifaceted. |
serve as president of a college that has a number of
allied heafth programs. | also serve on the board of

trustees of one of the larger hospitals in Rockford
‘afid am Chairman of the Joint Conference Commit-
tee. | 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 to-handle certain
txpes of graduate programs for the University of
“llinois. In a sense, we administer, in conjunction-

« with the University of Iflinois, certain educational

programs from the Rockford School of Medicine.
After. attending th|§ conference, | see that the

vAHEClor 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 | might offer is
that many individuals here are really implementers’
of policy rather than the formulators of pollcy. at-
-least in terms of the:r role.

Some revolutionary changes. are occurrlnd 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 physucuar\and
entry,; exit, and the standards by which they were
conducted were easily controllable. The paraprof
sionals inthose fields were generally underpaid. Th‘e‘

following changes that have occurred have compli- .

cated matters: & 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 imstitutions; the increase of cost

of the training and upgradmg skills maintenance of
personnel; .a .-need for, wery highly sophisticated
organization, skills, and equipment; more competi-
tive salaries; the effort to professionalize certain

e R .

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
fiéld of allied health today is the growing assumption
by some of our citizens thatthey havearight to good
medical care, as a political social . expectation.
Within the college and university structure, all or
many of the above-mentioned themes are being
played in somewhat of a discord.

What | have observed is that there is often a
genuine philosophic commniitment by individual
colleges or universities, and the people within those.
colﬂages or universities, to develop those areas. As .
AHEC or AHES has come along, | have noted many
of these people are not oblivious to the AHEC dollars

“and power which lie in the potential of the AHEC

Federal contract. | see it in the field of nursing in our

. region. | 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 programs as a form of upgradlng
the professuonallsm of nursmg Obvuously, this is
appropriate within a certain context. However, many .
times the public is confused as to wifether this
should be the highest prioritywhen 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. | would
suggest that this priority is somewhat in contradic-
tion to the public qutcries we have all experiencedin
higher education over our degree-itis, with asurplus
of PhDs and the entry of too many people into fields
on the basis of degrees. | 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 assigﬁing of the

aﬁpr_opriate cettificates,
higher degrees to them.

. | would like to make some observations about
community colleges. Community colleges aré Sort
of the new kid on the street in the higher education
family, and,l think they reflect many of the problems
of the nevh(\ld on the street. Many citizens see the
community colleges as conservative social
engineering institutions. | have often said fthat the
conservatives see the community college as the
conservative solution to social engineering: that all
of those.people who are sufficiently prepared to get

associate degrees, or
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through high school but perhaps not to go to the
university ought to be put into postsecondary
educations called cSmmunity colleges. In a sepse
there is truth ta this, buf® think the thesis could be
exaggerated, especially when it is applied to

(]
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a differential for allied health. The operating costs of

~ allied health fields are substantial. We find that to

4

he
allied health field. The same kinds of quality cohtrtcS!J

have tobe-applied to the community colledesasthey
are to any other area of higher education. One of the
difficulties the communityvcollzﬁe hasisthatitis an
evolutionary period of its develfopment ‘without the
great tradition and experience the universjty has.
That can be a virtue and avice. The virtue,*of course,
is that'it 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 clinical
facilities with other institutions, but one of the
difficulties that community cotleges 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. | appreciate thatif a university is to be a
strong, dominant force within our society, one must
accept t&-a 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 base.in its community and carve out its own

area of competition, its.own turf, and to be able to
quid. pro quo in exchange for facivlities with other -

-

areas of higher education. .
I think one of the great difficulties and challenges
for the AHES or AHEC to work out is the negotiation
- _of cooperative arrangements between institutions.
For instance. in our area of regio‘r\J—,&. itisaccepted
as legion that the Univeésity of Illlinois College of
Nursing has worked out a deal with the Northern
Ilinois University School of Nursing. | do notknow if
. this statement is true ar not, but | have heard it so
often that | almost accept as a truth that the
University of lllinois will not place new programs of
baccalaureate ‘training elsewhere because the
Northern lllinois University provides these pro-
graps. If there is some credence to this, it seems
rath¥er 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, ifinvolved, 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 -
" beavailable in other kinds of institutions. In the State

of lllinois, we are confined to crédit our funding with

N
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accept four or five allied health programs would
nearly bankrupt part of our college. | 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-l think it is a
grgat advAntage, is the ability to draw on the
gesaurces of the total university for research. THe
Rockford School of Medicine wanted to find out
whetherit was operating effectively and efficiently in
its management. They drew upon the resources of
the University of lllinois who sent a management

team to thes School of Medicine. The community

colleges would not have that advantage and would
have ‘to go to an outside consultng firm, which
would be prohibitively expensive. | find that when
the Rockford School ‘of Medicine has a pasticular
specialized problem, it calls upon the: university to
help is solve the problem. | do not beli¢ve the Board
of Higher Education is sensitized to the costs that
are involved if the community collegg 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. | think the autonomy of the
community college is hampered because, by and
large, most community colleges “politically
sensitive institutions iwe commuiity. The univer-
sity has the advantage oMisk thaf does not exist to a
great extentin community colleges. | would contepd
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, unlessitis
state-run. And yet, interestingly enough, one of the
reasons for selling community colleges to the

ol

community are their flexibility to respond. Very@‘"

generally community colleg?s respond t6 what is
politically sensible to that community. They will not

risk things that are open to great public criticism,”
I think that touches very much upon- the’

and
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

acceptarce of the board of trustees, who may enter,

on the president’'s recommendation, into a number
of these programs. The minute the finaans of that
institution start to turn sour, the board of trustees as
political people will turn upon thg 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 oftén com-
munity -colleges become the targets of many of the
o
$ad

4




issues that are really senior institutign kinds of
difficulties. | 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 golleges | know are mvplved through
AHES contracts. | know several of them are having
second thoughts as” to whether to, cooperate in
exploration of ‘more allied health fields because of
the cdst picture.
What istherole of AHEC as I seeitparticularly as it
touches upon community colleges? | would say that
| think that one of the greatest roles of AHES or
AHEC would be not to do those things which we .
have been 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.is useful in communication
with hospitals, physicians, community colleges, and
uhiversities. There is often no universal agreement
on the nature of what these allied health fields are or
how people should-be trained. We should find new
- and exciting ways to train people not just initiate
problems.
We should develop am,sy§tem of recommended
. quality control over-the training-and performance of .
indlwduals in the allied health fields. | 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 | am on the
. board. When we phased that program out, the .
+ hospital administration was asked by the board of
trustees to describe to them the experiences of other -
people who had done this: what tiad been the
experignce in the transitionary period of associating
with a community college through an ADN pro-
gram? The only kinds af reactions our administra-
--- tors could get from the community colleges were
strictly subjectjve, rather non-structured, and highly
- personalized. Asuggested that what we ought to do
through AHES is-to conduct a genuine research
study with the use of a third party to study the .
experiehce of a hospital that had abandoned a
‘dlploma program and was cooperating with -an,
associate degree-granting institution and auniversi-
ty offering a baccalureate program. | suggested,
further, that there; ought to be some catalyst or
vehicle established by.which we could explore ways
" in which the weaknesses of the aSsociate degree
program, particuiarly in the clinical area, could be
strengthened by the hospital and, in some struc- .
tured way, carefully document this study and share
it with other pedple. There. have been some
interesting reactions'to the entire idea. !
| would hope we would identify direct and indirect

[
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costs in the field of allied health, and explore(ways ,
that‘such costs may be reduced in an equitable
manner. | 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 significahily in the allied health fields we must
examine wayg that we .can deliver educational
services that maintain the quality but reduce the
costs. | would hope that AHES would direct itself to
that point of view. | think that it is difficult for
colleges and universities to direct themselves to that
question for two reasons. F%s; administrators and
faculty usually do thingsin t same way they have
always done them. Second, the réduction of Gosts
may be threatening to gersonnel. And | woild 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. -

| certainly hope AHES or AHEC does not slip into
doing the things that are the easiest and most
predictable, a rearranging of what we have always
done without AHES. | hop&“AHEC breaks out of the
confines of tradition to explore new relationships,
As .delicate as it might be to step on the.toés of
community. colleges and universities, | *would
support -what Jim McGiH said: examind quite
candidly and honestly the state of allied health, the
state of hospitals, and the statg of higher educatlon .
identify problems and surface them. One of the most
valuable functions | think that AHES has performed
in the Rockford metropolitanarea is to bring to the
table the hidden agendas, the prejudices, the fears,
the phobias, and the personality conflicts that
existed in the community. That was a very painful -
experience to go through, but ! think we have passed
a very important watershed period. Now, we have
people communicating with one another and re-
evaluating the whole Trelationship of the AHES
system. | would content that if we had started simply
on the basis of projects and problems and had not
gone through that per|od we wo Ld not. have
surfaced and would, not have hagd-ds much of an
arenaorplatformforproductlwt hat we will havein

Audience Questions and Discussion -

Dr. Felissa L. Cohefi, lifinois: Dr. Jacobs made a
point about masters programming in Illinois. |
would like to sdy just a Rttle bit about what we are
doing in Peoria, and how we feel this i§ providing
diréct benefits to our particular region. Peoria is the
third largest city in lllinois, and it also. has small |
cities and a large rural area. We have students from
several counties in our-region wko are in the
masters programs, community .college instructors,
a head nurse’in one of the intensive care units at

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 personnel. Ve feel
#hat the master’'s program, which has a\{er&:ng
“ clinical base for the students choosung gither f Iy
nurse practice, medical-surgical nursing or comt
munity health nursing, is providing qualified
instructors for the nuremg programs in the area.
These instructors previQusly had not had access to
any further knowledge in nursing. The students that
they in tyrn 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 hespital based

practitioners are gaining.depth in clinical practice
that they had not previously had the opportunity of.
gaining. | 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 mstl'tutlons We found that the
relationships these students have develdped
among themselves, in addition to their relationship
to the institutions where they have been placed as
teaching people, has greatly increased their under-
standing of the value of different types of nursing
programs and of different hospitals and differént
institutions in the area. | 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 aresearch
project for the master’'s thesis. | just would like to

give a couple of examples of projects our students -

aredoing.-We have one graduate who has coordinat-
ed students from all four basic programs in Peoria
and worked with the medical students from the
Peoria School.of Medigine to form health teams who
went out to &il second grade classrooms in Peoria,
prgbably 2,000 students. They gave special pro-
gramnrgring to these students in terms of what doctors

and nurses do and what happens to them when they

do gb into a hospital. We have had a very positive
response from parents and _teachei's about this
project. Another project has been teaching the
families of unconscious Patients in the intensive
care units about what to expect and what to look for

in their relatnve who has been injured when they go

home. | }ust wanted to make some of these points,
because a lot of people/do not realize that massive
nursing educahonﬁore than just a degree
granting kind of thing and does have somethlng to

Y .y

Dr. Karl J. Jacobs: Well, | do .not want to be
_opposed to master's degrees or PhB's in nursing,_

but | suppose that | keep asking myself, in the state .

of lllinois is AHES really necessary to do that. You
know, if the universify—has 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, | see when I listen to
the véry exciting things that are happenlng 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 pet be.

unilaterlally accomplished by the umversny |
understand that, and | certalhly apprecuate it. My
dufflculty in the state of llinois is lookihg at the waysin
which some of those projects-are distributed. |
supporta baccalaureate ancf masters program quite

. selfishdy for my own faculty; we need it in Rockford.

"Werhave been pounding away at the University of
Illinois ta send us someoii® who could work for usin
the field of nursr’ng though they still have notdone
Jit. We definitely need a graduate, prégranva'nd we
‘would like- it from the university of lllinois. | really

- wonder whether that. has to be accomplished

through AHES. °

Dr. T.F. Zimmerman: | would like to makeacouple-

of comments. First, | would like'for us not to focus on
the nursing education quite as much as the inter-
institutional aspects of this. |.know that Dr. Jacobs
and’others have some pretty strqng points of view
about that particular issue. | would like for us to
really focus more on the idea of the community
college and the university understanding. Just
makmg 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 master's degree program. In
fact, | think that is |m/3rtant to recognize, that

‘praviding. that kind of training reinforces bulk’

diploma and associate- -degree nursmg programs in
those regions.

Dr. Alice Major, Misseuri: | would like to,try to
- focus this subject. Sitting here, the last few days, and
in many other situations, | have fe[t the pressure of
the question; “Why do nurses have degrees”" .One

Vi

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 | wonder
why. None of the other professions that are senior
professions pursue their tourse of professfonal
.study without a degree, and a much higher one than
nursing has. So, this is a puzzlement to me.

~

offer. , .

Moving to Dr Zlmmermans approach of coop-
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Drs.. Zimmerman, Jacobs and McGill Ils en to an audience question ddreneq to Panel #4.

erative relation‘éhip. let me say that the picturé in
nursing is very confused, angd understandably the
" other professions are getting/annoyed with us. The
solution to that will not bg annoyance; it will be
figuring out a way to cooperate with nursing, to
- make the picture simpler. One of the additional
confusing features that was added to the nursing
.scene, which used to corsist of diploma, baccalau-
reate, and mdster's, has Been the introduction of the
terminal type of associate degree program. Now, if
the institutions are going to cooperate, | would

> 4, 5

specific programs that AHECs have undertaken to
link specifically National Health Service Corps

’ asmgnees and their catchment areas into their
.hospital or their university health science centers for

continuing-education.

Dr. Henry S. M. UhI, North Carolina: Here in
western North Carolinawe have had National Health

Service Corps trainees in aur rural clinics that are

supported both by the University of North Carolina
School of Medicine and the other health science

suggest that one good way of doing this would be for—"5¢hools in Chapel Hill and by our own A&HFC

the associate degree community colleges to work
through with the senior collegee atypeof associate
' degree for nurses which'would be the lower division,
or the first two vyears, of ‘the baccalaureate
program—where nurses could stop at ADs, and be
licensed if they wished, and those whe wished to
continue on could continue on, up the ladder,
through baccalaureate, and to a masters, etc. This
would simplify the plcture Itisonesmallstep. There
are'a great many other problems, but thiswould bea
cooperative venture, and | would like to say that I
underline everything Dr. Cohen said.

: Dr. David Kindig, Washingtor, D.C.: This may be

tching the linkage a bit, but 1 am curious if the
b elists, or -anybody else hére, could speak to

Py

v

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 notdemonstrat-
ed by the Charlotte AHEC program, and | thought |
might just take a minute'to mention this. | do not
know if other regions are doing what we are trying to

Charlotte there is a clearly defined regnonal hospital
which isthe focus of AHEC. But we have many othér
regions of the state where there is not one hospital

which stands out as the major service or referral
Where we have that situation, we have

center.

s
&
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‘do, and if it has any relevance for you, but in .
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created a new, mcorporated foundatlon represen-
ting the interests of two or more hospltals——whlch in
effeet becomes the AHEC. Here in Asheyille, 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, who_have now formed a
partnership, of equal voting strength, which consists
of a trustee and an administrator from each hospital
as well-as representatives from the medical staffs,
who are in effect the AHEC Board of Directors.

as many as twenty hospitals have come together and
function on a daily basis with an AHEC executive
commlttee These arrangements had some interest-
mg spin- ons from their intended role in coordinat-
ing educational planning between clinical re-
sources. We have bégun to s&e these same
hospitals, and | 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

they had originally thought they might have a split
family practice training program,_This is another, |
think, very tangible kind of thuTgNat can be done
h‘through the AHEC mechanism.

confuses me, as a lay person, is that in our area we
have top help “they certainly get involved in
comprehensive health planning, and they get in on

*High Education, which is sort of going'their wa

" understandably, &orking out some kind of coofdi-

" nation of resource allocation. that touches ori the
health field. We also-—tave a ‘community college
board that really does not do too much, but they do

—talk a lot about these sorts of things. Then, you have
the , hospitals’ boards of trystees, who operate

. through the hospital council, who attempt to look at
.some of these progra

or the specificity in our ‘area, but | would he curious
to know whether peoplein other AMEC regions have
other kinds of overlappmg coordinating groups of

AHEC performance. N o
y &

»Dr. Z/mmermah Perhaps those from othef States
could comment upen tgese tayering groups that are
-all attemptmg to plan and to cdorHinateinstitutional
efforts. .

R

Dr. Charles M. Cargille,‘ North Dakota: In Minot,

" o

. Dr. Jacobs: You know, one of the things that.

In other parts of the State we have examples where -

have the family practice center in ong place, where .

which is a community of approximately 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. |
think a useful model may have been developed in
Minot to deal with these issues and thus far, I think it -
is extremely promising. For the family practice
residency program, which could ondy 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 family practice residenc
program. That Board of Governors now consisls
thethree hospital administrators, the Assistant Dean
and AHEC DBirector, myself, representing the
University as & constituancy, the p.hysi'cian who is
the president of the principal medical Realth group
practice, and a physician who represents the
independent physicians of the communijty. By
having the Board of Governors so constituted, 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

_ onthe linkages, lack of linkages, at the State level of

tHe action that touches into ‘'some of the areas of ’
what we gre doing in AHEC. We have the Board of .

n@Then you have the AHES. |
don't know whether | am trapped by the uniqueness

-~ people that come in-ori’ the scene touchmg your -

agencies in lllinois. Reference was~made to the
comprehensive health pl ing agencies. The
regional medical program groups also comes into
play. In lllinois, there has been some sorting out of
responsibilities at the State level with respect to
health manpower planning. -l serve fas, if you will,
adjunct staff to the comprehensive State health
lanning agency as well as being staff to the Board
Higher Education, relating particularly to ques- .
tions of health manpower planning. | am the A"
agency then, of course, with its linkages to the “"B”
agencies. | must say fhat the‘regional medical
program, covering roughly the upper two-thirds of
the State of lllinois, has also cooperated in the
definition of roies in respect to health manpower
plartning, 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, but it also helps to begin to
define the various roles and sort out who is going to
be doing what. /, )

Ms. Winifred Maher, -lllinois: | would like to be
Pollyanna-ish and bevery serious, just fora minute. |
would like to ‘omment-upon Dr. Jacobs; comments,
that the primary thing he sees coming out of this
regional effort was that things were gotten on the
table and things are beginning to be aired. | would -
like to s#ay that | am very gratified if this kind of




success is coming from the AHEC effort, becausein
the philosophy of Federal support, as | 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. |
think this is agood point that | saw coming out of this
discussion. | almost had apoplexy about a few other
things. Our funds” can't support a total effort to
reform the whole State, but | do think it is'ﬁratifying if
we are'cataz/fing action for independerit action on
the part of & state to address its own problems.

Dr. Jacobs: | am giad you said it, because | have
felt that way straongly. One of the things that does
bother me about my AHES experience has been the
mvolvement of people W|th proprietary interests,
and | am one of them. | 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 lllinois, and we are on the back
roads to Narthern lllinois Umveszuty. So, from a ,

selfish point of view, | want to see the program .
happen. But, what Bothers me a littie’bit about the
whole AHES experlence | have had is that people/
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
deculslons \{Vha; | find is that we are all kind of in it
- 9

-

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
wedo notbring lay peoplein. When we surface some
of the concerns, | would like to hear what their
concerns are. You ought to hear our trustees who?
are industrialists, talk about a number of these
things on the hospital board. You know, they talk in

=+ very different terms than we do. Weou

ghy to listento
them. We ought to hear them. Maybe tz arewrong -
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 remember; our other panels have discussed
the influence of regionalization, education program
‘Hevelopment, and interdisciplinary program devel-
opment. There have been round table((glscu‘sslons
We have talked, yesterday morning, about AHEC
governance, and yesterday afternoon about AHEC

+ and regional education and health services institu-
. tions. These hdve 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, ,,,__eyﬁﬂsthough we are
talking about & retatively young venture: This
morning we will be talking' about the future of
AHEGS. Our panel, in thjs, will be.looking, atitin

" Director of the-Carnegie Council on Policy Studies
in Higher Education, will review the future from the
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-.several perspectives. Dr. Gordon,gthe Assomate )

. v L. .
The Future of AHEC: Some Perspectives
gy ) . . . > . .
. S A\; . . ") L 4
. >4 '
4 0 K
Moderator: Dr. Hartwell Thempson , ,) _
' . Deputy Director : . R
West Virginia AHEC _ S \ o
Panelists:’ " Dr. Margaret Gordon - | ) .
B - - Associate Director ’
¢ . Carnegre.Councn on Pollcy Studles in ngher Education
- ' . Dr. August Swanson ’
o ' Director, Department of Academic Affairs
o Assoclatlon of American Medical Colleges- _
° P . > . o ' A R
“ ' Dr. David Kindig R
: _ «  Deputy Director - /-// '
N v , ) 3 ‘ Bureau of Health Resources'beveiopment ’
¥ M. Danlel R. Smith . e . )
‘ *. National Coordinator - : . - _ !
.. - : Area Health Education Centers
.~ ! ' Bureau of Health Manpaqwer
> ' " Dr. Brian Biles : G
_ Professional Staff Member e :
: _ - Health Subcommittee, U.S. Senate .
* M. Stephan E. Lawton . ’ o v
Counsel o S
Subcommittee on Health and the Environment
U.S. House of Representatives . ‘
Introduction ¢ a Carnegie point of view; Dr. Kindig arid Dr. Smith,

from the BHRD point of view; Dr. Sw4nson from the
university's perception of AHEG' and Odutreach
programs; and Dr. Biles and Mr. Lawton from the
- paint of view of the Congress P -
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
probably ocgurred in this country with the passage®
-of the Land Grant Act, or the Morrill Act, in 1890. The
effects of this, of course, in the early stages of our
al developmen’( were in agriculture and in
ome ’fechnL}Imelds, such as engineering. Medlcal
and healtiredutaticn did not embrace the nédesslty

‘ utreach programs with fmuch vigor, in my .
%menwml the late 1960s. At this time, | think all

of us became increasingly aware of the limitations,of
the splendid institutions known as academlc health
science centers. These complex and expensive-units
have been gescribed as some of the mostimpressive

Q@




_ institutions developed in Western civilization. While

everyone récognizes that the: modgr'n university
health scjénce center makes enormous contribu-.
the generation of new knowledge via
research and in many other kinds of
reseafch, and is the keystone-'or the essential

‘founidation for health education, including medical
education, trends for increasing specialization of
" health professionals and the tendency for health -
'f professionals to aggregate in the shadow of the
health science center is, in a way, aimost 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-

0(,7

sionals, until tecently, tended.to stay too much

within the range of the tolling bell of the cathedl
known as the academic health science center. It has
almost been as though there was an umbilica) cord
attaching some of our people to the mother church,
or the maternal health science center.

. It was-in this setting of maldistribution, and also

‘ some shortage of health professionals that the.

-
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Lawton.

. about, the regional medical prograd
- VA model.
'-Carnegle type, or of the kinds that are pfimarily

l
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°

Carnegie Commission report'on Higher Education
and the Nation’s-Health made its significant appear-

‘ance. While this report did not have the astoundin rﬁ

impact of the earlier Carnegle report by Abraha

- 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 utlllzed 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
country\t
types of are ealth educatlon ‘centers. Thege have
included the BHRD model which we are concerned
model, and the
In - establishing .the "AHECs of the

répresented here today, jt was understood that we

_ were trying to avoid the error of producing eleven r
, vnrtuaIIR identical products. These were to b

innovative, experimental programs. However, th r

« v SE

put into more explicit form-the various - '



E

RIG- -

. - + .
Panel #5: Panelists David Kindig. Brian Biles and Margaret Gordon listen to the panel presentation of Mr. Steve Law”(on.

I

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
1s the responsibility of the academic health science
cénterin partnership with appropriate institutions i in
the area. (4) education s for all health personnel (5
the emphasis 1s on primary care;.(6) program
variability 1s encouraged to meet the needs in

ddferent areas. and (7) the academic heaith center ~
accelerates' and extends programs to which each .

has commitments. - o

With this as background. we should like now to
examine the future of AHECs from these several
perspectives | have mentioned a few minutes earlier.
Our purpose in this is to have a critical review ofour
performance, strengths and weaknesses after we
have come some three-fifths of the distance in the
ingial AHEC contract period and to explore possible
opportunities for the balance of the contract period
and for the years to follow. L s
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N } Dr. Margaret Gordon
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Asinsome orevious situations | have been in, | have
recgived mixed signals as to what | am supposed to
do on this panel. The original Ietter I received asked
me to discuss what is right and what is wrong with
what AHECs aredomg IwasIeftwrththefeelmgthat
I would have hothinhg at all tp say because | knew
perfectly welf that the AHECs represented at this
conterence were following the BHRD model, which-
was essentially the Carnegie Commission mogdel. for

* the general organization. and-functions of an Area

Health' Education Center. ,
On- the - whole, |- must say’l an enormously

impressed with the efforts that have gone into

developing "thjs conf/a dealing . with all the
difficulties of establisting a relatioriship betwetn
the umversrty health science center and the area

* Centers and organizing the area centers to work with
. the facilities and people inthe community. [am also

C e
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verg"impre sed with the way in which the AHECs
répresenteq at this canference are buildihg ‘the

to the student. This conference has been
agreat | arning experience for me.

| do miss a few things,-and | do notthink the blame
lies withthe people who are involved in developlng
Area Health Education Centers. | have heard no
mention of any_reélationship between AHECs and
prepaid groupMns or HMOs, as they
were orjce called, and | had some hopes in the early
stages that those two movements would go along
togethtr There was a good deal of language in some
of the statements of the Administration supporting
the development of HMOs that'suggested that the
two movements would go alongtogether. Somehow
that does not seem to-have happened.

/notion of regionalization by using some of the other
/- principles /which were stressed in the Carnegie’
. Commission regort, such as bringing earlier clinical

. knhlnk »
that if we had come up at that point with an estimate

Secondly, | tendto agree with those who have sa|d _

they would like to see mere involvement of consum-‘

ers, but | see this problem in the larger context of

- have

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

2

_some of the countries of Western Eu

'insurance as a fringe benefit, as something, that the
employer would pay+or. Unlike groups of w sin
* West
Germany in particular, where national health
insurance grew out of slckness “funds run by the
workers, we have not had much consumer inputinto
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 beglnnlng to see

that the increases they received. through collective

bargaining were simply going into meeting rising
costs. Einar Mohn: 6rganized a group in California
that was jargely representative of unions, with the

»

| have now " decided 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, | have no regrets about
coming up with an estimate of 126, because |

of 500 or- 1,000 it would have beer looked upon as

absolutely dreamy and no one would ﬁave paid _

much attention to it.

| can now see that in some respects our def|n|t|on-

of the functlons of an Area Health Education Center
was a bit too”narrow. This was partly because we
were working within the framework of a report on
medical and dental education. We were nottryingto
cover the entire range of health manpower in that
particular report. We did talk about rotations of M.D.
and D.D.S. candidates among Area Health Educa-

tion Cepters for a part of their training. We should ‘
7Fe!cognized that students from.schools of .

nursing, from schools of pharmacy, from other parts

of the-university health science center could also -

A

‘rétate and get part of their training in an AreaHealth , "

Education Center, as they are clearly doing. We did
not: reallwenvnsage that perhaps a major part of the

tra|n|ng of the people involved in primary health

obstetricians—cguld take.place in an-Area Health
Education Cent
only there, but it is clear that some of those students
are spending fairly long periods in the settlng°of a

- care—family pryimans, -internists, pedlatneians,

community hospital in an Area Health Educatlon, .

Center. The concept of preceptorshlps Wthh we
have heard -a lot about in ‘¢this meetlng!ewas just
beginning to be heard of, chiefly mc%nectlon with
the Medex program at the University of Washington,
when-our report was being prepared. That, | think;is
a very significant development and ‘is highly
oonsis,tent with the general thrust of our report. | do

. not-think we envisaged the extent to which the

purpose of trying to get moreworker and consumer *

input in negotiations over health insurance. | think
we need that,input in the future. Even if we get a
national hedith insurance system, we are not going
to have a very satisfactory one unless we have more
representation of the consumer.

A third thing | miss is ‘any mdention- of AHEC
involvemeént in-the ghetto areas‘in 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

areasyand also the serious problem of shortages in

the ghetto areas of large cities. Some of the OEO
centers have tried to meet that problem Itismyhope *

=-lthat'sthere will® be involvement of Area Health'

Education Centers’ in that setting..

Q

tra|n|ng of physicians’ assistants, nurse practition-
érs, and so on, which we strohgly supported, could
take place in the sett|ng ofan Area Health Education
Center.
Second,

- s

.| would also be inclined to revise the

definition we- set forth to indicate ‘that several -
community hospitals could form the nucleus of an

Area Health Education Center ina cooperative way

and two or mobre university health science cehters

could 'be .the sponsoring organizations. We are

getting that pattern of sponsorship in connection -

with the center at Fresno, where the Univers%:/ of
_California at San Francisco and the medical sc ooI
-at UCLA are cooperatlng

Third, we also did not think that Stateofundmg .
~" could be as significant an element as it’is in North -

86."

- ‘\.

| do not think it should take place -
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Carolina, although this is not true to such an extent
in other States.

In reviewing what | have learned at this confer-*
_ence, | think it is highly significant that the Area
'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, however it a university
health science center is to gise-to’ the challenge .of
meeting its responsibilities to Area HealthyEduca-
tion Centers, then it has to build up a core of people

. who are very hea\_nly involved |n' that endeavor. |
strongly believe, and | think no dne in this_confer- .

ence would disagree, that the AHEC conceptshould
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 conierehcg

-
1

( . B .
Audience at the concfudlng session of the conference, Panel #5.

I -
suggests, | think,.that the experiment is very
definitely having its impact. | look forward to the
time, gierhaps 5 or 6 years from now, when we will_
see some statistics that<show .that Area Health
Education Ceriters have attracted health mappower
in the areas’in which they are located' and have

played a significant role in overcoming the problem

of geographical maldistribution. v
Finally, | 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 Healtht Resources Development,
another and apparently larger group sponsored
within the regional medical probgrams, 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.
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In her opening remarks, Df. Gordop alluded to the
fact that someone had published somewhere a
statement that the CarnegneCommnssnon had shown
extraordinary chutzpah to designate town by town
where Area Health Education Centersshould be.Dr.
Gordon, | am that person and will send you areprint.

| 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 careto a selectgroup ot
' patients in an educational setting,-as we had done
- for years, 'we would have tp provide educational
services to students in a patient tare setting. That
sounds like a subtle-difference, but-it is really an
enormous change.. \

Almost all of us-who went to’ rnedlcat schoal who .

. are in this room today wefit t6 medical schgols
. which over a'period of twd generatlons had evolved
educational settings for clinical medicine which
were based upon the |nd|gent non-paying patient
who, was brought into an educational site where

' . patient care was ‘rendered in order to provide
education to the students. Today. we aréinanerain

- which almggst 80 percent of our ‘students receive

e their educatlot‘r in patient care settings which are.,

controlled and governed not by the rules set up for
- education, but rather by the riles set up for patient
care. This.fact has meant that we have had tolook to
mofe diverse sites, more diverse settings, inwhich to
proyide ‘education_ to students, because it is no
"lon er possible to ‘operate a mgdical sch001 with
‘one good-sized cournity ho'pltal One hds to
' Havbk a whole seriés of types ihical settings and
thos settmgs can and should fan allthe way from
" a remote town in North Carolina or West V|rg|n|a to
the academic medical center unwerstty teaching
hospital. S -

~ 1 was disturbed because . I was atrald that the
' Carnegle Commtssnon report would promote the

development ' of separate sites which- ‘were not -~

sﬁonnected——centers rather than-a system. And, in

. fact, | finally.came upwrtg,theacronymsAHEDS for -

Area Heaith Educafionéand Delivery Systems,
recognizing the fact that we had to enter into a new

era wh;an predommantly we would be providing

patient care, and sliding in education where we

could. | think most of you who run Area Heaith

. Education Centers in_cbnjunction with the unwersn-
ties would agree that that is the game we are pla ing.
From the standpoint of the issue of whether or nat

faculties of medicine resist change, | "would like to,
_point out that while the academic community has *

‘and even hezﬂ

a. -l

always been .said to be reslstant to change,’
somehow all of the idéas for change come from the

agademic community. I*think Dr. Gordon would _ ..

admit that her Carnegie Commission looked more

academoid than’practiceoid. | would maintain that .
.almost every" one of the fajor thrusts that has

modified medi al education, blomedlcal research,

first fram the academic community. There is no
question that we have a multiple, pluralistic sysfem
in thts country for providing education, and that thé

‘ fesponse of one institution may precede by some

years the Jespanse of other jnstitutions to the same
issue. fl‘ha perhaps, is @ good thing. It ‘wpuld

‘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 piatform with me -
this morning, who believe all institutions shpuld do
" the same ¢hing at the same time. | do not bellevethey .

should. ' think wa are moving in the direction of

_ providing a more diverse type of medical education

for our medical students. There are some things;

“though, that. are beglnning to shake the system

pretty badly.
| would like to point. out that in 1965, medical

schools in thé United States graduated 7,500
students and admitied approximately the same
number. In 1975 we will graduate apprommatély
12,000 stude :ts and admit approxnmately 14,500 or
close to 15,000. Now, that is a 10-year span. In 1935
the medlcal schools of this country graduafed
approximately 6, 500 students.-In the 30-year period
from 1935 to 1965 the number of graduates from
United States medical schools grew by-only 1,000

“students. In the 10-year period from 1965 to€975 the

number of gradua'tes grew by 5;500 and approxi-
mately 7,500 more students were being admitted. at
the erid of the decade: In addition to the magnitude
of the change over the past.10 years in fumbers.of

graduates and admissions to'United States medical

y >
schools, the program changes have been enormous

in-all schools, It one ufilizes the guideline that 50
percent ot graduating students should/remain in -
. prtmary care—and this is a figure which.we are now.

agregd upon at the Coordlnatlng Councnl of Medical

Educatton and people are using it for a target——then. g

this year 'we would hope that 6,000 of the 1-975_
graduates will remain in primary care. By 19771978,

-.when we achieve a graduating class ofabout 15,000,

we will -expect.7,500 to stay in prnmary care. These

- figures ‘indicate that dur|ng this 10- or 12—year span

we will have malntalneei the\prewous ‘effart to

. produce the necessary specialists, and we gre going -
to need-them, and we will have added a 50 percent -
extra effort to contintie to develop prlmary care

specnallsts in new settlngs
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That is an enormous, gtresstul change, and it is

causing problems. It is causing problems in terms of .

finding the sufficient taculty to carry out a mission of;
that size. | 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 engagdd in edycation are willingto become
engaged and are capable of becoming engaged.
That is a good number it one considers 10 percent of -
the total physician populationin the United States: it
1s a faculty addition of somewhat in excess of 35,000
or 40,000. But, those people are not all evenly
distributed. They are not allequally accesgible to the’
academic cehters when we need them, and the
resources to pay fof 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 8wamon provides the unlvomty perspoctlve on the
tuture of AHEC at Panel #5. L e

These stresses. show thernselves in tne adminis-
tration of medical schools. The turnover of deans

". . has already been. aljuded to. Now we find that

department chairmer, those ogres who never went
away and therefor& never allowed change are also
begrnnlng to have a rapld turnover. A survey ‘done*
recently by Gene Braunwald (1975) indicates that 4 -
years is'the average tenure of department chairmer
( and that 30- percent of the chairmen, now serving .
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have seriously considered resigning during the pasf”™ "™

year.

The movement toward Area Health Education
Centers, the thlngs you are trying to do, are with.us
_tor the tuture and forever, 1 think, because we are
never going to be able to return to the era when we
could teach meglicine by utilizing a large county
hospital and a few private hospital charity services.

The futdre, however, from the standpoint of whether .
or not the education-of ‘health professronals will -

‘remain the prdvrnce of professidnal educators’ of will

become srmply ameans of praviding a smattering of.

education by professional service providers, is dpen
to question. My belief is that every medical student

has the right tg 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 hospital, and provides thé

opportunity to see the challenges in providing -
health servjces in remote sites. My personal beliefin
this caused me to make the effort and take the )

plunge at Washington to initiate the WAMI program,
which now has students Iearning medicine in sitgs

as remote as Kodiak Island in Alaska and Omak in’

eastern Washington.

What is the future of Area Health Education
Centers? | think that the future depends to some
extent upon the future of medrcal education’ in
enferal. And that future depends upon whether or
notawe\can weather the stresses and strgins | have
just pointad out. | think we will have a problem from
the standpoint of finding sufficient reseurces ta
carry forward this dual thrust, this added tisk,
because | think resources for all endeavors in this

~ . country are beginning to become very limited. Itis

unlikely that we witl be able to have the outcomes we
all desire unless we can find seme mechanism for

. maintaining the financing of the miedical institu-
tions, both in their Area-Health Education Center-

thrust and on their central campuses.
At this point | am'not terribly optimistic. What the

compromises will be is a questron each of us will

face 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 ooqt‘isue a broader
medical education program which“will never go
back to the good. old* days Qf just the teaching
hosprtal and the academic medical center

.o - . Refererices
j Braunwald: Gene. Chairman's Report to the Association of
Professors of Medlcme Atlantic City. N. J., April, 1975,

Swaneon A. G. Area Health Education Centers Veysus dn Area
Health Education System. Journal of Med/bal Education. 47 321-
326 May 1972
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‘Panel Pres‘entatiort #3

‘what is a very complex program.

Yoo Dr. David Kindig

Sharing this time with you, and getting to know
sbme of you, has been an important education:for
e. | am probably one of the newest people in this
arena, although 1 have been' interested in Area
Health Education Centers for a long time. For the
past 3 months | have had the major administrative
responsibility for the BHRD. AHECs in the Federal
Government, along with Dan Smith. lt isnot my only
job, and | have been struggling to try to ynderstand
| have been
interested in its development from the beginning-
and av%é(e of its philosophy, but as an administrator

trying to get a handle on it for the last 3 mon'ths has

been a very difficult job. The meeting we had on
Wednesday and Thursday with someof our regional
people and this session here have really gone a long
way towards bridging that gap for me.

| am very impressed with what | have seen here

_ these 2 days; with the efforts you ate makmg
towards decentralizing health ptofessions educa-

tion. For.me it all boils down to, you do not educate
health professienals 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 ‘service$ have not adequately
been provnded in the past. Unless we train studients
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 rot move in thatdirection. |
thmk this is a réally important step in that direction.

' I struggled with your charge to me, and | do not
feel that | 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 | see here is very exciting. On the
other hand, it is a national effort. Itis being looked at

common denominators, common experiences that
run through these projects so that we can say that
we can both describe itto the world and ta 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 experlences that you have had, and which
sorts of things should we try to discourage because,
they have-been tried in other places and-have not

worked out? One of the*greatest concerns | havein
this meeting is that in our attempt to begin to get -

some of this evaluative data we ‘have had a_

B
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multiplicity of efforts which have inundated the

. AHEC projects. That is a grave concern tome,-and |

will make the commitment to you that we will try to
consolidate those efforts so that we get the
information we need, with the leastamount of effort,

so th‘at you can get on with the battle’and not spend '

all your time responding to us. | think it is natural to
swoop down and try to collect everything,” but
evaluation needs to be done in a much more
coordinated way. | make a commitment here to you
today that it will.

| am concerned about diff@t models and their
advocates. It is a<oncern to to have the whole
effortdivided into camps. | understand now veryWeII
what this model is all about, and some % \‘
rnchness and importance of’ the linkage t
educational institutions. | think, however, for future
'dlrectlons and for future RFPs inthis nextroun
we look carefully at the experiénces of the RMP*
AHECS, the VA activities, and try to distill from
across) the board, “the good experlences, the
successful experiences that happened”in all of
those. licannot tell you today what those, are, but |
cannot believe there are not richnesses to be
subsumed from all of these experiences. Whether

we will ever get to a central. admlmstration ‘at.ngast._

within RMP and BHRD, is a very rgal po sibility. 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 elQrt. '
| wbuld like to make two o e ‘quick gbservar

tions about the future. As you know we d acentral-
ized a lot of our activities in manpower a y ar 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 bgen a numher of

that

+

struggles and difficulties in getting it worked out. | -

think we are about to bottom out, at this point, on

some.of the struggles. | think we are going to have an-
. effective central regional team in managing our

decentralized programs. We have the spectre O\(er

‘as a national effort. You have to find some kind of - -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
concerryd we are planning to implement\ww
" probably be the spirit of that new legistation. Htwill
mean at a minimum central, national review
projects on a basis, national or.rural, of dollars,
contracts and grants’\ind 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, our department and our'bureau will do
these things with least disruption of.the current
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decentralized mode of operatlon. 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 1 clearly want to see is a closer
integration of our HRA programs with AHEGCs. lam
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 qr stay in":

“relation to their linkage to health science centers,
and we will try to work with you in really making a

activities for professionals serving in shortage areas

priority effort. In addition, thsre are a lot of ‘other

through loan repayment.-We ‘nheed to link -out and

. coordinate those Federal programs. Some of the
legislative proposals ‘ requiré it. We intend to
impléement it whether or not it is requnred in the
legislation. - o

_ Finally, | think that you should all be very
cognizant of the implications of the health planning
1egislation that recently passed the Congress, (PL
93-641) setting up health systems agencies which
have a large variety of functions. Itis nottota¥ crlaar
. how those regulations are related to manpowerybut |
would say that it is very likely Federal programis for
grants and contracts for activities like:t AHEC)\ will
comé under review and approval by these health
systems agencies when that gets off the ground. So,
| think that you should stay in.touch with those
developments in your area as it would be another
important interface that you will have to deal with.

Panel Presentation #It
Mr. Daniel Ft Smith

When the origmal contracts were.awarded in mlddle
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.
restate that philosophy here. It consisted of three
basic things* «

First, in order to have an effective program there
has to bé a partnership between the Federal
Government and the institutions or agencies which
are involved in operatihg the .contracts. That
partnership has ta be developed so that thereis trust
and understandmgbetween the two parties. There|s
aclear line of demarcation between the responsnb||i~

sigmflcant 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 gontract you have to folld
the work scope. Within that contract you have to
understand how to operate\withm the limits of the
law-and within the limits of the regulations. It is
important for that type of understandlng to be \
continued. A

Third, we tatked about fiscal responslblllty “The
key hlng ‘here is that you and | 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 taxes into the system and itis 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 runan
effective rogram -more readily than if we try. to

disregard those issues. .

We talked\about the Bureau taking a leadership -
role in the ANEC effort We have done that. We are
mindful of the responsibility of this effort and, as Dr.
Kindig pqinted out, we are coordlnatlng effectlvely
with the Veterans Administration 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 Servnce
‘Educational Activities).

The other topic we talked about earI|er when the
program was developed, was what type of program
we were going to have Was it going to be a service

- delivery program’or an educational program? We
- have not changed our course in terms’ ofthe

I would like to .

ties of the Gevernment and 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.

*
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Carnegle-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 heaIth nursing, and other health .
personnel.

When we talk about the future of AHECs, l'am
.reminded of discussions we have had with people
who say, "Really, your AHECs are justmoving chairs
around; you are just providing. money to . the
institutions to do'the same thing.” | do not feel this is
true, as demonstrated here by the presentations on-
the ’Charlotte, " North Carolina AHEC program,
Kansas City, Missouri AHEC, and the others which -
were. presented. The key thing about the Bureau's
Darnegle-model program is that in the long range
view in my judgment, we are affectlng the intra-
arrangements _within institutions. .

s
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Which means that because the lnstltutlons are
actively involved in decentrallzmg their. medical
education programs, in decentraanmg their faculty
to remote sites, it.is just not one department within
the institution, ‘it is the. commitment by the entite
institution, the prime contractor, to work in address-

ing the geographlcal maldistribytion 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 Carnegle model is
good. There are some weaknesses to it, but we thipk
it a good approach and will try to strengthen it.

Mr. Daniel Smith presents the view of AHEC from the Burenu of
Henlth Mnnpower perspactive in Panel #5.

There are some challenges in the future. They are
as follows: first, the administration*or governance of
the AHEC program isavery complexproblem 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 Prime
~ contractor or any one institution can effectively
" manage. How many AHEC sites should an institu-

tion really take on? At one. time the &nited States

took on the world, we were defending the world, and
we were killing all our men. | think wehave learneda
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 -

look very seriously at that because -that has
implications in terms of statewide AHECs and who
gets the dollars to do that program, whether itisone
institution or four institutions.

A second area we have to look at very serlously is™
Federal support for |nst|tut|ons and how it relates to

private and State-.supported institutions. Most of our
AHECs are State-supported institutions and have a
dlfferent type of financial base than private institu- |
tions. As we all know, private institutions are havin
a difficult time, bethey medical schobls or nonmedi- |
cal schools. . ‘
A third consideration i |n regard to the future of the ‘
AHEC program is what responsibility should the 1
AHEC programs have in support of the really serious
problem we have in the geriatric field? There are
many nursing homes, there are many senior citizens
that really require better attefition. 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-

. As Margaret Gordon indicated, there is the issue

of HMOs. | think we have to look very seriously at ~ ~
where,._in fact, we are placing some of our students |
to receive good primary care training. Are teaching - ‘

selves about our educational mission. J

hospitals, or the large community hospitals with 300
beds the only facilities where aresident should take
his training? Should we consider the possibility that
ambulatory care programs, ambulatory care fadili- =,
‘ties, neighborhood health centers, HMOs, and /
group practices really should be a part of residency
training and a site for health manpower tra|n|ng
associated with the AHEC program? a
We also have to think about what happens to the
AHEC program which the Bureau has. supported
after the fifth year. That may depend upon Ieglsla-

“tion, but that is something that one should se/rlously ‘

consider.
"~ My personal directive-to the AHEC program the T
-administrators and educators here, is, of course, the -

upcoming audit of your programs by HEW auditors
who will be comparingefforts and accomplishments !
to the dollars of the contracts. As we look to what we
have done, | think we will look at what we did in
developing the first RFP and what we will plan o put
into the new“RFP-if one comes when funds are -
available. We have found that the project director 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 adw;ory councils.
Finally, in"terms of the current program actuvrty

‘C{”d your fourth-year money, restin peace. This will .

e coming shortly. There are a few administrative
details.to be worked out, but it is here.
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Panel Presentation #5 :
Dr. Brian Biles

The perspective | would like to consider today is
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would like to talk about the’relationship between
AHECs and our health manpower problems: gener-.
_alfy | would like to discuss the way we are going to
-~ move to solve our broad problems usmg a variety of
techniques.

The overlylng th'eme is the -problem of limited
resources. That is, there is simply not as much
money as- anyone would like to have and hard
. choices Will be necessary. The question really gets
to be: how can we spend our noney to get the best
results?

"~ There are two problems with respect to health‘
manpower. The first problem is specialty maldistri-

. bution 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 care, indicates thatitis
even less than the percentage now in practice. This

is a bad situation.

e second problem is, of course geographic
aldistribution of physicians. Here again the
situation is very difficult and getting worse.. The
Department of Health, Edugation, and Welfare has
done 4d printout of the distribution of physlcrans by’
State Economic Areas. The HSEA is a fair sized unit
to consider. DHEW found that to bring every,State
Economic Area up to a 1 per 1,000 figure, 19,600

be placed precisely in the rural areas. Itis quiteclear

‘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
solutlon to the geographic maldistribution problem
is that almost 40,000 physicians must be placed
where they are néeded. N

What about resources? Over thef] past decade, the
“Federal government has spent more than $3 billion
on health manpower trairfing. What have the people
received for that $3 billion? Our schools have

question is, however, where are those 7,500 phy
cians going, and what are they doing? The answer s
that they are sub- specnallstslnthesuburbs Overt the
- last 10 years the number of physiciaris in‘rural and
inner city America has decreased, and the percent-
. agée of physieians in primary care has decreased.
. While the Federal Government héas spent $3 billion

all that has.been’ produced is-ait Y increase in the
aggrggate number of physicians: anincrease 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’ fmoney has not been very effectively .
‘spent.

Q

somewhat broader than has been presented so far.'l

physicians, almpst 20,000 physicians, wouldneedto '

graduated 7,500 more new physiciansevery year@ .

Solutlons to these dlfflcult problems must take -

inte’ agfpunt the fact that the Federal Governmént
do@émt have a great deal of money. :
) S is likely that the answer to the specialty
maldistribution problem will be to establish a system
to limit the number of residency positions and then
distribute. those positions by cialty and by
geographic area. This sort of system will allocate
.many more positions into primary care—family -
practice, primary ‘internal medicine, primary .
pediatrics—and over a period of time will also tend -
to shift residency positions from-the East and t e
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 pradtlce and grants to
develop and shiftemphasis if internal medncnne and
ped|atr|cs 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 i0 expect
students whose educatlon has been highly subsi-
dized to spend 2 years through one mechanism or
" another serving where they are” needed—ln 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 or 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
services—AHECs, HMOs, "hospital systems pat-
terned after the Good Samaritan system in Phoenix.

. There will also negd to be further development.of .. -

" mid-level practitioners, such as physician extenders -
and nurse clinicians.

A pointis, however, thatgroup practices, linkages,
and physician extenders 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 timein
the - forseeable future Consequently, .the real
expenditure of public money will need to bein terms
of either ROCT-type scholarshlps or some sort of -
capitation tied to a mandatory service Aarrangement.

Given this perspectiye, what about -support for
AHECs? What is the priority? What is the commit-

.ment? Since the problems must be solvgd 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 eommitting large amounts of money for AHECs? .
Or is a broader, more aggressive, more coercive
approach necessary? Clearly the more aggresswe
apptoach will provide a surer solutiom.
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Some claim !that AHECs are the solution, that if

there is suppott for AHECs, if medical schools have .

enough money\the schools will solve the problems.
This is, of course, \not true. Thisapproach leads not
to the solution of the’ problems, but to the perpetua-

| tion of what some have referred to as the American

r h alth empire. This empire is a system that does not
'meet the needs of the people, does not get doctors
'qut into underserved areas, or génerate the primary
care needed but is rather a-systdm 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

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 mlght be.

. As you have already heard from Dr. Bilgs and Dr.
Swanson, this year the Congressional pefspective 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 yilere the need to
establish financial stability within schools of medi-
cine and ‘within other schools of the health pgefes-

solution to the problems. In that sense AHECs are/sfons and the heed to solve what the Carnegie

belng presented as a regressive idea. Under. this
; comm|tment to put résources into
sraxgwill likely be limited. The RMP
ver Adecade said, “Give us money,
_give us more ofiey, give us more money”™, in a
situation where they really could not make an impact

- designed t

qunmnssnon and many other peoplewere tellingthe
Congress was an acute shortage of health manpow--
er personnel in this country. The legislation was
provide money to the schools of the
health professions and to exact, as a quid pro quofor
/‘construction grants, and later for cap|tat|on grants,

on the major problems in the system. Now AHEC / increases in,enroliment. The legislation-worked. All

~advocates and the medical school. establishment,”

are saying, “Give us money, give us more money;
give us more money again”, when .the AHEC
program cannot really produce the 19,600 physi-

~ cians in rural areas or the 10 te 20,000 physicians im

.urban areas. '

"At this point, the w oIe question of commitment
and support becomes difficult. .

It is important to keep the seriousness ‘of .the
health manpower problems andthelimited nature of
the resources in perspective. Real solutions are
going to take a multiplicity of programs, including a
strong program to distribute residencies and a
strong program to commit students for service

_through scholarships or mandatory service. Add to
those forceful programs, a program to expand

. family practice training programs to begin group
__ practices in urban and rural areas, and programs to

develop AHECS, HMOs, and hospital-based sys-
tems, and with programs to train nurse clinicians
and physician assistants, and the whole system fits
together

There will be support for AHECs Butitisonlyin
the context of all of the other programs that AHECs
can besuccessful in contrlbutlng the real resolution
of our problems. C .

Panel Presentation #6 ‘
Mr. Stephan E. Layriton

Congratulations-on a very successful conference. |
thank you.personally for your assistance and for the
considerat?hamount of time you have spent

educatingthose of us who try to-work toward health -

manpower solutions on the House side, not just
v.

“’VOl:(

you have to do is consider Dr. Swanson's figures and
know it worked, and it worked from the
Congressional perspective. In the past 10 years; WE,
have a doubling of the number of physncnans
graduating from medical‘schools, and there will be

further increases over the next 4 or 5 years. '
~ Since 1971, the perspectives of the Congress, on
both sides-of the Capitol, have changed and have

+ changed dramatically: Both.Congressman Rogers,

the chalrman of the subcommittee for which | work,
and Senator Kennedy, chairman of the subcommlt-
tee for which Brlan Biles works, now feel that the
emphasis on increases in health manpower person-
' nel has obscured many-other, more compelling
issues—issues which will be much more difficult to
solve, issueswhich are much more complex than the

. humbers game. The two most dramatic issues; and
" the two which will be the most difficult to find

solution$s for, are those of geographic maldistribu--
tion and specialty maIdrstrrbutlon of physncnans in
th|s country. . ‘

- In 35 States, the physrcraq/populatlon ratio in
rurgl areas is about 50 percent of the physician/pop-
.ulation ratio in urban areas. In 14 States, there are
less than one-third thg number of physlcrans in rural
areas thar there are in the suburbs and-in the urban
areas, not including Innercity areas. The problem of
geographic'maldistribution has been recognized as -
“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.

. Letmeglveyou however, a caveat to this numbers
game in the geographlc maldistribution problem.
Congressman’ Rogers recognizes that there . will |
never be, and should never be, absolute parity
between the/brban areas and the rural dreas. Therev _

/.
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- are certain breeds ¢f physicians, such as our friend to mfluénce Py the type of Iegislation that the R y
"Gus Swanson and our friend Dr. Thompson, who  members of the Committee | work for find to be:
need to be located-near tertiary .care centers. There _.eompatible with their views as to what the roleofthe
are certain demands on physicians that require’ . Federal Government should be. On the other hand, .

, - location in urban areas. By throwing -out these the naturé, looatlon and number of medical.
numbers to you, | "do not mean to suggest that  residency programs are quite amenable to Federal®
Congressman Rogers beheves there should be an  legislation. Our bill, H.R. 5548, is now’pending in”~ :
|dent|cal phys«clan/populatlon ratio in both rural ~front of, the Commlttee on Interstat¢ and Foreign
and urban areas. However, the situation at present is Comme;ce and will probably be reported out within
;;ﬂtlcal The geographic. 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
forthCon’{lng -Solutions must be addressed by  bill, as well.as on four other proposals which he has
Iégrrslatlon although Iegislatlon alone cannot, inMr.  introduced. Our bill contains two features that are of J
Hogers view, provide the answer to geographic- critical concerp/to you and aré of critical Gonce¥n to
maldlstributlon of physnclans ‘ the Committee. The first feature concerns Area

The second major concern of the S/ubcomm tee - Health Edycation Centers, The Area Health Educa-
on Health and the ®nwironment is the probl of t|on Centers provisions in the 197 1<Actare, to say the
specnalty maldistribution of physrcrans | .thiftk /one Ieast mushy, contalnygue provisions and little

.

of the most compelling statistics on specialty  directipn. In our view, th legislation has resulted:in

., maldistribution is the fact that in the only planned © someg very good prggrams -ang some very poor
type of practice in the countty, in the prepaid group prodrams ‘The legislation contained virtuatly ro *
practices, or Health Maintenance Organizations, 64 - requirements gs”’to what Area Health Education
percent of the physicians are in the hree primary Centers m do. It merely described, as the
_care specialties- of family medicj e or general Carnegie€ommission report did, what ourgoalwas: .
pfactlce general” 1nterna| medicine, and general and en said, “Federal Government spend, some .
pbdratrnc‘s That compares with about 35 percentin’ “moOney”. We have tlghtened up the requrremceihts for

~ the United States today, and with abodt 30 perce, “Ared’ Health Education Centers in our new bill,
to 35 percent of physicians in resrdenc raifiing  m ntalnnng,however,theflex“bllltytheSubcom t-
* programs today. If HMOs, being the ﬁ)llanned tee felt- was needed to accomodate differe

/”system in the United States, provideUs with any clue a%p;eaches and different recrplents of Area Health ’

/ as to the types .of percentagis we negd intprig)ary ucation Center money.

' care specialties, we a adly off base. ‘ The first reduirement will be that the onIy ent|t|es

- The reasons for deographic and specialty maldis-  eligiblefor receipt of Area Health Education Center
tribution are obvious to all of you today, or you/funding will be entities that are affiliated with at least

would not be here. First, lt|sf|nanciallyreward|ngto three degree-granting institutions in the health . /
- practice anywhefé in' the United  States. The - professions, of whjch at least one must be a school ./
American public fasan jnsatiable demand forhealth”  of medicine orosteopathy Grants will no longer be /
care, and there i nosu hthlngascompetltlon ihnthe  available to just one ‘school, with just a medlcal /.
medical field./A second reason is the life style school. g
preferences gf most Americans: most of us wguld "The second reqU|rement is that Area Health -

areas that have better schools, better E@catlon Centers do three things in order to
cultural advantages, than many of the rural areas receive financial assistance after the Jaw is passed.
offer. Ath‘rd reason is, of course, the nature andthe  First, the Ieglslatlon requires residency training as -
~ location of medical residency training programs in part ‘of the, AHEC concept. Fifty percent of the
this: country They are skewed toward the subspe-  students in reS|dency training programs in family
clalties, particularly the surgical. subspecraltles and medlcme deneral internal medicine, general pediat-
located predomlnantly in urban-areas-which do not- =-'rics, obstetrics and gynecology, and psychiatry,
have a compelling need for more. physncxans n - conducted at schools which receive AHEC grantsor
addition, there are tgo many resndency positions  contracts must receive at least 6 weeks of training
-offered in this country.“As, Vol W, thére were 1.7 .- pér year in remote sites in whichsthe Area Health
residency positions available:¥ifi 1974 for,. every Educatlon Center or the community hospital is
graduate of a United States medical-school. " “located. Second, each Area Health Education .
"1 would suggest that the first two problems, the Center would have to make a substantial contribu-
problem of financial incentives or lack thereof and tion toward continuing education and multidiscipli-
the problem of life style, are Jvirtually impossiblé to nary training at the remote sites, and not just at the
influence by legislation; at Ieast they are impossible main teaching site of the médical school. Particular

. ‘ .. - . Y e
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emphasis would be placed on training existing
private practitioners, nurse practitioners, and allied
health personnel in com'munity settings, such as
commyunity hospitals.

T rd, each Area Health Education Center would

[

be required to"establish and maintain programs for .

.~ thejeducation 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

furtherange qf their own health.

Fourth, there is a matching requirement that at
least«25 percent of the money for Area Health
Education, Centers must come from non-Federal
sources. Fhis feature was included because the

. Congress is becomirlg increasingly aware that
Federal programs do not work unless thereisalocal -

commitment. &
There is a further requirement that AHECs must

~gstablish an advisory board, not'a governing body
. but anadvisory board, in each of thé' comsunities

-

o

served bysan Area Health Education Centerwhich is
to have a direct relationship with the people runnmg
the Area Health Education Center.
Now, before you get up and walk'out an
can't comply,” and “Let's go "home whil r}rckets
"are still good,” there isva prov:suon i House

m th
legislation which grandfathers in the xz&; AHEC
contracts for the last 2 years with guirement

y, “We

thatassurances be provided thatby
Area Health Educatipn Center wi}f comply with t
provisions of tbe -law in the/ House bill. e
legislation contemplates and the report language
will make clear that following the 5-year contrac{, a

Center would be efigible for additional funding if it -

complies with these requirements. T !
- The second feature of the House bill which'l will
discuss, the- most important feature in my view,
establishes for the first time a mechanism to control
and plan the medical residency training programsin
the United Sté(tye;/ _
* One result of far too.m@iny medical residency
training positions has been that hordes of foreign
medical graduates, many of themiill 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
permanent visas and remained in practice in the
United 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
maldistribution problem, in that, except for family
medicine, one of the three most important primary

meducaLspec:aItles today, students can becomeany
.- type of 7ecualust they. want to. Thus, it is easy for
Itis

- students to get into the surgical subspecialtieg!

ne1, 1977, the
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.easy for students to look at the financial ’r‘e)Nards, .
and the fewer hours, in some of the nonpatiént care- -

'specialties. There is currently no barrier Ao this.’ ,

The third problem with the medical r?s'dency .
reas.As -

‘training programs is their location inirban
you know, one of the mportaanfluenc;e’sém the
ultimate location of -physicians is wher they
received their postgraduate training.

Our legislation would require a gradual Ilmitlng of
medical residency training programs In the United
States based upon the number of graduateg, of -

United States medichl schools in the prior year, so "

that by 1980 the number of residency programs in’

the United States c%\not exceed 125 percent of the ~

number of graduates of U. S. medical schools in the
preceding year. The legislation requires that .the
Secretary of HEW eﬁabllsh one entity to designate
medical residency programs. It affords the right of |

flrst refusal to the CCME, which as you know is -

composed of the AAMC, the AMA, the AHA, and the
SpeCIaltx boards and specialty societies. The

_legislation allows the CCME. to submit an appllca-‘

tion to ruh this programpy August 31, 1975. There is.

. some questioh as to whether the CCME will want to

doit. If they do not want the responsublllty, then the
legislation requijres-the Secretary of HEW, assisted.
by a 21-person advisory board, to deS|gnate medlcal
residency training programs.

There are three principal guidelines in- the
legislation which are extremely important to you.
irst, the designating entity, be itthe CCME or HEW,
must afford particular attentuon to four specialties;..
famlly medicine, general internal medicine, general
pediatrics, and obstetrics and. gynecology. The :
‘report language suggests that at least 50 percent of
resigency’ training prpgrams should be in the first
three specialties, an tIeast6percentlnobstetncs
and gynecology. The second requirement is that"
medical residency traumng programs bedistributed
“equitably throughout the various geographlc
regions of.the United States.” This is-an_attempt to
transfer’ many of the medical residency training
programs from tfie Bostons and the Los Angeleses
into areas which, on a geograﬁhlcal basis, need
physicians in patient care more acutely. The third,
and | suppose from your sténdpoint the most
important, requn‘bment is that spemal consnderatlon
must be given to medlcal residency training’ pro-
grams which are part of Area Health Education
systems funded under the Health Manpower Train-

ing Act. Thisis adirect attempt to have more medlcgﬂ\

residency training programs runin conjunctlon with
Area Health Education Centers.

1

o

‘It is obvious tivat remote site training is looked -

upon by thegHouse of Representatives as one
solution to the problem of geographic and speciaity
administration. There -are, Qf course, other solu-




" » students go into and upon their locati

*" ‘enodugh;

x

* It
s 1

tions. The solutlon developed by the Senate
_Committee last year, which was defeate\di/o’n the
Senate floor, was in effect mandatory service. The
.solution on theHouse side is to expand dramatically-
t‘he National. Health Service Corps scholarship
N program from a level of-only $3 million 2 years ago,
to $40 million next year, $80 million the yéar after,
and $120 million by 1978. Congressman Rogers”
view is that if these amounts are authorized, and if
these amounts ‘are appropriated, they will

v scholarship program ‘is very attractive, and the
) co‘hc;pt of.voluntarily serving your country for two
_years/in & remote site does not seem to be repugnant

" -to many medical-students today.

" Area Health Education Centers have not as yet
proven they can solve geographic problems. You
admit they have not proven themselves, and you are
very candid .in that. There is. somé anecdotal
evidence they will. There is seme fairly firm evi-
dence coming out of the University of. Washington
‘and their WAMI program, of'which Dr. S‘wénson was
oneof the prime archltects that Femote ite training
programs are having an infl ence on théZspecnaltles

practicesin

rural areas. On the House side, Congress is satisfied

I think, to grandfather in the existing

AHECs and to expand the AHEC/concept based
upon the AHECs. that we kfiow ‘best. .The

alternative—to not expand the AHECs and to not.

influenge undergraduate\and ‘graduate medical
curriculum—is. viewed by r‘;fny- as mandatory
service. This is a concept which is repugnant to the

Subcommittee members for whom | work, or at least

to.most 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 nonmthtary service. '

You have a rhission.. The Ieglslatlon if enacted,

be
. gobbled up by health professions students. The'

~to prevent thjs from happening

Education Center, | am also Pr‘esident of the World
Population Society. | asked lf | could make a very
brief statement of ten or tweNe sentences, and |
would like partlculary/fo ask Mr. Lawton if hewould
respond from the ehvlronmental perspectlve 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 conferenoe This unmention-
able dgterminant is excessive - and . rapid  global
popufation growth. Now, roughly speaking, there
wﬂlﬁ?about 5 billion people in 1985, about 6 billion
in 1995, and roughly 7 or 8 billion by 2005. 1f the °
global carrying capacntyﬁ y 5, 6, or 7 billion
people, asfmost ecologls nk now beligve, we
will be exceeding these limits within 30 years, ar
less. This will resultinsystem breakdown in avariety
of forms. | am convinced that system breakdown will
have a very,harsh feedback effect upon the quality of -
health.caxe delivered to the American pedple. Health’
planners, including AHEC leaders, speuld, in my °
judgment, do two things. First, éxplo /6 the mecha-
nism by which health care will be adversely affected
by system breakdown from overpopulation, and
secondly, consider program- initiatives.now in order
/1 would like to ~_
propose that an official working group be designat-
ed to study this issue, preparer ports; and propose
corrective, actioh. If Auch action is not initiated,
aIthough AHEC will undoubtedly succeed in the
short term, it will fail completgly in the long term
future. Indeed, we may/arftlcrpate an end to the
delivery of health care at all. :

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
tion and family planning legislation, and that

will give you a new' “missfon. It will give you an ~ legislation,’ ‘of course, is only directed. at this

expanded mission. In expanding the AHECconcept,
the House of Repregentatives has said, “You look

. good; your future isgood.” If3or 4 years, youwillbe -

~ back, and when you are back | think the Congress
will ask what you-have done abolt specialty
maldistribution and geographlc malqlstnbutron
“Understandably, a program embarking ori-its fourth
- year cannot produce data- showmg success. How-
ever, it should be prepared to produce that data after
8 years. If the AHEC program. cguld not produce
succesgful results in that time, my'view would be that
,the Coéngress probably would. have a véry difficult
time 'committing itself to continuing the concept
with what we all admitare v)e'ry scarce Federal funds.

Audience Questions and Disctission

Dr. Charles M. Cargille, North Dakota: In addition
" to being Director of the Northwest Area Health

Q
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* country: The legislation has resulted in hundreds of

family-planning centers that were not in existence
only 2, 8, or 4 years ago. ‘And that authority will be
extended for 3 years in new Ieglslatron that has -
already been reported by our ‘committee. So, from
the national perspectlve as opposed to the interna-
tional perspective, our committee has, at least, made
some movements in the direction you advocate It
also, as you_know, has adopted extremely signifi-
cant tegislation in respect to clean air, brand new
legislation last year with respect tb safe dr|nk|ng
- water, which will, .in my view, in the next 5 years be
just as |mportant and just as ‘controversial as the
clean air act. On the intérnational level, frankly you
are talking t6 the wrong people. | suppose you could,
talk to the Foreign Affairs Committee. | fear that |
cannot respond to your questiononan international
basis, but | think that the members of our subcom- .

.
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~ mittee ’re,,cognize that meré access to medical care is

_ only one in a long series of things that must be
required to insure the health.of the American people, -
that indeed geographlcalﬁccess to medical care i
npt the most mpc;;t;ﬁt factor in detern;mmg
morbidity and mortality, and probably environmen- °
tal concerns are moré importarnt th
acce/ss to medical care.

. Dr. Theodore R. Reiff, Nofth Dakota: There was an
interesting -and importaht discussion about geo-
graphic maldlstr|but|o but one problem of geogra- -
phic maldistributid has been neglected: those
people who are geographically maldistributed,
within our existing communities, by being in long
term care institdtions. This applies to a lot of young
members of odr population-and o a gfeat number of

people in- gur population who are 65 and over.
Approt;ry\ely 5 percent of the population aged 65

geographical

and over/at any one time, is'in a nursing home. The

_ estimatés are that 25 percent of all older pegple will,

at ome time or another, end up in a nursing home.

. And yet, fone of the discussions have centered

- around health care delivery'to those often neglected

areas. Senator Moss held arlngs in New York

- which centered more on the eco spects and

‘abuses, from the administrative point of view; of

nursing homes. Practjcally no attention has been

paid to levels and standards of medical care in

* nursing homes. | wonder if there is any commentary -
or direction. of efforts in those areas.

tive of the Chair, try to limit the focus. The thrust of
/ the Area Health Education Center programs has
been essehtially and importantly. on education. We
know that our direct mission is not in services.
However, service follows education S0 | think it'is
o not surprising that we have had, thus far, modest
g impact on problems such as health services in some
/ of these areas you designate. Keeping our mission ..
e clearly in mind. that we are an\lnnovatlve attémpt at
T/ .- new forms of health education, | wonder’if anyone
/ on the panel would like t,o%espw to the questjon
just asked.
Dr. August' Swansgn: | would like to make.a
comment. | think on ofthethlngsthathasmewtably
molded our educational system has been the form of
. the health deI|v -system, and | alluded to that
arlier. | think tKat one of the things that happened
. /Wlth the Medicarg legislation was it set up a system
/' which took the. Ty rsing home out of the educational
syster. It pandéred to those individuals who would
develop proprietary . nursing homes.
‘ pandér or pro- ide opportunities for nursing homes
to remain w?'sln what_|-would call the educational
’ area. In an jnstance that | discussed last,night at
W dmner we ad to- closean excellentIearmng?facmty,

Q

I.jr Thompson: Well, if I may, usmg the-preroga- -

~

~AHECs here

P
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which was taking care of peoplein the extended and
nursing home mold, because under the rules an
educationdl institution like ours could not prbvude
those services, and so it disappeared. | think that in
tk,fe@jfuture one would hdpe that as national health
ingurance evolves the possmmty will beprovided so
that we can have extended and Iong term.nursing .
care faC|I|t‘|es as part of the educational facilities.of

the academic medical centers and their extensions. -

Dr. William A. Strickland, Missouri: | would like to
place the matter in perspective for a moment. The
epresent about 10 percent of the
medlt’:/aﬂC schools in the United States, and | supposé
about 5'percent of the geographic area ofthe United
States, and even where we have AHECs, such as
ours in western Missouri, the funding we h'ave to
work with represents about one penny for every 10

- dollars of heaLh care enterprise expendlture I think

there is a limitation on what the AHECs can be
expected to accomplish in this perspectlve

here we do have Area Health Education Center
| hope that we can work with the National Hedfth
Service Corps. However,

- attention for a moment on the character of rural

counties which makes successdifficult for the corps
physician. In our area, we have 33 rural counties,
with populations from 4,000 to about 15,000. To

expect a young practitioner to make a continuing -

impact in rural counties is, {n my opinion, a difficult
assignment. The basic problem is the lack of
supportive services and professional stimulation. |

‘would like to ask Dr. Biles if there is a perspective

here on what can be accomplished when you-
physicians are assigned to remote and rural areas.
Dr. Brian Biles: Well, | think there is a perspectivé,

. and first of all | point out.fhat the ratios | referred to

were really not counties, but were state ecoriomic
areas, and they are much larger. | think'it is
reasonable to expect adequate physician supptiesin
these Iarger areas. | think counties are probably- too
small, buttheeconomlcareasareofreasenable size.

-Secondly, are we going td put these phystcians out

there in towns of 600? The answer is; of course not.
But we have had counties herein North
-understand, of populations of 17,000 peop

wrtho;ist/
a physician. | think what is actually happening

again if we get, perhaps, 10,000, 12,000, 20, 000, 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.

It did nOLEJhmo thé innércity areas, we will put them .info ’Ehe

eighborhood health centers |q/éroups of 10, 15, or
20. | thlnk fian we get these group -practices set, .
- then will need AHECs, and we will need HMOs

we will need hospital b’ased linkages. So; | think

| would like to focus . :

arolina, | -
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it is a coordinated program, but what | sometimes
hear being said, again by the medical school
establishment, is well, you know, if we do AHECs we
don't need to do anything elge. If you just give more
and more of our scarce resources to the medical
schools, we will not need to do anything else. | just
think. it has to be more aggressive than that. If the
" resources are limited, we have to decide how to
spend those resources most effectively.
Dr. David Kindig: We have just completed analysis
of the first 150 torpsmen who went outin July, 1972,
and whose obligatory 2 years was up in July, 1974,
That initial process was a highly arbitrary one in
terms of matching. The draft was on, and we could -
send people pretty much where we wanteq to. Of
those 150 people, one-third elected to stay—for
- another year. Of all the factors, among the people
who chase to leave, twor predominated: first, a
number-left because they had not finished their -
training, so they went back to training; and second
was the question of professional jsolation, the lack
of linkage into 'hospitals and into medical schools.
As far as the firsg factor, we are trying not to take -
"people into the s anymore who have ot
completed a' residdnci As for the second, | am -
going to look into the arcangement of the AHEC
-program. At least in %&:EC areas, we have a way to
" reach out to corps”pe onnel and try to keep them
there. You cannot jusy put them there without a_
system to support them \or you will just be rotating
pepple through every \wo years. \There is no
.question that that is our e perience. \ o
Mr. Don Arnwine, West Virginka: In\the original
funding for the Ared Health Educatiof”Centers, |
_believe it is correct, Mr. Smith, that thil funding of
house staff stlpends’was specnflcally p gluded Is
" that correct?
Mr. Daniel R. Smith: Partly.» w

Mr. Arnwi(re-: Mostly. would you say? "

reasons

Mr. Arnwme Well, this is somethlngihat la
concerned about if we are to achleve the goals th
‘thmk were very well outlined by Mr. Lawton an
. redistribute’ the house staff ‘trainirtg - programis
which, hopefully, in turn, will result irea redistribu-
tion of health thanpower. This has and will,
' mcreasmgly, place a burden on the economics of-
“the community hospital, and there are many;, ma‘n§l
pressures presently upon thefundlng of community-
-hospitals as they must compete with other commu-
ity hosp'tals There are mcreasnng efforts on the
+ part of ‘the various funding.programs—Medicare,
. Medicaid, commercial insurance, Blue Cross—to -

reduce the levels of funding. So, if those hospitals
-that are particularly involved with AHECs assume
ingreasing house staff expense responsibility, there

- iS going to have to be some reco_gnition. gither

forced upon those® people Who“dre presently
reimbursing those hospitals, or.via some gpecial
funding. | wonder if there had been any particular
consideration of these lssues in Congress.

Mr. Lawtor: The House bill, a program for the
funding of medical residency training programs in
family medicine, is continued at subStantially

_expanded levels for fiscal years 1976, 1977, and

1978, at, | believe; $40 million per year. That is the
only medital gspecialty that is being funded in the
House bill, not so much because of 'y preference for
family medicme over general pediatrics and general
internal medicine—and | ce’rtainly dqnot wantto get
into that debate—but because of” the fact that
medical restdency training programs in family
medicine are youndg and need more experienced
faculty than we have right now, and need the
impetus to begin and to be able to compefe with

,s¢me of the other programs. "So, aé far as family.

‘medicine goes, yes, there is help on the horizon. As
-faras other medital residency training programs go,
no, except that there is a hangover ftom programs
that were injtiated right after Worlg War 1l to fund
programs inbsychiétry Thatfundingis diminishing,
and in.my vléw it probablys will termlriate within the
*next year or two ) ‘

Mr ‘Smith: Mr. Lawtons am | .correg
AHEC portion there is provigion for

ct that in the
stipends for

residents? _ .
Mr, Lawton Nottomy kn0wledge and I read it this
morning. | donot think so. ~ .

9
Dr. Biles: | would just like to sugge:t that thls |s“

really. a financing problem and really
‘be dealt wnth most adequately in terr
health insurance. And | think that somé of the grant
programs'thatMr Lawton mentionﬁd hbpefully, will
take 'us fhrough the ‘period and ‘prbvide some
supportfor a lot of the programs until
But the rea _ﬂsgr lthink is gomg to avetobein
terms of the pr

insurance bill.,

Dr. Margaret Gordon Le :

(vill probably,

seems to, me it is .extreme Jportant to

recognize that we cannot salve all of th

general commeﬁt and a-question to Mr, Lawton. It

bution within health manpower legislation, and | am

of national -

problemsof *
. ~geographlc’al Maldlstnbutlon or specnalty maldistri- -

glad to hear Dr. Biles, now, say that some of this js

going to have to be splved through national heaith
insurance, because as an economist | see constantly
a relationship between the system of financing

medical care and the legislation through which we

>

/

“




N

T

' —\it)ates is that it has to be accredited, and obviously
y

seek to'fnfluence the education of health manpower.
| wanted to ask Mr. Lawton, because | am really
puzzled, about a national gystem of control and
planning of residency programs. | see a basic
. difficulty there. If there is a dearth of residency
positiong in small towns and rural areas, that is in
part a financing problem. Who is going to pay for
those residerys? And | cannot quite envisage a
nitional allocation system working out without
- gome careful attention to the financing of the
" resndencueo .

.
.

Mr. Lawton: Let me answer the question about

residency funding first, The bill does have a
: p&rovrsion authorizing stipends for students, basical-
ly-ter housing and for food, while they are being
trained in Area Health Educatuon Centers, as part of
their resndency training, but this provision should
not.be- construed as authorizing monies for the
residency training programs. The response to your
question would be this:
> legislation in cqmplete' detail because t felt | was
- going over my time. The nuymber one thing to
remember w this: The first thing that a medical
resndgpcy trammg program has to be, before it can
be deSignated as one that may operate in the United

u ate not going to have  accredited medical
residency training programs un towns of 600 to
10,000. You do not have the supportive services to
sustain it. Our view is that the-/Area Health Education
Centers can be%d dramatically. The main focus of
residency trainifig programs will be in ateritary care
center,~’but with considerable focus being, also,
rafating thé Feisidents through community hospitals
in the smaller areas. | did not want to imply that a
medical residency tralnlng program would.be in a

« town of 600 to 10,000, and that this would betheonly
«place where a student would receive his medical
education. This is |mpossible and absurd, |n my

© view.

Dr. Swansopn: What we dre dealing with, in some
ways, as yqu can see’in this debate that is going on
between ,the medical school establishment and

* some of{ those who make policy on the Hill is, |
believe, /a 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 rhoving up or moving down. It is my
view, and the}view of many of us in medical
education, that{the pendulum to which | alluded
here, with the ihcrease in aggregate numbers and
the change in pattern of specialty training, is moving

* in the direction that is desired by all. The problem |

thjnk we face is that many people are too impatient
regarding how rapidly that pendulum should move.
There wds a discussion by Dr. Biles regarding the

Q ) '

| did not describe the.

fact that we have spent $3 blllion, which | 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

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 medlcal

,,.,lrmnmg programs in this country, 2,000 of them in

“tamily medicine. And 2,000 people in family medi-
cine have not yet seen the light of day in terms of-our
ability to assess whatthey will do to both geographic
and specialty maldistribution.

Dr. Claude W. Drake, North Carolina; | 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 thaf is true, |
think, for the local AHECs as well. | 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, | believe(‘?t | think that

nowAs the time for us to start looking tointerdiscipli-
‘nary trai
think th&directors of the AHECs in North Carolina
approve of this. | think if we do entice health
professnonals 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? If you just take one aspect our
population, and that is the geriatric populatlon
dentists have not traditionally cared for these people
.as much as we should have, ar the way we should

-have. We refer them to VA hospitals, to primary
“medical centers, or we da 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 come 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, | think the only way we will ever bring
about this kind of interaction is during the training
process. It has to start there, and ifit does not, it is
not likely to happen. | think AHEC is our only hope
far this to happen. | do not think itis going to happen
at the medicdi school and the dental school level, at
least in North Carolina. So, | 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 programs apd to help s to
bring this about in the AHEC process.
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Allied Health
Dr. Neva Gonzales - A \ .
Director of Allied Health Y

* 8t. Cloud State University - v i

St. Cloud, Minnesota
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Each participant introduced humself to start the
roundtable. During this process, ltwas found that

. there were indeed a great varlefy ot participant.

B Organlzatlons, and policies regardu

'EKC

o rodded by £

backgrounds which- repgesented many occupations
from many types of.institutions.

The roundtable leader then proceeded to outllne'

some national and State (Mlnnesota) developments
in the field of allied, health

. At the national level, there has been mcreaslng-'

recognition of allied health personnel and the, fact
that such personnel function at all levels—from
purely technical to independent. Somie major issues
have beén problems of role definition, credentialing

and accreditation, as” well ds. ‘the-issues which -

impingé on all health-related workers: PSROs,
National Health' Insurance, ‘ ‘Health Maintenance
third party
payment of fees. In an attempt.to addre

_ these and
. other Issues, national allied, health org%&ization‘s

wete formed. Perhaps foremost among th Q\as a

1

1

o

. . ,
- - .
s .t . .
- \

" 'volce for allied health has been ASAHP. Fo;med by
. the deans of 13 allied health sghqols'in 1967 ds the

Assoglation ¢f Schools of Allied Hedlth Ptofessions,
it became the American Society-of Allied Health
Professionais ln 1973, In an attempt to broaden its
scope and influénce. Another group which has had
significant impact is one with more limited objec-

~ tives: the ‘Coalition.of Independent Health Profes-
- sions (CIHP). Formed in 1970, CIHP, Is composed of

the professional. socuetles representing elevgn types

of mdependent allied health professionals, such as

clinical psychologists and physical therapists.
In Minnesota, attempts on‘the part-of a group of

o

_ allied health educators to form a State chapter of

ASAHP. failed after one and “one-half years of

discussions. . The coordlnatlng functions - which

would have been carried out by such agroup'may be ~

accomplished by another means—through -the

~ federally-funded Inter-Agency Task Force made up

of staff from\tpe State Department of Health, the
State Health PFlanning. ‘Agéncy, and the ngher
Education Coordinating Commission. :

.To focus more directly on AHECS, the group was

*reminded of the three original goals of the AHECs
_ with relation to allied health: (1) the ‘continuing

education of allied heaIth professionals already,
working in the target area; (2) providing clinical

.

-experience for University Health Science Center -
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- group of medical technology programs ‘in° the .-

° : ‘.
.

allied health’ students in the target area. and (3)

‘assnstmg target area educational institutions 'in : . N
Mrs. Carol M. Eady " oLt

developing their own allied health progrpms In the
case of the Minnesota AHEC, the first goal, and to a

lesser extent the second were being realized, but
there has been little activity directed toward the ®

third. Discussion reYolved around threg topics:.(1)

" the need.for mot‘e cooperation among educatlonalw

institutions and greater articulation of programs (2)
the need for more generally educated alfied health
professlonals 4. e for a reversallof the trend toward

- specialization, and (3) the status of aecreditation'of -
~allidd health programs.” ‘

The need {or.more caoperatlon among educat/on- .

-al instétutions and greater articulation of programs.
Ruth Freneh of the University -of lllinois cited the
medical technolOgy programs in the Chicago area
as an example of cooperation which has permltted
" standardization and articulation of the programs

Another example given was the sharing of ideas by

means -of conferences which occurs within the

North Carolina and South _Carolina system of

AHECs. e

-~ " ¢

The need for more generally educated allted .

heaith professmnals i.e., for a reversal of the tfend

. toward specialization. |n the Minnesota target area,"

there is a great need for rehabllitatlon workers in
nursing homes and small rural hospltals However, it
is not feasible for these institutions to hiré an
occupational therapist and a physncal theraplst on

" the basis of patient densus and’economics. What
would be practical would be a rehabilitation .
generalist. Dr. Fairchild stated that this situation was

ot unique to.rural areas, and that it is necessary in.

his large city pediatric -hospital situation to train .-

allied health profes5|onals otherthan RT's to take X-
rays T

" the status ~of. accred/tat/on of allied health
- programs. The duestions of accreditation of alllegdﬁ
health programs and 'the ability of. individua
<students to gain. recognition at an educationat

institution for training acquired® at another institu- _'

tion were brought-up. Ruth French again cited the

Chicago area. as an exdample of how the: Iatter
question mjght 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 Study‘oiAccr\edita-
tion of Selected Health Educational Programs
(SASHEP). The major recommendation of SASHEP

field.

: Nursing

was to establish joint douncil for accreditation, in }
an effort to reduXeWen and confusion in the

‘Coordinator for Nursing Eduation .
llinois Area Health Education System S
University of lllinois R :

College of Nursing R .

Partlcrpants were asked to brlefly descrlbe the

"AHEC program.in nufsing with which.each-was
_affiliated before addressmg prepared dlscussion :
topics. . .

Arizona. Miss Polrier spoke on the.nursing cémpo-
nent of the “AHEC: for the Navajos.” Based on
community cancerns, the Navajo- Health Authorlty

established a comuittey of indian RNs ancin June, J- ;
-1974, the first Annual. ’Nyrsing Education Confer-

ence was. held. Major JIssues were: the need for
continuing education,, problems of career mobillty\
and rectuitment -and retention of nurses. Subse-
quently, a Nursing Educétion-office was established

* under AHEC to. gtve consu1tat|on and partncnpafe in

program planning. ’

The major problems rélated to the fact that 95
percent of rtirses gi{?ng care to Indians are Federal
emplpyees and cannot receive educatron.aI servrces

“under AHECT - -

Thelack of educational’ p‘rograms»in nursing: and
the"great need to update older RNs from programs -
no longer in existence was stressed. There are four,
LPNs foreach RN in the'redion, which demands that
LPNs practice beyénd their level of preparatron The®

“need fofcareer mobility and continuing educatlon
_presents an fnsurmountable obstacle with little

financial resources and no available. facplty.

Mlssourl Dr. Major presented the objecttves of the ’

nursing component of the Unlversny of Mlssourl .
.AHEC:

>

1. 'l;o develop, |mpIement .and evaluate 20
- workshops and short courses.per year; eight

.-

teaching packages and a list of qualmed )

speakers. .

ma and associate degree graduates, |nvoIV|ng
. allfive baccalauredte | programs inthe regionin

the hope that they wili be acceptable for '

advanced piacement’ all in five programs.

3. To provide teaching/tutoring needed for
" Nurse Associates to attain a MSN.

~ 4. To plan with the schodl of medicine to provide
... ! outreach preceptorshlps for Masters nursing
students K N .
5 To design protocol for the establlshment of
fourqual;ty assurance programs Q

»
£ ’”
I

2. Todevelop placement exammations for dlplO- ‘

.
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developed for RNs ip the South Texas AHEC area.

- e

Texas. Miss Donna Barlow described the University
‘of Texas AHEC area extending 400 miles along the |
fAexican border+in this area there are only 123 RNs.."
. -& ‘Nursing "Advisory C.ommlttee has been estab-
llsﬁed and subcontracts have been given to three
junior colleges.and one hospital. Local advisory
committees identify. needs for continufng education
~and facujty firom the Univérsity of Texas Schoo) of
\ - Nursing at San Antonio present related programs in
cooperatlon with the ADN programsin South Texas.
" The goal: is_to establish' the junior colieges at the
educational centers tb garry on this effort after the
AHES contract ends, The Unnvérsrty of Texas has
Progt 'ﬁl“ASSdCiateS ineach of three regions. These
Ts'atelll e’ centers are located at. Laredo Junior -
. College, Pan. Amerjcan Unnversrty and DI’ISCO“'
_Founda,tlon Children’s Hospital. Y :
~ A -baccalaureate  outreach program is bemg

This is ‘a temporary arrangemenf between the .
University of Texas, Texas A and,| University at
Laredo, AHEC, and Laredo Junior. College, with the
goal ot initiating abaccalaureate nyrsing program at
. Téxas-A and |. The Outreach curnculum was
implemented in January 1974, , . ’

~

of the University of North Carolina at Chapel Hil ,
nine AHEC regions. Each has at least one nurse in
the regional office; most appoirited to the university
faculty and. mutually selected. There are eight
Baccalau,reate programs in nursing involved in the -
project. tn each region, the local university work
with the AHEC nurse as coordinator and facilitator.
Chapel Hill has immediate responsnblllty for first
level resource badkup irt five of the nind AHECs,
will delegate this responsibility - to the r glo
soon as they are ready.
In Charlotte is located an outreach prg%ram fthe
Chapel Hill BSN Jprogram and a Masters progfam in
Medical Surglcal Nursing. Continuing ed atlon
programs and Family Nurse Practitioner prog}
are part of thns AHEC effort.

lllmons The lll|n0|s AHEC nuring component was
discussed by Dr. Cohen, Miss Rossi and Mrs. Eady.
The University . of lllinois College of - Nursing
assumes respoy\l.blllty for this program in three of
the four governor's planning regions in which AHES
_is involved. In each of these regions nursing .
advisory committees have assessed the nursing
« education rreeds and recommended program.

In Region f#&, a Steering Committee has been
appointed and is advisory-to the Area Health
-Education " System' endeavor in that area. An
advrsory committee on nursing educatlon has also

- Y
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been appointed. Needs and.resources were studied
in this reglon and it was determined thatthe prlmary
need was for a baccalaureate completion program
for registered: nurses. Planning. began "with the
varled educational programs in thearea to utilize the
résources alrgady existing within the communlty

itself. Northern lllinois University School of Nursing "
_had offered extension courses in the Rockford area

Y.

‘for some years. They were willing to brmg the total’
baccalaureate completlon program to Rotkford by

" means of a.subcontractwith AHES. Beginningin the
“fall .of- 1974, Northern lllinois Unlverslty School of

Nursmg began to offer three courses each semester
in Rockford, carrying credits in the NIU School ‘of
Nursing BachCJor of Science Degree sequence, with
a major in nwrsing. Sixty students are presently
enrolled. The demand is so great that,a summer” -

“session of six courses will be held this year. .

. The two diploma schoofs in-4his region have
developed with Rock Valley{ JUnlor College a
common curriculum in the blologlcal and physical -

Sciences - carrying transferable credit into the * °

v

Northern lllinois Umverslty waccalaureate compte-

tion program, - ‘

In Region 18 a Nursing Committee existed at the
time the AHEC project was initiated. This com e
\decided to align itself with the AHEC projecisnd
became the AHES Liaison Commlttee on Nursnng ’A

area. Peoria has two diploma schools of nur ing, -
one associate degree prograﬁ and one baccglau-
reate degree program. There were no . grafluate
programs in nursing in the area. Conseqyently,
many on faculties of existing schools of riursifng and

nursing service personnel involved in -ingervice -

education and administration within the/region
lacked preparation at the graduate level.

A survey ot nurses with baccalaureate ‘degrees

revealed that the greatest need was for graduate
* preparation in rmedical-surgical nursing. The survey

nursing,
as

also indicated that public-health’
including family nurse pragtltloner prepdration,
also greatly needed. . N .

Graduate education in nﬁrsrng as extended to
Peorla by the University of Iinots, College of

ursing, beginning with the medical-surgical nurs-
-ing cl|n|cal sequence Eleven students are now
enrolled. -

The public-health nursing sequence is now in the _
planning stage. Students will be~adm|tted i the fall
of 1975. Planging with physicians and persons in
related disciplines has been”’ ongoing from the.

‘beginning dtahe project. In all programs conducted

by the College of Nursing in the AHES regions,
collaboration with ather eddcational institutions ;‘

Yy

)

,g:_

¥




.

T . . . ~ . .
¢ . - o '\.\

-

within the area has been essentiak to the success of .- 4, lmpacts of: program on riursing in the commu- v l

the project. Courses _in, these 'institutions are ¢ (. hitiesand on systems of nussing educatlonqn \
‘sidentified which prepare the student for admission> - ~ ‘the regions. .
into the program offered by the College of Nursing.’ "5, Budgetary concerrns.

Students dre counseled into these courses accord- . )
: Dr. . Wesner presented the nursing eduCatlon

Ing to thelr mdivrdual negds. AHEGC effort in Rockford, lllinois (Region 1A). He
In Region 38 a Nursing Committee was appointed discussed the problems of upward mobility for

to be representative of all aspects of nursing service , graduates of diploma and associate degree nursing

and education and also representative of theé _programs,. The problems were presented of the

, educatlonal and service institutions in the region. A 'Re.glon 1A ‘Nursing Committee |n attemptlng

. ~study of interest dnd need resulted in establishing - identify the differences between ®éapabilities 0} .

on the' Champaign-Urbana University of lllinois graduates of different types of programs. g—lefeltthat :
campus- the fourth year .of the baecalaureate | rcec should be able to identify specific éducation-
program which s offered by the CoIIege of Nursing "3 needs so that locaf colleges cauld meet them, « -
on the Chicago campus.. : ’ : The group asked Dr. Wesger if pertr:ps the

. Three full-time faculty members of the College of  problem was that nurses prepared at different Ievels‘N;

- . Nursing are assigned to this campus and have. were not utrlrzed;xt’dlfferent levels. K N
g planned and‘are implementing and evaluatlng this - Miss Pourrer stated that her AHEC's problems

. '+ program. In collaboration with regional educatlonal w\ere much ‘more basic—a need for nursing educa-

institutions, courses have been identified wh|ch are tion pr&rams and resources for continuing educa—

- Ssuitable for students completing‘admission require- tion. ,
ments. Approxlmately 70 nurses\are enrolled in* Budgetary cancerns were expressed There
these courses. ~, seeméd to be a misunderstanding of items accept-

' ‘able for funding. One State received stipends for .
students in a special- program Ihdian “students

Feceived- schdlarshlps In someuStates faculty .

‘salaries wére covered. S o

" The ¢oncerns’ about- contindation of this effort .

_ beyond the contract were discussed. In the centers

“where, several hundred nurses are involved in
baccalaureate co pletion programs and masters.

P grams eriod extending beyond the’
contra Ians nee%?e made now to continue.
these programs The  gr P was urged to go to State

. N TS A ) Iegrslatures now to” -assure- continuation of these '
committed.to a system~af continuing education and programs beyond the AHEC. contragt. :

public service throughout the state and the_CoIIege "Dr. Jacobs drscussed‘ hosp|tals “fears -about

of Nursing has assumed this responsibility for oVercredentlalrng of nurses bgecause costs will go

nursing, acting as an arm of the AHES effort in the | up :Miss Barlow asked if the BSN nurse could fot

-AHES reglons ‘A faculty member of the College of m )E\agi:uately meet the patiénts’ heeds. -Df. ?
of th

‘ -

Courses presently offered at the Unlversity of
illinois, Urbana-Champaign campus were reviewed :
. to determined whether or notthey meet objectivesof -
“.. the.nursing curriculum. We are now in the third year
“of the project and 34 nurses are enrolled. Inall ofthe
' cour\se's offered in Regjon 1B"and 3B, appropriate
~ /'cunic“al resources have been made "available in -

‘ coIIaboratlon with service instltutlons |n the ~area“

-

Nurslng is located in Urbana (Region 3B) with the obs'stated that physicians do not accepttherdea
responsibility to work wrth the nursingcommitteeto urse on the health team. Dr. Wesner stated
assess needs and organize and implement a . that nurses cagnot tell us what a nufse with a BSN
-program in Contarnulng Education. Recruitmentfor  ~ .. 4 bt r than one with a diploma. Miss Barlow

similar positions .in Rockford (Reglon 1A) and - replied that hbspitals policies often do nfallowthe :
Peoria (Reglorr1B) is on- gorng ¢ nutse to do hat . '

Following these p}eparatlons the groUp was ., Voo - 5\ .
referred to a list of issues which included  ~ Pharmacy' b
- 1. The nursing ¢omponent in- relation to the Dr RobertA Sandmann
AHEC structure and the CO”ege/SChOO' of. Assistant Dean, School of Pharmacy ‘
nursing. L ¢ Unrversrty of Missouri at Kansas City oo
2. Interinstrthtronalgovernance Relatronshlpsin . ~ - : o
the regional setting: - .~ . . tmtlally it became obvious that few AHECs bad ™
3. Development'of mterdnscrplmary actrvnf ies. -~ .Ph rmacy compongnts Therefore, theUmversrtyof .
4 - . . ' .
3 & : S > . ) . e . .
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~ “AHEC nationally. ,
. North Carolina AHEC Pharmacy Program

< many. r.ammcatnons

- extensive *knowledgé" of

" engaging in s

¥

North Carolina’s program was- described. “by Mr.
Paoloni and subsequently the UMKC program was
described by Dr. Sandmyann as an introd gtion to

the session.and with the inteft to  find commop goals

and areas of. emphasis which may be appllcable to

The University of North Carollna School of
Pharmacy has in addition. to its programs for

- undergraduate and graduate students marntarned\

an active program in continuing education: for the

t“ pharmacists of the State.: This has included pro-
~grams oriented o the needs. of - hospital-based

pharmacists as ‘well - as retain - pharrhaclsts In
addition the School has\actrvely participated with
members of the other health sciences schools in
prepanng and presenting programs relating to.the

. needs of. nurses, dentists, physicians and other
‘health professionals for-accurate, current informa-

tion m the broad area of drug usage with all of its
AHEC is seen as providing-
an ideal arena for bringing together the somewhat

iverse array of heaIth professionals havrng need of

rdinated program of ed
..the needs of gach group.-

In’ addition, the School’ has developed an action .

program in which its undergraduate and graduate

~students have the oppcrtunltyt receive part of their )
.training in ‘the comgmunity’ .
provides an ideal mechanism for further developing
and advancing the program,f)

of these community experie
demonstrate the role;of the pﬁ

etting._The AHEC

fe of the mai
es is to expand

‘part of the health care delivéry
gs to ‘bear on clinical

/ team by bringing his

problems in a systematic
- The School also sees fhe AHEC as providrng an
ideal arena forfurtherrf' 'ploring and developing the.

role of the commu i y-based pharmacist -as a

_provider of primary "ealth care services in an
" intégral -systém of H‘alth care. Traditionally,. the.
pharmacist is ofter] the first point of contact of the
patieft with the heglth care system. He can (and to

i

ow) does serve as'a portal of
s{em as he refers to physician’s -
n the early stages of their health
yhysician’ sattention butwho are
medication as a more convenient
alternative. Tgo. often, in the”traditional “non-
system” the gharmacist is isolated from the other
providers and ﬁ erefore, cannot effectively bring his
onslderablej kill and knowledge to: bear on the

some extent, eve
entry into’ the sy
patjents who, év,
problems need.

. of patients, in

ati on meetlng :

macistasan integral™_ -

d coordinated manner. - ’

. ntad’ By mtegratlng thecommunity—" 'Tepchmg Assopiates, will supervlset,.

nd commuhica-

can properly asnsume a Iarger roIe in the counsolrng

administering medrcatlons to patie
patients on the proper and appropna use.of drugs.

role can‘be further expanded and developed.
. Objects of the Pharmacy Progra .include:

1.*Have pharmacy students serve rotations rn
AHEC.~ _ . .

naging acute minor symptomatlc‘
. iliness, in identifyi ng and advising .on’ problems of
drug incompatibility and interaction, and helping to
develop more effectiVe systems for dispensingand . -
and advising” .*

.-

. The AHEC can provide the framework in which this -

2. Have - graduate pharmacy students receive

partlal training in,AHEC area. | O

' 3. Have residency- . program for
baccalaureate tra|n|ng in spec|aIt
pharmacy. ' N .

- 4. Provide faculty appoiotments for those teach-
o ing pharmacy in AHECs.

s

P
post-
areas of

5. Provide contlnumg education for pharmaclsts A

¢ in AHEC and its service area.

6. Provide the pharmagcist, as health matters

communicator, with ability to effectively

comeJnlcate with patients to |mprove their

N mpllance with drug therapy.
« 7. De

evelop training program to prepare pharma-

crsté to work at the community lével in primary

) care; under physician’s supervision or stand-
. ing order, provide treatment, refer patients to

! physrcians when appropriate, and to follow -

ma|ntenance drug therapy.

D_'@Iop methods of surveillance . of drug
heragu)ractlces in the AHEC areas.

‘ ruit fo\pharmacy admission sQ as to give
equal opportunity to women, minorities and
_ persons from underserve\d areas.

: Western Missouri AHEC Pharmacy Program k

" The University of Missouri at Kansas City School
of Pharmacy’s Program is divided into three areasof

- progress of: patlents with chronic diseases in h

~ emphasis. These areaswere eithef initiated by the -

AHEC or were programs enhanced and expanded

utiI1zrng these regional concepts. These areas: of

. emphasis include an externship program, continu-

ing educatlon and a drug inEeratron servrce

.Externshrp Program.

This is designed to place students in the 38 V\
counties of WMAHEC for pefiods of 4 to 8 weeks.

Sélected practicing pharmacists designate

student S perfectlon of d|spehsf




-

of pharmacy practlce settings; hospitals, communi-
ty pharmacies, skilled nursing facilities, .etc. The

" Student is to receive a total learning experience as °
- ‘broad as possnble in keeping with his beginning

A Y

- for a 4-week period to a Teaching A

level: The program is to accomplish the following:

1. To perfect the pharmacy student's ability

7 to
communicate with ‘patients and physicnanﬁﬁ/

and other health professionals concerning
medrcatrons and related health matters.

2. To perfect the student's ability and skill in -

progessing and prescription or drug order
- (receiving, illl\ng, checknng and dispensing)
and the use of reference material in solving
problems encountered in practlce

‘3. To familiarize the student with drug ptoducts

- -4, To familiarize the student with the various laws
governing pharmacy practice and to show
how practlcmg pharmac1sts ablde by these
laws.

5. To faniiliarize the student with third party

A paymeanIans .
' ,6 To show the student how to use patlent >

.medication records, to monitor drug usage

-and how to deal with drug |nteract|ons and

drfig misuge.

7. To perfect thé student’ S ablllty to advnse the

pat|ent concerning OTC prodUcts
8. To familigrize.the student wnththe procedures

necessary to the sound managem?t ‘and

operation of a pharmacy

9. "‘o show the student the professlonal attitude

necessary to the practice of pharmacy, the
concern for the)a’tient and the roles .of the
pharmacist. »

10.To give the /student structured experlenc 1
community and institutional pharmacy” -

To achieve theseﬂems, the student,i

responsible for supervision of t

earning experi- .

»

N

supphed at evenly spaced mtervals 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
Assaociates will work jointly through the instruction
unit, reinforcing edch others Iearnlng Students.wi

« bring the latest information from 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 Associates® will

complete 14 self-study unitswhich should ¢ nsti-
tute a comprehensive review of significant areas of

drug therapy for which the practicing pharmacist

~ may receive continuing education unit credits.

2

Drug Informatlon Service
" This service malntalns eight regional and” .one

Ay

.Contnnumg Education

Contlnurng Educatlon programs‘are presented in
an mterdnscnpllnary type of programming. The intent

)

is to prevent isolation of the pharmacist from other -
health professionals and thereby improve communi- -

cations and hence patient care. In addition program-
ming emphaslzes the role of the pharmacist in direct
patient-care. For those pharmaclsté who are unable
to attend formal contjnuing education’ programs,
self-learning packages are developed and dlstrlbu-
ted bythTs component

’

et
w AL
S

central -drug information center in WMAHEE 'to
provide drug information to all health professionals.
In addition  the central center is currently being-

‘ut|I|zed to provide extenslve Iaboratory experlence

" described K grams It was felt that these experl-

. ence. The Teaching Associaeis to be the student’s
teacher, fhus, the relati ip between themistobe .

EKC E

wll Toxt Provided by ERIC

- one of teacher—sty ént rather than -employer-

emplo j‘%e/'r/achlng Associate is responsible

that the student has the opportunity to

for insu
Q,bsﬁﬁt to participate in and to study.the various
"’/facets ofthe learning experiences appropriate to his .

practrce snuation Further,’the Teaching Associdte
is to act as counselor and guide-to the student and
should seek to develop the student’s awareness, of

Issue$, problems and- opportumt’les of the profes- :
. sion in the Iocallty P

Study packages which m|ght include audio tapes

read|ng materlals and study questions will be

Ly
0

ences/would entually provide some insight as to
whether or not aId|str|but|on |s a sngnlflcant
problem ‘and whgther AHEC programs actually
upgrade rural heakh care,

y

One of the major difficulties of AHEC programs— . -

part|cuIarIy externshipprograms—was identified as
the necessity of gaining State Board approval of the
programs in order to meet |nternsh|p requnrements
This appeared to  vary among States as some Boards
of Phalrmacy would allow1and % hdurs of internship
credit'per hour of experience due to the structured
manner of the’program while other Boards wouId
not credit the programs atall. =
Curriculum ‘revision seemed to be a/oec’essary
step in providing an opportunity for the student to

[
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partlcipate in-any of the. |dent|‘f|ed programs. The
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revisions usually were of ' major dimensions a fectlng

the entire acad®mic experience It was felt that these |
programs were much more significant in providing
practical experience than the more traditional
dispensing course$ or “mock” pharmacy exper|-
‘®ences.

Fiscal support of programm|ng was discussed ahd

‘included the topics of “Long term support of

Programs as well as projected anpual exrendi-
tures. ‘

N

Dentistry

Dr. Alfred C.-Waldrep oAl
Coordinator for Dental Activities
South Carolina AHEC

Medical University of South Carolina

K
o4

dentaI assisting, hygignist, and technigian pro-
grams. One program had embarked upon agraduate
residency program in General Dentistry; however,
this program had just begun and no experlence
factor was available. :

s

. Faculty and Personnel ‘ v o

Faculties-forall programs whether sateJIrte clinics .
r preceptorship activities, consisted mostly of

clinical appointments to the involved colleges-or .

schools of dentistry, Ancillary persdnnel involved

- included dental assisting students, dentaI Ja»yglene

students dental technicjan students; aswell as full- .
time ancillary employees of the-individual institu-

i tions. There did not appear to be any better type of

A number of topics of vital concern were discussed ‘

by participants of the Round table discussions for

~AHEC dental 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
outI|ne of the Round table dISCUSSIonS '

_ Types of 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 preceptor programs'
Continuing: Elducation activities constituted a major
part of the invelvement for most partigipants. For

‘some, this consisted of programs for the private

practitioner ohly, while,other programs myo!wd
. : P

‘/-/

. Dentistry roundtable discussion. -

-

ap'proach however, where students of all types were
involved, a common learning experience ensued

which. appeared to be more attracted to the |nd1V|du-~

al. <
Funds and Budgets

Fmancral support for the. various programs
appeared to be adequate for the types of programs
‘involved, although there was @ome concern and
hope expressed for contlnued fundlng past the
stated con‘tract date. : :

2

Equrpment "
The types and avarlabumy of equlp t/ﬁrled’
greatly since there was® generally no-equipment -

funding under individudt AHEC contracts. Satellite
clinic equlpment program is- generalkgobsolete to
various degrees This " lipitation in” the original
guudellnes necessitated tife utilization of equipment
prevnously used, in soMe mstances in publrc heaIth
projects, eté‘ . S, ‘

&
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county, the AHEC staff have workedclosely with the
Director._ of Publjc Health and His staff Jin the
.followmg actlvrtips A e

«

Undergraduate, Graduate and Auxiliary Programs
These activrtles vaned greatly « due to the |ndivr u-

runtm?nt 'fapediatncian for the comrhu- _ )

- while some had programs mvo’lving hygiguaists 0
Approximately haIf the partlcipants. hovDever

ospital':-health department. ‘effortsu dn
up, pediatric: ar)fd coronary caré units
the hosprta‘l 7

) general resrdency program was belng developed

] . Y »
Current Status

All programs are functlonl

. -at predicted capacity. Some programs are explorin
- expansion both of physical plants and p ogta
content. Without exceptlon all‘panticipants/elt tha

- the Area Health Education” Center congept was|

. working and fulfilling an important role/in Health
_Science Education. It was felt that the m 'It|d|sC|pI|-p
nary programs were of vital |rnportance n exposingy -
students-o the. total health concept. Expansion of .

wpo hgs'a broadﬁlew/pf public health which focuses
gn th¢ total heal needs of citizens of his communi-
i here this kln’d of competence and leadership
/ arejnot present, the role of public health would of
negessity be m eJamlted This cited the need for
AHEC%ofocus¢ n developing public health admlnls-.- :
tfative Ieadersrﬁp throughout the- AHEC areas.

*

this. conceptappears warrantedt*

o4

2
*

. ‘Futur'e Plans .

It was felt that expansion of all prdgram area/was/

" desirable, particularly the health/team app oaq

- where feasible. All participants w re anxious to see .

- the contlnuatlon of the AHEC gbncept. It was félt
that an annual meeting with tie Asheville format
" could play a major role in co rdinating our future

‘activities an allowing each pr gram to benefltfrom :

. the expe nce of others.

X N

4

~ Public Health

Dr. Charles Harper : '
Director, Division of Co munity Health Servrce
Un|vers|ty of North Carc7 ina School of PUb|IC Health

The group d|scuss|on began with a review of the

Molvement of public health in the AHEC programs
repres‘:‘ented by ‘the discussants. Only in North
Carolina and Texas, where there: are ;,wel! esta-
blished schools of public health, wasthere anysuch
involvement. There was an expression of interest

among all discussants as to what rélatronshrp public.

health has to the other disciplines in North-Garoiina
and Texas THis led to a spegific focus on the role of

public health in AHEC as it has develop d thusfarin .

. the program’s development

An example was cnted In one North Carollna .

- . ' 108
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/ The discussipn moved to an examination of the
professional r§le of publi¢ healtt*as a discipline,

/ versus the’ rr)le of a public health department. The

- group agreed that the two are not necessanly
Ssynonymous. -

- Questlops were raised about the role of the Public
Health Departmeet such as:

Q

1. Should itbeiinvolvedin the deIrvery of pnmary
medical care? ’ \

2. Should it limit itself to the tradltlonalmgreven- :
tive service with WhICh it has been assoclated -
hrstorrcally" .

Some of the group felt thatthe Health Department 4
shouId concern itself primarily with environmental
and other preventive services rather than with the
délivery of health care directly. @thets 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 pubhc health in generaI}as

° rdentmed as assessmernt of health needs of the

commu ity, viz-a-viz health manpower and other

5 componénts of a health system. Once thé assess-
publrc health is t6 link the
nents of the systemsin ways that contribute to
er accessibility and quality of health ‘care for.
citizens. There was considerable agr‘eement on this
role among the group. The point ‘was made,
however, that for public health to successfully carry ™
out the function requires an acceptaneeon the part -
of other disciplines. This acceptance can come
about best by educatronal and demonstration efforts ‘

'
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- deS|gned to show mterdebendenmes and interrela-  was divided intB fou}divisitﬁ)s. each encompassing
tionships necessary to meet the total health needs of ‘a geographic area of one-fourth of the state, in
people. No group, other than public health, has* which approximately one-fourth of the ‘population
either the legal.or other concern for total health  lives. The central coordinator, Mr. Gary Dunn,
needs of the population. - - . remains at the university level, but each division has .

The area of patientand family ed .cation wascited - an AHEC Dean who is responsible for the develop-
as a role that public health is able to take on because ~ ment, coor’dina'tion administration and governance
of its impact on health promotion and prevention. _- of the medical geducation activities for his area.

This task is not restficted to hospitals, extendedcare =~ The factors to be considered in the _utilization of.
facilities, or nursing homes, or care in the home;but  the AHEC conceptand community resources can be
pervades all facets of health care. To carry outthese 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 exceéds $65 asquarefoot. Inmanyof . .
; sionals. the suburban or community hospltals, the structure -

The concept of “body polmc" on community as IS already present ‘and does not require new
patient was noted as the manner in which publie  construction. A corollary to this advantage.is that of

_“« health has been charaéierized. This would embrace  equipment and related hospital services‘which are -
all. ¢lements .in a community which affetted the already present and ongoing, probably for several
health needs of the population. This includes health. yedrs, and in many instances, of excellent quality. ,

promotion, planning for-needed resources, preven- . 2. Faculty Duplication. Most.communities.with -

tive treatment and other services. ° hospitals of the size fhat would lend themselves for - ° A

_ Finally, the gr addressed the multlpllcny of . medical education already have a faculty, in many * *
organized efforts that have arole to play in the health ~ instances representing all of the disciglines as well ; /
system, inetlding thenewleglslatlon (93-641)which ~ as allied health services such as medical social '

sets up Health System Agenmes AHEC, and w0rkers.aducat|onal psychologlsts pastoral coun
especially the ‘public health component of it, is ~ seling, etc. A nonexlstent university ' hospital,”i
concerned with the functiéns and responsibilities- - constructéd, would require the recruitment of a ’
that such agencnes are given by“taw with respect.to  faculty no_t present or not adequate. ‘
health resources planning. aﬁfevelopment more- " 3. Patient Clientele for Teaching P‘ur?@s. Few, if
“over, appropriate relationships must be establlshed - _any, indigent patients are available teaching
if orderly progress is to be made toward improving materl‘alg\ medical education today. Much patient
health manpower resources. . g medical care is provided ®y Medicare, Medicaid, -
' T, ¢ v Veterans Hospitals, Public Health Centers, Mental .
: ' Health Centers. Therefore, Unlver5|ty hospitals in
urban areas are frequently strugglmg to keep their
- N . hospital capacity up in order to supply the needs for
Mediciné o o ' .-~ both undergraduate and graduate medical educa-

- tlon -Because.. of the under-utilization of such )
Dr. Edward P. Donatelle ., hospitals, the cost for patient care becomes dispro-
Chairman, Department of Family Medlcme v portionately high. This, inturn, discourages patients
Unlversny of North Dakota School of Medlcme from entering these unﬁersity medical centers and

. further, depletes,, the require‘d teaching patient
Dr. Donatelle |nmated the roundtable dlscussmn clientele.
with the following introductory remarks. Patient population is now beglnnlng to recognlze
The use of community resources in the educating - and must be further éducated to accept the fact that
process, both in undergraduate and graduate area, - evefyoneis potential’ material to be used for medical
and also for continuing education for the practicing  education at the time of illness. ‘It *has been my
physigian, was developed in N ftE Dakota with the  experience that suburban and rural patients accept
University of North Dakot:/SZ i of Medicine as this obligation well.
é base of operation. Th: dital school at the 4. Teaching Facilities. Inthe area of primary health
-~ = University of North Dakof/a,Gran Forks,hashadan. caredelivery, strategicdlly placed, teaching facilities
" excellent 2-year scho de’VeIopeﬁ\iin_ce 1905.Itwas  facilitate and are instrumental in influencing medi-
- recently credentialled in 1973 for a 4-year degree-  cal students and graduates to return to these argas -
granting medical 'schodl. However, the University of to practite their art. -
North Dakota has no university hospital to serveas a AHEC concept can be and has been utnlnL d to
base'-of  operation for medical education .in the provide medical education for all members 6of the

clinical years_.' The AHEC concept in whichthe State  professional medical health care de!iveryt‘e m. This
~ A . - ' . 8 /‘ ‘
K - 109
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'the community, in a
disgjplines. It may very well be that an assessment,

health professional.¢

medex undergraduate an raduate medical stu-

trarn1ng of physicians-and continuing education of
the practicing physician. In considering a protocol
to be used as a guide for evaluating community
-resources in relation to the previously listed

_ munity includes physicians, .-
" nurses, physician assistants, nurse practitioners,

comriitment, one must make some preliminary ..

decisions.
, Fisit, one must decnde ‘at what level of educat’ion
will the community facﬂlty be involved.

1 Basic sc|ence (f|rst 2 years) *

2 CIinicaI sciences (second 2 years)

3& Graduate (resndency training)

- 4. Continued educatlon for the pract|c|ng physi-
.+ ‘cian oo NS

A communlty may well support educatlon at all
‘rlevels In the bas|c sciénce.years, this may take the
/ form of physlcal d|agnos|s. interview techniques, -

introduction to patient care. In the clinical under-

_ graduate area, it may take the form of supporting a
- preceptorship program.

In/the graduate area, there
may be developed a.gradu

.or all of the specialty

wel designed to evatuate the resources available in
the community, co Id very clearly define whether or
not a’communi} could support one or all of the
aforementioned’programs. ~* 7

Continued education for the practicing phys|c|an
usually can be developed in any community with
either the resources avaiIabIe ora V|s|t|ng faculty
from without.

Other fadtors which may pIay a major roIe in the
desirability of a community as a teaching center
would be related to the feasibility of implementing a

X program frorri a Iog|st|c economic, and practical

.basis.

The -asse ment process should foIIow a struc-
tured protgcol designed to obtain the desired
informatigh needed 1o serve as a ba?rs or policy-
C|s|ons in regard to the use of community

n

" A data gathering sheet must be designéd to

include relevant items to be investigated" ’

a. hospital beds, types of hospital adm|ss|on.
ancillary services available, etc.

b. clinical- facilities within the community

¢ involved, Thesé will include physician

*> : . P

uate training program in.

-
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., “ \ - ' ‘ " .‘ ; .: ' : ‘;\a .' . «_:\
_facillties medlcalhealth centers rehabxht“d- g
tion centers, drug abuse centers; and pther '

related medlcally or|ented facllltles

c. medical community; number and types of \

. physicians, dentists, nurses; allled\person-

nel; medical social workers; psychiatrists; )

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 fac|I|t|es a
cadre of medical students faculty and
msnting facuity. :

3. Evaluation of the assessment data concerning

a. raw resources—are  the resources ‘avail-
able9

b. value of resources-—are the resources of
such value that an |mpIementat|on of the
program appears to be justified?

c. feasnblllty in using resources—cost factors

‘ involved. In many’ instances, the medical
- community would charge you more than.

cost effectivgriess prove worthwhile. Hous-

- ing facilities may be so greatthatthe cost,of
using the communlty is prohibited. The
logistics |n moving to and from, in certain-

seasons, under certain climatic conditions, :

are important. The faculty attitude, whether
or not a continuous sustained cooperatlve
venture |s insthe offlng

: FoIIowmg an assessment of communlty resources

and the decision as to what level of education will be
conducted inthe community, one mustthen develop
_the prograr rrwolvrng both. the undergraduate and
- graduate-student. The probiéms in structuring such
programs involyg, the core curriculum of - the.
_ program as related to the Igvel of education being
conducted; the mechani of student rotation
through the program; objectives for the program.
and methods of assessment. Itis well thataprogram
. that s to be stafidardized throughoutthe entire'state

emanate from.the univ rsity medical school, as it -

. has in North Dakota, "in an umbrelia fashion,
aIIowung for easy coordination of Gurriculum objec-
tives and methods of assessment in the d|V|s|onaI
areas.

Dr.  Donatell mdlcated that in moving into the
North Dakot éZchool of Medicine as Chairmap, of
the Departrjent of Family Medicine, his st
respons|b|I| 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- deveIopment of graduate. tralnrng
programs in practice.-

y v T
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- The lssues ln}tfucturmg such a program resolve
themselves info f|ve different elements . /

1 T;;e assessment of communlty resources

e

"a. 'hospital and clinic facilltles for |npat|ent

egucatlonal programs,

b avallablllty and. attltude of CQmmumty
physnclans forthe teachlng process

. G aftttude and potential support of the giti-

' . zens Telative, to\medﬁa‘l"educatlon within
’ thelr cammunity -

2. Site s‘aecu.gn and development of/famnly
CE practlce training centers. _ N

\ 3 Development of appllcatlon forfamlly practice
restdency training pr“o*grams

4 Faculty development S
" 5, Currlculum development and assessmerff

- The as‘sessment of‘communlty resources follows
the same protocol as prevnously d|scussed
“The development of a family practice tralnlng

©

A}

-

i

" university level with a standardlze
-~.var|es, dependlng on communlty resources. avail-+

Q

The curr|culum development becomes the re- .
~ 5ponsibility .of - the departmept’ chairman of the
respective discipline that is developmg a graduate
training ‘program. In famlly medlcine, the family
practice training programns ‘are’ de\(eloped at the

d\structure that
able. - . \ Ty
General. dlscusSnon revealed tﬁat in some in
stances there must be: dual appomtmehts becauge .
. ‘of the problem of madequatevnumbers of facylty
representing other disciplifies that could be em-

Qplo:lfed within. the Department of Family Megdicine.

In many" lnstances °the surglcal faculty w
_available for - teachlng in. family medlcm' and in

' surgery as well as the interhal mediiple faculty

-would be avdilable tageach iH internal phedicine-as*

q

wal“as tarnily edlclne The same wog Id prevail for o/

"the othef- di ciplines. If this, ther, ‘presented a

problem of obtaining this individual as a pernranént - e

member of the famnly prag 'ce faculty, ..a--dual
appomtment arrangement rhay. be the method by °
-‘which it can be solved, i.e.-having an appointment

center is considerably more complicated. In'many- * in.intenal medrclne~as well ‘as‘in family medicine..
|nstances physicians of: the community are, threat- )

ened because they think that many of their patients

and Wil
ing this concern and obtaining the cooperation of

the practiilpg phySicians, one must: have several

Y

_meetings with.both the lay community as wel! as the .

physicians in the community, all under the supervi-.

sion of the AHEC. Dean of that area who is well
versed with the personalities and he sentiments

involved in the community. A site must be selectedin.

.a neutral position indicating the number of patient
clientele wh|ch 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 experlence in the graduate
training program.
It should be recognized that currently the time lag'
" from the submls5|on of application -for graduate
tra|n|ng program to the Residency Review Commit-
. teerand 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 resrdency
review team; submission of these finding to the
Residency Review Gommittee; and finally, to the

Liaison Committee for Residency Training of the

American Medical Association consumes a consnd-
. erable length oftime. i
The development of faculty can be eased consid-
erably by the AHEC Dean of the area belngactlvefy
involved. , /

/

/
/ 111,
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: standard|zat|on of material’ ‘that is
will be drawn into the fam|ly practlcetralning ceriter -

dglost to them. In the process of neutraliz--

What is |mportant however. is -that. there ‘is. a

pyesenfed to.the’
resident. in, all the areas™of the relate program.
regardless of whether the faculty member has a dual

-

apponnt'ment ornot,” 7. B

Of second greatest:mportarﬁ:e is the obtalnmg of
a commitment by the facylty member arrd mak|ng
certain that he lives up to that commitment. It is”
recognized-that dual appomtments from an admin-_
istrative \standpoint, make the organization a littie”’

ore difficult, but it can be done. The University of.
Mlssourl has no clinical chairmen and appountments

in the various disciplines are related to the hospltals - ‘

.andto the community physicians where the medlcal
school program is being conducted L

A loeng discussion'was held relatlve to th sett|ng

18 ]
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up of objectives and the evaluation of the program./ -
. General consensus was that objectlves must be

established; activities. 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 and assess what the / "

perceptee has obtained or the’ res;de@tﬁas obtalned
from: the teaching process and whether 6r. not the
clinical faculty is meeting the objectives.

In view of the fact that medical educat(on deals
with an_unshrinkable body of cognitive knowledge

that must be delivered, and ‘also deals “witp the -
development of judgmental skills in the /I al

student, and in geha\)‘ioral changes of ti

>/
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. Mr. Michael Wlednerexpresées -his vlewpolﬁt in the roundtable

Lew

dlscusslon in medicine.

Area Health Educa.t.ion Centers, with their respec-
“tive,

tion, must be interretated and have-close liaison with

~ .the community physicians to use in the faculty. The

problem of preceptors and community faculty being
‘threatened by ‘the preceptee must be always
recognized. As the future of. vanous programs
continue and as the use of commumty faculty

> continues more -and more time should be. spent in

programs’ serving ‘to ‘bridge the .gap ‘between
academia and the clinical physicjan. Such programs
as Teachmg the Medloal Educ
-relative to student contact must be ongomg and

. conhnuous

In the process of developmg program for educa-
“"ling the medical educator, it i$ ill-advisedto develop
‘a pTogram in.education deallng with high atademic

lideals. and present this material to the prospectlven
faculty meémber at the first exposure. This, in many

instantes, would frighten and terrorize the prospec-
tive faculty membér an§ may well lose a qualified
educator to your programn.

" A-'basic set of object]
educatlonal experlenCe shouly be outlined ds stated

y many |nd|V|duaIs,W|th abrjef orientationas to the
\relatlonshlp of the faculty member to -either the
“undergraduate orgr

now at the University of North Dakota as well as in

uate medical student shouid’”
- be conducted. This is currently being done at the
" University of Minnesota, the University of Utah, and

responsible faculty, and chairmen -of the ..
“various;departments that deal with medical educa-

v e . 3
N
3 % } : .-
. .

L1

the North Carolma~South CarolmaaM»:ssoun and-

tother areas represented in the roundtable discus-

sion. It is tecognized that ‘the physucmns are not

threatened when involved with the first 'and second

year medical, student in courses such as medical

mter'@ew physical ,diagnosis and introduction to

patlent care, but.became threatened by the |umor-'.

senior preceptee and in the graduate ‘afea. .. .

- As more and more commumty facultx become

. mvolved with this process, and as /more and 'more

or and.orientation °

' and of changing behavior patterns toward attitudes .

s and goals for the _

ongoing support and edycational materlal is pre-
sented to the part-time {aculty, the problems of
relationship will become tg\z less.

A strong criticism was presente tothe 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

o

graduate student. Further, discussion clearly indi-

cated that there is a body of cognitive t;%)yvledge
that must be presented to ail medical studénts. The
second bbjective of developing judgmental skilts

leading t0 a career geal, which is the basis of all
education, must be accomplished. It was empha-

. sized that whereas in prior years medical education-

~ students; presently e emphasis isin developingan;

" [

al institutions souight to select and graduate medical

end product to meet/the needs of certain areas-and
certain disciplines. Educational programs must’
therefore be developéd to produce such.an end

product. After this-product has been trained and f'




Lo

-

N,

educated, then .a method of assessment “as to ~ _‘ 4

whether or not we have dccomplished these g0als
should be avaijlable.
~ In the development of objectives, cu.rrlculum and
“progess for delivering this educational material,
* there must be intluded methods\of determining
behavior ‘and dealing with béhav\ioral problems
~within the medlcal students lives and his, refation-
ship to those who are serving as his mentors.
That there is no easy method available in
coordinating all these actlvrtles was acknowledged
by all.
Thediscussions concluded with acknowledgment

that-scholarship and excellence are the basis of all -

- - programs; 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 daing in the educative process; and that
meetings such as these are vltalto the viability of the
AHEC concept in meeting the educatlonal needs of
the professronal medical health care teams and in
developlng greater resources for delnvery of medical
" health oare. r ,

a
f--’ y >

Evaluati\bn

Ms. Bernadlne M. Feldman
. Evaluation Coordlnator y
* University of Minnesota AHEC

‘The evaluation discussion group convened at 8:00
p.m. with participants from several of the national
AHEC programs. ln addition to AHEC projéct

BT IR S

‘evaluation personnel partrclpantsmcluded persons

from ABT Ssocnates Pagan Associates; Dr. David
Kindig, Deputy Director, Bureau of Health Re-
sources . Development; and Robert Walkington,

' ‘,Dlrector, Division of Evaluation Health Resources

Adnumstratron o

Followmg brief individual mtroductlons and
descriptions of the participants’ project evaluation
activities, the discussion of issues: related to
- evaluation evolved A
" The -ssues discussed included the’ followlng
topics: .- :

. ‘/
’.. .

1. Purpose of .AHEO/l/sroject EValuation.
2. Audience of Project. Evaluatmn L '

7773, Orientatiori and Purpdse of National E.valua- -

thn e [ . o Jooa

. 26 West 25th

"/ Freida Bush

Relatlonshlp Between Project Evaluation and
National Evaluation Program. -

Discussion and 'lnformation Exchange 'of
Project Evaluatlon Components

Problems Related to Pro]ect Evaluation.

- 5.
\ e
Mr. Walklngton of HRA, descrlbed for the group

_the purposes of the National Evaluation effort. The,
’ llownrfg purposes were included among others:

i

1 Provide a descnptron of AHEJprogram for
HRA %

AN

-2, As a data base to inform Congress and other
decision makers.

lb\s.a source of mform,a’tioQ to ”cohtrlbute‘ to
decisions toncerning allacation of resources.

As a means of increasing knowledge and the
State of the Art with reference to design and
|mplementat|on of evaluatlon studies.

3.
.4
Dr. David Kindlg, Deputy Director of BHRD,

indicated additlonal needs related to the evaluation
effort; namely, a need to know what components of

rthe projects did work and at what cost; this

ifformatiott Is necessary as input to gongressienal-
committees - “dnd future declslons related to the

'.

1. Need for a resolutlon that plannlng for a
" residual inppact study of AHEC pr8jects’ begm
presently, forimplementation 3-5 years hente.

.2, The use of Management Information System
format as a.data base for evaluation.

3. Problems relat
collectlon instrutpents. \\

4, The need for praject evaluatnou\ people to

ation.

-initiate and maintaily a mechanlsmm;vsl&rﬁorma- .

tion exchanfe and general comm

As a first’ step, the following list of persons.
-involved with~project evaluation ac, ivities was
prepared and drstnbutedt each partl |pant

Cal M. Anlstron ‘

Project D|rector o

; C.E.Pagan’ P)ssocrates
treet . <

/Baltlmore ‘Ma land 21218

. Associate Director R v '

Nurse-Midwifery Pragram

U. of Mississippi Med. Ctr.+ N ,
2500 No. State Street '
Jackson, Mississippi 39216 -

‘. ] ‘ . ,./ - N e ""/—"" —‘_‘113 o “”‘7 o - T -t B

T ¢

?ealth Manpower issue. Other issues. whlch were
* briefly discussed mcludéd '

to OMB Clearance of. data _

2

LI




A et
=

.,49*"“‘“

o

Al

_

e

) e
“J. Randel"McCutcheon

 Coordinator of 0.D. . » 'Dirgytfﬁ: of Continuing Education
School of Public'Hea R, _ - West Virginia University Medical Center
University of lil. at 'h‘, Ctr. : Charleston Division

P.O. Box 6998
‘Chicagao, lllinois
(312) 996-5522

P.O:Box 2867 - | “) -

Charleston, West Virgin

: \& | Gary 1. McMahan :
Alan P. Chesney T : Western Missouri AHEC .
123 Keiler Hall \Q\% . ) Sr. Systems Analyst IR
U. of Texas Medical Branch = 2220 Holmes |, ¢

‘Kansas City, Missouri 64108 - )

. Galveston Texas 77550 o
\ (816) 421-3077

Robert C. Duncan

Donald C. Pearson, Jr.. -
Chief of £lanning and Evaluation ; South Carolina AHEC o
Medical University of South Carolina -*\3 Mcl.eod Memorial Hospital .

. 80 Barre Street

. 145 West Cheves
Charlestan, South Carolina 29401

:+ Florence, South .Carolina 29501

Daniel B. Relmer Asmstant Drrector
Mountain AHEC

- 509 Biltmorem Avenue

Asheville, North Carolina 28801

Nancy Dunn, AHEC Evaluation

School of Medicine

University of North Dakota, Box 80 _

Grand Forks, ND 58201 ot

(701) 777-3017
-~ [0 L TR

. &

. , theWour, the group decided to reconvene at 4:00
n K ~ '
: Nglr)t?mnCaggli::m% AHEC Y e “’fday' April 26,1975. . |~
. - School of Medicine—UNC : Y l '/ :
Chapel Hm North Carolina 27514 S The ,turday meetung resulted in a qeclsrdn to

. L S “develop plans %

-+ Karen Seashore Louls. - e A . A final issue 3]
T " Tufts-Maine. AHEC - ~ absence of repre‘
Department of Sociology L tioh personnel on\

Tufts University : . ) National Evaluation{#®¥oj

- Medford, Maine 02155 . - 124  edthat this situation

[c

(704) 258-0881" i L '

R e e s e e L Tom Stewart
L ' - Director, Resedrch- &“EVaIuatlon~ e
James'A. Edwards., . . .0 Box 643 : . S
Administrative Assistant . . Navajo Health Authority .
~Medical Education’ e N "~ \Window Rock, Arizona 86511 \ o
South Carolina AHEC -~ \ (‘602) 871-4831 : REES
. : - : oL L It was readily apparent from the character of the
‘ Bernadine Feldman didcussion, as well as the limited time available at the
Minnesota AHEC o ' :\conference, that many. of the issues of concern to
Suite #308, University Park Plaza \evaluators could be discussed in a cursory manner .
2829 University Ave. S.E. i nly. A more substantive exchange would require an -
“Mi polis, Minnesota 55414 . tended period of time; for this reason the
(612) 376-3350 : o &gestlon of a 2'or 3 day meeting AHEC evaluation

, . P w . pet¥onnel was entertained. Due to the lateness of

_ investig®e the possibility of a meeting of evaluation
ames C. Leist s personnely n cooperation‘with Mr. JRobert Walking-
%orthwest AHEG - ' ) i ton of HRA®Tom Stewart, New Mexico AHEG; Alan )
Bdwman Gray School of Medicine ™+~ .. Chesney, Sk th Texas AHEC; and Karen Seashore -~
"\ Winston-Salem, North Carolrna 27103 e Louis, Tufts aune AHEC, volunteered to work with
(919) 727-4228 _ G ©,Mr. Robert WY




Roundtable discussion on evaluation.
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California

Dr. Edwin F. Rosinski .
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University of Catifdrnia. San Francisco
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Dr. JoAnn Cannon

Coordinator of Organizational Development and
Review \

Nlinois AHES'
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Nlinois
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Dr. J.D. Clemmons

Director-of Educational Servnces and Specml
»Programs

University otdlnois, Peona
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-

Dr. Felissa L. Cohen
Assistant Professor of Nursing
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Coordinator for Nursirg Educatson .
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. Curriculum Coordinator

s

\

Dr. Jerome J. Hahn
Associate Dean, College of Medlcme '
Umversaty of lllinois -

°

Mr. Haky Hestand*
Director, Contract Serwces
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lley Colledge

Dr. Roger W/Longy °
Staff Assocfate for Educat:bnad Moblllty
University: of lllinois, Peorta

Dr. Karl J. Jacobs
President. Roc

Ms. Katherine Loomis

b

IIIanls AHES

*Dr. James MCGIH

Associate Director, Health Affa/(rs ‘

b

- State of lilinois Board of ngher Education

Mr. Marshall W. McLeod ,;
Reglonal Coordinator, AHES
F?(ockford School of Medmu‘ue

" Ms. Harriett M. Rossi

Nursing Administrator’
Hlinois AHES

Dr. Richard’J. Schlmmefl/ :

Assoc:ate Dean, School of Associate Medlcal
Sciences

University of lllinois

Br. Michael J. Svob
Dean of Instruction

Nlinois Centtal College ™
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