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AN OVERVIEW OF SOCIETAL CONCERN AND SOCIAL POLICY ) -
.o , L}

g
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On August 1, 1966, John S. Millis signed the prefaee of the
Report of the CGitizens CGommission on Graduate Medical Educatton.L
During the same year, two other reports were gompleted: the
report of the Council on:Medical Educatlon s Ad Hoc Committee
on Education for Family Practice’ (the Willard Committee) and "
the ,Coggeshall (after Léwell T. Coggeshall)-: report3 to the
American Association of Medical Colleges.* All these reports
were concerned with the fragmentation of medical education. In
referring to the elements of the structure of medical education, -
the Millis report stated that "...it seems unlikely that anyone ’
would design from the beginning a system of such diffuseness and
complexity."” 4 And to those who commissioned- these reports, grad-
uate medical education was the primary source of this diffusion
and complexity.

'S
By the 1960's, it was becoming clear that simply increasing the

aggregate number of physicians would not do. Because of the -

* enormous growth of the specialties after World War II it was no

longer trde that the adequacy of physfician’'supply was determined.
by the size of enrollments in medical schools. The appropriate

.mix of specialists was now important, and it was graduate medical

education which produced that mix.

r is interesting at this point to observe the 1ag~between social
policy and the initial-stirring of -societal concern. In the 60's,~
secial policy on physic1an supply was oriented toward a societal
concern stigred in the 50's by-the 1951 Magnuson Commission ReportS

and the 1959-Bane Report. 6 Both of these defined a concern over the -

numerical adequacy of physician supply. These two reports -described

a physician population ratio in 1950 which was similar to that in

1940 and lower than the one in 1930: But they also described a

wider and intensified demand for health care involving higher tech-
nology under new organizaticdnal patterns of delivery. Consequently,
the response of social policy.in the 60's was to increase medical
school enrollments via various Federal inducements And this- tendency
persisted through the Comprehensive Health Manpower Training Act of
1971 (B.L. 92- 157) e

As a result’of the success of these efforts to overcome thé numerical

3

. inadequaty of supply. perceived in the 50's, it became easier to per-

ceive a refined version of ‘'supply inadequacy--maldistr}bution. RN
Since this included both specialty and geographic maldistribution,
and.sihce at thig time there was a growing awarenegs that’ graduste
medical education strongly influences physician distribution, soci-
etal concern was then able to focus its attention on graduate medical
educatioti’as that element of this fragmented system of medical
education most in need of attention. ‘
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L 1974, the tide had so turned that the vartety of approaches--somé still

- ' > M
. L et - . 1] i
_ But Mildis, Willard, and Coggeshall differed from thquson anf Bane.
" . The latter .twp asked' for more of the sames . The former trio asked

.t for change. Change of the same sort as that which Flexner/,asked in

1910 from updergradyate medical education was now being asked in-1966
from graduate medical education. ' ) ‘

0

\

* And social policy responded.' As -of July 1975, the freé—éfanding intern- ‘'

.. ship was discontinued, and the first year cf graduate education was im-
cluded in a residency program.8 In 1972, the Coordinating Coumcil on
Medical Education‘(CCME)‘and the Lidison.Committee on Graduaté Medical
Edueatjon (LCGME) were established by the Associatigm of American '
"Medical Collegeg,‘American‘Board of Medical Specialties, American’
Hospital Association, American Medical Association$ and the Council of
‘Medicdl Specialty Societies to oversee acereditation and general policy
for gradbate.medi&al education. 1In 4972 the National Health Service ¥
Corps was established to provide health, carg id underserved areas.

In 1971 and in 1976 various Federal programs werte atkhorized to foster —
sthe development of primary care and family practice. In” 1969, Family
Practice’was~fecogn§zed as a geparate speciElty.

'

- : !

'
- - [
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The Comprehensive Health Manpower Training Act of, 1971 marked the turning

point, in Federal attention to graduate medital education. Although'ge?- :

graphrc maldistributien was addresged firsc‘{g 1965 by P.L. 89-290, .
* which established a program that paid off tmedical student loaus ig fgturn
for practige in "doctor shortage areas,” specialty maldistribution was
v first introguced as a topi¢ of concern in this 1971 Act. ‘Numerical in-

— .adequacy had had jts last serioys airing, and mildistribution was fast

taking over as the issue of highest saliency. When this Aot expired’in

. on numerical inadequacy but most on maldistribution--boiled so hard in
the legi§lativé stew-that it was the faldk of 1975 before a serious start
could be made on a piece of legislation to treplace the 1971 Act that had
expired over a year earlier: And the pot boiled ,on .fot a full year-more
befere the Congress finally passed the Health Professions Educational
Assistance Act-of 1976 (P.L. 96-48k) on Octoberr 12, 1976. ) .
The final‘déla§ between 1975 and 1976 “in enactment .of health manpower °

* legiglatiorr was'not, howevér,»dué to a, confusion of proposals between
numerical inadequacy and.maldistribution. Geographic and specialty mal-
distribution are clearly the phenomena to which the 1976 legislation id”
addressed, In fact, the Act states right in the beginning. (sec. 2(a))
that "The Congresd further'finds and declares that ther€ is"po longer
,an insufficient number of physicians and surgeons in the United, States
such that.there is no further need for “affording preference to alien

‘physiﬁianscagd surgeons in admission to the United States under the - .

_ Immigration and Nationality Act.'! '

.Instead, this latter delay appek;ed €0 have a great deal to do with the
question“of controlling residepc® positions as a means of alleviating
'specialty mald@striﬁution.- The 94th Coﬁgress (convened during 1973 and
. 1976) 'considered varjous bills with proposals for regulating medical
resigency training programs. In 1975, a proposed House hill would have

- o .
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k required the Secreta:y of HEW to dés1gnaté oné ‘entity, w1th first cH%1ce;
" going to the LCGME, for the review and accreditation of each ‘medical
i h residency program din the.United States, afd another entity; with first
. ‘. choice -going ta the CCME, to establish the number of first-year positions
'J’ ‘ in each accredlted medlcal residency training program. < ! .

. A e . . .
' . In the Senate during 1975, 'S. 898 proposed to'eétablish nézishal and
’ . regional cduntils ‘as did S. 991; S. 992~to designate or establish a !
) i* medi'cal residency training program accrediting .agency and another ,agency
- N to establlsh the aggregate number of, first-year re51denc1es and assign
. . them to accredited pfograms S. 989 proposed to require ‘the Secretary
to establish the total number of postgraduate phy51c1an training positions
i and to assign these p051t1ons By various specialties and subspecialties
£ . to specific reglons, S. 991 to require the National Council to do this;
: . and S. 992 to designate an acérediting agendy and position assignment. -
agency®with first choice going respectively to the.L1a1soﬁ‘€smm1ttee on’
+ Graduate Medical® Education and the Coordinating Counc1lfﬂ1Med1cal
. . *Education. S. 989jand S. 991 proposed -to limit the aggregate number of
. positions to 110%Zfpf the previous year's graduatéé\,and S. 989 to limit
them to' 140% for-f1976, 1357 for 1977, and.125% for 1978 and thereafter. 2

~d

D &t the same time 'that Congress was considering vgrious proposals to ~
N : establish bodies tc regulate medical residency programs, twe similar
e proposals.came forth: o from the-Secretary of the National- Académy of
t ! Sciencés. In 1973, Con;zzgs had called on the IOM to conduct a study of
- the payment of physicia in teaching hospitals under Medicare and Medi-
Lo *'ca@d and the effects of Medicare and Meditaid reimbursement on the sg;;)
Toe cialty and geographic distribution of physiciahs and the training of foreign
medical graduates. One of the recommendations’ in their final report on
March 1, 1976, called for the establlshment of a permanént, quasi-public,
N "independent, phys1cn§kmanpower commission to monitor physician specialty
distribution to determine’the apprepriate number of residency slots for

Cta . each specialty. Enforcement of these determinations was to be the *

, ¥ -responsibility of the LCGME, the CCME, and the American ‘Osteopathic
Association Committee on Poét dﬁctordl Tralnlng; through theis respective
accreditation mechanisms. If this did Aot work ®ithin three years,, as
- determined by the' Secretary of HEW in consultation with the private

» sector, then the HEW Secretary coqld reconstitute the éomm1551onvas a
Federal comhittee advisory to him, and could permit the withholding of
Medicare and Medicaid funds from residency programs ift specxalties - ¢
considered.in excess supply by the commission) !

o ’ '
‘' . . he

The Admlnistratlon s proposals yas s1m11ar to thlS, but. less reguiatory
On November 21, 1975, Secretary Mathews transmitted a letter accompany-
ing draft bill S. 2748 to Vice President Rockefeller, -President of the ’ -
Séﬁdte In'it the Secretary described one of the bill's provisions:
-to utilize exjisting authorlty (Section 222 of the PHS Act) to-estab-
R lish an, adv1sory council on graduate medical education. The council
o would .be charged w1th analyzing tha distribution’ among specialties of
' physicians and medical students_ and evaluating ‘alternative approaches
to insuYing an agpropri;te.balange‘ Recommendations would be provided
. ‘ . . L. >

.
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v system are in the right direction and certainly do not 4indicate a

- . . .
v st ] ~ .

) . < _— A |
* to 'the.Secretary wikthin 18 mont@gf The council would also encourage
.. bodies controlling the number, types, and geographic locatien of graduate
trainihg positions to pravide leadership in achieving the recommended

_balance. This council wotld ,not have regulatory powérs to arbitrarily :

* - determine the number and geographic location of' graduate training pdsi-

tions in each individual specialty und subspecialty. ‘We strongly feel
that such regulatofy powers ‘dre premature, and there is simply no .
ratfonal basis to justify one particular distributiom over another."10
Thus, during the 94th Congress, there were varidus recqmﬁqndations or
proposals from various sources favdring some form of commission'or, #Mlo- ¢
cation of responsibility to regulate or advise on an appropriate mix of
residency programs.and/or training positionms in such programs. They
were not without opposition. ' ’

*
-

In their sypplemental views transmitted with the reporting gout of

S. 3239 on*May 14, 1976, Senators Beall and Taft-stated: ''We are’ in,
genéral accord with and recommend that the Sénate support the reported
bill with the exceptian-6f those sections Rroviding for the Federal
regulation of the type-and,location of graduate medical training posi™-

[y

tions (rfesidencjgs) in every ,State and hospital in this nation....This' .‘1

piqvision‘of*the bill is not only not necessary, sand at best premature,

» but also jeopardizes fhe ultimate edactment of the legislation. If this |
bill is not stripped of the regulatory mechagism, we féar this Congress,
like its predecessor, will fail tggproduce a health manpower bill. .
With the residemcy ‘provisions contained in Title V, the btll fgres a
certain veto....We believe as we argued in 1974 that deficiencies in
primyry care can be addressed and redressed by promoting more primary
physicians rather thay regulating\all residencigs... We also believe

that ‘the trends and developments in the graduate medical education

'failure' of such proportion to warrant dirdet Federal regulations....

+The Senate rgjected this provisjon in 1974; the House has already
deleted the residency provisions from its bill; and we urg¢ the .Senate
to do likewisa."?® H.R. 5346,. reported out on June 7, 1975 containing
the regulatory provisions on residency training programs -described

’ earlier, also contained opposing vdews. .One view signed by five House
members viewed these provisjions as,”...both an unniffessary and an unwise .
response to this situation.. The present balance bqtween primary care
specialties and non-priyary'care specialtfes reflects the emphasis plaqed
on inpatient, clinicadrsettings rather than ambulatory ¢linical settings
for graduate medical training in past years. ...family practice is the

. fastest growing speeialty in medicine. Without enactment af Title VIII,

- -~ it 4s expectéd that over half of the first-year residency’programs will
" be in primary care...within five years...a number of non-primarp care -

specialties.:.have begun to restrict .the flumber o residenay positions

&
.

- in their specialty areas. This process of self-rfgulation has, taken

* ipto.account many of the concernsg of Title VIII and has had the obvious
_advantage of direction by the most concerned with the quality of training
in each specialty. Other specialty groups have undgrtaken careful
assessmeht of the quality and/quantity'of their graduate training

. ! [} .
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positions, the results of which w111 undoubtedly lTead to some self—
. regulation in the fiture....we are Conv1nced that many of its pro-

* visions will be almost impossible to, ‘administer. No consensus now .
‘exists regarding whichs standards should be used to determine the ideal
specialty distribution. It i's not ¢lear that any standards are ,
teliable and.in any event, the bill does not indicate how the regula-
ting agency. is to determine these standards." 11

"“
« %,

- . () s
. These same five House members continue with respect to asklng the LCGME -~ :
.7”‘ . and CCHE ‘to take on the regulatory respon81b111ty * "The provision for

- first refusal of the Liaison-Committee for Graduate Medical Education
as the accrediting aggncy and the Coordinating C?uncil for Medical Edu-"—
cation as a-designating agency is also problematic. Whtle the Committee
nnderstandably looks to the expertise of these groups, the ‘latter in !
- .being singled out. are placed in an awkward p031t10n politically and
administratively. Some garent bodies of these g;oups oppose assumption
of the‘proposed respon31b111t1es for LCGME angd *CCME and may indeed prevent
their patticipation. Successful discharge o espon31b111t1es, if assumed,
@are nevegtheless “subject to the difficulties noted above. The fallback
posItion vesting agency selection in the Department of Health, Education,
. and Welfare is further complicated by the ppposition of HEW to Title VIII.* -
. Not to be regdrded lightly in these“circumstances are all of the provi-
sions which gould place the regulated in the positidn of regulatqr.
Previous experiénce suggests these inherent conflicts of interest often
H are antagonistic to the desired ends.'" 12 . R

t

These House members eventually summarize their opposition to the -regula-
tory provisions of H.R. 5546: "i§ i evident that exisfing incentives
and continued Federal support of these programs, as well as self- -regulatiog
by non-primary care specxaltles, will lead to correction of specialty mal-
distribution. Qua11ty of care is best assured through evaluation of an
‘%individual's progress through levels of the educational process. JTitle
VIII would 1mp6§§ awkward administrative problems on reludtant. bod1e3'
_ with little llkellhood that meaningful changes would re;ult from their
efforts.’

i\ -~
-

. Reprgsentative Broyhill filed a separate view on the regulatory provisions
of H.R. 5546: "In effect, thil Title will create a new byreaucracy that
-#ill have the power to decide not only which hospitals will have residency
w - programs, but also how many residents they will hay and in what special-
ties. This Title is unnecessary because positive incentives to increase
- the number of ' prrmary dare physicians have worked. Family practice ig
.the fastest growing specialty...:Additionally, several medical specialtjes
have placed or-are cénsidering restrictions on a number of residencies X’n
their field,...The job of fairly distributing residencies by geography
and hy speeialty through a centralized decision-making process is basicall
impossible no matter who does it.,..Thererare no generally acqepted dis-
_tribution standargs, espec1ally for the subspecialtles and, it 1s unwise
» to require the Federal Government to develop them: Government control
of residencies also.ignores a far more gsignificant méthod of 1nrrea31ng
.n . . s . T .

St -
-

. *See excerpt aboye from Mathews.letter.
- A ' L T e ' __!. ) N » .
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' - _primary,care speciqlists?J cha;ging the medical care_reimbursemznt syj;éA(‘
.té pay for more ambulatory care rather than for inssitutiopal ohre.../”
I will offer am amendment on fhe House floor to striké this Title,"14
. A, \ ) _ .
Eut not only tlte Congressmén differed-in thelr Yiews on rgédlafing medical .
—residency training pragrams-and positions. In testimonygon s 989 in S
the summer of 1975, Jack Walsh, speaking on behalf of the National
- - ' Association of Counties, states: V...The overabundance of physicians .
 in several of the medical and surgical spécialties is a well known fact..
oo 'We urge, the Congress to address this problem creatively at the residency
training -level. We would support legislation which.Federally regulates
e residency assigmments."l3 He continues later, "...We do it for airlines,
.for television statioms, for liquor stores, haspitals, and so on. The °
real solution to health manpower shortage should deal with specialty‘mal-
distribution and over time would influence' residency trdining programs
in medical schools to meet national needs rather than perspmal preferences."l6 .
' R — - \ - .
Later, at hearings in the fall of 1975, George D. Zuideha, a surgeon from
Johns Hopkins University Schoolfog,Medicine,-teétified: "The, overall

‘»

.

- regulation of medical and surgical manpower -should be vested in the Coor-

. dinating Council for Medical Education. The CCME has reas®nabl% represen--
tation and shouldebe encouraged to accept .this assignment. The existing;,c '
ties with residency review committees and the Liaison Committee for’

Graduate Medical Education, LCGME, are alreédy funetioning. Alternativé
methods would involve costly duplicatior:*'17 - o .t
Later on the same day of testimony, the Committee heard from represen-— .
. tatives of the CCME’and its- various associations. Dr. Tom E. Nesbitt,
immediate past chairman of ‘the CCME's Committee on Physician Distributijon,
yresponded to the approaches*that enyisfbneﬂ asking the CCME and LCGME to

* take up various responsibilities withy regard to regulating'medical resi- 4
dency training programs and positions: "To burden that pa¥ticular body
with a function such as was envisioned kn the House legislation relating
to the subject would have virtually destreyed the original-—intent and
purpose for which the coordinating coumcil was created. We-do not think
vhat the legislation is nécessary 'in view of the trends that are 9CCurring,

_and it is my personal feeling it would be inappropriate for The coordina- J .

R ting council ‘to undertake that parfijplar_zhsk at’this point—in time. : ’
In effect it is unnecessary, -and through the volyntary activities of the
coordinating council, these-objectives which we all have, will be reached

.. if we give it sufficient time."18 ‘ . ] —’#_J//
7’ . R +

P L ’ i . — .
) Dr. Johm—-Cooper, President of the AAMC, responded-to Senator Kemnedy a' -

little while later when he was asked whether it was wise to give—alithority *
or power of this.sort to the CCME 1instead of doing it in some other way. ®

~Dr. Cooper responded that "We have called for the CCME or a commission . .
made up of CCME nominees to advise the Secretary on the number and _dis- - .
‘ tribution of specialty training programs." Or,."...an alternative--. " B |
conmittee made up of nominees of the parent organizations” of the CCHME, - ‘
. - < ‘

— . r . ' i d
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plus public mémbexsg... C3U1d be substltuted if the°CCME does not want

the authority-l'9 >

.

A little later during the same hearings Dr. David Thompson, M.D., Néw

York ‘Hogpital, commented on the -American Hospital Assoc1at1on position/
"...(it) has been and remains ;gat"he matter «of*tontrol of the types

and numbers af specialties. in aining should remain .in the voluntary

'sector. I think it is also fair to sayathpk the American Hosﬁital '
ASSOCiation, along with- other reﬁreSEntat1veb of the five parent organi-
zations, do believe that the coordlnatlng coungil, in developing a rdport
‘and guidelines with regard to the spec1alty/dlstr1but1qn matter,* that -
this will haxe a cons1derab1o 1mpact on.medicine in the training of
individuals s 20 . /

!
3

Dr. C. Roll{ns Hanlon, M.D., Director of Am an College o__ﬁ_rgggns4
algo commented at these.hearlngs on S, 989 with regard to the position
Council of Medfcal Spetialty Societies: "we emphas1zed that we
did not” think that the legislation was .necessary...or desirgble at this
© time: .Of course, we would not be in fuvor of its being giverf to the e
coor@jﬂating counci for the reaséns which Dr. Nesbitt (sic) has expressed,

namely, it is ot the function of the c rd1nating”COuncil to address
this kind. of ‘task on an on- g01ng’regulazgry basis, "% . '
. ' . 1]
-Still later, Dr. William™D. Holden, répresenting the Amer1cen Board of
Medical Specialtjes and Chairman of the. CCME s Committee on Plysician
Distribution, responded te another questlon ‘from Sénator Kennedy on
giving the responsibility to the CCME:* .My own attitude towards this is,
as I stat before, that Aiwe can do th1$ ourselves. .In the event
" the legislation is passed,' I would hépe thrat the' CCME does provide at
least the policy upon1rh1ch allocatlon is golng tg be made . ""22
- \
o [t seems clear, therefore, from the above Opxnlonq of thosé representing
the members of tHe CCME %hat the CCMi dnes not seek and did“not seek the.
power for regulating res1dency trainin: programs or positions. It does
believe, however, that:'in its own w1y it will provide the leadership in
the ptivate sector that is required t. 1oster an appropriate mix of
_physician supply -in the various spociiJticstess It also appears that if
such a regulatbry @pproach is tuaken, xhr CME would wish to play a special
role in influehcing the policy that ,un~des the activities dnder such
approach. i ’

Ve

*The CCME has prepared two reports on Physician Manpower and Distribution,
one on The Primary Care Physician-in January 1975 .in which they, developed
their criterion fox 507 of specialty phys101ans in primary care, and one .
on The Role of Foreign - Medical Graduates in June of 1976. They currently’
have a report on The Speg1a1ty and Geograph1cbD1str1but1on of Physicians

~ under review in draft form.

[y
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_ ., feasibility a reasonable report within the 18-month time period

5
i

e . .

" om the status of specialty and geographic maldistribution, but did not

. . . 4 . ‘ . a” N
In reghrds to some of the stipulations associated with the proposals on
regplating residency training programs and positions, Dr. Edward F. X.

Hughes from Mount Sinai- ScHdol. of Medicine and the National Bureau of -

Ecopomic Redearch testified at the:* hearings on S. 989 in regard to the' A

galled for. He related that "the SOSSUS study took bver 4 years;’my
own work has heen underway over 5 yedrs; the health insurance ‘study
'L“has been underway for 3 years. Accordingly, it seems-unrealistic to
set an apparent 18-month deadline on the major study proposed in the
kill. While some, of the charges glver to that study could be performedy
in 18 months, some could not. .

Y
- L3

On September 17, ﬁ'76 the report ory the Bdﬂse and Senate conferenae over
"H.R. 5546 stated \that: "The Senate amendment provided for the establish-
ment of a National Council on Post-Graduate Physician Traiming consistinyg
‘of various bfficers of the Federal Govermment. and members of 'the public.
Duties of the Coun¢il included the maklng of studies and other ‘activities
(and the making of recommendations’to the Secretary of HEW) with respect

- to distribution and goals for the diStribution of postgraduate phys1c1an
training positions among the various medical specialties, the develop-
ment of working relatipnships with specialty orgamizations with resoect ’ )
- to number and location of specialists, assessment of the meed- for f1nan-

* cial support for postgraduate physician tra1ning, and assessment of the’ '
service needs of hospitals and othér health 1nst1tutions for gr*.\ate
phys1c1an traineei! and assessmert”of the educational .component of
postgraduate phys®ian training-programs,~gnd an assessment of the impact -
ofégfdctice in the United States$ by greduates of foreign:medical schools." 24
The¢ Senate’ amendment also asked for a .report by the Secretary to Congress

include the motion of regulating the number and type of medical residency
training programs and positions. The cénference report:went on to say

"The House bill contained no comparable provision (to the Senate amandment)._
The confetence substitute does not include the Senate'prov1sion

* € AN,

The, Manpower bill twentually passed on October 12 1976, was the bill. .
resulting .from this cpnference. Yo comparable provision to the Sehate
amendment or to amy of the other alternative approaghes to regulating
medical residency srainngLprogrpms was included or even :alluded to. ‘

In order to understand this‘result it is useful ,to go hack apprexéiately —
six months to the early part of 1976. At that time, a proposed charter

for a Graduate Medical Education National Advisory Committee “(GMENAC)

was sent from the Assistant Secretary for Health to ‘the Secretary of T,
‘“HEW. Ihatneharter was an outgrowth of the proposal first made public _
in. the Secret@ry s letter of November 21, 5975 introducing S. 2748 to -
' the, Gongress in ‘the form of a draft bill. { The Sectetary signed off on

the charter in May ©of 1976.- It appears, therefore, that the chartering
, of this committee inm great part tnabled the" manpower Legisla;ion to bé ~
.passed’ later that year in the fall of 1976.\ 5
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The issyes which stirred thisllegislat13§ and public, debate over the Ag \u;
requirements for, and production o®, physician specialijts arée ‘still - - °
%there. C(learly, Graduate .Medical ‘Education 4is in & state_ of substan—" .

"tial change in the' 1970's, as élresult of olving socidl and profes- . . -
sional percgpiiongj'eqoﬁomic-éohsffhiﬁ ».and alterations im student , = )
characteristics and goals,., "Hqwevetl, .there-is still &oncern o3ér whether =~
or nQt these trends-are fully understogd ot are of sufficient magnitude .
to correct pergeived imb@lapégs."MEhy doubt whether the current method
-of financing GME will pé;ﬁit a.conpipn;ng'responéﬁ‘to the ehanging per- 1
ception of physician‘specié}lsbjﬁﬁqyifEméﬁts. thars recognizing, that - .
the anriual pfodultion of spepial&éhswis*the suh of thousands,of indivi- .
dual ‘programs whose dintake -and: output is l8rgely a function of the
dec{sions’'of ‘ihdivigual program directors and_ thdir hespitals, believe
that the $ubject warrants greater study. Efforts need to be undertaken !
to determing gﬁether.the Nation's interests are-belng appropriately
addressed by this proquction'épprpach.‘ Hence it éeems te be a reasonable,. _
first step to develop a first approximation of speécialty-educqtional, goal
or~targgts which can guide program development -and. evaluation. - . -

L NN

.o ‘e

- LI A
Against "this backdrop, thg-Graéuat:\ﬁtéifgl Education National Advisory

Committee offers’an” opporfuni ypfor-diverse professional and public’ -
groups to participate im the examinatfon of the,issues in an open forum. -
The membership of .the Committéé will include individuals reflecting the Lt

interegts of, the parent bodjes of fheZCCME, as gpggested by the IOM and
" the Macy Foundation reports. It will also include other’ parties with a

~ stake in the financing -and administtation ® Gradugfe Medical Education W -

rograms, as wellras those .interested in_the consumption,df specfalty
services. Co jonm I '

(4 -
. L, - - ) ‘ . .
Adthough the, Committee does not have a regulatory fufiction, it doés have
a mandate ta, examine the present and future supply and requirements of y, e

physicians by spécialty and to translate these -physician requirementsg
into ranges of ‘types and numbers of needeq_grgaugte trafhing opportunie
ties. The Campittee is further charter®d to propose natianal goals for
the distributiom of physicians being trained,; and to examine: the impact
of various public and ivate péliciés which influence specialty distri- . *
,bution, barticularly re rsgment and finaticing. “Intrimsic to these " ’
tasks is the develdpment 6f a far better understanding: of current trends
'in Graduate Medical Education whitch can characterize more fully %he cur-
rent operational respdnse of the'training system to changing social » °
perceptions and rqui?gments; ’ . “y / '

-

. . . . . .
GMENAC then .represents a critical hoqfregulafogy Step in the establish-
ment of goals for the training and differentiation'of physician manpowe
"It is re@ponsi@e to the intents and judgments expressed by many.public
and private bodies in retent years and.provides an opporturity for the
identification and developingat of issues of comteyn to the.publiF and
the profession._ Through its recommendations to the Secretary of HEW,- ~.

.- GMENAC will-be able to highlight issues in the development of National -"
Health Insurance which relate to graduate education, and-to presént
straEnges for consideration in the plannipg of pew health manpower

”~

- . .
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.legislation whigh will be in its early conceptual stages in 1978 and
1979. Although the Graduate Medical Education dtionad Advisory.Com~'
nittee {s but one bf many éfférts in ghe contidtium' of societal respomses
to public and prbfessional concern, pggefully, like its predecessors,

it*will have & ¢onstructive influence upon .the development of physician
manpower policy. = - ' . o . .
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THE DEVELOPMENT OF SPECTALTIES IN MEDICINE: A MACRO VIEW OF SORE.
MAJOR EPOCHS , *

3 - i o

. . \ . . .
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*In many regards, medical specialization can be considered to be as old

4s the practice of medicgne itself, In "The Amerian Health System:
Its genesis and«TraJectory," John Freymann refers to Herodotus
(484M25B€) reporting on his visit to Egypt as saying, "Every physician
for one disease and not for several, and the-whole country is full
£ physicians, for’ there are physicians of the eyes, others of the. head
others of the teeth, others qf the belly, others of the obscure’ .
diseases," 26 je, goes on to describe the.difference.in the Middle Ages
between, the learned physician and the lowly barberﬁguréeon. Freymann
differentiates further the notibns of the British dresser, the resident

physdcian, the walker, and the house pupil In United Stdtes hospitals .
.. during the 19th century During the 18th century in England there wasg

hospital staffs possessed a mark of distinction that,provided them with

specialization of a sort in that those physicians who were-memQ:i:ch
the opportunlty to- develop gore lusfative. practices than those:whp.were

A}

]

‘“aot on hospigel staffs. During this same time, "Ehglish medical education

grew yp 'in hospitals that restricted their clientele to a narrow segment.

of the population w1th certain acute* eptsodic diseaseées. n27, - .

An*elmoSt coincidental seed for the de1e10pment ‘of medical specialﬁies
in the United States was planted when the Johns: Hopkins Hospital opened
on May 7, 1889. The intention of the medical.school associated with the
-,hosgital was announced as ‘being to inctréase knowledge.@nd to prepare ,

2

“

students to increase knowledge. When Abraham Flexner ceag along with his

monumental repovt in 1910, he used the Hopkins model as
reccmmendations He saw it as embodying the best features of the medical
schools of France, England, and Germany. This empha81s on knowledge
devélopment and the ability to 1mpart sucbhknowledge would support thg
further,development, of the spec1alt1es which héq'begun,at the end of the
19th- century. In fact, the early members of the staff at thé Hopkins

Xy,

hospital represented a, variety of specialty areas in medicime at that %,

time. . . . X
, -

" In .the 19th century, the specialist societies - represented the

sgecialtx rather than tRe sEec1a11st—u..By the, early 20th century,

however, spec1alism had advanced in some fields to a /..concern/ovfr the

educational standards and competence of thoée claiming specialist k111s "28’

. ’
v

~As the number of persons ¢lalming tp be specialists increased, the -

profession becamg concerned over the educational credentials and com~ -
petence of-these claimants. Three vehicles weré considered to control
this proliferatign of specialties: the AMA via educational st%pdards
through the Council on Medical Education; the ‘professional boards which’
-were.growing out df rhe specialist societies of the 19th century to set

' mindgum standards for pracﬁlce and provide a badge of competence

* s

T h
than to specify educational standards; and some” form of state liiénsure LY
to recognize thqse who were ?éif'trained rather than. to legally exc ude A

the inadequate.

1114' l -". \
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The AMA approached the task.by attempting to reform the structure of '
= graduate education. In 1920 the AMA Committee on Medical Educaffion -
' and Hospitals organized 15 sepgrate specialist” committees tozdeve;og
suggested curricula in their clinical and pre—glinical‘specialties. 9‘
This move dirgctly recognized the’ differences between educational.needs ot
and practicing characﬁéris;ics of different specialties. These com- ‘ s -
_mittees "...were therefore in a sense the forerufiners of the specialty
boards which were to proliferate’in the 1930's.:."30 "Gradually nineteen
boards in the medical specialtjes were established during the thirties;~
coordinated by an Advisoyy Board for_thé_medical'specialties."3lThese
. specialty boards were tﬁz ", ..outcome of a long in;raprofessiopaf move~ )
ment...also a response %g,what seemed the inevitable alternative of °
* «»  licehsing of specialists by the states...The system developed out of*
o obvious ‘organizational solution but, ...from compromisg among major
. 1qterest‘grbup§;"32 State licensure ‘never did take hold, but-died instead .
,vith' a general disapproval of attempts by the National Board of Medical -
. -Exapjners to set its own specialty examinations for purposes 'of the .
=§t§te.licéhsure. 33 ) ! L )

| ) ) o | . . . . .
‘lIhe ﬁature of the development: of medical -s ecialtieg was further affected
- “during the depression -of the 30's. Because -of difficult’ economic cir-

- .¢umstances, many interns or residentsg prefeiged to stay in their hospital - |
' pgsitiogs'in order to avoid-the financial uncerta¥nty of practice. - This
tended to strengthen their interest in special knodwledge of medicine and
thus tended to strehgthen the tendency towards thg practice,of specialty’
medicine. .At the.same time high technology was bécoming more and more ’
prevalent in the practice of medicine. Thus, as-the increasing numbers
of physicians remaining in hospitals became associated with the newer.
. technelogijes, they learned“to practice more and more in a setting of
specialty medicine with the hospital as the location of such practice, N .
. F-] N .
p - ow B .
World War IT solidified this growing force toward specialty practice. ; .
Specialty med¥cine became regularized via military-health programs.
During the War there was a need to set up a system of slots and defini-.
tions of physicigns in military service according to qualifications and:
* in response to requirements for medical care. And withifd this system,
"“*heing designated as a specialist madgedt easier to obtgin military rank.
Furthermore, after the War, those wh d practiced‘geﬁﬁ}al medicine

+

. )$ecame disepchanted wjith the bureaucratized form af such practice in the -

_ service,*fnd tended ‘to @ove’pway from any non-specialized form of medicine
o i bedause of L;.3 All thgee forces tended to strengthen:the role of the

. specimlty boards in orgapizeﬂ)mgdicine. ’ - o’

’

At thjs same Eime, the growth of spé?ialty medicine was further enhanced
" by the combination of growing technological advances, increased demand
for_service in rural aréas (which led tq. the Hillefurton Act and the large
\ increase in the numbet of hospitalz in this country) # and the growth of
the National Institutes of Health (NIH). ' The complexity of knowledge
assdtiated with the new technological advances led to a feeling of prac-
ticality afid securjty in speciaktization. Furthermore, technological °
\ advdnces required practice in the hospital in order” tolemploy them.
. . — . . - v - .
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. “As hospitals increased under:Hill-Burfpn, this led to an increased need -. f

K

4

&)

for hospital staff, espec ally;in,the -specdlalty areas singe hospigals
were organized on a depapgtment-by-department basts differentiated

usually according to the}specialties established in the earlier part of -

the century. .NIH, too, served to furtheg s0lidify’ the movement toward -
specialties in medicine: it fueled the pace of technological advance;
it employéd a categorical approach to the develdufment.of knowledge; and*
, it fostecéd differing areas of SCientific specialization in medicine. 7
&
In the’ 50's, the Magnuson. Commission35 and the Bane Report36 deftnéd._a "
concern- over numerical adequacy of physician supply They considered
the fact that although the physician population ‘ratios in 1950 weré the
.Same as those in 1940, the wider and intensified demand for care due to
igcreased technology and diffeding %rganizati@al patterns of delivery
made these numbqr8'inadequate to meet the needs of the country. ,As-a
resuylt of*thisg cbncern, -soctal: poljcy in the %0's resulted in increased
enrollments inm.medical schools, Bufy in combination with the other *
forces alregdy in place and those ome, and because of the fact that ' -
medical education had now expande -tg include-as an integral portion the
medical residency training.in the specialties, .this led to a further de!p-
ening of interest in the practigg ‘of specialty medicine.

¢ % :
In the late 50'5 and early 60's, th&A Board of Trustees, ghrough their
Council on Medical Education, established'a Citizen's Co ission on
Graduate Medical Education and asked. D?h John Millis to b€ its chairman.
The motive behind this Commission was, a-concern for thg character and
standards of medical- education "and thkh forithe qualifications of the
.future members of the profession. At the same time, the ad hoc Com-
mittee on Education for Family Practice was commissioned by. the Council
on,. Medical Education under Dr. Willayd, and the AAMC asked Lowell
Coggeshall39 to examine thé role of the university in graduate medical
education. Over all, the Millis, Willard, ‘and: Coggeshall Reports resulted
in efforts to develop integrated and graded residency programs, to abolish
internships, to_increasge univetrsity contrdl over residencies, and to .
emphasize tegching for primary medicd]l care. They led to establishment
“of the American Board of Family Practice by the AMA and the AAGP in 1969 _
and accreditation of the first new residesicy programs in family practice i
in 19/6\(by 1978, 293 such programs:. had been-acéredited). By April of
1976, ovag 1900 gradﬁhting sendors, almost 20% of all graduates, appligd
for resideficies in\family~practice* Only a few years -ago, 5% or less of
the graduates were 80 inclined: ‘ '

-

In particular, the Millis reportl‘O called for a commission on graduate
medical education under the AMA Council on Medlcal Education. Discussidn
on this Commission began in whe Council in 1967. In Janyary of 1972, ..

the AMA, the AAMC, the AHA, the Council of Medicel Specialgy Societies, e

and the Americag Board of Medical Specialties created two bodies: The
Loordinating Council on Medical Educatfon'and the Liaison Committee on )
Graduate Medical Education. The CCME was to generate or consider policy ?
matters for both undergraduate agd, graduate medical educat for referral




-

accred;;ing body for graduate medical education. . > )

S e

to the parent organizations. The LCGME was to serve aSvtﬁe official

=~
3

CCME, held its first meeting in January, of 1973. At its second :
meeting, it decided to develop a position on the need for a significant
increase in the number of primary care physicians. In its report entitled
MPhysician Manpower Disfgribution: The Primary Care Physician,” thé Com-°
mittee set a target of ¥P% of medical studen;s to select careers as

primary care speciallsts. < . . Coe
L3R . r . .

During the 7Q's, social policy f0cused further on graduate medical education -

.as the means for addressipg societal doncern over. the problems of specialty )

and geographjic mald;strlb tion. As noted ear11er, legislation during -

_thi's period provided for g Nationdl|Health Service Corps te provide service -

in "doctor shortage areas," loan rgpdyment for physicians who practice in a
shortage areas, and the develo t and fostering of rprimary tare and
family practice educational programs. -
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