












































































































































merit of helping to solve specific problems. Collectively
and cumulatively they have the greater merit of moving
medicine to a deeper level of understanding and 2 new
mode of practice.

Medical practice used to be largely symptomatic. Med;-
cal education was then primarily empirical and consisted
largely of learning remedies to treat symptoms.

Now, some disease mechanisms are understood, and
the disturbed bodily processes can be controlled or altered
in desirable directions. The advance from knowledge of
symptoms to knowledge of mechanisms led directly to
large changes in medical practice, and required medical
education to give great emphasis to biology, biochemistry,
and the normal and pathological functioning of organs
and systems.

The next great advance, from an understanding of
mechanisms to an understanding of causes, is under way but
far from complete. We have sometimes talked of mechan-
1sms as if they were causes; and for some diseases induced
by simple or single causes, such as invasion of the body
by an identifiable disease agent, the primary cause is
understood and in some cases can be controlled.!

There are other diseases, however, that result from
unknown and probably from multiple causes. Many dis-
turbances of celiular growth and differentiation, rheuma-
toid conditions, and psychiatric conditions are examples.
The symptoms have been described, but symptomatic
treatment is insufficient. Some of the disturbances of
process are recognized, but cannot be controlied because
the causes are unknown. Control, cure, and prevention
await understanding of the underlying causes, their inter-
actions, and their varying manifestations.

The factors that “cause” disease if this more complex
and fundamental sense will almost certainly not all be
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found in the study of any one discipline, Some of the
factors are primarily biological, so many of the branches
of biology must be involved in the search. So must chemis-
try and physics. But so also must psychology, sociology,
and the other fields that inquire into man's nature, habits,
emotions, and interrelations with his family, his society,
and other men. And s0, too, must be fields of study deal-
ing with geographic, climatological, and other aspects of
the environment in which man develops and lives. In
such complexity, many diseases may have no single cause,
The "cause” may be a pattern or combination of chemical,
biological, psychological, sociological, environmental, and
developmental variables.

Full exploration of such many-variable problems will
require wedicine to join forces with other departments of
the university, for no hospital and no school of medicine
has adequate resources of experience, interest, and talent
to study all of the elements involved. Collaboration with
other branches of the university will also be necessary to
develop the preventive, therapeutic, and reparative tech-
niques that will be made possible by a fuller understand-
ing of the manifold and interrelated causes of disease.

Both in research and in patient care, hospitals are be-
ginning to make use of computers and the mathematical,
logical, and electronic bases upon which they are devel-
oped. Clearly, medical research and medical practice are
becoming partly dependent upon disciplines that have not
in the past been part of the medical school or the hospital.

If the supply of talent were sufficient and the budgets
large enough, research workers and technicians from these
other fields could be brought into the hospital in support-
ing roles. But neither condition exists, and even if they
did, that solution would be less fruitfui than a partriersh_ip
of equals, for'in a university—rather than in subsidiary
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positions in a hospital—are to be found the research -
leaders, the constant stimulation of new ideas, and the

best opportunity to educate students of top quality.

THE UNIVERSITY AS INNOVATOR
AND TEACHER

University medical centers have provided academic
standards and an inteilectual environment that have been
of tremendous advantage to medicine and medical edu-
cation. They, and other teaching hospitals that have be-
come great research centers, will continue to be leaders in
the improvement of medical education and practice. There
are three principal ways in which they can assist other
teaching hospitals.

One well-established method is the education of new
teachers. The residencies and fellowships at university
medical centers attract able young physicians, many of
whom later move to other hospitals where they can devote
a substantial portion of their time to teaching and re-
search.

A second well-established export from university medi-
cal centers is a flow of new knowledge. Research results
are usually published, but the opportunity, and the obli-
gation, of the medical center must go beyond the publica-
tion of research to include further development, clinical
testing, and perfection of techniques that make the new
knowledge available for practical use by any qualified
physician, In the university medical center are to be found
the best translators and combiners of medical knowledge
and medical art or skill: the scholar-surgeon, the professor

‘of medicine who might just as appropriately be the pro-

fessor of biochemistry, the Ph.D.-M.D. research workers,
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the physician who has attained high status as a basic
scientist. It is in the university medical center, with its
rich and varied clinical and intellecteal resources, includ-
ing men who combine in themselves mastery of the art
of medicine and the science of medicine, that new knowl-
edge can best be translated into new skill, the new skill
tested, and the combination of skill and its relevant knowl-
edge made ready for export to other teaching hospitals
and to practicing physicians,

The third contribution of university medical centers to
other teaching hospitals differs from the first two in being
largely a future opportunity rather than an established
custom.

One of the most valuable of all recent developments
in education has been the organized efforts of groups of
scholars and teachers to prepare new and greatly improved
teaching materials for widespread use by other teachers.
This movement started as a rebellion by a few mathema-
ticians against the fact that the cutrriculum in mathematics,
from the primary grades into college, had remained almost
completely frozen for half a centary. Mathematics had
changed, and so had the needs for mathematics by engi-
neers, scientists, social scientists, and others. Yet the same
old courses were being taught, and newly published text-
books were hard to distinguish from older ones. With
grants from private foundations and the National Science
Foundation, several groups of mathematicians and mathe-
matics teachers set out to make 2 thorough, imaginétive
overhaul of mathematics instruction at the high school

level. The result has been really new textbooks, new in

ideas and content as well as in name, supplementary
readings for teachers and students, films, and other teach-

ing and learning aids that can be used by many teachers

in'many schools.
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Instead of continuing to lament the fact that the run-
of-the-mill teachers are not as well trained and as well
acquainted with new developments in mathematics - as
would be desirable, the developers of the new mathematics
courses recognized that these were the only teachers avail-
able, that they were going to continue to teach mathematics
to the nation’s youth, and that the quickest and surest
way to help them to improve was to put into their hands
just as excellent teaching tools as could be constructed
Thus was born “the new math,”

The idea was so obviously a good one that before the
mathematicians were well under way it spread to physics,
then to chemistry, biology, and later to the earth sciences,
geography, social studies, English, and other fields. The
idea has also been extended downward to the elementary
grades, upward to the college level, and outward to other
countries,

Why not try the same idea in graduate medical edu-
cation? In each past extension to a new level or a new
field, it has been necessary to start from scratch to produce
the actual teaching materials. Only the basic method of
close and intensive collaboration between experts in the
subject matter and experts in teaching has remained the
same. The choice of materials, the method of organiza-
tion and presentation, and all of the other details have
had to be custom made for each new subject matter and
each new age group involved. And so it would be in
graduate medical education. Much work would be in-
volved and the biil would amount to quite 2 few million
dollars. But the idea is worth trying.

University medical centers, aided by faculty colleagues
who have had experience in developing some of these
new teaching materials in other fields, constitute natural
centers for initiating the development of improved meth-
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ods of medical teaching and improved teaching materials.
If their work is successful, the product can be exported
to any hospital that wishes to improve its programs of
graduate medical education.

Because conditions and residents differ in different hos-
pitals, and because reasons of economy and efficiency
argue against many expensive and time-consuming efforts
running concutrently in the same field, it would seem
reasonable for a consortium of university medical centers
and other teaching hospitals to join in the initial develop-
ment, trial, and revision of the new ideas and teaching
materials,

We recommend that staff members of univer-
sity medical centers and other teaching hos-
pitals explore the possibility of organizing an
intensive effort to study the problems of grad-
uate medical education and, where such de-
velopment appears feasible, they seek to ar-
range for the development of improved
materials and techniques that can be widely
used in graduate medical education,

NETWORKS OF HOSPITALS

Partly as a result of congressional action and partly
through the evolution of medical thought and custom, it
seems altogether likely that hospitals will become more
closely organized into integrated networks. A university
medical center is likely to be ar the heart of each such
network. Also involved will be the medical center's affili-
ated hospitals (which, by definition, are hospitals in which
medical students serve 2 clinical clerkship or receive some
other portion of their education) and other hospitals,
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some of which are teaching hospitals and some of which
are not. Such networks will facilitate communication and
cooperation in the treatment of patients and in the dis-
semination of improvements in medical education.

The size and nature of these networks and the rela-
tionships among the hospitals composing them will un-
doubtedly vary. Whatever the specific arrangements turn
out to be, the needs for hospital service, for consultation,
for access to equipment too expensive for every hospital
to own; the opportunities presented by high-capacity, high-
speed computers to store great quantities of detailed infor-
mation and to make that information available wherever
and whenever it is needed; and the need for a variety
of opportunities for the education of medical residents
all support the logic of closer ties of university medical
centers, other teaching hospitals, and nonteaching hos-
pitals. There are advantages to the hospitals and to theis
patients in this hospital analogue of group practice.

HEALTH CARE

Many physicians who are not content with the provision
of a repair service when illness strikes share the dream
of 2 more encompassing and far-reaching health service.
Their goal is to prevent illness, to maintain each patient
in as near optimum health as can be achieved. Sanitation,
immunization, public health measures, dietary instruction,
and physical fitness programs are all steps in this direction.
But there are other steps to be taken.

In progressing from the treatment of symptoms to an
understanding of some disease mechanisms and the ability
to control some d:sease processes, medicine profited im-
measurably from its alliance with biology. and chemistry. .
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Medicine, in effect, asked these disciplines, “What can
you do to help us?" and got a magnificently effective an-
swer.

The development of a successful system of health care
will require medicine to ask of other disciplines: “What
can you do to help us?"” Keeping a population in as good
health as possible will require cooperation with agricul-
ture, nutrition, engineering, architecture, the environmen-
tal sciences, sociology, psychology, economics, education,
and perhaps other disciplines. No one can foretell just
what may be required, for some of the questions have not
yet been formulated. But if people are to be kept well,
consideration must be given to anything that might con-
tribute to making them ill.

There will be reseacch of a multidisciplinary nature.
There will be health or medical questions that can be

. answered only by the methods of other d1sc1phnes As a

simple but often overlooked example, the patient’s inter-
pretation of his physician’s instructions may be quite dif-
ferent from what was intended. The physician may not
realize how greatly he and his patient differ in customs,
habits, values, and even in the meaning they give to words
he thinks they are using in common. One recent study of
the interpretation of labels turned up the alarming finding
that a respectable number of the persons questioned
thought that the indicated “antidote” was something they
should mix with a preparation before using it. There
could be some fruitful collaboration between medicine and
English,

The university 1s the only institution in which medicine
can find alt of the intellectual partners it needs in develop-
ing the concepts and the techmques of a broad program
of health care. : :

In the course of time, material from discipliues now
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only remotely related to medicine may come to be in-
corporated as standard parts of medical education. During
. the exploratory years, while medicine is finding out what
it can usefully learn from these other fields and while they
are finding out how they can most usefully answer medi-
cine’s question, “"What can you do to help us?" the geo-
graphic proximity and the traditions of the university will
provide the most favorable opportunity for the coilabora-

tion that can lead to an effective program of health care.

CONTRIBUTIONS TO OTHER FIELDS

The science and art of medicine will benefit from closer
collzboration with the rest of the university, but the ad-
vantages are not ali in one direction. Teaching and basic
research often gain in vitality and significance by contact
with practical probiems. Pure biology has profited from
work done for medical or agricuitural purposes. Physics
has benefited from engineering. The study of linguistics
was advanced by military needs for improved teaching of
languages.

The interplay between medicine and other disciplines

involves more than an exchange of specific contributions

of knowledge or technique. Exchanged also—and some-
times extended and improved in the process—are points
of view and methods of analysis and thought. Communica-
tion theory, the concept of homeostatis, the ideas of Sig-
mund Freud, and methods of rigorous experimental de-
sign—-to cite four quite different examples—illustrate
how profoundly ideas from one field may permeate and
stimulate other fields.

- Of all the institutions that have been developed by man,
the ‘university is the one that best fosters continuous in-
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tellectual interchange. David Goddard, Provost of the
University of Pennsylvania, told the participants in the
61st Annual Congress on Medical Education that a univer-
sity Is “'a more invigorating intellectual place when it has
a great medical school as 2 part of it.” It is equaily true
that a medical school is more invigorating intellectual
place if it is part of a great university.

'NATIONAL GOALS

Science, technology, industrial organization, manage-
ment skills, and wealth have reached levels which now
permit the United States to choose major national goals
and to move foward them with concerted effort and with
expectations of success. The largest and most costly peace-
time example is the effort to send a man to the moon and
to return him safely to earth. The cancer chemotherapy
program and the current planning for a highspeed ground
transportation system for the heavily populated area from
Boston to Washington are other illustrations of large,
costly national programs.

The wisdom of these programs has sometimes been
debated. Lach has its defenders, and each its critics. Fu-
wre national programs will also be debated. But man is
an explorer. He tries to do what he thinks he can do. And
man In the wealthy, industrialized, technologically and
scientifically competent United States is beginning to
think that he can shape the world to his own desires: ex-
ploit the wealth of the sea and the sea bottom; exert sub-
stantial control over the weather; design a much more
productive food system for the world; control population

growth; develop an improved system of health care; rou-

tinely repair, replace, or provide substitutes for failing
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human organs; control the pollution of air, water, and
fand; remove the blight from large cities; and even, per-
haps, modify heredity and improve intellectual ability by
biochemical means.

Some of these hopes may be overoptimistic. Some may
be undesirable. All will be costly. Before embarking on
any, it will be necessary to study the costs, alternative
methods, probable results, interactions, and possible dan-
gers or side effects. And then the results of these detailed

studies will have to be synthesized to provide a sound

basis for the many economic, engineering, social, and po-
litical decisions that must be made.

No one of these large problems is solely a medical mat-
ter, but most have their medical aspects. Medical thought
can contribute, and the decisions concerning them will
have implications for medical thought and practice.

None of these problems is solely an engineering prob-
lem, or a scientific problem, or an economic one. All will
require contributions from many discipiines. The multi-
disciplinary work that will be necessary in research, sys-
tems analysis, feasibility studies, and forecasts of social,
economic, legal, and ethical consequences may be con-
ducted in government institutions. Perhaps the work will
be done in institutions specially created for the purpose.
Perhaps universities will be the responsible agents. Where-
ever primary responsibility lies, universities, industry, and
government will all be heavily invoived.

Planned, integrated, directed studies of this large-scale
multi-disciplinary character are foreign to the traditional
university. In some ways they are in direct conflict with
the concept of a community of scholars, each pursuing his
own self-chosen objectives and working on his own self-
selected problems. But they are unlikely to be foreign to
the university of the future, for the university has the
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necessary intellectual resources, and it is in the university
that future generations of scholars can best be educated
for more effective work on such large problems.

‘Those universities that choose to devote part of their
talents to work on such large problems will find, to a
greater extent than before, physicians working with elec-
tronic experts, engineers with economists, sociologists with
lawyers—and on through a variety of groupings of two,
three, or more of the traditional disciplines. Varied or-
ganizational devices will be used; institates organized
about a problem rather than a discipline, interdepartmen-
tal seminars and committees, the appointment of faculty
members to serve simultaneously in two or more depart-
ments, and other, not yet invented, devices are likely.

The geographic proximity and the habit of intellectual
collaboration provided by a university will foster the de-
velopment of effective linkages of medicine with all the
other disciplines and professions involved.. Close linkages
will be necessary to assure effective collaboration and to
guard against costly and perhaps calamitous error.

THE UNIVERSITY MEDICAL CENTER AND
GRADUATE MEDICAL EDUCATION

Methods of improving the university contribution to
medical education have been discussed in this and earlier
chapters. University medical centers should be among the
pioneers in establishing the facilities for teaching compre-

hensive and continuous medical care, as described in.
Chapter 5, and in developing corporate responsibility for

residency training and in initiating new programs of basic

residency training, ‘as described in Chapter 6. Through

such means the university hospital can be a model for
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other hospitals. As suggested earlier in this chapter, it
can be of direct assistance to other hospitals by helping
them with their training programs and by making avail-
able for export the best teaching ideas, procedures and
materials which can be developed.

So far as we can sec into the cloudy future, it appears
that the need for close union will grow more urgent.
Knowledge will continue to grow, in medicine and in
other fields. Further growth in knowledge means further
specialization. Further specialization leads to greater frag-
mentation and to greater dependence of one specialist
upon another. As fragmentation and mutual interdepen-
dence increase, it becomes necessary to establish additional
means of collaboration and communication among the
various specialties. And all of this means that the minimal
number of people necessary to constitute an adequate
medical school faculty, hospital staff, department of phys-
ics, or university faculty grows larger.

The increasing cost of increasingly powerful equipment
and, in medicine, the increasing sophistication of medical
care constitute a second force operating to bring about
larger groupings. Equipment too expensive for a few
workers can be an economy for a larger number, A com-
puterized information system unjustified for a small hos-
pital may greatly enhance efficiency in a larger one. Some
highly specialized facilities are so expensive or needed so
infrequently they can be justified only on a regional basis.

Trends now evident will grow stronger and clearer in
the future: regional groupings of hospitals; collaboration
of the medical center with other parts of the university;
the university medical center as the center of a network
that brings the resources of many disciplines, many spe-

cialists, many kinds of information, and many specialized

services to the benefit of patients in its own beds and in
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the beds of other hospitals in the network. These trends
will continue, for the growth of knowledge must lead
through specialization and fragmentation to a higher order
of organization which will enhance the ability of many
kinds of specialists to work together on the problems that
are the reason for their existence.

The broad outline of events to come makes it essential
that the relation between the university and graduate
medical education become closer than it now is. Further
advances in knowledge will bring about greater under-
standing of the multiplicity of causes and of their inter-
relationships in determining the course and nature of
disease processes now only imperfectly understoood. The
increasing sophistication of medical care and practice,
progress toward heaith care as the highest form of
medical practice, the deepening intellectual ties between
different fields of research and scholarship, and the col-
laboration essential to working on large programs, all,
without exception, call for a closer union between medi-
cal education and the university. And this closer union
will require change and adaptation in the university to
enable it to make its full contribution to the improvement
of health care.
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Chaprter 9

Supervision of

Graduate
Medical Education

In some frelds of learning such as history or physics, the
members enjoy the privilege of setting their own standards
and of determining who is qualified for admission to their
guild. The judgement of peers, usually based primarily on
scholarship or research productivity, establishes standards
and controls admission. External or legal controls are con-
sidered neither necessary nor appropriate.

But practicing members of a profession are not so free.
Because they offer services directly affecting the health,
finances, or welfare of the people, society propetly requires
certain standards and controls. Standards are usually es-
tablished by the profession, to protect society and the
profession itself. Government effects controls, which usu-
ally begin at the time of decision as to whether an aspirant
will be permitted to enter professional practice. Thus,
society—through the agencies of government—has estab-
lished certification or licensing procedures to determine
who is to be allowed to practice law medicine, and certain
other professions.
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In the case of medicine, the standards and controls are
many and varied, are imposed at different stages, and are
administered by different authorities.

Admission to medical school is under medical school
control.

Admission to practice is a function of the individual
states. ‘The existence of much reciprocity and widespread
acceptance of the National Board examinations as the
equivalent of a state’s own examinations does not lessen
the state's authority or responsibility.

Approval of an internship program is a responsibility of
the American Medical Association’s Council on Medical
Education, aided by the Internship Review Committee.

Approval of a residency program is' granted or with-
held by 2 residency review committee appointed by the
Council on Medical Education, the appropriate specialty
board, and, in some cases, a college or society of the ap-
propriate specialty.

Admission to an internship or a residency is at the dis-
cretion of individuals or departments of the hospital.

Certification as a specialist is granted by an examining
board consisting of members of the specialty.

Who may practice in and use the facilities of a hospital
is determined by the trustees of the hospital, Their decision
is often based upon the physician's eligibility for board
certification.

Thus responsibility shutties from medical school to hos-
pital to the state to the American Medical Association to
a specialty board and related medical societies to the hos-
pital and back to a specialty board. The elements of this
governing structure were developed at different times, to
meet particular needs. Each has been constructive. Yet it
seems unlikely that anyone would design from the begin-
ning.a system of such diffuseness and complexity.
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The fact that it has evolved as it has imposes certain
limitations on the ways in which it might be changed. It
is impossible to start completely afresh, but it should be
possible to achieve some major improvemnents.

Unnecessary complexity is a barrier to change, and so-
ciety is growing impatient with the situation in medicine,
largely because this complex structure has so impeded
needed change.

Moreover, when complexity is compounded by fragmen-
tation, inbreeding is likely to become a further barrier to
change. The same relatively small and relatively homog-
encous group of physicians who attzined success in a
particular specialty are leaders in determining internship

and residency requirements and certification standards in

that specialty. Such an inbred system tends to perpetuate
the methods, the standards, the successes, but also the
shortcomings, of the system under which the leaders ob-
tained their training, and tends to make change difficult to
effect and sometimes even to consider—and this in a pro-
fession in which continuing infusion of new knowledge
makes continual change imperative,

That the whole complex system works as well as it
does is to the credit of the Council on Medical Education
and a goodly number of medical educators who use their
overlapping appointments and concurrent responsibilities
to achieve a greater degree of coordination than the formal
description of the system would lead one to expect. The
same men who serve on the faculties of schools of medi-
cine often serve on internship and residency review com-
mittees and on speciaity certification boards. Faculty mem-
bers sometimes serve as members of the staffs of affiliated
hospitals in which internship and residency training is
offered. The coordination resulting from this informal net-
work is greater within the group of specialists responsible
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tor the several levels of education, and for certification in
one specialty, than it is among the several specialties.

THE NEED FOR CONTINUING REVIEW

New knowledge, new medical opportunities and possi-
bilities, new social demands come at such a pace as to
require continuing review and continuous efforts to im-
prove graduate medical education.

If there is to be continuing review, there must be an
agency that is qualified and authorized to exercise leader-
ship and assume responsibility. The Council on Medical
Education comes closest to being that agency, but it now
shares responsibility with many other agencies, each of
which is partially responsible for a small portion of the
total. Their efforts to improve graduate medical education
have been commendable and partially successful, but too
fragmented to be completely effective. What is needed is
a central body with greater authority than the Council on
Medical Education now enjoys, one deeply concerned with
alt of graduate medical education and possessed of enough
knowledge, prestige, and authority to secure more unified
planning and better articulation of the parts.

The suggestion that such a central body be established
will be interpreted as a threat to the independence of many
of the agencies and organizations that now have responsi-
bility for some part of graduate medical education. This
interpretation will be correct; the purpose of the proposal
is to reduce the independence of a number of existing
bodies in order to achieve 2 more effective and flexible
organization. v

The traditions of the American system make it clear
that the central body we are proposing should be estab-
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lished by voluntary action of the medical profession. The
functions of review, coordination, and improvement of
educational programs are professional, not governmental,
responsibilities.

The medical profession must have primary responsi-
bility, but where and how, within the formal structure of
medicine, to establish this new body will require medical
statesmanship of a high order. It must have widespread
confidence and support within medicine. The public must
feel confident that the interests of society are guaranteed.
The new body must be responsible to medicine as a whole
rather than to particular segments or specialties. It must
have enough independence to be innovative and coura-
geous and enough authority to be effective.

The Council on Medical Education of the American
Medical Association comes closer to meeting these criteria
than does any other existing agency. But we doubt that
the Council on Medical Education should be asked to add
to its present load by assuming all of the new responsi-
bilities involved.

The hospitals, either individually or collectively, are not
the proper agency to be given sole responsibility for de-
termining standards and patterns of education. Their pri-
mary purpose is not educational.

The individual universities and schools of medicine
might once have seemed the logical institutions to assume
control, but they chose not to accept that responsibility,
and there is little evidence that they would be willing to
do so now, or that the other interests involved would be
willing to grant them the authority.

The Association of American Medical Colleges is the
agency recommended for this purpose by the Coggeshall
report. Although there would be a'number of advantages
in having that organization éxtend its interest to include
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the period of graduate medical education, it is to be
doubted that the assignment of sole responsibility to the
AAMC would be acceptable to the other interested parties,
or that this arrangement would give adequate tepresenta-
tion to the legitimate interests of those parties.

The specialty boards and medical societies that Limit
their membership and activities to a particular segment of
the medical spectrum are, by virtue of that [imitation, not
appropriate agencies to assume responsibility for the whole
range of graduate medical education.

In short, no existing agency seems to be entirely suitable.
We therefore recommend that a newly created
Commission on Graduate Medical Education
be established specifically for the purpose of
planning, coordinating, and periodically re-
viewing standards for graduate medical edu-
cation and procedures for reviewing and
approving the institutions in which that edu-
cation is offered.

In establishing the Commission on Graduate Medical
Education, there are three major problems to consider:
the composition of the Commission; the qualifications of
members; and the method of their selection.

In order to give the Commission an efficient working
size, we recommend a membership of ten, whose five-year
tezms will be so staggered as to provide for the appoint-
ment of two members each year. In order to insure a rea-
sonable rate of introduction of new members and new
ideas, we think it desirable that a member who has com-

pleted a full five-year term be ineligible for reappoint-
ment duzing the two years following the expiration of
that term. Some of the original members will of necessity
be appointed for less than a full term, and later it will
from time to time be necessary to replace members who
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have died or resigned. We believe that a member whose
initial appointment was for 2 partial term should be eligi-
ble for immediate reappointment for a full term.

The Commission should include members drawn from
different fields. Experience in medical education and in the
delivery of medical care should both be represented. Al-
though physicians will probably always constitute a ma-
jority, there are medical educators from the sciences basic
to medicine who should be expected to serve. Some mem-
bers should come from outside of medicine. Medicine is a
public profession, intimately related to higher education,
dependent upon private philanthropy and public funds for
support, and linked in many ways with the society it serves.
Medicine will benefit if the Commissiori always includes
a few members who can see the problems of graduate medi-
cal education from a point of view somewhat broader than
that of medicine itseif.

The composition of the Commission will be of utmost
importance in assuring it freedom to exercise wisdom and
leadership. All of the members should be eminent in the
fields of medical education, broadly defined, the related
sciences, higher education, or public affairs, and all should
be chosen solely on the basis of established records of dis-
tinguished service in one or more of these fields. Not less
than two of the members should come from outside the
area of medicine and its immediately related basic sciences.

Who shouid choose them? This 1s indeed a problem.
The number of medical organizations is too great to per-
mit each to select a representative. A commission of ten
members is not large enough to allow each specialty board,
each kind of hospital, each medical organization, or each
other special interest to be represented.” Even if this arith-
metic difficelty did not exist, dividing the responsibifity
for selection among many organizations would be wrong
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in principle. The Commission should not be a federation
of special interests and its members should neither be con-
sidered by others nor think of themselves as spokesmen
for particular groups or interests. We are not proposing
a federation, but a board of high competence and impar-
tiality whose members will work in the best interest of
graduate medical education as a whole.

We have concluded that the best means of securing a
board of this caliber will be to have all members appointed
by the Council on Medical Education.

We recommend the Council on Medical Education for
this responsibility because it is more cognizant of the prob-
lems of graduate medical education than any other repre-
sentative of the organized medical profession, and because
it has 2 long record of constructive contributions to the
mmprovement of medical education.

The Council on Medical Education should be the ap-
pointing agency, but the Council should have help in de-
ciding whom to appoint. In order to extend the range of
selection and to help maintain balance in the Commission
membership, we propose that other organizations aid the
Courcil in identifying persons who should be considered
for appointment,

Among the numerous organizations in medicine, the As-
sociation of American Medical Colleges has a distinctive
role: medical education is its central concern, Although
most of the attention of the AAMC has in the past been
directed to medical schools rather than to graduate medi-
cal education, medical education is a continuum, and the
undergraduate and graduate stages should become more
closely articulated. We.therefore propose that three of the
ten initial members of the Commission, and in the future

their successors, be appointed by the Council on Medical -
Education from lists’ of ‘suggestions, containing at least -
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twice the number of names to be appointed, submitted by
the Association of American Medical Colleges.

Medicine has many organizations. The rest of society
has no single representative organization, unless it be the
Federal Government, and that is not the proper source of
suggestion for membership on the commission.

As a body that represents the public welfare and the
highest traditions of scientific research and service, we
recommend that the National Academy of Sciences be
asked to serve as a source of suggestions for membership
on the Commission. We propose that the Council on Medi-
cal Education appoint two of the initial members, and their
successors, from lists of suggestions submitted by the
National Academy of Sciences. Each list should include
at least twice the number of names to be appointed.

Other organizations, in addition to the Council on Medi-
cal Education, the Association of American Medical Col-
leges, and the National Academy of Science, should have
an opportunity to be influential in the selection of mem-
bers of the Commission. We therefore recommend that the
Council on Medical Education, the Association of Ameri-
can Medical Colleges, and the National Academy of
Sciences give due consideration to the qualifications of
persons suggested to them by other bodies and that the
Council on Medical Education and the Association of
American Medical Colleges take the initiative in consult-
ing with other organizations involved in the problems of
graduate medical education.

Each of the three primary bodies—the Council on Medi-
cal Education, the Association of American Medical Col-
leges, and the National Academy of Sciences—and each

of the organizations they consult should name the persons -
they think will best serve the broad interests of graduate-

medical education as 2 whole. None should name “repre-
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sentatives" in a narrow parochial sense. In fact we think
it quite possible, and perhaps desirable, that the Com-
mission members not know, or at least pay no attention

to, the fact that their names were originally proposed by,

one or another source.

There are two particular responsibilities to point out.
The National Academy of Sciences will have a particular
responsibility for suggesting persons from outside of medi-
cine. It would be perfectly proper for any of the three
primary bodies or any of the organizations they consult to
propose persons from one of the related sciences or from
quite outside the biomedical realm. But the National
Academy of Sciences will have a particular responsibility
to make such nominations.

The Council on Medical Education will have a special
responsibility for maintaining balance and breadth in the
Commission membership. To be avoided is any undue
concentration of members who come from one field of
medicine, who live in one part of the country, who repre-
sent the same point of view, or who resemble each other
too closely in some other respect.

In summary, we recommend that the Commis-
sion consist of ten members, all of whom are
appointed by the Council on Medical Educa-
tion; that three of the members be appointed
from a list of six or more names submitted by
the Association of American Medical Colleges;
that two be appointed from a list of four or
more names submitted by the National Acad-
emy of Sciences; that the other five be ap-
pointed by the Council on Medical Education
without restriction as to the source of suggest-
tion; .. that other organizations involved in
graduate medical education be consulted in
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preparing the lists of names from which ap-
pointees are selected; that in later years, suc-
cessors to the original members be selected
from lists of suggestions developed and sub-
mitted in the same manner as the lists from
which the original members were selected. We
recommmend that not less than two of the mem-
bers serving at any one time come from outside
the field of medicine; that all of the members
serve as individual statesmen of medical edu-
cation rather than as representatives of par-
ticular organizations; and that members be
appointed solely on the basis of established
records of distinguished service in medical
education, the related sciences, higher educa-
tion, or public affairs.

RESPONSIBILITIES OF THE COMMISSION
ON GRADUATE MEDICAL EDUCATION

Some of the responsibilities of the new Commission
will be transferred dizectly from the Council on Medical
Education, thus lightening the Council's present toad.
Others will be new or will be enhancements of responsi-
bilities now exercised by the Council on Medical Educa-
tion in collaboration with other organizations.

The Commission would establish and annually publish
standards for residency training.

The executive responsibility of determining which resi-
dency programs meet these standards need not, however,
be exercised by the Commission itself. In fact, it will
probably be better able to concentrate on its responsibili-
ties for establishing standards and policies if it is not
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burdened with the necessity of appointing all of the resi-
dency review committees and reviewing the educational
programs of individual hospitals. We propose, therefore,
that the Council on Medical Education continue to pro-
vide personnel for and to supervise the field staff that
examines teaching hospitals; that the present methods of
appointing residency review committees be continued; and
that the Council on Medical Education publish an annual
list of institutions approved for residency training, indi-
cating in each case the types of residency training for
which each institution is approved. Close coordination
between the Council on Medical Education and the Com-
mission on Graduate Medical Education will be necessary
in any event and will, we believe, make this proposed
division of responsibility effective.

The Commission on Graduate Medical Education would
annually receive, review, and comment on a report from

each residency review committee on its activities and’

problems. It would receive and consider appeals concern-
ing standards and procedures. When appropriate occasions
arise, the Commission would arrange joint meetings of
residency review committees, or would appoint special
groups to study common problems.

The Commission would aid in coordinating the educa-
tional work of the specialty boards by annually receiving,
reviewing, and commenting on a report from each dealing
with the problems of graduate medical education as seen
by the specialty board. When appropriate occasions arise,
the Commission would arrange joint meetings of specialty
boards to consider educational problems of mutual con-
cern, or would 2ppoint special groups for that purpose.

Whenever the need arises, the Commission would be
free to appoint témporary consultants, and to ask, or be
asked by, the.representatives of any specialty board or
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other appropriate group for a meeting to consider prob-
lems of special interest to that group.

The Commission would serve as a general policy board
for graduate medical education. It should look not only
to the annual operating responsibilities and activities of
the residency review committees, but also to the inter-
relations among them, the relations of graduate to under-
graduate medical education, and the changes in graduate
medical education that changing times and conditions
make desirable. From time to time it will probably wish
to sponsor studies—which might be supported by founda-
tion grants—of particular aspects or methods of improving
graduate medical education.

The Commission would have the duty of reporting
periodically to the medical profession and to the inter-
ested public on trends, on problems, and on its efforts to
improve graduate medical education.

The major differences between the proposed system
and the present one would be these:

Responsibility for overseeing the whole sweep
of gradvate medical education, which is now
lacking, would rest with a new organization, the
Commission on Graduate Medical Education.

This new Commission would assume the edu-
cational responsibilities of the Advisory Board
for Medical Specialties and the Liaison Commit-
tee for Specialty Boards and some of the re-
sponsibilities of the Council on Medical Educa-
tion. A

The Internship Review Committee would be
abolished. ‘

The residency review committees would evalu-
ate-—within published standards—programs for
the first year of graduate medical education as
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well as for the later years.

The Commission on Graduate Medical Educa-
tion would have a clearer mandate than does the
Council on Medical Education to review, criti-
cize, and seek to improve the whole of graduate
medical education,

Establishment of the Commission on Graduate Medical
Education will lead to some changes in functioning of
the existing Advisory Board for Medical Specialties. This
board is a federation of two representatives from each of
19 specialty boards and two each from the Association
of American Medical Colleges, the Federation of State
Boards, the American Hospital Association, and the Na-
tional Board of Medical Examiners. Although it has a
major hand in deciding whether or not a new specialty
board should be established, it exercises little control over
the policies of the existing specialty boards or the resi-
dency review committees. Whether to continue, disband,
or alter the Advisory Board for Medical Specialties is a
question for the specialty boards to decide in terms of its
future value as a common meeting ground for the con-
sideration of problems of mutual nterest that fall outside
the province of the Commission on Graduate Medical
Education,

RESIDENCY REVIEW COMMITTEES

The task of reviewing residency programs and deciding
which ones merit approval should be approached from
two points of view. The standards, the experience, and
the specialized knowledge of educators and practitioners
in the appropriate specialty should be héavily represented.
If anvone knows what constitutes good training in sut-
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gery, surely i ‘would be the surgeons. But surgery, or any
other special_tﬁ;'i;s not sémething that stands by itself; it
is only 2 part of medicine. The point of view of medicine
as a whole should be represented.
We therefore recommend that each residency
review committee include a few members from
outside of the particular specialty.

It would be appropriate for all or most of the members
from outside the particular specialty to be men who hold
positions of responsibility for residency training in other
fields of medicine.

Experience with the ways in which committees work
promises that these outsiders cannot take command of
the committees to which they are attached; if they try,
they can always be outvoted by the specialized majority.
But they can bring to cach residency review committee 2
wider range of experience and judgment. Their positions
will have given them opportunities to-observe residents
in one specialty as they work with and fit into other hos-
pital services and responsibilities. They will not be de-
fenders of the traditions of the particular specialty that
is under review, but can look at a particular program
from the broader standpoint of the whole of medical
education.

THE EXPECTED GAINS

It is not possible to list in advance all of the specific
changes that may be brought about by the Commission on
Graduate Medical Education, nor can one expect all of
the improvements to appear quickly. The discussion and
debate that will. precede decisions concerning'the recom-
mendations of this report will take time, and if the pro-
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posed new Commission on Graduate Medical Education
is established, still more time will pass before it can
become fully effective.

If and when it does achieve effective stature, we would
expect its usefulness to result not orly from the exercise
of its formal responsibilities but also from its thoughtful
leadership.

Some of the problems of graduate medical education—
including some of those discussed in earlier chapters—
call for experimentation and the careful reporting of
results so that the successes and failures will be widely
known. The new Commission could stimulate and en-
courage appropriate studies.

In other cases it will not be experimentation that is
needed so much as coordination, decision, and agreement
on policy in handling problems already recognized and
other problems that will be recognized in the future.

As one example, there is considerable uncasiness about
the comparability or noncomparability of certification re-
quirements of the several specialty boards. Probably the
most frequently cited example is the disparity in the
amount of surgical training required for certification in
general surgery as compared with obstetrics-gynecology
and urology.

Men in all three of these surgical specialties are con-
sidered by their colleagues to be qualified to perform
some of the same operations, yet the amount of surgical
training that is required for specialization ranges from
18 months in obstetrics-gynecology to four years in general
surgery.

The Commission on Graduate Medical Education could
render a useful service by examining residency programs
and certification requirements for such discrepancies and
by bringing together the responsible committees and boards
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so that the discrepancies might be minimized or otherwise
justified.

Another problem with which the Commission might
concern itseif is the distribution of physicians among the
several specialties. :

Superimposed on the curve of rising popularity of
medical specialization have been changes in the relative
popularity of the different specialties. That further changes
lie ahead can be seen by comparing distribution of estab-
lished physicians among the specialties with the rates at
which newly trained physicians are entering those special-
ties. Nearly all fields of specialization are gaining ground
while general practice loses. But the rates of gain vary
substantially, and the differences raise a number of ques-
tions. Of all physicians in practice, will the country need
twice as high a proportion of surgeons, psychiatrists, and
pathologists in the future as it has now? Will the com-
paratively small increases in numbers of pediatricians and
internists that appear probable be enough? If the present
distribution among the specialties is satisfactory, what
evidence is there that the distribution forecast by the cur-
rent trends will be? Or do current trends forecast a better
distribution of specialists in the future than we have now?

The changing distribution among the specialties and
the maintenance of the best balance among them will need
periodic review. The Commission on Graduate Medical
Education could stimulate the necessary studies and con-
sult with the representatives of hospitals and specialty
boards in order to develop agreement as to how better
balance might be achieved.

Other examples of specific problems could be cited, but
in the long run the most important contribution of the
new Commission would not lie in solving a few specific
problems that are now recognized. It would lie in pro-
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viding for graduate medical education a higher quality
of thoughtful leadership and coordination than now ex-
ists. Such leadership could greatly strengthen the ability
of the whole complex of organizations and institutions
to adapt more constructively to the conditions of the
present and the different conditions of the future.

We believe that the proposed Commission on Graduate
Medical Education would have enough vigor, enough
strength of conviction, and enough thoughtful, coopera-
tive influence to see that major problems are dealt with,
It could and should play a leading role in bringing into
effect the proposals made in carlier chapters. It would
enable the medical profession to adapt to changing de-
mands and opportunities more rapidly and constructively
in the future than it has in the past.

Graduate medical education needs an organization that
can and will turn its spotlight into many nooks and cran-
nies, that will seriously consider serious problems, and
that will exert strong leadership in bringing about im-
provements already known to be desirable and other
improvements that will later be recognized. If the Com-
mission on Graduate Medical Education serves as effec-
tively as we believe it can as a responsible policy board
for the whole of graduate medical education, it wiil be
a very long time before there is need for another external
exarnination such as ours has been.
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