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attention be given now to the feasibility of developing a residency
program in Family Medicine with the ultimate intent of expanding into
programs of graduate medical education in the fields of Internal Medi—
cine, Pediatrics, Obstetrics/Gynecology, etc.

In addition to a substantial teaching hospital resource, medical
students require some experience, probably in the fourth year, in
ambulatory clinics. These can be located at some site away from the
primary teaching hospital described above but are a significant com—
ponent of the education of a physician in these times.

Housing for clinical faculty and teaching space may be needed on
the hospital site if school c~d hospital arc not immediately adjacent --
a much to be desired arrangement.

Adequate Supply of Students fo** the Study of Medicine;

An effort should be made early on to determine the population of
college students in Alaska who opt for the study of medicine and who
during the past five years have been applicants ,O medical schools and
additionally, the number of premedical students who have indeed been
admitted to medical studies.

These students may require financial support for the pursuit of an
educational program extended through premedical college days, medical
school and then the residency program subsequent to that.

Scholarly Research Activities:

Every medical school has to develop the capacity for adding to the
body of knowledge and the development of a climate of learning which
would facilitate the development of attitudes of life-long study in the
students enrolled thereii. It would seen *o me that one of the things
which could be done in the near future in anticipation of a rcuical
school would be for the State to Support the dcvcloprent of certain
research activities in the general area of public health. By this, |
mean that gualified persons should be supported in the study of the
special health problem in Alaska. These 1 tssurv* (fron far away)
have to do with some of _.be fundamental areas of (he maintenance of
health such as sewage disposal and water purification for the various
communities as well as prevention of infectious diseases and special
diagnostic and treatment facilities for such problem as alcoholism,
drug abuse and any other special areas where medicine and social bohaticr
come together.

I would suggest that soc* attention be given by appropriate persons
early on to a Study of the use of physician extenders for the delivery
of medical care throughout the Stale." By a physician extendor, | mean
a physician"s assistant, a nurse practitioner, or sore other category
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of health ;.are provider who is not a physician, who would not be given
independent prerogatives of the practice of medicine and who would

always perform under guidance of a licensed physician, or a group of
physicians, preferably. I refer you to the experience of the

Australians in providing some form of supervision, by radio, of

persons trained to deliver a limited amount of medical care in the
"outback"™ cental area of Australia. It is quite possible that some
areas of low population. In remote places in Alaska, may never be able

to attract a physician, full time; thus, other methods should be explored.
(This may be done already.)

During the period of feasibility studies and early development of
a new school of medicine in Alaska, It would appear prudent to continue
relationships with the University of Washington, which has long demon—
strated its Interest in and capacity to aid in development of educational
programs at sites far distant from Seattle.

Accreditation is a public statement which provides assurance to society that
graduates of the accredited school arc achieving reasonable and appropriate
national stand"~ds, assurance to the st<dents that they receive auseful and
valid educationa* experience, to the institutions sponsoring themedical school
that their efforts and expenditures ar» suitably allocated and to the Kconsurc
authorities of the fifty states and five jurisdictions that the graduates of
the medical school are worthy of licensure. The Liaison Committee on Nc”~"cal
Education through its staff. Or. Petersen and myself, are very interested in
your proposals and would wclconc further Inquiry from yru as this consideration
may be continued in the future. Wc should like to know of early comoitrents
for a school, results of feasibility studies, etc., as tiese emerge. Upon
request, wc can provide significan ” consultation on all of the nany 7asks to
be performed.

JRS:Jp

cc: Edward S. Petersen, H.O.
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UNIVERSITY OF ALASKA
February 19* 1982

The Honorable Charles H. Parr
Chai rman* Senate HESS Committee
The Alaska State Senate

Pouch V

Juneau* Alaska 99811

RF.1 Senate Hills 615 and 616 - Ned".cal School
Dear Senator Parr!

The University of Alaska has reviewed the potential impacts
of establithins a modify] school iIn Anchorage and has con-
cluded that although such establishment maw be Justifiable
in tho future* at the present time* it is not.

Uaune Myers* M.D.* Director of the UAHI medical education
P*Oftram on the Failrbanks campus* will present testimony at
the hearing today indicating how medical vducotion* health
research and health care delivery services can bo auyment«d
through tho University over the next ten wear period. He

will also consider the deman* for physicians nationwide and
in Alaska* the high cost of aodical training anJ the trends
nationally in medical school operation. His testimony* sup-
ported 1j a representative from the University of Washington
Medicol School* will 1indicate that it is not in the best in-
terests of the University of Alaska or tho 3totc to consider
establishment of a medical school at this time.

Sincerely*
Oeoree C. West

Vice President for
Academic Affairs

Tt'bHIMMED - CP



University of Alaska
102 Buréll Ruildirg
_ 308 Tanana Drne

January 21, 1982

Senator Charles H. Parr
Pouch V
Juneau, Alaska 99811

Dear Charlie:

Wayne Myers informed me that he will be testifying at your
HESS Committee hearing on February 19 on SB ti# and 616 to
establish a medical school in Anchorage. You m.v know that
the University was asked in a legislative intent ctntement
attached to the FY82 budget to plan to institute a sccorl
year of the medical program currently offered. Wayne prepared
an answer to that statement which became the body of the

text submitted to Jay Hogan 1in December. In case you have

not seen that statement, which Is pertinent to your hearings.

I am enclosing a copy for your information.

By the way. 1 enjoyed listening in on the Interior Delegation
teleconference last Tuesday evening. I was especially pleased
that the Greater Fairbanks Chamber of Comr rcc has taken a
strong position on the University®s budget.

All regards.

GCW:kap

cc: Jay Barton
Sherman Carter

Enclosure



Attachment D

Offering of a second year of nedical school 1in Alaska would be
cxtrencly expensive, and would not now be educationally nor
Neconomically desirable, and Indeed would probably not now evetV be
possible.

Proscntly, the University of Alaska Ls able to offer the first
year of ncdlcal school, the saoc as nay specific, selected
universities 1in the states of Ildaho and Montana, as an Intcgrnl
part of the full progran at the School of Medicine at the
University of Washington. The student,* 1In thin first-year
progran at the University of Alaska arc actually enrolled 1In the
School of Medicine at the University of Washington which
exercises supervision of and tight quality control ove;* this
first year progran offered at the University of Alaska. The
whole approach wan sot up onthe basis of only the first year of
nodical school being offered at selected universities InAlaska,
ldaho and Montana, as acceptable to the University of

Washington. Provisions are aadc for a certain number of second-
year nedical students to *»nter theSchool of Medicine at the
University of Washington. It is not possible for Alaska

unilaterally to nake any change In the present arrangement and

for the Unfversitv of Washington sinply to Start accepting tnird
year, rather that second year nedical Sstudents. There »% n
possibility of thal university doing this M”thOUt PaSSIVE >| Iny e«
In the instructional progran at_ the UﬂlVGfSlty of Arasr.l with
resulting Increases in cast. The change nlght still notperalt
any aore students Iron Alaska to receive nedical degrees froa the
University of Washington.

Tire statenent of legislative Intent regarding the offering of <
second year of nedical school |Ir. Alaska nav have been raised by
thr question, "where do we go Ilron li-re to ptovlde |Increased
nedical education and services forcltlxen* of the stale of
Alaska?" Tills natter Is discus *.edbelow.



The first requirement if the University of Alaska were to attempt
to present the second year of the present four-year progran of
nodical school, would be to develop a curriculun which would nesh
with the last two years of nedical school, in order to prepare
the students adequately and toprovide proper sequencing o _
courses and ensure a smooth transitioninto clinical years. This
would require adopting the curriculun developed bx the faculty of
the University of Washington School of Medicine # ppendix 1),
That would nécessitate an additional 762 hours of teaching,
doubling the anount of tine inthe present progran. Of the 754
hours in tho first year of the present prograo, 615 arc taught by
basic scientists in”the fields of Anatomz, Histology,
Blochealstry, MICfObIO|qu, Physiology, Pathology and the .
Neuroscicnccs. The additional "139 hours in the ‘present first-
ge?r Progr%n are taught nostly by clinicians, nany of then on a
oluntary basis.

The courses tauyght in the fourth, fifth and sixth quarters (the
second ear% of “the Basic Curriculun ot the University of |
Washington School of Medicine, are the types of courses which
relate the basic sciences of nedlcinc to clinical Problens to
Prepare students for the clinical phase taught- In the third and
ourth years. Basic scientists d BarHC| at< in tho teachln% of
these sécond year courses, but the bulk of the naterlal oust ™o
taught by Phy3|C|ans. This would nean that the University of
Alaska would “have to develop full-fledged clinical departnents.

Alanka cannot fron Its current aedlcal school appl
4U-45 students recruit a class large enough to jus
standing eedlcal faculty and ndolnlstritivo struct
would present foraldable, if not irsurmountable pr
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ar pro%ran in Alaska 1is expensive, costing over

$40,000 pér student, and a second-year Frogran would e core

. Tho first-year pro?ran Is defensible n that jt pcrnlts
expansion of tho overall class nlte of the University of
Washington School of Medicine without oajor capital expenditures

Incc 1 was possible to use existing facilities outside

eattle. It exposes students early “1a their earner* to a non-
urban nedical environaunl. It is ‘not clear that doubling that
e%gosure w'uid generate sufficient, additional interest to Justify
the expense.



»t the present tine, the cost to the State >f Alaska for the ten
students enrolled 1in the second year atthe University of
Washington School of Medicine is $243,000, or $24,300 per
student. For reasons stated above this is a cost-effective
arrangement for the State of Alaska, ifit can be shown that a
significant number of students with WAMI exposure choose Alaska
is a practice site.

Students in the University of Washington School of Medicine
system arc exposed to medical practice in Alaska by participating
in two programs supervised by the Alaskan component.

a. Students who are residents of Alaska nay be admitted to the
medical school and take the first year of medicine in
Alaska. Also, each year there arc pr few students from non-
Alaska WAMI states who select to cone to Alaska for the
first year of medical school. Some of these students
consider the possibility of returning to Alaska to practice.

b.  Alaska WAMI has four community clinical units for fourth-
ear. nodical students, Two of these units arc in Family
edicine, one in Ketchikan and the other in Anchorage.
Anchorage has the other two units, one in Obstetrics and
Cynecology and the other in Psychjatry. _ Students Hnd
residentS” rotate through these “units.” Through the 1980-Bl
academic year 221 students and twenty-five residents had
participated in the teaching in thesé clinical units.

The University of Alaska is Just beglnmnq to accumulate data

reg rdlng the’ question of how manY Students who wore exposed to
the Alaska WAMI experience are returning to Alaska to set up
practice. . The WAMI opt tlon is in its eleventh year. Since tho
usual medical curriculum of four years is followed by a residency
Program of throo to four years théro Is a long delay before
ormer students are fully qualified to practice. Since 1971,
thirty-four Individuals ‘who have participated In a WAMI _
experience have chosen to practice in Alaska. In_the first nine
months of 19HI, fifty-nine persons wore granted licenses to
practice medicine in Alaska, Kins of those physicians had |
graduated from the University of Washington School of Medicine
and had been exposed to the WAMI Progran during their training.

This preliminary data indicates that the Present pro%ram IS
effective in attracting. young physicians to Alaska through
exposure to WAMI supervised ro%rams. The costs of mounting a
second-year program would soon Yo outweigh thu benefits, .
particularly since the present urrangonont s effective in
achieving tho initial goals of the WAMH progran,



However, this docs raise the question of what additional cost-
effective activities might be initiated and supervised by WAMI to
improve the quality of health care delivery 1in Alaska, Jone
possibilities of which are as follows:

a.

The class size could be expanded. Alaska, with 3.5 medical
school entrants per 100,000 population per year, now ranks
49th among the 50 states 1in student access to nedical
education. The quality of the present pool of forty-five
applicants for ten positions would allow for the admission
of an additional three to five students. These students
could be accommodated without additional cost for faculty or
facilities. They would have to be supported by the state
while finishing their medical studies 1in Seattle. The
present cost to the state of such an increase would be
$22,000 per year per student

The number of fourth-year clinical units could be
increased. It would be feasible to develop Pediatric and
Internal medicine units, thus increasing exposure of
students and/or residents 1in these primary care teaching
units. The cost at present would he approximately $60,000
per unit.

It would be possible to develop an affiliated Family
Medicine Residency in collaboration with an established and
accredited rcslduncy program "outside." . The residents would
sp nd one year in Alaska and two years in the affiliated
LLTpe  TKED 2edfeeft 5 Juogofelaslore 0o A R
and residents. Under the present scheme, contact is lost
with former students during their three to four year
residency training period.” The change arrangement would
afford the opportunity for a United number of students to
complete their training In Alaska, maximizing the
probability that they would establish practiCe here. Alaska
In the only state with no such postgriduatc medical
education ?rograny_ Accreditation requirements Incluue a
cohort of four residents. The estimated cost remains to he
determined. The total cost would be approximately $50,000
per student per year hut some of those costs arc usually
offset by patienf care revenues

jeen li

There 1S a need to accoiae .ate t udontu from rural Alaska
who would like to enter tho health profession as nurses,
ﬁhyS|C|ans physician assistants, or in one of tho allied
ealth fields. ~ There are excellent o?portun|t|es for health
professionals in rural Alaska. Therefore these individuals



upon graduation could return to their home region. A
proposal has been developed for a "bridge program" tailored
to meet the needs of students from the bush so they would
succeed 1in the science-oriented university studies necessary
for the health professions. This program would mesh with
the support services for students from the bush and
interrelate with the University of Alaska Native Program.
Estimated costs for this two-semester unit would be $11,000
per student, or $110,000 for a pilot group of ten students.

There are projected needs for physician assistance prepared
to practice in rural Alaska. There will be an eitinatcd
forty-five positions for physician assistants or nurse
practitioners working for the native health corporations in
subregional health centers or as teachers of community
health aides. In addition there are about thirty positions
for these types of practitioners in remote sites with
supervision by private pracrftLoners or the Indian Health
Service. Students 1Indlgcnoi to Alaska from the above—
described "bridge program™ would be 1ideal candidates for an
affiliated physician assistant program partially taught 1in
Alaska with the curriculum modified to prepare graduates for

practice 1in a bush setting. This program could be developed
in conjunction with other WAMI activities and would
accommodate up to five students per year. The estimated

cort would be $20,000 per student per year.



THE BASIC CURRICULUM
First Quarter (Autumn) Hours Credits

Introduction to Medicine and the Curriculum Orientation

HUBIO 510 P-Anatony (MICrOSCOPIC) cuurun e cae e aeecaeceeaceeaaaaaaaaaanaann an 3

HUBTO 511 P-Anatomy (Gl 0SS ) crmum it oae o aeaae e caeaaaaaaaaeeaaaaaeaaanaanaaennn 87 5

HUBIO 512 P-Mechanisms in Phy ST ol ogY cccmmrimiie e ceeeecaaaaaans 54 6

HUBIO 513 P-Introduction to Clinical Medicine ... . ... iiiiiiiiiiaaanan 16 ?

HUBIO 514 P-Molocular and Cellular Biology | ..o .. iiiiiiiii i 12 1

HUBIO 515 P-The Ages OF M a N oot o e et e e ceeaceecaacaaaaananan 4
258 1

Second Quarter (Winter)

HUBIO 520 P-Cell and Tissue Response tolnj yV  ooomiiiii i iieiiaaanann- 70

HUBIO 521 P-Natural History oflnfectiousDisease and

(O 1= T o =N o U ¢ 72 7

HUBIO 522 P-Introduction to Clinical Medicine........................ . 35 2

HUBIO 523 P-System of Human Behavior | ... . iiiiii i caaaanaan 30 3

HUBIO 524 P-Molecular and Cellular Biology 1l ... ... ... ... 39 4
246 23

Third Quarter (Spring)

HUBIO 530 P-EpPidCmiol 00y cumm ettt et e e e e e e e e e e e ee e eeeeeean s 20 ?

HUBIO 531 P-Head, Neck, Ear, Nose and Throat ..o e 66 5.5

HUBTO 532 P-NCIVOUS S ¥ S T M tuu et e e e e e e e e e e e e e e e e e e e ee e eeeeane 79 8

HUBIO 534 P-ENdOCKINE S Y S T @M tur ittt o e e et e e e caecceeaaacaaaaanaaanae cannn 3.5

HUBIO 535 P-Introduction to Clinical Medicine ... . ... iiiiiiiiiiiaaas ou 3

HUBIO 536 P-Molccular and Cellular Biology 1 I 1 ... . i 19 2
250 24

Fourth Quarter (Autumn)

HUBIO 540 P-Cardiovasculnr Respiratory SysStem..ocueoueieraneaunaannannn- 116 10

HUBIO 541 P-SKIN Sy ST @M ottt et et e e e aeceeaaaeaaaaaeeaaaaaanaaannn 24 2

HUBIO 542 F-Introduction to Clinical Medicine ... ... . ... .o ..., 72 6

HUBIO 543 P-Principlea of Pharmacology | oo c e eceeaae e ,
252 21.5

Fifth Quarter (Winter)

I1IUBLO 550 P-Introduction to Clinical Medicine .. ... ... .o ... 36 ,

HUBIO 551 P-Gnstro-Intcetlnal System .. iiiiiiiir i e c e aaaaanns 60 6

HUBIO 552 P-Koproductivo BiologYy i iieeeeaeeaaans 42 5

HUBIO 553 P-Muuculoskolctnl System............ 60 5

HUBTO 554 P - C N C T 0 S tmm et et e e et e e e et e e e e e e e e d e e eea e caaaceeaae maan -

HUBIO 554 P-Hcdicine, Health and SoOCH @t Y curoiirir e e ceeecaae cans
260

Sixth Quarter (Spring)

HUBIO 560 P-Introduction to Clinical Medicine ... .. ... . iiioiiiioi... 85

HUBIO 561  P-llemalolOgy cumom s e e et et e e eecaecaaaaeaaaaaanaaann o

HUBIO 562 P-Urinary Sy ST em cuioirmr i i e caeecanaaaaann 60

HUBIO 563 P-System of Hunan Behavior I 1 ... .. iiiiiii i caaaaanean 3

HUBIO 564 P-Pharmucolgoy Il e eeceeccenaaaane an 3.5
250 22.5

Total Credits 136



MEDICAL EDUCATION NEEDS

Baali. Questions

The question of whether Alaska should establish amedica 3chool
can be addressed 1in two ways:

a) Should we move directly and immediately?

b) Should we begin laying the groundwork now, setting up a

system of immediately needed health personnel training and
research programs whicli can at the appropriate time become
components of medical school?

Physician Supply

Alaska now ranks appro*/ imntely 40th in the nation in physicians per
capita. These national comparisons omit federal physicians which are
relatively numerous in Alaska. Hence we probably rank in the 393 nationally.
The relative youth of Alaska®s population and the extensive use of
physician extenders, such as village health aides, lets our physiclan
supply take care of more people than would physicians in a state with «
more elderly population and no physician extenders.

Substantial numbers of physicians are migrating to Alaska. In the
first 9 months of 1980, 58 M.D.s took out new Alaska licenses, for an
annual in-mlgratlon rate of 70-80 per year. We do not have out-migration
figures since many doctors ioa.d the state after 2-3 years of military
or PHS duty but keep their Alaska 1llLenses in force.
future Physician Needs

Dri». Chase and Rosenblatt of the Unlveruity of Washington have tscd
two different methods to project tin imher of family physicians, general

internihtu and pediatricians whicli will be required In the WAMI states



in the next 20 years. One approach, "demand/utilization"” assumes that
people will use medical care as they currently use it in regions which
are well supplied with doctors. The "needs"™ approach estimates the
number of physicians which would be required to provide as much care as
the medical profession feela should be provided.

Both approaches suggest Alaska needs more primary care physicians;
right now at least 100 more family physicians, 20-30 more general internists
and 20-40 more pediatricians. A similar increment should be added over
the coming 20 years.

Nationally n surplus of physicians is expected to develop in the
coming decade. Unfortunately the surplus will be In the specialty areas
which are already overaupplled. The primary care specialties will be
marginally supplied.

These factors suggest that a family medicine specialty training
program should be developed In Alaska in tho very near future.

Access to Med leal Kducation

In 1980, 16 Alaska residents entered medical school. The WAMI
Prograo accepted 10; other state medical schools accepted 2, and 4
entered private medical schools. Last year these 16 successful applicants
were chosen from 45 candidates. Alaska ranks 50th in the nation in thu
number of state residents entering medical School per 100,000 population,
and approximately 36th In the number entering per 1,000 baccalaureate
degrees earned each year.

These modest figures represent a mark d increase since the late 60s
when Alaska wan generating only 2-3 applicants per year. Major factors
have been the WAMI Program which made admission to medical school a

realistic aspiration for Alaukans by providing 10 openings per year



reserved for Alaskans, and the general improvement In higher education
opp irtunities for Alaskans.

Nationally the number of first year medical school openings has
increased from 9,700 to 17,200 in the past 15 years ? i 19 new shcools
opened and most existing schools expanded their classes.

The number of medical school applicants nationally peaked in 1974
at 42,600 with a success ratio of 1:2.8. In 1980, 36,000 applicants had
a success ratio of 1:2.1. This decline in the number of applicants has
not taken pi ice in Washington. Alaska. Montana or Ildaho where the number

of applicants continues to climb.

Feasibility of an Alaskan Medical School

Medical schools require a large number of faculty to adequately
cover the required curricular breadth. National experience sugé;sts
that 40 entering students per year is the bare minimum for a cost-
effective operation. Of 126 U.S. medical schools only six are this
small and at least three of these are In an early growth phase. For
Alaska to admit 40 students per year from its present population of
400,000 we would have to accept 10 students per 100,000 population per
year. This figure is exceeded by only four states; New York, Nebraska
and North end South Dakota. Hawaii, Kansas ant* Maryland approach thin
figure with 9-10 per 100,000 per year.

Ir wc aspire to give Alaskan applicants the national average chance
of admission to medical school of approxImately 1:2, the number of
Alaskan applicants would have to double t fill a class of 40 students.

Last year approximately 1,100 Alaskans earned baccalaureate degrees,

(two-thirds of them "outside®") or 2.75 degrees per 1,000 population.



This figure is far below the national average of 4 per 1,000 but it is
increasing very rapidly at about 15% per year. It will probably surpass
the national average because an unusually large proportion of Alaskans
are of college age. (Alaikans®™ median age is 22 years vert s the national
median 28 years).

If the current growth in the number of Alaskan residents earning
bachelor®s degrees is sustained, we might be able to justify a medical
school of minimal size in as little as six years. If a portion of this
growth is a "post-pipeline”™ transient phenomenon, more modest educational
growth should bring us to this point within 10 years.

The planning and development of a medical school in a site without
an existing teaching hospital typically has taken seven years. Ten
year- is not unusual, and is probably a realistic figure for Alaska
given our current reliance on "outside"™ centers for highly specialized
care.

Nedical School Finances

1 have asked Dr. James Schofield, Director of the Department of
Institutional Development of the Association of American Medical Colleges
to send financial information directly to Sentor Parr.

In general terms, capital instruction costs of recently developed
schools have ranged from 30 to 100 million dollars depending on whether
construction of a new teaching hospital was required.

In FY19/9 the median operating cost of the U.S. medcal schools was
$43,000,000. The median level of state support was $10.i million but
the averaging process included private schools, some of dtich receive
little state support. Furthermore, In this period of conttact lug federal

participation, this figure 1lh expected to rise.



EXISTING MEDICAL EDUCATION RESOURCES IN ALASKA

Preclinical Education

The WAMT Program teaches the first year of medical school in Fairbanks
to approximately 12 students per year, with the equivalent of 6 full
time faculty positions divided among 18 individuals.

Clinical Education

WAMI Community Clinical Units in Anchorage teach family medicine,
psychiatry, and obstetrics and gynecology. Each unit is staffed by
local physicians and trains students per six week blocks of instruction.
Postgraduate Education

There are currently no organized internships or residency training
programs in Alaska. We are the only state lacking such programs.
Research

The WAMI Program in Fairbanks and the UAF Division of Life Sciences
conduct a modest research program concentrating on environmental hazards
(cold, air pollution, asbestos, protazoan diseases) and on health service
delivery studies. Total health research budget is approximately $300,000.

The UAA School of Nursing, Center for Alcohol and Addiction Studies,
and Departments of Biology and Chemistry conduct research in a variety
of fields including hypothermia, traditional F.skimo healing practices,
basic nerve physiology and microbiology.

The strongest and best established biomedical research unit in
Alaska is the U.S. Center for Disease Control Field Station in Anchorage.
This sti.il1 (6 member) unit is international*/ recognized particularly
for its work on hepatitis and cancer among Alaskan Natives. President

Reagan®s budget proposals include, in various drafts, profound budget



cuts (35-57%) for CEC These cuts will probably mean closure of the
Alaskan operation. Thi.; is most regrettable. The CDC now serves an
important function in guiding public health efforts in Alaska and would
be a major building block in assembling an academic medical education/
public health unit in Alaska.

Teaching Hospitals

Providence Hospital in Anchorage is the largest hospital in the
State and 1is a major potential resource. The medical staff in 1978
voted to continue to permit WAMI medical students to be tr ined there.
The staff, however, defeated a motion to explore the feasibility of
establishing residency training.

The Alaska Hospital and Medical Center .pressed serious interest
in both undergraduate and graduate medical education in 1977.

The Alaska Native Medical Center has several teaching programs 1In
collaboration with other schools and has expressed interest in expanding
this role.

Fairbanks Memorial Hospital and its medical staff have been extremely

supportive of the WAMI Program and 1its students.



RECOMMENDATIONS

The feasibility of establishing a medical school in Alaska should
be studied in detail with a projected date of opening of 1991.

Such a study would cost approxiamtely $100,000.

A Family Medicine residency training program should be established
in Alaska with an opening date of July 1984. Initial operating
custt would coui- to approximately $700,000 per year rising to
$1,000,000 per year when the program was full at three years.
Remodelling costs for a required family medicine practice center
would approximate $600,000. A major portion of the operating
budget is traditionally recoverable from participating hospital
revenues and from f.mily practice center patient reven>es. *Eventually
tliis program-generated revenue might total one half the operating
budget. These levels of support, however, take four to five years
to develop.

The present fourth year medical school offerings in Anchorage
should be expanded to an entire year"s curriculum with a targeted
opening date of July, 1983. This can be accomplished w thout new
construction will, an operating budget of approximately $250,000 per
year.

Negotiations should bn opened with the University of Washington to
increase tin? number of Alaskans admitted to the WAMI Program with a
target of 13 slots in September 1983. Rcremental cost would be
approximately $10,000 in FY84, $80,000 In 1785, $140,000 in FY86,
$200,000 1in FY87 and thereafter.

The University"s health research b.l»e should be strengthened. An



An Initial seep would be the adoption of the U.S. Center for Disease
Control laboratory In Anchorage. This would coat approximately
$600,000 per year.

Finally, the development of a medical aCbool should not be permitted
to eclipse the need for more rodeet health personnel training and
research needs outlined In previously submitted materials.
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Planning for Graduate Medical
Education, An Institutional Effort

byJohn0 Chase. MD . andRogotA Rosenbutt MO
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Tho previous paper hat doscribed lho methodologi-
cal tools availabto to Ihn health manpowor planner. Tho
crux of tho issuo revolves around the determination of
the number and type of health professionals needed to
cara for a population of known size and demographic
composition. This issue itself has two major compo-
nents: first determining the number o f* ncounters with
the health care profession that will, or should, be gener-
ated by the population under discussion. and then par-
titioning these encounters among the wide _varlet)( of
health professionals who minister to tho puidic. often
profetring services that overlap. Doth coinpt rents of
thisconundrum require that value judgements 10 made,
and It is essential that these value judgements b< made
explicit in order to evaluate the recommendations that
emergp.

However, as muddy as the problem may appear to
those familiar w>*h the more precise biomedical world.
It it both .he res;>onsibilily and_,onvnege of the medial
school to delt'P into these perilous waters. To abstain
(tom attempts to determine and influenre the future
medical manpower of the region wr Serve it to accrpt as
correct the highly arbitrary interplay of extrrnal forces
lhal determines the distribution of specially training
opportunities In our facilities. Our clinical and educa-
tional facilities are limited, and it only makes sense In
harness the efforts of our diverse and decentrallred fac-
ulty and ilinkal institutions to train phfsmans who
are Kails iatable and willing to fill Itoe real needs of the
people the> terse Moremrr. national policy is moving
raﬁml towards Iw reared central control over the pro
dik I[I'Mzof various physician sjteclalistt. both through
Inducements lu provide training slots and by attempt-
ing. with less su'irtt. to thang* the rewaul system rn
raﬁlv_ulal_esl in lire mechanism of third part) reimburse
merit [tisl as WAMI has demonstrated the ahilitv ut thi1
medical u hntl In (irate 4 drsentialiird re%mnal sys-
tem of medical edosalM>n, lhe schoal should grapple
wilh the ildftt ull but trap*alanl task of helplngi lo deter
mitre into whit h tte» tallies our students will fknv at
they somplrte &KMtgraduaIr Iraiuingand enter [Moctn r

In light of these consld-Mafkms. fSean Kotirrt I. Van
tatters epixiinlrd a (eroduole Medkal education Ads|
wMy (aMitnollew to examine the issue of irtidrtu y train
Ing in llie WAMI area and lo make Ireurninrodalions as
to Jattttlde shaiige* in tlir restdensy mia. aflrr delrfe

lining as Ini as piulbk’' the future nm 1 for pfiytl
suns tn the WAMI am* This \u]e«_draws_ui)ur_l roily
work end presents tome of the siolitlical inlntiMIxm
Lions *bw<h The esrnlual lexunursersdatsunt will he
rawn
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The numles of nnein o Wleads e m lvrl tlo
denis has espand«| tapully in [h* Last (wo desodes. I
pim I1i iu slarienl [>snilsoos is now being leiVsled in a
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?rowing number of praclicing physicians, both in abso-
ute numbers and numbers relative to Ihe population
they serve. From 1963 to 1976, Ihe number of licensed
physicians In the United States expanded from 276.000
10 409.446; during this period, the University of Wash-
ington doubled its class size, largely through the cre-
ation In 1969 of the WAMI Program in regionalized
medical education. Available residency ﬁpsmons have
grown apace, and the University of Washington Affili-
ated residency positions havo own from 140 in 1960
to 500 at present. _

_ Tho most Pror]ounced_ growth has occurred in the
disciplines of family medicine, internal medicine and
pediatrics, Ihe so-called primary care specialties. As
depicted In Figure 1, all the specialties have shown
some growth during the decade from 1968 to 1978. but
primary care residency slots have more than doubled.
This growth pattern can ba attributed to the creation of
tho discipline of family medicine and increasing em-
phasis Ingeneral medicine and pediatrics—a deliberate
societal and professional response to the widespread
ﬁerceptlon that many people lacked access lo personal

ealth care in an eraof growing suhspeciallzation.

Although this incrrate in the availability of pri-
mary care residency opportunities demonstrates the
responsiveness of the School of Medicine to needs arti-
culaied both by tho public and by Ihe profession, it is
difficult lo determine Ihe extent lo which these modifi-
cations have been successful in meeting Ihe needs of
the region Moreover, no yardstick exists for detrrinln
log further changes The purpose of this paper is lo at-
tempt to estima’e future requirements fur the primary
ph?/sman specialties, and compare these estimates
*ills lire current supply of physicians by spet salty tn
r>hof IhnWAMI states

TR e



Tho Advisory Commillco formulated a set of as-

sumptions in order to make tho scope of the problem
manageable. Although the assumptions arc of them-
selves controversial, they at least allow one to proceed.
Tho most significant assumptions were: (1) The fee-for-
service system will continue to be the major vehicle by
which pcoplo obtain medical care: (2) The use of physi-
cian extenders and physician surrogates will not have a
major impact on tho numbor of physicians required; (3)
Although major technological changes may cither in-
crease or dccreaso tho public's demands for physicians,
such factors will be Ignored for tho purposes of this
study; (4) In addition to tho commitment of the School
of Medicine toassure an adequate supply and appropri-
ate mix of physicians for the WAMI population, the
school also has an obligation to provide adequate
graduate training opportunities for local students gnu.
ualing from our medical school. In actuality, although
these assumptions may themselves bo arguable, they
had relatively little impact on tho process of comparing
needsand supply which is described below. N

Health manpower planning |i exquisitely sensitive
to the data sources used. There is no shorlage of data
available to project both the suPpIy and demand sides
of the manpower equation; u (ortunate(ljy_, lhe sources
of data ore multiple and at times contradictory, a clear
indication of Ihn %eneral theoretical murkiness with
which the field is afflicted. However, in order to under-
stand the figures presented lirro. It is necessary to have
at least @ passing acquaintance* with the data sources
themselves. _ _

Data on imputation are provided most ac untely
*y Ihe decennial census—current lawsuits i itwllh-
standing Since lhe 1980 census d*la are not ava lablent
lhe lime of this writing, we h  *used the most recent
population projections generated either hy the states
themselves or hy the Census lluieau. The Fopulatlon of
the WAMI area is growing rapidly, chiefly because of
the iriflus ol people into the state of Washington Figure
2 graphically depicts the population projections (or
each ol the WAMI stairs

Physician population has also grown, and grown
more rapidly in lire WAM] states than the popuhitlun
itself, this Is reflected in Figure 3 which presents the
impiilation-lu physician ratio lor each ol Ihe slates and
lor lire«ountry asa whole. The source of tho data is the
American Medical Assoiiatinri. which despite a huilt-
in r[NMting lag. has probably the best esisling data sys-
tem for tracking physician supply It should be tinted
that the hgutrs esi hole ledrral physicians but include
physic ians In training.since. In 'i77,12 bprtcrnt of all
non ledrral physic ians in Washington tsrre In training
In addition, since many ol these training (imltlons wrte
liratrd relatively in roily. the rapid fall In the pcipula
Icon to physic ian ratio In Washington Is somewhat
osrestated All ol lire WAMI stairs hive fewer physi-
Iians |ier thousand (copulation than dors lire nation as a
ssbole Washington ranks 14th among lhe stales hy
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population-to -physician ratio, while Alaska, Montana,
and Idaho are 461h, 38th, and 48th respectively.

Table 1 presents the distribution of physicians by
specialty in the WAM|I states with respect to the popu-
lations they serve and compares theso figures to those
prevailing in the nation as a whole. The Figures for
Washington closely resemble tho national figures: 39
percent of the physicians are jn the three major primary
care disciplines, with th" majority of physicians in nar-
rower medical, surgicr. or ancillary subspecialtics. The
pattern is similar for eu~h of the other states, except that
tho aggregate supply of physicians rolative to popula-
tion is significantly smaller.

It is clear from theso figures that the medical profes-
sion in the United States consists predominantly of
non-primary care specialists and of subspecialists. This
finding ir particularly striking when one considers the
recent trends in the supply of the major primary care
disciplines. Tho number of general and family practi-
tioners has fallen from 30 percent of all physicians in
1980 to 15 percent in 1977 during a period where total
numbers of physicians increased rapidly, a trend re-
flected in tho statistics for tho Northwest. During this
same period, there has been an appreciable increase in
both the number of general internists and pediatricians
with respect to the population, although not sufficient
to balance the overall total loss of primary care physi-
cians available to the public. Given a national goal that
50 percent of ull graduating physicians will enter the

primary caro disciplines of family medicine, general in-

ternal medicine, and pediatries, the available statistics
would indicate that in the country at large—and in tho
WAMI states in particular—we are short of tho goal. In
addition, we must take into consideration the age of
those physicians currently in practice. Today's active
general and family practitioners aro for the most part
members of an aging cohort of physicians who began

practice in the 1(140s. The average ago of family physi-
cians in the WAM | area is about 53 years, and a substan-

tial number of those currently practicing will he lost to
death or retirement over tho next decade. In the same
area, the average age of internists and pediatricians is
47.

D e term ining | he F uture N eeds F ur

Pohoy s ician s tit the W A M A roe a

While our data as to the current supply of physi-

cians are ijuito adequate, our tools for projecting and

quantifying the need for different categories of physi-

cians are quite imprecise. Data sources are plentiful, hut
the interpretation of those data sources is extremely
sensitive to the assumptions made about how medical
tare is provided. We can ascertain with some precision
the number of people in the population who will have
myocardial infarctions during the coming year; we have

U>vC» v 0l wiVmQtni Mrotvia VtvumnO Nunt«f |
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Non-Federal Physicians in Direct Patient Care

Table 1

MDs/100,000 Population/1977

All Primary Care
GP/FP

Internal Medicine
Pediatric*

TOTAL

Surgical Specialties
General Surgery
OB/Gyn
Neurosurgery
Ophthalmology
Orthopedics
Otolaryngology
Plastic Surgory
Colon/Rectal
Thoracic Sugery
Urology

TOTAL

Medical Specialties
Dermato'ogy

Ped Al and Card
Cardiovascular

All other lot Med Subspec
Neurology

Psychiatry

Phys/Rctu,j& Other
TOIAl

Ancillary
Anoslhcvotogy
Pathology
Rad-oiogy
TOIAL

Ayx/a/sn 19// US.PW.S00.000.Wjsluxj'on. 3.52/000.

Washington Alaska Montana Idaho U.S.

319
195
82

596

120
92
16
55
66
2.9
12
02
07
34

433

22
03
27
26
1B
too
90

292

19
44
76

201

2.7
129
62

458

82
6.7
08
39
1.0
2*
08
00

02"

iy
321

00
00
06
20
11
S3
G5

155

25
26
42

9?

294
5
56

415

106
66
12
46
5.
23
07
00
05
32

358

19
03
15
16
09
41
35

138

49
36
69

154

AlMkx Jtt.m . Atonr.m 754.(00. Idjho. Bit 300

315
94
45

454

91
61
08
46
53
16
08
00
04
29

316

13
01
18
12
to
29
37

120

28
25

110

241
241
96

578

137
too
13
5.1
53
2.5
11
03
09
31

433

21

27
35
t7
106
18

288
58

13
175



much more difficulty determining what kind of physi-
cians should take care of them or what proportion of the
physician's time will be spent in this endeavor. Yet
when reduced to its element, that is the problem that
we must deal with if we are to make any meaningful
projection about manpower needs.

The simplest way to determine the future need for
physicians is to derive a population-to-physician ratio
for each specialty discipline and apply this ratio to the
projected total population for tho time period in ques-
tion. There are several sources for such a ratio. One of
the most used is that developed by Medical Economics
and published in that magazine in 1973. These stan-
dards are professionally derived, a numerical con-
sensus among health providers stating what the optimal
level of physician supply should bo to assure optimal
health care. The advantage of this approach is its rela-
tive simplicity; once consensus has been hammered out
among the participants, projecting future supply is
quite straightforward. The disadvantage of the p-
proach is that it tends to enshrine current patterns of
care delivery since the professionals involved in tho ef-
fort tend to start from a base of theirown world outlook
and experience. One can also question whether health
professionals themselves are sufficiently dispassionate
about the future of their respective disciplines to pro-
duce numbers based on logic rather than emotion or
self-interest. Participating in such exercises helps phy-
sicians statu explicitly their expectations about how
health care should be provided but offers us relatively
little in tho way of assistance in the determination of
actual future need for physicians'services The recently
released estimates made by the Graduate Medical lain
cation National Advisory Council (GMENAC) user! a
modification tn ‘his approach. Their "adjusted needs
model" used a population-based estimate of medical
need, submitted to professional review and judgement
at several stops In the process.

T h v D em and /U tilization M o du

In our pluralistic medical system—a sometimes
bewildering hybrid of private fee-for-service medicine,
numerous third-party insurers, and overlapping fed-
eral, state, and local agencies It is useful lo look at
what care people seek as an index to what care should
tie provided. Two basic data sources indicate which
physician's services people actually use. The first is the
National Ambulatory Medical Gare Survey (NAMGS),
an actual random sampling of what bapp us in the of
fices of private practice, fee-for-servico physicians.
NAMCS provides information on Ihe demographic
breakdown of patients seeking medical care, the
ilinesses prompting patient visits, as well as tire work-
load artd productivity of various types of physicians. It
is only a partial picture, however, because it Ignores
hospital practice and does not account for the leaching.
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administrative, and research activities of physicians. It
also excludes tho increasingly large number of physi-
cians working in organized settings such as health
maintenance organizations, public institutions, or oc-
cupational clinics. Extrapolating from the NAMCS data
alone seriously understates the numbor of physicians
needed to fulfill their multiple societa roles.

The second major national source of data about
health care utilization comes from the Health Interview
Survey (HIS). HIS collects its information from a ran-
dom sample of the population—not only that segment
of tha population that uses physicians—and thus pro-
vides a much more accurate reflection of tho actual ill-
ness experience of the population, as well as another
method of gauging tho utilization of health snrvicos. it is
likely to be a better reflection of the actual utilization of
heohh services—since it collects information from pa-
tients who use physicians who work in all kinds of set-
tings—and gives us some way to begin to assess the de-
gree of unmet need. Information from tho HIS survey
Indicates that 15 percent of nil  tosses deemed to he
medically serioe by the rosponu nt are novnr treated;
50 percentofnil  nesses never result in physician con-
sultation. It is i .portant to recognize that segments nf
our population do not receivu adequate medical care
because of a variety of harriers including poverty, cul-
tural disparities, nud an inadequate supply of physi-
cians in some rural and inner-city locations. Although
increasing the aggregate supply of physicians will not
of itself eliminate these harriers, projections of the num-
ber and types of physicians who should he produced
ought to take account of these unmet needs.

Some very interesting information about tho rela
live productivity of different types of physicians i unos
from comparing llut utilization data gleaned from the
iInallli Interview Survey with tho actual relative supply
of physicians. Although general and family phy* chins
had dwindled to 15 percent of physicians hy I'i 7, the
Health Interview Survey showed that 51 pcreer of all
physician visits in that year were tn physicians identi-
fied by the respondent as G.IVE.I",; in contrast, general
internists, whose numbers have been growing slowly
over the last two decades and who now nationally com-
prise I-I percent of all physicians, accounted for only 11
percent of patient visits However, it is not at all certain
that patients can make a clear cut ami accurate identifi
cation of their physician's specially using identical
terms. It is also noted that the data indicate a higher rate
of hospital visits fm Ihe internists, and a greater fre-
quency of care of Ihe critically ill These observations
may in partexplain this apparent wide variation in pro-
ductivity. llut it is very cle ir tli.it the fiscal and numeri-
cal consequences of manpower planning will he highly
dependent on whether tamily physicians or general in-
ternists assi mu Ihe majority of care for adult patients.
Parenthetically, pediatricians represent about five per-
cent of ell physicians and deliver about ten percent of



all patient visits. Table 2 adapts the HIS utilization
data to the WAMI states and projects the number of
physicians needed in the threo major primary care cate-
gories for 1980, 1990, and 2000, using our best current

data on population trends and adjusting tho require-

ment to reflect needed time for hospital visits, practice
management and other non-direct patient care require-
ments of practice. n" e technique used to calculate the
number of pf, .dans needed is relatively straightfor-
ward. The population is broken down into segmonts by
age and sex; for each demographic "slice," the numbor

Estimated Requirements for Primary Caro

Table 2

Physicians for the WAMI Stales
Using n Domand/Utilization Approach
(Oased on tho Health Interview Survey)

General/

Family —~ General o

Physicians Internists Pediatricians
WASHINGTON
toeo T 2.038 816 179
1990 2.426 984 220
2000 2,700 1124 248
‘Cerront Supply (19/0) 1,043 535 248
AtASKA
1980 207 Y 35
1990 243 90 41
2000 215 104 41
'Current Supply (1978) 102 37 23
MONTANA
1980 419 168 63
1990 476 196 64
2000 529 224 65
‘Cuirent Supply (I'j/fl) 225 96 44
IDAHO
1980 414 187 75
(990 581 222 84
2000 839 215 97
"Current Supply (1978) 255 T4 35

"Fttfi/icx inchnlo onty office /vxthosf*U> bwuxtphysICiAns

O n*"ffy (ViV,ivC*A\jsn
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of visits peryear to each kind of physician is calculated
from the survey data. Since we know the population
pyramid for the WAMI states, wo can sum up the ex-
pected utilization for r h of tho specialties and then
divide tho figure by t.w respective productivity of each
kind of physician, i.e., the number of a -fual patien* vis-
its seen per year for each specia'ty. » .e result gives us
the number of physicians needed to care for our grow-
ing population in the future, based on current patterns
of utilization by patients and tho maintenance of tho
statej quo in the way medical services are delivered.

The data give us somo insight into where the major
disparities oxist between tho current supply of physi-
cians and that which is needed to take care of patient
loads given tho current level and pattern of patient dc-
mund for physician services. Thern is a continuing and
sizoablo deficiency of primary care physicians who are
occupied in direct patient care in all four states, with
the exception of podiatricians in tho state of Washing-
ton. Using this method as applied to the four-state area,
we should almost double the number of general and
family physicians and gcnornl internists, ond have half
again the number of pediatricians.

It is important to note that these numbers are very
sensitive to the data source used; Using data from the
National Ambulatory Medical Care Survey gives much
lower numbers in all categories for the number of physi-
cians required. However, wc consider that the Health
Interview Survey data, which recognize the existence of
sites of practice beyond private offices, reflect much
more completely and accurately the actual behavior of
tho entire population. Thus we fnv.rr using this data in
calculating physician need hiis* d on current patterns of
utilization

The major flaw lo the demand approach to man-
power planning is di.it it perpetuates past solutions to
lhe problems of medical care delivery. It does not de-
scribe an Idealor even necessarily ndesireablo model. If
large segments of the population turruotly do not re-
ceive care because of till inadequate supply of the spe-
cific physician specialty, these inequities will persist it
we use [he demand model.

Hstahlisbing norma for medical care is n difficult
proposition, however. Ilow much medical care do peo-
ﬁle need/ Which health services make a difference Il

elping people achieve ail optimal state of well being?
And once we liuvu determined that ideal level of ser-
vices, who should deliver them? These are very impor-
tant questions, and it is both appropriate end essential
that we ask them. However, unlike lhe more pristine
world ol the physical sciences, there are no preordained
physical constants waiting to he discovered. Health ser-
vices research, iib a field of quantitative scholaily en-



deavor, is much too primitive a science tc “ive unequi-
vocal results to theso fundamental questions.
Ultimately, our opinions and our values will determine
the framewor' in which these questions are asked and
answered.

As part of this attempt to project the need for physi-
cians, ameasure was developed which has heen termed
"treated health needs.” This method allows us to com-
bine the most useful elements of tho NAMCS and the
HIS data hases. From NAMCS. we are able to determino
what physicians usually do for a particularillness, e.g.,
how many times the patient is seen in fhe office setting.
From the HIS survey, we have n fairly nccurato ideo of
the distribution of illnesses and complaints-in the gen-
eral population. By melding theso two data sources, wc
arc able to determine the number of physician visits
that would bn generated if people sought medical atten-
tion for all conditions which usually result in physician
consultation. By allocating these visits nmong the three
major primary care specialties according to their cur-
rent market shares and dividing by their relative pro-
ductivity, one c. n dorive an estimate of the number of
physicians “needed" to adequately nttond to the full
range of illnesses reported by the gonenl population.
Theso figures for tho WAMI states nru presented in
Table 3.

It is evident that detcnnining optimal physician
supply based on some estimate of "need' produces
much higher figures than projecting numbers based on
current level of utilization. A certain amount of skepti-
cism is more likely in order. Although there ure un-
doubtedly segments of the population who would he
bolter off If they went to physicians more frequently,
there prohahly are other segments of the population
who would benefit from a little more distance from the
medical establishment. Perhaps of more significance to
the School of Medicine is that at this moment it is really
immaterial which method is used if the point of the ex-
ercise is to determine which categories are deficient and
which are in surplus. Although the ratios vary, the con-
clusions are very much tho sumo for the demand model
and for the needs model. Primary care physicians con-
tinue to he needed in appreciable numbers

Discussion

Tim University of Washington School of Medicine,
through thi' WAMI program and its network of affiliated
postgraduate training programs, is having a direct and
Increasing impact on Ihe number and type of physi-
cians that practice in the states of Washington, Alaska,
Montana, and Idaho Although physician migration is
art important factor in practice location, an Institutioi
with some measure of control over more than filll) post-
graduate training positions should he able lo infiuunca
the mis ami distribution of physicians practicing in this
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area. Since the school exists primarily to servo the med-
ical care needs of the peoplo of this region, it is our re-
sponsibility to tailor our training opportunities to the
needsof the population.

This preliminary effort to project the ntads for pri-
mary care physicians in the WAM| area over the next 20
years is the first step in developing tho dota baso that
will enable us to make deliberate choices about how wo
channel our resources. We have started with tho disci-
plines of family medicine, general internal medicine,
and pediatrics because this group accounts for nearly

Table 3

Estimated Requirements for Primary Caro
Physicians for the WAMI Statos
Using a "Needs” Approach

General/
Family General o
Physicians u.terrosts Pediatricians
WASHINGTON %
tooo 3.139 692 307
1990 3,734 uoa 3n
2000 4813 940 397

‘Current Supply (19/0)  1.043 636 248
AIASKA

1900 336G 69 7
1990 389 70 82
2000 438 7 86

*Current Supply (19/8) 102 37 23
MONTANA

two 646 147 139
1990 702 168 142
2000 804 186 146

‘Cutrent Supply (19/8) 226 96 44
10A110

1900 641 130 136
1990 m tfit 142
2000 DM 196 182

«Current Supply (1978) 216 T4 36
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three-quarters of all patient visits, yet represents a mi-
nority of tho physician population. It is the genoral con-

sensus of the major professional organizations and the
public in general that the public will be served best by
augmenting the ranks of primary care physicians. There

is less consensus about which of tho primary care disci-

plines deserves the most attention,

In tho exercise described above, national surveys of
office-based physicians and studies of the way in which
the general population used medical resources were

used to project the requirements for primary care physi-

cians in the WAMI states over the next two dorados.
Those projections assume that the patterns by which

medical care is now being delivered will remain rela-

tively stable and that population growth will continue.
It is interesting to note thr' it is really unimportant
whethercurrent demand or assumed need is used os tho

benchmark by which to determine future physician re-

quirements. Although the magnitude of the reaults dif-
fers, both methods predict continued large deficits for

prim ary care physicians in the four-state area. The cur-

rent supply of office- and hospital-based pediatricians
uppears to be adequate in Washington, but inadequate
In Idaho, Montana and Alaska.

The School of Medicine has nlrc dy initiated sig-

nificant new programs that will have an impact on these

situations. The creation of the Family Physician Path-

way in 19Q8 and (he creation of a network of family
medicine residencies over the subsequent decade have
greatly increased the number of students selecting and
the number of residents completing training in family
medicine. The more recent creation of primary care
tracks in inti inn! medicine and pediutrics has increased

the sizes of both these residency pools and is channel-

ing increasing numbers of students into gmnrnlist ca-
reers. Preliminary results show that the graduates of
these programs tend to remain in the WAMI area;
whether the production is sufficient to meet the need
will await further data. It is obvious that this planning
effort is in its infancy. We have not oven dealt here with
'he numerous subspecialty training programs und the
vquirements fur the gi.idu.ites of their prrg/nms in our
region.

tkg<-< |
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It is extremely difficult to change tho patterns and
proportional efforts of postgraduate training. Our cur-
rent residency and postdoctoral programs are the cre-
ation of years of work by dedicated clinicians, teachors
and researchers. Clinical services are often predicated
on adequate housestaff in certain disciplines. Medical
school teaching is performed largely in tho clinical
years by -csidents. To perturb this system is to intrude
on glround hallowed by tradition. Change will not come
easily.

But change is necessary, rnd much is to be gained
by generating that chango from within tho institution.
Rather limn being saddled with arbitrary dictates from
external forces, we have tho opportunity to mold our
own destiny. Wc should coniinej lo develop tho best
data and the best tools so that wu can do it in as rational
and dispassionate a manneras possible.
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AHEC: From Osmosis to Symbiosis

The conceptual impetus Tor the establishment of the present
series of eTea health education centers first appeared in the
1970 Carnecie Commission report, Higher Education and the
Nation®"s Health: Policies for Medical and Dental Education.*
The report proposed:

"area health education centers," which would provide

facilities for patient care, often on a referral

basis from surrounding areas; educational programs

for house officers and, to some extent, for M.D.

candidates who could rotate through an area health

education center from a university health science

center; clinical experience for allied health

students; and continuing education programs for

health manpower.
Responding to this concept, three different federal aqoncies -
the Bureau of Health Resources Development (I3HRD) formerly
the Bureau of Health Manpower Education, the Regional Medical
Programs (RMP) and the Veterans Administration (VA) -

allocated funds for the development of such health manpower

training centers. Although variations exist in the operations



of each type of area health education cen jr, their broad
goals md objectives are similar. A synthesized statement
of the objectives of all area health education centers might
read as follows:

To establish a symbiotic relationship between the

university health science center and community

clinical resources for the purpose of providing

quality7~relevant clinical training of healtH

manpower at the undergraduate and graduate level

toward the subsequent increase in numbers and kinds

of appropriate health care providers within the

conjr.unity.
Since the essence of AHEC is the interaction of all of 1its
participants, by dissecting the above definition we may more
clearly describe its complex interrelationships. The first
phrase in the above definition provides abundant material to
consider.

To establish a symbiotic relationship between tno ut iversity
health science center and community clinical rosources

It is agreed that the ordering of the components - university
and comi.unity - or - community ..nd university -- would vary
depending on the type of AHEC being considered, but if the
ranking irsue can bo deferred to other Uiicussions this paper
will proceed *o0 a discussion of the partnership of the two

elements.

A complex relationship is forecast in the word "symbiotic which

Webster doiinos as "the intimate living together of two dissimilar



organisms in a mutually beneficial relationship.”™ No documen—
tation would seem necessary to illustrate the fact that the
university health science center and community clinical resources
are dissimilar. To belabor the major dissimilarity of

each* the university health science center emphasizes education

while the community clinical resources stress service. The

challenge of AHEC is to 0rganize the strengths of each in a

mutually beneficial relationship.

The establishment of an effective AHEC programs requires

the creation of this mutually beneficial relationship as a defined
part of its working structure. It requires the development of

an operational model which permits a maximum level of input

from the community without the university"s losing control of

its fundamental mission, that of providing effective educational
opportunities for its students. At the same time it requires

that the university®s presence in the community 1is not disruptive

to the community®"s delivery of effective health care services.

In this sense, no one participant is a core element or the
"center" of the progranm, and it is with good reason that the
term "area health education and delivery system""* has been

suggested to define this complex operation.

During the five years since the Carnegie Commission Report
i has most often been tho case that the university has approached
the community with the suggestion of establishing an area health

education center (system). The experience of this author has



been from the university side of this partnership as the
director of BHRD AHEC program and it is from this vantaae

point that the author offers the observations which follow.

AHEC is a complex program whii h requires the university to
establish new skills and procedures in order to enlist the
support of community resources necessary for the establishment
and development of decentralized health education programs. mn
addition, it requires that the university and the community
adopt new and more positive attitudes toward each other.

Each must come to see the other as a valuable resource for the
development of health manpower personnel. In the process of
forming this relationship the university must assume the

initial responsibility for establishing sensitive and positive

working relationships with its community partners.

In order for the u.i-versity to establish a receptive framework
for tho potential relation-.hip university representatives can
best begin by visiting the communities and attempting to
identify and contact all future participants necessary for the
successful operation of the program. A partial list of parti—
cipants would include community hospit<JL%, clinics, physicians
and their support personnel, including nurses and allied health,
institutions of higher learning, officials from the state
department of health, staff members from regional medical
programs, comprehensive health planning, and regional political

figures including those from city, county, and state government.



There 1is also great advantage in making contact with
representatives from regional radio and television stations as
well as local newspapers. By meeting with potential partici—
pants singly and in selected group "niversity representatives
are more able to establish the level of rapport necessary if

the AHEC program is to receive a positive community reception.

From those persons selected to provide a receptive framework,
individuals are asked to serve as members of a regional
advisory committee. Every attempt must be made to include on
the retional advisory committee as many elements from the
greater community as possible to insure that the committee not
become influenced by a limited number of persons with an over —
represented vested interest. Tn addition, broad representation
is necessary 1in providing a political base needed to assure

continuation of the program.

Following formation of the regional advisory committee the
university is ready to negotiate the program®s priorities.
Effective negotiation requires a thorough definition of what
tho AHEC program intends to do, who will bo 1involved In
doing it, where it will be done, what compensation will be
allowed for tho activity, and tho role to be plLayed by each

element.



This 1is not an easy process and often requires days of
negotiation. It is clearly the most difficult aspect of

progran development.

It is most advantageous for the university and regional
advisory committee to jointly recruit and appoint a regional
director. The regional director will be responsible for
administering the AHEC"s educational orograms, for develop—
ing meani; gful linkages between community elements involved

In the training activity, and for advising the university as
to the most effective course of action to be taken 1in pursuing
its programs. In addition, the regional director serves as
liaison between his regional advisory committee and the
university, clarifying the comr,unity"s needs, concerns, and
demands to the university and the university®s needs, concerns,
and demands to the community. As difficult as this job
description appears on paper, it has proven to be even more

difficult in practice.

Without a reasonable measure of autonomy, the regional directors
are unable to respond to the daily demands inherent in the
operation of a decentralized program. This point cannot be

over stressed. The university must come to the realization that
considerable authority, including matters pertaining to budget,

personnel, and contract affiliations must lie in the hands of



Needless to say, this is not always well received by the
parent institution. Too often the university sees this as

a weakening of its power base. University administrators

may become co.i"emed that the AHEC regions arc going too for
in committing the university to a cause of action they arc
not sympathetic with. They often feel that the ..:. 1involves

the university in areas where it doosn"t belong.

To minimize these feelings the AHEC directors must continually
review AHEC program objectives with the i.nivcroity"n total
administrative staff. Through this process the university

is gradually becoming aware that the AHEC structuro it

helped to create produces a confederate model which dcnands
that regions be permitted to make many decisions heretofore

reserved by the university.



Returning to the original definition of AHEC objectives,
the second phrase deals with the purpose for which tho

univorsity-community partnership was formed:

AHEC 1is a decentralized program. To a great extont decen—
tralization means "going where tho action is". This may
mean moving departmental chairmen and faculty out of tho
university and 1into the greater community. It often demands
rotating undergraduate and graduate students from one region
to another in order to gain maximum benefit from a variety
of community resources. Invariably it requires a heavy

reliance on community physicians to serve as faculty.

The population* geography, and wealth of most modical c*.e-

shortaged areas suggest that tho most justifiable program for

then to enter into Is the training of primary care physl «ans.

The decentralized aspirations of community based medical
education are not and should not be to attempt to emulate,
through the establishment of a sophisticated health science
complex devoted to research and tertiary care, those services
which characterise the traditional medical school. This 1is

not meant to be a criticism of such schools but rather to

suggest that the appropriate Intent would be to recognize their

contribution and excel lee?.e while a* the same time, on a

community basis. attesting to steer toward a complementary

cal



position.

The courses offered must reflect available patient material
within the community. The courses, whether undergraduate or
graduate, should cover a broad spectrum of oxporioncQA in
medicine and need not be structured unlike those found to be
effective in long standing medical schools. It is the intention
of AHEC to launch a series of comparative studies that would

give some insight into how students graduating from decentralised
education programs compare with those graduating from centralized
programs. Final evaluation of our educational program may be
based on how well students trained in decentralized programs

do on national Hoards and how successful they are in their

residencies.

It is understood that the community hospital will have insuf—
ficient community faculty to teach all courses and that tho
university will provide a portion of the faculty either by
relocation or by rotation. Selection of partlclpating community
faculty must be based on defined criteria and handled with

great diplomacy. Following selection the university has a
further respt nslbl 11ty to present programs designed to aid the
community fatuity to letter «nderotand the teaching-learning
process. These programs «h<uld he required of all community
faculty and should be arranged so as to allow for maximum

exchange of anxiety and information.



In addition, each participating element - community faculty,
community hospitals, regional and local politicians, etc. -
must somehow come to feel as though they are an intregal

part of the decision making process.3 This 1is especially
true whore it relates to tho matter of program development.
What this really means is that they want to be kept informed

as to what 1in taking place before that information becomes

public knowledge.

One aspect of tho AHEC mission 1is tho training of physicians
well proparod and dedicated to offering excellent primary
care. The influence of physician models and the physical
environment elected for training 1is essential to achieve thin
goal. In its inception tho AHEC program associated the
university health science center with a community hospital.
Although quality hospital-based training 1is essential, it does
not readily lorn! itself, nor should it, to a level of unlor-
standing and approciation of caro required 1in the development

of an effective primary caro physician.

An example of how thin might be done in through the establishment
of a series of micro medical centers. The care received in
these centern would be ambulatory, primary caro and would
co-nplement the hospital haned care offered in AItKC at filiated
hospitals. The combination of micro medical centers and the
AHEC affiliated hospitals operating it. the immediate area

would enable students and residents to observe and take part

In the effective inner workings of these distinct yet. complc-
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mentary Ffacilities. At the point where secondary help 1is
requires, the patient will be referred to appropriate specialists
in the AHEC affiliated community hospitals, a system paralleling
the referral pattern from the AHEC hospital to the university

hospital.

The tn » of the micro medical center would be a family practice
unit. Contiguous to this unit would be a medical services
component. Each of these units would contain clinical

faculty offices, examining rooms, a small radiology and
pathology service, and conference rooms for fatuity and student
multi-use. In addition there would bo a bio medical media
center containing TV and computer terminal capability, a

small library, multi-use conference rooms, equipment mainten—

ance unit, and office for staff.

As a result of Mill-Hurton legislation there are a number of
hospitals 1in rural sites with adequate space to establish
micro medical centers. Not large enough to participate as
AHKC referral hospitals, such small hospitals could serve
as efficient outpatient centers and thus further decentralize

medical education to rural communities.

It in to lie here emphasized that the number of patients seen
in micro medical centers should be directly related to educational
ncod. It is not the intention to enter into a full service

operation which would generate a greater number of patients

than needed to achieve educational goals.



The final phrase in the definition of AHEC objectives refers
to the anticipated improvement in health manpower distribution

as a result of the AHEC program. The phrase reads:

toward the subsequent increase in numbers and kinds of
appropriate health care providers within the community

Basic to AHEC®"s development 1is the belief that regionalization
of an educational system can attack the problems of access

and physician distribution. A major assumption made by the
AHEC program is that there will be a tendency on the part

of those students who take their training in a rural region

to return to that region when they enter practice. Longitudinal
studies will be instituted in each AHEC program to test this
assumption. In addition, the future of any AHEC program as
relates to state financial support will certainly depend on
whether or not it results in increasing the number of health
manpower in the region it serves. This is particularly true

of physician manpower.

Through the organizational structure of the regional advisory
committee it is intended at all programs offered within the

AHEC region be designed to train types of health manpower needed

in that region. Tn addition, it is the intention of AHEC to
suggest new types of personnel and new methods of health care
delivery to meet the particular needs of the region. A willingness
to attempt new modes will vary from region to region as well as

from program to program.



Among the activities which area health education centers

might assure is that of providing health training to the
ultimate provider of health care - the consumer. By decen—
tralizing and regionalizing the health education system AHEC
is in a position to effectively address a number of health
problems in the greater community. A list of these problems
would include: alcoholism and drug abuse; family counseling
(including marital and sexual counseling); and uses and abuses

of non-prescription drugs.

The recent groundswell of public indignation concerning these
problems will require that greater attention be paid by the
health science centers. AHEC can serve as an appropriate base

for development of these programs.

In addition, area health education centers provide a mechanisnm
for health care delivery research and the identification of
neglected areas of health care delivery. A partial list of
these would include: geriatric health care; nutrition, pre—
ventive medicine; and health care of long-term institutionalized

persons.

In order to intensify awareness of at least one of these problems,
geriatric health care, students (medical, nursing, and allied

health) might be required to spend a period of time during their
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training in an extended care facility, observing and working

with aged patients.

Area health education centers might intensify the development
of health care delivery and training models. The micro
medical center proposal identified in this presentation is one

example of what could be done. Many more are needed, however.

The AHEC system is iIn a position to encourage greater attempts
to integrate health care education with other community educa—
tional systems. This would include elementary, intermediate,
and secondary schools located within the regions. Programs

at the elementary level may be designed to help children to
better understand how the human body functions and how best

to obtain and retain sound health. The elementary student
could also be assisted to understand the differences between
terminal, chronic, and acute illness. In addition, AHEC
could assist districts in designing programs at the inter —
mediate and secondary levels to assit students to better under—

stand social diseases and the dynamics of sexual 1interaction.

Finally, the area health education might assume greater
responsibility in the development of program? that permit input
from recipients of health care services to respond to the care

they are receiving.



The final success of AHEC will be determined on whether we
have affected the numbers and kinds of appropriate health
care providers (including the consumers themselves) within
the community. Only then will we have proven that our
symbiotic effort has produced its desired result and that
health care providers, rather than being absorbed into the

large population areas which formerly trained them, have
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trained and remair d to provide health care in the communities

which need them.

To date AHEC, more than any program of the health science

center, represents a genuine move toward affirmative action.

Its timing represents a level of serendipity not usually

associated with the academic community.
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INTRODUCTION

The Flexner report published in 1910 established a pattern for medical
education which continues to prevail. However, in recent years there have
been a multiplicity of suggestions from many sources for change in the manner
in which physicians and other health care professionals are educated tc pro-
\ Je all the services that people expect to receive.

North Dakota now has an excellent two-year basic science medical school

and a number of good educational programs in various ".nstitutions for training
allied health care professionals. Among the many changes in the educational
process now being carried out or proposed throughout the country, there is an
almost universal trend towards providing clinical training at an earlier and
earlier stage in the medical student®s curriculum. Additionally, a number of
studies, notably the report oy the Carnegie Commission on Higher Education,
suggest that existing two-year schools develop into degree granting institu—
tions or be discontinued.

Recognizing the climate of change, the faculty of the North Dakota School of

Medicine sought the advice of the North Dakota Medical Association leadership
and other physicians. They were in general agreement that a complete survey

should be carried out as soon as possible. It was generally agreed that tne

major emphasis of the survey would be to consider the future of the School

of Med"cine.

"lhe North Dakota Medical Research Foundation is a non-profit foundation
sponsored by the North Dakota Medical Association. "lhe Hoard of Directors
arc identical with the Council of the State Medical Association. Currently,
NDMRF 1is the sponsoring agency for the Regional Medical Program and

provides assistance to the MECO and MEDEX Programs.

The Hoard of Directors appointed Willard Wright, M.D., as Executive
Director of NDMRP and employed Gary Dunn, M.A., currently Assistant
Dean, University of Alabama, to be Research Director.



CALENDAR OF STUDY PROCEDURE

The study began in September, 1971, and almost immediately attempts were made
to communicate the purpose and findings of the study to various groups both
within North Dakota and outside the state. These meetings were designed for
two-way communication, giving state residents a chance to ask questions

about, and react to, the study. The research director, members of the medical
school faculty and members of the Regional Medical Program have met with

and discussed this study with individual physicians, groups of physicians,
district medical societies, allied health professionals and other individuals
and groups who have an interest. Some of these are:

Council of the State Medical Association
Minot area medical society

Dickinson area medical society

Williston area medical society

Devils Lake area medical society

Fargo aedical society

Meetings wit.i other societies are also planned. Mr. Dunn visited the following
clinics in the major cities of the state to explain the study and audit their
facilities:

Fargo Clinic

Quain and Ramstad Clinic
urand Forks Clinic
Dakota Clinic, Fargo

Phase 1 of the study, the assessment of health manpower in North Dakota, was
completed on November 19. I"he next portion of the study concent ia:neon the
training of health care workers in the state. In order to find oc.t more about
health education programs, facilities foi training physicians and willingness

ot area physicians to teach medic-l students, questionnaires were went to the
following groups:

North Dakota health training programs
North Dakota clinics
North Dakota physicians



During Phase 1 and after its completion, reports were given to the following
decision-making groups:

Medical Center Advisory Council

Advisory Group of prominent citizens

Board of Directors NDMRF

Board of Higher Education

Council of the State Medical Association

Legislative Research Council Committee on Health Affairs

Beginning with an October meeting with President L. 0. Loftsgard of North
Dakota State University a co inuing dialogue was maintained with the
University through subsequent visits and telephone calls.

Mr. Dunn visited representatives of the following out-of-state groups to
discuss the study and North Dakota®"s health care situation:

University of Minnesota New School at Duluth
A.A.M.C., Washington, D.C.

Mayo Clinic New School in Rochester
University of Minnesota Medical School
University of South Dakota Medical School
University of Washington

South Dakota Legislators

Montana Medical Centers

A questionnaire was sent on February 2, 1972 t- all accredited medical schools
in the United States asking them to respond t* the idea of entering into a con

tractual arrangement to assure third year seats for tJ.N.1). Medical School grad
uates 1in degree granting institutions.

lhe final report of the study will lie presented to the Board of Directors of
the North Dakota Medical Research Foundation on March 21 The conclusions end
recommendations of the council will go to the House of Delegates of the Nert!
Dakota wedicar Association on May 4,7 1972,



ALLIED HEALTH TRAINING IN NORTH DAKOTA

Phase I of this study provided an assessment of existing health manpower
personnel and a projection of state nursing and allied health needs based
on national projections. Sources of national estimates of manpower
requirements which were used as the basis for this phase of the study vere;
(1) assembled professional judgments, (2) a computation of the manpower
required to provide in each of the four Census regions of the United States
the manpower available in tho region with the highest rate of utilization,
(3) manpower projections by the Buieau of Labor Statistics, and (4) needs
for additional manpower as reported in a 1966 survey of hospitals. A
survey of employment opportunities in North Dakota hospitals showed that
needs are presently being met in most health care professions.*

North Dakota®s health care situation 1is consistent with the national health
manpower scene; there is a shortage of L.P.N."s and of physicians. In
addition, it is evident that tho maldistribution of physicians within North
Dakota heightens the problem of health care delivery.

It was the original intention of the Medical Society to study in depth the
total health science training effort in North Dakota. However, because of
limited resource* and because it was discovered by the study group that a
great deal of significant work had been done and was under way in the

field of nursing and allied health, it was decided that the study should con—
cern itself mainly with medical education. Health manpower training programs
in North Dakota, already effectively identified as to number and type, were

surveyed tor additional information about their studeits, graduates and
future plans.

Health manpower training programs on the professional Ilevel arc present in
North Dakota in all the major health services except medical records. Sixty-

one programs train workers for twenty-one health occupations.”

A comparison of nursing services shows the state has a higher rate of registered

nurses per 100,000 population than most of the nation. lllere is a pronounced
need however, for L.P.N."s. Last year 2R.) R.N."s and 373 L.".N."s graduated
iron nursing programs in North Dakota. If past trends continue, one may assume

that the majority of graduating registered nurses will seek employment outside
the state, while cwst if the L.P.N."s will remain in North Dakota.(



The ratio of pharmacists per population within North Dakota is lower than the
national ratio. However, only a slight need for pharmacists is indicated
nationally. The state shortage seems to be a result of out-migration rather
than opportunity for training. The School of Pharmacy at North Dakota State
University, the only program in the state, reports that ninety-one students
graduated in pharmacy last year. The school estimates that North Dakota
retains 40% of its graduates to practice pharmacy in the state.

Based on the estimated staff needed to give optimum care in 1966, a Pro-
jection of the personnel needed in U.S. “hospitals by 1975 showed that th
Increase in the number of occupational therapists and socia] workers, though
small in number, represented a doubling of personnel over the nine year
ocriod. Last year a total of fifty-two students graduated in social work from
the University and Mary College. “The University of North Dakota plans to
expand its program.

Eighteen occupational therapy students graduated last year, all from the
University of North Dakota. ~ In addition, thirty-three students are presently
training to be_occupational therapy Assjstants at North Dakota State School
of Science.  This is_ the only program in the state prowdm% assistants in
a field where the projected need for 1975 »s expected to be Twice that
present In 1966.

North Dakota program. could perhaps re-examine their goals m training speech
pathologists and audiglogists, one area where the projected 1975 need Is
expected to be only slightly ?reater than that existing In 19«».* fwo of
the three programs” in the state, from which 85 student® graduated last year,
plan to expand.0

There are no training é)rograms in medical records in North Dakota,  ho state
need has been described" and the nunhcr of these workers needed nationally
by 1975 (10€S not Seen sufficient to warrant starting new program.*

One final worg, it wouﬂd seem that health njn|Mwer pIanBers most

become cure adept at the process o* cstahlishlhg needs before they launch
t0rthel NEW prograns. Ongoing programs also need to he »crr*>

light of changing health needS and”employment apporturnties.



U.N.D. SCHOOL OF BASIC MEDICAL SCIENCES

History of the School* of BaSiC Medical Sciences

The University of North Dakota School of Medicine was established in
190S, one of 10 nedical schools in the period 1900 to 19IS either to
organize or to reduce its curriculun to becooc a two year school. Under*
lying the trend to establish two year schools was the prcalsc that basic
science, but not clinical facilities, Unit student output by the degree
granting schools.

tn 1940 there were still 10 two year schools of nedicine; by 1906, however,

? schools had expanded fxon two-year to four-ycar prografts. The two year
schools continuing beyond 1966 were North Dakota, South Dakota, and Dartnouth.
Since that tine Dartnouth has bccoov a degree granting institution and five
new two-year schools have been added. Four of these five schools (Nevada

Is the exception) have specific plans to develop Into degree g-a.iting insti-
tution* as quickly as condilions allow.1l

As recently as 19S? a report to the Association of American Medical
Colleges stated that 400 additional third year scats were available In
degree granting nedical schools.9 On this basis a !9iS report 10 crrn
suggested that 10 new two-year schools with xi average class si:e of
4k students w”rr needed. In sharp contrast twelve years later Is the
Carnegie iI<«aistian recamnrndat ion that two-year nedical schools
either expanj into degree granting institution* or cease operation.**

U N D firfech u tor*

In 1909 the first class, consisting of oar %li»>*dns, was graduated fioa IN),
through the 1°S.D"s lhe School 1 aduatrd »;pr»* mutely /l» students ]»r year,
the srfiool ha* ~tinurd to grow so that m Te«r«t years graduating classes
have averaged over 0 student*.

the c¢on tributions to the fdijrticisana force of thoe tia It mad<- b thor W
Mord ical Voh oo o» are 0o d oron iMoo Py ittt Of\ls g rad ouoa tes are
In ruordlcal  poracotise I Noorth D oalo ta coom o ip oty a U NP hoa ot poercoen taogoe o i

Ihe s tate ' s tota l phoysician porow iy i

lo dale the |9- graduates sho Nave frtufmrvj 1< North Dakota to practice



mdidno represent 36.7% of tho total number of p
Of tho 203 general practitioners in the stato 104
these general practitioners, are UNO graduates. *

U.N.D. Students

1971 the state of North Dakota had the highest
per population accepted into a first year oedical

hyrlc?ans in the state.
ph .icians, or SO.7% or

In percentage of applicants

school class. 0f the 76

students froa the state oho applied for admission into nedical schools across
the nation SI applicants (or 67.1%) were accepted into medical school. 3 Of
tnese Sl students .: attend UNO School of Medicine.

Scores on the Medical
cooparison between
n-dical

College Aptitude Test (MCAT)
first year nedical
students across the nation.

are one measure of
students at UNO and first year
In the following table the scores

o f th e s e

I Yt hooonoat

3*9'co\lh b a

ha v e

udents has s ou

ita s tudoen ts h

rroe d UsD w h ile

Frd ttoal s ¢ h oo |

¢

coe sos fully

o u ts id e W o o« b

traan s fe rr

e n teored nordlcoa

1y . stm o len s

D a k o

for the last two IW» entering classesl1l4 are compared to the scores of all
accepted *»d all non-accepted students implying to U.S. nedical schools.1
MCAT Scores
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A%uestionnaire distributed in Japuary 1972 to the present two classes of
Bedical students at UND brought the following responses:

66% of the students felt they would not be 1in medical school if
North Dakota had not at least a 2 year progranm.

21% of the students replied they planned to return to North Dakota
to practico after graduation. 18% of the students responded they
did not plan to return to the state, while 60% were still undecided.

37% of the students felt that attending the medical school (2 year)
had influenced their decision to practice in North Dakota after
graduation, while 63% felt attendance had not affected their decision.

In 1969-70 IffiD Medical School received a total of 1S0 applications for
acceptance into the first year class. In 1970 the total dropped to 138
applications for tho S2 seats in the first year class. This represents a
ratio of 2.6 applicants for each first year scat. Tlie national average for
the sane year was 13.3 applicants per first year position."J

At the writing of this report UND is receiving a record number of applications
for the 63 first year scnts in the class to begin in Fall 1972. A total of

4S0 applications have been receive” to date: 123 from North Dakota young

people and 227 fro® out of state. * 1/ND accepts very few non-resident students
eid priority is given to those states which have no medical school.

Transterabllily
Fast and Prevent

tyo«i successful completion of the sophomore year at UND students
fransfer to thr dt(ranting institution of their choice. The
present curriculum, recently fevised, is compatible with that of many
degree grantln%_lnsntutmns. » date no student has failed to secufe
a place”in a t |rdv\year_class._ [lwrycr, in recent years transfer has
been Ne.l with increasing difficulty.

Las* ‘ear each of If*P>*s " graduating students successfully coupeted

for we of th-' s third year seats available to transferring students,
fThls figure ricludes students transferring Iron one degree ggrcntlng
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medical school to another.) Of these 295 seats, 169 were filled by
students transferring from two year medical schools; 108 by students
transferring from foreign schools; and 18 by students transferring from
other degree programs. In just the past three years the number of trans—
ferring students from foreign schools has increased from 20 to 108, thus
intensifying competition for these few seats at an astonishing rate. *

Trar ferability

Future

In November 1971 the UNI) School of Medicine wrote to the 45 schools

which have in recent years accepted UND graduates asking these schools

to indicate their ability to accept UND transfer students after 1975. Of
the 37 schools which have in the last five years accepted 70% of UND"s
transferring medical students 22 schools now indicate foreseeable difficulty
in accepting these students after 1975.

An obstacle predicted by the responding schools was future incompatibilities

in curriculum. Brought about by early introduction of clinical material

and by accelerated curricular programs these incompatibilities, however,
accounted for only 18% of the projected transferring problems. As cited by

18 of the schools which traditionally receive UND graduates, 82% of the
anticipated difficulty is due to lack of space within the class. This is

due to the low attrition rate for students in medical school. (For the year
1970-71 the percentage of students withdrawing from medical school was 1.04%)."

Costs of Operation

The UND Medical School operated last year on a budget of $1,703,000.I£

The cost of operating the medical school reflects expenses borne by the
school in teaching a total of 769 students (381 full time equivalents) pe»
year. This figure includes not only nedical students, but also undergraduate
xid graduate students in the bio-medical sciences, students in physical
therap) , occupational therapy, medical technology, cytotccluiology and
nursing.

Following is a table of operating expenditures for degror granting medical
schools over the past two years. In 1969-70 the three schools operating
on the Ilowest budgets 1in the nation each spent between $3.:> “id $5 million.
Ilhe median expenditure for all degree granting schools for 1969-70 was
$1*1.5 rji llion. **



Table 34.— Total Expenditures
1968*69 i 1969-70 f
No. of fully activated 4 year colleges 85 100 87 160

NO$§pn?ﬂH|onng between {2 million and b 7 3 4
No$lsgenr]1ﬂm)%between $5 million and 21 25 20 23
N0$ls§)%]ﬂliﬂ)% between $10 million and 22 26 22 25
N0$2S(§)%]Hliﬂ)% between $15 million and 13 14 14 16
No$25£%1ﬂm% between $20 million and 9 1 13 15
N0$f6)%]ﬂ|ii%% between $25 million and 5 6 2 2
No. spending over $30 million 9 1 13 15
s R g
Average expenditures %é&?&ng léﬁ 8%5%

Sources of Funds
Past uul Present

Last year the State of North Dakota provided $920,000 (52% of the Medical
School®"s budget) while the federal government contributed $8*13,000 (40-a)

of which $435,000 was designated for research, (because of new priorities
on the national level which favor support of education it may be expected
that the amount of federal funds for research will be lower in future years.)
Foundations and other sources contributed $129,000 (8.) of the medical
school®s operating budget last year.

Fie smaller the medical school the less competitive it is for other than
state monies. This has been true especially of the two year schools. At
present the State of North Dakota provides approximately 52"« of the medical
school®s financial support. South Dakota reports state support in excess
of while state support at the University of Alabama is 15.2".. A
strong traditioi underlies North Dakota support of the medical school; a
1971 study ranked the state 13th in the nation in state expenditures for
higher education.

12
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MEDICAL RESOURCES IN NORTH DAKOTA

Physician . adit

On November 29, 1971, a questionnaire was sent to the 648 physicians
presently practicing in the state asking if they would be interested in
teaching medical students providing released time for preparation and
compensation for effort were available.

To date 387 physicians in the state have returned the questionnaire. Of

that number, 345 (or 89% of those responding) have expiessed an interest

in teaching medical students. The major reason noted by the 42 physicians

not indicating an interest in teaching at this time was approaching retirement.

The total of 345 physicians interested in teaching medical school represents
317 private physicians (or 59% of the private physicians in the state) plus
an additional 28 physicians in the military, V.A_, and the Indian Service
who have expressed an interest.

In the cities of Fargo, Bismarck, Grand Forks, and Minot the interest in
teaching averages 65% of the physician population while 49% of the physicians
practicing in all other areas of the state expressed their interest.

0Of the total physicians responding positively, 294 physicians (85%) would

be interested in teaching bo h undergraduates and residents and interns. A
total of 39 physicians (11*) expressed a preference for teaching under—
graduates, while 12 physicians (3%) preferred teaching residents and interns.-1

Clinical Audi t

For a variety of reasons there is no established criteria for determining
the optimum ratio of patients to medical students or the numbers and kinds
of experiences required to assure adequate exposure for a sound learning
situation. One of the major questions in North Dakota has been whether

or not there exists an adequate patient pool in terms of numbers and variety
to offer a degree granting experience, bitat we have attempted to do,
therefore, 1is to identify how many and what Kkind of patients art presently
being seen in North Dakota and to compare that by category with a number

of degree granting schools.

13
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It should be emphasized that in no way will our conclusions infer that the
physicians within the state are interested or willing at this point to permit
exposure of their patients for the purposes of training medical students.

Nevertheless, we are comfortable with the fact that adequate patient material
does exist should the medical community provide access and should the
medical school expand and develop a plan to take advantage of it.”2

Hospital Bed Audit

A commonly quoted standard of the number of hospital beds required for
teaching is ten beds per student per entering class. By this standard a
medical school with a class of 50 students would require a 500-bed hospital.
Many medical schools operate their own teaching hospitals with fewer beds
than this standard calls for.** In actual fact, of schools recently building
university hospitals the range of beds per entering student is 2.7 to 6.3
(average 4.5).-'1 In all hut rare instances affiliations with a variety of
neighboring hospitals, particularly Veterans®™ Administration hospitals,
increase the amount of readily available clinical material. In addition,
outpatient clinic teaching continues to grow in importance.

Following is the hospital bed capacity in North Dakot "s four largest cities:*’™

Fargo
St. Luke"s 364 beds
St. John's 134 beds
Dakota 116 beds
) 614 beds

Minot

St. Joseph's 18") beds
Trinity mheds
157) beds

Bismarck
St. Alexius 258 beds
Bismarck Hospital 187 beds
445 bpeds

tirund Forks
United St. Michael's 167 beds
United - Deaconess 151 beds
318 beds

-1



Other facilities that could be made available arc:

community hospitals in
other cities, Veterans®™ Administration Hospital,

and Air Force Base Hospitals.

Lacking a concrete proposal, it was deemed
the study to contact hospital

becoming a teaching hospital.

inappropriate at this point

n
administrators regarding their interest

i
in
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ALTERNATIVES FOR ACTION

North Dakota has available to it a number of alternatives for future action to
provide for physician education. A number were considered and discarded as
impractical. Any final course of action must be considered in the light of
resources available and priorities established for the best use of resources.
The medical profession, educational authorities, legislative and government

officials, and the general public share responsibility fora decisionwhich will
be in the best interest of the entire state.

The Council of the North Dakota Medical Association requested the studygroup
to present for its consideration the following altornativ. proposals.

Cease Operation of the Medical School

The cessation o “the medical school would result in immediate financial gain

for the state, but such a gain would be offset by the expense of starting a new
medical school at a future date, should the state deem it appropriate. (Start-up
costs prior to the admission of the first medical student average $1.5 million.)*-**
Basic to the consideration of any financial gain is the effect discontinuance of

the school would have on North Dakota residents, the state, and the University
itself.

North Dakota residents have a high rate of acceptance into medical schools,

a situation which could change should the medical school close. During 1970-71
a total of 53 North Dakota residents attended medical school as first year
students; 4s of these students attended UND. Of the states having no medical
school following are the number of residents enrolled in a first year medical
class in 1970-71: Alaska 5 students; Delaware 28 students; Idaho 23 studctuj;

Maine 19 students; Montana 20 students; Nevada 14 students; and Wyoming 17
students.

For the states having no nedical school the above figures ..,.....: as firs;,
vear nedical students per 100,000 population would appear as follows: Alaska
1.7; Delaware 5.1; ldaho 3.2; Maine 1.9; Montana 3.7; Nevada 2.9; and

Wyoning 5.2. These figures contrast significantly with North Dakota"s present
fi.o first year medical students per 100,000 population.

Cessation of the Bedim] school would certa nlv affect the economy of the
state. lhe nedical school has become a haste industry in the state, affecting

10



employment opportunities and significantly influencing the influx of federal
monies into the state.

The effect on the University community would be equally great if the medical
school closed. Because the medical school serves as a resource to the bio—
science, nursing, and allied health programs its loss could have a detrimental
effect on the University"s total science program including graduate education.
Its absence would greatly affect the quality of these programs and could make it
difficult to attract new faculty to these departments. In audition, the loss of
the medical school might decrease the morale, stature, and confidence of the
University.

Contractual Relationship With Degree Granting School (s)

There are a number of different ways 1in which an arrangement could be
established where a degree granting medical school would agree to accept
North Dakota students for all or part of their education.

One possibility is to continue as a two year school and enter into an
agreemcnt--cither financial or non-financial--with one or more degree granting
medical schools securing entrance of North Dakota students into their third
year class. "Hie length of such an agreement would have to be set, and would
involve maintaining a lower division curriculum compatible with those of the
other schools.

A modification of this third-year arrangement would be to establish a contractual
arrangement with >ther schools on a selective basis for some aspects of the
students® clinical training or for a portion of the class with specialist
aspirations in research or other areas.

Such agreements would guarantee North Dakota students the opportunity

of transfer and, initially, would he less expensive. The state would be
"renting" instead of "buying" and as a result could eventually sec less

medical care return for the dollars invested. The medical school itself

possibly could lose Federal funds since recent legislation favors degree

granting schools to the exclusion of the two year schools.

It may also be difficult to find a degree granting medical school willing

to enter into a long-term agreement to accept North Dakota transfers.
Because of the increase in the number of students entering medical schools
uid the decrease in attrition rates, there will simply be fewer openings for

17
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transfer students. A 1971 survey by the University of North Dakota Medical
School showed that a majority of the schools which now accept North Dakota
transfers will be unable to do so after 1975, for re-sons of space rather than
curriculum compatibility.”

Medical Schools willing to cooperate might not offer the kinds of emphases
North Dakota might desire, or might be located significantly distant from

the Upper Midwest region. Since many students form strong attractions

to the area in which they finish medical school, North Dakota could potentially
lose even more than the meager ratio of physicians it presently retains

by requiring students to train in other regions.

A contractual arrangement for four years of medical schooling is also a
possibility should North Dakota decide to discontinue its medical school.

Ihe only real advantage to such a plan would be that more North Dakota
residents probably would be accepted into medical school than if no arrange—
ments were made. The same problems of finance, space and location involved
in the third-year arrangement would be present in this plan.

Develop a Degree Granting Program in Cooperatiuu With Other States

A degree granting medicai school developed in cooeration with otncr states
would have a broader population base from which to draw potentially more
students, more patients and more financial support.

Before such a school could be developed questions ot wurisdiction and loca—
tion would have to be answered and the problem of transferring funds across
state lines solved. Lengthy negotiations would be necessary to iron out

these political difficulties at a time when the federal government is urging
and supporting immediate conversion to degree granting institutions. The

loss of pride and identity a state feels when it no longer has its own medical
school must also be considered.

There has been little favorable response from Mi ineosta or South Dakota to

the idea of developing a medical school in cooperation with North Dakota.
Several western states were willing to organize interstate health committees
to study health manpower problems, but they have been slow to initiate inter—
state health manpower training programs primarily because of the nature of
physician education, namely, clinical training.



Maintain the Status Quo

North Dakota could continue its two-year basic science medical school as

at present, presuming that students would be accepted into the third year
class at the medical schools to which they apply and informing the students
of the risk they are taking. In order to assure students the opportunity of
transfer, the medical school should commit itself to conducting frequent
surveys of third-year openings at degree granting institutions.

The state would be educating the same number of students as it is now,
with little turmoil or interfeicnce. It could, however, lose a unique
opportunity to expand by failing to take advantage of federal monies now
available for expansion.

Because federal funo:ng incentives favor the degree granting medical
schools, in the futt. ~ two-year schools may find it difficult to retain

and replace faculty with good quality teachers and physicians for clinical
requirements.

develop a Degree Granting Medical School in North Dakota

North Dakota might benefit from a degree granting schoolin a number of
ways. By accounting for all four years of students®™ medical education,
such an institution potentially could increase the number of physicians in
the state. It should keep North Dakota residents®™ rate of acceptance into
medical school high and eliminate the problem of transfer.

Ihe economy of the state could benefit through the addition of federal
monies now available for medic; 1 school expansion and physician training.

lhe prestige usually enjoyed by a degree grantitg medical school and its
faculty would also be present.

North Dakota would have the optio.t of developing either a three or four

year program. The comparative merits of each are as yet unknown. A

student in the four year program attends school 3t out of 45 months with

the traditional summer vacations. A student in the three year program attends
school 33 out of 3(» months 1in a more continuous rogram. Contrary to what

may be assumed, we have not wen an advantage 1in terms of iost as relates

to the three year school. N> douht this has to do with the fact that comparable
experiences and services are provided regardless of the time period.
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The four /ear medical school has become an established and accepted program

in medical education. The relaxed pace of the program gives the student an
opportunity for more elective study and the chance to earn tuition money during
the summer vacation while having the advantage of another year to mature.

Mthough the three year program is basically untried, the national trend is in
that direction. Capitation allowances for initiating the three year course are
greater than those for the four year course since the shorter program provides
initial increased physician output. Conversion to a three year school, however,
would require more severe curricular changes than were the school to elect

the traditional four year program.
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OPPORTUNITIES FOR FUNDING

Federal Funds

In the closing weeks of 1971 President Nixon signed into law the Compre—
hensive Health Training Act which makes available to medical schools

large amounts of federal funds.” Among the provisions is one encouraging
conversion of two year schools of basic sciences to degree granting medical
schools. This provision provides for a grant to a two year school equal to
$50,000 .mes the number of medical students to be enrolled in its initial
third year class if the two year school establishes a degree granting program.
To be eligible for this grant the school must enroll a third class no

later than the school year beginning in 1975.

The basic capitation grant provides that each three or foi r year school

could receive $2,500 for each full time student enrolled .n the first, second

or third year of a program, thus making available up to $7,500 per student

over the first three years of education. In addition, 1in the year of graduation
$4,000 is available to the school for each student graduating in more than

3 years with the incentive that $6,000 is available for each student graduating
in 3 years. A three year school over the period of a student"s education, in
other words, can receiv $13,500 per student while a four year school can
receive $2,000 less. Capitation grant material--regulations and applications--
lead the list of priorities at the Bureau of Health Manpower Education.”

Special consideration would be given to those applicants developing schools
of medicine which use existing facilities.

lhe Comprehensive Health Training Act also provides an authorization

to hospitals for training of family physicians. Any public or nonprofit
private hospital may apply for a family medicine training grant. This
provision we< U make hospital particip ion in possible medical school
expansion ""inancial ly advantageous.

Veteran s Adm instratun

Presently S2 medical schools in the nation maintain affiliations with 9n

VA hospitals. Figures indicate that about one-half of all physlcains
entering practice each year receive some of their training at a VA hospital.
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Introduced into this session of Congress was a bill which would have
enabled the leasing, cost free, to a college or university, of VA hospitals
and other facilities or remodeling to make them suitable for educational
purposes. The bill also provided for a percentage of faculty salary
reimbursement. Although defeated in this session, the VA"s interest in
medical education is evidenced by this legislation and might well be kept
in mind in the event funding is made available in the future."®

National Academy of Sciences

The Institute of Medicine of the National Academy of Sciences 1is looking

at the educational process in health professional schools in an attest

to integrate health workers into a health delivery teanm. Funds may soon

be available to solidify a developing idea now taking hold at some schools:
no longer should schools separately train physicians, nurses, physicians
assistant:, nutritionists, and others, but rather these professionals
should be trained as a team which would be concerned with the total

health of community residents."s*

Private Foundations

There are additional sources of outside funds for the development of
innovative programs. The Commonwealth Foundation, the "11 Foundation,
the Kellogg Foundation, and the Brunner Foundation hav upportcd
expansion and development ¢ health care patterns for many years. The
Johnson Foundation, only now being set up, will be the second largest
foundation in the country. The purpose of the foundation 1is improvement
of delivery patterns of health care.
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ELABORATION OF FOUR ALTERNATIVES

Following presentation of the various alternatives for action the Study
Group was directed to develop further information on four of the alternatives.
The assignment entailed:

€Y

@
®)

(4)

Establishing principles upon which a degree granting medical
school in North Dakota would be founded and estimating the cost;

Examining tho effect of cessation of the medical school;

Surveying with degree granting medical schools the possibility of
a contractual relationship; and

Approaching leaders in neighboring states regarding the possibility
of regional cooperation.

The ensuing sections cover these alternatives 1in greater depth.



Expansion of the Medical School

Principles Upon Which Expansion Would Be Based

The reader should keep in mind that what is presented is at best an attem?t

to respond to the question of what night be done. It nust be assumed tha
In order to become ‘a degree granting institution the following oust prevail:

()

That the Board of Higher Education will authorise the nedical
school expansion to a degree granting institution.

That the state legislature will appropriate the necessary funds
for expansion.

That the expansion will take place within existing clinical and
hospital facilities.

That the facultly has the ca_pabilitY of developing the necessary
academic and clinical experiences o satisfy accreditation,

That_ theprimary role of the medical school will be to train family
physicians.

That the basic support services-- library and laboratories-- need
merely to be augmented.

That there is adequate classroom space and that the basic sciences
would continue to be taught on the tISI) campus.

That federal funding--which amounts to an average of 44V of
all medical school budgets--will be available to Horlh lulota.

That the school of medicine currently employs a large enough.
basic science faculty to provide service for the mSanstan witbuwt
captoying additional” faculty.

Tilat_because the plwndocs. not intend to operate a university
hospital the school'sclinical staff would become a viable part of
the existing health care sy*le» providing rvleaiew tw for
Interested practitioners t0 tale part,
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(11)  That agvanced instructicn_in United specialty fle'ds net be ¢
part of undergraduate training.

12) That with_ proper supervision and assistance cupounity hospital*
(12 and practlgmg phys?mans can provn?e quality mstru%tmn.p

(1d) That any consideration for expansion will include post doctorate
tra|n|n% in the for* of residencies and os a (ieneral principle they
%hourlld egin one or two years before the developomt of clinical

eaching,

(14) That the aajortty of the clinical training would tale place In
larger towns, néarly largo, Minot, lisaurcl, and Grand Forts.

fudget Rationale

The buJget we hare prepared is based on natignal avera?e ratios of faculty
to students, the rustmtlon of existing nedical school budgets, and the
N assunptlon* listed abose. Pecognitc” that any tsaMpulatlon of these
variables should be acconpanied by a change in rationale and figures.

Accurate cost figures are not possible at this phase of the study. Costs

will vary according to tepe of pfvgran selected, ph«<>clan and hospital
donatien”of resourte* and facilitiés, etc.

The clinics! budget represents full tin* equivalent* which msi . * divided
in a_variety of way=. The luvd* *9located could be saved to pa* frits*.
physicIMis oho would teach nn-dlsal student* part liar In their cwdmaall lev.

The s tarting sala oty for a s s oocoiate poofe s st n ¢ i icoa n lcine has boeen

| t.0 00 Aon a d d i tion a i a d | woas added too AL hou t toie * o th e M
i n o e a o i tttw tot o f Jorp s ortom ot < M inous T eos e i u [
ith a t I le s a a to< ot both thoe c inoiocoa rol bors ic s ocienocoe

facou ity estitnoates are boated «e thoe CstotHyli s Moiom o f a four  L,e«'*r progfom
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Effect of Cessation of the Medical School
Facilities

Over the years UND has built up an investment in facilities and equipment

in the medical science building and the Ireland Research Laboratory valued

at $S.8 fAlllion."-= These arc special purpose facilities which would continue
to be adequate for use by the medical school, but would be costly to adapt
for other purposes.

Faculty

Khat cannot be so cosily reallocated is the expertise in the form of faculty
which exists here. Corcern should develop over what will become of the

total bio-medical science faculty should the medical school be discontinued,

it is true that in addition to medical students the faculty prepares under-
graduates and (I;_raduate students _in bio-medjcal sciences, however, the

primary motivation to the majority of faculty members in coming to UND

was the opportunity to teach medical students. Were the medical school

to close 1t is conceivable that many faculty mcebcrs would want to relocate.
The 25 faculty members who have tenure would have to be reassigned. Those

Ib faculty mémbers not on tenure could conceivably be roassigend or be released.

Students

(he primary reason for the existence of the medical school bus been to
provide educational opportunity for students in North Dakota. Should it
close, our sluJcnts would have to cast their lot with the rest of the nation.
| re® what We have been able to determine _theY would be at a disadvantage,
Our studies have indicated It is very_unhkel\?/ North Dakota students will

he admitted into medical schools outside of North Dakota. Kc know |

from our study that by and Iar%e_ those states who do not enjoy a medical
school have a difficult Jw getting their students into mrdical school.

At present, only an averagze_of S or o North Dakota students per year

enter a medical” school outside the state while more than -lll North Dakota

>oung people per year begin their aedical education at UND.
llnances

rrun i financial point of view oy closing the meilie.il school the people
ol North Dolola would gain hy not having” to increase their expenses.
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However, they would also lose an underterrained amount of money (last

year $843,000) from outside sources. For every dollar North Dakota spends
on medical education 92 cents has been matched in contracts from the
federal government and agencies elsewhere. Without a medical school

North Dakota would not be eligible for such federal grants and subsidies.

Entering into a Contract with a Degree Granting Medical School(s)

On February 2, 1972 a letter was sent to all 101 degree granting medical
schools in the United States inquiring whether or not they would be
interested in the possibility of entering into a contractual agreement
with us.

To date 71 schools (72%) have returned the questionnaire, in many cases taking
time to enclose explanatory® letters with the post card. Often the idea of
entering into a contract with North Dakota was discussed with several members
of a medical school®"s administration before a reply was sent.

0Of the schools responding, 19 (19%) said they were definitely interested in
the possibility of a contract with North Dakota to educate a student at their
institution at North Dakota®"s expense. Two other schools (the University of
lowa and the University of Oklahoma) were unable to give a definite answer

at this time, but did not rule out the possibility at a later date.

The number of students individual schools would be willing to accept ranged
from one to twenty, with an average of about ten. The estimated cost per
student ranged from $5,000 to $30,000, with most estimates falling into the
$10,000-%$1S,U00 range.

Six schools in the Midwest expressed interest in a contractual arrangement.
They listed the following figures for number of students they could accept
and the estimated cost per student:

School Students Estimated Cost per Student
University of Nebraska 10 $ 5,000

Creighton University 10-20 $ 5,000

University of Wisconsin i To be decided later
University of Illinois 20 To be decided later
University of Michigan 1-5 $20,non-$30,000
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Medical Schools unable to enter into contractual arrangement

Medical Schools willing to consider possibility of contractual
arrangement

Medical Schools responding, hut unable to give definite answer
at this time
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Many schools which said they would be unable to enter into a contractual
arrangement made it clear that they are still willing to consider North
Dakota students on an individual basis. The lack of clinical facilities
caused by increased enrollment and low attrition rates usually was cited
as the main reason a school was unable to consider a contract with North
Dakota.

Responses indicated that no schools were able at this time to clearly
indicate an ability to enter into a firm contract for a specific number
of students at a specific cost figure. Any type of contracting would
require prolonged negotiations with a number of institutions.

Regional Cooperation in Developing a Medical School

Regional cooperation, 1in theory, 1is a very exciting coicept. Attempts
have been made, but to date full implementation has never been realized.

WAMI  (which takes it name from the first letter of the four participating
states--Washington, Alaska, Montana, and idaho) 1is a program to

increase the capacity of the University of Washington School of Medicine
by letting students take two quarters of basic science courses at a
university within their own state. It will also expose students to out—
standing private practices in rural areas. The funding for KAMI by
Commonwealth foundation provides an initial $1/2 million for a 5 year
feasibility study. Ke will not know the future of the concept until the
program evaluation at the end of the 5 years. *

WICIIb (Western Interstate Commission for Higher education) 1is now
considering a plan to develop a regionalized medical school in the states

of Montana, Idaho, and Wyoming. The idea assumes that each state

would develop a school of medicine which would ally itself with a

selection of community hospitals. A director of medical education would

be necessary in each of these hospitals. The plan is still in the develop—
mental phase.32

lhe Director of the study made an appointment and flew to Pierre to meet
with two South Dakota legislators r_egardm% the possibility of cooperation
between North and South Dakota. Little Interest in such an arrangement was
shown by the South Dakota representatives.
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We arc in contact with the people in Montana. Our preliminary response
from them has been one of interested indifference. We arc at the present
time making arrangements for a meeting in Montana. At the writing of this
report we have been unable to do so.

Our conclusion is not that regional cooperation couldn"t be done or shouldn"t
be done, but just that the people involved arc unable to grasp all of the
factors of the concept in order to implement a plan.
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CONCLUSION

. toe B Fex Te*x

The future of the medical school will be decided by the physicians of the
state at the annual convention of the State Medical Society in May. No
doubt the reader will recognize that regardless of the position taken by
the State Medical Society the final authority rests with the legislature.

The state legislature must recognize that at the present time it is incon—
ceivable that North Dakota could move toward a degree granting institution
without tho cooperation and support of the practicing medical community.
This cooperation must include their:

1. Interest in teaching medical students,
2. Willingness to allow the medical school the use of their facilities, and
3. Granting access to patient material.

From its inception the mandate of this study has been to consider expansion

of the medical school within existing resources--personnel, clinics,

hospitals, etc. It is anticipated that any program recommended by the

North Dakota Medical Association or one adopted by the Legislature using

the information contained will recognize this fact. Consideration of any other
approach would require the development of other basic information.
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APPENDIX

NORTH DAKOTA REGIONAL MEDICAL PROGRAM

1512 CONTINENTAL DRIVE
GRAND FORKS. NORTH DAKOTA 58201

March 30, 1972

TELEPHONE: 701-775-5535

MEMORANDUM

10 NORTH DAKOTA PHYSICIANS
FROM R.S. LARSON, M.D., CHAIRMAN, COUNCIL OF THE STATE MEDICAL ASSOCIATION
SUBJECT. HEALTH MANPOWER STUDY REPORT AND COUNCIL RECOMMENDATION

~The Council of the North Dakota State Medical Association net in
Bisnarck, Friday, March 21 and reviewed the North Dakota Health Manpower
S%ltjdyh rgport prépared by Gary Dunn, M.A, For your information a copy is
attached.

The Council voted unanimousIKJ to present the following recommendation
to the House of Delegates of the North Dakota Medical Association:

'The Council hy unanimous vote recommends that the North Dakota Medical
Association supports the expansion of the Schogl of M'Jicinc into a degree
granting institution, providing that the consultant can get additional "infor
la.ition assuring us that a sufficient number of qualified "physicians wi'l be
willing to teach."

Tlii., action is based on careful consideration of the following and
0'her information contained in the report:
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North Dakotans have supported a Medical School since 1./05 and have bene—
fited by:

1. Providing an opportunity for its residents to enter Medical School.
Tho state is among the top three states in the nation in admissions
per 100,000 of population.

2. 39% of the total present physician population and 50% of those 1in
general or family practice are graduates of this school.

3. The medical school faculty is an integral part of the academic com—
munity providing quality education to over 800 students in the Bio-
Scicnces.

The School enjoys an excellent national reputation providing a strong
basis for expansion.

There is a national trend towurus the use of existing community resources
for clinical teaching purposes, (e.g. in Indiana, Illinois, Michigan, and
Missouri.)

There exists in North Dakota adequate resources for this purpose with
perhaps the addition of some clinical teachers.

By » :ing existing community resources costs can be held responsibly in
check.

The decision of the Council also takes into consideration the following
and related information contained in th** roj~r-.

1. Transfer of nil of our students is becoming increasingly difficult.
Present indications are that the schools which in the past have
accepted the majority of North Dakota graduates will not be able
to do so after 1975.

2. Presently existing basic science schools are planning to or are in
the process of converting to degree granting institutions.

3. federal support for medical education and additional support for
conversion is and will he available for the foreseeable future.
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The entire report and .recommendations of the Council will be considered
by the House of Delegates at the annual meeting May 5-7.

Additionally, there will be an open meeting to provide an opportunity
for general discussion of the entire subject. This will be a luncheon meet—
ing on Friday, May 5.

The Jtudy Group will develop further information concerning the approximate
number of teaching hours that would be required and an indication of how much
time individual physicians would be willing to devote to teaching. This will
be done in so far as possible prior to the May meeting.
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