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LINKING MEDICAL EDUCATION AND TRAINING
TO RURAL AMERICA: OBSTACLES AND OP-
PORTUNITIES

* MONDAY, JULY 29, 1891

U.S. SENATE,
SreciaL CoMMITTEE ON AGING,
Washington,
The Committee met, pursuant to notice, in the Dirksen Office
Stafffumnt:l{orﬁa?ortar staff director; Jennifer

WWM Berry minority staff di-
rector/ counsel; and Thomas Mitchell, graduate fellow.
OPENING STATEMENT OF PORTIA PORTER MITTELMAN, STAFF
DIRECTOR, SENATE SPECIAL COMMITTEE ON AGING

Ms. MrrreLMAN. Good morning, name is Portia
Mitteiman, I'm the Staff Director of Committee on
Aging, and on behalf of Senator Pryor, who is the Chairman of our
Committee, and also Senator Cohen, the Committee’s ranking Mi-
nority member, we welcome you to this morning's forum. A warm

Walsotoogr
in rural America. Although he comes from Ar the problems
there—the bankrupt WMMMm-
tioners, and the great people must travel for th

(03]




2

AlsomcialthankstoBobPolitzerandShirleyJohmnof't‘.he
ofBumM;igf;mﬂealthmeemiomnnder.MarkmwoftheDivmon

I urge all of you to play an active role in this workshop today. As
you see we have microphones in the aisle, and we do encourage you
to use them to make comments and ask questions of the panelists.
We want to make this a very interactive forum.

Before I turn this over to our moderator, I would like to recog-
nize Jennifer McCarthy who has been the driving force behind
today's forum. Thomas Mitchell, who assisted Jennifer, also de-
serves ial mention.

Now 1 would like to turn the hearing over to Jeff Human, who
will be giving an introduction, and also serving as moderator. As
I'm sure you all know, Mr. Human is the Director of the Office of
Rural Health Policy within the Department of Health and Human
Services, and plays a key role in efforts to improve rural health
care.

Jeff.

STATEMENT OF JEFFREY HUMAN, DIRECTOR, OFFICE OF RURAL
HEALTH POLICY, DEPARTMENT OF HEALTH AND HUMAN
SERVICES

Mr. HuMan. It is a pleasure to be moderating this important
workshgg on healtll; professioges edu;:atitﬁ in rural Amenca.a:
would like to begin by noting t e who are sitting up here
the heed table, and T will introduce them in more detail later: Dr.
F‘itzl&ugh Mullan to my right; Dr. Tom Bruce and Dr. Mike Whit-
com

BrueeBehmwge r,whoislistedonyourprogmm.isdrivingu
from southern Virginia, and I'm told the weather is very bad. Wg
expect he will be here before his turn to speak comes. We certainly

80,

Senate Special Committee on Aging has a well-deserved rep-
utation for advancing the interests of America’s older citizens, But
it also has an %Leﬂy strong reputation of advocacy for America's
rural citizens. two groups are more than compatible, since
the percentage of older Americans who reside in rural areas is
about 25 percent higher than for urban areas. Older Americans are
more likely to have trouble ing the care that they need, and
more likely to need care than other icans.

Senator David Pryor of Arkansas, the Chairman of this Commit-
tee, has throughout his career championed the cause of older
Americans and rural dAcxl:’xet?;ansse I am sure alxlxl 31' n:ts blexemththis

ing regret very m t Senator Pryor co with us
today. gutthegvgnmis,asl’orﬁaindmwd,thathisrecwery
i_s tpmsressmg very well, and is expected to be complete in the near
uture.

We are all well aware that in rural communities we have severe
shortages of health professionals of all types. Inherent in this bad
news is the good news: there are opportunities for solutions to our
problems at the very origins of the problems themselves. Today we
will examine one of these sources, th care education. We will
look at the extent to which our approach to education contributes

7



Medical schools are piaces where Americans go to }
how to practice medicine. They are the places where basic atti-
tudes toward rural medical are likely to be formed. How
the medical school structures the process and attempts to
influence the ty choices and choices of the stu-
dents will have much to do with whether a man Or woman

a small town
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mwmmedmﬁm.mlumh.w shift
our attention to some of tne best examples of programs that work,
mfnmmthatmﬁ:hthinformanynaﬁwalmugon

and health professions education. After each panel, we will
open the discussion to include the audience andaskthatyoug:e
your recommendations and comments regarding the policies that
are being discussed.

percent of the peopls in rural areas, y we need to
send more than 6 percent of our doctors to rural America. Mike
ggitcomb.hﬂb..wﬂldiscusstheseﬁndingsinmomdetaﬂlater

What can we do to change these numbers? Here are eight strate-
gies that seem to be helping in some parts of the country:

One, we can reach kids with scientific aptitudes well before they
are ready to apply to college to other th ons education

These kids ofter stay rooted in their communities. A
example of a successful program is the Kirksville College of
Medicine in Kirksville, MO.

Al Kirksville’s student body comes from throughout the
country, a significant comes from northeast Missouri, be-
cause the out to the junior high schools, the high
Missouri State College, to find and develop
students with scientific aptitudes. The collegc offers special
summ ertﬁrogmmtodevelopthetdentsofthese students and to

em ultimately in osteopathic medical education.

8
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These students are local, rural residents who tend to stay local
from Kirksville, and tend to ide much of
care to rural residents to northwest Mi i. We like
sowe{l,inouroﬂieethatwearecurm?ogymrkmg
Tuskegee University on a similar program rural mi-
nority students. Right now we are also developing with Tusaegee a
for minority students in the junior schools to inter-

est them in health care careers.
Two, we can do a better job of admitting rural residents to medi-
cal schools. Between 1§78 and 1986, the number of matriculants to
American medical schocls from rural areas decreased 31 percent.
However, there are many medical schools that have done well

during this period in ing students who now serve in rural
areas. They use a wi varitt;'ngfstmtegiestoatMctmommml
students.

For example, the University of Georgia Medical School has ex-
tended the principle of affirmative action to include all rural appli-
cants for ical school, of race. The University of
Washington includes rural family physicians on its admissions
committee to ensure consideration of rural applicants.
&r:,wemﬁapemﬂmlgrﬁcu]um&egpbaﬁmm—
m practice y with hospital practice. our speakers
this morning, Dr. Bruce, co-authorized a book on curriculum
reform at the Umversity of Arkansas Medical School. Under the
each medical professor was to reorient each course to
the proper emphasis on community . Have the Ar-
reforms helped? It iy difficult to attribute success to a single
cause, but only three medical schools in the country place a higher
tage of graduates in rural areas than Arkansss.
Four, we need to offer preceptored clerkships to medical students
g;ero';ethu:derboard-certiﬁedmml ed“ inTiuralare%l}ma
ir undergraduate medi ucation. This kind of pro-
gram offers the first introduction many medical students have to
rural practice and to living in rural areas.
It makes it possible for urban and suburban students to imagine
or the first time what it would be like to undertake a rural prac-
tice. It also provides an excellent educational experience for all
medical students to practice a more itive and less procedure
medicine, and leads to sounder medical skills.
Probably the best example of rural preceptorship is the Rural
Physician Associate Program at the Univemx of Minnesota. Stu-
dents there may elect to spend their entire third year in a rural
preceptored internship. The pr@mm is educationally sound. Stu-
dents who have taken it since 1971 have done just as well in fourth
year medical school performance as those who remained in the

But the really exciting statistic is the 57 percent of the students
who have participated in the program have gone on to practice in
rural Minnesota. Many much shorter programs such as those of-
fered at the University of New Mexico, the University of Nebrasks,
and Marshall University, also are valuable to medical students.

Five, we need and can have medical schools without walls. By
this I mean medical schools that extend their training and develop-

I
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e
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This program is to reduce isolation of rural
cians, to prevent burnout and to provide the support that en-
eonmsau medical students and residents to serve rural areas as
well.

Telecommunications i augment this effort. For exam-
ple, the West Virginia Medical also offers an 800 number to
rural ici for 24-hour consultation. The rural

message to

i from programs like this is, ““You are not alone. Support

available.” We expect telemedicine a.d what is called interactive

distance education to become increasingly important in

downﬁ_setmgiot:;nalwansamundmedlmlschoolsandothwheal
8¢

Six, we need to follow medical students throught their residen-
cies and match them to rural communities in need. The University
of lowa Medical School historically has been successful in this
matchmaker role of interestiag communities and medical residents
in each other, and brokering concrete agreements. Many area
health education centers do similar work with Federal support
from the Bureau of Health Professions of the Health Resources and
Services Administration. Our first speaker, Fitzhugh Mullan, di-
retét: that Bure:;.

ven, we n more interdisciplinary trainir such
as the one that Dr. Sandral Hullet‘t,wﬂl describegr us mr today.
We cannot solve America's rural problems with physicians alone.
We need training programs that bring together physicians, nurse
practitioners, healphm ian assistants, social workers,
and other th professionals in multidisci teams to serve
rural areas. Medical school education should lay the foundation for
this process by teaching physicians to extend their services through

East Tennessee State University's Medical School in Johnson
City is one of the pioneers in this area. Therethetrainingofphysi-
cians and nurse practitioners are linked at many points so *.ey
know how to work together ugltheir graduation.

Eight, we can solve other th professions shortages in rural
areas as well, with similar strategies. For example, we need to
train nurses at all levels in rural seitings, and begin by selecting
nurse students who have strong ties to rural communities. On the
Pine Ridge and Rosebud Indian Reservations in South Dakota, the
Oglala Lakota College offers an associate degree nursing program
that is linked with a nearby baccalaureate program.

Thus, associate nurses can go on to complete the bacca-
laureate program from South Dakota State University. Local
people for the most part comwe the student \ Native
Americans and others from local ranching and farming com-

10
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munities. Upon graduation, almost all the nurses remain in the
area.
wemegnparingtomkleourruralhealth
medical education reforms. Is this all we can do? Of course

not. more possibilities await us. Let me in closing briefly
men

First, we need a much stronger emphasis on rural economic de-
velopment. As health professionals we notice the closing
gs?;obmd mmm tsweé.ld::ingandw et

man are

of all sorts are ing the towns and communi We need
to revitalize rural America.

Throughout the da ,manyofburspeakmwillbee]abomﬁngm
these ideas. I hope many new approaches to adapting medical edu-
cation to meet rural needs also will be I think 1
on behalf of all of us in thanking Senator , Senator
and all the other members of the committee giving usme%)-

portunity to put these possibilities before the American people. We

Dr. Mullan is a pediatrician, an historian of public health in the
United States, an author whose first book was subtitled “The Polit-
ical Education of an American Medical Student.” He is a founder
of a national cancer action support group for cancer victims, and
he is a heaith professional whose commitment to securing access to

ealth care for all American citizens has been the hallmark of his
d.tmhhed career. He is also a good friend and neighbor.

i1
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STATEMENT OF FITZHUGH MULLAN, M.D., DIRECTOR, BUREAU
OF HEALTH PROFESSIONS, DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Dr. MuLLaN. Thank you, Jeff. We both live in rural Garrett
Par MD.t:ehichdoeshavetreesandﬁell’ds.eéyam ladmwhere

ve orgmm' to comment bri contri to
mhhope ill ari%di&logueonﬁme.perplexinganderst-
I think the questions before us on rural health, rural health de-

liwry,andrumlhealthadeg:cyarelongstan , and ones that I
don't think we have found precise key to unlock. And I think

having to rura! residents over a period o months, they
remain icated to trying to find answers. The problems are not
m::g' distinctly better.

In Bureau, we have a number of that the

has enacted, and that we manage that with the
What are the problems? There are statistics we are all famil-
iar with. I wanted to pick just a few to it a little bit.

Whﬂemughlyaquarter,% rcent, of the U.S. population is
rural, only 1 percept.ofpaﬁentpceare physicians andg‘?pement.of

talMathymcmusworkwinmralareas.Sowearemnnmg

mt half of what should b& the weighted national distribution

of physicians. Fifteen percent of registered nurses are rural, and 13

t of physician assistants. So again, they are running at about

of what they ought to be in order to provide adequacy, at least
onBaywm the rest ggthe population.h ) 100.000

there were 98 primary care physicians per 100,000 popu-

lation in the United States across the board. In rural areas, howev-

er, the %res were only 56 per 100,000, and dipping as low as 45

per 100,000 in areas such as Alabama, Tennessee, and Louisiana.

In the nursing area in 1990, it was estimated that the nursing

in rural areas was 45,000 and it is projected to be as high
as 75, by the year 2000. As Jefl referenced, between 1981 and
1888, 188 rural hospitals closed. That represented almost half the
hospital closings in this country. The situation remains, as I men-
tioned, problematic.

The programs in the Bureau which I think e are familiar
with emanate from some old authorities, the Health Educa-
tion Centers, in ga.rtim‘qr, that have been with us since the early
1970's, a very effective family of programs, distributed across the
country, many of which have strong rural ties.

In tion, there are several new programs, the New Generation
Health Education and ining Centers, which are an adaptation
of the Area Health Education Centers, legislated in our last reau-
thorization of Title VII, and in addition, the Rural Interdiscipli-
pagmuthonty, which was added to Title VII in our 1988 reauthor-
ization. Under that authority, we can fund interdisciplinary train-
%programs focused on rural areas and rural problems.

nder that program, the first year of grants was actually the
1990 cycle. Eleven grants were made, for a total of $2.1 mllion.
That's an interesting figure, and 1 leave it to you as to whether it's
adequate or not. Only 26 applications were received, of which 1 be-
lieve 18 made the cut line, and 11 were funded.

Q
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Finally, there is a small which is run through a Medi-
mautinn , the Rural Education Demonstration Activi-
ty, which is to stimulate rural hospitals to run residency
m'mepﬁncipalk,therem disincentives in the
: of reimbursement for G currently to getting

tirely why it has generated so little interest. But it stands as a good
idea for to to move one important system, Medicare
GME reimbursement, and it seems not to be effective, and in dis-
cussion ] would be interested to hear from those familiar with it
what the are, why it has not been received as a very en-
on current programs.

That’s kind of a snapshot of what is going on now, in and around
the Bureau of Health essions. I want to d the remainder of
?ﬁmeinammewhatmorestmmgicandp‘ discussion

whattheundermrmblemare,ﬁ'omﬂm
health professions. would posit to you that the principal un-
w em in rural health professions is tied to a larger, sys-
em of the infrastructure of the health professions, par-
ticularly of medical education in this country.
We are losing the battle for generalism. We are moving ever
more towards a system that is a8 vulcanized system of specialty

)
| 4
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ggicedgﬁyvery;andthataﬁectsaﬂeec‘mofhealthdeﬁmin
country.
Themmthosewhombeeomingaﬂogiﬂsforﬂmt.penpec-
tive, sayi thatit:xsﬁnewhaveourprimgryorgewalmdm
delivered part-nmecardio}ogists.part-tgmegynemlogicalm
pan—ﬁmeendoainm”dthnts fine. And when
WM’th:mh for the honed, well-trained
mor ty.tbeywindeﬁmsmgariatricmor
eareormeprevenﬁonservioesalomgtheway. .
Manyofusintheb@nmofhealth icy analysis would dis-
mwiththatmawayw_rqnmrsym et without that being

a national policy, we are toward that. And it is not hard to
disce: .- whgnit 1s huppening. one looks at the systems of reim-

bursement wachcemthesystmofrwompmmmdinmﬁm
graduatvemediealedueation,eertainlyifmelooksatthe

aﬂtured'mediealtraininsalltheincenﬁvu.asweuasmuchof

the i havedevelopetioverﬁme‘nfavwofspecialimﬁon.
are not pernicious factors. We all are entertained b the

technology that our country has been at producing. it is
noacddentthatformedigstudents, lure of high-tech is there,

t00.
Inad&ﬁon,thareiswbstlwouldeallthereducﬁonistlure;mat
is,asaphysicinn,thenoﬁonoftryingtomastersﬁemeand
human biology in all its aspects is daunting, and more daunting as
the go by w.th amassing information. The idea that you

be a competent salist who was familiar with literature
andwasatthepeakoyourcmﬁinalimited -specific ap-
ggufnchtohumanbiologyissomeﬁﬁngthatap to many as

You put the reimbursement systems, the cultural aspects that 1
mmm o:lltog;thet .d e 'mhéhu;:pndthe.re-
w r, and you get a m 18
inexorabl mwardﬁwBalkansofheaﬁ‘i:eam.
Thata#ectsruralhealthveryapp:eciably.Bemmaswelookat
tbeﬁguresrelnﬁngwwhatourstudmtstdlus,andthenaswe
lookastheymoveintoresidencyyematwhatthematchisnow
telnngus.moreandmoreareopﬁngawayfmmfamgﬁ;:edicine,
general internal medicine, and eral pediatrics. augers
N 'm‘“"“fé”‘éﬁ““ﬁ;‘“tm:“ mmm‘,w
ow what can ne ut primary care ? We
havetalkedaboutme'l;tcplplanintheBumuwhichwehavecib
culated in a number of ci es which represents in large part mar-
shaling and refocusing idc 5 and instruments that are available

currently.

Just to tick them off, it's the National Health Service Corps; Pri-
mary Care Residency Training; Minority Health, and focnsingg
minority health: it's a service-linked component which is
Health Education Centers, Geriatric Education Centers; it is non-
physician providers, a very im t role; and it's public health
practice, linking traditional lic health systems to r.umpary care
service systems, and not having two separate parallel and non-com-
municative systems out there as we do in many communities; and
itisprimarycareresearch,ruralhealthcareremrch,averyim-

portant aspect.

14
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Finally, and the point I really want to close on, is something that
we have entertained a discussion within the Department on, and
that is the link to HCFA. Health care financing is key to where we

on both practice and education. For those not aware of this, the
ofgndsmt?hat the Bureau of Heall;h;l Professions ht?-s in the whoie area

professions, gmw y dealing with primary care, are
about $150 million. HCFA this year will spend $4.7 billion on grad-
uate medical education, with a little bit of that going to nursing
and allied health.

Until w: build a bridge between those two concepts, the policy
focus of primary care, and the large engine of funding in HCFA,
we will ave a hard time changing the culture in this country
which imjacts rural health very badly in terms of how we move
mles' minds and bodies into rural areas for the provision of

th services.

Thank you, and apologies for going red.

[The prepared statement of Dr. Mullan follows:]

PREPARED STATEMENY OF FivauGH MULLAN, M.D., oN PRIMARY CARE AND THE
RE OF HRALTH CARE IN AMERICA

The views expressed in this prper are strictly those of the author. No official sup-
port or endorsement by the Department of Health and Human Services or any of its
components is intended or thould be inferred.

The term primary care is sed in two important but distinct ways. The first is to
describe the provision of gencralist services in health care usually provided by
family i L’\ns, general internists, general pedistricians, nurse practitioners, or
nurse midwives. There have been many definitions of the term, but most center on
the generalist nature of health and medica] care services and their applicability to
the vast majority ogfproblems with which patients present.

The second use of the term primary care centers around a set of programs de-
signed to provide health care for traditionally , isolated, or underserved la-
tions, The Federal Community Health Center . the National Health i
Curps, the Indian Health Service, a variety of rural health programs, and a number
of ssate or locally financed access rro)ects’ tend to focus on primary care—
access « basic hesith and medical care for populations who have difficulty in ob-
taining such care.

Both of the uses of the term primary care and, indeed, the two sets of clinical
activities that they describe, derive from common training programs, commeon clini.
cal skills, and a common set of practitioners. Put simply, the infrastructure of train-
ing programs and the clinicians that deliver general primary care in the United
States as a whole are interrelated with the subset of programs and practitioners
whose work focuses principally on serving the disadvantaged. Therefore, any analy-
sis of the potentials or problems inherent in these primary care paradigms must
take into account both aspects of primary care as we know it.

THE DiacNosis

_In the period following World War 11. the U.S. medical care system was still prin-
eaﬁmlly one of generalists with almost two-thirds the practitioners counting t.g::
selves as GPs. Today that statistic is reversed with roughly two-third of currently
practicing physicians counting themselves as inlists or subspecialists. Two coun-
tries similar to ours in culture and general th status, and Great Britain,
have generalist physician cases today of 50 and 70 percent respectively.

Moreover, we can anticipate an erosion in the primary care infrastruture of this
country as evidenced by the declining numbers of students indicating an interest in
primary care {35 ﬁrcenl in 1948 compared to nearly 40 percent in 19914 and subse-
quent in the National Resident Matching m match rate in primary
~are disciplines. In family medicine, the match rate has declined from 85 percent in

wgol\mociaﬁm- of American Medical Calleges. AAMC Data Book, Washington, D.C., January
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rﬁnrdhbothmandinﬁastmcture.Thehnkedeompummfolm
. NHSC: A continued vigorous National Health Service Corps with a revitalized
scholarship and loan repayment program targsted st the hardest-to-staff under-

served areas.
2.Mimrity:Aeouﬁnuedemphasisinfademlhm:g§for aimed to pre-
pare and train health professionals from minority %Wm
&MA% of research .n primary care principally by
thamg_rﬂealth icy and Research.
4. - Continued support for primary care nedical education, but
wi&hpﬁoﬂtrplmdmmmmsthatprwideex it preparation for work with
5. Servicer : A continuation of service-linked educationsl such as
Area Health Education Centers, Geriatric Education Centers, Education

and ing Centers with a similar incressed emphasis in program training activi-
ties dedicated to primary care providers for work with underserved populations.
6. Non-Physician Providers: The continued and more clearly delineated
role for non- § providers in the delivery of primary care services.

7. Public Practice: Increased emphasie on truining forpublichedmo};mc-
tice that will link the work of public health practitioners to the provision of pri-

care services.

8 Li with the Health Care Financing Administration: HCFA, in its adminis-
tration of the Medicare trust fund, will 4.7 hillion dollars on te medical
R e e s v atnd A oms mothin 10 2iarees the

care training, money oes to

care erosion phenomenon. A collaborative undertaking between HCFA and
the Health Service in su of primary care training activities could bring
an important new emphasis source of support to efforts to improve primary
care teaching, training and practice.

m;lehmal Resident Matching Program, NRMP Data: April 1991. Evanston, Illinois, April
sUSs of Health and Human Services, States’ Assessment of Health Personne!
Sbort?s. and Concerns. DHHS. Publication No. HRS-P-OD 90-6 October 18580
+ US Department of Health and Human Services. HRSA's Long Range Action Plan: Repart
on Access to Primary Care for All. Report to the ASH, June T, 1990,
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idne,gensralMaMnnmmcﬁtmandnnmemxdmmhtﬂkﬁomm—
other and speak to the world as a whole on certain key, common issues. Absent a
potent and unified voi- ¢ from the cave educational and practice communi-
ties, efforts to L1CCeSS OF mﬁwfuetumwﬂlhefartemeﬂechve
than they might be otherwise. A common forum for discussing ideas mﬂg
and preference known would be an enormous step ahead for family

and primary care as a whole. One might hope that a forum of this sort would

bedevdopedinthenearmmre

STRATEGIES FOR FROMOTING PRIMARY CARE TRAINING AND PRACTICE IN RURAL AREAS

The continuing shortage and ongving erosion of primary care professionals hits
rural areas ] harcLDataﬁomﬂmﬁﬁAmwg:atwhdethenumb?g?f
physicians metropolitan areas incresse 24 percent between
and 2000, numt willmer::]sabyonlyhg r!?m?mralarea:o this
same time . Historically, rural practice attraction
mm%mmw i

tec that are from rural by
more than just miles. The isolation lhﬁWm
tinuing education associated with rursl areas practice is diasdvantage to

trahsededmtmal
Tbeomallmtegyoutlinedmtheenght described earlier are imple-
mented through a numbe of by the Health Resources and
Services Administration which are E ving a very positive impact on health person-
nelmmmra!areas remngﬂwdmneentxmtoruralpmctice Nota-
ble among these mmm
The National Service Corps (NHSC), through service obligation related to
its scholarships and}oan ty, has served as a resource for placement of

W nurse practitioners and physician assistants, in the
tynhwtageareas.manydchemmrumlm Since 1971, the NHSC
haspheeamm&hanlWh@thpmfemMmshorﬂemAbmt?ﬁE

NHSC assignments to shortage areas have been to rural areas.
mdhtethatabouthalfof-mesmmmnmtbelrdemgnawdams
ring the after their obligation is completed.
Araa Health Education ters ( ) establish networks of health-related
'l‘he tions to pnmde educational services antg students, facnlty. and practitioners.
purpose m is to attract retsin pnmarv profmmn}s

shortage areas mzm&mm health sciences centers with clinical sites in un-
denerved rural communities. Many AHECs also provide a vehicle for
continuing educat.mn for health professionals in remote communities. An evaluation
of AHECs has shown that the professional environment is improved because of im-

proved access of physicians in rural practice with professional resources.

Health Education and Training Centers (HETCs), like the AHECS, are designed to
improve the supply, distribu hgualxty and efficiency of personnel providing
healith services in aress of particularly serious need, for example in the border aress
m the United States and Mexico, as well as urban and rurs] aress, including

areas.

Rural Interdisci Training Grants fund programs to train health care prac-
titimminamrg:mgdmplmwpmwdesemm rural areas, and to im-

m!oheal care services. Unlike the AHECs, an administrative structure
not specified. The key elements of innovation and the inclusion of
multipie diacmlainas are also departures from the Aﬂm model. Another important
physician training is de-emphasized, these limit training
physicians to fewer than 10 percent of all trainees. Anmm
funded under these grante offer educational oyportunities. which among bene-
fits, addreases the of lgrofeﬂanal

In addition, the Bureau of Health Profemons suppom training programs for phy-
sician assistants, nurse practitioners, nurse midwives, and nurse anesthetist,
vital to increasing primary care services in rural areas.

Also, 8 number of training grant programs have incorporated service-linked edu-
cational opportunities, though, regretiably, so far none have included service in
rural areas.
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RURAL HEALTH CARE—HIGHLIGNTS
Sixty-five million people, about one-quarter of the US. population live in rural

aress.
While 28% of the U.S. population reside in nonmetropolitan aress, only 13.2% of
unpatiemmphysiehn&M%dhosﬁtql-basedphysidan&ls%dmm
nurses, and 18% of assistants practice in these areas.

_Of the more than 3, counties in the U.S., 114 had no active patient-care physi-

in tan areas.

March 1990, T0S: of Health Professional Shortage Area designations for pri-
l::lwsther‘:ea”e QSinpﬁm% ici ‘1'8?30.03010'95& ion in the US.
\ were mﬁmns - in .
compared to only 56 per 100,000 in areas.r:rthe of Columbia, there
ml”pﬂmawmﬂ;ysicismperlm.ooo,whﬂeinummml ions of Ala-
bama, Tennessee, and Lou'siana there were fewer than 45 per 100,000.

Between 1987 and 2000, a 24 percent increase in physicians in metropolitan areas

compsredtoonlgnﬂpg:mtincremeinmmﬂmpoﬂhnm.

985, 30% of all Physician Assistants were practicing in rural areas. In 1890,

only 18% were doing so.
of registered nurses in 1990 in rural areas is estimated to be 45,382,
In the year , it is ex to be 76,760.
Between 1981 and 1 188 rural hospitals closed, 48% of all hospital closures.

Mr. HumaN. Thanks, Fitz. We are using the timer this morning,
because we want to protect the time for audience comments. So we
are going to try to keep relatively close to 10-minute presentations.

Let me now introduce Dr. Tom Bruce. Dr. Bruce is a Senior Pro-

Director for the W.K. Kellogg Foundation of Battle Creek,
. Dr. Bruce helps the Foundation develop and administer its
health . He is the former Dean of the College of Medicine
of the University of Arkansas. While he was there, his principal
emphasis was on expanding the family medicine and
other primary care programs. His major career interests have been
:i mpt:-gnve the distribution of physicians and the quality of medical
ucation.

Dr. Bruce co-authored an excellent book called ‘“Improving Rural
Health: Initiatives of an Academic Medical Center.” I notice he has
it with him this morning. Maybe he will show it to you.

But since he might not, I will—it’s the first book 1 read when I
assumed the position of Director of the Office of Rural Health
Poli?'. I thought it was terrific, and I still feel that way. 1 recom-
?t:en wtelhiat any of you who are interested in this general area read

as .

While Dr. Bruce was trained as a cardiologist, I think anyone in
rural health or anyone who has read the book will tell you that he
has the soul of a primary care physician. Dr. Bruce?

STATEMENT OF THOMAS A. BRUCE, M.D., PROGRAM DIRECTOR,
W.K. KELLOGG FOUNDATION

Dr. Bruce. Thank you, Jeff. I am goi.ngato de from my pre-
pared remarks. They are available at the back table. 1 will give you
a “chalk talk” on my personal thoughts about rural health care
and in particular, the role of universities and academic health cen-
ters in promoting rural health. ,

I think it's very clear that those people who come out of health
professions training want to be good clinicians and caregivers. And
the{ do everything they caa to move in that direction.

If they move into an environment where there are not resources
for them to use their professional talents, and to link with other
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caregivers, to control their lives a little bit in terms of carirg for
the people to whom they are committed, they arc going to move
a and find another where they can invest their talents in
ing with people in need. That'’s the very naturr: of health pro-
feasionsandwg;opeoplegointoitinmefmﬂace. .
The problem of rural health in our time is that the system is out

of sync and is distorted. people who go into rural health care
have to go as missionaries. go at tremendous personal cost,
family cost, and professional cost.

Inhct,xfyoulookatpmfemionalattawtions.allthewnig@t
tendstofallmtomoremetmpolitansetﬁngs,whemonecan‘jmn
colleagues—other professionals who can round out group practices,
be available for referrals, for discussion about complex issues,
where one can get various kinds of technological support services
for diagnosis and treatment, and accees to sophisticated su&
port systems we have set up in this country for delivering heal

care.
In addition to the treatment of illness, health mnotion is very
heavily concentrated in metropolitan areas. reasons w.
Feople choose to go into rural areas, therefore, tend not to be
essional, but personal. They want to find a town in which thei
children can grow up, or the lifestyle is one that is consistent with
one they have known before, in their own childhood or in an earli-
er experience. :

Many times that decision to move into a rural community or
heaith practice is disappointing because the system is not in place
to suggort the professional needs encounter, their desire to
provi care amza«]uality care to le who live there.

And though 1 am talking rily y about the role of the
university and what it can do to improve rural health services in
this country, I think it's very clear that this is but one piece of a
mosaic, and that there are many pieces outside the control of uni-
;ersitiee and academic health centers which also need to be ad-
. 1 think Fitz Mullan’s discussion of the powerful importance of re-
imbursement for care delivered, and the capacity of rural commu-
nities to develop other kinds of economic support systems, trans-

portation, education, and communication these are terribly
unlportant parts of the whole.
f one, then, focuses on the role of the university or of academic

health centers, I think it’s fair to say that not much has been done
to marshal the resources that are available to support the needs for
rural citizens in this country. And there is a very clear reason for
that, sevefal reasons. One is that there is very little incentive for
i h centers to move in that direction.

The resources that come from public funds to support health pro-
fessions education tend to be only a small fraction of what it costs
to run an academic health center—10, 15, or maybe 20 feroent of
these funds come from the public coffers. In today’s worid, th
est source to funds of run a program come from earned income
through care of patients, or through research ts or other kinds
of special program support. There is very little incentive to moti-
vatﬁl an academic health center towarg more responsiveness to
rural issues.
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If there is movement in that direction, it is sociopolitical forces
outside the institution that causes it to respond. There are, in due
fact,peopleknockingmthedoorsaying“lwantanurse,adoctor,
orpharmacistinmytown."Andtheinstitutionn'iesboberespon-
sive.Butthebigsyste}ntendstopushitintheotherdirection.to-

lnfact,wehavehadenormoussuminthismuntrysince
World War II in addressing some of the very difficult medical prob-
lems we faced, and we've made enormous head in our under-
standing of disease, the mechanisms of better th, aad of pro-
moting health. Much of that progress, however, is technology-
md.msonce&ntendswpushthemtemwwardsﬂwhig
~pecialized and nologically sophisticated systems that are most

edmd to metropolitan areas.
isonetochangethesystem?lthinktheremfourareas
that are the key to mobilizing academic health centers to address
rural health issues. One clearly lies in recruitment, choosi the
kinds of people that come into the educational system who have
high likelihood of future rural practice.

‘Rural,” of course, is an extraordinarily broad category. If one is
trying to respond to a rural area that is heavily populated by mi-
norities, that is heavily agricultural, that has a{ﬁgh concentration
of people who are elder] , or that is a very sparsely populated area.
There are many kinds of rural responses that are n .

If a local institution tries to respond to its own kind of rural com-
munities, then it needs to pull those people in who have those
kinds of sensitivities from the very begmmnjl, makinmm a solid
core of the student body. The institution will be far r able to
meet its societal expectations by developing some probability of
success in the kinds of students who come into the system.

Therefore, careful selection and early, aggressive recruitment
become very important indices of the eventual outcomes, and one
can generally predict whether there is pmbabilizg‘ethat the gradu-
ates will go into rural practice at one time or another.

The second major area in which academic health centers can
make significant headway is what 1 call the early socialization of
learning to be a rofessional caregiver. That first professional iden-
m{f is very much key to how one thinks of self as a practitioner.,

the whole environment is that of intensive, highly i
cage,theninfactthatisgoingtobetheouwome.eventhoughyou
bﬂnginpeoplewhoareintemstedandsensitiwtomrdneeds.lf
the whole environment is absorbed with a high-tech approach, then
the rural mission is going to fail.

This professional socialization is keyed on the kinds of facuity
one has, the sites where programs are delivered, the extracurric-
ular activities that are available, and the way in which one brings
in family, spouse, and others into the educational are'.a. 1 believe
that if academic health centers are given the challenge to put to-
gether a package of t that will promote rural emphases and
outcomes, they are capable of doing that. But it requires a very sys-
tematic approach.

The third major area of endeavor is tha curriculum itself. This is
probably the least important of all, but we always put it in, be-
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cause that's what makes an academic health center. If I wanted to
be an expert in cardiac intensive care, I would not take most of my
training in a rural primary care center. That would be dumb.

I can tell you also that if ] were interested in rural primary care,
I would not take most of my training in a university hospital and
its series of intensive care units. That also is dumb, because there
is no major relevance there to rural issues, and the faculty don’t
have the skills, knowledge, and know-liow to practice in rural set-
tings—to network with other provicders, to harness the resources
that a rural community brings, and its unique kinds of characteris-
tics.

All those things should be learned as a part of professional train-

ing.andthecunimﬂumallthytodothat.
Rural medical education is not a ip at the end of train-
ing; it's not an elective in community health!

And the last piece that academic health centers can do is provide
technical assistance. Rural communities are not uncommonly areas
of trouble, and academic health centers often have major resources
for consultation and advice, technical advice to improve the sys-
tems. We don’t utilize those university sources nearly as well as we
have in the past.

One final word particularly relates to the discipline of medicine.
That is that the ﬁost-doctoral years, so-called residency training,
often are the real key. Many people can come through basic profes-
sional treining in medicine or nursing, and then go into the clinical
years of practical training and get totalls lost, particularly when
that system is overwhelmingly dealing wich intensive, tertiary hos-
pital-based care. The financial support for primary care residency
education needs to be tied to where that training is to occur.

Perhaps one of the best programs of community-based lm
gghmeldicmeh e wl()’;g mf"ﬁ d e thrg % ofteachlgzg.h

ool in the Negev rt. They do a superdb j ing the
skills, attitudes, and knowledge needed to practice community pri-
care. Graduates leave there, however, and go into traditional
residency J)mgrams that are hospital based (there are few other op-
tions), and virtually none of them wind up doing what they were
trained to do iréal tfedical schv;)ol.f That last tldoctoral medical
training is critically important if one is to develop a systems ap-
proach toward change.

The last thing I would sai is that interdisciﬁlinary teamwork is
so impertant when we look to the future. Nurse practitioners,
nurse midwives, and physician associates/assistants must be al-
lowed to become a part of the team in a first-rate way if rural
needs are to be met. This has to be quality care and they have to
be reimbursed and treated as genuine professivnals in the total
sense of that word. We must take a systems approach to dealing
mril:‘l}xmr:{al health care and to the educational parts of that whole.

you.

{The prepared statement of Dr. Bruce follows:]

HEeaLTH CARR POR THE RuRaL Evperiy

Ladies and Gentlemen: 1 am Thomas Allen Bruce, a physician in the employ of
the WK. Kel Foundation in Battle Creek, Michigan. Prior to joining the Foun-
dation in 1985, I was Dean of the College of Medicine at the Unijversity of Arkansas
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.1l:~n.~j~-1‘-‘:~' members of this Subcommittee, the thoughts which

mﬂre!,vkm mm,andnmmmdmxdmmmﬁmatheUnimdtydM
NUWSMMMMMWWMWMMWmHm

biomedical hw%d&emmdmm il

ity.mdcftbem:'swhichpmm m.mmnqymnmacqsidenbh

pacity of graduates i .

In medicine, getting it memmdmwh
not enough, since all must complete an three or more of
clinical (residency) befwean&eringpmcﬁa.Thmswherethe!ureofh h-
teehmﬁdmhmoaameali:g.foritbmobvmwtbemgmduam ¢
with specializgation comes the forin-depthdiagnodsandtbemofdiﬁmﬂt

mmmmﬁtmmmwmmmmemmﬂnmmm
the ability or the opportunity to resolve complex illnesses. We need a value system
tymlteve it is OK, perhaps better, to provide primary, general care at the communi-
Whatca.nthe(:ongressdoaboutthemaldwtribuﬁon of health professions gradu-
ates? Above all, stand firm in readjusting the financial systems for medical reim-
bursement. Physicians, dentists, nurses, and other health pmfemog:ls who
higher E . pot less. Nurse practitioners, nurse midwives, and physi
reimbursed appropriately for bei members of the primary care {eam.

Thewm provide the e:gm healyh e hools P he
Congress can encourage th professions to readjust ir approach
es to the selection of students, and to provide a significant fraction of the curricu
ium outside the tertiary, intensivecare settings of the hospital icularly in the
earliest, most impressionable moﬂ' professional development. nation's Medi-

care and Medicaid me movetosutgeporta level of octoral residen-
zreducaﬁon/training t is in ion to of the impoverished and el-
!ydﬁumﬁmtmservedhythosegovemmen p

Quite obviously there are many other fine tunings of the systems which will accel-
evate the directional changes that are the subject of this hearing. Nonetheless, I be-
lieve that these are likely to be the most powerful and effective initiatives that can
be undertaken. Thank you for allowing me the opportunity to share some personal
opinions in this increasingly important realm.
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Mr. Human. Thank you very much, Dr. Bruce. We turn now to—
well, Bruce r has joined us. We will come to Bruce’s pres-
entation here y. But now, Mike Whitcomb.

Mike Whitcomb is a Professor of Medicine attheUnivemm
Washi Medical School, and formerly Dean of the Medi
School. also currently is a senior researcher for the Rural
Health Research Center at the University Center, for which our
Office provides some support.

He has formerly served on a State of Washington rural health
commission, appointed by the legislature, that reported back a
number of recommendations that were accepted and passed into
law. And he has served as a member nationally of the Council on
Graduate Medical Education.

Dr. Whitcomb is here today to report on his most recent re-
search, a monograph that proposes some signi t changes in
Federal policy toward medical schools, and that ranks America’s
medical schools comparatively on graduating physicians who then
go out and serve rural America.

STATEMENT OF MICHAEL E. WHITCOMB, M.D., PROFESSOR OF
MEDICINE, UNIVERSITY OF WASHINGTON, SEATTLE, WA

Dr. Wrrtcoms. Thank you very much Jeff. It is very nice to be
here. In the interest of time I will have to limit my comments. 1
have been asked by staff if I would not only make a couple of com-
ments about the study we did, but also talk more specifically about

the in place at the University of Washington, the so-called
WAE]‘ program.

Let me say that I think one of the most important things that
one needs to focus on if you want to deal with the problems of the
supply of physicians and other health professionals, but particular-
ly physicians, in rural communities is to recognize the order of
battle that Fitz Mullan has laid out. And that is, unless we do
something to change the trend in medical student specialty choices,
and do som:tlupg to incre?;e the percentage egfdmedical sch;i:l
graduates choosing careers in primary care medicine, we simply
will not be able to address effectively the problems of health care
delivery in rural America.

One statistic you might keep in mind is that in the last 6 years,
the number of U.S. medical school graduates that have chosen to

into specialties that might lead to careers in primary care—

ily medicine, internal medicine and pediatrics—has declined by
20 percent. That's in the last 6 years. Fitz said, we are losing
the battle right on the front.

So my comments will really focus on how to engage the enemy, if
you will, and what to do to try to change the kinds of selections
medical students make.

. I will comment about the importance of graduate medical educa-
tion from several different vantage points in influencing student
choices, but I want to make the important point that if we simp}‘y
reorganize graduate medical education, look at ways of changing fi-
nancing, we will not win the battle.

At the present time there are funded but unfilled positions in
primary care residencies in all the primary care fields in this coun-
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Themvbiemisnotthatmemmnotmdm’ positions avail-
fm'padumsofourmedicalscb;ools,the problem is that
our gra-uates do not choose those residencies.

The message, you might gather, therefore, that 1 would like to
hﬁ&misthatweﬂmedwmnmdimctmmﬁon
on medical responsibilities of the medical schools
wmminﬂmcethecamclwmsmdentsmkeandtode-
termine to do that in an effective way.

With that as background, colleagues and I at the Universi
of Washington decided we would study the impact that the Hasit
Professions Educational Assistance Act of 1976 had on medical stu-
dents’ specialty choices. We undertook that study, not because we
were out to criticise the program, but because we wanted to under
standwhetherornotthe'l‘xtlevumntsinexistenoeweralikely
to represent an effective policy lever to change the environment of
the medical school, and thus pact on medical students’ specialty

Theeonclusionwemched—andlwillnotbomyouwiththede-
tails of the study-——was a rasoundu:lg “no.” The fact of the matter is
that if you look at the way the Title VII funds have been sllocated
and try to assess their impact on the specialty choices and practice
locaﬁonsofU.S.medicalstMents,theyhavehadammginal,if

» impact during the period of at least 1976 to 1985.
our concern was not what kind of residencies do students
enter, our coneemofwas what kind of practirt;e they entered. Our
measurement was pﬁsmans going into primary care practices.

There are a number of technical froblemspwith trying to do stud-
ies like this, but be that as it may, I think the facts stand for them-
selves. Between 1976 and 1985 the percentage of U.S. medical grad-
uateswhochoseacamerpaththatledﬂmemintopracticeinpri-
mary care remained virtually constant despite a large infusion of
Federal dollars. From 1986 until the present, we have no way of
knowing what students’ career choices will be in terms of eir
practice, because they are still in the training pipeline. But I have
already indicated the ntage that have entered the training
&imne tggt mighttl to careers in primary care practice has de-

percent.
8o 1 think the fact of the matter is that we are losing the battle

at that mint.

That being the case—why is that? What is the explanation for
why the infusion of Federal funds through the Title programs
has not had a bigger impact? We think are two primary rea-
sons for that. One of them is that the Federal Government itself
has had a conflicting approach to dealilzgawith the problems of edu-
m physicians. This is something that Fitz has already men-

Let me narrow the data that he fave iy_rou, and simply take one
particular year as an example. | will use iscal year 1985 because it
was the last year of our studg'.

If you take fiscal year 1985, the Federal Government provided to
the major affiliated hospitals of the Nation's medical schools $335
million to support graduate medical education. Most of that money
was used to support graduate medical education to nonprimary
care specialties.
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mﬁngmatmemr,apmﬂmwémmﬂummmvued
mtﬁvgwmgmmmmm;mwum
tion, ua ucn' wi
Nation’s medical schools. That is a tremendous di in the
amount of money and that's only Federal funds. that's only

the Medicare aErt

Recognize that the Veterans Administration is a very impor-

e e A g or g 0 e A
\ spmmmnsmmw

cians in this country, there are virtually no GME positions in

the Veterans Administration funded in pediatrics and family medi-

cine, and a small number funded in pri care.

So if you look at Federal policy as stated in 1976
itisthatweshmﬂdimrmﬁpemmgaofl! m
dents going into primary care. If you then look at what the Federal
Govemmenthasdone,thel‘wersl(iwemmenthasim
proximately a factor of 15 in terms of the amount of
used to support non-primary care graduate medical education in re-
lationship to that supporting prima;y CAre.

So we have an inconsistency in Federal funding. It ought not to
be very surprising then that the Title VII funds per se have not
been a very effective policy lever. The reality is they have been
etgzpeﬁng l::th much, much r sources g Gg:ernﬁgent funds

were having an effect di y opposite of what the Congress
intended in 1976. That’s number one.

Number two, however, relates to the eavironment of the medical
school, and what I will call the focusing and ing of the Feder-
al funds that are available thro the Title grants. When we
looked at the distribution of Title VII moneys and tried to deter-
mine whether on an individual medical basis they were
having an effect, we also could not demonstrate that.

There is a scatter graph. The amount of money given to medical
schools that had the greatest increase in percentage of graduates
going into primary care was less than the amount of money that
went to schools that had the greatest decrease in the percentage of
students going into rnmary care,

As one of my colleagues said, “That shouldn’t surprise you, be-
cause there are some medical schools that are very good at writing
grants and getting money. The real issue is, what’s the commit-
ment to the use of the funds for the purpose they were given.”
There one has to talk about the total environment of the itu-
tion, not the enthusiasm of the principal investigator that wrote
;heim grant. I think the medical school environment is extraordinari-
y important.

As a second order analg'gtis of our data, we simply took the top 25
medﬁ_althsc‘heols and the bottom 25, ranked in terms of m’l’ghe perc;:t-
age eir graduates going into primary care careers. re hap-
Pened to be 25 schools in each group, and we simply did some
simple analysis of information that was readily available to detx? to
get some measure of the educational environment provi by
those institutions.

What 1 will tell you I don’t think will surprise many of you. The
institutions that were successful in having graductes go into pri-
mary care were characterized by the following. First, they were
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predominantly state medical schools, almost overwhelmingly State

medical schools. Second.ﬂ:eybendedtobe&atemeh;iﬁschools
that were located in other than the Northeast.

Third, they tended to be schools that had emphasis in the devel-

t of departments of family medicine and the development of

ucational community based educational programs,

both at the undergraduate and graduate level, predominantly in

schools.

Those that did not produce primary care physicians were private
schools, Northeast, research-intensive, no departments of family
madicine, no community based educational programs, students edu-
cated in large terti carehospxtalsthatdidnotevenhavemsi-
dencies in family medicine. If you look at that hind of simple anal-
ysis, it should not surprise you that the outputs of those schools
would be fundamentally different.

We think that's an extraordinarily important observation, and
ought to inform the thinkin% ot people about how to deal with this
problem, at least in terms of attacking the medical school environ-
ment.

Does that mean that all medical schools in the United States
should suddenly change their spots and become community
schools? Cbviously not. Does it also mean there is some inherent
conflict between a school being a research-intensive school, which
many, if not most medical scheols seem to aspire to, and success in
producing primary care physicians? The answer to that is also no.

There are four very research-intensive medical schools in this
country that have an extraordinary, exemplary success story in
having graduates go into primary care. The reason is because they
have made the effort and commitment to develop p to
expose their students early in the curriculum and thro ut the
curriculum in community primary care. You have heard Jeff
mention the Rrogram at the University of Minnesota. 1 will men-
tion just briefly the program at the University of Washington, and
the University of North Carolina and Colorado also.

We don’t think that schools necessarily have to ¢ . We
think they simply have to refocus some their effort recog-
nize primary care as important, thdt ambulatory medicine training
is important, make a commitment to that, and pruvide students the
kinds of experiences that will give students a role, if you will. that
they can see and may then aspire to. So the medical school envi-
ronment is very, very important.

Let me just quickly mention the p at the University of
Washington, the WAMI 1pri:agmm The University of Washi n is
a unique medical school. It serves as the medical school for the
States of Washington, Alaska, Montana, and Idaho. That’s one-
fourth of the land mass of the United States.

The University of Washington is one of the n.ost research-inten-
sive medical schools in this country. It is consistently ranked in the
top five among all medical schools in the receipt of NIH research
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funds. Yet it also ranks in the top 10 among all medical schools in
having graduates go into primary care.

Why? Well, part of that has to do with the area that is served
and where students come from. But it is also because the school
has made a commitment to impress upon all students that primary
care is important. And that has been done through the WAMI pro-

gram.
Can you educate students in a research-intensive environment
ﬁmﬁm@md&h&ﬂﬂeﬂ,theanmm;lmi&k,i:&
can you develop educational programs somehow blun
impact of the tertiary care center and research environment on
students so that they do get a positive impression of primary care?
The answer to that is yes. ts at the University of Washing-
ton are educated at places like Whitefish, Montana, Juneau,
Alaska, and I could go on and on, and they are educated very well.
It simply is an example that there is no inherent conflict in the
aay, we think we ought 0 a0 someth “"‘m% o contennate b soiving the
say we we ing to con ving
problem of societal needs, and there create educational
gmatha:& will be important to providing appropriate role models

So I think the answer is that we need to have a strategy
for dealing with this problem which resses the issue from a
number of different vantage points. Graduate medical education
has to be reformed in ways that are more supportive of the effort,
butbeforeweﬁhdealwiththatmbhm,ormy&g:ehﬂeg
are dealing with it, we must recognize importance of the m
cal school environment, and all the factors that relate to that.

I think in the interest of time I will stop there. Thank you.
[The prepared statement of Dr. Whitcomb follows:]

TrsTIMONY OF MICHAEL E. WHrroons, M.D.
Mr. Chairman, members of the Committee: I am Dr. Michael Whitcomb, Professor

ments in context, 1 should also mention have served as Dean of the Schools of
Medicine at both the University of W and the University of Missouri in
Columbia. 1 was also a founding member served for three on the Council
on Graduate Medical Education, the body which advises the and the Ad-

pate in today’s

1 have been asked by staff to comment on two different subjects, both related to
my own work and i in i wit.hpﬁmarycammedndmm:ggower
igsues. First, during past yesr, with colleagues associated the
Rural Health Research Center at the University of W, , I conducted a study
of the impact of federal funding for primary care medical education (Title VII funds)

ﬁmmmwmdw{imamdtdmrmdymamwww&ys
vorkshop. Second, I will then describe briefly some aspects of the University of
W sﬂwwmm—mwmw.hbm
ments t the WAMI Program should give you some insight into the kinds of pro-
that medical schools can sponsor to promote student interest in careers in

eare medicine. My comments will focus primarily on ways to promote stu-
t interest in careers in care medicine, not specifically careers in rural
communities. I think it is wwmmmmmmmm

mmmmxmwmmmmmdmvum
mary Care
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interest in carcers in medicine. During the six years, the number
of US. medical uates matching in specialty residencies that lead
to a career in primary care i by Given the that
there is an : manpower thepemngof
students entering care should ‘Mﬂ'm?ﬁwwh of

The premise under] the development of the Title VII grant programs was
that the infusion of funds into medical schools and teaching hospd
port of pri care medicine education programs should help change the environ-

tbeinsﬁtuﬁmin:ﬁha that more students would see care

88 a career and
mary care fields. This, in fact, has not occurred. In our view, one of the most impor-
tant reasons why the Title VII grant programs did
that the amount of provided by these grants is dwarfed by the amount of

E
5
-

:tfated : mphysidempitemthis the Federal Govern asent has
care \ aen
remains the single source of cysupportmgedumﬁonmtbe

non-primary care -
ty training through the Medicare the Veterans Administrati 1.
In 1978 the General Accounting Office ed attention to this issue and recomme d-

In FY 85, Medicare pproximately $335 million to rt graduate med-
ical education in mgx::c‘dgedwal eenhemputals. Thxs meﬂcafmp of hospitala

dmﬂ'mdmmA!pantbmuamrplusdmndedGME the
country. As a result, nates of U8 medical schools can, with exceptions,
chooaethespecmlty their choice. Each year tions in all of the primary care
specialties remain unfilled. The number of unfil ions has increased in recent
years a9 student interest in primary care medicine declined. Thus, one must not
taksthspmim\nﬂmtthepmb!emthatwfmdmumdeqmwsn ly of
canbenddmedmmplybychanxingthespecmlty of GME

umavaﬂahleinthenauonsGMEsystem emustabobeconcemednboutthe
reasons why students graduating from medical school have little interest in careers
in primary care medicine.
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to remain departments
%ﬁmmmummmm.mmmsm
with kinds of grants from many states have been absolutely essential in the
development and continued support of family medicine departments in medical
schools across the country.
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the four state These sites consist of comm hospitals
mﬂadﬂ&.ﬂnoﬁmwufmminm cffices
Mﬂhmmmnm}ﬁmh mmnities.Asamnltoﬁh::

uates make,

i ud you for the interest that have shown in this extremely important
topic. I hope that my comments have helpful and 1 will be willing to address
any questions that you might have.

Mr. HuMan. Thank you very much, Mike.

Our last onthhmommg:misBmceBehﬁnger,the
Executive Director of the Virginia Pri Care Association, on Or-
ganization of local medical i many of which receive Feder-
al support in order to e them to provide services to the poor
and near-poor at discounted rates.

Mr. inger also is President-elect of the Board of Directors of
the National Rural Health Association, the principal national advo-
cate for better access to health care in rural areas of this country.
He has been the Chairman of the National Advisory Committee on
Rural Health. His whole career has been spent helping local rural
communities meet their health care needs, and he has increasingly
accepted the challenge of helping to develop national policy on
solving these local health problems.
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Bruce?

STATEMENT OF BRUCE BEHRINGER, M.P.H., EXECUTIVE DIREC-
TOR, VIRGINIA PRIMARY CARE ASSOCIATION, RICHMOND, VA

Mr. BerriNGER. | wish 1 could tell that I could solve the
pmblemoftheraﬂroadtrainbetweenﬂﬂ‘mondandvvashingml
apologize to you, Mr. Human, for being late. We spent an hour
wzgnsfm;gnewenginetoarrive,wewerestuckinthefmd
r

I it rather fascinating to be stuck in rural Virginia on a
railroad train. I thought about the parallels between this meeting
and the railroad ride. There is a tremendous amount of parallel in
termsofbeingtoldweammakingnofmgressandminfact
headed backwards in our attempts to get doctors to the stetion. The
train ride is of course the ction of physicians, primary care
gg’l{gﬁanswhoamwﬂlingtodedicatetheirseniceinmmlm

coun

try.

From the perception of somebody who tries to work with rural
country are beginning to perceive that there i something wrone
country are inning to perceive that there is ing wrong
withtgis railroad train, something wrong with the . There
seems to be fewer doctors arriving at the terminal. And they are
not really quite sure who's driving the engine .

IspealtodayonbehalfoftheNatianalRural ealth Associa-
tion, an organization of diversified membership that works with a
large number of constituents in rural health, and the National As-
scciation of Community Health Centers, which represents about
300 community and migrant health centers across the country.

Both of these organizatinrns’ memberships are finding it far more
difficult to recruit and retain health professionals in rural areas. It
is become far more evidert that the problem used to be “Well, it's
ust the people in poor areas, it's just undeserved areas, and it's
just those frontier areas where we can't get anybody interested.”
And in fact, nowadays that’s not so. It's becoming far more rural
areas generically, ra than just the undeserved areas.

I have to thank Mr. Human for the opportunity to serve on the
National Advisory Council of the National Health Service Co

a few years afo In 1989 | was Chairperson of the council,
and a8 number of peogee who are sitting in today's audience were
v'elge kind, very considerate and gave me their tutelage on how to
understand the issues of rural health care and the production of
pmna? care physicians in the country.

We found a number of things as we traversed the country and
visiteC where National Health Service Corps physicians were serv-
ing. I t.hinkththe predom;n:lt‘nt theme ? earned %gmg those 2
years was that many o e young physicians who were being

laced to ctice in rural areas did not feel comfortable there.
g‘hey simply did not feel that their training provided them the
?pes of opportunities that were necessary for them to begin to un-

erstand that rural medicine does not equate necessarily to second
class medicine.

Just because a doctor is a number of miles from the nearest hos-
pital and the multitude of multi-specialty physician practices who
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been a decline in the choice of primary care graduate
1;x-ai1:|ingl:oymediealatuggﬂ.ed

Perhaps the thing that amazed the Council the most as we went
through our deliberations was the revelation of the massive finan-
rial role that the Federal Government p in ing medical
education. Any number that 1 would cite y would be disput-
ed by a dozen different pe,ple in the audience “No, that’s
too hi orthat’s;oolow.”dl::%g?eissueistggt raJGg;
ernment does a great money on educating every med-
mi, ttg;t if bealtiampmfm 4 particularl

suggest i essions manpower, y more
primary care&e is what we need in rural areas in the
countr 7, and reliance by those institutions and organizations
that train health manpower is so t on Government assistance,
it would seem a relatively easy to identify a plan which could
reward those institutions which meet rural America’s needs by re-
aligning the Government’s current investments. This would Tecog-
nize and require sorting out the multitude of studies and recom-
3endatt:v%m the Congress has received every year, and basically

1ng

First, set ¢y goals, and strategically shift dollars, based upon
some sort of a matter health profession needs assessment which
recognizes rural problems. And second, coordinate the Govern-
ment's current investments being made thirough the Health Care
i Administration, the th Services and Resources Ad-

i n, and the National Institutes of Health.

I will make four basic recommendations. I am not a physician,
nor I have never been to medical school. If these ailla,pear rather
naive, I apologize. However I think we are at the point where we
need to start ing from some of the basic principles again.

1. Re- rganize Federal financial investments in Graduate Medical
Education. Most residency training in this country takes place in
urban hospital settings. It is financed th.rm;lgh third-party pay-
ments to hospitals which recognizes both the direct costs of gradu-
g;e ﬂl}n;edicali t:(};u;ation as well as the indirect adjustment incurred

hosp or sponsoring training programs.

HCFA pays billions of do through Part A Medicare pay-
ments for costs. Since reimbursement is tied to hospital
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charges, and primary care training must rely less on hospital based
time. for primary care ambulatory training is much lower

than for specialty 8
edlhenet:f;dﬂlﬁ:eﬁ@ﬁfomﬂniswmpmitmﬁ
ucation training physicians in tertiary care, hospi

based rather than primary care, community based experiences.

erwise that it views the current tions as providing Federally
Qualified Health Centers and Rural Health Clinics the authority to
incur expenses for conducting and participating in approved teach-

m second approach is to increase the direct and indirect reim-
bursement of small and rural hospitals in the training of physi-
cians. The reimbursement needs to be dramatically improved in
order for those amall and rural hospitals to train care physicians to
take care of the unique needs of rural residents. Moreover, these
programs, garhcular y the Rural Hospital Demonstration Pro-
grams, should be open to rural ambulatory training sites.

2. Rethink the current lack of Federal investment in primary
care research. Federal dollars have obviously not been quite as
available for primary care medical faculty members; they have
fewer opportunities to apply for and receive Federal grants because
the amount of gre its for rimagcarereeearchisve small.

As an example, in 1989, the National Institutes of Health award-
ed $5.5 billion in research grants of which only $15.4 million or less
than 1 percent could be classified as primary care research. Pri-
mary care based, community based research will provide much of
the data needed on the availability and distribution of health pro-
fessionals in rural areas, and the conditions and effectiveness of
treating these conditions which are most indigenous to rural Amer-
icans.

The Congress should encourage the National Institutes of Health
and the Agency for Health Policy and Research to give priority in
awardirg research grants to individuals and institutions who wish
to conduct research in rural primary care based, community based
settings.

3. Provide incentives to medical and other health professions
schools that link with rural America. There is a paucity of health
professionals who come from and return to rural underserved
areas. Moreover, there is a lack of rural minority persons who are
becoming health professionals. Medical schools which find it within
their mission should be encouraged to adopt selective admission
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policies to encourage those most likely to return to rural areas to
enter their schools,

in e tohe? those howkhto&cﬁcein
ment gromotmg programs w
rural undeserved areas—the National Health Service Corps
program was reauthorized in 1990 with various financial incentives
gvvidsd.misyear,SenamPryorandPackwmdhaveinmdueed
1125, the Rural Primary Care Act of 1990, which would offer tax
incentives to help rural communities attract and keep primary

iy A ik i ioos i

rsement for pri care services is also a major issue
with to incentives. current Medicare pa t differen-
tials which cause less reimbursement to rural physicians than
urban physicians for the same services should be in all
current Medicare reimbursement . Much of the hope that
was generated by the passage of 's resource-based relative
value system has been discounted by many practitioners by the
prediction that it is just becoming another cost savings effort
rather than the promised fundamental shift in the increased valu-
ation of the primary care services.

In conclusion, the National Rural Health Association and the
National Association of Community Health Centers thanks you for

theop&ﬂnm’:rtoexpmourideas.ltisinmryone’sbminm

health professi m.@mwmm;dmmwAt
ons an we

unduﬂandmemluﬁmmtggpmNmmknm and attainable.

It will call for cooperation and a sense of public accountability for
allocating and using Federal finances.

you.
[The prepared statement of Mr. Behringer follows:]

STATEMENT PRESENTED BY BRUCE BeMRiNOER, M.P.H.
m%”;?‘*’mmf.?a“m’” mmmf:ﬁ':‘?“a:mmm’&“@ﬁmm e et
dcians,m'l'%)eywill amﬁﬂfmﬁmmmm&
com in a reimbursement environment which rewards the choice of urban and
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Chairman and members of the Senate, my name is Bruce Beh-
the Care Associstion. I
am pleased to be a part of this workshop and hope my comments will be helpful to

First, set policy goals and strategically hased upon a master health
assessment which rural and
wmmwm:'smtmmwmmmn
nancing Administration, Health Resources and Services Administration and the

National Ingtitutes of Health.

. mm%émemwam?dmmmﬁmm
in a increasing availability of health manpower in rural
Amwiu.nxtmhmﬂmm endorsed various which

hawbaenshowneﬁecﬁwinelimmaﬁngobmdesmgycmﬁngopmniﬁesfm
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1. Reorganize financial investments in Graduate Medical Education
m-mmmmwmmmmhmmmuh
third party ts to the recognizes both the
Direct costs of Graduate a8 as an Indirect in-
curred by the hospital for the traini HCFAmsbﬂMof

payments for t costs. Since

ment is tied to hospital anthy i traditionally
generate support for_ care training pro-
grams s site costs, those more

is smbuhm
wﬁ?llymedbyprimrycaremm'dencies,mnot in the Indirect adjust-
men' .
The net affect of these HCFA actions is to more education and training of
wmsintemary' mhm;basedm than primary care, community
experiences. In order to themdmnwwaimmmmgME.two
hasic should be adopted. We must want more residency ing to take

plaoe rural areas and we must assure that rural ambulatory training programs
get sufficient t dollars for their direct use
Two recommendal

mmmwnmmmmmmmmmmwmemm
involvement in a teaching program.

A's reasonable cost reimbursement regulations, 42 C.F.R. 418, provide that
the cost of educational activities are treated as allowable costs for purposes of deter-
mining reasonable cost. HCFA applies the 42 CF.R. 413 cost principle to rural
health clinics (RHCs) and is expected to apply these same rules to FQ s both for
pu of Medicare and Medicare reimbursement.

emmmnd&at%mmmﬁdeclmrpdkwdimhn-m;pm:;
 and part

w hmand otherwise—to HCFA that it views 42 C.F
and the authority to incur expenses for conducting paﬁicigatins

mmﬂmhmmmmsw&makedmmatmemsm
of reasonableness must contain incenﬁmforumeentersanddinimtomﬁgsaw
inteechixxgmm&nndthatﬂmincenﬁvesinciude(butnwdmtbe ited to)
: of various productivity screens. Conversely, we recommend that Con-
direct HCFA not to construct or apply tests of reasonableness that contain dis-

ves for FQHCs or RHCs to out&em::%gmm
The second approach is increasing the Direct Indirect reimbursement of small

and rural hospitals in the training of ici The reimbursement needs to be
immvedmwerfwthmmmsmahndrwwm!smtminpmm'
care to Lake care of the unique needs of rural residents. Moreover, these

programs (particularly the Rural Hospital Demonstration Program) should be
opened to rural ambulatory trsinjﬁesites.
2. Rethink the current lack of Federa! investments in primary care research.
Federal research dollars have spawned untold numbers of emerging subspecialty
departments within medical education. Academic prestige for medical school faculty
and extrs dollars for high visibility activities for subspecialty departments comes
ﬁmmrchgmhaﬁru&hhe&mmh.?ﬁmwmmmﬁmlfmlwmm
bers have fewer opportunitier to a y for and receive federal grants ss the amount
of grants for primary care res is extremely small. As an example, in 1988, the
National Institutes of Health awarded $5.5 billion in rmearchgrams,ofwhichonly
couid be classified as care research.

indigenous to rurs] Americans. The Oor:irem should encourage the National Insti-
tutes of Health and the Agency for Health Care Policy and Research to give priority
in awarding research grants to individuals and institutions who wish to uct re-
m%mmry care-based, community-based settings.

3. incentives to medical and other health professions schools that link
with rural America.

There is a paucib?' of health professionals who come from and return to rural, un-
derserved areas, Moreover, there is a lack of rural minority persons who become

‘I
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STRATEGIC THINKING:
Steps To Improve Rural Manpower Distribution

R e ]

Premedical Preparation

|

Admission and Retention
in Medical School

'

Preclinical and Clinical
Medical Education

|

Graduate Medical Bducation

Recruitment to Rural Area
Retention in Rural Practice i
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Premedical Preparation

GOAL

STRATEGILS

-
To encourage
applications
from under-
represented
rural and mi-
nority resi-
dents to medi-
cal schools

{To identify potential

eligible applicants

2ed

4 . N
To foster experiences and

exposures to the health

professions
\. ] p,

-
To sponsor supplemen- 1
tary education and train-
ing programs

Admission and Retention

. -,

in Medical School
GOAL STRATEGIES )
(_ . ., -
To increasc T. To initiate preferential A
medical admissions criteria
",
school en-
roliment of | { h
. Support supplementary
rural resi- . f
+4 educational assistance and
dents and mentoring programs
underrepse- \ g prog
sented mi- | - ~
noritics Increase availability of fi-
.4 nancial aid and assistance
programs
\ /




Recruitment to Rural Areas Retention ir. a Rural Practice

GOAL STRATEGIES GOAL STRATEGIES
r— ™\ N (" N . s .
To provide | | T continue serviee con. T stabilze | | o actice
incentives to {-+{ tingent financial assis- health serv- {./{ P

in rural areas existing in

practicc in tance programs ice delivery \
rural areas \ y systems and | | reimbursement system
practices in

s - D
Target high need areas for rural areas [ Provide a wide Sinancial

participation in federally support for systems and
] assisted recruitment assis- ‘ providers which serve dis-
tance programs | : proportionate share of the

. S d publicly insured
| poor and publicly insure

J

r
Promote development and

organizing of community
* supported health partner-
ships

\. J \ .




.-

Pre-Clinical and Clinical

Graduate Medical Education

Medical Education
GOAL STRATEOCIES

. N
To promote 1 [ Enhance primary care
and training _ 188 )
f:xpcncnccs p . — ~
in rural Curriculum revision to em-
practice "1 phasize primary care

aed

\ _J

f

Institutionalize rural elec-w
tives and rotations in cur-
riculum

N "

-

GOAL STRATECIES
AN )
‘To promote Reorient feder:zl iju?ancm.g
the develop- | | of GME to prioritize pri-
ment and mary care training pro-
maintenance grams
\ J
of more rural
based pri- | ( 5 - —
ma cI:uc Continue financial assis-
re g denc tance for primary care
[Oerams Y 1. residency programs with
P preferences for those with
rural experiences
~ J
[ N

P011

Reorient research dollars
1o promote involvement
of primary care depart-

ments .
\_
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are other restaurants around, if the rain isn't tun
Soatthisﬁmeweamopentodiscumion.lfyoucould,gotoune
of the microphonesandintroduceyoumelfpﬁortomakingyour
commentoraskingwurquestion.'l‘hankyou.

STATEMENT OF BOB WALDMAN, UNIVERSITY OF NEBRASKA

Mr. Waroman. I'm Bob Waldman, University of Nebraska. I
hawamugofmments,ﬂmt,MikeWhiteombtaJkedabout
;-:“r?iml .Someﬁmeslthinkwedisconntmarginaleﬂ'ectal

d like to describe bri marginal

briefly a
Westudbdthefactthatwehavebeengivingpreferentialmpt-
anoetoruralatiglicantsforaboutmm

ﬁrstﬁrveamofﬂmtanditturnsoutthatith..s

had a marginal impact. t has increased—if we had assumed that
insteadofgivingpreferencewewouldhavegivanourusualaeeept-
nnmﬁediﬁhrenceh&sbeentwotofivemrﬂpmctitionersa
year. Now, that seems like it's fairly disappointing.
Yetwehavealsoea]ctﬂatedthatthatisebwt% zrcent of what
mwa:;lg.needtoomthemraldeﬁcitinhleb ovez;fabouta
to 15-year peri it seems marginal, an increase of two a
year doesn’t seem like much. Yet if you add up four or five margin-
al » you can have a real impact.

My point is, don’t discount marginal effects.

The second comment is with regard to what Mr. Behringer said.
thinkwemustbecamﬁﬂaboutrobbing?eterto Paul. If we
mumethatFederalﬁmdingisazemsumgame, ich I think we
havetomume..ifwetake tgemway from urban medical cen-
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cine for such a proposal. I think if we don’t present a united front,
weenduph oursdvesinthelangrrun.

Mr. Husman. Thank you very much, Dr. Waldman. Mike?

Dr.}meIjustmtmt‘mam;nenttotBob’sﬁﬁt
point. I didn’t mean to suggest one should discount marginal
efforts within individual institutions. The University of Nebraska
is an institution which already has a background of producing phy-
sicians that go into pri care medicine.

I would t if same change had been made at Har-
vard, it woul havehadnoimpactwhatsoever.lthinkit’saques—
tion of the environment in which the marginal changes occur. My
reference was really system wide in that respect.

STATEMENT OF TOM SCHONGALLA

Mr. ScHonGALLA. Tom Schongalla, speaking for myself. I have
watched this area for 20 years and 1 have one specific suggestion,
knowing it is probably not politically acceptable. .

With computer software today, can really develop ge%mpluc
information ms that show where everything is now. You can
center even icians by zp code. 1 would submit to you that if

actually look the situation may not be as bad as you think. In
act, a question I would like to get you to answer is, if dollars were
no object, what would you want and what would you do with it and
what would you produce?

I think somebody needs to together a document that says for
rural health, that for the 26 Congresmonaldxstnctsthatare&ril;
a}rﬂy rural, which is why you have a lot of clout, we can do

you.

But I would like to give you a quick sample of the problem. I
have looked at South Dakota. South Dakota has 57 hoEltals. Nine
of those hospitals are Federal or State, Indian Health Service, VA,
or whatever. There are only three hospitals with more than 200
beds. Two of those are more than 400 bed. And they really take the
bulk of South Dakota’s resources. And they are lu&-cost providers.
You could divide the money from the two 400-bed hospitals and
provide a lot of services.

But the real problem is more than that. Fifty hospitals are under
100 beds and 35 are under 50 beds. You could cover that State well
with 19 hospitals. You would have less than 40 miles to travel to
get to any 1 of the 19 hospitals. You could cover the State with
seven tertiary care medical centers, where you travel less than 100
miles. And I think the real problem is, how do you tell the other
ones you don’t need thm t to be gone?

I have not looked in il at 57 hospitals with 50 beds, but
if they are like my father’s hospital in Idaho, I'll bet you a batch of
them have one, two, or three physicians, and they really are not
hospitals. I hope that’s provocative.
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care hospitals or medical assistant facilities with larger essential
access community hospitals. If this kind of succeeds, it is
thekindofthmgthatwnldwellbe to create a greater

em hospitals that are no longer
amrhm:ovidmgthekmd you are arguing for, the
kind of system connectiveness you
Iﬂﬁnkitiswoearlymkmwifxtxsgomgwwork,andwhat
kind of price we will pay
Theotherthinslwmldcauﬁonmrgoneaboutis,letsnotmke
an inexorable connection between the idea that a big hospital is a
goodh tal, andasmal]hospitahsasecond—ratehuspital.ldon’

thinkthat’strue We ha good research that shuwsthe
gamgeml ically gle rovxdm;slf
t they logi p ee sanm-
dictment we have to be careful we don
Yes, sir?

STATEMENT OF DEAN PATTON, EAST CAROLINA UNIVERSITY

Dr. PatToN. My name is Dean Patton. I'm from East Carolina
University in Greenville, NC. 1 direct the residency p there
gfammm&dicme.Wearefortg:abet;rnourschwlw ve about
percent our graduates who en primary care specialities
from our school. Even with that, we are barely able to keep up
with the attribution of care physicians in rural eastern
NonhCarolina,evenwx those kinds of numbers.
to East Carolina 5 years ago, I was in private
practiceinsout rn West Virginia in a small town of about 7,000
Ipracucedtlmmfor9yearsbeforegmngtoEastCnmhna
tdoestakesomemmonarymltostayinthatkindofpmﬂce.
;yhgeof demands mab(ionsta;;t and where when ym;h compare the
you are able to have as a primary care physician in a
hﬂnﬁkethatmththoseofthesurgeons,themdiologms
andother itioners in that same town who work no more hours

than you do, it is very discouraging. And people are leaving pri-
mary care specialities for those reasons.

i discouraging
to try to conduct the family medicine training p in that
kind of environment. Although as we look at ways of enco i
students to develop interest in primary care, I think we have
manyofﬂxethmgsthathavebeensusgestadatEastCarolina.We

have enjoyed some success with that.
But our residents are now lopking at lifestyle issues. Our resi-
dentsmlookxngatwhattheymgmngtodowhentheygetoutof

their residency training are they to
that sacrifice—and it's a real sacrifice—to go into America
and practice in rural America

Recent.ly the Senate voted themselves a hefty “an raise. One of
tslreadmourpaperwas"Well House had al-
ext, and why should the, ybem any less moneythan

the people in the House were making.” _primary care physi-
_ cmnsamsaymg“Just tmatnslikeother reimburse us
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like other specialists, and that will go a long way toward making
us feel we have been recognized, tggalongwaytowaxﬂmakmg‘ us
feel like we are of some worth to sociemserve."

Mr. HumanN. Thank you very much, Patton. One other
thing that might be said by your presence is that those few medical
schools we have in rural areas such as in eastern North
Carolina, the one in easten. Virginia, an the?ayeat at
Duluth, historically have a much better record ting stu-
dents who go into rural care. We are glad to have somebody from
on‘o} of tho‘?e institutions here.

es, Bir

STATEMENT OF ROD PERRY, UNIVERSITY OF SOUTH DAKOTA

Dr. PErrY. I'm Rod Perry from the University of South Dakota
Schoo! of Medicine. I wanted to comment, after our neighbor’s com-
ments, that I think there is a necessity for our primary and terti-
ary hospitals to work together. Our large institutions in South
Dakota actually provide administrative support, financial support,
and support of specialities to our rural areas in order to make
these areas more attractive.

doing this, it allows our medical students and residents to go
to rural areas and have contact with the primary care areas
there as well as the tertiary care areas at the same time. We also
have nursing programs and OT and PT programs in these rural
areas that are also partially housed in the tertiary, or greater than
400-bed hospitals. So it is a combination of approaches to the large
and small hospital, I think, in these rural states, that enable us to
do this. I think Dr. Loren Amundson will be addressing that later
this afternoon.

Mr. Human. Dr. Perry, you should also have mentioned, if you
took a look at Mike itcomb's research, that the University of
South Dakota has the best record in the entire country of any med-
ical school of graduating students who go into rursl .reas, with
about 25 percent of your students who graduated between 1976 and
1985 now practicing in rural areas. So congratulations.

Dr. Perry. Thank you for bragging for us.

STATEMENT OF BOB BOWMAN. EAST TENNESSEE STATE

Dr. BowMmaN. I'm Bob Bowman, from East Tennessee State,
Johnson City, TN. First, I would like to again highlight what the
panelists have said very well, that unless there is resource-based
relative value scale changes in emphasis in the order of a major
impact, at least a 30 percent impact toward primary and rural
care, then you can forget about a lot of the things we are talking
about today. 1 would address both retention and recruitment.

Retention is something that has not been mentioned. 1 think
there are a lot of people our there that you would very much want
to reward as staying in practice and work with. A lot of them have
kind of been counting over the past 5 years of RBRVS debate,
watcl;uhff the primary care numbers drop, and all the things that
look , but they have been kind of counting on the RBRVS to
come through for them and improve things. They see that piece-
mealed away.

ST



problems. If we are concerned about the cost
tiveness of care, if we are concerned about the tremendous
numbers of people outside the health system, people who have no
insurance or no other mechanism for pay, and if we are concerned
about marshaling resources to network angﬂgxu: pieces together
that relevant and needed, rural America us that opportu-
nity. One could later on perha apply the lessons that have been
learned to inner<cities and to second- and third-generation pov-
that's seewr;u there. £ i

think it will require a number of the things are i
abont.lamsometimesunsumaboutthenumbemﬁare:m
For every 100,000 people in rural communities, an optimum
number of ivers can be calculated, and I include not just phy-
gicians in that, but many others—dentists, nurses, and other non-

ician providers.

m sure the same numbers are not needed in rural areas, be-
cause the concentration of the tertiary specialists tends to be in
more metropolitan areas, and one doesn’t need all those—indeed
one does not want all those out in ruralareasgroﬂdmgcareOne
lozfeeds aiwess to some of them, of course, for highly specialized kinds

ems.
we should not try to equate numbers in the usual way. I don’t
think that good studies on the adequacgeof care have been done,
and more research is needed. It's my understanding, however, that
about 5,000 physicians are needed just to provide “adequate” care
in this country (that number may be loose).

1,\_3 real gomt is that if one 1s Sglegsg to use the opportunity of
rural bealth in this country to ad some of our systems prob-
lems, it will mean that some hospitals need to change, probably
into primary health centers, to move their in-patients to rglonal
centers where one can get CAT scans and ultrasound that is

But at the slystem approach, the emergency systems and the con-
centration of long-term care is really appropriate and becomes the
model that we may then later apply to first-rate care in our urban
or metropolitan areas as well.

I believe that the big thing we should avoid is trying to make
rural care a second class care. It's a real danger, and should not
become that.

Mr. Human. I'd like to add one additional thing to what you
said, Tom, in reference to those comments. We should all be watch-
ing what’s happening in 20 to 25 States that are beginning to take
a look at the question of redefining health facilities. Traditionally
we are used to the idea that there is a hospital on the one hand, a
group medical practice on the other hand.

But starting in Montana, where they invented the concept of
medical assistants facilities, and in California and Colorado, in a
lot of areas, there is experimentation going on now to create a new
kind of hybrid facility which is more than a medical practice but
less than a hospital, a facility in which you can get emergency care
or ambulatory care, but a facility at which people can only be hos-
pitalized for up to 4 days under the standard definition.
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Dakota would be more attractive with 19 first-class facilities where
you can do training than with 57 second or third grade. I also
think you have to remember that 80 percent go to specialities or
W%gmmﬁhave%pemtof resident popula-

And it would be inte to map out where th? are
geographically now. It could be done. It may not be , but it
may be done. you could logically and rationally decide where
you want the next ones

Mr.HuuAN.Inawéy,theﬁrststa?ainthatdirecﬁonbaveal-
ready been taken, with the so-called “EACH/PCH" program that
was passed by the Congress last year. EACH stands for essential
access communi’gel;osp&tnllii:r larger hospitals. PCH's are pnmarz

are these hybrids between hospitals an




SyearsofNa Oorpsoranyother
ventionweeouldposiblshave
Also,therearemany,many mm&severslofwhich

through HCF youareu-ymftoﬁmdresidentsﬁpendsm
areas,fundtheresxdentsorateasttheirpmgmm&notmehos&;
tals.lthmkthntwasbroughtu at a 'ommeetins.fund
pem:whoneedthemoneyand e en ment. |

tana has & thnofamﬂygractsce
resxdentstrainedin State other bring in from

Soyouhavemfundthepeople.'l‘heyfundthe residenm,theyget
residents. You fund the residents in these programs, you will

Y, weakll;% faculty ber at East State,

in a real emma.Asyouha seen, several e speak-

ing here have been former rural practitioner. 1 am a former

rural practitioner. Where do we the best ort? Do we e

our efforts bel rural practitioners, oF do we try to g0 into
schools and fiX gystem?

makeusextremelyfrustrawd.Yes.wemightgooutinwmral
ama&ba:twearenotgoi wpulltheSorlOorzOsmdentqor

residents with us that we hoped to by working through medi
education
when you look at these grants, m uded, where do
we d our € 7 Do we work i ymﬂ\students?])owe
get studen work out in armswithotherstu ta? Do
we work on grants? Do we support residency traini
Oftentimes we into so different pieces there are not




The t raised, and Dr. Whitcomb raised, is a
very im twasw:emsiderwmthattheGMEdoﬂar,
either or indirect, might be rerouted to be more effective, to

certainfmwal.mﬁmotherhand,itdoesnota&mthe
mbleml)r. tcomb pointed out, that even if you entice hospi-

intooﬁeﬂwprimarymreddemies.whenyoudon’t
have residents coming available who want them, you have
not fixed problem at all. This relates to Dr. Bowman’s point,
puttinfnthemoneyonthereddentsinawaythattheymapweei-
gteg aprimarymight sense. Anyway, it offers a new way of consider-

oW We Froeeed.

e have had National Health Service Corps scholarships for

le in training. mreisnowloanwmentavaihbleonee
g;gfnformopleoutof i . We don’t do an,
mtol}altthemaidenttf:h; themi yearsinhergi}s

OAN repaymen tegies or ums, bonuses, cash dif-
ferentials.andmareisferﬁleﬁeldgrepolicymtioninmat
regard, whether it's using GME dollars or other dollars, we really
gt?bpenkindd'blindwwhatwemightdotoenﬁeerwdents
care.
A ﬁtaﬁaﬁedtothat,whichisomthatlthinkisaptto
forum such as this, I think as soon as one

mfarinbothesedmins,oneemountersvsryquickl a poli

ity, and that is that the committees who have juriadi over

P
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MMMW&WMM%MM
over most health policies in the in which we are used to

and
duﬁnamdiﬁumtmmiﬂ:e&hdthathsawholeufeand

s»g%
|

policy, hawathutthreediﬂ‘mmtg:rwcdoml or
thmdgrent There must deals
mm“mehm.lmmm:
thhkithamutyfacmmatmahouldmlyonb@nwmsid-
er.

Mr. HumaN. ] would like to add one d to a differ-

\ to respon
ent part of Bob Bowman's presentation, that is the issuse of the
» éx;mmlnr:a?hawtomnke.lbo googtc
there practice, work for medical school reform, or
Rural populations ?Pg% ?tofmeN ion's population
are ation’s .
scattered mmmlm“nMMto and

enfiu withiga?; Stam.'reall is that it’s im t that
W am v here ’s importan
nuxom. rural constit around these issues, involve

STATEMENT OF JIM BOULGER, DULUTH, MN

Mr, Bouross. Jim from Duluth. I would like to thank
Dr. Whitcomb for presen some -outcome results, finally. There
areprogramathatmdo!nswell.andothersthataren’tdoingso
well. 1 that it's imwm to fund programs to

even further are now. ] think it's also i
portant to continue to fund that have been successful.

I would like to underscore Dr. Whitcomb’s remarks about
the importance of the educational environment at the medical

.t
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school level. If you bring the wrong people in, you don’t get the
right people coming out. If you bring the right le in and turn
ﬂmmd!‘.youahodon’tgetthﬁtre&at other end. 1
think the results at Duluth certainly show that you can do both.
Mr. Human. Thank you. Yes, sir?

STATEMENT OF DAVID YENS, NEW YORK COLLEGE OF
OSTEOPATHIC MEDICINE

Dr. Yens. I'm David Yens from the New York College of Osteo-
ggthic Medicimla.TlhisisanissueIhavebeenindtzrestedmforIZtg
years. Finally, I am in a position to try to do something in
State of New York, along with some other schools that are in the
process of doing it. I guess ] have to speak up for the Northeast,

that didn’t show up too well in your survey.

One of the situations we are facing is a State that is likely to cut
capitation, which will reduce the funds available for ical educa-
tion, and at the same time try to deal with a State where approxi-
mately one-third of the area is considered a physician
area, which surprised me. You think of New Yori, a massive State,
massive number of physicians, all of them in New York City, of
course.

So we have a serious physician shortage area. Several of the up-
state medical schools are doing quite a bit about this. We are locat-
ed on Long Island. but there really isn't anybody else in the New
York City aren except for Stony Brook that is trying to do too
much about it.

Coming from the osteopathic physician, 1 certainly appreciate
the comments about Kirksville that led off the discussion. We, as
you know, are very much involved and have historically been in-
volved with preparing primary care physicians. At New York Os-
teopathic, we have something over 50 percent of our graduates who
go 1nto primary care medicine.

What we have noticed, however, is a decrease in that number. It
was substantially more than that several years ago. And we are
facing the same problem as everybody else—how do we encourage
people to go into primary care medicine?

In addition to that, we are a new medical school, we are now rec-
ognizing that we do have a responsibility for trying to improve
rural medical education. To do that, we have just started a rural
preceptorsh}p for pre<clinical students.

We have found a chicken and egg Yroblem. We are trying to find
people in the rural areas who are willing to help out, rural grece:-
tors, at the same time, we don’t have an active program, so how do
we find students who are interested? At the same time, we don’t
have an active program, so how do we get rural students to -
nize we exist and apply to us? So we have some really difficult
problems here,

Now, we have been eve{ly ea?lm with the support we have
gotten from the Bureau of th Professions over the last several

rs, which has provided funding for the development of our
amily Eractice program. However, in trying to develop this rural
outreach activity, we found some problems there, and that is, the
grant RFPs are written somewhat restrictively.

[
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Soit’sdifﬁculttosay“l.ook.wewanttoputtmetherastndent
pnceptm'ahipprugram.butasapartofthat,wewmndliketoin-
corporate some outreach to the physicians, and provide
mwmmﬂminmm.”i'ouhﬂewmk
meyﬁvmditferentprogmmstododiﬁ‘emntthim -
Oneofthequesﬁonslwouldhaveis,isthereapomihxhtyofde-
velopingsomesm‘tofomnibusgrantthatwﬂlgermitmeralﬁmcf
tiommtakeplmunderonefundingumbrella That might simpli-
fy the sort of problem we are d ing with.

A area I think is y important is providing se.v-
icestothemmlphysicians.notjustbygoingthereandwurkini
with them, but through the development of 8 computer network.
recently learned that West Virginia has some excellent programs
of this nature. It is the sort of thing we would like to initiate
thmughNewYorkOsteopatlﬁc,mcausewemremotefmmthe
rural areas.

I actually published a paper on this questioning physicians about
computers about 4 ago. And I think the po‘bentm.
But we need information on what is happening e , and
there needs to be some means of providing su rt for these out-
reach activities, which may or may not provide for a computer net-
work, but at least should provide for slo;me watybeof supporting the

ties. Some of that, of course, has to do with the . aral hospitals.

But again, you have a chicken and egghprob]em, and a funding
problem. How would we make contact wi rural hospitals? Well, it
takes money to go up there and talk with them. In the cash-poor
environment we are facing right now, that's very difficult. The will
is there, the funds aren't.

There is one third point I would like to make and that is the dif-
ficulty in finding out about the various funding programs available.
I heard this morning about some programs we gadn’t heard about.
Is there a way of perhaps this committee or some other appropriate
committee putting together a list of the prg-ams that do provide
support in this area, and making that available to those of us who
are interested? Otherwise, we have to have somebody who reads
through the Senate record with a fine-toothed comb and try to find
these sorts of things.

Mr. Human. Dr. Yens, I would like to %ive you a comprehensive
answer, but I am concerned about people getting to lunch. So 1
would just like to mention a telephone number in response to your
last question. This is the Rural Information Center that our office
maintains. It has a national toll-free number, 1-800-633-7701, and
information is available there on programs that work and on fund-
ing sources, when they exist. Many times they don'’t exist.

n we have a chance, maybe we could talk a little more about
at least one program, the Rural Health Outreach , which
we did have available this year, but with a grant period that now is
closed. It offered some more comprehensive possibilities than many
of the programs Congress has passed recent years. Thank you.

With our next two speakers, we will conclude the morning’s ac-
tivities and go to lunch.

Dr. Mur.LaN. Jeff, could I add one t ? Let me also introduce
Dr. Marc Rivo. Marc, why don’t you stand up or wave your hand?
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STATEMENT OF DARRYL LEONG, NATIONAL ASSOCIATION OF
COMMUNITY HEALTH CENTERS

Dr. Leong. I am Darryl Leong, with the National Asso-iation of
unity Health Centers. I just want to make two poinis. One is

to follow up the one that Fitz just mentioned, the tial syner-
4 me(ﬁcaled\watmdouarsmd

mgﬁﬂegﬁ mthesmaﬂamountthel“itzde-

scribed earlier, and just reem izing that point-—not simply that
they are true sources of funding, but there is some way they could

]

second point is, community and mi t health centers, both
hmralmdurbanmmreallypom:nparmnwiththem
demic health centers. I don't think we are trying to set up any
kind of divisive mood.

1 think we are going to hear this afternoon, and have already
heard this morning, some of the excellent examples that the com-
bined academic health center environments and community health
center environments, and we just want to su that.

Mr. Human. Thank very much, Darryl. And of course, com-
munity health centers have standards that have been set up to pro-
videw:;maudvelymedicalcare.whichlthinkmakes ex-
cel'}ent ) for these kinds of training opportunities.
es,

STATEMENT OF JOSEPH LEVENSTEIN, UNIVERSITY OF ILLINOIS

Dr. LevensTEIN. I'm Joseph Levenstein, of the Universi;zoﬁlli-
nois, Rockford, Department of Family and Community i

I think we all agree that we are ing with a massive systems
problem and that the solutions are systems ones. Nevertheless, the
rural opportumity does provide us with a model to produce a health
care to answer several of the questions.

However, most of us involved in this problem are from
massive diﬁculties,ofsome of which have ofbeen enuncia this
morning in terms of manpower, in terms of raonetary resources,
etc. Tremendous demands are being placed on tiny resources, small
departments with very limited ty. And unless a commit-
ment is made in terms of reversing some of these this

I don’t think we are really going to get anywhere.

If you look at the type of discrepancy in research funds of $56.6
billion and $15.4 million, and similar major discrepancies, we
haven't a chance in attempting to meet the th care n
and the ds of rural, inner-city areas, etc.

So this type of adjustment, however 1 it is to the conven-
tional medical people in the medical 1s, has got to be made.
We are working with a tiny base, and they are us to provide
70 percent of the future doctors to be primary care ians.

I think unless one honestly applies one’s mind to that, however,
painful it may be, and that the existing medical system and cul-
tures boosted by all this money, in fairness to deans, this is where
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imlmtaneeofinaeadngtheproducﬁonof,.ﬁxharymre
inthiseounuy,anditmustbedealtwithinacom m
1 i i to the n

want to leave you with a t. Our neighbor
Canada, in fact is a country whi is quite similar to ours.
ratio of physicians to tion is almost identical to ours. The

nature manyofﬂwuacademicmediealeanmisqtﬁtesimﬂar
toours.ltisacountrywhichismymuchinﬂuencedbythe
UnitedStatesbecansgﬁ:g;chofﬂg pulaﬁotrt;livesonour
Yet what's the output of their medical education system, which

that?

Iwon’tmkethetimetogiveyouopinionsaboutit,butthefactis
ofthea;gfgo{m is’ih:tndtht;eed honalinsgxliubtim

on, governmen uca ons,
havemchedaconsensusonwhatitistheyshouldbedoingand
the{havetakenstepstoachievethat.

I isahcinaﬁngstory.andwedon’thavatimetotalkaboutit,
butlthinkagain,oneean’tdealwiththemargin.Onemanynwds
to think in terms of comprehensive strategy.

Mr. Human. Tom.

Dr.Bnucn.Twopoints.Oneisthatthehallmarkofruralityisin
the scarcity of resources. There is scarcity of schoolteachers, city
engineers, political leadershl"g. and everything else. So always we
are to have to deal with management of the scarce resources
in heatl ifwearegoingtobeeﬁ'ectiveindevelopingmralbealth

care.

Two points in that regard, first is that it must be flexible, be-
cause rural is not rural is not rural, and therefore it must be re-
sponsive to local issues. The second is it must be community driven
or community based. There is no better example of ' * than in
the WAMI that Mike Whitcomb was talking about, where
they did a hosp&talstudyandfoundthateverybodywasgohg
to ﬁ next town—the “grass was greener in the other pasture
syndrome.

Astheybegantotlﬁnkabwtwhatwasneededtomakethis
small marginal hospital work, it came to be seen as the responsive-
ness to the people that live in that community, being able to be
identified as respansive to the people in the community. So that, 1
think, is terrib/ly important.
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The other is that we need to be open to all those clinicians in the
area, because rural communities need to marshal the scarce re-
sources. There is wonderful opportunity for nurses to work with
dentists and public health people and physicians, and for_ osteo-
paths to wi ere is an area where

ths to work with allopaths. i here this Nation
and its melting pot can be most gloriously represented in effective-
ness and solutions to basic issues.

Mr. HuMmaN. Fitz?

Dr. MULLAN. ] think the rural health constituency needs to be
saluted for not only eonvmﬁn&his get-together, but the creativi
that has been evidenced and innovation in trying to deal wi
the shifting and difficult situation. I think those of us who are in
administrative positions should try to be as creative anc;:romive
as Enmb le to meet that eommuniamcreativity of the areas.

t second, undergirding all of this is the infrastructural issues
of generalism in this country. If we don’t do somethnﬁ about that,
our efforts in rural health as well as other sectors of generalism
will be fruitless endeavors. So 1.:: basic underlying diagnosis is one
of trying to do so ing about our drift away generalism,
stemming and reversing that.

Mr. HuMaN. P'm afraid to ask you for a prognosis, now that you
have given the diagnosis. Bruce?

Mr. BeurINGER. One final comment. ] didn't hear anybod* in the
room who didn’t say that we know what the problem is. 1 didn’t
hear anybody say we didn't know what the potential solutions are.

The issue s one of national will. The issue is one of understand-
ing that the availability of manpower for all areas of the country is
partofanamissuethatwearegoix:ﬁatobedeaﬁngwithinthe
next decade of national politics. Put in that pe ive, I think it's
incumbent on us all to work toward some sort of common solution,
as you ware saying.

second part, though, is that common solutions require link-
ages and li require an awful lot of work. They require the
development of partnerships. They require the development of
leadership, not only within the academic health center community
who are wiiling to deal with rural folks, but also within rural com-
munities. That leadership development needs to take place at a
local level, it needs to be communicated through a State level, and
it needs to be evidenced at the national level.

Language, | think, is one of the biggest barriers that keeps lead-
ers in an academic health center community from dealing with
these poor old country foik out there who really don’t understand
how medical schools work or what a residency program is anyway,
but q%n’t undzrstand why they can’t just get doctors for these com-
munities.

Mr. HumaN. Thank you very much. I certainly would agree with
these closing comments. Public investments in health care need to
solve American problems. We need to find ways to solve our prob-
lems more effectively with the investments we make with public
dollars, at the Federal level, in the States and the communities. 1
hope that as a result of this we will come up with some good ideas.

important news is that the Senate cafeteria is one floor
down, and the elevator is around the corner to the left of the audi-
torium, We will see you at 1:15.

)
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Hum'l‘hxsmmm% cur emphasis was on establishing na-
tionalpolic{eintheareaof th professions education and ways
beneficial to rural communities. This afternoon, ina
way.weontinuewiththesameemd)hasis,butwewﬂllookatit
from a little different perspective. will look at programs that
seemwbeworkingamtheeountry,andtnborelatethemto

1 would like to simpl no!:e'whoourrdpanelistsarethisaﬁemoon,
then introduce them. lie Cranford from Arkansas, on my far
right; Bruce Bates; Sandral Hullett; and on my left, Loren Amund-

Those haveanagendawillseethatthefirstspeaker
lMedthisafbernoonisCharﬁeCranford.Butwem oing to take
thebiblicaladmonitiontomaketheﬁrstthelast the last the
first in this .Dr.AmoldMelnickhsstocatchaplaneatS:SO,
sowemmwmmwithhim.

Dr. Meini isExecuﬁveVieePresidentandeMdthe
Southeastern University of Health Sciences in North Miami Beach,
FL. Now, North Miami Beach is not really your pro ical rural
area.ltisevenmoreurbanﬂmnSouthhﬁam’ i Beach, for example.
Butlthinkwewillseethatthemopathictrainingprogramat
Southeastern has some programs that merit our attention.

Dr. Melnick is a board-certified osteopathic pediatrician who is
the founding dean of the Southeastern College of Osteopathic Medi-
cine. He has written extensively in pediatrics. He has gerved as
editor and lisher of the osteopathic periodical “Maternal and
Child Health.” And he was honored in 1088 as Pediatrician Educa-
tor of the Year by the American College of Osteopathic Pediatri-

cians.

I think since I have used the word “osteo th”’ so much in the
introduction, we ought to note at this point that nationally, only 5
percent of practicing physicians are osteopaths, but 15 percent of
all rural icians are osteopaths. So the allopathic communitg
has much to learn from the osteopathic success in rural healt!

. care. Dr. Melnick.

STATEMENT OF ARNOLD MELNICK, D.O. EXECUTIVE VICE
PRESIDENT AND PROVOST, SOUTHEASTERN UNIVERSITY OF
HEALTH SCIENCES, NORTH MIAMI BEACH, FL

_Dr. MELNICE. Thank you. With that introduction, you were all
gitting there wondering “What in the world is he going to say
about rural medicine?”

You know, none of you—I'm looking around the room, and I
don’t think any one of you is old enough to remember vaudeville,
at least in its original inception. But one of the key introductions
used by almost every co ;an in the old vaudeville days, and I'm
gomg k to 1920, 910—no, I wasn’t here in 1910—was to say “A

unny tb.mgjhappened to me on the way to the theater,” and then
proceed wi first j

Well, a funny thing hafpened to me on the way to this program,

it wasn't funny. It was serious enough that I am going to

an extra minute or two to tell you about it. 1 attended the

of



you went into the service. How come it
would some brilliant answer 1 and I guess ]
did. Here's what he told me. He said “At end of 8 years of

mn% 000 to $100,000, educational debt had increased to

$1560, wﬂh&&ew&hﬁml’whﬁ,lmmmml

will ever get out of that debt d m
the

until

e ors: ant not ba abla to pay off his educations]
ucal
we can do theamdeﬁcchanmxymdoanthephﬂmm

:{'e“ olz_sdthi:ncrossw it out mentally. ’dmthicp tofth$
care of pa as care ou
andalsoinmm“. i
osteopathic profession is a profession of general

or
medicine. If you include primary care, it is 65 percent of all
path’icphymcians.
Now, I'm bragging about that, but I want to tell you I'm very
sad. Because over the last 10 years, that has reduced to 65 nt
care from 85 percent primary care. If we had en time,
would tell you why it's ha . But the same thing that is
happening in all the other health care professions is happening to
us

We are also a rural practice profession, as Jeff indicated, 66 per-
cent, two-thirds of all osteopathic physicians, practice in communi-
ties smaller than 50,000 population.

In the osteopathic educational institutions 18.8 percent of their
faculty are general tioners, as opposed to 3 percent in the al-
lomc on. 55 t of all the graduates of our
sC were in primary care residencies.
Wbatisitmmdoing—ormaﬂbalshouldaskthequesﬁmin
an egotistical sense and say, what 18 it we are doing right? Again, it

mmgr;emlpmctiee,not rimary care, but general practice
osteo

bu.
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might take me about an hour to go through the details. Let me
give you a brief summary. ) . .

I was privileged to do an article for Academic Medicine
conference on rural health last year. This was the summary
some of the things that the osteopathic profession is doing that are

The osteopathic profession has a majority of tion-
mmmwwm.mmmmmmm
themmhrfnumbem,racognwgenemlpracuceasamyxm-
portant block both politically influential, puts more emphasis on
i care in work, introd general practice rota-
i and rural rotations early in the curriculum, and requires
them"ofallstudents. Those are the key words—"and requires

fi

majority of csteopathic physicians are general practitioners, when
we select students—as do all admissions committees—we clone our-
selves, therefore we select people that are more apt to go into gen-
eral practice. I also might to&nontheotherhans,lremem-
bermyﬁrstyearasthefmﬂing of SECOM.

1 was most fortunate—I don’t think any dean has had the great
fortune I have had—and that is, we interviewed 200 students, and

gene
didn’t become such. So you can’t always on student’s “ex-
pressed choice” or how you are going to get the right students.

A few words, if I may, about -t M itself. W_e.thix:l;:e have a
very successful program, both rural medicine ?"‘%
care. And one of the reasons is that the institution, started in 1980,
Southeastern College of Osteopathic Medicine, was based on the
premise ! ) e cally in geriatrics, rural
medicine, and minority m w eatthesameﬁmewm
general practice, so our students would graduate as -rO
physicians, from which base they could go and do anything th
g;xted. including rural medicine, primary care or train in -

Our philosophy was to train them as general itioners, and
that's what we wanted them to be. Wo emphasg“tge iatrics,
themrglgag%ic;‘lnethandthemiggiri.tymedicine.?hattt mean by
emphasize? Well, the rural medicine program from beginning
was 18 hours of didactic work in nxraf medicine, in the classroom.
Every student—every student—had to take a minimum of a 1-
month rotation in a rural community, most of them in community
health ceuters and migrant health centers. They were also offered
the option of taking more.

More of our students oit to take 3 months in a rural community.
They live there and work there for a full 3 months. It makes no
difference whether a student thinks he wants to be a neurosur-
geon. He :gnds his time in the rural community, and several have
changed ir minds about what they wanted to do after being

In é'eriatries, we did a similar thing. We require 18 hours in the
undergraduate curriculum of didactic work plus a month’s rotation
in a geriatric institution. And in minority medicine, we teach an

-
>y
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18-hour course and of course they up much of their experience
s required mon rotations are in primary
mmmambu!amry i care. And two more are
SOpercen.thimpry.care.Nowa,nl to you, whether you are an
osteopathic institution or an allopathic institution, you cannot take
a student for 15 months train him, him a month of ICU

on a statewide program. The University of Miami, which is
a close co of ours, and the University of Florida, both now
have become Federal AHEC centery. ]

Letmyouarealfastmndomonsomedthemwedo
in our lfrogmm.ﬁmtofau.\mmaﬁiﬁawdedmmy
eﬁ:‘x’xdevuyuniversityinsouthandmh'alﬂm-
da that has any kind of health progrum. You have heard the word
“interdisciplina. 'qwgedt.hismormng.ofWeminterdmmplmarym

way e. We support many of our programs through our
m . And the rewards are ificent.

We provide continuing medical education services for doctors in
rural communities. Butmoreimgortanﬂ,weprondeconnnqmg
education programs for 15 or 18 different {:ealth professions, bring-
ing and educational materials to those people who are in
areas w. they can't get it otherwise.

We provide li services. We put a core library recently into
15 rural sites (15 rural clinics), and we serve 40 rural sites out of
our Unifm&y library, providing them reprint service and similar

es.

We established a couple of years ago something called a Practice

unities Program. This was a student-run, student-managed,

and student-inspired program in which 200 communities in the

State of Florida with populations vnder 25,000 were surveyed on-

site by our medical students as potential locations to practice. They

used what I think is one of the most comprehensive questionnaires
ever developed and it was developed by students.

The outcome of that was two things. Number one, we published a
text which we shared with all the health professions in the State of
Florida, and which outlined all the rural locations for practice. You
would be amazed at the number of students who took on this
survey task who became converted to icular towns in Florida,
small towns that were looking for health professionals. We are still
doing that program. _

We run a rural summer camp, a summer camp that is a health
careers profession camp, for underserved rural students. Let me
just tell you anecdotaljy, and it doesn’t prove a thing, because I
would never defend an anecdote, but it just tells you a little some-
thing about what’s going on. Our first group of 22 students—these
are minority, underserved students from rural areas—our first

63"
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gmupofﬂwenttocampforlweekin1989.’l‘heylivedinacamp
Wonaeoﬂegecampusandvisitedom&healthcamrs

7wehavebeenabletotmck—nowthisisagroupin
whichyouwouldexpectmqybeaspercentcollegemte—ofﬁ:eﬂ
wehavebeenabletotmck,lﬂareincollegeoraboutwentcrcol-
lqe,ISOftbeminhealtheamrsprofesdons.Bytheway,weare

ing that camp activity. We have just received a Kellogg
grant to Ip it. We are working with a mmrganimﬁon
in the State of ida to expand it throughout the .

the

Let me close with this. want to tell you about Southeastern
University of Health Sciences. Following the establishment of the
College of Osteopathic Medicine, we established a College of
tometry and a College of Pharmacy. We became a university, wi
t.hesamegods—primaryeare,wmetheundemerved.

It is an interdisciplinary university. There are not many of those.
That means our buildings are not dedicated to any one school. We
in facilities. We interchange education. For example,
pharmaco is taught simultaneously to the students of optome-
try and the students of medicine, because 175 hours of o
gy is 175 hours of harmaeology,nomatterwhoisstudyingit,So
we have interdiscipli training.

We own two practice sites, the Broward Family Heslth Center,

tion of our students and family medicine residents, is interdiscipli-
nary. So on any given day, it might be a pharmacy student con-
ducting mm-niggl rounds, it might be an optometry student, it
might be a medical student. I think that’s what's important in
iy.terdbciplinary education.
I.etmetellyouwhatlthinkisneeded.Youhaveheardalotof
things this morning, and I agree with all of it. But I have a slightly

ty and for medicine to get on the bandwagon to do this properly,
number one, we need commitment, and I mean real commitment,
not lip service. We need motivation and we need motivation that
comes from deep, deep inside, not somethi superficial.

And we need incentive. You have h that this morning. In-
centive can be positive, by way of being stimulation, or it can be
negative. It migggsbe that we need coercion, and T am not personal-
ly above seeing legislation which forces institutions to do that
which is good for the country.

[The prepared statemen: of Dr. Melnick follows:]

PRESENTATION BY ARNOLD MELNicE, D.O., EXECUTIVE VIcE PRESIDENT AND PROVOST,
SoUTHEASTERN UNIVERSITY oF THE HEALTH SCIENCES, FounpING DEAN, SOUTHEAST-
gaN CoLLEce oF OsTEOPATHIC MEDICINE

f am Dr. Arnold Melnick. Executive Vice President and Provost of Southeastern
University of the Health Sciences. I am pleased to be here to t information to
this symposium and the Senate Select Committee on Aging. My role is to represent,
first of all, the osteopathic profession and to try to englain why the unigue aspects
of our particular profession seem to be making a difference in primary care and
rural health. Second, J am here to tell you about our model rural program at South-
eastern University of the Health Sciences.
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THE OSTEOPATHIC FROFESSION

mwdﬂwmmw
practitioners practice

Mefdlm

hic modical tho emgphasis is also on
nily medicine, Of the osteopathic faculty in all our schools,
o our 1380 graaies wer i are, residenon. Onteopathls
o e ohonitian population ta the United States
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mWNWMMbMI&IMdMM
is it that we are doing? or perhaps I should say: What is it that we are
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: m'm& Cdents, | '

Because the
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mvmn:{mm mmmwm

Mmmdmmmmmanm osteopathic-gen-

eral {again by dWML

curricula are aimed at students to become geneyal practi-
tionsrs. A full array amwmmw (many by general practi-
wmmmmmmmman with very fow electives and,
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cAre

In osteo medical rotations and wide
dpﬂhﬁc education, most mmmnhwd cover a
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medical toanotherall rotationers in
el require cne or more memlmcﬁu
A large number d.mm ?W&?WM;NN&

community hospitals where student, whether
mmmmemmwmmmmmm»
The wvfmon wires year rotating internship to start-
insous :eq mi:?ﬁ:::mdthhgm e recen
z This, interns awoll-

and mmmmmwm

mmm% eighm-howdidacﬁemmdammth
ins For minority medicine, we require an eighteen-
their rotations. tsalso 8 deal of
on

As a matter of fact, 13 out of the 15 months of required rotations for our medical
students are in primary cave. Of those, five months are spent in ambulatory pri-
mary care and two rotations are 50% ambulatory.

SBCOM'S AREA HEALTH EDUCATION CENTER (ANSC) PROCRAM

Mampbmmt&mmmhmﬂm&ummmmm”
and we found that in well and directly with what we were already
in rural medicine. We were pleased to have been the first AHEC in
AﬁAﬂmmmm“mmwdmmnh to
differentiate AHEC from our own rural program. With the addition of AHEC, we

! Meinick, A. Medicine and Primary Care Practice. Plan or Serendipity? Acad.
Mod. 65 (1090; S 87,
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RECOMMENDATIONS

possible to digest all observations and recommendations into one state-
from my view, I think there are three things that must exist before any

can be successful in order to promote care and im rural practice.
ggmneededﬁmﬂwmedicalschm and the medical community.
we commitment; 1 mean real commitment not just lip service, We
need mofivation and that motivation must be from deep inside, not a superficial
} jve, whether it's positive in the form of reward or whether
it's negative in the form of coercion. And I am not above sup-orting legislated

re

3
g
3
i
:
7

SUMMARY

A e of years ago, | expressed my views on the state of medical care in the
Unitgugtntes in an srticle entitled “The Third World of Medicine™?, In it, 1

gested as an to the geo-political three worlds, that the First World of i
dmhmrﬁ%neﬁmﬂdmﬁbmwmmumwmmmm
which believes that medical care is available to anybody who needs it. The Second

World of Medicine, 1 ohserved, was the world of high-tech, highly sophisticated and
&M specialized field of medicine which dealt in subspecialties and

timifftmwchnieaﬂ posaible, no matter how much it costs, it was to be
done. The Third World of icine, 1 postulated, was comparable to the Third
Waorld itselff the underserved, the poor, and the economically disadvantaged. 1 felt
that its major components were geriatrics, rural medicine and “minority medicine”'.
At that time I wrote, and it expresses my philmph&wday. “No one has yset sug-
mdthatammimhepaidmthepolitkal’l‘hird orld to the detriment of the

World or the Second World. Neither am I sﬁesﬁngthat orthodox medical
%:ediminishedinmmammwu erstanding of the Third World
of e . . . Some way, somewhere, somehow, medical education must find a
way to address these issues. They can no longer be ignored. Medicine and medical
education must squarely face the Third World of Medicine.”

Mr. HuMaN. Thank you very much, Dr. Melnick.

I neglected to say, incidentally, in introducing you. That is that
Senator Bob Graham had hoped to be here to provide your intro-
duction but his schedule did not permit it. That's on my mind be-
cause ] know Senator William S. Cohen has also been struggling
with his schedule this afternoon and was hoping to come and intro-
duce our next speaker, Dr. Bruce P. Bates. But since he has not
been able to arrive so far, I think | will go ahead and do that.

Dr. Bruce Bates is Dean of the College of Osteopathic Medicine of
the Univers;tdv of New England, in Biddeford, ME. Dr. Bates is
board-certified in general prrctice and still practices part-time. He
is former Project Director of the Maine Area Health Education
Center, and a national leader in osteopathic medical education.

Dr. Bates is going to describe the efforts of his programs at the
colll)ige Blan rural health and primary care promotion.

. Bates.

STATEMENT OF BRUCE P. BATES, D.O., DEAN, COLLEGE OF OS-
TEOPATHIC MEDICINE, UNIVERSITY OF NEW ENGLAND. BID-
DEFORD, ME

Dr. Bates. Thank you. It is of course difficult to follow Arnie
Melnick in any presentation, particularly when it involves the os-
teopathic profession. But not knowing any better, I am willing to
give it a go.

3 Melnick, A. Andrew Taylor Still Memorial Lecture The Thind World of Medicine J. Am.,
Ost. Assn K7 (19871 92-095.

bt
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urban and university-based tertiary care

for in medical education. That paradigm has provid-

edt«hisNaﬁo&withasora!yneededandnemaryand 80-

care

But I represent an equally valid paradigm of education that

seaks -onented students and them to
linear, communi educational experiences with p

as and practicing phy-

as role models, and a curriculum ta tby care

practice physicians, not as an add-on module, tasasmcere,con-
muctive.andeenu-alﬂtemeandmission

bi;gmfe@mthat has endorsed that principle for 100

the statistic that while we represent 5 percent of

theNaﬁm’sphymmns. we provide 15 percent of the rural health

mﬁ&uﬁnmmw gene?:ldpractwewem’ t'mand it mtt:iuned its al‘l) .

ce i i e-

to rural care. I also t a new school, a little over a
old, that in its you and zeal did not realize it could

not, didn't realize that it shouldn’t do, and went ahead and did.

In that zeal, it found new and creative ways to accomplish that

IwmxldliketodesaibeforyouhowtheUmvemtyofNewEni
land and its College of Osteopathic Medicine has sought to li
mediealeducatxontopnmnrycareandrumlmedmne.ltbegu\s
withthateentraltheme,that it is a congruence of training an
not just in theory, butbytheboard,bythead-
minm-auon the faculty and by the student body, to intention-
all preparestudentswhompract:cemmralsemnss.
it's much more eomplex to manage that system. It's much
more t to run a_decentralized program. But with tolerance
and flexibility, a less hom 'ﬁnous and more responsive primary
care provider has resulted mission of the College of Ostepathic
Medicine is to prepare primary physicians to serve New England.
Its preclinical curriculum is directed by practicing generalists. It is
delivered by practicing generalists, and has a heavy emphasis on
community-based training.
This community-based training does not begin after the science
It does not after residency. It begins on day one, and it
in our introduction to clinical medicine course, and in our

very active first-year pmtor , in which students are
vided observershi :‘31 elder settings, in Eos-
itals, and in ambulatory private practices. It extends into the pre-

clinical years with an emphasis on training in small com-

munity hospitals, ambulatory pmctice and a required rural care
area health education center prece ﬁa

It involves the admissions committee which selectively seeks stu-

dents and uses practicing generalists in that screening process. It
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supports and nurtures those students through the entire

process.
Nmmmnhtgﬁatmaoggdwsinchﬁnﬁ
Memmmity Lgﬁs&arvinsﬂ.u-al towns of

e m‘t;-éo'm’ of mm.omﬁ have extolled the credibility
ve t of our us ve
of this valughle lear v

val learning in AHEC as the most positive

of their entire predoctoral
tion. All clerkships are designed to the who
will be in the primary rural setting. In fact, a rotating
tracking during the pre-

doctoral Therefore, greater than 60 percent of our

cy.

Now, we are too young to know outcome of that in the long
term. But in the short term it is certainly encouraging.

Our clerkships have a very close link to residencies at Brighton
Medical Center, Eastern Maine Medical Center, and at Central
Maine Medical Center, where osteopathic and allopathic residents
work together.

We hsave a second theme, and that is that our rural physicians

practice in a multidisciplinary environment. The effectiveness of a
porting services and ﬂzehi:hynician‘ tk:ponle?gzaappreciatiog?n%

s know )
ability to work with those services.

To inculcate these values, the University of New England College
of Osteopathic Medicine students un multidisciplinary expe-
riences, again beginning in the first year, so that it is not new, it is
not an add-on. They are placed in training settings with therapists,
social workers, nurse practitioners, and physicians assistants to
gain a professional respect and appreciation of the complementary
aspects of the skills of each work. Students work as part of an
A.JEC rural interdisciplinary team, and as part of a geriatric inter-
disciplinary team, involving our undergraduate nursing, physical
therapy and occupational therapy programs.

Our students are encours to engage in community service,
teaching Iv\éﬂ:chool students, elementary students, patients and
families, ile on services in community hospitals, the students
live in the communities. They do not commute to them. They live
in them not as visitors, but as active members of those communi-
ties attending school meetings, community organizations and the

like.

We sugport a multi-organizational approach to enhance recruit-
ment and retention. Such a program has involved 13 different insti-
tutions in the State of Maine for physicians assistants, medical stu-
dents, physical therapists, and occupational therapists. This re-
quires tremendous teamwork, confidence, and——

Mr. HumMan. | have a brief interruption. I would like to introduce
Senator Larry Presser from South Dakota, who has just joined us.
Senator Pressler, I wonder if you would like to say anything initial-
ly here? We would be £3d to have you speak now or later, what-
ever you would like to do.

d
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STATEMENT OF SENATOR LARRY PRESSLER

PressiEr. | don’t want to interrupt the presentation. 1
to thank you all for being here and for participating in
a8 member of the Senate Committee on Aging, we be
very carefully the proceedings here, and getting some of
recommendations.

have been particularly interested in the issue of rural health
delivery, which is of great interest in the State of South
Dakota, where I come from. But I know there are equally great
in the inner-city, as my wife and I have a home only 3
from here. Washington, D.C. is probably not a good place to
have a heart attack, at least some of it.

So there are problems with medical care delivery wherever you
are in our country. Also, we are at a crossroads in terms of what to
do about paying for medical care services in our country. I think
this Co and the next Congress will be historic in the sense
that we have to decide. Some people want to adopt the Canadian
system, some people want to adopt the European system.

I think our system will be modified somewhat, but there is a
ing clamoring for change, and there are no easy solutions to
we are going to pay for it, and have to ration services and so

forth. There is an enormous question. Most people say “Well, let’s

adopt the Canadian system,” without thinking that if we do that,

we will have to have rationing. There are lots of problems with the
ian system.

We have to remember that the free enterprise sysiem has deliv-
ered better medical care services and gotten them out and around
than any other system in the history of the world. We don't want
to throw the baby out with the bathwater.

I just wanted to come by as a member of the Special Committee
on Aging. and thank you for beirg here, and pay a special tribute
to Dr. Loren Amundson, of my State of South ota. The Aging
Committee could not have a more qualified person. He heads our
office dealing with the rural elderly, and we are very proud of him.
I wanted to come by and say that.

We are very proud of all the elists, and we look forward to
the p-ers presented, and we look forward to the questions and re-
cord)..c and the ; -esentations that we have. Our Office of Rural
Heatt: Care did not have to look far to find the perfect candidate
to hexd the office. Dr. Amundson assumed the duties as the Direc-
tor of the South Dakota Office of Rural Health in 1990. I know he
isfoinﬁwshamorhassharedsomeofhisviews.

will be in and out this afternoon, 1 hope to be buck later, but 1
did want to come by and say how proud we are of his work. I know
1 have interru someome mid-sentence here. Thank you all
veﬁ, ver, much.

r. Homan. Thank you very much, Senator Pressler. I think we
are all very pleased that you were able to come and be with us.
Please feel free to interrupt the groceedings at any point. This is a
w%rks%:p te?r you and other members of the committee.

g&
Ezég

-2

g

i

|

!

Dr. BaTes. My only disam:ointment is that I didn't get to utter
those famous words "1 vield the floor to my esteemed colleague.”
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The role of clinical training at the New England University Col-

lege of Osteopathic Medicine requires tremendous teamwork. As 1
i?:lﬁ&d,we_havewurkedwhhmﬁerwtimﬁtuﬁmsinthhem

z'mepﬁnsthepamdigmofmmunityedmﬁmthemethod-

Enwinsfm:ﬁ?compmhmﬂon.

riculum goals objectives ires high-quality
ment.Wemgdtoengurathat.mmdemshg}rem.wm
attitudes, and skills requlnngabalance practice, study,
in ﬁonuniformlyymd y the preceptors and consistently
em .
most importantly, we must inform these students and
train them in the art of self-study and self-learning, to carry on

throughout the years. .

The rural faculty and the i faculty must establish a
mutual admiration and respect, and linkages to graduate medical
education must be created, funded, and implemented to provide a
mechanism of closure in this continuum. To only deal with the re-
cruitment and the training is not enough. Post-graduate issues and
retention issues must also be addresed.

Aspirations of the rural students must be raised. The expense of
a medical education currently results in an indebtedness more

ily liguidated in a high specialty practice than in rural Amer-
ica. The training locales in rural communities need a method for
reducing expense 50 as not to divert resources from patient care in
:irder to participate in recruitment, retention, and training activi-

es.
that overcoms the sepnitive dissemance. We must provide funding
overcome the itive di ce. We must provide i

that overcomes t.heeﬂn:inl dissonance, and we must provide a

This can be accompli and the outcome will benefit our
Nation. But broad are required. There must be a closer con-
nection between the National Health Service Corps and other simi-
lar programs, such as AHEC, and primary oriented medical
schools, to close the loop educating for rural service.

A bold State and Federal partnership is needed in sustaining
programs such as AHEC that have proven successful in recruit-
ment and retention. There must be an expanded recognition that
rural service requires an alteration in policy for relative value in
reimbursement as well as strategies for preventive services and
team-directed care.

Ultimately and most critically, there is a need for a special rec-
ognition of and support for ical education programs truly com-
mitted to preparing primary care icians for rural America.

1 hav:h served on ﬂ:- numb:rml review paneil? that al:teﬁp; to
change those usi » traditional paradigm as if to teach old dogs
new tr. ks. A patciwork without commitment results. Why not rec-

At



63
xghi%e the validity of both pr.adigms end reward the strengths of

Under the current paradigm, we who are succeeding in this en-
deavor are still being measured by the research production, grants-
manship and high-tech paradigm. Until the alternative parad:im
of community based medical education is equally recognized, this

dm’ i ill continue.
you.
[The prepared statement of Dr. Bates follows:]

“LiNkiNG MEDICAL EpUcCATION TO RURAL AMERICA,” SENATORS COHEN AND Pryor
' INVITATIONAL WoRkssop, WaAsHINGTON, DC, Jury 29, 1991

BRUCE P. BATN,D.O.,MTEMMWMMUMMNN
ENGLAND, COLLEGE OF OSTEOPATHIC MEDICINE

It is an accepted maxim that medical education acts as a major influence on a
student's decision as to eventual practice location and practice style. This influence
is initiated in the premedical baccalaureate and in the medical school re-
mhmmtandsekcﬁolgesmmltextendsum to the classroom and clinical edu-
cation phases exempli by the faculty and school mission congruity, the selection
of training sites, and the appropriateness of role models throughout a continuum.
Ultimately the placement opportunities, continuing postgraduate education, and
community support systems enter the process.
We have succeeded in the United States in developing a highly sophisticated
mmzrhawdmwchmﬁmmdeldmmmsinnwd‘;mledmﬁon.
h@:wmmmmmmmmmrmmm,n
{s fragmented into modules. It is procedural and technologically oriented and it is
highly scientific. This igm has provided this nation with a and effec-
tive sophistication of medical care. It has established a measuring stick for accredit-
w public pom' agencies, foundations, and government. . .
is another equally valid paradigm of education that seeks humanistic, pn-
maryorientedsmdentsandexmthemwalinearmmunitybasededm
wi\hwmicingphysidaninamtmmmlemodeb.andacurﬁculumbasedmm
e e paraiams i sougiod with & training experien “w““mﬁ‘é”m?”wm i
. igm is cou witha t experienti t }
‘a continuum g? that philmpiy from student recruitment through clerkship and
into residency and practice.
R resgntaprofessiont.bathasendomdlhatprincipleforlOOyeam.Aseduea—
tion came and went, the Ostetsathic profession retained its all to
gwﬂoﬁmﬁmmmmlpmim.! 50 represent a new school a littie over a
that endorses that tradition yet in its youthfulness and zecl has sought
new and crestive ways to accomplish it. This is not an “add-on” as a response to
mt opportunities or tu legislative mandates but is central to the core of

However, despite pockets of support for this paradigm, a lack of consensus among
governmental leaders, bureaus, and public policy has not made implementation
easy. Accrediting and granting agencies as staffed and operated are more comforta-
ble with the first high tech tertiary model than with the decentralized community
;;-o‘;ielnndthmpmetomeasurewogmmmaﬁcstmmdmwithan inappropriate

undiced eye. .

W{?ythenmwesu when we vocalize su for a primary care outcome
but support tertiary urban based traditional models (with a few les to placate
the activista) that we do not achieve that outcome?

Allow me to describe how the Universit of New England and its College of Osteo-
m Medicine has sought to link mesml education to primary care in rural

CONGRUENCE OF TRAINING AND MiISSION

If you want to prepare primary physicians who can practice in rural settin
must intentionally prepare them P:r that setting. This is not an aﬁerthougﬁ m
the commitment of the bosrd, the faculty, the administration, the student

, and the training locales. It is complex to manage such a decentralizcd pro-
gram, but with tolerance and flexibility a less ho nous, more res ive pri-
mary care provider can result. The College of Osteopathic Medicine at Universi-
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mmdua&epimm
MW in rural rests within the consortia of the

Nursing, 180
therapy, 132 student weeks.
therapy, weoeks.
Physician Assistant, 120 student weeks.
Family Practice , 32 student weeks.

mmaawmmhammmthemnmm
of supporting services and the physician’s knowledge, appreciation, and asbility to
“ﬁmmmmmmﬁ University of N Wmamm;d

ues, ew -
they plswdinmhin?mwzh mgmm tion-

are nurse

ers, and physician assistants to gain a Wandamtgr&mam—
plementary of the skills each offers. Btudents work as part of an AHEC
rural team and as of an AHEC rural in team
and::‘rartda team in the undergraduate Nursing, Ther

Q 7 2
ERIC -




The University supports & mutlti-organizational enhance ro-
and Such a allows a of resource utiliss-
tion and talents not available to a unit. Regional institutions,
system, for Health s
and the VA CHEP AMM.MWMM
mirses, therapists,
and social workers thirteen institutions have this offort. This

Maintaining quality for each student is costly and difficult. It re-
aeceptance to differently, to seck out new opportunitics, and to
WMWNMIQMWNMNMMWM
waaewendaavw a reformulation of the old. Flexner is right for the
mhﬁh tertiary science of medicine, but a new vision is required for rural prac.
Mmmwmmmmmm and sup-
mammmw
and able to let go of
andwn}ma MMW a com-
munity based educational pmgrsmmkghﬂeally to insure that
all students have core com: by requiring a balance of
Mzﬁxh nnifwmlysmmdbyt.be and consistent-
a mutual respect, collegiality by regular interaction.
doctoral medical education to education must be created,
funded, and implemented to a8 mechanism of closure in this continuum. We
need to overcome the processes inherent in the established

mdwmqgﬂmmm

There is & need to attract rural students and retain those most committed to serv-

ing in the rural comm . Aspirations of the rural] student must be raised. The
of a medical results in an indebtedness more easily liguidated in

8 specialty practice than in rural America. The training locales in rural com-

m needam&hodforredueingetgmmsordiverﬁngm&ompaﬁmt

mmmmwmﬁm recruitment, training, and retention ac-

NEEDS SUMMARY

SHIFTING EMPHASIS

Public policy must validate the credibility of the primary pathway in communi
wwmmmmmthmmmmz

ummmmmmmmuwmmmmmmtm»

C3 MMMWMMmmbew
maldistribution of addressed by a

care providers can be,
coheaive, mwwpdﬂcythathohatme and education as a
ﬁﬁnm&ommdimlmbodennythmghderkdﬂpmmmuﬂemhg

FREPARATION

A broad atthebaecalanm te and predoctoral levels should recognize
the scien preparation for but also the art of medicine,
mﬂeanitnnntmdsnleeﬁnnofstuden should have a primary humanistic empha-
There must be recruitment of community based practitioners as teachers and role

models skilled in problem solving, uealt.hinking and independent learning.
CLINICAL EDUCATION

know attitude, and skills t must be identified, red,
an%wdﬁcrewarded %mdamwpamm - measd
Facultymnstbeselecbedbytheparsdm
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Budgetary considerations must allow for the intensity needed in the paradigm so
that input and outcomes are commensurate.

This can be accomplished and the outcome will benefit our Nation, but broad
strokes are required.
There must be a closer connection between the National Health Service Corps
other similar programs such as AHEC and primary oriented medical schools to
“dmtm”,edmﬁngformmlmmandndmmsthedebthﬁd

IL A bold state and federal partnership is needed in sustaining programs that
have pruven successful in recruitment and retention, such as is proposed in the
oy -Cizham bill for AHEC, Fellow panelist Dr. Charles Cranford can speak to

Vmﬁm:i?iyedand critically, there is a need for a special recognition of and
. \ most , there is 8 or &
support for medical education mlymmmedtomh;
phy¥*~ ans for rural America. | have served on a number of paeels that con-
sistentiy attempt to change those using the treditional paradigm as if to teach an
old dog' new tricks. What results is a patchwerk without commitment or consistency.
MWIU not recognize mdmt:a validxw{;tgr of the two andinmwardwths msthsm pr{.;;mryh' Under
current we are arenas care are

by the research p, and high tech par-
adigm. Until the alternative of community based medical education is
this maldistribution of primary ders and

will prevail.

Mr. HumAN. Thank you very much, Dr. Bates. We are learning
about some very in* .resting programs this afternoon.

Our next presenter is our first presenter today who currently
serves full-time in the trenches, or at least most of the time in the
%ramhes. I imagine some of her patients wonder where she is

y.
She is a board-certified family glimysxcian in practice in Eutaw,
AL, which is rural, believe me. Dr. Hullett practices with a commu-
nity directed medical practice, which receives Federal support so it
can offer comprehensive services in an area in which the pove
rate is high. is a former winner of the National Rural Heal
Association’s Health Practitioner of the Year Award, both because
of her dedicated work as a physician, and as a policymaker for Als-
bama and for the Nation.

I first met Dr. Hullett at this Committee in 1988, so we are both
here to do return engagements today. Dr. Hullett is involved in
more good works than I could possibly list today, but the one she
will talk about is an interdisciplin team approach to training
health care students that she is developing with support from Dr.
Mullan’s bureau, as well as some other activities she is involved in
Alabama.

Dr. Hullett.

STATEMENT OF SANDRAL HULLETT, M.D., M.P.H., HEALTH SERY-
ICES OFFICER, WEST ALABAMA HEALTH SERVICES, INC,
EUTAW, AL

Dr. HurLerT. Thank you.
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You have heard a great deal from academic based and
this particular program is a little different in that it a communi-
MWN&MMWWM.W&
mmnity thterw mmmi;l;sss.?.mmta:?mu-

health center. We receive roxima percen our
ae mmmsm&n & gy
e do serve a \4 black majority population is
moatmimnyauamgsﬁlymMWemmwwm
bama counties, with approximately 40,000 active patients, with
omlO0,000enmnyersayear.Sowemnot a small net-

per tage of elderly patients, mmtely%pementof

percen nts, a our

popnlaﬁmareaissgandabove. 76 t.‘htofonrpat.ients
E )

I am giving yout.h:sqwtun to show you the type of environment
I work in, that may help you to understand some of the difficulty

in providers.

Mkatthediffemntpmvidersinthemandthisisa
gix-county area, there were as of 1989—and it was till true in
1990— ists were 22 for the area. That made a ratio of 8,950
to 1. carephymms—thmiglcéhwesenahmhwouldbe
considered primary care physicians, w woulau.mmllz" -
tioners, internal medicine ioners, were 25. That's 8,476 to 1.

ww nurses, 8 to 1; registered nutritionists, three,
gives a ratio of 28,965 to 1. Dentists were 10, a ratio of 8,690
wl;ixildomtriststwo,whichgivesamﬁoof:QMwl.

professional standards, we are having significant problems
in health care 1. So we are having this significant
and we were at what to do to resolve it. We had

the University of Alabama, oosa Cam which is about 40

miles away from us, and the Universi dAmmcampminBixs

which is approximately 100 miles away from us. We

were having all this trouble obtaining health care personnel to
serve people.

Over the past 10 years, this community health center has worked

with academic institutions, the AHEC in our area, which is the VA

AHEC out of and was associated with Morehouse and
mvm% University of Alabama did not see the need
wa’!dyidf?etan ople to through But agai
e some peop come our program. again,
we did not get enough to see us. And we really feel that if
we could get exposure, if we could get people to see the pro-

gram, to work in an area where first of all there was a need, in an
area where there could be some form of reimbursement, *he Feder-
al Government has seen fit to fund 380 programs.

. So we are now giving somewhat competitive salaries. We had an
interdisciplinary already on board with pharmacists, nutri-
tion social workers, patient educators. We were not totally iso-
lated. We would be an excellent site for medical training.

-«
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I went to each dean, and the deans sent me to a person that
might be interested in their departmeni. All the departments were

Then we went to i to the University of Alabama
School of Dentistry, which is a premier school of dentistry by all
national too were interested some-

we came up with a grant proposal that we thought could be

ded, and we did submit and we are funded. We have had a total

of 15 students since October 1990 who have completed the rotation.

The students had opportunity to work in teams, formulate patient

care plans, present case stu&xes,! utilize community outreach skills,
and auditing medical records.

They spend 76 percent of their time in clinicals and 25 percent of
their time in community experiences. We also share a P
with the AHEC in our area at Tuskegre, as I stated before, and the
g:rit:;richiningCenterattheUnivemityofAlabamaMedml

n

We have found this program to be extremely interesting and
stimulating to our staff. We find it has a of recruiting and re-
taining our medical and other staff. People like teaching and work-
ing with young people, they really enjoy it. This is a tool that we
have and are using as recruitment and retention.

The students work with us also in another aspect. They help us
in our health ntion and promotion. They spend 25 percent of
their time in the community, which is dedicated to their particular

point.

I would like to close—] don’t have a whole lot to ﬁy but to say
that community health centers are an ideal source of ambulatory
training sites. re are board-certified, board-eligible physici
Many are young, I'm the oldest person in my group of 1 le.
They nglyou:ig, interested in teaching. The communities gave a
great th of training resources, if you want to call it that. The
community boards have accepted the training program, because
they too see it as a potential way of introducing young people to

the rural communities. And we are doing it in a positive way.

Right now, three of the students who have come
through are working within 35 miles of our area. One RN student
we really wanted for ourselves did not stay with us, but is within a

75



69

85-mile area and does work part-time with us. So in this short
periodoftime we have already been able to increase the health

in our area.
Wedothmkﬂusisthew:{ %oiforthehnm
[The prepared statement of Dr. Hullett follows:]
TeoTIMONY BY Sanpeal Huraerr, M.D, M.P.H.,, HearLt Services Direcror, WesT
Arasama Hearmh Szavicss

Todey many Americans lack acoess
mwmﬁdmm&“%mw oo
tionately demonstrated in rural communities. The awessintheaaare

distribution of services and i
Rural aress are by the andtheverymng. pmg

miuesgivenbm However, the commitment
me.m"mmmmdxﬁm int.helast

earlier attempts have been made to increase em on primary care.
wasnotedby?bhminthe G,IBGIJAME,NS

Mmmtd'anmherdmmwmwmm
mm&mmmpﬁmmuﬁninsandwemmm

mﬂ m&w&nﬁu,num
owmmWMMmmmmmnm

5) Federal for community and migrant heaith centers.

With all the attempts to emphasire primary care it continues to deteriorate, the
question is asked why? The cause is multifactorial but the academic medical train-.
mwmwmanmﬁmmentinwhxhﬁwummmmda

A change in present medical education is suggested and desired. Needed is a cur-
riculum specifically designed to train students to assess rural needs and deliver
sesvicastomee&themnualnaeds,thm ahmlth:ermmlAmﬁm.Such

a shouklbemmnni
to share with you Ammlth&rﬁm(WA}IS)
ences with the Rural Interdisci Mning?mgramanothermpomtoward

P est Alebama Hoalt i,

West a Health Services the to be an in com t
intbehenlthedumtmsymmangewpm %@dew%w
has been assisted reee&{nssninwt&

nties.
ogoﬁ.}e indicates WAHS is heavily used by the area's black ity
(nppm-to mermthm%nonth.h),thepopulauonthatismostin 800~
nomically and medically. Female patients compose 85% of the user totals, in part a
reflection of WAHS' maternal infant care programs nndxtsmmnt.ivecarepro—
forywngdﬁldmmereissboanemml

msuramdatamdncateﬂthAHSis the need-
zestmsmentwtthinthemT&S%ofallusemhaveinmbdow poverty
level, more than double their equivalent component in the population bases, most
WAHS users are Medicaid, Medicare recipients and the uninsured.
’i‘h&leadmgcamddeathmthemmheartdimm cardiovascular aisease,
cancer, digbetes and complicationa associated, amide::;. and pneumonia. The most

problems are hypertension, diabetes,
Tbefoﬂowhgmioofhealthpmvﬁdemnﬂectsthehedthe;ymneedsdthem

Hesith provaders Nymbes Ratio
PROFTACSE ........ 2 3801
Primary care physician: 25 34kL
Registered aurses. .. 99 el
Registered mulritionssts 3 Bl
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Hesll providen ' Momder Rate
Deafisty — T— ) 8.590:1
{ptomelrists : 2 AuEl

all standards of professional shortage, the above members te
n’mwmmnwwmmmba mmm
mwmmmm@wmmmm va-
cancy percentsges published by the tal Aseociation for the rural members fur

Physical therapist ..........c..cocoevimivnnncnnerensmnesrsimssiesnsssssssossst s soosionss
ROBISIETOA DUIROS ......cooccveererrrrecansrseniss sissors oosssessss s sossuastossssssasassssssssssons
W nurses eebssissssinssssistssonsstsrs s sirsrnsssinssna seets
parma .. ..................................................................................................
Pindlolofy FeCDOIOBISt .o
ROSPITBLOTY tBETADISE ...cccooeneveceecrmecrece v rcnersiermesssssarsacressssss sossssssmssasssamsrasos o issssasssrases

West Alabama Health Services is the lead for the Rural Alsbama Haslth
Professional Consortium which sponsors an in in
rural Alabama, This program is the result of all Interdisciplinary
Grant for Health Care and for Rural Areas. It was funded under the
Bureau of Health Professionals, DHHS, of the grants funded this was the only one
based at a community health center.

The Consortium is as tive venture with four academic institutions.
ford University School of ,UnmmityofAlahamCaﬁtnm of
Ntus!ng.s g Comm Health % and ofdmn o .
m:. Algbama in Huntsville Schoal of N and West Alabama

Mcmﬁm(amumral mmmmmemmﬁvadbdpnmm

sented; Dantistry, Nursing, Medicine,
mmmmmmmdvs%mmzs%mwwm
ences. The comm exmhmaindudahospitdwa,homevﬁtatﬁon,mmuni-
tyhealthsueeninsand th education presentations to schools and community
mm to rural health to both students and univer-
are two work-shops to address ares rural health issues

rotate
Since October 1, 1990, Ismwhﬂempmtheirdinimlmﬁmm&u-

dentshavehadme to interact as teams formulating pstient care
community outreach skills a
;ﬁpamhip enhanced the AEHC from VA
and Geriatric Center from UAB medical center. The students
the providers at WAHS 88 & team and see that the team ap-
prmhhmdaltosmsllwwnsandmraleommuniﬁes
We at WAHS see this simﬁarprogmmsasanimpoﬂmtmethodw

mu'odueasmdentstomral th and the providers who deliver the care. Such re-
laticmhipsemtodispeﬂthemmﬂonthatmmlmwﬁeﬁmimdeqmﬁe

wﬂmammmmmwm

their environment will enhance the humsnity of the students rotating in any
ﬂmymayﬁnaﬂywork Wealsoﬁndﬂmeupeﬁemesﬁmulsﬁnstathamﬂ‘mrdm

viders and hope it serves as both a recruitment and retention tool.
Thepmgramisnewandm@quiteamrdd,yetthm C former stu-
dents have located in two surrounding communities. One N Student was
lost to the VA System in Tuscaloosa but is willing to work part time. number of
swdenmtbmfnrhssemedsdthsamkipawdnummofmwmroﬂbe
project's first year. neprojectcmunueswmateinitsﬁm The institu-

ﬁon&memrforsmdentstopaﬂidpawm unique and e ﬁng}eamingad-
Veniure

RECOMMENDATION

I would like to conclude with the following recommendations. The decision to
choose 8 primary care specialty and t0 practices in an underserved and rural area
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mmedewem&expmdwlymmdrtmimwmdn}e
models. This process can be influenced by:
{1) Continued funding for Community and Migrant Health Centers, Natéonal

msemmmammummmmm
students who are more likely to in small towns and the underserved aress,
(4) Encoursge partnerships community health centers and academic institu-

(B)Sammfwmofﬁnmcialmimhummtforambuhwqmcwm
that serve as community based education sites.
1 would like to thank you again for this opportunity to speak.

this afternon by Senator Pressler, and I don’t he ily
sceeptaintrodncﬁonsbypemnsoflowerstamre,butlamjust
going to add a few things.

Dr. Amundson is Director of the South Dakota Office of Rural
Health Care, which has just received one of 88 Federal grant
awards from my Office to enable it to expand its excellent activi-
ties. Maybe on that basis he will accept this introduction.

Dr. Amundson is board-certified family physician who g_mctiwd
in Webster, SD, and still does practice part-time in Sioux Falls. He
was the founding chairman of the De nt of Family Medicine
mﬁﬂ:tt'i!cu;ﬂmty ity of South Dakota Medical School and still serves
on .

Nationally, Dr. Amundson services as Chairman of the Residency
Review Committee of the American Academy of Family Practice.
So if we have trouble with structuring graduate medical education,
we obviously have the man we can complain to right here.

Dr. Amundson will summarize his work in South Dakota, and
the subject of graduate medical education and family practice.

STATEMENT OF LOREN H. AMUNDSON, M.D., DIRECTOR, SOUTH
DAKOTA OFFICE OF RURAL HEALTH, SIOUX FALLS, 8D

Dr. AmMunpson, Thank you, Jeff, for the kind invitation and to
Jennifer for the invitation to come to Washington, and to Senator
Pressler for his kind comments. Larry and 1 grew up 17 miles
ggart.lamalotolderthan Larry is, but we do have many mutual

ends.

Jeff mentioned Governor George Mickelson, who is our bi
advocate of rural health in South Dakota, who is Chairman of the
NGA Agriculture and Rural Development Committee, and hopes to
come out with their health care reform package containin~ many
elements in rural health.

Welcome from Dean Talley, the Dean of our community based
family practice oriented medical school, which has had 21 percent
of its graduates enter family practice residency in the lo years
ginc we went from a 2-year to a 4-year program. We have 27 rural
training sites and over 180 clinical faculty.
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Secretary Sullivan and Dr. Bob Harmon have a real
A-Team from my ive, in Dr. Mullan, Dr Gaston,
Dr. Don Weaver of National Health Service and Dr

reslly going
of a health care delivery system. So if you can devel-
op the data on the emergency medical systems as well, I think it
will be helpful to us.
South Dakota, which is my native State, is 60 Lg:ent frontier,
having less than six people square mile in 32 counties
whenZSpemntofthemmaureﬁdes.Mwaﬂofﬁofﬁs
counties in the State are in health professional shortage areas.
Over 13 percent of our total land mass is Indian Reservation land,
22 percent of the frontier land being reservations. Over 7 percent
of of South is Native American. Yet
only 9 percent of South Dakota physicians practice in frontier

areas.
Policies to develop health care in South Dakota have often in-
cluded provisions to address the problems in delivery and
health care in rural areas. Recently, however, these policies have
rweivedmnewedscmﬁng,withthedevelopmentofonrOﬁeeof
Rural Health, of rural hospital closures, as was discussed, and
mmmﬁngwquudityhealthmatm-
Primary care ian recruitment and retention is a continu-
silg&roblemin th Dakota as elsewhere across our Nation. In
Dakota, we have taken positive steps in the few years to
help. We have enacted programs to reimburse physicians for
in communities under 2,600, a State program to waive
tuiﬁonformec}icalsmdenwplanningcareeminaggmarym,who

Innoothersettﬁ' does the family physician play such a promi-
nent role as in ru healt.hcamde{iverySomaﬂowouredmm

and rs have the mistaken impression that the i
o onmakers bave tho mistaken impression that the specia
allow time away from the family practice center, thereby prevent-

ing the residents from partici in rural health care.
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requirements also mandate that there be elective i
in @ range of 3 to 6 months, and some of this time may be
rural i if they do not involve interruptions in
excess of the limit.

Also,Fomons of the required curriculum may be located in
areas, if the experiences comply with the intent of the
ments involving sufficient numbers of patients, residents being a
i supervised, and if they are suitable for training
gy o o g 5 e e £t
year in wi core pro-
mmdmZmdsmmmmmlsim
Some programs which provide all 3 years of training at one site
use ite clinics for ambulatory experiences in rural areas to
which residents may rotate for a number of half days per week
without interrupting continuity of care in the family practice
center for their of patients.
So to dispel some misconceptions, perhars, the special require-
ments allow several ways to incorporate experiences for resi-
dents in training.

ages, considers, and often credits such programs which fulfill the
special requirements for training, while providing this
training in these alternative mode

Recent examples of interest in such alternative models include a
report on an invitational symposium on ‘“Rural Health: A Chal-
| for Medical Education,” held by the Association of American

Oollﬁ the AAMC, and a monograph on “ ial Consid-
erations for Preparation of Family Practice Residents Interest-
ed in Rural Practice” produced by our specialty society, the Ameri-
can Academy of Family Physicians.

Alternative rural training tracks and sites provide experiences at
rural ambulatory sites. Examples include %V ams currently im-
mdorunder development at S e, ; the University of

%Universi%rof Nebraska; the State University of New
York at o, where Dr. Dave Hol is the ment Chair-
man, and has been with us today; and at Greeley, CO.

The Residency Review Committee for Family Practice is justifi-
ably proud that its programs have trained the vast majority of phy-
sicians entering rural practice in this country during the last two
decades, and will continue to do so in the future. Almost half of
graduating family practice residents are locating their practices in

]

%

£
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rural areas with populations of 25,000 or less. As of July 1991,
there are now 390 accredited family practice residencies, and the
number is increasing each time the committee accredits programs.
As we stated earlier today, what is needed are more committed ap-
plicants to fill offered positions in these programs.

The medical schools have an imporant role, as we have heard

, in training and enco ing students to enter primary care
ies, federally defined as yprecﬁee,nseneralintemal
medicine, and general pediatrics. This may sound like the great
mBosupher Yogi Berra, when he said “Sounds like deja vu, just
ike the last time.”” Currently less than 30 percent of the U.S. medi-
cal graduates are entering three primary care graduate edu-
caﬁh::ls.l li '““ﬁm?b”“mm@¢
sc ieve, can u app: te u
ing tying outcomes to ﬁmiing, such as the National Insti-
tutes of Health and other grants,

The Federal Government must also use its limited resources
wisely, to assure outcomes dedicated to improving the Lealth of all
its citizens, as was mentioned. Medicare funding of uate medi-
cal edgeeatiolgh ttl;oughf the Efealth Care Financing i i talstion
must be wei in favor of primary care training. Hospi re-
ceiving these direct and indirect educational reimbursement dollars
must be required to provide documentation that such reimburse-
ment is actually committed to operation and enhancement of such
training &rog'rnms and not lefl to innovative funding formulas de-

dividual

vised by nsoring hospitals. HCFA must uired to
develop linkages with the Healt?%esoumes and &mm%m
tration to equate su to need. Ten billion dollars in biomedical
support through and $4.7 billion in Medicare GME reimburse-
ment hardly equate with the $150 millior available for primary
care graduate medical education programs supported through Title
VII grants.

Thank you.

Mr. HuMaN. Thank you very much, Loren.

I should have mentioned when 1 introduced Sandral that Senator
Richard Shelby was hoping to be here this afternoon to do that in-
troduction. He has not been able to get her: so far, and I know he
feels badly about that. One of the reasons Seuator Pryor wanted to
be at this workshop today is to do what 1 am now going to do,
which is introduce lie Cranford.

Charlie has been an advisor to Senator Pryor for many §ears.
Currently Charlie is the Director of the Arkansas Ceuter for Rural
Health at the University of Arkansas. He is a former Assistant
Vice President for Administration at the University of Texas
Health Sciences Center in Austin.

Before these positions, Charlie cut his teeth, so to speak, in a
dental career with the U.S. Public Health Service in places like
Lame Deer, MT, and Fort Defiance, AZ. He also has a Master of
Public Affairs degree, and has served as 1 management and policy
consultant for many health care o izations on critical decisions
thattthey have to make and critical programs they have to imple-
ment,

Today Charlie will describe, among other things, the Arkansas
Area Health Education Center which he heads.
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STATEMENT OF CHARLES O. CRANFORD, D.DS, M.F.A. EXECU-
TIVE DIRECTOR, AREA HEALTH EDUCATION CENTERS PRO-
GRAM, LITTLE ROCK, AR

Dr.MmThankaeﬁBeingmﬂedamodel.thatmb
is a heavy responsibility to bear. But think that being the last
on a five-person at this hour in the afternoon is even

vier. of rules for aﬁer-lunucggaeches is that if
I cai't be funny, I will be brief. And I don’t thi I can be funny
this afternoon.
Iampieasedtahavehadthehonorofbeinsingxf’.tgbtopresmt

Arkansas AHEC program. We are very prou
Iwon’tdevoteﬂmfewminutesthatlhavetogoinfﬂmmgthe
varicus elements of our AHEC program. First of all, have a hand-
outthatllmpeeachofywhave.Andinﬁmthandout,theele-
ments ofourp:wmdescrhd.

When I came from lunch, 1 didn’t see any left on the table.
If there are any of that didn't it my telephone number is
501-686-5260. { will be happy to sen one.

in Arkansas, we have . longitudinal program. It begins with the
recruitment of students for our vari as colleges, and it extends
thm:qhedueaﬁonelo unitiesineachgearofthe(}on of
Medicine. There are several unities during the College
of Nursing curriculum and the of Pharmacy curriculum.
We have educational opportunities in allied health and,
wemductfamilypmctweresidency&r:gramsoutin State. In
the handout, I have a series of ma t show what's happened to
the uates of the AHEC based 'egmedicinepmpams.

e also deliver a lot of continui.anE\écation through the AHEC
program. As our chancellor says, “ is a fundamental part of
the way we educate students in Arkansas.” I think that pretty well
sUmMS Up our program.

In my remarks this afternoon, I would just like to make a few
observations about our program thet we have learned over the
years. We have just completed our 1¢ *h year of the Arkansas pro-
mn:tisu-ulytheprincipalmeam of decentralizing health pro-

educationinArkanm.Lastaearwe ided training ex-
periences for over 450 students from AMS colleges.

The program is a statewide ization that consists of family
practice residency programs, affiliated teaching hospitals, libraries,
voluntary faculty, preceptors, ambulatory care centers, private
medical practices, many area adviso councils, and other special
purpose th care institutions, such as community health cen-
ters, health dexrtmenbs, etc.

The statewide classroom we have in Arkansas has brought aca-
demic stimulation to practitioners in communities throughout our
State. That kind of involvement lessens the isolation t many
health professionals fee! when practicing in rural areas. Students
benefit from receiving hands-on experience in settings that are
e e ﬁ;ﬁi&ﬁ?ey ) progmmpmce' having hened

munities it from strengthen
health care delivery systems. Patients bentg:xt by havir;% a higher
quality ti%f health care, more accessible to a larger part of the rural
population.

1
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. f .
mittees, and the Arkansas General Assembly. We had immense
help from the Governor's office at the time the was start-
ed. In the early days of cur program Senators and Bumpers
wemGovemorsofArkansas.Themreoﬁmmensehelpwbﬂethis
was ing underway. Arkansas program is largely

There are health practitioners who volunteer in our pro-
gram—over 500. y are the individuals to whom we can say we
owe the continuing success of the Arkansas program.

There have been a number of spinoffs from the original AHEC
program. One is a summer program for high school students, An-
other is a recently started center for rural th, and that center
includes a rural hospital assistance . It also inciudes a spe-
cial program initiative to address care needs in the Missis-
gsippi River Delta counties of Arkansas, a very de area of
wrState.Andﬁnany.wehavednzgl:lpdarural th research
program that is a spinoff of the original AHEC program.

Program development and evolution have been essential to our
program. Successes can turn into failures if we fail to see tae pro-

as a part of a much bigger picture, if we fail to seek to col-
rate with others, if we do not evolve to address changing needs
and opportunities in our States. :

In those States where AHECs have been seriously embraced, a
system has been put in place that can assist in the next major pri-
ority that the Federal and State governments should undertake.
That priority should be the development of regionalized, ir.egrat-
ed, comprehensive systems of health care.

have helped to develop strong regional medical centers in

our State. But if we stop there, the job is only half finished. We

should now assist in the development of rystems that integrate

smaller hospitals and rural clinics and transportation systems and

public health programs and community based programs into re-

iona! health systems that will fulfill the promise of access to
th care for all rural citizens.

There is no time to mention all of them, but I would like to call
your attention to several suggestions in my paper for improving
rural health care. One I did not include, but 1 would like to men-
tion, is that public health education is often not taug':t to our rural
citizens. AHI%Os should accept a role in teaching behavinral cha.nge
leading to healthy lifestyles and accepting responsibility for one’s
own health—resporsibility for the reduction of risk factors.

We need to teach rural children at a very younge:fe to take
charge of their health. And we should work with th depart-
ments and schools of public health to see that it is done.

In closing, I want to say that the mission and the vast array of
affiliated organizations and individuals have made the AHEC pro-
%'mm an ideal vehicle for dealing with rural health care problems.

t is certainly not the single answer. But AHECs can be a strong

partner with health de ts, rural hospitals, local govern-
ments, health care professionals, cooperative extension services,



(i

community health centers and private foundations in the imple-
mentation of solutions.

lbelievethatcullaborationshouldbetlwkeywordandguiding
&inci of this decade. Collaboration should exist at local and

te ,anditshouldbeWamongFederalmncies.l

have seen it work well in our programs at each level.

IthsnkyoufortheopportunitytopresenttheArkansasprogmm
toyouthisaﬂemoon,andlwouldbehappytoamwerquesﬁons
later. Thank you, Jeff.

[The prepared statement of Dr. Cranford follows:]
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LINKING NMEDICAL EDUCATION AND TRAINING
O RURAL ANERICA:
THE ARKANSAS ANEC PROGRAN

AHECs vare first reconpended by the Carnegie Conaission Report on
Higher Bducation in 1970. Ia the following ysar, the
enacted legisiatiun to provide fadersl suppert for

devel of ANECe in medically undsrserved areas, as the
Carmagie Commission reccamsnded.

The Arkansas AHEC Program degan in 1972 and completed its 18th
year of opsration on Juas 0, 1991, With six strategic locations
throughout the state, the AREC remains the principal
seans of axtsnding and decentralis wedical and other health
professions aducation in Arxansas, this year provid quality
training sxperisnces for sors than 459 health profsssion
studsate. The ovarall sission of the AHEC progras is
aeecagumd asoh yesr through a statevide organication of family
practica rssidency programs, affiliated hospitals, libraries,
voluntary faculty, preceptors, asbulatory care centers, private
medical practices, arss advisory counails and non-profit
roundations, and affiliated special purposs haalth cage
institutions.

As the catalyst in this nstwork, the ANEC Frogran functionn as &
two-way communication vehicie, extsnding the tniversity of
Arkansas for Medical Sciences prograsms to all arsas of ths State,
and providing 8 channel through which inforsation concerning
health nseds, praodlems and the vievs of heaith profesaionals and
the general puklic san be conveyed to the medical center.

The Arkansas ANEC Program is staffed Dy full and part~time
faculty in sedicine, nursing, pharsacy and allied health
professionals, They ars supported b, sors than 500 voliunteer
clinical fasulty.

Entering sophowrora and junior sedical stislants are introduced to
practice in smsllsr communities in Arkansas through the rural

praceptorship progras. Students work one=on-one with prisary

cars physicians in rural cosmunitias for four weeks. In 19%0-91,
the program had & total nunber of 94 studiats with 91 physicians
located in 49 rursl comnunities.

Elective courses offared through the ANECS offer senier madical
studants an cpportunity to participate in the private practice of
oedicina., Elsctives ranga in lsngth from four to eight waeks and
cover all primary care specialtise and most of the sedical
mgoetaltln. T™he 1990-31 senior slective rotation progren
provided training for 97 sedicai students who took 180 rotations.

This year a required third ysar clerkship in family sedicing will
be initisted for all medical students. Approxisately 858 of
thsse clierkships will de located in ANEC sites.

Nursing students from UAMS, other universities in Arxansas, and
surrounding states participats in AMEC clinical rotations. 1In
1990-93, 8 total of 90 nureing students rntated through the
AHECS .

Directors of pharmacy sducation attend daily reunds with the
residents and are available in the fanity déticine clinic.
Transition to an all Pharm.D. progras, currently undervay, will
make ANEC student rotations 3 basic part of the curricuiun,

Allisd health professional education pPregrans have developad in
association with regicnal hospitals and schools throughout the
state. Programs have been estaplinhed i4 respiratory care.
radiolog: technology, phyeical therapy, sadical technology, and
epargency msedicsl technicisn-paramedic educstion.

The AHEC library network sarvas as 8 oajor medical and healtwn
profassional information resource, for ove- 40,000 health
protassionals, students. and others. Tankad to ths U(AMS central
library, the five-state (TALOW) reqion and -ha National Lidrary
of Medicine. 8 telefacsinmile Systen permits almost instantaneous
document delivary throughout the AHEC systenm

A major focus in each AHEC is thas provision o. continuing
education. ARS in 19%0-91, the AHECs offered o‘exr 1,300

conferencas for continuing education credit, with over 17.000
attendous. .
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It is clear that information delivery nystans have become Dare
essentisl in the practice of rural health c&ve, and the
davelopmant of such systess ls possible with today's technology.
AHEC is the sxisting model that can serve the information needs
of rural health care providers, whether they bes delivered by
eraditional or hignly technical systeas.

Over the next few years, a technology transfer network will de
astablished for disseminating medical practice guidelines to
nealth care providers. The natwork will educate providers in
using such guidelines. AHECS are Sdaa11{ positioned to provide
this network. AHECL alresdy link acadesic resources ©of
university health science centers with iocal planning,
educationsl and clinical resources in a systea to provide
educational services to students, residents, faculty and private
practitioners.

A primary goal of the Arkansas AMEC progras has always bsen to
improve the supply of family practice physicians. On average,
25¢ of UAMS college of medicine graduates go into family
practice~~double the national averu?e for medical schools. Weo
beliove the AHEC Program is responsible for that.

Another major goal is to improve retsntion of primary care
manpover in ArKansas. Elghty-two percent of ANEC-based family

practice residents remained in Arkansas afcer qraduation, while
only 64% returned to the state vho went slsewhere for their
training.

Another - -jor goal is to improve the distribution of family
practice physicians within Arkansas, MEC has bean successful in
improving the distribution of physiciane in several ways;: 1)
only 7% of ANEC-bssed program graduates practice in Pulaski
County (Little Rock), compared with 37% of the fapily practice
graduates who trained at the university. Q) Fifty of the 75
Arkansas counties have recsived family practice physicians who
graduated from AHEC-based family practice residency programss.

3) Currently 40% of the graduates of ANEC-based family practice
prograns are locating in towns wath populations under 10, 000.

§) Since 1980, one-half of the new physiclians in 20 counties in
-ne southern half of the state have been graduates of ASEC-based
family practice programs. 5} Almest 70,000 patient visits occur
in AHEC teaching clinics, and many of the babies of indigent
mothars are delivered through these clinics, 6) Sixtv-eight
percent of the clinical rotations by medical students in ANEC
sites are in primary care. BSpecifically, 43% of thess rotations
were 1in family medicine.

We are pleased to enjoy respect and support throughout the state.
but we work hard at it. The amcunt Of concurrent internal and
external coordination +vequired is greatsr than any other program
on the campus, but it produces a progras that is werth the
effort. The statevide classroom in ArXansas has brought academic
stimulation to practiticners in compunities throughour the state.
That Xind of involvepent lessens the isolation of a health
professional practicing in a rural area. Students benefit by
receiving hands-on practical clinical experiencas in settings
similar to that in which they will practice. Communities benefit
by having a strengthened heaith cars delivery system. Patients
benefit by having a higher qualitly of health ca : that is more
accessible to a largar segment of the population.

We have achieved a de-cantralized educational process for healtr
professions education, bu* there 18 much more to be done. The
da~centralization achieve. has been Xargexz {n partnership with
the major regional hospitals. That is a significant
sccomplishment and has had a bepeficial impact on the
distribution of primary care physicians in the various sectors in
the state, but we have not yet achieved bringing the successful
small-town community practice into the sducational process.
students need to have a longitudinal exposure to successful
small-town primary care practitioners. An exposurs to a
successful, happy practiticner in a rural Practice can ?rovide
the role mudel needed to encourage a physician in training te
consider emulating his rural-based sentor.

b



Q

ERIC

Aruitoxt provided by Eic:

81

Decentralised family practics residency programs in comounity
hospitals benefit rural areas. Howsver, it is difficult to
attract full~tine faculty to teach in these programs. Mora
incentives are needed. I recommend that fedaral loan forgivaness
be allowved for physicians who serve as full-time faculty in
family practice residancy prograpa fros which not less than 50%
of the graduates established practice in non~metropolitan areas
in the prior three years.

Another way of improving inatruction of family practice residents
in community hospitals would be to encourage through grants the
placement of advance level OB-GYN residents in community
hospitals having residency prograss in family practice.

Health science universities have aducational and clinical
rosources that could de used to ctrengthen rural hospitals. The
fedaral government could help encourage thoas linkages by
providing federal matching funds for university health science
centars that establish eon-site educational and clinical
affiliations with rural hospitale for the purpose of
strengthening those hospitals.

A collaboration that can benefit rural health care systems is to
form linkages betwuen Area Nealth Education Centers and
Cooparativ~ Extension Service PFrograns. I recosmand that, within
the Department of Agriculture, a grant program be developed for
Area Health Education Centers that develop Dodel collaborations
with Cocperative Extension Service Programs to improve rural
experiences of health profession students, expand consumer health
education, and develop support systems for health professionals
located in rural areass.

Schools of Public Health can play ioportant roles in the
development of preventive health services, health education and
heaslth promotion gprograms. Somes states do not hava Schools of
Public Health. I recommend that grants to Schools of Public
Health be provided for those schools that will forms affiliations
with health science centers in states without gchools of public
health. 1In such affiliations, not l~<s than 50% of the progrwn
initiatives should be rural based anu conducted through Ares
Health Fducation Centers, if such ceters exist within the state.

Rasidents of rural areas should be encouraged by both state and
federal governments to expend health care dollars within their
rural compunities. A way of providing such an incentive wouid be
to previde 3 deduction from gross taxable income of all health
care expenditures for individuals residing in rural aress and
making such hesith care expenditures to health care providers
located in rural areas. This would likely have a szall impact en
state and federal budgets, but is likxely to be a dew.sion factor
in the choice of health care providers by rural residents.

The recruitsent of students into the health professions from
areas designated as health profession shortage areas or medically
underserved populations should be a priority goal ot lccal,
state, and federal governments., Part-time work experiences for
high school students residing in such areas can influence career
bonding and community bonding at a time when many career
Jdoecisions are baing formed. I recommend that federal matching
funds be provided to city or county governments that support
apprenticeship/part-time work experisncas in critically needed
health and health related profsessions for high school students
residing in health profession shortage areas (HPSA) or residing
in medically underserved population groups. The work experiences
should be in the area in which the student resides, not in a
distant medical center.

A new "gtate-supported AHEC" authority is being recommendsd by
the National Organization of ASIEC Program Directors. This new
authority would allow the federal government to continue to
support AHEC programs that have acguired matching funds through
state/local support. Through this mechanisz the federal
governdant would acguire the leversage to have established AHEC
networks continue to be responsive to fedoral goals concerning
sceess to health care gservices in underserved areas.

8§49 -



82

Finally, tde AEEC Progran is a proven progran for sddressing many

of tha hsslth-zars prable=s that affect rurzl asress. T™he mls
of the ANBC Progrom are part of the same priority goals of
governpents and rural comunities concerned with isproving
Realth~Caxe dellvary and vith rsversing the detsriormtion of
rural health care systems. The mission of the AREC Program and
its vast array of affiliated organizations and individuals has
oade tha ANEC- an idsal vahicle in Arkansas for dealing
with rural baalth cars probless. It is not che singles answer to
thase problems, but it can be a sStrony partner with health
departnents, rural itals, local m haalth care
profassicnals, cooperative extsnsion services, oomity health
Gﬂ;t.il and private foundations in the izplamentation of
solutions.

Mmulqoodphmeamnmaueot:ﬁ:qrmnxchnmt
support for health manpower min.tng activi in areas of
greatest needs and across 4 ugumqum An ABEC i{s a good
place to convert the theoreti 1ad solutions -~ a good
place to taach and demanstrats practica lalnttm to today's

atudmn vho will be toporrow's professional leaders. An ABERC ia
a good place for encouraging and facilitating involvesent of
individuals, imstitutions and sations sager to colladorate.

An AREC is a good place to 58 SCATCS resources. An ANEC is
a bridge betwesn health sciences and the comsupity ~- a kridge
hetwveen solutions and needs.

ARKANSAS AHEC
RESIDENT PRACTICE LOCATIONS

AHEC South Arkansas 1982 - 1989

Yo



ARKANSAS AHEC
RESIDENT PRACTICE LOCATIONS

AHEC Fort Smith 1976 - 1989

AHEC Northwest 1976 - 1989
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offer their observations. Yes, sir?

STATEMENT OF JOHN DAVIS, COOPERSTOWN, NY

Dr. Davis, John Davis from Cooperstown, NY. 1 was also struck
by the rather positive note this afternoon that since crying for
money isn't going to do any good since there isn’t any, it is nice to
hearpeopleareacmall;rdoingsomething.lwasstmckbym.ﬂul-
{fﬁte's comment gs mtﬁll';g anthythmg' else,lwhich was that people
teaching and working with young people.
That is—as a medical teacher, that struck a chord here. I
l;:]pe it struck a chord with others. I gather most of you are medi-
teachers.

We have two programs in Cooperstown, one with Dartmouth and
one with the University of Rocg:ster, wherein third-year medical
students come out fo:e:!nil’g a short time to our outreach satellite
centers. They have a ic time, and so do all the people in thowe
health centers working with them. It is a very positive experience
all the way around.

I have no idea yet whether there will be any longitudinal payoff
or how many of these students will actually end up in rural prac-
tice. But thte;; in;lrc:lrtam' ly a Jot of ﬁxcitement lo\.li: there, and it is
energizi centers, as well as possibly interesting some
students. the way, even Columtia is interested now in i
involved, and sending its students up into the country, its third-
year students. So we think we have made some impact there.

I would challenge all medical schools—everybody ought to be
doi something, whether it's the 9-month Minnesota model,
whether it's the 5week famli)lty ractice Dartmouth model, whether
it's the 6-week University r internal medicine model,
whether it's the Upstate Medical Center 9-month model, or what-
ever it is. Every medical school ought to be out there looking into
the community and getfting tﬁher with the community and get-

ing their students out there. 's one thm&lv;e can do.
nfortunately, nobody's going to pay for this. But it probably is
notquiteasexdpensiveasyouwouldthmk.intermsofthefactthat
students do add a certain amount of sophisticatirn and help out

there in the clinics. It's not just a total loss for the clinics.

Thank you.
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HULLETT. of the things we are } at during this 8
mkwmanyaddmmat' y in community
centers. We have a productivity mandate that we are sup-

8 bit in the begi ,
you. Usually about a week, they don’t slow
In fact, a lot of the patients love the amount of time they spend
with the patients. I can't spend the amount of time stu-
dents with the patients. But the patients love the attention,
i ifthqyarencceﬁedinthemmunity,anditism

ty.
So that is something that we can look at. But we are doing some
time studies, and we hope by the end of this 3 years to show wheth-

i

Dr. AMUNDSON. ]| was medical director for nearly 10 years of a
community health center that integrated family practice education
into a Title 330 center. Those of us that did that still have scars.
o beeomefedehr:{i;w;:so beaotggrl ofbethci%hﬁ
now a model, one m
in ion. It just needs to occur more, and Dr. Hullett with whom
I theoggortunitytoworkona!’edeml t review team, ex-
emplifies what can happen and shows you what one person can do.

. LeonG. I'm Darryl Leong, from the National Association of
Community Health Centers. First I want to comment on the con-
cept of teaching community bealth centers, and to take this com-
ment a bit further. 1 want your reaction to this. Not just with
healih essional students themselves, but even for students
before enter the health professios in terms of finding and re-
cruiting right kinds of students that are going to come back
and practice in these communities, minority, tﬁgadvantagved. rural
students as well.

The first cominunity health center, or the second one, Mount
Bayou, actually had offers of education. It was funded by the OEO
gigsnofahealthcenter.'l'heiob' for this office was to recruit and

students that would enter health careers, sanitarians,
nurses, doctors, and Jentists, y actually have some data that
should be coming out to show that this office was successful.

But at the health center itself, they see patients every day, they
;tm‘;dgart of the community. They are excellent recruiters for future

nts. I just wanted to comment on that for some of the panel

Dr. HuLierT. We also do that in our area, not as organisers and
an office, but a part of the responsibilities of the students we have
now, 25 percert is community based, and part of that time is they
do speak to the high schools and elementary schools, too. We go
from grades 6 through 12. The teams make a presentation. They

)
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decide what they want to present and then present it as a team,
wﬁhﬂmdiﬂ'emntdimu .
This exposes the ts to the fact that there are other disci-

years
residency in Arkansas in community sites, but.
a moderate

we have had only involvement with community health
centers. We have a w&Mmt taking right now. We
are starting a new cy program, and in adjacent county,
agwgwoommunityh::lit.}went;ris rting.

¢ are those programs as they develop
simultaneously. Program is hel in the recruitment

of the providers for the Community Heal ter, cross-appoint-
ingdt;hemfacul in our residency

. HuMaN. 1 feel a real theme of this meeting today has been
the relationship of medical schools and federally commu-
nity health centers. I just want to say one quick word about com-
munity health centers. I assume most of you know about them, but
mo:lfonmaynotknow.Thaeamgrougnmediealmicssmt-
tered across America, located mostly communities,
both in inner<cities and rural arees. They are by boards of
directors'tv;hohavatohaveamgioﬁtyofusemandmfmmthe
community.
Tlmympﬁvatemedicelpracticesinthatyouorlmulghﬁand
get our medical care from these practices and care for our children,
andwewmﬂdgetgoodmalitymediealm.ﬁowem,ﬂxmofour

friends and neighbors who might not be employed, or might be un-

94



87

deremployed, and would not have the money to pay a fee that is
based on what it costs to ide services, would be able to go to
these centers, because the di in cost would be subsidized by
the Federal Government.

So we have some 600 grants to community and migrant health
centers across the country, and nearly 6 milll n Americans get
their daily, primary care from community and migrant health cen-
ters.

It back t. what I said this ing, about the problem of
health entitlement, uniess there is iy there to actually pro-
vide care. It is a way of trying to build capacity in rural areas as
well as in the inner<cities where the W and
the AIDS epidemic have increasingly made it di t to attract
and retain health personnel of all kinds.

Since there are extensive clinical standards, at community and
migrant health centers, childhood immunizations that must be
gimg:venﬁvemrethatmustheoﬁemd.thayprqvidendealseb
tings training because the com medical care that
. most people believe ought to be offered is for the most part offered
in ‘}he I;Tie:.gion's community and migrant health centers.

es, sir?

Mr. ScaoncaLLA. Tom Schongalla, speaking for myself again.

I want to address the Canadian example of medical education. I
wonder how many of you realize that the Canadian spends $3,000 a
year for his undergraduate medical education, nothing for his pre-

irte education. In fact, I would like to see what you gu
could do in a comparison of the total medical budgets for the 18
Canadian medical schools against comparable U S. schools.

I would even make an aside and say I would like to see a com-
parison between the osteopathic and a]’{opathic. 1 suspect the osteo-
pathic are much less expensive.

But I understand we are not likely to make that trade here. That
brings me to my point with Dr. Melnick, I'm not too sympathetic
with the statement that a guy only makes $80,000 or §100,000,
when Ph.D.s in economics start at $35,000 or $40,000, and our
training is fairly extensive, too.

In fact, if I were smarter, I might have been a physician. What 1
mean is, I don’t have much sympathy for ;. guilt.hat says “I have a
lifetime of $150,000 and 7 can’t pay it off.” I did my little calcula-
tion there. At $100.000, that’s $13,000 a year, and at $150,000, it's
819,000 a year. I sus you could fill every slot.

Later on I would like to make some points, but let me make one
point that if you have not looked at—

Mr. HumaN. Let me digress here just for one second. I'm not
sure that was the best way to put it, the way Dr. Melnick did it.
But I do know there is data from the Association of American Med-
ical Colleges that indicates a very high percentage of medical stu-
dents who graduate are in debt. The average indebtedness is now

apgaching $100,000. i

n more disquieting though, is the point I think he was trying
to make, and that is that the extent of your indebtedness appears
to be very closely correlated to the kind of specialty choice you
make. If you are a lot in debt, you are not going to become a family

NE
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physician, because it is to be much more difficult, even if it's
M&wmoﬁmm ) ]
Mr. ScronGALLA. | would like to go along with the points. I just
finished dealing with a dean in New York who tells me
New York State spent 50 percent of its education budget for the §
percent of the people in health. That’s the kind of thing that needs
to be looked at. And you all are more aware of it than I am, but
Medicare direct medical education and Medicare indirect are over
$10 billion. They could be reallocated to focus more in the rural
that

areas. :
But what you hear in this group, if you listen closely, is
wmmwaﬁackthwemmmmﬂmamkm
of other, the person that the attacking gets sunk, and we
continue in the status quo.
Oornellisngalmamater.ButComellispumx' a billion and
one into New York City for a new medical center that may not be
justified. The interest on a billion and one could do a lot in a rural
area. But I notice an absence of interest in expressing and examin-
i thmuesﬁonsinthatstyle.lwouldlovetohavem.mnfm'd
t.

Dr. CrRanvorp. We don’t have a billion dollars in Arkansas. We
are just a poor State.
‘Idon’tknowwhattoaaytnthat.Butlwo\ﬂdcertainlysaythat
in our State, while we are spending dollars for the main campus in
Little Rock, we have a chancellor who is also willing to spend
out in the rural AHECS. I think that's what you need. You
need ip that is willing to do both. We try to develop re-
search, but at the same time we are not ing the rural health
network, and we are putting more money into it this year.
That's the kind of priority we have at our school, and it's that
kind of priority that made the rural program flourish. Unless
you have it, it's not going to.
Mr. HumaN. Bob.

STATEMENT OF ROBERT BOWMAN, EAST TENNESSEE STATE

Dr. Bowman. Robert Bowman, East Tennessee State, Johnson
City. Both at the AHEC Conference as well as other conferences,
there has been some concern expressed that through AHECs or
other methods or even h other family practice residences, we
kind of espouse a mini-medical center model that we basically
thrust upon whatever areas, whether they are rural areas in Ar-
kansas or Tennessee, instead of really trying to make more repre-
sentative rural areas.

For the Residency Review Committee's example, Spokane re-
?ouires four committed family practitioners involved in ing,

ur to six specialists, a hospital that has full service ER, OB.ogg
the time you take that, you have a tion of 30,000 or 35,000,
and you have a fairly good-sized ical center. That's exactly our

dilemma in setting up the Kellogg community based .
Do we go Izlethat commumt%sed very muzg thrusting
ourselves on the communities, and setting up a mini-medicai center

in a rural area of Johnson County with 12,000 people, or do we dif-
fuse things out, more like a Minnesota RPAT model, putting people

%
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in.cmnmunityhasedsitesfoan:outhsandallowinsthembowwk
with practitioners?
you look through the LCME, say that students need to

mumm“m“mﬁwmmwmmﬁi

are t impediments to develoring both in terms of funding,

impediments. My question to the panel is,
i ent‘sl‘?’rhingsarenotokay
fellowship An0 pars of ther o teaching a rural mint
iowship program, part t program is to help )
family practice faculty develop their sites and their curriculum. I
am to have to talk with Loren and other folks on a regular
basis to kind of find out what those i ts are and how they
can either modify them or work with them.
Mr. Human. Well, I think it might be time now to ask our panel-
ists if they have any ts. Charlie? )
Dr. CranroRD. I would like to make a couple of points. One is
that in developing an outreach rogram in Ar , we had tc go
through at least two First, it was necessary for us to devel-
op a regional hospital network in order to go out one ring in the
tree, if you will that analogy.
that, then, the second step was to go into the small com-
and into the private practitioner’s offices and show stu-
dents a happy, satisfied practitioner in a small town, and give stu-
dents a mode] to emulate. It's not enough to just take a uni-
mhoegalalbmedtminingpmamandmitMasmauerr&
ital.
You get a better dispersion of graduates by doing that, but
you have not really accomplished a rural outreach pﬁmm with-
out going to phase two. We have not yet done phase two as well as
we want to, and that's our priority right now.
Mr. HuMan. Bruce.
hao & great desire 1o meoompbal e saes me s that this group
a accom e we have been
o Hoop BUmping i Sgsians st o oF Jdens on
e umping up some of the same
thsGLCME,astheeefm questioner was talking about, with the

ME.
The problem has to be that we need to look at a different accred-
iﬁngaggfanﬁngstmcturesothatthoseofuswhowanttobedif-
ferent can be different are allowed to be different, and allowed
to meet that national agenda.
Q

{
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I have heard that students don’t want to go into the rural areas.
I have heard that rural practitioners don’t want students out there,
because they are going to take time, or hospitals don’t want them

None of that is truc. All the students want to be there. The prac-
titioners are energized by having them there. The communities are
energized by having them there. The student aspirations and edu-
cational systems are influenced. We just—we just—and that's the

wormnedmaweptadiﬂ'erentmEm.

. Hurierr. I would like to reem ize that the medical train-
ing can occur iu communities and community based programs, es-
pecially like our community health centers, that are set up to do
this type of training. Sometimes it takes the communities to go to
%mmmueswgetmethmg done, and we have shown that we

t.

The universities have to be somewhat flexible, and they have to
be willing to look at other sites. I think the environment now is
right for universities to look elsewhere for ambulatory care train-
ing, because that will be the mode of the future. It is now time to
sit down and discuss and work up those linkages, before being
forced to do it, to develop those good relationships with one an-
other. And it can occur.

In our small program now what has happened is that we linked
with the University of Alabama, Tuscaloosa, Birmingham, Hunts-
ville, and Samford. We have gotten calls from other institutions in
the State, a little bit annoyed that they were not asked to be a
of thel&whole program, other pharmacy schools and other medical

So once you show you are interested, sometimes other people will
come o0 you.

Mr. HuMaN. Loren.

Dr. AMunpson. I have a couple or three comments. The Residen-
¢y Review Committee is now in its review process, there is a meet-
ing to be held in September. In this last week, I have reviewed two
applications for alternative training tracks, where family practice
centers will be one in a community of less than 1,000 people, and
one in a community of just over 1,000 people. So keep your ideas
coming, and many of those are being accredited.

I would just like to make a couple of other comments. One is
that in further evidence of South ota’s commitment to rural
health and the underserved, in addition to Senator Pressler’s ef-
forts.a;S:inator Daschle and Congressman Tim Johnson have been
ve ve. -

%u have heard about Governor Mickelson. I am tt:;:]p to say
that Dr. Rod Perry, the Executive Dean of our Medi ool, is
here , and Dr. Marge Hegge, from the College of Nursing at
South ota Swate University, who is prtt)i,ect director of a federal-
ly funded interdisciplinary rural health enhancement project

grant.

Ratgid City now has an application in for a Title 830 community
health center, and at the same time we are diligently working on
and hoping for an application for a new family practice residency
in the same community, and the two would obviously meld closely
together. That's the same site that Secretary Sullivan has just

J8



the next time. I understand Kevin Costner's face is going to be
10

Part of the common good we are looking for from our perspective
is that we know we need more rural primary care providers, and
we think we should expect results from these programs, given the
nature of our public investment. My hope is that over time we will
be able to see that this was one of the steps we took in a direction
that brought us closer to achieving that objective.

you.
[Whereupon, at 3 p.m., the workshop was adjourned.]
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The University of Minnesota, Duluth
School of Medicine and
Family Practice Preceptorship Program

“Minnesota is fortunate to have a medical school whose
primary mission is the training of future family
physicians who will serve in rural communities”.

*Providiog Medical Care 10 Roral Minnesola
Recommendations For Meeting Health Personnr] Nveds”
Minpesnta Department of Health

Heatth Systems Development Division
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The University of Misorsota, Duluth, School of Mediciae
NMWﬂMMMdemwnﬂMdmhlﬂhn

atiempt 50 alloviate geographic sed maidisuibution of physicians & the Smts of Mirneats snd (o the
jmepedine Midwest region. it the oaly separasely socredtind school in the ration offtring the Bt iwo years
of medical mmmdmmnmm-cmm-

muuwmammumwwmuwmm
mmmmmmnmmdummamm

wmhmmmmmmmmdmmmmpm
mmmmwummwmmmdhummmu

selocsing
mhmmwwmnmmwmmm More than 1% of the
mmsmmwhmmwmmm

Racent studics nn rval and other bealth personnci such as thas cited above by the State of Mingesots ind
of the Coancil on Craduste Medical Educition of the United States Congress, as ‘el a3 the major
mmdmm(qmmmmmwmmmmm
mmmmmwmhmmmwwumumnm
nmmnmmn:mmum
mwmamwmmnm&smnmmmﬂy. 1988

WSREISAGMWWOFPM.WMFWWW
MANY RURAL AND INNER-CIT: AREAS,

wmmmmmmwmmmmmm
mmmmmmmnmmm

a. mmmmwmmmwmmmmw
focate fp shortage artasy

b. m«wmmwmmmumm
¢. Student financlal support ..."
and, with regsrds 1o specialty choice amd [amily practics,

WEREBEVWMOFMWPHWCMWMMCMEPIMMTOGWER
WITH ANN OVERSUPPLY OF SOME NONPRIMARY CARE SPECIALISTS.

THARE IS AN UNDERSUPPLY OF PHYSICIANS IN FAMILY PRACTICE.

Recommendation. Allopaibic madical school graduates should de sncouraged to
enter training in primary Mhmmmmmmmm
general areas of geriatrics snd medicine shoold also e emphasized.”

(First Report of the Counsdl, Yotume 1, Council on Crachmte Medical Education, June, 1988, US Depaniment
«of Health and Human Services, PHS, pp. xxii-xxilt)

UMD School of Medicine Page 2
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Later in the COOME Repor, the conaection that is well known o those wbo ke ¢ studied health manpower issues
is stated wery clowrly:

“Family physicians continue 1o incate i rural sad csher shortage areas in Rotably larges proportions than do
other medirs) specialiss. Theiy axcilidisciplinaty trrining permsits them 1o care for mast problems prosenind in

physi. s s significant and increasing.. Comcusrent with this increasing dernand for family physicisns s 3
sply ssabie to0 boep pace... With one out of sree family physicians/goneral peactitioness aged S$ yeans of
older, antrition from practioe for this discipiine is expectnd o be high in the next 10 1 1S yemrs (p. 18-19)"

(P Repons of she Oouncil, Volame 1, Cooncil o Gradusto Medical Educanon, June, 1988, US Deparanent
of Health and Husan Services, PHS, pp. 18-19)

R. L. Emst and D\E. Yert, in Phynician Locas ah oS (Health Administration Press, Ann Arbor,
Michigan, 198S) - nkﬂymnﬁan&mmMMeﬂmmamm
and pracsics focation, state the following:

“The relationships between the physician's pince of apbringing — whesher a rural or an arban cornmumty -
and both specisity snd peactios location selaction have been investigated al length. Mary descriptive studiss
bave shown that general and fsmily practitioness are considerably move likely than other physicians to have
been broogint wp v rare! aress (11 cinstions)..,  While general and family pracsineners may differ with respect
mmmmmmmmmhmmmmm . population size
dhm&mme&rhmn@MMGwmmm
regarndiesy of specialty sclection.” (pp72-73)

-vmwm-mmammd physicians singind out nursl upbringing as s

trail #stinguishing them from srban peactitioners (/7 cisarions). Dats oo recent modical students by Cartine
oL al. (1930) indicate that the paitam continues to bold. By contrast, thers is o evidence that rural
practilionsss e draws t0 S0y approcizble eatent from wban-reared physician populations ... It has long deea
mmmmmaymnmmmmm»mwm
mmmmmmymmummuumaam
practice locamion suggest some form of causal relationship.® (pp. T3M)

- family practitioners sxhitut trails similar © Wose of all phyxicians. The anly distinctive wait they share
w@MmuMMnhMmmﬂm ®™

11 is clear thas the need for rural practitioners and for family physicisas continues B be very apparent and important
on both the Stase and Rederal levels. The University of Mimaesots, Dututh, School of Medicine continues o meet
these critical seeds.

The nineteendh class of nvedical stoderts began thelr studies in Duluth in the Fall of 1990. Thers are 48 sipdonts m
each entesing cinss. Swcce the first studenss began in 1972, emphasis within the cusmicpium has been on exceltence in
training in the basic aad behavioral sciences oy essential precursors for Family Practice; particulss stress hes doen
placed on the need for recruitment of stutlents mose likely i practice as physicisns in raral and snafler commurgics.
Since the school's inception, faculty and administrative staff have Deen appointad wi are strongly supportve of
theso institutiona goals; admissions procedures and preferences are structired with the commigment i Family
Practice and the practice of medicine in smafler snd rural communities in mind,

mmmummm»mmmmanampmmammemam
curiculum is cortinnous. Smdent performance on Part § of the Natosal Boand examinations hes, over the past
decade, been superior. AhpmdumﬂMﬂrmmdMMmMncMm

UMD Schoo! of Medicine Page 3
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Wi Dy, Wiliam 200001 was appoisied as the firss diraceor of the Family Practico sesidency {a 19735, disection of tho
rocepworship program was attsined by Dr. James G, Bouiges (Associase Deas of the Scboal from 1974 drough
1956). Thomas Day, M.D. bas with By, siace 1984 in 20 sasignmens of first-year sodents
shroughout the Duiud-Superior-Clogoes are. Since Family Practics Precepeorship began ity 1972, 134 family
mmmumumhmmmmmmmm

The Fumily Pmactics Proceptorsiip is sequired of all smderss in ot years of e susriculam. thely first year
of madical achool, oach student is 1 & practicing family physicin s the

Hmbors srox; cach shadeat meets with FEECEPIOT 10N (s Ovey the oourse of the academic year. No other
acsivitios are scheduled dusing thens tins, Sexsiuns sre varied acroms days of the week and in
orker 0 the student 1 the vasiesy of sctivities of tho precepior (6.8, hospital rounds, cliake practice, aursing
home ). Thess sessions begin during the cighih woek of medical school and continue through the yeas st
sppeoximatcly thoee week iniervals,

During the second year, sach studess is 08 family pesccpuy in 3 smalley commumily. The
shdent meess with the precepior for e of three consseuiive Cays (and sights) midway Sonugh cach scademic
communities are locaed within the geographic ares by Minnesola
Faismont, Minnesots (South), Nordh Dakota (WesQ), axd Ashisnd, Wisconsin (East) ~ a0 srea
Wmmm ‘This Sispersion is desinble the availability
the less denpely popestazed aroas of the Sase. of these siSos are in or contiguous 10

5 qoedier 20 maxissize stadent SXPOS 10 the cverydyy working coviranmeot of the small commyeity famfly
physician and the life-style of thas physician i e son-wrban scting.

MMpum.MMdemmNMdmehnanmm
experiencos; this sl enables the stadents 0 “tompans noass™ on the differom types of practice
u%mmmmmmwmmmhmm

jocations soegion delineasod sbove during the past five yoars, objectives incladod assistance
i developmen of productive waching styles Ror the practicing pitysician, mechods educational goal setting, and
ovalussion of sudent ia an office fetting. These hias been candid snd productive discussion of problems
fsvolved with Rhousing, pasient acosptance of e student, £3c.

experiences on the Family Practics have been, almost without
posigive; have e shis sxperience is ono of the mant and graiifying in their
medical schoo! caseer. In this spsvey of the stadenty porore*tns of the benefits disadvantages of he

MMMG&MWMMMMNWM
m percent (97.8%) of tho comments wers favarable, Prensprors also report thas the expesionce
isvery thas the rale of mentor during ihe studont’s formaiive years is quite grasifying. Yery fow of the
mmm»wmmmmmwmmhmu
mbh&ﬁnhm-mdwhhwmmmm
famity physicians are now participsnts. This he achool £ be more selectiv. in maxching raxion: desires
with specific sites for uraining: additiorally, some procoptoss can now “1ake » year off™ if they wish.

AR nmﬂﬂuﬁ?&hﬁhnﬂwﬁhmﬂmnm the physicians snd

their Physicians in both the and socond-year Famiy Practios Precepionshiip are #hinical faculty

mnumﬁamam-mmwmmmmmmun
with their time and taknt: their oolicagues, bospisal staff, clicic persorned, and iheir

mmmmmwwmmmmummdu
mmdm(mcmaMputh»mumdmmum
popaiation for training.

On Mgy 18, 1990, the Family Practice Provepmonship Program was presented the Nationst Qutstandisg Rurel
Health Program Awand by the Nasional Rured Hoalth Associstion, This sward recognizes “s stasowide or segional
program which promotes or facifitsics the of rural health caro sysiems. Factors taken into considoration

UMD School of Madicine Page 8
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mnuwmdmmmhummﬂdmwmm
modical studng wish apgroprisse rolo modeds st 3 crizicel perk J in careey prefivence develnpmens. The
soccogstial recruitment of exselient students into Practios will easare the continnnd growsh of the specisity as

Mnmmmmwmmmmmm
Slology, Pamhology, Physiviogy and Pharmacoliogy). The corvent mdmmumw
basic medical scieexe pomeeweork is offtred and sugmentod by substantial instruction in ¢he bebavioral sciences.

Mhmm (e dﬂuﬂ&tﬂ)ﬁ 2 six co-oqual sections:
&r m. , Soction heads s appointed
nmwu mmmmmmﬂnhmmw
apeciaities, county medical mmummmuummma
the Minnesots Academy of Family Physiciana).
With ane Practice), ail acction . The
muummmmmcm n MWWMM
mm.-wsmmum in the Medical Schood in Minnsapolis. This
Mmmn‘nwhuuubmmui oot and the Section of

Family Practioe with s o informal authority and decision-making influsnc + tho ather Sections.

tmeats are offered of bigh calibee, clinical
evolinces o B P enky Prctic socion of 16 Depaon o Conos S iees e eB e oo o o0 e
warious faculty comm tiees of the Schoal gowesning dudget, curviculum, sdn:issions, fromotion and senare, &x. The
mmmamwammnm.nemmmmm
the deparement. Approsimutely one-hundred aod thisty-fowr (136) area family bold acsive ciinical teaching
muum&mmmmmmu~ other medical specialiies hold
clinical maching appointments a3 well,

MWMM:WM“M - mhmmm;“
CoRRmMpPOrATy partof an instiationsl strascgy
mdmmhmmuamm careey choics Must contmoe in
& realistic, coondinaed and deliberan

The stmchd chuts and iflustrations show the distridution of specialty chol €8 for the first 639 gradusses of the UMD
School of Madicine, s conmparison of the proportion of UMD smdenss choring family practice and primary care
with the nasional aversgr the practice locations (hy community sire) of th: first 428 graduxies in practice snd 2 map
of the Family Practics Pwoxptorship sites ssod during the first ninemer y are of the program.

Questions concemning the Schaal of Medicios and the Preceptarshiip program should de direcsed tox

Renald D. Fravks, M.D. James G. Joolger, PAD.
Pean Director
UMD School of Medicine Family Practice Preceptorship Program
10 Undversity Drive UMD School of Medicine
Duluth, Minnesota 55812 10 Usiversity Drive
{218) 726-75T1 Duisth, Minnesote 55812
(218) 126-T144

LMD Schwon! of Medicine Page 8
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Specialty Choices Of University Of Minnesota, Duluth, School Of Medicine

Graduates In Practice (N = 422)
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Percent Of Graduates Selecting Family Practice:
University of Minnesota, Duluth, School of Medicine
vs. National Average
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Percent Of University of Minnesota, Duluth, Scheol Of Medicine Graduates
Choosing Family Practice And Primary Care
(Family Practice, Internal Medicine Or Pediatrics)
Graduating Cla~ses of 1976 Through 1891 (N = 639)
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Percent University Of Minnesota, Duluth, School of Medicine Graduates

Practicing In Various Size Communities (N = 431)

2.67%
-
12.53%
11.60%
> 9.20%
8.12% 8.35%
5.34% 5.10%
3.48%
D-2499 2500. 5000- 10000- 15000- 20000- 30000-  40000- $0000- S0000- 100000+
4999 9999 14999 19999 20099 39999 49999 59999 99999
Practice Community Popuiation

1

1

2

101



102
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ftem 2

PART 1
Premedical and Undergraduate Medical Education

THOMAS A. BRUCE, M.D.
Physicians for the American Homelands
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Item 3

Appendix |

ARNOLD MELNICK, D.O., MSc.. FACOP.
Osteopathic Medicine and Primary. Care Practice:
Plan or Serendipity?

Absirsct. Genersl practiioners pradh

"t hx

medwe (577 of ol hnm ne mmp-n-d with M ey
cive. A number of poxaible reannis ate pot frth: the stuadent
seinction process (rloning by sdimmesn comanitee genral prav
titioners), specisd festurpe of onterpathic aduration (mese e
PP courien. And PotATNINRY, 1TAINIDE 18
sateopathic hospitals (masnly communisy

grared courmes, primary

Osteopathic medicine finds itaell in &
unique Position in the world of medi
cal sdurstion Whether by chance or
by denegn, it bas becnime 8 professon
of general practitioness. In osten-
pathir medicine, bhoasd certified
general practitioners and uncertified
general  proctitmners s directiv
analogous to (amily medicine practi
tioners and general practitioners in
sltopsthic medicine.

A decade sgn. 87 of all D.Os m
practice were 1 general practice; an
sriditional 45 were in the other pri
mary care fields - internal medirine,
pediatrien, and  nbwtatnes/gyneent
oyt The semminder of oateepsthsr
phyxicisns were distributed among
the other specialtion. Uurrently, by
eoptrast. spprogimately 57% of all
D {)s sre in general practce and ap
proximstely RS are sn the nthes pn
mary care helds, for 8 total of 68% sn
primary care®

At ane pmnt, hitle atteation was
paxd by mest people 16 this peculiar
ity of the exteopathic medical prafes

I Alelnnd s rtmutne o praacient snd
praon, Sewtheasters 1 nonrraty of the Hralth
“rm Nreth Moam: Reach, Finnde

Ciareapandance and taquests Kt pepnints
shearid be sddresaed tn 1y Mok, Frevatoe
Sue Pronden) and Pracet Seaphraaiern i me
soray of the Heakth Sommres 175% NE
oMk Street Noard Mo Beah B
THEY T

instgutions), 8 re-

s, As 8 matter +f fart, n some
quariers it wan canmdered a blemish
that =0 few ratenpsthic physicans
were m the "real apecialties.” Today,
the ostenpathic medical professon,
having exisied for ane hundred yvears
emphasiting the general practice
field, provokes guestiona sheut how
we achieved this status, towrid wrhich
goal allopathic medivine now sppesm
to be struggting.

Ths prevalence of general practs-
tiomerx has created sn  unummlly
strang and &etive American Colinge nf
Gienersl Practitmonem in Ostenpathic
Medicine and Surgery Thie argaaes
tion w the targest and the mst pow
erful negmnizstion in the osteapsthc
profession, excesding &l other spe
cialty groups. It extends sta strong in.
fhuence :n Al acerethtation and podtts
ral matters, and it in & dugpenant force
in the American (steopal ne Assang
tion, beyond any other group This,
1w, mmy piy 8h mmportant rle.

Whale cause and effact vanmt he
determned in R professnn that has
unfortunately done litile repearch on
iaelf, and whate thete men be specula
sion pro and con shout the rrasons,
# m logical neveriheless thar meds
ral sdurstion experts anterested in
pindncing primasy care physieisne
shuukd At Jeast bk at the history of
the stenpathse medical professing for
am efues that mmht be ufilired

Tolume o5 e Ngmbe 17 8 G EMMBE R SHETY 8 N Jaew
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Differences between Dsteopathie
and Allopsthic Medical Colleges

Aliow me io present some facts and
Matistics and, SOME Per-
mdnwnmlmwmpmmm
which is which. 1 shall present everal
eharerteristies of oatoopathic medical
practwe and osteopathic medicsl edu-
eatinn that mee from sifo-
pethic medical educations! institu-
tions  and  therefnre might  he
significant, | further will have to dif-
ferentinte  between the college |

teopaths mevdics! colleges, becnuse |
cannt spesk in detas for them, sven
theugh asteopat hie medics) edurstion
patterns are somewhat simiiar

Student Selertion Pr.oean

in chronnlogieal onder, one of the first
factars that 1 believe is impartant o
the stiddent selection procese 1t has
heen pointed out in the literature, and
n grest pumber of people in medicst

ian spree with o, that for the
mont part adnussinn counmiiess tend
to clone themselves. So, becaune the
steopathic medical professon has
heen a prufession of general prarti.
timers, 8ad beesuse the ostenpsthic
mederal profesaen with its smalt sigs
ks never heen shie to develnp large

Q
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Oateopathic madicsl wchonis stiff cop-
sintently teach didactie cournes in sl
firlds of medicine to their undergrad.
usten before they are sent mnt for
clerkahips or mistions. Al sturdents

pesure to the satire field of medicine
Add the fart that, in most cnlleges of
omerpathic medicine, very few eler
tives are offered Thus, even for thoee
studente whn frel that they have de.
fined some other ultimste goal for
themaelven, rxtarguathie medicat odu
cston provides 8 well runded pen.
#1al pravtire bavkgmund. For thnse
stidlents interemted onginaily in gon
ernl practice, their feelings can be
remnforeed.

Clinscal Retatsons

Chniral meations tar clerkatign) tor
mtenpathie sedicnl stodenta tend 1o
he skewed m the dirertion of general
pracire sirr. Most nitations are e
qginred of all students and generaliv
cover a henad spectrum of priman
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Southeastern {Univeruty College of
Medicine (SEUOM) has two and &
hall vesr of didactic erduration, ane

before clinival exposure m nrder fo
create & well- munded physscian,

in their clinncal trime, NEX DM sty
dents spend 18 months an climcal m-
tations or clerkshipm, of which 13 are
in primary case fields. Al stodents
must sprend at least four monthain an
ambulsiory  primery  care  sething,
mosl (2ke three months in a rursl
ares and one moanth in An urkaR et
ting In addition, st least 1eu other
srtationn are 507 amdeilstore Al
though our students senve somse rots
tiona in neathy, highly sophssticated,
terfanry care centers, most af them
sre i community hesptals, which
what most osteapathee institotewns
are, and communits hospitals tend ta
he moPe BEMAtY OO nrenter

Internabip Charactensty, -

Ansther mapst factnr, wp belime, s
the ontepathie reqqurerae~t fur a

Recently, the ostrupat i« sl
pofessional has introdueed & more

hulstory care traming. In this pro
grensive internship, for example, 507
of pedistrics and 25% of ohstetnee/
gynevwingy must be in ambulsinry
Sare aettings.

Osteopathi General Practitioners as
finle Models

In addition, since most of these n
ternrhips are in osteopathic commu-
nsiy hospitals, the intern encounters
a number of hae e model gensral
practitioners to emulate. And it i not
unusus] for some of these genersl
practitionens 1o influence some of the
interns in the direction of primary
care. Thev alsn oflen find their future
parioers among the imterna,

Furtherimwe, the ostespathse -
temnshiy, placed an st ix Detwren the
wenint year and resideney raining,
afiomds  the asteopathx  physicisn
groduate the opporfunity to ok
arund whale gaimng ssatber vear of
maturity amd anmther vesr of bmad
experience before having to make a
soliet cmmitment ta s firkd of prac
te. No asteopathic 1srRR. 0
fluenced ax much by geperal praets
toners as by speralings, rao ohwerve
the npportunites avadable for s e
wariding and finantally sable prar
tive m peneral medicine ax o vishie
alirrnatie to speriafty practice

In the mstenpathic medial profes
sun. ash] ghout 15 vears age, o was
tsus] {or many [ € s 10 enter peactes
immedintely upen completion of m
teraxhup This was posaible because

Ay ABEMNC ME DN IV
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1 in emsy 1o see, the
ng sescription, that there has
e The vears 2 preition of pres-
tige L.eld by general practitionem in
the ostenpathir profersion. Thia, plis
other fartnse previously mentsoned,
appeain 1o help attract high- achving
students in a8 great an amount as do
the speciaiies.
in most ostenpathic hospatals the
departownt of general practioe s the
fargent dypartment.  adding  more
strength to the pasition of the general
practitionss. In most  owterpathic
nechical schools, generl pract Hivoers
oty # simniler predominance, the
department of general practice being
the largest or nearly the largest in the
imditetion. tin the case of SKECOM,
genersl practice i the ln?rsl depars -
ment in the instituting § This further
adds 10 the tes o] of revvgnition of gen-
#ral praciice by aludenta
By way af summary, then, one can
ree that the osteepathic mediva! peo
fesnsn has & maintity of general
practitioners, prasdes high quatity
mie. modeis for students tn part be
enuse of the large numbem), reerg
nizes gPRFml practice as sh prtant
Hoe polrtaliy and influentially, pirs
mare emphasix uh primany care in
predoctor) work. introduces general

110

practive rodations and rura) rotations
early in the curricvhum, and empha.
sizes strongly the retating internship.

Hospits! Charscteristics

There is 30 interesting consideration
shout an abwent factor that may in-
Auence eophasis on primary care in
ihe osteopathic medical profession.
13r. John Frevmann® han tuade the
slatement that one of Lthe ressons on-
teopathic medicine bas mmh;d:
mony genem! practitionere o that t

prfession f» a0t burdened by buge
tertiary care centers that blind every-
one to resl health rase needs, This is

prothahiv s
Personaliy Differences
among Specialists

Finally. | would kike 10 make a8 paint
shenst & sulieet not mentioned at the
ennference. No one discussed the dif
ferences in perronality between thme
phanicians who enter primary care
and thuse whe go inte the ighly s
phisticated, highly specinlised areas
of medine. {ning the Myers Briggs
Persamslily Inventory, it i poseible
in measure 18 personality (vpes. A
enmsidersbie hody of fiterature in thin
firld points out specitic differenves
amung the vanous speeialten®® At
least sne paper® reprrted similar per.
sopalily 1vpes 1 ssteopathic physi-
cians end primary care MDa and
both of these groum are different
from the other specmbtion. They have
a Mgher frrquency of sensing and
senscng/paigng types of peronality
It these personality findings are cnr
rect, then the determination of whe
poes nle prmary cave and who dves
net man be mde tong before any of
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Andrew Thylor Still Memorial
Lecture: The third world of

medicine

ABNOLD MELNICK, Na 450 . b0
FRI PAR:
North Musms Baxch, Florsta

Three times now | have had U humbling expen-
ence of standing it Westminster Abbey, hiterally at
the foet of great sersonalities of the past—litersta,
statospen, baroes—and feeling o significant sense
«of hustoric continuity. [ compare todsys experience
on this platform to those three visits 1o England.
One diffsrence is that those of us who are fortunste
to be chewen te deliver the Andrew Taylor Sull
Msmurial sddress pass this way but one time.
However, the experience is the same. To look back st
the long list of distinguished and sutstanding per
sonalities who have graced this leclureship brings
an undeserved Mhalo to my head, but a warm and
deep appreciapion for the history of osteopathic
medisine and the honoradle position in which you
bnephudm Trite but true, my cup Tunneth

Mdmvhkmmudlkmmnlm
put 40 years of snorgy and activity inte the os-
teopathic profossion. 1 have worked hard in o wide
variety of functions and servad in hundreds of ways.
But the truth of the matter is that all my work in
the profession, as extensIve &S it Soems ob Paper, is
infinitesimal compared to the honors my profession
bas bestowsd upon me, the worldly education my
profession has given me (and | mean more than my
D.0 degree, which in itself is precious), and the
mommtains of seff-satisfaction my profesmon has
brought me. And I am ret even tatking about any
worldly wealth, whatever that may be, that my
profassion has stabled me fo sequire. | sertousty
betiove that I need ne topic today: A recital of what
our profession has done for me and what it hasdone
for each one of you serves ss s self-standing memo-
ria} to Andrew Taylor Still. Trite but true, my cup
runneth over.

in 1852, the French demographer Alfred Ssuvy

Andrew Taylor Sisl} Memoral Lecture The thrd world of medicine

cnined the term “Third World” and, by analogy to
the Third Estate, said it was “nothing and wants to
be semething.” These amall countries, unaligned
with the First World of 1b» Western Bloe or the
Second World of the Lastern Blor, were viewed an
an entity containing a number of cemmaon charac-
taristics—underdevelopment, poverty, snd eco-
ReTIC on the first two werlds. Orig-
inally small, the Third World couniries have now
grown fo constitute more than half of the worlds
populstion. By the beginning of the next century
they will compose 80 percent of the worlds popula-

im

1 propose that there is alse @ Third World in
medicine, totally analegous to the pnmba! uni-
verse. It has ssmilar characteristics. 1t is essen-
mmmwmnumwmn
generally is sssaciated with underdevelopment,
mny,wmcdsm 1t, teo, suffers

from relstive inattention. And it. too, is growiag
with super speed.

The First World is general medicine, which is
directed prumarily townrd white, middle and upper
cinss America and seems to make an assumption
that everyene who requires medical care can get it
and get it adoquatoly. The Second Warld is the one
of highly-sophisticated, highly-specialized medi-
cine, which is aimed sl being more and more 1p-
volved in the minutiae of specialiies aad
subspecialtiss and is concerned with bringing the
highest technology to bear, regardless of cont. Quite
mhgmwpmlmu.nbmtwmm
ent, and dominating factions.

Now there sppears to arise s Third World of
medicine. It comprises 2 group of medical fields as
diverse as the countrigs of Third World politics but
analogous to them in newnesa and poverty tin the
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senso of paucity of attentson and underdevelop-
meat) Just as sociologists may correctly peint out
that there sre some Third World nations making
apparent progress, it can be sasd that some of the
sress that | dassfy in Third World medicine have
been given sttention but in the overall scheme they

tinlly being snderemphasized in medical school
teaching; () rurs) medicine, the care of a “dif.
ferent” people 1 5 “different” environinent which
18 st o= meglected and ussierserved » population
as 1 ever was; and (3) for want of a better term,
minerity medicine, which deals with a large
number of diverse, underserved minonty popula-
Lions. These minerity pepulations are groups which
hawe special problems, 18 most esses particularly
related to their mumority status Thes ol vioualy
wsctude blacks, Hatsan immigrenta, Hispanic wn-
msgrants, and, less obvicusly, migrant workers,
homosexuals. the homeless, and other groups
whease mnurdy siatus, or eultursl hackgrounds, or
sifferent ifo-stytes lvad them into coaflict with the
first two worlds of mediaine.

The problem, as | see i, 13 that medial educalivn
is forused primaniy on the First World and Second
Warld And thest 1s understandshle 10 view of the
tremendously raped adwsnces that have been made
in medical science and medical care since World
Wor {1 identification of the Third Werld of med:
cine. impoverished and underserved. 1n no way sug:
gests that prugress or stiention to medical
advances be diminmhed 1t dues suggest, however,
the need for wideing the focus snd placing more
emphasss on the burgeening Third World even
though masch progress has been made Too oRlen, 1n
medicine o3 m pulition, it is axsumed that the over-
Bow and largense from the Srat two wurlds will be
sufficient to take care of the Third Warld

It s almost redundant to address any Amenican
swdience on “the graying of America”™ or “the aging
of Ameres © Eversune who has read a newspaper,
wastched selevision, or Jooked sround knows with
abwolute cortainty that the proportiun uf ulder peo-
Pl is mereasing yearly and their medical probicms
and the prublems of their cure multiply geo-
metrically | o true that v the moedical worid,
mofe and more allention i being grven to prudiems
of the elderly Bul very few medical schouls require
their students to be trsined in geratrus. | reviewed
the surriculs of oll the sllopsthse schurds 1 the
United States snd found that bttle 1» reyuind
Only three msedical schuols have a cumpulsory
clerkship 1in geraines, and one of them is 1n com-
bination with faou!  bractice taly twoeschuols tnot
the same ones! have didasctic co, st 16 geriatric

3
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ating yearly with the message that geristrics iy not
really important because it is not specificslly

taught.
At Southeastern College of Osteopathic Medi-
m«s&w;,gmmammm

a geriatric center, with most of them directly snder
the supervision of wur geratricise. Even this is
perhaps insufficsent training in so important a sub-
soct, but it dues give every student an expesure to
something we kpow he must face in his practico and
it dves vend a mussage to him thal guristrics s an
important part of medicine.

Qur course in geriatrics includes emphasis on
specral prublems snd sapects of weliness and illoeas
1n the older population. We attemgpl to develop em-
puthy and senntivity in the students for the patient
and for the putients furnily. Geriatric aspects of
pharmacelogy. tncluding differential dosage, drug
reactions, drug interactions, and poly pharmacy,
aste emphasiand. The demontius and Alaheimers
disense, buth so presalent, are given considerable
emphasis. Plus, we stress the geristric aspecis of
the mynad of diseases to which the eldurly are
suseeplible.

Poverty and npear-poverty are rampamt Among
the 12 percent of the population tin Florda, 17
percent which s vver 85 years of age, and they add
te the problem of obtaimng satusfictory medical
care. So, this rsone of those poverty - sffected, under:
served, louking-lo-be-somthing segments of the
Third World of inedicine.

Owver the many years during which America has
essentially changed from a farm econom’ to 8 mon-
ufactusing. and pow a service, econumy. Ve popula-
tivn of rurs! Amerien hos decreased Even so, the
rural populotion of thus country s still consider-
sble  Huwever, the problesws of raral olisens in
obtaining medical care have diminished only
slightly In this medwally advanced country, thou-

ds of smaltl ties throughout the United
States are s3] without adequate medical coverage
For example, 8 survey tuken o few years ago re-
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vesied that in the State of Florida there were three
counties without a single physivian, three counties
with enly one physician for the sntire sounty, and
three counties with only two physicians. Similar
statistics cun well be found in many other states.

Uslortunstely, rural medicine receives even less
sttention than geriatrics. There is hess discussion
sbout the poblens of rural medicing than there is
about geriatrics and far fewer attempts to teach the
importance of this field of medicing. In our survey of
allopathic medical schools, only one lists & rural
rotation, called “combined rural clerkship,” and no
aschools list a required didactic course in rura) med-
ictoe

Several osteopathic rollegns are active in tesch-
ing rural medsrine to their students, At SECOM,
we require & full 18-bour didactic course and every
studeni must sorvwe a minimum of 1 month in a
raral clerkship. Many of our students serve as
much as 3 months o rurl medicipe.

Lst me relsto & specific progrum ot SEOOM. We
bawve boen oporeting an Area Health Education
Centers (AHEC) program for the past 2 years and
part of AHEC is the recruitmest of bealth profes-
sionals for gecgraphicatly remote and underserwed
areas. As a minor part of that program, thres of vur
students last summer devised a questionnaire for
evaluating rural towns for potentia) practice sites.
They then tested their questiobniare in two rursl
loeations in Florids The communities they tested
were snthusisstic. The students who did the eval-
untions were enthusiastic and when they returned
to school, they set up & mesting for a students’
Rural Medseine Club. One hundred students re
sponded to the first meeting and thers were only
300 students on campus. Now these studvnis are
engaged in two proecta The first s an intensive
survey of all small towns in Flords and the provi-
sion of sile svalustion for those who are interested,
to be followed by a published compilation of svail-
able prattice sites. Second, they are sttempting to
network this project with sther student bodies in
ssteopathic colleges seross the country. 1t 1s 1mpor-
tant o note that osteopathic students are inter-
ested in rural meditine, and we should help them
and encouruge them

Perhaps a Jook at the goals 1n the SECOM S rural
medicine traiging program would be enhightening
Seme of them may apply to other fields but cer.
tainly sre spocifically important for the rural popu-
lation. They include: an swareness of the culture of
poverty; an aworeness of the problems caused by
folk medicine, an swareness of the dofferences of
rural and urban attitudes toward illness, pecensnty
for sharpened personal diagnostic skills; working
with mimamal ancillsry services, developing expert
skills in triage; and treating patients in the fece of

Andree Toyler St:ll Memonet Loctare The thard world of seedis st
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high degrees of uncertainty. While many of these
are tmporiant io the treptment of wrban patients,
the sdded factons in ruml medicine of poverty, in-
creased episudic tare, and minimal resources make
the study of rural mediane w impertant. fural
modicine is another poverty ansa, underserved and
“trying 1o be something "

There need be bitle argument and minimal evi-
dence offered to extabiish the poor medical care of
our Mack citizens, of Hatian immigrants, and of s
large number of Hispanic migrants who have come
$o sur shores. These minority groups sho face pov-
erty and a lach of medical frcilitics, much of it
based on the poverty uself,

Even though the Hippecratic Onth sad our pro-
fessional ethics demand that all patients be
provided the best possible care, this has not slways
been the cawe with “different” populations—thow
whose life-style brings them into cunflict with so-
ciely or Lhese groups whase mores and customs and
myths creste confhct with orthedox medicine. You
need look no further than the revaging AIDS epi-
demic which s slowly spreading te all parts of the
country. | would doubt tht there are many who
dispuie the fuct that & more aggressive stance
would have boen assumed had the disease ong-
inally nol been considersd primarily une of homo-
sexuals. Because the gay life is st odds with so much
of vur general heterosesual population, care and
consideration fur victsms of AIDS was far less than
sympathetic. S0 this large group of “minorties®
fores poverty and Jess- than- sdequate medical care
They are certainly medically underserved and ne
glected And they are a growing group

How much attestton 1 given to thus area s our
medicul sdvestion institutions? Not very much ¥Fur
example. only 14 1nedical schools list any kind of
required tramung in human sexuality While no
schools have required traiming specifically in the
health of culiural minonties, four st courses re-
Isted to society and sucial issues

From the beginning, SECOM has required for its
students & rourse m punority medicide, o crues
cultural view of minority populitions, W provide
students with some snsight into the group fictors
whith may help or interfere with their medscal
care. Ubviously, if you du not understand the pa-
tient. if you du ot understand his beckground, of
you do not understand the “biggage” be brngs to
yuur consultation reom. your spleadid treat ment i
sutumatienlly lesseffective As a result, hosh physy
©1un and patient are totatly frustrated, snd medical
care i fess thun adequate, nnd the porceptionof the
madical care ts poor

We alse have hed from the start s coure in
human vexuality beeatse we bedieve that an under-
standing of the wide variety of putierns in sexuahity

[ X
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lem and its ramifications
mmwmmmw
logrica) of that asxusiity. in American

Third World of pelitics, so we must took at special
nmd’me&dmmtu.nmdmwm
Wﬂmmwnnmdenw—

estoopathic physicians
mdum&mmmmm
i to rural medicine has
been s mutually developing and advantagecus
thing. Ouce agsin, the osteopathic profession s

many ameng the urban underserved.
&.wammmd‘WM
hmm%ﬁmw i
cians have been playing 2
byduignuhymmmm
nmmmdmmmwd
mmmmmumm
ﬂlhm‘&hwwmmuw
mwmmamm.wwmm
Mbuwmmm&m-
part of medicine.
Mlhdhdmmwmnum
physician, 1 have seen sur grow in sise,
hmmsth.hmmmmm.lmu
now mshing gigantic jcaps forward in both First
Warld medicine and Second World medicine. 1f we
mmmwm»wm
in sddressing Third World medicing, we tan add

role. Whether

the public.
lmmmmmmm.i
thhaDthm“m

the Andrew IMwylor Still Memorial lectorer and
mpmmmmmammm

mw:wuammmdm
soopathes Madwcins

Dr Maineh, SECOM, 1780 NE 168th Surest, North Miaas
Beach. Flonda 33182
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Item 4
SPECIAL ARTICLE

EVALUATION OF A SELECTIVE MEDICAL SCHOOL ADMISSIONS POLICY TO INCREASE
THE NUMBER OF FANILY FHYSICIANS IN RURAL AND UNDERSERVED AREAS

Howanp K. Rasvowire, M.D.

clan Shortage Arse Program n wuhmu
mmmmmma

fursl backgrounds who intend (o practics medicne
i roral e anderserved wess. oy

from De classes of 1978 o 1961
were simost five timas 9 ikely 83 RON-PSAP grcis-
ates 10 practios famiy medicine (58.8 va. 12.8 percert,

more than 60 years, the maldistri-
bution of physicinns in the United States has been
a major hesith care ¢ Rural areas hate been

of whether the general oversupply of
*rrickle down™ to meet the rural needs. 4 Even if the
distribution of physicians in rural areas is improving,
however, 1ae effects of this trend appear to be
small 2139 and fucure hesith icies ad-
dressing the national oversupply of physicians (r.R.,
decrensing the U.S. medical schoo enrollment or se-
stricting the entry of foreign medical graduates) may
well elimicate any small gains in redistribunon that
have octurred. 3%/ The shortage of physicians in rnu-
rn) areas, therefore, is likely 1o continue as a major
health care problem in the future
A pumber of ways 1o address this problem have
been proposed, inchuding scholasship and lnan-fis.
givencas . the establishment of rural clerk-
ships during medical schoof, the develupment of
departments of Bamily medicine. community recruit-
ment programs, and the Natonal Health Service
Compe.t Many investigaines have adveeaied meer-
vention in the medical school admissions process as
one means of increasing the number of sural physs-
cians %% ¥ In mevioms studies, two subgroups of
icians have been constently defmed a8 meost hike-
to praclice in rural arcas. physwians who grew upon
such arras, and family physicians or genreal pracii-
tioners, & 72197 Ulging this information, as weil as the
experience of the University of Hlinads, where 4 spe.
cial admissions pedicy to imnerease the numbers of Tural
general practitioners was suceessful, ™ Jefferson Medi-

Frov the Depwetmess of Femly Madome, fefleran Madcsl {slege Mo
Jefierncd Lissvervy. Plutadeipitis  Addtrss soprit acgacsts in [X Ratenomsis 8
e Deprtoent of Farrly Mecks 1me. fefirrien Meiu ol {1iege. Threns iefie
200 Umweruty 10f4 Watnet 83, Sody 631 Philaieiphie. PA 1907
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paper presents the results of a 2-year
follow-up of the PSAP and evaluates the program's
sisccess with regard 1o its goal of increasing the num-
ber of family physicians in underserved rural areas.

Dascasrrion or THE Procaan

Jefferson Medical College began admitting stndents
10 the PSAP in 1974, Initially. 12 places in euch rlass
of 223 students werr resenved for PSAP siudents,
and in {978 this number incrrased 1o 24. Appli
cants learmned abost the program cither from the
admisaions brochure or from supplementary material
matsled 10 them on receipt of theis primary application
to Jefferson. They were invited to apply 1o the pro-
gram if they lived or grew ap in, or had stvony famidy
or personal ties o, a medically undemerved ares of
Pennsylvania — an arca so designated by the Pennsyl-
vania Department of Health or federally designated as
a Health Manpowrr Shortage Arca {HMSA). In addi-
tion, applicanis were required ta indicate a irm com-
mitment o practiee famih mredicine in an under-
senved area Originaliv, applicants from both rural
and urban undrrserved arcas were eligible for the pro-
gram, but a drcissun was made eardv un to consider
only 1hose from rural areas {whe planned 16 retum 10
rural arcas!. and only sire applicant was rver admitted
from an vihan area The incentives fur studests to
apply to the program meluded speoal considerstion in
admissions, preferential selection 4 family medicine
cintiven, and firancial and icdineat entivedy w0 the frm
of repavahle loans} in rxcess of that usually awarded
1o Jefferson students,

Interested stusdents applind speaifically 1o the PAAP
by rompleting a supplementary form and supplving
thiee letsers of recommendation Applicants agreed to

Reprnted trom the New Englumd Jxernal of Aedy me
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3.54), athough stadents in the program had atighly
fower scares on the Medical College Admissions Test
{PSAP subtest scores, 9.1 10 9.6; non-PSAF scores,
9.4 10 10.3).7

i

mmm the Jeflerson Loagtudmal Study, provided
shrogh the Contes for Research in Medical Edvanan and Healsh
Mﬁwwm‘mlmthtw

ce of FSAP

l,

1 achoot, a8

mmh&wmdnﬁmw.:hmmmx

drots werr comparrd tn rmm&mﬁmmmmwmm&kd
schout and by chi-square st with regevd to sex. postgraduate spe-
realty chuse of tamdy methoine, and attnos {withdrawal and do-
saaal ),
mdmunhwhthﬂm«thphndprmwm:hmv
of wpecaalty made by PAAP qrah and thew ¢t % from the
firas fous clasues (147N s 1962 were provaded by the Alumint Asee-
catxn of feflerson Aedicat Colinge 8 Mav 1986 Tha snfrmanon
& ransaderad highh scoutair because the Alum Amsocktion upr
mmmﬂn-mrhmmmwpniummmiﬁm
uakosows of Inacousate addreases }or each Jefferson gre ‘uate, dara
wrre abtamed abaut bas o her self-seported apecain and addrra
by oty and uate. -tthvmmcmwrudmxhrrmmaa
county Brraose of the asarishiteny of adh de hae dlata.
maly coumn and wate data were ased [ sdroth the tacanon of
ptice The conbn identified by ¢he atusnns dals was consdeted

the population decsity of » by avalyeof | o the
countizs acd § to e most. jea i grougs &
© § o chnified o Seatistical Area

{$980); the county sumber of all acuve
wummmmummmwnm
i of all active nonfidesal D.O

mmm)n&rmﬁadh&ymdm
} medicine, aod gynecnio-

gf&e)&n, il
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theee definions. hdﬂ&;?&h?wxsm;‘@uﬁm

it predome w2 ) o usderserved ares, shereds fulilhng the
woals of 1he program.
Rasuiys

Of 139 PSAP stu jents admitied inio the dasses of
1978 1o 1985, 135 graduated This Jevel of attnition
{2.9 percent} was not statistically d Terent from that
of the remaining students (2.7 pes. 1), In addition.
there wama 50 aignificant difference in the malefernale
ratio between the PSAP group (82 1o 18 percent) and
the other students (80 1o 20 percent). The average age
of the PSAP studenis at entry 1o medical achool (22,9
years) was slighth higher than that of the non-PSAP
students {22.2 years) {1 =4.42, P<0.001).

fecics! Schoot snd Postoraiuste Performance

The academic of PSAP students from
the classes of 1978 to 1985, as measured by the first-
and sevond-year grade-point averages and the scores
on the third-year clerkship examinations, was siatiste-
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cully lower than that of iheir peers (Tabie ). There

significant difference between PSAP stu-.cnts
and their claasmates in clinical performance, however,
as mensured by the mean weighted thind-year clerk-

ship satings.

On the examination of the Nacional Board of Mcd-
jeal Examiners, Parss | and 11, pon-PSAP students
performed i better thas FSAP students
There was RO difference between the two
groups on Part 111, nor in the postgraduate perform-

apce ratings in the four areas of medical keowlolgr,
dlu-ptbmng shills, clinical judgment, aed profes-
sional artitudes (Table 1).

Finally, 56 percent of the PSAP graduaies (76 of
133) took their first-postgraduate-year residency
training in family medicioe, as com, with 13 per
cent of their peers {203 of 1596) ( 176, di = ¢
P<0.001). In addition, 28 PSAP gnduam (21 po
cent) entered posigraduare training in internal meci-
cine, and 3 12 percent) in pediatrics, as compared w 1h
35 percent of non-PSAP graduastes in internal medi-
cine and 6 percent in pediatrics.

Aoeasion of Practice

Dats about the Jocation of praciir were available
for 45 o1 #7 PSAP graduates /45.7 percent) and for 798
of 843 noa-FPSAP graduates (Y47 percent} in the
classes graduating from 1978 10 1981, As shown in
Tabie 2, PSAP alumni were significamiy more likely
thsn their non-PSAP classmates to practie in nun-
meiropolitan (nop-SMSA} counties (422 vs. 118

1). Lver within metropolitan arcas, the majos-
ity of PSAT graduates were located in the least pupu-
lated counties, wherras nwst of their rounierparis
were i1 the lasgest metropohtan counties Similardhs,
PSA Y alumnt were much more Jikely than thrir prers
to ne lotated in countics in which morr than half
th sopulstion i rural (378 v» 100 pereent) (Fa.
bir 5) Conversely, most nun PSAP graduates were

Tablo 1 Moasuras of Academic Perormance among PSAP and
Non-PSAP Stugonts in he Gradusting Classes of 187810 1885 a1
Jefterson Madicat Collega
Perrmuanit Myew oy rear wou PA AR [EYNYY

N A -~ L -X1] -
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£ AT 1T
Year ¥ negghund 411 vl 338 et [}
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sz. st {1 e Ll e - "o
Aleada af honwe la ddgic LRt e Ty = g
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located in the must urban areas (where 10 percent or
less of the populatwon is rural).

Regarding areas of physician shorage, 18 of 45
PSAP graduaies (+ 1.0 percent) were Jocated in coun-
tirs listed esther entively or (S rural nmmiﬂi}uniy
as HMSA cvanties — a rate four tinrs that
PSAP graduates (9.2 pereent) (fF = 421, df = |,
P<0.001). Even in thre few imstances in which the en-
tire ruunty was considered a shostage ares, PSAP
alunms were three times us likely 1o practice there as
nan-PRAP alumns (8.9 v 2.8 perrent) {P<i.05, Fish-
o'y eraci tesl. one-sided)  PSAP graduaies weie also
signstresnthy mert hikely than their classmates to prac-
trer i arras with A physitian shurtage. defined as
those with & rativ of popalatan (o physician in excens
of 2000 40 § 120.7 va 112 percenty (Table 4).

Cholce of Specialty

01 the 47 students who graduated frum the PSAP
hom 1478 w0 1981, 28 150.6 pereent) wore pracixing
family medicine - almost five times the percentage of
e PSAP gradusies 1 do so (126 pereemt) (¥ =
o BY.Ef = 1, P<D QD] Tlus represeins 96 b percent
1 the X PSAP graduates who onginalls entered firat.
vear-postgraduate traming in fanily medicine In ad-
dit:om. ux PSAP graduates (128 pereest] were prace
o miermal mediane, and one wa. pracioun
pediatres 121 percenty. as usnpared with .5 per
vent o pen-PSAP gradusies v inteinal mediine and
13 perernt m pedustrnes

Loastion of Praciice Combined with Choice of Specially

When the sprvialiin chuosen In Jefferson gradusies
were cumbined with the ksatons of their psactice,
PSAP graduates were dgnaficantly more Jikely 1o prac-
tne fanah medione By & rusal area or one with 8
physsan shestage 1244 10 31 1 pereenis than theit
perts td 1 3@ peraent: Thin 70 1o Hfuld differrner
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was not only statistically significant b, as seen ‘s
Figures | and 2, it persisted under cach of the twu
definiions given for rural areas as well as those for
areas with a physician shortage (y° range. 3.6 10 75.6,
df = |, P<D.001). PSAP graduates were also nine
times as likely as their classmates o practice family
medicine in areas in which the entire county had been

i an HMSA (89 vs. 0.9 percent) (¢ = 21.2,
df = }, P<0.001).

Even among Jefferson graduates practicing one of
the primary care specialties (family medicine, internal
medicine, or pediatrics), PSAP graduates were four to
six limes as likely as their non-PSAP counterparts
to practive i rural areas or those with a physician
shortage (24.4 10 31.1 percent ve. 5.4 to 6.8 peveent)
(¥¥ range, 23.6 10 44 7. df = }, P<O.001) (Fig | and
2). In facy, specialiss in pediat.irs and interoal medi-
cine were unlikely 10 practice in such areas, whether
they were in the PSAP (0 perveni) or outside the pro-
gram {2.0 to 2.9 percent), Similarly, phynicians in the
nonprimary care speciahies were unhikely to praciice
in rural areas or ascas undemerved by physicians
{PSAP, 22 w t1.1 pereent; pan-PSAP, 38 1o 5.4

).

Of the 29 FSAP graduates who did not practice
family medicine in cither a rural ares o1 one with 3
phytician shortage. 7 practiced family medicine in
counties as the smallest meiropolitan level (SMSA
group 6). Another 10 practiced in a rural or small
metropolitan county. of une with & physician shart-
age. but in a specialty other than family medicine; and
S 'more practiced nue of the three priman care speciak
ties, but in a large metropolitan county ISMSA groups
T109). Only 3of the 35 PSAP graduates (6.7 percent)
Wwere PracHicinig a nongriman care specialty in a large
metropalitan counts.

Prcussios
Jeflerson Medis al College created the PSAP in 1974

to increase the number of familv physicians in under.
served rural areas Berause of an awareness that 13

MEDICAL SCROOL ADMISSIONS AND RURAL PHYSICIANS — RABINOWITZ «

mammmmvmmm
special admissions

groups, as measured by scores on the Nationa! Board
of Medical Examiners, Part 111, and the postgraduate
ratings.

Most important. PSAP gradustes were 7 to 10 times
as Jikely as their peers 1o combine a career in family
medicine with practice in & rural or undsrserved ares.
Not all PSAP graduates have fultilled the goals of
the program. But by broadening the criteria to include
the practice of any medical sprcialty in a rural or
small metropolitan county or one with & physicias
shortage, or the practice of one of the three primary
care specialties in a large metropolitan county, the
overwhelming majority of PSAP graduates (93.3 per-
cent) were successful in improving the distribution
of physicians according to grographic location and

specialty.
Although the proportion of Jefferson's PSAP grade-
ates practicing family medicine in rural or under-
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served arcay was many ties grester than that of
their peers, 1 s snular to that of all resdenay-
trained U8, tamihy physitssns 38 1 pescent practa-
ing 0 non-SMSA counties. 6 | pereent in entige-coun-
tvy HMSA) ¥ Because the PSAP takes place 10 a
medical school in the Northeast — an area with the
lowest percentagr of graduates who enter famih
mediune, the hijboal phsskaan. population ratic, amd
the lowest percentage of thr populanen bving
non-SMSA arras in the nation®74™ — the offees
uf such 8 program mas Br even greatet an nther areas
of the country that are more tural and have fewes
phyvsicians

Brcause ni defirtne citenia hase bern deseloped
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cian shortage are located here. I addition, to ensure
that the assoriations were pot spurious, second defini-
tions of rural and underserved arras were used in this

However, 78.4 percent of the PSAP students were
not accrpred by any medical school other than Jef-
ferson. according to data from the Association of
American Mrdical Colleges Joint Acceptance Re-
poris. which were available for the graduating classes
of 1978, 1980, and 1981. A similar percentage would
probahiy not have been accepted 10 Jefferson without
the PSAP. » roview of the admission credentials
of all fefferson matnculants during the sight y.am
of the study suggests; presumably, they had iess com-
petitve, though acceplable, academic credentials and
werr Jess urbane than their peers. In addition, pre-
vious data showing that PTAP studenss were almoss
twice as likely 10 embark an a career in family medi-
cine as othery who entered Jefferson with plans 1o
berome & fsmuly physican® t that even siu-
dents who would have been admitted through the reg-
ular process would have been less likely to practice
famity medicine in rural and underserved arcas with-
out the personal commitment, financial aid, career
tosmeling. and famih medicine curriculum provided
by the PSAP

Three other mattens also need to be mentioned re-
garding the PSAP. First, hecause many arcas with 3
phesician shortage are located in the mner rity, the
PSAP addresses onh a part of the overall problem of
physcian maldistribution in this country. Second. the
program’s graduates, like nther recent U S, graduates.
have had hitle efect on the must rural areas of the
countny, ' 4 even though 8 9 pereent of the grad-
uates of the PSAP did enier countirs with 1he great-
rst shertage f phvsacians (entire~county HMSAs).
Finally. tver the past few yean, the number of ap-
phrants & the PSAP has decreased  Alihough this
may paralie] the natonal trend toward dechining
merheat s trxd admnsons. recent data mdicare a de

13y



Q

ERIC

Aruitoxt provided by Eic:

Vol 319 No. 8

40¢ NMSA

esar [
LAl

20}

FANMAY PRIMARY
MEDICINE  CARE

NON
PRIMARY
CARE

40r POPULATION/PHYSICIAN
RATION2000 1

30¢

PERCENT OF GRADUATES

20r

iop

FAMIY PRINARY NON
MEDICINE CARE  PRIMARY
CARE

dhine an the percentage of entening fieshman medical
studdents who grew upin rural areas. small towns, and
tmits -~ o disturbing sign for the Tuture of rural
practicr ¥

Intervennon in the process of admissions (o medial
schoo) has both advex ates and opponents However. st
s generalls aviepred that mectng the health sathng
rieeda of the countn o a legutimate concermn of mednoal
rduratsm. " fn addstion, the current admissiims pob-
3 may 00t be one ol nalural seirctnan, but nne hiased
m faver o urban candidates entenng the subspecral-
f1es, aans £ most sdmisanms comnuttees are nade up of
uthan laculy membens who wr subape sl Pre.
srrian data have shown that chatantenstio that ge
ditt subnequent perfurmance difles depending on the
pural or urban onigm of siudents, and that sonurban
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physician shartags

mmmhmwhmm
ta for admisaion,*

In summasy, ﬂrmﬂhdlhnnmdymm
the modical arhool admissiona can have a
mﬁnmmﬂmmwl&m;om ng-
tribution of physiciana, onemnmof
umndngﬁwamhrafﬁmly ysicians in roral
and underscrved areas. The didnocuphm
which variables were amsociated vmb the

suceess, however. Students were admitted uf
ﬁ\rirnu'dhackgsm" ~d strong commitment to ca-
veer goals, but the PSAP also provided financial aid,
family physicians as advisers, rural clerkship and pre-
ceptorship locations, and a smnior major in family
medivine. The cffirct of these and other vaniables
{rg.. the role of the spouse, the location of resi=
dency training, and perceived career opportunities)
will be analyzed afier additional dats are collecied
by questionnaire from PSAP and pon-PSAP gradu-
ates, in arder 1o identify better the variables that are
mos predictise of family practice in rural and under
served arcas,
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Primary Care Physician Supply and the
Medically Underserved

A Status Report and

Recommendations
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Ites 6

Changing the Medical School
Curriculum to improve Patient Access
to Primary Care
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Item 7

UNIVERSITY OF SCHOOL OF MEDICINE AND DENTISTRY

ROCHESTER

MEDICAL CENTER

Jules Cohen, MDD

Professor of Matcme
Sewsor Assooatr Desm for Medinal Bdsoaanon

August 16, 1991

Ms. Jennifer McCarthy
Special Committee on Aging
United States Senate
G31 Dirksen Office Building
wWashington, DC 20510-6400

Dear Ms. McCarthy:

I write as a follow up to a pemorandum we have received from Louis
Kettel regarding a linkage of medical education and training to
rural America. Dr. Kettel asked that we send you descriptions of
any existing programs, and I’m happy to do that.

For several years we have been sending groups of third-year medical
students to work in the rural health centers that are linked to the
Mary Imcogene Bassett Hospital in Cooperstown, New York. Their work
there is with practicing internists and constitutes the second half
of their third-year Internal Medicine Clerkship. Our otjective has
been twofold: to increase exposure of our students to medicine in
practice-based settings and to expose students to the health care
needs and problems of rural communities.

In addition, we are currently in discussion with four urban and
four rural health centers in the Rochester ares designed to put
into place programs across the continuun of medical eduration--
beginning with programs designed to attract students to the health
professions and extending all the way through into the residency
years--and wa are doing this in association with our School of
Nursing, the Eastman Dental Center, and our Department of Social
%ork. Once again, the obiect is to give our students exposure to
the practice environment, particulary in primary care areas, to the
health needs and problems of underrepresented and disadvantaged
communities, and to the special health needs of rural populations.

Please let me know if I can provide you with additional
information.

Sincerely youps,

Jules en, M.D.
Senior Associate Dean for Medical Education

60t Elmwond Avenus, Box 801
Rochester, New York 14042
17163 2754056
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Item 8

RURAL NEDICAL EDUCATION FROGRAN
{RXED)

1990
ANNUAL. REPXRT

Department of Fap:'ly Nedicine
SUNY Health Science Center Syracuse
Haceran A. Bajird, M.D., Professor and Chairman
.. Thomas Wolff, M.D., Professor and Director
Rural Nedical tducation Progras

rebruary, 1991

Early in 1990 it bacame apparent, through conversations with
individuals in cabinet lsvel powts iv the Governor's cffice as well
as colleagues at the Realth Science Center, that the name we had
chosen for this progrem did not accurately and clearly convey its
naturs to thosa outside the field of sedical educstion. ¥e
decided, therefore, to seek & more descriptive and understandable
program nama. After much discussicn wa changed the nane of the
progras to the RURAL NEDICAL EDUCATIIN PROGRAN (RMED). Throughout
the repainder of this report ve will use this new pame to refer to
the program identified 8 our original literaturs and
corraspondence as the Extended Rurs) Preceptorship.

INTRODUCTION

Through the Rural Medical Edication Program {RMED), the
Departoent of Fapily Medicine places 2 small nusber of third year
medical students in fural comnunities full-time for Qpine
consecutive moatha to work and learn undor the supervision of board
certified family physicisns and other specialists. Full acadesic
credit is earnsd for this experisance. Students who elect this
progran live in the rural community, returning to their hope campus
st the end of the course to vomplets their studies for the MN.D.
degree. The aducational goals of the program are tos

1. Sroaden the student's Xnowledge base;

2. Provide greatly axpanded oppertunities for the
student to sharpen clinicel skills;

3. Davelop the student's skills in climcsl
problen solving and patient management:

4. Expose the student to <¢the practice of
conti and preh ive medical care:

8, Help the student develop independent learning
skiliss

6. Foster positive attitudss toward patient care
in the primary care ansd ambulatory sstting.

Additionally. progran goals for this Project are to:

1. Add flexibility to the undergraduate clinical
curriculus sc as to better meet the needs of
students considering carsers in a primary care
field in 8 non~urban setting:

2. Strengthen ties with niral physéicians and
hoopitals in the Central Yew York area;

3. Provide rural physicians with high quality continuing
nad:ua) sducation prograss on a3 roquiar and freguent
pasiss

4. fielp rural comsunities to retain and recruit
phyaicianss

5. Davelop a rural network for more sffective
patient care and research activitiss:

6. Expand tha Health Sciencs Center refarral basa.
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The RNED program offers & unigque unity for the student
to develop 8 long-tern relationship with ol precsgptors in a
rural comsunity while deconing inmsrsed in tha dolivery of primasry

health care to the local population. The student participates
actively and extensively in continuous and conprehansive care of

+ patients across the age spectrun including managexent
of bath ambulatory and hospitslizsd patisnts. -

The RNED progren encotpasses nhora than fanily sedicine, also
providing the potantial to partially or fully satisfy, under
appropriste supsrvision, Coll 0f Nedicine irepents in ENY,
Geriatrics, Emergency cine, orthopedics, Radiology.
ophthalxology., Urology, Ansstheaiology, Obstetrice/Gynscology.
Pediatrios, Psychiatry and Prevestivs Medicine. Approval of credit
for each ©f these areds i8 At the discretion of the respective
departments and pay vary on a Site-by-site basis.

BACKGROUND {FRE-1990)

Worx on the development of the RNED froqm began in 1988 with
the successful application for a federal grant and establishment
of the ras by the Health Science Center 8s & five yesr pilet
deponstration project. During 1968 and 1989 the ram gained the
enthusiastic support and participation of physicians and hoapitals
{n several central and porthern Nev York conxunitios.

By the and of 19389 the first tvo students had finished their
nine mopth rotation on mr&a. Pr. Famela Fadness [(MUCN-90),
working 4n Canton and under the supervision of Drs. John
Davar, sandra NcCloy, Jon Kay and Dan Palmateer, coxpleted her stay
in mideNovember. Dr. Timothy Kitchsen (NDCN=90), working in the
Hapilton~Sharburno-Naterville area under Dra. David Haswell and
Robart Delorse, finished &n late Decemder.

The initia) vork of estabdblishing RMED, recruiting students
and developing teaching sites was aided greatly by the presence of
Dr. John Verby, creator and current Director of the highly
succenaful Rural Physician Associat: Program at the University of
Ninngeota, after shich our program is modelsd. Dr. Verdy conpleted
a ona year visiting Professorship io sur dspartment spec.:ically
te help establish tho RMED prograw.

PROGRESS IN 1990

1990 saw continued work on developrent of the structure of
the program snd expansion to additicnal teaching aites.

Student Placement. Barbara Michaslis (MDCNe9i), began the
RNED progran in Oswego in mid-January, 1990, under the supervision
of Dr. Corlies varnum, a family phynician, and Dr. Nichael Nupur,
an internist. Me. Nicheelis, a Binghanton Clinical Campus student,
aarned credit for course work in Family Medicine, Obstetrics and
Gynecoloqy, Padiatrics, Radiology, Geriatrics, Praventive Medicine.
Ophthaismclogy, Orthopedics, Emergency Nedic.ne and ENT at the rural
site.

Recowitment for 1991. Early in 1990 we began to direct our
effort toward developing interest in ths m,g:oqran among the
then second-year pedical schoel class. response was
enthusiastic as far more students applied for the program than we
were prepared to accommodate. This indicated that student
confidence in the progras was growing and that it was boconing seen
as a8 viable alternative for a significant part of studentst
clinfcal training. By the end of 1590, through a process of
interviewing, review ©f academic reccrda, tontative assignment of
students tO tEACKhINng sites and visits by students to those sites,
¥e had matchod 81X students with teaching sites with starting dates
varying from February through May. 1991,

Recruatoent {or 1892. In the fall of 1550 the first of two
schaduled information pestings directed towsrd first and second
year wmedical students was held. Attendance was better than
gxpectod and a number of applications were received. A second
information seeting is scheduled for early in 199}, Our goal for
1992 is to place 10 students.

Etudons Fipanciel Add. During the project’s first year much
Progross was made in developing the structure of the RMED program
but recruitment o©f students for the second year proved quite
difficult. In late 1989 the docision was made to crosts a
financial incentive for students through establishment of a package
of financial aid. This consists of a $10,000 scholarship, housing,
relocation expenses and provision of medicsl textbooks, for a total
package of spproximately $13,000.

145



135

ummmm-om:sun:mmuuum

we turned to participating bﬂtms with ths requast that they
provids ths nacessary funda. though ell rural bospitals in the
agreed to ide tbe

The financial aid, along with grow stodent confidance the
pregran, has tly increased interest., By MNarch, 1990
wa had 12 icants for the third wear of the progras.

. During 1990 four nev teaching sitas
vers ssteablished the communitiss of Cortland, lLowville, Rome
and watkins Slen. Three other Sites, Canton~Potsdan, Bamilton and
Cewego, have hosted studants in the past, br’ ging to seven the
nambor oOf established tesching sites, in sddition, initial
contacts vers nsds in Malone, Sarasac lake, Grotom, Pulaski,
Alexandria Pay, Trumsnsburg and Watertown. ¥e are hopeful that
thess communities will De able to jein the program in a future
yaar.

Participation in the RNED progran reguires o substantisal
comnittmant on the part of the ital and physicians in the
comtunity. ¥s want to be sure., thersfors, that all parties
involved undarstand the time and financial isplicstions of their
decision to participate. The davel of nev sites is carofully
planned to inolucy meetings Wi fanily physiclans in the
community, the i*a) administrator, the hospital medical staff.
the ita) Boa of Trustess and the hospital's allied healtn
professional staff. 1l development of o single site typically
requires several visits to the consunity.

Ag part of the site develo] t process the RNED program has
davel tormal Educational Affilsiation Agreenents on behalf of
the Heaith Science Center with Canton-Potsdam Hospital, Cortland
Memorial ,ospital, Oswego Hospital, lewis County Ganeral Hospital,
Rome Hospital/Nurphy Mesorial Hospital and Schuyler Hospital.

A prodler we have comtinuaily encountersd in recruiting
hospitals into the progras is the financial burdes of providing
the requirsd etudent fimancial eid. To help hospitals meat This
abligation and thereby assure thair continued participation we have
suhlgtud a grant proposal to ths fodaral government requesting
student stipends. WNo have also beon active at the state level to
genarate support for this aspect of the progran. This has included
meetings with key leglslators and the Director of tha office of
Rural Affairs.

Madical Schogl Support. Support by the madical school has
increased over the past year. The Daan of the College of Madic.ine
is actively assisting with the search for financial resources. The
Dean of tha Clinical Campus at Binghanton snd his staff have wvorked
clesely with us to recruit their students into the progras and to
develop s curriculum that comploments that of their casmpus.
fvidence of this is the approval of complstion of the required
clerxahip in Obstetrics and Gynacology at the rural teaching site
by ths Clinical Campua student who uwntered the progras in January,
1990, This was the first pajor clerkship to be approved for
cospistion at s rural site.

After the first year of axparience Aall participating
departments frop both the Syracuse and Binghaston cappuses. with
the exception of the Departaent of Preventive Nedicine at the
lattar Caspus, have contipfued epp oval of coemplation ef their
clerkships at the rural aite if sppropriate faculty are availabile.
In 1950 the departments of Pediatrics and Obstetrics and cynecelogy
joined this Qgroup indiceting approval of completion of their
clerxships At the ..ral sites if appropriate imstructers are
available. In addition, the Ringhanton Clinical Campus Pedlatrics
Department has suggssted the design of a clerkship for their
students vhich would consist of & weeks of inpatient pediatrics at
the Binghamton campus and 2 wesks of ambulstory pedistrics at the
rural sita. The Binghaoton Freventive Medicins department has
decided that due to the heavy gdigactic ature of their curriculus
all atudents sust complete the course 8t the homa campus.

Support of the program during 1930 by individual members of
the Health Science Center faculty was very gratafying, The
folliowing are faculty who made an sll-~day visit to & rura) Site to
teach the student and presemt a Continuing Nedical Education
prograp to the local medical staff: 48-84 257
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pavid Ayers, M.D. (Orthopedics)

Ellen Bifano, N.D. {(Pediatrics)

steven Blatt, N.D. (Pediatrics)

¢arl fradendbery, N.D. (S’Iﬂ}ﬂn’)

Mantoah Dewan, N.D. (Psychiatry)

Robert £ich, N.D. {Medicine-Csrdiology)

Paul Frynover, K.D. {(Redicins-Nephrology)
Warren Srupe, K.D. (Pediatrics)

John Nagen, N.D. (Obstetrics/Gynecology)
Richard Ham, N.D. (Geriatrics)

Fhilip Holtsapple, N.D. (Nadicine-Gastroenterology)
Pavid Keith, M.D. (Peychiatry)

Robert Keliman, N.D., (ENT)

Dennis Eraus, N.D. (Ureology)

Zahi Makhuli, N.D. (©rol ]

Julia McMillan, M.D. (Pediatrics)

Pavid Murray, M.D. (Orthopedics)

Horbert Schnsiderman, N.D. (Redistrics)
willias williams, N.D. {Medicine-Hematelsgy)

¥e are truly greteful to each of these teachers as they have
contributed significantly to the strengthening of the progran.

Their participation has not only risulted in valuable continuing
medical education programs for rucal physicians, but has also
increaspd the understanding and acceptance of the progras within
the Health Science Center.

Documentat ion Svstem. During 1990 we oade significant
progress toward the development of n System to document students’
clinical experiences, The tirst d-aft of this system has been
cospleted and work 16 underway on further refinssents.

The najor shortcoming of thi: early rarsfon was that it
required manual cospilation of data and entry into ths cosputsrized
data base. This is not 3 great burden when denling with only a few
students but would guickly bacode overvhelRing in terns of jJabor
costs and error rates as the progrem expanda. Acceardingly, we are
now At work to develop and rafine a systed whereby students
copplete a park-sense tard for each patient encounter, which is
then run through an optical ecanner. Rasulting data are then
written to a computer file and transferred to the progranm's master
database.

when completed this systed will senable us to efficiently
collect and record patient encounter data with minimal error rates.
Turn around time will be very short with weekly and monthly reports
produced within days of recaeipt of raw data from stugtents. This
will prove valuable to preceptors in planning student c¢linical
experiences and in credentiasling students for more indepandent
functioning.

sredentfalang Systep. In 1990 we began the development of a
credentialing system tRrough whish preceptors and hospitals can
certify that students have become compotent to perform certain
¢linical procedures without direct supervision. This aystes wiil
assist hospitals &n complying with Section 405.4(h) of the New York
State Hospital Code

The first draft of this systes has been completed but not yet
fully tested. To do 80 will require application at a number of
teaching sites and wa plan to accompliah this in 1991 with six
students on the program. The primary question to be addressed is
the appropriatenass of the guideline regarding the number of tines
a particular procedure should be pertorred by the student under
direct supervision before indirect supervision is allowable.

Addition to RMED Staff. In October, 1990 Dr. Ratie Margo
Joined the RMED staff a8 Associate Professor in the Dapartment of
ramily Medicine. Or. Margo drings to the position almoat ten years
experience as a {amily physician with Health Services Association,
Inc. at their rursl Central Square offictes. During that time she
frequently taught pedical studenta and held a clinical faculty
Aappointment at the Mealth Science Center. Her reaponsibilittes
with the RNED program will include supervision of gtudents at
sultiple rural sites and further d velopment of the communication
sktlls component of the program,
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E Dave ogian hel ! “i::x;.praupe
a two day PFaculty lopment progran to pPpr ors
understand the , Mantor and RANSQEr the
atudent's ocurriculum. This workshro used lsctures, discussion,
mvwmumm-mmumn
tion of clinical teaching concspts and program specifis
aduinistretive material. The worcshop included a threes hour
sasaion by Dr. lymn Clesry frob the of Nedicinre who
recently l1stad a one month faculty dsvelopment leadership
Progra] at stanford University HNedical School. The progras
also featursd Or. Lyls Nunnake, who has bean a primary preceptor
at the Untversity of Ninneaota's Rural Fhysicisn Asaociats Progras
aince 1973,

Prof. . During i99C the staff of
the RMED prograd tisted the following activities and research
projects to further the aiss of the progran and help dissssinate
the basic concept behind it:

1. In the fall RNED Dirsctor Dr. Ton Wolff issued the finsl
report of the New York Stats Nealth Research Counvil Advisory Panel
on Primsary Physicians, which bs chaired. Among  other
recomsendations, the report called for & more effective primpery
care curriculus 10r the state’s medical schools.

2. RMED Education Specialist Peter Beatty submitted a
P! 1 to the Annual Confersnce of the Socisty of Teachsra of
ranlly Medicine for a pansl discussion on politiodl, sconopic and
programmatic issuss related to the establishaent of & rural vedical
sducation Program such as the RMED model. The proposal was
accepted and the panel discuseion will be part of the STFN Annual
Conference in Philadelphia in Moy, 1051,

3. Dr, Ton NO1ff was invited to make a presentstion at the
1991 Annual confersnce of the Society of Twachers of Fasily
Bedicine on the use of RNED as a nodel for & family practice/
primary care track in medicel edocation.

é. Dr. Tom Wolff and Pr. william Grant, Ressearch Associste
Professor in the Department of Family Medicine, initisted a study
of the sconomic inpact on & family physician’s practice of the
presencs of & medical student.

5., Peter Beatty initiated a project to inventory and study
.he distribution of primary care physicians in the central and
northern ragions of the state.

6. Dr. Tom Nolff was appointed by Governor Nario Cuomo 1o
his fealth Cars Advimory Panel. This is the Governor's primary
advisory group on matters of health policy.

GOALS FOR 1991}

3 Place and Sucoort Six studepts. The six students
schadulsd to complete the RMED progras in 1991 will recajve a total
of 8540 hours of Snstruction by more than 50 volunteer Physician
instructors st the rural sites, In addition, together the students
will in 60 hours of vidsotape/revisw sessicna. Faculty from
the Nea science Centsr will sake 45 all-day visits to the six
rural sites to teach the medical studsnts and present continuing
sedical sducetion programs to the local medical staffs. For sach
of these students, credit earned on ths prograp represents
spproximately 458 0f the credit hours in clinical courses required
for graduaticn from medical school.

The aim of the RMED program will be to coordinate this
activity such that the students have excollent learning axperiences
and thet wvoluntssr faculty gin the satisfaction of teaching
without undus interference with their medical practices. We also
spek to give the students s valid exposure to Fukal nedical
practice without inducing a senss of isolation from their peers and
the acadenic medical center.

. Devplep Four New Training Sites. Initial contacts have
pasn mads with & number of conmunities in the central and northern
New York region. Recognizing that not all communities will ba able
to participate in the RMED program each ysar, we plan to develop
severa) more sitas than students to be placed. ¥We are hopeful that
tha compunities of Watertown, Nalone, Opeida, Saranac laks, Groton,
Trapansburg, Pulaski and Alsxandria Bay will consider hosting a
atudant in 1993,

-

A, Recruit Ten Students for 1992. A total of thirtsen
second-yaar studsnts have applied for the progras for 1992. The
process of intervieving, ranking and matching with teaching sites
will be complsted by Septembar, 1991,
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complate Program Information Boohlst. This bookist, which
will lain amt tilustrate the purpose and various aspscts of
RNED, will bo cenpleted and distributed sarly in 1991.

3 A08 ADS Ny 1y 3y X 4 ERCORDIR
mmm. ¥ork will continue on this project which
vill use park-sense caArds read by a scanner with resultant data
sritten to a computer file. The final dstabase for 1991 is

to comptsin information on Approwimatsly 9000 potient
encounters.

6, Pursue Parmanent funding. The aim of the RMED progras
and the Department of rasily Nedicins is to obtein permanent
sapport for this sndeavor from the Stats of New Yorx through the
state University. In additlion, we fesl thar local communities
should provide a significant portion of the fimancisl aid provided
to students as 8n incontive to enroll in the Progran.

in 31991 we will work towmrd financial murit{ for RMED at
both the state and federal lsvels. At the state level, and in
coordination with the N¥ealth Scisnce Center leadership, we will
pursue this matter with both legistative leaders and the Exscutive
branch. W¥e will alse continue to seek noar term support for the
program through fedoral grants and privste foundations.

7. Faculty Developmept. In 1991 we will again presant a
faculty development Program for primary preceptors. The content
of this year's program will build on the previcus year and we plan
also to include currant RMED =students th A& portion of the
discuss on.

CONCIAIS 1 0N

The pecond full ysar of RMED hag Seen the program grov and
become more establishod as a valid alternative within the padical
school curricelum, Confidence in the Program has Qrown among both
students and faculty snd support from the achool's adminastration
has increased as well.

Equally ss twportant, interest in RMED asong physicians snd
health care instituticns in rural comtunities across the Fegion
has continhuved to grow. This retlects their conviction that RMED
can play an importsnt role in stabilizing and increassing medical
manpower in the reglon.
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Item 9
Texas Academy of Family Physicians

Ady 28, 189

Written Testimony of the Texas Academy of Family Physicians
to the United States Senate Committos on Aging

It is wel iknovn that the Uinlted States has & rapidly aging popuiation. The most cursory
mnummm-mmwmmwmummnm
during the coming yoars. it is well understood that episodic heakh care problems, chronic medica!
condiions and Surgical prooedures are More frequent in this population.

Many earned peopis acdress this probiem from different vantege points and we will not
presume o address the many poasibitties of improving the health care services to the aging
Wo would rather focus on one criticsl alement tho supply of primery care physiclans

neoded 10 provide basic and comprehensive health care services to this population.

in Texes alora. wo face tho reafty thet 0% of cur arsetieing femily physiciane wi rgach
retirement ego during the naxd 7 yoars. This fact is ono of many statistics which poinis to &
serious shortags of primavy care physicians. AMost ovory proposal set forth 10 address this
shonage assumes that famiy physicians will bo avaiable 1o ‘drive the system.® Why? Because

provide
{not, {amily physicians are ablo fo treat 90% of tho pagionts thoy soe.

This sftuation is important 1o nots bacauss i Bustates a paradox. On one hand, thero
is 8 significant domand for the sarvices ¢ primary care physicians, especially famlly physicians,
and on the ofher hand, the supply of new primary cers physicians in to the heaith care force is
continually decining.

The drastic shortags of primary care physicians in this country must bo addressed now.
Every other industriatired country has recognired the value of prungry oere physicians and has
encouraged the supply of more of these badly needed doctors. in Great Srltain, 70% of
practicing ¢octors ane working in primary care. in Canada, 80% of the doctors are in primary
carn. In the Unllod Siates, however, only 30% of our physicians are i primary care.

Wo wge Congress {o recognize the complex problems surrounding the growing shortage
of primary care physicians in this country and to ask the question, It primary care physicians are
in so much domand, why St the production of these physicians increasing™ We befiove that
the basic issues slyrounding this question are:

1) U5 medical schoois have irediionally encowaged studonts to seiect medical snd
surgicsl subspecialtios dospito the surplus of these physickns. A the same time,
students have been actively discouraged from entering primary care.

3 Reimbursement for the same medical procedure is lowsr for primary care
physicans than for subspecialists. Likewise, reimbursement for the same medical
procedure performed in rural aroas is lower than for senvices performed in

- meiropoiian areas. Further, reimbursement for cognitive patient care, which

B primary care physicians most often provide, falls far behind reimbursement for

N procadural patient case most oftsn performed by subspacialists.

N K733 Semd Creed Biwo P} o SSOQ-#077. Ausiin, TX T (312) 4838217 JAX 1312) 451 Adn
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Item 10

151 SW Sam Park Kood,
OREGON HEALTH o ocioon Pk foad.
SCIENCES UNIVERSITY Faa (509
Srdwmt
ke
foho ot e
) SR
3
10D B¢ 16w
August 19, 1991 Bocn Beciw. 13,10
Jennifsr NcCarthy
United States Senate Special Committee on Aging b
G131 Dirkson office Puilding oo el
washington, DC 2051L-5400 wu—

Dsar M. McCarthy:

I attonded ths npecial workshop antitled "Linking Mesdical Blucation

and Training to Rural America: Obstacles and Opportunities® held in
Kashington on July 29, sponsored the Sanate Specisl Comaittes on
Aging. Pursuant to the information that you ars interested in
learning about existing rural health spedical sdfcation progran, I
vish to briefly describc tha sndeavors in which we ars current)y

engaged.

The Oregon Health Sciences Univearsity has initiated a2 series of
initistives providing leaderadbip and addrossing the sericus and
escalating rural health care prodless in this predominately rural
stats, These includes the obuinsn? of an Ares Hesleh Blucstion
Centers Program grant in which wo will have required rotations for
sedical students in rural clinical practice unite, required
rotations for family medicine residents in a large rural area of
the state with the intention to establish an additionsl famil
medicine residency which will be located in an undersarved rura
arsa of the state. The developrent of a nurss practitionsr
education and training progras hesdguartsred in one of the ANPC
areas vith an emphasis on prisary care, fanmily nurse practitioner
training.

The School of Mesuwicine hes been engaged in 3 several years long
eftort to redefine the curriculum of the school to intagrate the
curriculum in the basic and clinical acisnces to assure that the
sciences basic tO medicine are ralevant to clinical practice. There
is to he an enphasis on primary cars and an increoased is on
sducation in the asbulatory cars setting. Bach student will have a
required ambulatory care rotstion pPlus & six weeXs primary care
rotation primsarily in the rural areas of the state. Additionally
sach student during these rotations will be reguired to dsvelop a
compunity pryisct. Although these may be specific sedical cases, it
is our intention that they will focus primarily om health care
tesues in the community such ss the care of ths aged, underserved.
etc.

mmuo@ﬂaumxm&nn-mmumontm
Bealth scisnces Uhiversity two ysars ago vith the responsibilities
for developing and implamanting a variety of prograns to snhance
rural heslth cars. These include tax incantives for phyaicians,
nurse practitioners and physician assistents who practice in rural
undorserved, & scholarship progran for loan forgiveness for
stugdent.. who agree to practice in such aress for & stipulated
period of tine, assistance to small rural hospitals, & recruitment
and retention progran and other progrars now being developed. 2
have respo-sidbility for the Arsa Health Educstion Centars Program
and the curriculus redsfinition.

I think it is clsar from the above that Oregon Health Sciences
University is involved in a sulti-dimensional effort to sddress the
prodlen of awailebility and continuity of heslth care ssrvices,
particularly in the rural area of this state. I feel that this
aultifaceted problex can only be mmhx{ addresssd through such
a suitidipensional approsch. I should be plsassd to respond t0 any
queStions you may have.

Sincersly

b .
1S & et T

J.8. Reinschaidt, K.D.
Associate Dean

RSJ : mbd
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it 13
<\ Tulane University Medical Center
n Conmnly Teoune
T
o8 mmm—mw
JULY 31, 1993

Np. Jeanifer NeCarthv
taited States Senats
Sperfa) Commitiee O ARIQY
032 Dirksen Rfice Ballding
Nashington. DC 20510-6400

Doar Ns. Nelarthy:

in to yous memorandus of Jaly 18. 1992, 1 send you this
mmsm fommunity Wedicline offering %o fourth wyear studsnts. Ome
santh of activity is required of all stedents. A8 yoU CaD see. IHis cen be
satisfind in & vartoty of says., Altbough yoou are prisarily conrerned with
sedical cary in Fwral United States, | innlsde our overseas opportunitiee
becanse they anguaint the stodoots with some of the prodless they will mset in
isolated rursl cOARD tiss D this country.

Plane exiats to expand the experionre to inclede month lang stays with

rorel phvairiaes.
/{;:a'. leda / {

trwin Comen, N.D.
Pirector
Frogree 1n Community Nedirine
io Netinoal and International Sites

LURE VLERNSHI

bOAMORINS TY MLDILINL
fhiy reqoirrment Bav be fulfilled by taking the Core Clerkship o dy
thosking oat of the optioral pragrews ol intersstiacnal or national sites
tollowing are descriplions of these cjerkships.
A LURL CLEKRSRIF
tagsinen the varivus roles af tie phYsirias ond suse of ‘he prodiess
S phYSITION SOCOURLPTS PREcLICIng 1D o roRBURItY. Semiuals are
1oodacted by facuily and cosmunity prodessionnis iu lhe marning. In the
afterason Btudents ore 398 E008d to serve with varioes privete or public
health sgeicics whird deal with bealtd prodiems on the community scale.
Exxapses of much opportunttios are. workiog with the State agencies
invulved with AIDS, oh; §d ebuse. emvirvamenisl guality and maternai ased
rheld healih and wilk private agencies invelved with substance abuse.
bralth of the eiderly and drath thospicel. A formel eritten aad orsl
Rrearnistion of the project is requited
HRALIENG 1.t attemdance and perticipelien
bid - prujsvt preaentstion
LEX) final exam
Ul tour wreks {one bluck! duratien. not offered 1o Nlocks OR. O, U5, or
0B raih of Blocks 01, 03, U5, ¥1. UY. and 10 has 0 saxisup Quets of 14
stodents
§ UF]TUNAL PROURANS (N COMNINITY MEUIUIST AT INTLRSATIONAL _S1TEN
SUPLEYISUN  lrmin P, Lobhea, N U
CREMIT:  thim 18 ranstdered an Jptteeara] clerksbip for feorid year
ardital stwiedts {t can Tuiflil Teises's Lore reqoireeent in
Coamynlty Regiciue plos obe blork of sither Gutpotient ppdiutrics of
SelEctive credit. The elective in of fersd on a sesnioS basis ouly.
A sr3sion censists of we Consscutive blocks. of in the cage of
Se8s5100 3, block & plus becember i(Session 3a) or Pecemder plus Miock
# iseantoe 3}
the Tirst woek of the sossions will Ue spent ia New Urleans
attensing the regular lousunity Medicine ertures 18 the morming  In
the sfrerpoon. distussion groups will be heid addressing varloos
asperts of doveleplt® country henith care drlivery: e%topt for
Sessiun 3b whewm all 8 weeks wiil be spent at the overssas site.
MD/NPH caudidates electing internstions] Health can be exempt frua
the 14rst week 0 Sew urlrans byt then sust spead 8 weeks al the
uyersess site
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BUELIN, NUTRY:
Based vo post eaperifdce. there are mure ¥illing stodenls than
Places available. esporiaily for certain Sessicns. Whes you sign
4@, plosse by a8 Cort8in os pesaidle that Yo do want to go. I
Vou are only toyisg with the ides. ood then witimately cance!, oy
#sy bave usslossly taken o spot fros sulasuhe sho really wanted
$0. Last poar. grudents were refosed spets.  Plaass be thoughtful
and conssdorete of pthers.

SCCIAL REQUIRLMENTY .

. Stodents will be eApectod to desipn amd sxecGte B epydeninioRic
udy shich will be aubelitted to Dr  fohew in writien fore and
Preasnted & o sewinar o the Sprisg of tewe.

&. Travel coste mid Jiving eapcnses are the student's respopsidifsty.
Ihrough Ltosmunity Medicine. significaat discounts csn bo obtaipey
at Some Tlights. Ine atodent will be enked ta Pay Ior joom and
duard

GRADIMG  SUN-lased o8 n country ¢linical pveluat ion by aite

dirertor. 3N\ - writies epsdenialugic pruject.

Fof MI'H candidates - up to three credits somnrd fraduation ven be
worerd with registration in a xprrial sindies course @ SMMSTN

11 you need sore {nformation call Or Loken 8t %5571  Addjtjonal
informat ion concrtuing the progrem wiil be 60l 10 tAr boxes of aff
those who sign up

WIECTIVES -

1. To surtur® in your physiciass ferliogs of homanism and respect for
Patients’ dignaty:

£ To improve history takieg and skilis of physicni pxaminativn

3 To promute interest in primary care, communitly medicin® ant the
1888 sppreacl 10 feolth services:

4. iv stiawiste interest in esdionl Practire in o develuping country

3 0w e2petipn o eedic s} rare 1 socteties with other cubrura) vatoes

L o provide pliya;rian eRprrtier to overseas Loalth vore trams

SiTs

SAMRILA. WEST IR
imess tipt fon
e progeam gy superviesd Ly D Antheny Hali Students. sone
wOIkIAK IR PAILS. wall Jive wmilh Jemstcan families and work 310 the
rural aress of tuineadi Lounly vh the western = wf the isiand.
They wiil be jotegial mesbers of gigirict health care teams amd w; i)
REFYT an pAYNICISPR Al ORE site. LM WO, our sludeits wili wotk with
tus aedics! studentis from ine aedical school of the Lulversity sl the
Wrstl fmlies

Appt DXIBEIE |, an $levw fur & mantin e INSILK Sif fabe. oM
disrouaty

SEOOTRRAS AN 8T JORN 0N VIRGIN e Adpr,
[ ST T T
ApgroRimate cust SIBUL L oNl 8] hounitg aw $ouu

Hhe progras sa SHURPT Vel by B Nevi i ie tanned ] et tor of
PosaunIty fealth fi0 N1 fhemes ot ot b, The o tisitien L yn e
divided Nty theor sopmenty

ot aeisl 5 Favige N gt o3 Fhnmay gt Hayoult Hospatal witn Mo
e visite

o HORE Dedlih Cinita o NP s

O ARt L Qe tst ey 4ng huse health vistte oy Nt RIDAT

wiidh
Lvws 5 5% ron
ApproRiBats ot $1500

Hhe profra® s saprisised v A 8 Kao Wi tur ol Fijmary fiegith
rate Stidents will be assipned to san I8N e Juntd twsda and
Yausliga tagiiah as the o7 ta) fanguaye of the | vopiry they
#it] have putpatient ¢iinirs tu the dI8rICt Capital and in thesr
witlyanne arens visited by pubiles 8ervices ™hey well discuss and
plan healt® sacr prioriscos wiih digtont bhealll Las¢ toame. o3 llage
commitiers and the wiliape heatih Primoters and private ynluntert
vryAf1at tons This 18 3 sore cural and Irss structured prugrom Ll
eIUACT a8e3ica nr the Uavi
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SI__LULIA

This s & now Emglind speoking isternatiooal site Jocated in ther
Nindward isiasds of the Carribeas Sea. It is at the 14° istitude. is
240 wguare with a popalstion af 18U.009. studoats [two per 6 wosk
sesajcn) will work at teo rural henith centers. They will 1ive ahere
they waik. sither with bost astionals or 1n quariers atisched to the
health saits. They will bave riinlcs ®ith gistrict wedical officers.
aske home visits wilh cossunity health ajdes. provide cussunity henith
educat ton and initiate. with the Mintetry of Esalia, the investiget ion
of o heaith prubles, Studonts. ia sddition to the forsal repary of
their epdiemiciugic project. because this in a Dew program, will be
vequirsad to kesp o disry of activity. patient iog and to apnl¥ze and
pvsluste their esperience.

dupervisnr Ur Michelp Uoms fo Casirics Witd 1he Ministry of

Realth
Cost. Travel S800 900 round trip frue New Ut leans, 3500-40U
round trip from Miodi but gel the best des) you Cas
fioassoe . $500-500 - could b lesa M housiug sltached to bealtk

renirrs i8S Jree 11 with hust. this would include
break{ant and diseer.

CALS _ LUABLA
This progras is lewmdarily suspepdrd 1t wil) be reviewed ia APTil

gy
Wegrriplion

Nrauired.  sone lacidity fner Tlururyl 1o SPanish s nanditury
Aj 1 QR IWALS 1 USY SIS0, e Lont ul housing s mubeidized
Mhe prugred wiil be snpervised o Call by Lr. Bivie Mejia Luaes,
Cinisrmay of ihe heparisest of pasily Prsctace st the Ukiversidsd del
Vaiie
L et Boture of caih studenty progras will be arramgmd wWith
tn Mejia upon Arrivol e tals. Although 1 cxpets the hrart of sar'h
afudiat s progras to be be wutreach sstmistory < linic and hose health
service. L1 Diomante. in Agua Blanca. g wefies wf puur synstivl
neighberhoods vn the cgiskifis af (all. siher experiencrs van e
mimined M

1 tardiae rllaus at Pundacisn valie Jo Lids.

2 tupat fept rosnds At the Lgsverrsaty Huspital

 Ouljeid 3eal ARTY I 0% At ather eubid i clinles 1n Lati

& Citnas in Sole teSule afess such dn Batw lime aud Yussio

nlATLMALA

. Pescy 1ption
The propian iy fus by Ur Ut loa Andratie of Prencssca Marroyuin
iniversity. Stuteats will speng the firat week an Ludtemals Lity
working in *he tR ond aSbuldtory iniew of derrers Llerandi
Sospitel and will jive ®With 3 Guatemglan famiiy  The hext 51X weeky
Wil] be spent iu the villdfe uf aas Juss socatepeguer, aboul S ke
fiom the capiisl put students waly work dlong side sediial students
{rum Franeisro Marroguin ¥ho are ail Cleent in tnglisk.  Phes,
favtlity with Spsnish. bul mut [luency, 15 Nesessary  AlTUhowgh
Piviag aniewmoadat loas vary. thoaers with Tumilies. cliftitn, TRty
houses . ©0s 1 of it sus giapiar o tivang fonditiuns 30 SR IR st
s Josely upptuximate rosphing it

Appr ok isate s ust Sl

DT e PROUANS (N COMMUNGDY Wuli iNL AT DMIDSAL 2IES

SEPERY FSDR trmin P tuhen N D

CibDy Jhis ta tohintdersg an intramusal « Jernslng (of Tuultis veal

Brdisal BLIENtS 11 fullsits fulenr » sult JequiTesEnt dn LuRRURETY

Mef s 10 sthe elertiwe tn DifEjet 1 8 Lhacd Isnis aud 1y offered i

sha ks vl j0 11 densied. iwo (omdrrdlive Lle kT may be asbes trd

The serobd of Mhich tould be useg 1 satisly tuie Imgu.redents tus

atie mth of SRLRidtrry Jandrattien 03 Gur ®uLih uf INU R

strierfite

S TAL MITLN

’ Jotneeed o paIs? s cp TR Phete afe Supe maflong students than
plates Ava i babire  #8pst dadly fof (Prlads NN M Bhe . Vil 18D
Wp. plrase be as 191310 an juent sble that yuu di want ta pe 3
sou st unly tuying wiih the htea. and theR gitemaitly (atu el Voo
fay Baves untaessiy Takite w SPpLt 13OR saleane whi tealiy maated
it 1ol vl students wers jefusrd Spots please in thuughtial
angd repsudenair of otheis

Site FAL REYLIRENLNTS
yrudrnls Wi be eajer il ta lake gl s atad provabe o wiitten
fegent s bt oA tuBmUnIty oS iented v et this protsct need net
Yem by sts vaiiin Bu the sonth o the saident sw 1hese the stanbend
Dt iy drfitewe 8 Teas aniag Lhoth tive s n seertand grian

IR RN T C it ) etattal it by G wile STy iy
A rvd it don ol written dor oBent abaldi gwger
v Ve
Ate ddentsniad tu b3 the ftetidar bongd NI1e neoen math the
sddat ok ol
s 1w stasslare 1hlese st an mendes ) FFA Lite gh wnbel aer o atras tf
e t S
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HAMLIS (POP.
Description:

144

Students will work i on asduiatory beoltd facllily io Mumlin with
the clinic bealth sIaff which Inciudss S physician’s assistants. o
fomily Practitivher and consultants froe Mxrabdell University.
arshal) imiversity students are slwaye presest. Saervices include
fasily practice, pediatrics. presstel care. occssiodal home visits
and an gutresch geriatric progras. Students con also work with the
Valley Sralth Systess sdich provide US-OYN gervicos. Over 80% of the
patisnts are Nedicaid recipients. Stodoots will 1ive with & locel
fanily. bNouaing is entirely subaidised. Studmts must pay for food
miy.

OELASONS - CHEROKEN BAT 0N
pescription:

students are eligidle for n reimdursesent (rom the iadiso Neslth
Borvice ot $130U/month. which Bust 1 applied for ol lenel one montd
Mier to depariure.

The prograd is supervissd by Lr. PRl ice Ebistisr. The stuSent will
sEperisnce putpatient ascvices ot Nastings Nospital of the Indian
¥palth safvice, Dot most tise will be spent with the amduletory. home
health st preventive servicts of the Cherokes Eatfon. This is e
large group of Amoricans mho choese ot to live oo s reservation. it
is pecessary Tor studensls to drive to Tablegua {13 houre) to be able
te use their cars dUring work.

ABLEUNA -

: SUPAL BATIGN

This Program is superviasd by Elisadeth Koch. The stuodeat will {ive
is the home of Dr. Koch to the aphoop of which the student wili be
roguired to make o smail contribution. The Supel live in the
iseinted Navesn Conyan in horithern Arisens apd nuaber abogt 700. Yo
St to Lhe resarvation Lhs siedent will bave Lo driwe Lo #ilitop.
leave the car. apd mnlk, or ride a8 horse or helicopter the {inal B
milsa ihto the canyen. This cea de worked out. Travel to and frem
Lhe Supni Nation will be reimbursed by the Indian Mesitd Service at
Parker. Aritons upon spplicstion for thsss fudds sbich Shosld be dose
while 8t the ressrvatlion.

07 1S1 AR, COMMNITY BEALTH CEATERS

The siudent wili partitipate ia s family practice osbulstery Cline
and o the comsuajty owtresch progroms at the wariods eilas shach
largely serve disenfranchised COSBUNsLies  Eachk ®ite has a beard
cortilied fomtly practitioner. Sousiplt wiil be provided.

ihe sites are
¥rapilips with 2 satellite in New iberia 3 sindentsrbicik

Charlegss ¢ students; bluck
o t %‘E‘ . with satelliles in Lugansport, Leesville and
Teliulah - 1 student,/block

§icily felpugd - 1 stedeatsblock

5871, Additional
it you need more iRformatioin. cail twv. Cohes st &
information will be sent tp the students wha register for these programe

TraTaw
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REGULAN, INTERNATIONAL AND NATIUNAL COURSE SCHEDULE
INTERNATIONAL_ NATIONAL KED ULAK
sSesston | Ail Blocks 14 Students/max
No Course in N.U.
Session 2 All Blecks 14 Students/max
Nu Lourse in N.U.
Session 3(a)* All Blocks 14 Students/mox
3{b)* No Course in N.U.
session 4 All Blocks 14 Students/max
No Course in N.O.
Session S All Blocks 14 Students/max
14 Students/max
Jamaica 5 students max/sessiof
Colombia 2 " - "
Usvi 3 ~ ! “
felize 4 » - =
Guatenala 4 " * "
$t. tucia 2 " b "
uk 1ahona 2 " max/block
Supai 1 » - -
west Virginta 1 " - "
Louisiane ) - - -

sinternational Session 3{a) involves block 05 plus December.

145

BLUCK &

01
oz

Q3
vé

as
7
s

(el
10

The first week is spent in New Orleans with the regular course

and the subseguent 7 weeks at the overseas site.
session 3{b) involves December plus block U6.

be spent at the overseas Site.

international
All B weaks wifl

nternationul Session 3{a) and (D) is to be ronsidered a single
session and will accomhpdate the normal maximum number of students
per program per session (as listed in the table above). the total
number of registrants being summed in Decesber.
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Ttem 12

'{% TEXAS TECH UNIVERSITY HEAITH SCIENCES CENTER
g g e e hbviotufiiebiadinmtiet s

SORNE OF NENCINE ¢ Offee of i Oesn
WO 4 Nearey

Lublcek. R "34 30
(L RLIN

in a letter to the (ouncil of Desns, Dr. [ouds J. Ketisl of the

Assex tation of American Modica) (olleges invited a response to you sbout
rural health medical aducet fen programs that might exist in our

inst 1tution,

Texas Tech University Nealth Sciences Center (s actively developing a
nugber of programs i rural hesith medicatl adocation.  These programs
invalve comprehensive outresch efforts dy the Schools of Nursing and
Allied Moalth, as woll as by the School of Medicine.

In the Shool of Medicise of which 1 am sost failiar. these efforts
intldte the following:

i.

MEDNET - This land-basad and satellite-dased television
trans®issi0n provides oagotng medical. nursing and 8114eg health
esducatizn to healthcare professionals ia nearly 30 rural sites
acrpss Mest Texas. It has the potent sl of extending the petwork
1Rt0 surrounding states swhich include Oklahoma, Mew Mexico,
Colorado and Lowisfana,

In sdditten 19 the sducational saterials, we are crurrently
mtoph? & long distance consuitation service which makes it
poss ible for phystcians in resote aress 10 present chalienging
clinical prodlems and rereive direct consultative advise. Ihis
Progras has been effective in reducing expensive and peteniially
1ife threatening patient transports.

Preceptorships are avatlable and encouraged for pedical students
in rural communities extending from the panhandie of Jexas in the
north to the United States-Mexico dorder. These programs have
baen usefu) 0 eAcouTaqing students to pursue § career in rural
pracice.

Pract it toner preceptorships - Short (eurses are svaiiable for
pract icing physicians in rural areas (o return to one of our foar
regional academic health centers for the purpose of refreshing
thetr skiiis and knowledge. In some cases, @ffrris are made (o
provide back up for their practice from facully members.

On Sete tumcationa! Programs - Individual spesxers are Sncouraged
to provide 01ng COnt inuing Bedical educat ion at hospitals and
county medical sOCtaty meetings throughowt the geographic ares.

Youth Ixchanying with Sentors - INit program uses the Neaith
Sciences (enter as & base of operation for & progran operated
through the county estemsion service, Fotore Momemakers of America
and 4 H. In this program, youth provide assistasce to elderly
trdividuels in rural commonsties. Through thesr partscipaton,
the youth learn sbout healthcare prodiess and the systems that are
in place to deal with these problems.

The School of Wursisg has indepsndentiy deve!l a tomputer based
systess program to help physicians and hospitals in rural aress
with those cwutrr-based Bppitcations that are necessary to
nanage hospitals and physicians of fices.

The Binationa] Meaithcare Pregrem of our £1 Paso caspus 45 devoted
to the development of solutions for healthcare prodiess st the
torder. In many cases. these issups and soluttons relate to
smigrant heatthcare and other ruval kealtheare probdlems.

fs you can see, Tevds fech Lntyersity Mesith Sciemces Center has 8 long
stand 1ng and deep commitment to the developrent of medicatl education

ams o rurdl health.  Your comvittee is to be commended for its

efforts In this area. ] wish you every soCcPss A your upcoming

work

sheps.

Sincerely yours,

oy fiwie

Darry! N dill1ams, M.0.
Dean, Schoo! of Nedicine
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INF UNIVERSITY OF NORTN DANOTA
FAMILlyY NUPSE PRACTIT:ONEP PHYSICIAN ASSISTANT PROGRANM

The Univers:ty of hiorth Naklpta Fam.ly fluwrse
Frautitioner Physicis~ ABsastant FrP PSY Prograe s mot
Just anothar pducational program. D s.pertise and rasolve
is duvnted to meeting the ever-inureesing Thallongas of
rural hmalth carn golivary ad neads af an aging
popolation. W howw PO uars bf g pEraunce (0 RUEPSTIng
FNP PAa ty provids primary, Meatih cate 10 culiaboration with
phyBiTians and other hBalth cars providars. Consumere and
hmalth profeseionsis alise have luhg recngmizad ths obed For
FNP POR 0B 8 reenores to aswint i1 Facing the many "Bw and
compla. chaliengns of rucal Nesith care delivery.

we have sucressfully prepared 427 climically compdtent
murse prastitioners ang physicisne assistants by tak:ng voto
commidar ation rpt ohly past atademsc baskprounsd but alse
PrEvibus wOrh €¢pETLONCE. W8 swlect righly motivated ™I AEw
with sigrafacart malfessional nupBang e peTignce who are
willimg tu live and work 10 fursl and bealth manpowdr
shurtage aress. Our giadostss  perforesnce on nationsl
certifying 8-ami~at ors sngd sur graduats employesnt rates
st if1s that CuF progras desi1ph 1% consistant with end
produst suncess.  Cur graduates are wpll arvepted by
corpumers and st sndeed affouting the acressibility to and
Guality of @ amdry Nadith Cars Berviles N fural =attings
ard., muet eigrifacartly, to the ramdly arureas.rg numbers
of slderly titigens 1o the cegion.  Our commatmgot to
prepaia SUF PAs au an effective (esponsy to the orgent rural
NEaith concgros and prebless of communMties Contimmy,

The Program’'s resparss to the pramary hsaith caro neprds
18 fuithar docosertes fror deta obte.cied Foom oue 1988 meal
Bui vy LD Dol gfedeates .tith hag ar #4°. (BSyLnse [ At
Sigeifacant Fimtargs of the survpy are 93, are etployed.
TR% are Foortion;ng as moree prectitiongre snd or phys.clan
aseistants, 53 are 1~ Family prectare, bi% are 1o rural
practice settiegs. HYL @r® within the tounty o part
Qi tege  arwa of a Fromar, Cace Hesith  anpowear St tage
Area aot! ™ oare v DRNS Designaterl Hesith fMlacpooer Shor tega
Arras Tt Pragram Faruity 1% 1 toenely grotal el Ly thw
dnrogr ept 1o isteibat 1o of oo gran’oates e ravRl primaty
heslty care ooactioes and e daglogrest Ststegy ettty
foy TR 9t dET s At ptgmai @t B LRt e el e Pr iyt am
Bty , PR I L ISL DL TR S A I Y, [

Tt Sutolnnfol fBorL. toET D wbrgtep, o8 e Lanctaly
agpplicerts 1o Lomm.=iti0a 17 vepd oMU ATE e, .. "F LR
rut. T trw arwa to o e Yrorirat oar Yawlt?
gt e b SBErtagt aless e the o veped fonoar.vaty ety
providers v Lhe greatest, tha apPiieant MET ih P Tet L.y
cprr- BRf L @par ed Tl bt o tealtt Larp dmLi.Pry
BYSIET TUhl fely DPEATVIIy T TR LaN B 25

Tap o vasntaty b cos o etunerts ave el Tudtedg from the
proafunsiaral vorse oo, of eem ity L vaRd . R Dhgucian
(o othg mommgr 1ty agrees to Ne tha praieptor. Ire Progyram
B ilt STE APPLiLATt PIHLEQICT tea® and Ll togss i wof b
Lith both the studsnt snd the posceptor to strengthan tha
cpam 1plat unehp Tranghnet ther 1@-mDnth turtaculen.  URRP
Program yunplRiaos, LR collisholatiey leam vhied by CONTIDOES
o the mect . wetting. Because thae etode -t Of Jgrnstes
Prum thg pome oty ot 8 maptraty, of tee Sliroial
@.pat iamees grtat an Yhat entt.og, y tere g adoate ban @
Fegh cmvas Of pome teent Lo pfertice D0 thu same neet oy,
Bersuss of thin commtment to (he atga amd thesr SEonati il
T rE arEa B fLatUT g, fe it Lt T EUL B AR R S
Ch groun dtas ate csle el oas Lt R A RV Y S L
cume Lt g

T o ttat g T A G lamowine gt o@s Lt teghal pact
PR B i B 3 e e TR L PRERR L P R S S I Y1
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Item 14
UNIVERSITY OF NEVADA > HOOL OF MEDICINE

Office of 1d¢ Dran

Savits Medaal Seeenes Buniding
Reoo. Neveds 899470040
{T03) "B6001

FAX (700 "B 0%

Undergraduste Madical Student Education

four woek rotation for senior
of this rotation are to

Students are with care in sites thraughom rurel and frontier
e e e T
inventory that is psed the student aress of interest secd that they wish to focus

dean facilitates rural semiannually to discuss issues that
are unique to the rural roaton.

Students are expected 1 live in the community for the entire month and are housed be volunicer
families in each community. ion costs are the responsibility of the student.

Graduste Medical Edocation

Third year residents from the Deparoment of Family and Community Medicine spead for weeks
with a precepior in rural Nevada, The objectives ars to expose the residest to nwral practice and
help them 1o identfy clinical arcas they will address us thesr last year of residency training.

the resident and their famaly is provided at no cost by the preceplor.
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Itew 15
Eant Tennesee State University
femes M. Quiliens College of Medicing
Dacerimans of Pardy Matcne
G Ve 37574.5608
actencn Cay.

fo T Drrson of Soucsenr 1S KM-S198
Mumnmm n—n:m EL T

August &, 1991

Portia Mittalsan

Staff Director

Special Committse on Aging
U.8. Senate

wWashington, D.C. 205106400

Dear Mo. Nittalsan:

systons in
gducation by ye=mov. rural discrimination in state funding for education.
m.m&msﬁumwwcmm:muyemmm
mammmmmmm

RURAL NEDICAL EDUCATION PROCRAMS The training of urban and ruml students in
urban areas soclalicos thes into urban choicea.  Health professsicnsls should
sedical students lsad the way in this effort

forvenir) and the North Caroling

preparation
£irst contact for our series of Continuous Rural Programs. This series
continues with special admissions, noml presentations, and rural preceptorship

./
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practice income,

3 e [OCLILY TR, Wi 5N LAY 1IN R

in Faolly Medicine progaame, Those faculty would to the Public Health

Service as advocates of rural and FHS coreers. They would develop rural

cwriculas and supxet theas efforts at their departpents. Other funde would

be neodod to tain these faculty for at institutions such as WAMI or ETS! or

BUINY/Buffalo o give thes the facuity devalopment necessary to prepare them in
developmant.

need and would be happy to report the results to you.

Ephasize ol faculty deve . in gmme and funding, I would be happy to
dovelop a proposal for & rural health sducstion conter (RMEC) that would
oencpes the training of these faculty. The sotup of thuse centers would be
sisilar to rural ressanch conters, but the purposs would be rura) oedical
education instosd of rural research. The RHEC would take on a pulti-state
responaibility for tracking potential rural health providers froo rurdl schools
through callegs and hoalth professions training. The RREC would trein rural
fxulty in the developmont or programs and curricula. The RNEC would have
significant rural modols in operstion and would welcome visiting faculty or
governaent officials at any time, It would support rural health oducation
prograns through infarmation retrieval about artici®®, speakers, prograss, and
research reqarding rural medical oducation.

Thexe i n @eal need fov Rugal Health Edugation Cepters, There will be

n rual for decades. State Programs arc lisited to state
cporation and lisited ststo budgets. Division of MNodicine funds are
umﬂdom:g progran- of departmant-oriented. Occasionally, programs such as
our Minifellowship in Rural Medicine branch out and attespt to train other
faculty in othar programs. Ne would 1ike to expand this podel to tora faculty.

m‘_ mh .3 AR Rura AR A1 NG Wid. il 848 QDAL 28N,
from sax ditforent statop. The hope is that they will go back and establish
niral programs and rural faculty development in their own states. Each of
thans, howowar, will have to purtue Roxting, faculty, staff, and other rosources
from stats or federal sources. It would halp to estahblish four or five rural
medical education centers acrosa the nation and charge them with the
responsibility for helping the sedical schools and primary care fesidencies in
thair regions o dovelop rumd facuity and rural programs. The centers wvould
demonstrate the federal commitment t0 rural medical education
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changed. Howsver, without the prodding of federal
Mmm-mmmu}wmmmw

I an algo for healthy competition. If Rural Medicine is mentioned as A
possidle spacialty and some povement
will have to respond to this challenge. Sose paselble rosults of this policy:

LMymmmmmwmmWrem
(AAFP policy often excludes rural general practice doctors)

2. Family wmedicine will instruct residency review coapittoes to emphasize
mmtymdmeﬂ rether than structure {numbesrs ard
type of ty and specialist, hespital size and location, sto)

3 Incyeascd pressurs fix RERVS and the remowval of geographic differentials
that hamper rural

4. Docreased resistance by crganised medicine to mud-level providers

& Increased rural coowittoo and cameil structure within the orgenigation.

i
€
§
£
g

all copnittees.
6 Incrossed pressure on medical school curriculum conmittees to provide
rural and primery care experiences.

Onoe Pamily Nodicine saso that the rural esphasis is here to stay, it will be

more enthuslastic, ar left bohind,  Nith increased emphasis on Rural Modicine

and Panily Wedicine, medicnl schecls would be forved to pay attention as thoy
curricula, adnission policies, ets.

in short, we must find rural students, sttract urban students t+ prinary care
and rural caresrs, maintaln their interest, prepare thom adeguat.ly, asd reward
than for their efforts with ralief from debts and the fair roimbursement that
RBRVS originally promised.

The foundation for all the above is true reimbursement reform, beyond the
cwrrent RERVS proposals. Without this, the above proposals are usoeless, We
must pay sore to got and xeep rural doctors out thore, I just talked to a
schooitmachor tonight fother than ay wifel, We came to the doecision that it's
not really the monoy that echooltaschers and rural doctors want. It's the
res that in our society in the 80's and 90°s sssocistes with money. We

teachars and prioary care doctore.  We must be willing to respect thes for
what they do and that seans battar funding.

We pppreciste the funding assistance in the Without federal funds owr
rural prograns would not exist. Help rural faculty fulfill their dreass of
training students for practice in rural America.

Sincerely,

Robert C. Bowman, N.O.
Piroctor of Rural Frograms

enclosures
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rural prowy
time and effort varking ons ¢n one with ey individuals and oesting with the
leadars of the compunity, the hospital, and the health professions.

ACHIEVING CRITICAL MASS n ander to the foundstion for rural programs,
one must mailntain current programs chtain tha personnel nNOCessary to

eotahlish a2 nev T™his ves Deetings {at all loveis),
carvespordenos, grant dommmentation, recruitment, and large
Soardinatona.  soretaries, ang. othere 1n sasatisl A yural tean 14

specialized
time rural faculty (who operats the academic world as well as rural
practice), a dodicatad group of etaff, and a8 supportive adsjnistration.

163



163

mm
i
!

£
f

i
iiey
wwnmn

515

m {is
Lo
il |

w
m

32k 21
!
it

TOET
fangl:
il

d

8

mmmm

i
H

mmMm

'
mmmm*Mu,m

1]

3ch

1

g
i

§
mwmm_w
il

1
i

i
i

:

§

164

Q

IC

E

Aruitoxt provided by Eic:



164

i, 1
e i e
i il ol
i gt gl

il gl Gk Bl
il Bl stk 4
wm mwmmn izl mw ummmm“ {i Mmu :

OSR SBAL Residency goedustes in naarby neal
metvork® of

practitioners who sncoursge

bapatit from support
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Those who will entar rural coamunitiss benafit frosa sowme initia)l

prwparation. Appalachian Preceptor stidents reoaive & weeX of instruction on
rural institutions, and the effsct of culture o health care,
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Practice, Compunity, Fanily and Personal Noeds

fural Health Profession Supply and Demand
Recruitsent
Retention and Satisfaction Issves
National Studics
Stato and Rogional Programs

Education and Tyaining for Rural Providars
The Dacision for Rural Practice
The Pipaline to Rural Practics ~ Rurnl Kedical Education Frograss
and Barriers to Rural Practice « PEPP, PREP, RPAP

Rural Commoni! Care
Assgssing the Needs of Communitiss
Prioritiss in Rural Health Cars

Conpunity leadership/Advocacy

Case Studies of Comdunity Devalopzent and Health Care
Toaching COPC to Studsnts

Participants in Nealth - Health Dept., Schoals, Businesses, Externsion,

Rural Health Factlities
Rural Hospital Problems and Solutions
Dewnloping and Maintaining a3 Prisary Care Dass
Local Governssnt and Ruml Hsalth Altarnstives
Compunity and Soard Evaluation and B Frograns
Rral Nursing Homes and Skilled Care
Nulti-skilled Rural Health Professionals

Rural Clinical Topice
Agrimedicine Toplos - Toxins, Farwm Safety/Injuriss, Nelse shatomont

obatetrics
Cardiclogy = ACLS
m-mammnammwwnm

t Rationts - Demanding, Chranically I, and Terminal Patients
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Bealth - NRHA, ANA, AAFP, AFHA, ANA

- fudMs
adwocetas in
of Commerce
of Raalth s
he
o pares Baaith Policy

The Role

jmvolwe family mectios
o the dsvelopmnt of rural aat'cal ekoation FROgTERS.

in Rursl Bealth

L

Social Issues
Energing Issues

Yy

T thome wbo hove

meburk of pal phymicians, providess, ant

change.
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care redmbursements for shortage rural areas, rural

1.

Berter prisary

i

oedical education -

and peripharal (758) faculty could

practitionore, st rimwy owe

1imos for oontyal {23%)
developent of yural prograns 3.

rural faculty
be provided to insge the

wmmmwmmamm
haalth profoss schools = Madicel schoole mist not ignare the nead to

Specialists sust also

oave.

, EVan i1 8

cinn.,

physd
o amnine the furding of health prefessions
of

the stato fit the institutional mission and
The needs and advice of rural aymunities

241

a1
the
the achool
into

4 mirror the distribution of rural and wrian
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FOLICY ANALYSIS ON THE RESOURCE BASED
RELATIVE VAIUS SCALE

THE FURAL INPACT

The dahate ovar RBRVS pay be a factor in tho declining wedical studsnt
Mmmmg’mw The perception (by current rural
less than ind

of the Aifferences in reimbursssent for cognitive and ural
medicina. This debate m8y Do & Sxctor in declining rurml and pricary care
interest. isprovenments in rural practice, haightensd recruiting
efforts o all Jovala, & new focus of Redical educetion on rural prograns,
and the restoration of fadaral noal funding, match rates for primary care
and gradusting medical student intorest (138 in recent AAMC survey) in
rural practice continue to decline.

PERCEIVED *10ST* REVENUE ~ Current rural physicisns face critical
shertages of parsonnel. They also know that thoy work and harder

assignment, PRO'a, and the financial threats of DRG's, rural no
have a low trust of federal prograss. They need to see eoDe relief
on the say, not dilutad promises. The slow, pralonged ntation of

inplemontation of these prograns still romains regrettably alow. Rithout
real haip, more rural ph a8y decide they have had enou The
loss of any ruml! phy. ta crucial bocause the shift of pa to
cthor physicians (if awvatlable at all) overwhelms then and causes

additional pressures on recruitRent and retention.

17101
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prizary care docteos 0 ctrm or them. They Alad hove a love affair with
the technalogy.
OUTLINE

1. The examination of the damand for care and associated

isngthy response
ss noted in the past with tha DRG'S and the NMAAC.

V. Secondary affects as subspecialists becoss sere technicians
inpacting on medical studonts docisions.
A. Raaction of subspecialists
8. Reaction of patiants
€. Discusaion of physwician isege and who will be a physician

The Pipaline to Rxal Fractice

The dscisdon for ruml practics is a sbole series of dscisions
thraghout the years of sducation and traindng. Roml hackprond is &
inportant factor in placing rumel pysicians. Students fIom roal areas nesd
mpport and guidance. Madical sohool adeisalons oomittess are the nat
madle. The aadioal school ssviromamt holds other chetaclss - whan
hospital-tesed miwpocialty role mxisls, wien spowas, and an addictive life

styls. Aw resifancies prepare residents for nanl pactios. A choloe which
dasands peowonal seturity, rofessional cospetenr s, and & greet ty to
carm for people. The follawing is & hrief mmmary of === aross.

iov Pricrity for Rumal Sacation

» \ mea y 72
CLRICeeT oopy AVAABIE

P



Q

ERIC

Aruitoxt provided by Eic:

mllege Freparation
At the college leval FEFP givos shixients advice

carses, gades,
amd special events to attend. Many do not “know the ropes® of health carears
as well as thoir wben poers. Ninorities have mumer anricoent propaes to

Rural aroes noed health professionnls of all types. Progpans beginning at
the high schonl leval or before can incyesse the poc) of rural applicants.

1. harlctts Roas, PhD, Appalachian State Uhiveswmity
. Rerscmal contact 8 the AMA Dnlegate to the Young Mysicians Saction

furts, and a facnlty advisar. The ASSIC arwists of students

mmﬂrﬁly%wﬂum. sgplying s
’a *
intavestsd in rua) fractioe and gperetes 68 & separate kynnch of the FRSIG.
axponents inclides

ogTTas of spealkere or viaits to noal physiclans, facilities,

mrthly
location for recous training, fun safoty aduoetion, or hiking,

There are mny Ways to enaxrage and maintain numl intarest. Rosl stddant
intorest. groupe are only ane part of & ooRtimous noral program.

Thare are aome basic concepts Pehind RREIG (and all rural progrems):
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8. Enthusiastic Paculty and Role Nxals
Mist have comitoent &0 work in o Bwerging and Bxciting Spacialty,

stadants reaidonts. that fer evary probien

nxal gractice, there {6 & aethod for that problem in
tratning o in Baple - of raal
mactice as overwerk. - a pap pactios

or get IR coverage or monlightos).
Gi infoomstion ahast the roands of rural
ve good p poaction through

" Drmaraitions = i,
Syphasis on cawmity lovel = loadnnchip,
educstion, conypational, cultural, and pdlic health
thraugh Rual Gmlth Clinios o solo prectics o
Hon-profit service oriented salaried with good pay
Clinionl challange = diverws, truly lenging {1inoeans
Rovards of doing needed sarvice
Foeling af cxmmity spyreciation § sutual bonding betweon the
physician and the cTunity

D S\pport oament and future ruml physiciare - spport growgw and role
mcel adviscon. Remesder, numl physdcians got as mach or more ot
of student and resident {ntoractions as tha stxiants.

ERIC L
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w mmy alloy rurel if
naml practios widge g9 b
mxmhu Bposoe Bpectatiors clearer  Start as Loowms
amkroW %ﬂ
a gmat
Uncartalin options tmught Quarantass
financen v salf Raxul health ciinic gtal
Losn Repeymant Capamity sounay
Seak higts clumsnd
thosrtain Rudds on clinical/prooadkoal Grop practice
Cindoal Assactive~ Eptance 1arger oMl Ares
AMEEessive Bowing 1inite e sesvioes
Actitude an sailable o
Rotations othar Axtars
on call personal Balance crop
[ - )
call pustrict
Tize aey
Cormunity Expommrs Rale mxalis Rual Nentor
i-
Sitittos
Practioce neads - e *
o8
surgery
HMospital
Othexr factars to arsider
Fernonal necds Spouse nesds Family Needts
Rocroation Jaob Schools
pocrs Bhation Church
Social Prioxis

PFLANS FOR THE SECOND RURAL HEALTH CARFERS FAIR AT ETSU
Coal

To introduce students from rural, medically underserved commmities to the
veriety ond oppeitinities A the health professions and to encourage them to
apply to colleges to prepare for thrae programs.

Background

The Rusal Bealtd Casser Pair. alsc called the MASH Workshop., was the idea of
Shane Roberts. (08 ‘91, He proposed a Workshep to prosote asdicel careers
asong high school students from the erdically wndesserved coustiss sorroundisg
ETSU. Shane obtained the support of the Deporiment of Family Mediciae end Dean
Stanton. Prom March of 1990 there wers 8 serirs of planning sectings with
Shane. other students. Dt. Juelles Rdwards {(Nuesing), Dr. Sue Barr {Public sad
Aflsed Healeh), and Drs. Dorotby Dobbins. Pamela Zoaborik., end Robert Bowman
ttom the Coilege of Medicise. ETSU spunsered the fiial NASH Nodhsbup on
September 29. 1990, Thirty-right students froa 10 roral high schools attended.

Targeted Studeats
selected 9th. 10:h. and 11th grede students from these rural bigh schucls:

Count ¥ Schwols
Johnson Johnsoa County High School
Unicei tniced Conaty Nigh School
Cralhger futlcdge Bigh & Washburn High Schools
Basblen forristosm-Ranhlen East & West High Schonls
fancock Honcock Coumty High School
Jefferson Jegtesson Cuunty High School
carter Ciomdland. Hampton Sigh., Rlfzabathton. Mappy
VYellev. & naka High Schoals
Geeene Chuckey-Doal b Weot Greepe High Schools
Hawkins cheroker & $olunteer High Schools
Cocke Ben Rooper Vocational & Cosby high School

)
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The pleming compilses Wnts 0 improve l—nlaum with the high school
w0 will the participants. Rurel iotammsred students 4n the
have sugsested that we gather rural intsrestad students from #ll bealth
to via . The purpose will be to clarify
criteris to be used in selecting stodeots and to sn-ltl::n interest fn the

3
]

Bedical. nureing., end allied health students from ETOU wil) made visils to msay
of the targetsd achools to stiaulate s/-uents to spply throogh their achool
stisnce department. The science depertment i0 each school will thea select
adle students who might de appropriately stimulated inte health coreers,

jecniico

The Bural Nealth Career Fuir will de held in the Culp Center on Satuiday.
Octoder 26, from Sas to & p.m,

Cyericnium

The content of the day's sessions wiil cover the collesge ainissions process,
three introductory werkalops showing the waristy of careers and skills used (n
medicine: pursing, mod pudlic acd allied Meaith. and an sddress by a rural
hospital adeiststrator sbowing the current and projected demstd for these
various Mealth professtonais.

ETSU students from all three scbools will participate in contacting and
visiting the achools and as guides on the day of the fatr. Scme of the ETSU
udents, trained by the Mmissions 0ffice. will lead spall grocp seseions on
the collspe adnissions process.

Faculty and steff of the throe achools will work wit their students to dsvslop
the three one~hour worksheps ou options asd skills Lo oedicine. oursicg. amdt
padlic sad 23iied health.

Scheduls

$100 = 930 Arrivel/Regivtration/wWelcone

9:30 - 10:00 Speaker, Jim Mcfakin, lnicoi County Memorial ¥nepital

10:D9 - 10:30 *The College Admissions Process™ to be conducted by ETSU
students spectially prepared by the Adomisstons Office.

10:45 ~ 11:43 Workehop Session: The Collewe of Nedicine. the School of
Bursing. sod tbe Schoot of Public and Allied Health will
conduct simultapeous workshops.

12:00 - 1:00 tLunch st the Mmin Meal in the Culp Center.

1:15 - 2:15 Sorkshop Session 11: Students rotate to snothel sension

2:30 - 3:30 ¥Workshop Seasion IIY: Students rotste to anotbher session

3 - 1:45 Complete and sabwit evaluation forms ta third seasion

3:48 Home

Resources

The Planning Commitise membders are:
Or. Mancy Alley. Nuraing
Br. Bus BSarr, Public ang Alltied Nealth
Max Bonek. Nursing
Pr. Subert €. Bowsan. Fomily Medicine
Kevin Buchsnan, SURSIC {Rurs) Student Intrrest Cioup)
Cusmins Cuuch, RURSIG
Brenda Foster. Public and Allied Hralth
Briad Boward, family Medicine
Pr. Forrest Lang. Fooily Medscine
Linds Nwosu. Femily Medicine
Tammy Poweil, FPSIG, Family Preclice Student Interest Gioup

v pext aeeting of the planning committee is Tueaday. Septembes 0 at 11:90
an. Nembers shonld bring a bag lusch.

Student participstion ~ This is & critical ared. Pacully from all drpartments
of Bealth Sciences will enlist student groups ot their divisions lo
perticipete. A in 1990. the health science students will act as guides to the
vistiing students.
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Kai=rials = Drs., Sue BDarr snd fmxt Bocek are revising lsst yesr's materials
the high achoel teachese/counsslliors which give the critsria for selection
participants. These will reflest our destire for students who arw
peeplevoriented, who sre intsvested in sny of these haaleh coresrs. snd oho
10 or able 0 go ot & college prep high school progrss (have taken or
take the prerequisite science and sath courses).

Norkshop are being collectad. We sre intersated in finding out which former
participants are sctually plmming to pursue a health carecer. shiere they are
placning to attend college, and whether thay were infloenced in any way by that
day’s progyss.

Budget for the Nothshop

Last yenr's expenses of $381.83 were paid for from the Dean‘s Foundacion

Acrount. This year Dess Stanton has pledged $270 from the Collepe of Nedicins.
spproxisately one third of the projactsd budget.

frojected Budget the 1991 Workshop for 86 stulents:

Pood Service
AN {srolls and fuice) $ 10.00
tusch for high school students 40%.00
Lunch for bealth science students 190.90
Speoker 100.00

Transportation for presVorkshop visits to
seiected achools Dy students and 131.60
faculty {sboot 500 miles)

Haterials and facully tite will de provided by the divisions sud are not
tncluded in the budgel.

2ther resources

Michelle Banner ot Telent Search. works with a progran funded by the Depart.
af Bducatien to tdentity and provide counselling for poor but able students
entering 12th grage in eight of these commtiss snd B and 10th graders in twe
comnties. She ts willing to secommend participsnts, based on their records . °
studenis’ caseer goals snd scademaic atonding.

Ronnie Grons, Direcior of Upward Bound here at FTSU. woths with 10th- t21h
graders Lo & progvas to give siallsr coumselliog plus enrichment and tutoring
0 prosistrg students from poor families or froe tamilies wvhere Detther parent

was college edacsted. Ee is willing to work with us te identify studeots froe
thicoi and Carter countiss to participate.

Wike Pitts of the sdmissions Office has agreed to help prepase EYSU students
aselected (o present “The College Admissions Process.™

Jim McMalin, a hospital adeinistrator st Unicol Gounty Memorial Rospital has
accepted the invitation to address the stuients.

O

Q 177
ERIC

Aruitoxt provided by Eic:



18BN 0-16-038450-8




