NEWS AND COMMENT

Medical Education: Carnegie Panel
Urges Expansion, Acceleration

The Carnegie Commission on High-
er Education’s latest report* is sub-
titled “Policies for Medical and Dental
Education,” but it propounds a set of
interrelated ideas for the recasting not
only of health manpower training but
of the whole system of health care
delivery in the United States. The
commission, for example, recommends
a 50 percent increase in the number
of students entering medical school
and a substantial shortening of the
period of medical training, but it
places equal emphasis on the develop-
ment of a network of “health educa-
tion centers” allied to medical schools
as a means of improving health care
throughout the country.

The report received considerable at-
tention in the press when it was re-
leased and in some places was her-
alded as another Flexner report—the
allusion being to the landmark report
on medical education in the United
States and Canada by Abraham Flexner
in 1910, which led in a remarkably
few years to the disappearance of
proprietary medical schools and the
ascendancy of modern, science-based
medical education.

The Carnegie Commission invites the
comparison in its report by citing Flex-
ner, but does it not by presuming to
don his mantle but by asserting that
today “medical and dental education
are undergoing more constructive self-
examination than they have since the
Flexner report in 1910—and more
self-examination is going on than in
any other field of higher education.
The second great transformation of
medical education and research is now
under way, and the United States, once
again, will greatly benefit.”

It should be noted that the reference
to Flexner is double-edged since it is
the sweeping success of the Flexner
reforms that created some of the prob-
lems now afflicting the health care
system.

What Flexner called “reconstruc-
tion” meant a sharp reduction in the
number of medical schools by means
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of the accreditation process and actions
of the state medical boards and, in the
surviving schools, an upgrading of fac-
ulty and an overhaul of curriculum
with emphasis on laboratory sciences
and clinical instruction.

As a direct result of the Flexner
reforms, specialization and research in-
creasingly dominated academic medi-
cine. Advances in medical science and
technology have made the academic
medical center increasingly important,
and a growing proportion of physicians
make careers in teaching, research, and
administration in medical centers that
exercise limited influence on the gen-
eral quality of health care in their
areas.

As the report puts it, “The Flexner,
or research model . . . , looked inward
to science in the medical school itself.
It is a self-contained approach. Conse-
quently, it has two weaknesses in mod-
ern times: (1) it largely ignores health
care delivery outside the medical school
and its own hospital, and (2) it sets
science in the medical school apart
from science on the general campus.
. . . The self-contained Flexner model
thus leads to expensive duplication and
can lead to some loss of quality.”

In writing its prescription the Car-
negie Commission demonstrates the
special concern for equal educational
opportunity which has been a common
factor in its recommendations for
change in other sectors of higher edu-
cation. In setting its goals—which fall
into two rough categories, manpower
and organization of health delivery
services—the commission assumes that
expansion of national health insurance
in the near future will exert heavy
pressure on existing resources and make
decisive action in the current decade
imperative.

The commission urges that the num-
ber of medical school entrants be in-
creased from the estimated 10,800 in
the current year to about 16,400 by
1978. To accomplish this the commis-
sion recommends that existing medical
schools reduce the period of training
for the M.D. degree from 4 to 3 years
and that nine new medical schools be
established. The commission feels that

a minimum class size of 100 medical
students is desirable. The report rec-
ommends that many of the new places
created in this decade should be filled
with women and minority students.

To further reduce the time that
elapses between the student’s embark-
ing on his medical training and his
entering practice, the commission also
suggests that residency training be cut
from 4 to 3 years.

Efforts at shortening the length of
medical training are afoot in many
places. There seems to be fairly gen-
eral agreement that the better science
instruction in high school and college
today makes feasible a telescoping of
premedical or predental and profes-
sional school science education. The
3-year medical school, while still re-
garded as something of an experiment,
is already in operation at Dartmouth
and a few other places and seems likely
to become a fairly widely available op-
tion. A suggestion in the Carnegie
Commission report which may appeal
to medical schools disposed to foster
greater flexibility in health care educa-
tion is for creation of a “midpoint de-
gree,” after which the student could opt
to be a candidate for the M.D. or Ph.D.
or to take employment as a teacher or
as a medical assistant or associate.

There are, of course, arguments
against acceleration, The most famil-
iar is the one that medical men need
more exposure to the liberal arts and
social sciences, not less. The medical
school curriculum itself is a perpet-
ually disputed compromise which is
difficult to alter and agonizing to
reduce.

In postgraduate medical education
there would appear to be slightly great-
er leeway, since the virtual universality
of specialty training today has deprived
the internship of its traditional func-
tion. The American Medical Associa-
tion (AMA) has, in fact, approved
elimination of the internship; no in-
ternships will be approved after 1975
unless integrated with residency train-
ing. At the same time, however, the
inexorable growth of medical knowl-
edge and the sophistication of tech-
niques have created pressures to extend
residency training in most specialties.

So severe does the Carnegie Com-
mission believe the shortage of medical
manpower to be that, even if its rec-
ommendations for a S50 percent in-
crease in medical school entrant places
and a 20 percent increase in dental
school entrant places were imple-
mented, the commission thinks a rel-
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atively greater increase in the training
of paramedical personnel is necessary.
The present ratio of physicians to al-
lied health personnel is estimated at
1 to 10 and the commission says this
ratio should be substantially increased.

To achieve the expansion of health
care education that it recommends, the
Carnegie Commission acknowledges
that greatly increased financial support
is necessary and that the federal gov-
ernment will be required to play the
principal role. The report sets forth
several recommendations for aid to
both institutions and individuals.

The commission calls for a program
of federal medical and dental education
grants to students from low-income
families. The grants would range up
to a maximum of $4000 a year ac-
cording to a formula that would scale
the grants according to the student’s
family resources. For students from
families with higher incomes, the com-
mission urges that loans be made
available to all who need them. An
“Educational Opportunity Bank” is pro-
posed to service these loans. A key fea-
ture of the arrangement would be that
borrowers would pledge to repay a per-
centage of his gross annual income for a
fixed period of years after graduation.
The amount repaid would thus vary
with income and the repayment scheme
would provide some incentive for those
in modestly paying public service work.

Forestalling Tuition Boosts

The commission recognizes that a
grant and loan system could easily
encourage boosts in tuition charges
and discusses such countermeasures as
federal support through federal cost-
of-instruction supplements to medical
schools and the creation of a system of
uniform tuition charges.

While giving it relatively brief men-
tion in the report, the commission does
acknowledge the value of a vigorous
biomedical research program and, in
fact, predicates its general discussion
of medical education on the assumption
that a strong research program will

continue. The commission favors giv-

ing research a sort of guaranteed an-
nual wage by seeking an understanding
that biomedical research would con-
tinue to receive its current percentage
of the gross national product (0.042
percent).

The price tag the commission puts
on ijts recommendations would add
$272 million to the estimated $275
million in federal funds being spent on
scholarships and loans and institutional
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support for medical and dental schools
in the current year, By the end of the
decade the total annual cost would be
about $727 million, assuming conver-
sion of all medical schools to 3-year
programs, or $900 million otherwise.

A key concept in the commission’s
design for reformed health care de-
livery is that medical schools, which
the report calls “university health sci-
ence centers,” not only take respon-
sibility for the training of physicians,
dentists, nurses, and other health care
personnel, but also cooperate with
other community agencies in improving
health care in the area. Complementary
to the health science centers and linked
to them would be a network of “health
education centers” strategically located
to serve sparsely populated rural areas
and urban areas where health care is
inadequate. These centers would pro-
vide patient care on a referral basis.
Residents and M.D. candidates would
be assigned to the center and a vari-
ety of educational programs would
extend the resources of the university
science center to communities which
need them. The commission asks cre-
ation of 126 of these health education
centers, for which there are already,
apparently, a number of prototypes.

The Carnegie Commission, headed
by its chairman, Clark Kerr, is now
about halfway through its planned 4-
year comprehensive study of higher
education. The new report, although
it is timely and deals with a highly im-
portant subject, represents something of
a side trip for the members of the
commission, who, despite their con-
siderable talents and distinctions, are
not experts on medical education and
health care. The report, in fact,
pointedly acknowledges the debt of the
commission to its advisory committee
on medical education and, especially,
to Mark S. Blumberg, former director
of health planning at the University of
California, and Robert Tschirgi, pro-
fessor of neuroscience at the medical
school of the University of California,
San Diego. On the committee were
such movers and shakers in medical-
policy affairs as Robert Glaser, dean
of the Stanford Medical School, Philip
R. Lee, former assistant secretary of
Health, Education, and Welfare, now
chancellor of the University of Cali-
fornia medical center in San Francisco,
and James A. Shannon, former Nation-
al Institutes of Health director, now at
Rockefeller University.

The main ideas in the report repre-
sent, as a matter of fact, a kind of

consensus developed and refined over
the past decade in long-running discus-
sions among medical school admiris-
trators and faculty, medical economists
and sociologists, government adminis-
trators, and foundation officials. The
commission’s recommendations would
probably find favor with a majority
inside the establishment in academic
medicine and would be at least accept-
able to many younger physicians who
strongly favor experimentation with
new forms of health care delivery and
deeper involvement in community med-
icine. One drawback is that there are
two establishments in American medi-
cine—represented, respectively, by aca-
demic medicine and the AMA-—and
there is evidence that large numbers,
of physicians in private practice are.
indifferent or hostile to the sort of
changes espoused in the commission’s
report.

A Comprehensive Plan

The report, however, could become
a major point of reference because the
commission, its advisers, and staff have
managed to see the problem whole and
to put into the public domain a clearly
stated analysis of the problems and
what approaches a comprehensive, if
expensive, plan for meeting them. Their
timing is excellent.

The analogy with the Flexner report
breaks down, however, if only because
Flexner had the cards stacked in his
favor. The proprietary schools were in
disrepute, and Flexner’s detailed in-
dictment of them settled their fate.
The model for reform in medical edu-
cation existed at Harvard and Johns
Hopkins and for biomedical research
at the Rockefeller Institute. Flexner
had the support of the more solid sec-
tors of the medical profession who
were weary of the sectarian squabbles
of the day and of the unseemly scram-
ble for patients with their less-qualified
colleagues. The Flexner reforms also
had the millions of the big philanthro-
pists behind them, particularly of Rock-
efeller and Carnegie. The only flaw in
the Flexner logic, it seems, was the
assumption that, if only medical edu-
cation were reformed, medical care
would take care of itself.

It hasn’t worked out that way. The
cost of reform will be billions, not mil-
lions, and the inertia in the system is
infinitely greater. Flexner ignited a
marvel of voluntary reform. Today it
would take that plus epic action by
Congress to change the medical map.

—JoHN WALSH
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