
decisions, CECo is unwilling to choose 
sole dependence on either coal or nucle- 
ar generation on the basis of a 20 percent 
cost advantage either way. As of 1978 
CECo has six nuclear units of the 1100- 
MWe class under construction. We pro- 
ject that in the mid-1980's about 60 to 65 
percent of our generation will be nuclear, 
about 30 percent will be coal, and the re- 
mainder will be oil. Generating unit com- 
mitments for the foreseeable future will 
be nuclear and coal. We believe that any 
policy that precludes or restricts either 
technology would be unwise for the 
United States as a whole. 
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out by six regional accrediting bodies, 
whereas program accrediting in the 
health field is a responsibility of some 20 
specialized accrediting agencies. Both 
types are coordinated by the Council on 
Postsecondary Accreditation (COPA) 
(1). This arrangement is nongovernmen- 
tal in origin, in contrast to the system in 
most other nations where ministries of 
education within the government are re- 
sponsible for setting and maintaining 
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Accreditation . . . permits and encourages the 
professions to contribute to the assurance that 
their future members will be adequately edu- 
cated and prepared to serve societal needs. 

The role of accreditation in American So- 
ciety has grown to the extent that virtually 
every institution and many programs of study 
are forced to seek accredited status. Institu- 
tions may exist but few thrive without accred- 
itation. Seen in this light, it is a misnomer to 
term accreditation voluntary. The function 
accreditation serves must be performed for a 
complex society. If it were not performed by 
private groups, government agencies would 
have to step in to fill the void. Because of its 
growing social role, many have termed ac- 
creditation a quasi-governmental function. 
But accreditation also serves narrower, less 
public functions (2, pp. 2-3). 

The authors go on to acknowledge both 
the growing national commitment to edu- 
cation at all levels through the granting 
of public money and a concern for edu- 
cational opportunities and fulfillment for 
the disadvantaged. Because education 
has become "recognized as indispens- 
able to private individual benefit and to 
the public welfare" the accrediting pro- 
cess is now viewed as serving a social 
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pathways which will permit students and 
practitioners to experience the inter- 
relationships they must share for further 
development and integration of the two 
concepts. 

If a team approach to the delivery of 
health care is a worthy goal, the stage is 
set for a new era in health professions 
practice and education from which new 
concepts of interprofessional education 

Summary. At least 50 vocational or professional groups, exclusive of specialties 
within categories, now provide a health service. Each group seeks to identify itself as 
a specialty health service. Many have established accrediting procedures for main- 
taining educational standards, and the number is increasing. So great is the demand 
from the accrediting bodies that universities and academic health centers find that the 
cost in terms of money, time, and duplication of effort has become exhorbitant, and 
thereby a major problem in the management of educational institutions. The dupli- 
cation of effort leads to fragmentation of the entire accrediting process, and this, in 
turn, fosters inadequate sharing of health professions educational experiences. A 
model is presented that would lessen the burden of accrediting on educational institu- 
tions and simultaneously permit testing of the feasibility of a multiprofessional accred- 
iting mechanism. 

Among those areas singled out for 
change was the accrediting process in 
general. Here we focus on one segment 
of the accrediting process, namely ac- 
creditation in health professions educa- 
tion, with particular reference to the 
need for restructuring the present in- 
efficient and fragmented system into one 
that is multiprofessional in character and 
unicameral in structure. 

Deficiencies in the Traditional 

System of Health Care Delivery 

Biomedical research of the past 40 
years has added much to human ex- 
pectation for a better quality of life 
through improved health status. Accom- 
panying this development has been the 
recognition that serious deficiencies ex- 
ist in the traditional systems for deliv- 
ering health care to many people. As a 
result, social pressures have initiated 
changes in the delivery system, many of 
which already are reflected in the educa- 
tional programs of the autonomous yet 
interdependent he'alth professions. 

Two dominant concepts have emerged 
from the intermingling of the forces of 
change. The first deals with the preemi- 
nent position of the patient and his 
needs-the ultimate focus of all health 
care activities. The second views an in- 
tegration of effort on the part of those 
who provide are-the health team ef- 
fort-as a condition of the future. The 
latter recognizes that the traditional iso- 
lated approach to health professions edu- 
cation must give way to new educational 
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and training will emerge. Already, mea- 
sures to correct existing deficiencies in 
the delivery system are following a 
three-pronged attack. The first is to im- 
prove the accessibility of the system to 
those to whom it is inaccessible. The 
second is to improve the quality of care 
for those who receive substandard levels 
of care. The third is to contain the costs 
of care. If, in fact, the way of the future 
in health professions education evolves 
along an interprofessional axis, it is rea- 
sonable to accept the thesis that a multi- 
professional mechanism for accredita- 
tion will contribute to the achievement of 
both the educational and patient care ob- 
jectives. 

Changing Attitudes and Patterns 

in Health Professions Education 

Many forces have contributed to the 
spirit of change that has prevailed in 
health professions education in recent 
years. Society has called for more health 
workers, students, for relevance to the 
needs of people, and young faculty, for 
innovation in teaching methods in order 
that education might become more re- 
sponsive to the daily needs of people 
than in the past. Medical centers have 
gone into the community to care for 
people by establishing clinics. The health 
team concept has stimulated reform in 
both academic structures and programs. 

While the reduction of federal mone- 
tary support of health professions educa- 
tion since 1973 has lessened the financial 
resources available for innovation, it re- 

mains true that the educational forces 
cited in the foregoing are shaping new 
approaches to health professions educa- 
tion and new patterns of professional 
practice. At a conference on health edu- 
cation in 1967 (4), the following state- 
ments were made by William N. Hub- 
bard, dean of the University of Mich- 
igan's medical school, and Rozella 
Schlotfeldt, dean of Western Reserve's 
school of nursing, respectively: 

As society's health needs change, the role of 
every one of the professionals related to 
health is changing. This must inevitably be so 
if my basic assertion is correct, that the pro- 
fessions are the product of society's needs 
and are not self-generating (4, p. 6). 
If, however, the concept of cure encompasses 
therapies which help people attain maximum 
health, function, and comfort, then there are 
many health professionals who participate in 
the therapeutic programs for persons whose 
physical, emotional, and social circumstances 
keep them from enjoying a full measure of 
physical and mental health (4, p. 11). 

Three years later, at a conference on 
pharmacy manpower at the University of 
California in San Francisco (5), the 
theme was continued when William S. 
Apple, executive director of the Ameri- 
can Pharmaceutical Association, and E. 
F. Pellegrino, then dean of medicine at 
the State University of New York at 
Stony Brook, respectively, said: 

... I would like to see more serious consid- 
eration given to a merger of all health profes- 
sional schools and the development of an edu- 
cational system which produces a basic health 
practitioner in three or four years (5, p. 11). 
Education for the health professions-and 
parenthetically all education-must, in a com- 
plex society, become more attuned to socially 
useful end points; that is, to the production of 
individuals who can perform specific tasks in 
a highly organized, institutionalized, tech- 
nologically oriented system of health care (5, 
p. 84). 

At the first truly interprofessional health 
education conference held at the Insti- 
tute of Medicine in 1972 (6), a speaker, 
when confronted with one of the ques- 
tions being considered under the topic of 
"Educating for the Health Team," said: 

One of the difficulties ... is the fact that we 
know that things should be changed and that 
we are caught up in a status quo situation. We 
should be able to identify these problems and 
structure programs directly to meet these 
needs.... The problem is that we are en- 
trenched in a system that has gotten hold of all 
of us and each one is bogged down by his own 
traditions (6, appendix 3, p. 14). 

No one can deny that there is a ferment 
of change in health professions educa- 
tion, and no one will challenge the state- 
ment that reform will be painful. The tra- 
ditions in all professions are entrenched 
too deeply, and the barriers that have 
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need, and the agencies that carry out the 
accreditation mission are seen to be ful- 
filling a social obligation. 

The entire system of higher education 
came under critical review by an inde- 
pendent task force funded by the Ford 
Foundation in 1970. The report of the 
task force (3), commonly referred to as 
the Newman report, called for a broad- 
based reform in higher education. 



established the splendid isolation of 
the past are too rigid to permit change 
without struggle and controversy. But 
the interrelationships among the sev- 
eral groups are changing; organization- 
al structures within universities and 
schools are broadening and acquiring de- 
grees of accommodation that in the past 
have not existed; curricula are being 
changed so as to reflect a degree of social 
consciousness heretofore barely dis- 
cernible; coordination of effort between 
the scientific and clinical disciplines is 
bringing about an integration of knowl- 
edge and skills for improved instruction; 
joint appointments at interdisciplinary 
and interprofessional levels are being 
made with increasing frequency; hospi- 
tals and clinics are becoming learning 
centers for those students who will pro- 
vide direct patient care in their careers; 
and conferences and rounds for physi- 
cians, nurses, and pharmacists are now a 
frequent occurrence in health center 
teaching hospitals. One has only to refer 
to the recent paper by Hogness and Akin 
(7) to appreciate the extent of changes in 
student populations and the inter- 
mingling of students that now goes on at 
academic health centers. 

Among the conclusions reached by the 
steering committee after the inter- 
professional health education conference 
in 1972 (6) was the following: 
All health professionals need a better compre- 
hension of how their respective functions in- 
terrelate with one another. While each must 
understand his own unique role, he must also 
know the specific contributions others can 
make to the resolution of the clinical problems 
at hand. Only then can the total effort of all 
health professions be coordinated to meet the 
concerns and interests of the consumers (6, p. 
23). 

Heaney (8) has outlined a theoretical 
basis for integration of health profes- 
sions education in a multiprofessional 
health sciences center. He cited three 
premises that are appropriate for the 
present discussion, since they capture 
not only the spirit of change, but seem 
self-evident truths in themselves. 

1) There is an essential, intrinsic unity 
of the health sciences-a unity of con- 
tent, purpose, and, for the most part, ori- 
entation as well. 

2) Separation of health professionals 
into the four major categories of medi- 
cine, dentistry, pharmacy, and nursing is 
arbitrary and hence imposes unneces- 
sary and possibly harmful constraints 
upon their educational production. 

3) The personal and functional goals 
of health professions students, even 
within apparently homogeneous cate- 
gories, are diverse. 

Apparently, until recently, there was 
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no reason to believe that relationships 
with other professional groups were nec- 
essary either in practice or in education. 
This traditional attitude has now been 
challenged by educators, practitioners, 
and students, and has been shown to 
create deficiencies in both patient care 
and education. 

Program Accreditation in the 

Health Field 

Accreditation in the health field today 
is carried out by groups who perform 
specialized accreditation functions for 
their respective professions or occupa- 
tional fields. In several of the health 
fields (medicine, osteopathy, dentistry, 
podiatry, optometry) accrediting is a 
function principally of the corresponding 
professional society. In certain of these 
fields, the committee or council of the 
professional society which is responsible 
for accreditation includes representa- 
tives from the corresponding profession- 
al school association (medicine, den- 
tistry, podiatry, optometry). Some also 
include representatives from the cognate 
group of state boards of examiners (den- 
tistry, podiatry, optometry). But in all 
such cases, the parent body of the ac- 
crediting group is the society of prac- 
ticing professionals into whose numbers 
the graduates of the accredited schools 
will enter. 

There are a few notable exceptions to 
this pattern. For example, nursing ac- 
creditation is under the direction of the 
National League for Nursing (NLN), 
which is distinct both from the principal 
association of professional nurses 
(American Nurses Association) and from 
the professional school association 
(American Association of Colleges of 
Nursing). Whereas the NLN Board does 
include two public members, none of its 
accrediting councils contains such mem- 
bers, nor does it explicitly represent ex- 
amining or licensing bodies. By contrast, 
the American Council on Pharmaceutical 
Education, responsible for accrediting 
pharmacy schools, is an organization 
with a tripartite sponsorship, that is, the 
American Pharmaceutical Association, 
the American Association of Colleges of 
Pharmacy, and the National Association 
of Boards of Pharmacy. In addition to 
three members appointed by each of the 
sponsors, the council has a tenth mem- 
ber appointed by the American Council 
of Education. This member is not a phar- 
macist, and has no pharmacy association 
prior to his appointment. He serves the 
council as a generalist from the educa- 
tional "public." 

Defects in the System of 

Program Accrediting 

The system of program accrediting 
just described exhibits many serious de- 
fects. Most glaring and already under at- 
tack from several quarters is the domi- 
nant pattern of program accreditation by 
an arm of the cognate profession. This 
relationship has been criticized severely 
on the grounds that a conflict of interest 
arises and the public interest is ill served 
when a professional society controls the 
standards of education, the number of 
accredited schools, and hence the num- 
ber admitted to the profession. 

The U.S. Office of Education has 
taken cognizance of this defect in the 
existing system, as has the Newman re- 
port which recommended 

. . . that 1) the composition of established ac- 
crediting organizations should be changed to 
include representatives of the public interest; 
and 2) federal and state governments should 
reduce their reliance on the established organ- 
izations for determining eligibility for Federal 
support (3, p. 66). 

These recommendations can be inter- 
preted as opting for additional controls 
by the U.S. Office of Education (9). 

A second principal defect lies in the 
fact that single program accrediting fails 
both to evaluate the interprofessional 
components of health professions educa- 
tion and to encourage efforts at the shar- 
ing of learning experiences across pro- 
fessional disciplines. It is precisely these 
components that are necessary for coor- 
dination of health care services. Hence 
the present accrediting process, under 
the banner of high educational stan- 
dards, serves to perpetuate precisely 
those features of our health care system 
most in need of change. 

Third, there is the inordinately high 
cost to the institution which has followed 
upon proliferation of program accredita- 
tion. There are today at least 50 distinct 
vocational or professional groups pro- 
viding a health service, exclusive of spe- 
cialties within categories. Each group 
seeks to identify itself with a specialty 
health service, and many have estab- 
lished education and training programs 
to provide practitioners with the knowl- 
edge and competencies they require for 
practice. In order to maintain indepen- 
dence, and in some instances to achieve 
professional status (recognition), accred- 
iting procedures for maintaining the stan- 
dards of the educational programs have 
been developed. As a result, universities 
and academic health centers constantly 
are asked to open their doors and books 
to visiting accreditation teams. In addi- 
tion to the visits from the specialty ac- 
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crediting agencies, the universities re- 
ceive visits on a regular basis from the 
regional accrediting bodies. 

So great has the demand become from 
the accrediting bodies that universities 
and academic health centers find that the 
cost has become exhorbitant, in terms of 
money, time, and duplication of effort. 
The duplication of effort leads to frag- 
mentation of the entire accrediting pro- 
cess, which, in the final analysis, is not in 
the public interest. This state of affairs 
prompted the Association of Academic 
Health Centers (AAHC) to recommend 
in 1977 "that efforts to unify accredita- 
tion procedures should continue and 
that, pending the outcome of such ef- 
forts, the Council on Postsecondary Ac- 
creditation and the Office of Education 
place a moratorium on recognition of 
separate accrediting authority for exist- 
ing health related professions" (10). 

Need for Research and 

Innovation in Accreditation 

In 1970, the Commonwealth Fund pro- 
vided support for a Study of Accredita- 
tion of Selective Health Educational 
Programs (11), the sponsoring bodies of 
which were the American Medical Asso- 
ciation, the Association of Schools of Al- 
lied Health Profession, and the National 
Commission on Accrediting. Although 
the primary focus of the study was the 
existing accrediting process being con- 
ducted in 15 selected health professional 
fields "on a collaborative basis under su- 
pervision of the American Medical Asso- 
ciation," the scope of the study was 
much broader and embraced "the entire 
gamut of the health professions and ser- 
vices" (12). The report of the study com- 
mission was published in 1972, and in- 
cluded among "the issues confronting 
the allied health accrediting section," 
was "Research in Accreditation." The 
commission's position on this issue was 
strongly critical and included the follow- 
ing statement: 
Of the many criticisms leveled at accredita- 
tion, none are more difficult to refute than 
those aimed at the validity of accrediting pro- 
cedures and standards. Criteria for accredita- 
tion are still adopted by most accrediting 
agencies solely on the basis of subjective 
judgments even though the state of the art 
would permit the use of more scientific tech- 
niques of evaluation. 
To date, little research in regard to either the 
criteria or procedures of accreditation has 
been performed. 
Whatever the specific reasons for the past and 
current lack of accreditation-related research 
and validation, it is improbable that the public 
will continue to accept a system based only on 
subjective individual judgments. 
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The validity of accreditation will not be able 
to stand indefinitely on the sole basis of indi- 
vidual presumptions of supposed worth. Only 
if objective evaluative techniques replace-or 
at least supplement-subjective evaluations 
will accreditation be able to maintain its credi- 
bility. 
Despite some inherent difficulties, research 
designed to validate the development, sub- 
stance, and application of accrediting criteria 
is basic to the future viability of accreditation 
in all fields. . . . Acceptance of research as a 
high-priority concern of all agencies respon- 
sible for accreditation in the health fields 
should be promoted; and adequate financial 
resources should be made available to support 
the necessary research in allied health educa- 
tional accreditation (12, pp. 11-12). 

There is no evidence of any organized 
or experimental attempt to bring in- 
novation to the existing structure, al- 
though a wealth of evidence has been 
provided to substantiate the need for 
changes in both structure and process. 
No attempts apparently have been made 
to consider how a multidisciplinary or in- 
terprofessional approach could be ap- 
plied to the existing accreditation system 
in order to broaden the base of accredita- 
tion and improve its efficiency and ac- 
countability. Any attempts to evaluate 
programs through a cross-disciplinary 
mechanism have failed. At a meeting 
held in the office of the National Com- 
mission on Accrediting just prior to the 
formation of the Council on Postsec- 
ondary Accreditation it was stated (13) 
that "There has been a long history of 
largely unsuccessful efforts in this direc- 
tion." One might question if these efforts 
were sincere attempts to correct some of 
today's obvious deficiencies or if they 
were, perhaps, mere exercises. 

The lack of research in accreditation is 
a point of vulnerability of the accrediting 
system in higher education. There are 
numerous reasons why such research 
has not been conducted, including the 
meager financial resources available to 
most accrediting bodies, the lack of re- 
search methodologies and evaluation 
techniques that can be applied to the ac- 
crediting process, and an unwillingness 
to alter the status quo. However, if the 
accrediting system is to continue to be 
accepted as a socially useful institution, 
either by its "voluntary" participants or 
by the public whose interests it purports 
to serve, it must develop a more scien- 
tific basis for its function than it now pos- 
sesses. 

A Hypothesis 

The current status of health profes- 
sions education, of health care delivery, 
and of accreditation in health professions 

education and the existing climate for re- 
form, suggest that significant changes are 
taking place. In each area a phasing out 
of a historical period is occurring simul- 
taneously with a phasing in of a new peri- 
od. In brief: 

1) Health professions education is 
passing from the era of a categorical ap- 
proach to one that, although yet poorly 
defined, will be broadly multi- and inter- 
professional in nature. 

2) Health care practice is passing from 
an era that has been practitioner- and 
disease-oriented to one that is first and 
foremost patient-oriented, comprehen- 
sive in nature, and derived from a con- 
ceptual base of shared responsibilities 
for patient care, where and when in- 
dicated. 

From the changes that can be seen, 
and from the obvious overlap between 
health professions education and health 
care practice, we propose the following 
hypothesis: If health care services are to 
become increasingly patient-oriented 
and comprehensive, if health professions 
education to some degree is to become 
multi- and interprofessional in nature, 
and if the accrediting process is to be- 
come more accountable to the public in- 
terest than in the past, the goals of ac- 
creditation are more likely to be 
achieved if the process is conceived and 
implemented from an interdisciplinary or 
multiprofessional base, or both. 

A Model for Interprofessional 

Accrediting 

Here we propose a model that would 
lessen the burden that accrediting now 
imposes on educational institutions, and 
at the same time would permit testing the 
feasibility of a multiprofessional accred- 
iting mechanism. The model provides for 
an authoritative body known as the 
Health Professions Accrediting Council 
and would be composed of members se- 
lected from the present constituencies of 
the categorized accrediting agencies in 
medicine, osteopathy, dentistry, phar- 
macy, nursing, optometry, podiatry, and 
allied health, together with representa- 
tion from the public at large and from the 
humanities and the behavorial sciences. 
This body would be unicameral and 
autonomous. It would be responsible for 
accrediting isolated categorical programs 
where they exist, but would provide a 
framework and mechanism for simulta- 
neous multiple program accrediting. The 
latter would be made through a single 
visit to an Academic Health Center (or a 
general university campus). In either 
case, visitations would be made by a 
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single multiprofessional team. All ac- 
crediting teams would have a core com- 
position, for example, one physician, 
one nurse, one pharmacist, and one edu- 
cational generalist. The composition of 
teams would be augmented by additional 
members according to the needs of a giv- 
en program (medicine, dentistry, nurs- 
ing, allied health) in the candidate insti- 
tution. 

In addition to evaluation with respect 
to applicable professional standards, the 
team would evaluate explicitly both the 
interprofessional context and content of 
the subject programs and the broader in- 
stitutional capability to support pro- 
grams in certain general categories. In 
this sense they would function in a man- 
ner similar to that of the regional 
agencies doing institutional accrediting, 
and like certain of them, might use a self- 
study approach which tested an institu- 
tion's performance against its own stated 
goals. In any event, the documentation 
required for multiple program visitations 
would be standardized, thereby improv- 
ing the efficiency of the process to both 
the accrediting council and the educa- 
tional institution. 

Such a mechanism would provide: 
1) A model for testing the feasibility 

and evaluating the outcomes of multi- 
professional accrediting, and for devel- 
oping criteria for accrediting. 

2) A flexible structure and process for 
multiprofessional accrediting for both 
categorical and institutional programs. 

3) An opportunity for research in ac- 
crediting as a means of improving the ac- 
countability of the process and enhanc- 
ing its value to society. 

The model provides for an experimen- 
tal approach to accrediting during times 
of social stress and change, and at a time 
when the limitations of the traditional 
system are all too well recognized. 

Implementation 

The model itself could not catalyze a 
reform in accrediting, because vested in- 
terests are involved. One would like to 
think that the kind of change indicated 
herein could come through a voluntary 
mechanism, simply because of its utility 
to society as a whole; that all concerned 
parties (American Council on Education, 

Association for Academic Health Cen- 
ters, Council on Postsecondary Accredi- 
tation) could come around a common 
table and lay the groundwork for a new 
voluntary system that would be attuned 
to today's needs. In the absence of a vol- 
untary change it seems that either the 
government will have to fill the void or 
the present cumbersome structure will 
collapse from its own top-heaviness. 

What would happen, for example, if a 
major academic health center were to 
say "Enough! No more!" and simply 
terminate its quasi-voluntary participa- 
tion in program accrediting. Several uni- 
versities have already refused further 
federal assistance under the Health Pro- 
fessions Educational Assistance and 
Nurse Training Acts, and with appropri- 
ate advance preparation of their state 
governments such institutions could 
minimize the licensure problems that 
might be associated with moving outside 
the voluntary accrediting system. One 
such action might well topple the whole 
outmoded apparatus, leaving nothing in 
its place. 

Milton Friedman (14) has, in fact, seri- 
ously proposed that deregulation of the 
accrediting and licensing process in 
health professions would best serve the 
public interest. Whereas we are inclined 
to disagree with Friedman, we do recog- 
nize that self-regulation may be facing its 
last chance to prove that it can do the 
job. Accreditation, as it has been known, 
has moved from crisis to crisis in a sys- 
tem fraught with fragmentation, com- 
promise, duplication, inconsistencies, 
and special interest groups. Heretofore, 
leadership has always come forth and 
means have been found to deal with new 
and recurring problems, and there has al- 
ways been an attempt to provide stan- 
dards, procedures, and policies that 
would serve the broader interests of 
higher education and its institutions (15). 
A new leadership is now required to pro- 
vide the initiative to reform accrediting 
in the health professions and perhaps in 
other groups of professions with com- 
mon interests (16). 
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