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• MEDICAL AND DENTAL MANPOWER, COMPULSORY

SMALLPDX VACCINATION, AND AMERICAN UNIVER-

SITY INCORPORATION

MAY 1, 1974

-U.S. SENATE,
SUBCOMMI1 _LEE ON PUBLIC HEALTH,

EDUCATION, WELFARE, AND SAFETY,
COMMITTEE ON THE DISTRICT OF COLUMBIA,

Washington, D .0 .

The subcommittee met, pursuant to notice, at 9 :30 a.m., in room

6226, Dirksen Senate Office Building, Senator John V. Tunney (chair-

man of the subcommittee) presiding.
Present: Senator Tunney.
Also present: Robert Harris, staff director and Colbert I. King,

minority staff director.
Senator TUNNEY. The subcommittee will come to order.
Today the Subcommittee on Public Health, Education, Welfare, and

Safety, Committee on the District of Columbia will hold hearings on

three bills.
H.R. 8747 passed the House of Representatives on March 25, 1974,

by a vote of 316 to 1. It provides for the repeal of the requirement that

there be compulsory vaccination against smallpox prior to the entry

of any child in the public schools of the District of Columbia.

The second bill, S. 3389, would amend the charter of incorporation

of the American University, which charter was first approved Febru-

ary 24, 1893. It is my understanding that this bill basically updates the

charter to remove the direct control of the United Methodist Church

from the university, a control which that church has not in fact exer-

cised even though empowered to do so.
The third bill, S. 2730, would extend the District of Columbia Medi-

cal and Dental Manpower Act of 1970 for 3 years.
I now place in the record copies of S. 2730, a report from the District

of Columbia government on that bill, S. 3389, and H.R. 8747.

[The bills and report referred to follow:]
(1)
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93D CONGRESS
1ST SESSION S. 2730

IN THE SENATE OF THE UNITED STATES

NOVEMBER 20,1973
Mr. EitormroN (for himself, Mr. BARTLETT, Mr. BIBLE, Mr. BROOKE, Mr. Do-

MENICI, Mr. INOTJYE, Mr. MATut.ks, Mr. MoisrroyA, MT. STEVENSON, and
Mr. TUNNEY) introduced the following bill; which was read twice and
referred to the Committee on the District of Columbia

A BILL
To extend for three years the District of Columbia Medical and

Dental Manpower Act of 1970.

1 Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,

3 That (a) section 303 (c) of the District of Columbia Med.-

4 ical and Dental Manpower Act of 1970 (D.C. Code, sec.

5 31-922) is amended by inserting "and for fiscal years 1975,

6 1976, and 1977" immediately after "1972,".

7 (b) Section 303 (b) of such Act is amended by strik-

8 Mg out "section 772 of the Public Health Service Act (42

9 U.S.C. 295f-2) " and inserting in lieu thereof "section 773

10 of the Public Health Service Act".

11



WALTER E. WASHINGTON
• Mayor-Commissioner
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THE DISTRICT OF COLUMBIA

WASHINGTON, D.C. 20004

April 30, 1974

Honorable Thomas F. Eagleton
Chairman
Committee on the District of Columbia
United States Senate
Washington, D.C.

Dear Mr. Chairman:

The Government of the District of Columbia has for
report S. 2730, a bill "To extend for three years
the District of Columbia Medical and Dental Manpower
Act of 1970."

S. 2730 would amend the District of Columbia Medical
and Dental Manpower Act of 1970 (D.C. Code, sec. 31-922)

to extend for three years the period for which appro-
priations are authorized to be made under the Act. The
District of Columbia Medical and Dental Manpower Act of

1970, approved January 5, 1971, authorized the Secretary
of Health, Education, and Welfare to make grants to the
private medical and dental schools in the District of

Columbia. The grants were authorized in the amount of

$5,000 per student for medical schools and $3,000 per

student for dental schools. The 1970 Act authorized

appropriations of $6,200,000 for fiscal year 1971 and

$6,750,000 for fiscal year 1972. The current bills
would extend authorization to make such appropriations

as may be necessary for fiscal years 1975, 1976, and

1977.

It should be noted that no appropriations were sought
nor funds granted by the Department of Health, Education,
and Welfare under the authority of the District of Colum-
bia Medical and Dental Manpower Act of 1970, which ex-
pired June 30, 1972, to any of the qualifying schools --
Georgetown University's medical and dental schools and

George Washington's medical school. The Department of
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Health, Education, and Welfare, however, has provided
funds to these schools through a number of other pro-
grams, including the Health Professions Educational
Assistance authorities of the Public Health Service
Act. These programs have included funds for construc-
tion purposes, grants for educational programs, student
aid, and assistance with special projects.

S. 2730 addresses a problem confronting local medical
and dental schools, but one which is national in scope
the escalating costs of providing adequate education
for a sufficient number of physicians and dentists to
meet the nation's health care needs. In recognition
of this need, the Congress enacted the Comprehensive
Health Manpower Assistance Act of 1971 (Public Law
92-157) which has provided substantially increased
Federal assistance to medical and dental schools on
a national basis. The 1971 Act includes grants to
medical and dental schools on a per capita student
basis in a manner similar to that contained in the
District of Columbia Medical and Dental Manpower Act
of 1970. The Department of Health, Education, and
Welfare indicates that under the 1971 Act the capi-
tation grant program provided the following assistance
in fiscal year 1973: $1,447,563 to the Georgetown
University medical school; $859,571 to the George-
town University dental school; and $1,047,290 to the
George Washington University medical school. These
schools received additional "financial distress"
assistance from the Department of Health, Education,
and Welfare in fiscal year 1973 to meet their imme-
diate financial needs.

In light of the foregoing representations and inas-
much as S. 2730 would provide an extension of grant
authority vested in the Department of Health, Educa-
tion, and Welfare, the Commissioner of the District
of Columbia defers to the views of the Secretary of
Health, Education, and Welfare on the merit of the
bill.

However, in recognition of the continuing critical
financial problems facing private medical and dental
schools in the District of Columbia and the need to
find an effective, long-range means of providing
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adequate funding to alleviate this distress and assure
the continuing availability of professional health serv-
ices for its residents, the District Government is giving
active consideration to determining appropriate methods,
comparable in scope and extent to those provided by many
of the States, of furnishing additional assistance to
meet the health manpower training requirements of this
jurisdiction. These determinations, which must be de-
veloped within the financial capabilities of the city,
will require additional study and review.

Sierely yours,

WALTER E. WASHINGT
Mayor-Commission
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93D CONGRESS
2D SECSION S. 3389

IN THE SENATE OF THE UNITED STATES

APRIL 25, 1974
Mr. Emuh:ToN introduced the following bill; which was read twice and referred

to the Committee on the District of Columbia

A BILL
To amend the Act entitled "An Act to incorporate the American

University", approved February 24, 1893.

1 Be it enacted by the Senate and House of Representa-

2 fives of the United States of America in Congress assembled,

3 That (a) the first section of the Act entitled "An Act to in-
4 corporate the American University", approved February 24,

5 1893 (27 ,Stat. 47G), as amended, is amended (1) by de-

6 leting "three-fifths of whom" and inserting in lieu thereof "at
7 least one-fourth of whose duly elected number"; (2) by de-

8 leting "the Methodist Church" and inserting in lieu thereof

9 "The United Methodist Church"; (3) by inserting immedi-

10 ately after "required for" the words "carrying out", and (4)
11 by deleting "eleven of whom" and inserting in lieu thereof
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2

1 "at least eleven or more of whom, as determined by duly

2 adopted bylaws,".

3 (b) Section 2 of such Act, as amended, is amended to

4 read as follows:

5 "SEC. 2. After the date of enactment of this section-

6 "(1) in order to advance the educational intention

7 and spirit of The United Methodist Church in founding

8 the university, all property, both real and personal, of

9 the corporation shall be held in prepetuity for educa-

10 tional purposes;

11 " (2 ) in the event that all of the property, both

12 real and personal, of the corporation shall no longer be

13 held for educational purposes as provided in paragraph

14 (1) of this subsection, all right, title, and interest of

15 the corporation, subject to enforceable liens, reserva-

16 tions, and restrictions, shall vest in the Board of Edu-

17 cation of The United Methodist Church, a corporation

18 organized under the laws of the State of Tennessee, or

19 its successor; and

20 " (3 ) no amendment to this Act shall be proposed by

21 the board of trustees unless first approved by not less

22 than two-thirds of the total duly elected membership of

23 such board.".



93o CONGRESS
2D SESSION H. R. 8747

IN THE SENATE OF THE UNITED STATES

MARCH 26,1974
Read twice and referred to the Committee on the District of Columbia

AN ACT
To repeal section 274 of the Revised Statutes of the United

States relating to the District of Columbia, requiring com-
pulsory vaccination against smallpox for public school
students.

Be it enacted by the Senate and House of Represent a-

2 tives of the United States of America in Congress assembled,

3 That section 274 of the Revised Statutes of the United States

4 relating to the District of Columbia (D.C. Code, sec. 31-

5 1102) is hereby repealed.

Passed the House of Representatives March 25, 1974.

Attest: W. PAT JENNINGS,

Clerk.11
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Senator TUNNEY. Since the problems of funding medical and dental
schools is not without some problems, and since the Assistant Secre-
tary of Health, Education, and Welfare for Health, Dr. Edwards, is
here to testify on that bill, we will begin with Dr. Edwards.
Dr. Edwards, please proceed.

STATEMENT OF DR. CHARLES C. EDWARDS, ASSISTANT SECRE-

TARY FOR HEALTH, ACCOMPANIED BY FRANK E. SAMUEL, JR.,

DEPUTY ASSISTANT SECRETARY FOR LEGISLATION (HEALTH) ;

DR. JOHN C. GREENE, ACTING DIRECTOR, BUREAU OF HEALTH

RESOURCES DEVELOPMENT, NATIONAL INSTITUTES OF HEALTH;

AND DR. JEFFREY KOPLAN, MEDICAL EPIDEMIOLOGIST, BUREAU

OF SMALLPDX ERADICATION, CENTER FOR DISEASE CONTROL;

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

Dr. EDWARDS. Thank you.
I would like to begin, with your permission, by introducing my

colleagues.
On my immediate right, Dr. John Greene, the Acting Director of

our Bureau, the Director of the Bureau of Health Resources Develop-
ment, and on my immediate left, Mr. Frank Samuel, the Deputy
Assistant Secretary for Health Legislation, and on his left is Dr.
Jeffrey Koplan, who is a medical epidemiologist from our Bureau of
Smallpox Eradication, CDC, in Atlanta.

S. 2730—EXTEND DISTRICT OF COLUMBIA MEDICAL AND DENTAL MANPOWER
ACT

Mr. Chairman, we appreciate this opportunity of appearing before
you to testify on S. 2730, a bill "To extend for 3 years the District
of Columbia Medical and Dental Manpower Act of 1970."
The District of Columbia Medical and Dental Manpower Act of

1970 ( which was enacted as title III of the District of Columbia Reve-
nue Act of 1970) authorized the Secretary of Health, Education, and
Welfare to make grants to the Commissioner of the District of Colum-
bia for private nonprofit medical and dental schools in the District
of Columbia.

AUTHORIZED GRANTS

The act authorized grants in amounts the Secretary determined to be
the "minimum amounts necessary" to carry out the purposes of the act,
but in no event to exceed, in the case of a medical school, $5,000 times
the number of full-time medical students or, in the case of a dental
school, $3,000 times the number of full-time dental students enrolled.
In determining the amounts of grants, the Secretary was required to
take into consideration any grants to the respective District of Co-
lumbia schools under the health professions educational assistance
authorities of title VII of the Public Health Service Act relating to
financial assistance to health professions schoolin serious financial
di:tress.

The District of roluntbia Afc.(1
1970 expired June 30, 1972. The bill you are con:,
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would reenact it for 3 years (fiscal years 1975 through 1977) and would
authorize the appropriation of such sums as are necessary for carry-
ing out its purpose.
it would authorize the Secretary of the Department of Health, Edu-

cation, and Welfare to assist private nonprofit medical and dental
schools in the District of Columbia in a manner similar to that in
which certain States support private medical and dental schools lo-
cated in their respective jurisdictions.

HEW POSITION

Mr. Chairman, if you will recall, representatives of HEW testified
in opposition to similar legislation earlier this year before the House
District Committee. At that hearing before the House, the adminis-
tration recommended strongly against enactment of legislation simi-
lar to the current bill. Today our position remains essentially the same.
Nothing has happened in this interval to warrant the passage of this
legislation.

STATE ASSISTANCE

We believe this committee should note that not all States support
private medical or dental schools in their respective jurisdictions.
Of the 22 States having 50 private medical schools, 9 States provide

no financial assistance to 14 such schools. Of the 14 States having 22
private dental schools, 8 States provide no financial aid to 13 of these
schools.
Even in those States that do provide assistance to private medical

and dental schools, the amount of support provided varies widely and
the purposes for which the assistance can be used are limited. When
a State does decide to support a private medical school the State
usually considers specific benefits which might accrue from such
support.

STATE CONSIDERATIONS

State considerations usually involve the need for an adequate num-
ber o,f trained health professionals for health care, research and teach-
ing; the need to expand educational opportunities for residents of the
State; the need for new knowledge; and, the need to develop new
methods of providing health care to groups as well as to individuals.

California

For example, the State of California contracts with its private
medical schools to expand the class sizes of these private schools.

Delaware

Delaware contracts with an out-of-state college of medicine to
accept Delaware residents with a stipulation that a portion of the
medical students spend their clinical clerkships in the Wilmington
Medical Center.
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Ohio

Ohio has a contract medical program which requires that the uni-
versity supported must agree to admit a specified number of medical
students.

New York

New York has three types of contractual arrangements with each
private school in the State: (a) a plan which provides an award for
each medical school graduate; (b) a per capita award for every medi-
cal student enrolled; and (c) a 7-year plan designed to increase en-
rollment during the period from 1967-74.

Illinois

Illinois provides funds to private institutions within that State to
increase enrollments in medical, cl6ntal, nursing, and allied health
education programs. Each private school in Illinois receives an award
for each Illinois student that school enrolls with the requirement that
a specified number of residents be enrolled above the average number
for an earlier year. In addition, an annual stabilization grant is made
to each school computed on the average number of State residents
enrolled. A single nonrecurring expansion grant was also made by
Illinois, but even this award was contingent upon the private school's
commitment to increasing enrollment.

S. 2730 DEPARTS FROM APPROACHES FOLLOWED IN MOST STATES

In contrast to the limitations and conditions regarding State sup-
port for private medical and dental schools which obtain in the above-
cited cases, S. 2730 would authorize grants to be made to the private
District of Columbia schools without reference to any benefits that
might accrue to District residents. In this additional respect, there-
fore, the legislation would depart from the approaches to support
of private health professions schools followed in most of the States.

• PRIVATE SCHOOLS DRAW STUDENTS FROM WIDER AREA

It is certainly the case that private schools draw their students
from a wider area than do State-supported schools and to that extent
serve the needs of students from other States. For example, for the
1971-72 academic year George Washington medical school had 128
first-year students, of whom only 11 were residents of the District of
Columbia.
Equally significant, the Georgetown University school of medicine

accepted 216 first-year students, of whom only 11 were residents of
the District of Columbia. Similarly, the Georgetown school of dentist-
ry accepted 138 first-year students during.the 1972-73 academic year
and only 5 were residents of the District. Thus, for 3 first-year classes
totaling 482, only 27, or 5.5 percent were actually District residents.

33-536 0 - 74 - 2
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EQUITY ISSUE

The critical equity issue that constantly arises with respect to pro-
posals to support private District of Columbia medical and dental
schools out of Department of Health, Education, and Welfare appro-
priations is whether there are overriding reasons of public policy to
justify singling out—from the entire universe of private medical and
dental schools in the United States—the schools in the District of Co-
lumbia for preferential funding treatment from the general revenues
of the Nation. We feel that there are no such reasons. It is therefore
difficult for the Department of Health, Education, and Welfare to
rationalize selecting out three medical and dental schools in the
United States for special treatment solely on the basis of their loca-
tion within the District of Columbia.
Mr. Chairman, the issue which this legislation presents is basically

identical to the issue that confronted the Congress in December 1971,
when the House of Representatives voted down legislation (H.R.
11628, 92d Congress) to perpetuate a program of special subsidies to
hospitals in the District of Columbia, over and above the benefits they
received under the Hill-Burton construction assistance program.
In floor debate the opponents of that legislation effectively high-

lighted the inequities to other States and localities arising from con-
tinued provision of general tax resources to District of Columbia
facilities in a manner and in amounts disproportionate to those avail-
able to other jurisdictions. We believe that the arguments that were
successfully advanced against that earlier legislation apply with equal
force to consideration of 5.2730.
I think it is important to note that to date the Department has not

found it necessary to provide special funds to these schools under the
District of Columbia Medical and Dental Manpower Act, but instead
has provided basic assistance under the generally applicable provi-
sions of the Comprehensive Health Manpower Training Act of 1971.

CAPITATION GRANTS

The capitation grants awarded under that act have provided in-
creased funds to schools of medicine and dentistry—several times
greater than they received under previous formula authorities—and
have improved fiscal stability in such schools. In fiscal year 1973, for
example, Georgetown University Medical School received capitation
grant assistance of $1,447,563 (as compared with $259,500 under the
old program in 1971) ; George Washington University Medical School
$1,047,290 (as compared with $238,000 in 1971) ; and Georgetown
University Dental School $859,571 (as compared with $223,000 in
1971).

FINANCIAL DISTRESS GRANTS

A number of schools temporarily needed yet additional financial
assistance before they could carry out the steps necessary to solve their
problems. In recognition of this fact, the Congress—in the Compre-
hensive Health Manpower Training Act of 1971—include I . :) ,!i at
separate authority, in amounts which declined over 3 fiscal years,
for grants to schools of medicine and dentistry, as well as other
schools of the health professions, which are in serious financal dis-
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tress, to meet their costs of operation or to meet accreditation
requirements.
The act's financial distress authority was designed to provide

financial assistance while at the same time identifying the factors
that have led to financial difficulties and determining the appropriate
means for remedying them. With this objective in mind, financial
distress grants are made on special terms and conditions, including
requirements that the schools agree to:

Disclose financial information or data deemed by the Secre-
tary to be necessary to determine the source or causes of their
financial distress;
Conduct a comprehensive cost analysis study in cooperation

with the Secretary; and
Carry out appropriate operational and financial reforms on

the basis of information obtained in the course of the study or
on the basis of other relevant information.

In fiscal year 1973 the Department's Bureau of Health Resources
Development awarded approximately $7.8 million in financial distress
grants to medical and dental schools in this country. Of this amount
approximately $1.4 million was awarded to Georgetown University
Medical School; $583,000 was awarded to Georgetown University
Dental School; and almost $1.3 million to George Washington Uni-
versity Medical School.
In other words, Georgetown and George Washington University

Medical School received nearly half of all the financial distress
awards to medical schools in this country, and Georgetown University
Dental School received slightly over one-quarter of all such aid to
dental schools. If one were to add to these amounts the dollars these
schools also received under capitation awards and special project
grants, the dollars awarded in fiscal year 1973 would total approxi-
mately $2.5 million for George Washington University and almost
$5.9 million for Georgetown University.

GRANTS DISAPPROVED

I should point out, Mr. Chairman, that the two universities have
applied for financial distress assistance in the current fiscal year and
that the National Advisory Council on Health Professionals Educa-
tion disapproved those requests.
For the committee's ready reference, I am attaching copies of the let-

ters sent by the Philadelphia regional office to the two universities
notifying them of the reasons for the Council's decisions. I think this
is important because it reflects an independent assessment of the fi-
nancial situation of the schools with respect to special financial needs.
Senator TuNNEy. Those letters will be made a part of the record.
Dr. EDWARDS. Thank you.
[The letters referred to follow:]

Re Grants No. 1 D14 XC 00105-01 and 1 D14 Xe 00106-01.
Dr. MATTHEW P. MCNULTY,
Vice President for Medical Center Affairs, Georgetown University, 8900 Reser-

voir Road NW., Washington, D.C.
DEAR DR. MCNULTY : We regret to inform you that the two applications from

your Institution for Grants to Assist Health Professions Schools Which Are in

APRIL 2, 1974.
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Financial Distress were not recommended for approval by the National Advisory
Council on Health Professions Education. Consequently, the applications have
been disapproved.
The reason for the recommended action was that the Council concluded that

the Schools did not adequately meet the requirements necessary for support under
the Financial Distress Program. In reaching this conclusion Council noted that
the Medical Center has gift accounts functioning as endowment sufficient to
cover the deficits of both schools or to provide collateral for other funding
avenues. Council noted that the University also has funds functioning as en-
dowment which, if required, could be drawn upon. Council acknowledged that
the School has recently set in motion several management improvement steps
and has strong and capable executive leadership. Council also acknowledged that
several revenue producing steps have been initiated which should provide the
Medical Center with a stable financial base in future years, and concluded that
the Center will have no cash flow problems until these steps are successful.
Council did express concern over two points. The first was that genuinely

austere actions had not been taken or were anticipated as necessary in the com-
ing months. The second was the large increase in instructional and departmental
research expense over the past five years.
Based on these findings the Council concluded that neither School was in immi-

nent danger of having to close. Also, the high quality of on-going programs indi-
cated that there was no threat of loss of accreditation to either School.

If you have questions regarding the action taken on your application, please
contact Dr. Stephen Garza, Acting Associate Regional Health Administrator for
Manpower, (215) 597-6464.

Sincerely,
GEORGE C. GARDINER, M.D.

Acting Regional Health Administrator.

APRIL 2,1974.
Re Grant No. 1 D14 XC 00104-01.
JAMES J. FEFFER, M.D.,
Vice President for Medical Affairs, The George Washington University Medical

Center, 2300 Eye Street, N .W Washington, D.0 .
DEAR DR. FEFFER : We regret to inform you the application for a Grant to

Assist Health Professions Schools Which Are in Financial Distress from the
George Washington University Medical Center was not recommended for approval
by the National Advisory Council on Health Professions Education. Conse-
quently, the application has been disapproved.
The reason for the recommended action was that Council concluded that the

School did not adequately meet the requirements necessary for support under
the Financial Distress Program. In reaching this conclusion, Council determined
that alternative avenues exist for funding, all or most of the current year's
projected deficit and that the School has not taken actions to more effectively
limit increased exenditures for the current fiscal year.
Among the alternative avenues cited by Council for funding the projected

deficit are: funds functioning as endowment which could be used to either cover
the deficit or to serve as collateral for a University or bank loan; and the availa-
bility of funds in the Education and Research Account of the Professional
Practice plan. Council expressed concern that tuition had not been raised to a
higher level to serve as a greater source of revenue. Also, while recognizing the
existence of the capital fund raising campaign. Council expressed concern that
a more vigorous campaign for operating funds had not been underway in past
years.
Among the actions not taken to more effectively reduce expenditures, Council

cited the absence (in Council's opinion) of stringent control of salary levels
and hiring practices; the need for more stringent control of Maintenance and
Plant activities; the need for more effective budgetary control; the high ratio
of general administrative costs (exclusive of hospital administrative costs and
student services) to total Center operating expense; and the absence of a long-
term financial management plan for the Medical Center.

Council concluded that the School was not in imminent danger of having
to close and, based upon the quality of programs now being conducted, that the
school was not in jeopardy of losing its accreditation.
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If you have questions regarding the action taken on your application, please
contact Dr. Stephen Garza, Acting Associate Regional Health Administrator for
Manpower, (215) 597-6464.

Sincerely,
GEORGE C. GARDINER, M.D.,

Acting Regional Health Administrator.

EFFECTIVENESS BEING CLOSELY STUDIED

Dr. EDWARDS. The effectiveness of flie Comprehensive Health Man-
power Assistance Act of 1971 is being closely studied at this moment
inasmuch as the development of a sound and comprehensive man-
power strategy is one of the highest priorities in our Department.
The administration's recommendations on the health manpower

authorities, which are scheduled to expire on June 30, 1974, will soon
be sent to the Congress. The need for continued special Federal finan-
cial assistance to the relatively small number of health professions
schools still experiencing financial distress, and the terms and condi-
tions under which such aid should be provided, are questions that
must be addressed by the Congress in that legislation.
We believe it would be inequitable and inappropriate for the Con-

(Tress to legislate preferential treatment for the private schools in the
District of Columbia, without reference to the policies that will apply
to the other schools in the United States similarly situated.

SUMMARY

In summary, while we understand and sympathize with the efforts
of Georgetown University and George Washington University, we
believe there is not sufficient justification for special preferential Fed-
eral legislation of the kind under consideration today, to assist these
particular schools of medicine and dentistry.
If public support is to be provided to these District of Columbia

private schools, as it is provided by some States to private schools
within their jurisdictions, we would respectfully suggest that this be
provided by the District of Columbia government which in this situa-
tion occupies a role analogous to that of a State government. The
District government is in a position to judge whether the schools'
asserted need for such support makes a compelling demand upon the
city's limited financial resources. The District government is also in a
unique position to assess the extent to which these schools contribute
to the health manpower needs of the District.
If financial distress assistance is to continue to be provided by the

Federal Government to health professions schools, it is particularly
important as a matter of national health policy that schools of medi-
cine or dentistry receiving such aid should uniformly be required to
meet the terms and conditions imposed by the provisions of the Health
Professions Educational Assistance authorities. These provisions
should be applied nationally to all schools of medicine or dentistry
who find themselves in such a plight.

ADMINISTRATION RECOMMENDS AGAINST ENACTMENT

Therefore, Mr. Chairman, the administration recommends strongly
against enactment of S. 2730.
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DISTRICT OF COLUMBIA PUBLIC SCHOOL SMALLPDX VACCINATION-H.R. 8747

Mr. Chairman, you also requested that we address H.R. 8747, a bill
which would discontinue compulsory vaccination against smallpox in
the District of Columbia public school system.

HEW SUPPORTS RECOMMENDED CHANGE IN VACCINATION POLICY

The Department of Health, Education, and Welfare supports the
recommended change in smallpox vaccination policy in the District
of Columbia which would preclude the routine vaccination of children.
The status of smallpox throughout the world, the risk of smallpox
importation into the United States, the expected transmission after an
importation, and the risk of vaccination to the population justify a
policy of selective vaccination of individuals at special risk. We be-
lieve this group to be essentially comprised of travelers to and from
infected areas and hospital and other health workers who would be
our first line of defense in the event of a smallpox-importation.

SMALLPDX OCCURRENCE THROUGHOUT THE WORLD

The areas of the world reporting endemic smallpox have steadily
declined since the global smallpox eradication program of the World
Health Organization began in 1966.
Then, 28 countries had endemic smallpox. Now in only four coun-

tries (Bangladesh, India, Pakistan, and Ethiopia) is smallpox con-
sidered to be endemic.
Each of these countries is engaged in massive campaigns designed to

interrupt smallpox transmission as soon as possible. Intensive village-
by-village surveillance activities are being carried out to detect existing
smallpox foci.
This has resulted in large numbers of cases and outbreaks being

identified and reported--a phenomenon which was also observed in
Brazil just prior to smallpox eradication in that country.
Bangladesh and India constitute the principal strongholds of

endemic smallpox. In Bangladesh, smallpox transmission has almost
been broken in Chattagong division which contains over 25 percent
of the country's population.
In India, smallpox transmission has virtually been interrupted in

the southern states. In northern India, particularly in the provinces of
Uttar Pradesh, Madya Pradesh, Bihar, and West Bengal, smallpox is
still heavily endemic.
The extent and magnitude of recent surveillance and containment

campaigns in both Bangladesh and India, however, have strengthened
WHO projections for the interruption of smallpox transmission in
these countries by 1976.
In Pakistan, the extent of infected areas is decreasing rapidly.

Smallpox is now confined to Baluchistan and Sind provinces which
contain about 18 percent of Pakistan's population and transmission is
expected to be broken during 1974.
In Ethiopia, the remaining foci of smallpox are primarily centered

in three of the country's 14 provinces where a concentrated effort is
underway to eradicate smallpox. In spite of difficult terrain and resist-
ance to vaccination in some areas, Ethiopia is expected to be smallpox-
free by the end of 1974.
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RISK OF IMPORTATION

The last confirmed case of smallpox occurred in the United States
in 1949. The probability of importation into this country is deter-
mined by the incidence of smallpox in endemic countries, the number
of travelers from these countries, and the immunity status of these
travelers.
Understandably, some risk of importation will continue as long as

there are cases anywhere in the world. For this reason, the United
States requires that travelers arriving in this country from a smallpox
infected area show proof of immunity by having a valid vaccination
certificate in their possession.
The rapid decrease over the past several years in the number of

countries reporting smallpox has greatly reduced the probability of
travelers being exposed to smallpox within 2 weeks of their arrival
into the United States.
In 1972, and again in 1973, a survey of air travelers to the United

States suggests the current probability of a case of smallpox being
imported into the United States as roughly every 18 years.

RISK OF TRANSMISSION AFTER IMPORTATION

With a policy of routine nonselective vaccination as previously con-
ducted throughout the United States (still required in the District of
Columbia) , immunity levels were very low.
To maintain high levels of immunity in our population we would

have to have universal vaccination of children at a very young age and
then revaccination at regular intervals throughout life. Surveys have
shown less than 20 percent of the population fully protected against
smallpox. Herd immunity concepts can be very misleading when it
comes to smallpox. We have been free of smallpox in this country for
the past 25 years, not because of high immunity levels, but because we
have not had an importation.
An analysis of smallpox importations into Europe has shown that

countries with nonselective vaccination policies and supposedly higher
levels of immunity fare no better in terms of the number of cases, epi-
demiologic generations, or mortality than countries with selective re-
quirements and known low levels of immunity.
The critical factor in an outbreak is not previous population im-

munity but the speed and quality of the containment response. The
outbreak in Yugoslavia during March-April 1972 was more extensive
than West European outbreaks in spite of the fact that Yugoslavia
had a policy of routine vaccination and 70-90 percent of the population
vaccinated at some time in their lives.
In the United States, medical epidemiologist with smallpox control

experience, ample vaccine, jet injectors, and trained vaccinators are
available, for immediate contact tracing and appropriate containment
efforts. As part of the preparation for an effective procedure for the
management of smallpox in the unlikely event of an importation, the
Center for Disease Control has developed a manual which provides a
step-by-step approach to assist health personnel in handling suspected
smallpox. This manual has been placed in the office of each State and
territorial epidemiologist including the District of Columbia.
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As long as a possibility exists of a smallpox importation, however,
we believe a significant reduction could be achieved in the number of
cases occurring following an importation if adequate vaccination pro-
grams on hospital and other health personnel were carried out.
For this reason, the Center for Disease Control supports the Ameri-

can Hospital Association's recommendation for the vaccination of hos-
pital workers against smallpox every 3 years.

RISK OF VACCINATION COMPLICATIONS

Surveys in the United States have demonstrated a definite measur-
able risk of complications following smallpox vaccination.
These vary from local erythematous reactions to life-threatening

situations and death. In 1968, over 14 million people were vaccinated
nine deaths were associated with smallpox vaccination and approxi-
mately 500 cases of serious complications reported. For most people
in the United States the risk of vaccination complications clearly out-
weighs the benefits of being vaccinated. The recommended policy of
selective vaccination affords protection to those persons at risk of ex-
posure while reducing the vaccine associated illness and death in
persons who are at very low risk of acquiring smallpox.

ACCEPTANCE OF SELECTIVE VACCINATION POLICY

The policy of selective vaccination which was formulated and rec-
ommended by the PHS Advisory Committee on Immunization Prac-
tices has been endorsed by the American Medical Association, the
American Academy of Pediatrics, and the Association State and Ter-
ritorial Health Officers.

Essentially all States have taken action to discontinue nonselective
vaccination policies.

SUMMARY

The risk of smallpox importation into the United States is remote
and continuing to decrease.
Our ability to contain smallpox is more than adequate for any out-

break. At this point in time, most signs indicate a smallpox-free world
within the next 3 years. A selective approach to smallpox vaccination
should be encouraged in the District of Columbia.
This concludes my statement, Mr. Chairman.
I will be pleased to answer any questions that you and other mem-

bers of the subcommittee may have.
Senator TUNNEY. Thank you very much, Dr. Edwards.
Dr. Edwards, inasmuch as you feel the smallpox issue should pass,

I feel that this committee will give that serious consideration.
I have a couple of questions for you with respect to the first part

of your statement.

POSITION ON HEALTH MANPOWER LEGISLATION IN HOUSE

What was the position that you have taken on this legislation over
in the House of Representatives?
Dr. EDWARDS. Our position, Mr. Chairman, was similar to our posi-

tion this morning.
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Senator TUNNEY. Did you testify?
Dr. EDWARDS. I did not testify no, sir.
Dr. Zapp, who no longer is with us, testified at that time.
Senator TUNNEY. It is my understanding that this legislation is

still in the subcommittee in the House of Representatives; is that
correct?
Dr. EDWARDS. I believe it is.
Mr. SAMUEL. My understanding is that it has been passed out of the

House subcommittee, which is considering and awaiting full commit-
tee action now.

SCHOOLS EFFORTS TO SOLVE THEIR FINANCIAL PROBLEMS

Senator TUNNEY. In your observation of both schools, and in the
special funding under the Comprehensive Manpower Health Training
Act, do you believe that efforts are being made by these schools to solve
their financial problems, or are they looking to the funds you have
given them as a continuing subsidy?
Dr. EDWARDS. No; I would say without any question, Mr. Chairman,

that the leadership in both schools is good.
I think they are making very real efforts to try to come to grips with

their financial problems. I think medical schools generally around the
United States are attempting to come to grips with some of their very
real financial problems, so our position today is not based upon the
quality of the leadership in the schools.
I think there are other more basic issues that we have to consider. I

think medical schools which are having financial problems have got to
take some good, hard looks at a number of things. I think both of these
schools are, I think, their program content has to be perhaps reevalu-
ated, a lot of things have to be taken into consideration, but this is cer-
tainly no criticism of their leadership.

EFFECT IF FUNDS NOT MADE AVAILABLE

Senator TUNNEY. What will happen if the funds are not made avail-
able to those schools?
Dr. EDWARDS. Well, I think, obviously, your question depends, I

would say, at least, it is my understanding, the schools will continue
to operate, they will obviously operate under perhaps in a more lim-
ited, well, I do not even think their program would have to be cut
back significantly, but I think they certainly would remain in
operation.

Senator TUNNEY. You feel they would not have to cut back sig-
nificantly on their programs?
Dr. EDWARDS. Again, I really am not in a position to say from per-

sonal experience, but according to our advisory group, which per-
forms a site visit, I do not believe that would be necessary.
Senator TUNNEY. That is an important question, because it is a fac-

tor in your determination, whether or not you make the funds avail-
able.
I am not saying it is the determinant factor, because for instance,

they would have to cut back their services substantially, I would an-
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ticipate that would impact their ability to provide their services to
the community here in Washington, D.C.

TOTAL ROLE AND SCOPE OF ACTIVITIES

Dr. EDWARDS. Again, we get into this trying of defining the total
role and scope of activities of a medical center like George Washing-
ton and Georgetown.
There, obviously, is a very important function and services being

provided here for the community.
There also, obviously, is a large educational program, part of which

relates to the services, and part of which is strictly educational.

COST OF MEDICAL EDUCATION

I think we have to take a good, hard look at all medical education
in this country. I think we have allowed, and I am not being critical,
but I think we have allowed the cost of medical education to in some
way soar out of control in this country. The cost of medical education
is far greater than the cost of any other kind of education, and legiti-
mately so, but to what extent I think is a question that needs to be
very, very closely looked at. But again, according to the information
I have, there is no reason to believe that either of these schools would
close their doors, and obviously if we thought that were true, then
I am sure our review council would not have made the recommenda-
tion that they made.

REDUCTION IN NUMBER OF DOCTORS

Senator TUNNEY. Well, of course, the problem that you raise of
the cost of medical education is a very good one. But also, we now are
talking about some form of national health insurance, and there is no
way we are going to be able to begin to provide adequate medical care
for all citizens in our country unless we turn out more doctors. As to
the cost of medical education, it is certainly a part of it, and it is also
making sure that we do not cut back on the number of doctors that are
visiting medical schools that are turning out doctors. I am just curious
to know if these medical schools will have to cut back on the number
of doctors that they are turning out, as a result of not having these
funds.
Dr. EDWARDS. You obviously bring up a very important issue which

none of us want to see occur. We all recognize that we do need this in
the medical schools. I think in this country, that we have responded
over the last decade or two, and certainly the last decade, in providing
more doctors. Unfortunately, we have not been providing necessarily
the right kinds of doctors.

MEDICAL NEEDS

We have a lot more surgeons than we need, it is a highly specialized
field; we have more professionals in certain fields than we need.
I think it also stands to reason those are some of the fields that are

more expensive in terms of the budgets of our medical schools, and
that is my whole point.
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I think we have to take a good, hard look at what we need and
what are we getting. How do we change the system to get what we
need—which is obviously a lot more family physicians. Along those

ilines, and I am repeating again, it is my understanding that n the
way with what we are suggesting this morning, we would not cut back
on the production of these particular doctors.

Senator TUNNEY. Do we providesimilar funds to any other medi-
cal schools in the country?

METHODS OF FUNDING

Dr. EDWARDS. No. Let me just go over again very briefly this subject.
By and large, we support medical schools through two mechanisms.
This is in addition to research, training grants, and things like that,

but we have the capitation support which is $1 per student that
we provide all medical schools in the United States, and it is based
pretty much on enrollment.
The other source of funding is in our distress grants, and this, over

the past several years, has been gradually decreasing. But these are
the two basic mechanisms used for institutional kind of support.

Senator TUNNEY. Are the funds that these two schools are receiving
different, in a quality sense of funding mechanism, from funds that
we provide other schools?
Dr. EDWARDS. Certainly not now, but if we were to pass this spe-

cial S. 2730, then they would be placed in a special category, which
would make their funding different than any of the other public-
private medical schools in the United States.
Senator TUNNEY. And could you just summarize for me again what

those differences would be between what now is supplied in the way of
funding, and what would be supplied under this bill that we have be-
fore us—which would be a unique funding mechanism?
Dr. EDWARDS. Very briefly, and very simplistically, as I say, all

medical schools in the United States, be they public or private at the
moment are funded by the two mechanisms I mentioned earlier, by
capitation and in some special situations, via the distress grant route.
If this bill, S. 2730, were to pass, then we are saying in effect that

there is something different about the District of Columbia medical
schools. That they should have this special source of funds, and they
need it more than any of the other medical schools in the United
States. I think that really is the gut issue of this thing.
We happen to believe there are medical schools, private medical

schools for the most part, which perhaps have just as much justifi-
cation to request special consideration as either of these two
institutions.

LOCAL RATHER THAN NATIONAL FUNCTION

Senator TUNNEY. And so what you are saying in essence, I suppose,
is that this is a local function rather than a national function?
Dr. EDWARDS. I think that is exactly what we are saying. We feel

very strongly that these are both, not only accredited medical schools,
but very good medical schools, and we are not in any way trying to
detract from the quality of the institutions.
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Senator TUNNEY. I understand that and I recognize that, not only
from your written statement, but from what you have said in answers
to questions. As a person who is sometime resident of the District of
Columbia, I have had an opportunity to have members of my family
use both medical centers, and I though that they provided excellent
care for them.

SPECIAL PROJECTS FUNDS

Dr. EDWARDS. Mr. Chairman, one other source of funding that I
did not mention, that is quite obvious, is special projects kind of sup-
port that we have provided both schools. Dr. Greene might want to
speak to those.
Dr. GREENE. In addition to the capitation and financial distress, the

schools are eligible to apply for what we call special projects. In 1973,
as was stated in the testimony, Georgetown medical and dental com-
bined, from the three sources of funds, received approximately $5.9
million, while George Washington medical received approximately
$2.5 million from these three sources.
The special projects go toward certain types of things such as im-

provement of curriculum or improvement of family medicine kind
of programs. We have a list of priority items that the schools know
that are high priority nationally, and they can apply under those.

CREATION OF PRECEDENT

Senator TUNNEY. So, as I understand it, what in essence you are
saying is that to create a national funding program like this for two
schools, which is shared by other schools across the country, we create
a precedent for this kind of special interest regulation which you feel
would be inappropriate at a time that a general review is ongoing as
to what is needed in the way of medical education in the country, and
the kind of funding mechanisms that ought to be made available for
education as it relates to the National Government's commitment.
Dr. EDWARDS. I think that is certainly correct, Mr. Chairman.
We believe in essence what we are doing is creating more or less a

private relief kind of bill of that categorical kind of approach to the
problem as it is, in our judgment, and we probably have adequate
experience to make us believe that the categorical approach such as
this can generate in future years some very, very significant problems.

DISTRICT OF COLUMBIA HAS THE RESPONSIBILITY

Senator TUNNEY. You would not object to the District of Columbia
giving the funds?
Dr. EDWARDS. Absolutely not.
I believe the District of Columbia, like any State government, not

only has the right, but has the responsibility to look at its educational
institutions and the health institutions, and provide appropriate
funding.

Senator TUNNEY. Thank you, Dr. Edwards.
I now place in the record the prepared statements you have sub-

mitted.
Dr. EDWARDS. Thank you, Mr. Chairman.
[The prepared statements referred to follow:]
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MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE:

Mr. Chairman, we appreciate this opportunity of appearing

before you to testify on S. 2730, a bill "To extend for

three years the District of Columbia Medical and Dental

Manpower Act of 1970."

The District of Columbia Medical and Dental Manpower Act

of 1970 (which was enacted as Title III of the District

of Columbia Revenue Act of 1970) authorized the Secretary

of Health, Education, and Welfare to make grants to the

Commissioner of the District of Columbia for private

nonprofit medical and dental schools in the District of

Columbia.

The Act authorized grants in amounts the Secretary determined

to be the "minimum amounts necessary" to carry out the

purposes of the Act, but in no event to exceed, in the

case of a medical school, $5,000 times the number of

full-time medical students or, in the case of a dental

school, $3,000 times the number of full-time dental

students enrolled. In determining the amounts of grants,

the Secretary was required to take into consideration

any grants to the respective District of Columbia schools

under the Health Professions Educational Assistance

authorities of Title VII of the Public Health Service Act
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relating to financial assistance to health professions

schools in serious financial distress.

The District of Columbia Medical and Dental Manpower Act

of 1970 expired June 30, 1972. The bill you are considering

today, S. 2730, would re-enact it for three years (fiscal

years 1975 through 1977) and would authorize the

appropriation of such sums as are necessary for carrying

out its purpose. It would authorize the Secretary of

Health, Education, and Welfare to assist private nonprofit

medical and dental schools in the District of Columbia

in a manner similar to that in which certain States

support private medical and dental schools located in

their respective jurisdictions.

Mr. Chairman, if you will recall, we testified in opposition

to similar legislation earlier this year before the House

District Committee. At that hearing before the House, the

Administration recommended strongly against enactment of

legislation similar to the current bill. Today our position

remains essentially the same. Nothing has happened in

this interval to warrant the passage of this legislation.

We believe this Committee should note that not all States

support private medical or dental schools in their respective

jurisdictions. Of the 22 States having 50 private medical
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schools, 9 States provide no financial assistance to

14 such schools. Of the 14 States having 22 private

dental schools, 8 States provide no financial aid to

13 of these schools. Even in those States that do provide

assistance to private medical and dental schools, the

amount of support provided varies widely and the purposes

for which the assistance can be used are limited. When

a State does decide to support a private medical school

the State usually considers specific benefits which might

accrue from such support. State considerations usually

involve the need for an adequate number of trained health

professionals for health care, research and teaching;

the need to expand educational opportunities for residents

of the State; the need for new knowledge; and, the need

to develop new methods of providing health care to groups

as well as to individuals.

For example, California contracts with its private medical

schools to expand the class sizes of these private schools.

Delaware contracts with an out-of-state college of medicine

to accept Delaware residents with a stipulation that

a "portion" of the medical students spend their clinical

clerkships in the Wilmington Medical Center. Ohio has

a contract medical program which requires that the university

supported must agree to admit a specified number of medical
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students. New York has three types of contractual arrangements

with each private school in the State--(a) a plan which

provides an award for each medical school graduate;

(b) a per capita award for every medical student enrolled;

and (c) a seven-year plan designed to increase enrollment

during the period from 1967-1974. Illinois provides funds

to private institutions within that State to increase

enrollments in medical, dental, nursing, and allied health

education programs. Each private school in Illinois

receives an award for each Illinois student that school

enrolls with the requirement that a specified number of

residents be enrolled above the average number for an

earlier year. In addition, an annual stablization grant

is made to each school computed on the average number

of State residents enrolled. A single non-recurring

expansion grant was also made by Illinois, but even this

award was contingent upon the private school's commitment

to increasing enrollment.

In contrast to the limitations and conditions regarding

State support for private medical and dental schools

which obtain in the above-cited cases, S. 2730 would authorize

grants to be made to the private District of Columbia

schools without reference to any benefits that might accrue

to District residents. In this additional respect, therefore,

33-536 0 - 74 - 3
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the legislation would depart from the approaches to support

of private health professions schools followed in most

of the States.

It is certainly the case that private schools draw their

students from a wider area than do State supported schools

and to that extent serve the needs of students from other

States. For example, for the 1971-72 academic year

George Washington medical school had 128 first year

students, of whom only 11 were residents of the District

of Columbia. Equally significant, the Georgetown University

school of medicine accepted 216 first year students, of

whom only 11 were residents of the District of Columbia.

Similarly, the Georgetown school of dentistry accepted

138 first year students during the 1972-1973 academic

year and only 5 were residents of the District. Thus,

for 3 first year classes totalling 482, only 27, or 5.5%

were actually District residents.

The critical equity issue that constantly arises with

respect to proposals to support private District of

Columbia medical and dental schools out of Department

of Health, Education, and Welfare appropriations is whether

there are overriding reasons of public policy to justify

singling out--from the entire universe of private medical

and dental schools in the U.S.--the schools in the District
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of Columbia for preferential funding treatment from the

general revenues of the Nation. We feel that there are

no such reasons. It is therefore difficult for the

Department of Health, Education, and Welfare to rationalize

selecting out three medical and dental schools in the

United States for special treatment solely on the basis

of their location within the District of Columbia.

Mr. Chairman, the issue which this legislation presents

is basically identical to the issue that confronted the

Congress in December 1971, when the House of Representatives

voted down legislation (H.R. 11628, 92nd Congress) to

perpetuate a program of special subsidies to hospitals

in the District of Columbia, over and above the benefits

they received under the Hill-Burton construction assistance

program. In floor debate the opponents of that legislation

effectively highlighted the inequities to other States

and localities arising from continued provision of general

tax resources to District of Columbia facilities in a

manner and in amounts disproportionate to those available

to other jurisdictions. We believe that the arguments

that were successfully advanced against that earlier

legislation apply with equal force to consideration of S. 2730.

I think it is important to note that to date the Department

has not found it necessary to provide special funds to these
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schools under the District of Columbia Medical and Dental

Manpower Act, but instead has provided basic assistance

under the generally applicable provisions of the

Comprehensive Health Manpower Training Act of 1971.

The capitation grants awarded under that Act have provided

increased funds to schools of medicine and dentistry--several

times greater than they received under previous formula

authorities--and have improved fiscal stability in such

schools. In fiscal year 1973, for example, Georgetown

University Medical School received capitation grant

assistance of $1,447,563 (as compared with $259,500 under

the old program in 1971); George Washington University

Medical School $1,047,290 (as compared with $238,000 in

1971); and Georgetown University Dental School $859,571

(as compared with $223,000 in 1971).

A number of schools temporarily needed yet additional

financial assistance before they could carry out the

steps necessary to solve their problems. In recognition

of this fact, the Congress--in the Comprehensive Health

Manpower Training Act of 1971--included special separate

authority, in amounts which declined over three fiscal

years, for grants to schools of medicine and dentistry,

as well as other schools of the health professions, which

are in serious financial distress, to meet their costs

of operation or to meet accreditation requirements.
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The Act's financial distress authority was designed to

provide financial assistance while at the same time identifying

the factors that have led to financial difficulties and

determining the appropriate means for remedying them.

With this objective in mind, financial distress grants

are made on special terms and conditions, including

requirements that the schools agree to:

disclose financial information or data

deemed by the Secretary to be necessary to

determine the source or causes of their

financial distress;

conduct a comprehensive cost analysis study

in cooperation with the Secretary; and

carry out appropriate operational and

financial reforms on the basis of information

obtained in the course of the study or on

the basis of other relevant information.

In fiscal year 1973 the Department's Bureau of Health

Resources Development awarded approximately $7.8 million

in financial distress grants to medical and dental schools

in this country. Of this amount approximately $1.4 million

was awarded to Georgetown University Medical School;

$583,000 was awarded to Georgetown University Dental School;

and almost $1.3 million to George Washington University
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Medical School. In other words, Georgetown and George

Washington University Medical School received nearly

half of all the financial distress awards to medical

schools in this country, and Georgetown University Dental

School received slightly over one-quarter of all such

aid to dental schools. If one were to add to these

amounts the dollars these schools also received under

capitation awards and special project grants, the dollars

awarded in fiscal year 1973 would total approximately

$2.5 million for George Washington University and

almost $5.9 million for Georgetown University.

I should point out, Mr. Chairman, that the two universities

have applied for financial distress assistance in the

current fiscal year and that the National Advisory Council

on Health Professionals Education disapproved those requests.

For the Committee's ready reference, I am attaching copies

of the letters sent by the Philadelphia Regional Office to

the two universities notifying them of the reasons for

the Council's decisions. I think this is important because

it reflects an independent assessment of the financial

situation of the schools with respect to special financial

needs.

The effectiveness of the Comprehensive Health Manpower

Assistance Act of 1971 is being closely studied at this

moment inasmuch as the development of a sound and comprehensive
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manpower strategy is one of the highest priorities in

our Department. The Administration's recommendations on

the health manpower authorities, which are scheduled

to expire on June 30, 1974, will soon be sent to the

Congress. The need for continued special Federal financial

assistance to the relatively small number of health

professions schools still experiencing financial distress,

and the terms and conditions under which such aid should

be provided, are questions that must be addressed by

the Congress in that legislation. We believe it would

be inequitable and inappropriate for the Congress to

legislate preferential treatment for the private schools

in the District of Columbia, without reference to the

policies that will apply to the other schools in the

U. S. similarly situated.

In summary, while we understand and sympathize with the

efforts of Georgetown University and George Washington

University, we believe there is not sufficient justification

for special preferential Federal legislation of the kind

under consideration today, to assist these particular

schools of medicine and dentistry. If public support

is to be provided to these District of Columbia private

schools, as it is provided by some States to private

schools within their jurisdictions, we would respectfully

suggest that this be provided by the District of Columbia
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government which in this situation occupies a role

analogous to that of a State government. The District

government is in a position to judge whether the schools'

asserted need for such support makes a compelling demand

upon the city's limited financial resources. The District

government is also in a unique position to assess the

extent to which these schools contribute to the health

manpower needs of the District.

If financial distress assistance is to continue to be

provided by the Federal Government to health professions

schools, it is particularly important as a matter of

national health policy that schools of medicine or dentistry

receiving such aid should uniformly be required to meet

the terms and conditions imposed by the provisions of

the Health Professions Educational Assistance authorities.

These provisions should be applied nationally to all

schools of medicine or dentistry who find themselves

in such a plight.

Therefore, Mr. Chairman, the Administration recommends

strongly against enactment of S. 2730.

D.C. Public School Smallpox Vaccination 

Mr. Chairman, you also requested that we address H.R. 8747,

a bill which would discontinue compulsory vaccination

against smallpox in the District of Columbia public school

system.
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The Department of Health, Education, and Welfare supports

the recommended change in smallpox vaccination policy in

the District of Columbia which would preclude the routine

vaccination of children. The status of smallpox throughout

the world, the risk of smallpox importation into the

United States, the expected transmission after an importation,

and the risk of vaccination to the population justify

a policy of selective vaccination of individuals at special

risk. We believe this group to be essentially comprised

of travelers to and from infected areas and hospital and

other health workers who would be our first line of defense

in the event of a smallpox importation.

Smallpox Occurrence Throughout the World 

The areas of the world reporting endemic smallpox have

steadily declined since the global smallpox eradication

program of the World Health Organization began in 1966.

Then, 28 countries had endemic smallpox. Now in only

four countries (Bangladesh, India, Pakistan, and Ethiopia)

is smallpox considered to be endemic. Each of these

countries is engaged in massive campaigns designed to

interrupt smallpox transmission as soon as possible.

Intensive village-by-village surveillance activities

are being carried out to detect existing smallpox foci.

This has resulted in large numbers of cases and outbreaks
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being identified and reported--a phenomenon which was

also observed in Brazil just prior to smallpox eradication

in that country.

Bangladesh and India constitute the principal strongholds

of endemic smallpox. In Bangladesh, smallpox transmission

has almost been broken in Chittagong Division which

contains over 25 percent of the country's population.

In India, smallpox transmission has virtually been

interrupted in the southern states. In northern India,

particularly in the provinces of Uttar Pradesh, Madya

Pradesh, Bihar, and West Bengal, smallpox is still heavily

endemic. The extent and magnitude of recent surveillance

and containment campaigns in both Bangladesh and India,

however, have strengthened WHO projections for the

interruption of smallpox transmission in these countries

by 1976.

In Pakistan, the extent of infected areas is decreasing

rapidly. Samllpox is now confined to Baluchistan and

Sind provinces which contain about 18 percent of Pakistan's

population and transmission is expected to be broken

during 1974.

In Ethiopia, the remaining foci of smallpox are primarily

centered in three of the country's 14 provinces where

a concentrated effort is underway to eradicate smallpox.
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In spite of difficult terrain and resistance to vaccination

in some areas, Ethiopia is expected to be smallpox-free

by the end of 1974p

Risk of Importation 

The last confirmed case of smallpox occurred in the United

States in 1949. The probability of importation into

this country is determined by the incidence of smallpox

in endemic countries, the number of travelers from these

countries, and the immunity status of these travelers.

Understandably, some risk of importation will contine

as long as there are cases anywhere in the world. For

this reason, the United States requires that travelers

arriving in this country from a smallpox infected area

show proof of immunity by having a valid vaccination

certificate in their possession.

The rapid decrease over the past several years in the

number of countries reporting smallpox has greatly

reduced the probability of travelers being exposed to

smallpox within 2 weeks of their arrival into the United

States. In 1972, and again in 1973, a survey of air

travelers to the United States suggests the current

probability of a case of smallpox being imported into

the United States as roughly every 18 years.
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Risk of Transmission After Importation 

With a policy of routine nonselective vaccination as

previously conducted throughout the United States (still

required in the District of Columbia), immunity levels

were very low. To maintain high levels of immunity in

our population we would have to have universal vaccination

of children at a very young age and then revaccination

at regular intervals throughout life. Surveys have shown

less than 20 percent of the population fully protected

against smallpox. Herd immunity concepts can be very

misleading when it comes to smallpox. We have been free

of smallpox in this country for the past 25 years, not

because of high immunity levels, but because we have not

had an importation.

An analysis of smallpox importations into Europe has

shown that countries with nonselective vaccination policies

and supposedly higher levels of immunity fare no better

in terms of the number of cases, epidemiologic generations

or mortality than countries with selective requirements

and known low levels of immunity. The critical factor in

an outbreak is not previous population immunity but the

speed and quality of the containment response. The outbreak

in Yugoslavia during March-April 1972 was more extensive

than West European outbreaks in spite of the fact that
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Yugoslavia had a policy of routine vaccination and 70-90

percent of the population vaccinated at some time in

their lives.

In the United States, medical epidemiologist with smallpox

control experience, ample vaccine, jet injectors, and

trained vaccinators are available for immediate contact

tracing and appropriate containment efforts. As part

of the preparation for an effective procedure for the

management of smallpox in the unlikely event of an

importation, the Center for Disease Control has developed

a manual which provides a step-by-step approach to assist

health personnel in handling suspected smallpox. This

manual has been placed in the office of each State and

Territorial Epidemiologist including the District of

Columbia.

As long as a possibility exists of a smallpox importation,

however, we believe a significant reduction could be

achieved in the number of cases occurring following an

importation if adequate vaccination programs on hospital

and other health personnel were carried out. For this

reason, the Center for Disease Control supports the

American Hospital Association's recommendation for the

vaccination of hospital workers against smallpox every 3 years.
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Risk of Vaccination Complications 

Surveys in the United States have demonstrated a definite

measurable risk of complications following smallpox

vaccination. These vary from local erythematous reactions

to life-threatening situations and death. In 1968,

over 14 million people were vaccinated; nine deaths were

associated with smallpox vaccination and approximately

500 cases of serious complications reported. For most

people in the United States the risk of vaccination

complications clearly outweighs the benefits of being

vaccinated. The recommended policy of selective 

vaccination affords protection to those persons at risk

of exposure while reducing the vaccine associated illness

and death in persons who are at very low risk of acquiring

smallpox.

Acceptance of Selective Vaccination Policy 

The policy of selective vaccination which was formulated

and recommended by the PHS Advisory Committee on Immunization

Practices has been endorsed by the American Medical Association,

The American Academy of Pediatrics, and the Association

State and Territorial Health Officers. Essentially all

States have taken action to discontinue nonselective

vaccination policies.
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Summary 

The risk of smallpox importation into the United States

is remote and continuing to decrease. Our ability to

contain smallpox is more than adequate for any outbreak.

At this point in time, most signs indicate a smallpox-free

world within the next 3 years. A selective approach to

smallpox vaccination should be encouraged in the District

of Columbia.

This concludes my statement, Mr. Chairman. I will be pleased

to answer any questions that you and other members of

the Subcommittee may have.
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MR. CHAIRMAN AND MEMBERS OF THE SUBCOMM
ITTEE:

Mr. Chairman, we appreciate this opportun
ity of appearing before you to

testify on H.R. 11108, a bill "To extend 
for three years the District

of Columbia Medical and Dental Manpower 
Act of 1970."

The District of Columbia Medical and De
ntal Manpower Act of 1970 (which

was enacted as Title III of the Distr
ict of Columbia Revenue Act of 1970)

authorized the Secretary of Health, E
ducation, and Welfare to make grants

to the Commissioner of the District o
f Columbia for private nonprofit

medical and dental schools in the Dis
trict of Columbia.

The Act authorized grants in amounts 
the Secretary determined to be the

"minimum amounts necessary" to carr
y out the purposes of the Act, but in

no event to exceed, in the case of 
a medical school, $5,000 times the

number of full-time medical student
s or, in the case of a dental schoo

l,

$3,000 times the number of full-time 
dental students enrolled. In determin-

ing the amounts of grants, the Secr
etary was required to take into

consideration any grants to the res
pective District of Columbia schools

under the Health Professions Educ
ational Assistance authorities of

Title VII of the Public Health Se
rvice Act relating to financial ass

istance

to health professions schools in 
serious financial distress.

33-536 0 - 74 - 4
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The District of Columbia Medical and Dental Manpower Act of 1970 expired

June 30, 1972. The bill you are considering today, HR 11108, would extend

it for three years (fiscal years 1975 through 1977) and would authorize

the appropriation of such sums as are necessary for carrying out its

purpose. It would authorize the Secretary for Health, Education, and

Welfare to assist private nonprofit medical and dental schools in the

District of Columbia in a manner similar to that in which certain States

support private medical and dental schools located in their respective

jurisdictions.

Mr. Chairman, if you will recall, the Department of Health, Education, and

Welfare has testified on similar legislation in the past, in fact as re-

cently as April 1972. At that hearing the Administration recommended

strongly against enactment of legislation similar to the current bill.

Today our position remains essentially the same. Nothing has happened

in this interval to warrant the passage of this legislation.

We believe this Committee should note that not all States support private

medical or dental schools in their respective jurisdictions. Of the 22

States having 50 private medical schools, 9 States provide no financial

assistance to 14 such schools. Of the 14 States having 22 private

dental schools, 8 States provide no financial aid to 13 of these schools.

Even in those States that do provide assistance to private medical and

dental schools, the amount of support provided varies widely and the
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purposes for which the assistance can be used are limited. When a State

does decide to support a private medical school the State usually con-

siders specific benefits which might accrue from such support. State

considerations usually Involve the need for an adequate number of trained

health professionals for health care, research and teaching; the need to

expand educational opportunities for residents of the State; the need for

new knowledge; and, the need to develop new methods of providing health

care to groups as well as to individuals.

For example, California contracts with its private medical schools to

expand the class sizes of these private schools. Delaware contracts

with an out-of-state college of medicine to accept Delaware residents

with a stipulation that a "portion" of the medical students spend their

clinical clerkships in the Wilmington Medical Center. Ohio has a contract

medical program which requires that the private university supported

must agree to admit a specified number of medical students. New York has

three types of contractual arrangements with each private school in the

State--(a) a plan which provides an award for each medical school graduate;

(b) a per capita award for every medical student enrolled; and (c) a seven-

year plan designed to increase enrollment during the period from 1967-1974.

Illinois provides funds to private institutions within that State to in-

crease enrollments in medical, dental, nursing, and allied health education

programs. Each private school in Illinois receives an award for each
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Illinois student that school enrolls with the requirement that a specified

number of residents be enrolled above the average number for an earlier

year. In addition, an annual stabilization grant is made to each school

computed on the average number of State residents enrolled. A single

non-recurring expansion grant was also made by Illinois, but even this

award was contingent upon the private school's commitment to increasing

enrollment.

In contrast to the limitations and conditions regarding State support for

private medical and dental schools which obtain in the above-cited cases,

H.R. 11108 would authorize grants to be made to the private District of

Columbia schools without reference to any benefits that might accrue to

District residents. In this additional respect, therefore, the legisla-

tion would depart from the approaches to support of private health

professions schools followed in most of the States.

It is certainly the case that private schools draw their students from

a wider area than do State supported schools and to that extent serve

the needs of students from other States. For example, for the 1971-72

academic year George Washington medical school has 128 first year students,

of whom only 11 were residents of the District of Columbia. Equally

significant, the Georgetown University school of medicine accepted 216

first year students, of whom only 11 were residents of the District of
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Columbia. Similarly, the Georgetown school of dentistry accepted 138

first year students during the 1972-1973 academic year and only 5 were

residents of the District. Thus, for 3 first year classes totalling

482, only 27, or 5.5% were actually District residents.

The critical equity issue that constantly arises with respect to proposals

to support private District ofColumbia medical and dental schools out of

Department of Health, Education, and Welfare appropriations is whether

there are overriding reasons of public policy to justify singling out--

from the entire universe of private medical and dental schools in the

U.S.--t le schools in the District of Columbia for preferential funding

treatment from the general revenues of the Nation. We feel that there

are no such reasons. It is therefore difficult for the Department of

Health, Education, and Welfare to rationalize selecting out three medical

and dental schools in the United States for special treatment solely on

the basis of their location within the District of Columbia.

Mr. Chairman, the issue which this legislation prsents is basically

identical to the issue that confronted the Congress in December 1971,

when the House of Representatives voted down legislation (H.R. 11628,

92nd Congress) to perpetuate a program of special subsidies to hospitals

in the District of Columbia, over and above the benefits they received

under the Hill-Burton construction assistance program. In floor debate
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the opponents of that legislation effectively highlighted the inequities

to other States and localities arising from continued provision of general

tax resources to District of Columbia facilities in a manner and in amounts

disproportionate to those available to other jurisdictions. We believe

that the arguments that were successfully advanced against that earlier

legislation apply with equal force to consideration of H.R. 11108.

I think it is important to note that to date the Department has not found

it necessary to provide special funds to these schools under the District

of Columbia Medical and Dental Manpower Act, but instead has provided

basic assistance under the generally applicable provisions of the Compre-

hensive Health Manpower Training Act of 1971. The capitation grants

awarded under that Act have provided increased funds to schools of medi-

cine and dentistry--several times greater than they received under previous

formula authorities--and have improved fiscal stability in such schools.

In fiscal yer 1973, for example, Georgetown University Medical School

received capitation grant assistance of $1,447,563 (as compared with

$259,500 under the old program in 1971); George Washington University

Medical School $1,047,290 (as compared with $238,000 in 1971); and

Georgetown University Dental School $859,571 (as compared with $223,000

in 1971).

The capitation grant program has contributed significantly to alleviating

the financial distress of schools of medicine and dentistry. It is still

•
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the case, however, that a number of schools temporarily needed yet ad-

ditional financial assistance before they could carry out the steps

necessary to solve their problems. In recognition of this fact, the

Congress--in the Comprehensive Health Manpower Training Act of 1971--

included special separate authority, in amounts which declined over

three fiscal years, for grants to schools of medicine and dentistry, as

well as other schools of the health professions, which are in serious

financial distress, to meet their costs of operation or to meet accredi-

tation requirements.

The Act's financial distress authority was designed to provide financial

assistance while at the same time identifying the factors that have led

to financial difficulties and determining the appropriate means for

remedying them. With this objective in mind, financial distress grants

are made on special terms and conditions, including requirements that

the schools agree to:

disclose financial information or data deemed by the

Secretary to be necessary to determine the source or

causes of their financial distress;

conduct a comprehensive cost analysis study in cooper-

ation with the Secretary; and
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carry out appropriate operational and financial reforms

on the basis of information obtained in the course of

the study or on the basis of other relevant information.

In fiscal year 1973 the Department's Bureau of Health Resources Development

awarded approximately $7.8 million in financial distress grants to medical

and dental schools in this country. Of this amount approximately $1.4

million was awarded to Georgetown University Medical School; $583,000

was awarded to Georgetown University Dental School; and almost $1.3 million

to George Washington University Medical School. In other words, George-

town and George Washington University Medical School received nearly half

of all the financial distress awards to medical schools in this country,

and Georgetown University Dental School received slightly over one-quarter

of all such aid to dental schools. If one were to add to these amounts the

dollars these schools also received under capitation awards and special

project grants, the dollars awarded in fiscal year 1973 would total

approximately $2.5 million for George Washington University and almost

$5.9 million for Georgetown University.

The Department is of the view that, in general, the prolonged period of

financial uncertainty experienced by these schools--the end of which is

not yet in sight--reflects a serious deficiency in the administration

of these institutions. For instance, the schools have not followed the
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common practice in other medical school of instituting a viable intra-

mural faculty practice plan to assure tht some reasonable portinn of

the financial resources generated by certain of the clinical departments

is applied toward keeping the other departments of the school on a sound

financial footing. George Washington Medical School has given some

thought to trying to reform its policies in this regard, and may be in

a position to stabilize its finances in the not too distant future. The

Georgetown schools, however, have thus far not moved to implement long-

overdue management reforms to an extent that would correct their financial

difficulties.

The Effectiveness of the Comprehensive Health Manpower Assistance Act

of 1971 is being closely studied at this moment inasmuch as the develop-

ment of a sound and comprehensive manpower strategy is one of the highest

priorities in our Department. The Administration's recommendstions on

the health manpower authorities, which are scheduled to expire on

June 30, 1974, will soon be sent to the Congress. The need for continued

special Federal financial assistance to the relatively small number of

health professions schools still experiencing financial distress, and

the terms and conditions under which such aid should be provided, are

questions that must be addressed by the Congress in that legislation. We

believe it would be inequitable and inappropriate for the Congress to

legislate preferential treatment for the private schools in the District

of Columbia, without reference to the policies that will apply to the

other schools in the U.S. similarly situated.
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In summary, we believe there is not sufficient justification for special

preferential Federal legislation of the kind under consideration today,

to assist these particular schools of medicine and dentistry. If public

support is to be provided to these District of Columbia private schools,

as it is provided by some States to private schools within their jurisdic-

tions, we would respectfully suggest that this be provided by the District

of Columbia Government which in this situation occupies a role analogous

to that of a State government. The District Government is in a position

to judge whether the schools' asserted need for such support makes a com-

pellir- lemand upon the city's limited financial resources.

If financial distress assistance is to continue to be provided by the

Federal Government to health professions schools, it is particularly

important as a matter of national health policy that schools of medicine

or dentistry receiving such ais should uniformly be required to meet the

terms and conditions imposed by the provisions of the Health Professions

Educational Assistance authorities. These provisions should be applied

nationally to all schools of medicine or dentistry who find themselves in

such a plight.

Therefore, Mr. Chairman, the Administration recommends strongly against

enactment of H.R. 11108.
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Thank you, Mr. Chairman, I will be happy to respond to any ques
tions you

or the members of your Committee might wish to raise.
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Senator TTJNNEY. Our next witnesses are: Dr. Lloyd H. Elliott,
president, George Washington University; Dr. Matthew F. McNulty,
Jr., executive vice president for medical center affairs, Georgetown
University; Dr. Michael Ball, Association of American Medical Col-
leges; and T. Byron Collins, S.J., special assistant to the president,
Georgetown University.

STATEMENTS OF DR. LLOYD H. ELLIOTT, PRESIDENT, GEORGE
WASHINGTON UNIVERSITY; DR. MATTHEW F. McNULTY,
EXECUTIVE VICE PRESIDENT FOR MEDICAL CENTER AFFAIRS,
GEORGETOWN UNIVERSITY; DR. MICHAEL BALL, ASSOCIATION
OF AMERICAN MEDICAL COLLEGES; AND T. BYRON COLLINS,
S.J., SPECIAL ASSISTANT TO THE PRESIDENT, GEORGETOWN
UNIVERSITY

Reverend COLLINS. We would like to have a panel presentation, if
we may, and I would like to request that the statements of other wit-
nesses be included in the record.
Senator 'PUNNET. Without objection, so ordered, and certainly the

panel discussion will be most appropriate.
Who wants to lead off?
Reverend CoLLiNs. Dr. Elliott, the president of the George Wash-

ington University, followed by Dr. McNulty, executive vice presi-
ident of Georgetown University, then Dr. Michael Ball, and I have a
brief statement at the end.
Senator TUNNEL Fine. At some point after you have finished your

prepared statements, I would appreciate it if you would address your-
self to the point that was made by Dr. Edwards just a few moments
ago.
You were all here and heard what he said, and I would like to have

you specifically answer those questions that I raised and which he
answered, if you could, after you finish your prepared statement.
Dr. ELLIOTT. Mr. Chairman, I am Lloyd Elliott, and with your per-

mission, I will file my statement and comment briefly.
Senator TUNNEY. Your prepared statement and other statements and

letters from the George Washington University, will be received and
printed in the record.
[Dr. Elliott's prepared statement, and other material submitted

from the George Washington University, follow:]
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THE
GEORGE
WASHINGTON
UNIVERSITY

Washington, AC. 20006 I Office of the President 1 (202) 676-6500

United States Senate
Committee on the District of Columbia

Subcommittee on Public Health, Education, Welfare and Safety
John V. Tunney, Chairman

Hearings_ - Wednesday, May 1, 1974

Mr. Chairman and Members of the Committee:

I am Lloyd H. Elliott, President of The George Washington University.

I want to thank the members of the District of Columbia Committee for

the interest and concern you have demonstrated by helping to alleviate the

financial distress of The Georgetown University Schools of Medicine and

Dentistry and The George Washington University School of Medicine.

The passage of PL 91-650, the Medical and Dental Manpower Act

of D. C. of 1970, recognized the emergency situation facing the private

medical and dental schools of the District of Columbia. The sum of

approximately $1,900,000 was provided for The George Washington University

School of Medicine in fiscal 1971 and approximately $2,000,000 in fiscal

1972. The funds have been provided by the Secretary of Health, Education

and Welfare from the disaster grants that were available to him in those

years for schools in financial distress. The legislation authorizing these
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grants expirEs in fiscal 1974, and it has been -forcefully indicated

to us that for fiscal 1975 and thereafter our financial needs cannot

be met from existing National legislation.

The total unrestricted endowment left in the School of

Medicine and Health Sciences is only $1,122,615. Even if all

of this were used it would barely be enough to meet one-half of

this year's deficit and, without new sources of financing, our bank

account would be depleted. The University is hard pressed to

make ends meet and University resources for Medical School support

are not available. In recent years our fund raising campaigns have

yielded among the largest returns of all medical centers in the

United States. During the last two years, our alumni and friends

contributed $4, 652, 659.

We appeal to you as a private medical school appeals to a

state legislature. Our situation is not unique -- most states now

support private as well as state medical schools, and among the

few schools who do not receive state support are a number of

heavily endowed institutions like Harvard, Yale, University of

Washington and Vanderbilt. This will be documented by testimony

from The Association of Amcrican Medical Colleges, a recent report

of which (see Attachment) reveals that the Regular Operating

Expenditures per Undergraduate Medical Student in George Washington

University were the lowest of all 92 schools surveyed and the

Student-Faculty Ratio the ninth highest.
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The University is proud of its public service participation in the

District of Columbia and we hope we may continue to serve our community

in the years to come. Our growing involvement is not that of education

at the expense of the community, nor service to the community at the

expense of education. By and large, it is a combination of the positive

aspects of both education and service. Some current examples of

Medical Center involvement are as follows:

I. Community Care Center - The University's Medical Center, through

the Community Care Center, is voluntarily serving the 39,000

residents of D. C. Area Nine. No one is turned away from the

Clinic, and charges are based on the ability to pay. Area Nine has

a mortality rate 15% higher than the average for the District, and a

tuberculosis rate 50% higher, so the University, by its willingness to

care for these citizens, is making an important contribution to preventive

medicine and public health. Last year alone, more than 3,500 patients

from Area Nine were treated in the Community Care Center, and 30

drug addicts were treated on a methadone-maintenance program which

has recently been expanded to cover the full scale of poly-drug abuse

in the entire Metropolitan Washington area. The Center admits to the

University Hospital any patient requiring hospital care, regardless of

his ability to pay.
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II. Health Maintenance Organization - A pre-paid practice program, covering

2,000 Medicaid beneficiaries, has been developed under a fixed cost

contract with the District of Columbia government.

III. Low Vision Clinic - This Clinic evaluates sight levels of patients with

impaired vision and provides visual aids.

IV. Emergency Care - Our Emergency Pavilion will register approximately

50,000 patient visits this fiscal year. It was recently acclaimed by the

Health Facilities Council as the pre-eminent unit for the delivery of

emergency care in the Metropolitan Washington area. It is accepting

approximately 800 ambulance calls per month -- almost as many as the

D. C. General Hospital.

V. Ambulance Personnel Training Program - developed in conjunction with

the D. C. Fire Department; enhances ambulance technicians' skills in

responding to emergency situations.

VI. Home Care Program - for cancer, stroke and chronic disease victims

provides a patient transportation center for those unable to come to the

Medical Center for treatment.
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VII. Rehabilitation Medicine.

A. A computer-assisted cardiac rehabilitation project with D. C.

Metropolitan Regional Medical Program in heart disease and stroke

provides stress exercise tests for hospitals and agencies in the

D. C. area and adjoining states.

B. Provides training and job opportunities in computer industries for

severely disabled homebound patients previously considered

unemployable.

C. Trains and supervises former drug addicts to carry out programs

of preventive education for school children and others in the community

and to enter new careers with probation, parole, social work and

rehabilitation agencies.

D. Weekly amputee clinic is available to community health professionals

for evaluation, prescription and management of amputees. Prosthetic

devices are developed and fitted by staff orthotist.

E. Produces informational brochures to assist community agencies

which provide aid to the disabled.

F. Arranges seminars for rehabilitation agencies in the D. C. area

on major medical subjects.

G. Sponsors drug abuse seminars for school guidance counselors.

33-536 0 - 74 - 5
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H. Opens doors for health careers for economically disadvantaged

and physically disabled youth through summer work programs

(100 in 1972, 115 in 1971, and 65 in 1970).

I. Provides training in the treatment of alcoholic clients.

VIII. Sickle Cell Disease - Approximately 60,000 persons in D.C. suffer

from Sickle Cell Disease, an inherited disorder for which there is

presently no cure. The University runs an active screening program

and SCD Clinic and collaborates with multiple channels in the city

to educate the public regarding the disease.

IX. Education and Training Programs: -

A. Radiology technicians, medical technologists & inhalation therapists.

B. Physicians' Assistants

C. Nurse Anesthetists, in contracts with three area hospitals

D. Burdick School programs of Nurse Aids & Operating Room
Technicians.

While the primary purpose of The George Washington University

is learning, we are aware that where education and community service

can be combined there are more beneficial results for all. The financial

support of this Bill is essential. The continuation of our ability to offer

medical service to the Washington community is dependent upon the viability

of our School of Medicine and Health Sciences.
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THE
GEORGE
WASHINGTON
UNIVERSITY

Vice President for Medical Affairs /2300 Eye Street, N. W. /Washington, D.C. 20037/(202) 331-6241

United States Senate

Committee on the District of Columbia

Subcommittee on Public Health, Education, Welfare and Safety

John V. Tunney, Chairman

Hearings - Wednesday, May 1, 1974

Mr. Chairman and Members of the Committee:

I am Doctor James J. Feffer, Vice President for Medical Affairs

of The George Washington University.

Our School of Medicine and Health Sciences serves as an abundant

source of well-qualified medical practitioners for the District of Columbia

and its environs. George Washington University medical graduates practice

in all the 50 states (Exhibit A) with the greatest concentration being in the

Metropolitan Washington area; 434 in the District of Columbia, 374 in

Maryland, and 204 in Virginia.

Reference has been made to the essential health services our faculty

and students provide to the people of Washington. Core programs of care

and education are conducted by George Washington University's staff members

and students in a number of hospitals - - Children's, Columbia, D. C. General,

George Washington University, Fairfax, Holy Cross, Naval, St. Elizabeth's,

Veterans Administration and the Washington Hospital Center. Elective
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educational programs are -offered at Walter Reed Army Hospital, National

Institutes of Health, Armed Forces Institute of Pathology and the Malcolm

Grow Air Forde Base. Our resident physicians in the University Hospital

and its affiliated post-graduate programs number 320 doctors who render

specialized medical care to the community. Our training program for

Physicians' Assistants numbers 60.

At a time when every effort is being made to increase our output

of physicians and allied health personnel, we face the persistent threat of

inadequate funds to support our programs. Unfortunately, we cannot

continue our present academic role without. the resources of this proposed

legislation.

The fiscal plight of our School of Medicine is one of continuous

operational losses (Exhibit B) that come as a result of conditions beyond

our control. Despite efforts to reduce expenses, to effect economies,

and to increase income from various sources, our deficit remains about

$5,000 per medical student per school year. Our annual tuition has

risen to $3,000, making it one of the highest in the country. In the

absence of a federal guaranteed loan program, unless we are to become

a "rich man's school", we have reached the limit in tuition increases.

Our faculty salary levels are significantly below the median of

all the academic health science centers in the country, and faculty and

non-academic salary increases have been restricted to 5.5% for each of
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the past three years. Unfilled positions have been frozen except

where offsetting income could be generated or critical need established.

Economies have already been effected to the point where any additional

constraints would reduce quality to the point where accreditation

would be in jeopardy.

Our current 564 medical students come from 42 states and

the District of Columbia .(Exhibit C). With the trend in medical

education toward exposing students to clinical situations early in

their careers, the students are an integral part of all our service

programs. They learn to become physicians by working with patients

in the clinic, the hospital, the emergency room and in their professors'

offices. All of our community health programs depend heavily for

manpower on students, house officers and faculty.

We are in the second year of operating an academic health

maintenance organization, a pre-paid health plan that is of benefit to

the residents of the District of Columbia regardless of whether they

are publicly or privately insured. While this is essentially a

community service, it fulfills an important academic model for future

practicing physicians.

- Through vigorous effort University officials have raised

$10 million to match federal funds for much needed and long awaited

facilities for the School of Medicine, which were occupied in May 1973.

Unavoidable plant and maintenance costs of the new School. and Library

exceed that of the old facility by over $1 million per year. Although
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capital funding has been completed, we seek the assistance of this

legislation for operational support so young men and women can

continue to be educated in these new classrooms and laboratories.

Expanded programs for physicians assistants and nurses, and

modern postgraduate educational procedures for practicing physicians

are important features of our immediate future.

Since 1825 The George Washington University School of

Medicine has served with distinction as a local and national source

of capable, practicing physicians. We seek support of this

legislation in order that our School may -continue its vital role in

the preparation of future physicians to serve the health needs of

our community and our country.

Thank you, gentlemen, for the privilege of appearing

before you.
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Exhibit C

ATTENDANCE AT GEORGE WASHINGTON UNIVERSITY SCHOOL OF MEDICINE

1973 — 1974

GEOGRAPHICAL DISTRIBUTION OF STUDENTS

Alabama 3 New Hampshire 1
Arizona 3 New Jersey 47
Arkansas 1 New Mexico 2
California 45 New York 106
Colorado 4 North Carolina 4
Connecticut 26 North Dakota 4
Delaware 2 Ohio 13
District of Columbia 40 Oregon 2
Florida 7 Pennsylvania 24
Georgia 1 Rhode Island 4
Hawaii 1 South Carolina 1
Idaho 4 South Dakota 4
Illinois 6 Tennessee 1
Indiana 6 Texas 1
Kansas 3 Utah 21
Maine 4 Vermont 1
Maryland 84 Virginia 25
Massachusetts 13 Washington 20
Michigan 6 West Virginia 1
Minnesota 1 Wisconsin 2
Missouri 2 Wyoming 1
Montana 3
Nevada 4

Graduating Class Number

1973-74 117

1974-75 147

1975-76 148
1976-77 152
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THE
GEORGE
WASHINGTON
UNIVERSITY

Vice President for Medical Affairs 12300 Eye Street, N. W. Washington, D.C. 200371(202) 331-6241

February 1, 1974 .

The Honorable Romano L. Mazzoli
Chairman, Subcommittee on Labor,

Social Services and the International Community
Committee on the District of Columbia
U. S. House of Representatives
Washington, D. C. 20515

Dear Congressman Mazzoli:

At the hearings before your Subcommittee on January 24th
relative to H. R. 11108, a Bill to extend for three years the
District of Columbia Medical and Dental Manpower Act of 1970,
Congressman Fortney H. Stark requested information concerning
certain racial and geographical distribution characteristics of
students admitted to The George Washington University School
of Medicine. This information, for the years 1971, 1972 and
1973, is tabulated on the enclosure.

As a result of participation in the Association of American
Medical Colleges Application Service (MCAS), for the fall class of
1974 a substantial increase in the number of applications is
anticipated from minority groups and, hopefully, this will result
in improved enrollment relationships.

Again, I would like to express my personal appreciation
for the opportunity to appear before the Subcommittee on Labor,
Social Services and the International Community in support of
legislation in behalf of the Schools of Medicine of George Washington
and Georgetown Universities.

EF/io
Enclosure

c/ Congressman Fortney H. Stark

cerely,

(

, es J. F .ffer, 1. 0 /
Vice President for Medical Affairs



T
H
E
 G
E
O
R
G
E
 W
A
S
H
I
N
G
T
O
N
 
U
N
I
V
E
R
S
I
T
Y

S
C
H
O
O
L
 O
F
 M
E
D
I
C
I
N
E
 A
N
D
 
H
E
A
L
T
H
 S
C
I
E
N
C
E
S

S
E
L
E
C
T
I
V
E
 E
N
R
O
L
L
M
E
N
T
 D
A
T
A

D
.
C
.
 R
E
S
I
D
E
N
T
S

B
L
A
C
K
S

T
O
T
A
L
 A
P
P
L
I
C
A
N
T
S

1
9
7
1

1
9
7
2

1
9
7
3

1
9
7
1

.
1
9
7
2

1
9
7
3

1
9
7
1

.
1
9
7
2

1
9
7
3

A
P
P
L
I
E
D

5
3

8
5

7
7

7
1

1
1
5

6
9

2
9
6
6

4
3
2
0

5
1
1
4

A
C
C
E
P
T
E
D

1
4

1
6

1
2

1
2

1
6

1
9

3
0
7

3
1
0

3
7
9

E
N
R
O
L
L
E
D

9
9

8
5

1
4

6
1
2
4

1
4
3

1
5
1

J
J
F
/
j
o

2
/
1
/
7
4



71

THE
GEORGE
WASHINGTON
UNIVERSITY

Vice President for Medical Affairs 12300 Eye Street, !V W. 'Washington, D.C. 200371
(202) 331-6241

March 12, 1974

The Honorable Romano L. Mazzoli

Chairman, Subcommittee on Labor, Social Services

and the Interrritional Community

Committee on the District of Columbia

U.S. House of Representatives

Washington, D. C. 20515

Dear Congressman Mazzoli:

I am writing in response to the STATEMENT. REQUESTED 

BY REPRESENTATIVE MAZZOLI REGAROING THE ADMINISTRAT
ION

OF PRIVATE MEDICAL AND DENTAL SCHOOLS IN THE DISTRICT

OF COLUMBIA, made available during a meeting with the Assis
tant

Secretary for Health on February 21, 1974. It is my understanding

this document, with minimal modifications and/or additions, was

formally transmitted to you through a covering memo dated

February 22, 1974. I presume it was prepared in the office of

Dr. John S. Zapp and that it is alleged to represent his respon
se

to your request during a meeting on February 7, 1974 of repre
sentatives

of George Washington and Georgetown Universities and the Depa
rtment

of HEW with the Subcommittee on Labor, Social Services and the

International Community of the Committee on the District of Co
lumbia

regarding H. R. 11108.

In my opinion, the STATEMENT referred to above does not

respond to your request for documentation of deficiencies in

management and administration.
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Reference is made in this latest document to "intensive review"

of the application during the last three years under the financial distress

program "by expert consultants drawn almost exclusively from experienced

Medical Center administrators and financial management personnel of

such institutions. It is also stated that virtually all outside consultants

voiced criticism about various aspects of our operation and uncertainty

because of confusion in the data supplied which was not consistent and

understandable.

It is further stated that the AAMC Cost Study generated data

which "appeared inconsistent with the financial statement submitted by

the school".

I repeat my testimony before your Subcommittee, and confirmed

by the statement of Dr. Harry Bruce, that prior to February 27, 1974

George Washington University was never site visited under the Distress

legislation; furthermore, George Washington University was not a

participant in the AAMC Cost Study referred to and therefore the

inconsistency referred to above could not have existed. If there are

remaining "treas requiring clarification", We have not been so informed.•

It should be pointed out that the STATEMENT specifically

addresses only "the current round of application review and that it was

prepared prior to the very recent site visit of February 27, 1974 to

which I shall refer later in this presentation. The "excerpts from

reviewers" could only represent present and past HEW staff and not the

opinion of any outside "experts or consultants".

Funding during the three-year period of the Distress legislation

has been $4,706,459 and not $5,290,600 as stated on page seven of the

document, and this year's requirement will be approximately $2 million

and not $2,782,210.

The second reviewer refers to increasing deficits each year

and to "huge expense increases" and "inability to curtail total expenditures".

In fact, when one removes the unavoidable increased plant cost associated

with the move to the new Medical School and Library, as can be seen

from Attachment 1, deficits decrease substantially. This irrefutably

demonstrates that costs of the Medical School have been brought under

control relative to the School's income base, except for the substantial

unavoidable increases in operation and maintenance of plant.
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There are basically two causes for the increase in plant

cost. The first is the -tremendous upgrading of Medical School and

Library facilities which was imperative in view of the woefully
inadequate 100-year-old buildings previously occupied. The old
structures were not air-conditioned; were inadequately wired for
modern scientific equipment; were heated by an antiquated coal boiler
system; and were located a mile from Clinical Center activities.

. The second cause for the substantial increase in plant cost relates to

the unanticipated, skyrocketing price of fuel oil and other utilities.

The STATEMENT submitted by HEW compares percentage

increases and expense from the 1972-73 actual to the 1973-74 budget.
As already indicated, we anticipate budget underruns, as has been
the case in the past, underruns caused in no small part by aggressive
cost containment efforts.

We are accused of not having "followed the common practice
In other medical schools of instituting a viable intramural faculty
practice plan". In fact, The George Washington University intramural
Practice Plan is now five years old, and it is one of the most sophisticated
among the 115 existing medical schools. There is total participation
by the full-time clinical faculty and total University control -- without
exception. The income from this Plan supports 5070 of all clinical
faculty costs, after which the surplus, generated almost entirely by the
so-called hospital-based departments of Anesthesiology, Pathology and
Radiology, is used to neutralize University Hospital deficits. It is only
appropriate that patient-care activity income be used for this purpose,
since the Hospital is carrying 3570 ($4 million in FY73) of clinical faculty
costs. If it were not, an unmanageable Hospital deficit would be created
which would have to be charged back to the educational programs of the
School of Medicine. The net effect would be no different.

It has been stated that the "precise disposition of the fund
balances derived from the professional practice plan is difficult to
determine" and "a substantial reserve exists which is operating as an
endowment". In fact, the precise disposition of these funds is fully
and clearly disclosed in the Distress Grant applications and appendices
thereto, incluling the annual University Financial Statement. The
funds are functioning as an operating reserve and not as an endowment.
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Even with the full utilization of all reserve funds, the cash position
of the Medical Center Fund Balance Sheet on 6/30/73 showed a
$1.5 million negative balance. Without these appropriated and
unappropriated funds the Medical Center, with a $45 million budget
and substantial accounts receivable from patient care activities, would
have virtually no working capital. Furthermore, it is these funds which
provide the fiscal assurance necessary to budget for a succeeding year.

The STATEMENT refers to actions taken by other hiedical
schools, and implies that similar actions have not been taken by The
George Washington University School of Medicine and Health Sciences.
It refers specifically to "shifting costs to Hospital budgets where
appropriate". As already indicated, in FY73 The George Washington
University Hospital carried $4 million of educational costs and this
level of support is projected into the future. Since 1966, costs have
been shifted from the Medical School to the Hospital to the maximum
extent allowable by third party reimbursers.

Finally, as a result of your suggestion during the recent
hearings, we were site-visited for a full day on February 27, 1974.
The site visit team was composed of high-ranking individuals in four
major medical centers. Our records were examined and we were
interviewed exhaustively. The results of this review have not been
made available to us, however, the report of these consultants may
shed light on the true nature of our distress.

In conclusion, reference is made to the recently released
Institutional Profile Ranking Report of the Association of AmericEn
Medical Colleges which provides data for FY72 on sixteen selected
school characteristics for all 92 medical schools fully operational at
that time. As you can see in  Attachment 2, The George Washington
University School of Medicine & Health Sciences ranked as follows:

1. Number of full-time faculty 76th

2. Student-faculty ratio 9th

3. Regular operating expenditures
per undergraduate medical student 92nd

4. Total regular operating expenditures 91st
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The financial problems of The George Washington'

University are not caused by extravagent expenditure rates, but

rather by an insufficient income base. In recognition of these

facts a number of actions have been taken to correct this shortfall --

not the least of which are the development of a mature Practice Plan;

increased Sponsored Program support; and, finally, the efforts to

secure the extension of the District of Columbia Medical and Dental

Manpower Act of 1970, currently under consideration by the

House Committee on the District of Columbia. Without a state-like

support supplement, our only alternative is to raise tuition to cover

full costs, and this action would have a disastrous effect on our

institution.

Your personal support, and the support of the House

Committee on the District of Columbia, are vital for our future.

We are deeply appreciative.

Sincerely,

tA-

James J. Feffer, M.D.
Vice President for Medical Affairs

JJF/jo

Enclosures

33-536 0 - 74 - 6
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THE
GEO;-:GE
WASHINGTON
UNIVERSITY

Vice Pre,i,.',11 for Medical .4,11drs '2300 Eye Street, N. W, 1 Washington, D.C. 200371(202) 331-6241

March 18, 1974

The Honorable Romano L. Mazzoli
Chairman, Subcommittee on Labor, Social Services

and the International Community
Committee on the District of Columbia
U. S. House of Representatives
Washington, D. C. 20515

Dear Congressman Mazzoli:

In response to a request late, last week from your
office, we are enclosing a presentation which contrasts the
methodologies underlying the recently released Institute of
Medicine report on the cost of medical education and those
documents previously supplied to your Committee portraying
the fiscal situation at The George Washington University
School of Medicine and Health Sciences. Calculations are
also provided which reconcile the data previously supplied
by, us and the, average medical student instructional cost
recently released in the Institute Study.

The enclosed document has been reviewed with
Ruth S. Hanft, Study Staff Director of the IOM Study, and
she has expressed a willingness to make comments and
observations to your staff if you so desire. Ms. Hanft
can be reached at 389-6721.

Sincerely,

•
James J. Feffer, M. D.
Vice President for Medical Affairs

JJF/jo
Enclosure
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RECONCILIATION OF THE COST OF MEDICAL STUDENT EDUCATION AS 'BETWEEN 

THE METHODOLOGY EMPLOYED BY THE INSTITUTE OF MEDICINE OF THE 

NATIONAL ACADEMY OF SCIENCES AND THE AMOUNTS REPORTED BY THE 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

The income and expenses reported in Exhibit 1, pages 1 and 2, include

only those fiscal items actually recorded in the accounts of the Sch
ool and

of its research activities. They do NOT include any items of cost or income

included in hospital or clinic accounts. It is a fiduciary accounting report

of the School as historically reported and as it is consolidated into the

audited financial statements of the University.

The AAMC profile (Exhibit 2) essentially takes the officially reported

income and expense of schools of medicine and compares them to national

averages on a consistent basis, using certain indexes and ratios (i.e. numbers

of students, numbers of faculty) as well as certain nonfiscal data such as

MEDCAT scores. The AAMC profile is a comparison of data contained in Exhibit 1;

The report of the Institute of Medicine/National Academy of Sciences*

sets out a cost per student based on a consistent methodology using crocram

cost-finding techniques. The cost elements and methodology involved in these.

techniques are so different from those in Exhibits 1 and 2 as to make any

direct comparison between them comoletely meaminzless. For example, the total

average educational cost per undergraduate medical student reported in the study

($12,650; range $6,000 - $18,650) includes the incremental teaching costs in-

curred in. the paticnt-care setting, which are typically recorded in hos7ita1
 or

clinic accounts. It also imputes a medical school facility cost related to

depreciation based on acquition costs (p. 27 of TOM study). Depreciation is

not ordinarily recorded in the accounts of a university medical school, an:: 
such

costs are not included in our audited financial statements nor in Exhibit 1 or. 2.

Educational costs experienced by medical schools attributable to other health

professionals, for example, physician assistants, are not included in the IOM

average cost per medical student.

In Exhibits 1 and .2 the full Sponsored Program cost and income are in-

cluded, while the TOM study includes only those research costs considered (on a

judgment basis) necessary for the education of MD's.

• It is not our purpose to draw point-by-point comparisons, but generally

the IOM study attempts to cost the milieu necessary for medical student 
edu-

cation wherever those costs may be found in an academic health care center - at

the patient's bed, in the clinic, at the laboratory bench. The ION study does

not confine itself to costs as traditicnally recorded in medical scho31 accounts
,

but rather reassembles tnose costs, discards some, adds others, allocates re-

sources used in joint product productions, and arrives at an average cost per

medical student basod on fairly sophisticated and ,,ansistently applief progr
am

cost-finding techniques.

" Report of a Study - COSTS OF EDUCATION IN THE HEALTH

PROFESSIONS - Parts I and II - January 1974
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' .

-•'71te IOM study makes a distinction between educational costs and
Instructional costs. The average instructional cost for the M.D. degree in .

the 14 schools studied was $7,650 (range $4,000 - $11,000, Table 39). The

-IUM study also introduces the concept of net educational expenditure (p.89 of
"study), which offsets total educationalcosts with research and patient-care
income attributable to the educational program.

Although it would take 4 to 6 weeks to complete a program cost-finding
study using the methodologies developed by IOM, assuming staff resources were
available, it is possible to approximate the instructional costs of The George
Washington University School of Medicine & Health Sciences from the financial
data contained in Exhibit 1 for fiscal year 1972-73, which is the year used in
the ION study.

Total Recorded Costs (from Exhibit 1) $11,066,150
Deduct: 0.

Sponsored Research Costs 4,633,985
Service Income (1) 279,038
Income from other than M.D. Students (1) 419,153
Indirect Costs Attributable to Programs

other than M.D. Students (see Attachment) 2,045,572

Estimated M.D. Instructional Costs $3,688,402

Number of Students 516

Estimated M.D. Instructional Costs per Student $7,148 (2)

ION Average
$7650

(1) By assuming that income and expense of these programs are equal, we are
blending two related but separate concepts discussed in the IOM study,
namely, instructional costs and net educational expenditure.

(2) The deduced cost above does not include the incremental patient-care
costs attributed directly to instructional costs (see discussion on
pages 68 and 69 of the IOM study). We do not believe that the in-
elusion of this cost factor--were it known--would materially affect the
M.D. instructional costs at The George Washington University Medical
Center.
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Attachment for 

Indirect Costs Attributable to Programs 
other than M.D. Students 

Although the cost itudy for the School covering 1972-73 is not yet

complete, the preliminary indirect cost pool as determined by principles

promulgated under FederalManagement Circular 73-3 (formerly Bureau of the

Budget Circular A-21) amounts to $3,071,000. It appears that one method

used for allocating indirect costs in some of the 14 schools included in

the IOM study was on a total direct cost basis (see page 27 of

Calculation of the Assumed Costs

the study).

of other than M.D. Instruction

Sponsored Research
Service Income

$4,03,988
279,038

Income from other than M.D. Students 419.153 $5,322,176

Indirect Costs 3,071,000

• 8,393,176

Total Costs 11,066,150

Deduced Direct Costs of M.D. Instruction

equals difference $2,672,974

Indirect Cost Attribution to Programs 
other than M.D. Instruction 

5,332,176  X (3,071,000) = $2,045,572
5,332,176 + 2,672,974
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Dr. ELLIorr. Perhaps I can address myself to some of the com-
ments which Dr. Edwards made and submitted in his testimony.
Senator TUNNEY. It would be very helpful, because I think when

we get around to marking up the legislation, the points that Dr. Ed-
wards made, and your response to those specific points, will have a very
important bearing on what happens to this legislation.

FINANCIAL PROBLEMS OF MEDICAL SCHOOLS CONTINUE TO MOUNT

Dr. ELLIOTT. We shall respond. First of all, let me observe that
Dr. Edwards and his colleagues certainly gave the implication that
many medical centers and medical schools around the country seem to
have their financial problems under control.
I would like to dispute that, because it is my impression that even

the most highly subsidized, in terms of endowments and so forth, are
in trouble, and we are no exception.
Our financial problems continue to mount in the George Washington

Medical Center—the medical school. I believe that university presi-
dents who find themselves with medical schools under their adminis-
tration will pretty well agree with that statement around the country.
I listened to Dr. Edward's testimony with a certain amount of

shock, because I think some of the things said and implied exhibit
neither sympathy nor understanding for the problems which we face.

Quite briefly, we are building and have built a good medical center
which extends to the community, and the many programs of outreach,
critical services, to thousands of Washingtonians, and we have put
together a medical education program which he said, as you will re-
call, was good.

WOULD BE FORCED TO CUT BACK

Now, what we are faced with is maintaining that quality and that
outreach. Without this legislation, Senator, we would be forced to cut
back both in breadth of outreach and service programs, and in the
quality of the programs. This is a conclusion that needs no proof from
our point of view.
It will happen unless this legislation is passed.

EXPENDITURES PER STUDENT LOWEST IN COUNTRY

To mention specifically a couple of points: A study conducted by the
office itself shows that George Washington University's expenditures
per student in the medical school are the lowest of all 92 schools of
medicine in the United States.
I believe these figures are for 1972.
From that figure alone, it should be obvious that we have no funds

to waste. If we are spending the smallest amount now, how can we
do it more efficiently? We do not see how.
Second, and this is a statistic of which we are not necessarily proud,

the student-faculty at George Washington is the ninth highest in the
United States among the medical schools, which means that per stu-
dent, there are fewer faculty members, and putting the expenditures
at the bottom seems to indicate to us that we are getting as much out
of the dollar or more than other medical schools.
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STUDENT ENROLLMENT

Senator TUNNEY. How many students do you have in each class?
Dr. ELLIOTT. We are building up to 150. We now have 150 in each

entering class. Four years ago, we had less than that, so our total
enrollment is just slightly under 600 as of this point.
Senator TUNNEY. And would you have to cut back on that enroll-

ment if you do not receive these funds?
Dr. ELLIOTT. There would be little economy to be gained in cutting

back in the numbers.
INCREASE IN TUITION

I would point out, instead, the medical school would lose the tui-
tion of those whom it did not enroll, and our tuition is now $3,000,
scheduled to go to $3,500 shortly.
You asked Dr. Edwards what would these schools do without these

funds. One of the things which we would be forced to consider would
be a further increase of tuition of the medical school—at $3,500, that
is pretty high already.
This is the kind of action which we can take only with the greatest

reluctance, and as a last choice. We would probably do that ratherthan see quality erode from that which we have spent so long on, andso hard working to achieve.
Senator TUNNEY. How many students are on scholarships providedby the school?
Dr. ELmorr. I do not have the figures in front of me

' 
but at ourplace, we have very small or limited financial aid funds for medicalstudents.

Senator TUNNEY. So in other words, every time there is an increasein tuition, there is a consequent decrease in the number of studentswho can afford to go to your institutions?
ELLiorr. We are afraid that is true.

With each increase, it eliminates a student from another economicbracket who otherwise is qualified to benefit from a medical education.

SPECIAL INTEREST LEGISLATION

Senator TUNNEY. What about the argument that is made, doctor,that this is in effect special interest legislation. That we are helpingtwo medical schools in a very special way, not helping other medicalschools in the same way, and that this is not a good way to organizeour medical education in this country through the use of the Federaldollar.
Dr. ELLIOTT. I believe the Secretary's testimony to report completelyand fully the support which private medical schools are getting fromtheir respective States, and of course, this legislation asks for thatkind of support from the Congress. While he and his associates wouldnot object if this funding came from the District of Columbia govern-ment, I would observe that we are in a transitional period, we believethat it will be another 2 or 3 years before the District of Columbiagovernment would be able to assess adequately and fairly our claimsto them for such support. In the interim, we believe this legislation isbadly needed to carry over these two schools through this period. Let
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us assess it in 2 or 3 years again, and see if the District of Columbia
government is then in a position to respond in the way that other
States are already responding.
Senator TUNNEY. Your argument then is based upon an analysis

of what other States are providing to their medical schools—public
and private.
Dr. ELLIOTT. Yes; and particularly private.
Senator TUNNEY. The District of Columbia is providing signifi-

cantly less, and this legislation merely makes up the difference?

CONGRESSIONAL RESPONSIBILITY

Dr. ELLIOTT. Well, of course, the District of Columbia has not had
authority or responsibility over its own budget, and, therefore, that
being a congressional responsibility, we believe it is perfectly in order
for these two universities to come to the Congress to present their
case.
In this case, the Congress acting in the place of a State legislature

for the purposes of this legislation, we see nothing contradictory in
that approach to the Congress.

Senator TUNNEY. Have you, at any time, supplied to this committee,
or to the House committee, the differential between the support that
the typical private medical school receives from State government in
this country, as contrasted to what you believe in the way of public
funds from the government of the District of Columbia acting as a
funnel for money that is provided by the Congress or by the Congress
directly?
Dr. ELLR-ri-r. At this point, of course, we do not get funds.
Senator TUNNEY. You get no funds at all?
Dr. ELLiorr. Not for these purposes.
Senator TUNNEY. What about for the other three funding cate-

gories?
Dr. ELLIOTT. All of these categories come directly from the Federal

Government—those related this morning in the testimony.
Senator TUNNEY. So you get some of these funds?
Dr. ELLIOTT. Yes.

ASKING FOR A FOURTH CATEGORY

Senator TUNNEY. What you are asking for is a fourth category?
Dr. ELLIOTT. Yes; the differential which we do not get is that sup-

plied by the State of New York to its private medical schools, and the
State of California for its private schools, and so on around the
country.

STATE PROGRAMS

Senator TUNNEY. And have you extrapolated any data from that
source material which may be available to indicate what the differen-
tial is between what you receive in the way of assistance per student?
Dr. ELLIOTT. Senator, these figures have been supplied. They are

available. I would point out simply they range all the way from two
States that give nothing to their private medical schools to the State of
Texas which gives, as I recall, $15,000 or $16,000 per year per student
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to the private medical school or schools in Texas, and the others are inbetween.
Senator TUNNEY. What does California do?
Dr. ELmorr. I should know that.
Reverend COLLINS. If I may answer that, Senator Tunney, Cali-fornia has a program of $12,000 per student for an increase ofstudent body in the private school.
That is the specific program in California. That is the presentprogram, the legislation itself is being considered to amplify andbroaden it.
The first step has been made.
Senator TUNNEY. Does that apply to all students, or just the resi-dents of the State?
Reverend COLLINS. Just to the residents of the State. However, theState residency program, because of the change of law, enables thestudent to go in a senior year to a school in California, and qualifyunder that as a resident. A senior therefore can come into the privatemedical school with a $12,000 subsidy to the medical school.
This in summary to your question, we have submitted, and willsubmit for the record the average support given by States to privatemedical schools across the Nation is greater than the support we areasking of you as our State legislature.
Senator TUNNEY. And that has been supplied?
Dr. ELLIOTT. It has.
Senator TUNNEY. That has been supplied to this committee?Dr. ELLIOTT. It has.
Dr. Ball has an item of information.

RESIDENCY REQUIREMENT

Dr. BALL. In the Journal of the Association of American MedicalColleges we published an analysis of how the various States supportthe schools, and what Father said is correct. But the way we interpretit is that residency in the State is not a prerequisite for this particularkind of support for the schools, for the reasons stated, it is a veryopen phraseology.
You can qualify for residency with a minimal period of time in theState.
Senator TUNNEY. What about the money you will be receiving underthis legislation if it passes?
Do you get this assistance irrespective of whether the student is aresident of the District of Columbia or not?
Dr. ELLIOTT. This certainly is one of the peculiarities of the school.The schools are local, in the sense that we provide broad programsthat reach thousands of citizens of the District, of adjacent Maryland.,adjacent Virginia, but we have also over the years, the decades, ac-cepted students from all over the country, and from foreign countriesas well. So in that sense, we play a dual role, we are local and we area national institution, and this becomes, in our view, a national re-source—a medical school with national responsibilities, as well as localresponsibilities.
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OUTREACH OF MEDICAL SERVICES

Senator TUNNEY. Besides providing medical services to the Members
and the families of Congressmen, do you provide medical services for
residents of other States, mainly Maryland and Virginia, in addition
to the residents of the District of Columbia?
Dr. ELmorr. Well, of the living alumni of the George Washington

University Medical School, 434 now live in the District of Columbia,
374 in Maryland, 204 in Virginia, and our educational and health care
progress through hospital affiliations are shared with Children's Hos-
pital, Columbia, District of Columbia General, Fairfax, Holy Cross,
Naval Hospital, St. Elizabeths, the Veterans' Administration, and the
Washington Hospital Center.
In addition, we serve the local area with a health maintenance orga-

nization, which is now 2 years old, that takes care of all residents of
that area of the city, without regard to their economic status.
Yes; our outreach is into Virginia, Maryland, as well as the District

of Columbia.
REDUCTION OF SERVICES

Senator TUNNEY. Would you have to cut down on these community
services, if you do not receive these funds, and would you have to cut
down on such services as emergency care?
Dr. ELLIoTr. I could not say how soon we would have to cut back

on what particular services, but in due time this kind of limitation
would require us to cut back on nearly every program we are engaged
in.

Senator TUNNEY. Including emergency care?
Dr. ELLIOTT. I would have to ask the dean of clinical services at the

hospital, how this would affect that particular activity, but certainly
we would have fewer staff on whom to call to perform such a service.
Dr. MCNULTY. I believe I could speak for Georgetown.
I think Dr. Elliott hit the key point, that is, as the funds are re-

duced, the only way to reduce the program, 80 percent of expenditure is
people, is talent, if the funding available for that talent is reduced,
one reduces the talent, as the talent is unavailable, then it becomes less
of a service capability for the hospital and the university, for the
emergency department that it runs, and for other functions in which
it is providing community services.
In our instance, at Georgetown, we have a heavy commitment to the

District of Columbia General, and we intend in every way possible to
continue that commitment. It is over decades, but every time we are
placed in the role of further and further reduction, it becomes a jeop-
ardy type of situation in which we are not always able to do what
we want to do in terms of our extension, support, and collaboration
of District of Columbia General operations. This is just one example.
Dr. ELLIOTT. To put it in another perspective, Mr. Chairman, we

anticipate that if this legislation is passed, and fully appropriated,
fully funded, that George Washington would receive $2 million to $3
million maximum in each o,f the years covered by the legislation.
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The total budget of our medical center this next year will be over
$50 million. I do not know what these other institutions are doing,
how they are going to continue to finance the rest of that, but we are
leaving no stone unturned to continue on a path which we have staked
out, and that is a better health service program, and a better medical
education program.
Now, obviously, $2 million to $3 million cutting into a budget of $50

million will not close the door tomorrow morning, but it will gradu-
ally erode the quality of what we are doing, because it does represent
5 percent or 6 percent of the total operating budget. We are con-
fronted, as are others, with this onrushing case of inflation, and the
moving costs of health care.
To be struck doubly without these funds, and to face the continued

inflation, would make our erosion much more rapid. We think we
would be in an untenable situation.

WAIT-AND-SEE POLICY

Senator TUNNEY. Do you feel the argument that Dr. Edwards
made—that we ought to take a look at the overall medical education
nationally before we start spending additional Federal dollars, and
that we ought to have a detailed analysis as to how those moneys could
be used—is a faulty argument?
Dr. ELLiorr. Let me put it into my own words, if I may.
When we made the case for the original legislation, the representa-

tives of HEW sat here in the Halls of Congress and said:
We oppose this legislation because we have this study underway. This com-

prehensive study of medical education costs on health care will be completed
within the next 12 months, that is underway, and then we will know what kind oflegislation should be passed for all of the medical centers of the country.
Senator, we have not seen that definitive study as yet.
Senator TUNNEY. How long ago was that?
Dr. ELLmyrr. That was in 1971. We have not seen it, and we have

not seen anything as to give us any information or any guidance as
to how we might better manage our own cehters. It speaks for itself.
Senator TUNNEY. So you feel there is some holding action there?
Dr. ELLiorr. I would not want to speculate on the why, but all I

am saying is that the results have not appeared.
Senator TUNNEY. Does anyone else wish to speak?
I directed most of my questions to Dr. Elliott.
Does anyone else have anything they want to say?
Dr. MeNuurY. If Dr. Elliott has completed, I would like to first

express the apologies of our president.
I think his absence is somewhat appropriate to our meeting. He is

out fundraising today. He had a commitment with a potential donor,
an out-of-town donor. He spent 6 months trying to get it—he does
not want to try another 6 months to get it.
I say that with greatest of sincerity.
I do appreciate the privilege of submitting our prepared testimony.
Senator TUNNEY. They will be included in the record.
[The prepared statements from Georgetown University follow:]
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TESTIMONY
HEARING BEFORE THE

SUBCOMMITTEE ON PUBLIC HEALTH, EDUCATION,
WELFARE, AND SAFETY

COMMITTEE ON THE DISTRICT OF COLUMBIA
UNITED STATES SENATE

93rd CONGRESS, SECOND SESSION
ON

S. 2730
MAY 1, 1974

Mr. Chairman and the members of this Subcommittee, I am Matthew F. McNulty,

Jr., Sc.D., Executive Vice President for Medical Center Affairs, at Georgetown

University. I appreciate the privilege of appearing before you today to ex-

tend the testimony that our University Presidents have just prepared.

My purpose today is threefold:

1. To outline briefly some background with regard to

the bill under discussion today; and

2. To describe briefly the irreplaceable service

that the Medical School of George Washington

University and the Medical and Dental Schools

of Georgetown University provide to the District

of Columbia, to the metropolitan area of Washington,

D.C. and to the nation; and

3. To present briefly an overview of the continuing fis-

cal problems that in recent years have continually

threatened the successful accomplishment of the

medical and dental educational, patient service and

research responsibilities of these three schools.

Deans of each of the three schools, leaders of national and professional

organizations, and community representatives will present more specific

information.

33-536 0 - 74 - 7
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Since the formation of the School of Medicine in 1851 and the School

of Dentistry in 1901, Georgetown University Medical Center has developed a

national and international reputation of excellence in both health science

education and service. Our student body has both a national and regional

character and our graduates in addition to their high concentration in the

District of Columbia metropolitan area are practicing in every state in

the nation.

The excellent reputations of the two schools are confirmed by the ever

increasing number of applicants for admission. For the School of Medicine

class entering in 1971, there were over 5,000 applications for the 205

places. This was the largest number of applications ever received by an

American medical school. For the class entering in September, 1973, the

number of applications rose to over 7,500. A similar phenomenon has occurred

in the School of Dentistry.

For the past several years Georgetown University Schools of Medicine

and Dentistry have been operating on the brink of financial disaster. The

reasons for this will be dealt with in more detail later. The two schools have

reduced costs to an absolute minimum. The success of these cost reduction

efforts has recently been confirmed by two external sources to which I would

like to draw your attention.

I believe that a single document can best demonstrate the effectiveness

of the management of the Georgetown University Schools of Medicine and

Dentistry. In that regard the AAMC has developed an Institutional Profile Sys-

tem to serve as a comprehensive data base describing each of 92 fully activated

and functioning medical •schools. The current report of that program was

issued on February 7, 1974. It is included as Exhibit I to the testimony.
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The attached graphic profile from the AAMC indicates two essential cri-

teria. In the scores obtained by applicants for schools of medicine admitted

to Georgetown under the medical application testing science score program,

Georgetown student applicants scored in the top 16 of the 92 medical schools

in this country. In the expenditure for undergraduate medical school per

year, Georgetown was 90th from the top in expenditure per medical student.

In other words, in the quality of students as measured by the MCAT, George-

town University students were in the top 16 schools in the country; in the

expenditure per student, Georgetown was two from last in the country.

Another more recent measurement is the letter from the Department of

HEW through the Philadelphia Region III Office dated April 2, 1974. That

letter denied distress funding to the Schools of Medicine and Dentistry.

However, the letter in speaking of the decision of the National Advisory

Council on Health Professions Education to deny distress funding for FY 1974

indicated the need for having a permanent solution to meeting the deficits

of the two schools.

The letter of denial from DHEW indicates, "Council acknowledged that

the school has recently set in motion several management improvement steps

and has strong and capable executive leadership." (underscoring supplied)

This letter indicating both the need for a regular source of financial sup-

port other than distress funding and the effective management of Georgetown

University Medical Center was based on the recommendations of a site

visit team comprised of four nationally recognized experts on medical center

operations.
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It is with reference to the recommendation for a regular source of finan-

cial support by this team of national experts that we come before you today

to urge your favorable consideration of S.2730, a bill to extend Title III

of P.L. 91-650, the District of Columbia Manpower Act of 1970.

Through P.L. 91-650 your Committee initiated a per student capitation award

public policy for medical, dental, and other health science education. Prior

to your enactment of P.L. 91-650, Gentlemen, there were not any national

student capitation award programs. Subsequent to your action the Congress

enacted P.L. 92-157, The Comprehensive Health Manpower Training Act of

1971 (HMTA)."

That national legislation (P.L. 92-157 HMTA) expires June 30, 1974.

Under the provisions of that law, federal "capitation grants" have been

awarded annually to improve the quality of schools of medicine, dentistry,

osteopathy, veterinary medicine, optometry, pharmacy, and podiatry. Con-

currently, all "public" medical schools receive state support. For "private"

medical schools, 19 out of the 21 states having these private medical

schools support those schools with some form of state financial assistance.

It is significant to our appeal today to note that the Department of

Health, Education, and Welfare and the Executive Branch are on record as

encouraging the greater financing of medical and dental education by state

governments. Essentially our appeal to this Committee today is for an

extension of state-like support authorization - "The District of Columbia

Medical/Dental Manpower Act" originally of 1970.

Assisted by the existence of your D.C. Medical/Dental Manpower Act

(P.L. 91-650) and the intent of Congress which it represents, the three

schools of our two Universities received Federal "financial distress awards"

from the Department of Health, Education, and Welfare for the 1971, 1972, and

1973 fiscal years.
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The distress award feature of the national HMTA program w
as for a

limited three-year period (1971-1974). Without this or equivalent assis-

tance, these three D.C. schools could not have continu
ed to provide the

levels of education and patient care which has so benefited
 the community

of the District of Columbia, the metropolitan area and
 the nation. With the

"financial distress award" feature of the national HMTA 
expiring June 30, 1974,

the extension of the D.C. Manpower Act is essential to t
he continued signifi-

cant local and regional contribution these schools mak
e to the health problems

of society.

At the current time, as stated above, a clear majority
 of private

universities are receiving from their state legislatures
, financial support

for their medical and dental schools. Without such support it would not be

possible for them to survive, and the health of the na
tion would be placed

in jeopardy by an acute shortage of the necessary health 
manpower.

Since the original enactment of the D.C. Manpower Act 
(P.L. 91-650), it

is encouraging to report that there has begun a ration
alization of financing

for medical and dental education in our country. It is now possible to

perceive a public policy that recognizes at least a fi
ve-fold fiscal respon-

sibility for the operation of medical and dental schoo
ls. These five con-

current methods for operational resources include a 
federal responsibility,

a state responsibility, a student responsibility, an 
institutional responsi-

bility, and a research responsibility - the latter com
monly called "Sponsored

Program Support."

This five-fold responsibility is further recogn
ized and supported by a

recent study conducted by the Institute of Medicine 
on behalf of the National

Academy of Sciences, and funded under contract with 
DHEW to determine the

costs of educating students in eight different healt
h science professions.

The report of this study which bears the title "Report
 of a Study: Costs of

Education in the Health Professions", Parts I and I
I was submitted to Congress

on February 26, 1974.
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It is a major recommendation of the Institute of Medicine study that

health professions education be funded from a combination of income from

the following souces: (1) Tuition, (2) Gifts, (3) State Support, and

(4) a federal capitation award program. This recommendation is the

result of the study of an independent body, which has had the opportunity

to review in depth the financial operations of both public and private

schools of medicine and dentistry in all areas of the nation, and supports

our contention that some form of state-aid is essential to private health

science centers in addition to continued federal support in terms of

capitation.

I have already commented on the National Health Manpower Act (P.L.

92-157). Unfortunately, for the several years of its existence, the level of

that support did not approach in any way the basic need. The Association of Ameri-

can Medical Colleges recommended that the minimum capitation payment from this

national program be $5,000. The Carnegie Commission on Higher Education

recommended $4,000 per student. The recent Institute of Medicine study

described above, recommends a level of capitation at between 20 and 40

percent of the net average annual cost of education. (Net education

costs refer to the cost of education less the income received from research

and patient care activities). Capitation funded at 25 percent would amount

to $2,450 per medical •student and $1,850 per dental student. Capitation funded

at 40 percent would result in $3,900 per medical student and $2,950 per

dental student in terms of 1972-1973 expenditures. The authorizing legislation

of this P.L. 92-157 provided for $2,500 per student. The appropriation

authorized only approximately $1,700 per student grant.

Related to this request for state-like support, and to the efforts of the

Schools of Medicine and Dentistry at Georgetown University to cut costs, it is

desirable to emphasize the results of a recent study by the Committee on the Financing

of Medical Education of the Association of American Medical Colleges (AAMC).
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That study demonstrated from twelve (12) thoroughly evaluated medical schools

operational models a cost of undergraduate medical education ranging from

a minimum of $16,000 per student per annum to $26,000 per student per annum.

Georgetown University School of Medicine participated in the study

mentioned. The cost of undergraduate medical education at Georgetown Uni-

versity was eleventh (11th) from the top of those 12 schools. In other words,

we were next to last in a study of operational resources expended by 12

prototype schools across the country for undergraduate medical education. Yet,

underfinanced as they are, Georgetown University Schools of Medicine and

Dentistry are a major educational and service resource to the District of

Columbia.

The District of Columbia Government authorized a comprehensive plan for

public higher education in the District of Columbia. A summary report of

the study was completed in December, 1972. Three pages of that report have

been abstracted as Exhibit II for this testimony. For the need of professional

education in the District of Columbia, this comprehensive D.C. plan for higher

education reported "...we do not propose the establishment of new professional

schools of medicine, dentistry...".

In other words, it is essential that quality professional education for

physicians and dentists continue to be rendered by the three private univer-

sities in the District of Columbia. One such higher education institution,

Howard University, is already supported through Federal appropriations. Such

support assists in the financing of the health science professional schools of

that University.

It is notable that the report prepared for the District of Columbia

government indicates also "And since medical and dental schools are exceedingly

expensive to establish and operate...".
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The deans of the schools of medicine and dentistry and Father Henle, the

University President, will describe in more specific detail in their testimony

the essentiality of the service rendered to the District of Columbia and the

Washington Metropolitan Area by these three schools. I will stress only the

vital service delivered to the less fortunate residents of the District of

Columbia through Georgetown's programs at D.C. General Hospital and the Com-

munity Health Center in the Edgewood Terrace area of N.E. Washington.

At D.C. General Hospital the Schools of Medicine and Dentistry perform

a vital service to the community. The School of Dentistry, for example,

provides its services without cost to the indigent patients. An oral surgery
service, as well as treatment for oral infections and extractions is included.
An oral surgery intern or resident is on duty in the hospital emergency room

twenty-four hours a day, 365 days a year to handle this service.

The School of Medicine is involved in the day-to-day functioning of the
hospital. Its faculty, physicians, residents and students are participants.
The University provides services in both medicine and surgery and their sub-
specialities. The staff is also responsible for the graduate training program.
Technicians man the laboratories and are paid for by grant monies from George-
town. Georgetown's only compensation from D.C. General for service provided
is that the space used for research and service is received free.

At the Community Health Center in Edgewood Terrace, Georgetown faculty
and staff offer a full range of health services to area residents either on
a prepayment or on a fee-for-service basis. The Center is the recipient of a
Family Health Center Grant which enables it to provide comprehensive medical
care to 3,000 medical indigents (that is, persons whose annual income is too
great to qualify them for Medicaid, but is less than $7,000). Sixteen
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hundred persons are currently enrolled in this program, which is the only

one of its type in the District of Columbia. In addition, the center under

and agreement with the Department of Human Resources enrolls Medicaid bene-

ficiaries on a prepayment basis.

Faculty, staff, students, alumni, friends and administration at George-

town University are tremendously proud of the health science education,

patient care and research contribution made by our medical and dental schools

over almost 125 years. We do not want to be and do not intend to be first

in the expenditure of funds. However, we believe strongly that the signifi-

cance of our contribution to the citizens of the District of Columbia, the

metropolitan area and the nation warrants a state-like support of a level

higher than next to last!

A brief comment on medical and dental education financial support obtained

from the several sources of tuition payments; institutional fund raising and

funds for research for new knowledge and expansion of existing knowledge. The 3

schools have now for 1974-75 extended even further the tuition rates, the fund

raising efforts, the successful solicitation of foundatio
ns, corporations,

alumni, faculty, and friends, much beyond that reported t
o this Committee

upon the initial hearings in 1970 for the bills that even
tually became

P.L. 91-650. Every possible avenue of tuition income, fund raising 
income

and research income has been exhaustively searched.

The tuition range to students for our three schools now 
ranks among

the highest in the country. The parent university and these schools have

accomplished effective internal economies and effectivene
ss in organization

and management to realize the greatest production of 
educational endeavors

from a minimum of resources.
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As evident of stringent internal management, combined with the seeking
and obtaining of financial resources from multiple sources, we emphasize
that the amount of funding requested per student in these two Bills for
George Washington and Georgetown Universities is no more than the initial
law (P.L. 91-650) established in 1970 for a then fiscal climate which has
escalated rapidly in the last four years.

Under the original P.L. 91-650 there was a maximum limit of appropriationfor the first year of $6,200.00. Despite inflation, that limit continues
to be our recommendation. The capitation ceiling of up to $5,000 per medicalstudent and up to $3,000 per dental student is also recommended without increase.

Measured against the $17,282 per medical student per year for FY 1973
appropriated by the Texas legislature for a private medical school or the
more modest $7,000 per medical student per year by Illinois, $7,500 by
Delaware or $6,500 by Florida, a ceiling of $5,000 per medical student and
$3,000 per dental student is a conservative request.

To avoid any misunderstanding of program, I should emphasize that bothGeorgetown University and George Washington University operate University
Hospitals and HMO programs. However, these patient care endeavors areeither separate corporations, or, operated as distinct fiscal entities with
independent accounting records, income and expense transactions, et cetera,
entirely separate from the educational activities of the schools of medicineand dentistry. Neither are we discussing here any funding for University
Hospitals. They, too, operate entirely separate from the Schools of Medicineand Dentistry.
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The precedent •for state-like support to medical and 
dental education in

the District of Columbia already exists. As mentioned earlier, Howard University,

a private institution, receives funding from the Cong
ress through the Department

of Health, Education and Welfare. These funds assist materially in the support

of its health science educational programs. The Vice President for Health

Affairs, Howard University, has understood what Georg
etown and George Washington

Universities are striving to accomplish through S. 2
730 before you today.

Dr. Alexis has expressed that support in a letter of Ja
nuary 2, 1974. He

has given his approval for including that letter as 
a matter of record for

the consideration of this Committee. With your permission, Mr. Chairman,

I would like to file that letter as part of this testim
ony (Exhibit III).

The previous Act (P.L. 91-650) and the extension S. 
2730 now being

requested, require that both Universities submit for
malized applications,

supported by fully developed cost analysis and verif
ied by independent audit

statements of certified public accounting firms. In other words, if P.L.

91-650 is extended as requested here today, financia
l awards would be fully

authorized only on documented, independently audited fi
scal reports.

Gentlemen, the need for this support is real; it is imm
ediate. The

need continues as essential to the continued level o
f contribution of our

Schools of Medicine and the School of Dentistry. The record of frugality

of operation as established by independend assessmen
t is clear and compelling.

We recommend an extension of the existing legislation
 which is consistent

with the experience of a clear majority at other private universities in

obtaining from their state legislatures, financial support for their medical

and dental schools.
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We urge your thoughtful consideration and full support for meeting

these needs.

I would be pleased to answer any questions, Mr. Chairman.. Also, I

sincerely thank you and the Committee for the opportunity of presenting

this testimony in support of S. 2730.

Exhibit I: AAMC - "Institutional Profile Ranking Report", February, 1974.

Exhibit II: Three-page abstract from "A Comprehensive Plan for Public
Higher Education in the District of Columbia," Summary
Report of a Study for the District of Columbia, Arthur
D. Little, Inc., December, 1972, pp. 22-23.

Exhibit III: Letter dated January 2, 1974, from Carlton P. Alexis, M.D.,
Vice President for Health Affairs, Howard University.
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e essed student interest in them. I en the existence of manpower needs
affect student interests and aspirations, students become aware of employ-
ment op..rtunities. Sometimes, however, p 2rams based upon known man-
power requi •• ents generate little interest among udents.

Nevertheless, we .elieve that an education program lated to jobs expected
to be open in large n bers and desired by a significan umber of students
should be instituted; the . ids are that it will attract studen and will enable

ose students to obtain such -4 ployment. In formulating recom endations for
e cation programs for the ins utions of public higher educatib in Wash-
ingto D.C., we considered both orecast manpower needs an tudent
aspirati s.

Arthur D. ittle, Inc., forecast manpower quirements in the Washington
Standard Metro.,litan Statistical Area (SMSA) fo 975, 1980, 1985. Then to
determine the shar of those manpower requirements at might appropriately
be filled by District r idents, it was assumed that the trict share would be
proportionately equal to he ratio of the number of Distil residents to the
total population of the % •MSA. For occupations generally 'quiring some
post-secondary education, Tab 3 shows the forecast of annual Dist t demand
by target years. These estimates clude the number of new people n 'ded in
these occupations in given years to et growth needs plus replacement n ds.

Professional Schools of Medicine. Dentistry and Law

While we recommend the establishment of four institutions with differenti-
ated roles and a number of professional and graduate programs within those
institutions, we do not propose the establishment of new professional schools of 
medicine, dentistry  and law. This is, of course, an important policy issue with
significant educational, public service, and cost implications. As such, it is an
issue for the Board to address, and, as with all such issues, its ultimate disposi-
tion probably will rest with funding sources.

It is true that the absence of medical, dental and law schools limits the
comprehensiveness of the recommended public higher education system. But we
believe from interviews with officials in non-public universities and Federal and
District government agencies that opportunities exist to accommodate sub-
stantial numbers of District residents and graduates of public institutions'
pre-professional programs in cooperative arrangements and consortium programs
with the several professional schools of the District's non-public universities. (We
estimate that 85 percent of the District's annual demand for lawyers could be
supplied by graduates of those law schools who elect to remain in the District.)
And since medical and dental schools are exceedingly expensive to establish and
operate, this would enable the District to maximize benefits to its residents
within the limits of available resources, an important thrust of the recommended
mission statement for the District's public higher education system.
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TABLE 3

FORECASTS OF ANNUAL OCCUPATIONAL DEMAND BY

TARGET YEARS, FOR OCCUPATIONS RELATED TO

HIGHER EDUCATION, DISTRICT OF COLUMBIA,

1975-1985

Total Demand

1975

Bu ess, Management & Commerce Occupations 5,800

1980 1985

6,523 7,625

A. Sec tarial 2,036 2,357 2,876

B. Accou ing 394 431 490

C. Personal 'rvices 205 1 299

D. Marketing, rchasing, Distribution,

Business & In strial Mgrnt. 65 74 89

E. Graphic Arts 63 . 61 59

F. Other 3,037 3,361 3,812

Data Processing Occupation 247 340 83

Engineering & Engineering ano

Mechanical Technical Occupation 1,950

A. Engineering

B. Aeronautical & Aviation Technician

C. Electronics & Machine Technician

D. Mechanical Technician

E. Others

2,457 2,966

580 893 1,064

42. 39 37

89 101 123

82 82 89

1,157 1,342 1,653

Health Professions, Health Services &

Paramedical Occupations

.46...aysicians & Surgeons

R flersticts

C. Pharmacists

D. Psychologists

E. Osteopaths

F. Optometrists

G. Nurses, Professional

H. Nurses, Practical

I. Medical & Dental Technicians

J. Other Medical and Health

1,279 1,667 2,220

129 165 207

38 47 53

41 42 44

13 16 20

7 9 11

6 7 10

384 492 630

218 301 447

242 334 489

201 24 317

ic Service Occupations

Profess' al Occupations, Except Health

Business En eering

A. Social Scienti

B. Natural Scientists

C. Education

D. Other Professional

Other Professional, Technical

& Kindred Occupations 712 863 1

Occupations Not Elsewhere Classified 712 863 1,115

309

1,804

275
410

583

536

340

1,969

666

554

387

2,187

351
509
735

592

Grand TotalCl 14,161 16,991
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A COMPREHENSIVE PLAN

FOR PUBLIC HIGHER EDUCATION

IN THE

DISTRICT OF COLUMBIA

SUMMARY REPORT

of a study for the

DISTRICT OF COLUMBIA GOVERNMENT

Project completed
December, 1972
Arthur D. Little, Inc.

This profect was supported In whole or In part b• ?Comprehensive n:anning grant awarded UnderTItla I of the H gher Education Facilit:es Act, asamended, from the Div:sion of Academic FacHalalof the U. S. Office of Education.

•

Arthur D Little, Inc

SUBCONTRACTORS:
Dudley W. Gill and Associates
The BLK Group, Inc.
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OFFICE OF THE VICE PRESIDENT
FOR HEALTH AFFAIRS

EXHIBIT III ,,-;c7

HOWARD UNIVERS=
WASHINGTON. D. C. 20001

January 2, 1974

Matthew F. McNulty, Jr., Sc. D.
Executive Vice President for Medical

Center Affairs
Georgetown University Medical Center
Washington, D. C. 20007

Dear Dr. McNulty:

As per our recent conversation, please
be certain of my continued personal support of
Georgetown in its effort to obtain sounder funding.
Howard does not have a position on this matter,
and as such I cannot at this time speak for the
Univer sity.

I wish you much success.

Yours Very truly,

Carlton P. Alexis, M. D.
Vice President for Health Affairs

CPA:obs

33-536 0 - 74 - 8
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GEORGETOWN UNIVERSITY

WASHINGTON. D. C 20007

TESTIMONY
HEARING BEFORE THE

SUBCOMMITTEE ON PUBLIC HEALTH, EDUCATION,
WELFARE, AND SAFETY

COMMITTEE ON THE DISTRICT OF COLUMBIA
UNITED STATES SENATE

93rd CONGRESS, SECOND SESSION
ON

S. 2730
MAY 1, 1974

Mr. Chairman and Members of this Committee:

I am Robert J. Henle of the Society of Jesus, the President of Georgetown

University. I have a brief statement on S 2730, a bill to extend for three years

the District of Columbia Medical and Dental Manpower Act of 1970.

Georgetown University is in a dilemma over the financial position of our

Medical and Dental Schools. The reputation of these Schools is on a definite

ascendancy as is evidenced by the nationwide volume of applications on the part of

students and faculty. We have substantially increased the student bodies of both

Schools as our contribution to the shortage of medical and dental manpower in the

Nation as well as in the District of Columbia with its metropolitan area. There

are over 10,000 physician graduates from the Schools at George Washington Uni-

versity and Georgetown University in practice throughout the country, as shown on

attached Exhibit.

At the same time, despite our diligent efforts to raise monies for the support

of the operational costs of these Schools, the Georgetown University Medical and

Dental Schools had an operational deficit in the year 1972-1973 of about three

million dollars. The same range of deficit is occurring this present year.

Due to the enactment by Congress of The District of Columbia Medical and Den-

tal Manpower Act of 1970, the Secretary of Health, Education and Welfare met the

deficits of the past years and we are in process of applying for this year's

deficit.
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Medical and Dental School education is the most
 expensive individual education

cost at our University. This is true of the Medical and Dental Schools 
across the

country.

We are making every effort to keep these cost
s in line and have been reasonably

successful. The Deans of our Schools will show this in de
tail in the financial

statements they present.

Georgetown University does not have the fin
ancial capability from its private

funds to underwrite these losses.

Why do we ask your help in meeting our prob
lem? Private Medical and Dental

Schools throughout the country have receive
d funds from the State legislatures to

meet the same problem. Experts in these fields will testify in detai
l on this

point.

Georgetown University's Medical Center is e
ngaged in many medical service pro-

grams that are critical to the health care 
system of the Metropolitan area.

point out specifically on the attached Exhi
bit "Community Involvement by George-

town University Schools of Medicine and Den
tistry" the programs at our own hospital

with its outpatient clinic, the P Street Clin
ic run by Georgetown and the program

at the D. C. General Hospital with our esse
ntial medical manpower service to its

Departments of Medicine and Surgery. All of these area health services come from o
ur

having Medical and Dental Schools.

In summary: Georgetown University, despite all its ef
forts to meet the costs

of medical and dental education from tuitio
n, private grants and from national

health legislation, cannot meet these costs wit
hout the continuation of the

District of Columbia Medical and Dental Manpo
wer Act of 1970.

What if we do not obtain these funds? At best, our medical and dental

educational programs will deteriorate, our 
services to the District and the Metro-

politan area of Washington will be curtaile
d and reduced in quality; at worst, we

will have to progressively and finally clos
e out most of our medical center
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operations, thereby seriously injuring health education and services both nationally

and locally.
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THE CONTRIBUTIONS OF

GEORGETOWN UNIVERSITY MEDICAL CENTER

TO THE HEALTH AND WELFARE OF THE

WASHINGTON METROPOLITAN COMMUNITY

October, 1973
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There are several categories of programs through which the services,

facilities, faculty and students of the Georgetown University r.edical Center

contribute significantly to the health and welfare of the comounity in the

Washington metropolitan area. These include:

A. Information to the Public

B. Educational Opportunities

C. Medical and Dental Services
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A. INFORMATION TO THE PUBLIC

1. "Opinion Line" is broadcast over radio station WUST. Faculty

members of the Schools of Medicine and Dentistry participate

on the program. The faculty discuss a topic in their respective

fields, then answer questions from listeners. Station WUST

offers the University an opportunity to perform an important .

service for the predominantly black listening audience in

Washington's inner city, as well as providing an important com-

munity service.

2. Through the Speakers Bureau, the University brings its faculty

and staff one step closer to the community through its more than

300 talks scheduled annually. There are approximately 53 speakers

in this volunteer service who are faculty members or students in

the Schools of Medicine and Dentistry. They speak not only on

areas of their expertise, but are available to talk on career op-

portunities in their fields. The latter topic is especially popular

In high schools.
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B. EDUCATIONAL OPPORTUNITIES

1. Health Professions Seminar Program for Local Minority High 
School Students 

Twice yearly, groups of minority high school students, primarily

from the Washington, D.C. public school system, attend two series

of five all-day sessions, each related to the medical sciences,

emphasizing medical and paramedical career opportunities. In

addition, nursing faculty work with juniors in area high schools

introducing them to levels of nursing practice, educational op-

portunities in the Washington, D.C. area and the advantages/disad-

vantages of each.

2. Explorer Post of Boy Scouts of America, National Capital Area 
Council Program 

The program provides the participants with an overview of the

services offered at the Georgetown School of Medicine and the

Medical Center. It is open to all 14-18 year olds in Washington,

Virginia and Maryland high schools. The students attend demonstra-

tions of clinical facilities associated with such departments as

orthopedics, surgery, physical medicine, rehabilitation, and

ophthalmology. This is the only program of its kind offered by

local area medical schools.

3. Community Scholars Program 

Special courses are provided to strengthen the students drawn

from low-income families, who are interested in pre-medical and

pre-nursing programs. The courses are selected from those judged

to be critical to the students' success during their first academic

year, ie., biology, chemistry, et cetera.
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4. Human Biology Program for High School Students 

The program is designed to enrich the academic levels of high

school students in the District of Columbia in the area of human

biology; to motivate them to achieve higher academic levels in their

studies; to introduce them to careers in medicine; and to provide

counseling that enables them to understand better the relationship

of medicine to themselves and to their community. It is assumed

that a by-product of this program should be the dissemination of

information by discussion of the program between participants and

their classmates. The program is conducted largely by students

of the School of Medicine, although the faculty acts in a counseling

and supervisory role.

5. Continuing Education Proarams For Graduate Physicians, Dentists 
and Nurses 

The Schools of Medicine, Dentistry and Nursing conduct programs

designed to provide continuing education for people employed in

health services. The School of Medicine, for example, conducts

the Thursday Night Medical-Surgical Cardiovascular Conference.

It is attended by about 200 graduate physicians and students weekly.

Heart specialists, using patients for demonstration purposes, in-

struct in the diagnosis and treatment of complicated cardio-vascular

problems.

The School of Dentistry offers 8-12 courses of 2-3 days duration for

dentists and dental assistants. Participants come from a wide area,

including the District of Columbia.

In Nursing, where continuing education is likely to become a re-

quirement for annual licensure renewal, the School offers summer and

evening courses for area practitioners and educators.
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6. Nurse Midwifery 

In cooperation with the D.C. Department of Human Resources and

the D.C. General Hospital, the School of Nursing is offering an

educational program in nurse midwifery for area nurses wishing

preparation in this extended role. The intention to practice in

the District of Columbia is a requirement for admission, and preference

is extended to personnel of the Department of Human Resources.

-5-
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C. MEDICAL - DENTAL SERVICES

I. University Affiliated Center for Child Development 

A multi-disciplinary training center, dealing with mental re-

tardation and related handicapping conditions in children, includes

in its three-fold purposes that of "serving the metropolitan

Washington community by providing exemplary settings for the care

of handicapped children." Additional programs at the training

center include dental evaluation and care provided by Georgetown

School of Dentistry.

2. The Area A Community Mental Health Center

The Area A Community Mental Health Center serves one of the four

geographic areas of the District of Columbia and is sponsored

jointly by the Georgetown Department of Psychiatry and the D.C.

Department of Human Resources. Comprehensive mental health services

are provided for 140,000 people of varied socioeconomic levels.

The bulk of the emergency and outpatient services is provided at

Georgetown University Hospital. The Day Hospital, located in the

Georgetown area, has an average of 35 patients in active treatment.

The Youth Services facility, which is one block from Georgetown

Hospital, includes a day treatment school, outpatient diacnostic and

treatment services, a drug clinic, and school consultation services.

In addition, the Center operates two satellite clinics in the area.

The psychiatric staff of the Center hold Georgetown faculty appoint-

ments. Many attending faculty also teach and supervise the residents

and students assigned to the Center.

Georgetown residents are assigned to all components of the Center; and

a major portion of our residency training is centered within the Area

A program both in the community and at Georgetown University Hospital.
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Medical students are also assigned to most of these components.

In addition, 6 third year psychiatric residents provide weekly

consultation to the Social Rehabilitation Administration(Welfare

Department) of the District of Columbia. Pesidents are also

consulting with the police, a half-way house, and Regency House

within the District of Columbia.

3. Children's Kidney Disease Prevention Center 

The Pediatrics Department, in collaboration with the Division of

Urology, operates a screening and diagnostic program for kidney

disease for all children in the Washington metropolitan area.

4. Psychiatric Walk-In Clinic 

Designed to provide "immediate attention to those in crisis",

this clinic is staffed by faculty, social workers, residents and

students of the Medical Center. It is the only one of its kind in

the District of Columbia. A fee of $10 is charged for initial

interview and assistance if the patient can pay. Referrals are

made when appropriate. Seventy-five percent of the patients are

residents of the District of Columbia.

5. Home Care Program for Cancer Patients 

A team of physician, nurse and social worker from the Medical Center

cares for the advanced cancer patient in his home, thus enabling

the patient to be with his family. No charges are made to the

patient for these services. 2960 days of home care were provided

last year.

6. Hypertension Program 

This program takes medicine to the people in Washington's inner city.

-7-
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Patients were screened for high blood pressure without cost at

block parties, in grocery stores, churches and community centers

by physicians and students. In a recent program, more than 3,000

persons were screened. Follow-up treatment is being given on a

private-patient basis at the D.C. General Hospital's Hypertension

Clinic, operated by Georgetown physicians. Six Eastern High

School students were taught to take blood pressure and were sent

to check patients waiting in various specialty clinics at D.C.

General Hospital. Fifty-four percent were found to have high blood

pressure. A similar check run at our own outpatient clinic

yielded about 39% with high blood pressure.

7. Outpatient Clinics 

Forty-eight specialized clinics (allergy, eye, pediatrics, et cetera)

provide health care for medically indigent persons in the Washington

community. Over 40,900 patient visits per year are recorded.

Approximately 90% of the patients are black. While the clinics are

reimbursed by those who receive Medicare, Medicaid or other health

coverage programs, the University clinics run an annual deficit of

approximately $475,000 for non-reimbursable indigent services.

8. Emergency Room 

The emergency room is open 24 hours a day, providing emergency

medical care to all citizens seeking it. At least 20,000 additional

patients are seen in the Emergency Room and the Orthopedics Treatment

Room each year.

9. Inpatient Services 

The Georgetown Hospital provides approximately 400 beds for the care

of patients. Services are rendered to about 14,775 persons annually,
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the majority of whom are from the Washington metropolitan area.

While the majority are private patients, the Hospital does provide

in-patient care for indigents at a cost of more than S0.8 million

in non-reimbursable funds annually. This exceeds by a factor of

4 1-J..e legal requirement of 39';', free care for hospitals that have

received Hill Burton Funds.

10. School of Dentistry Clinics and Services 

The dental clinics, which are open to all citizens in the community,

receive more than 200,000 patient visits annually. While the

clinic receives no indigent patients, fees charged are at a minimun

of what private care would demand. Over 7,000 new patients are seen

yearly. In the clinics, junior and senior students, working under

the immediate supervision of the faculty, provide the treatment

and care in this program.

11. D.C. General Hospital Program 

The School of Medicine and the School of Dentistry perform a

vital service to the community in this program. The School of

Dentistry, for example, provides its services without cost to

the indigent patients. All oral surgery service, as well as treatment

of oral infections and extractions, is included. An oral surgery

intern or resident is on duty in the hospital emergency room 24

hours a day, 365 days a year, to handle this service.

The School of Medicine is involved in the day-to-day functioning of

the Hospital. Its faculty, physicians and residents and students are

participants. The University provides services in both medicine and

surgery and their subspecialties. The staff is also responsible for

graduate training program. Technicians man the laboratories and are
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paid for by grant monies from Georgetown.

Georgetown's only compensation from D.C. General for service provided

is that the space used for research and service is received free.

12. Affiliations of School of Medicine and School of Dentistry at 
Other Metropolitan Area Hospita-is 

The faculty and staff of the School of Medicine and the School of

Dentistry conduct patient care, teaching and research programs in

a number of affiliated hospitals in the Washington area, including

D. C. General, the Veterans Administration, Arlington, Fairfax, Providence

and Sibley Memorial Hospitals, the Hospital for Sick Children, Columbia

Hospital for Women, Children's Hospital and the Walter Reed and

National Naval Medical Centers. Complementing the faculty in the

programs are approximately 300 interns, residents and fellows from

Georgetown.

13. Georgetown University Community Health Plan, Inc. 

The Georgetown University Community Health Plan (GUCHP) is a prepaid

comprehensive health care plan offering services to a broad cross

section of people in the Washington metropolitan area. The plan is

designed to offer enrollees a full array of integrated health services

with easy access through "on location" sites near their homes.

The plan is family oriented with a strong emphasis on preventive

medicine.

The plan is currently operating through two locations: Reston, Virginia,

and Edgewood Terrace in Northeast Washington.

In addition to the services provided at the two locations on a fee-for-

service basis and to privately enrolled subscribers, the GUCHP at the

Edgewood Terrace location has contracted with the D.C. Department of

Human Resources to provide medical benefits to 2,000 D.C. Medicaid
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recipients.

The Edgewood Terrace location is the recipient of a Family Health

Center Grant which enables it to provide comprehensive medical care

to 3,000 medical indicents (that is, persons whose annual income is

too great to qualify them for Medicaid, but is less than $7,000).

Sixteen hundred persons are currently enrolled under this program, and

it is the only one of its type in existence in the D.C. metropolitan

area.

14. Program to Eliminate Major Nutrition Problems 

This program is working with physicians in the two Georgetown University

Community Health Plan locations to determine the most critical nutrition

problems in the communities and set in motion a broad scale attack

against these problems. The project will focus on:

a. Treatment of obesity and malnutrition on an individual

basis through the doctor/patient relationship in the

health maintenance organization. Emphasis will be

placed on the critical role of nutrition in preventive

medicine. This will be done through heightened physician

sensitivity to a person's nutrition needs in addition

to whatever other health problems may bring him to the

health center. Approved procedures will also be de-

veloped for diet control relative to specific diseases.

b. Involvement of the community in the decision-making

process and support of the project. All community

institutions including civic organizations, government,

schools, food industry, families, churches, supermarkets,

doctors, will be vital to changing nutrition habits.

The man-in-the-street must decide how important nutrition
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is to him and have access to education concerning good

eating habits.

15. Cleft Palate Center 

The Cleft Palate Center has beep in existence for more than

two decades. This is the only facility of this type in the

D.C. Area. It is staffed by specialists from all dental and

medical specialty areas. These unfortunate patients, both adult

and children, are evaluated, treated and rehabilitated regardless

of their ability to pay for this service.

33-536 0 - 74 - 9
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OFFICE OF THE DEAN

GEORGETOWN UNIVERSITY

SCHOOL OF MEDICINE

WASHINGTON. D. C. 20007

S. 2730

Senator Tunney and Members of the Committee,

I am Dr. John P. Utz, Dean of Georgetown University

School of Medicine. I should like to elaborate briefly on:

our student body, the service rendered to the District of

Columbia and the Washington Metropolitan Area by our medical

school, and the cost of medical education at Georgetown.

Our student body has both a national and a regional

character. Thirty-nine states and the District of Columbia

are represented among our 780 medical students during the

current academic year, 1973-1974. Of these students, 33

listed their residence as in the District of Columbia, 26 in

Virginia, and 73 in Maryland.

These students are highly selected, highly motivated,

and hard working. The applicant pool has grown steadily

in size and quality. For the class that entered in September

1971, there were over 5,000 applications for the 205 places.

That was the largest number of applications ever received to
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that time by an American medical school. For the class entering

September 1973, the number rose to over 7,500. For this year's

class the number further increased to 8,350.

In our admissions process there are no restrictions or

quotas in regard to race, religion, sex, or geographic region.

It is important to note that the problem of a national shortage

of minority group physicians has received special attention in

our school. We have been able to expand considerably our pool

of minority group applicants. The result has been an increasing

number of minority students in our classes.

In response to the national health manpower problem,

particularly the supply of physicians, we have nearly doubled

the size of our entering first year classes in the past several

years. Georgetown is now the second largest private medical

school in the United States.

In regard to service to the Washington Metropolitan Area,

over 700 of our alumni now practice in the District and in the

surrounding Washington Metropolitan Area. Many more D.C.

physicians received all or portions of their postgraduate

training at Georgetown University Hospital or other hospitals

affiliated with our medical school.
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Some think that only our older alumni settled in this area.

To test this, we reviewed the current location of the 1,687

physicians who graduated from Georgetown between 1950 and 1965.

Of these, 283 stayed to practice in the Washington Metropolitan

Area. The principal office of these 283 physicians is located

as follows: District - 112, Maryland - 101, Virginia - 70.

Faculty physicians, house staff, and students serve the

community in the Georgetown University Hospitals and its clinics,

the District of Columbia General Hospital, Arlington Hospital

and Fairfax Hospital. A strong affiliation exists with the

Washington Veterans Administration Hospital. We also have

staff and programs at the Hospital for Sick Children, Columbia

Hospital for Women, Providence, Sibley, the Bethesda Naval,

and Walter Reed Army Hospitals.

Georgetown's faculty, house staff, and students serve

actively in the District of Columbia Community Mental Health

Program. The P Street Clinic for adolescent mental health

is operated by our Department of Psychiatry with the Department

of Human Resources. In the fall of 1972 a health maintenance

organization operated by Georgetown opened its doors in Edgewood

Terrace, a section of Washington's inner city. Lastly, Georgetown
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faculty are contributing to health care planning in many sections

of the District and the surrounding counties of Virginia and

Maryland.

A tabulation of annual income and expenses for Georgetown

University School of Medicine for fiscal years 1973 through

1977 is attached. (Exhibit 1)

A Physician Augmentation Program grant to run over a five

year period was awarded to Georgetown, beginning in FY 1971,

because our school is committed to a program of greatly expanded

enrollments. I direct your attention to line IV of the table,

which shows our medical school's need for the provisions of the

D.C. Medical and Dental Manpower Bill when we will not receive

this assistance. This need averages $2,891 per enrolled student

in FY 1975, $4,933 per student in FY 1976, and $5,755 per student

in FY 1977.

Georgetown costs have been compared in a study of 12

medical schools scattered throughout the country, and a report

was published by the Association of American Medical Colleges

in October 1973 under the title "Undergraduate Medical Education -

Elements - Objectives - Costs". The annual cost per medical

student in 1972 in these schools ranged from $16,300 to more than
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$26,000. Georgetown's cost was $16,500. Furthermore,

Georgetown ranked 10th in instructional cost, 10th in research

cost, 8th in other administrative, scholarly, and professional

costs, and 10th in the number of full-time faculty. In a more

recent survey of 92 medical schools, Georgetown's costs per student

were third from the bottom. (Exhibit II). Thus, it would appear

that the costs at Georgetown are at an irreducible minimum.

In terms of income, the number of students in the entering

first year class has been increased from 116 in 1967 to 205 in

1974, and the tuition from $1800 to $3500. Such increases in

students (77%) has been achieved with only a 33% increase in

faculty (from 236 to 314). Student requests for loans and

scholarships are far in excess of the funds available. Obviously,

high tuition works serious hardships on our students and their

families, and yet pay but a fraction of the cost of medical

education. Further increases in tuition for varying reasons are

objectionable.

In terms of deficit per student the amount has dropped

38% (from $3,593 in 1970-71 to $2,232 in 1972-73). These

figures reflect efforts to reduce costs and increase program

effectiveness.
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The provisions of this legislation will ass
ure the con-

tinuing operation of health manpower resource
s in the metro-

politan area of the District of Columbia th
at have, in addition,

local, regional, and national impact. Assistance to Georgetown

and George Washington Universities throug
h this legislation is

the equivalent of assistance received by pr
ivate medical and

dental schools in 19 of the 21 states with 
such schools.

Thank you.
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Mr. Chairman, and members of this Committee

I am Dr. Charles B. Murto, Dean of the School of Dentistry

at Georgetown University. My presentation will touch the following points:

1. The program of the School of Dentistry at Georgetown and

in the Metropolitan area.

2. A presentation of the student body and the alumni.

3. The costs as they occur at Georgetown University School

of Dentistry

There has been a long history of service to the District of

Columbia residents and to the residents of the Metropolitan area by

Georgetown University School of Dentistry since its founding in 1901.

The School of Dentistry, with its students and professors, is a major

source for dental care in the District of Columbia at the Georgetown

University Dental Clinic. The new Clinic Building was opened in

September, 1971, and enabled the School of Dentistry to meet the

challenge of increased dental care needed in the District of Columbia.

Our Clinic is one of the important resources for dental diagnosis and

treatment in the District of Columbia that is available to a very large portion

of the area population, namely, the low income group. Many of the patients

come from the inner city areas in the District of Columbia. This new

modern facility permits a patient load of presently 170,000 patient

visits annually.

Besides the program at Georgetown University Medical

Center, there is a very active and rather large program at District of
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Columbia General Hospital. More than 100 fourth year students of

Georgetown University School of Dentistry are rotated through D. C.

General Hospital under the supervision of faculty from Georgetown together

with the supplementary health care provided by three interns and two

residents, from the Georgetown University Advanced Specialty Program

in Oral Surgery. The School of Dentistry also is in charge of the rehabi-

litation of maxillo facial patients at D. C. General Hospital and Washington

Hospital Center, as well as at its own University Hospital. At Veterans

Administration Hospital there are a number of our faculty who are consultants

at that institution and service this hospital. At Children's Hospital there

is an advanced specialty program of instruction in Pedodontics for interns

and residents under the direction of members of our faculty. In summary,

the Georgetown University School of Dentistry is one of the major components

of the dental health care system in the District of Columbia.

Currently, 50% of the practicing dentists in the Metropolitan

Area of the District of Columbia are Alumni of Georgetown University.

It has been noted that there is a marked tendency for a substantial number

of graduates of a School of Dentistry to locate and practice in the area

where they attended school. Thus, Georgetown is a fundamental resource

for dentists in this geographical area.

Our student population at present number 515, will be

expanded over the next three years to 567 students with approximately

140 graduates annually. This will be a 40% increase in this dental health

resource and it will be of direct benefit to the District of Columbia since
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it allows an increase in dental care by an increase in outpatient load

capacity, as well as providing more dental graduates for the Metrop
olitan

Area.

All of us are aware of the continuing rising cost in higher

education nationally. Similarly, the cost of dental education at Georgetown

University has increased annually and this is demonstrated in the attached

summary as Appendix A. One of the major reasons for this increase in

total cost of operation is because of the substantial increase in the number

of students enrolled at Georgetown University School of Dentistry. We hav
e

large new physicA facilities that have permitted us to meet the challenge

of providing additional dentists for the Metropolitan Area, and to also

increase our services to the community during the student clinic program

of training at the School of Dentistry.

However, the increase in cost that accompanies this student

increase is rather staggering. It has been necessary to increase the

number of professors in all of our departments in order to continue and

enhance the individualized student instruction that has become necessary

in dental education because of the advance of techniques and scientific

knowledge in this field. In addition, the basic science fields of instruction

have also had to be increased and will continue to increase because of the

larger number of students annually.

Finally, we have a- high quality and devoted faculty, a fine

student body and an excellent educational program. All of these factors
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contribute to the excellent graduates that enter the dental profession

each year. Funds from this bill are absolutely essential for the survival

of this educational endeavor. We at the School of Dentistry urgently request

your support for the passage of S 2730 as a continuation of

the District of Columbia Medical and Dental Manpower Act of 1970.

Thank you for the opportunity of presenting our problems

to you today.



GE
OR
GE
TO
WN
 
UN
IV
ER
SI
TY
 
ME
DI
CA
L 

CE
NT
ER

S
C
H
O
O
L
 O
F
 
DE

NT
IS

TR
Y

FI
NA
NC
IA
L 

OP
ER
AT
IN
G 
S
U
M
M
A
R
Y
:
 

FY
 
19
73
-1
97
7

I.
 

RE
VE
NU
ES
 

FY
 
7
2
-
7
3
 

FY
 
73
-7
4

(
0
0
0
 o
m
i
t
t
e
d
)

FY
 
7
4
-
7
5

FY
 
75

-7
6

Ja
nu
ar
y 

1
6
,

FY
 
7
6
-
7
7

Tu
it
io
n 

an
d 
S
t
u
d
e
n
t
 F
ee
s

$
 1
,3
69

$
 1
,7

06
$
 1
,8
62

$
 1
,9
20

$
 2
,
0
3
2

En
do
wm
en
t 

Re
ve

nu
e

3
5

2
8

3
2

3
5

3
5

G
i
f
t
 
Re
ve
nu
e

8
2

4
8

5
0

5
5

5
7

DH
EW
/B
HM
E 

Fi
na
nc
ia
l 

Di
st
re
ss
 P
ro
gr
am

5
8
3

7
7
5
*

Ca
pi
ta
ti
on
 
Gr

an
t

8
9
0

8
6
0

8
3
0

8
2
0

8
2
0

Sp
on
so
re
d 

Pr
og
ra
ms

6
1
5

6
5
4

6
5
5

6
5
5

6
5
5

De
nt
al
 
Cl
in
ic
 
Re
ve
nu
e

9
4
9

9
6
0

1,
01
0

1,
11
0

1,
16
0

S
t
u
d
e
n
t
 A

id
 
Re
ve
nu
e

6
6

4
2

4
2

4
2

4
2

Ot
he
r 

Re
ve
nu
e

4
4
 
.

4
4

4

TO
TA

L 
RE
VE
NU
ES

4
,
5
7
3

5
,
0
7
7

4
,
4
8
5

4
,
6
4
1

4
,
8
0
5

II
. 

EX
PE

ND
IT

UR
ES

Ed
uc

at
io

na
l 

Pr
og
ra
ms

-
-
-
-
-
 

Un
iv
er
si
ty
 
Fu
nd
ed

1,
56
9

1
,
7
3
7

1,
97
2

2
,
1
2
5

2
,
2
2
5

Ca
pi
ta
ti
on
 
G
r
a
n
t
 F
un
de
d

7
4
2

7
7
7

74
4

7
3
3

7
3
3

Sp
on
so
re
d 

Pr
og
ra
ms

4
9
8

5
3
3

5
3
4

5
3
4

5
3
4

Me
di
ca
l 

Ce
nt
er
 
Li
br
ar
y

4
7

6
1

6
8

75
8
5

S
t
a
f
f
 B
en
ef
it
s

2
3
9

29
6

32
6

3
5
8

39
0

S
t
u
d
e
n
t
 S
e
r
v
i
c
e
 P
ro

gr
am

10
5

1
0
3

1
0
8

1
1
3

12
0

S
t
u
d
e
n
t
 
Ai
d

1
2
3

9
2

9
6

20
0

2
5
0

Ph
ys
ic
al
 
P
l
a
n
t
 O
pe
ra
ti
on

8
3
1

9
2
5

9
9
9

1,
07
0

1,
12

0
Ge
ne
ra
l 

Ad
mi
ni
st
ra
ti
on

2
6
3

2
7
4

2
8
8

30
4

31
9

Ge
ne
ra
l 

In
st
it
ut
io
na
l

24
1

27
9

2
9
7

3
2
7

36
0

TO
TA
L 

EX
PE
ND
IT
UR
ES

4
,
6
5
8

5
,
0
7
7

5
,
4
3
2

5,
83
9

6
,
1
3
6

II
I.
 

DE
FI
CI
T-
N
E
E
D

•(
 

9
4
7
)

(
 1
,
1
9
8
)

(
 1
,
3
3
1
)

En
ro
ll
me
nt

4
7
3

5
1
7

5
4
5

5
5
4

5
5
4

IV
. 

D.
C.
 M
AN
PO
WE
R 

BI
LL
 
NE
ED
 P
ER
 S
TU

DE
NT

 
0
 

0
 

1
,
7
3
8
 

2
,
1
6
3
 

2
,
4
0
3

*
 
Ap

pl
ic

at
io

n 
su
bm
it
te
d 

fo
r 

FY
 
19
74
 f
ro
m
-P
HE
W 

Fi
na
nc
ia
l 

Di
st
re
ss
 
Pr
og
ra
m

19
74



138

STATEMENT REQUESTED BY REPRESENTATIVE MAZZOLI REGARDING
THE ADIIINIS1:12.TION OF PRIVATE MEDICAL AND DENTAL

SCHOOLS IN THE DISTRICT OF COLUMBIA

In the course of presenting testimony before the subcommittee of

Labor, Social Services and International Community Committee of

District of Columbia regarding H.R.11108 reference was made by the .

MEW representatives to deficiencies of the administration of

the institutions in question. Specifically, it was stated that,

"The Department is of the view that, in general, the prolonged

period of financial uncertainty experienced by these schools...

the end of which is not yet in sight.. reflects a serious deficiency

in the administration of these institutions. For instance, the

schools have not followed the common practice •in other medical

schools of instituting a viable intramural faculty practice plan

to assure that some reasonable i,ortion of the financial resources

generated by certain of the clinical departments is applied toward

keeping the other departments of.the school on a sound financial

footing. George Washington Medical School has given some thought

to trying to reform its policies in this regard and may be in a

position to stabilize its finances in the not too distant future.

The Georgetown schools, however, have thus far not moved to implement

' long overdue management reforms to an extent that would correct their

financial difficulties."

Subsequent to this, it is our understanding that officers of the two

universities stated to the committee that they are not aware of any

alleged deficiencies or of any changes Suggested by your department
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(DHEW) which have gone unheeded. A spokesman for George Washington

University said his medical center had pione
ered in the development

of a plan for pooling faculty fees."

On this basis the committee chairman Hon. 
Romano Mazzoli invited

representatives of DHEW and the institutions in 
question to his

office for a discussion and expressed the expe
ctation that documentation

of any deficiencies in management or administrat
ion be made available.

We welcome the opportunity to discuss these ma
tters in a constructive

.A

spirit and to this end are providing additional 
background material

pertinent to some of the aspects of our concern.

In the first instance, we recognize that the sta
tement as quoted from

our testimony (cf. above) may appear unduly harsh,
 judgmental and sinplistf

since it was not accompanied by adequate explanati
on and dealt with a'

most complicated and difficult matter.

It should be understood by the committee and the
 institutions that

our concern has a realistic basis. These institutions have applied

.for financial assistance because of need every year 
since 1968.

During the last three (3) years this application was m
ade under the

financial distress program. During these three years the applications

have been intensively reviewed by expert consultants
 drawn almost

exclusively from experienced medical center admini
strators and

financial management personnel of such institutions. 
In two (2)

33-536 0 - 74 - 10
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of these years the applications received additional evaluation by

special review committees whose membership was largely drawn from

the rolls of professional school administrators and academicians.

Lastly the Advisory Council on Health Professions Education has

reviewed and acted on the applications. Every. year, at all levels 

and by virtually all outside consultants criticism and concern have

been voiced about various aspects of their operation. The outside

expert consultants have usually recommended disapproval or expressed

uncertainty because of confusion in the data supplied. The review

committees recommended disapproval in two of the prior years. (There

• is no review committee this year because of a change in the system

occasioned by increased regional office participation.) Last-year

• (1973), the advisory council actually disapproved the applications

in toto on the first action. Later they reversed this action after

special reconsideration. . They finally recommended funding at a

reduced level.

The criticisms and concerns have varied froM year to year and from

institution to institution. In the earlier years of the financial

distress program DREW had great difficulty obtaining data which was

internally consistent and understandable. Sometimes studies initiated

or designed by outside groups such as the AA-.: cost study generated

data which appeared inconsistent with the financial statements
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submitted by the school. The administrators were responsive to this

frustrating situation. Dr. McNulty of Georgetown University and

Dr. Feffer of George Washington are to be commended for a significant

improvement in the data supplied to DREW. Despite these improvements.

there always remain areas requiring clarification. The precise

details of the faculty practice arrangements at Georgetown University

is one such area. . 
•

It is our purpose at this point to present highlights of the principal

criticisms and.concerns, school by school, for the current round

of application review. It should be borne in mind that reviewers

have looked at the applications from the standpoint of the financial

.distress legislation. This Includes the view that it was the intent

of Congress to eliminate financial distress over a three (3) year

period and enjoined all of the applicants to present such a plan.

Ceouetown University School of Medicine 

• The following are mcerlts from the reports of consultants and staff

reviewers:

"This application reflects little progress in improving

practices which have concerned reviewers in the past two

years. Among these are 1) Continuance of the apparently

arbitrary 60-40 percent allocation of costs in the basic

science departments to the medical and dental schools
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2) Lack of information regarding the schools clinical practice

'plan. 3) No indication of considerations of actions to

reduce costs when necessary through reduction or elimination of

program or activities and other actions to contain or reduce

costs, 4) continued program expansion, in some cases substantial

5) continuance by the school of the contentions that in the

absence of federal support the University Board of Directors

will have to consider relinquishing control of the school with

no satisfactory explanation of what this means, and 6) treatment

of unapplied gifts as assets rather than income."

Tworeviewers commented on the substantial percentage increase in

the Department of Community Medicine and International Health, the

Department of Biophysics-Physiology, and the Dean's Office as indicating

continued progiam expansion. "Faculty salary expenses are slated for

a 12% increase while the number of students increased only 7.5%."

One reviewer commented as follows; "My observations would indicate

the lack of any substantial effort to increase the income from endow-

ment and investment or gifts while at the same time making little

effort to control salary increases or staffing." The same

reviewer asks "Why there is so little increase in sponsored programs

and Faculty Medicine Services?" " Why is there no allocation of

University surpluses to this condition of distress."
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In summary, concern has been clearly expressed by the
 reviewers

because there is little *evidence of effective cost
 containment

and/or activities leading to expanding income. Some concluded

that there is undue emphasis on additional federal funding 
as the

only alternative. DHEW expresses disappointment that the administra-

tion of this school has not designed and/or implemented an eff
ective

Plan during the last three years which would reduce costs and/or

expand income such that balance in its operations is within sight.

Georgetown University School of Dentistry 

The following are excerpts from reviewers of this application:

• "Aside from certain specific information this application is

the same as submitted by their sister school of Medicine...the

.of my comments made in the Medical School report are also

applicable here... .Like the Medical School the applicant points

to numerous increases over which they have little control. A

number of these have been initiated by the University... .With

financial distress support over the past years the University

has not given any support and none is projected for this or

future years... .Little is included in the application to indicate

the School's consideration of alternate potential sources of

income....Their fund raising has not been good and they indicate

very little commitment to improving their present.. .practice

plan....They have stopped efforts toward cost reduction because
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their Executive Faculty concluded that "further reductions

would so adversely affect the quality of education that

accreditation would be seriously threatened." Other reviewers

echo comments about expanding the Dental Clinic income, more.

vigorous funiraising and some help from the parent university.

There is reference by all reviewers that no plan has been

presented to eliminate or substantially reduce the imbalance

except obtaining additional federal assistance."

In summary, .the reviewers were concerned by the lack of a plan which

addressed itself to cost containment and/or expansion of income with

particular reference to Dental Clinic income and fund raising.

.George Washington School of Medicine

The following are excerpts from reviewers:

"The record of funding of operating needs for this private'

D.C. Medical School totals $5,297,600 over the S-year period,

and this year's application will require an additional $2,782,210 •

for deficit, the largest request made by The institution under the

program. In fact, the earlier projections of operating deficit

made by the institution fall under the deficit projected now.

• In short, the institution goes nowhere in resolving this matter

except in a circle of deeper difficulty. * * * The institution has

realigned management, revised Its budget and operating procedures

to program oriented purposes, imposed ceilings on spending,



145

8

position control, and instituted a wage and salary compensation

program. The management effort is sincere and certainly one

that is changing the life style in the institution. It. is,

nonetheless, to little avail in reversing the trend begun long

before the distress fund mechanism. Last year the reviewers

—..concluded that the applicant's actions.were,ncit as effective as

. 1 •
might be expected, and the results were disappointing. The result

this year is no better, in spite of additional management

activities, ranging from reorganization with Center control,

the tuition increase, to improved wage and salary management,

and continuation of manpower freeze, to new funds for endoT:..-ed

chairs. In short, as management tightens in grip on areas of

-immediate concern, new problems arise with unControllable features

to continue the high deficit trend. * * * .The deficit is really

programmatic in origin. Retrenchment must occur if the deficit

is to be removed."

The.view of another reviewer is as follows:

"Deficits projected through 1976-77 increase in total amounts each

year but remain relatively static in terms of percentage of total

expenses. The clear implication is an inability to curtail total

expenditures in the face of huge expense increases. (20% of total).

* * * Expenses as a result of expansion are substantial and continue

to compound at a rate of roughly 20% a year. Faculty salaries will

be up 18%; staff salaries, 11%; equipment will increase 7%;

operation and maintenance of plant will increase by over 100%;
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and Medical Center and University services will increase 15%. One

may seriously question the magnitude of these increases in light of

the programmatic increase and a period of financial distress. *.* *

In general, the increases are not unbelievable. However, the increases 

do not speak to the issue of financial distress but rather to expansion 

despite financial distress. * * * Plans to curtail expenses are

modest. * * * One may be both critical and question the distribution

of practice plan income which results in apparent.positive balances in

"Medical Center Appropriated and Unappropriated Funds:" These balances

were, according to the 1972-73 annual report of the university,

$1.6 million and $2,9 million, respectively. The practice plan income

is first applied as an offset to hospital losses. Balances remaining

are transferred to the two funds mentioned before as Well as an

education and development and plant funds. The precise disposition

of th& fund balances derived from the professional practice plan is

difficult to determine for th 'period in question. It is, however,

evident that a substantial reserve exists which is operating as an

endowment. These reserves have in the past and could presently be

used to defray some of the current and projected deficits just as

it has been used to defray the same short-falls in the hospital."
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Schools in Financial Distress 

DHEW has gained considerable experience with schools in financial distress

since the implementation of this program. Many applicant schools were

denied funds, some received reduced amounts and still others a full award.

. The actions taken by such schools have been impressive and include such drasti:

actions as terminating some existing faculty members, reducing faculty

positions, reducing or eliminating faculty salary increases, gaining control

of practice funds for general utilization', dipping into endowment 2-.Inds,

reducing or eliminating non-essential programs, putting community service

programs on a self-sustaining basis, expanding alumni giving, deferring

capital improvements and purchases, rescheduling educational programs to

optimize faculty time, shifting coats to hospital budgets where appropriate,

and seeking increased support of parent universities. In state schools

it Is usually,not.possible to budget a -deficit Men legislatures do not

expand support rapidly enough to offset loss of federal research and traini:-..1;

funds or to offset increased costs it become mandatory to bring income and

expenditures into balance. Whatever the circumstances; it is always a painful

process since Schools - their administration and faculty - are reluctant to

reduce the scope and richness of their programs. We understand and

'sympathize with the efforts at Georgetown University Schools of Medicine an2

Dentistry and George Washington School of Medicine to maintain the diversity sac

range of their programs, to retain and attract faculty, in short continue at

the present levels of academic excellence. We also recognize that the ad7.in-

istrations of these schools have taken some steps in the direction of

effecting economies. Nonetheless, other schools have managed to effect very

significant changes without obvious harm in their undergraduate medical

educational programs.
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Dr. MCNULTY. When I say "our" I mean Rev. Robert J. Hen-
ley, our president, and I am the executive vice president for the
medical center. Beyond that, Senator, I would like to point out just
three things quickly in the interest of your time, as quickly as possible.
I would like to address as item A, read from the testimony of our

president, of what do we do, if we do not get these funds, this is his
testimony on page 2.
I can report parenthetically our board of directors, which meets

generally four times a year, has for the past 5 years had this subject
of financing medical and dental education on its agenda everytime,
and many times to the discouragement of a number of our board. They
feel we are constantly addressing this as the emphasis of the univer-
sity, when the university has 13 other schools, and 13 other endeavors
in addition to those in the medical center.
They have stayed with it though, and so far we have existed in

what I call a cliff-hanging type of existence, year by year, each year,
but what I wanted to quote from was the president's presentation as
a result of his discussions of this subject with the board.

DETERIORATION OF MEDICAL AND DENTAL PROGRAM

What do we do if we do not obtain these funds?
At best, our medical and dental education program will deteriorate.

Our services to the District and the metropolitan area of Washington,
if necessary, will be curtailed and reduced in quality progressively and
finally close out most of our medical center.
Now, this is a statement that is realized after 5 years of deliberation.

This is not one made in the heat of excitement, of disappointment, or
of frustration. It is a considered, mature, time-consumed judgment in
which the board of directors, representing the national leaders
throughout this country, have looked at constantly. I would only point
to an example, which I do not know if Dr. Elliott wants me to use or
not, but I would like to use, because I think George Washington has
been unjustly accused of a decision they have to make. They have to
make a decision to withdraw from the D.C. General Hospital because
they could not afford to continue the three-university program there,
and which in effect July 1 will become a two-school university
program.
fdo not know where Howard stands. But I would call attention to

the fact we are not breaking tradition, that Howard University re-
ceives a congressional appropriation, not because they want it that
way, I assume, but because there is no other way to get it.
They are financed and we at Georgetown are not. I have indicated

previously that we intend to stay at D.C. General Hospital as long
as we can, but I would have you understand that this is as long as we
can.
It takes resources, so that was my statement as to what would hap-

pen if funds were withdrawn. We make no commitment. We make no
prediction. We only say that we will do the best that we can, because
we have been doing the best we can from Georgetown in the District
for almost 200 years. But it is impossible to- run the automobile, as
we know so well, unless there is some gasoline for it.
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Senator TUNNEY. What do the people at HEW say when you make
these representations to them?
Dr. MCNULTY. Well, if I may, Senator, I move to my second B point,

and I have several there. One of them relates to that, on page 10 of
the testimony of my colleague, a former faculty member at
Georgetown.
He indicated there is understanding and sympathy, and I think

we both appreciate that, both Georgetown and George Washington,
all we ask is for some implementation of it.
In response to your very pertinent observation, you asked the Assist-

ant Secretary if there would be any objection to funding from the
District of Columbia. He said, as I recall, no, not at all, in fact, it is a
responsibility of theirs.

DISTRICT OF COLUMBIA RESPONSIBILITY NOT REALISTIC AT THIS TIME

Now, we have no objection to that, other than we say, please, if you
have understanding and sympathy, please address it in the universe of
reality.
At this point in time, with the transference of Government's respon-

sibility, and the decentralization of the District of Columbia—the two
local newspapers have carried front pages of about how long it would
take before that change in Government's process would be a fully im-
plementable one. As I read the political science reporters, there was an
estimate from 3 to 5 years at best, so I do not think it is either sympa-
thetic or understanding to say it is a responsibility of the District of
Columbia wihout adding that it is not possible for them to do that at
this point of time.
We are quite willing to take our story to the District of Columbia, if

that is to be our State, we believe it is our obligation to take it there.
Other private universities have taken it to their State, but we have

had no State to which we could take it. That is why we are here, Sen-
ator Tunney, to this Congress, that is why, in our belief, the subcom-
mittee in the House has approved our request to them.
That is why Public Law 91-650 was enacted the first time.

DISTRESS FUNDING

Another point I want to make, the Assistant Secretary said it was
not funded. As Dr. Elliott already indicated, it was not funded because
the Secretary of HEW at that time requested we take our need through
another route that he had available, known as distress, so we have been
constantly cast in the role of a distress institution, when all we have
been doing is seeking statelike support.
Two other points, and then I will go to my third subject, I would

like to quickly indicate some facts, as I think we have had a great deal
of rhetoric embellishes. I do not mean the other fellow's rhetoric, I
mean my rhetoric embellishes also. But I would like in a few minutes
to demonstrate what are the facts as we see them, and as I believe they
also apply to George Washington, but I do want to make reference to
the letter that the Assistant Secretary attached to his testimony.
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That letter, one went to George Washingon, two went to George-town, one for medicine and one for dentistry.
The one from Georgetown said, in reaching their conclusion, andturning down a request for distress funding, the Council, meaning theCouncil that makes the decision, and I would parenthetically say, thatCouncil received much of its information from an onsite visit toGeorgetown by four experts who spent all day with us, and into theevening, exhaustively looking at every aspect of our medical anddental operations.

SCHOLARSHIPS
The Council noted that the medical center has gift accounts of fund-ing as endowment sufficient to cover their deficits. We have been fundraising vigorously. We have taken those funds and put them in fundsthat function as endowment, and they provide the grants-in-aid tostudents, they provide the scholarships, the loans, and the gifts. Wehave only 20 percent of our students on any type of scholarship or anytype of aid in answer to your question.
We are distressed that we do not admit more from the District ofColumbia. The excellently qualified students that apply to us atGeorgetown for medicine and dentistry in those two categories, weaccept them, and they seldom come.
They can go to the other States, where they can get a fellowship, atuition grant, they can get scholarships of substantial assistance tothem, where ours is only a mediocre one.
Senator TUNNEY. Is that one of the reasons that you have a fairnumber of students accepted at your medical school, who decide to goelsewhere because of the failure to provide support?
Dr. McNuvry. Because we cannot be competitive in offering to themscholarships, tuition, a loan, competitive with what other States can.Your own State of California attracts a number of them with veryhandsome help by comparison. It takes that much to put a studentthrough school, and the student needs that sort of assistance.

STRONG AND CAPABLE LEADERSHIP
This letter goes on to say: "The Council noted that the universityhas a functioning endowment," the Council acknowledged that theschools had recently set in motion several additional steps, and hasstrong and capable executive leadership.
Now, the Assistant Secretary said the same thing. I do not knowwhether we do or not. I like to think that we do, since that includesme. But I do know we have strong and capable beings, we have astrong and capable president, we have a strong and capable board,who spent, since 1970, now 4 years, analyzing this, and we have notbeen able to visualize any other approach.
We are pleased that they think the leadership is good, but againwe would like to play on that point of understanding and sympathyto give us some direction. If this is not the way, then what other waythan constantly saying, this is not the way. We may be unique, butthis is not the way to do it.
If I may, I would like to go to my chart, and the third part, andquickly indicate what I think are the facts.
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INSTITUTIONAL PROFILE

This is a blown up copy of an institutional profile ranking report.
This is the report for Georgetown.
The Association of American Medical Colleges has initiated it show-

ing these profiles for all fully activated medical schools in the country,
there are approximately 115 medical schools functioning in this study
in 1971-72.
There were 92 that they could get their data on.
One of the difficulties we so much 'allude to the narrative, and to

the articulation, is that until recently, there have been very few facts
in the field of costs of medical and dental education.
In fact, I have no corresponding chart on dentistry, but for this one

in medicine, I would like to point out several things.
1. The quality of the students admitted into the School of Medicine

at Georgtown places 16th of these 92 schools in the country. This is
on a science measurement test conducted for admission to schools of
medicine by the Association of American Medical Colleges, 16th—
the upper 20 percent.

2. I wanted to point out, in terms of the dotted line, it is the average,
as all of this is calculated by an external organization. Second, I
wanted to point out, the number of students we have places us 11th
at this time in the country.
In other words, our attempt to do something both in quantity of

students, and as I will now indicate, we are not trying to do something
in terms of the geographic and type of practice in HMO, and other
things of this type to get more to their primary care of physician.
I would then skip to our house staff, which is where actually the

physicians come when they go into practice. This is lower than the
national average, because we cannot finance that. Then I go to here,
and so this is the column which shows the per student payment per
year for Georgetown, and we are 90th.
Dr. ELLiorr. As already indicated, George Washington is 92d.
Now, another way of saying that, in this, the Nation's Capital, for

its medical schools, compared with 92 medical schools around the coun-
try, stands last and third from last in amount of money per year per
medical student, and to me, that is a most distressing figure.
I could go on for other categories, but I will not take your time.
Senator TUNNEY. You are making your point.

ASSOCLIiTION OF AMERICAN MEDICAL COLLEGES STUDY

Dr. McNI:wry. There has been another study, previous to this one,
conducted by the Association of American Medical Colleges.
This one was taken in in 1970, and then extended it to 1972. They

took what they thought were 12 representative schools from around
the country from their universities, and in those 12, the costs ranged
from $16,300 per medical student per year to $26,000 per medical
student.
The bottom three, separated only by $100 each.
That is $16,300, $16,400, $16,500, separated by $100 each.
I am not going to belabor this. One then could draw comparisons

of how poorly we do in instruction, research, and clinical activity.
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The only point I wanted to make is that these two charts are data.
They are not our embellishment. These are findings by other external
bodies with regard to medical education.
I would say, Mr. Chairman, that the Senate and the House has

authorized a study of the costs of medical education, the first two
volumes of which have been submitted to you, from the Institute
of Medicine. And utilizing their same uniques, we wind up in the
same place here, and in the same place here, and I would say that the
Institute of Medicine recommended strongly that statelike support be
one of the methods of supporting health science education.

Incidentally, these are gross figures, sometimes if someone has a
query why the difference between the spread from 16 to 26. The spread
from the Institute of Medicine which were the net figures, went from
6.9, $6,900 to $18,650.

RESEARCH EXPENDITURES

Senator TUNNEY. I notice in that chart, you spend considerably
less for research, as an example, than the No. 1 school.
It is $10,000 the No. 1 school, versus $4,300. It is much less in

research, if you took the 4.3 figure here and compared it up to here,
that figure would be the same for George Washington. Is that correct?
Dr. MCNULTY. Yes; that is correct. I have another graph, which

I think dramatizes I hope what Dr. Elliott said, and that is that the
faculty ratio to students is one of the lowest in the country, or the
ratio of students to faculty is one of the highest in the country, which
ever way you put it, and that is where most of the faculty spends
their time, not in extending new knowledge, not in developing new
knowledge, but in teaching.

CLINICAL ACTIVITY

Senator TUNNEY. I am interested in the clinical activity. The dif-
ferential there from the No. 1 is $4,600 versus $3,100, $4,006 versus
$3,001—it is a much narrower spread.
Dr. MCNULTY. Yes. I think both Georgetown and George Washing-

ton would fare better here because we operate HMO's—we do have
extension into many of the hospitals in the community, where much
of the teaching may be done by voluntary faculty. But the clinical
activity, in terms of counting those dollars advanced in HMO fund-
ing, as advanced by the hospital with which we are affiliated, would
make our standing here better, there would be less of a spread.
Senator TUNNEY. But the clinical activity has a direct impact on

the community, does it not?
Dr. MCNULTY. It does indeed.
Senator TUNNEY. Because it is a service that you are performing for

the community, in providing medical care for those people who are
in the clinics. Is that right?
Dr. McNuury. You are right, Senator. To put it more harshly, the

question could be very well asked by saying I am a resident in Wash-
ington for 9 months a year, and so on, why don't you have a $4,700
expenditure to give me tile quality of care for my family that is needed.
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Senator TUNNEY. But the school that spends the most per capita,
$26,400, spends $3,800 on clinical activity.
You spent $16,500, and yet $3,100 you spend a greater percentage of

your total investment per student in the clinical activity than does the
school that spends the most money per student by far.

MEDICAL AND DENTAL COSTS

Mr. BALL. Senator, I was involved with the developing of this
particular study.
I think there are two points to be made, one of which are the costs.

These are the costs directly related to the kind of figures you want to
produce.
For example, the schools at the top of the list are those schools

that have a very heavy commitment to replenishing the academic
medical figures.
They are trying to train faculty for the future. Schools with lower

costs, have to, for reasons they cannot afford to, help forego that
role, and are putting a heavier and heavier emphasis on training
physicians who are going to deliver health care. For example, George-
town, if you want, you can contrast over the years, they have turned
out about 3 percent of their graduates that ultimately end up in
academic medicine, where in contrast with Harvard, it ends up in 18
percent. Although we have a shortage in academic medicine, it does
show the particular emphasis that the kinds of positions these schools
are training for.
These numbers do not represent those of purely health delivery

systems that the schools fulfill. It is only the emphasis, the kind of
material, in what it costs to expose the students to that kind of clinical
material.
Senator TUNNEY. Thank you.

RATIO OF FACULTY TO SI uDENTS

Dr. McN-crury. This is the chart I made that spoke to the point
Dr. Elliott made, and dramatizes my figures.
These are statistics published by the American Medical Association,

from which can be derived a ratio of faculty to students. At George-
town, I think it can be seen, and I trust the drama is demonstrated, the
increasing number of students to faculty, as we extend from 1970 to
1974, going from one faculty member to 1.9 students, to one faculty
member to 2.6 students.
The last of our large classes will be admitted in 1974-75 year.

These are the academic years ending June 30. We anticipate this fig-
ure will go to 1.28.
The national figure, using the American Medical Association ma-

terial, is on a reducing scale, from 1 to 1.5 in 1970, to 1 to 1.3 in 1974.
This has some local pertinence in that the new University of Health

Sciences of the Defense Department are struggling, and they are won-
dering whether their ratio is sufficient, 1 to 1.3, and we are talking of
1 to 2.6.
I do not have George Washington's findings, but I would suspect

they are in the same range, constantly reducing the number of faculty
to the increasing number of students. Finally, I think for the great
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benefit of the District of Columbia, and the greater metropolitan area,
this is for Georgetown, and it can also be duplicated to some extent
for George Washington.
I will only speak for them for the year 1975. I do not have in focus

other material.
ENROLLMENT

In 1971, when we were just starting the enlargement in terms of a
class at Georgetown, we received 300 applications per annum, for the
year 1972, we received 5,100, then to 7,000, and then to 7,600. For this
year, starting next September, we have received 8,300 applications.
Now, the benefit of this is tremendous quality—tremendous quality.
Here in 1973-74, we were first in the country in the number of ap-

plicants. This year we are going to be second or third, because George
Washington is probably going to be first.
Now, that means that at least two medical schools, I do not have the

material for Howard, get the greatest quantity of applications. The
brightest students throughout the country are applying here. Our
acceptance rate is phenomenal. That is why on the initial chart we
have 15, 16, 14, in terms of the quality of the student. Yet in terms of
the amount of money we are putting into those students, and the
amount of faculty available for education, if this was a chart in Texas,
for example, the $16,000 per student per year would be there, because
of the pride they have in their activity. It would probably go up to
$25,000. They have said, if you have students, we will give you the
money.

RESOURCES NEEDED TO MATCH GREAT OPPORTUNITY

Our problem is to get the resources that will match this great op-
portunity for the District of Columbia.
I will close on that note, we have no other place to turn, Senator

Tunney, and we are not saying we will close down tomorrow.
I think the example of George Washington's problem at the D.C.

General in financing is a case in point. I do think we are ready to go
any place that we can. All we ask is that it must be a realistic policy.
So far, this committee, and its similar committee in the House have
been our realistic possibility.
Senator To NNEY. Thank you very much.
I would like, if we could, I am going to have to leave for the floor

for a vote in about 3 or 4 minutes, if we could get through this panel
before that. I would appreciate it. And when I come back, we could
hear the last two witnesses.

ASSOCIATION OF AMERICAN MEDICAL COLLEGES SUPPORTS LEGISLATION

Dr. BALL. The Association of American Medical Colleges does in-
deed support this legislation.
We feel rather strongly it should be using the term "earmark" or

in some way designated rather than funds that would be in what I
would call a national part in which all schools in distress would be
applying.
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For example, this is not an appropriate analogy. I would not like
to see the problems of George Washington and Georgetown have an
impact on the problems at Stanford.
If Stanford happens to need money as a basis to compete nationally,

as all of the other schools, because the State of California in addition
helps them out. I think if Georgetown and jeorge Washington got
specific assistance from the District of Columbia, then they should
have the opportunity to compete nationally, also for other distress
funds.

CREATES PHYSICIANS

It is an expense of the kind as to create physicians that you and I
would like to see when we are sick.
If you go back to the 1900's, there are a lot more doctors being

created, and nobody wanted to see them because they were not any
good. I think medical education has gone through a significant revo-
lution in the last 50 years, because of the quality of the faculty is such
in the schools that we now produce medical students to physicians
which are the kind of physicians we would like to see.
We have a new problem, which is: How do you create an atmosphere

in which the students are exposed to enough scholarly activity that
they continue in educating themselves ?
This is one of the kinds of things that go down the drain when the

schools are in trouble.
They cannot expose the schools to the stimulus of continuing to edu-

cate themselves, and in 10 or 15 years from now, we are still practicing
1974 medicine.
I think that is one of the emphases that has not been made and must

be made.
Thank you.
Senator TIINNEY. Thank you, Dr. Ball. We appreciate your

testimony.
The prepared statement of the Association of American Medical

Colleges will be printed in full in the record.
Dr. BALL. Thank you, Senator.
[The prepared statement referred to, and a letter from the American

Medical Association received subsequent to the hearing, follow:]

33-536 0 - 74 - 11
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SUITE 200, ONE DUPONT CIRCLE, NW., WAL4iINGTON, D.C. 20036

f STATEMENT OF THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES ON

LEGISLATION TO PROVIDE SPECIAL SUPPORT FOR MEDICAL AND DENTAL

EDUCATION PROGRAMS OF PRIVATE SCHOOLS IN THE DISTRICT OF COLUMBIA*

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

The Association of American Medical Colleges welcomes the opportunity to

testify on S 2730 and related legislation to extend the District of Columbia

Medical and Dental Manpower Act of 1970.

Now in its 98th year, the Association represents the whole complex of

persons and institutions charged with the undergraduate and graduate education

of physicians. It serves as a national spokesman for all of the 114

operational U.S. medical schools and their students, 392 of the major teaching

hospitals and 60 learned academic societies, whose members are engaged in

medical education and research. The Association and its membership, which

includes the medical schools in the District of Columbia, thus have a deep

and direct. involvement with the legislation the subcommittee is considering.

At the outset, it should be made clear that the Association strongly

supports in principle the legislation which the subcommittee is now considering.

Such legislation would provide critically needed local support for the private

medical and dental schools of the District of Columbia.

In this statement, it might be useful, first, to review briefly some of

the broader aspects of the financing of medical education in the United States.

The entire structure of medical education in the nation is facing difficult and

threatening financial problems. In fact, all of higher education in the

nation is confronted with grave financial difficulties. The problems of medical

* Presented by the Association of American Medical Colleges before the
Subcommittee on Public Health, Education, Welfare and Safety of the Senate
Committee on the District of Columbia, May 1, 1974

'r
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education are particularly acute. Medical education has always been the

highest cost element of higher education because of the integral laboratory

and clinical care activities involved. The:se high costs have now been com-

pounded by the price-wage inflationary spiral which has been advancing at the

rate of upwards of 6 percent per year.

In addition, the rapid advance of science and technology has changed

profoundly the character of medical education, as it has medical care and

health services. The medical sciences have become increasingly complex

and the process of diagnosis and therapy now encompasses a vast array of

technical services, powerful drugs, and new, increasingly Complicated tech-

niques. As these changes have added to the cost of medical care, by the

same token they have added to the costs of medical education.

Furthermore, medical education now embraces a wide range of tasks

and responsibilites. Once confined to the limited task of educating the

M.D., it now encompasses major research programs, graduate education in

both the basic and clinical sciences, and a growing responsibility for patient

care and community service. This process of growth has been accompanied

by extensive changes in the basic financial support base for these institutions.

For the better part of the post-war period, national concern with the solution

of major disease problems resulted in federal support flowing to the institutions

providing medical education for the single function of research. This increase

in federal research support took place at a time when the role formerly played

by foundations, private support sources, and other philanthropy in supporting

medical education was diminishing.

At the same time, the medical schools were being asked to expand their

educational functions in the production of M.D.s and other health professionals
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and to extend their capabilities in the community health scene. In recent

years, because of general budgetary pressures, national efforts to control

inflation, and shifting priorities on the national scene, there has been a

substantial turn-down in the flow of federal research funds to medical

schools. Although federal programs were initiated to expand the production of

physicians, these new programs have only recently begun to deal with the

underlying instability of the financial base of American medical education.

This is the set of problems which today confronts the entire medical school

community.

These trends have had their earliest and most serious impact upon private

medical schools because of their crucial dependence upon operating income and

endowment earnings. Many of these schools, as a result, have been brought

to the very brink of financial disaster. The repeated deficits that they•

have faced have, in many instances, forced the use of endowment capital to

cover operating costs. The prospect of substantial cutbacks in these private

medical educational programs has resulted in substantial concern on the part

of many state governments for the private institutions within their boundaries.

All states are aware of the valuable asset that an academic medical

center constitutes in the community and the state in which it is located.

First and foremost, it offers the opportunity for medical education to

aspiring students, and thus expands the critically short pool of physicians

available for medical care.

Secondly, the academic medical center exerts an important and pervasive

qualitative influence upon the whole of the medical practice and health

service scene in the areas contiguous to the community in which it is located.
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It serves as a valuable referral center for specialized services; its

educational training programs, including continuing education, assert a

widespread influence on the numbers and quality of medical care personnel; and

its research programs assist in solving important health problems, as well as

serving as an important economic asset.

As a consequence of the state governments' concern with the financial

condition of their private medical schools, an increasing number of states

have enacted some form of direct state assistance to the private medical

schools within their boundaries. The data in the attached tables, prepared

by the Association of American Medical Colleges, show the extent to which states

are supporting the private medical schools. Fourteen of the 21- states with private

medical schools provide some form of state aid to the private schools.

These developing state arrangements have been reviewed briefly to convey

to the subcommittee the growing recognition on the part of the states of the

importance of preserving and advancing the stability and programs of their

private medical educational institutions as an asset of considerable worth to

the state and its citizens..

The Comprehensive Health Manpower Training Act of 1971 (PL 92-157)

provides certain institutional support for the regular operating budgets

of the medical schools. However, the capitation support furnished under

the Act is predicated on substantial resources from the state and private

sectors. The amounts provided under the Act cover only about one tenth

the estimated cost of educating a medical student. Thus, the 1971 legislation

does not diminish the need for continuing support of the private medical

and dental schools by the District of Columbia.
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The Congress of the United States, particularly the District Committee

of the House of Representatives, stands in loco parentis, as the state

legislature, to the District in its position as a governmental unit comparable

to a state. The Association urges that in this role the Congress provide

additional support above that provided through 'national programs for the

nation's medical schools for the critically important medical and dental

educational institutions in the District of Columbia.

In the past the District's private medical schools have in practice

received special relief from funds appropriated to meet the financial

distress of all the medical schools across the country after other sources

available to the schools, including state assistance, have been exhausted.

The District's schools, to be sure, should have equal access to the national

pool of financial distress funds. It is the Association's strong belief, however,

that funds provided to the District's, schools in Congress' role as a state

legislature for the District should be provided as a separate line-item in

the regular Labor-HEW appropriations legislation. Such an appropriations

process seems to be the only equitable method for Congress to supplement, as so

many states do for their schools, the national sources of financial support

available to the District's medical and dental schools.

To achieve the Association's objectives, it recommends that the pending,

legislation be modified to require that funds appropriated under the District

of Columbia Medical and Dental Manpower Act of 1970 be appropriated for the

District of Columbia through the annual Departments of Labor and Health,

Education and Welfare appropriations legislation. The Association also

recommends that the receipt of such funds by the District's private medical

and dental schools through the Labor-HEW appropriations measure shall in no

way affect the eligibility of the District's schools to seek financial
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distress assistance under section 773 of the Public Health Service Act.

The intent of the Association's recommendations is (1) to clearly separate

that portion of the Congressionally provided assistance to the District's

private medical and dental schools which Congress is providing in its role as

a state legislature for the District of Columbia; and (2) to preserve the

District schools' access, if necessary, to nationally available funds to

relieve the financial distress of health professions schools.
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State Roles in Financing Medical Education

State legislatures in fiscal 1972 provided a total
of about 8334.2 million for the operation of
medical schools, exclusive of funds to schools
in development and to teaching hospitals.
Of this total. S303.2 million went to 63 public
medical schools located in the states provid-
ing the funds; SI million was made available
through regional compacts to public medical
schools located outside the states providing
the funds. Private medical schools receiv,d
approximately 830 million from state govern-
ments—$29.4 million in direct payments and
S0.6 million through regional compacts. Addi-
tionally, public and private medical schools
received approximately $1.8 million from
city and county governments.
The level of funding provided by each state

is presented in Table 1. These figures exclude
funds channeled through regional compacts.
On a total funding basis, state appropriations
ranged from a high of over S36 million for
New York to a low of S765,000 for South
Dakota. Table 1 also lists the state appro-
priation per capita and the state appropria-
tion per $1,000 of personal income. In fiscal
1972 there was considerable variation in state
expenditures for medical school operations
relative to population and personal income.
Missouri spent 99 cents per capita while 11
states spent over S2 per capita. One state,
Arizona, spent 83.57 per capita for medical
school operations. Based upon the state ap-
propriation per S1,000 personal income, the
figures ranged from a low of S0.2I per $1,000
personal income for Minnesota to a high of
80.76 for Arizona. Ten states spent over 50
cents per 81,000 personal income for medical
school operations.

Support of Private Medical Schools

State legislatures have been limited by institu-
tional and legislative prohibitions in awarding

Legislative information contained in this article
is current as of June 1973

state funds to private insitutions. In recent
years, however, pressures to increase the sup •
ply of physicians have led a number of states
to offer support to private medical schools.
The following is a summary of fiscal 1973
state and District of Columbia programs
for the support of private medical schools:

CaIt:fin-lila—The state contracts with its
private medical schools to expand class sizes.
In fiscal 1973 it appropriated S660,000 to
provide for 55 additional students at a rate of
812,000 per student. This award \vas not con-
tingent on the residency of students.

District of Columbia—In fiscal years 1971
and 1972 awards were made to the private
medical schools--Georgetown and George
Washington—not under the special legislation
authorizing such support but under the De-
partment of Health, Education, and Welfare's
special project grants program to alleviate
financial distress. Similar awards were made
for fiscal year 1973.

Delaware—The state contracts with an
out-of-state college of medicine to accept up
to 20 Delaware residents per year. A provision
stipulates that a "portion" of the medical
students spend their clinical clerkships in the
Wilmington Medical Center. The state of
Delaware pays S7,500 per student to the private
medical school, with an arrangement that
guarantees a minimum annual payment of
S120,000.

Florida-1n 1952, Florida enacted legisla-
tion to provide support to the first accredited
medical school in the state, which happened
to be a private institution. Continuing legis-
lation was passed to provide 86,500 per
Florida student foi those completing their
education in four years (or S8,500 per Florida
student for those completing their education
in less than four years) in fiscal 1973. Use of
these funds is limited to operating purposes.

Illinois-- In the spring of 1969, the Illinois
General Assembly enacted the Health Services
Education Grants Act providing funds to

959
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TABLE 1

STATE APPROPRIATIONS FOR PUBLIC AND PRiv,vrr. MEDICAL Sct-toms*

(Fiscal Years)

State

1972
State Appropriation

(Thousamls of Dollars)

1972
Private School Component

of State Appropriation
(Thousands of Dollars)

1972
State Appropriation

per Capita
(Dollars)

1972
State Appropriation per
$1,0oo Petsonal Income

(Dollars)

Alabama 6,086 1.77 0.52

Arizona 6,317 3.57 0.76

Arkansas 2,395 1.25 0.36

California 32,109 1.61 0.31

Colorado 4,365 1.98 0.42

Connecticut 4,085 1.35 0.25

Florida 7,438 2,780 1.10 0.25

Georgia 7,623 1.66 0.42

Hawaii 1,070 1.39 0.27

Illinois 13,656 ' 3,539 1.23 0.24

Indiana 10,187 1.96 0.44

Iowa 8,067 2.86 0.65

Kansas 4,864 2.16 0.47

Kentucky 5,284 1.64 0.45

Louisiana 4,293 1.18 0.33

Maryland 5,386 800 1.37 0.27

Michigan 20,283 2.29 0.46

Minnesota 4,197 32 1.10 0.21

Mississippi 3,348 1.51 0.48

Missouri 4,622 0.99 0.23

Nebraska 3,504 2.36 0.53

New Jersey 12,526 1.75 0.33

New Mexico 2,182 2.15 0.56

New York 36,105 8,814 1.98 0.37

North Carolina 8,632 477 1.70 0.45

North Dakota 795 1.29 0.34

Ohio 16,921 2,250 1.59 0.35

Oklahoma 3,779 1.48 0.38

Oregon 5,544 1.63 0.59

Pennsylvania 20,822 6,765 1.77 0.39

South Carolina 5,243 2.02 0.57

South Dakota 765 1.15 0.30

Tennessee 4,143 1.06 0.28

Texas 30,556 2,083 2.73 0.65

Utah 2,473 2.34 0.59

Virginia 6,995 1.50 0.35

Washington 7,028 2.06 0.46

West Virginia 3,781 2.17 0.59

Wisconsin 5,141 1.16 0.27

Total 332,610 29,416

* The data relate to funds provided directly by the state to fully operational medical schools

located within the state and to state-related schools in Pennsylvania. They exclude funds pro-

vided to medical schools thro.igh regional compacts. Data are not available for direct state sup-

port provided to the medical schools located in Puerto It ico and Vermont. The 1972 state appro-

priations are derived front the 1972 Liaison Committee on Medical Education Annual Medical

School Questionnaire. Data for Indiana and Kansas universities are based on estimates from

the 1971 LCME questionnaire. Population data for the "State Appropriation per Capita" cal-

culation are for 1970 and arc taken from the Statistical Abstract of the United States, 1972, 93rd

Annual Edition, page 12-Personal income data for the calculations in the last column are based

upon preliminary 1972 figures from the Sorcery of Current Business, April 1973, Vol. 53, No. 4,

page 17.

960
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Datagram 961

private institutions for increasing enrollments
in medical, dental, nursing, and allied health
education programs.

Each school is allowed 86,000 annually for
each additional Illinois resident which it
enrolls, with the requirement that at least
20 additional Illinois residents be enrolled
in each entering class over the average num-
ber of Illinois students enrolled per class for
the years 1964 to 1967.

In addition, an annual stabilization grant
of 81 ,000 per student, based on the number of
Illinois resident students enrolled in the year
1967, is to be awarded. This grant was con-
tingent upon a commitment by the school to
the minimum expansion of 20 Illinois resident
students in fiscal 1968.
A single, nonrecurring program expansion

grant was made for each of the private medical
schools for planning and capital construction,
attendant upon increasing this enrollment.
No grants were given for any expansion of
less than 20 Illinois resident students, and
grants to schools that expanded beyond 20
additional students were based on the pro-
jected size of the additional increment. Fifty
thousand dollars was awarded for each or the
first additional 20 Illinois resident students.
Beyond this initial grant for each additional
Illinois resident, S20,000 is awarded each year
for each enrollee projected above the initial
increment of 20 such students.

Mao.land--The state's private medical
school received S800,000 per year on an
emergency basis in fiscal 1972 and 1973.

Minnesota—Legislation was passed for the
1973 fiscal year awarding S8,000 per Minne-
sota resident.
New York----The state university system has

three types of contractual arrangements N%ith
each private medical school in the state--
(a) the Bundy Plan, providing 82,400 for each
medical school graduate; (b) a per capita
award of S1,500 for every medical student
enrolled; and (c) a seven-year plan designed to
increase enrollment during the period from
1967-68 through 1973-74. In the seven-).ear
plan the average enrollment for each class of
medical students enrolled from July 1961
through June 20. 1966, was computed as the

base; S6,000 is paid for each additional student
enrolled over the base period average.
An individual student may be counted

only once for all of these programs through
his first three years. However, both the S1,500
grant and the S2,400 grant may be awarded
in the fourth year.
North Carolina—This state's contract med-

ical program with its private schools of medi-
cine provides a per capita grant of 83,000
for each North Carolina resident enrolled.
Five hundred dollars of this S3,000 per capita
awarded is held in a special scholarship fund
to provide financial assistance to deserving
North Carolinians enrolled. The only restric-
tion is that the sum must be utilized so as to be
highly beneficial to the overall welfare of the
state of North Carolina.
Ohio—This state has a contract medical

program whereby the private university agreed
to admit and maintain not less than 110
first-year students in fiscal 1972 and to admit
125 first-year students in fiscal 1973. A sub-
sidy payment of S4.5 million was paid to the
university for the biennium 1971-73. The
subsidy was not contingent upon the residency
of the students.
Pennsylvania --The amount of the awards

measured on a per capita basis for fiscal year
1972 were as follows: (a) S7,465 per capita to
three state-related schools and (b) 84,400
per capita to four state-aided schools. There
was no change for fiscal year 1973. These
awards are not .contingent upon the students'
state of residency.
One of the major characteristics that dif-

ferentiates "state-related" from "state-aided"
schools is the university board of trustees.
The state appoints a certain number of mem-
bers to the board of trustees of a "state-re-
lated" university, thereby giving the state a
direct hand in making policy decisions that
govern the operations of the institution.
Rhode Island—The state's private medical

school received a 8200,000 grant from the
state for fiscal 1973, with no restrictions placed
upon the use of the funds.
Tennessee—The state appropriated 840,000

for support of its private medical schools for
the 1973 fiscal year. This amount was divided
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TABLE 2

REGIONAL EDUCATION PROGRAMS IN MEDICINE, FISCAL 1973
Contracting
Institution Numbei of Students Total Funds To

Program Participatine States Public

New England Maine. Massachusetts,
Board of
Higher Edu-
cation

Southern Re-
gional Edu-
cational
Board

and Rhode Island

Alabama. Florida,
Georgia, Louisiana,
Marland, Mississippi,
North Carolina, Ten-
nessee, and Virginia

Western Inter- Alaska, Arizona, Ha-
state Com- waii. Idaho. Montana,
mission for Nevada, and Wyo-
Higher Edu- ming
cation

Total

*S2,500 each for 30 students who are Maine residents.

between the state's private schools on a

formula basis reflecting the increase in the

number of Tennessee residents who enrolled

in each school over an established base.

Texas--The Texas legislature appropriated

close to S2.1 million in fiscal 1972 for that

state's private medical school. That figure has

doubled to S5 million for fiscal 1973. This

represents a change of from S14,370 per

private student for fiscal 1972 to S17,282 for

fiscal year 1973.
Funds are channeled through a coordinat-

ing board which contracts directly with the

private medical school. The support .to the

private medical school, during each scholastic

year, equals the average annual state tax

support per undergraduate medical student

at the established public medical schools

multiplied by the number of Texas under-

graduate students at the private medical

school.
Illisconsin---The state has appropriated

funds on a biennial basis for medical educa-

In Per Capita Private
Private Program Award Public Schools School,

1 159 S5,000* S720,000

I 110 3,250 S357,500

13 3 "24\6 1,000 656,000 82,000

515 S1,376,000 S439,500

tion in its private medical school since 1969.

The amount appropriated during the 1971-73

biennium was S3.7 million. No restriction on

the use of the award was made, nor was the

grant contingent upon increased enrollment or

the residency of an enrolled student.

Regional Contracts

The three regional hoards—New England

Board of Higher Education, Southern Re-

gional Education Board, and the Western

Interstate Commission for El gh er Education--

have a combined total of 18 contracts with

accredited public and private institutions.

Funds flowing through the boards for contract
programs in medicine totaled nearly SI.6

million for fiscal 1972. Nearly S1.8 million

was made available for fiscal 1973 (Table 2).

ROBERT CAROW

AA MC Division of Operational

Studies

Witshingion, D.C.
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ERNEST B. HOWARD, M.D.
Executive Vice President

AMERICAN MEDICAL ASSOCIATION
535 NORTH DEARBORN STREET • CHICAGO, ILLINOIS 60610 • PHONE (312) 527-1500 • TWX 910-221-0300

May 8, 1974

The Honorable John V. Tunney
Chairman, Subcommittee on Public
Health, Education, Welfare and Safety

Committee on the District of Columbia
United States Senate
Washington, D. C. 20510

Dear Senator Tunney:

4,
On behalf of the American Medical Association, I

would like to submit for your consideration our comments
on S. 2730, which we understand is now under considera-
tion by the Subcommittee on Public Health, Education,
Welfare and Safety. This legislation would extend for
three years the District of Columbia Medical and Dental
Manpower Act of 1970 which authorizes assistance to the
private non-profit medical and dental schools in the
District of Columbia.

The Association has long stressed the importance
of the nation's medical schools and their needs for
adequate financial support from diverse sources if
they are to continue to perform their essential func-
tions in society of preparing competent practitioners
of medicine to provide timely and effective medical
services to the American people.

Among the important sources of funds for medical
education have been those from the States. In many
States privately supported as well as publicly supported
medical schools receive financial support from States
to assist the schools in carrying out their education
of medical students. In a sense, the District of
Columbia bears the same relationship to the private
medical schools within its borders that States do to
the private medical schools within theirs.

The American Medical Association would therefore
support S. 2730 to authorize such assistance to the
private medical schools in the District of Columbia.
However, since it is most important that all of the
nation's medical schools continue to receive adequate
financial support, funds made available through thislegislation should not diminish the availability ofFederal funds for medical schools throughout the nationand for which all such schools are eligible to compete.

Thank you for this opportunity to present theseviews. I respectfully request that this letter bemade part of the record of your hearings on S. 2730.

Sincerely,

E674/06,v,c__
Ernest B. Howard, M.D.
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LIMIT BILL TO 2 YEARS

Father COLLINS. In summary, Senator Tunney, we come to our

State legislature, in view of the points made by the Secretary, I be-

lieve, we can keep congressional logic by limiting the bill to 2 years.

It is proposed to be 3 years.
We would propose it to be a 2-year bill—namely, until the Dis

trict

of Columbia has its own capability. We come to you asking that we

continue to receive the statelike aid for 2 years.
Senator TUNNEY. Father, thank you very much, and I thank all of

you for a very articulate presentation to the problem.
I certainly understand a lot more about it right now than I did 11/2

hours ago. I know that other members of the committee working on

this bill appreciate the fact that you have been able to present the facts

and arguments so cogently, and that record will be available, of course,

to the other members of the committee by the time we mark up the bill.

I am going to have to recess the hearing now for 15 minutes, and

when we come back, Dr. Standard and our final witness will be Mr.

Anthony Morella.
I apologize, but I cannot control the activity of the floor. I am going

to ask the remaining witnesses to try to condense their testimony, be-

cause we are going to have a number of votes between now and 3 p.m.

That means probably every half hour we would be voting, so I would

like to get the other two witnesses' testimony in between this vote and

the next vote coming up.
I have a number of prepared statements on this bill which I now

place in the record.
Thank you.
[Whereupon, the subcommittee was in short recess.]
[The prepared statements follow:]
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THe meDicaL sociert OF THe DISTRICT OF coLumBia
2007 EYE STREET, N.W. 0 WASHINGTON, D. C. 20006

STATEMENT ON

THE MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA

ON S. 2730

THE SENATE COMMITTEE ON THE DISTRICT OF COLUMBIA

SUBCOMMITTEE ON PUBLIC HEALTH, EDUCATION, WELFARE AND SAFETY

JOHN V. TUNNEY, CHAIRMAN

MAY 1, 1974

MR. CHAINIAN AND MEMBERS OF THE COMMITTEE:

I as Dr. Clifton R. Gruver, a physician in the practice of Internal

Medicine in Washington, D. C., for over twenty years. I appear today as Presi-

dent of the Medical Society of the District of Columbia, the only state society

ever chartered by Congress, and a society which has a membership of 3,000 physi-

cians who practice in this metropolitan area.

I shall not dwell at any great length on the reasons why this hill should

be passed. I believe these to be well-documented from testimory which nE.s been

given in years past, and that which will be. given here today. However, I

would emphasize that the medical manpower needs of the District of Cclumbi3 are

supplied in great measure by tne Georgetown and George Washnglon University

Schools of Medicine. Combined, these two schools graduate approximately 350

physicians each year. Over 30 percent of these physicians choose to stay in this

community for their continued education, and subsequently remain here to enter

into practice. Statistics show thai at the present time approximately 1,000

graduates of each of these schools of medicine are practicing in this area.

We believe that the financial plight of private medical schools in
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this country is also well-documented. Ydu have heard in testimony that income

from tuition and other sources is not sufficient to support the cost of a four-

year medical education. It would, therefore, be a real catastrophe for medical

education, especially in this nation's Capitol, if these schools were once again

forced to consider closing their doors because of the lack of funds. To lose

this great source of physician manpower, would have a serious effect on the high

ratio of physicians which this city enjoys. And, their services are essential

to the delivery of good health care to the citizens of this community.

In compliance with previous national legislation, both of these schools

have made tremendous progress in increasing the size of their student bodies and

the number of physicians graduated each year. In keeping with this increased

effort, we recognize the strenuous effort which both schools have made, in the

past and present, to find new sources of private funds to support ever-increasing

costs. In spite of these efforts, however, as we have heard, they find them-

selves unable to continue without the assistance which this bill will provide.

In closin, I reiterate that The Medical Society of the District of

Columbia strongly supports the passage of this bill so as to make it possible

for the private, nonprofit medical schools of this city to continue their great

work.

Thank you for the opportunity and the privilege to present our views.
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Mr. Chairman, my name is William M. Bucher. I serve as the Executive Vice President

of the Hospital Council of the National Capital Area, Inc., a voluntary organization

of thirty community hospitals in the Washington Metropolitan Area.

I have served in this capacity since 1951 and I have been intimately involved in

the area health manpower programs including those provided by the Universities

under the legislative request before you today.

The Hospital Council has had as one of its major programs the provision of health

manpower of a quality and quantity necessary to meet the health needs of our

metropolitan community. It has developed and operated a Center for Continuing

Education for physicians and allied health personnel. Further, the Council has

developed educational programs for health personnel in hospitals at the job entry,

skill improvement, and management levels. Working with programs under the

Departments of Labor and HEW, for illustration, we have trained upwards to five

hundred health and hospital workers in a single year.

because of this responsibility and experience, I am pleased to appear today in

support of the extension of the District of Columbia Medical and Dental Manpower

Act of 1970. My testimony will also support the fact that the services provided

by these medical centers by affiliation, and otherwise, with the hospitals throuohout

the Washington Metropolitan Area are essential to the quality of health care enjoyed

by our resident population and our visitors both national and international.

The Georgetown and George Washington Universities have assumed an impressive role

in contributing to the sophistication of health care in this community. They have

been intimately involved in the problems associetion with the dissemination of new

and researched life-saving medical techniques end procedures both within tic

University hospitals and the community hospitals. The provision of multi-faceted

university medical center programs arc geared to the needs of all income Segments
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of our population.

The Georgetown University Medical School's teaching faculty, house staff and

students, for illustration, are found in Arlington Hospital, Children's Hospital,

the Hospital for Sick Children, and the District of Columbia General Hospital.

In addition, the Georgetown University Medical School maintains medical specialty

affiliations with the Washington Veterans Hospital, Providence Hospital and Sibley

Memorial Hospital. Further, from time to time, staff specialists are made available

to supplement and plug voids within the District of Columbia Government's health

service. The Georgetown University Dental School program has similar community

involvements.

Next, I would like to illustrate the important contributions of the George Washington

Medical School, its University Clinical Center and its University Hospital to the

health professional area and the entire metropolitan community. This university's

medical school teaching faculty, its hospital house staff and its students.can be

found in its affiliated programs at the Columbia Hospital for Women, the Fairfax

Hospital, St. Elizabeth's Hospital, the Washington Hospital Center, Children's

Hospital and the District of Columbia General Hospital.

George Washington University's Medical Center has also extended its educational

programs and specialty services throughout the community into Walter Reed Army

Hospital, the Bethesda Naval Hospital, the Armed Forced Institute of Pathology and

the National Institutes of Health.

The George Washingtcn University Clinical Center recently opened its impressive

Comprehensive Care Program. Thsi prototype service center is one of the few of

its type in the country. It provides its patients from all income levels with the

highest quality of care available at the most economical rate. Both Universities

became deeply involved in the development of Health Maintenance Organizations before

33-536 0 - 74 - 12
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the passage of Public Law 93-222 on December 29, 1973.

Mr. Chairman, these are some of the facts which illustrate the George Washington

University School of Medicine and Georgetown University Schools of Medicine and

Dentistry position as integral elements of the health care system in the Washington

Metropolitan Area. The absence or curtailing of the services provided by these

institutions would seriously jeopardize both the quality and quantity of health

care here at a time when federal programs and the public demands for health care

are increasing at an unprecedented rate. Another point worthy of emphasis is that

these two medical schools and the dental school perform the function of State

schools. Their staffing of the public health institutions, especially at the

District of Columbia General Hospital, is a responsibility that in most States

Is performed by State schools.

The Metropolitan Washington Area is a national resource and a national responsibility.

Statistics show that over 70% of the residents in the Metropolitan Area are employed

by Congress and the Federal Government, or their supportive and related industries.

By virtue of services that these schools render within the Metropolitan Area

hospitals, they constitute the health manpower resource for the residents of the

Washington Metropolitan Area. It is, therefore, sound rationale to consider

deficit funding at the national HEW appropriation level.

In terms of dollar service contributed by these Schools of Medicine and Dentistry

to the Washington Metropolitan Area, I would like to point out that the services

rendered by these medical centers, for which they do not receive reimbursement,

are calculated in millions of dollars. One such program is the Medical Charities

Program which provides hospital and clinical care to indigent patients by the

Medical School staffs of these University Hospitals. In the fiscal year 1972

services were provided to the District Government patients which cost millions of
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dollars above the amount that Was actually paid. Congress has provided no economic

relief from this problem within the fiscal 1974 D.C. Budget
.

In conclusion, there are three basic points:

1. It can be amply demonstrated that the financial assistanc
e requested

for these Schools of Medicine and Dentistry differs from
 other educational

programs, since the medical centers of these schools pro
vide unrenumerated

services to the Washington Metropolitan Area which run i
nto millions of dollars

annually.

2. Since the Federal Government is by far the largest emplo
yer in the

National Capital Area, it assumes the legislative and 
financial obligations to

ensure the operation of the Nation's Capital as a nation
al asset. It should

provide the comparable "state-like" funds to allow these sc
hools to serve the

health needs of the National Capital Area.

3. The George Washington University School of Medicine and 
the Georgetown

University Schools of Medicine and Dentistry are in dire 
need of filv.ncial

assistance as their accounting records demonstrate. It is less costly to the

Federal Government to support their needs rather than to
 take them over.

Therefore, I urgently recommend that your Committee act favorably
 on S. 2730

since these schools are essential elements of the h
ualth care system for the

residents and visitors of the Washington Metropolitan Area.
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COMMITTEE ON THE DISTRICT OF COLUMBIA

SUBCOMMITTEE ON PUBLIC HEALTH, EDUCATION,
WELFARE, AND SAFETY

Date of Hearings: May 1, 1974. 9:30 a.m. at the D.C. Committee Room
6226 New Senate Office Building

Mr. Chairman and Members of this Committee:

My name is Henry J. Johnson, Jr. I serve as President of Rogers

Memorial Hospital's Chaplains Staff as well as President of the Capitol

Hill Group Ministry. I am an active member of the Baptist Ministers

Conference, "Universal Justice and Goodwill" and "One Hundred Baptist

Ministers". I represent the Baptist Ministers Conference of the Washing-

ton Metropolitan Area and in particular the Southeast and Northeast sectors

of Washington. I believe that the work done by the medical schools at

Georgetown University and The George Washington University at Rogers

Memorial Hospital and the D.C. General Hospital is of great service to

the patients attending these hospitals.

I understand that these schools are in need of money from Congress

in order that they may continue to do their work. For this reason I

strongly support the bill S. 2730.

Thank you for allowing me to present my testimony.
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Statement Submitted on:

D.C. Medical and Dental Manpower

Act 1970 Extension

By: Vijaya L. Melnick, Ph.D.

Assistant Professor of Biology

and Premedical Advisor

Federal City College
1321 H Street, N.W.,

Washington, D.C. 20005

To: The Senate Subcommittee on

Public Health, Education,

Welfare and Safety of the

Senate District Committee

On: May 1, 1974
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Statement of Dr. Vijaya L. Melnick 

My statement presented here is not made on behalf
of any organization or group but as that of a private
citizen. However in making the statement, I have freely
drawn from my experience as a premedical advisor and one
deeply concerned with the problems and opportunities faced
by D.C. residents in their attempts to secure professional
education and training in medicine, dentistry and related
health professions.

I urge the support of the bill which would allow
federal subsidies to the Georgetown Medical and Dental
Schools and to the George Washington Medical School. In
this time of large national deficits in trained health
professionals and personnel at all levels, we cannot afford
to close down or reduce effective programs of any medical
or dental school. However, the medical and dental schools
asking for such substantial public support should be re-
quired to demonstrate definite programs that reflect public 
commitment. The amount of federal subsidy asked by the
schools approach 20 to 25 percent of their total budgets.
My support for the bill is hence contingent upon the follow-
ing:

1. Past and present records indicate that the
enrollment of D.C. residents in the medical
and dental programs of these schools is
barely 5%, and of D.C. minorities far less
(Attachment #1). In my direct experience
the schools have done little to encourage
participation of D.C. residents, especially
minorities. Many of my students who are
presently at other medical or dental schools
had applied to Georgetown and George Wash-
ington Schools but without success. These
students are continuing in the programs
that they have entered and, from all follow
up reports, are doing well (Attachment #2).
The schools must make a concerted and written
commitment to actively recruit and preferen-
tialy enroll D.C. residents, especially from
the under-represented segments of society
such as minorities and women.
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An analysis* of the state by state

origin of entering students in all the

medical schools in the United States dur-

ing the past few years (latest data re-

leased is for 1972-73) reveals that when

ranked according to the proportion of

students who reside in the state or ter-

ritory in which the school is located,

Georgetown Medical School and George Wash-

ington Medical School rank at the bottom

of the list. This analysis is based on

the AMA's report on Medical Education in

the United States and includes private

as well as publicly supported schools.

For example, in the year 1972-73, the

proportion of instate (D.C.) students in

George Washington was 0.0634 while it was

0.0386 for Georgetown University Medical

School. This compares with instate pro-

portions of 0.188 for Harvard Medical

School, 0.1397 for Howard Medical School,

0.291 for Johns Hopkins, 0.388 for Stan-

ford, and 0.123 for Dartmouth. If we

compare these schools to medical schools

which function as state medical colleges,

the results are even more dramatic. For

example in the same year, the University

of California at Davis had 0.931 instate

enrollment compared with 0.871 at Irvine,

0.822 at Los Angeles, 0.730 at San Diego

and 0.795 at San Francisco.

2 Washington D.C. has great needs for allied

health personnel. Are the schools willing

to train paraprofessional health personnel

along with medical and dental students,

in accordance with types of manpower most

needed in the city?

*This analysis is part of a report that is being prepared

for Congressman Ronald Dellums (D-Calif), Chairman, D.C.

House Subcommittee on Education to be submitted to the

District House Committee.
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3. Are the schools willing to initiate and in-
stitute more community based health programs
to serve D.C. residents in areas of the city
which are presently underserved in health
care facilities?

4. Federal appropriations for medical education,
that in the past was designed to encourage
innovative education and to increase total
enrollments, are now being drastically re-
duced or cut. What could be asked of these
schools in return for this large amount of
federal support, in the way of changing their
emphasis and methods in the medical education
process itself?

5. What is the assurance, if this budget is
channeled through the same congressional
committee that handles the D.C. budget,
that it will not negatively affect other
local health care and health training pro-
grams and their funding in the D.C. budget.

It is my firm belief that the medical schools have a
primary obligation to serve the community in which they
are located and in doing so, they serve the nation as a
whole.
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Attachment #1 

Georgetown 

1971 213 Total number entering

DC Res 11
31 Women
13 Black
1 Mexican American
3 oriental

1972 213
77 Women
10 Black
2 Puerto Rican

1973 210
37 Women
8 Black
2 American oriental

128_
11
17 Women
5 Black
0
4 oriental

143
25 Women
3 Black
3 American oriental

153
37 Women
6 Black
3 American oriental

Above data received from Assoc. of Amer. Med. Schools
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Attachment #2 

Federal City College students in medical and dental
schools (by entering freshman class of the listed
schools).

1971 - 72 

Univ. of Ohio Medical School 1
Temple Univ. Medical School 1

1972-73 

Howard Medical School - 1
Howard Dental School - 1
New Jersey Medical School - 1

3_973-74

Rutgers Medical School - 1
Downstate Medical School, N.Y. - 1
Meharry Medical School - 1
Univ. of Miss. Medical School - 1
Je4ca Medical School - 1
George Washington Medical School - 1

1974-75

Univ. of Penn Medical School - 1
New York.Univ. Dental School - 1
(list is )'Eomplete,since students are being considered currently)

All of these students had applied to either or both Georgetown
and George Washing Medical Schools.

In addition we have students in the Rio-medical graduate
progrumu at ouch plucuu co State Univ. New York, Stoney hrook;
Howard University; Univ. of Calif. Veternary School, Davis;
American University; and George Washington.

Our students also successfully completed summer school
or research programs in such institutions as Harvard University,
Univ. of Tenn-Oak Ridge Natl Lab. Bio.med program and Meharry
Medical School.
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1 3 1"12-4j

(free-

Testir.,ony in b-lialf of 11 1c;1 Committ,,e for Furtn iST-C;;-.XECHR)

Ireoented by kv., member of the D.C. Ch81ter's :teerinL

Committee

In ofint:ition to 11100, the D.C. Vedic•,1 3nd Dent0. I,:onpower Act

S .r1 3

would like to pr-,:ent firt of all a umr,ry of our ofin;on, nnd to

folio; this with n d!Fcco:;Aou of coint. Ad -:ea to the

written te:,timony includ ?.,XT.1,1,E of problems ,and of

suLLet 13 positiv, both for IA:, How,e EL:trict CormAttee

and for the to schools in que,-tion. The or!,l te,timor.y -sents only

the ')Ysic

.te :lope thAt you will accelt this report, not on VC,-a, f.ositicn only,

but 4E a compo6ite of the op!nions and w,cce=tions we rTc-ived over the

r,rA two weeks from wany o%her Eroups and individu.1t3 outside our
membership. There(ourc.7sZ,Snue how we solicited their ccrments, ,re

113ted in the adoer-3a.

()Onion is that as lonc us Cncre. :7shing1;en a,d 0eorwetown

3c.hoo1s (lereinafter referred to 3s 0.i. and 0.P.) continue

their pr.--nt towx.rd their community, workers, ahd

tov.rd woIttin D.C., rinority, 5nd wor.en students; 3nd to;-rd de-

velopment cf other heAlth manpo,er trininE prof:x-2ms for D.C. relP
enus

w, c,nnot su:,crt their gettinj D.C. money st They have no

reason to plead poverty or to claim concern for D.C. A nuTler of cther

private medical scools ..round the country have neither had to 1-,n
 on

federal eisister fon,is nor had to aLk for stite

rh, only kind of bill coul6 find a(ceptable trould b one th,t inclhded

all, not just some, of ths following fe:mture,24

1) It must have teeth 54 It .-- specific retwir,r,ents or 
th,! schools,

not jut oimile '2:.sur2nces". Th-se most incluc:e tire-t..bles for

increasil., D.C. enrollment, ac:;ive recruitment metLod.4, kn
e

tutorial servires to ns.3ure retention of D.C. students once

admitt-d. A cerl.rin nur.ber of slots must I, kept °p.ui for D.C.
students.

2) It must stat,.- in writ nn that the House District Committee

would in no way reduce the overall city budL-t, or the btplcet

for traininq oth-r tvi.es of her.,11.0. m,npower th,n doctors and

dentists, because of this approprintion. Your compittee is

notorious for making genl,ral budf,et cots every tine c:)tecoric,1

funds pre channelled into the District.
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3) it is in-urficient to require only i',provol of th. ar%oont of
the ap,ropriotion by 1:11- jecret.,,ry cf HE% and the I.:ayor-
Commiasion.r. achouls moot Pot be,allol,nd to receive the
noney o3r.:5ibliv01-e aid to set thenoelvis ul no independently
of theCtty if they rceive City fonds. The proposed vs.,. of

funr'l must be subject to nlprov.1 by the City Council,
D.C.!* Bo4rd of 73oc:tion, r_nd/or r.C.'s Comprehensive
Irealth ilanLing Agency. In aldition, the bill must require
that a citizen's Lowrd be chostn to rv,rticipAe in th, adminis-
tr.tion of nny new pro,r.,ms set up with the funds.

Coat ccntrol mechanisms must be built in, Ao with an- other 
roprintions made to bail out institutiors with spiralling

costa.

5) Funds must not L. Lives per/studeht for the entire enrollment,
but only in the form of scholarships and 1s2n 6-oar:ntees for
tnose students enrol1-0 Prom r.c., and those who 3,7,!. to
obligatory service to ne.;dy Pf,AS in P.C. for to 3 ye.ra
after acmpletion of their treininL. The %tato' number of students
receivinE both there tyles of scholarships should be the ssLe
percent cf th totq enrollment -is the .rcent of the total
school's birlgst comes from this ,2ppro.;-.-j-tion. The funds must
not be 4-Iven ,L; a lump sum in advarce to th- schools, but only
after the,e stud-nts have been oigne,i up.

6) tiny forth .r funds %ppropriated must not be on a per/student
basis but OA Lhe b-,sin of the ronber of Ind:1.cent D.C. people
provided with fairly conprehensive services, and/or on the Lpsis
of tha number of hours of staff tim, providt0 to faciliti-s and
services in needy nreas. Only in this way could we be sure that
D.C. mon-y would be us-d for D.C. purposes.

7) The m.,npower trained must fit needs, both with respect to
glographic ,rt-ss ;-_nd economic brocke:s where c-re is most need.d,
vrid .ith res,ect to t1.-- ..vrips of health manpo,,,r needed most. If
that need is for public healtn ours-n end technicians more than
for physicisns, they must provide trliniaf: for those catejories
an well. Co- two schools must be reluire,f; to 1.17,.101. more r.ra-
professiosal tr.tininL rrograms for D.C. residents, ond ,pelprel
mobility pro„yums for their school and neo241 em21uyees. They
7tint Live aii and ..';',ort to aueh proerems ir other iarta of ,he
city, qnd tc union efforts to ne:c, iatt for such proLfams.

8) If the wount of fund .ipropriated -,ere to represtri,
Prozortioo of the schools' entire budgets as su,Lested in

H.R. 111CC, th, of:ortun,tY m-k not he px,-ed IT to use the bill
as a m-nn: to oak for chances in 4,he methods end content of tl,e
educational process i1.s01f, to errpli45i7,e comnunity consciousn--s
for all students.

But even if ,)11 these provisions Are placed in th- bill, there is another
overridinz problem. A, multi-million dollsr procr;:m is being puohed over
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no', only th-ir ront. 1;ci withoLt

It Lu:t efoice of the i.O. peolle -/h-ther

•scl.vol tueir Loh Len-,,, t ond ir lo,

ohi Cic. 1111 p It will be in eff-ct

.i177.7io too imlort.•ni to 1.-Ne th..a • c,risider-tion.

your Coz..zittee to hold I-I.-Collo hrsril.os in sever,..1. sections of

t,;•,.. city, w.lth jr Our

fro:: the of oi•Inion -4e rtceiveci Ir. D1'ti,47..rtion of

1;h13 te..3timony, is h:-•1: 1:1.,t choice wo•J.13 'be G...1. or G.T.

ilir"lloo eser• of tht.ze

th-t t-he co.:% of medial educrtion hrs incre:ised nstror.ordally

ove:' the Irst few y-,.rs, from. ";.•1 or 2.000/:3turien;;Iyr to I:16 to t5 „OCO/stud
,,,ntisyr

e'e ;•,re •re of th- e.tto, not only in federul ir5q$3i.

schoolo, bLzt. likely soon In the other ro.jori1.1,'"," medic,.1 ms.spovrer

bills, in 1:ese .srch anC• mentel •lth monies to suort fAculty. Our

(31ointroent ie in the of crOthtion Pinas thst re-

quired increasliAE tot--.1 audent enrollmtnt, zqul in scholor:?hip fcnds for

loor nd mtnority- ut,,dents. :.itulents ore losinE, ftdentl lonno they

alrtody hod, arvi are rindinv it difficult to Eet ni33r-intees for incre.)sed

bank iOJn. Only :7.cholor:-.hips are evsilahle unl.er the nt;./

HeNith Irr•nr., w-ren' there are 5.000 riU.ir scholartCrAps.

If otb.-r nchols.rshil, r.onits a•eft 'not c.),:st avail.ble. only the rich and

znilitir 11 he all.. to, tio to r•-.'ic-1 school. V1.7f4R is Lrestly disturbed

7, it. see:, thi:; already ham.,ening.

On tile other hey,- oericus concerns rbout the.. rr:auc..rit of these two

  cedicel schools for Eel. funds. To the cororunity, they .17.'n the

two richest irotitutic.m; in the city end h:.ve. no reason to ccverty.

We are told th linivtroity is second only to the federal trovern-

neat In ind holdin,:s in D.C., snd thet G.T. 'University is thire, in the

number of employe-s. As for the mecl_la.1 schools, 0...1. has two lsrre new

buildinE.t,, :PrAl G.T. io pl•snn'..nc, a multi-million doller coronary

core unit, plus two new floors for their 1:ennedy merlic•-1 ethlos unit.

D.C. Is alr-ady th.gr to the extent thet th ii roperty is

t ox-exerqt .

Al4o, to the occm-Ilniiy, the:-.e two institutions have little basis on

,.hich to claim con"-sr for D.C. and it 3 residentn. They do little for

their own n-iLliborboods, l•-t alone for the city 'it large.

They treat too few inel ent 'tilts, end in some ways still secrerte

them. from invite patients. l'hey still transf-r emerre,ncy csses

froT, outsid- their :-,ervic:e Arta. to D.C. Genersl if they cnnnot

ray. nir3 6iscLares in-patients sooner ths!n micht be med
ially od-

vis:..ble if they cennot pey.
They set up services without conmunity input, snd make promises to the

conmunity that they do not keep.
ThAy do not concult with their -feculty ond •st udents :when Making:

dAcisious -that ditectly affect th,:•m.. • .

The!: do not respect the rIihts of t.11;r tr.11.10yees to ldtquate pay

acr•ases.
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cr,ovince.i D.C.p,op]r• once owl for all of lsok of conc.rn
(both for the cormunity .1),1 for mt int!, h—lth n,e.13)
via:3 their intent to run out or D.C. Ceo,r:-.1--
am 

tht
plrx, in the city th%t is the mo.,.t undrstaffed, •4!.1F.! th, :1.03t in

nmcd of their yid.

TL p oth-c ey.•,:o.ple of their lock of co.ncernbotii for D.C.
,ne for h-.1th mi,noow..tr from ,,WS,De D.C. r.-sc!...) v,s

orr,sts, IL rr.o,•)nd su-ptnsioliu of G.W.
wurt,d ri union. Cit., of th,ir wss fcr t:obility
prrp.ms owl f. pro!. yon, Li n-r.ql-e., to fill L.G.
h-rlth rtunrower noe.tia for moro th^n n-ed:•: 3 redic•-,1 3ch:-.)0.9 to
produce .-:octors, with s fp•Irth   :.J.:hool in Ili- offinE,
But •14.:. could not u.. h•-yond itr cri if 5nter,;4; ibd cost-fficinby
Wh.n•Isked to rcon thr workers' rif:Thts to n•-cotiate for such .!
prom.

Eoro skecific.- 1.1y, with r,1tio, to this bill. C.4. an,) G.T. 1-.=w, s,fl/
oxtrtmely 3.00r recor..l. an D.C. alr..issions to their medic,..1 schools, /
ebpecially of minoriti-o, snd on rel.-..:11.5nc their: until th-y cra0w-ter'
Thj jq tru, dospit, their admitting 3 fair nnm...-1-• of foroi 3tu-2,tnts.
7)/to • znd 11•:, fiofe,.3 th,y Eivo. of !:r.401).3te,_; la D.C.
sft en (3L,..1 the 30: fiz:tire for t otzl number of doc:tore
the D.C. ,4rea th r tool uee thoi:r. Li feti,:ilt1 stry Ice
Pnes r.rch. 2h.tse functins not isfact cry to ti. /cm...Amity 36
meeting ti ntels of the rr..,q. Hovardis 16;, by compartr,on,
ixa.ctitirmers; c.:nr; etv7.11 thouch rt:.•ny of ti:tra lucrotive suburhnu
:rncticts, there utill tr.t,t-r
i1 ll Ch ...C11001 1,r0V tdC3 he most phy.ieic.n to neitity lure3s t.n,1 to in-
diLert pat 1.,.:nta.

U-.. follow; ni. rf:Fjor conc..rnr.: 7:hout 

1) lt is 1-"eyone our coripreheLaton tint this bill . hould pr.!nn.r..---, th.,-.t ,

/t:-.-:-.? ini-A...itutions Fot in ;?.00d flith towo-.70 the comMunity, sn.3 t'n.&t. only- 
th,ir "nasoirancit,' nr nocts4:s2a.-y to insure incrn..ei..,...\.7).C. ,',its!,,,,liCne. r/
Cnly if ti-.1,3 bill ',las tr....:th in it in th.t wi.y of requi17.ent.7. ,,iy
thn mon,r i•-, r-r.':.rict.4. to D.C. ,;''‘..uleni..s i- nd D.C. in.-.niat.,1,r i!,/_119,;,....rt,
will they comply• lhf...., mu:71; 1...e -, t imrt-t:: bin -At% .1 :-....i..f:ci-?7-.7.,7.: i,...rri:, r
of .;lot...; to bo r.t.--...ved for D.C. ..ef?51.0.,,it,s, to i-....cr, rit e:-ch y-,-•r.
2her, ri-col4 ........: 1.,-.. rt.1uir-71-Lt for incntssinc• the Plririona .tch
yo;:r of' poor 001 mirority sta:lor.t.,.• from ,--.7.:,..ti.:11.-r,, sm.'. of •,;a7c.n.
i":-.. lien of lo,i...., of 1..,•1-.-cl fcr,'s to -ncoor;q:.-_, Incre..sin, i.ot-". -..nrollmrnt,

alto b., add,C.

.tct r rut.. tr.-. -roc. pro.zr• 1,3 111,1Si• pr -m i rchr.
or • :...tudcrit:i sizrald bf boLun to encour-..., 
recocnizo

for tiam trnn..;t1.71.. t
• Pr.c1 -'

7:i- • ou the
fl p• r.! ; r•r• • :I it • •

,re refus.d lasL ympr by C.T. m3• -
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undorluli rind, 10t thoy odmittoz). to :A:tor schcolp Protlal

tn..3 country on6 ,r- 6:i. r 2Le'j.l. D.C. r-sittr!ut:f ,"",n't hove the n'no
riLlIt to to 1",:eqii_Cni. :::Ch001 Wa- 60 r-iclont or with

schools. If tVs bill don.- not rpctify th:rt situr,tion, V.,-ree is no
ju.;tifio tier tzt, all for D.C.

?) or, conc-rnod a, to , he.thor thi,i will affect to. overall_

bu;:ert, ;lei:,3 to whvt the. n °nay will cot., from D.C. taxos. Yollr
Cotuittoo hr's notorious for cut.tir.fi, the D.C. buelpt

funtlo art. eanne:1.1p1 in. CUJ rcc.1i not to do
Az. 0.13 tin.. will not b.., unlos.; you .;r3.tp it Into tho bill.
If the 1r."get roduced 1.ccordingly, b5.11 vould be et Lross
clis.inivio: to th,. cony: unity 1%r - o, hoc.10.p th-r nJ ror:-.bAr of'
D.C. neee:, that f7:37 r:ors now th.n th, for r.on.
kloctors ana 1,4 such P'S for T.B., cncl control, prison 'ne,altb,
eq,C,

Yore- spocificnlly, Lb, D.C. 1,-dEpt. for de7.-lc:J.1.n:-. of o.1 -r tyi.es
of mt.np,o‘..1- -...- be ror:uc.i.!? In oor et!;ti.matioi., th,r 1 s f,r
rressin,r, neoci h•re for .,,,t.t!c visiti nc.; nurses for th 0, elderly,
Sppnish narsps 6.nd ncls' !Ades, bottor and p-,r,,profossion,As,
th;en tb-:, is for more ...'.oct:ors and elpntist',-,. (2%0.1sGbI ,:Toncy ho. more

cIfictbit. on :::uch itonvower shorts,Lns.) This Corr:di:toe ha.; long
nec:jorted j.ssin Lews liconsuro in D.C., -and
thus hai; bold up devololtnent of train in, pror.,:ns for It is
that you ,ittspneled t(.: ti) prOL3 th.n e4r.u:-.V•er thi;_: bill only if
Its fund:: %add to P7fort:l., ort subtract si.som thorn.

3) are crico:...nne1 n'uout the fundi:.z: rechoni  sna,....-ted in
r-rita,:...; is for funds to bp r.o1.-r...te one; from th,.. n.C.

v-hict means ti.at it by-pas:.Lcs ryq or r 3.4:'t i.vn by any body of
D.C. pPolle. The schools rec^ive the monny c4rteblnuchn.

iw-titutions work with. the 1,..topl.p. of this city fn:31;.,,,e1 of sott in
the.;1,s,.3.vrs' up so ind.,1:enC.-ntly:

conr.dder it in,urfficipat to 1,-;vo tho anfl Yoyor-
Cornliarjoner to •-.:rove th.•   i;vorri„tocl. If ,tnis is 7.C.
tu en.,..o:-nr bill, t. -o le. of D.C. sh o.:16 hoo. fi n.7,1 svy as to how
tient riNcney will to ,7nont. Thp ir,7titutior,s must bp roTlir., to lubmit
their pl:sna tc the City Conch, D.C.'' Bo:.rcl Of .'t1C-ier 3m3/or
tho D.C.C:IF arenc7, not only for thpir roviow on:1 for their

Or rejectio:::. rnp.7,rt of st.oted
%3 to talc" use of fund:;, should also b,.! nont

Tho bill rlaculd roluirn th,:: tbore citizon's
boor.1 or. to ,-,:ork vi.th I- b? ,choo/s tho 17, ,cir:ni a:: st-, s
Cowo3.31mInnt of all. now aervices ond -proLrans with tb...re. funds.

( ,,corned ,,b:•;Tr.• hi r.L thi.' lar no
ar.coint of monty to bAl out intitutir..n::
writ: io in stip-a:tiros fel. coat c7ntro".. .1.1z, t lP.'7ron b"-n

L-1? Torb,ps or, to   tbat cou1.1 be tri•-r.

Otb,‘r 3t. r.,..eic• 1 50b.,n1.; in tlo F ^ with -v--n hi:her btul:-ets
ths.r. h-ve ;to': hail to 0. 1: for rederol. rlisontn^ funelt for
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ry 1.7 t. C .7 • t-.7u,-
it 11 to beir.;:-!, ,1 34 tc ;:ohcol, 

▪ of "ei.in.-Jon es well oflh
c..:ro. The 7. -•ne bearr:

i:r-' Lit;; -..ude.4 lh '.1 1.ck .0 y",r for 12,2 fli-st
tut ••t not s't yorkers ent sy ra to

co:7t -of 1 sn • r• no! le 0.7 (7.-tfiz It

k! S.; •-ind c7,1krol,
• iu th:fflu 13 1.1, of

HYs'l hos te,tifie.1 reluct:.c, to fund '...1.,ese t,co
in 1-..rue - v.. to 2.171,1.311ot ti,st been unsble to

curb 3.ncr.7.:.5,.4., co.t s the t.e.tent thot other

Cr r.son. for the 1:17.rence in f..c,Jt: of 1 erloc,t; on
receh-tly the it Ion b5 er ic:P, p.•rn-ls, route
• in D.0 41'A the city, for rr7...71:1.,:!:','•
Thin is done by u.r.r,..-ce..;,:•-ry (ail tort of cog -Ali:cent
aol especif.,lly tl,^ trp\ini,o.;-. ,i-i.o.:-.,peci.;3113ts 5. nd
pbysioIsus. Ti,'. tx -tinin,5 of r.rch needed type
of co-ts for ?-lres•fly 5-.r.s25tsl Cer--r
1') nurzioL school in oreer
to 06- its to e..(1..ens15o ur.dA•utilizec-2 jot ensiv- c•:.re unit
01:••en. • zhould Lot zritusti,:•,n to G.T.
o coronory unit cuest
tbe 11,,,!,(1 for t':',5s f-.:ell:ty in 1).0., *met or Conc.-r-c., r2, asforiut the further
emish!..sis it wil) 1..1.-,ce o. oubs5,i.!c3.i4lLy

The schools h:...ve th-at their Ere.t-,:t',co,t overrunr rr- In
nres of 1..te,iLent cere, and thot this is where 4,y will trim thelr
bur'iLets if' ne'../ money is pot for th coin 1741,1x-es on -;-.0 Sri, bu.:
feel this l'- sr.' iove!ti,Tztidp. Consider inc how fe,..; ii.r)ifent potiehts
they 'Sc c-re for, we („Luestion whether this is the\most important flotor,
or kh-th-r the huildinz end .ne,inteinance of' these ...f...:renstve •Inr:
the es:pills:is on speci -0..ty traininc, rre f,e,:crs\that need trit:mitL.Cr:Anted, ot C..W. lost yoor, three drug' ov 3 th.-,q
6131y:ifs elmost broho their WO. But should thoj curt,mil services forindiLent .14.tients in L.-floral just becsuse of -three

5) We nre cer.o.• rned s'-7.opt the ir•proi,r t of, LLI s F.nr,1"..y •1,,rAtuenn4,-, basis for the -entire enrollment. pr7;c1.-..e insten "-
Per/student TIoney be reer.rv.d ora for L.C. attulents, in the form of
scholarshio end lo•hn Ln,rAntees, which. should be 1,rcer for pow ondminority s%udento, Pud for women ',he hove chill cnre .ex,:1,enses. Only inthis 1,43, c-n w." insu.re thr.t D.C. and these unif!erreiresented croups willbenefit from t-he finds. The funds r.,ust not be Liven to the schools PSa lit-rc aurp in AvAnce, bt.‘t only after the str,!ents cunlify for thesescholorshiTs hsve been enrollel. As the bill Low stands, th- sclicolscould incre.-.1se their D.C. black enrollment from ohe to two (L..0.;:) nodclaim that they hAd fulfilled their

We also ;repose thnt if 1/4 of the operAtinc 1.4.vts of these t''oschools is Loll*, to cosio from these funds, that 3.//i. of the studentsshould either come frona L.C., or be required to remain smi. -wroth.",
th D.0.'5 underserved ores<.-. for 2 or 3 yoiirh after coml.-lel:ion of theirtraining. The difference in the number of D.C. admissions ri this 1P1
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of the totel class, could also have scholarship .(hey -rd loan kIiierinttes

ow the b,sie of ircmlaing to fulfill this service obl;gation. I

"Forgjveess" cleuees in loans would be an inad.',unt- incertive to their

and the otlication must in addition state th,t the service will

b. renOtr!d in neeii, ereos of D.C.

ae ;:re conc.x11-1 that tilt bill does rot require the school,' to render

lily services to D.C. return for ti. , mcney. Since this is a D.C.

aanfo::-r bi31, we irorose thst the remainder of the aliropriptien be

mode on A ler/petiert basic for indient D.C. reeidente cored for,

and/or oh a ler/ii:uir basis for minpower provided to D.C. l'e-lth flcilities

und services th,t ,re hurting most 1,eevi8e or iindeffing., and are

the most neDded to provide cor,prehensiv. anJ ireventivt services to

D.C. 's most needy treas. This 1.ould not only ossur. that D.C. money

would be spent for D.C. purp -,se.:,, but would di'lO shift the emphasis in

medic,1 educetion for ;he entire student body in tht .directiou of family

practice in needy areas.

We were told thut one of G,. 'a re...sons for lenving DC. Central is that

tht Departmtnt of Eumen Resources was reducing tht ocunt of money they

were willinz to pPy for contrecturl services. If this bill renewed

some funding for this type of clre, it mirit entice them to etcy.

Staffing time put into ,:ublic heolth efforts such as ouscific dise4se

control, transportaLi.in services, etc., should also qualify. :;ervices

to the needy Lou their own EVO's should qualify, but with the following

reserv Pt iel.s;
A) lf they do not take over and replace leichborhood Heylth Cent-rs

alresdy in existence.
b) If they educte the corcronity as to the dieadvantaLes 35 well

as the Advartages of H1,C's.
c) If they have consumer boards to control the purse 'strings.
d) If they will fotely return Medicaid cares to petients who Pre•

dissetisfied with their services.

Funds dtsigneted for services must not be diverted to edministrat e—AnAL--

overheed costs, except inasmuch as this represents neministraticn of the
D.C. service projects themselves. This could include stert-up funds for
new services, developed at community request t, fill most orceht

comunity needs.

7) We are concerned ma te whether the manpower trai.n- under this bill

will fit D.C.'s projected needs, both for types of physicians needed,

and for other tyfes of hl%lth mmniower. If thet need is for fublic bel_th

nurses end technicians, they must provide traininL7 for those cattgores.
This richt require periodic Changes in the types of encilll.ry training

programs they offer. rhese programs should preferentielly adlpit D.C.

realOents, and should be interrated into the medicul school progr.m.

The two schools must be required to develop more pars-professinel
trebling prougms, and upward mobility programs for their school and hosi its].

employtes. They nuet give aid and support to such pro!Tems in other

parts of the city, and to union efforts to heeptiste for such procrams.

33-596 0 - 74 - 13
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If ttHR coul6 desirn a model medicel school, it ..would hay. a oteimiy,

training proLr,a in which students Alf) CO 6 months would be Nur,es' APes.
thcse who 0 1 year would h. Drectice) Jurses, for 2 or '3 years an

or Ihysicivn's Assisi-Int, and for t; years doctor. itudents with leser
qualificntirns could thelefore eneer the school, ard the best students
at each level be reteined for the next. - NAW,70.,71C1 work-re of all tyes
would be preCuced whd fed into the he,lth c,rc system on e steedy basis
and in numbers accordirE to need erd job availahility. Every doctor
would itve on throJLh 0.1 the training for Nurses' Aides, etc.,
and would therefore better uneerstbnd their level of skills snd their
points of view. Witn all manpower being trained together in. iii semis
classes, they would develop the ebility to work toLether later as terns
and with mutual respect.

There are those in D.C. nos, connected with the public school's ndult
educ,tion and job tr?ininE proms, who ere interested in developing
such al.idd in D.C. WA would like to see end G.T. funJeC, only
int,amudi.,s they would ,c:)rk in conjunction vith that effort, and begin
to eljust their cr,.n curriculum tc fit into it once well established.
The people of D.C. muld be much more 111;e1y to vAnt to surport astote
mediel school if it were of this type. In f4ct, this effort mijlt
deservea Tecial apropriation from the _House District Committee moreso
than the two medicel schools and the dental se:ool.

8) Lastly, we are concerned that, considicrin the meenitude of the finds
requested, the writers of the bill did opt reconize the extent to which
this mitht be used to effect chanae. If the total F.Y. '73 buCf.,,ts for
thcse schools were as predi..ted -- 8.0 M_llion for lnd 1fe.1 D11 lion
for G.T. (includirrr CI, dental school) --then the $6.2 Mlion mnximur:.
requested in this bill reiresents.1/4 of their total budgets: This ma:;
be a smaller percent than state schools get from their stet governmentc,
but, for these tin schools it would likely he recond only to the federal
shAre of budaet suliport, and this makes it all the more ireportant to lige
this bill as well a HEW billsto bring Lhoutaasic ch-nges in th- methods
end content of medicrA education.

HEW is aimioe, toward Eivinz its support for medice',educcetion_F,ccbreing
to the following proportions: 1/3 for educetional funct-ET"1/j for
services, and 1/3 for reseerdh. This is likely a fairly wire distribution,
and this bill should also aim in this direction.

First, funds for :erlices are probably currently the lowest, and those
now avrilt.ble require only Lhnt a small percent be uti1iz,743 for the poor.
Under this ,rrenLement, the camrunity considers the services rendered to
the poor to be only tokenism, not rltruism, or they are provieled only .t
the ninimus level reluired for keepin;: the grsn',s. Only if th- p-rcent
of the tot.1 Livl% for ..ervices is ecjual to rcrcent of ponr in the
tot-al 1.01Cinti - n of D.C., doss this erne. to b tokenism. Reserving
funds und-r this bill for services to indlEent onl-, would hell to co.,rect
this inbilance at 8. 1. and G.T.

Second, funds for reaesrch are certr.inly etsentiz,1 to the Droress of
medic-1 science and to medical educetion, hut they Probably ialready
represent over 1/3 of the total hudeets of the schools. Also, research
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MD1,± of n loci 4'unc;.ion, .nd it more :1ropristeli
vIretti nati-2Pel T:ti: hill should s,,cify 1:As

f, ud3 bs. for ffs-.:crch.

fuhils for ,;h•-• er.0c-.5eh - 1 !roee  its-lf y.-.t.ill be locline in
the 1/3,1/3,1/3 Funds for e•'uc tion uLdtr this bill, would,

J1r.•y c ir.o;',, L. lh tite for:, of sac-) .1.%-hilo and lo-,n cu,r;.nte._s
to z.„ecilc the bill should furtb-r r-quir- the schools
to )3,* VniS noLey, tc them b, stalents, 5n --fs th,t %c „I'd

th- emjesis an.1 ric',:lorls of VAI,:._'13uc ,t30;.,n1 1.P00:',Ms .for ,11 of their
stadeh%..;. Th.oe culd 3.,-

a) For curric,ilan inLov,Lion, especially to enCasize family :Tectice
an conruliity medicine. 5;tudents a.y 1.:t family prctice and the
whole-pati-nt ..2pro4ch are etuh.-,!.-ed considerably by celt,in of
the faculty, thounh they ther::elves cr- subsDeciLlists. This is in
no way objectioh., but it ,loold help t bo,a. some "hero modls"
tro*,:ad who ,vre true family prtcitiz'oers.

b) For salari_.s of f.culty who, r.ther produeL.c multiple research
ere sir.ply e_ccellent teachers; :Ind for f-culty who will

develop pera-1.rofossic,a1 trairihe proLrems for D.C.. renHents and
int-nr,te th.ce with the traini.-_- of the redieel students. They
coq1C help to qevelor flea roles in the city for paraprofessionals
ns well -- in :rev in fire and traffic delths, etc., etc.

All cf these shift; in th schools' birts may help to brinE needed
chn,les in the re1.3Live emphasis beteeen eduction and research on the
one hand. and _cervices on the other. If education and re:,:earch take
precedence, then chiefly the pntients with the rare ihtere,:tinE dis-aJes
Get the be-t core, .Tid the student learns cood specialty medicine. If
s,rvice tr.'s precedence over education and researdh, then the gccate.,:t
public needs are aiven the beat attention, and the student lerne good
E-neral practice and develops s comnunity conscience..

A renent innovation in medical educotion is the school-without-walls
concept. One community group we spoke to said, 'Theory and practice
must be intearated in medical educ,tion". Lnother said. "Why should

tiai C. W. pull out of D.C. General? Why not move the whole school to
D.C. General and teach the students on-the-job' In this way the students
would learn fron the real world, from taking; roal responsibility for
meting n cacrunity's he.alth care needs, seein preventive care work,
determininL their succes or failure on whether the-,, affect o chan6-e in
the city's health stat1stic nod enerel st.,ite of helth, and leernig
to face their failures vs a. Lreop dedic,-ted to find new approaches that
nicht work the next time. This would replace the current view of
'success' which is Good marks, 006 papers, mnd eventually Lood money end
rarest i.e. This would also replier: the current incentive to nc36eMiC
competition between students, and cet than tb rime that success depends
on ,Iroup effort. They would at the s.ame tine be providine very real
services to D.C.

In ccnriusion:

The.re is nothing in this bill an it nou stones to indicate that much
thouibt w, given to the i.sucs, that any natinnol or 1.oc,4 overview wns
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souf.)it in it.-; preparit ion, or that en:rone recouni zed the :we:A !:otential

for either Lood or harm th•t it Lolc1.3. There is no current body to

provide ;',h in nat.1,,n41 overview of medical schools from outside the

self-interest Liroups, other than the her.1 th suhconmi tteees of the Henna

and Sen,te s they disLribute fund:i. If this qommittee appropriates
money to medical schools, it is the only other body (except the militsry
ry.nd V. A., rmr1-13.ps) that c,n writ* in requirements to brinE tiles-, schools
Into conformance with .3.3171e rational schema. It behooves this 6ommittee
to work closely with the health subcommittees in deterrainl ng what thit
national schema should be. Stipulations can then be c:ddeii to the bill
to prevent use of the ;Doney for inapprorxiate duplicat ions of training
froEr.tos for unneeded manpo,qer.

'.,;ith all due respect to the Ailt, it 1,-; a setlf-intere.,t grol.lp and as such
should not how to police itself. E'ven Academy of' Science
suaestions may be, heavily welEhted since cost In-Jtitste of redicine
members come from med3.c=.4 school faculty b;/ckgroands. These croups are
doing some excellent work, but do not have either the authority or t7.-qt
public view that the Con,ressional committees csql offer.

reteet_, in closinei:
lullic Tearinc- rust BP Held 
ThJs decision shold be in the hands of the people of D.C.

want to thank you for 3 nviting rCHR to give testimony. like
hundreds of thousQnds of D.C. residents, even those vorkin7 in the area
of h ,alth, even in iunction with these medical schools, Would have
had no idea that this bill was even being con-sidered had you not called
us.

• •

Spurs who contributed ideas for this test1monY1
One Free Clinic
Southwest Community House
Adams-Vbrg,:n residents and health orgenizers
Several senior citizen Er6ups , end a.ay ntnthers, who ',erc

nttending a meetine on the subj.ct of aging.
The Consumer Reuirements and Unders*rvod Areas subcommittee of /VP
Students from G;,./. and G.T. medical schools, and G.T. nursing school.
A pre-med advisor at 'Federal City Collerze
A member of the D.C. Statehood Farig7
D.C. Public Interest ise',3.e.:,rch Group which draws stuPents rrOri both
C„„ and G.T. -

retients with conrlaints about hospital services
Union 1199 at G.W. Hospital

Announcements were ploced in one newspaper end on one radio station to
solicit individual comments.
A number of other specific groups and individuals were called by phone.

•
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e:,7erzlea nf *.roblemn cited

ReL,tions of net r.edic.,1 Scool* to 'Al. tv, '.rrl,..er•-•., ivi Air' Ant

1) Ab-ut 2 ye;,rzi in .;t..rtint: their c411ed

• ty i in :;outivnest, their t,..rLet rre.s, to ask for

community tj.it. the res Monts requz•st.f!e; were

refu.3e4(:cv Jne icIts in the ne5,:hborhool3).
They 31,31:!` to pt,tientp, in th. iItir rooms of the Z;outhwest
Clinic hotthe -.41vc:nt%fes of service.3 st th,y
vould provieetrn orttion tt end soked 7.;r. Thorrt^s

Pi-str it uh.t this, 11-10 hr aid r.r,Lrily, "h offerred to
• nv-r :;o:.thwest Clinic, ;:nd t'pey woullIn't uo1"
Air:a, they 1.411.ted until :ell after the FIT pl..ns -eer dDed And

under w:dy to :tart s eeking for cc:mt.:nit? r..-:.pre;-,,rt A inns. for the

boprd. The r.C.:T.2 to her, we thouLtIt thez:e reps should

be choz--n. resiondod thst t,;-ley should be cbor.en
crinnunitv. A few a,ys lvter we receive'', f?noth..r letter 1.;sking us

t: n,:m• ire:. Ws refused or. the basis th-t, this was

hre then., not to 77.%.
"ft 14er. sue% ;Is these thst evEently 1.e.f= tr. :Cure

:r:...r.ts), but; not

In .,:sne /74,O7 -7!!!! .7(i-.111 1„r,,(7,t,.., in th,ir

facilities. 10: Ce-,rreto-,:, c:11.
floo7.." of -1, rozzlz

for on the t-.:o 2!- t1-r.ts com:e17.11.1
• on the seo.o.no loorer than on the ur.per

floors.
At C.V., tbe • • bc,.: enrolled only 1diceid.
which r,,eAns thet tile poor lark;e1;,- tc the flcility

ocrosF: the street, whl the pAyinil patl.,.nts rti1l o to thl
heel:it:P.1's outpatient department. This Condition pill hopefully

• b co.rrected us they cnrcal now nembers from other cot eLories in

the. 11.0.
3) 74culty or. stuaents at ;ire very enixy it tte

for not Includi,K_ or even cnneultint; them abo:1; the decision to

lull out of 1:.C. Oenerrl. Evidently ther. ere niny of them. who
feel this TCAT, unwise,

it) went into .1;outhwest, PLain r:rba a 3 pyyrs -.Lo, to do 1 .
cowl.unity ourv-y. Ewarublish..,C, for Vs.., school's benefit,
but copy of the results war.: not :..iyen to Soutest. Also, they
Crew ur: plans for urban doveloprnent in r30..ttliwt,st. ...th 1 ch th!

ccrnunity 'et's fAlly "bout but these plr.ris '.iave never
Lottsn beyoue, ti:- blueprint ibsse.

5) Lest mont!.. rse hos1,,t-1 ..mployees opprosched the eocconsive
Christmao holidny seosxi, the- hosrhal :,..nnounced proudly th.st it
hsel ended its yo...r in tlie blLck for tLo first tine. Yet InsteA0

of Juin" Vte workers 3 ply raise comm,nour%te with cost-of-liviLz
iocreoses, or even a smull Chri4tnes bonus, they innt,,A qskoe.
the workers to Live the hor.'1-.5tra dot_atien to Frew,. their devotion.

6) There rlao been efforts by Union 1199 to 3rE,,nise et
C-eorpetown. T:-re they met a very different spprcr,ch by the

IjiLeres.7. et G...7.. the sup,rvisors on wiirds were in-
etrucVel to squelch union efforts, and 2 or 3 ..lorkers were, n.ctuelly
fired oinily for lieoring union buttons, at Ceorgeto.,,n the super-
visors v,,!re instructed to do nothinE to obstruct the union. Th-y
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%er. 111 onlon ,leCcfon, it-1
th-ni i'sueh to cvnul-,.. a,nune bec.;u::. of their

A .IV. t114( .8 Ot ,T Ileor,;.ets,..n on tile b..ci for t!- IL,
t:- r.otiv,; ion 1,:ef st ;Ince rr.ht hey,- to nu;.: reio

i t c- -104 J more hur-- tein C. U_
r-f.1-11 of r-P1 to re-t with uuion re.pr-.zent-tivms or

--1-Lr-re, end chen boving 5c gr/..,str e, ,ne ;or,.
end,..; fir -e ar.!.Ty nbout this.

7) Ab9lt "i-ars io, An int.,r-hos,Itol or r-t -nd el3c11.?.s-.1d the
k ro.:1.zr, :risi.j frc-r hc.-; i trrf':r rj infirent ca-.s Prom th-ir
mT.rp.ficy te !:.C. %. -IT is 13 r et • doY) clovin, the
drs to 3 ,nr1011'nc.-trwicht c fr.,r th. ree, of th-
A La0e thz.t. the bcspi:als c.a-e ft-se
p-2retices rce t.y re,o,InIzed that sor. l!ves would be
en(3,1_,erer7 by f_c.2. A few moths 1- ter, o :Ent
ortiol- P.-rr3 d,t, how many emer-.-ncy st i:1 coming

D.C. 1 "i mon after haviqc been turned a.:,y nt other
It-1 s. >v,ril besl-i.',;.1?

Ftn3ncial inforru..ticu r-Lardc the :...edic31 schooles
1) Th total • for the two !ediral schools is shout t tho national

overEe per otueerL; their tuition is in the top 25; (or hr)
by corparie3on. Tb.ir 7,Fproprlation from fe.,.eral diso.gsr furr:s. was
rinlost teice .3ch whPt other Tredic-1 ,c-"ilools received (5.s. fLot, only
5 others. receiv-d shy funds at all). The mint:Jr:, epproprietions
rt mu.A. b.e 1.,erLe consPerino theiurir of uniforL!...0 p-rsonnel
at ffiedic-A 2choo1 f.,nottem.1,

2) The 5.nform,tion ccacerning Blue Crc33 monies from G.7.
;ics1;1::a.1 b•tus ,_l!v.rt-d to tile rnedical school is :mid to hew- crne
frrem tte • Officers' A:srociation at the host-ithl. They r.1,./7s.t
be contocted for further information. They /Ltd reviewed the entire

budt,et.
3) Xore than half the offices and lebonqories in the new credicra

:at G. oppeor to be yot n repevine figure
of 1;1 Milton will be r,C,nd ye,rly just to ▪ tiae
Either the unused s.cti.ons should be r,ntad for income, or closed
off, or nedical students sho.ld participLe h cle.yaAng up after
theme,71ve5. This i certoinly a cost overrun that ifIculd denit with.

4) The nee ccrono.ir:s czr,! mit a G.T. ie d.signed for 150 beds, when
the int.nsiv. care unit at Washincton Hos:•1...el Center veiteh. 75 beds
alresely sits -2ritial:y .1.apty. This unit is a life-long dream of on
excellent physicL,n, but is it re.:11y need,.d in D.C., ond shalld
fund-raising for such 3 subspecialty procran th,t a.rves only a few
take priority- over fund.raisin-, for the. rore basic ereri..ncy, out-
p-Atent, and preventive Cars ::o desperotely needed by so re..ny •
PeoPle on the. atr-ets? Cr evert rriority over getting rnonpy for
staclent scholarshipo? hos olrearly spent a zre-t deal renovating
their int-nrIve owe unit twi.c., in the 1st 2 ye-rs, the
second time because they didn't do it ticht th firrt timf. Is
th.vt not sufficient?

Diclncie lu th..! troinin:=; of other typp3 of h1th rPmroa,,,r:
1) Prt1y 1.)cmus., of 1:4ok of suiport frzul r: nnd G.T., Phy:Ficin's

Assistant proe,r,m at C.C. GIntril that we tlonned about L yrArs -Lo,never sot off th. rxould. s-t up its eon T.A. 1)roErem Inter,
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wi-.1ch is under ;pod leaderohip and provides good trainIng to

mXter,13Oe. but to our best knoLledce thPy rre not rotated throuel

D.C. C•tnertl, nor do they admit D.C. redents vith any priority.

Training prefrIms elre-.here that do rimri1y t,Le D.C. residents

have received little uid or int.rest from the.e institutions.

C.W. hos n school of i;--lth Cr- ;.Or'nistration. but 2 co-rclustes

of th -A iroLr.m Z;hst I have 1,ersonnily ,ord vith k.le ulr,ard

mobility for oth-r ,..orkers (than themnel,/es) vs being counter to

their pfimary r.easuring stici7 of cost effici.ncy.
nursivc .chool till has very fe,i block., cnd this year

for the fir3t time plvvided finNnciel aid to on. student on the

basis of hin havine been n faithful lo- er-paid employ. of their

hoslital for 3 p.otrs --- and he vas white and not from D.C. ---
La he murt continue to vork full tim., for the hos!'..t-1 while
Eoing to school full time or forfeit his benefits. No ruillY 
rerson could Lake advantage or such s ',wonderful opportunity".

proLr,m to tr-,in Nurser' Aides draws from the ,re-ter metro-

politnn area, while th- SDanish community i. begin g for slots
to train some of their people in this skill are.
CIA.Jr4 mobility rraril.T. in their Un!versity hosfit,ls _axe vlmost

non-existent, and in-service training sessins for lv.er-raid
staff, though excellent, arm few and for between and hold no promine
of increased pay for those who 1..rn the rr.t.ril resented.

Job Corps tr-in.es learn bealth-r-lrAed skills .na then c3nnot
get sobs in these institutions. Veterans who nle tr,dned medics
cannot Let further t-aining for hevlth careers, znd remain unem-

ployed, work only as hospit-1 orderlies, or leave the honith care
field entirely -- atreat loss Lo our nation's health cal-e system.
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.1,cific ervices iuterv5.0 
in,titai.ns to Irovidt 

:ceque.tted of G.W. in tIv. vost which ti.ty Old not hsnor:
1) A. s,D.111 1Q csbt plarincy uutl-t in 3outh4est that %mild stocR

only more comronly prescribed and ,...rneric druLs
2) Adult lento] bervicts in .Southuest

:.:ervicps G.J. fornurly promised, but so f,r s Vm kliZn' never ceme throuth
with:
1) Tr.,nsphttativn services
2) A disl;tnstry In v residential buildir.i. for senior citiAtns

Services requested in curreit interviews:
1) The Sponi..h need more clinics. G.I. did sti.rt n trst-Trafeseional

clinic for the 3p:inish st on- time, but the reople cs.mplined
that it won stoffed too extennivtly -ith 1.nrs-iroftssi^nols,
and thpt Gney wert not ttinE sen'a by V.D.'s-wl.en they felt -hey
should have b'--n. C.. did not rectify this, or (lye proof to the
sritisfoction of the 3psni3h that the 0:1 luE )atits had no less
of their care provided by pars-mtdice, but discontinued the
clinic inst.-id.

2) To, Free Clinic.; hwe reypttedly lsktd for volunteer personn,1
Iron C. I. :nd and one 1140 to close seve:A months neo
(3spite beln. b-cause they could riot find even one
ihysicinn frc-. ?ither sf the..:e schools, 07 else-here.

3) The elderly :ant n Eeri,tric rehabilittion 1io.-101 to be sterted
I n D.C. F,tiento sit h Icrtichlurly problem.ttic must te.
sent to fncilfitien In oth..:r stztes, Goo for for their fsmilies to

thez.
4) 1.-ole slcobol treotmpnt centers ire need-0, not 1:ouse officers who

bodily throw Plcchslics out of the tr,erncy rooms, and comi=ete
for who cln throw the most out in one do'.

1, D. tre-tment, Iro of mor-lizinE, is needcd. Cr' vomon
ccrOointa that 3:le went there for tre.trlent, on was in telrs
from 5 minns after she Eot in ',:he doctor's office until she
left, becsast of his mcrtlizinc. His wsn't rerember,d.

6) Citizens' ow: employe, croups wnt pAtiants' rir_hts reterials
to te distrinut.d the hosil -,els, And nevocacy-1-;-t1 tid service3
tc be bet vic. Tven the km-ricin Horpitel Association hrs
recomr.ended t'Int its ttember 1lo3pitn13 distrifocte ppGients, riLhtn
m'te,1,1s, but to oul not r,stntle 1.co;i',:l in the

are. 4za posted !;he I.HAiz w...tered-do%v version.
7) rhe poor u-.d atnts1 servIcts that .c.;ive then the somt benefit of

fillinch id root c,nal t.ork, etc., F3 1:4ayinl.; .1:at5ents have,
rtther juzt pullinL ill thtir teeth b-c.,ue they c-nnct
r'y for enythine, core.

El) Dental services Ar. olso needed tint don't re:pli,.e repc.Kted vidiis
for work that could h-ve been :on, in ore uit0410

F,cilitt,s -her, the two schools could provide servi(es on n 1,r/Lour
bigs for steffinE , to qtvilify for funds under this bill:

1) D.G. aere deRths still occuirinc due to m10,r-
:,toffing.

2) FmerL,rcy rooms -- so that weitinE czol be reduced.
3) Neiborhood c-,:ters -- hopefully to irovide some nfljt hours.
4) Community Eentol Ht-lth ett.P.evs -- where 01-y n-,0 to h-ve

melt c1 doctor ,c well nA psychintric stpffinz.
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5) 7-ine;11^r hich triority and morc3o iith

6) it c,17 1---thop;.1 G.T . G. co u1

1,-1.;: t)f.,

No trI ::11109.1d yt ruch_ ScutIisatt .

33-536 0 - 74 - 14
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III. :ecific susrestinc conc,.:::ninf, the te;:ching of comrunity medicine 

Students we sfcl-e to from both G.T. •,eked for better comunity
medicine pre:,,r.ws in the firt 2 ye:trs of scool.. This could be done
throuji incrensiag community service electives, doing more in community
medicine th-.n conAuctiA( ciuestionn,ires, having nn excitinc (er:,rtment th-t
turns students on to community medicine rather th'=,n turning them off.
C.T.'s 200 studente/cl,ss who are "falling nil over e-,ch other in the
halls", and 110/class could carry on major public bellth projects
ouch ass

1) Screening, referr21, and follow-up progrAns, espacielly for
hypertesion, 2.3., ond 1,oisonirg.

2) Reducine infent mo.-..tplUey through seeking out temnace pregnant
women and,cettinc food and perice s to them and to high-risk
inf-‘nts throo01- outreech.

3) ::.:upplementing the ovelerorked Public HeAlth Nurses in providing
outreech for neighborhood heAth centers and community ment,1
he,lth centers where cmunnnicntion with the community nnd door- .
to-door follow-up are so essential.

J) Corryine out pwblic health educetion progrsms concernfog
communicL1le eis,!qisms, smoking, etc., in the public schools and
waiting rooms.

5) Providing services to senior cltizeno, including transportation
to clinics, hem., henith LettinL food steppe, etc.

6) TreioNc c,vuunity residents to teke over% these functions
In time; in fpct, u.atchini: the number of studenta At leant one- -
to-one with community residents in adm:nisteri:ig end conducting
these functins, lest projects suffer too creAly for lapses
in student commitment during exems, vocations, end schedule
changes.

In their 3rd ',did htL ymrs, medicri students could do more to providedirect patient clre within clinic and m.ntll health oenter settings, not
just in hospitele. There must be assurance, hoilever, th.‘t they will hsve• edequate suremjsicn, and will_ respect :,Atients' desir,.s to limit the
ntubber of students exemining thmm. etc. Mc Cut-V-Alert Derartm,nbs in
the Univ,:rsity Front its is themselves should be restructured so thatpntients ?re seen by a consistent. Student or house officer over a longperiod of time. F.:tients nre tired of seeing e different student ordoctor everytime they Lo .to the clinic.

A proErain atmilnr to one at Wer:tern Reserve and Tufts could extend
throughout the 4 ye'r pro,r,m in which each student is assigned e
femily to follow for that entire -verioo of time, with IncreesinE respon-sibilities for the etre of tnat family as the student's level of treiningincreeses.

For dentol stulent:,, prev-,ntive dentistry and ful)lic hr,v1th e8uclt1on rboutdentll cvre could be services provided.
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TV. One other c-mment.r.. 11o t,thh,1 3;,h^m,, for Committ-- to ceirlid,r

All medica schools 3hocld provide high 
w.1ity trai!linE for f”mily

and cener,lists, on0 onl% r-l-cted schoo
ls provide the

.74,ens1ve tranE -- for ore speci,lty 
IL orie school, and °nether

in ancter school. Mots for sulvpec
ialty troinirt, prornms should be

ir L.:16ber to corre3pond with net ion-wide m
inpoer reeds, and stOento

alloJed to co from on school to the other to receive the subsp
”cialty

trAininE they off', lnd to h-ve those cre
dit:, tytnsferved. The risen

for a coron'sry care unit pt G.T., for 
ex,mrle, should be juclE:ed not only

on the btsis ef Aether D.C. reerls it,
 but whether a sufficient ,Inourt of

this type ef subspeciolty tr.:11E41g is mlre
edy beinE offerred in :,ther

medicel schools :+roand the country.
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May 1, 1974

Mr. Chairman and Members of the Committee:

My name is Minnie Bowick Edwards, a citizen of the District of

Columbia. I represent the Central Northeast Civic Association as its Vice

President. I am also Chairman of Ward 7 in the District, a member of the

President's Bicentennial Committee for the District for area 3, and a mem-

ber of many other civic groups. As a community leader I appear today on

behalf of Georgetown University School of Medicine. I am a supervisor of

their field staff of medical interviewers who conduct door-to-door screening

for hypertension in the inner city. I appreciate this opportunity to give

'you an evaluation of the program as carried on by the Georgetown Medical

School in the area of hypertension.

High blood pressure is the most devastating disease there is in the

annals of medical research. It is commonly called the silent killer for there

is often no attendant pain. High blood pressure is a leading cause of strokes,

heart attacks, arteriosclerosis, and kidney diseases. Many medical author-

ities have placed hypertension among the nation's most pressing priorities.

Georgetown University Medical School under the guiding skill of Dr. Frank A.

Finnerty, director of their Hypertension Clinic at D.C. General Hospital, is

doing a tremendous job at the community level. It is here where we detect, treat

and prevent hypertension, thus staving off strokes, heart attacks or other

attendant fatal diseases.

Mr. Chairman, it is my wish that you and your committee think kindly of

the bill S. 2730 to its maximum allotment for both medical and dental students

enrolled at Georgetown University. This amount, I believe, is up to $3,000

per dental student and $5,000 per medical student. Without this upward bound

fund, Georgetown University School of Medicine would find it difficult to

function. Since 48% of the individuals in one study by our Georgetown Univer-

sity clinical doctors had high blood pressure, this is a high potential mor-
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Statement of Mrs. Edwards - 2

tality rate to conceive. Such fatalities are precisely what will happen if

Georgetown University is not adequately funded to continue its service.

Finally brethren: in the language of the greatest Healer of them all,

I beg of you to think on these things. Thank you, Mr. Chairman.
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STATEMENT OF DR. JOHN IL CALLANAN

President, District of Columbia Dental Society

on

S 2730

Before

Committee on the District of Columbia

United States Senate

Mr. Chairman and Members of the Committee:

I am Dr. John H. Callanan, President of the District of

Columbia Dental Society.

The dental manpower needs of the District of Columbia is

supplied in a large measure by Georgetown University, School of Dentistry.

Fifty percent of the practicing dentists in the Washington Metropolitan Area

are alumni of this school.

It, would be a catastrophe to dentistry in this locality if

this school was forced to close because of a lack of funds. The services

provided by this school are essential to the delivery of good dental health

care for our citizens. This is a time when den:al care must be expanded

rather than curtailed and the number of available dentists must be increased.

We note the great efforts that Georgetown University has

made to increase private funding and control operating costs. The District

of Columbia Dental Society supports S 2730 and requests your approval

of this urgently needed financial assistance for this private, non-profit

school of dentistry.

Mr. Chairman, in addition, I would like permission to

file for the record a statement from the American Dental Association

supporting these bills.

Thank you for the opportunity to appear before this committee..
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STATEMENT OF

THE AMERICAN DENTAL ASSOCIATION

AND

THE AMERICAN ASSOCIATION OF DENTAL SCHOOLS

ON

BEFORE THE

COMMITTEE ON THE DISTRICT OF COLUMBIA

UNITED STATES SENATE

Mr. Chairman and Members of the Committee:

The American Dental Association is grateful for this

opportunity to present this statement in support of S 2730

a bill to extend for th,•ee years the District of Columbia Medical

and Dental Manpower Act of 1970.

The ability to meet the dental care needs of our country

now and in the future depends upon a financially stable system of

dental education. In most instances this requires a sharing of

costs among state, federal and private sources. In the absence of

state legislature for the District of Columbia, it is entirely appro-

priate and proper to provide authority for special assistance to the

Health Professions Schools covered under S 2730. This would

be consistent with the recent developments that have occurred in

a number of states which now provide direct-sup,port to private

dental schools.
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and Dental Manpower Act of 1970
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The fight to put each exi.;ting school on a sound financial basis

has a basic, economic rationale. Obviously, each region of the nation needs

to have a certain number of educational institutions producing the dentists its

citizens n-iust have. Any existing institution that fails must, of necessity, be

replaced sooner or later. It is, however, a far more expensive proposition

to build a new school than it is to preserve an existing institution with its

buildings, its equipment and its faculty. Additionally, the time gap between

the first planning of a new school and the time when it graduates its first

dentists can be as much as ten years.

The basic cause of the fit,a.ncial crisis of the dental schools today

lies in the spiraling maintenance costs and in the ever-growing base of know-

ledge that a health professi onal must have in order to give modern, high-

quality care. On a per LAudent basis, it now costs a school some $11,000 on the

average to provide each enrollee with the necessary education while it receives,

in income from all sources, some $2-3,000 per student less than this figure.

Such deficits as these need to accumulate for only a short time before they

become unbearable and a school faces the necessity of phasing the dental school

out of its curriculum.

Dentistry is the most expensive professional health education for the

student as well as the schools, primarily because of the highly specialized

instruments and equipment that must be utilized. A main source of income for

professional health schools, of course, is tuition and fee charges to students.

Schools have raised these charges faster and higher than they wish in an
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effort to keep the gap between income and expense from broadening fatally.

We are now at a point where typical tuition and fees that a student

must pay can range as high as $11,000 to $15,000 during his four years. This

is entirely exclusive of such personal expenses as room and board. And these

costs, it must always be remembered, come in addition to the costs of four

years of undergraduate education that a typical dental student has already

undergone. Clearly, tuition and fees can go no higher if dental education is to

remain accessible to a broad range of scholastically eligible students. Dental

education is not heavily endowed from private sources and thus •-Toes not draw

on that kind of resource in its effort to maintain itself.

Of the nation's denial schools, the financial crisis has been most

crushing for those affiliated with private universities. The Association believes

philosophically, that it is infinitely better for tie nation to have its professional

health education system rooted in both private and public universities. But

even more to the point, the pragmatic fact is nearly one-half of the existing

59 dent 1 schools are private. They produce some 50 per cent of the annual

graduates. They must, then, be preserved.

There has been, in the past five years, an increasingly clear

recognition by the public sector of the priority it needs to give to professional

health education. This has led to federal legislation presently embodied in the

Comprehensive Health Manpower Training Act of 1971. It has also led a number

of states and jurisdictions to the realization that they too must be attentive to the

needs in this area. Precedent now exists whereby a state or jurisdictional
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authority would provide to a dental school within its purview, whether private

or public, operating funds based on an equitable formula derived from its

enrollment, graduates and attendant educational expenses. It is the convic-

tion of the Association that such arrangements are, at a miniLaum, highly

desirable and, in some cases, essential.

Despite the increasing funding available to private schools for

dental education under the Health Manpower Act, the increases will not meet

the need for continued support at present levels of education. Present legisla-

tion will soon phase out the availability of specific "financial distress" money

and force private institutions in a monetary crisis to compete for operating

expense money with better-endowed schools.

It is obvious from the figures cited by the Dean of the Dental School

that Georgetown Univers; School of Dentistry occupies a vital position in

the District of Columbia. Without it, the District would find it, in our view,

impossible to provide its citizens with the dental care they need. It is this

relationship that we believe should be the focus of the Committee's judgment

on the measure before it. The American Dental Association strongly urges

approval of S 2730.
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State Assistance to Dental

DENTAL SCHOOLS

By Type of Ownership

(State and non-State)

States which have
State Schools only

States which have State and
non-State Schools

States which have
non-State Schools only

State non-State

1. Alabama 1 1. California 2 3 1. Massachusetts 3

2. Colorado 1 2. Georgia 1 1 2. Pennsylvania 3

3. Connecticut 1 3. Illinois 2 2* 3. Wisconsin 1

4. Florida 1 4. Michigan 1 1* 7

5. Indiana 1 5. Missouri 1 1

6. Iowa 1 6. Nebraska 1 1 (D.C. - 2)

7. Louisiana 1 7. New Jersey 1 1

8. Maryland 1 8. New York 2 2

9. Minnesota 1 9. Ohio 1 1

10. North Carolina-1 10. Tennessee 1 1

11. Oklahoma 1 11. Texas 2 1

12. Oregon 1
-13. South Carolina-1
14. Virginia 1

15. Washington 1
16. W. Virginia 1
17. Kentucky - 2

18 , 15 15

(plus Puerto Rico-1)

*Non-State schools receiving State assistance

State Schools of Dentistry 

A total of 28 States (and Puerp Rico) have State schools of dentistry)

17 States (and Puerto Rico) have their own State dental schools and no private

schools of dentistry in the State.

11 additional States have both State and private dental schools in their States.

Non-State Schools 

14 States (and the District of Columbia) have private schools of dentistry.

3 States (and the District of Columbia) have private schools only.
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Patterns ci Le Support to Private Dental Schools

vWhin Their ni,spective States 

•

In general, state support to private dental schools is not as well

developed as it is for medical schools. At the present time 6 Staes

-- Illinois, Michigan, Pennsylvania, Ohio, Texas and Wisconsin have

program of direct support to private dental schools.

Regarding the particular programs:

1. Illinois: (2 private schools)

The State of Illinois has included Dentistry with Medicine in the

subsidy programs.

Illinois has provided enabling legislation. 1970-71 funding will

depend on the level of appropriations. The Illinois formula calls

for a subsidy for operating expenses, a second subsidy for "stabilization

support" and the third for Capital construction. All three of these are

related to the number of new places created in the entering class with

emphasis* on Illinois residents as follows:

(a) $6,000 per new place for operating expenses, (b) $1,000 per new

place for stabilization costs, and (c) $50,000 for each new place (for

the first 20 with $20,000 for each new place beyond the number of 20)

for capital construction.

2. Michigan: (1 private school)

The State approved legislation in 1969 for a five year period to provide

support to private dental schools on the basis of the number of decrees

*Schools F st, within 3 years, increase enrollments of Illinois residents

by at le;:t 20.
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granted  in a given year to residents of the State. At present the

University of Detroit School of Dentistry is the only eligible institution.

The amount to be granted is $2,400 per eligible graduate per year and

the legislature appropriated $150,000 in the 1969-70 fiscal year to

inaugurate this subsidy program.

3. Pennsylvania: (3 private schools)

Provides support to schools of higher education. The 3 private dental

schools derive benefits only through the indirect support to the

University as a whole in contrast to the direct aid to the medical

schools. The amount is negotiated annually by the parent University.

4. Ohio: (1 private school)

Amounts: On a biennial basis for years 1971-73, $860,000 and for

years 1973-75, $1.5 million. The amounts are negotiated by the

State and the school on a contractural basis.

5. Texas: (1 private school)

Amounts:1972-73, $1.7 million on basis of a contract between the

State and the school. For academic year 1973-74 the amount of

$4.2 million has been appropriated.

6. Wiscqpsin: (1 private school)

Amounts: none for 1972-73. For 1973-74, $1,305,000 based on $3,000

per Wisconsin student enrolled.

7. Georgia: Emory University Dental School received $190,000 for

the academic year 1972-73 from S.R.E.B. for students enrolled from

Florida and North Carolina. For 1973-74 Emory expects to receive

$285,000 for students enrolled from Florida and North Carolina.

33-536 0 - 74 - 15
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STATE ASSISTANCE TO MEDICAL SCHOOLS

DATAGRAM

State Roles in Financing Medical Education

State legislatures in fiscal 1972 provided a total

of about S334.2 million for the operation of

medical schools, exclusive of funds to schools

in development and to teaching hospitals.

Of this total, S303.2 million went to 63 public

medical schools located in the states provid-
ing the funds; SI million was made available

through regional compacts to public medical

schools located outside the states providing

the funds. Private medical schools received
approximately S30 million from state govern-

ments-829.4 million in direct payments and

$0.6 million through regional compacts. Addi-

tionally, public and private medical schools
received approximately S1.8 million from

city and county governments.
The level of funding provided by each state

is presented in Table 1. These figures exclude
funds channeled through regional compacts.
On a total funding basis, state appropriations
ranged from a high of over S36 million for
New York to a low of S765,000 for South
Dakota. Table 1 also lists the state appro-
priation per capita and the state appropria-
tion per S1,000 of personal income. In fiscal
1972 there was considerable variation in state
expenditures for medical school operations
relative to population and personal income.
Missouri spent 99 cents per capita while 11
states spent over S2 per capita. One state,
Arizona, spent S3.57 per capita for medical
school operations. Based upon the state ap-
propriation per 81,000 personal income, the
figures ranged from a low of S0.21 per S1,000
personal income forMinnesota to a high of
$0.76 for Arizona. Ten states spent over 50
cents per S1,000 Personal income for medical
school operations.

Support of Private Medical Schools

State legislatures have, been limited by institu-
tional and legislative prohibitions in awarding

Legislative information contained in this article
is current as of June 1973

state funds to private insitutions. In recent
years, however, pressures to increase the sup-
ply of physicians have led a number of states
to offer support to private medical schools.
The following is a summary of fiscal 1973
state and District of Columbia programs
for the support of private medical schools:

California—The state contracts with its
private medical schools to expand class sizes.
In fiscal 1973 it appropriated S660,000 to
'provide for 55 additional students at a rate of
S12,000 per student. This award was not con-
tingent on the residency of students.

District of Columbia—In fiscal years 1971
and 1972 awards were made to the private
medical schools—Georgetown and George
Washington—not under the special legislation
authorizing such support but under the De-
partment of Health, Education, and Welfate's
special project grants program to alleviate
financial distress. Similar awards were made
for fiscal year 1973.

Delaware—The state contracts with an
out-of-state college of medicine to accept up
to 20 Delaware residents per year. A provision
stipulates that a -portion" of the medical
students spend their clinical clerkships in the
Wilmington Medical Center. The state of
Delaware pays S7,500 per student to the private
medical school, with an arrangement that
guarantees a minimum annual payment of
$120,000.

Florida—In 1952, Florida enacted legisla-
tion to provide support to the first accredited
medical school in the state, which happened
to be a private institution. Continuing legis-
lation was passed to provide S6,500 per
Florida student foi those completing their
education in four years (or S8,500 per Florida
student for those completing their education
in less than four years) in fiscal 1973. Use of
these funds is limited to operating purposes.

Illinois—In the spring of 1969, the Illinois

General Assembly enacted the Health Services

Education Grants Act providing funds to

959
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TABLE 1
STATE APPROPRIATIONS FOR PUBLIC AND PRIVATE MEDICAL SCHOOLS*

(Fiscal Years)

State

1972
State•Appropriation

(Thousands of Dollars)

1972
Private School Component

of State Appropriation
(Thousands of Dollars)

1972
State Appropriation

per Capita
(Dollars)

1972
State Appropriation per
$1,000 Personal Income

(Dollars)

Alabama 6,086 1.77 0.52
Arizona 6,317 3.57 0.76
Arkansas 2,395 1.25 0.36
California 32,109 1.61 0.31
Colorado 4,365 1.98 0.42
Connecticut 4,085 1.35 0.25
Florida 7,438 2,780 - 1.10 0.25
Georgia 7,623 1.66 0.42
Hawaii 1,070 1.39 0.27
Illinois 13,656 3,539 1.23 0.24
Indiana 10,187 1.96 0.44
Iowa 8,067 2.86 0.65
Kansas 4,864 2.16 0.47
Kentucky 5,284 1.64 0.45
Louisiana 4,293 1.18 0.33
Maryland 5,386 800 1.37 0.27
Michigan 20,283 2.29 0.46
Minnesota 4,197 32 1.10 0.21
Mississippi 3,34.8 1.51 0.48
Missouri 4,622 0.99 0.23
Nebraska 3,504 2.36 0.53
New Jersey 12,526 1.75 0.33
New Mexico 2,182 2.15 0.56
New York 36,105 8,814 1.98 0.37
North Carolina . 8,632 477 1.70 0.45
North Dakota 795 ,1.29 0.34
Ohio 16,921 2,250 1.59 0.35
Oklahoma 3,779 1.48 0.38
Oregon 5,544 1.63 0.59
Pennsylvania 20.822 6,765 1.77 0.39
South Carolina 5,243 2.02 0.57
South Dakota 765 1.15 0.30
Tennessee 4,143 1.06 0.28
Texas 30,556 2,083 2.73 0.65
Utah 2,473 2.34 0.59
Virginia 6,995 1.50 0.35
Washington 7,028 2.06 0.46
West Virginia 3,781 2.17 0.59
Wisconsin 5,141

.
1.16 0.27.

Total 332,610 29,416

• The data relate to funds provided directly by the state to fully operational medical schools
located within the state and to state-related schools .in Pennsylvania. They exclude funds pro-
vided to medical schools through regional compacts. Data are not available for direct state sup-
port provided to the medical schools located in Puerto Rico and Vermont. The 1972 state appro-
priations are derived from the 1972 Liaison Committee on Medical Education Annual Me'dical
School Questionnaire. Data for Indiana and Kansas universities are based on estimates from
the 1971 LCN1E questionnaire. Population data for the "State Appropriation per Capita" cal-
culation are for 1970 and are taken from the Statistical Abstract if/ the United States, 1972, 93rd
Annual Edition, page 12. Personal income data for the calculations in the last column are based
upon preliminary 1972 figures from the Survery of Current Business, April 1973, Vol. 53, No. 4,
page 17.

960
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Datagram

private institutions for increasing enrollments

in medical, dental, nursing, and allied health

education programs.
Each school is allowed S6,000 annually for

each additional Illinois resident which it
enrolls, with the requirement that at least
20 additional Illinois residents be enrolled
in each entering class over the average num-
ber of Illinois students enrolled per class for
the years 1964 to 1967.
In addition, an annual stabilization grant

of 61,000 per student, based on the number of
Illinois resident students enrolled in the year
1967, is to be awarded: This grant was con-
tingent upon a commitment by the school to
the minimum expansion of 20 Illinois resident
students in fiscal 1968.
A single, nonrecurring program expansion

grant was made for each of the private medical
schools for planning and capital construction,
attendant upon increasing this enrollment.
No grants were given for any expansion of
less than 20 . Illinois resident students, and
grants to schools that expanded beyond 20
additional students were based on the pro-
jected size of the additional increment. Fifty
thousand dollars was awarded for each of the
first additional 20 Illinois resident students.
Beyond this initial grant for each additional
Illinois resident, S20,000 is awarded each year
for each enrollee projected above the initial
increment of 20 such students.
Maryland—The state's private medical

school received S800,000 per year on an
emergency basis in fiscal 1972 and 1973.

Minnesota—Legislation was passed for the
1973 fiscal year awarding S8,000 per Minne-
sota resident.
New York—The state university system has

three types of contractual arrangements with
each private medical school in the state—
(a) the Bundy Plan. providing 52,400 for each
medical school graduate: (h) a per capita
award of S1,500 for every medical student
enrolled: and (c) a seven-year plan designed to
increase enrollment during the period from
1967-68 through 1973 74. In the seven-sear
plan the average enrollment for each class of
medical students enrolled front .July 1961
through June 30, 1966, was computed as the

961

base; S6,000 is paid for each additional student
enrolled over the base period average.
An individual student may be counted

only once for all of these programs through
his first three years. However, both the S1,500
grant and the S2,400 grant may be awarded
in the fourth year.

North Carolina—This state's contract med-
ical program with its.private schools of medi-
cine provides a per capita grant of S3,000
for each North Carolina resident enrolled.
Five hundred dollars of this S3,000 per capita
awarded is held in a special scholarship fund
to provide financial assistance to deserving
North Carolinians enrolled. The only restric-
tion is that the sum must be utilized so as to be
highly beneficial to the overall welfare of the
state of North Carolina.
Ohio—This state has a contract medical

program whereby the private university agreed
to admit and maintain not less than 110
first-year students in fiscal 1972 and to admit
125 first-year students in fiscal 1973. A sub-
sidy payment of S4.5 million was paid to the
university for the biennium 1971-73. The
subsidy was not contingent upon the residency
of the students.
Pennsylvania—The amount of the awards

measured on a per capita basis for fiscal year
1972 were as follows: (a) S7,465 per capita to
three state-related schools and (b) S4,400
per capita to foul state-aided schools. There
was no change for fiscal year 1973. These
awards are not contingent upon the students'
state of residency.
One of the major characteristics that dif-

ferentiates "state-related” from "state-aided"
schools is the university board of trustees.
The state appoints a certain number of mem-
bers to the board of trustees of a "state-re-
lated" university, thereby giving the state a
direct hand in making policy decisions that
govern the operations of the institution.
Rhode Island—The state's private medical

school received a S200,000 grant from the
state for fiscal 1973, with no restrictions placed
upon the use of the funds.
Tennessee—The state appropriated S40,000

for support of its private medical schools for

the 1973 fiscal year. This amount was divided
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TABLE 2

REGIONAL EDUCATION PROGRAMS IN MEDICINE, Fiscal. 1973
Contracting

ingts ' Numb„ of students Total Funds To

In
Program Participating States Public Private Program

Per Capita
Award Public Schools

Private
Schools

New England Maine, Massachusetts, 159 55,000' 5720,000
Board of and Rhode Island
Higher Edu-
cation

Southern Re-,Alabama, Florida, 1 110
gional Edu-Georgia, Louisiana,
cational Maryland, Mississippi,

3,250 $357,500

Board North Carolina, Ten-
nessee, and Virginia

Western Inter- Alaska, Arizona, Ha- 13 3 246
state Corn- waii, Idaho, Montana,
mission for Nevada, and Wyo-

3,000 656,000 82,000

Higher Edu- ming
cation

Total 515. 81,376,000 8439,500

• $2,500 each for 30 students who are Maine residents. —

between the state's private schools on a
formula basis reflecting the increase in the
number of Tennessee residents who enrolled
in each school o‘er an established base.
Texas—The Texas legislature appropriated

close to S2.1 million in fiscal 1972 for that
state's private medical school. That figure has

doubled to S5 million for fiscal 1973. This
represents a change of from 814,370 per
private student for fiscal 1972 to S17,282 for
fiscal year 1973.
Funds are channeled through a coordinat-

ing board which contracts directly with the
private medical school. The support to the
private medical school, during each scholastic
year, equals the average annual state tax
support per undergraduate medical student
at the established public medical schools
multiplied by the number of Texas under-
graduate students at the private medical
school.

Wisconsin—The state has appropriated
funds on a biennial basis for medical educa-

tion in its private - medical school since 1969.
The amount appropriated during the 1971-73
biennium was S3.7 million. No restriction on
the use of the award was made, nor was the
grant contingent upon increased enrollment or
the residency of an enrolled student.

Regional Contracts

The three regional boards—New England
Board of Higher Education, Southern Re-
gional Education Board, and the Western
Interstate Commission for Higher Education—
have a combined total of 18 contracts with
accredited public and private institutions.
Funds flowing through the boards for contract
programs in medicine tailed nearly S1.6
million for fiscal 1972.: Nearly SI .S million
was made available for.fiscal 1973 (Table 2).

ROBERT CAROW

• AAMC Division of Operational

Studies •

Washington, b.C.
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AFTER RECESS

Senator TUNNEY. Dr. Standard, I learned on the floor that we have
got 20 minutes until the next vote, which means that we have about
71/2 minutes to the time until after the vote starts, which gives us about
25 minutes in total. So I hope the next two witnesses will be able to
finish their testimony by then.

STATEMENT OF DR. RAYMOND L. STANDARD, ADMINISTRATOR
AND DIRECTOR OF PUBLIC HEALTH, COMMUNITY HEALTH AND
HOSPITALS ADMINISTRATION, DEPARTMENT OF HUMAN RE-
SOURCES, DISTRICT OF COLUMBIA GOVERNMENT

Dr. STANDARD. Mr. Chairman and members of the committee, I am
Raymond L. Standard, Director of Public Health for the District
and Administrator of the Community Health and Hospitals Admin-
istration of the Department of Human Resources.

DISTRICT OF COLUMBIA DEFERS TO HEW

The District of Columbia government's report on S. 2730, a bill
to extend for 3 years the District of Columbia Medical and Dental
Manpower Act of 1970, states that since the bill would provide an
extension of grant authority vested in the Department of Health,
Education, and Welfare, the District of Columbia government defers
to the views of the Secretary of the Department of Health, Educa-
tion, and Welfare on the merits of the bill.
As we indicated during the hearijigs on an identical bill in the

House of Representatives, the District government would like to de-
velop an appropriate method of furnishing additional assistance to
meet the health manpower training needs of the city.
We have been reviewing what other States do and the programs

which the Federal Government provides under the Public Health
Service Act. When funds are available, the District government might
well adopt a program that is comparable to the public health service
program.
As this committee is probably aware, section 741 ( f ) of the Public

Health Service Act authorizes the Secretary of the Department of
Health, Education, and Welfare to repay a portion of an individual's
educational loans incurred for the costs of education at a school of
medicine, osteopathy, dentistry, veterinary medicine, pharmacy, op-
tometry, or podiatry, when the individual enters into an agreement
to practice his profession for a specified period in an area determined
by the Secretary to have a shortage of and need for such health
professionals.
The District of Columbia is in need of professional health services.

The development of draft legislation will require careful review by
the city of the precise agreement and the extent to which resources
will be available to the city to make such financial commitments.
From a long-range point of view, however, the District government
is convinced that such an arrangement—which provides financial as-
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sistance to students who are residents of the District of Columbia and
who agree to provide professional health services in the city—will be
of great benefit to the city's residents who are in need of these services.
Thank you for the opportunity to testify. I will be happy to answer

any questions you may have.
Senator TUNNEY. Thank you very much, Dr. Standard.
Could you testify on H.R. 8747 ?
Dr. STANDARD. Yes, sir.
Senator TUNNEY. Thank you.

DISTRICT OF COLUMBIA GOVERNMENT SUPPORTS H.R. 8747

Dr. STANDARD. Mr. Chairman and members of the committee: Thank
you for the opportunity to testify in support of H.R. 8747, a bill pro-
posed by the District of Columbia government and passed by the
House of Representatives.
The District of Columbia requires that every child entering District

of Columbia public schools or private elementary schools be vaccinated
against smallpox unless exempted for reasons of either medical con-
traindication or religious objection.

SMALLPDX NO LONGER A SIGNIFICANT PROBLEM

This requirement dates to an act of Congress in 1864, a time when
smallpox was a significant problem in the United States. Smallpox is
no longer a problem of the same significance. It was last reported in
the United States in 1949.

Discussion of the worldwide epidemiology of smallpox and the
strategies to contain and eradicate this disease are left to the U.S.
Public Health Service representative from the Center for Disease
Control, Atlanta, Ga.
However, the U.S. Public Health Service does estimate that a case

of smallpox can be expected to be imported into the United States
less frequently than once in 15 years.
The District of Columbia receives only a fraction of all interna-

tional travelers coming to the United States.
Therefore, the risk of importation of smallpox into the District of

Columbia is significantly less than the risk of importation of this
disease into the United States.

NO SMALLPDX SINCE 1932

This conclusion is supported by the absence of a reported case of
smallpox in the District of Columbia since 1932. On the other hand,
death and serious illness occurring as complications of smallpox vac-
cination remain a small but significant problem.
In 1968, the last year for which comprehensive national data were

obtained, nine deaths and nearly 150 particularly serious complica-
tions of smallpox vaccination were reported to the Center for Disease
Control. Extensive data for the District of Columbia are not
available.
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COMPLICATIONS FROM VACCINATION
Nevertheless, it is known that in the past 6 months alone three hos-pitalizations have resulted from complications of smallpox vaccina-tion of children for purposes of school entry.
Thus, in the District of Columbia, as in the United States, the riskof death or serious illness from complications of smallpox vaccinationappear to be far greater than from smallpox itself.In September 1971, as a consequence of this, the U.S. Public HealthService recommended that routine childhood vaccinations againstsmallpox should be discontinued in the United States.

ONLY THE DISTRICT OF COLUMBIA RETAINS REQUIREMENT
Subsequently, each of the 50 States having a requirement that chil-dren be vaccinated against smallpox prior to school entry has elimi-nated it. Only the District of Columbia, of all jurisdictions in theUnited States, continues to have a requirement that its children mustbe vaccinated against smallpox prior to school entry.
In the District of Columbia increasing numbers of physicians inprivate practice, hospitals, and public health practice circumvent theschool requirement for smallpox vaccination as a condition for schoolentry by stating that smallpox vaccination in the particular child ismedically contraindicated. Thus, each, in his own way, is voicing hisprivate objection in the requirement and it is rapidly losing its effec-tivensess in the District of Columbia.

SUMMARY

Because the risk of importation of smallpox into the District ofColumbia is small, because the risk of death or serious illness fromcomplications of smallpox is relatively far greater than from smallpoxitself, and because the requirement for smallpox vaccination for schoolenterers is rapidly losing its effectiveness
' 

the District of Columbiabelieves that it should be permitted to join the 50 States of the United
States in repealing the requirement that children entering school mustbe vaccinated against smallpox.
The government of the District of Columbia requests that H.R.

8747 be approved. We hope this bill will be promptly enacted sothat children preparing to enter school this fall will not have to bevaccinated against smallpox.
For the information of the committee I have a copy of the state-ment of Dr. H. Bruce Dull, Assistant Director for program Center

'
for Disease Control, Department of Health, Education and "Welfare
and the statement of the medical society of the District of Columbia,
which were presented during hearings in the House of Representa-
tives. I would ask that these be made part of this committee's record.
This concludes my testimony. I will be happy to answer any qu,.q-

tions you may have.
Senator TUNNEY. Without objection, the statements will be made. 9,

part of the record.
[The statements follow:]
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Mr. Chairman and Members of the Subcommittee:

I am pleased to appear before you to testify on Hit 8747 which

would discontinue compulsory vaccination against smallpox in the

District of Columbia.

The Department of Health, Education, and Welfare supports the
•

recommended change in smallpox vaccination policy in the District of

Columbia which would preclude the routine vaccination of children.

The status of smallpox throughout the world, the risk of smallpox

importation into the United States, the expected transmission after an

importation, and the risk of vaccination to the population justify a

policy of selective vaccination of individuals at special risk. We

believe this group to be essentially comprised of travelers to and from

infected areas and hospital and other health workers who would be our

first line of defense in the event of a smallpox importation.
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Smallpox Occurrence Throughout the World 

The areas of the world reporting endemic smallpox have steadily

declined since the global smallpox eradication program of the World

Health Organization began in 1966. Then, 28 countries had endemic

smallpox. Now in only four countries (Bangladesh, India, Pakistan,

and Ethiopia) is smallpox considered to be endemic. Each of these

countries is engaged in massive campaigns designed to interrupt

smallpox transmission as soon as possible. Intensive village-by-

village surveillance activities are being carried out to detect

existing smallpox foci. This has resulted in large numbers of cases

and outbreaks being identified and reported -- a phenomenon which

was also observed in Brazil just prior to smallpox eradication in

that country.

Bangladesh and India constitute the principal strongholds of

endemic smallpox. In Bangladesh, smallpox transmission has almost

been broken in Chittagong Division which contains over 25 percent

of the country's population. In India, smallpox transmission has

virtually been interrupted in the southern states. In northern India,

particularly in the provinces of Uttar Pradesh, Madya Pradesh, Bihar,

and West Bengal, smallpox is still heavily endemic. The extent and

magnitude Of recent surveillance and containment campaigns in both

Bangladesh and India, however, have strengthened WHO projections for

the 'interruption of smallpox transmission in these countries by 1976.
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In Pakistan, the extent of infected areas is decreas
ing rapidly.

Smallpox is now confined to Baluchistan and Sind provinces 
which

contain about 18 percent of Pakistan's population and transmiss
ion

is expected to be broken during 1974.

In Ethiopia, the remaining foci of smallpox are primarily c
en-

tered in three of the country's 14 provinces where a concentrat
ed

effort is underway to eradicate smallpox. In spite of difficult

terrain and resistance to vaccination in some areas, Ethiopia is

expected to be smallpox-free by the end of 1974.

Risk of Importation 

The last confirmed case of smallpox occurred in the United States

in 1949. The probability of importation into this country is deter-

mined by the incidence of smallpox in endemic countries, the number

of travelers from these countries, and the immunity status of these

travelers. Understandably, some risk of importation will continue

as long as there are cases anywhere in the world. For this reason,

the United States requires that travelers arriving in this country

from a smallpox infected area show proof of immunity by having a

valid vaccination certificate in their possession.

The rapid decrease over the past several years in the number of

countries reporting smallpox has greatly reduced the probability of

travelers being exposed to smallpox within 2 weeks of their arrival

into the United States. In 1972, and again in 1973, a survey of air

travelers to the United States suggests the current probability of a

case of smallpox being imported into the United States as roughly

every 18 years.
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Risk of Transmission After Importation 

With a policy of routine nonselective vaccination as previously

conducted throughout the United States (still required in the District

of Columbia), immunity levels were very low. To maintain high levels

of immunity in our population we would have to have universal vacci-

nation of children at a very young age and then revaccination at

regular intervals throughout life. Surveys have shown less than 20

percent of the population fully protected against smallpox. Herd

immunity concepts can be very misleading when it comes to smallpox.s

We have been free of smallpox in this country for the past 25 years,

not because of high immunity levels, but because we have not had an

importation.

An analysis of smallpox importations into Europe has shown that

countries with nonselective vaccination policies and supposedly

higher levels of immunity fare no better in terms of the number of

cases, epidemiologic generations, or mortality than countries with

selective requirements and known low levels of immunity. The critical

factor ih an outbreak is not previous population immunity but the

speed and quality of the containment response. The outbreak in

Yugoslavia during March-April 1972 was more extensive than West

European outbreaks in spite of the fact that Yugoslavia had a policy

of routine vaccination and 70-90 percent of the population vaccinated

at same time in their lives.
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In the United States, medical epidemiologists with smallpox

control experience, ample vaccine, jet injectors, and trained

vaccinatorc are available for immediate contact tracing and appro-

priate containment efforts. As part of the preparation for an

effective procedure for the management of smallpox in the unlikely

event of an importation, the Center for Disease Control has develop
ed

a manual which provides a step-by-step approach to assist health

personnel in handling suspected smallpox. This manual has been

placed in the office of each State and Territorial Epidemiologist

including the District of Columbia.

As long as a possibility exists of a smallpox importation, however,

we believe a significant reduction could be achieved in the number

of cases occurring following an importation if adequate vaccination

programs on hospital and other health personnel were carried out.

For this reason, the Center or Disease Control supports the American

Hospital Association's recommendation for the vaccination of hospital

workers against smallpox every 3 years.

Risk of Vaccination Complications 

Surveys in the United States have demonstrated a definite

measurable risk of complications following smallpox vaccination.

These vary from local erythematous reactions to life-threatening

situations and death. In 1968, over 14 million people were vacci-

nated; nine deaths were associated with smallpox vaccination and

approximately 500 cases of serious complications reported. For



221

6

most people in the United States the risk of vaccination complications

clearly outweighs the benefits of being vaccinated. The recommended

policy of selective vaccination affords protection to those persons

at risk of exposure while reducing the vaccine associated illness and

death in persons who are at very low risk of acquiring smallpox.

Acceptance of Selective Vaccination Policy 

The pulley of selective vaccination which was formulated and

recommended by the PHS Advisory Committee on Immunization Practices

has been endorsed by the American Medical Association, the American

Academy of Pediatrics, and the Association of State and Territorial

Health Officers. Essentially all states have taken action to discon-

tinue nonselective vaccination policies.

Summary

The risk of smallpox importation into the United States is remote

and continuing to decrease. Our ability to contain smallpox is more

than adequate for any outbreak. At this point in time, most signs

indicate a smallpox-free world within the next 3 years. A selective

approach to smallpox vaccination should be encouraged in the District

of Columbia.

This concludes my statement, Mr. Chairman. I will be pleased

to answer any questions that you and other members of the Subcommittee

may have.
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STATEMENT OF THE MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA

Mr. Chairman and members of the committee, I am Dr. Clifton R. Gruver, a
physician in the practice of Internal Medicine in Washington, D.C., for over
twenty years. I appear today as President of the Medical Society of the District
of Columbia. the only state society ever chartered by Congress, and a society
which has a membership of 3.000 physicians who practice in this metropolitan
area.
I shall not dwell at any great length on the reasons why this bill should be

passed. I believe these to be well-documented from testimony which has been
given in years past, and that which will be given here today. However. I would
emphasize that. the medical manpower needs of the District of Columbia art
supplied in great measure by the Georgetown and George Washington University
Schools of Medicine. Combined, these two schools graduate approximately 350
physicians each year. Over 30 percent of these physicians choose to stay in this
community for their continued education, and subsequently remain here to enter
into practice. Statistics show that at the present time approximately 1,000 gradu-
ates of each of these schools of medicine are practicing in this area.
We believe that the financial plight of private medical schools in this country

is also well-documented. You have heard in testimony that income from tuition
and other sources is not sufficient to support the cost of a four-year medical edu-
cation. It would. therefore. be a real catastrophe for medical education, especially
in this nation's Capitol, if these schools were once again forced to consider clos7
lag their doors because of the lack of funds To lose this great source of physician
manpower, would have a serious effect on the high ratio of physicians which this
city enjoys. And, their services are essential to the delivery of good health care
to the citizens of this community.
In compliance with previous national legislation. both of these schools have

made tremendous progress in increasing the size of their student bodies and the
numberrof physicians graduated each year. In keeping with. this increased effort,
we recognize the strenuous effort which both schools have made, in the past mid

present, to find new sonrces of private funds to support ever-increasing costs. In
spite of these efforts, however, as we have heard, they find themselves unable to
continue without the assistance which this bill will provide.
In closing, I reiterate that The Medical Society of the District of Columbia

strongly supports the passage of this bill so as to make it possible for the private,
nonprofit medical schools of this city to continue their great work.
Thank you for the opportunity and the privilege to present our views.

STATEMENT OF. DR. CLIFTON R. GRUVER, PRESIDENT, MEDTCAT,_
SOCIETY OF THE DISTRICT OF COLUMBIA

Dr. GRUVER. You know from our statement that we wholeheartedly
endorse anextension of legislation for these two medical schools, and..
I would like to point out, too, it occurred to me this morning as I lis-
tened to the testimony that regardless of how many of these grad-
uates stay in the area to practice, if we close the door on these medical,
schools, we are not going to have anybody staying and practice. We
are not going to be producing physicians that now have a locality in
which to stay.

HEALTH TRAINING PROGRAMS

You have to remember that there is an additional area of manpower
that comes from the medical schools in the form of their health grad-
uate training programs, and there is a significant pool of health train-
ing schools. A significant, number of the people who are trained in the
training schools of George Washington and Georgetown remain in this
community to practice medicine.
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Mr. MAZZOLI. Remain here to practice?
Dr. GRUVER. Remain in this community to practice.
I think it is good to emphasize the point as to George Washington

as to their new school of physicians' assistants is concerned. If we are
concerned about the health manpower situation and what to do about
the inner city, this is one aspect that has to be developed in our medical
society. We are certainly scrutinizing this aspect.
These schools, also, through the excellence of their faculties, pro-

vide superb facilities for continuing education for the professional
citizens of this city, and are actively participating in graduate train-
ing programs, continuing education programs for our membership,
I think the point should be made that they are doing continued re-

search programs, and these research programs have had advance-
ments in renal disease, hypertension, as we heard earlier. These are
benefits, not only nationally but benefit to our local residents, too, since
they have entrance to the higher echelon of care that needs these kinds
of superb skills and facilities.

FACULTIES

Their faculty, also, has become much more conversant with the pri-
vately practicing sector of medicine, and instead of there being a di-
vergent path between the university and academia, and the privately
practicing sector, they are converging, that in expediting the develop-
ment of their departments of community health they are encouraging
young physicians to seek careers in family practice, primary care, and
I think they really are beginning to have a major impact on community
health needs by these types of developments.

COMMUNITY SERVICES

They are also active, the faculties of these schools, the deans and

the academic vice presidents. with our medical society, under the

umbrella of our medical society with some health planning councils

that have been formed. The council that meets on a monthly basis

that comprises representatives of the universities, of the practicing

sector of medicine, of the Department of Human Resources, of the

community hospitals, meeting and having dialog and communication

on a monthly basis about the health needs of this particular com-

munity, ambulatory medical care being one of the major subcommittee

thrusts.
They are also aCtively participating in a medical society we have

a medical society of 3,000 physicians, 2,000 active members, 50 a
ctive

committees, 1,000 doctors who are participating on a monthly basis

of committee activity that deals not only with professional asp
ects,

professional welfare, but community aspects of mental health, drug

problems, alcoholism. community health projects planning and s
o

forth, and their faculty of these schools are members of the 
medical

society for great part, and they are actively participating in i
nput

in it.
So I wanted to make these few points on a different slant

, and

perhaps the value of the presence of these medical schools may b
e

not just for the purpose of graduating young physicians, of doc
tors

with medical degrees, but bow they have an ongoing active pa
rticipa-

tion locally for our professional health needs.

33-536 0 - 74 - 16
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Mr. MAizoirit. Dr. ti'ruver, one quick question.
As a practicing physician, even though you may be on a leave of

absence now as a physician, being president of the society and having
been before enough of these congressional committees, do you find as
a practitioner it useful to have hospitals and teaching facilities in your
area, both because I guess it fives you a better resource facility for ,
the tough cases as well as it adds to the 'quality of the practice and '
it adds to the ability to be able. to render a good, complete medical
service?
Is that a fair statement.?
Dr. GavvEn. That is a fair statement. That is certainly one very

definite service that they provide.
Mr. MAZZOLA. The closedown of these schools certainly is not going

to. happen if we can preve,nt it. If that event were to occur. would it
be a detriment to the whole medical practice, to the whole medical
situation in this community, in this whole area
Dr. GRUVER. Unquestionably.
Mr. MAZZOLA. Dr. Callanan.

STATEMENT OF JOHN CALLAHAN, D.D.S., PRESIDENT, DISTRICT
OF COLUMBIA DENTAL SOCIETY

Dr. C-ALLANAN.- I would to, take one sentence out of my pre-
pared statement that I would like to emphasisze.

•
GRADUATES

We keep hearing about how many residents of the District of Co-
lumbia go to a school and how many graduates of a school stay in the
District of Columbia. Fifty percent of the practicing dentists in the
Washington area are, alumni of Georgetown Dentistry. That is the
WaShington area. It is not the District of Columbia.
Two cases in point. By virtue of my parents buying a house half a

block on the other side of *Western Avenue, I was a Maryland resident,
but I went to Georgetown. I have practiced here in the city. A great
number of my classmates were boys from Connecticut, Rhode Island,
Massachusetts, and New York. When they come to Washington they
intended to become dentists and then go back to their States. Four years
at that particular time in their life, they had met girls here, they had
made friends here, they are still here.
These schools attract to your city permanent residents, and I think

this is the problem that the gentleman was saying that the State of
Maine is sending the kids to the University of Vermont and they are
not coming back to Maine. You cannot very well overestimate the effect
of those 4 or 6 years of a person's life.
Another point that keeps coming up, I do not think it makes much

difference how many of the citizens of the District of Columbia we take
in. It is how many physicians you produce in the District of Columbia.
I do not care where they came from. That is the name of the game, pro-
ducing the physicians.
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•One-, poin-t that was not made, they, talk about the difficulty of getting
people to practice in the ghetto. I think possibly with this thrust of'
the Federal= Government to provide funds for the poor people so that
they can afford medical and dental care, this is why you cannot
get anybody to practice. They cannot make a living there. Give these
people the funds to pay for these and I think this problem will begins
to solve itself.
The fact that it iS not a particulaily nice place to conduct a business,

you are not going to help that except by doing away with the ghetto.
I would also like to file a statement from the American Dental

Association,
Mr. MAzzom. That will be done.
Without objection. your statement and those of your association

will be part of the record'.
[The statements referred-to follow:]

PREPARED STATEMENT OF DR. JOHN H. CALLANAN, PRESIDENT, DISTRICT OF
COLUMBIA DENTAL SOCIETY

Mr. Chairman and members of the committee, I an Dr. John H. Callanan,
President of the District of Columbia Dental' Society.
The dental manpower needs of the District of Columbia is supplied in a large

measure by Georgetown University, School of Dentistry. Fifty percent of the
practicing dentists in the Washington Metropolitan Area are alumni of this
school.

It would be a catastrophe to dentistry in this locality if this school was forced
to close because of a lack of funds. The services provided by this school are
essential to the delivery of good dental health care for our citizens. This is a
time when dental care must be expanded. rather than curtailed and the Lumber;
of available dentists must be increased;

We note the great efforts that Georgetown University has wade lie increase
grivate funding and control operating costs. The District of Columbia Dental
Society supports H.R. 11108 and requests your approval of this urgently needed
financial assistance for this private, non-profit school of dentistry.
Mr. Chairman, in addition, I would like permission to file for the record a

statement from the American Dental Association supporting these bills.
Thank you for the opportunity to appear before this committee.
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DISTRICT'S VIEW ON S. 2730

Senator TUNNEY. I would like to ask Dr. Standard if your position
on S. 2730 is: That until such time as the changeover of government
takes place, and the District of Columbia has funds available to it,
at its discretion to do with these funds as it will, you favor two medical
schools involved in that legislation receiving their money cliFectly from
the Federal Government, and not imposing that burden on the District,
which has inadequate funds as it is?
Dr. STANDARD. That is correct, sir.
Senator TUNNEY. And you would favor those funds being made

available by the Federal Government, rather than not having them
made available?
Dr. STANDARD. Let me state it this way. I think the latter part of the

first statement is the one that represents the District's view.
We are really deferring our own opinion in terms of the merits of

this bill to the Department of Health, Education, and Welfare. In
other words, I heard them testify today they were against such a bill,
but certainly the District is deferring its opinion to them in terms of
making that decision, but certainly the District does not feel it is
financially in a position to take on that responsibility.

Senator TUNNEY. I see. In other words, you are not testifying in
favor of the legislation.
You are just saying that you just do not have the money to make

available those funds as other State governments make available funds
to their medical schools.
Dr. STANDARD. That is correct, sir.
Senator TUNNEY. But you take no position on the merits of the bill

itself.
Dr. STANDARD. We are not taking any position on the merits of the

bill.
Senator TUNNEY. That is very clear. Certainly, we do appreciate

your testimony. It seems to me that if the funds are going to be made
available, they are going to have to be made available over the next
couple of years by legislation similar to what we have before us. It
is a moot point as to whether or not the District of Columbia should
be the responsible governmental agency to make these funds available,
because they just do not have the funds to make them available. Is
that correct?
Dr. STANDARD. That is correct.
Senator TUNNEY. Thank you, Dr. Standard.
Dr. STANDARD. Thank you, Mr. Chairman.
Senator TUNNEY. Our next witness is Mr. Anthony C. Morella, gen-

eral counsel, American University.

STATEMENT OF ANTHONY C. MORELLA, GENERAL COUNSEL,
AMERICAN UNIVERSITY

Mr. MORELLA. Thank you, Mr. Chairman.
Senator TUNNEY. You will be testifying on S. 3389?
Mr. MORELLA. That is correct.
Senator TUNNEY. Please proceed.
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Mr. MORELLA. Good morning, Senator. I will try to be brief in light
of your time constraints.
I am Anthony C. Morella. I am general counsel of the American

University of Washington.
I appear here today on behalf of the board of trustees and the pres-

ident of the American University in support of S. 3389, a bill to fur-
ther amend the act to incorporate the American University, approved
on February 24, 1893, as amended.

BACKGROUND INFORMATION ON AMERICAN UNIVERSITY

In 1952, which was prior to the next amendment to the act, the
Methodist Church elected to give substantial financial support to
the American University, and it was their intention at that time to
expand the university, and to clarify the relationship between the
board of trustees of the American University and the board of educa-
tion, the national policy decisional body of the Methodist Church.
In 1953, the charter of the American University was further

amended to provide that no person could be elected to the board of
trustees of the university without approval by the board of education
of the Methodist Church, and second, to provide that all of the real
and personal property of the American University would be held for
educational purposes under the auspices of the Methodist Church.
In addition, in the 1953 amendment, the board of trustees of the

corporation could not propose any amendment to the charter to this
Congress, unless such a proposed amendment had been previously
approved by the board of education of the Methodist Church, and
in the event of any violation of that provision, all title and interest
to the corporation would vest automatically in the Methodist Church.
The American University today is in large measure the product of

the vision of its founder, Methodist Bishop John Fletcher Hurst, in
the 1800's.
It was his purpose to, at that time, establish in Washington a gradu-

ate school of history and public affairs, available for students across
the Nation.
The university, of course, is significantly proud of the charter con-

ferred upon it by the Congress, and the university is equally proud of
the traditions and its Methodist heritage.
The university's first class in 1914 numbered some 28. Today, the

university has more than 15,000 students coming from all 50 States
and.Ov'er 80 foreign countries.
In 1916, the university conferred its first degrees which at that time

were two in number, and in three weeks, the University, expects to
award some 2,500 degrees to its graduating students.
Now, in the 80 years since the university was founded, we have

established seven schools and colleges including an undergraduate col-
lege of arts and sciences, law school, a business school, a school of gov-
ernment, public administration, a school of international service, con-
tinuing educational school, and a school of nursing as well as a college
of public affairs, and we are, of course, significantly proud of the
accomplishments that the university has been able to secure over the
80 years.
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A significant part of that accomplishment is attributable, of course,
to the support and the programatic assistance that has been available
to the university, to its students, and to its faculty, and there are
various Federal enactments and appropriations designed to enhance
higher educational opportunities in the Nation.
We are also mindful of the growing concerns of the Congress in these

directions, and we hope to continue to be able to sustain the partner-
ship relationship between the university and all private educational
institutions, such as ours, and the Congress of the United States in its
programs.
The concern, however, with some of the constraints of the Constitu-

tion, in particular the first amendment, in terms, in our case in par-
ticular, our church heritage and the traditions of an institution such
as ours. We wish to remain significant of those constraints and it is
therefore our intention in supporting S. 3389 to classify affirmatively
our institutional structure with a view toward that vigilant attitude.

RELATIONSHIP BETWEEN AMERICAN UNIVERSITY AND METHODIST

CHURCH

The purpose, therefore, of this proposed legislation in part is tech-
nical, to accommodate technical amendments, and in part substantive
to clarify the relationship between the university and the Methodist
Church.

Legislation, therefore, is designed to provide for only a minimum
of the membership of the university board of trustees to be drawn
from the Methodist Church, one-fourth in lieu of the current three-
fifths. That the election to membership on the board of trustees of the
corporation would no longer have to be approved by the Methodist
Church, and that the charter would, of course, recognize its heritage
and its traditions insofar as the Methodist Church is concerned. But
nonetheless, all of the property of the corporation would be held in
perpetuity for educational purposes, and not under the auspices of the
Methodist Church that the current charter provides. Third, in the
event that all of the property should no longer be used for educational
purposes, then and only then would the property vest over to the
Methodist Church. In effect, the university ceases to exist. And finally,
the university would be in a position to secure additional amendments
to its charter by its own board proposing such to this Congress, or
subsequent Congresses, if necessary without the approval of the Meth-
odist Church. Such actions could no longer constitute a possibility Of
reversion of which the current charter somewhat provides for.
Now, we have complied, of course, with the provisions of the cur-

rent charter in that the United Methodist Church has approved these
proposals as incorporated in S. 3389.

SUMMARY

In summary, Mr. Chairman, our position is simply this.
In recent times, the Supreme Court has given significant attention

to this question, the question as to the constitutionality of various Fed-
eral programs, particularly to institutions that have some form of
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relationship with a church, and the question of function, the question
of secularies, and secular education.
These issues have been raised before the courts, and we feel those

decisions are significant.
Our purpose, therefore, in supporting this legislation is to take what

we might suggest as preventive steps in advance to cure our charter
so that these problems, if they would materialize in terms of the Con-
stitution, would not be problems for the American University, and I
might add that any number of institutions such as ours across the
Nation have been doing similar things. -
We ask, therefore, the Congress to consider our position.
Senator TUNNEY. Mr. Morelia, does anyone to your knowledge

descend from the position you have expressed today ?
Mr. MORELLA. We have many colleagues in Washington in this room,

and I am sure they do not.
I know of none; no, sir.
Senator TUNNEY. Thank you very much. Your prepared statement

will be made a part of the record.
[The prepared statement follows:]
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STATEMENT OF ANTHONY C. MORELLA, GENERAL COUNSEL OF

THE AMERICAN UNIVERSITY OF WASHINGTON, D.C., IN SUPPORT

OF S.3389 - A BILL TO AMEND THE ACT ENTITLED "An Act to

incorporate the American University," approved February 24, 1893,

as amended.

Mr. Chairman and members of the Committee, I appear today

on behalf of The Board of Trustees and the President of The American

University in support of S.3389, a bill to further amend the "Act to

incorporate the American University", approved on February 24, 1893

(27 Stat. 476), as amended.

The Special Act of the Congress in 1893 incorporated The

American University to establish and maintain within the District of

Columbia a university for the promotion of education. That Act

required that the business of the corporation be transacted by a

board of trustees consisting of not less than forty nor more than

fifty persons, two-thirds of whom would at all times be members of

the Methodist Episcopal Church. This charter was amended by act

of Congress approved March 2, 1895 (28 Stat. 814), by which the

number of trustees constituting a quorum to do business was changed

from 15 to 11; and by act of Congress approved June 30, 1951

(65 Stat. 107) which provided three-fifths of the trustees shall be
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members of the Methodist Episcopal Church instead of two-thirds as

originally provided.

In 1952 action was taken at the-quadrennial convention of the

Methodist Church to give substantial financial support to the American

University. It was the intention of the Church at that time to expand

the university and to clarify the relations between the board of trustees

of The American University and the Board of Education of the Methodist

Church. Accordingly in 1953 the Charter was further amended by act of

Congress approved August 1, 1953 (67 Stat. 359), to provide that no

person shall be elected to the board of trustees of the university without

approval by the Board of Education of the Methodist Church; and to provide

that all the real and personal property of the American University shall be

held for educational purposes under the auspices of the Methodist Church.

In addition, the board of trustees of the corporation cannot propose any

amendment by the Congress to the organic Act, as amended, unless the

proposal of such amendment has been previously approved by the Board

of Education of the Methodist Church; and, in the event of any violation

by the corporation or the board of trustees of these provisions amended

to the Act of incorporation, all title and interest of the corporation shall

vest in the Board of Education of The Methodist Church.

The American University today is in large measure the product

of the vision of its founder, Methodist Bishop John Fletcher Hurst. It

was his purpose to establish in Washington a graduate school of history
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and public affairs. The University is very proud of the charter conferred

upon it by Congress. And the University is equally proud of its traditions

and Methodist heritage. Its first class in 1914 numbered only 28. Today

there are more than 15,000 students enrolled from 50 states and over 80

foreign countries. In 1916, The American University conferred two degrees

at its first commencement; in two weeks, the University expects to award

degrees to some 2500 students.

In over 80 years there has been a corresponding growth in the number

of schools and colleges as the University responded to educational demands.

Since Bishop Hurst established the first graduate school of history and

public affairs, we have added a College of Arts and Sciences, a Law School,

a School of Business Administration, a School of Government and Public

Administration, a School of International Service, a College of Continuing

Education, a School of Nursing and a College of Public Affairs. Indeed we

are truly an American University providing higher educational opportunities

in the Nation's Capitol for all who seek such.

A significant part of the University's progress can be attributed

to the supports and programmatic assistances available to its faculty and

its students from the various federal enactments and appropriations designed

to increase and enhance higher education opportunities for all persons

across the nation. We are mindful of the continuing concerns of the Congress

5
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in these directions and we hope to continue to be able to sustain the

partnership relationships the University community has enjoyed in

these regards. We are concerned, however, as we should be, with

the constraints of the Constitution in terms of the church heritage and

traditions of an institution such as ours. We wish to always remain

vigilant to those constraints and it is, therefore, our intention in supporting

S.3389 to affirmatively classify, in our institutional structural charter,

that vigilance.

The purpose of the proposed legislation, therefore, is in part to

accommodate technical amendments and in part to substantively clarify

the relations of the University to the United Methodist Church. Firstly,

the proposed legislation, if enacted, will provide for only a minimum

membership of the University's Board of Trustees in the United Methodist

Church; "at least one-fourth" of the duly elected number instead of

three-fifths as currently provided; secondly, approvals of elections to

the board of trustees of the corporation by the Board of Education of the

Methodist Church would no longer be required, and, to advance the

educational intention and spirit of the United Methodist Church in founding

the University, which is our heritage, all property of the corporation shall

be held in perpetuity "for educational purposes", but not under the auspices

of the Methodist Church, nor subject to its Discipline; thirdly, in the

event all of the property of the corporation shall no longer be held for

A
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educational purposes, then and only then shall the property vest over

to the Board of Education of the United Methodist Church; and finally,

amendments to the charter could be proposed to the Congress by the board

of trustees so long as first approved by not less than two-thirds of the

total duly elected membership of the board of trustees of the corporation.

Such actions by the board of trustees of the corporation could no longer

constitute a possibility for reversion of the corporate property to the

Methodist Church.

On November 1, 1973 the Board of Higher Education and Ministry

of The United Methodist Church approved the American University

charter modifications which are incorporated in the amendments proposed

in S.3389. Such approvals are required under the current Act, as amended,

and we furnish herewith for the record of these hearings copies of a

certified copy of that portion of the minutes of the Board of Higher Education

and Ministry of The United Methodist Church recording such approvals.

By way of summary, S. 3389 is designed to permit the University

to acknowledge its heritage from The United Methodist Church and to

continue to conduct its affairs as a private institution of higher education

in the District of Columbia chartered by an Act of the Congress of the

United States.
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BOARD OF Fil(J. 1ER EDU( IION AND MINISTRY-
W THE UNITED METHODIST CHURCH

December 12, 1973

P.O. '1 / Nashville, Tennessee 37202
Telep (615) 327-2727

F. Thomas Trotter, General Secretary

This is to certify that the following is an exact excerpt from the
Minutes of the Board of Higher Education and Ministry of The United
Methodist Church, from the session of November 1, 1973:

Dr. Fred E. Harris reported for the Division of Higher Education:

5. The division approved American University charter modifications
which, in effect, reduce the specific church control over trustees
and the selection of trustees in a manner that will alleviate any
possible conflict in the matter of federal grants to American University.
The matter was studied by the University Senate and by Mr. Boult, legal
counsel, and approved by them in all details. The division recommended
board approval. (Exhibit V)

On motion, it was voted to accept the report of the division and to
adopt the division recommendations.

Mrs. Martha Lawrence
Assistant Secretary
Board of Higher Education and Ministry
The United Methodist Church

Exhibit V contains the recommended details, is a part of the minutes,
and a copy is enclosed.
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Senator TUNNEY. The record of these hearings will be kept open
until close of business on May 10, 1974, for any additional statements
which may be submitted.
The hearing stands adjourned.
[Whereupon, at 11 :40 a.m., the subcommittee was adjourned.]
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