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SENATE 

April 10, 1969 

The Honorable James B. Goetz 
President, Minnesota State Senate 
Senate Chambers 
Saint Paul, Minnesota 55101 

Dear Sir: 

On behalf of the Senate Interim Committee on Medical Education, 
I have honor to submit the Committee's findings and recommen". 
dations concerning programs for the training and distribution of 
physicians to fulfill. the- heal th care needs· and expectations of 
the citizens of Minnesota~ 

The Committee was appointed by the Senate Committee on Rules 
and Legislative Expense pursuant to legislative authorization 
Extra. Session Laws of Minnesota 1967, Chapter 55, Section 8. The 
Committee conducted its study throughout the greater part of the 
interim, eliciting proposals and receiving extensive testimony from 
all of the State·' s principal medical and heal th care organizations 
and institutions, as well as groups representing the consumers of 
health services, and from distinguished national authorities on 
medical education. 

In submitting this report, the Committee expresses· the earnest 
hope that it wi'll provide guidance to the Minnesota Senate and tne 
1969 Legislature in reaching decisions which will uphold and advance 
Minnes.ota' s position of leadership as a State noted ;for the excel,1-
ence of its medical services and ins:titutions- and for its devoti.on 
to the health and general wel.fare of its· citizens. 



AUTHORIZATION 

"There is appropriated from the general revenue fund the sum of $10,000 to the 
Senate and $10,000 to the House of Representatives for salaries, supplies, and ex
penses for the continued study of the need for and location of another medical school 
to be established in Minnesota. The House of Representatives Committee on Rules 
shall designate the committee or committees of the House to conduct the study on 
behalf of the House of Representatives; the Senate Committee on Rules and Legis
lative Expense shall designate the committee or committees of the Senate to conduct 
the study on behalf of the Senate." 

Chapter 55, Section 8, Extra Session Laws, 1967 

The Louis W. and Maud Hill Family Founda
tion, through a grant of funds requested by the 
Senate Interim Committee on Medical Education, 
made it possible for the Committee to obtain the 
consultation of an advisory panel of distinguished 
medical educators and medical economists. The 
Committee gratefully acknowledges this further 
demonstration of the Hill Family Foundation's sin
cere dedication to furthering the health and wel
fare of the people of Minnesota. 



Members of Senate Committee on Medical Education 

SENATOR JOHN TRACY ANDERSON, District 48, St. Paul, 

SENATOR WALTER J. FRANZ, District 18, Mountain Lake 
(Appointed March 6, 1969) 

SENATOR C. R. (BALDY) HANSEN, District 5, Austin, Secretary 

SENATOR ROBERT v. LEISETH, District 65, Detroit Lakes 

SENATOR A. J. PERPICH, District 62, Eveleth 

*Effective following the death of the original Chairman, Senator Harold R. Popp on February 
21, 1969. 

DEDICATION 

To the memory of Senator Harold R. Popp, who 
served with distinction as Chairman of this Com
mittee until his death in February, 1969. His lead
ership, vision and untiring devotion to this study 
of the medical manpower needs of the State of 
Minnesota gave direction to the Committee's in
quiries, and inspiration to all who participated in 
this undertaking. It is he who deserves major credit 
for whatever contribution this Report may succeed 
in making to the understanding and the fulfillment 
of the health care needs of the people of Minnesota. 



Minnesota State Legislature is faced 
necessity of making decisions affecting the fu

ture of medical education and the provision of 
medical care at a particularly difficult time. The 
form of medical education is being 
reappraised. The need to provide continuous and 
comprehensive health care services for persons in 
all socio-economic and age categories is recognized 
as there is widespread uncertainty 
concerning how this is to be achieved. For example, 

"personal physician" or specialist in family 
medicine is seen by some as fulfilling this need. 
Other experts question whether this "super-general
ist" actually provide the answer, suggesting that 
the solution may instead He in new methods of 
organizing and delivering health care (group prac
tice plans, etc.) and in increasing the productivity 
of physicians advanced technological 
means. 

questions remain unsolved: How will in
creased Federal support of medical education affect 
the validity and viability of decisions made now? 

is the future role of our teaching hospitals? 
Medicare and expansion of Medicaid, 

medically indigent patients are, it is evident, des-
tined to dwindle in number and eventually disap
pear. Traditionally, teaching patients came from 
the ranks of the medically indigent. Where will 

they come from in 
conditions, 
in the policies of teaching hospitals in order to 
obtain adequate clinical 
in training? How does 
expansion of our 11"i::>'Jl 011111n 

The Legislature 
tion. There is an urgent need to move 
increase medical manpower and 

services, in order to close the 
gap between need and supply. The time lag be
tween the of new programs and additions 
to the ranks of physicians in practice makes 
need all the more pressing. 
mental. At the same time, 
diate action should not 
action. In this period of transition and nn,,...,,.,,...,.'Jl,-n'tu 

it seems wisest to carefully select for support those 
programs which promise most im-
mediate benefits to health of State without 
committing the State to long-term obligations in sup
port of programs that tend to rigidify J.AJl.:ll.Jll.l.llUVJlAUJl 

and programs. The recommendations con
tained in this report seek to single out for special 
consideration programs which are directly respon
sive to needs as they are presently perceived and 
which are sufficiently flexible to be capable of 
adaptation and adjustment to changing 0 ,..,.,.,,r1,-ir,,..,.1.,,.,. 



General Background 
In varying degrees, efforts directed toward the 

expansion of medical education in Minnesota have 
been underway for more than ten years. In 1958, 
the Northlands Association for Medical Education 
(NAME), proposed establishment of a medical 
school in St. Paul. In 1959, the Minnesota State 
Medical Association undertook a study of the 
State's medical manpower needs.· One result was 
the funding of scholarships designed to attract 
medical school graduates to rural communities. In 
1964, the University of Minnesota Board of Re
gents proposed to the Louis W. and Maud Hill 
Family Foundation the sponsorship of a "careful 
statewide study of needs for additional physicians, 
dentists, nurses and other health-care personnel and 
of the potentials for training of such personnel." 
This led to the study which culminated in the re
port, "Health Manpower for the Upper Midwest." 
This definitive survey and analysis is the single 
most important source of data on the issues con
sidered in this report. 

In 1966, the Governor's Commission on Health 
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and Rehabilitation reviewed proposals then being 
advanced by the University of Minnesota Medical 
School, the Northern Association for Medical Edu
cation and Mayo Clinic. The Commission adopted 
a resolution recommending appropriation of funds 
by the 1967 Legislature to finance planning studies 
by the prospective sponsors of new or expanded 
medical education programs. Legislation pursuant 
to this recommendation was introduced to the 1967 
Legislature. During the session a House Subcom
mittee, the House Appropriations Committee, un
der the leadership of its Chairman, Rep. Richard 
W. Fitzsimmons, explored Minnesota's health man
power needs in a series of hearings. Representative 
Rodney Searle, Chairman of the House Universities 
and Colleges Committee, also proposed legislation 
authorizing funds for the development of detailed 
plans for producing additional physicians. The 
issue remained unresolved as the session drew to 
an end, and in the closing days, legislation was 
passed creating special committees of the House 
and Senate which were charged with studying the 
question during the interim and transmitting rec
ommendations to the 1969 legislature. 



The Senate Interim Committee on Medical Ed
ucation was commissioned to study "the need for 
and locati(;m of another medical school in Minne
sota." In proceeding to discharge this commission, 
the Committee conducted a preliminary study of 
the existing status of medical care in Minnesota, 
discernible trends in the production and distribu
tion of physicians, and changing patterns in medi
cal care organization and delivery. Its purpose was 
to identify particular physician manpower deficien
cies that should be amended by new or expanded 
programs of medical education in Minnesota. In 
this phase of the study, the Committee gathered 
information from testimony presented by expert 
consultants, from previous studies of the problem, 
and from basic documentary sources. 

The preliminary findings of this study made it 
clear that decisions concerning the establishment 
of a second medical school, or the support of any 
single institution or program should be considered 
secondary to the central issue - namely, how to 
assure the people of Minnesota of adequate medi
cal services when and where they are needed. For 
this reason, the committee has extended its inquir
ies beyond undergraduate medical education. It 
undertook the task of examining an array of in
teracting factors: The influence of expanded post
graduate training programs in retaining and attract
ing physicians; the impact of advanced technology 
in increasing the productivity of medical man
power; the effect of organizational forms and 
modes of delivery on the physician career and dis
tribution patterns, and the relative costs of alterna
tive methods of meeting the State's medical man
power needs. 

In its requests for proposals, the Committee 
stated a basic question: How can the medical re
sources of the State be utilized most effectively and 
economically? This broadened the scope of the in
quiry to include consideration of all facilities-vol
untary hospitals, public hospitals and medical cen
ters, as well as existing and prospective centers for 
undergraduate education. 

Fallowing its initial assessment of medical care 
needs, the Committee prepared a detailed position 
paper defining the goals which, in its view, any 
program requiring increased State support should 
be expected to fulfill, and asking interested groups 
to submit plans indicating how proposed to 
pursue these goals. 
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The goals were set forth as: 
1. The training of 100 additional physicians 

annually for medical practice in Minne
sota. 

2. Assuring that 65 per cent of these new 
physicians would specialize in the practice 
of primary health care, or a related spe
cialty. 

3. Assuring the availability of physicians' serv
ices in all parts of Minnesota, especially in 
rural areas and urban poverty areas. 

4. Securing a location that would assure an 
appropriate environment and the neces
sary resources to permit and support the 
proposed program of education. 

5. The production and retention of physi
cians, suitably trained to assure adequate 
health care, at the lowest annual cost per 
retained graduate. 

The Committee asked for proposals outlining two 
types of programs: 

1. Programs of medical education through es
tablishment of a second medical school or 
expansion of the existing medical school. 

2. Programs of graduate medical education 
from hospitals, complexes or medical groups 
who presently conduct or would like to de
velop residency programs. 

The Committee's position paper and request for 
plans established highly specific and uniform cri
teria, and called for proposals which would be di
rectly responsive to Minnesota's need for improved 
medical care, especially in rural areas and the inner 
cities. It also asked for proposals outlining new and 
innovative approaches to medical education and 
medical care delivery systems. 

Proposals were submitted by: 
Hennepin County General Hospital (Minne
apolis) 
The Mayo Institutions (Rochester) 

The Northern Minnesota Council for Medical 
Education (Duluth) 

From the University of Minnesota College of 
Medical Sciences (Minneapolis), the Commit
tee received proposals from the Medical 
School and School of 

Minneapolis Medical Center, 
ated (Minneapolis) 



In addition to presenting prospectuses to 
Committee, each of these groups outlined their 

proposed plan, together supporting 
in hearings scheduled in :se1otemt,er 
(Representatives of the 

of the Committee, and 
mittee's Panel of since their pro
posal was submitted some time after the hearing 
at the other proposals were presented. ) 

In the plans the Committee received com-
a detailed inventory of Minnesota's resources 

medical education, actual and potential. 
The number of proposals submitted and the con
siderable and effort that have gone into 

preparation is regarded as encouraging evi
dence of the awareness and responsible interest of 
Minnesota's medical community in devising solu
tions for the State's health care needs. 

In final phase of the the Senate Com-
mittee sought to stimulate open discussion of all 
aspects of Minnesota's health care needs, and the 
proposals forth for their solution. In view of 
the far-reaching effects of the decisions which may 
be made during this Legislative session, it is likely 
that patterns of medical education and medical 
care in Minnesota will be affected for many years 
to come. The crucial question is whether increased 
commitments of funds will produce genuine im
provements in the availability, quality, and effi
ciency of medical care, or will merely result in 
"more of the same" without eliminating the defi
ciencies that deprive wide sections of our popula-

of adequate health services. Since the Senate 
Committee feels that the successful introduction of 

innovative and responsive programs will de
pend, in large part, on the understanding and ac
ceptance of both the consumers and providers 
of health care, it decided to representatives 
from many segments of population into the 
review and evaluation phase of this study. 

Accordingly, Committee invited more than 
agencies and organizations in ~the State to 

in of ..lV.JUL.l.JlJLl."-'.:l\.Jl.<U. 

and of proposals it received. These organ-
izations were given copies of the Committee's posi
tion paper, and of proposals submitted for re-

in many cases have sent representatives 
to the public hearings held by the Senate Commit
tee. At a scheduled expressly for this pur
pose, spokesmen for several of these groups pre
sented testimony on of their organizations 
and their interests in the problems before the Com-
mittee. These such State planning 
as the Minnesota Hospital Association, the Gov-
ernor's Commission on and Re-

and Coordina-
ting Commission, professional medical organiza
tions such as the Minnesota State Medical Asso

and the Minnesota Academy of General 
consumer groups such as the Min

Minnesota Farmers' Union, 
the Minneapolis 

City Center. 
The Committee recognized the need of 

obtaining assistance from acknowledged 
ties in analyzing and evaluating the respective 
of the proposals it has received. It was felt that a 

of experts in education and health 
care would provide an expert, objective analysis 
of each proposal in terms of its technical and pro
fessional quality, and in terms of its efficiency in 
meeting the objectives stated by the Senate Com
mittee. The consultants could also be expected to 
evaluate the proposed programs from a 
ested standpoint, unrelated to the partisan concerns 
of local communities and sponsoring organizations. 

Copies of the Senate Committee's position paper 
and other relevant background information, as well 
as copies of each proposal, were supplied to the 
panel members. Working independently, the con
sultants familiarized themselves with this informa
tion during November and December, 1968. In 
January, 1969, panel members came to St. Paul 
for a three-day period of site visits and group de
liberation. At this time they agreed on the 
guidelines that would determine recommen-
dations, and assigned separate tasks leading to 
completion of their report. Some of the 

convened to 
ary draft of their 
prepared by chairman, Dr. George James, 
appears as an appendix to this report. 



TABLE #1 PHYSICIAN-POPULATION RATIOS 
"''""'"'u_._., BY STATE (1967) 

(Rate per 100,000 population} 

Rank State Rate Rank State Rate 

1 New York 222 26 Nebraska 121 
2 Massachusetts 208 27 Iowa 120 
3 Colorado 191 28 Kansas 119 
4 Vermont 190 29 Oklahoma 119 
5 Connecticut 186 30 Virginia 119 
6 California 184 31 Texas 118 
7 Maryland 177 32 Tennessee 117 
8 Rhode Island 164 33 Louisiana 113 
9 Pennsylvania 161 34 Nevada 109 

10 Florida 160 35 New Mexico 107 
11 Washington 156 36 Montana 105 
12 MINNESOTA 151 37 North Carolina 105 
13 Missouri 150 38 Georgia 104 

U.S. 14 Michiqan 148 39 West Virginia 104 
15 Oregon 147 40 Wyoming 104 
16 Arizona 146 41 Indiana 103 
17 Hawaii 146 42 Kentucky 101 
18 New Jersey 145 43 Idaho 97 
19 New Hampshire 142 44 North Dakota 93 
20 Delaware 141 45 Arkansas 87 
21 Ohio 141 46 South Dakota 86 
22 111 inois 139 47 South Carolina 84 
23 Utah 134 48 Alabama 82 
24 Maine 129 49 Mississippi 76 
25 Wisconsin 125 50 Alaska 74 

SOURCE: U.S. Dept. H.E.W.; Public Health Service: Health 
Manpower In The United States: 1965-1967. PHS Publication 
No. 1000, Series 14, No. 1. Washington: G.P.O., December 
1968. Pages 17,18. 



services available, are many 
factors which have significant effects on 

supply care. physician-popula-
tion ratio, as a member of the Committee's 
Advisory pointed " does not mea
sure physicians' services, ... does not to 

an adjustment for quality, . . . treats 
physicians as equal, or, if focused on a particular 
specialty as if members of specialty are 
homogeneous, changes 
ductivity and 

Nor does ratio 
<Cll"l"ll'71"h·

1
""' about the geographic distribution 

tors, comparative ages of rural and 

us 
doc-

physicians, or of physicians inaccessi
ble to the general public because they are ...., ..... ,,.....,.._,,.., .... 

......... ,, .................... programs, or involved in such full-time 
activities as research, administration, or 

State's relative rank on physician-to-
population scale has improved over the past 
decades as shown in Table 2, which compares 

TABLE #2 - NUMBER OF PHYSICIANS AND RATIO PER 
POPULATION, MINNESOTA AND UNITED STATES, 1940-1967 

Population Number of Physicians Per 
Year (In 1 OOOs) Physicians 100,000 Pop'n 

Minn. U.S. Minn. U.S. Minn. U.S. 

1940 2,792 n.a. 3,517 n.a. 126 n.a. 
1950 2,982 156,472 4,085 219,997 137 141 
1960 3,414 185,369 4,677 260,484 137 141 
1967 3,577 195,669 5,351 277,177 149 141 

the overall increases both population and num
bers of doctors in Minnesota and in the nation 
since 1940. Minnesota's population has increased 
somewhat more slowly than the national rate, 
its supply of physicians has grown more rapidly. 
As a result, the national ratio of physicians-to
population has remained remarkably stable over 
the period indicated, while Minnesota's ratio has 
increased. 

This could be construed as evidence of ,_v ...... JL ....... ...,

sota's favorable position, as already indicated, 
this aggregate ratio does not reflect significant 
changes in the organization of the medical profes
sion in Minnesota over the past several decades. 

Table 3 illustrates the limited and sometimes 
misleading effect of aggregate physician-popu-
lation ratio. In table, State ratios have 

calculated excluding physicians in training 
residents), and States ranked ac-

TABLE #3 - PHYSICIAN-POPULATION RATIOS 
(EXCLUDING PHYSICIANS IN TRAINING) 

RANKED BY STATE (1967) 

Rank State Rate Rank State 

1 ( 1) *New York 180 26 (34) Nevada 
2 ( 2) Massachusetts 173 27 (25) Wisconsin 
3 ( 4) Vermont 170 28 (27) Iowa 
4 ( 3) Colorado 166 29 (29) Oklahoma 
5 ( 6) California 161 30 (36) Montana 
6 ( 5) Connecticut 159 31 (40) Wyoming 
7 (10) Florida 145 32 (30) Virginia 
8 ( 7) Maryland 140 33 (28) Kansas 
9 ( 8) Rhode Island 139 34 (31) Texas 

10 (11) Washington 139 35 (35) New Mexico 
11 (16) Arizona 137 36 (43) Idaho 
12 ( 9) Pennsy Ivan i a 137 37 (32) Tennessee 
13 (18) New Jersey 132 38 (41) Indiana 
14 (19) New Hampshire 131 39 (39) West Virginia 
15 (15) Oregon 131 40 (33) Louisiana 
16 (20) Delaware 130 41 (44) North Dakota 

U.S.17 (24) Maine 126 42 (42) Kentucky 
18 (13) Missouri 125 43 (37) North Carolina 
19 (14) Michigan 124 44 (38) Georgia 
20 (21) Ohio 119 45 (46) South Dakota 
21 (17) Hawaii 118 46 (47) South Carolina 
22 (22) Illinois 116 47 (45) Arkansas 
23 (12) MINNESOTA 115 48 (48) Alabama 
24 (23) Utah 115 49 (50) Alaska 
25 (26) Nebraska 109 50 (49) Mississippi 

Rate 
109 
109 
107 
107 
105 
104 
103 
102 
102 
99 
97 
97 
95 
95 
93 
91 
90 
90 
89 
84 
79 
78 
74 
74 
70 

SOURCE: Ibid., pages 17,18. American Medical Association, 
Directory OfApproved Internships & Residencies, 1967-68. Chicago: 
AMA, 1967. Pages 6, 12. 
*Numbers in parenthesis indicate rankings of states in Tab I e ti . 

cordingly. In this case, Minnesota ranks twenty
third among the 50 states, below the U.S. 
ratio of .126. Moreover, while more than half 
the States either maintained rank in the two 
tables or shifted only slightly, eight States shifted 
in rank by six places or more, with Minnesota 
showing the sharpest decline, dropping from twelfth 
to twenty-third. It is obvious aggregate 
physician-population ratio (Table 1) grossly 
overestimates the supply of doctors available to 
Minnesotans, by failing to take account of the fact 
that 24 per cent of the State's physicians are 
internship or residency programs. It is obvious 
these figures cannot be as evidence 
Minnesota is well supplied physician man-
power, and that to proceed under comforting 
illusion would be a grave error. 

Trends in 
To properly evaluate Minnesota's physician sup-

ply, it is important to understand fundamental 
changes have taken place in medical practice 
recent years. These changes appear sta
tistical trends that are described~ below which pro
vide some explanation of existing deficits sug
gest possible solutions to the pnJ01errrn 

Some of the changes can be seen 
which depicts 100,000 



of "personal 
physicians" to 1965. 

The increase in total number of physicians be
tween 1940 and 1950 is the product of a war-time 
acceleration of the program at the University of 
Minnesota Medical School, followed by the return 
of many physicians from military service. During 

next decade the ratio remained rather stable, 
upward again in the 1960's, the result 

gradual increases in the medical school enroll-
ment (see Table , combined with the rapid 
growth of the Clinic graduate program. 

TABLE #4 PHYSICIAN GRADUATES, UNIVERSITY 
OF MINNESOTA SCHOOL OF MEDICINE, 1940-1968 

Year 
Phys. 

Year 
Phys. Year 

Phys. 
Grads Grads Grads 

1940 117 1950 94 1960 123 
1 109 1 113 1 113 
2 112 2 116 2 124 
3 117 3 117 3 125 
4 107 4 133 4 135 
5 255 5 117 5 144 
6 115 6 115 6 136 
7 106 7 110 7 157 
8 157 8 114 8 153 
9 85 9 114 

The ratio of active physicians per 100,000, how
ever, has declined somewhat over the same period. 
"Active physicians" are defined by "eliminating all 
doctors who describe themselves as retired, not in 
practice, or still in hospital training. "3 The wid
ening gap between the total physician ratio and 
the active physician ratio is an indicator of the 
phenomenal growth in the specialization of physi
cians will be discussed below. Furthermore, 
it is probable that information on which Fig
ure 1 is based underestimates the extent of the 
decline in the numbers of "available doctors" 
Minnesota, since it includes physicians in Federal 
service, and those devoting full time to such activ
ities as research, administration, and teaching. (The 
Committee cites this as one example of the lack 
of consistency and currency of available statistical 
information which has complicated its efforts to 
assess Minnesota's physician manpower needs.) 
Whatever the exact magnitude of the decline, how-
ever, it is clear a growing number of Minne-
sotans are to obtain the services 
of a doctor. 

Figure 1 also pictures the trend in the ratio 
of personal, or family to Minnesota's 
population. category includes general 
tioners, internists, pediatricians -

physicians to whom 
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persons first turn when seeking medical care. 
marked decline in this ratio since 1940 can be 
associated with rising public dissatisfaction and dis
affection over delays in obtaining appointments for 
routine care, long periods of waiting in doctors' 
offices, difficulties in obtaining medical care at 
night or on weekends, and sometimes im
personal service. This trend away from family 
practice further reflects the growth of specializa
tion, and underscores the critical distribution prob
lems are one of its consequences. 

c 
0 
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~ 
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FIGURE #1 - RATIO PER 100,000 POPULATION OF TOTAL 
PHYSICIANS, ACTIVE PHYSICIANS, & FAMILY PHYSICIANS 
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A study of the trends the age distribution of 
Minnesota physicians provides a basis for estima
ting future manpower supplies, and throws 
tional light on existing shortages. Table 5 shows 
the median age of active physicians 
during the 1940 ,to 1965 period. steady in
crease in the median age of Minnesota's active 
physicians in this 25-year period indicates that 

TABLE #5 MEDIAN AGE OF ACTIVE PHYSICIANS 
IN MINNESOTA BY TYPE OF PRACTICE, 1940-65 

YEAR GPs SPECIALISTS ALL 

1940 41.5 42.2 41.6 
1950 42.4 45.3 42.9 
1960 46.7 45.3 46.2 
1965 47.1 45.2 46.5 



number of younger physicians entering practice has 
not pace with the who have died or 
retired. The same table shows the median age 
of pract1t10ners Minnesota has risen at 
an even more rapid rate, while the median age 
of specialists has remained stable. These 
.LlLU.u.u . .1.1;;;.c; may as evidence of the fact that 

and physicians entered the field of 
during period, while gains 

of the specialists are 

TABLE #7 ACTIVE PHYSICIANS PER 100,000 POPULATION BY DEGREE OF 
URBANIZATION OF COUNTY, MINNESOTA, 1940-1960 

1940 1950 1960 
Percent Urban Number MD/ Number MD/ Number MD/ 

Population of Counties 100,000 of Counties 100,000 of Counties 100,000 
0-9 32 64 27 56 24 53 

10-19 11 65 7 68 6 49 
20-29 16 63 15 71 13 68 
30-39 12 67 17 75 20 58 
40-49 5 115 8 161 8 62 
50-59 7 86 6 73 4 90 
60-69 1 90 4 138 8 134 
70-79 1 97 1 104 1 101 
80-89 0 0 0 0 1 16 
90-100 2 124 2 117 2 138 

TOTALS 87 101 87 98 87 93 
SOURCE: Health Manpower for the Upper Midwest, Table 25. page 42. 

terms of the geographic of 
nesota's physicians, it is clear that there is a defi

trend toward concentration in areas. 
Hill analyzes this trend in terms of 

in the distribution of both population and 
physicians in the State's 11 hospital planning re
gions;4 shown in Figure 2. Table 6 shows that, 
while the population of Minnesota's rural areas 
has declined over the period shown, the number 
of physicians in these areas has declined even 
more rapidly. In 1940, Region VIII (the seven
county metropolitan area) had slightly over 43 
percent of the State's population and slightly less 
than 46 percent of its physicians. 1960, 51 per
cent of Minnesotans lived in the metropolitan 
area which had slightly more than 54 percent of 
the physicians. 

FIGURE #2 -

the 1940-1965 period, all of the rural 
regions shown smaller proportions 
sota's physicians of the State's population. 
However, physician-population ratios in these re
gions declined over this period, indicating that 
supply of rural physicians was diminishing more 
rapidly than the population. 

The urban overshift is manifested in a some
what different manner in Table 7 which relates 
physician-population ratios to the rate of urbani
zation of the 87 counties in Minnesota from 1940 
to 1960. Counties with less than 20 percent of 
their population residing urban centers have lost 
doctors since 1940, and counties less 
50 percent of their population Jiving in cen-

TABLE #6 Percentage Distribution of Population, Active Physicians, & Active Physicians Per 
100,000 Population by Hospital Planning Region, 1940 to 1965 

1940 1950 1960 1965 

% of % of % of % of* 
State % of MD/ State % of MD/ State % of MD/ State % of MD/* 
Pop. MD's 100,000 Pop. MD's 100,000 Pop. MD's 100,000 Pop. MD's 100,000 

Region I 4.19 2.4 60 3.65 1.9 51 2.94 1.7 55 1.4 
Region II 5.21 3.0 60 4.69 3.1 64 3.83 2.6 64 2.2 
Region Ill 0.61 0.4 65 0.57 0.3 53 0.53 0.3 50 0.3 
Region IV 5.08 3.2 65 4.75 2.8 59 4.26 2.7 59 2.3 
Region V 10.46 9.1 89 9.69 9.3 94 9.57 9.4 90 7.7 
Revion VI 5.07 3.2 64 4.84 3.1 63 4.26 2.8 55 3.2 
Region VII 6.21 4.1 68 5.76 4.5 77 4.90 3.8 71 2.9 
Region VII I 43.32 45.8 108 46.71 55.5 117 51.00 54.2 98 51.4 
Region IX 4.52 3.6 81 4.26 3.1 71 3.74 2.4 60 2.0 
Region X 6.79 6.4 97 6.64 5.6 83 6.28 5.5 82 4.5 
Region XI 8.56 18.6 223 8.45 10.5 123 8.31 14.5 162 19.3 

TOTAL 100.00 100.00 101 100.00 100.00 98 100.00 100.00 93 105 

Base For 
Calu-
lation 2,792,300 2,868 2,982,483 2,936 3,413,864 3,163 3,611,868 3,787 

SOURCE: Health Manpower for the Upper Midwest, Table 20, page 40. 



ters 1 To some 
urbanization is a population 

it is also the result of the growth of 
specialization in practice, as we shall see. 

of 
general trend of great significance to 

study concerns the migration of physicians. 
statistical data indicate that for the past 

50 years Minnesota has been heavily dependent 
upon in-migration of physicians educated else-
where to its medical manpower requirements. 
Table 8 shows the extent to which medical 
schools outside Minnesota have contributed doctors 
to State, and the of Minnesota grad
uates lost to areas over the period to 

TABLE #8 NUMBER OF PHYSICIANS EDUCATED IN 
MINNESOTA PRACTICING ELSEWHERE COMPARED WITH 

THOSE PHYSICIANS EDUCATED ELSEWHERE PRACTICING 
IN MINNESOTA 

Number of Physicians Number of Physicians 
Year Educated in Minnesota Educated Elsewhere 

Practicinq Elsewhere Practicinq in Minnesota 

1910 140 1260 
1920 243 1557 
1930 572 1564 
1940 936 1556 
1950 1239 1721 
1960 1960 1485 
1965 1815 1865 

SOURCE: Health Manpower for the Upper Midwest, Table 29, 
page 45. 

1965. the University Medical School was 
20 years contributed 140 physicians 
to other areas. 1,260 physicians educated outside 
the State were practicing in Minnesota. By 1965, 
the of Minnesota graduates practicing out
side the State was about equal to the number of 
doctors educated elsewhere practicing in Minne
sota. At the present time, as shown in Table 9, 

TABLE·#9 UNDERGRADUATE TRAINING OF 
"PHYSICIANS TREATING PATIENTS" 

UNDERGRAD. Gen.·Pract. Specialists _Total Phys. 

MED. EDUC. % No. % No. % 

Minnesota 67% 760 47% 887 54% 
Other 33% 381 53% 1005 46% 

TOTALS 100% 1.141 100% 1892 100% 

SOURCE: Parameters of Medical Practice & Their 
Significance, Table 12, page 16. 

No. 

1647 
1386 

3033 

54 percent of the "physicians treating patients" 
Minnesota are graduates of the University of 
nesota College of Medical Sciences. The propor
tion of general practitioners educated in 
sota is considerably higher, and has steadily 
creased from about 25 percent in 1910 to per-

11 

cent in the decline in 
practitioners lower mobility is responsi-
ble for this shift in .,...,..,.., ..... ,.,. ... i-.,.. ..... 

A recent study of movement of physicians 
into and out of the Upper traced 
origin of in-migrating doctors and the practice lo
cations of those leaving the area, from 

1 the analysis 
Dakotas and Montana in addition to 
the findings throw additional light on 
tory trends of physicians. The principal 
this study is that "the Upper has 
a net gain in each of the six decade years 
but has been a progressive decrease in the 

TABLE #10 PHYSICIAN GAINS & LOSSES, 
UPPER MIDWEST. 1909-1961 

Region 1909 1921 1931 1940 1950 
Adjacent 

Gain 268 402 458 510 527 
Loss 36 49 86 129 139 

Pacific 
Gain 8 18 29 60 79 
Loss 66 109 234 266 428 

Mountain 
Gain 9 16 18 24 40 
Loss 5 5 12 22 42 

North Central 
Gain 1,410 1,781 1,478 1,391 1,297 
Loss 8 38 96 141 198 

Southwest Central 
Gain 4 9 26 44 81 
Loss 1 3 11 39 50 

Southeast Centra I 
Gain 68 88 83 59 70 
Loss 3 3 6 13 11 

South A ti antic 
Gain 84 173 168 176 186 
Loss 16 11 24 49 49 

Middle Atlantic 
Gain 353 326 282 239 305 
Loss 7 13 65 103 93 

New England 
Gain 90 95 80 103 133 
Loss 6 7 9 15 28 

Canada 290 
Gain 290 222 236 198 137 
Loss 2 1 5 6 5 

Other Foreign 
Countries 
Gain 76 63 45 52 46 
Loss 1 4 24 20 15 

Federa I Service 
Gain t . .. . .... .... ..... . . .. 
Loss + + + 132 77 

Totals for Upper 
Midwest 

Gain '2,660 3,139 2,903 2,856 2,901 
Loss 154 243 572 935 1,135 

Total Net Gain 2,506 2,950 2,331 1,921 1,766 

1961 

581 
179 

101 
739 

56 
102 

1,028 
208 

86 
81 

57 
29 

158 
72 

307 
132 

124 
39 

146 
1 

195 
37 

. ... 
376 

2,839 
1,995 

844 

*Graduates of the medical schools of Minnesota, North 
Dakota, and South Dakota who are practicing in other 
regions are defined as "losses"; physicians educated in 
other regions who are practicing in the Upper Midwest are 
defined as "gains." 

t There are no medical schools in "Federal Service." 
+ Data are not ava i I able. 

SOURCE: Ivan J. Fahs, et. al., "Physician Migration: A 
Problem in the Upper Midwest", J. of Medical Education, 
Volume 43, pages 735-740, (June, 1968). 



magnitude of this gain." As shown in Table 10, 
the number of in-migrating physicians has contin
ued relatively stable through five decades. At the 
same time, however, there has been a steady and 
sizeable increase in the numbers of Upper Mid
west medical graduates migrating out of the area. 
Since the Upper Midwest "does not educate enough 
physicians even to maintain the status quo," the 
progressive decline in the magnitude of the net 
gain "portends a serious physician manpower prob
lem for the Upper Midwest."5 

The data in Table 10 also show the particular 
regions from which in-migrating physicians have 
come, and those to which out-migrating medical 
graduates have gone. "It is clear," say these au-

thors, "that the Upper Midwest has a long
term debtor to North Central and adjacent areas, 
and a long-term creditor to Pacific areas."6 

The migration of physicians from rural to urban 
Minnesota and the likelihood that the number of 
out-migrating physicians soon exceed the num
ber of in-migrating physicians are factors have 
contributed to Minnesota's medical manpower prob
lems. Unless ways can be found to reverse these 
trends, the State's already critical problems will 
worsen. Many of the general trends noted here 
are the result, directly or indirectly, of profound 
changes that have taken place in medical science 
and practice. These changes must be understood 
before solutions can be found. 

GROWTH OF SPECIALIZATION IN MEDICAL PRACTICE IN MINNESOTA 

doubt, the most profound and far
reaching change in medical practice in this gener
ation has been the phenomenal growth of special
ization. The limitation of the physician's services 
to some specific and narrowly circumscribed area 
of medicine has been the inevitable corollary of 
the "information explosion" generated by our med
ical research laboratories; it is now utterly impos
sible for any physician to master the entire body 
of medical knowledge. Even keeping pace with 
new developments in the narrowest of specialties 
requires consistent effort and study. 

Specialization has had an unsettling effect on 
the organization and delivery of medical care, as 
William Stewart, M.D., Surgeon-General of the 
U.S. has observed: 

"Specialization has completely altered the 
meaning of the physician-population ratio by 
which manpower needs have been measured 
for many years. We know that the gross ratio 
has remained fairly constant in recent years. 
We do not really know what the ratio 
means."7 

A. General Trends in Specialization 
Among Physicians in Minnesota 

The magnitude and nature of the enormous im
pact that specialization has made on physician 
manpower in Minnesota since 1910 is illustrated 
in Table 11 and Figure 3. In 1910, 9 5 per
cent of the doctors in Minnesota were general 
practitioners. Of the small number of specialists 
who were practicing in the State at this time (a 
total of 100), most were surgeons. In less than 
two generations only about one physician in three 
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in Minnesota was a general practitioner, and the 
proportion continues to decline. 8 

As shown in Figure 3, the decline in general 
practitioners has been matched by a correspond
ing increase in the various specialty branches of 
medicine. 

Revealing as these statistics are, they fail to tell 
the full story of the impact specialization has had 
on medical practice in Minnesota. There are such 
additional considerations as the following: 

1. Many doctors who do not classify them
selves as full specialists devote some time to 
the practice of a specialty in which they 
have had some residency training. "Twenty
three percent of GP's list secondary special
ization . . . unmeasured numbers of others 
are known to practice a specialty part-time 
but do not proclaim specialization . . . From 
the functional standpoint, therefore, we 
have much more specialization than pre
viously realized. "9 

2. The GP is more likely to be in private prac
tice than any of the specialists, and the per-

T ABLE #11- PERCENTAGE DISTRIBUTION OF ACTIVE 
PHYSICIANS IN MINNESOTA BY TYPE OF PRACTICE, 

1910-1965 

Field of Practice 1910 1920 1930 1940 1950 1960 1965 
General Practice 95.0 70.3 63.8 61.6 59.3 41.0 36.7 
Med Specialists 0.5 3.8 8.0 7.9 10.7 18.3 n.a. 
Surg Specialists 4.3 24.6 26.8 26.5 23.8 31.0 n.a. 
Psychiatrists & 

Neurologists 0.2 1.3 1 .4 1 . 1 2.2 3.6 n.a. 
Others - - - 2.9 4.0 6. 1 n.a. 

100.0 100.0 100.0 100.0 100.0 100.0 -
Base of calculat'n 2084 2465 2791 2861 2936 3163 n.a. 

SOURCE: Hea Ith Manpower for the Upper Midwest, Tabl.e 9, 
page 32. -- - -



centage of doctors practice is de
clining (down from 72 percent in 1950 to 
63 percent in 1965). 

3. Specialization requires the physician to delay 
the start of medical practice by entering a 
lengthy period of residency training follow
ing graduation from medical school. 

4. Minnesota's two major medical centers (the 
University of Minnesota and the Mayo Clin
ic) and its other fine graduate programs 
serve to attract and hold physicians educated 
elsewhere for practice in the State. These 
strong residency programs have given Min
nesota the highest percentage of physicians
in-training among the 50 States. (Cf. Table 
3 and the accompanying discussion.) 

5. Specialists tend to locate in urban centers 
rather than rural areas, since they depend 
upon larger supporting populations, and on 
the technical facilities and personnel found 
in urban hospitals. 

....... 
c 

FIGURE #3- PERCENTAGE DISTRIBUTED OF ACTIVE 
PHYSICIANS IN MINNESOTA BY TYPE OF PRACTICE. 

1910·65 

100 

90 

80 

70 

8 60 
© 

0... 

50 

40 

30 

20 

10 

ol-...ci~~:..:..:..:.:.C~.:..:l!i:..:..:~ 
YEAR 1910 1920 1930 1940 1950 

General Practitioners 
Medical Specialists 
Surgical Specialists 
Psychiatrists and Neurologists 
Others 

1960 1965 

B. the Need for 
Medical Services in Minnesota 

Winston analyzed the 
distribution of physicians in Minnesota in terms of 
supply and demand. 10 purpose was to compare 
the actual number of physicians in each of the 
various specialties with some estimate of the need 
for specialized medical care services among Min
nesota residents. Since we do not know in what 
proportion Minnesotans consult with specialists in 
the various branches of medical practice, it was 
necessary to estimate this utilization rate. The basis 
used for this estimate was the staffing patterns of 
six large pre-payment group practice plans. Table 
12 shows the average physician-population ratios, 
by specialty, for these six groups based on actual 

TABLE #12 - PHYSICIANS PER 100,000 POPULATION 
SERVED, AVERAGE IN SIX MEDICAL GROUPS PROVIDING 

PREPAID SERVICES, BY SPECIALTY 

Average MDs per 100,000 
Population Served 
Mean Median 

Total 109.4 101 .2 
Internal Medicine 45.2 44.9 
Pediatrics 18.0 15.8 
(Personal Physicians)* (63.2)* (60.7)* 
Obstetrics 9.1 8.0 
Orthopedics 3.2 3.0 

, Ophthalmology 3.7 3.3 
Otolaryngology 4.6 3.5 

Surgery 6.5 6.7 

Urology 1.9 1 .5 
Radiology 4.4 4.0 
Physical Medicine 1.3 1.0 
Anesthesiology 1 .5 1.5 
Pathology 1 .8 1 .6 
Psychiatry & Neurology 3.8 2.5 
A 11 ergy & Dermatology 4.4 3.9 

*Includes internists & ped1atric1ans. 
SOURCE: Health Manpower: Perspective 1967. Bureau of 
Health Manpower, U.S.P.H.S. (PHS Publication No. 1667) 
Washington: Government Printing Office, 1967. (See pages 
9,10&75) 

services provided. The Bureau of Health Manpow
er calls these rates "the best available approxima
tion of personal health care needs today," since 
prepaid group practice organizations, by their na
ture, develop staffing patterns in direct response 
to consumer demands for medical services. Dr. 
Miller acknowledges that these utilization rates 
probably do not correspond perfectly with the med
ical care needs of Minnesotans, but they are nev
ertheless useful in preparing "specific, if admitted
ly rough, estimates of needs for the various spe-
cialties as as for total physicians." 

These estimated needs were then used as a cri-
terion and compared existing ratios of prac-



physicians to in Minnesota. Dr. 
Miller the more conservative median · staf-

seven geographic 
Areas shown in 4 and converted short
ages and surpluses into numbers. 13 shows 
the results of this analysis by Planning Areas. It 

be "the shortage of specialists 

TABLE #13-SHORTAGES & EXCESSES OF FUNCTIONAL 
SPECIALISTS CALCULATED FROM PRE-PAYMENT GROUP 

p'LAN RATES 

PLANNING AREAS 

SPECIALITY A B c D E F F 
(NW) (NE) (W) (E) (SW) (SE) (SE*) 

Personal Physicians 
(GP, IM, Peds) -39 -52 -41 -74 -44 +56 -101 

Allergy & Dermatology - 6 - 7 - 8 -12 -11 -14 - 16 
Obstetrics-Gynecology 8 - 4 -13 -22 -18 -16 25 
Orthpedics - 5 - 2 - 4 - 8 - 7 + 2 - 10 
Ophthalmology 4 + 2 - 4 7 - 7 + 7 5 
Otolnryngology - 5 - 3 - 5 -10 - 9 - 8 - 14 
Surgery + 1 +32 - 4 - 4 + 2 +39 + 3 
Urology - 2 + 3 - 2 - 4 - 3 + 2 - 6 
Radiology 4 + 2 - 4 8 - 5 + 6 - 11 
Physical Medicine - 2 - 3 - 2 - 4 - 3 + 4 - 5 
Anesthesiology - 1 + 5 - 1 - 1 - 4 +21 - 6 
Pathology - 2 + 6 2 + 1 - 2 +16 - 4 
Psych i atry-N euro I ogy - 3 + 2 - 1 - 5 - 6 +32 - 6 

TOTALS -80 ~20 ~92 -150 -117 +146 -206 

G 
(MET) 

-200 
- 23 

17 
+ 14 
+ 17 

17 
+119 
+ 9 
+ 12 
- 8 
+ 47 
+ 25 
+ 55 
+ 33 

*Olmsted County (Mayo) is omitted from Planning Area F totals in 
this column to "eliminate the distortion of Mayo Clinic staff". 

other than personal physicians exceeded (the short
age) of personal physicians" in every area except 
the metropolitan area; Area F (Mayo Clinic); and 
Area B (Duluth Clinic). In these three areas there 
are surplus numbers of most types of specialists; 
but a significant shortage of personal physicians 
in Area B and an even greater shortage in the 
metropolitan area. Area F has been tabulated in 
two columns in order to show the distribution of 
specialists in that section with and without Olmsted 
County to indicate the effect of the Mayo Clinic 
staff, on this analysis of physician manpower sup-
ply in that Area. 

Table 14 shows Minnesota's out-state physician 
manpower supply of specialists by category, and 
compares it with the total supply of physicians in 
Minnesota. The figures indicate that out -:-state areas 
need a total of 668 physicians across all of 
specialties listed, except surgery, to meet the vari
ous special medical care needs of these residents. 
Fifty-two per cent of doctors needed should be 
personal physicians. 

According to this same table, Minnesota's total 
shortage of physicians would only be 282 if the 
present ~upply of doctors could be distributed, 
geographically. and by specialty, in relationship to 

.. the needs of the State's residents. This calculation 
is purely theoretical; it is admittedly impossible to 

TABLE #14 - SHORTAGES & EXCESSES OF PHYSICIANS 
CALCULATED FROM_ GROUP PLAN RATES, 

OUT-STATE AND TOTAL 

Specialty Out-State Total 
(Areas A to F*) State 

Personal Physicians 
(GP, IM, Peds) -352 -393 

Allergy & Dermatology - 60 - 81 
Obstetrics-Gynecology - 90 - 97 
Orthopedics - 35 - 9 
Ophthalmology - 25 + 4 
Oto I aryngo logy - 45 - 57 
Surgery + 30 +185 
Urology - 14 + 3 
Radiology - 31 - 1 
Physical Medicine - 18 - 17 
Anesthesiology - 8 + 67 
Pathology - 3 + 42 
Psychiatry-Neurology - 19 + 73 

TOTALS -668 -282 
*Exe ludes Olmsted County 

deploy physicians in direct correspondence to the 
need for specialists and the needs of the respective 
geographic areas of the State. Nevertheless, this 
comparison of actual conditions to an ideal stand
ard reveals the true gross imbalances in the distri
bution of Minnesota's medical manpower. It is 
deeply disturbing to find that Minnesota has an 
oversupply of physicians in six specialties in the 
face of its critical shortage of personal physicians. 
Moreover, in one of these specialties ( anesthesiol
ogy), we have more than twice the number of 
practitioners that estimates of the need for this 
service indicate are required. In three others, (sur
gery, psychiatry - neurology, and pathology) the 
supply is approximately 75 per cent greater than 
the estimated need. It appears that the present dis
tribution process is a random one; physicians select 
specialties and practice locations with little or no 

TABLE #15- COMPOSITE ESTIMATE OF SHORTAGES OF 
PHYSICIANS 

Specialty 
Out State Metropolitan Total 

(Areas A to F*) (Area G) State 

Personal Physicians 
(GP, IM, Peds) 351 200 551 

Allergy & Dermatology 60 23 83 
Obstetrics-Gynecology 90 17 107 
Orthopedics 35 0 35 
Ophthalmology 27 0 27 
Otolaryngology 45 17 62 
Surgery 8 0 8 
Urology 17 0 17 
Radiology 32 0 32 
Physical Medicine 19 8 27 
Anesthesiology 13 0 13 
Pathology 10 0 10 
Psychiatry & Neurology 21 0 21 

TOTALS 728 265 993 
*Omits Olmsted County "to el1m1nate the d1stort1on of Mayo 
Clinic staff." 
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reference to the health care needs of the people of 
Minnesota. This can justly be considered a costly 
misuse of· financial and manpower resources which 
are vital to the health and welfare of our citizens. 

The Northlands Regional Medical Program re
port ("Parameters of Medical Practice") states: 
"Since it is not feasible to move physicians from 
areas (or specialties) which are over-staffed to 
areas (or specialties) which are under staffed, the 
summation of shortages may be considered as total 
unmet needs." 

Table 15 presents a composite estimate of phy
sician shortages in Minnesota by specialty, based 
on a tabulation of the shortages· shown in Table 
13. Unlike Table 13, excess numbers of physi
cians in certain specialties and Planning Areas are 
simply omitted in this Table. 

According to this composite estimate, Minnesota 
has a total functional shortage of nearly 1,000 phy
sicians. Assuming that approximately 50 per cent 
of Minnesota trained physicians continue to out
migrate, it would be necessary to train a total of 
2 ,000 new physicians in order to retain the needed 
1,000 in the State. Seventy-four per cent of these 

doctors are needed in out-state areas which have a 
total of 53 per cent of the State's total population. 
Moreover, the need for specialists in these areas 
exceeds the need for personal physicians. The met
ropolitan area, while it enjoys a much better ratio 
of physicians-to-population, is nevertheless in need 
of 200 personal physicians. The Northlands report 
points out that "the estimated deficit of 200 per
sonal physicians is probably low because it is based 
only on the indigenous population." In other 
words, this estimate does not include persons living 
adjacent to the metropolitan area, or even in out
state Minnesota, who seek the services of physicians 
in the metropolitan area. In spite of its concentra
tion of specialists, moreover, the metropolitan area 
is short of allergist-dermatologists, obstetricians, 
otolaryngologists, and physiatrists. In summary, to 
close the existing gap between supply of physicians 
and demand for physicians' services would require 
the addition of 1,000 doctors, 55 per cent of whom 
should be personal physicians, in contrast to a need 
for 282 doctors if physicians were practicing in the 
specialties and locations where they are needed to 
fulfill the health care requirements of the people of 
Minnesota. 



FEDERAL FINANCING OF MEDICAL EDUCATION 

In the course of its proceedings, it became evi
dent to the Committee that medical educators are 
looking toward changes in the policies of the 
Federal Government which could have a profound 
impact on training of physicians. Most signifi-

it would appear, is the prospect of extensive 
increases in the share of operational or training 
costs assumed by the Federal Government. 

Action taken in response to recommendations 
contained in this Report and in the various pro
posals concerning medical education presently be
fore the Legislature should take account of poten
tial, as well as currently available, sources of Fed
eral financing and influence which new Federal 
policies and funding programs are likely to have 
on future of programs under consideration. 
Careful thought should also be given to the degree 
of control the State and its medical fa
cilities are likely to relinquish or retain as these 
institutions become even more dependent on Fed
ral financing and contingent conditions and 
regulations attaching to such funds. It seems useful, 
therefore, to present a brief review on the general 
trends in Federal support of medical education. 

As expenditures for medical education have 
grown increasingly larger in recent years, the pro
portion of Federal support for medical education 
has also risen. For example, during the period be
tween 1958 and 1966, total expenditures for medi
cal education in this country rose 176 per cent. 
In that period, the share of Federal funds grew 
from 30 to 54 per cent, according to the Associa
tion of American Medical Colleges; during the aca
demic year, 1965-66, Federal sources supplied 
$475,900,000 in grants, contracts, and subsidies 
for research and for training programs. 

In addition to this rapid expansion of 

financial participation medical education, certain 
shifts have occurred in the manner in which these 
funds have been distributed, and in the basic con
ception of the Federal Government's role in 
and prestigious national leaders concluded: 

An exploratory conference composed of lead
ing figures in medical education and health care, 
and prestigious national leaders concluded: 

"Until well after World War the 
Government, except in its public health activ
ities, limited its programs in the health field 
to those under which it assisted with financing 
but exercised little direct control. In recent 
years, Federal funds have flowed heavily into 
the support of medical research, the provision 
of medical and health facilities for precisely 
defined purposes and, perhaps most momen
tous, the training of health manpower. 

"The medical profession has generally resisted 
Federal programs which implied a compro
mise of the principle that decisions affecting 
medical service be made by the profession 
rather than by public officials and has been 
strenuously opposed to direct federal aid to 
medical students. 

"Medicare was the most dramatic breach, but 
several other programs enacted in past 
four years represent significant changes the 
precedent of the Federal Government's role as 
simply a mailer of checks."11 

The conference report went on to single out such 
"landmark legislation" as the Professions 
Educational Assistance Act of 1963, which made 
construction funds available for new or 



schools of medicine, dentistry, and other health 
professions, for the explicit purpose of alleviating 
shortages of health manpower. The law also in
cluded provisions for low-cost student loans, and 

1965 the Act was amended to provide scholar
ship funds of up to $2,500 per year to enable stu
dents from low-income families to attend medical 
school. 

Much of the impetus behind this move toward 
Federal subsidization of training programs may 
be traced to problems that arose out of the massive 
Federal funding of medical research following 
World War II. 

Faculty members who are individually responsi
ble for attracting large research grants to their in
stitutions gain a high degree of influence and inde
pendence. This special status enables them to pur
sue their specialized and often narrowly circum
scribed scientific investigations, and relegate teach
ing duties to a secondary place. It has been noted 
repeatedly that research thus comes to dominate 
the medical school and divert the faculty from 
pursuit of the primary goal of educating physicians. 
Further, it is contended that the prominence and 
prestige accorded to research exerts a powerful in
fluence on the medical student's career decisions, 
leading him into highly specialized branches of 
practice or research and away from fields where 
acute shortages exist. It is also contended that the 
necessity to obtain matching funds from State and 
oth~r sources, in order to qualify for Federal re
search money, drains off increasing amounts of 

. operational money and weakens the schools' in
structional programs. 

A growing number of individuals and study 
groups have recently endorsed the idea of total 
Federal financial support for medical education, 
or, at least, for substantial increases in the level 
of Federal support. The Carnegie Commission on 
Higher Education reporting its preliminary findings 
in December, 1968, supported recommendations 
for broadened Federal support of medical educa
tion: 

"Medical and health services education is the 
one major subject area in higher education 

the Carnegie Commission has singled out 
for specific Federal aid proposals. The reasons 
are several: great needs of the nation in 

health field, growing public concern 
these needs as evidenced by Medicare 

many state and local health programs, 
cost of medical training facilities, the 
new facilities are 

needed to serve geographical regions without 
reference to state boundaries, and, finally, the 
high mobility of medical school graduates, 
many and even most of whom do not remain 
to practiee within the states that provided their 
instruction." 12 

The Carnegie Commission noted with approval 
the increasing levels of support which the Federal 
Government is devoting to medical school construc
tion ( $18 million in 1966-67 and $55 million in 
1967-68), and to training ( $42 million in 1966-67 
and $53 million in 1967-68). However, the Re
port called for even more extensive funding to 
meet the heightened demand for medical care re
sulting from Medicare, and the critical needs of 
rural and urban ghetto residents, which the Report 
stated require the expansion of medical school 
graduates by 7 5 percent by 1977. 

Since the specific recommendations of the Car
negie Commission are receiving strong support 
from leaders in medical education and in national 
health-planning agencies, and have already been 
embodied in a bill introduced in the U.S. House 
of Representatives (H.R. 6536), it may be of 
value to quote them at length: 

Carnegie Commission Recommendations 
Student aid. A student aid program for medi
cal students should be adopted to provide 
grants on the basis of need in amounts up to 
$3,500 per year for four years, with free 
choice of institution. 

It should be noted that medical students also 
have access to loans under the expanded loan 
program recommended above. 
Institutional payments. Payments to institutions 
would be equal to the sum of the following 
amounts: 

1. The institution's enrollment of students 
working toward the M.D. multiplied by 
$4,000 
2. That portion of the enrollment working 
toward the M.D. in excess of such enroll
ment in the fall of 
3. The total number of residents and interns 
multiplied by $2,250, provided that no 
dividual student shall be counted for more 
than four years, and provided further 
the resident and intern program is conduct
ed under the auspices of an accredited med
ical school either at its own or at an affili
ated hospital 

amounts in ( 1) and ( 2) above should 
for medical schools with 



programs to enable those schools to receive 
the same amount of institutional aid as four
year schools. 
Institutions would be free to use these institu
tional payments for support of any program 
which has as its major purpose the instruction 
of medical students. 
Construction funds. Construction funds should 
be made available at the level of 100 percent 
for creation of new places, with additional 
funds for renovation and replacement. 
Start-up grants. Start-up grants should be 
made available for non-construction costs for 
approximately 20 new medical schools at the 
rate of four per year for five years, not to ex
ceed $10 million per school. These schools 
should be located in geographical areas not 
now adequately served by existing medical 
schools, with a sufficient population base to 
warrant a medical school, and with a univer
sity capable of providing a good environment 
for a medical school. 
Community health service programs. Federal 
support should be made available for develop-

ment of programs by medical schools designed 
to extend the availability and effectiveness of 
community health programs. 
Training of support medical personnel. Fed
eral funds should be made available for pro
grams designed to increase the number of 
support medical personnel. Such personnel can 
be trained comparatively quickly and inexpen
sively. In some fields, such as pediatrics, they 
can assume a substantial share of the services 
now performed by M.D.s if they are given 
proper supervision by an M.D. 
Level of funding. It is estimated that federal 
expenditures for the medical and health serv
ices education program outlined above would 
be: 

YEAR 

1970-71 
1971-72 
1972-73 
1973-74 
1974-75 
1975-76 
1976-77 

$ BILLIONS 

0.33 
0.35 
0.37 
0.39 
0.42 
0.40 
0.43 



Six major proposals for new or expanded pro
grams of medical education were presented to the 
Senate Committee on Medical Education. 
They were submitted in response to the Position 

and Requests for Proposals issued by the 
Committee in April, 1968. This position paper set 
forth our preliminary findings on Minnesota's phy
sician manpower needs and sought to identify the 
objectives and priorities to which proponents of 
programs seeking State support should address 
themselves. The summaries which follow seek to 
present the major elements of each proposal and 
reflect as faithfully as possible within the limitations 
of a brief summary the spirit as well as the content 
of the respective proposals. In addition to the for
mal proposals presented in documentary form 
which are abstracted here, much supplementary 
information was supplied by the proponents in 
hearings held by the Committee. Hence, the sum
maries are intended to review the basic elements 
of each program for the purpose of convenient 
reference. The proposals in their entirety and rec
ords of supplementary information presented at the 
hearing are available in the Committee's official 
record of its proceedings. 

HENNEPIN COUNTY GENERAL HosPIT AL 

Main objectives: To expand existing programs of 
undergraduate and graduate medical education; to 
establish a family practice program, and to intro
duce a program for the training of nurse-practi
tioners. 

Background 

The future of Hennepin County General Hos
pital (HCGH) is subject to some degree of un
certainty. This uncertainty concerning its form and 
function stems from a combination of factors - its 
aging physical plant; unresolved city-county rela
tionships and changing patterns of health care. An 
extensive study of the hospital's prospective roles 
and relationships has defined four alternative pos
sibilities: 

Discontinuation of as a public hospi
tal, with other community health facilities as
suming the functions it now performs. 

Continuation of HCGH in its present role and 
within its existing facilites. 

The building of a new hospital in which 
HCGH would carry on its present function, 
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with no change the size of its operations 
or its program roles and responsibilities. 

The building of a new hospital in which 
would operate a program based upon 

redefined roles and responsibilities. 

While the final alternative appears to be the 
one most likely to be followed, its accomplishment 
will require selection of a location and the availa
bility of capital funds, the latter being subject to 
the outcome of a county-wide referendum. At this 
writing, therefore, the issue of the future of 
remains unresolved. 

The HCGH proposal takes account of this un
certainty and presents two alternative programs, 
one assuming the expansion of program within its 
existing physical facility (Plan I) and a second 
which assumes expansion of program within a new 
and larger hospital (Plan II). Both proposals pro
ject an increase in the number of physicians 
trained, but, as will be seen, the size of the increase 
varies considerably between one plan and the other. 

The HCGH Proposal 

Under Plan I, the number of Junior and Senior 
medical students in training at HCGH would in
crease from a present capacity of 71 to 107 under 
Plan I and to 176 under Plan II. 

The rotating internship program would expand 
from a present capacity of 48 to 64 under Plan I 
and to 81 under Plan 

The residency program would expand from a 
current capacity of 7 4 positions to 97 under Plan 
I and to 124 under Plan 24 positions would be 
reserved for family practice residents. 

Annual cost estimates for Plan I are $681,821 
for the graduate program and $293,632 for the 
undergraduate program, or a yearly total of 
$975,453. These estimates exclude the nurse prac
titioner program. The Table shows how costs would 
be allocated. While comparable figures for Plan 
were not supplied, these estimates indicate the gen
eral magnitude of the costs of the HCGH program. 

Implementation of the HCGH program would 
call for: The addition of 14 full-time and five 
part-time faculty members, under Plan I; 23 
full-time and 16 part-time staff members un
der Plan Replacement of the existing 
~~-~~-L~ facility with a new 600-bed hospital. 
(Required for Plan II only.) This proposal 



does not request State funds to finance con
struction costs. 

ITEM GRADUATE UNDERGRADUATE TOTAL 
PROGRAM PROGRAM 

Fu I I-Time Staff $222, 703 $222, 703 $445,406 
Part-Time Staff 40,265 40,265 80,530 
Residents 277I116 277,116 
Interns 141,737 141, 737 
Junior Students 11 ,694 11,694 
Senior Students 18,970 18,970 

TOTAL $681,821 $293,632 $975,453 

presents the following facts and conten
tions in support of its proposals: 

The hospital has well established educational 
programs which are fully accredited 

. . . has demonstrated impressive ability in 
attracting students 

. . . receives 235-250 applications annually 
for the 48 internship positions offered 

... has filled all internship positions it offered 
every year since 19 5 3 

. . . has obtained its interns from 42 different 
medical schools in 26 states and Canada 
( 1960-68) 

. . . attracts physicians whose primary interest 
is in medical practice, and has been a major 
source of practicing physicians for Minnesota. 
4 7 .2 per cent of the 8 9 8 interns and residents 
produced by HCGH ( 1960-68) established 
practice in Minnesota. 30 per cent of these 
M.D.'s received their undergraduate medical 
education outside of the state 

. . . has won wide community acceptance and 

confidence through the excellence of its medi
cal services despite the intensified demands 
generated by Medicare, and the increasingly 
crowded and obsolete conditions of hos
pital's physical facility. Its patient load has 
increased an average of 5 per cent to 7 per 
cent annually in the last five years 

. . .. enjoys a close and long-standing working 
relationship University of Minne-
sota Medical School enhances the qual-
ity of its programs and the ability to attract 
graduate physicians. faculty have fac
ulty appointments with the University of Min
nesota and its graduate programs are affili
ated with the University of Minnesota for 
accreditation.) 

. . . provides clinical training for nearly 
one-fourth of all University of Minnesota med
ical students in their Junior and Senior years, 
and provides some training for additional Uni
versity of Minnesota residents 

. . . offers clinical experience with a diversi
fied patient population, representative of pa
tients seen in private practice, providing an 
appropriate clinical training experience for 
the practice of medicine 

. . . provides a comprehensive range of health 
care services and facilities, including many 
highly-specialized services that are unique in 
the area (e.g., hyperbaric chamber therapy, 
chronic hemodialysis facility, etc.) 

. . . has established a comprehensive neigh
borhood health care center in a Minneapolis 
poverty area which will add highly relevant 
clinical experience to its educational programs. 



PROPOSED MAYO MEDICAL SCHOOL, ROCHESTER 

Main objectives: To establish a four-year Mayo 
Medical School in Rochester, involving innovations 
in health care delivery and organization, and pro
grams of education for allied health personnel. 

Background 

The Mayo Institutions are a diverse, but inter
related complex of units, the principal components 
being the Mayo Clinic, a medical care center 
staffed by a multi-specialty group of nearly 500 
physicians, which provides health care to more 
than 150,000 patients annually, and the Mayo 
Foundation, which sponsors programs of research 
and education. 

At Mayo, educational programs are conducted 
at all levels, with approximately 800 physicians 
currently in graduate training, in addition to those 
enrolled in various undergraduate and special ed
ucational programs. A progressive expansion of 
educational programs is now underway, including 
the inauguration this year of an internship program. 

The decision to proceed with plans directed 
toward development of a four-year Mayo Medical 
School was made in November of 1968. 

The Mayo Proposal 

The Mayo proposal outlines a program which 
includes: 

. . . a four-year program leading to an M.D. 
degree. 

... enrollment of 40 students per class at the 
outset. 

... acceptance of its first class in September, 
1970. 

. . . detailed study of education in the allied 
health sciences, for the purpose of delineating 
the appropriate nature and degree of Mayo 
institutional involvement in allied health sci
ences education. 

. . . programs of delivery of medical care, 
consisting of units for delivery of the finest 
medical care by intelligent use of all varieties 
of physicians and allied health professions, 
placed in settings which will facilitate their 
efforts by making optimal use of modern in
strumentation and technology. 

The Mayo proposal indicates that implementation 
of its program would be conditioned upon: 

. . . an exploration in depth of suitable aca
demic affiliation. with reasonable autonomy. 

for the Mayo Medical School, or alternatively, 
of its independence as a recognized degree 
granting institution. 

... assurance of financing, with minor ex
ceptions, by funds to be raised from public 
and private sources not now part of the Mayo 
Foundation's income and capital flow. 

Financing 

Annual operating costs for the proposed School, 
assuming full enrollment of 160 students, is esti
mated to be $2,622,724, or approximately $16,000 
per student year. 

The Mayo Institutions are attempting to raise 
an endowment of approximately $30 million dol
lars, or an endowment equivalent annual income 
of similar proportions, to underwrite about half 
of the annual operational costs. It is proposed that 
the other half be provided by annual support pri
marily from public sources. 

Capital costs for construction of research-labor
atory buildings, required for third and fourth year 
medical students, are estimated to total approxi
mately $12 million, which would be sought from 
various public and private sources. 

Financial estimates contemplate the recruitment 
of 38 full-time equivalent (FTE) faculty persons 
and the additional administrative staff to imple
ment the School. 

The Mayo proposal cites the following resources 
and relationships as forming the foundation of an 
undergraduate school: 

The Mayo Graduate School of Medicine has 
enjoyed affiliate status with the University of 
Minnesota since 1915, and its 3 5 residency 
training programs are affiliated with, and ac
credited by,· the University. 

The Mayo Clinic staff includes 481 physicians 
who hold regular faculty appointments from 
the University of Minnesota, and a competent 
administrative staff directs existing education
al programs. 

The Mayo Institutions have exclusive access 
to more than 1,500 beds in St. Mary's and 
Methodist Hospitals in Rochester for the in
patient care of Clinic patients, and as teaching 
hospitals for existing educational programs. 
In addition, patients and facilities of the 800-
bed Rochester State Hospital are utilized in 
a number of Mayo residency training pro
grams. 



Space facilities for education are exten
sive and located throughout the Mayo Clinic 
and associated structures. The Mayo Medical 
Library occupies five floors of the Plummer 
Building, and maintains a collection of more 
than 150,000 books and bound journals. 

There are 786 Fellows (residents, graduate 
scholars, and special fellows) currently regis-

NORTHERN ASSOCIATION FOR MEDICAL EDUCATION 
Main objective: A proposal to establish a four

year medical school in St. Paul, oriented toward 
the production of primary physicians involving a 
network of statewide clinical facilities. 

Background 
The Northern Association for Medical Education 

(NAME) was organized in 1958 by a group of 
physicians for the purpose of fostering measures 
to meet the State's future need for physicians. This 
led to the proposal that a second medical school 
be established in St. Paul. While its membership 
is composed primarily of doctors and civic leaders 
in St. Paul, NAME's membership of over 500 in
cludes physicians and others from out-state Min
nesota and adjacent areas. 

The NAME Proposal 
The NAME proposal calls for the establishment 

of a second medical school centered in St. Paul, 
which would: 

Operate a full four-year program with 64 stu
dents per class (expanding to 90 students per 
class as soon as possible.) 

Orient its program toward the education of 
physicians for primary practice in Minnesota. 

Develop a network of statewide clinical facili
ties connected electronically in order to give 
students exposure to the private practice of 
medicine in a variety of settings, and supple
ment the services of the private practitioner, 
furnishing more health manpower in the area. 

Produce its first M.D. graduates eight years 
after the start of active planning. 

Include educational programs for allied health 
personnel. 

NAME requests a one-time State appropriation 
of $500,000 for program planning, land acquisi-

tered in the Mayo Graduate School of Medi
cine's 3 5 training programs. This registration 
has steadily increased over the past several 
years, and is 62 per cent higher than 10 years 
ago. 

The Mayo Institutions also conduct various 
undergraduate and special educational pro
grams, and training programs for allied health 
personnel. 

tion, architectural planning, and related costs. 
NAME would match this amount with funds ob
tained from other sources. In addition NAME 
requests appropriations for operational costs, de
termined on the basis of a formula grant of $6,000 
per student enrolled, per year. Capital costs for 
establishment of the medical school would be raised 
from private sources and federal government 
grants. 

Implementation of the NAME proposal would 
involve the following: 

Negotiation of a formal academic affiliation 
through a relationship with a group of local col
leges to form a graduate university whose govern
ance would oversee the management of a new 
medical school, or through a relationship which 
would take advantage of the desirable governance 
of the University, while still maintaining the inde
pendence of a second medical school. NAME's po
sition is that it is willing to relinquish any vested 
interest in the governance of the second medical 
school in consideration for the assurance that its 
concepts of independence and new departures for 
the education of doctors for people be maintained. 

The NAME proposal also contemplates con
struction or acquisition of a physical facility to 
house its basic sciences program. 

The medical school proposed by NAME would 
promote primary medical practice by: 

Early initiation of clinical teaching in the basic 
sciences curriculum. 

Teaching with private patients using facilities 
in community hospitals, clinics, and doctors' 
offices and by use of a large volunteer faculty 
coordinated by the full-time faculty through a 
multi-disciplinary approach. 

Rotation of students and faculty 
the State for clinical experience in a network 
of various practice settings. 



Research emphasis of the school would center 
on the development of health care delivery 
methods and patterns of organization. 

Attracting and selecting students interested in 
family practice who would be willing to agree 
to practice in our rural communities or in 
urban ghettos for a period of· not less than 
two years upon completion of medical school. 

NORTHERN MINNESOTA COUNCIL FOR 

MEDICAL EDUCATION • 

Main objectives: To establish a four-year medi
cal school on the campus of the University of Min
nesota, Duluth, (UMD) specializing in the pre
paration of primary physicians, and incorporating 
collegiate programs for several of the allied health 
professions. 

Background 
Northern Minnesota Council for Medical 

Education (NMCME) represents a group of physi
cians, educators, and civic leaders dedicated to 
seeking ways and means to improve the supply and 
delivery of health care to the citizens of Minnesota. 
Organized by a small group of Duluth physicians 
in 1966, the Council was expanded in 1967 to 
include representatives from various communities 
in northern Minnesota. Since its inception, the 
Council has worked closely with representatives of 
Minnesota administrators. Dean Robert B. Howard 
and President 0. Meredith Wilson were the first 
in the University to know of the Council's cactivity 
in Duluth. 

The program outlined by NMCME follows close
ly the recommendations and developmental sched
ule outlined by the University's Board of Regents 
on April 19, 1968, which called for the following: 

Establishment of the graduate programs in 
chemistry and biology sufficient to provide 
the University base for medical school de
velopment. 

Establishment of collegiate programs in medi
cal technology, physical therapy, occupational 
therapy, nursing, and other allied health pro
fessions. 

Planning toward development of a pre-clinical 
(first two years) program medical educa-
tion in in the decade of 1970's. 

A~U.AA,_,., .... toward development in the 1980's of 
a clinical program in medicine. 

NAME estimates that it would expect that 80 
per cent of its graduates could be retained for 
practice in Minnesota. 

Development of a "medical center core" based 
on agreements with existing hospitals which 
would serve the medical school as teaching 
hospitals. 

The NMCME Proposal 
The establishment of a four-year medical school 

at the University of Minnesota, Duluth, would in
volve two initial steps: 

Establishment of graduate programs in chem
istry and biology sufficient to provide a uni
versity base for medical school development. 
( 1969-1970) Establishment of collegiate pro
grams in medical technology, physical ther
apy, etc. (1971-1973). 

Development of a basic sciences (pre-clinical) 
program of medical education, with enroll
ment of the first class in 197 5. 

The Medical School proposed by the NMCME 
would formally accept its first clinical students in 
1981, and would: 

Enroll four classes of 64 students, producing 
its first M.D. graduates in 1983. 

Concentrate on the production of medical 
practitioners, and would make considerable 
use of a part-time faculty enlisted from the 
ranks of physicians in private practice in 
Duluth, and include physicians' offices and 
other settings for supplementary clinical train
ing. 

Implementation of the proposed medical school 
would require the financing and construction of 
physical facilities. The requested State share of 
these building costs is estimated at $13,000,760. 
Total capital costs are estimated at $30,200,000. 
(For details see Table below). 

Faci I ity Construction Cost of State Share 
Date Construction of Costs 

Basic Sciences 1973-75 $10, 700,400 $ 4,708,766 
Clinical Sciences 1979-81 3,330,000 1, 110,000 
University Hospital 1979-81 12,600,000 4,200,000 
Administration 1981-83 3,570,000 2,982,000 

TOTALS $30,200,000 $13,000, 766 



Financial support for preliminary planning and 
development of basic sciences, collegiate programs 
in allied health fields, and the proposed medical 
school would require an estimated $6,231,800, 
with the requested State share set at $4,598,850. 
(See Table below) . 

Activity Scheduled Estimated State Share 
Date Cost of Cost 

Strengthen basic 1969-71 $ 590,400 $ 442,800 
sciences; plan 
al I ied hea Ith 
programs 

Medical School 1971-73 909,000 681,750 
planning & 1973-75 1,522,800 1, 142, 100 
development 1979-81 3,700,000 2,775,000 

TOTALS $6,231,800 $4,598.850 

THE UNIVERSITY OF MINNESOTA 

Main objectives: To expand existing programs 
of medical education on both undergraduate and 
graduate levels, and to establish a family practice 
residency program. The proposal also describes 
curricular revisions soon to be inaugurated. 

The College of Medical Sciences Proposal 

The University of Minnesota proposal contains 
a "package'' of six different programs that are ar
ranged under three categories: 

Category A 

These programs are designed to increase the 
number of students admitted to and graduated from 
the University of Minnesota Medical School. 

Program I - Expansion of the entering class 
size from 160 to 200, beginning in 1974. 

Program II - Expansion of the number of stu
dents accepted by. transfer from the two-year medi
cal schools in North and South Dakota, from the 
present average of six to ten students to 25 students 
annually, starting in 1971. 

Program III - Establishment of an accelerated 
program of undergraduate medical education per
mitting graduation in three instead of four years. 

Following the first four or five years, this would 
result in the graduation of the equivalent of one 
extra class of medical students, or approximately 
160 students. (This would be a one time effect; 
students entering the three-year program in 1970 
would graduate at the same time as those complet
ing the present four-year course after entering in 
1969. Thereafter, the size of the graduating class 
would return to normal. ) 

Category B 

This program is designed to increase number 

Costs of operational support for the medical 
school and related allied health professional train
ing programs (at full enrollment) are estimated 
as follows: 

Annual operating costs-medical 
school and allied programs: ... $3,700,000 
(Starting in 1982, and including 256 med
ical students and 200 students in allied 
health programs.) 

Less annual income from tuition, 
medical services, grants: ... $1,908,000 

State share of annual operating cost: $1,792,000 
(Biennial costs: 

$1,792,000 x two = $3,584,000) 

of attractive opportunities for graduate medical 
education. 

Program IV -. - Expansion of programs in grad
uate medical education from the present capacity 
of 600 to a total of 690 positions - an increase 
of 90 positions. 30 positions are to be added each 
biennium starting in 1969. 

Category C 
These programs are designed to alter the nature 

of the medical education program. 
Program V - Revision of the Medical School 

Curriculum in response to trends in medical edu
cational programs and methods, developing trends 
in medical care and· practice, current developments 
in American medical education, and expressed 
needs for more physicians, especially family prac
tice physicians in the State of Minnesota. The pro
posed revisions are: 

Identification of a "core" curriculum of essen
tial medical knowledge presented to all stu
dents as essential medical background before 
they diverge into specialization pathways. 

An "elective track system" to permit advanced 
medical students to pursue their special inter
ests during the last year and one-half of medi
c,al school. 

Emphasis on the importance of self-education 
and continuing medical education. 

Greater emphasis on encouraging humanity 
and understanding the physician, 
through extensive opportunity for early con
tact of students with patients, and clinical edu
cation in a setting placing emphasis on under-



standing of social, psychological, and econom
ic, as well as medical aspects of human prob-

Fostering closer relationships between stu
and faculty by establishment of a work

able faculty-advisor system. 

Closer integration and connection of the con
cepts and content of basic medical science 

clinical teaching. 

Increased flexibility and tailoring of the cur
to the educational and professional 

needs of the individual student. 

- Establishment of a program in 
family practice and community health, to be im
plemented in July, 1969, which will provide 15 
residency positions and 5 internships in this field. 

of the University of Minnesota 
propose~ programs is predicated on the following: 

Increasing the level of basic state appropria
tions for the medical school to "standard." 

The present level of support is reported to be 

PROJECT HEAL TH 

Main objective: To establish an action model 
for the development of prototype demonstration 
patterns for the planning and distribution of medi
cal and health care to the rural areas. 

Project (Health Extension and Learn-
Through is based upon findings of a 

study of rural health care in Minnesota. This study 
was conducted by the Program in Hospital ,--..._._., .. ,"
istration of the University's School of Public Health, 
in response to a legislative request for such infor
mation. Under the direction of Professor Bright 
Dornblaser, investigations were conducted along 
a broad front of relevant factors, including: 

The curriculum of the medical school - its 
impact on the medical s t u d e n t s 
towards family practice; and also on where 
students plan to practice medicine. 

How the people of commu-
of Minnesota-the lay leaders, doc-

the consumers-view needs for 

per student per year. school 
officials have requested that per capita annual 
appropriations from state funds be to 
$1 

Construction of additional capital facilities as 
outlined by the University m Health Sci
ences Complex proposal: 

( 

The Health Sciences Complex would create 
approximately one million square feet of space 
through construction and remodeling projects 
during next three biennia, the cost of 

would total more than $67 million. 

1969-71, construction costs total 
$28.3 million, approximately $13.5 million of 
which is expected to come from various Fed
eral funds, and the remainder from state
appropriated funds. 

Expansion of teaching capacities of 
hospitals such as County 

General and St. Paul-Ramsey, which already 
provide clinical training for the majority of 
undergraduate and graduate students enrolled 
at the University's College of Medical Sci
ences. 

ical and health care, 
these needs. 

the best ways to meet 

The forces, particularly economic, may 
be causing the centralization or concentration 
of community services, including serv
ices, throughout Minnesota. 

The development of a model for improving 
medical and health care services in rural 
nesota based upon the findings of this study. 

The health care problems identified in these 
studies provide the focus for the program has 
been tentatively outlined by the School of Public 

Project is portrayed as an ex-
pression of "a commitment by the Health Sciences 
Center and University to a 'commu
niversity' responsibility for improving the 
care of the citizens of. rural Minnesota." It is 

the extensibn 
effectively the University's aca-

demic and scientific mission 



Project proposes the establishment of 
links between the University's Health Sciences Cen
ter and Minnesota's rural communities. The pri
mary mission of HEAL TH would be to 
extend quality health care services to the rural 
areas, while providing learning opportunities for 
faculty, students, and the community, through part
nership in projects to help resolve community 
health care problems. The program is conceived as 
an additive, complementary program rather than 
one which is a replacement for, or competitive 
with, existing programs. 

Solutions to rural health care problems identi
fied by the study already completed, as well as to 
those as yet unknown, would be found by means 
of decentralizing the resources of the Health Sci
ences Center. The program envisions Regional 

Stations, analogous to agriculture experi
mental stations, which would assist rural commu
nities in finding new methods of resolving commu
nity problems. Just as Agriculture Experimental Sta
tions have a basic, permanent faculty, plus main 
campus faculty moving in and out, so will the Re
gional Health Stations. The faculties will include 
social scientists, including economists, and lectur
ers, concerned with the health implications of the 
individual inter-activity with the environment. 
These stations will include the specialized facilities 
and personnel needed to support the medical spe
cialists in Minnesota's medium-sized cities. Further 
decentralization of the extension services of the 
Health Sciences Center would be accomplished by 
Community Health Units in smaller communities 
surrounding the Regional Stations. 

It is proposed that such a service may most 
appropriately be operated by the State Health De
partment. The Department's budget should be aug
mented to permit such service. The University 
would be responsible, however, for developing an 
effective, continuing partnership with the operating 
organization to assure the effective communication 
which would make the integrated Health-Help sys
tem work effectively. The Health Sciences Center 
and University Project Health Mission is not to 
provide service directly beyond that needed to 
learn how to help others provide such services and 
for teaching purposes. In pilot projects it will need 
to provide integrated services from the Health Sci-

ences Center to the full extension into the com
munity. objective will be to develop prototypes 
of two way communication and service chains 
from teaching centers to the community, and to 
encourage organizations to develop such 
chains. Each service, teaching and research chain 
developed should be anchored in the Sci
ences Center, directly or through affiliated teach
ing organizations. Effective continuous infusion of 
new knowledge into the health care system from 
the Health Sciences Center, and communication to 
the center of problems needing resolution, is clearly 
essential. 

The organization of Project HEAL TH is de-
scribed as follows: 

Major responsibilities for planning, operating 
and evaluating the Project would be assumed 
by the University Hospital and the School of 
Public Health. 

The Schools of the Sciences Center 
would provide consultation and advice, and 
adapt "the training programs to utilize the 
rural demonstration units of Project HEAL TH." 

A Bureau of Health Services Research would 
be cooperatively developed by the School of 
Public Health and the Center for Urban & 
Regional Affairs to "assist in the planning and 
perform the evaluation of the patterns of health 
care demonstrated by Project " 

The University Hospitals "would establish and 
operate the Regional Health Stations and Units 
as decentralized University Hospital stations 
directly or through affiliations agreements." 

Costs of Planning and Operation of the Program 

The costs of carrying out Project HEAL TH are 
estimated to be approximately $500,000 per year. 

The proposal points out that there are several 
potential sources of Federal funds for this program 
and indicates that these are being sought. Develop
mental funds provided by State appropriations 
could be expected to encourage an eady allocation 
to the State of Minnesota of increased Federal fund
ing for health professional education, and can per
mit the State to begin the process of resolving 
pressing rural health care problems. 



MINNEAPOLIS MEDICAL CENTER, INC. 
Main objective: To develop a joint residency 

program in pediatrics and internal medicine leading 
to eligibility for certification in both specialties, 
and other educational programs. 

Background 

The Minneapolis Medical Center, Inc. (MMCI) 
is an emerging health care complex formed by five 
institutions: Kenny Rehabilitation Institute, Lu
theran Deaconess Hospital, Mount Sinai Hospital, 
Northwestern Hospital, and the still to be con
structed Minneapolis Children's Hospital. The hos
pitals are located within a half-mile radius. They 
have a combined capacity of 1,033 beds. MMCI 
is pursuing plans for development of joint services 
and facilities, under a policy whereby member in
stitutions retain their autonomy, and participate on 
a voluntary basis. The primary reason for the cre
ation of MMCI is to achieve greater comprehen
siveness and quality of care by the centralization 
of health care resources and to achieve efficiencies 
and economies through the pooling of scarce per
sonnel and costly equipment. 

The MMC/ Proposal 

The proposal presented by the MMCI institu-
tions outlines the following program: 

Establishment of a joint Pediatric-Internal 
Medicine residency program leading to joint 
certification and emphasizing the care of fam
ilies. Initial output of this four-year graduate 
program would be 10 to 15 graduates annu
ally. 

Didactic instruction dealing with recent scien
tific developments related to medical practice, 
and reviews of information covered in under
graduate medical education, for residents in 
MMCI graduate programs, which would also 
be open to all medical residents in the Twin 
Cities. 

Annual reviews of the major medical special
ties, available to affiliated medical students, 
graduate and undergraduate, and practicing 
physicians. 

Implementation of the program, the MMCI pro
posal states, would involve the following: 

Formal development and organization of a 
Medical Center faculty to provide leadership 
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for the trammg of resident physicians within 
the Center, through pbtaining a Director of 
Graduate Medical Education who would have 
supra-institutional responsibility and authority 
for the cooperative educational programs con
ducted by the MMCI hospitals, and formation 
of a Council on Medical Education, composed 
of the Directors of Medical Education from 
each MMCI institution, with policy and plan
ning responsibilities for the coordinated pro
grams. 

Utilization of the 1,000 beds of the MMCI 
member hospitals as the major teaching cen
ter. 

Coordinated utilization of ex1stmg resources 
for education in MMCI member hospitals as 
the nucleus in development of the proposed 
program. Present resources include: 

45 full-time M.D.'s with primary responsibil
ity for medical .education, and more than· 200 
staff M.D.'s with clinical appointments from 
the University of Minnesota. 

Existing educational and research programs 
with a total annual budget of $4 million. 

Supporting facilities including closed-circuit 
television and video-taping facilities, four med
cal libraries with inter-library loan arrange
ments with all medical libraries in the area, 
a full-time audio visual director, classroom 
space, and other resources. 

Development of a cluster of clinical training 
centers in both rural and urban locations in 
which qualified physicians could be certified 
as clinical faculty to oversee the training of 
residents. 

Satellite training facilities would be represen
tative of the various organizational patterns 
and geographic locat\ons that characterize 
medical practice. 

Development of a comprehensive ambulatory 
health care clinic in the Minneapolis Model 
Neighborhood. 

Development of new modes of organization 
and delivery of health care services. 

Development and promotion of an effective 
recruitment program to attract American edu
cated physicians to Minnesota. 



ADDITIONAL STATEMENTS 
The Senate Interim Subcommittee on Medical 

Education has received two additional statements 
from Fairview and St. Mary's Hospitals, Minneap
olis, and from St. Paul-Ramsey Hospital and Med
ical Center. While both statements follow the for
mat suggested by the Senate Committee, neither 
are formal proposals. Neither proposes a "free
standing" program of education, nor requests a 
State appropriation. Both institutions propose pro
grams of clinical affiliation with the University of 
Minnesota College of Medical Sciences, and would 
automatically be implemented (for the most part) 
by implementation of the University of Minnesota 
proposal. 

These two statements are of interest because of 
the additional information and insight they provide 
relative to the University of Minnesota proposal. 
The statement submitted by St. Paul-Ramsey Hos
pital proposes a gradual expansion of its present 
clinical programs in anticipation of the establish
ment of a four-year medical school in St. Paul. 

The paper submitted by Fairview and St. Mary's 
Hospital is essentially the declaration by these two 
hospitals (now merging into a hospital complex) 
of their willingness to offer their clinical facilities 
and teaching pen,;onnel to the University of Min
nesota Family Practice residency program as an 
affiliated clinical teaching setting. 

FSM would implement this involvement with the 
University of Minnesota's Family Practice program 
as follows: 

The Fairview-St. Mary's program would be 
coordinated with, and an integral part of the 
University of Minnesota's Program in Family 
Practice and Community Health. 

The Family Medicine Clinic of Fairview Hos
pital will provide the basic office practice 
phase of the program. Additional clinical teach
ing would be conducted using the more than 
1,000 beds in the two hospitals on a selected 
basis, to supplement the hospital experience of 
participants in the program. General practi
tioners and specialists, in clinical practice, will 
be involved in the supervision of the program, 
as a continuing impetus for entering the field 
of family medicine. 

Programs of Public Health nursing, social 
work, and clinical psychology will be strength
ened and developed to involve these paramed-
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ical fields in aiding the physician to conserve 
his time. 

At the beginning, the hospitals anticipate hav
ing four or five Family Practice residents in 
its clinical program. 

The statement prepared by the medical staff of 
St. Paul Ramsey Hospital and Medical Center out
lines the resources of that institution which make 
it a desirable setting for clinical medical education, 
which could be progressively expanded into an 
accredited medical school. The University of Min
nesota Regents' Plan for medical education con
tained statements pertinent to this projected pro
gram: 

"The Regents consider Step I (of the Univer
sity of Minnesota's expansion proposal) ... 
as the necessary basis for further development 
of clinical education and residency programs 
in the St. Paul-Ramsey Hospital under circum
stances which could lead to the creation of a 
major Division of the University of Minnesota 
Medical School in St. Paul." 

The Regents went on to recommend that Step II 
should consist of: 

"Establishment of a clinical training program 
in SPR for 100 undergraduate medical stu
dents and a like number of residents . . . They 
(the Regents) envision the development of a 
teaching hospital with visibility, identity, and 
substantial autonomy in the conduct of clini
cal education programs." 
However, the Regents' statement does not ex

plicitly recommend the ultimate establishment of 
a separate medical school in St. Paul. While the 
statement submitted to the Senate Committee by 
St. Paul-Ramsey may, therefore, go beyond the 
intentions of the Regents, the proposal may never
theless be regarded as an expression of its concur
rence with the Regents' plan. The hospital outlines 
its proposed expansion program according to the 
following schedule: 

Phase A - ( 1969-1971 ) , increase the num
ber of full-time faculty members from 33 to 
50. 

Begin to financially compensate attending staff 
members for time spent in medical education. 

Selection of a dean to administer and coordin
ate the overall program. Increase the number 
of residents to 60 in July, 1970, and to in 
July, 1971. (The hospital has 4 7 residents at 
present.) 



Develop cooperative programs with other hos
pitals in St. Paul. 

Increase the number of undergraduate medical 
students to 80 by July, 1970. Alter existing 
physical facilities to accommodate an expand
ed Ambulatory Care clinic. 

Begin planning involving land acquisition, ar
chitectural planning, and curricular develop
ment. 

Phase B - ( 1972), Begin construction of 
additional educational facilities. 

Phase C - ( 97 8), Increase total 
number of medical students to 120. Recruit
ment of a Basic Sciences faculty, provi
sional accreditation for a new College of Med-

of University of Minnesota. 

The St. Paul-Ramsey statement makes it plain 
that the major objective of its programs of medical 
education is to produce practitioners of medicine, 
and that its clinical design would bear close resem
blance to private practice of primary medical 
care. 

!\ 



A Crisis of Distribution 
is repeatedly to as the medical 

manpower cns1s appears to be largely a crisis in 
the distribution of medical manpower. Findings 
reported by the Northlands Regional Medical 
Program suggest that the random distribution of 
physicians, according to type of practice and lo
cation, is chiefly responsible for shortages of 
health care in Minnesota. It can be inferred from 
these findings that if Minnesota physicians were 
distributed across the various specialties on the 
basis of health care needs, the present shortage 
would be about 300 physicians. By contrast, the 
prevailing patterns of random distribution have 
contributed to a present shortage of nearly 1,000 
physicians. If these patterns of random distribu
tion persist, not even an additional 2,000 physi
cians will close the gap in Minnesota. 

The Cost of 
Medical education ranks as the most costly 

form of higher education. However, the Commit
tee has encountered great difficulty in identifying 
the respective costs assignable to capital expendi
tures as distinct from operating expenditures (or 
training costs), and in relating these to the cost 
of training per medical student. 

Based upon the thorough cost analysis con
tained in the Mayo proposal, it can be estimated 
that the cost of a four-year undergraduate medi
cal training program is $64,000 per student. This 
figure represents operating or training costs only. 
If capital costs are added, the total cost per stu
dent for four years of undergraduate training ap
proaches $100,000. Add to this an estimated 
cost of $50,000 for postgraduate training of a 
physician retained in Minnesota, and the total 
cost of adding one physician to the State's medi
cal manpower complement approaches $150,000. 
Assuming that it is necessary to increase Minne
sota's supply of physicians by 2,000 to alleviate 
existing functional shortages created by maldis
tribution, as indicated in the preceding survey 
of Minnesota's physician needs, (See pages 7-16) 
the total cost of closing the gap could reach 
as high as $300 million. The wastefulness of mal
distribution is forcibly illustrated when this sum 
is contrasted with the cost of training 282 addi
tional physicians, the number needed if optimum 
distribution of medical manpower could be 
achieved. sum would be less than $35 mil-

lion compared to $300 million. It is 
difficult, if not impossible, to achieve an ideal 
balance in the distribution of physicians in terms 
of type of practice and location. Nevertheless, 
these calculations dramatize with sobering force 
the enormous costs imposed on society when phy
sicians choose a type of practice and a location 
without reference to the needs of society. 

Unwelcome Alternatives 
The Committee has sought diligently to elicit 

proposals aimed at redressing the exorbitantly 
costly imbalance in the distribution of physicians. 
However, none of the proposals for expanded pro
grams of medical education addressed itself spe
cificially to this problem. Some states have resort
ed to so-called "indentured service" programs 
under which medical students assume a contract
ual obligation to practice in a specified area in 
return for financial aid. Even if these attempts 
had proved successful, which they apparently have 
not, the Minnesota Legislature has shown a tra
ditional reluctance to employ measures which 
any way abrogate freedom of choice. At the same 
time, the Legislature cannot condone tax expendi
tures of a magnitude of hundreds of millions of 
dollars to correct what is essentially a problem of 
distribution resulting from a disregard for the 
health needs of the state. Unless positive alterna
tives are brought forward, the Legislature, in 
order to protect the public interest, may eventually 
be faced with the necessity to adopt measures it 
nether welcomes nor approves. 

The Challenge to Medical Education 
While the Legislature has neither the compe

tence nor the authority to specify solutions to 
problems in the domain of medical science, it ·can 
challenge the medical profession and institutions 
of higher learning to employ their intellectual re
sources and ingenuity to devise methods which 
render corrective action from outside medicine 
unnecessary. 

The public is becoming increasingly intolerant 
of a medical care system which is incapable of 
delivering needed care despite increased health 
expectations and increased ability to pay for medi
cal care. If health care deficits cannot be reme
died through the medical education system, they 
will certainly be fulfilled by some other means. 
Elsewhere in the United States, new forms of 
medical care organization and delivery are being 



proposed and tested - prepaid group practice 
plans centered in medical schools; regional group 
practice centers; medical centers utilizing assist
ant physicians to provide front-line medical serv
ices in less populous areas; advanced communica
tions systems linking rural medical centers with 
major metropolitan medical centers. In response 
to specific requests for proposals aimed at im
proving the distribution of medical manpower and 
medical services in Minnesota, the Committee re
ceived recommendations which, with two minor 
exceptions, were confined exclusively to conven
tional and traditional approaches to medical edu
cation. This d e a r t h of innovative proposals 
prompted the following comment by Dr. Rashi 
Fein, a medical economist serving on the Com
mittee's Panel of Expert Advisors: 

"If the state of Minnesota is concerned 
with the quality of care, with the number 
of physicians, with the types of people that 
they see with family practice and matters 
of this kind, it might be well advised to 
consider utilizing its constrained budget to 
establish new patterns of organization and 
new structures for the delivery of medical 
care. This would be particularly necessary 

the rural and outlying areas of the state, 
although it would also have to be under
taken in the inner city. No proposals were 
received that would really develop a system 
of care where none exists, that would really 
alter the delivery system or medical practice 
and organization. This is regrettable." 

Encouraging Innovation 
It is indeed regrettable that proposals aimed 

at devising new organizational forms and medi
cal care delivery systems have not been put for
ward. The proposal for a Mayo Medical School 
in Rochester does hint at a possible program of 
this type. The Mayo proposal refers to the pos
sibility of establishing affiliated group prac
tice centers in rural areas which lacJf adequate 
medical services. It is assumed that physicians 
could be recruited and trained by the Mayo or
ganization to staff these peripheral centers, thus 
assuring the recruitment and training of physi
cians according to high standards of excellence. 

The Project HEAL TH Program developed by 
the University of Minnesota School of Public 
Health also includes recommendations that 
would afford opportunities for undergraduate 
and graduate training rural areas, together 
with provision of needed health care services. 
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It is too early to say whether these specific pro
grams will produce the desired results. The recom
mended appropriations of funds for their develop
ment are intended to encourage experimentation 
with apparently promising methods of balancing 
the distribution of physicians and needed medical 
services. The want of proposals recommending new 
and innovative approaches to medical education 
and medical care is not, in the Committee's view, 
attributable to any lack of ingenuity, imagination 
or resourcefulness on the part of medical educators. 
It is no doubt chiefly due to a hesitancy to propose 
innovations which might arouse controversy by 
disturbing established patterns of medical care. 
Considering the critical nature of the problems at 
issue, it is most regrettable that distinguished medi
cal leaders should be reluctant to openly discuss 
and test new concepts, however controversial. The 
purpose of the recommended support of the Mayo 
peripheral centers and the Project HEAL TH pro
gram is to encourage open discussion, as well as 
development of new organizational forms of medi
cal care. Without professing to any expert knowl
edge of the merits or potential results of these pro
grams, the Committee feels that the Legislature, 
and the people of the State, should have the benefit 
of programs that make it possible to test various al
ternatives in the organization and delivery of medi
cal care. 

Minnesota medicine has displayed no lack of 
resourcefulness, and even daring, in advancing the· 
scientific frontiers of medicine. The University of 
Minnesota College of Medical Sciences and the 
Mayo institutions are centers of international re
nown. Patients from every corner of the world 
come to these centers for life-saving procedures; 
physicians trained here go out from Minnesota to 
win world-wide acclaim. It seems reasonable to ex
pect that these achievements should be matched by 
efforts which, in their own way, are equally daring 
and resourceful, aimed at assuring the people of 
Minnesota ready availability of the less dramatic, 
everyday health services when and where they need 
them'.. 

"A National Market for Physicians" 
While the Committee has placed primary empha

sis on the production of physicians to meet the 
State of Minnesota's need for medical care, it is 
also cognizant of Minnesota's importance to the 
nation as a source of medical manpower. The bene
fits produced by Minnesota medical education, it 
is understood, are not confined to Minnesota. How
ever, considering the cost of medical education, the 



people of Minnesota cannot be expected to assume 
the total burden for financing its conduct. 

As Dr. Rashi Fein noted in his report as a mem
ber of the Expert Advisory Panel: 

"Further, given the fact that there exists a 
national market for physicians, it is by no 
means clear that this training can be financed 
by individual states with assurance that they 
will receive an adequate return on their invest
ment. As is well known, this is one of the im
portant arguments for Federal support for 
medical education. The Federal Government, 
of course, does already support educational 
institutions and their research activities, but 
it does not adequately support the educational 
process itself." 
In this respect, it should also be noted that the 

report of the Northlands Regional Medical Pro
gram, ("Parameters of Medical Practice and Their 
Significance") stated as one of its major conclu
sions that "Minnesota has unique potential for de
veloping prototype solutions to health care needs". 

With the future prospect of substantial Federal 
funding of the operating costs of m.edical educa
tion, it seems advisable for Minnesota to develop 
as fully as possible its unique resources for medical 
education. The availability of Federal funds will 
greatly increase the scale of financing of medical 
education. Such funds will tend to be concentrated 
in programs that offer the potential for meeting the 
special needs of today's medical care crisis. 

In recommending State support of an array of 
medical education endeavors, it is the Committee's 
intention to provide funds to further the develop
ment of the State's varied educational resources, 
looking toward the possibility of attracting sub
stantial amounts of Federal funds in the future. 
Proponents of various sites. for the location of a 
second medical school have stressed the value of 
such an educational center as a contribution to 
economic development. It is possible to think in 
terms of medical education in Minnesota as a phase 
of the burgeoning knowledge industry which could 
contribute substantially to the economic develop
ment of the entire state. 

Assessing the Costs of Medical Education 
In its original request for proposals, the Commit

tee asked for data which would relate the cost of 
projected programs to the anticipated output of 
medical manpower for Minnesota, in short, a cost
effectiveness analysis of the recommended meas
ures for expanding medical education. In examin
ing the proposals and hearing supplementary 
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testimony, it became apparent that cost accounting 
practices prevalent not on~y in medical education 
but in higher education generally are not amen
able to such analysis. This finding underlies the 
recommendation that a number of programs should 
be funded on a per student basis. It is to be hoped 
that this step will stimulate medical educators to 
devise methods of presenting budgets in a form 
which makes it possible to clearly identify costs 
which are assignable to capital costs, operating 
costs, and to relate these costs to such factors as 
rate of retention, choice of practice and location 
of practice. 

It seems appropriate to interject the comment 
that in 1969 the Minnesota State Legislature re
ceived requests for a total of one-half billion dol
lars to finance higher education in state and junior 
colleges, as well as the University of Minnesota. 
Decisions involving expenditures of this magnitude 
must of necessity be considered, studied and acted 
upon within the space of the crowded, demanding 
biennial Legislative session. This is a grave respon
sibility. Every effort should be made to assist de
liberations leading to such momentous legislative 
decisions. 

In attempting to discharge its task as conscien
tiously and responsibly as possible, the Committee 
has sought to subject the proposals for expanded 
programs of medical education to rigorous analysis. 
In the process, it became apparent that the data 
supplied in support of requests for legislative ap
propriations provide less than satisfactory guide
lines for determining with any degree of exactness 
the need and justification for the requested funds. 

The recommendation that the Legislature create 
a special commission to study medical education 
costs and benefits is aimed at resolving this prob
lem. This proposed Legislative study group would 
seek to stimulate the development of methods of 
presenting appropriation requests and budgets for 
medical education in a form which makes it possi
ble for the Legislature to properly assess the man
ner in which financial needs are determined and 
the probable benefits to be gained by the State 
from its investments in the training of physicians. 
The problem of cost analysis was less serious in 
past years, when the magnitude of such requests 
was significantly lower. Today, higher education 
represents the State's largest single area of expendi
ture. Since medical education represents the most 
costly form of higher education, it would seem the 
logical starting point for the development of such 
a budget and cost analysis system. 



Graduate Education 
The Committee's inquiries have shown that: 

the costs of medical education are con
siderable at all levels, graduate programs 
(residencies) may be only about half the cost 
of undergraduate programs in adding to Min
nesota's complement of physicians in practice. 

There is considerable evidence to suggest 
that doctors tend to establish practice in the 
area where they have received their graduate 
education. 
These findings are regarded as highly significant, 

and are borne out by the previously cited study of 
medical practice in Minnesota, which has con
cluded: 

"Analysis of the background of existing physi
cians suggests that the best way to obtain more 
practicing physicians for Minnesota would be 
to attract more Minnesota graduates to resi
dencies in Minnesota. Expanded residency 
programs for specific needs promises to be the 
single most rapid and productive approach. 
These should include affiliations with model 
rural community hospitals and clinics." 
Minnesota's excellent programs of graduate med-

ical education have been chiefly responsible for 
maintaining the balance, a virtually exact balance, 
between out-migration of Minnesota trained physi
cians and the in-migration of those trained else
where. To meet state needs, the retention and in
migration ratio must be increased to meet intensi
fied demand for medical care. Even without a rise 
in the present level of demand, this ratio must be 
increased to keep pace with the growth of the 
State's population. 

It is generally conceded that teaching hospitals 
with reputations for excellence expose physicians 
in training to patients who are anomalous both 
in terms of clinical conditions and socio-economic 
status. This experience deprives the physician of 
clinical experience which is representative of a di
versified community practice and tends to divert 
his interests to research, teaching, or specialization. 
Increased State support of graduate medical edu
cation will produce the desired returns only if 
graduate training programs afford representative 
clinical experience of a type which can be expected 
to develop interest in personal physician careers. 

his examination of the Hennepin County Gen-

eral Hospital proposal, Glenn W. Irwin, 
stressed the desirability of offering clinical experi
ence private patients, as well as those receiv
ing public assistance. 

"Many have predicted that this type of 
pital will be eliminated from the American 
scene. However, it is generally agreed that 
those institutions with innovative policies and 
programs will attain new levels of achieve
ments in the fields of community medicine, 
undergraduate medical education, graduate 
medical education, continuing education, as 
well as education in many of the health sci
ences. Such institutions will continue to pro
vide significant health care in the area, and 
should continue clinical research. In the case 
of the a new teaching facility is essen
tial if it is to continue to attract large num
bers of patients and to attract new full time 
staff which can develop and implement re
defined roles and responsibilities. The profes
sional staff and administration should create 
soon a professional fees plan so that an orderly 
transition can occur as the hospital attracts a 
higher percentage of private patients and pa
tients with insurance providing hospital and 
professional payments. The Hennepin County 
General Hospital should recognize that this 
will become an important source of income." 
The Committee concurs in this view and hence 

has recommended that appropriations for graduate 
education include the stipulation that hospitals re
ceiving this support develop methods of offering 
clinical experience involving both representative 
numbers of private, as well as public patients. The 
predicted decline in indigent teaching patients, as 
a consequence of Medicare and Medicaid, would 
seem to recommend this course of action, wholly 
apart from any other consideration. 

The Committee has concluded that increased 
support of postgraduate medical education offers 
an economical and reliable means of retaining and 
attracting physicians for the State. This has led to 
the general recommendation that State funds be 
appropriated for residency training programs di
rectly related to the training of personal physicians 
in geographical and community settings where in
creased supplies of medical manpower are most 
needed. 



recommendations which follow have been 
arrived at following an exhaustive study of the 
medical needs of State of Minnesota and the 
existing and potential resources available for their 
fulfillment. It should be clearly understood that 
these recommendations are presented as goals 
which the Legislature should, insofar as possible, 
assist in accomplishing. No attempt is made to 
assess the feasibility of immediate Legislative im
plementation of these proposals, which of course 
is subject to the availability of State funds. The 
Committee's recommendations are intended to indi
cate the measures required to correct and avert 
deficiencies in medical services, as distinct from 
the question of how these measures are to be fi
nanced. They seek to identify promising programs, 
set priorities on their development and indicate the 
needed, if not necessarily available, level of State 
funding which would be required to implement 

To restrict our recommendations solely to those 
measures which can be expected to receive prompt 
and favorable action by the Legislature would be 
to severely inhibit our ability to present fully the de
finitive findings of the Committee's study. The pro
posed course of action outlined herein is the prod
uct of one of the most thorough and searching 
analyses of medical education to be conducted by 
any Government body. Failure to present the con
clusions and implications derived from this study 
would mean overlooking much that has been 
learned through the voluminous testimony present
ed to the Committee in its numerous hearings, from 

authoritative body of information furnished by 
State and national authorities and from the diligent 
and thoughtful work of the medical institutions 
which presented detailed proposals to the Com
mittee. 

The cost figures included in this report should 
be understood as estimates of the State funds which 
would be required to implement the recommenda
tions and indicate desirable levels of funding. Their 
purpose is to provide a composite financial projec
tion of the need for State funds to advance medical 
education,- which can be related to the priorities 
and evaluation of probable benefits presented in the 
body of the report. This, if nothing else, can assist 
the Legislature in evaluating financial needs for 
medical education in the context of an ordered 
array of inter-related programs, contrast to the 
fragmented and piecemeal manner in which it nor
mally is obliged to make such assessments. 

Further, these estimates will help to define the 
extent of the State's ability, or willingness, to in
crease support of medical education in response 
to increased need and demand. Estimates of spe
cific financial requirements can help define the 
practical limits on the level of State increases in 
support of medical education. seems vital at 
a time when the medical institutions of the State 
must act aggressively and resourcefully to develop 
new sources of support for operational funds. The 
report of the Expert Advisory Panel of Medical 
School Deans and Medical Economists noted that 
Minnesota medical institutions have failed to take 
full advantage of funds available from non-State 
sources, such as the Regional Medical Program. 

Indeed, the major lesson to be gained from this 
report and the recommendations it contains may 
be the recognition that the medical institutions of 
the State, and the Legislature in its appropriate 
role, must exercise increased resourcefulness and 
ingenuity in marshalling all available sources for 
the financing of medical education to meet needs 
which the State, by itself, is incapable of meeting. 



ENCOURAGEMENT OF NEW FORMS OF 

MEDICAL CARE DELIVERY 

The Committee has sought to view medical edu
cation and its results as a continuum, seeking to 
determine how new programs, expanded programs, 
new technologies and new forms of organization 
and modes of delivery contribute to the objective 
of providing the highest attainable level of medical 
care to all of the citizens of Minnesota. By view
ing individual programs in this broad context, it 
is our purpose to attempt to identify the strategic 
points at which increased levels of State support 
will produce the highest level of benefits. 

In response to specific requests for proposals 
aimed at improving the distribution of medical 
manpower and medical services in Minnesota, the 
Committee received recommendations which, with 
two minor exceptions, were confined exclusively to 
conventional and traditional approaches to medical 
education. By singling out these proposals, the 
Committee hopes that it will encourage Minnesota 
health care providers to: 

Engage in open discussion and experimenta
tion with innovative forms of medical care re
organization and delivery. 
Develop projects that incorporate new organ
izational patterns and modes of medical care 
delivery. 
The Senate Committee offers the following spe

cific commendations: 

The Mayo Institutions, Rochester 
Representatives of the Mayo Institutions have 

indicated at least a tentative interest in developing 
affiliated group practice centers in rural commu
nities surrounding the Rochester area which now 
lack ideal medical care programs. These units 
would provide needed health care services and 
would be integrated with the developf!lent of the 
proposed Mayo Medical School. Since the kinds 
of physicians required to staff such units would 
be recruited and trained by Mayo and backed up 
by the resources of the Clinic, such a plan would 
presumably assure medical care of high quality for 
many Minnesotans for whom such care is not now 
readily available. 

The Committee has a strong interest in the de
velopment of programs which offer promise of re
dressing gross imbalances in the distribution of 
physicians. This interest stems from the concerns 
expressed in the preceding section of this Report. 

Strategically situated regional medical centers 
would provide the opportunity to test the effective
ness of an approach, which in the view of .the 
Chairman of the Expert Advisory Panel, Dr. 
George James, is the only reliable way of assuring 
adequate medical services to rural areas. 

While the proposal submitted by the Mayo Insti
tutions did not give as much prominence and em
phasis to such centers as they receive in this report, 
nor, indeed, make an unequivocal commitment to 
their establishment, the Committee considers pio
neering efforts of this type a matter of such vital 
import that it hopes to encourage the Mayo Clinic 
to solidify its position with respect to this program 
and proceed vigorously with its implementation. 
In token of this interest, the Committee recommends 
the appropriation of $100,000 to aid in advancing 
the development of a Mayo regional centers pro
gram. This recommendation is made with the twin 
proviso that such funds be applied to the develop
ment of peripheral regional medical centers and 
that the results accomplished during the 1969-71 
biennium be reported to the next session of the 
Legislature. Should the Mayo Institutions decline 
to accept the appropriation under these terms, it 
is recommended that proposals be elicited from 
other qualified medical groups with an interest in 
putting the available funds to use in setting up 
such centers. The proposed appropriation is ad
mittedly modest; it is based on the estimated cost 
of supporting the work of a core staff over a two
year period. Of greater importance than the amount 
is the possibility that this appropriation would as
sert the Legislature's strong interest in the estab
lishment of such programs and thus lend the sanc
tion of the State's lawmaking body to a form of 
needed innovation which some segments of the 
medical profession continue to resist. 

The School of Public 

Pursuant to a study of Minnesota's health care 
needs and problems, the University of Minnesota 
School of Public Health developed the primary de
sign for Project HEAL TH, an experimental ap
proach to the correction of health care shortages 
in rural communities. This plan would provide a 
comprehensive array of health services, including 
medical care, and might also be pro
grams of medical education through the College of 

Sciences. 



For the 1969-71 biennium, the Committee rec
ommends an appropriation of $100,000 to the 
School of Public Health to assist in the con
tinued development and implementation of Project 
HEAL TH. The Committee recognizes the necessity 
of obtaining additional funds for this purpose from 
private and other public sources. Again, this mod
est appropriation would signify the sincerity of the 
Legislature's interest in encouraging new forms of 
care and perhaps, for the reason stated above, help 
facilitate acceptance of such innovation. 

Two conditions should be attached to this appro-
priation: 

That acceptance of the appropriation shall be 
considered earnest of the intent to carry out 
the proposed program. 
That the officials of the College of Medical 
Sciences present to the 1971 Legislature a re
port on the progress and results attained dur
ing the biennium. 

ESTABLISHMENT OF A CONTINUING CENSUS OF 

PHYSICIAN MANPOWER AND DISTRIBUTION 

The Senate Committee believes that it is desira
ble to maintain an ongoing census of the number 
and distribution of physicians in Minnesota, which 
would provide information on the kinds of medical 
practice in which they are engaged and their loca
tions. If costly efforts are to be made to correct 
deficiencies in the number and distribution of Min
nesota physicians, then some method of gauging 
the effectiveness of these measures seems essential. 
The means of obtaining this information, and the 
manner in which it can be obtained, are readily 
available. 

The Committee therefore recommends that the 
Legislature request the Northlands Regional Med
ical Program to establish and maintain a manpower 
information system which will include current in
formation regarding the location and type of prac
tice of all Minnesota physicians. The Committee 
further recommends that the Board of Medical 
Examiners be instructed to modify the annual re
licensure application to elicit this additional infor
mation, and that such information be provided by 

Board of the Northlands Regional Medical 
Program office for purposes of maintaining the 
physician census. 

RECOMMENDATIONS REGARDING 

GRADUATE MEDICAL EDUCATION 

The Senate Committee has already stated its be
lief state support for programs of graduate 
medical education is both legitimate and highly 

desirable. State support for the selective expansion 
of residency programs offers a fast, effective and 
relatively inexpensive method of assuring the avail
ability of the number and kinds of physicians need
ed in Minnesota. 

Over the past half century, Minnesota's strong 
program of graduate medical education has con
sistently attracted as many physicians educated 
elsewhere to the State as have been lost through 
out-migration. 

The Committee's study has led to the general 
recommendation that State funds be appropriated 
for residency training programs which have as 
their goal the production of primary physicians. 
The Committee further recommends that such· ap
propriations include the stipulation that hospitals 
receiving this support develop methods for provid
ing clinical experience involving both private and 
public patients, preferably in geographic and com
munity settings where doctors are most needed. 
Specifically, the Committee recommends: 

Hennepin County General Hospital, Minneapolis 
Hennepin County General Hospital has a well

established capability for providing physicians to 
the State of Minnesota. Its proven ability to attract 
students to its graduate programs, and its empha
sis on medical practice, is a strong assurance that 
its proposed Family Practice Residency Program 
will contribute substantially to the number of per
sonal physicians needed in Minnesota. 

It is therefore recommended that the Legislature 
consider the appropriation of no less than $500,000 
for the biennium to Hennepin County General Hos
pital to implement its proposed Family Practice 
Residency Program which is scheduled to be inaug
urated the summer of 1970. This recommenda
tion is based on that portion of the estimated costs 
of Hennepin County General Hospital's total ex
pansion program which would be devoted to the 
education of primary physicians. Further, this ap
propriation should be contingent upon fulfillment 
of the condition, stated above, that private patients, 
as well as those receiving public aid, shall be in
cluded in the clinical program. In making this rec
ommendation, the Committee expects that Henne
pin County General Hospital will take full advan
tage of all available sources of payment for care 
provided by physicians to both private and public 
patients. 

The Senate Committee further recommends 
Hennepin County General Hospital be required to 
submit to the 1971 Legislature a report on 
Family 



costs of operation and sources of financial support, 
sufficient detail to enable the Legislature to cal

culate a per student cost by which to determine 
future appropriations. 

of Family Practice & Community 
College of Medical Sciences, 

University of Minnesota 

The University has placed strong emphasis on 
the establishment of the Department of Family 
Practice and Community Health program as a 
means of fulfilling the need for personal physicians 

medically deprived rural and urban areas. 
The program, as outlined, could produce dual 

benefits by providing much needed medical care 
through the facilities of rural and neighborhood 
medical centers, as well as by increasing the sup
ply of personal physicians through programs affil-
iated the centers. 

The University of Minnesota Medical School has 
requested a special appropriation of $738,780 to 
_._ ... .._.ll..,...._.ll,,..., this program for the biennium. The Com
mittee concurs that no less an amount is required 
to support a program of this magnitude. However, 
in the Committee's view, the University has an 
inherent obligation to train physicians needed to 
fulfill the health needs of the State of Minnesota. 
The training of physicians in family medicine 
should thus be considered a basic responsibility and 
an integral part of its overall function, rather than 
a special activity requiring a dedicated appropria
tion: The Committee takes the position that the 
medical school, along with all other academic di
visions of the University of Minnesota, should toe 
directly responsive to the needs of the State. This 
conception of the University's obligation to fulfill 
the practical needs of the State is completely con
sistent with the traditions of land-grant universities, 
and is, indeed, the fundamental principle of this 
concept of popular, public-supported education. 

It is therefore recommended that the 
Practice Program be carried forward under the 
general appropriation to the University of Minne
sota Medical School. It is also recommended that 
the University report to the next Legislature on the 
effectiveness of this program, to permit the Legis
lature to gauge its success in discharging its respon
sibility in meeting the critical need for physicans 
in family practice. 

In determining the general appropriation for the 
University Medical School, it will no doubt be 
necessary to take account of the need for addition-
al funds to support the Practice Program, 

future of this to produce fam-

ily physicians be placed jeopardy. However, 
principle that it is, and has been in the past, part 
of the University's basic responsibility to produce 
such physicians should be clearly established. There 
should be no misunderstanding that the Legislature 
accepts the premise that the University deserves 
special commendation or support for taking steps 
to r~medy a problem which can be considered the 
consequence of previous unresponsiveness to the 
needs of the State. 

Recommendations Regarding 
Medical Education in Minnesota 

The Senate Committee believes that Minnesota's 
unique resources for undergraduate medical edu
cation should be developed and expanded in order 
to alleviate existing physician shortages, and, 
ther, that this expansion can be regarded as a form 
of economic development offering potential col
lateral benefits to the State. This judgment is based 
on such findings as the following: 

addition to effecting changes in the distri
bution of the state's physicians, Minnesota 
must increase its production of doctors in or
der to overcome a present functional deficit 
of nearly 1,000 physicians. 

In view of basic policy changes now being 
formulated which will increasingly shift re
sponsibility for the fiscal support of medical 
education from State to Federal government, 
physician production can be regarded as a 
form of economic resource, and encourage
ment should be given to assist those Minne
sota groups proposing the establishment of 
new medical schools. 

Existing cost analysis practices make it ex
ceedingly difficult to determine the costs 
sources of financial support for medical 
cation, and to relate such costs to benefits 
realized in Minnesota. 

In comparison to the time costs required 
to establish a new medical school, most 
rapid and economical means for increasing 
physician production in Minnesota is by ex
pansion of the present College of Medical 
Sciences. 

Ongoing Study of Medical l:!.;aucl·mc'n 
Costs and 

In the course of its study, 
repeatedly encountered difficulty 
curate on costs 



cation and available sources of financial support 
for such education. An associated problem is that 
of relating medical training costs to the benefits 
gained. The attempt to base its findings on such 
cost-benefit ratios was a guiding principle of these 
inquiries. The Committee repeatedly pressed pro
ponents of various programs to project the probable 
gains in medical services for the State of Minnesota 
which could be expected from a given expenditure 
of funds. None, however, provided fully adequate 
data on this question, and a number confessed their 
inability to do so. 

The wide variations in the estimates of program 
costs submitted to the Committee indicate that 
medical educators do not agree on cost accounting 
procedures, the relationship of operational or train
ing costs, and capital cost components, the manner 
in which research grants contribute to educational 
costs, and other factors involved in the determina
tion of the costs of medical education. This has 
represented a severe handicap in attempting to ar
rive at recommendations on the funding of pro
grams. Prompted by the urgent need to set in motion 
efforts to correct and avert a medical manpower 
crisis, the Committee has been obliged to rely 
chiefly upon the estimates provided by applicants 
for funds and on the advice of authoritative ad
visors, including the members of the Expert Ad
visory Panel. The recommendations represent the 
Committee's considered judgment of the minimal 
amounts necessary to initiate programs whose delay 
could be detrimental to the State's present and 
future medical services. 

In view of the fact that medical education ranks 
as the most costly branch of higher education, 
there is an urgent need for more uniform and 
accurate data on the nature and justification of 
these costs. The Committee believes that recom
mendations contained in this report, should they 
be adopted, afford the opportunity to develop more 
reliable guidelines for evaluating expenditures for 
medical education. A number of the recommenda
tions involve programs which require the submis
sion to the Legislature of progress reports on their 
performance and effectiveness. They also involve 
formulas based upon support of medical education 
on a per student basis, which is regarded as a new 
and promising method of accurately assessing phy
sician training costs. It is therefore desirable to set 
up a Legislative review mechanism with the pur
pose of evaluating the performance of these pro
grams, and which would have the parallel purpose 
of developing accurate and uniform methods of 

analyzing costs and effectiveness. Such methods 
could provide the basis for uniform methods of 
presenting budgets and appropriation requests to 
the Legislature. 

The Committee therefore recommends the es
tablishment of a Legislative Interim Commission 
to perform these functions and the appropriation 
of a sum not to exceed $100,000 to support its 
activities and enable the Commission to engage 
appropriate professional staff assistance and expert 
consultation. 

The University of Minnesota 
College of Medical Sciences 

The expansion of undergraduate medical educa
tion, from the standpoint of numbers, if not neces
sarily selection of type and location of practice, can 
clearly be accomplished most efficiently and econ
omically through expansion of the existing program 
at the University of Minnesota Medical School, 
providing capital costs are held at a reasonable 
level. The University of Minnesota School of Med
icine is noted for a high level of excellence and 
conducts undergraduate training at a relatively low 
cost. 

At present, State support for undergraduate 
medical education at the University is reported to 
be just under $5,000 per student per year. Since 
this amount falls below the median level of support 
provided to comparable state-supported institutions, 
the Committee recommends that this basic support 
be increased. It is further recommended that the 
Legislature adopt the principle of determining bi
ennial appropriations for undergraduate medical 
education on a per student basis, and that such 
capitation allowances in the future include both 
operating and capital costs. 

As a guideline for the Legislature, the Commit
tee sought to determine the minimal increase re
quired to meet the needs of the Medical School 
undergraduate program. It did so by means of 
consultations between a member of its Expert Ad
visory Panel and officials of the Medical School. 
On the basis of this information, the Committee 
recommends that, for the coming biennium, an 
appropriation be made equal to the sum of $10,000 
per student enrolled per year. 

The Committee assumes that any increased ap
propriation for undergraduate medical education 
at the College of Medical Sciences will also cover 
costs incurred by the Hennepin County General 
Hospital, St. Paul-Ramsey Hospital, and other hos
pitals with which the College of Medical Sciences 
may affiliate for clinical instruction of undergrad-



uate medical students, and that the College of 
Medical Sciences will arrange to remunerate these 
institutions for such costs. 

The Committee has taken careful note of the 
extensive study of the existing curriculum for un
dergraduate medical education conducted by the 
College of Medical Sciences and expresses the hope 
that the proposed revisions in curriculum will be 
implemented as scheduled. 

The Senate Committee has reviewed the pro
posed expansion of the number of transfer students 
accepted by the College of Medical Sciences from 
the two-year Dakota Schools, and recommends 
that legislative action be postponed pending the 
outcome of a continued study of the costs and 
benefits that may be expected to result from imple
mentation of this proposal. The Committee offers 
the following judgments regarding this proposal 
at the present time: 

Any agreement with the Dakota Schools, and 
with the states of North and South Dakota, 
should be based on more precise information 
regarding the per student costs of undergrad
uate medical education, including both oper
ational and capital costs. 

Any agreement with the states of North and 
South Dakota should require those states to 
bear the same proportion of per student costs 
borne by the State of Minnesota in its support 
of undergraduate medical education at the 
College of Medical Sciences. 

The Senate Committee has studied the proposed 
plan to expand the Health Sciences Center at the 
University of Minnesota in the context of its con
cerns for providing physicians' services for Min
nesota, and has found it difficult to relate this pro
posed capital outlay to the programs proposed and 
to the criteria which have guided the Committee's 
study. The Committee recommends that the Legis
lature postpone any action regarding this building 
expansion proposal, pending additional study of 
the plan and its functional relationship to present 
and proposed expansions of educational and health 
services programs at the University. 

The Proposed Mayo Medical School, Rochester 
There can be no question that a Mayo medical 

school would be a superlative institution. The bene
fits which would accrue td the State of Minnesota 
from State support of such a medical school are 
less clear. Mayo officials have been straightforward 
in declaring that they envision a medical school 
which would be pre-eminently national in influence 

and impact. However, this should not preclude con
sideration of some level of State participation in 
the support of a school in Rochester. The estab
lishment of the peripheral group practice centers 
discussed earlier could, for example, produce very 
direct benefits for Minnesota. Less direct, but no 
less worthy of consideration, are benefits to be 
gained from State encouragement of this program 
as it relates to the goal of fully exploiting Minne
sota's potential as a producer of medical manpower 
for the nation as a form of economic development. 

The Senate Committee recommends that the 
Legislature consider the provision of financial sup
port for the operation of the proposed Medical 
School based on an approximation of $8,000 per 
Minnesota resident enrolled per year. This per 
student amount is derived from Mayo's estimate 
that the total annual per student cost will approxi
mate $16,000, half of which will be sought from 
"other sources." Obviously, the Committee can 
only estimate the number of Minnesota residents 
who will be enrolled in the proposed first-year class 
of 1970-1971. For the sake of providing Legisla
tive guidelines, this estimate has been arbitrarily 
set at ten, but the Committee freely admits that 
the number could be larger. 

The Committee recommends that state support 
for the Mayo Medical School be directed toward 
support of its operational costs, and assumes that 
the Mayo Institutions will obtain necessary capital 
funds from private and Federal government sources. 

The Northern Minnesota Council for 
Medical Education, Duluth 

The Committee assumes that the existing Med
ical School in Minneapolis is nearing the limit of 
its enrollment potential, and that the University of 
Minnesota at Duluth offers a logical site for future 
expansion of University-sponsored medical educa
tion. A second medical school situated in Duluth, 
if it established a truly innovative and relevant pro
gram, could play a unique role in providing pri
mary physicians for a large segment of the State 
where such services are lacking. 

The Committee therefore recommends that the 
Legislature appropriate a one-time planning grant 
of $200,000 as an expression of its interest in 
assisting the Northern Minnesota Council for Med
ical Education in the elaboration of a distinctly 
innovative program for medical education. The 
Committee has determined the amount of this sug
gested appropriation in counsel with its Expert 
Advisory Panel, whose members are familiar with 



cost requirements of such planning activities. 
The Committee further recommends that the 

planning grant be made with the requirement that 
the Northern Minnesota Council for Medical Edu
cation submit a detailed report to the 1971 Legis
lature describing the program it has developed, and 
the progress made in assuring its effective imple
mentation. The Committee would anticipate that 
such a report would discuss such aspects of medical 
education as: 

Organization and delivery forms as they relate 
to the distribution of physicians in rural areas 
of Minnesota. 

The manner in which the proposed curricu
lum, clinical facilities, student selection poli
cies, and other aspects of the program will 
promote the objective of training practicing 
physicians for Minnesota. 

Detailed estimates of the anticipated costs of 
its proposed program, including both capital 
and operating costs, and estimates of the 
sources and amounts of financial support re
quired to implement the program. 

The Northern Association For 
Medical Education, St. Paul 

Leaders of the Northern Association for Medi
cal Education (NAME) have exerted determined 
efforts to alleviate Minnesota's physician shortage 
problems by establishment of a medical school in 
St. Paul. The Committee believes that such a school 
could contribute significantly to the production of 
family physicians for Minnesota practice. 

The Committee therefore recommends that the 
Legislature appropriate the amount of $200,000 

to the Northern Association for Medical Education 
as a one-time planning grant in token of its interest 
in helping NAME to obtain additional essential 
commitments and develop its program. The Com
mittee bases this appropriation on the suggestion 
of its Expert Advisory Panel, and on its familiarity 
wth the cost requirements of such planning activi
ties. NAME could be expected to provide a like 
amount as its contribution to this developmental 
planning. 

The Committee recommends that the appropri
ation be made with the stipulation that NAME 
be requjred to submit to the 1971 Legislature a 
progress report indicative of the achievement of: 

Firm agreements with appropriate educational 
institutions to assure proper academic affilia
tion for the proposed medical school. 

Specific affiliation agreements with one or 
more appropriate teaching hospitals. 

A statement from the Liaison Committee on 
Accreditation of the American Medical Asso
ciation and the Association of American Med
ical Colleges indicating that it may expect 
"reasonable assurance of accreditation." 

Detailed estimates of operational and capital 
costs of the proposed medical school to enable 
the Legislature to arrive at a per capita form
ula on which to determine future financial 
support. 

Assured financial support from private sources 
for both capital and operational costs of the 
proposed school. 



--------------------------------------
SUMMARY OF SUGGESTED APPROPRIATIONS 1969-1971 

I. S'uggested appropriations for recom
mendations regarding medical care 
organization and physician distribution: 
A. Developmental Projects 

1 . Mayo Foundation, Rochester 
2. Project School 

of Public Health 
B. Continuing Census .............. . 

II. Suggested appropriations for recom
mendations regarding graduate 
medical education ....... . 
A. Hennepin County General 

Hospital, Minneapolis 
B. Department of family Practice & 

Community Health, University of Minne
sota College of Medical Sciences 

Ill. Suggested appropriation for recom
mendations regarding undergraduate 
medical education ......... . 
A. Study of the Costs of Medical Education 
B. University of Minnesota College 

of Medical Sciences ..... . 
Suggested biennial appropriation based 
on annual per capita award of 
$10,000 per undergraduate student 
enrolled (N 630) 

. $100,000 

. $100,000 

C. Mayo Medical School, Rochester 
Suggested appropriation based on _a per 
student annual award of $8,000 for each 
Minnesota resident enrolled, and esti
mating ten students from Minnesota in 
first class, fall, 1970. 

D. Northern Minnesota Council for 
Medical Education, Duluth ........... . 

E. Northern Association for Medical Edu-
cation, St. Paul . . . . . ...... . 

$200,000 
$200,000 

- 0 -

$500,000 

$500,000 

($738,780)* 

$13, 180,000 
$100,000 

$12,600,000 

$ 80,000 

$200,000 

$200,000 

Grand Total, all proposed recommendations 
at suggested appropriations . . $13,880,000 
*To be allocated from general appropriation to University of Minnesota Medical 

School. 



Introduction 
The Senate Subcommittee on Medical Education 

appointed a special advisory panel composed of 
five medical school deans and two medical econo
mists to recommend appropriate priorities for the 
State's next efforts in medical education. The fol
lowing individuals were asked to serve: 

George James, M. D., Chairman 
Dean, Mount Sinai School of Medicine 
New York City, New York 

John J. Conger, 
Dean, University of Colorado School of 

Medicine 
Denver, Colorado 

Roger Egeberg, M. D. 
Dean, University of Southern California 

School of Medicine 
Los Angeles, California 

John R. Hogness, M. D. 
Dean, University of Washington 

School of Medicine 
Seattle, Washington 

Glenn W. Irwin, M. D. 
Dean, Indiana University School of Medicine 
Indianapolis, Indiana 

Rashi Fein, 
Professor of the Economics of Medicine 
Harvard University: School of Medicine and 

John Fitzgerald Kennedy School of 
Government 

Boston, Massachusetts 

Paul Feldstein, Ph.D., Professor of Medical 
Economics, Program in Hospital Administra
tion, University of Michigan 
Ann Arbor, Michigan 

All but Dr. Conger were able to attend a two-day 
session in Minnesota on January 9-11, 1969. At 
this time site visits were made by at least two mem
bers of the panel to Duluth, University of Minne
sota School of Medicine; NAME; Minnesota Hos
pitals, and Hennepin County Hospital. The panel 
had a group meeting with Drs. Pruitt, Code, Beahrs 
and Mr. Shuster of the Mayo Clinic to discuss their 
interest in the development of a medical school. 
Although Dr. Conger could not take part in the 
visit to Minnesota he submitted comments based 

on a study of the submitted documents and re
viewed and participated in all panel reports. 

Background 
The panel was supplied with the proposals by 

the several groups which were site visited on J anu
ary 9-11, 1969. In addition, its members were 
given the "Study Procedure" bulletin dated Novem
ber 8, 1968 which provided the guidelines for their 
study. The major features of the panel's assignment 
were to be as follows: 

1. To review the various proposals made by 
groups interested in receiving state funds in 
support of medical education. 

2. To participate in site visits to those who had 
made proposals. 

3. In their review the panel was to give empha
sis to: 

a. The training of 100 additional physicians 
annually in Minnesota. 

b. Assuring that 65 per cent of these new 
physicians would specialize in the prac
tice of primary health care or a related 
practice. 

c. Assisting in making physicians' services 
available in all parts of Minnesota, es
pecially in rural areas and urban ghettos. 

d. Providing a location and organization that 
can provide an appropriate environment 
and the necessary resources to permit and 
support the proposed program of medical 
education. 

e. The necessity of producing and retaining 
suitably trained physicians at lowest 
annual cost per retained graduate. 

f. The requirement that all new programs of 
medical education would meet appropri
ate accreditation standards. 

General 
The panel wishes to go on record at the outset 

by stating that the training of additional numbers 



of new physicians is an important but not the sole, 
or even a sufficient, means of meeting the laudable 
goals for adequate medical care expressed in the 
various documents made available by the Senate 
Subcommittee. There are many aspects to the 
provement of both the quality and distribution of 
medical care dependent on such factors as the 
availability of facilities, numbers and types of avail
able allied health workers, the organization of the 
medical care effort, the professional stimulation 
available to health professionals, the development 
of new research knowledge, and many more. 

Nevertheless, there is no doubt that the State of 
Minnesota has not yet supported medical education 
to the extent of either quantity of students or the 
amount of funds per student which should be ex
pected of a state of this size and resources. Almost 
any reasonable plan for improving the state's medi
cal care program would, therefore, require a major 
increase in the support for medical education. This 
will require more effort aimed primarily at under
graduate medical education coupled with some 
selective attention to graduate (intern and resident) 
education. 

UNIVERSITY OF MINNESOTA 

One of this nation's greatest medical schools, the 
University of Minnesota, is applying to the State 
Legislature for the funds with which to expand its 
present first-year class from 160 to 200 students, to 
admit more third-year students from the Dakota 
two~year medical schools, develop an accelerated 
three-year medical school program, increase its 
commitments to graduate medical education, revise 
and modernize the medical curriculum to make it 
more relevant to our society and develop a new 
curriculum track in family practice and community 
health. 

The pertinent material from this proposal is 
abridged in the Summary of Proposals for Expand
ing Medical Education in Minnesota. 

The Site Visit 
On January 13, 1969, Drs. Rashi Fein and 

George James met with Dean Robert Howard and 
several of his Associate Deans and Department 
Chairmen. The following facts were learned: 

1. Compared to other states Minnesota appro
priates relatively less per medical student to 
its medical school. With the coming cuts in 
Federal research funds, a serious threat to 
the existing medical school is posed by the 
possibility that the State would commit itself 
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It is of interest that each of aspirants for a 
new medical school promises its first new or ex
panded class in about five years, and each also 
promises to highlight family medical practice. 

The University of Minnesota 
The University of Minnesota holds a central 

position in the possibilities for new medical schools. 
Except for the still vague possibility that some 
college in St. Paul (unidentified to the panel) or 
some collection of local colleges there might wish 
to establish a university, the State University ap
pears to be the academic base for any new medical 
school. This is of particular interest because, if the 
University so wished, it has the academic potential 
which, when coupled with appropriate funds, could 
support medical education at any of the sites pro
posed. Hence, if the Regent's Statement on Medical 
Education in Minnesota is taken at face value then 
the efforts at expanding the existing medical school, 
the new program at the Mayo Clinic and the 
gradual development of a program at are 
all in view. 

to the support of a new medical school at this 
time. At present only one-quarter of the staff 
and one-third of the medical school's capital 
construction costs are born by the State. If 
the present medical school were forced to 
begin a steady program of competition for 
State funds now, there is real fear that faculty 
morale will slip and quality will deteriorate. 

2. The plans for the new Department of Family 
Practice and Community Health are excel
lent, well formed, well staffed and have the 
support of the clinical faculty. The plans to 
affiliate this program with neighborhood 
health centers to support the health services 
for the slums has, indeed, already begun. 

3. The University of Minnesota knows how to 
run a medical school and can be expected 
to deliver on its promises with respect to the 
40 new students within the five-year period. 
On the other hand its ability to deliver on 
its promises with respect to the admission of 
more third-year students from the Dakotas 
is not secure. Many other medical schools 
are eagerly seeking the graduates of these 
two-year programs. individual 
can decide for himself, and 
ence indicates that he is remarkably 

and ., .......... .c.r11,~1"'J>hlo 



4. The University is clearly in the best position 
to continue to build strong programs for the 
allied health professional worker. These cate
gories of workers are becoming increasingly 
important to the ultimate ability of the nation 
to meet the health demands of its citizens. 

5. The University of Minnesota program is tied 
in with the upgrading of several already good 
medical institutions, such as the Hennepin 
County General Hospital St. Paul-Ram
sey Hospital. 

6. The new innovative curriculum has received 
an overwhelming endorsement from the 
faculty. 

7. Most of this Medical School's students are 
Minnesotans and large numbers of the new 
students admitted under the expansion pro
gram can be expected to remain The 
School now does have well-qualified ap-
plicants available to an expanded class. 

8. On the other hand several disadvantages do 
exist with respect to this proposal in compe
tition with the other proposals: 

a. It offers no speedier program for the train
ing of the requisite number of physicians. 
Actually the class expansion will only give 
40 instead of the desired 60 - 65. The 
three-year curriculum will add one year~s 

NORTHERN ASSOCIATION FOR MEDICAL EDUCATION 

(NAME) 
Organized in 1958, NAME is led by a group of 

500 physicians on the staffs of the St. Paul hos
pitals. This group has developed a Board of Direc
tors and a lay Executive Director. Their mission 
has been to combat the expected worsening short
age of physicians and to create a new school of 
medicine located in St. Paul and working in con
junction with a number of the local hospitals. 

The pertinent material from the NAME propo
sal is abridged in the Senate Interim Committee on 
Medical Education's Summary of Proposals for Ex
panding Medical Education Minnesota. 

The Site Visit 
The site visit was made on January 13, 1969 by 

Dr. Rashi Fein and Dr. George James. Mr. 
back, Dr. Felder and at times six other physicians 
represented the major St. Paul hospitals (other 

increment of physicians-but only add it 
once. However, the cost per physician 

will be less, unless the new pro
gram necessitates a longer residency 
period. 

b. It offers no new location, and hence does 
not as much with the distribution of 
physicians around the state or the upgrad
ing of a new set of hospitals for residency 
training. 

c. is an ultimate useful upward limit 
of class size. Although 200 students are 
not beyond this limit, the State may wish 
to give priority to an area which has addi
tional potential for later growth. 

Conclusions 
It should be a foregone conclusion that the Uni

versity of Minnesota School of Medicine will even
tually be enlarged. It should also be strengthened 
and assisted on its path to streamline and modern
ize its educational program. On the other hand, a 
state the size of Minnesota should have medical 
schools in other locations. As these are developed, 
great care must be taken not to harm the existing 
program. In fact, this program will require exten
sive new State support during the coming years, if 
it is to retain its present status as one of the nation's 
leading schools. 

DR. GEORGE JAMES 
DR. RASHI FEIN 

than St. Paul-Ramsey) and took part in the dis
cussions. 

The beginning of efforts for a local regional 
plan in 1959 led to the solicitation of more than 
$200,000 from about 700 contributors, thereby 
supporting NAME program of study and plan
ning. There has been real interest expressed in 
NAME's proposed program on the part of this 
wide representation of local citizens. Several major 
wealthy foundations have indicated their willing-
ness to million ...,a1u.1.11..cu 

gram in a way which would take care of the total 
local share of the cost (about $4 to $6 million), 
the remainder being expected, and reasonably so, 
from Federal funds. There are, however, two con
ditions to this funding possibility: 

1. The foundation under consideration 
its major assets tied up in litigation. The 

date of final settlement is uncertain. 
2. All significant foundation contributions to 

capital program are said to be contingent 



upon reasonable evidence that NAME can 
obtain the necessary operating funds for the 
new medical school. As indicated in the pro
posal, $6,000 per student is required from 
annual future state appropriations. 

Two sites in St. Paul, each offering ready access 
to several leading hospitals within a campus area, 
have been studied by an architect. Either plan is 
said to be both practically and economically feasi
ble within the planned cost potential of NAME. 
Plan A in particular would organize an effective 
group of four hospitals with from 1,200 to 1,500 
beds within a single "superblock" campus area in 
the heart of the city with room for the construction 
of basic science facilities as well. It is true, how
ever, that these four hospitals now have great dif
ficulty attracting American-trained interns. The 
earliest possible date for completion of all facilities 
and admission of the first class would be in five 
years. 

The leading physicians in the group led by Dr. 
Davitt Felder have interviewed a number of poten
tial Deans who are said to have been interested 
in accepting the challenge of NAME's proposed 
program of training family physicians. In this cur
riculum they propose to use the practicing physi
cian's office as a teaching center as well as the 
hospital bedside. 

The problem of an adequate and meaningful 
university-type academic affiliation has been ex
plored. At the moment three possible plans are 
being investigated: 

1. The University of Minnesota-NAME's Di
rectors are not willing to place themselves 
under the control of the existing medical 
school at Minneapolis, but they are quite 
amenable to accepting the leadership of the 
President of the University and the Board of 
Regents as a new university entity with its 
own advisory board. Preliminary discussions 
have already been held with the President of 
the University, but no commitments have 
been made by either side. 

2. A consortium of local colleges-There are 
many colleges in St. Paul which offer pro
grams, mainly at the Baccalaureate level, al
though some Master's degree programs do 
exist. An organization of these institutions 
was formed, elected a Chairman and has dis
cussed the possibility of such a consortium 
leading to the development of Doctoral pro
grams including one in medicine. Of late this 
group has been sponsors 

believe that the agreement by the State to 
fund the operation of a medical school would 
speedily reactivate the interest of the colleges 
in this arrangement. 

3. One particular college, said to have a strong 
academic program but not otherwise identi
fied to the site visitors, is reportedly willing 
to become a university together with NAME's 
new medical school. This plan also requires 
the promise of state operating funds for the 
medical school before the President of the 
specific college will be willing to explore the 
matter further. 

Critique 
The NAME proposal has the following factors 

in its favor: 
1. It does have a feasible architect's plan for 

an available site adjacent to four good hos
pitals, totaling 1,200-1,500 beds. 

2. The Minneapolis-St. Paul metropolitan area 
is sufficiently large to support another medi
cal school, and it is logical to locate that 
school in St. Paul, where a large number of 
available hospitals are located and there is 
great medical sophistication. This program 
would upgrade the quality of medical care 
in these hospitals. 

3. The numerically extensive local support in 
St. Paul is an indication of further support in 
the future. However, so far the number of 
supporters has been more significant than the 
size of the individual contributions or pledges. 

4. The dedication and enthusiasm of the local 
physicians who are accepting the leadership 
role is very great. They do impress the ob
server with their commitment to the family 
physician type of medical care and medical 
education program. 

5. The future willingness to raise private funds 
for medical education of this group must be 
recognized as a useful way of potentially re
ducing the demands on state funds. 

6. There are possible arrangements which can 
be made for an academic affiliation. 

7. It offers the hope for a new class of 64 stu
dents in five years, the same delay which 
exists with each of the other applicants. 

The NAME proposal has the following weak
nesses: 

1. The academic 
described and no 

an ac::i.dt~m:Lc 



time to achieve such an arrangement may 
well add years to delay before 

first class of medical students is admitted. 
If the University of Minnesota is that aca
demic institution, extent of input 
from the other branches of the University 
has not yet been planned. If it is to one 
of St. Paul colleges or a consortium of 

then not only will the academic rela
tionships have to be worked out, but there is 
no information available to prove that 
these institutions now have, or can rapidly de
velop the appropriate program for an aca
demic sponsor of a medical school. A mod
ern medical school should be related to strong 
programs in the allied health professional 
fields, basic science, social science and econ
omic fields. 

2. The building which are from 
local foundations are by no means assured. 
The litigation which now ties up most 
likely large giver may result in extensive de
lays. 

3. The NAME group of physicians are, for 
most part, not now engaged in active under
graduate medical education. 

4. Very few non-public medical schools have 
been started during last two decades. 
When they have been started there has usu
ally been either extensive funding committed 
_in advance or the direct promise of extensive 
funding. 

5. Another medical school in the St. Paul area 
would not provide as much of an inducement 

THE NORTHERN MINNESOTA COUNCIL FOR 

MEDICAL EDUCATION (DULUTH) 

This report presents an evaluation of the po
tential of the University of Minnesota at Duluth 
(UMD) as a source of additional qualified physi
cians, with a high proportion staying in Minnesota. 

The people of Minnesota want-within the limits 
of financial feasibility-to make a substantial addi
tion to the number of physicians practicing in Min
nesota, particularly in communities outside the 
three or four larger cities. 

General Background 
The method of delivery of medical care (now 

more broadly termed care) has changed 
relatively during the past 10 or 20 centuries, 
while the advances in medical knowledge have 

to the spread of physicians in 
state the present 

area which is already the home of a .1..1..1.vu.1.1o.-.i;i..l 

school. 

Conclusion 

While the and broad local citizen 
base of NAME group are highly commendable 
and proposed program useful in~ scope and 
content, incomplete nature of the essential ele-
ments in the program suggest this is not yet 
one of the best prospects for the State of Minnesota. 
On the other this group should encour
aged to plan further. At some future date it does 
appear reasonable that a medical school will exist 

St. 
It is therefore recommended that the Legisla

ture consider the desirability of making a small 
one-time grant of about $200,000 to 

as a token of its interest in helping 
group to obtain additional essential commitments 

develop its program. The legislature need not 
at this time promise to supply operating 
any finite period, which may well be far beyond 
the expected five years. By that time extensive Fed
eral funds may be available to help meet the costs 
of medical education. It does appear likely 
if the NAME does become feasible and 
are no other sources of funds, the State of Minne
sota would do well to support this additional num
ber of new medical students despite its intervening 
commitment to some other school. 

DR. GEORGE JAMES 

DR. RASHI FEIN 

doubled the information pool available to 
health sciences in the past thirty years. Therefore, 
it is now possible to save lives, shorten illness and 
return to normal living large numbers of people who 
could not have received these benefits before. It 
is more important now than ever that adequate 
health care be available to 

To accomplish is 
be feasible through closer cooperation between doc
tors, nurses, technicians, etc. working as teams. 
New methods of health care delivery are now 
explored and worked out,. Definite patterns some
what different from the present ones 
edly be available by the time additional physicians 
are trained in new programs proposed. the State 
of Minnesota. Therefore one must expect to answer 
Minnesota's problem in a better and more realistic 
way than will be possible by copying patterns 



worked well when our scientific knowledge was 
very very much less and costs of medical 
cation one-twentieth those of today. 

New educational programs must be designed to 
meet needs of the future, not patterned on the 
past. For example, primary physicians will make 
increasing use of specially trained nurses or tech
nicians to extend hands out into larger areas 
and thus enable them to care for more patients. 
The nurse-technicians will be able to do things 
which they are specifically trained to do expertly, 
performing tasks which now make up at least 50 
rercent of a physician's work. It is probable that 
much of medicine will be practiced in some such 
way eight or ten years from now. The proposals 
before us should be evaluated against this back
ground. 

The University of Minnesota at Duluth is rapid
ly evolving into a full-fledged University. It has 
doubled its enrollment, faculty and disciplines in 
a very few years and it will probably increase its 
enrollment from 5,000 to 10,000 in the next five 
years. It has now a sound basis in the sciences, the 
humanities, the social sciences and the arts-and 
an excellent library with great potential. A num
ber of Master's degree programs are currently in 
operation and it is anticipated that Ph.D. programs 
will be developed in conjunction with the Graduate 
School of the University. A School of Social Work 
has been approved and is under development. It 
is already an intellectual center for the great north
ern reaches of the State. 

On its more than 200-acre campus overlooking 
Lake Superior, it has a 40-acre plot available 
for a medical school which it estimates would cost 
$30 to $35 million to build. This figure is prob
ably realistic to establish the initial functioning 
units, but the Medical Center will eventually cost 
more as necessary additions are made. 

The Provost and Vice Provost of the University 
are competent, realistic men who, on the one hand, 
are clearly dedicated to the establishment of a first
class, innovative program designed to meet 
needs of the State, but on the other hand, have 
given careful consideration to the impact of such 
a program on the University at Duluth. 

A Planning Committee made up of representa
tives of the University and of the community of 
practicing physicians has worked very effectively 
together, has consulted outside authorities in 
this field of medical education and has put together 
a thoughtful and well-organized proposal. 

While a 250-400 bed University Hospital will 

be necessary and important for the long-range de
velopment of the medical center, the present hos
pital situation in Duluth is a fortunate pro
pitious one. has three outstanding hospitals, 
a new and excellent rehabilitation clinic and a men
tal hygiene clinic. The hospitals are St. Luke's, St. 
Mary's and Miller. The rehabilitation clinic is at
tached to the Miller Hospital and the mental hy
giene clinic is free standing. St. Luke's and St. 
Mary's are completing major expansion programs 
that will bring their capacities to approximately 
500 beds each and Miller is about to go to bid on 
an addition that will bring its capacity to 
beds. The first floors of Miller will accommodate 
the state, county and city health departments and 
Federal health related offices and most of the exist
ing hospital will be remodeled as offices and 
research laboratories. An impressive amount of 
space will be available for these functions. St. 
Luke's and St. Mary's have ample space to allow 
for remodeling teaching space, including small 
classrooms. Each has an amphitheater. All three 
hospitals would seem to be very well run and a 
large proportion of physicians belong to the medi
cal staffs of all three hospitals. 

Personnel 

Greater Duluth has approximately 100 physi
cians of whom roughly two-thirds are specialists 
and the other one-third general practitioners. One 
could draw a part-time clinical staff from among 
these. There is a long-standing tradition of teaching 
in these hospitals since they run active internship 
programs which are filled, or nearly filled, every 
year. The clinical staffs proudly point out that the 
Duluth hospitals have more interns than all of the 
other non-University affiliated hospitals in the State 
put together. 

To get a school started basic scientists would 
need to be brought in and appropriate departments 
developed at the University. In addition, a core of 
full-time clinical faculty would need to be added 
in all major clinical areas. These needs are well 
recognized by both University 
practicing community. The appointment of an ap
propriate dean dedicated to the training of a high 
proportion of primary physicians (general practi
tioners) would of course be critical in the develop
ment of the school along the lines outlined 
proposal. He could shape his faculty and choose 
his departmental chairmen with the ·aims expressed 
by the legislature. Using his faculty and the knowl-
edgeable practitioners of Duluth school could 
drive home the challenge of broad scope of 



care problems of 
care to its students. 

Applicants to medical school could be se-
lected who would have a strong leaning and a 
great likelihood of going into practice in 
sota. There is evidence a significant number 
of such students could be recruited from the North
ern areas of the State and elsewhere, of course. 

Postgraduate 
The postgraduate programs (internship, residen-

and, later, fellowships) of three hospitals 
totaling 1200-1300 beds and the examples set there 

further, and very direct 
training of the graduates of U.M.D. and other med
ical schools toward the practice of medicine in 
Minnesota with emphasis on practice in the rural 
areas. 

important point here is that this medical 
school with a fresh start, away from the influence 
of the more conventional medical school patterns 
of the big city, could really address itself to this 
pressing and exciting problem with pride, nn-nnh, 1 n

ited by previous commitments, attitudes, postures 
and conventions, factors which envelop most exist
ing medical schools with strong forces which inhibit 
radical change. 

Conclusions 
The primary advantages of this plan in filling 

Minnesota's need for medical manpower are: 
1. With the prestige of a great University behind 

NOTE ON THE MAYO PROGRAM 

group meeting of the Panel with members 
of the Mayo staff, together with the Chairman and 
Secretary of the Senate Subcommittee, provided 
much information of interest. However, this can
not be considered the equivalent of a site visit. The 
Panel did not receive the Mayo Clinic proposal 
until the day of group meeting. session was 
not geared to the same probing type of fact finding 
which characterized the site visits held with the 
other proposers, both because of this lack of time 
to review the proposal and formulate questions as 
well as nature of the group meeting itself. Nev
ertheless, the panel recognizes the great scientific 
ability, sincerity, and medical skill of the Mayo 

draw to its 
group of scientists and who 
carry out aim of training physicians 
practice in Minnesota. appropriate 
selection faculty could attract accept 
a proportion of students who would 
fer to practice in the less densely settled areas 
of State. 

2. Because it would exist it could 
self become the center of consultative support 

be a great force for of 
level of patient care. 

3. It could be the mainspring of continuing 
ucation for the profession 's, 
nurses, social workers, technicians, etc.) in 

of Northern Minnesota. 

Secondary 

1. A U.M.D. medical school could serve as a 
great additional impetus to 
of higher education in the 
the State. 

2. It would provide work for 2,000-4,000 peo-
ple-college educated most part. 

3. The presence of this large of highly 
trained people will serve to strengthen 
cultural development of and stimu
late, secondarily, industrial and other devel
opments of the northern regions of the State. 

A"'-'LI"UIJU.L'\. 0. EGEBERG 

JOHN R. ROGNESS 

Clinic and feels certain that, if backed by an ex
pansion of the University of Minnesota at Roches
ter, this institution could be the site of a great 
medical school. 

In keeping with the -guidelines given panel, 
its members believe that the Mayo School of Medi-
cine more state 
hence will tend to attract most of its students from 
outside the State and return them to other states as 

The panel, therefore, does not look upon 
Mayo proposal as a replacement for of any 
of the others, which they are more to 
supply physicians to actual family practice of 
...,,.,,..,.,.,,,.,.,,,.,.""' in Minnesota. 



HENNEPIN COUNTY GENERAL HOSPITAL PROPOSAL 

Advisory Panel agreed that 
County General Hospital is and should 
~~~, .... ~ ... ,..,. to be a major institution providing a full 
range of quality health care. This hospital also 
has a record of attracting ...... a,.,.11. ..... .., 

residents who are graduates of many 
medical schools, University 
nesota. Interns and residents tend to practice in the 

take these training 
programs; County General Hospital 
provides significant physician manpower to 
nesota. 

hn1'.1ornw Role of the 

The discussed at length the future of 
lie hospitals such as the Many have pre-
dicted this type hospital will be eliminated 
from American scene. it is generally 
agreed those institutions innovative poli-
cies and programs will attain new levels of achieve
ments in the field of community medicine, under
graduate medical education, graduate medical edu
cation, continuing education, as well as education 

many of the health sciences. Such institutions 
continue to provide significant health care in 
area, and should continue clinical research. In 
case of the a new teaching facility is 

essential if it is to continue to attract large num
bers of patients and to attract new full-time staff 
which can develop and implement redefined roles 
and responsibilities. The professional staff and ad
ministration should create soon a professional fees 
plan so that an orderly transition can occur as the 
hospital attracts a higher percentage of private 
patients and patients with insurance providing 
hospital and professional payments. The HCGH 
should recognize this become an important 
source of income. 

of close 

MINNEAPOLIS MEDICAL CENTER, 

members of the Advisory Panel were par-
ticularly interested this unique proposal to com-

the resources. of five geographically proximate 
institutions into a single hospital complex . which 
would offer internship, residency and allied health 
educational programs. It was our understanding 

following institutions would comprise 
Minneapolis Medical Center, ; Ken-

Rehabilitation Institute, Sinai Hospital, 

working relationships with University of 
nesota College of Medical Sciences. 
lieves that this relationship should always be 

good order because both institutions 
strengthened by a meaningful partnership. A sec
ond class staff or educational program must not 
be allowed to develop at 

approves the proposed expansion of 
staff, students, interns, residents and new programs 

I (see p. 20) using the present physi
cal facility. This should be considered an .......... "" ........ L ... 

program because the cannot operate long 
in obsolete a new 600 
teaching hospital can be and 

would would allow Plan II of ........... ~ .............. 
p. 20). The latter would 
tial increase the of interns, residents, 
and other personnel receiving educa-

at Increasing the number of interns 
and residents at may be as important as 
increasing number of physicians improving 
health services Minnesota. 

could not study in depth best 
location of a new or the methods of pro
viding capital funds for construction. However, in 
general, it approved recommendations of 
Booz-Allen-Hamilton plan concerning these two 
items. 

The Panel highly endorsed the new programs of 
the including the establishment of compre
hensive neighborhood health care centers, es
tablishment of family practice residency programs, 
expansion of teaching affiliations with selected 
vate hospitals, and expansion of allied sci
ence education. should contribute to 
the improvement of the community's total 
care system, and should be a major resource of 
physicians and other health manpower to Minne
sota. 

GLENN W. IRWIN 

PAUL FELDSTEIN 

Deaconess Hospital, Northwestern Hos-
pital, and Childrens' Hospital. L. 0. Bradley, 
President of MMCI, told us a few days prior 
to our visit three of the five institutions agreed 
to construct a single physical facility which would 
include the Kenny Rehabilitation Institute, the 
Childrens' Hospital and Lutheran Deaconess Hos-
pital. This facility be located near 

and Northwestern Hospitals and not in 
urbia, which discussed. 

I 
l 
I 
I 
I 

I 



institutions would remain autonomous 
would share the same structure and many support
ing services. 

in 
Thel.f)foposal of is to be commended. 

strengthening of educational programs in com-
.......... ~.,,T> hospitals can resource of 

other personnel for 
need to be full-time educators hos-

cannot fund alone. estimates that ap-
,,.._,,,,.,~ percent of needs can 

from the hospital group, and that the 
50 percent should be secured from the State 

these educational programs. 
It is that $10,000, fringe 

per year for each grad-
( intern and estimate 

was placed at $75,000; however, if an 
number of qualified educators 

were to recruited, this sum seems inadequate. 
MMCI plans to a physicians' professional 

near the complex of hospitals accommo
perhaps 100-125 doctors. There are plans 

to improve extend emergency services, central-
pediatrics in the new create 

is extremely difficult to examine the variom 
proposals from the point of view of cost effective
ness. computed, cost effectiveness ratio is 
based on the number of physicians who would re
main to practice the State of Minnesota. 
Obviously, this underestimates the total benefits to 

since-all things being equal-
one a program had external 
benefits to the nation, say in the of 
s1cians leave State of Minnesota to prac
tice elsewhere. Furthermore, even from the more 
.......... Ju~ .... u point of view of the State of Minnesota, 
one must recognize that the distribution of 

the State-in geographic terms 
of practice and 

importance. was 
view Committee. It is, +ha .... a+:,..,, ... ,,. 

essary to that the ,;...,,_,,,;; ......... UJUJL"-' 

the physicians (perhaps, a function of 
and program in a new or expanding 

will have an on the effectiveness 
..... Jl ... ,.!l. ... ,,...,Jl,..,. alter the cost effectiveness 
the cost effectiveness 
when the are ~,..~~~ .. +~.r11 

new training programs such as a new ...,.,,.,.,,,_,.,,.,,..., .. ,.._ 
category combining pediatrics and medi

and to make a greater 
cal manpower for Minnesota. 

the present hospitals in 
complex have too few residents 
many present are graduates of foreign 
schools. It take a great to establish the 
many objectives and programs 
there seems to be determination to achieve. 

The Panel 
was an 

accomplishments needed 
State made substantial +·~~~~·~ 
... ..... _, .. u.ucu.vu. The relationship to 

program 
General All.'-'"'1-"' ...... .. 

College of _..v ........... Jl..., .... _.. 

Panel was not about decisions to construct 
new facilities or their locations in Neigh-
borhood, or boards 

posal. 

mating the number of physicians 
the state is to total 

differences between programs. 
Similarly, there are grave 

cost side of the ratio. 
various proposals are 

..... .1."",.1."""''-' and others do not include .., .... , ... Jl .......... 
some are concerned 
only, are concerned 

State and private), 
course, considerable 
whether programs ......... ,U .... J,"" ...... 

posals could be .1..1..1.u•u.1..1.11. .... u 

requested, would 
is 

adequate descriptions 
contrasted 
occur? 



expensive process. Fur-
given that there exists a national 

.. L ........ , ......... ,,, .. for physicians, it is by no means clear that 
training can be financed by individual States 

they will receive an adequate 
investment. As is well known, this 

is one of arguments for sup
port for medical education. The Federal govern
ment, of course, does already support educational 
institutions in research activities, but it does 
not adequately support the educational process it
self. Obviously, Federal involvement in res:eairch 
arises because research and its findings transcend 
individual state lines. This is not to say indi
vidual states do not support research activities, 
... JI. ....... , ............ they do. They do so, however, for prestige 
reasons and because the research effort is, on occa
sion, in a fundamental way with the 
teaching effort. Major expansion of research, how
ever, has required Federal financing. So it should 
be with education. But pending such new arrange-
ments, can Minnesota do? 

New Patterns of Organization 

If the State of Minnesota is concerned with the 
quality of care, with the number of physicians, 
with types of people that they see, with family 
practice and matters of this kind, it might be well 
advised to consider utilizing its contrained budget 
to establish new patterns of organization and new 
structures for the delivery of medical care. This 
would be particularly necessary in the rural and 
outlying areas of the state, although it would also 
have to be undertaken in the inner city. No pro
posals were received that would really develop a 
system of care where none exists, would really 
alter the delivery system or medical practice 
organization. This is regrettable. 

Even so, the difficulties that State would 
face would be significant. Though the State would 
attract physicians to take advantage of new oppor
tunities, one cannot be certain sufficient num
bers of physicians would be attracted. 
it would appear that substantial efforts in this 
rection should be undertaken. Though the risks of 

are great, the pay-off from success is also 
very high. But great imagination, political adroit
ness, willingness to interfere the "free market," 
and commitment to State responsibility and con
cern the delivery of services-not simply the 
creation of MD's-is required. 

a program course, 

State support the education new 
types of personnel to work in conjunction 
and under the supervision of, the practicing physi
cian. This training and education process would 
not be as costly as is the case for physicians. 
were ·this done, the State of Minnesota could argue 
that it would be extremely useful to have ........ , ....... JL._,JI. ......... 

medical school graduates. The number of addi
tional physicians needed such conditions, 
however, would less than would otherwise be 

case. 

The JL.JA,i.:ai~HX LY-"-''-'""'•'-'"~ u1L.irunn 

The effectiveness-cost ratio, all other things 
ing equal, is surely likely to be greater ex
pansion of an existing medical school than would 
be the case in the creation of a new one. While, 
traditionally, the data cited for the costs of 
eating a medical student are average data, it is 
generally agreed that the marginal costs 
in adding additional students to an already existing 
institution are likely to be significantly less 
the average costs for the existing student body and 
surely than would be the case for the new medical 
school. Thus the expansion, within reasonable 
limits, of the existing medical school at the Uni
versity of Minnesota would, on the face of it, ap
pear to be less than the costs of creating a new 
school. However, this abstracts from a number of 
important questions: 

1. Can the expansion at the University of 
nesota be of sufficient magnitude to mark
edly assist the State of Minnesota? 

2. Would the new program at the University of 
Minnesota increase the _likelihood of students 
staying within State of Minnesota 
practicing in areas and a type of medicine 
that Minnesota needs? 

3. Are the geographic considerations exter-
nalities involved in raising quality of 
ical care an area by having a medical 
school in area significant? 

It is not easy to determine the answers to 
questions. Nevertheless, it would seem 
versity does have plans would ......... .,...1,.,,.ru 11

"' 

prove the situation for the State of Minnesota. 
Since these are not likely to involve higher costs 
than would be involved in equivalent expansion 
of MD's by the creation of a new medical school 
(because marginal costs are lower 
costs for expansion) , it would seem 
look proposal favor. 



about $18,500 per MD graduated (via expansion 
of the entering class) . This compares with signi
ficantly higher costs for the other alternatives. It 
would seem that the costs at NAME would be in 
the order of $24,000 in Duluth would be in 

order of $28,000. This particular cost cited is 
for the program and mainly that of expanding 
the first year class to 200. Program 2 which in
volves increasing transfers from North and 
South Dakota by 25 is a very inexpensive program 
(even if scholarships are added to the cost of 
$7 ,600 per graduate). The third program which 
involves permitting the students to graduate in three 
years instead of four is by far the least expensive. 
The costs (even including scholarships) 
are very small and it would appear that if a student 
desires to graduate in three years the curriculum 
and program should it. 

Proposed Sites for a Second School 
It is difficult to assess adequately the cost effec

tiveness of the NAME and Duluth programs. These 
programs, of course, are yet to begin and their costs 
are surely not very predictable at this point in 
time. of course, is argued that NAME would 
be less expensive to the State because of the sig
nificant private sums that can be raised but one 
is not certain that this is the case. Alternatively, 
it can be argued that Duluth would involve some 
savings in that the science program could serve the 
rest of the campus as well as the medical school. 
Clearly there are considerations that are very djf
ficult to put into a cost effectiveness exercise. 

It should be noted that the NAME proposal 
faces a difficulty in that the stronger the link with 

University of Minnesota, the less the likelihood 
sufficient private funds could be raised. Alter

nately, the weaker the link the less the likelihood 
Federal construction funds would be available. 

Thus, some significant problems are posed. Duluth, 
on other hand, does not face these problems. 
However, are those who might afgue that it 
is not at all clear that the high quality can be built 

the situation which at this point does 
not have the necessary science base. However, this 
argument could certainly be made vis-a-vis a num
ber of new medical schools, some of which, of 
course, are still on the drawing boards, others 
of which have in fact been successful. 

It would appear that the chances of mounting 
a radically different program that would encourage 
family practice would be significantly greater at 
AJ'll.''Jl'-"•·JLJL than in St. Paul. The competition with the 

University of School and 
desire to compete in terms of turning out the same 

is likely - for prestige reasons - to be 
greater in St. than in the goals 
as defined by are not to be rh-ft-a..-.c.ni-

than the goals in Minneapolis. The school 
surely raise the quality of care in the north

ern areas of the in northern Wisconsin and 
to West. These benefits are not to be ignored 
and not to be taken 

It is not at all clear what the particular advan
tage of a new school in St. would be (unless, 
of course, that school did succeed in defining for 
itself a role from that being defined for 
itself by the Minneapolis Medical School). In 

a new school in St. would do little to 
help raise the standards in the North. It should be 
noted that hospitals in Duluth are more than 
adequate to serve the needs of a new medical 
school. It should also be noted that the absence 
of a medical school the quality of care might actu
ally decline from its present levels as these hospitals 
find it more and more difficult to mount effective 
internship and residency programs. 

The Mayo proposal is the most difficult to judge. 
The necessary cost figures are not really available 
at this It is unlikely that the Mayo proposal 
would less expense than would be case 
with the other medical schools. It surely can hardly 
be anticipated that it would be cheaper the 
NAME proposal. While Mayo could undoubtedly 
raise outside funds, NAME contends that 
would also be able to do so. But it would seem 
quite unlikely that the philosophy of Mayo would 
be likely to lead students into geographic areas 
that they might go to after education in 
It would seem that a new medical school founded 
by Mayo might well be considered a national re
source and should be supported by the Federal 
government. While one would not have reservations 
concerning such a medical school in terms of qual
ity and teaching staff, one can have considerable 
reservations whether such a school would in fact 
meet the needs outlined by Senate Committee. 

Graduate Education 
The residency programs that have been proposed 

fall into a different category. They are 
linked the expansion program at 
sity of Minnesota and indeed one of the 
of University expansion can be considered 
expansion of the internship and residency 
In a sense, therefore, these proposals can best be 



measured terms of the quality of program 
rather than in terms of the cost effectiveness. 

It should be clear a of the support-
ing data for proposals by Gen-
eral and the Minneapolis Center 
are very very The data supporting the Hen-

proposal leave much to be Never-
it is not likely that other units could do 

job for substantially less sums. The 
... Jl....,, ........... ...,v ....... proposal, it would seem, should be fa
vored on basis of the of existing pro
grams and because of their long experience with 
the University of Minnesota School. The 
same probably should be done the St. 
Ramsey and the 

even though St. not sub-
a formal proposal. 

I would calculate County General 
Hospital proposal as involving costs considerably 
higher than those cited in the proposal itself; it 

seem that they have 12 residents a 
graduating, rather than 23 are 

for their calculations; latter figure more accur-
ately represents the total of residents at any 
one time. The proposal by the Minneapolis 
ical Center, therefore, turns out to be less expensive 
than that of County But this 
is largely due to the fact percent is 
contributed by the State. It should be clear 
the taxpayer costs should be an important consid
eration. Nevertheless, private monies are not to be 
discounted completely. costs are costs 
since private monies may be unavailable at some 

in future, the State has to consider the 
possibility it may be asked to bear these costs. 

On balance then it would seem that one 
want to follow the following course of action: 

1. Favor the expansion of the University of 
nesota School, in by 
..,. ... ,, ...... ,, .... ""' the enrollment in the class 
by insofar as possible, to a wnra.OHCH>"° 

program. It is also possible one may 
want to favor the expansion of 
of North and South .JL.J ....... ...._v ... u l!J~arnllaI4~s 

of the fact 

2. Favor 
school at 

of a new 

3. 

basis. 

in 
date in the 

4. Favor expansion of the 
residency program in the hospitals assoc1ate~a 
with the of Minnesota 

,,., ......... " ... + such a-v,,-.n.,.•n«r'•~ 

am::•ear to be 

5. Favor participation 
in the development of new -no1''ta·rnn care, 

is not 
involve 

systems, etc. 
"'11-''~JLJL .. ,u out in it may 
largest "payoff." 

DR. RASHI FEIN 



of Recommendations 

The State of Minnesota should mobilize all of 
many relevant resources to improve 

LJILlllLUJJ!H. effectiveness and efficiency of medical care. 
The fullest possible use should be made of the 
.11.'""~.1.vu.a.1. .J..V.ll'"''·"'·""".1. Programs to bring services from 

mt:~c11~c:a1 Leacn:m~ institutions out into the rural 
areas and urban ghettos. In addition, Regional 
_._. ... ,.,'""_._ . ...., .... ._ Programs should provide continuous stud
ies of manpower needs, resources and distribution 

The Mayo Clinic should be encour-
if necessary, assisted developing satel-
practices throughout rural areas in its 

portion of the state. 
For purpose the state might provide modest 

sums of planning money (about $50,000-$ 
to permit the support of proposals which 

are deemed to have merit. 

Construction Costs 
The panel can offer nothing which is new toward 

the solution of the problem of construction. Recent 
cutbacks in Federal aid plus continuing inflation
ary costs have made this problem a difficult one 
throughout the nation. The panel believes that 

Federal funding must and eventually 
will be provided. 

N-"'A'.6.H"-'--" as a Site for a Second Medical School 
The panel believes that the first priority for the 

location, of a new medical school for Minnesota 
should go to Duluth for the following reasons: 

1. It is the site of a branch of the State Univer
sity capable of developing the academic base 
directly in association the new medical 
school. This academic base could also pro
vide for effective affiliated programs to train 
much needed allied health professional 
workers. 

2. two major local hospitals appear capable 
of the clinical program of a 
medical school. 

3. start of a new school in Duluth offers 
great potential for eventual growth to at 
least 200 students per class. Hence, an in
vestment in a new school here can start a 
program capable of real expansion at a low
er future marginal cost than the creation of 
additional smaller schools. 

4. That area of Minnesota would be aided 
as regards new house staff im-
medical 

5. More students might be expected to 
areas spreading more physicians 

about the state. As a special case in 
the teaching programs of modern medical 
schools are becoming increasingly more in
volved with their 

should help attract new graduates into 
the rural areas of Minnesota by making them 
more familiar rural medicine 

phase of their career. 
6. The personnel of the University visited by 

the site team were impressive. plans, 
dedication and understanding of 

problems involved were excellent. 

The of Minnesota 
The State increase its sup-

port for existing state school at Min-
neapolis. It be disastrous if support for a 
medical school at any location meant that 

state's present medical school would fail to re
ceive support it It is recom
mended that ( 1) the state's support for this school 
be raised to about $11,000 per student, then 
(2) approval should be given for its plans for ex
pansion, shortening its program by one year, fur
ther development of its track and 
the other features of its proposal. The forty more 
students provided by this expansion of first
year class can be trained effectively by this already 
excellent school. This number will, however, about 
use up this school's ultimate potential for expan
sion, so State should also consider other loca
tions to provide the additional graduates it 
require. 

panel has no objection to 
more graduates of two-year schools 
Dakotas, does not believe offers 
tical predictable hope for meeting 
which the Senate Subcommittee set. 
medical schools now ~.,.,.·~~~+~ 

compete actively for these graduates 
schools. 

Northern Association 
(NAME) 

viewed the NAME 
interest. Because of 
present 
encouraged 



to consolidate their pos1t10n, attract university 
sponsorship and interest foundation and private 
contributions. The costs of medical education be
ing as high as they are, the state would do well 
to keep the door open to the possibility of these 
major potential sources of private funding. 

The Mayo Institutions 
The Mayo program does not appear to follow 

the guidelines as well as that proposed by the 
other agencies. It more clearly fits the pattern of 
a national rather than a State school. It will no 
doubt train top quality specialists and research 
people to serve our great universities and teaching 
hospitals. Moreover, its class size will be small and 
there appeared to be little interest in eventual ex
pansion to a major effort comparable to the po
tential at Duluth. The University does not possess 
the same potential for academic backup at Roches
ter which is available at Duluth and St. Paul. 

If the State can do so, however, the panel does 
recommend a contribution on an annual per
student basis for the Mayo program. There is no 
doubt that these students will receive excellent 
medical training in this location. 

Hennepin County General Hospital 
The program at Hennepin County General 

should be supported. One of the best ways of at
tracting new physicians into the State and keeping 
them there lies in the excellence of the State's 
internship and residency p r o g r a m. Hennepin 
County General Hospital is prepared to receive this 
help now. The Minneapolis Medical Center is not 
so prepared at present. However, this group of hos
pitals should be encouraged to continue to plan 
together, develop their firm relationships with the 
University of Minnesota and its medical school 
and further develop their physical plant programs. 
Eventually this program should also receive State 
support. 

Family Medicine Programs 
The Family Practice Program at the University 

of Minnesota Medical School and Hennepin 
County General Hospital are particularly worthy 
of support. The recent approval by the American 
Medical Association of family medicine as a medi
cal specialty makes these programs even more 
significant. 

Conclusions 
In conclusion the panel would like to emphasize 

that the entire field of medical care, medical re
search and medical education is in a great state of 
change. Undoubtedly a major portion of the costs 
in all of these fields will continue to be met by 
Federal funds. It can be expected that the extent 
and diversity of this federal support will increase. 
For this reason it is important for the State of 
Minnesota to do the following now: 

1. Raise the level of support at its existing 
school. 

2. Begin· the efforts toward the development of 
a new school at Duluth, expanded classes at 
Minneapolis and support for students who 
might be trained at the Mayo Clinic. 

3. Offer a modest single planning grant to 
NAME in the hope that this will stimulate 
the development of more concrete plans. 

4. Offer project grants to groups with meritori
ous plans for improving the distribution of 
medical care. 

5. Support selectively the early developments in 
family medicine programs. 

6. Aid the clinic training programs at certain 
selected hospitals. 

If the state of Minnesota can undertake a pro
gram of this nature it will be in the best possible 
position to make rapid and effective use of exist
ing and future federal funding programs as well as 
of new scientific discoveries and innovations in 
medical technology and personnel. 





HEARINGS 

1967 

October 1967 

November 1967 

December 1967 

1968 

March 7, 1968 

1968 

1968 

October 1968 

December 1968 

March 7, 1969 

SUMMARY OF PRINCIPAL HEARINGS 

Introductory statements on the need for a second medical school in Minnesota 
Dr. Paul Ellwood, former Chairman, Governor's Commission on Health, Welfare 
Rehabilitation; and by spokesmen for the Minnesota State Medical Association and 
the Minnesota Academy of General Practice.* 

Representatives from the University of Minnesota outlined plans for expanded pro
grams of education in the health sciences.* 

Representatives from the American Medical Association and the Association of 
American Medical Colleges discussed accreditation of medical education; and repre
sentatives from the U.S. Public Health Service discussed federal financial support for 
medical schools.* 

Meeting held in Duluth. Dr. George Harrell discussed establishment of a new medical 
school. 

Representatives from the Dakota medical schools appeared before the Committee. 

Programs of graduate medical education in Minnesota were described by representa
tives of teaching hospitals.* 

Representatives of the Northern Minnesota Council for Medical Education, the Minne
apolis Medical Center, Inc., and Hennepin County General Hospital presented their 
proposals for expanded medical education. 

Representatives from the Northern Association for Medical Education and the Uni
versity of Minnesota Medical School presented their proposals for expanded medical 
education. 

Representatives from Fairview-St. Mary's Hospitals, Minneapolis, and St. Paul-Ramsey 
Hospital presented their programs of medical education. 

Representatives of various consumer organizations, and groups interested in health 
planning in Minnesota presented their views of the State's problems and the proposed 
solutions. 

Dr. George James, Chairman of the Panel of Expert Consultants, presented the panel's 
report and recommendations. 

* Hearings held jointly with House Interim Committee on Medical Education 

In addition to the meetings indicated above, some of the Senate Committee members attended hearings schedul~ 
by the House Committee, and other relevant hearings such as those of the Legislative Building Commission. Committee 
members were also able to meet with the Panel of Expert Consultants in January, 1969. The Committee also met 
throughout the period of the study to discuss its study procedures, findings and recommendations. 



0RGANIZA TIONS REPRESENTING CONSUMERS AND PROVIDERS 

OF HEALTH SERVICES CONSULTED BY THE COMMITTEE 

Center for Urban and Regional Affairs, University of Minnesota 
Community Health and Welfare Council of Hennepin County 
Community Health and Welfare Council of Ramsey County 
Governor's Commission on Health, Welfare and Rehabilitation 
Hennepin County Department of Public Welfare 
Hennepin County Office of Economic Opportunity 
Metropolitan Council 
Minneapolis City Planning Department 
Minnesota AFL-CIO Federation of Labor 
Minnesota Chapter, American Academy of General Practice 
Minnesota Chapter, American Academy of Pediatricians 
Minnesota Farm Bureau Federation 
Minnesota Farmers Union 
Minnesota Higher Education Coordinating Commission 
Minnesota Hospital Association 
Minnesota Insurance Information Center 
Minnesota Society of Internal Medicine 
Minnesota State Board of Health 
Minnesota State College Board 
Minnesota State Junior College Board 
Minnesota State Medical Association 
Minnesota State Planning Agency 
Model Neighborhood Policy and Planning Committee, Minneapolis 
Northlands Regional Medical Program 
Office of Economic Opportunity, State of Minnesota 
Pilot City Health Center, Minneapolis 
Ramsey County Citizens Committee 
Ramsey County Department of Public Welfare 
Saint Paul Metropolitan Improvement Committee 
Twin Cities Hospital Planning Council 
United Auto Workers 
Upper Midwest Research and Development Council 
Urban Coalition, Minneapolis 

LIST OF WITNESSES WHO PRESENTED TESTIMONY ON MEDICAL EDUCATION 

Mr. Robert Belsley, Chief of the Progress Review Section, Educational Facilities 
Branch of the Bureau of Physician Manpower, Department of Health, Education, 
and Welfare, Washington, D. C. 

Dr. Eldon Berglund, Chief Pediatrician, St. Mary's Hospital, Minneapolis 

Dr. Samuel Boyer, Physician and President, Northern Minnesota Council of Medical 
Education, Duluth 

Dr. L. 0. Bradley, President and Chief Executive Officer, Minneapolis Medical Cen
ter, Inc. 

Dr. R. P. Buckley, Physician and Chairman, Committee on Medical Education, Min
nesota State Medical Association, Duluth 

Dr. James C. Cain, Physician and Member, Board of Medical Examiners, State of 
Minnesota, Rochester 

Mr. Cy Carpenter, State Secretary, Minnesota Farmers Union, St. Paul 

The Honorable Robert F. Christensen, State Legislator, District 48b, St. Paul 

Dr. Edward Ciriacy, Physician and President, Minnesota Academy of General Prac
tice, Ely 

Dr. R. W. Darland, Provost, University of Minnesota Duluth, 

Mr. Walter V. Dorle, President, Northwestern State Bank, and President-elect, St. Paul 
Chamber of Commerce, St. Paul 

Professor Bright Dornblaser, Director, Program in Hospital Administration, School 
of Public Health, University of Minnesota, Minneapolis 

Dr. Paul M. Ellwood, Jr., Executive Director, The American Rehabilitation Founda
tion, Minneapolis 



Dr. Abraham Falk, Chief of Staff, Veterans' Administration Hospital, Minneapolis 

Dr. Davitt A. Felder, Surgeon and President, Northern Association for Medical Edu
cation, St. Paul 

Dr. Ellen Z. Fifer, Director of Health Planning, State Planning Agency, State of 
Minnesota, St. Paul 

Mr. Archie Givens, Jr., Administrator, Pilot City Health Center, Minneapolis 

Dr. John Haavik, Director, Duluth Mental Hygiene Clinic, Duluth 

Mr. A. Russell Hanson, Administrative Associate, Mayo Graduate School of Medicine, 
Rochester 

Dr. George T. Harrell, Dean, Pennsylvania State University College of Medicine, 
Hershey, Pennsylvania 

Dr. Theodore H. Harwood, Dean, University of North Dakota Medical School, Fargo, 
North Dakota 

Mr. Richard C. Hawk, Executive Director, Minnesota Higher Education Coordinating 
Commission, St. Paul 

Dr. Lyle Hay, Director of Medical Education, St. Barnabas and Swedish Hospitals, 
Minneapolis 

Mr. John W. Hedback, Executive Director, Northern Association for Medical Educa
tion, St. Paul 

Dr. Mellor R. Holland, Associate Dean, School of Dentistry, University of Minne
sota, Minneapolis 

Dr. Howard L. Horns, Physician and Member, Board of Medical Examiners, State of 
Minnesota, Minneapolis 

Dr. Robert B. Howard, Dean, College of Medical Sciences, UniversiW of Minnesota, 
Minneapolis 

Mr. Otto M. Janke, Executive Director and Superintendent, St. Paul-Ramsey Hos
pital and Medical Center, St. Paul 

Dr. George Knabe, Dean, School of Medicine, UniveTsity of South Dakota, Vermil-
lion, South Dakota 

Dr. John P. Knoedler, Pathologist, St. Mary's Hospital, Duluth 

Dr. Elmer Learn, Vice President, University of Minnesota, Minneapolis 

Dr. Wallace Mathews, Physician and President-Elect, Minnesota Academy of General 
Practice, Mankato 

Dr. Austin M. McCarthy, Physician and President, Board of Medical Examiners, 
State of Minnesota, Willmar 

Dr. Robert J. McCollister, Assistant Dean, UniveTSity of Minnesota Medical School, 
Minneapolis 

Dr. Frank W. McKee, Director, Bureau of Health Manpower, U.S. Public Health 
Service, Department of Health, Education, and WelfaTe, Washington, D.C. 

Mr. Francis R. Meisch, Architect, Haarstick, Lundgren and Associates, St. Paul 

Dr. H. Dawes Miller, Director of Medical Education, Fairview Hospital, Minneapolis 

Dr. Malcolm Moos, President, University of Minnesota, Minneapolis 

Mr. William E. Osborne, Administrator, St. Mary's Hospital, Minneapolis 

Dr. B. F. Pearson, Physician and Member, Board of Medical Examiners, State of 
Minnesota, Shakopee 

Dr. R. H. Puumala, Physician, Cloquet 

Mr. Arthur Poore, Executive Secretary, Board of Medical Examiners, State of Min
nesota, St. Paul 

Dr. Richard B. Raile, Medical Director, Hennepin County General Hospital, Minne
apolis. 

Mr. David Roe, President, Minnesota AFL-CIO Federation of Labor, St. Paul 

Mr. Stephen Rogness, Executive Director, Minnesota Hospital Association, Minne
apolis 

Dr. William H. C. Ruhe, Director Council on Medical Education, American Medical 
Association, Chicago, Illinois. -



Dr. Erwin Schaffer, Dean, School of Dentistry, University of Minnesota, Minneapolis 

Dr. Alvin Schultz, Chief of Medicine, Hennepin County General Hospital, Minne
apolis 

Dr. Donald K. Smith, Vice President, Administration, University of Minnesota, Min
neapolis 

Dr. Cheves Mc C. Smythe, Associate Director, Association of American Medical 
Colleges, Chicago, Illinois 

Dr. George W. Starcher, President, University of North Dakota, Fargo, North Dakota 

Dr. Gordon J. J Strewler, Physician and Sec'fetary, Northern Minnesota Council for 
Medical Education, Duluth 

Dr. Martha Strickland, Director of Medical Education, Children's Hospital, St. Paul 

Dr. John V. Thomas, Physician and Officer, Northern Minnesota Council for Medical 
Education, Duluth 

Dr. Francis B. Tiffany, Physician and Chief of Staff, St. Paul-Ramsey Hospital and 
Medical Center, St. Paul 

Dr. Gerald Tracy, Physician and Chairman, Commission on Medical Services, South 
Dakota State Medical Association, and Chairman, Committee on Medical School 
Affairs of the Commission, Watertown, South Dakota 

Dr. Robert A. Ulstrom, Associate Dean, College of Medical Sciences, University of 
Minnesota, Minneapolis 

The Honorable George Unruh, Legislator, State of North Dakota, and Chairman, 
Legislative Research Committee 

Mr. Robert Van Hoef, Executive Director, St. Paul Metropolitan Improvement Com-
mittee, St. Paul 

Mr. Paul J. Vogt, Administrator, Hennepin County General Hospital, Minneapolis 

Mr. Stanley Wenberg, Vice President, University of Minnesota, Minneapolis 

Mr. John Westerman, Administrator, University Hospitals, University of Minnesota, 
Minneapolis 

STAFF SERVICES 

Professional assistance to the Senate Committee was engaged in November, 1967 
through a contractual arrangement with the American Rehabilitation Foundation 
(ARF) of Minneapolis. 

The Committee wishes to give special recognition to Mr. Earl J. Hoagberg and 
Mr. William Hoy O'Brien, of ARF, for their valuable assistance in preparing this 
report and in assembling the data upon which it is based, as well as for staff services 
performed throughout the course of the study. 
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