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~ CHAPTER T
,INTRODUCTION

The period from 1890 to 1920 appears to have béehfz.rich,in the
deve]opmenf of certain technical asﬁects of highef'édﬁcafidh iﬁ.fhe‘
United States. This period followed and drew dpon_thé Mbrrii1‘and
Grant Acts of 1862 and 1890; the founding of the Johns Hopkins
University and medical school in Baltimore, Maryland; the gﬁowing_
influence of the German university with emphééis pIacéd 6n reséarch
and specilization; and the beginnings of what writerﬁ frequently refer
to as an era of public serﬁice;

Throughout America generally, medical trainfng of physicians
moved towards professional maturity dur{ng the Tatter half of the
nineteenth century. The respective roles of specific.coileges and
universities along with licensing agencies and professional associa-
tions helped to mo1d medical training into forms that are familiar
today. The medically related societies; licensing associations and a
Teading group of colleges began to share common aims, such as standardi-
zation, including upgrading entrance requirements into the profession,
prescribing curricula in the medical schools, suppressing the wéakest
institutions, reducing the number of students graduating from medical
.schools, and certifying physicians. By 1920, foﬁces‘from_private

groups such as the Carnegie Foundation for thg.Advancement of Teaching




and from professional organizations as the American Medical Association (AMA)
and similar groups.interested in medical educafion had an impact upon
the entrance requireménts fof'medica] sc:ho't:fls.f'I N |

In Virginia at the beginhing'of thislperiod; the'éxisting medical
schools were the medical deﬁartment of the UniVérsity_o? Vifgihia'in
Charlottesville and the Medica]-CoIlege df.Virginia in Richhoﬁd.” The
former offered medical education which abbéared to Bé[mbre acédemic in
nature than clinical to a small number of males. The school was located
in a rural region of the Commonwealth and was lacking in the clinical
quality and variety of instruction that would be more readily available
in a more urban area. The Medical College of Virginia (MCV) was
located in a more populated area, and althdugh it had access to a
potentially large variety of clinical subjects, this was not fully
realized, The program,therefore, was perceived as.weak-by some
writers, |

To offset the migration of southern students into northern
medical schools, to produce superior southern physicians; to make use-
of the clinical potential of the urban Richmond area; and perhaps, as
a means of attracting patients, a rival medical school was founded in
1893. It rapidly acquired status within the state, attracted more
students than either of the other two schools, and offered curricular
and administrative modifications that would later be copied by the
nearby competitor, MCV. This instifution was first ca1led'the College
of Physicians and Surgeons, but was soon renamed the UniVersity Coliege

of Medicine. It existed for only 20Ayears;2




Purpose of the Study

The Un1vers1ty Co]1ege of Med1c1ne (UCM) was created in the m1dst |
of a national med1ca1rreform movement In ways the 1nst1tut1on d1rect1y
contributed to the reform of med1ca1 tra1n1ng in V1rgin1a. It is .
ironic, however that desp1te 1ts contr1butions 1t d1sappeared The -
purpose of this study is to examine se1ected factors that affected the
~decline of UCM in Richmond, Virg1n1a from 1893 to 1913

It is the wr1ter S content1on that the decline of UCH happened
because the potitical pressures emerging from accrediting egenc1es,
licensing and examining boards; and reiated'organizatiohs contributed
to the decline of the institution. Politically, medical schools were
being forced into a standardized mold largely through the efforts of
the AMA's Council on Medical Education'(CME); the Association of. |
American Medical Colleges (AAMC); through the Caroegie Foundation for
the Advancement of Teaching; and through related efforts of selected
1icensing and examining boards. The character of the institution was )
being modified through coercive changes to conform to accreditationatl
standards. In additic: *7 oolitical guestions, other elements may
have contributed to the dec:ine of UCM.

A second hypothesis to be _xamined is that the curricular and
structural pressures from accreditation.requirements became oppressive
and led to the decline of UCM. From the standpoint of accreditation,

as with associational membership, the curricular requirements expanded.




It became increasingly difficult‘to majntain educational standards
of the Council on Medica]'Educatidn,‘the'Asseciation df American
Medical Colleges, 11cens1ng agenc1es and those set forth 1n the
Flexner Report. Therefore the cost of a qua11ty med1ca1 educat1on
grew beyond the amount received from tu1t10n a1one. Add1t1ona1
financial support was needed., ' L_ o o

Further, it is hypothesized that the decline of UCM was'affeeted
because of the lack of e sodnd financfa1 structure; Nﬁthout sUch‘a‘
structure, 1mp1ementat1on of substant1a1 1mprovements in both
scientific and clinical teaching wou1d not have taken p]ace because
of the high cost. Blanton maintains that "exhausted treasuries
finally accomplished what the animosities of the'tﬂo'faeuIties had
Tong prevented."3 In 1913, the unijon of the two institutiens was
consummated and the old name, Medical College of Virginia, was
retained. In his final commencement speech es president of UCM,
Stuart McGuire noted that the reasons for the merger were neither
numerical, physical, nor educational, but”fiﬂéhcia];' Although the
institution owned property valued at in excess of a quarter of a
million dollars and its records indieated a surplus above its current
liabilities, it had no significant income other than from student

fees. It appeared that as medical instruction at the College

K1

improved, the more students it attracted, yet the more money it lost,

Significance of the Study

The decision to pursue this dissertation topic as an academic

program in higher education grew out of an interest in the history of




science and medical education. It appears that gaps e_xﬁ'st in what has
been written about medical educ_:ation'in' Virginia, Therefore; thvis_ _
writing is an attempt to fill 6ne of those gaps. | i

One may use history to undérstand the pa.st" an»d' to‘ try tb ﬁnder-
stand the present in light of past events and devé]opments.- Historical
analysis may be directed toward an,indiv’idﬁa.], an idea; a movefnent. or
an institution. According to Best such studies provide information
concerning the effects of certain past educational practices and may
have implications for future actions. An understanding of the history
of education is important to workers in the field and perhaps others.
It assists in one's understanding why educational movements have
appeared and, in some instances, continue to prevail in institutions.®

A few brief historical accounts have described general features
about UCM. Many of these have dealt with the formation of the |
institution, the staff, and some of the board member's.- However, nothing
has been written about the institution's connection with any special
educational movements or developments. There is a need for such a
writing.

In a different area, Astin and Lee maintain that higher education,
like most status systems in the United States, comprise a few elite
and widely known institutions, a substantial middle class, and a larger
number of relatively unknown "invisible" institutions. Although most
Americans know the names of the prestigious institutions, few realize
that one of the largest segments of the higher education population

consists of relatively 1ittle known private four-year colleges. These




institutions are worthy of si_:’udy. S,_immy because bff their large
numbers.®  In a similar area, much has been .wri‘t_t’éﬁ. about the _
medical schools that are associated with 'tlin‘i:\iérs,i"tiés such a's;Joh‘n-s
Hopkins, Harvard and others, but Tittle has beeh written about smaller
schools that existed fifty to one huridred yearé -’éQq such’ as:U‘CM-‘i‘n
Richmond, Virginia. B | |
Writers such as Caravati, Sahger and others have noted that an
insufficient number of written accounts exist on accomplishments bjy
the medical profession in Virginia. They further suggest that mdre
work is needed in this area.’ In another vein, Thelin claims that
administrators have ignored or scorned histoh‘ca] studies as
impractical. He notes that historians also must accept some blame for
their discipline's isolation from advanced education for such fields
as administration, law, medicine, public health, and city. p1anm‘ng.8
In Abrahams' work on extinct medical schools of nineteenth
century Philadelphia, William Frederick Norwood notes in the intro-
duction, "comparable studies related to' other major cities could and
should be carried out where similar ephemerée characterize the local
scene."9 From sources such as these, it appears that a study_ as the

one suggested in this writing is needed.

Scope and Limitation of the Study

A major consideration in the study was to establish an appro-

priate period for examination. The years 1890 to 1920 were chosen to’




provide a reasonable time span from the establishment of UCM to its
demise. This period fo1lowéd and dfew upon the Morki11 Land“Grant
Acts of 1862 and 1890 the found1ng of the John< Hopk1ns Univers1ty
and medical schoo1 in Ba1t1more. Maryland the grow1ng influence of
the German un1vers1ty_w1th emphasis placed on_research and spec1a]1—-
zation; and the beginninés of what ﬁritefs:frequenfly.refer to és an
era of public service. The study was to donc]ude-in‘]920,ftén years
after the release of the Flexner Report of 1910, after thé bégihhing
of ranking medical schools by letter grades thbough.the AMA's-Counci]
on Medical Education, after the publication of ﬁ significant nuﬁber of
state medical board examination results by schools, after certain
reform efforts of the Association of American Medical Colleges, and
seven years after UCM merged withithe Medica1.Collége‘of Virginia.
Examination of other artifacts describing details of the decline
of UCM not being available is viewed as a limitation., Likewise, the
emotional nature of rivalry that existed between certain members of
UCM and MCV could have had an effect in preventing certain details
about personalities and situations from appearing in such literature
as board minutes of the institutions and similar documeﬁts. Use of
external criticism will be limited to the few extant alumni and others

interviewed.

Method of Research

The historical method of research was used in writing about UCM.

The study required a methodical search of documents as board minutes,




faculty minutes, newspahers, scrapbobks, and re]hted‘works. These

sources were gathered and subaected to external and 1nterna1 cr1t1c1sm.

The types of artlfacts evaluated 1nc1uded

1.

WO~ W ™~
-

10.
11.
12.

Minutes of the Facu1ty of. UCM and MCV.

Minutes of the Corporation of- the Co11ege of

Physicians and Surgeons.. _
Minutes of the Board of Trustees of UCM. - E
Minutes of the Executive Committee of the MCV after itS'
consolidation with the UCM.

Minutes of the Richmond Academy of Med1c1ne.

. Plans for the new UCM building, McGu1re Hall,

Newspaper articles,

Scrapbooks.

Correspondence between UCM and other organxzat1ons and
people.

Financial documents.

Relics such as buildings, diplomas, and re1ated art1facts
Medical college annual bulletins and related pub]1cat1ons.

Oral testimony was used to supplement the written data and served

to verify evidence. Individuals chosen to be interviewed were early

graduates of MCV. Also relatives of early students, former professors

and other figures who exerted an influence on the college were used-

as resources, When possible, the interviews were taped. Some, however,

consisted of written notes and telephone conversations. In all cases

the persons being interviewed were asked for permission to use the

majority of the information which they supplied. In instances where

it was assumed that the nature of the material was too sensitive to

be printed, or reflected an opinion which could not be substantiated

elsewhere, it was not used.

Review of Related Literature

Several works were reviewed during the preparation of the

proposed study. One such source was a dissertation written by Leroy




Walter Otto. The purpose of his study was to provide afcomplete and
_documented history of the orig1n, growth, deve]opment and obJect1ves
of the medical college for Seventh Day~Advent1sts from 1ts found1ng in |

1905 to 1950.'7

He exam1ned the pr1nc1pa1 factors ‘that contributed

to the estab]1shment of the institution, the obJect1ves of the school,
the major opstac]es in ach1ev1ng the obJectjves, and the currjcu1ar
innovations of the college. In the current study;-one of Otto's
elements--factors--is broken into components of finante, politica1
struggle, and curricular changes resulting from accreditation pressures.

The historical method was employed in Otto's study. Data were
coliected from letters of the college founders and administrators,
board minutes, annual bulletins, and related documents.. In the current
investigation, similar artiféctS‘were used; aﬁd, iﬁ addition;
photographs, architecture and interviews served as sﬁpplementary
sources,

Frank Thomas Stritter used the case history method to analyze the
historical development of an academic program leading to the degree of
Doctor of Medicine. He attempted to identify and document processes
of change in the development of a curriculum and to discover those
elements that caused college faculties to revise their educational
phi]osophies.]l In the current study, emphasis is-placed on
the kinds of factors that contributed to the decline of UCM, whereas,
Stritter examined the curriculum in a more narrow sense.

Sources in Stritter's investigation included first the use of

medical school annual bultletins, These helped the author formulate




10

an outline, Second, histdries offAmerican_medicine:apd educationr
and contemporary journal articles were'sthiéd to determine national
trends in medical edﬂcatfbh} fThifd;'généfa1 United‘stétés_hfgfdﬁies
helped in detefmining natfpnal; socia1; e6ohomic,‘ggieﬁtifidyénd‘_ 7
political deve1opmeﬁts.' Fourtﬁ;-archives éndrﬁecords_wefé-#éarched
to determine thinking and dévélopménts thgtlhévé‘inflﬁéﬁcedfﬁéjof
revisions at a local 1eve1...Fina11y,.medica1_educafors'qf'recent
periods were interviewed to further supplement the resohrces.12

Similar sources are used in the cﬁfrent study: In addition,
Jdinterviews wefe made with alumni of’Mtv; énd they provided
recollections of some of the tensions that existed.

The evolution of the academid‘pﬁogram in’Stritter‘srstudy was
divided into five chronological periods:‘ The Post-CiViT War Era,
1872~1885; the German Inf]uence;'1886-190Q;‘the Progressive Era,
19071-1920; the Weiskotten Era; 1921~1945; and Expahsion and Experi-
mentation, 1946-1967. Each period was charactérized by its own
developmental factors, influences, trends, concerns and educators.

The current study overlaps with that of Stritter's by two periods,
during the German Influence and that of the Progressive Era. During
this period the quality of American medical education had become well
known in Europe, and many American students looked to other countries
for advanced study as they realized the inadequacy of their own

educational institutions.
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Within this period of Germanic -influence, a variety of organi-
zations concerned witﬁ improving the'qua1ity of'AmeficénjmédiCal
education increased ‘their active efforts of reform. . Sfritter‘provided
adequate background mater1a1 that could be used in the present study
of UCM. The more 1nf]uent1a1 organ1zat1ons 1nc1uded the Amerwcan
Association of Medical Colleges, the AMA's Counc11‘onAMed1ca1 Education,
the Carnegie Foundation fbr'the Advancement of Teaching, and certain
medical licensing boards. During this period measures to reform *
medical education began to emerge, especially from the efforts of the
Harvard University School of Medicine and the JohnsvHopkins School
of Medicine.

The Progressive Era extended from 1901 to 1920, and it was during
this time that UCM experienced part of its 20 year existence: Within
this period a number of medical schools tried to improve their
program in medical education. Stritter was helpful in the current
study in establishing a background of development for medical education.
His background helped to illuminate some of the deficiency that
existed in Virginia medical education writings;

In a paper by Kenneth M. Ludmerer the v form of Harvard Medical
School from 1869 to 1909 was examined.13 'The period oy une Harvard
study and that of the current investigation overlapped by sixteen
years, Ludmerer analyzed reform measures by using the persona]ities
of its presidents, faculty leaders and philanthropists. The writing
by Ludmerer served as an informative document, but the current study

used personalities as one measure of interpreting an. event
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The materials used in researching Ludmerer 's work 1ncluded
primary as well as secondary sources.’ They were represented by Journa1
'articfes, book'passages. senior and master,theses. pres1dentja1 reports,
medical school annua]\bu]]etins; institutional eommitteefrepdfts,' |
letters, faculty papefs and memoir.,’ Although thevcurreht S£edy”used
similar resources, add1t1ona1 Spec1mens 1nc1uded d1plomas, photographs,
architecture and interv1ews. | _ |

Ludmerer noted when the Harvard Medical School ceased fo dperate
as an enroT]ment-drfven.business enterprise, primarily for faculty
gain and began operating.as an academic endeavor, its quality end
progress began to imprdve. Coinciding with this, however; was.tﬁe'
need to expand the required number of years of stedy to three each
with nine-month sessiens, and other curricular modi fication which
emphasized the use of laboratory and clerkship instruction. Ludmerer
sheds 1ight on the fact that curricular changes may have had an effect
on the operation of institutions, Such changes may have contributed
to the decline of UCM.

Massie and Eiseman used colorful personalities who were the
institutional leaders to describe the development of Transylvania
Medical Schoo1.]4 Examination of ideas and leadership charisma of
institutional leaders was used in the current study to gain insight
into the reasons for the decline of UCM.

A bulletin edited by Thelma Vaine Hoke is noteworthy since it
consists of a collection of pictures, letters, reports; speeches and a

variety of documents jllustrating the first one hundred twenty-five
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years of MCV. It served as a coI]éction of értifacts rather than a
penetrating, analytical reséarch report, -A minor part of the work
includes a br1ef descr1pt1on of the genera1 h1story and p1ctures of
UcM. Many quotes are used,: but few references exist wh1ch let the
reader know the source of the quotat1on ]5 ,

In a book by William T Sanger, forty-five br1ef narrat1ves and
document excerpts describe fragments of a very broad range of subsects
related to the development of the Medical College of Virginia before
1925. Some of the information given, however, appears to be of a more
recent date.!® _ ‘

In another vein, the work by Wyndham B. Blanton should be
mentioned here. This source represents the Tast in a sefies of three
books embracing the history of medicine in Virginia. One chapter
specifically addresses medical colleges, while a number of other
references on medical education in general appear throughout the
book. The work has been a source frequently cited in the literature
describing the history of medical education and especially medical
education in the South. A wealth of helpful references appear through-
out the text and a useful bibliography is included. Blanton's work
represents an excellent starting point for one who is seeking a broad
understanding of the practice of medicine in Virginia before the
twentieth century.17

Components of Blanton's work were used in examining the develop-

ment of the University College of Medicine. However, the final

thirteen years of the institution took place in the twentieth century
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and were not treated by Blanton. - Many of the elements
contributing to the. dec1ine of the 1nst1tution developed dur1ng 4
these years and requ1red 1nvestigat1ug sources not provided by B1anton.
A more recent account of med1cine in the R1chmond area dur1ng
the first 75 years of the twentieth century has been produced hy
Caravati. In this wr1t1ng a chapter is devoted spec1f1c311y to
medical education in R1chmond. Here, a brief history of the founding,
operation, rivalry, and consolidation of the Medical Coilege of
Virginia and the University Colilege of Medicine s given. In addition,
a Tisting-and description of certain professors; administretore,
students, and educational endeavors of the schools were prov1ded 18
. Other topics in Caravati's work include a 1ook at the history,
organization, and library of the Richmond Academy of Medicine and the
Richmond hospitals. In a similar vein, pub1ications, public hea1th,
allied health professions, and voluntary health agencies, as well as
the wartime service of certain Richmond physicians, were examined.
One particularly useful feature that Caravati provides is an
account of the association that several of the previous physicians
had with the two Richmond medical schoo1s; whether they were former
students or professors of one or both institutions. In some cases,
a brief genealogy is included and involves the period before; during,
and following the consolidation of the two medical schools. Such a
feature helps the reader to obtain a clearer grasp of the generations

of medical people that were part of the period and location.
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Several of the above sources have-been.important and useful in
presenting a number of brief historicalfdesériptidns of_the,UnﬁverSity
College of Medicine. Some'haﬁe-déalt'ﬁith,the format§oh:offthé |
institution, the stéff; certain Board'mempgbs-éhd ofhér[genefa1
features. However, little haS"beeﬁ réveaiéd abohflfhefinstitution's :
connection with any specfal educationa1’mqvemeﬁtsfor:deﬁéiopments
between 1890 and 1920 othér'than a casual referénce to tﬁé'F1exnef'
Report of 1910. Since this was such a volatile and exciting period
for medical education in Virginia, as well as,nafionally; an account

of certain of the events needs to be recorded..

Organization of the Study

In Chapter II of the study there will. be an examination of the
political struggle that contributed to the decline of UCM. ~P611tica11y,
medical schools were being forced in a standardized mold largely
through the efforts of the AMA's Couhci1 on Medical Education, the
Association of American Medical Colleges, through the Carnegie
Foundation's 1910 report by Abraham Flexner, and through related
. efforts of selected Ticensing boards. An examination of fhe develop-
ment and influence that these organizations exerted toward medical
education nationally is needed here in light of their significance to
UCM.

Chapter III will deal with the manner in which curricular and

structural pressures from accreditational requirements became
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oppressive and contributed to the decline of UCM. The curriculum
was being changed, through raising'énfrahce_Eeﬁuirements_td-medicai'
schdol,'adding'to fhe édhool-céiéhdar,‘by modifyjﬁg‘thé_SUbjects_and
simi]af educétional-réquifements."Sﬁch pressﬁres fof.changé altered
the image of the institution and affected its bperatioh: A

Chapter IV will examine how the lack of a sound financial
structure by UCM stimulated its decline. It became increasing1yr
difficult for the College to'maintaiﬁ the educational ﬁtandards of
the Council on Medical Education, the Association of American Medical
Colleges, -1icensing agencies ﬁnd those set forth in the Flexner Report
of 1910, The cost of a quality medical eduéation'grew béyond the
amount received from tuition alone. As medical instruction at the
institution improved, the more students it attracted, but the more
money it eventually lost. - This created so much pressure that the
institution's future appeared uncertain.

Chapter V will include a summary of the investigation, conclusions
that have been drawn from the study, and implications for future
research.

As the move toward standardization in higher education developed
at the end of the nineteenth century, consequent curricular changes
were made in medical schools in Virginia. It seems appropriate,
therefore, that one should examine the proposition that UCM declined

because of external pressures associated with theseé changes."
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CHAPTER 11

THE POLITICAL:PRESSURES THAT‘CONTRiBUTED-TO THEf
DECLINE OF THE-UNIVERSITY\COLLE&E OF‘MEDICINE_‘ -

Politically, medical schoo1§ were beinj_fofted 1hto a standérd—
jzed mold largely through the efforts of the AMA'c Councii,bn Medical
Education, the Association of American Medical Co11ege§; through the
Carnegie Foundation for the Advancement of Teaching, and ﬁhroﬁgh
related efforts of selected 1icensing boards and-confederatiohs.
One hypothesis of the study is to determiné.whethEr the'bqlitidﬁ1
influence these organizations had on medical colleges and pa}ticu1ar1y
the University College of Medicing led to its decIfne. The over- -
riding issue here is to explore the notion that UCM declined partly
because of the political pressures exerted by these several groups.

Near the turn of the twentieth century the AMA had established
as semi-official policy the goals of eliminating cotmercial medical
schools and reducing the number of physicians produced each year. In
addition, a number of other organizations and individuals became
concerned and active in these efforts. Major steps'in this diréction
had been taken in the early 1880's by John H. Rauch, secretary of the
I11inois State Board of Health. At that time the Board's Annual Report
began to publish lists of institutions whose diplomas were not recognized
in IT1inois. It also made public the state board examination scores

1

of the graduates of individual medical schools.’' These measures
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proved to be powerful forces locally since schools whose graduates
performed consistently poor had iﬁcréasing:diffiCuTtiég-aftraﬁtingl_-_
students. | | SR | e

In a similar way this kind of pdlitiCa1 pressure;forfmedfbél7
institutions to begin to_confothfdkérd4somé §téndafd 1n.médic§1
education to receive the recognit%on they needeﬁ ﬁrofe§siona11y
would be used by other organizations such as the AMA‘S Cduncfi on
Medical Education, the Association of American Medical 0011egés,
state licensing boards and confederatibns, and simiIar'groups; In.
the following section influenfiaI medical organizations_wi]] be
examined for purposes of ascertaining selected political pressures
that emerged from them and that ultimately affected Amefican medical

colleges.

Council on Medical Education

One of the first steps to create pressure by the AMA to adhere to
the Association's guidelines was to establish a national body to ovefsee
reform, To secure reforms in the medical schoois, the AMA needed to
establish a national bureau whose action ﬁou1d increase publicity.2
The work of the committees on education of the AMA before 1804 was not
as satisfactory as it could have been. The temporary attention that
the annually appointed committees gave to the problems of medical
education did not appear adequate as far as making significant gains
in medical reform. The CME had a pérmanent organization, with staff,

appropriations, and a permanent headquarters,
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" On its first annual meeting the CME,fin 1905:-produced a standard
for the "1dea1“ med1ca1 education to be used as a goa1 and a "m1n1mum” |
standard to be used to work toward that goa1 These standards are
discussed in Chapter III. The pub11catjon of‘these standards by
the AMA in its bulletin, the Journal of the American Medical =~
Association (JAMA), served as a point of po]itica1 preseure created
by the Council and the AMA in its requm of mediee1.schools. Institu-
tional members of the organiiatibn were coerced to adopt such
requirements. In addition, some of the affected institutiohsrﬁay
have grown Tlax in following the rules,3 These institutions would
feel the pressures to change also. - The AMA's Counci] would exert
further pressure on these institutions by placing them in rank order
accord1ng to quality.

A second annual meeting of the Council ﬁas held in 1806. A report
was made regarding the need to rank medical schools in relation to
their peers based on the results of state board examinations given
to recent medical graduates and others. This information was
published in JAMA for several years. The data included the number
of students examined before the various sfate boards, the medical
school from which they came, whether they passed or failed, and the
ranking of institutions., In the first report, four classes of schools
were recognized - Classes 1, 2, 3 and 4, with Class 1 being the best.
A further explanation of these classes will be discussed in the
following chapter, By publishing in JAMA the percentages of failures

of those medical school graduates who took the state boards surely
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created political pressure'which_fofced many institutions tofimprove
their standards. | , |

In addition to establishing meas@fés td:force ¢6mpiiance;Lthe
Council became more directive ﬁithxitﬁ decision to'cfeéfé on-site
inspections. As the Council continuéd tc“examfhe'the'bfqb]ems, :
associated with medi¢a1 educ&fion,:it became;épphrént-that'a heﬁsohal
inspection of the 160 inStitutioné had'té be made in order.to'determine‘
the character of the physiéal p]ants,'their‘ﬁork and.facu1ties; their
general fitness to teach medicine and to rank them., This was pfobably
. one of the more important aspects of the'Council's'work ub td this
point.4

In making the.inspections the Counci1.was “exdeeding1y-1enient
in marking the poorer schools" and permitted acceptanée of the
standards in phases.5 The Council felt that th{s first report should
be presented to the third annual conference but should not be publi-
cized with details at that time. The Council hoped that by behaving
in this way a minimum standard on what should constitute a recognized
medical school could be agreed on and that the institutions falling
below the standard could be given a reasonable time to improve to the
acceptable standard. In case they did not, their standing would be
published, and they wouid no longer be recogniied by the state boards.®
Such an agreement was expected to carry a significant amount of weight
because it would ultimately be agreed to by the majority of state
boards and no school could defy the rulings of many state boards and

continue to exist.
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A number of deficiencies in institutions were found through
inspections which demonstrated the need'for_é_syétequf annual
inspections that waS'thougﬁt might be madefjoiﬁf1y:béthén_thg;CME
and the state bﬁards. .It‘was‘also_séen that ihé dﬁesﬁibn'of a -
reduction of the number of médiéal schoo1s”nee4éd attentioﬁ.j.

As. a resﬂ]t.of{the report of the firSt‘inSpection.of'mediCal'
schools, a certain degree of change in medical educatidn;was |
experienced. Fifty institutions agreed to require by or before‘1910
at least one year of university physiﬁs,'chemistry and bio1ogy and_'.
one language as preliminary studieé before matriculating in a program

7 Almost immediately a number of medical school mergers

of medicine.
developed. In a similar area, as a result of some state boards
refusing examination to their graauates, a number of institutions
closed. |

The general conditions, as indicated by the first inspection;
were given the widest possibile publicity so that the pleas of ignorance
in regard to the demands of modern medicine would be viewed as unworthy
consideration. The regular publication of frequently revised classi-
fications was essential to secure many of the impkovements in medical

8 _

By 1909 the second tour of inspections of theAmedica1-schoo1s in
the U.S. was completed and provided additional data;' From this study of
extant conditions and with a view of the immediate needs of medica)
education, an outtine of the "Essentials of an Acceptable Medical
College" was prepared. This outline was regarded as é standard even

though it was felt to represent a low avefage of the condifions which
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actually existed. An‘ABC rating was used and based on criteria:in
a similar way that a civil service exam1nat1on m1ght be made. ’An'
exp]anat1on of the deta1ls of such a rat1ng may ‘be found in Chapter
IIT of this report.. _ P o

The CME believed that_the time had cqmé when the best interest
of medical education demanded that this rating‘of institutions should
be made pubh’c.9 _The ratings were pub1ishéd in JAMA; the‘professiona1
journal of the AMA that was ﬁidely circulated throughout the American
medical community. Publicizing the ratings was expected to prbduce
a kind of pressure for the problem institutions; Théir names would
appear with an explanation of their assigned grade and th1s kind of
exposure was expected to have successful resu1ts.

During 1911 the CME made its third inspection of medical colleges.
It used the outline of the "Essentials of an Acceptable Medical
College," which it had prepared based on results during its second
tour of inspection. On the basis of this examination the Council was
able to prepare a revised classification of medical colleges. This
time the ranking of institutions was somewhat more sophisticated since
the Council was beginning to qualify its ranks.

Results from the earlier investigations led the CME to believe
that additional work was needed in invéstigating and reporting on
medical schools, After the third visit the Council worked toward a
further reduction in the number of medical schools. There were

locations where mergers could be made since two or more medical




25

~schools were competing for clinical facilities in local hospitals and
neither were‘sécuring what they needed. o
If the CME was going to create all those.démand;, it is apparent
- .that help from oﬁtside the institution wbu1d be needed to providé
financial support through privaté endpwment; amonﬁ'bther means.,
Another element contribﬁtihg to the_finahdfa1 Quéstipn waé'due mainly
to the direction that teaching medica} éddcation was developing, that
is, from a large-classed, maih]y didactic setting to one of a Taboratory-
- oriented setting with smaller classes. To achieve‘these‘aims, the
CME saw that state aid and brivafe endowment were needed for the
medical schools. Operating an institution with only student tuition
and attempting to.modify the structure and curriéhTum of the school
would be a nearly impossible task; The Council enlisted the services
- of the local and state medical societies; the state Ticensing boards,
the national medical associations and individual physicians and |
citizens of inf1uence.10 Clearly, these political efforts were sought
in order to create a pressure on the medical schools so they would
conform to the standards, be forced to close, or make some other
arrangements, such as possibly merging with other institutions.

It should be noted at this point that the Council served primarily
as a council on education and.not medicine. It was, in effect, a
national agency on education and its influence touched not only
ﬁedical schools but also secondary schools, colleges and universities.11

The organization did more than any other single agency could have to

weed out unfit medical schools, encourage full-time professors in
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the scientific branches, to demand bedside clinical teaching and.
adequate laboratohy and hosp1ta1 tra1n1ng and fac111t1es. The Counci1_
has been able to do this through hard work and a1so becauée 1t
represented the medtcal profess1on of America. When th1s work was'
being performed, over half of thelpfactitioners in'the"U.S.rwere,
members of the 10ca1'medicalrsocietiesfﬁho choosé de]egates‘to‘the
state societies and these, in turh; chodﬁe the Housé bf Delegates.
. The CME was a committee of this body, and its action'héd the weight
of the entire medical profession.- Univérsities, colleges and state
boards have accepted the decision of the Codncii as thévexpression
of the thought of the leaders of the profession inAmelr'ica.-]2
Up to this point, it is apparent that thrdugh<the AMA'S organiza-
tion there was a desire for the CME to establish some of the early
curricular changes among medical schools, lThrqugh pressures exerted
the CME affected the structure of the institutions: However, this
work occurred at a time when other orgahizations were making their
weight felt in the field of medical education: An examination will
" be made of the efforts of some of these groups that attempted to

change the field of medical education.

Association of American Medical Colfegés

After earlier attempts made by the medical scﬁobls to organize
themselves in order to improve their standards of medical edutation,'
the Association of American Hedical Colleges was successfully
established in 1890. To be a member of the assoc1at10n; medical

schools had to require three years of medical study for graduation,
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with the yearly term not less ‘than sigymbnthsflong. In addition,
each student was required to pﬁss oral aﬁawaittéﬁ ékéminatiqns,.and
laboratory work had £o'be required_ih éhemetry,hisfolpgy and -
pathology. 'Institutiona1 memberS COth,nd 1onget admft dﬁqpé1ifigd
students. Entrance requirements included a Zoqewqfd'compbsftfqn, |
translation of easy Latin prdse, andftésts‘in higher_afithmgticrand,
elementary physics., Gréduates'of retogni?ed éoT]eges.of-]iferature,r
science or art, and normé] schools wére exempted from fhis requife-
ment 13 |

These requirements were more advanced for many medica1_schoo]s
of the time, but fo belong to this organization could be viewed as a
sign of prestige. The level of théSe requiremehts-weré apparent}y.
high enough in 1891 to be accepted by the National Confederation of
State Medical Examining and Licensing Boards (NCSMELB). ‘This dual
effort surely created a degree of reform pressure towards the medical
schools that had not previously existed, Moral suasion had been
unsuccessful in the past due to the absence of enforcing the decision
of either the AMA or earlier AAMC. However; when the reform was made
a requirement for licensing, rather than dependent upon the goodwill
of the various medical schools, a better chance for success deve'loped.]4

The nationwide attempt at reform appeared to be developing in a
more successful path than previousTy; This seemed tb be supported by
the fact that in 1894 the I11inois State Board of Health reported
96.3 percent of the medical schools required three or more years of

study in 1893.15 In a related area; the results of the state examining
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boards indicated that 25 percent of the graduates of inferior colleges
were not capable of passing the requ1red examinat1ons compared w1th
1.5 percent of the graduates of the better schoo1s. |

In 1894, the AAMC ammended its const1tut1on to reqU1re all
matriculates to take an exam1nat1on that 1nc1uded an Eng]1sh compos1t1on'
of not less than 200 words done in the appl1cant s handwr1t1ng, h1gher |
arithmetic, a]gebra through the level of quadratics, e1ementary
physics and Latin. Graduates or matricu1etes of reputable colleges
or high schools of top quality or normal schools established by the
State-authority, or students passing the entrance examination provided
by the State of New York could be -exempted from the requirement;16
Five years later, M.D. candidates would be required to study medicine
for four years and attend at least fbur,ceurses of lectures of not
less than six months for each session. The intentions of the AAMC
were apparently becoming more forceful since the organization's
secretary was authorized to cancel the registration of those colleges
that were unable to provide the four-year curriculum.

As has been seen with the CME, similar reform efforts continued
as the AAMC maintained that after July 1, 1910, students without an -~
official diploma from a high school, academy, normal school or college
giving an acceptable preliminary education would not be admitted. A
good deal of flexibility probably existed when schools were determining
what exactly was considered "acceptable," in the absence of any real
standards among the institutions providing the preliminary education.

Apparently requiring students to possess a diploma was viewed as a
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means of elevating entrance staﬁdards and ckeating a pressure toward
reform regardless of how small it ¢ight_have,Eeen;‘fAltﬁodgﬁ'tﬁeSe
requireménts were directed'prfmari1y'at mémbef.insfituff6h§; ohé can:
see how elevated standards as thése were~1ike1y'ﬁdfﬁéyé §o$e kind of -
influence on even non-member institutions to 1ﬁprpve themsélVés.dIso.-

In simi]ér fashion; the AAMC exerted pressuré to conform‘through‘
visitation. In 1904, the AAMC began visiting some of the medical
colleges, and by 1905, the Association was requiring a standard
medical curriculum of 4;000 hours. This move was’apparently.a favor-
able one Qith other 6rganizations involved at improving medica] |
education since the National Confederation of State Medica] Examining
and Licensing Boards had adopted the AAMC's standard curri@ulum.]7

By 1907, the reform steps taken by the ARMC were more stringent
than before and the Association began requiring four years of residence
for an M.D. candidate in a medical school. The AAMC effbrts began to
correlate with the AMA's first cTaésified‘list of medical schools on
the ABC basis.]8 Not only were different organizations promoting
reform measures, they were beginning to experience similarity in their
desires.

Between 1900 and 1910, the demand for reform in medical education
had begun to accelerate and involve a number of organizations: It
became apparent among these organizationé that duality was evolving
and a few began to unite their efforts atrreform; It was previously

noted of the NCSMELB adopting the AAMC's standard curriculum. In a
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similar vein, during 1913 the AAMC and the AMA's Ccunci1 on Medical
Education and Hospitals (formerly the CME)'united their‘effcrts_and
agreed that before adm1tting students to medica1 school ‘they would
be requ1red to have a pre11m1nary college year of at least 32 weeks
wh1ch included courses in b1ology. chem1stry, physics French and
German. “From this point on, the number of hours of co]lege cred1t
requ1red for medica] college adm1ss1on wou]d be 1ncreased to 60. hours
of college credﬂ:.'Ig In a similar area, by 1918 the Federatlon of
-+~ State Medical Boards (FSMB) agreed~to dccept the 1ist of‘Scnbols'

. accredited by the AAMC and CME, and joint medical school inspections -
by the Council and the Federation were being planned i-'or‘the'future.z0

In abandoning the narrow views of the propriefary colleges and:

states' rights arguments of county societies, the committees of the
AMA and AAMC thus became a recognized influence in the reform of

21 In achieving a corporate image both

American medical education,
the AMA and AAMC relied upon the grass roots nature of the professional
organization and recognition by the practiticner that his future social
and economic status depended on his belonging to the AMA and cooperating
with it to make himself more efficient, more humane, and better
educated. In mobilizing a common set of goals, the medical profession
enabled its nembershfp to rise quickly in economic security, quality
of practice and social prestige.22 | i
It has been evident the manner in which certain reform measures
of the CME and the AAMC were readily accepted and supported by

selected medical licensing boards. More specifically, there is a
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need to consider with these boards their reform desires and the

political influences with which they were associated.

Medical Licensing Boards

By the late nineteenth century, prdfessfdna}_and'certain‘interQSt
groups were developing their own organizatfons;l.fn America, the field
of medicine appeared to be taking on more Strﬁctufe,_and its leaders
were concerned with the need to protect the pub1ic‘from incompetent
practitioners. The medical profession urged the formation of state
medical licensing boards.z_3 Regulatory boards were not new in
medicine because they once Had an important roTé in the regulation
and development of medical practfce in America during an earlier
period; however, that began to fade in certain states:

Medical licensing boards frequently had to contend with legis-
lative inconsistencies within the states. This created problems for
older physicians and recent medical graduates who desired to establish
a medical practice in a different state from the one in which they
acquired their training and medical dip]bma. ATso; the presence of a
number of medical sects created additional problems as far as medical
standards were concerned within the state..24

It was important that there be 1imited ways whereby one could
enter into the practice of medicine within each state;‘ It was felt
that a single entry track to the professiqn should include a fixed
educational standard to which the medical schools would adhereé'

Requirements should incTude graduation from a medical college and
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successful completion of a state licensing éxaminétion.zs - Clearly,
attemptiﬁg to control who entered the medi¢a1'phqfe551qn wonjd involve
adhering to certain educationa]rand-seietted médica11y're1ated Sténdards.
This would pressure the medical séhools_toéccébt su¢hfméa$ures if
their graduates would be a]Ibwed to take the_1icensé éxamination.‘

It was commonly believed that poséessing a medical dip]omé from .
a reputable medical college assured that the student had feceived
adequate training. The license examination would provide'an-added
‘guarantee that the applicant had a knowledge of the fundamental
medical sciences and the ability to recognize diseases. 28

These Ticensing boards attempted to provide a mfnimal Tevel of
control over some of the worst types of medical schools; however, fhe
criteria for licensing among the states were neither unfform nor
rigidly enforced.27 Evidence suggests that some boards were faced
“with political pressures to protect interests of the graduates of
local institutions, while others'were the objects of political
spoﬂs.28 These unstable conditions slowly began to change only when
the AMA was able to exert its influence on medical education signifi-
cantly around 1901. In cooperation with state boards;,the AMA's
-Council on Medical Education made a number of recommendations which
included the improvement of educational standards, hospitéT training
and the financial restructuring of medical schools.2?
The development of medical licensure during the first few

decades of the twentieth century was closely associated with the
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predecessors of the Federation of Staté Medical Boards of the United
States. The National Cpnfedefation'dfrétate Mé&ica1 Examining and
Licensing Boafds, orgﬁﬁized in 1891,‘wés_concerhed.wifﬁ‘imprqving
,the.stanﬂards of medical educatioﬁ through the'ihf1uehﬁe'df state board
regulations and Ticensure examinations. 'This:drgénizatibn?created
pressure for medical ;ol!eges to adopt their standards sincé théy
appointed a committee to examine the'miniﬁum entrancejrequirements :
to medical schools., This pressure appareﬁt1j was successful to some
degree because it was reported that in 1899 the organization had
-promoted the general adoption of a complete high school training
program as a requirement for admission to medical schools, which
gradually led td the one and two-year premedical college requirement.30
By 1901 an attempt was made to establish a national medical
certificate which would allow the holder the right to practice anywhere
in the country. Although the AMA supported the idea, it was
apparently not feasible to finalize the work on the certificate at the
time. Nevertheless, educational standards continued to be a focal
point for some of the licensing boards while the lack of interstate
reciprocity among physfcians bothered others.

In 1902 the Confederation of Reciprocating State Medical Examining
Boards (CRSMEB) was created in an attempt to promote a plan for the
reciprocal exchange of physicians. As the membership increased, the
aims of the organization broadened to include efforts to improve
educational standards and promote uniform legislation for medical

1icensure.3]
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By 1908 state boards_were~gaining more control over medical
education through elevafed stén&ards that‘fhéyfdemandEd; In five
states the stéte boards requifedhtht fhe'education prior to o
medicine should include either one 6r_fwo:years.of coi1egé. S
Twenty-two states iﬁsisted oh four yeafs of higﬁ schdo]ywhile,five”
more had received‘Tegislative authority tb'set_standards.j In.additioﬁ,
29 states had the authority to refuse‘récognitioh to ﬁnsatisfactony
medical schools. There remained 15 states where the bdards had no
authority to establish §tandards and whereﬁthe‘médical practice
acts did not mention preliminary eddcation;32'

By 1910 the aims of the American Confederation and the National
Confederation had developed to the point that a merger was effected
between them under the scrutiny of the AAMc; the AMA's Council on
Medical Education and the Carnegie Foundation for the Advancement of
Teaching. The new organization was named the Federation of State
Medical Boards of the United States.33 The object of the organization
was to develop and maintain reasonably high and uniform standards of
medical licensure, and this would involve securing accurate knowledge
of the standards of preliminary and medical education; The organization
maintained that it would publicize information which could be dis-
seminated among its members on the interstate enforcement of medical
licensure.3*

The type of unity that appeared to develop émqng'the licensing
boards clearly created additional pressures for conformity within
the national medical schools. This was surely boosted and carried

even more influence when the CME, the AAMC and the Carnegie Foundation

gave their endorsement of support.
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Although the conhection betwéeh the Federation of State‘Medica]
Boards and the CME and AAMC wou1d eventuaT]y erode in future years,
in the early years of the un1on the united efforts of the organ1zat1on '
clearly created such a strong 1nf1uence Ffor reform among the. med1ca1
schools of the country that a-number felt the need e1ther to reorganize
their offerings, to merge with otﬁer inétitutionﬁ; or td cease

operations.

Carnegie Foundation for the AdVancement'of'Teachfng

The work of the  CME and AAMC was necessary to the reform movement

-in medical education. Likewise, the state and national medical

societies and examining and lfcensing'bdards all offered their unique
contributions toward the needed reform measures; Nevertheless, such
organizations were seen as being too closely related to the medical
scene to be thought of as impartial obServers; A different tactic
was needed, Although there had been a fair amount of competition

among certain organizations in attempts to control medical education

by destroying competition, there was beginning to develop the uniting

of efforts of these groups. A national organization would exert
nationwide political pressure causing the more rapid tempo -of the
reform,

One hypothesis being examined was associated with the political
pressures that were emerging from accrediting agencies, licensing
boards and similar organizations. Since it was believed to be

unethical for medical practitioners or the institutions and organiza-
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tions they represented tb-condemh_théir countérpartsvpublic1y, sdcﬁ
condemnation had to comé frqm.an agency having no-conn9c£ion with
"medicine. The Carnegie Foundatibﬁ for the AdVénéemenfﬂdf Teaching
was such an agency énd'became‘ihv61ved in the reformation'bf medical
education. | | o

The Carnegie Foundation was é1ready exefting Some polifica]
pressure in higher education through its suggestions to improve
education generally. The Foundation estéb]ished a p]ah of retirement
pensions for teachers in colleges, providedvthese jnstitutions met
certain academic standards. Such a plan With_its finénciai inducements
obviously provided considerable leverage towafd-improvemeht of
standards which the foundation would seem to contro1;35

It occurred to some members of the Council that if they could
obtain the ‘publication and approval of their work by the Carnegie
Foundation, it would assist greatly in securing the results the
Council was attempting to bring about. The beliefs of the Foundation's
President, Henry S. Pritchett, regarding professional education were
compatible with that of the Teadership of the AMA. He had convinced
his board that there was a need for reform of the professions.
Although he had been rebuffed by the legal profession, the AMA
extended an invitation which Pritchett accepted; It was agfeed that
while the foundation'wou1d be guided largely hy the Council's investi-
gations, to avoid any claims of partia]ity; 1ittle attention would

be given to the Foundation in the Council's reports. Thus, the
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investigation results would have the weight of an fndependent report
from a disihterested:bddy“énd shou]djb@ mofe inf1uentia1-in deve16ﬁing
public opinion.36 Ber]inerinbte§ tHat based:onAfhis_and_dther‘..
contacts made between Pritchett and Bevah; it‘ﬂas épparent that the
political forces would have é sﬁroﬁg impact on medibé];gducatioh
reform measures. >’ ' | o

Timing was apparently an important element in the Foundation's
role in medical education reform. The Council decided that it would
not publish its lists of satisfactory medical colleges and would not
make known its grading of specific schools until after the Carnegie
report would have appeared. That would help make the Council's
report at a later date more effective. The Council was seeking an
increased credibility from the Carnegie report as-coming from an
independent agency.38

Although a more detailed. account of the Carnegie Foundation's
involvement in reforming medical education will be discussed later in
this report, there are selected points of the Foundation's involvement
that need to be brought out here. In 1907 Henry S. Pritchett,
president of the Carnegie Foundation for the Advancement of Teaching,
was invited by Arthur D. Bevan and Nathan P. Colwell of the AMA's
Council on Medical Education to examine what the Council had collected
on medical schools during the past several years. In 1908 since the
Foundation was attémpting to undertake an examination of medical,

legal, engineering and theological education, Pritchett asked Abraham
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Flexner if he would be willing to studyfmedigaT.education, and he.
consénted. _ | ' _ R . | 7 .“. _

Flexner familiarized him;eif'wifh medical;eduCaffbh as he
attempted to'formUTafe standardé by'whicﬁ.tb‘evaluafé-the Ameriéan?
institutions. Besides feadiﬁg'the repbrtszof-fheltﬂE; hé ¢onféfred
with leaders in the field of medical edUcationléugh as Bevan, Cpiwéll;
and George H. Simmons. He also spent tfme'at Johns'Hopkins'cdnferring
with medical professors Welch, Halstead, Mall énd'othérs who were
instrumental in the development of their medical school. He adapted
what he felt were the best features of medical education in England,
France and Germany to the American conditions.§g The criteria qf
medical education reports, conferences with medical professors and
the best features of European medical programs proved to be very elitist
in nature.

With a theoretical framework of what a medical schob] should be,
Flexner began inspecting the medical colleges. He examined the
entrance requfrements, size and training of the faculty, institutional
“finances and the_physica1 facilities. The conditions he found were
shocking, especially since there had been some improvement prior to
his survey. Nevertheless, his report wés published -and received
international attention.

As Flexner saw it, a discrepancy had developed between medical
science and medical education., The scientific segment had progressed;
however, the educational portion had stagnated, Flexner was demanding
such a high set of standards that the medical colleges found it hard

to comply.
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As brought out by King, it could be argUed'that the Flexner Report
was not an independent survéy since it'had'beEn ini£iatéd by'the_AMA._
with a specific goal in mind -- té strEngthén'thg hand of tﬁé_Counci1'
in its dealings with medical schddls'and.the'pub]ic.40 It was also
brought out that perhaps'thé Couhcil‘]acked'faitﬁ in its ability to |
win pubtic confidence unaided. For a number of years the bublfé had
distrusted the motivés of the medical profession when it attempted to
control qualifications of practitioners and ban the sectakians; The
pubtic had to be convinced that the work by the‘Carnegié Foundation
was working for the best interest of the pub1ic; King suggested that
in both thé original intent and historical retrospeét, the Flexner -

* Report was an achievement in public relations and not an intrinsic
contribution to medical education as such.41
When Flexner started his survey, the major issues on educational
reform had already been established, impoftant dété collected, and the
main course of progress charted, He stressed science as the basis of
medicine, the importance of research, the significance of the scientific
method in medical practice, and a need for the universal control of
hospitals in clinical teaching. Perhaps Flexner contributed nothing
essentially new to fhe writings of prominent physicians and to the
previously published preceedings by the CME. Nevertheless, the way
in which the report was written, its broad circulation and independent
nature, and its sponsor he]péd to make the report powerfuL42

J. H. Kirkland, Chancellor of Vanderbilt University, pointed out

several politically related problems associated with improving medical
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education, He noted that southern legislatures,-ehtiréIy;autqnomous,
might rebel against making Taws t0~satiSfy the medica1'éducationﬂ'

demands of certain northern states. _He_é1sb emphasized the importance

-of publicity and, in-doing-éo, anticipated the force'df‘F]eXnerfs_'

report that would occur. three yearé later. He nbted‘that-if'the"‘
Council would inspect and tell the truth about a1l of the medftal
schools, point out their defects, report on their equipment and method
of instruction, the moral forces that would be exerted would-haﬁe an
uplift that could not be calculated.and would be more efficient in
the long run than any attempt by drastic legislation to secure results
that might produce disaster. This was the BTueprint for the Flexner.
Repor't.43 |

The Flexner study was important for emphasizing both the elitist
and academic viewpoints. Then, because of the report, Flexner acquired
enormous power in disbursing funds, power that he directed toward
promoting his own elitist viewpoint. It has been suggested that the
report could have even had ultimate results different from those -
intended when the program of medical échoo1 inspection was-decided.44

Clearly, the Flexner Report was one of the most poWerfd] instru-
ments that grew out of the period being sfudiéd.- The elite and
independent nature of the réport, ifs frankness and wide circulation,
among other points, contr%buted to making the study a very powerful
and effective political tool for reforming medical educatioﬁ; -

Over the next several decades the course of medical education
encouraged other éssociations and organizations to enter the arena.
Issues multiplied and as each one emerged, it led groups of supporters

to seek a share in the control.
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Politically, medical schools were being'forced.into:a standard-
ized mold through a number of foroes. Once the AMA's. CounC11 on
Medical Education became estab11shed in 1904 reform measures in |
medical education began to emerge more rap1d1y thannbefore. Entranoe_
-standards into medical schoo]s were advanced ‘The med1ca1 curriculum
was modified, and the durat1on of the med1ca1 program was 1engthened
The Council -served as a national bureau concerned with 1mprov1ng
medical education., Much of ]ts success was attributed to;the.

- publicity and support by the medical profession. Its Qrading scales,
physical plant_inepections and its collaborations with the AAMC, fhe
Carnegie Foundation for the Advancement of Teaching, and selected

state board examining and licensing organizations madekit‘especiaIIy
effective in creating a great deal of pressure to reform in'medica1
colleges of the period. This pressure for‘reform brought about positive
changes in the institutions which were able to make available the

money, staff and related materials. For those which were laoking in

- these areas, the future existence of the institutions was uncertain.

In a similar vein, the Association of American Medical Colleges
organized to improve medical education standards before the turn of
the twentieth century. They created pressures among institutions to
effect curricular and structural changes in their programs. They,:too,
used physical visits, publicity and collaboration to inetilT pressure
for reform among the medical schools.

Partly because of a desire to protect the public from incompetent

practitioners, the National Confederation of State Medical Examining
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and Licensing Boards and the.Amerfcan anfEderation of Recipfccating
Examining and Licensing Medica]'Board§ éndareTated”quanizationS; 
Timited the ways whereby one could éhtef-}nfb the'praqtfﬁe §f medicihe,v
‘ affected educat1ona],§taﬁdards; andlinVo1yéd-ih£erS£éte-reéiprodity

-of medical eXaminiﬁg and‘]itehﬁfng."H%fhin'this QEQUp’Qf brghnfzations
a number of independent demands wére,made §t:first;'ahd 1afér, as the
group expanded, a significant amount of‘pfésshre was brought tb bear

on medical schools to improve their standards. By yiefding to this
pressure, the medical schools helped their graduates to Ee more
successful at passing state bpard examinéﬁions and to belong to a

more elite group of peers.

The work of the CME, the AAMC, the state and national medical
societies, and examining and licensing boards all offered their
combined unique contributions to the reform measures in medical
education. However, these groups represented the medical profession
and were viewed as being too closely associated with the medical
scene to be effective as leaders of reform. The AMA, therefore, asked
the Carnegie Foundation for the Advancement of Teaching to become
involved in the reform of medica) education. The result of the
involvement was the support by the AMA and the publicity of the
Flexner Report of 1910. - The Foundation had it§ impact on medicine
primarily because it was viewed as a national 1ndebendent agency and
was perceived to be influential in deﬁe1oping public opinion. Not

only was this report a significant contribution for creating political
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pressure to reform.medical educat1on, but the organ1zat1on became.
more important as a co1]aborator among other groups.‘-m

One hypothesis of the study was to examine the pol1t1ca1 1nf1uences
~that-selected organ1zations had on. med1ca1 co]Teges and, part1cu1ar1y,
on the Un1vers1ty College of Med1c1ne. The focus.qf the issue here
was to explore the notion that UCM declined partly because of the
po1iticai pressures exerted by these several grdups.

One of the first steps to create pressure forcing-adhefence to
- the .AMA's guidelines was to establish a nationa1'body, the Council on
Medical Education, to oversee reform. A national bureau was needed -
to generate pub1icity.45 Publication of the Council's guidelines
-in JAMA served as a point of political pressure to use against the
" medical schools.. This journal ﬁas widely circulated and carried the
weight of most organizations, colleges and practitioners in. the
profession,

~ Institutions that were members of the organization were coerced
to adopt such requirements if they did not already recognize them, -
-In addition, there may have been institutions that ‘had become lax in
following the r'u'les.46 By 1906 a report was made of the position
- medical schools occupied in relation to their peers based on state
board examination results. .This report recognized four classes of
institutions, ranked from best to poor. Also, percentages of failures
of those who took the state board were. tabulated and published. From
this information, it was easy to see which schools were producing the

greatest number of failures. These actions created political pressures
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~ that forced many institutions to improve their standards, It could be
assumed that institutidns.showing a significént nuﬁbér 0F-f§11urés on
- state boards were weak or unfit in.what,they.taﬁght;j §UCh pressure-.
would seem to be a hotivating force: for refbrm from within'the
institution, | | . . 7
In addition to estéb]ishing measurés tblgain compliance, the

Council became more directive when it made its decision to create on-
site inspections.. In its report the Council categoriied the schools
according to their quality. Fol1owihg the report of its first inspection,
~a number of medical school mergers developed. .Also, as a result, some
state boards refused to examine some medical school graduates and a
. number of institutions were forced to close. Mahy of the improvements

~made and revisions in medical eddcation were a result of the regular
publication and revision of these cjassifications.47

. By 1909 the second tour of inspection was completed and selected
guidelines of an acceptable medical college were published along with an
ABC rating of medical schools. During 1911 a third inspection was
made.,

Results from these three investjgations led the CME to believe

that additional work was needed in investigating and reporting on
medical schools, The Council enlisted the services.of local and state
medical societies, the state licensing boards, the natioha] medica]
associations and individual physicians and citizens of influence.8
Clearly, these reports helped to create a pressure on the medical

schools so they would either conform to the standards, be forced to

close, or make some other arrangements such as possibly merging with
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other institutions. The. Counc11 was serv1ng, in effect as a nationa]_
agency on education and not med1c1ne, and 1ts 1nf1uence touched not :
only medical. schoo!s but also secondary schools, co11eges and |
'un1vers1t1es.49 This had a bear1ng on students in V1rg1nia and
ne1ghbor1ng states who aSpired to attend the Un1vers1ty Co11ege of
Medicine.

As results of the investigative reports helped to caus€ reform,
the Council increased its political influence to weed out unfit
schools, encourage full-time professors in the scientific branches,
demand bedside clinical teaching, and to provide adequate laboratory
and hospita1 training and facilities. The Council was able to do this
through its diligent work, and it came to represent the medical
profession of America.

The CME worked through the AMA's organization to establish some
of the early curricular changes among medical schools. Soon influence
was gained and the CME affected the structure of the institutiona.
However; this work occurred at a time when other-organizations were
making their weight felt ‘in the field of medical education also.

After earlier attempts made by the medical schools-to organize
themselves in order to improve their standards of medical education,
the AAMC was successfully established in 1890 and began to publish
requirements for medical education. The level of these requirements
were sufficient in 1891 to warrant acceptance by the National Confede-
ration of State Medical Examining and Licensing Boards. This type of

dual effort created a degree of pressure that had not previously.
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existed to reform medical schools. Reform had been unsuccessful -
in the past partly because the'deéisienS'of either‘fhe AMA er eerliefl
AAMC were not enforéed ' However, when' reform was made a requ1rement |
for licensure, a better chance for success deve]oped 20

In 1894, the AAMC amended the requ1rements in its constitutiqn
to include requirements which ref]ectEd ﬁeCeSsity'for'achievement
By 1904 the organ1zat1on began v151t1ng selected medical colleges,
and by 1905 it was requiring a standard medical curr1cu1um of 4, 000
hours.

" Other organizations involving medical edecation such .as the
National Confederation of State Medical Examining and Liceneing=
-.Boards adopted the AAMC's standard cur'lr'icu'lum.s.I By 1907 the reform
steps taken by the AAMC became more strfngent and their-efforte caused
a move to support the AMA's Tist of medical schools prioritized.on the
+ABC basis.52 Not only were different organizations promoting reform
measures, they were beginning to experience similarity in their desires.

Between 1900 and 1910, the feeling for a need for reform in-
medical education had begun to accelerate and to involve a number of
organizations. The National Confederation of State Medical Examining
and Licensing Boards had adopted the AAMC's standard curriculum. In.
1913 the AMMC and the AMA's Council on Medical Education and Hospitals
united their efforts.

In a similar area, by 1918 the Federation of State Medical Boards

agreed to accept the list of institutions accredited by the AMMC and
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Council, and joint medical school inspeCtions by the Council end
Federation were being’ p1anned for the f’uture.sr3 In abandoning the :
narrow v1ews of the propr1etary col]eges and states r1ghts arguments.
of county societies, the comm1ttees of the AMA and AAMC became a
recoghized 1nf1uence in the reform of American medical educat1on.54f

During the latter part of the nineteenth century,-a number of
professional groups were forming independent organizations arpund
their interests. Restructuring was taking place nithin the field of
medicine. To protect the public from inéompetent‘practitioners, the
medical profession urged the formation of state medical licensing
boards. In view of legisTlative inconsistencies within tne states
which affected rec1proc1ty and in view of the number of medical sects
demanding the rxght to prOV1de quest1onab1e medical services, it was
felt that a single entry track to the profession should include a
fixed educational standard to which all medical schools would adhere.
The Ticensing boards attempted to provide a minimal level nf control
over some of the worst types of medical schools.

The development of medical Ticensure during the first few decades
of the twentieth century was closely associated with the efforts
made by the predecessors of the Federation of State Medical Boards
of the U.S,

To improve the standards of medical education through the influence
of state board regulations and licensure exsminations, the Nationatl
Confederation of State Medical Examining and Licensing Boards created

pressures for medical colleges to adopt their standards since they
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appointed a committee to examine the minimum entrance requirements
to medical schools. Somewhat later, the Confederat1on of Rec1pro-
cat1ng State Medical Examining Boards was created 1n an attempt f
to promote a plan for the recipnocaI exchange of phys1c1ans._ As'
the membership 1ncreased aims of the organ1zat1on broadened to o
include efforts to improve educat10nal standards and to promote uni form
legisTation leading to the Federation of State Medical Boards. 55 .
By 1910 the aims of the American Confederation and the National
Confederation had developed to the point that a merger of these
organizations was effected under the scrutiny of the AAMC, the AMA's
Council on Medical Education, and the Carnegie Foundation for the
- Advancement of Teaching. The new organization was to develop and
maintain reasonably high and uniform standards of medical Ticensure,
and this would involve securing accurate knowledge of the standards
of preliminary and medical education. .The organization maintained‘
that it would publicize information which could be disseminated among
'jts members on the interstate enforcement of medical licensure.®
The united efforts made by the Federation of State Medicai
Boards, the CME, and the AAMC created such a strong influence for
reform among the medical schools of the country that a number of
institutions either reorganized their offerings, merged with other
institutions, or died out completely. The University Co11ege of
Medicine and the Medical College of Virginia were two institutions
affected By these and other forces during the period, and it was

believed that through merger.their combined efforts could produce a

stronger school.
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The work of the CME and AAMC was necessary to the reform movement
in medical education, LikeWise;uthe'state ahdenatibhaTémedicei‘,e‘
societies and examiniﬁglboarde-made theiricdﬁtfibutioneltowérd fhef
needed reformvmeesures; Neverfheless,'sucﬁ'ofganizationsfwefe»seen
as being too closely related to the medical scene to be-thdUQh#‘bf:
as impartial observers. Although there had been a fair amount of
competition among certain organizations in ettempts_to ¢ontrol'medice1f
education by destroying competition, there was beginning to.deﬁelop
the uniting of efforts of these groups, |

Since it was believed to be unethical for medical praetifioners,.
or institutions and organizations tﬁey repreeented; fp”condemn their
colleagues publicly, any condemnation for change had to come from an
agency that had no connecti0n with medicine. It was at this point
that the Carnegie Foundation for the Advancement of Teaching became
involved in the reformation of medical education,

It occurred to some members of the CME that if they could obtain

the publication and approval of their work by the Carnegie Foundation,

~ jt would assure the results .the CME was attempting to bring'about.

Through negotiations between the Carnegie Foundation and the CME, it

'~ was agreed that while the Foundation would be guided largely by the

CME's investigations, to avoid any e]aims of partiality, little
attention would be given to the Foundation in the CME's reports. Thus,
the investigation results would have the weight of an independent
report from a disinterested body and should be more influential in

developing public opim’on.s7 The Council decided not to'pubTish its
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list of satisfactory medical éol]egesrand would not make known its
grading of speCific.scthIS'ﬁnti1‘afféf the Carnégig rébort'by .
- Abraham Flexner was published. That wou]dfhéip make‘thé CqunciI's
report more effective. . | . - iR

When Flexner stérted.his‘survey, the majortissues'oﬁ_edUcationa]
reforﬁ had already been estab]ishéd, 1mpor£anf data co11ectéd,.andr
the main course of progress charted. Perhaps he contributed nbthing
new to the previously published proceedingé by the CME. Nevertheless,
the way the report was writteﬁ and its broad circulation and indepeﬁdent
nature and its sponsor helped to make the report powerfuT.58

The Flexner Report, despite F]exnef's Tack of medicaT‘know1edge,
proved to‘be one of the most powerful instruments that grew out of
the period being studied. The elite and independent nature of the
Report, its frankness, and wide circulation, among other points,
. contributed to making the study a powerful and effective political
tool for medical educationaI reform. The influence of the Report
came- about not because of its content as much as the medics were ready
‘to reform medical education. The F1exnér Report was germinal to the
whole movement, The force both direct and indirect of the Report
surely had an effect on the stamfna of the University College of
Medicine,

The activities of the organizations mentioned above created such
an intense degree of pressure for reform in medical education that
those institutions having the greater financial base, and its

related support, more easily changed and improved educationally.
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However,'a number of- other schoolé, such'as,the University.cyllége of
Medicine in Richmond, Virginia, wﬁjch;didfndtﬁpo$§ess ihéinébessary ‘
financial structure to cdmply—wfth'recoﬁméndétionS‘mége“in‘thé Repbrt

were forced either to close or to merge with-othEr'institutiqnsf
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_ Chapter III _
THE CURRICULAR AND STRUCTURAL PRESSURES |
THAT CONTRIBUTED TOQ THE :
DECLINE OF THE UNIVERSITY COLLEGE OF MEDICINE (

In the previous chapter 1t was hypothesized.that the poIiticaI
pressures emerging from accrediting agencies; Iicensing boards, and'
related organizations to upgrade generaI medical education standérds
affected medical education and contributed_io the decline of'the
University College of Medicine. A significant aspect of this reform
affected the medical Curriéuium and academic structure of the insti-
tution.

The curriculum was being affected by modifying the subjects
beiﬁg offered, through raising entrance requirements to medical schools,
adding to the school calendar and through adapting to related educational
requirements. Such pressures for change aItered.the image of the
institution and affected its operation.

As the nineteenth century drew to a close and the twentieth
century began, an intense degree of influence developed from the AMA's
Council on Medical Education, the Association of American Medical
Colleges, the Carnegie Foundation for the Advancement of Teaching, and
from selected medical licensing boards. A quick effort to offset the
limited conditions of medical education by the mid-hineteenth century,
with population increasing, the need for physicians'énd medical schools

was great. There were few.legal restrictions on the development of
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medical schools and many were escablished_primari!y.for economic gain of
the promoters and faculty. - With So many'medical schools befng’eatab1ished,
there - deve1oped a compet1tion for students w1thout general standards. '
Many of the medical schools which were created were 1nfer1or or. at N
least, were weak in structure and gradually: became 1nferior 1nst1tut1ons.
Some, unfortunate]y, ere 1nferior from the beginn1ng

By the end of the n1neteenth century there had deve]oped about as

many medical schools in the United States as there vere 1n the rest of
the world. Uniformity within the medical curr1cu1um_d1d’not*ex1st; A

.wide gap appeared between the subjects offered,'the'time speﬁt5in the'
schools, and within the admission requiremedts.1' | _.

When the American Medical Association .was established in 1847,
colleges were awarding the M. D. degree for less than six months'
attendance in addition to a period of apprenticeship, The degree
permitted the holder to practice medicine in nearly every state. How-
ever, 60 years later a 1onger'and more detailed program of study was
required for the degree. In nearly every state the degree permitted
the graduate to a licensure examination preceeding practi“ce.2

The desire to improve medical education in the United States
during the beginning of the twentieth century may owe much of its
success primarily to the reorgan1zat1on of the AMA in 1901. However,
other organizations such as the Association of American Medical Colleges,
the forerunners of the Federation of State Medical Boards, the Carnegie

Foundation for the Advancement of Teaching and other medical schools

had an influence too.
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During the Iater 1800's and early 1900'5 the prol1fEration of.

medical 1nst1tut1ons and organ1zat10ns assoc1ated with med1ca1 educat1on

was great. However, confusion existed among the 1nstitut10ns that
desired to produce physicians and the organization that developed an
aim at regu1at1ng them. Independent interests, 1ndependent actions,
and developing oppos1t1ons among se1ected medical organizatIons were
prevalent and became 1ntertw1ned | '

In a similar vein, some confusion existed within the eVa]uation
that was done by many of the state'and national medical enganizatione
through name.changes, mergers with other organizatione.and terminations.
Eventually, as cooperation ambng the drgani;ation was gained;fthe
number. of medical colleges wasfreduced'and medical education siley'
improved. o ; o

‘The first organization to be examined will be the AMA's Council
on Medical Education (CME). In view of the re1ation5hip of the Council
to other medically related organizations and its longevity and
influence, a curricular pattern deveieped by the group became a

proposal for a number of reform measures that would be presented at UCM,

“Council on Medical Education

The American Medical Association was established in 1847, but was
more effective in dealing with medical education after its reorganiza-
tion in 1901.3 1In 1902 a committee was appointed ‘to examine medical

education and develop a report the following year. The committee
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recommended that in the absence of nationai governmenfai control, a
national influence and contro] of med1ca1 education had best be assumed
by the AMA Furthermore, a degee of permanence shou1d be given to a
-committee or council on educat1on. In 1904 the comm1ttee on educat1on
recommended the creat1on of the Counc11 on Medica1 Education.q_ﬁ‘.“

At first the Counc11 consisted of Victor C.'Vaughan, dean of the
Univereity of Michigan Medica1‘Schoo1;'williém_T. Couneilnan,‘professor
of pathology, Medical School of Harvard University; Charles H.

Frazier, professor of surgery, University of Pennsylvania School of
-Medicine; J. A. Witherspoon, professor of medicine, Vanderbilt Uni-
- versity School of Medicine; and Anthur'Dean,Bevan, prbfesson~of'
-surgery, Rush Medical College (Uninereity of-Chicago);:'Tne institutions
represented here were leaders in the fierVSinCe.the recommendations
-that came from them were foTIowed rather quickly. It was soon discovered
that although the CME did not have any legal powers; when "sound
suggestions were made to elevate the standards of medical education and
these suggestions were presented to the profession thréugh the*pub]icetion
of the Journal pf the American Medical Association, they were apt.
to-be adopted as though they were legally required. This was' largely
“due to the cooperation given by the medical schools, the state Ticensing
boards, and the medical profession as a whole.?
The CME discovered that the existing conditions of medical education
in .the United States were not satisfactorj‘when compared to those in
England, France and Germany. At its first conference on medical

education in 1905, the Council recognized that there were. five schools
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that required two or more years of a pre11m1nary tra1ning 1n the -
university before entrance to the mEdica1 schoo1 These 1nc1uded
Johns Hopkins (effect1ve 1n 1893), Harvard (effect1ve in 1900),

.- Western Reserve (effective in 1901), Rush Un1versity of Chicago
(effective in’ 1904), and the Un1versity of Ca11fbrnia (effECt1ve in’
1905).8 | B

The CME agreed that American medical education must be made equal
to that in England, France and Germany and that a fivé-year@course was
needed and would include the following:

1. A preliminary education suff1c1eht‘for'entrance

to our standard universities,

2. Five years in medical work, the first year to inc]ude
physics, chemistry and biology, two years in the
laboratory sciences of anatomy, physiology, pathology
and pharmacology, and two years in clinical work, with
the last _year arranged’in such .a way as to bring the
student in contact with the patient at the bedside,

3. The passing of an examination before a state licensing
board.”

It was assumed that such a requirement could not be enforced at
once throughout the country; therefore, tﬁe'CounCiT agreed as a temporary
standard the following mihimum requirements:

1. Preliminary education of four years at high school,

2. A four-year medical course.

J. Passing a satisfactory examination before a state

Ticensing board.

During 1905 the Council reported to the House of Delegates what

was adopted as the "ideal standard" in medical education which>it desired

to bring about in the United States.
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1. Pre11m1nary education suff1c1ent to enab]e_
: the candidate to enter our recognized universities.
2. A five-year medical coursej the first year devoted
to physics, chemistry and ‘biology; the next two ‘
.-years to 1aboratory sciences of: anatomy, .
‘physiology, pathology and pharmacology, and two
years to the clinical branches, with close -
contact with patients 1n both dispensary and
hospital,

3. Asixth yeér as an 1ntern 1n the hosp1t31.

After first establishing a_standard:pf medical education toward
which it might work, the Cbunéil began to investigate the'existing ,
‘conditions in regard to medicé] students. The first biece'of evidénce
included information on medical students and eXaminations beforé
state boards. This.informatioﬁ was publishedfih‘thefeducéﬁional
ﬁumber of JAMA for several years. TheSngata'gave-the humber of
students examined before the various state-boards; the medical schools
from which they came, and whether they bassed or failed. From such
reports, the CME developed tables which divided the hédicaT schools
of the country into four classes based'on the percentage qf students
failing the state boards. The data were published in JAMA on May 6,
1905. The ranking used here seems rather simple in view of the
information base that was needed. Class 1 institutions had less than
10 percent failures, those of Class 2 had from 10 tb 20 percent failures,
and Class 3 had more than 20 percent failures, Schools designated as
Class 4 included unclassified institutions where there were less than
10 graduates or most of ﬁhdse graduates were liéehsed by their own'

- home state board or in which the Council felt that the evidence was

]0

insufficient to permit conclusions. The better schools would
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ordinarily have the lowest percentage of failures but academically
poor 1nst1tutions through intensive quiz sessions concentrating on
examination questions, might also have a low rate of failure. ’

The percentage of failures of medical school graduates before N
state boards did not reveal a complete story about the 1nstitution,
however, publication of the tables in JAMA influenced many of the
schools to improve their standards.1] ‘ '

As the Council continued to study the problem, it.became apparent
that a personal inspection of the 160 institutions had to be made in
order to determine the character of the physical plants, of their work
and faculties, their general fitness.to teach medicine; and to mark
them as one might in giving a civil service examination. Theltouncil
proceeded to divide tne country into sections and eacn one of.the 160
or more schools was visited in 1906 by some member of the Council or
by the secretary, N. P. Colwell. In most cases, both the secretary
and a member of the Council inspected the‘institution.12

The institutions were marked on 10 points, making possible a total
of 106 points, and divided into three groups. Class A institutions
- marked above 70 were considered "acceptable." Class B schools marked
from 50 to 70, were designated as "doubtful." "Non-acceptable"

institutions were marked below 50 and were placed in Class C. The 10

points on which the schools were marked included:

1. Showing of graduates before state boards.

2. Requirements of preliminary education and its
' enforcement,

3. Character of medical curriculum.

4, Medical school plant,

5. Laboratory facilities and instruction,
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6. D1spensary facilities and 1nstruct1on.n

7. Hospital facilities and 1nstruction.-”

8. Extent to which the first two years are -
‘offered by men devoting entire.time to.
teaching and also. evidence of original
research.

9. Extent to which the schoo1 is conducted
for the profit of the faculty directly
or indirectly, rather ‘than for the R
teaching of medicine.

10. Libraries, museums, charts and teaching

equipment . 3

Although the plan may be viewed as crude by more contemporary standards,
at the time it prOV1ded the Counc11 w1th a pract1cal basis on which to
grade the institutions. - In mak1ng'1ts_1nspect10ns the CME was very
lenient in its assessments.!? | | ‘

The first attempts to classify institutidns'were'preeented to
the third annual conference of the CME on April 29, 1907, at Chicago.
The report was publicized throughout the institutions and was sent to
the state 1icensing boards. The institdtions that were below standard
were given a reasonable time to improve. The fnspection revea]edlthat
of the 160 institutions, 82 were in Class A, with marks above_70lpercent:
46 were in Class B, scoring between 50 and 70 percent; and 32 were in
Class €, falling helow 50 percent.]5

As a result of the report of this first inspection of medical
schools, a certain degree of change in medical education was‘exnerienced.
Fifty institutions agreed to require'by or before 1910 at least one
year of university physics, chemistry and biology and one modern
language as pre1imfnary studies before natricu1ating in a program of
medicine.]6 Very soon a number of consolidations deve1oped in some
cities having several schools. In add1t1en, as a result of some state

boards refusing examinations to their graduates, a number of institutions
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closed. It soon became evident that the 160.schools would decline in
number, By the.time of thé_reportiof thezsebond:inSpe¢tion tour inf19]0;”_
the number of Schb01$ hadﬁbeen réduced:from;iéditd;126;??

lWithih'two yearsw(1909);£hé”sec§ndjtouﬁld% %ﬁ§péctioh'of the B
medical colleges of the United Sta£e§~was cbhpiétéd:aﬁd-addftibha]i
data were collected, Since the medical cb]iegeS‘of Cénada‘provided a_'
large number of practitioners to the'U.S.,*the.instftutions of bdfh
countries were included 1nrthe;second inspection.

The reports‘regarding_the"varidus'departmentﬁ of ‘each college
were reviewed and compared with the pdrpose 6f findfng the average
condition, From this study of the'éxtanﬁ cohditjohsﬂand.with(a'vieW'
of the immediate needs of medical educatiﬁn;.aq outline of tﬁe
"Essentials of an Acceptabig Medical Co]]ege? was'pfepared. The outline
represented the majority of conditions which weké be1oW'avérage that
existed in nearly all of the colleges in the U.S. and Canada and is
included in Appendix A 18 | »

For an institution to be conside}ed as a’medica1 "coliege" by
the CME, it was.required to have at Teast six professors giving their
entire time to medical work as well as a graded progkam of four full
years of college work in medicine. -Admission requirements included not -
less than the usual four. years of academi¢ or high school preparation,
or its equivalent, in addition to grammar school studi‘es.-Ig

This outline was regarded as a‘standard even'though it was
felt to represent a low average of the conditions which actually |
existed. In view of this, colleges wéfe rated on-atéivii service basis
using a scale of 100 percent."The data re]aﬁiﬁg'to each college were

_ grouped under 10 géneral categories so that the groups would have as
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nearly equal weight as possible. Each group was assigned a- possib]e 100
po1nts (10 percent), and the 10 groups compr1sed a p0551b1e 1 000

po1nts (100 percent). The 10 heads under which the data were arranged

included:

1. Showing of graduates before state boards.
Requirement - and enforcement of satisfactory ,
preliminary education and the. granting of. advanced '
standing. ,

Character of curr1cu1um. d

Medical school building.

Laboratory facilities and 1nstruct1on.

Dispensary facilities -and instruction.

Hospital facilities and instruction.

Faculty, number of trained teachers, all time:
instructors, especially of the 1aboratory branches
and extent of research work,.

9. Extent to which the school is conducted for ,
properly teaching the science of medicine rather .
than for the profit of the faculty d1rect1y or
indirectly. o0

10. Libraries, museums, charts, etc.

Ny
.

0O ~J OY O . (W
»

Those colleges receivingxa rating of 70 percent or'abové were
listed in Class A as acceptable. Those rated from 50 to 70 percent
were colleges which required certain.definite {mprovements to. make
them acceptable and were designated as Class B, Colleges with less
than 50 percent appeared in Class C and complete neorganization would
be required to make tne institution acceptabie.21

After the investigation the Reference Cdmmittee maintaingd that
the schools in Class A shou]d.not fEe1_Ehat they had reached perfection
because they were designated asiﬂfirsfléiass."' |

The schools in Class B were unsatisféctory in some‘ways but were

viewed as capable of being able to improve to aisathfactory basis.
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To these schools information was sent-suggesting improvements.' There
were 29 jnstitutions in this_c1ass.22 Schoo]s'fn'CIass-CLVaried;
Some were regardedAés hopeless. It wés'felt'that others;:hOWever,
might be made satisfactory bUt'onTy‘by'a thorough rebrgahiiatioh‘alpng
more advanced lines. Twenty4seven.schools belongéd to Class C. The
inétitutions for colored students were claséified‘on_a still more
lenient basis. This was justified not on the‘ground of ény‘racial
difference but on account of peculiar educational ¢onditions.23 It
was brought out by Bevan and Colwell that:
Including Canada(ian) schools, 78 colleges were
Tisted in Class A, and of these 68, including
4 Canadian and 2 negro schools, gave -the .complete -
four-year medical course, and 10 gave, in an.
acceptable manner, only the first two years in
medicine. In Class B there were 33 medical
. schools, including 3 Canadian and 1 negro
- colleges, all giving the complete four-year
medical course leading to the M.D. degree. In
Class C there were 32 medical sghools, including
1 Canadian and 4 negro schools.24-

The Council believed that the time had come when the best interests
of medical education demanded that this rating of institutions should
be made pub]ic.25 As-the work of the CME developed, it became
apparent that if it could secure the publication and approval of its
work by the Carnegie Foundation for the Advancement of Teaching, this
might help secure the results that it was seeking. A look at some of
the early contributions of the foundation will be presented later in
the study.

The CME also sought the cooperation of the universities of the

country to place future American medica] schools as a department of
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a university, Rapiq1y, many of the bettef‘medicaI schools sought
affiliation with the universities,26 : | )
For the first time in the histohy of medica1;éducation,'thefe
was made available a complete classified list 6f'a11.the medical
colleges in the U.S. and Canada. Shortly after the report was
published, 19 additional medical épTleges closed by merger or otherwise.
making a total of 56 which have been closed since the Council's first
classification was reported in 1907, Nevertheless, the CME was still
insisting that the colleges havé these facilitiés since a third inspection
was planned, -
' The Council, for the third time, continued its work of fnspecting
medical colleges which was completed in 1911.  As a standafd.df -
measurement during the third inspection, the CME was guided by the
outline of the "Essentials of an Acceptable Medical College," which
it had prepared during its second tour of inspection and had feported
to the Housé of Delegates in June, 1910. As pointed out earlier, the
outline represeﬁted, for the most part, a standard considerably below
the average of conditions existing at that time in all the medical
colleges of the U.S. and Canada. The outline used in the third inspection
was similar to that of the second; however, the more recent outline
listed as number 12:
As soon as conditions warrant, the requirements for
graduation should be enlarged to include at least
twelve months of continuous work as an intern in an
acceptable hospital.2/

Iﬁ addition, there were other changes in numbering some of the outline

steps, but the essence of the latter out]iné was similar to the first,
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As in the second c]assifieation 7the 1nstitntions-that were
V1s1ted were rated on a c1v11 serv1ce basis us1ng a scale of 1, 000 ’
points, The data relating to each in stitution were grouped under o
- 10 general headings in such a manner that the groups would have as .a
nearly equal weight as possib1e. Each group a110wed for a poss1b1e
~ 1,000 points (100 percent). fhe 10 eategor1es under wh1ch‘the data
were arranged for the third inspection were nean1y identieal'to theae
used in the second. The categories were as follows: |

1. Showing of graduates before etate boards and other.

evidences of the training received by the graduate,

2. Enforcement of a satisfactory preliminary educaticnal
requirement and the granting of advanced standing..

3. Character of curriculum, grading of course, Tength.
of session, time a110wed for matriculation and
_supervision. :

‘4. 'Medical school buildings; 1ight,. heat, vent11at10n,
cleanliness.

5. Llaboratory facilities and instruction.

6. Dispensary facilities and instruction.

7. Hospital facilities and instructions, maternity
work, autopsies, specialties.

8. FacuTty, number and qualifications of trained

teachers, all-time instructors, and assistants
~ especially of the laboratory branches, and extent
of research work.

9. Extent to which the school is conducted for
properly teaching the science of medicine rather
than for the profit of the facu]ty directly or
indirectly..

10, Possession and use made of libraries, museums,
charts, stereopticons, etc.
!

Colleges receiving a rating of 70 percent or above in each and
all of the 10 divisions were included in Class A and regarded as
"acceptable." Institutions receiving an average of 70 percent or above,

but which received a rating below 70 percent in one to three of the
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divisions were included in Class A minus. These scheools had some
deficiencies but were_otherwise‘Viewéd as aéceptabTé; 7C1§s§'B
institutions received an average.of betwéehA50fénd[?b percent and
-colleges having an average of above\70 percenf, buf_which réceiQed-a
rating below 70 percent in more than'fhreeiOf the d%viSions, wefe
included in this class. These schoois were viewed as needih§ some
general improvements. -Co11eges receiving less than 50 pércenf were
included in Class C. These institutions needed qﬁcompTete_reorgani-
zation to make them acceptabie, On the basis of the third inspection,
the Council was able to prepare a revised classification of the medical
“colieges of the U.S. and Canada with the recommendation that it be
~pub1ished.?g- It should be apparent here that ranking is bécdming more
sophisticated since the CME is beginning to qualify:its’ranks;
Following the first tour of inspection in 1907, the Council was
criticized for not publishing a CTéssification of medical colleges.
None was published then because of the desire to give a numﬁer of
institutions, which were contemplating improvements, the opportunity
to do so. As a result, many schools secured additional faciTities,
a number of mergers were initiated, and medical education in general
experienced some improvement. The generé1 conditions, as indicated
by the first inspection, were given wide publicity to discourage any
excuses of ignorance regarding the more modern medical demands. The
regular publication of frequently revised c]éssificatibns was

essential to secure many of the improvements in medical education.30
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Results from these three investigations of codree requirements,
length of se551ons entrance requ1rements ~and re1ated areas 1ed the
CME to believe that additional work was needed in 1nvestigat1ng and
reporting on medica]_sehoois, and a number of observations appeared |
to support this notion. At 1east 45 medicai schoois were still adhering
to less than a four-year high school education as a minimum of |
preliminary education. Certain of these institutions used questionable
makeshifts in order to increase the enrollment and finences of the -

- school.: Likewise, many of the 45 institdtions allowed advanced. standing
for work done at infErior'medical coTieges. Also, a number of medical
schools were still being conducted for profit. Only 33 institutions
were noted as having a reasonably close and mutuai]y-advantageous
connection with universities. However, there were some who misrepre-
sented university connection by either including the word as paft of
their title or claiming association in some other vague way. There
were probably those who may have used words such as "college" or
"university" or simi]ar,institutional-reiated names without any genuine
understanding of the terms other than perhaps that the words sounded
more distinguished. |

It was pointed out that in at least 56 institutions no research
was being conducted -lat least the type.of research that could be
considered as truly scholarly and scientific. It was also noted that
while this country had 120 medical schools, on]y.about 30 (25 percent)
in the U.S. compared favorably with the medical.schoois of the leading

nations abroad.31
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By this t1me there were at 1east three broad categor1es those
that were acceptab]e and e1ther need1ng m1nor or no 1mprovements those
needing general 1mprovements, and those need1ng a complete reorgan1za-
tion in order to be up to acceptab1e standards |

As a result of the th1rd VISIt to med1cal ‘'schools, the Council
worked toward a further reduction in the number. There were several
locations where mergérs could be made,_Sinbérﬁwo or more medfcal
- schools were competing for c]inicél facilities in iocal hospitals
and neither were sécuring adequate advantages.' This was partﬁtular]y
true in cities such as Atlanta, Dallas, Memphis, Milwaukee and Richmond.
It was felt that a merger of the institutions in these cities would make
for fewer but improved institutions. It was also believed that |
additional mergers should be brought about in Baltimore, Boston, Chicago,
Phiiadelphia, St. Louis, and Washington. Improved supervision wa§ needed
in the institutions. Some schools were not making use of the advantages
they had. Larger dispensary facilities could be deve]oped at some . -
schools, and others could have expanded hospital privileges if they
would make use of them when training their studeﬁts.32

It was pointed out that a medical school could not be fully
sensitive to the existing needs of medical education unless it had
the inspiration that came from medical research within the college.
In this vein, oniy about 30 medical colleges were believed active in
valuable research in the U.S. at the time. In approximately 30 others,
a small amount of research was being conducted, but the workers were

handicapped by lack of time, assistants and materials, or the college
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was of such a low standard that no sighificant benefit could come from
it. In at least 56 medical institutions.no reﬁearéh was béing,done;?

From the Council's reseéfthrof’medi¢a1 edﬁCatfbn sinqe 1904; it
became impdrtant for‘the organfzatibh t6 pubTiCizé itS'idea.of akmgdern
medical school. It was felt that a modérn'medicéi,SChbol should be
deve]opedras the medical deparfmént of a university;'and ifs funciion
should be to turn out.well-qua1if19d ﬁractitibners and to ad&lto the -
knowledge of medicine. The CME felt that medica]_schools should-have
well-qualified students, expert teachers, well-equipped ]aboratobies
and ample clinical material.3% )

The Council proposed that, in addition to their primary and
. secondary education, medical studgnfé should be required to have
completed one or two years of advanced physics, chemistry and biology;
four years of medical study; and have a year's internship in an
approved hOSpita1.35 Such a minimum requirement as this for a medical
degree would allow a student to graduate at about 25 to 26 years of
age. The Council felt that the tendency of some University medical
schools to extend their entrance requirements.to. three or more years
of university-level science was enough. With an eye to future develop-
ment, the organization further held that state medical 1icensing boards
within the next two or three years should require one year of intern-
ship in a hospital. Medical education needed sbecial]y trained medical
teachers and researchers in anétomy, physiology, pharmacology and
pathology. This Tevel of teacher had pkevious1y been difficult to

secure since most medical schools had 1ittle money to pay reasonable
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salaries and also because of the;lack of teaéhing,assistants, poor
facilities and lack of time to carry on réséafch;wo?k{ The lack of
well-trained medical personnél-1ed;ﬁany-dflfhéffhstitutidnsfto‘fiii _
_positions with men holding the Ph.D. degfée; They'weré‘Viewéd as_befﬁg
well trained in their speciai sciences but possessed a lack offmediCal
training and experience. Lacking this medicaT éxperience prevented
such teachers from completely understanding fhe work of the cIinicaT o
departments and being able to completely correlate their work.36 The:
experience that physician-teachers would héve gained in dealing with
patients would be lacking in‘thg Ph.D. The Council felt that there was
so much medical knowledge to be learned in such a limited amount of

. time that the subjects of the hedica1-c6urse should be selected by
those who had received complete medical training. Teachers with this.
training would seem to be in the best position to correlate subjects
with other branches of the medical course.

The model used in the German universities was what the CME favored,
whereby the clinical professor was selected because of his scientific
ability. He received a fair but moderate salary and was made to feel
that his university and hospital work was of first jmportance. In
addition, he usually devoted at least four to five hours each day to
his clinical cases, to teaching or to research work. It was recognized
proper for him to have some private practice so long as it did not
interfere with his university wofk. It was believed that this contact
helped keep the professor in touch with the patients and the medical

profession, thus helping to make him a more practical teacher. Income
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from this feature attracted and held high1y qua1ified hen in c]ihfca1
chairs, A clinical professor must be a great phys1c1an, a tra1ned
teacher, and competent to conduct research o

The clinical professor wou1d select sa]ar1ed assoc1ates and
assistants who would devote their ent1re time to c11n1ca1 work
-teaching, and research. From this group those ‘who showed the greater
ability could be selected to become future clinical professors.37 It
was-felt that the recognition.of medical education.in the U,S, had to be
made by men who were more familiar with the facts and the needs of the
situation--the medical men themselves,

In a related area, the physical plant of the.medical school was an
important component of the educatioha] process, Four laboratories ﬁere |
believed necessary to carry out research in areas of amatomy, including
embryology and histology; physiology and physio1ogic chemistry; pathology,
including bateriology; and one for pharmacology. It was estimated that
a modest annual sum of epproximately $40,000 would be.needed to maintain
the work in such a laboratory situation.

Clinical work was viewed as a necessary adjunct to the laboratories,
The components of clinical experiences included a modern hospital; a
dispensary or out-patient service; and for each clinical department,
clinical and research laboratories, classrooms, operating rooms, and
related items.38 .

In order to reorganize medical education, the medical profession
needed to accomplish three tasks. First, it must urge the state
Ticensing board to require that amount of medical training which was
necessary before the medical student could safely begin independent

practice.39
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A second task was to secure.adequate fﬁnds to b]ace\medica] schools
on a full university basis. Also, it,was*HQId'tHat thé,hédiéa1 &epart-
ments should be reorganized to rééeﬁb1e thdéé"6f thé‘Géfﬁan,ﬁniVefSities
in order to deve1op needed tfained'tea&herﬁ.' chh Eéofé&ﬁizéiibn wdu}d
need assistance from state aid,'private-éndbwmeht‘gnd thé-éuppbrt"énd
cooperation of uﬁiversity.officérs and truﬁteesf |

Thirdly, a finai chore would be to secure the proper affiTiatibn
- -between the great charity hospitals and the medical schbo]s; These
three tasks would need the cooperation and support of the state boards,
~the university authorities and-the'governing bodie$ of hospita1§.40
Up to this point, ohe can see that through the AMA's organization,
~ there was a,désire for the Council on Medical Education to establish
some of the early curricuiar changes amdng medical schools, Such changes
affected the structure of the institutiohs. However, these forces
“intertwined with those of other organizations functioﬁing during the same
period. An examination of the development of the Association of
American Medical Colleges, with selected curricular changes, will be
investigated next. Within this section, a convergence of some of the
efforts of the Council, the Association, the Carnegie Foundation, and

certain licensing boards will begin to emerge.

Association of American Medical Colleges

Educational changes made from 1860 to 1875 at Harvard and other
leading colleges suggested a university basis for reform in medical

education, In 1876 twenty-two medical colleges established their
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own organization in an'effort,tb.improve medical gducation spéndards_
from within and eventually organized thémséiﬁes asftﬁe‘Asgotiatioh of'
American Medical Colleges.! | | 1"' -

The purposes of the Associétion were initia]]y‘thér"adﬁancement
of medical education fn the United States," and "esfab]iShﬁEnt.of a
common policy among medical colleges fn the morerimbortant'matters
of college management." By-laws and Artfcies of Confederation were
- developed and the following year a formal plan for medica] col]ége
registration was adopted. Through registration, it recognized a Tist of
acceptab1é schools and one of rejected schools.42

In 1880 the AAMC began to question the duration of training
required for én acceptable medical education and.suggested that "the
minimum length of time required for gaining an adequate knowledge of
medicine should not be less than three years, and that at least one-
half of each of these years should be spent in a proper medical co]]ege."43
Furthermore, it was noted that . . . "the medical colleges . . . should
extend their annual term of active and obligative instructions to six
months of each year." Unfortunately, the Association lost many of its
members when it decided to require three instead of the generally
accepted two full courses of lectures. The loss of many founding members
was a serious blow to the new organization and no annual meeting was held
from 1883 through 1889.%*

By 1890, through a series of meetings held in Baltimore, it was

felt nationwide that reform in medical education was needed. Repre-

sentatives of Maryland medical colleges decided that it would be self-
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destructive for all the colleges in one state to set high-sténdards.
Notices Weré_Sent to regular medical inéti;qtfons fﬁfthe‘U.S,‘inﬁiting -
de1égates to é conference aimed at‘fmbrbvinﬁ'ﬁédiéal pducafion'in‘this
cohntry."The announcemént'1nC1uded fivé iféms for discﬁssjoﬁ: 1) af
three-yéar program, with eachfterm lasting.af'jeast‘six'months; 2) a
graded curriculum; 3) written and bra]'examinatibns; 4) admission
determined .by examination; and 5) Tabordtory insﬁruction in chemistry,

histology and patho1ogy.45

The delegates that attended the meeting in 1890 established the
American Association of Medical Colleges, an organization later named

the Association of American Medical C011ege5. To.bE'membebs~of the

. Association, schools had to require three years of medical study for

graduation, with the yearly term not less than six months Tong. 1In
addition, each student was required to pass oral and written examina-
- tions, and Taboratory work was required fn chemistry, histology and
pathology. Finally, each institutional member could no longer admit
unqualified students. Entrance examinations would be required,
consisting of a 200-word composition, translation of easy Latjn prose,
. and tests in higher arithmetic and.e1ementahy physics. Graduates of
lrecognized colleges of .Titerature, science or art and normal schools
were exempted from this r'eqm‘rement.46
In 1891 tﬁe AAMC was joined in the struggle for reform by the
National Confederation of State Medical Examining and Licensing Boards

which voted to require a minimum of three years of medical training.

This type of dual effort was necessary. Conversion had been unsuccessful
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in the past due to the lack of mééns to enforce the decisions_of either
the AMA or the earlier American Assbcﬁétibﬁ‘bf.ﬂedica1'Coi]egés." When
suggestions for improvement among thé ﬁéﬂigai‘schﬁbfs ﬁéfe hédé a‘
requirement for licensing rather thénidependéht upon the_go@dﬂj11,df
the various medical schooTs,‘fhere'déVe10ped.a'better‘Chanqe fbf :

success .47 '

For the first time, a nationwide attempt at reform was successful.

By January 1893 less than 10 percent of the schools continued to have
two-year courses. In 1894 the I11inois State Board of Health reported
that-in 1893, 96.3 percent of the schools required three or more years:
of study.48 | |

The benefits offered by the better schools were becoming obyious..
The results of the examining boards indicated that 25 percent of the
graduates of inferior colleges were not capable of passing the required
examinations, compared with 1.5 percent of the graduates of the better
schools. 1In 1892 twelve states required examination of all applicants
before licensing. Eventually, every state would require examination
before licensure, making it Tikely that graduates of inferior schools
would not be able to practice medicine in the United States.*9

At the 1894 meéting in Sam Francisco, the AAMC constitution was-
amended. Members of the Association were to require all matriculates
to take an examination that included an English composition of not less
than 200 words in the applicants’ handwriting, higher arithmetic,
algebra through quadratics, elementary physics and Latin. Graduates
or matriculates of reputable colleges, or high schools of top quality,

or normal schools established by the State authority, or those passiﬁg
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the entrance examination provided-by'the state of New. York couid be
exempted from the requ1rements.50 It was further stated that beg1nn1ng
in 1899, M.D. candidates wou1d be requ1red to study medicine for four
years and attend at least four courses of 1ectures of not less thaﬂ
. - six months for each sess1on,_ ‘The. Secretary was author1zed to cance] :
the registration of those colleges that were unab]e to prov1de the .
four-year curriculum. '

At the meeting in Atlantic City in 1900, it Qas‘agreed that after
July 1, no medical college that was a member Of the Association would
be allowed to permit a student to matriculate who did not have a diploma
from a high school, academy, normal school or college giving an acceptable
- preliminary education. Furthermore, the student was,reQuired to have
passed the examination that covered the branches usually taught in fhe
schools.>! Probably a good deal of fiexibi1ity existed when it came
to determining what was acceptable. During this period, te be a high
school graduate could have different meanings. Some schools offered
two, three and, in some cases, four years of Study past the eighth .
grade. The high school situation was especially 1imited in the South,
.and Richmond was no exception when it came to public high schools. A
diploma from an academy, normal school, or college also could have
sfood for a number of things since there was 1ittle standardization
among the institutions.

Attention to standardization of the curriculum was given in 1904
to Fred C. Zapffe, Secretary of the AAMC, about a survey he made of
member colleges and the results of a questionnaire given to 161 hedica]

colleges in the U.S. and the Philippines. A1l of the institutions
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recognized four-jear terms, but the.length_df an_annua1 se#sion varied
from six to nine months.' The tUition»varied from‘$35vfo($éﬂd pér year.
Forty-one of the schoo]s reported hav1ng AAMC entrance requ1rements
while the rest apparent]y did not.S?‘ co '_ N :

Work over the ensu1ng year by the AAMC 1nc1uded the standard-
ization of a medical curricu]um of 4,000 hqurs. To ensure the’ standards
were established, a‘Committee'on.Visitafion'and Inspéction was'utilized.
Secondly, the establishment of an annual medica] conference was ca11ed
in April. Results of those efforts weré seen when the Nationai Confed-
eration of State Medical Examining and Licensing Boards had adopted
the AAMC's standard curriculum.??

“Concern for standardization continued_in.1907 when a resolution
passed by the AAMC recognized that no time credit {credit hqurs) could
be awarded on a satisfactory examination. Also, four years of residence
in a medical college became required of all candidates for the M.D,
degree. A third action taken during the same year by the AMA was the
establishment of its first classified 1ist of schools on the ABC basis
presented earlier in this report.54

Between 1900 and 1910, the tempo for reform had accelerated. The
AAMC had reorganized their efforts on improving entrance requirements
into medical schools, extending the years of medical study and Tength
of sessions, and modifying the curriculum to include more laboratory

work and clinical experience. These efforts at reform apparently

became so highly regarded that the National Confederation of State
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Medical Examining and Licensing Boards.joined fhefAAHC‘to”stfengthen
their struggle for reform and,,émohg othEr:Fhings;'édopted fheif“
standard curriculum, | RN | -

Through its'cancern for a‘chmon bfograﬁiof training,;the‘CME had
established its "Essentials of‘an;Acqeptab1efMedicajfcbliegeﬁ:énd'had
initiated the ratﬁng and inspection of Américén medféalfco11egé§; As
the plans for later inspections‘were-being laid, attempfs were being
made to bring in an outside agency to evaluafe mediqaf.educatﬁon in the
U.S.--the Carnegie Foundation for the Advancement of Teaching.

By 1911 the name of the Council had been changed to include
hospitals. Both the AAMC and the Council.began;to‘see.duaITty in their
standards on medical education.. They united their efforts and in
March, 1913, at a joint meeting the two organizations agreed that before
admitting students to medical school, they would be required to have a |
preliminary college year of at least 32 weeks which included courses in
biology, chemistry, physics, French and German. In 1916 it was agreed

that after January 1, 1918, the requirements for medical college

. admission would be increased from 30 to 60 hours of college credit,?d

Also, in 1918 the Federation of State Medical Boards agreed to accept
the Tist of institutions accredited by the AAMC and the Council, and
joint medical school inspections by the Council and the Federation
would soon be planned.56 |

Between 1923 and 1946 the AAMC and the Council.continued to sharpen
~requirements for American medical education. The first study conducted

by the AAMC from 1925 to 1932 compared medical education in the U.S.
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with'that in other countries and cohcluded that it'was daqgerous to

attempt excessive efforts of stahdérdjiétioﬁ}57 7 | |
~ The second study was madejundéf fheISponsobship'bf the Council™

on Medical Education and Hospita15 fr@m 1934 to 1939, Dr. Herman

Weiskotten, director of the study, along W§th a‘rep?gSentdtive'appointed

- .-by the AAMC visited each medical school in the U.S. and, upon réquest,'

each medical school in Canada. On the basis of'these4data, Weiskotten

- prepared a profile of the teaching program of thé school noting bofh

the strengths and weaknesses of each component.58 This profile

probably served as another element for standardization.

With the regular classification of the medicél‘sch001s by the
* Council and the acceptance of the classification by the Federation
of State Medicai Boards, many of the medical institutiohs came to feel
that they were being controlled and standardized too rigidly by agencies
whose major interests were outside the field of medical education.5
Previously, it was viewed that the medical institutions in the U.S.
needed standardization since little existed., However, much later it was
felt that many of the medical institutions were being regulated too
strictly. -

The influence of the Council on Medical Education and the Assopfa-
tion of American Medical Colleges has been one to affecf the admission
policies, courses, programs, and length of sessions of the medical
schools in the U.S. _ | _

In addition to these efforts to upgrade medical training, there

were licensing boards that exerted influence on the admissions program
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and curricular matters. A cjoser examination will bé‘given to'the
development and influence of se]écted 1icensing boardsiﬁndftheir;

influence on medical educatfon‘duriﬁg the period 1890 -.1920;

Medica1.Licensfng Boards

In the last portion‘of the nineteenth centufy, interest and

professional groups were forming their own orgaﬁizations. Structure
was atso beginning to take place within the field of medicine. 1In qrder
to brotect the public from incompetent préctitioners; the medical
vprofessioh urged the formation of state medicé1 1icensiﬁg boards; A
number of factors existed which caused confusion in standards and a
serious division of respdnsibi1ity.60 ‘

Medical Tlicensing boards often had to contend with the inconsist-
ency of legislatures which, after adopting strong medical practice acts
providing for fair educational standérds, ﬁroceeded to 1imit the
board's power by granting special legislation for various medical sects
with educational standards often lower than those requifed of regular
medical practitioners. Such special legislation was blamed for much of
the confusion in existing standards.ﬁl :

To offset the confusion, it was important that there be one way
to enter the practice of medicine within each state. Instead, in some
states in addition to étandard Ticensing those with ample qualifications,

additional special gateways appeared whereby ignorant and incompétent

practitioners, professing to adhere to special methods of treatment,
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could enter, In the majority'of the states afﬁer representatives of
the cu1ts were 11censed ‘even with the 1ower standards they were |
allowed to have pr1v11eges of unrestricted practwe.s_2 '
| It was felt by the AMA that a s1ngle entry track to the profess1on
should be a fixed educational standard to. which all schools profess1ng
to train medical practitioners would adhere. Requ1rements should
include graduation from a medical coT]egerand successfu1.comp1etion'of
a state license examination. The certificate of graduation would be a
guarantee from a reputable medicai college that the applicant possessed
an adequate training since that college granted a diploma. The license'
examination would then furnish an added guarantee that the applicant
had a knowledge of the fundamental medical sciences and the ability to
recognize diseases.63

It was held by many of those_concerned with improving medical
education that the time had come for the medical profession and the
people of each state to recognize that a single board of competent
medical examiners should control the licensing of all practitioners of
medicine and that this board should be given full authority.64

Previously, it was pointed out” that licensing boards provided a
minimal level of control over the worst types of medical schools;
however, the criteria for licensing were neither uniform nor rigidly
enforced.% The immediate effect of the state licensing boards was

not felt initially. Most boards were apathetic to educational require-

ments and, while some faced strong political pressures not to injure




84

the graduates of tocal 1nst1tut1ons others were the obaects of po]1t1ca1
spoils and fell short of meet1ng the1r legaT respons1b111t1es.5§

Not until its reorganizatlon in 1901 was the AMA able to exert a
significant influence to standard1ze e!ements of med1ca1 educatlon. In
cooperation with state boards,rthe AMA's,Coun¢11 on,Med1ca1‘Educat1on
made a number of recommendations which 1nc1uded‘thé_improvement of -
educational standards, hospital training, and financiai-festruhturing
of the medical schools.?’ | '

The developmént of medical licensure during the first several
decades of the twentieth century was close]y-Tinked with that of. the
forerunners of the Federation of State Medical Boards of-the United
States. This organization was formed in 1913 by a mergér of the
National Confederation of Sfate Medical Eiamining ahd'LicensfngﬁBoards,
(NCSMELB) and the American Confederation of Reciprocating Examining
and Licensing Medical Boards (ACRELMB). The NCSMELB, formed in 1891,
was primarily concerned with improving the standards of medical educa-
tion through the influence of state board regulations and licensure
examinations. One of its most important activitiés was the appointment
of a committee to make a survey of minimum entrance requirements to
medical schools. It was reported in 1899 that the organizétion had an
influence.on unifying and promoting education preliminary to medical
training and the general adoption of a fuil high school training as a
requirement for admission to medical schools which gradually led to the
one and two-year premedical college requirement.68

Along with demands for increased educational requirements, highly

trained physicians expressed the need for the issuance of medical licensure.
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Licensure, at this time, did not mean that a medical diploma was tied
to the successful completion of_the‘boéfd_exam.; Somelboardé_ofﬁmédica1
examiners realized that many of the candidates seékihg*medicaj licenses
lacked proper medical education. Some had never affended'medica1  "
schools. For licensing, the candidatés wEre'on1y requifqd-to‘pésﬁf"
examinations. A number of better-trainéd physiciéhs did‘nbt féé]:that
this was sufficient, however, They.believed the bbard§ should require
candidates for licensure to possess mediéal dip]omés. They also felt
. that those physicians previously 1i¢ensed should not be exﬁected to pass
examinations if they wished to move from one st§£e to another.5

One step in the issuance of a medical diploma was taken in 1901
when a national medical examining boérd was estabTished. The holder of
such a certificate would possess the right to practice anywhere in the
country. Although the AMA initially supported this idea of recfprocity;
- it was not deemed feasible at the time. Members of the state examining |
boards grew restless over the procrastination of the AMA concerning the
lack of interstate reciprocity among physicians.

In Tieu of action by the AMA, reciprocity was begun by the states.
The secretary of the Wisconsin State Board of Medical Examiners, in 1901,
devised a plan for reciprocal exchange of physicians with the secretary
of the M{;higan Board. From this efforf developed the notion of extending
the plan to all states. In the next year representatives from Il1linois,
Indiana, Michigan and Wisconsin formed the Confederation of Reciprocating

State Medical Examining Boards. As the membership increased, the aims of
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the organization were broaded to 1nc1ude efforts to 1mprove educational
standards and to promote un1form 1eg1s1at1on for med1ca1 'hcensure.70

By 1910 the pres1dent of the ACRELMB ma1nta1ned that the prlmary
purpose for which the organization had been formed had been fu1f111ed
. This facilitated negotiations with the_Nat1ona1 Confederatjon For merger.
- This was accomplished under.the_sérutiny of‘thé AAMC, the AMA's‘Codncil
on Medical Educatiod and the Carnegie Foundatjon for the Advancement of
Teaching.

Arthur Dean Bevan, secretary of the CME, declared that it was
desirable that this cbuntry have only one strong organization of state
. examining and licensing boards., With Tittle difficulty, a merger
-occurred, The name chosen for the;deW'organization was the National
Federation of State Medical Boards. However, on February 28, 1912,
when the constitution and bj?laws were approved, the name was changed
to the Federation of State Medical Boards of the United States.’

The first meeting of the new Federation was held in Chicago on
February 25, 1913. The object of the organization was to develop and
maintain reasonably high and uniform standards of medical licensure
. in the U.S. In doing this the organization claimed that it would secure
accurate knowledge of the standards of preliminary and medical education.
This would include the rules adopted and methods employed by thé medical
boards of the various states and of other countries. The organization
also maintained that it wou1d-pub1ish a bulletin by which information
could be disseminated among its members and further interstate énforce-
ment of medicatl 1icensure.72‘ Thus, by 1913 the AMA issued a sfandardiZed

format for obtaining a medical education, which included both licensure,

training and reciprocity.
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~ Carnegie Foundation for the Advancement of Teaching

Even though the work of tﬁe;COUhci1fon‘Medicé] Edqcation éhd the
Association of American Me&ical bo11egeslwa§_qrﬁcia1 to‘ﬁhé:réform' |
movement, those organizations were’vfehed‘éé‘being‘too.¢10§eiy related
to the medical scene to be tﬁbughf of'as'impartiai observers. Medical
societies had competed with:c011eges’for'cohtro} of 1icénsin§, ahd the
association of colleges répresehted a group'of fﬁstitutiohs théi'may

" have been accused of attempting to control medical educétionibyrdeStroy—
ing competition. Any criticism of medical training‘had to ﬁome from aﬁ
agency not related to'medfcine, as it was viewed unethical for‘hhysicians

or the institutions and organizationS fhey.repfesented to publicly condemn
other physicians and colleges, That agency was the Carnegie Foundation
for the Advancement of Teaching.73

In a move towards an objective appraisal of the area of medical
education, Arthur Dean Bevan and Nathan P. Colwell of the AMA invited
Henry S. Pritchett, pre;ident of the Carnegie Foundation, in 1907 to
inspect the resu1f§ of the AMA survey of Américan‘medical eduéationt
Pritchett, who was experienced in both science and education, perceived
the problem of medical education as educational rather than of a medical

nature.’? '

By 1908 Henry S. Pritchett recommended that the Carnegie Foundation
undertake examination of medical, legal, engineering and theological-
education. The first step was to locate a qualified investigator to

make a thorough examination of medical education. Pritchett was familiar




88

with selected publications on h1gher education by an educator named
Abraham FIexner. Pr1tchett asked Flexner if he wouId be w1111ng to make
‘a study of medical educat1on. At first, Fiexner was_spmewhat reluetant,
but when Pritchett explained that he'wenteﬂ an analysis of Amefican
education from the perspect1ve of educat1ona1 theory and pract1ce,
Flexner consented to undertake the study.75
Flexner began to familiarize himself with medical education by
examining faculties as he tried fo.formu1ate standards by which to
evaluate the American institutions. He read the reports of the Council
on Medical Education and conferred with.1eaders in the field such as.
Bevan, Colwell and George H. Simmons. In addition, he spent time at
Johns Hopkins where he communicated with Welch, Ha]stead, Mall and others
who had developed their medical school. Ultimately, he arrived at an
idea of the ideal college. In this, he adapted what he felt were the
best features of medical education in England, France and Germany to
American conditions.76
Having developed a theoretical framework, Flexner began by inspecting
the entrance requirements of the American medical colleges to see whether
they were sufficient and enforced. He studied the size and training df
the faculty to determine if it was extensive enough and qualified to
prepare students for the scientifie practice of medicine. He analyzed
the finances of the institutions to learn if the school was capable of
providing the necessary facilities. Then he inspected the laboratories

and toured the hospitals. Since the administrators of the medical schools
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believed his survey would result in funds from the foundation, they were
happy to demonstrate the inadequacies at theirtiﬁstitutidns;77

The conditions Flexner found were_Shdgking, esbeCially;sinCE-théré
had been some improvement prior to his survey.' NévertheTess,-his ff&nk.
report was published. Although many states were said tb have an excess
of doctors given the tofaT population of the state,.Fléxnef felt that
with few exceptions, the South was overcrowded with schools with which
nothing could be done.78 In Alabama for example, " . . ., satisfactory
medical education was not to be had,"79 and Kentucky was not highly regarded
with respect to medical education. Missouri was said to be at "low
-ebb" with its medical education; the state was;"bad1y overcrowded with

practitioners trained in poor schools." Nevertheless, the state

0
continued to maintain "some of the poorest schools in the country." 8
81

Two schools in Milwaukee were "without any redeeming feature. Chicago
was regarded as the "plague spot of the country."82 Other similar examples
could be given about the general conditions of medical education in the’
country.

As Flexner saw it, 5 great discrepancy had developed between medical
science and medical education. The scientific segment had progressed,
but the education portion had stagnated. Institutions such as Harvard,
Johns Hopkins, and Western Reserve received more favorable evaluations on
the whole. Some institutions received good reports while falling short
in only a few areas such as lacking adequate hospital facilities. 1In
some cases, instructors were overvorked, Some Taboratories were not

adequately staffed and some clinical facilites needed expansion.83
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In many colleges F]exner-inspe@ted the credentials of the sfudénts
and even investigated to 1eérn whetﬁer-they'had qcfuéiiy gréduated‘from
four years.of high school, as’théicb]]eges.redyfred. VIh_maﬁj cases;'heA
found that the previoﬁs reforms in_many'CO11éges:héd'been?questipnable‘

- since there were students ﬁaving graduated ffomrtwogdr fhreefyear high
schools and, in someﬂinstances,lhaving graduated from‘high schools that
had never existed.8% | |

" Flexner discovered that some schools had given advanced credit to
transfer students who had-fai1ed courses elsewhere. In addition, he
found that a number of inadequately prepared students managed to enter
some of the better Schoo1s'hy first entefing at low-standard institutions
and then transferring to schools with higher entrance requirements.85

Flexner described the prdgrams and facilities of the colleges as
deplorable and, {n an attempt to .improve conditions, made proposa]s
for the development of a national system of medical edutation; He
analyzed population growth, projected the future need for medical care,
and evaluated each school in terms of physical and financial ability
to provide a modern education. On the basis of these factors, he
recommended a restructuring of the entire system by reducing the number
of medical colleges from 155 to 31 regional institutions. This would
considerably reduce the number of medical colleges. To provide adequate
pre-clinical laboratory facilities and an atmosphere condu;ive to
scientific research, Flexner proposed that eqch medical school be a
department of a large university. In addition, the colleges would be

established in large cities where there would be sufficient numbers of
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_potential patients. He further proposed that 20 states be left w1thout
any medical schools since there appeared to be an 1nsuff1c1ent demand
for med1ca1 care, a lack of adequate unlverS1t1es, and a f1nanc1a1
1nab111ty to support the modern un1vers1ty.86 |

The Flexner Report merely restated the work a1ready done by the
CME and served to stimulate and support the centra11z1ng;1nf1uence_of
the Council. Using Johns Hopkins as a model for medieal education,
Flexner advocated that medical education be a university function., He
felt that through the use of the university system, a need for stricter
admissions policies and teaching standards_cou1d be realized. He felt
that medical education should include a full-time staff, well-equipped
laboratories and hospita1 facilities in order that research coold‘be
combined with practice.

As a result of the combined efforts made by the Council on Medical
Education, the Association of American Medical Colleges, various state
examining boards, certain influential universities such as Johns Hopkins
and others, and the Carnegie Foundation for the Advancement of Teaching,
there was a general improvement of requirements and standards in the

medical colleges of the nation. While at the same time these efforts

- . increased the quality of medical education, the political influence and

financial pressures that developed contributed to the threatened
elimination of a number of institutions, one of which was the University
College of Medicine. Therefore, one should examine the financial

influences that contribute to the problem at UCM. If UCM felt pressure
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from these efforts of standardizing'the.curric01um, why did the effects

of financial pressure lead t0'the_dec1ine‘of the inétitutionz
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CHAPTER 1V
FINANCIAL PRESSURES“THATYCONTRIBUTED-TO THE
DECLINE OF THE UNIVERSITY COLLEGE OF MEDICINE

Financially, as a resu]f of‘the,impqct‘of actions wfthin-the_medica1
community, pressures were brought to bear bn medical schools toward
establishing unifdrmity-in their'operations. Thé need for‘standards was
beginning to be felt when professors of medicine studiéd_medica] science
in several European countries. ‘Also, a number of sighificant practicés
began to be made in American medical institutions through thosé medical
professors who aéquired training fn Europe. It is necessary to examine
the effect that these pressures of standardization had on American medical
colleges and, particularly, on the University College of Medicine. The
purpose of this examination is to explore the‘hypothesis‘that UcH declined
partly because it lacked a financial structure to withstand the financial
pressures which grew out of attempts at reforming medical education.

The pressures that came to bear on the University College of Medicine,
as well as on other medical schools, seem to be closely associated with
medical institutions in general heing forced to ceasé functioning as aﬁ
old-fashioned proprietary endeavor and to develop itself in the direction
of a publicly supported modern medical school. Not only were these
pressures political, curricular and structural in nature, they were also

financial.
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It must be remembered that'proprietary,médital1schoofs of the
country had been undérgoing rébid'éhénges dur%ng the Tlast decades of
the n1neteenth century, wh11e at the same t1me the advances in EurOpean
science were forc1ng a massive readJustment in Amer1can va1ues The i
trad1t1ona1 financial base of the med1ca1 school operat1ng so1e1y on-

. student fees could not ma1nta1n its- ex1stence as in the past and cont1nue
to provide high qua11ty medical education. The~concept of what const1tuted
an adequate medical education was chaﬁging. -In addition to national
demands for reform, new methods and values began to create new financial
pressures for which many medical schools were not able to provide.]

The méjority of medical schools in America had developed &s
proprietary institutions. Usually the proprietary group was composed of
medical men who stressed. two objectiVes: (]) the education of young men
iﬁ tﬁe.medical art, and (2) the self-improvement aﬁd advancement of
their own standing both in and out of the profession. The course of
instruction, brief at first, was extended to two years, then to three,
and finally to four. The graded course was a relatively 1até feature.
For many years only one course of lectures was given, and it was
repeated each year, If a student who attended all the Tectures in his
first year came back for a second or third year, he listened to the same
lectures over again. The introduction of the graded course was a forward
step.2

As the graded course approach developed and the numbers and kinds

of instructors increased, it became necessary for students to be exposed
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to specialized subjects such as anatdmy and physiojogy prior to clinical
work. Chemistry, histology, materia medicaiénd patholbgy-were-subse-
quently added to ‘the pre11m1nary tra1n1ng.3 There were few requirements_
for admission to medical educat1on at this time. |
Many of the propr1etary schoo]s, whose income was'defived'from

. student fees, were able to pay their éxpenées and'haVe a‘surplus at the
“end of the year for division among the members of the staff. Aside from
the profits of the institution, officia] connection with the staff.of

a medical school was usda]]y seen as a financial value to the practicing
physician or surgeon. The public more often employed practitioners who

I addition, young graduates

were teaching in the medical schools.
who got into difficulties in their own practice usually called into
consultation their former professors. This kind of association became
so important that some of the ‘incorporated medical schools took advantage
- of the opportunity in an interesting way. Members of the corporation
would agree to admit a practitioner to the teaching staff on payment of
a certain sum of money. The cost of a professorship varied with the
school, its standing in the community, and in terms of fringe benefits.>
As long as teaching in medical schools was largely didactic and
demonstrative, the cost of medical education could be held to a minimum.
Anatomy was the first subject to be taught other than in a demonstrative
way. As anatomic material became more available, requirements were
modified and the students dissected for themselves. The material was

not expensive, and the laboratories were so crude that 1ittle money

had to be spent on the workshop.6
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When the microscope became an important'tool in medica1 education
in Europe, American stﬁdents,whd’had“gone dbroad for pqsf§raduéte |
instructidn camé back with enthusiasmffor;micfbscdpic'ﬁork.énd began
to-insist on instruction'inlthe uée of tﬁé'instruhen£tin histblogy énd
‘pathology. It was soon recognized that medical schools mﬁsfioffef‘mdre :
extensive training in these areas;7 | _

The institutions which offered the bétter facilities in laboratory
work begaﬁ to attract most of the students that were available.
Competition grew more intensive among the proprietary schools to develop
better laboratory facilities and programs. The proprietary medical
schools found themselves in a dilemma. The high cost that accompanied
these changes in the curriculum reduced the traditional financial
surplus to nothing. Studenf fees at these institutions became inadequate
to supply the money which the rapid change in lab teaching made necessary.
Some relief had to be sought. Endowment for proprietary medical schools
could scarcely be hoped for. The only relief apparently seemed to lie
in some kind of combination of the medical school with the scientific
-departments of a university that were already either receiving government
aid or had private endowment.8

In most cases the proprietary school did excellent work in its day.
Examples of self-sacrifice can be found in faculty records of such
iﬁstitutions. Especially when the demands of advanéing science increased
the cost of medical education, there can be found notable examples of
generosity and unselfishness. When deficits began to appear, members of

the faculty, instead of drawing salaries, recognizing what the school
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had done fof them in increesing their practice and reputation'and having

the welfare of medical educat1on at heart donated money pr1vate]y to

assist the institutions' f1nanc1a1 needs 9 Med1ca1 educatron was becomlng

so sophisticated that more f!nanc1a1‘support was needed than the facu]ty

alone could muster and the 1nst1tut1ons were fee11ng stra1ned '
Much of what was happening in med1ca1 educat1on from 1890 1920

appears to_have been the evolution of the modern-medica1 school. This

was an institution percejved as beiﬁg best attached to a university system.

Its function was to turn out ﬁe11~qualified practitioners of medicine and

to add know]edge‘to medjcine.10 To secure public confidence and supﬁort

and to maintain high academic standards, the AMA felt that medical

schools should be integrated with the rest of higher education, that

they should become part of or least be affiTiated'witH universities,

and that the proprietary interest of the faculty should cease. To

fulfill the functions of a modern medical school, the institution was

viewed as needing (1) qualified students, (2) expert teachers, (3) ﬁe]]-‘

equipped laboratories, and (4) ample clinical material. In ways, these

elements were interrelated both directly and indirectly and contributed

to the development of financial pressures that affected the medical

schoo1s.]]

The majority of medical schools in the United States had developed

- as proprietary institutions. Some of these schools maintained high
educational standards and provided the best possible kind of medical
education they could. However, some of the proprietary schools had low
educational staﬁdards and some were even estab1isﬁed as diploma mills, 1In

addition, there were a variety of medical sects during this period also
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‘competing for students. There was an oversupply.of medical schools
generally and what seemed to,be,iftt1é1ﬁnity inyolyiﬁg‘the edﬁcétionai_
standards associated'ﬁith.mgdiciﬁé,_ Maihtéinfng aﬁd‘éievafing;eduﬁatfonal
standards became an imbdrtant focus for a number bf‘nafional medicaT
organizations. _ | ( | &

At an 1894 meeting the Association of Américan Medical to11e§es
recognized thé need to raise standards inv§1ving preliminary studies,
for example, requiring the graduates to take an_examindtion~that included
an English composition of a prescribed length, arithmetic, algebra
through the level of quadratics, elementary phySicslqnd Latin. Graduates
of reputéble colleges, high schools of top quality, normal schools
established by the State authbrity, or thése possessing the ehtrance
examination provided by the State of New York could be exempted from this
requirement.12 These preliminary requirements were revised periodically.

Along simi]ah.1ine§, the AMA, concerned with Tow educational
standards in medicine, established the Council on Medical Education for
purposes of rdising the educational standards. The. Council agreed to’
require students to have by or before 1910 at least one year of university
physics, chemistry; biology and one language as preliminary studies
before matriculating in a program of medicine, '3 Shortly thereafter, the
AAMC and CMEH began to see dua]ify in their standards on medical education
and, at a joint meeting in Haréh, 1913; they agreed that before admitting
students to medical school, they would be required to have a preliminary
college year of at Teast 32 weeks duration which included courses in

biology, chemistry, physics, French and German. It was further agreed
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thrge years later that aftér January 1, 1918, the‘requirements for medical
admission would be increased fkom’Sﬁjtd-GO;hbur$ 6f chiegéqcrédit}14.

It became abparent-th@t Subjeﬁfsfsuch'as biQ1q§y,"chehfsfry, phyéics,
and others were an important part Of-the'pre1fmiﬁary éducation.of‘a B
future physician, HoweQer,’the availability of such courses did not
appear to be as widespread in the South aé'in'other.ée1ecfed aﬁéas of
the country during the 1ate nineteenth centuby and first decades of the
twentieth.15 In séme cases; medical schools attempted tb.educate their
students that were deficient in science by offering biology, chemistry
and physics much like remedial English and hathematics_might be offered
in selected colleges today. The medical curriculum was_advahcing S0
that a knowledge of such subjects was needed before the student began his
medical studies,

No treatment of regular medical school subjects such as.human
anatomy was possible within the time 1imits of the modern medical
curriculum unless previous training in general biclogy had equipped the
student with the necessary fundamenfa] concepts and technical dexterity.
In a similar way; physiology was taught with presupposition thét the study
of anatomy would involve prior training in biology, and it required a
similar understanding in chemistry and physics. - These steps, however,
were only preliminary in one'sense; The physician's concérn with normal
procedures was the starting point at comprehending the abnormal. Pathology
and bacteriology were the sciences concerned wifh abnormalities of
structure, function and the causation.16

To provide a fundamental understanding of biology, chemistry and

physics that was quickly becoming preliminary to subjects in the rapidly
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evolving medical curriculum required that medical professors have a keen
understanding of these subject areas.“,ﬂowever, many df the medic&]
professors had medical*trafning that‘tfaditiona11y poéséssed less
substance thén_what théy‘were attempting.to proyide in.ﬁiew of the
advancing nature of the modern medica1]currfcu1um.' Théréfore,-many
professors were deficient in such understaﬁdfng.' A large numbér-of these
men attempted to teach themselves what they did not formerly know and
even fewer numbers could afford to travé1.to_Europe for study. - Although
this handicap was widespread, it was felt more in some locations than
others - especially the‘__South.17

These steps taken to improve preliminary edﬁcation for'étudents
- began to havé a positive influence on the quality 6f medical education
that could be offered. A related factbr that also had a bearing on
medical education was the quatifications of the instructors. To provide
advanced instruction in medicine, it was importanf that the instructors
be qualified as full-time teachers.

Experienced instructors, trained.in their respected subjects,.were

- needed in such medical courses as anafomy, physiology, bacteriology and

others. However, it was difficult to secure top-quality, full-time
teachers. One reason for this was that most of the medical schools were
not well off financially to pay the teachers salaries that they deserved.18
Full-time professors demanded a higher teachin§ salary, espécial]y if they
could not have a private practice. Institutions paying top salaries were
sought by high-quality medical men. Also, these institutions could be

made still more attractive if colleges could supply the professors with

a Targe number of assistants and better facilities so they would have the

time and opportunity to carry on research work, 19
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In a reTatéd area, there were few instances'where Americén medical
schools had placed c1ihica].professofs dn’definiteisa1aries éndilimited'
them from private practice. rHowever;'this pian Was séekihg:acceptance :

from the medica] schoo]s. The plan used by_thé;éermanVUn1Versities seemed
.to come nearest to the ideal of whét the AMA had fn mind. Tﬁere; the
clinical professor was chosen because of his scientific ébility, and he
received a fair but moderate salaryrand was made to feel that his
university and_hospitd1 work was of first importance. He devoted foﬁr
to five hours each day to his clinical cases, to teaching or to research
work. It was also recognized proper for him to have a limited amount of
private practice as long as it did not fnterfere-with his university
work. The clinical professor had to be a renowned physician, a trained
teacher who was competent to carry on, direct and stimulate research.20
Similar to the German concept of professor, the clinical professor would
be one who had a number of salaried associates and assistants devoting
their entire time to clinical work, teaching, and research., These
workers would receive salaries large enough to enable them to live, but
not unusually large since the training they received could be regarded as

valued c:ompensation.z.I

Fo be able to pay regular medical professors, clinical professors
and assistants decent salaries, monies from sources other than student
fees were required. Endowments were needed and governmental aid was
sought by many schooTs; More money was needed to pay for the services of
better educated teachers and on a full-time basis.

As long as teaching in medical schools was largely didactic and

demonstrative, the cost of medical educatfon could be held to a minimum.
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However, in Europe during the nineteenth century scientific knowledge
developed rapidly. Pétho]ogy,'phyéioTbgy, Eactefib1qu:and‘chemistry '
became firmly establishedramong tﬁe Scignﬁesﬁ and-bylfﬁe cloée.of the
century, appreciation of their value to medicine was gkbwihg; Laboratories
were essential for the study qf th¢se sciences and they.Weré4deQelobing in
increasing numbers. These workshdpﬁ produced more_accuraté'methoﬂs fdr
the study of disease; At the same time, they opened the way'to more
effective methods of teaching which, ihcidenta]]y, required .more time
and equipment. Gradually, a parallel development took place in the United
States, and medical schools with access to 1abofatory and hospifal-
facilities began to assumé educational lea_der'ship.:22

After its renaissance in 1890 the AAMC played a major noTé in
improving medical education and establishing a four-year curriculum. Of
all the regular schools in the country, more than half belonged to the
Association and were committed to its standards; These standards were
realistic and practical and took into account'prevailing circumstances. 23

The -AAMC produced a syllabus that was a recommended blueprint of
medical education for the future, rather than a description of ongoing -
procedures, Although it designated when and what courses should be
offered .during the medical school experience, a description.of how
selected medical laboratories should be conducted was presented. .It must
be remembered that most of the American medical schools had been largely
didactic. Laboratory work;'just beginning to gain in popularity, was
expensive.24

In a discipline such as physiology, laboratory work for most institu-

tions might be difficult to provide Since many of the members of the AAMC
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had not yet established the faci1ities. Since much persbna] supervision
would be required, large c1asses.were_impréctica1; This was a change
from the old days of Iarge:]ectufes;25 | o

‘The syllabus recommended one demonstrator and one assistént to
supervise the work of 30 students. A threééhbur:period per week for each
student throughout the year wés.considéred satisfactory. In this way two -
instructors would be able to supervise the work of 180 students, meéting
30 students each day.Z25 '

In a similar area, the popularity of éoursés such as bacteriology
. was growing quite rapidly. Until 1894-1895, the municipal health
authorities paid 1ittle attention to bacteriology and did not maintain
a city 1abobétory. However, with the discovery of the diphtheria anti-
toxin, there developed a greater interest in the subject and a public
demand for a bacteriology laboratory for diagnosis. Soon, numerous
- ambitious young men went to Europe to gain experience, and with public
interest aroused through the achievements in the treatment of diphtheria,
. bacteriology became established in the curricula of all medical schoo1s.27

It was recommended that each week there would. be three two-hour

laboratory periods plus two lectures or conferenceé. Here, the student
would prepare culture media, cultivate bacteria, secure pure cultures of
both pathogens and non-pathogens from raw material such as hay, potatoes,
feces, abscesses and related materials. In addition, the medical student
would use excretia from appendicitis, the membranes of diphtheria, the
spleen of typhoid, the lung of pneumonia and other sources for classroom

study. Such recommendations depended upon personal factors, equipment,

time and 1'n1:erest.28
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It should be noted that in courses sﬁch as bacterib]ogy‘mény of
the ingfructérs were not well traingd_and strugg1ed égafnst adver;e
circumstances such as shprfages 6f'éduibﬁgnﬁ-and’fhe ﬁeed;to°iﬁpr0vise.
During the early 1890's instructipn in bactefio]ogy”ﬁas dndér fhreé
severe handicaps - lack of trained perSohnél;'1ack bf.equipmént:ahﬂ lack
" of funds. These handicaps'sﬁrely'affected other'areaé of medical
education also.?? |

In the basic sciences there were too few men cabab1e of effective
teaching. The discoveries of the medical $ciences had markedly changed
medical practice, and this made necessary many profoundvchanges-in
medical- education. . However, the new medical educéfion-proved to:be very
expensive.30 1 "

As the hospitals and medical schools developed independent to one
another, it became apparent that the proprietary medical school needed
the experiences in hospitals and clinics. Clinical teaching was, there-
fore, carried out in local hospitals and out-patient clinics and cost
the medical school 1ittle if anything. Students may have been required
to pay a hospital fee, but this was probably a relatively small amount.
The hospitals did not usually belong to the medical schools, and it was
often necessary to include in the medical faculty those physicians and
surgeons who had appointments in the hospitals and dispensaries. Nhepe
these clinical institutions were controlled by politicians, the best
practitioners were not always on the sfaff. It js evident here that

not all of the decisions involving the medical school's staff assignments

were sound educationally,3!
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Clinical teaching has had a similar history as that of anatomical
instruction. It was first didactic;n‘The sthdent waé’to]d_ﬁhat he_woujd
find and what he should do when he foﬁnd'iti'”NeXt; it1was dehﬁﬁstrative.
important points were bfought'out in the-amphithéater or in.théfwards.
The stqdents who got the front seats could see better than those behind
‘them and, consequently, were able to learn more thfough obséfvatioh.
Later, clinical instruction became_séiéntific. Here the student began
to bring his own facu]ties into play at close range - gathering his own
data, proposing his own course..and taking the consequences when the
. instructor who had workgd through the same process cross-examined‘the
student.32 |

Both the:héspita] and the dispensary were important features in .
providing clinical opportunities for'the students. From a teaching
viewpoint, working in hospital and dispensary environments provided
different opportunities that were essential to the developing physician.
Certain‘c1asses of medical cases did not usﬁa]ly enter the hospital.
Minor surgery, minor medical ailments and numerous affiictions 1nvoTving-
the eyes, ears, nose, throat, skin and similar areas did not usually
require hospitalization. Hospitals were needed for cases requiring beds
for i11 patients whose disorders required close and continued scrutiny.33

The dispensary was better adapted to show a large variety of
conditions. However, it was a relatively poor place to watch for the
development of a medical disorder. In the dispenéary students could
acquire first-hand experience in initial physical examination, but only
the hospital wards enabled him to study progress and to observe nature's

reaction to therapeutic moves. The dispensary corresponded to the office
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hour, while the hospital ward represented the sick:rpom.- Both. facilities
were useful and neceggary in handliﬁg thé‘QTinicai:matefia1‘that'péssed
thr'ough.34 e | R |

The clinical work of the teaching piant was-SéenAas‘an equally
important .part of the overall educatioh'offgred'but.was gbsf1y to provide,
. The Council on Medical Education¢1éfmed that pﬁe_éséentia]_ﬁompdnents of
clinical work included a modern hospital having'for eécﬁ é]inica1 ”
department a leader with assistants. The other aspect was the dispensary
- or out-patient service. For each clinical departmént the Council felt
there should be available clinical and research Iappratofies, classrooms,
operating rooms- and other necessary items.35 In--the best conditions each
clinical department needed to be ab]e_td:operate independently and
required its own laboratories, classrooms, operating rooms and pérsonne].

For a university to build and maintain_its own teaching hospital was
viewed by some as not the best position to be-in in all instances.
However, it was held that perhaps a better érrangement would be if the
larger municipal hospitals were conducted as scientific institutions in
-charge of the teachers and investigators of the sfrong university medical
schools. | |

In a similar vein, Flexner noted that an important supporting feature
of clinical instruction must be a pedagogically controlled hospital. He
noted that although the exact statu§ may vary, it.was crucial for the
hospital to be of sufficient size, be equipped with teaching and working
quarters closely associated with the fundamental laboratories 6f the medical

science, and have its faculty as the soTe and entire hospital staff. It
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was also importént that the teaching arrangements-be a faculty matter
. subject to such oversight that would‘protect_the'weIfare of;the-' o
individual patient.®® | | | o | |
Although there was a tendency to have.QOrthy medicél‘ﬁchooiévmerge
_ with university systems during the period, the'cHE”h¢1d that for-théh |
university to bui1d ahd maintain its own_teabhing hospitaf'may not be
the best step in all instances. It was felt that it would be best for
all concerned if the'great municipal hospita1s in the U.S. were conducted
as scientific institutions in charge of teachers and investigators of
the strdng university medical schools. ThiS was seen as keeping the best
interests of the patient in sight since they wbu]drhave;the,benefits of
the best methods of treatment under recognized experts. |
Although university-conducted hospitals were present in numbers
through the better institutions, the large charity hospitals were needed
by the medical schools for additional clinical material and the charity
hospitals needed the medical schools and the services of clinical experts
serving as 1:eac:her's.3-7
In recognizing medical education in this country, the Council saw
that the medical profession must accomplish three great tasks. One was
to urge the state board to require that amount of medical training which
was necessary before the medical student could safely begin independent
practice. Another was to secure through the unjversities and from other
sources sufficient funds to place medical schools on a full university
basis and, at the same time, organize the medical departments on the
general lines of the German universities so-as to develop the trained

teachers which were needed. In this reorganization state aid and private
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endowment and the support and cooperation of the univeksity officgrs-and
trustees were needed. - Fina11y, thé:prbper affiiiatioﬁ betweenﬁ£hé_
great charity hospitals hadffofbe'convinced_of the impoftancq 6f S
developing the teaching and-reseafch fuﬁctions'qf the hbsbit&1;38 |

.+ - The traditional American medicéi"sdhooi operating'on_s£Udent‘fees
could not exist as in préyiods:yéars and continue to provide a‘high..
quality medical education. The concept of what constitufed an adequate
medical education was changing. Advances in Europeah science had'forced
a massive readjustment in American values. In addition to national
‘demands -for reform, new methods and values began to create new financial
- pressures’. for which mahy medical séhoo1$ were not able t0~provide._ The
medical curriculum and overall structure of Medical eduéation was being
modified . which, in turn, affedted the quality of students matriculating
and medical professors who were teaching. The proprietary schools began
to find themsé1ves in a dilemma. The high cost which accompanied these
changes in the curriculum not only reduced the financial surplus that
the proprietary schools once enjoyed but erased it altogether. Deficits
increased and had to be faced, Student fees at these institutions became
inadeqdate to supply the money in which these rapid chdnges made hecessary.
The only financial relief apparently lay in a medical schob1 combining
itself with the scientific department of a university which either received
government aid, had private endowment, or both. In some cases this route
was followed by schools which had a university they could unite with,
For others, it meant merging with other medical schools; and for still

others, it meant dying altogether.
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In most cases, the proprietary schobl did'excelientIWOrk-in its day, and
examples of se1f—eacrffice can be found in its'facu1ty-fecordse39 7Nhen-the;
' demands of advancing science increased tbe‘toet of’medica1 education,

there were notable 1nstances of. generos1ty and unse1f1shness.

.- When deficits began to appear, members of the facu1ty often made pr1vate
donations to assist the 1nst1tut1ons: f1nancia1 needs,

In terms of financial strength, the futube.ﬁes dim. The Univefsity
College of Medicine in Richmond, Vfrgfnia, was one of these institutions
that was forced to act in the face ofrmouhting deficits. Without a
- nearby public university system with which to affiliate, the only choices
Teft for the institution were either to merge with thE‘nearbyrstrugg1ing

Medical College of Virginia or to d{e altogether.
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CHAPTER.V
SUMMARY CONCLUSIONS AND IMPLICATIONS
FOR FUTURE RESEARCH

Throughout America generally, med1ca1 tra1n1ng of phys1c1ans moved!
towards professional maturity during the latter ha1f of the nlneteenth
century. Selected colleges and universities along with_11cen51ng“
agencies and professional associations helped to guide medical training
into forms that are familiar today. These organizations began to share
similar desires, Such as upgrading entrance requirements-fnto-medica1
school, prescribing curricula in the medical schools, eradicating the
weakest institutions, reducing the number of medical school graduates,
and certifying physicians.

- To offset the migration of southern students into northern medical
schools for a better quality of medical education, to produce superior
southern physicians, to make use of the clinical potentiaT of the urban
Richmond area, and perhaps as a means of attracting patfents, a new
medical school was founded in 1893 in Richmond, Virginia. It rapidly
acquired a good reputation within the state, attracted a large number
of students compared with what the other two Virginia medical schools
had and offered curricular and administrative modifications. This
institution was first called the College of Physicians and Surgeons, but
was soon renamed the University College of Medicine. UCM was created in

the midst of a national medical reform movement and made a number of

116
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state and regional contributions in medita] education. However, in v1ew
of the pressure created by th1S reform movement 1n med1ca1 education, UCM
ex1sted for only 20 years . ‘ | _ '_ |

ne hypothesis of the study was to exam1ne the p011t1ca1 1nf1uences
that selected organizations had on_medicai_colleges and particularly on the
University CDTlege of Medicine, 'The‘focus'of tne“issoe,here,was to explore
the notion that UCM declined partly because of the po]itica] preseure
exerted by these several groops.

One of the first steps that created pressures was the AAMC's requiring
adherence to regulations of-medical education. This organization was
powerful becaose it comprised American medical co11eges; - Its intent was
to advance medical education in the U.S. and establish a common oo1icy
among medical colleges in matters of college management. Through
registration it recognized a list of acceptable schools and one of rejects,

Before the 1890's the AAMC began to question the admission requirements,
course duration and the content of training required for an acceptable
medical education. 1In 1891 the organization was joined in the struggle
for reform by the National Confederation of.State Medical Examining and
Licensing Boards. Persuading medical schools to e]evate their educational
standards had been unguccessfu1-in the past due to the absence of
enforcement. When suggestions for improvement among the medical schools
vwere made a requirement for licensing, there developed a better chance

for success.

Between 1900 and 1910 the tempo for reform had accelerated, The AAMC

had reorganized its efforts on improving entrance requirements into
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medica] schools, extending the years of medical study and length of
session and mod1fy1ng the: curriculum to 1nc1ude more 1aboratory work
and clinical exper1ence. These actions by the AAMC created reform
pressure which affected the Univer51ty Col1ege of Med1cine.__

Another 1mportant organizat1on that was act1ve at reform along
similar Tines as the AAMC was the AMA's Council on Med1ca1 Education.
Publication of the Council's guide1ines in JAMA served as a poinf uf
political pressure to use against the medical schools. This jourua1
was widely cfrculated and'carried_the weight of most organiiations,
colleges, and practitioners -in the profession. |

Institutions that were members of the organization were. pressured- .
to adopt selected standards in preliminary education; the,medicai
course, and similar requirements ff they did not a]rehdy recognize thgm.
In addition, there may have been institutions that ﬁad become 1ax in
following the rules. Their reform was needed too. After first
establishing a standard of medical education towards which it might work,
the Council began to investigate the existing conditions in regard to
medical students. The first piece of evidence incTuded information on
examination scores of students taking state board exams. From such
reports the CME was able to rank the medical schools in the countrY-
Class 1 institutions had less than 10 percent failures, Class 2 had from
10 to 20 percent, and Class 3 had more than 20 percent failures. Schools
designated as Class 4 were more questionable,

From this information it was easy to see which schools were producing
" the greater number of failures. These actions created political pressures

which forced many institutions to improve their standards. Such pressure
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would seem to be a motivating force. for reform frqm'within the insti-

tution. _ | : | _ 7 | | _'
In addition to ranking_schob1s; theVCOunﬁiT_beéame moré directive

when it made its decision to Createfbnésite iﬁébeﬁtidns §h 1906, In

its report the Council categorized the schools on an ABC basis |

-according to their quality. .Following the‘repOrt of its First inspection,

a number of medical school mergers developed. Also, as a result, some
state boards refused to examine some médica1 school graduates ffom Tow-
graded schools, and a number of institutions were forced to close. |
Many of the revisions and improvéﬁents made in medica1 educgtion_were a
result of the regular publication and revision.of these c1as$ffications.

. 'By 1909 the second tour of inspection was compTeted and selected
guidelines of an acceptable medical college were pub]isheq along with a
revised ABC rating of medical schools. During 1911 a thfrd inspection
was made. |

Results from these three investigations led the CME to believe that °
still additional work was needed in investigating and reporting on medical
schools. Clearly, these reporté helped to create a pressure on the
medical schools so the& would either conform to the standards, be forced
to close or make some other arrangements such as possibly -merging with
other institutions. In effect, the Council was serving as an agency
on education, and its influence touched not only medical schools but also
secondary schools, colleges, and universities in light qf the changing

preliminary requirements into medical school. This influence had an
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effect on students in V1rg1n1a and ne1ghbor1ng states who asp1red to
attend the Un1versity CoIlege of" Med1cine but, in view of the chang1ng
requ1rements wou1d not be qua]1f1ed to attend o ‘d '

As results of the 1nvest1qat1ve reports helped to cause reform,
the Council increased its p011t1ca1 1nf1uence to weed out unfit schools,
encourage full-time professors 1n the scientific branches demand
bedside clinical teaching, and to provide adequate laboratory and
hospital training and facilities. UCM was under stress to comp1y w1th
these standards, _ 4 _

The CME worked through the AMA'siorganizatiun to establish some of
-the early curricular changes among medical-schuQTS. SOOn influence was
gained and the CME affected the structure of the institutions. .However,
this work occurred at a time uhen ether organizations were meking their
weight felt in the field of medical education a150; With political
pressures from growing and increasingly organized national medical
groups, UCM was finding it more difficult to meet all of the requirements.
Similarly, the CME encouraged curricular change which, in turn; would
affect the structure of UCM,

Other groups that brought about pressures were thuse such as the
Association of American Medical Colleges, the National Confederation of
State Medical Examining and Licensing Boards, and others. By 1907 the
reform steps taken by the AAEC became more stringent and their efforts
caused a move to support the AMA's 1ist of medical schools prioritized on
the ABC basis. The pressure created by ﬁrioritizing caused extreme

hardships on UCM.
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To improve the standards of med1ca1 educat1on thruugh the influence

of state board regulations and 11censure exam1nat1ons, the Nat1ona1

Confederat1on of State Med1ca] Examin1ng and Licens1ng Boards created

pressures for medical col]eges to adOpt their standards. Somewhat 1ater

. the Confederation of Rec1procat1ng State Med1ca1 Exam1ning Boards was

created in an attempt to promote a plan for the rec1proca1 exchange of

physicians., This created even more pressure.
By 1910 the aims of the American Confederation and the National

Confederation had developed to the point that a merger of tne two

.organizatidns was effected. The united efforts made by these organizations

. created such an influence for reform among the medical schools of the

country that a numher of institutions either reorganized,their'offerings,
merged with other institutions, or died,

The work of the above organizations was necessary to the reform
movement in medical education. Nevertheless, such organizations were
seen as being too closely related to the medical scene to be thought of
as impartial observers. It was at this point that the Carnegie Foundation
for the Advancement of Teaching became involved in the reformation of
medical education.

It occurred to some members of the CME that if they could obtain the
publication and approval of their work by the Foundation, it would assure
the results the .CME was attempting to bring abhout. While the Foundation
was guided largely by the CME's 1nvestigations, to avoid any claims of
partiality, 1ittle attention was given to the Foundation in the CME's
reports. Thus, the investigation had the weight of an independent report
from a disinterested body and was believed to be more influential in |

developing public opinion,
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Perhaps the Carnegie study by .Abraham F]exner contr1buted noth1ng
new to the prevuous1y pubTished proceed1ngs by the CME Neverthe]ess,
the way the report was written its broad c1rcu1ation and independent
nature, and its sponsor heTped to make the study a powerful and- effect1ve
political tool for med1ca1 educationa1 reform. . The Flexner Report‘became
germinal to the who]e reform movement, The force,‘both'dfrect_and-indirect,
of the Report had an effect on the stabi1ity-of~tné>UniverSity Co1iege of
Medicine. |
The activities of the ordanfzations'tnat have been discussed
~ created such an intense degree of. pressure for reform in medical education
-that those institutions possessing the greater financial base and its
related support more éasi1y changed and improved according -to the
requirements mandated by the national organization. However, UCM, not
possessing the necessary financial resources to comply with recommendations,
declined in student enrollment and program efféctiveness and eventually
was forced either to merge with MCV or to die.
In a manner similar to the way medical schools had been affected
politically, it was hypothesized that the curricuium and structure of
the medical school was also being altered through the refnrm measures
advocated by similar organizations. The University College of Medicine
was being affected through the demands for raising entrance requirements,
modifying course offerings, and expanding the school calendar. Such
pressures for cnange altered the image of the lnstitutfon and affected
its operation. |
Shortly after the organization of the Council on Medical Education

in 1904, it discovered that the existing conditions of medical education
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in the U.S. were not‘satisfactory when compared to those in England,
France, and Germany. The Cduncil agreeﬂ that Ameritan education must be
‘made equal to that in th@se ¢ountries. One area dealt with'the’dua1ity
of the students in medica]_schoo1$;,

It was pointed out that the evaluation of'statistica1 tables in
JAMA on the performance of récent_medica1 school graduates was considered
as the fairest basis for comparison befﬂeeh colleges. It w§s récommendéd
that any classification of medical colleges from the étandpoint of
failures at state board examinations should be based on such tables. In
making comparisons on the basis of ;tatistics,'severa1 factors were
. brought out. The number of students examined was important because if
a1l other conditions were equal, the larger numbers of graduates examined
presented the more rejiab1e'findings; :

It could be concluded that a school graduating 90 students annually
who experienced only a two percent failure rate on a'state board examination
could be seen as having a stronger academic program than a school graduating
eight students who experieﬁced a one percent failure rate., Similarly, the
number of different states in which a school's graduates have been ‘
examined was significant. The higher the success in the larger number of
states, the more reliable the education that was used in training the
students. Sti11 another factor related to the boards., The character of
the boards preparing the examinations and the methods employed by them
were important factors to be considered since some boards apparently had
more demanding grading policies, while others may have been very lenient.
Publishing this kind of information suggésted to the reader the schools

that were academically sound,
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Another point of comparison was that_some,co]]eges;dfsplayed an
. improvement in teaching methodsfwhich'wasﬂipbahent from the'fQCt.that
while the percentage of board‘failufes=ﬁas,ﬁigh'for“616 ﬁfactifionérs,“
they were lower for.recent graduafés. Other colleges 6ffen showed 1it£1e
or no 1ﬁprovement from recent gfaduates.'-hhother'Way to énforte improved
teaching methods included site 1nspe¢tibns'whfch bears out'the'ﬁtatement
that apparently some of the.institutiohs were teaching medicine in 111
.-no better than they did ten or more years.brevibus1y, while otheré had
improved significantly. This kind of exposure had to be damaging to weaker
schools. Thay wou]d_gither have to‘improve their academic pfograms
: drastically or experience an enr011ment decrease which coq1d'be'fata1;
| In a fe]ated area, selected tables showed for each college the

states in which its diplomas were not given unqualified recognitjon. A
change in recognition of diploma was experieﬁced by different terms and
different states. Institutions whose diplomas were given unqualified
recognition were apparently in satisfactory'standing because they maintained
adequate entrance requirements, they exhibited a sujtable curriculum and
possessed physical and clfnical facilities in Tine with the leading medical
educational associations and licensing boardé. By having a sound academic
program in medicine, the state board examination results of draduates
would be expected to appear higher than those who came from weaker programs.
Publication of these dafa had to be influential in attracting potential
students. This ultimately had to affect the currfcuium, structure, and
finances of the school. = |

As another means to exert influence for curricular improvement, the

Council established a personal inspectionlof the 160 institutions. These




125

1nspect10ns were needed to determ1ne the adequacy of the phys1ca1
facilities as well as the competency of the 1nstruct1on g1ven. _The;
Council d1vided the country 1nto sections and each of the 160 or more
schoo]s was visited in 1906 either b" some member of the CME by 1ts -
secretary N. P, Colwell, or by-both _ _

This attempt at classifying 1nst1tut1ons was presented to the
third annua1}conference of the_CME in 1907, The report was publicized
throughout the institutions and was sent to the state licensing boards;
however, it was not made available in JAMA, The inspeetion revealed that
of the 160 institutions, 82 were_in Class A, 46 were C1ess B, and 32 were
in Class C.

A certain degree of chanée in admission reqﬁffements.of medical
education was experienced, Fifty institutions agreed to require by or
before 1910 at least one year of university physics, chemistry, and
biology, and one modern language as preliminary studies before matriculating
in a program of medicine:- Very soon a number of consolidations developed
in some cities_having several schools. In addition, as a result of some
state boards refusing examinations to their graduates, a number of
institutions closed., By the time of the second inspection tour in 1910,
the number of schools had been reduced from 160 to 125.

In making this inspection the Council was lenient in grading the
poorer schools. It believed that its first report should be presented to
the state licensing boards and to the conference but not published with
details. It was agreed thet a minimum standard on what shall constitute

a recognized medical school be agreed on and that the schools below this
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standard be given a reasonable t:me to br1ng themse1ves up to th1s
standard. In case they did not the1r stand1ng should be pub11C1zed
and they shou1d no 1onger be PECOQHIZEd by the state boards. Th1s kind
of political pressure by the CME was found to be effect1ve in gu1d1ng
schoo]s into meeting their guide11nes. .' | _

Publication of the 1nspect1ons of the medical col]eges served as
another element of pressure. Within two years (1909) the second tour of
inspection of the medical co]1eges of the U.S. was completed and additional
data were collected. This time medical schools in Canada were included

< in the inspection. Reports fromlthe medical colleges were reviewed and

_compared with the purpose of}finding the average&condition.. From this

-study of the extant conditions and with'a view of the immediate needs of -
medical education, an outline of the "Essentia1s of an Acceptable Medical
College" was prepared. The outline represenfed the majority of conditions
which were below average that existed in nearly all of the colieges in the
U.S. and Canada and is included in Appendix A.

In this second inspection the University College of Medicfne, the
Medical Department of the University of Virginia, and the Medical College
of Virginia earned a Class A rating. Apparently these insnections were
successful in eliminating some of the weaker institutions, while serving
to strengthen others such as UCM, which was struggling to upgrade medical
education standards.

By now the Council believed that the time had come when the best
interests of medical education demanded that this rating of institutions

should be made public. As the work of the CME developed, it became
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apparent that if it could secure the pub]ication and‘approVal of its work
by the Carnegxe Foundat1on for the Advancement of Teach1ng, th1s m1ght he1p
secure the results that it was seeking. o

The CME also sought the cooperat1on of univer51t1es of the country
to p1ace future Amer1can med1ca1 schoo]s as a department of a un1vers1ty.
Rapidly, many of the better med1ca1 schoo]s sought aff111at1on with the.
universities. | .

For the first.time in the history bf medical edﬁcation in the U.S.
there was made.avai1ab1e a complete classified 1ist of all the medical
colleges in the U.S. anq Canada.. Shortly after fhe repdrt Qaé pub1ished,
19.additional medical colleges were either closed or‘merged_with‘other
-institutions. Indicaﬁive of the influence'of the national 6rganizations,
a total of 56 schools had been closed since the Council's first classi-
fication was reported in 1907. 7 _

As its criteria for evaluation during the third inspection in 1911,
the CME used the outlined "Essentials of an Acceptable Medical College,"
similar to the one they used during the second tour of inspection. A
major difference between the second and third was the use of a more
stringgnt grading scale. The criteria for this grading scale changed
both in content and structure with each inspection.

Although the number of medical colleges had been sharply reduced
through the use of the 5ca1e; further reduction was sought because it
was believed that a smaller number of bétter equippéd institufions would
remain, There were several Tocations where further mergers were sought
since two or more medical schools were competing.fOr cTinica]rfaciIities

in local hospitals and, as a consequence, neither seemed to secure
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adequate advantages. Thie_was particuiarly true in At]enta, Dallas,
Memphis, Milwaukee and Richmend It was held that a merger of the
institutions in these C1t1es wou1d not on1y g1ve to strong inst1tut1ons
all the privileges divided among the separate 1nst1tut10ns but add1tiona1
privileges might also be secured |

In addition to pressures by the CME in areas of quallty of students,
teaching methods, diploma requirements, personal 1nspect1ons and publication
of -inspections, the CME endorsed specific curricular requirements and- new
admission requirements. Among these requirements Qas'eSpab1ishing a fifth
. year of study for the status of advanced graduate students and examining
the preparation of the prefESSOrs. h

The forces that came to bear on UCM helped chaﬁge it from}e pro-
prietary institution to one that would be better prepared to offer a
medical program. When the AMA's Council on MediceT Education became
established in 1904, reform measures in medical education began to emerge
more rapidly than before. Entrance standards into medical schools were
advanced, The me&icai curriculum was modified, and the duration of the
medical program was 1engthened. The Council served as a national bureau
concerned with improving medical education., Much of its success was
attributed to the publicity and support by the medical profession. Its
grading scales, physical plant inspections and its collaborations with
the AAMC, the Carnegie Foundation for the Advancement of Teaching, and
selected state board examining and Ticensing organizations made it
especially effective in creating a great deal of pressure to reform in
medical colleges of the period. This pressure for reform brought about

positive changes in the institutions which were able to make ava11ab1e
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the money, staff and related ﬁateria1s. For thosé which‘wére lacking in
these areas, the future e%fstgnpéof;thg iﬁstitUtfons;ﬂés unceftain. |
In a similar vein, the Asédciation‘ofvAﬁer{canuﬁedica1 Co1ieges
organized to improve medicai educationléféndards beforéthe'turn of the
twentieth century. They cfeatéd'pressures'among inétftutiqhs to effect
curricular and structural changes in their'prograﬁs,‘ Thgy; too; used.
on-site visits, pub1icity and col]aboratioﬁ to create pkessure for reform

among the medical schools.

The third organization that brought pressure to bear on these schools

‘'was the Carnegie Foundation for the Advancement of Teaqhing;- 1t, tod,

examined similar areas as the CME and AAMC. A significant difference is
that the Carnegie Foundation for the Advancément of Teaching was . .
commissioned by the AMA, thereby creating a double thrust to improve
medical education,

It is clear that publication of its report by Flexner did not serve as
a positive stimulus for the instftufion and indeed could have beén a
deterrent in the school's ability to attract new students. This could
have caused a decrease in sfudent enrollment. By having fewer paying
students, the amount of tuition fees was reduced. This meant that with
a decreased income, less money could be devoted towards upgrading medical
education standards. In this way, the Report was oppressive to UCM.

Reform of medical education affected the structure and curriculum of
the school. As curricular requirements expanded, it became increasingly

difficult for medical colleges to maintain the educational standards set

_ forth by the CME, the AAMC, ticensing agencies, and those found in the

Carnegie Foundation Report prepared by Flexner.
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In a third hypothe51s 1t was contended that the dec11ne of- UCM
happened basically because of the lack of a sound f1nanc1a1 structure.
Therefore, the cost of a qua11ty med1ca1 educat1on grew beyond the
amount received by tuition alone. Add1tlona1 f1nanc1a1 support was
needed so the 1nst1tut1on could keep up W1th the 1ncreas1ng requ1rements
which were designed to make the 1nst1tut1on exhibit a h1gher academ1c
quality in medical instruction, It.rema1ned for UCM to initiate action
to gain endowments, governmental support and similar sources needed for
the medical school to meet the neceseary reoommendations. Ddd UCM possess
an internal structure that would actively‘pursue.these'sourCES?

In recognizing medical educatdon in this country, the Council felt
the medical profession must nequire enough medi¢a1‘training_so that the
student would be proficient enough to begin ‘an independent practice.
However, it would be necessary for the school to be able to secure through
the universities and others sufficient funds to place medical education
on a university basis and to organize the medical departments and develop
the trained teachers that were needed. In addition, proper affiliation
between the great charity hospitals and medical schools was required. The
governing bodies of the hospitals had to be convinced of the importance of
developing the teaching and research function of the hospital.

The traditional American medical school operating on student fees
could not exist as in previous years and continue to provide a high
quality medical education. The concept of what constituted an adequate
medical education had changed. In addition to national demands for reform,
new methods and values began to create new financia]_pressures for which

many medical schools were not able to provide. The medical curriculum
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and overall structure of medical education was being medified which, in
turn, affected tﬁe dua]ity of studénfs,matffculating and medica]
professors who were teaching.'iThe'b}opkfetafy sﬁhdo]s;Begdn t6 fiﬁd‘
themselves in a dilemma. The high cost-whicﬁ éccoﬁﬁaniéd fhéée’ﬁhahges'
in the curriculum not only reduced the financial,sﬁrpiué-théfrthe pro-
prietary schools once enjoyed, but erased‘it aitdgether. Tﬁe-oniy- |
financial relief hpparently lay in a medical school combining itse1f with:
the scientific department of a university which either>received governmental
aid, had private endowment or both. In some cases this route was followed
by schools who had a university with which they.could unite. For others
it meant merging with other medical schools, and for still others, it -
meant closing. _
Much of what was happening in medical education from 1890 to 1920
appears to have involved the evolution of the modern medical school.
This was an institution perceived as being best attached to a university
sysfem. To fulfill the functions of a modern medical school, the
institution was viewed as needing qua]ified'students; expert teachers,
weli-equipped laboratories, and amp1e clinical materials, In ways these
elements were interrelated both directly and indirectly and contributed
to the development of financial pressures that affected the medical schools.
In terms of financial strength the futuré was dim for a number of
medical schools., The University College of Medicine in Richmond, Virginia,
was one of these jnstitutions that was forced to act in the face of
mounting deficits., Without a nearby public university system with which
to affiliate, the only option. left for the institution was to merge

with the nearby struggling Medical College of Virginia or to die.
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Of those factors that were inf1ﬁentiél'in the decline of the
University to]Tegeof Medicine in Richmdnd,gVirgfnia, from‘]893ato.]913,
there were other topics>sugge5ted?iﬁ fhe_&dcumen£s that woﬁ]d,réquire
further research.. ' rl_ o o | B

As the study progresséd;‘it becﬁme.eyideht'thét'én:anaIyﬁis_of these
,same'factors should be done at HCV AﬁdlUVA; aPefhapsfthe,fé9u1£s'of the
analysis could be compared to‘dfscover which insfftution féTt.the Qreatest
pressure. _

In some instances, having departments of madicine. dentistky, and
. pharmacy may have been viewed as a burden for UcM s{nCe each department
had accreditation pressures which affected the operation of thé departments,
However, at the time of its origin, UCM was;the‘oh1y*schooT"in the state
offering all of these professional disciplines. A subject for inquiry
would be to determine the impact thét these professional departments had
on education in Virginia during this period.

- Another topic for research could deal with the relationships between
the Virginia Hospital and UCM and.thé resulting attitudes held by
administrators of the Virginia Hospital. |

The assumption of thé Virginia Hospital by the Corporation of the
University Col1ége of Medicine was be1ieve& initially to be a great
utility as a teaching adjunct, but its maintenance and the payment of
indebtedness produced a heavy burden. An analysis of the relationship
that existed between the Virginia Hosbita] and UCM could reveal useful
information.

By adhering to more stringent requirements for entrance into the

medical department at UCM, more students would be lost by graduation

* 3
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-than gained by matriculation.. The.medica1-departmenf‘could nbt,hope for -
a Targer revenue from médicaT-ﬁtudénié.;Appéréﬁtiy;_thg instjtqtion'
could  only expect to'maintaﬁn-itsféﬁ§bent'ihébﬁeTarﬁuhd ]906Ibyfincreasing_
the numbef of dental and phﬁrmacystudénté_ahd:réising'the fate?of fﬁition
in these departments; Hoﬁ did this featufe'afféct.the overall performanée
of the medical departmeﬁt? | ‘: B | |

Whilé the dental depértment was a source of profit to the Corporation
for a time, most. of the money it earned'had to be used for the geﬁera]
expenses of the Virginia Hospital and the College. Further research is
needed to analyze this situation; |

‘The dental department was found to be not properly equipped-and had
an insufficient numbef of téachers duhing part of its existence.. The
department was ordered by ﬁhe Association of Dental Qo]leges to raise
tuition. The College was faced with either abo11§h1ng_thé department or

raising its standards in order to be on a competitive basis with other

dental schools., Were theﬁe'political, curricular, and financial pressures

that affected the operation of the dental department? Additional study
is needed to determine this,

While the University College of Medicine in Richmond contributed to
the development of medical education within Virginia, the work of the
college occurred at the wrong time and was swept into a larger more drastic
national movement in medical reform. Ironically, tﬁe college was created
in the midst of the larger national reform in American medicai education,
and yet it was the impact from this very reform movement that led to the
demise of UCM. It was made clear in this study that the political,
curricular and structuraT, and finanéia] pressures from the greater reform

movement were influential in the deciine of UCM.
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APPENDIX A

ESSENTIALS OF AN ACCEPTABLE_MEDICAL-COLLEGE :

Strict enforcement of all standards and requirements,

the college itself to be responsible for any instances

where they are not enforced.

A requirement for admission of at least a fbur-year
high school education superimposed on e1ght years of
grammar school work, or the actual equivalent education,
this to consist of 14 units as defined by the College
Entrance Exam1n1ng Board and required by the Carnegie
Foundation for the Advancement of Teaching. :
As soon as conditions warrant, the minimum requirement
for adm1ss1on should be en1arged to include at least
one year's college work each in physics, chemistry

and biology and a reading knowledge of at-least: one
modern language, preferably German or French,

A requirement that students be in actual attendance

in the college within the first week of each annual
session and thereafter.

That actual attendance at classes: be insisted on

except for good cause, such as for sickness, and that
no credit be given under any circumstances for less
than 80 percent of attendance on each course,

That advanced standing be granted only to students of

other acceptable colleges and that in granting

advanced standing there shall be no discrimination
against the college's full course students.

Careful and intelligent supervision of the entire
school by a dean or other executive officer who
holds, and has sufficient authority to carry .out,
fair ideals of medical education as interpreted by
modern demands.

A good system of records showing conven1ent1y the
credentials, attendance, grades and accounts of the
students.

A fully graded course covering four years of at least
30 hours per week of actual work; this course should
be clearly set forth in a carefully prepared and
printed schedule of lectures and classes. '
Two years of work consisting largely of 1aboratory
work in thoroughly equipped laboratories in anatomy,
histology, embryology, physiology, chemistry (in-
organic, organic and physiologic), bacteriology,
pathology, pharmacology, therapeut1cs and c11n1ca1
diagnosis. _
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17.
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Two years of clinical work 1arge1y in h05p1tals and
dispensaries, with thorough courses in.internal _
medicine (1nc1ud1ng physical diagnosis, pediatrics,
nervous and mental d1seases), surgery (1nc1ud1ng
surgical anatomy and operative surgery on the
cadaver), obstetrics, gynecology, Taryngology,
rhinology, ophthalmology, otology, dermato]ogy,
hygiene ~and medical :jurisprudence. : -
At least six expert, thoroughly trained 1nstructors
in the laboratory branches; salaried so they may
devote their entire time to instruction and to
that research without which they cannot well keep
up with the rapid progress being made in their
subjects. These instructors should rank sufficiently
high to have some voice in the conduct of the -
college. There should also be a sufficient

number of assistants in each department to look
after the.less important details.

The medical teaching should be of at least the
same degree. of excellence as obtained in our
recognized Tiberal arts colleges and technical
schools.,

The members of the faculty, with a few allowable
exceptions, should be graduates of institutions
recognized as medical colleges and should have

had a training in all departments of medicine.
They should be appointed because of their ability
as teachers and not because they happen to be on
the attending staff of some hosp1ta1 or for

other 1ike reasons.

The college should own or entirely control a
hospital in order that students may.come into
close and extended contact with patients under

the supervision of the attending staff. The -
hospital should have a sufficiently Targe

number of patients to permit the student to see
and study the common varieties of surgical and
medical cases as well as a fair number in each

of the so-called specialities.

The college should have easily accessible hospital
facilities of not less than 200 patients which

can be utilized for clinical teaching (for senior
classes of 100 students or less), these patients
to represent in fair proportlon all departments

of medicine.

The college should have additional hospital
facilities for children's diseases, contagious
diseases and nervous and mental diseases.
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23.

24.

25,
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Facilities for at least five maternity cases for
each senior student, who should have actual

charge of these cases under the superv1saon of

the attending physician. =

Facilities for-at Teast 30 autops1es dur1ng each
college session (for sen1or c1asses of 100 students
or less). .

A dispensary or out-pat1ent department under the o
control of the college, the'attendance to be a
daily average of 60 cases (for senior classes of
100 students or less), the patients to be care-
fully classified, good histories and records of
thedpat1ents to be kept and the mater1a1 to be well
use

The college should have a working med1ca1 library
to include the more modern text and reference books
and 10 or more leading medical periodicals; the
library room to be easily accessible to students
during all or the greater part of the day; to have
suitable tables and chairs and to have an attendant
in charge.

A working medical museum having its- various
anatomic, embryologic, pathologic and other
specimens carefully prepared, Tabeled and

indexed so that any specimen may be easily

found and employed for teaching purposes.

A supply of such useful auxiliary apparatus

as a steropticon, a reflectoscope, carefully
prepared charts, embryolog1c or other mode]s,
manikins, dumm1es for use in bandaging, a

Roentgen ray or other apparatus now so generally
used in medical teaching.

The college should show evidence of reasonably
modern methods in all departments and

evidences that the equipment and facilities

are being intelligently used in the training

of medical students.

A statement in which the college's requirements

for admission, tuition, time of attendance on

the classes, sessions and graduation are clearly
set forth should be given, together with complete ~
Tists of its matriculants and latest graduating
class in regular annual catalogues or announcements.
(American Medical Association, "Report of the Council
on Medical Education," Journal of the American Medical
Association June 1910 54(24): 1974-1975.)




AAMC

ACRELMB:

AMA:
CME:

_CRSMEB:

FSMB:
JAMA:

MCV:

NCSMELB:

UCM:

APPENDIX B
A LIST -OF ABBREVIATIONS
Association of American Medical Colleges

American Confederation.of‘RECiprdtating, Examining and
Licensing Medical Boards

American Medical Association
Council on Medical E9ucation‘

Confederation of Reciprocating State Medical Examining
Boards _ :

Federation of State Medical Boards
Journal of the American Medical Association
Medical College of Virginia

National Confederation'of State Medical Examing and
Licensing Boards - '

University College of Medicine
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Abstract

THE UNIVERSITY COLLEGE OF MEDICINE IN RICHMOND VIRGINIA, 1893-1913:
A STUDY OF INSTITUTIONAL DECLINE

Byron lee Noodruff, Ed. D
The CoTIege of w1111am and Mary in V1rg1n1a March 1986

Chairman; Professor John R The11n

The purpose of the study was to examine selected factors that were
influential in the decline of the University College of Medicine (UCM)} in
Richmond, Virginia, from 1893 to 1913, UCM was created in the midst of a
national medical reform movement. In ways, the institution directly
contributed to the reform of medical training in Virginia.

It was the writer's contention that the decline of UCM happened
because of the political pressures emerging from medical accrediting
agencies, licensing and examining boards, and related organizations.

The character of the institution was modified through recommendations of
external organizations and coercion was felt through advancing accreditation
standards, It was further hypothesized that the curricular and structural
pressures "“from accreditation requirements became oppressive and led to the
decline of the institution. Finally, it was hypothesized that the decline
of UCM was affected because of the lack of a sound financial structure,
Without such a structure, implementation of recommended improvements in
medical education would not have taken place’ because of the high cost.

The historical method of research was used in writing about selected
factors which affected the decline of UCM. ‘This method allowed for the
examination of primary Source documents, the obtaining of oral testimony
from participants and observers, and the'écrbtiny of relationships which
existed among individuals, -institutions, organizations and events.

It was concluded that what constituted an adequate medical education
had changed., In addition to national demands for reform, new methods and
values began to create new financial pressures for which many medicatl
schools were not able to provide. The only financial relief apparently
lay in a medical school combining itself with the scientific department
of a university. Such an institution usually had either governmental
support, a sizeable endowment or both. In some cases this route was
followed by schools that had a university with which they could unite,
For others, it meant merging with other medical schools or closing.

Further research is suggested in the area of factors affecting medical
education at the Medical College of Virginia and the medical department of
the University of Virginia; the impact that the departments of medicine,
dentistry and pharmacy had on education in Virginia; the relationship
between the Virginia Hospital and UCM; the influence of the departments
of dentistry and pharmacy on the department of medicine at UCM; and the
effect of political, curricular, and financial pressures on the department
of dentistry at UCM,
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