























Another direct result of the Flexner Report was that affiliations between medical
schools and teaching hospitals were formalized, thus creating the antecedent of the
modern medical center. Indeed, one of the first references to the medical center concept,
at least to my knowledge, was that made by William H. Welch when the Columbia-
Presbyterian complex was dedicated in 1928. In the majority of instances, the teaching
hospitals, especially the private ones, were and continue to be under separate Boards
of Trustees from the medical schools, which were of course governed by the Boards
of Trustees or Regents responsible for the entire university. A few private universities
and a larger number of state-supported ones developed their own wholly owned hospi-
tals, under the same governance as the University itself. Not infrequently, where there
were separate hospital and university boards, some sort of joint board with representa-
tives from each entity were created to coordinate operations.

Let me emphasize that at the time Flexner made his famous survey, he pointed
out that many of the medical schools of that time had no clinical facilities whatsoever.
He went on to say that the lack thereof was usually not considered to be a particular
deterrent to medical school operation, which emphasizes the abysmal lack of understand-
ing, on the part of those who were then in charge, of the complementarity of teaching
and patient care. Even where there were associated hospital facilities, the authorities
responsible for the hospital were often unwilling to allow students access to patients,
and hospital appointments were based primarily on seniority rather than on the profes-
sional qualifications. As a result, students were not meaningfully involved in patient
care, and potentially able teachers were often prevented from assuming responsibility
for the teaching and patient care functions. It is to a degree surprising that the modern
medical center developed as well and as rapidly as it did, given all the obstacles that
existed.

I suspect that the students and house officers in this fine medical center have lirtle
knowledge of the antecedents of which you now are the fortunate beneficiaries. Perhaps
the same thing is true of members of the faculty, particularly the younger ones. Not
many people seem to have read Flexner’s famous report, Bulletin #4, entitled Medical
Education in the United States and Canada.? If you haven’t, I commend it to vou. In
the interest of helping you with your perspective, let me tell you a bit abour your
institution as Flexner saw it. In February, 1909, Flexner came to Chapel Hill,
at that time had a population of 1181. This was one of four schools in the sra:

that time, and one of them wasn’'t Duke!

In his autobiography, Flexner described the situation here as follows:

The State University of North Carolina gave the first two years of its
medical course at Chapel Hill, while the two clinical years were given
at Raleigh. The medical-school building at Raleigh was filthy and abse-
lutely without equipment. I employed a photographer, who took phete-
graphs of every room in the building. When I returned to New York,

Dr. Pritchett (the President of the Carnegie Foundation) sent these phoro-







and the faculty. In most medical schools, faculty members, with few exceptions, partici-
pated actively and extensively in the education process, both in the basic sciences and
in the clinical fields. Those appointed to major clinical positions were, or at least were
supposed to be, “triple threat” men or women (there were of course precious few
of the latter), equally adept at the bedside, the bench, and the lectern. Most students
who pursued their education in the forties and even the early fifties were known to
a high percentage of the faculty, and in turn knew their teachers relatively well. As
a medical house officer I came to know the heads as well as the members of the other
clinical departments, and my experience in this regard was not unique. Today I encoun-
ter house officers at some schools who see their own chief only occasionally, and often
know only a fraction of the department faculty.

After World War IT when the federal government began to invest increasing amounts
in research, the situation changed rapidly. Research produced new knowledge, and
with new knowledge new fields of basic and clinical science came into being. Multiple
training programs in existing and new disciplines were developed, and faculties grew
significantly. Funds were available not only for program support but as well for facility
construction. It is not surprising that during the fifties and early sixties the medical
schools and their teaching hospitals underwent dramatic growth, and the medical
center came into a new and more complex era. Whereas in the period before World
War 11, relatively few institutions were known for their research, it became possible
for any institution with effective leadership to aspire to and in fact to become a center
of excellence. Better facilities and adequate support led to the expansion of existing
programs and the creation of new ones. Scientific understanding advanced, but despite
the remarkable progress that was achieved, it was not without its negative aspects.
At least in retrospect, and of course hindsight tends to be 20/20, most of those who
were invested with administrative responsibility for the university medical centers failed
to recognize the potential problems that were being created by the enormous growth
of their centers that characterized the period of the sixties and the seventies. In 2
sense one cannot help be reminded of Aesop’s grasshopper who indulged himself might-
ily during the summer when food was plentiful but failed to provide for winter when
it wasn’t.

I know from my own firsthand experience how important federal funding was to
the achievement of the objectives of medical schools, and particularly to those with
" high aspirations, in the late fifties and early sixties. Without that funding the many
centers that grew and prospered would have remained relatively dormant. But in those
days the scientific arena, if you will, was far different from what it later became. Let
me point out, for example, that as recently as 1959 or 1960, the now burgeoning
field of immunology was in its relative infancy, even though the discipline went back
almost a century. As a matter of fact, I was a member of an ad hoc committee appointed
by Dr. James Shannon, director of the NIH, to advise him as to whether there was
enough going on in immunology to justify a training program. Our group concluded
that there was, and we became the first immunology training grant committee. The
NIH staff person assigned to our committee spent a good bit of his time going from



medical school to medical school, encouraging faculty members to apply for funds
and going to some length to persuade them to make their applications large enough
to utilize the funding provided by a generous Congress, responsive to the requests
of the late Senator Lister Hill and Representative John Fogarty.

Molecular genetics, now so exciting and so much a part of today’s research, began
to draw attention only a few years earlier. Few remember that the first formal course
in genetics in a medical school in this country was established in 1953. Similar develop-
ments occurred in other fields with the result that new programs multiplied rapidly.
This sequence of events obviously was not bad; clearly it was all to the good. What
is unfortunate is that few recognized that every institution could not do everything.
It is understandable that, in a time of plenty, few even thought about the consequences
of unbridled growth, and had they resisted the embellishments of the NIH, deans
and department heads would have incurred the wrath of their colleagues. Perhaps
some of those responsible for the overall administrative decisions may have had fleeting
perceptions that there might ultimately be a problem, but if so, they quickly dispelled
the thought on the assumption that their institution would be exempt from it. Even
today, in the face of all the current signs of serious problems, financial and otherwise,
I find a substantial number of senior faculty members and deans whose view is, *Yes,
there have to be some constraints—but not in my institution.”

During the period of which I have been speaking, the relationship of the University
Medical Center to the community also changed. In an earlier day, most of those respon-
sible for clinical services in teaching hospitals, other than those that were supported
by municipalities or states, did not feel an obligation to serve the community except
insofar as doing so provided the patients needed to support teaching and research,
and the community accepted this view. But in the 1960s the community began to
expect the academic medical centers to respond to its overall needs in the health field.
As new forms of diagnosis and treatment were reported, the public, viewing medical
care as a right and not a privilege, understandably wanted to be the beneficiaries.
Often their expectations were heightened unrealistically, a situation that still obtains
to a degree. As the demand for medical care increased, the need for more physicians
became apparent, and between 1960 and 1978 the existing medical schools responded
by expanding their respective class sizes and over forty new schools were established.
I have no question that expansion was needed but once again it proceeded rapidly
and without much if any consideration as to how long the process should go on.
To a degree, like the Sorceror’s apprentice, once we started the process, we didn’t know
how to stop it. Federal funding enhanced the expansion but as is now so painfully
apparent, the largesse was not destined to be provided in perpetuity. Where additional
state-supported medical schools were established, as in North Carolina, additional con-

straints on budgets were inevitable.

Today we are graduating more than twice as many students as we were in 1960;
last year the number was 16,318 and currently we are confronted by the problem
of a surplus number of physicians. The surplus problem is accentuated by the number












late, emphasis on ambulatory teaching has increased in our academic centers, as more
and more the inpatient services have become intensive care units. These changes have
not been limited to medicine and pediatrics; much surgical care has been transferred
to surgicenters or their equivalent.

Leading medical educators such as Dr. James F. Glenn, president of the Mount
Sinai Medical Center, and Dr. Thomas Meikle, Dean of the Cornell Medical College,
have called attention, in the face of decreasing occupancy rates in many medical center
hospitals, to the need to utilize facilities outside the medical center for teaching. One
example, which would have been unheard of twenty-five years ago, is the nursing
home As the elderly segment of our society grows, chronic disease, for which often
only supporting care can be given, has changed the system and will continue to do so.

Further, with the availability of tertiary care outside of the teaching centers, the
academic center has lost some of its appeal as a referral center. The situation varies
in different parts of the country, but certainly in many urban areas the competition
for patients has grown substantially. With overproduction of well-trained subspecialists
who could not be accommodated in teaching centers even if they chose to remain
in academic careers, it was inevitable that more and more hospitals would develop
programs and facilities comparable to those in the teaching centers, and often the
amenities are superior in the former to those in the latter. When one adds the cost
of education and the cost of caring for indigent patients, one finds the academic centers
in a distinctly disadvantageous financial situation.

In turn, with increasing government regulation of health care financing, paralleled
by tightening of reimbursement on the part of private insurors, the adverse impact
of high cost operation is accentuated. Although in an ideal society funds would be
available to guarantee high quality education, it seems to me quite unrealistic, in the
face of our enormous national debt, to assume that federal sources will pick up the
tab. And it seems equally unlikely that John Q. Public will do so. Educational costs
are already enormous, so much so that almost all medical graduates leave their respective
schools with huge debts. The figure for the debt of the average Cornell graduate
reported recently in the New York Times is $40,000, and that figure may be even higher ’
for graduates of other schools. When one takes into account the debt acquired by
many students during their college years, it is difficult not to wonder when the system
will collapse. At a minimum, the pressure on young physicians to repay their debts
inevitably causes many of them to seek to generate the largest possible income in
the shortest possible time.

In respect to the cost of maintaining the very large faculties now common to most
schools, the situation is not much better. Because basic science departments tend to
be considerably smaller than clinical ones, the dimensions of the problem are not as
great, but the basic problem is the same. At the time NIH budgets began to go up
steadily, most faculty members, particularly senior ones, received most of their salary
from endowment or state appropriations and/or other relatively dependable school
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