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Preface

This publication provides an account of the antecedents and the history of the Liaison Committee on
Medical Education (LCME), the organization responsible for the accreditation of educational programs
leading to the MD degree in the United States and Canada. It has been the author’s impression over two
decades of work on behalf of the LCME that the organization continues to be largely a mystery to the
medical education community as a whole, both in terms of what the organization does and why it does
it. One of the main purposes in writing this document is to provide a better understanding of the inner

workings of the LCME and the environment in which it operates.

The text is organized into several discrete parts. After a brief overview that reviews the nature and
characteristics of accreditation, the first section provides a chronology of the events leading to the
creation and subsequent development of the LCME. The sections that follow recapitulate those historical
events in a thematic way, covering the development of accreditation standards, operating procedures,
and relationships with other organizations. A reader who is only interested in those themes can go

directly to the relevant sections or chapters for any desired information.

The author owes a sincere and unrepayable debt of gratitude to the many colleagues who have
supported this work. First thanks are due to the staff of the American Medical Association (AMA),
the Association of American Medical Colleges (AAMC), and the LCME, who commissioned the work
and tolerated the linguistic excesses and foibles of the author: Susan Skochelak, Barbara Barzansky;,
and Rob Hash from the AMA; John Prescott, Dan Hunt, Veronica Catanese, and Donna Waechter
of the AAMC. No less important are the numerous individuals who assisted with the research,
provided feedback, or supported the project in other ways: LCME staff from the AAMC, specifically
Mike Migdal, Rachel Liska, Liz Rast, Caitlin Reicks, and Heather Lent; LCME staff from the AMA,
notably Marina Ramos; Molly Alexander, archivist for the AAMC; Frank Simon, former LCME
secretary who pointed out the AMA website section containing archival materials; and the highly
professional staff of the AAMC’s Production and Editorial Services who patiently reviewed every

word of the manuscript and made the final product much more lucid and coherent.

Finally, three special women deserve recognition for their contributions to this work. The first is Susan
Mortensen, former accreditation manager for the AAMC side of the LCME. Her superb administrative
skills and friendly demeanor established an efficient and enjoyable work environment in the AAMC
offices of the LCME, making me far more productive than I ever thought I could be after I joined the
LCME staft. The second is Barbara Barzansky, current LCME secretary from the AMA, who encouraged
and supported me from my first day on the job at the LCME. Her knowledge and understanding of
medical education and accreditation are unparalleled, and she has been a constant source of support
during and subsequent to my term of service with the LCME. Last and most importantly I thank my
spouse Cathy Eaglen, who has tolerated seemingly innumerable three-to-four day absences while I
was on the road as a representative of the LCME and who has been there for me always, in the good
times and the bad.
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A Note About References

Most of the material cited in this publication is taken from either the minutes of LCME meetings
or the proceedings from the annual meetings of the AMA House of Delegates and the AAMC.
Because the former documents are confidential and not accessible to the public, I have not supplied
detailed reference documentation or page numbers in the text. For the latter, I have provided detailed
citations, but the reader can find archives of all proceedings from the AMA and AAMC annual

meetings, and much more, on their respective websites:

ama.nmtvault.com/jsp/browse.jsp

aamc.org/about/history/foundations

These online archives of the two organizations are a remarkable resource, and the reader is strongly
encouraged to explore them.

vi


http://ama.nmtvault.com/jsp/browse.jsp
https://www.aamc.org/about/history/foundations/

Introduction

Understanding Accreditation

This is a book about higher education accreditation, specifically the accreditation of medical schools that
grant the MD degree. The subject matter, accreditation, is often misunderstood and sometimes controversial.
Almost everyone within the medical education community is aware of accreditation, although relatively few
members of that community have firsthand experience with the activity. Most medical schools undergoing
the process view it, justifiably, with quite a bit of trepidation; notwithstanding their uncertainty and anxiety,
it is somewhat surprising that after the process has concluded, many schools embrace it and internalize
it as part of their quality improvement efforts. (Note: The LCME has recently adopted an accreditation
requirement that all medical schools conduct ongoing monitoring of their compliance with standards

as an element of institutional quality improvement.)

The organization responsible for accreditation of MD-granting programs in the United States and
Canada is the Liaison Committee on Medical Education (LCME®), and this is its story. The LCME was
established in 1942, although the activities commonly thought of as medical education accreditation,
carried out by the organizations that sponsor the LCME, go back much earlier in time. What those
organizations did, how the LCME came to be, and how LCME accreditation evolved after its creation,
provide most of the subject matter for this book. To recount those events meaningfully, however,
requires some explanation of what accreditation is and is not, how it relates to other activities with

a similar focus, and why it has lasted so long despite persistent criticisms and calls for change.
Accreditation is simple in concept but remarkably complex in implementation. The reader should
be forewarned that the following exegesis of the basic issues of higher education accreditation may
provoke intellectual indigestion or torpor; if the next few paragraphs induce such a reaction, the reader

would be well served to go directly to the next chapter, where the historical account begins.

What Exactly Is Accreditation?

The nature and scope of accreditation are nowhere near as obvious as a casual observer (or participant,
for that matter) might assume. Harold Orlans’ study of accreditation on behalf of the U.S. Office of

Education made the point succinctly:

A clear definition requires a clear subject, but accrediting is anything but that.!

Orlans included several definitions of accreditation, but one that serves particularly well as a starting
point is the definition provided in 1968 by the Office of Education (which would become a cabinet-
level agency in 1980):

[Accreditation is] the voluntary process whereby an agency or association grants public
recognition to a school, institute, college, university, or specialized program of study
which meets certain established qualifications and educational standards, as determined

through initial and periodic evaluations.?
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Some would argue that quality improvement is an essential element of accreditation, even though it was
not included in Orlans’ definition. That position has merit, but the definition above is better suited for
purposes of this history. It confines the scope of accreditation to educational institutions or programs,
thus ruling out other types of organizations that use the term “accreditation” in a different context—
such as the Joint Commission on Accreditation of Healthcare Organizations or the Association for the
Accreditation of Human Research Protection Programs. It establishes a voluntary element (although
the nature of such voluntariness requires clarification) and entails a status that is publicly recognized,
established through an evaluation process based on established qualifications and standards, and is

subject to periodic reconsideration. That covers most, if not all, of the key features of accreditation.

The precise meaning of “voluntary” in the context of accreditation does require further elaboration.
The most obvious interpretation—that educational institutions or programs have a choice between
seeking and maintaining accreditation or eschewing it—is sometimes, but not always, true. For licensed
professions in particular, the process is anything but voluntary, since graduation from an accredited
institution or program is often required by licensure bodies (but notably not by the accrediting
organizations) as a condition for professional practice. Even for institutions or programs that are

not involved with licensed professions, accreditation is not

necessarily an optional pursuit. The U.S. Department of

Education has established a “federal link,” which ties access to

federal student financial aid programs to those organizations
Accreditation is simple in concept but and programs that submit themselves to periodic review by
remarkably complex in implementation. a department-recognized accrediting agency. Given the

dependence of most higher education institutions and programs

on federal financial aid to make their programs widely affordable

to potential students, it becomes difficult if not impossible for

higher education institutions or programs to function without
successfully undergoing the accreditation process. Interestingly, the Office of Education dropped the term

“voluntary” from its definition in 1974.

Where the accreditation process is unquestionably voluntary, however, is in the willingness of accredited
entities to be evaluated by the criteria or standards accepted or determined by themselves and by their
peers. The effective functioning of accrediting organizations is largely dependent on the willingness
of the organizations they accredit to commit themselves to compliance with all accreditation criteria.
Such willingness to be judged by those criteria is not entirely altruistic, however, insofar as the
accredited institutions or programs have a substantial say in the adoption of such criteria, both by
their participation in the accrediting organizations themselves and by the widespread accreditation
practice of subjecting proposed criteria to scrutiny by the public and by the accreditor’s sponsoring

or supporting organizations prior to their adoption.



Academic Quality and Public Accountability in Medical Education
The 75-Year History of the LCME

Accreditation, Regulation, and Licensure

If accreditation is not voluntary in the usual sense of the term, is it then a form of regulation? If so,

it is distinctive in being self-regulatory rather than subject to external control. The accreditation
process is administered for the most part by private organizations, typically membership or professional
practice groups, and rarely by governmental organizations. Thus, there is no direct accountability to the
public (via governmental oversight or control) inherent in accreditation. Such accountability does take
place via the chartering process for higher education institutions, however, since those institutions must
be approved by an appropriate state agency in order to establish operations, and many accrediting
organizations, including the LCME, have a chartering requirement as one of their criteria for
accreditation. Chartering agencies typically require some form of annual reporting by educational

institutions to provide a measure of public accountability.

There is often a close relationship between accreditation and licensure, although the two processes

are distinct. In the case of MD-granting medical education programs, all state-level and most territorial
medical licensure boards within the U.S. political jurisdiction require that medical students educated
within their jurisdictions graduate from an LCME-accredited program as a condition for receiving

a license to practice. This effectively precludes any higher education institution in the United States

and its territories from offering an MD program without LCME accreditation since graduates of such

a program would be ineligible to practice in the United States.

Another obstacle to providing an MD program without LCME accreditation is represented by the
National Board of Medical Examiners (NBME), which administers the national three-part examination
for licensure—the United States Medical Licensure Examination, or USMLE—required by all state and
most territorial licensure boards. (Puerto Rico maintains an independent licensure examination for
physicians who wish to practice on the island, although it also accepts USMLE results in lieu of its own
examination.) The NBME requires that students pursuing MD study in the United States or Canada be
enrolled in or have graduated from an LCME-accredited medical school to take any part of the licensure
examination. Thus, medical students in a program that is not LCME accredited would not be eligible

to take the USMLE and therefore would be unable to obtain a license to practice in the United States.

Types and Scope of Accreditation

The astute reader will have already noticed frequent references in this chapter to institutions and
programs. Within higher education, two forms of accreditation have been recognized: institutional
(with two subtypes) and programmatic.* Each has its own distinct history. Institutional accreditation,
as the name implies, entails the evaluation of institutions of higher education. Its two subtypes reflect
the geographic scope of institutional accreditation, either national or regional. Regional accreditation
traces its origin to the development of regional associations of institutions of higher education.

The original function of accreditation for the regional associations was to establish consistent criteria
for determining membership in those associations, which is similar to the original purpose of the
Association of American Medical Colleges’ medical school inspection and evaluation activities.

The first regional association to engage in evaluation of its existing and candidate member institutions
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in relation to standards was the North Central Association, which began accrediting activities in 1910.°
Today, there are six regional associations in the United States that undertake accreditation activities

on a regular basis.

National accrediting organizations represent a relatively small subset of institutional accreditation
and confine their activities to the evaluation of particular types of higher education institutions across
the country (e.g., religious colleges, career schools, or trade and technical schools). The Department

of Education presently recognizes six such accrediting organizations.®

Programmatic accreditation addresses education in specific subject areas and arose in large part
through the efforts of organizations supporting those subject areas from either an educational

or practice-related perspective. The LCME currently operates as a programmatic accreditor.

It is possible for an accrediting organization to be both an institutional and a programmatic accreditor;
for that reason, the Department of Education refers to accrediting agencies that are either exclusively
programmatic or both programmatic and institutional as “specialized” accrediting agencies. Until the
late 1990s, the LCME functioned as both an institutional and programmatic accreditor. Its institutional
accreditation function applied to freestanding medical schools that were not part of a university and
that had not sought or obtained institutional accreditation from a regional accrediting organization.
The LCME opted to become an exclusively programmatic accreditor mainly to unencumber itself

from certain recognition criteria of the Department of Education.

Apart from their differentiation by type, accrediting organizations can also be characterized by the
scope of their accreditation activities. An accrediting agency’s scope establishes boundaries or limits

on the kinds of institutions or programs it considers. The LCME restricts its scope of activity to
complete MD educational programs provided within the political jurisdictions of the United States
and Canada. That scope precludes LCME accreditation for programs offered in any other country
(even if the institution offering the program is based in the United States), for programs that offer
other types of medical degrees (such as osteopathic medical education programs), and for programs
that offer partial but not complete medical education programs (such as basic science medical schools
that offer the first two, nonclinical years of a medical curriculum but not the final two years of education

in a clinical setting; such schools operated during much of the 20th century).

Oversight of Accreditation

Although accreditation in general is almost exclusively undertaken by private organizations,
accreditation organizations are subject to substantial oversight that constrains them from actions
that could be perceived as capricious, discriminatory, or contrary to the interests of the public and
the institutions or programs they accredit. That oversight stems from two sources: public (the federal
government by way of the Department of Education) and private (the Council on Higher Education

Accreditation, an organization created by and on behalf of college and university presidents).
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The federal government has been formally associated with accrediting organizations since 1952,
when the Veterans Administration turned to accreditors to vouchsafe for the quality of educational
programs and institutions, to ensure that federal funds provided for veterans’ education through

the GI Bill of Rights were being appropriately used. The legislation authorizing such activity vested
authority in the commissioner of education, who was responsible for publishing a list of nationally
recognized accrediting agencies and associations determined to be reliable authorities as to the quality
of training offered by an educational institution.” This action established the federal link between the
government and private accrediting organizations in which the government established a proxy role for

the latter wherever federal funding programs were made available to institutions of higher education.

In the early years of this relationship, the government approach for recognizing accreditors was
somewhat informal, depending in large measure on the perceived reputations of accrediting
organizations by the public and the institutions or programs that were accredited. Over time,

the recognition process became increasingly formalized, culminating in the establishment of the
Division of Accreditation and Institutional Eligibility within the Office of Education in 1968. The role
of the division was to carry out the criteria, terms, and conditions for recognition established in the
Higher Education Act of 1965. To assist the secretary of education in carrying out this recognition
responsibility, the Higher Education Act also established an advisory group known as the National
Advisory Committee on Accreditation and Institutional Eligibility. The 1992 reauthorization of the
Higher Education Act replaced that committee with another, the National Advisory Committee on
Institutional Quality and Integrity (NACIQI), which has overseen the federal recognition process ever
since, although it remains advisory to the secretary of education. The LCME has been recognized by
the Department of Education as the national authority for the accreditation of MD-granting medical
schools (later restricted to the MD educational programs of those schools) since the very beginnings

of the federal recognition process in 1952.

Private oversight of accreditors came about largely because of concern and frustration on the part

of college and university presidents, as the number of accrediting organizations proliferated and their
demands (especially among the programmatic accreditors) were perceived as excessively burdensome
for the effective functioning of the institutions as a whole.® The first major organization for private
oversight of accreditation arose in 1938, when the National Association of State Universities joined
with the American Association of Land-Grant Colleges and Universities to create the Joint Committee
on Accrediting. The committee proved to be ineffective, however, and was supplanted by the National
Commission on Accrediting (NCA) in 1949. NCA was established by university presidents to deal
with the rapidly expanding programmatic accreditation sector. The NCA sought to delegate the
primary accreditation function to the regional accreditors, with a select few programmatic accreditors
to be either transferred to the regionals or invited to function under the direction of the regionals.
The NCA felt that some accrediting organizations should be more concerned with educational

improvement but not with accrediting per se.
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Interestingly, the NCA considered one of the LCME sponsors, the American Medical Association (AMA),
as an agency whose accreditation activities could be transferred to the regionals, while the other sponsor,
the Association of American Medical Colleges (AAMC), was considered an organization better suited
to educational improvement than accreditation. The LCME was not considered as a distinct accrediting
organization by the NCA (accreditation decisions were still made independently by the LCME’s
sponsors at the time), notwithstanding frequent communications between the sponsors and NCA that
served as a common topic of discussion during LCME meetings in the early 1950s. The NCA’s early
efforts to gain leverage over medical education accreditation proved to be futile and in fact had the
opposite effect of strengthening the commitment of the AMA and the AAMC to making the LCME
work (described in detail in Chapter 3). Both the AMA and the AAMC informed the commission

that they had no intention of discontinuing their accreditation functions, although they did express

a willingness to expand cooperation with the regional accreditors. Although the NCA failed to establish
substantial control over programmatic accreditors, it did manage to continue functioning as an
accreditation oversight organization into the early 1970s. In 1956 the NCA initiated a recognition

process for programmatic accreditors.

While the NCA was striving to address many of the challenges of accreditation posed by the
programmatic accreditors, the regional associations were also attempting to improve the efficiency
of the regional process. To that end, a National Committee of Regional Accrediting Agencies was
established in 1949 and was superseded in 1964 with the creation of the Federation of Regional
Accrediting Commissions of Higher Education (FRACHE).® FRACHE’s main thrust was to foster
greater uniformity in accreditation practices in light of the rapid growth of federal financial assistance
to colleges and universities. FRACHE and the NCA shared many common goals, including limits

on the proliferation of specialized accrediting organizations, coordination and simplification of
accreditation processes, and preservation of their members’ academic and administrative independence
as a counterbalance to the increasing federal role in postsecondary education. This led ultimately

to the merger of the two organizations into a new private oversight body, the Council on Postsecondary
Accreditation (COPA), in 1975. Like the Office of Education and NCA, COPA created a recognition

process for validating the authenticity of accrediting agencies.

COPA developed into an effective organization for recognizing and coordinating accrediting activities
of both regional and programmatic agencies, and even today it is held in high regard by the leaders

of many accrediting organizations. It served that function until 1993, when it took the lion’s share

of blame for failure to address the increasing frequency of defaults on federal loans. The demise

of COPA led immediately to the establishment of a successor organization, the Commission on
Recognition of Postsecondary Accreditation (CORPA), as well as the Association of Specialized

and Programmatic Accreditors (ASPA). CORPA proved to be short-lived, transferring its recognition
functions to a new organization created by the university presidents in 1996: the Council for Higher
Education Accreditation (CHEA). The LCME is a charter member of ASPA—which has no formal
recognition process for member agencies—but has declined membership in CHEA and has therefore

not undergone CHEA's recognition process.
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Controversies Surrounding Accreditation

For the casual reader, a formal definition of “accreditation” may provide some illumination about the
process, but much greater insight can be found by exploring the adjectives used to describe the term.
For much of its history, accreditation has been a heatedly debated topic within academia, especially
among university leaders. It has also become a controversial issue for the federal government, most
visibly during the past decade or so when political leaders have questioned whether the process

provides appropriate value and accountability to the public.

There is little doubt that accreditation is, and has been for some time, controversial. There are several
underlying issues that continue to fuel the debate about the value and efficacy of accreditation. One is
the extent to which accreditation serves the perceived public need for educational quality assurance.
The arguments against accreditation’s efficacy are rooted partly in the notion of the accreditation
process as being focused on meeting minimum standards of performance, which are established in large
part by the institutions or programs being accredited. They are also rooted partly in the apparent ease
with which such standards are met, as reflected in the rarity of accreditation denial or withdrawal by
accrediting bodies. The counterarguments are that while the process employs minimum standards

to be achieved to obtain or maintain accreditation, the standards themselves are high; most institutions
and programs do not simply meet, but in fact substantially exceed, the minimum expectations;

and the rarity of negative decisions is a reflection of the effectiveness of the process, not any inherent
weaknesses or laxity in its structure or implementation. In the context of this debate, it is worth
recalling the NCA's early inclination to distinguish between quality assurance and quality improvement

as it examined the functioning of various accrediting organizations.

If one examines accreditation through the lens of quality assurance or quality improvement,

another closely related topic emerges, namely the extent to which accreditation is focused on process
rather than being grounded in outcomes analysis. The strongest critics of accreditation’s efficacy in
quality assurance also tend to be the most vocal proponents for greater use of outcomes in making
accreditation decisions. (This is abundantly clear in the deliberations of the Department of Education’s
NACIQI during the past decade.) The debate is framed not simply in terms of greater use of outcomes
by accreditors, but also to some extent on the development of common or national metrics that can
apply across all institutions or programs, such as student success in licensure examinations or career
placement. The question of whether good outcomes can be achieved in the absence of good processes
is notably missing in such discussions, however. Medical education (and therefore the LCME) has been
insulated from this debate for the most part because its rigorous demands can only be met successfully
by the best students, and its student admissions process is correspondingly skewed in favor of high
academic performers who are most likely to achieve successful outcomes. Medicine has also benefited
from a unique labor market in which the number of placements (residency positions) available after
graduating from medical school has greatly exceeded the total annual output of U.S. medical schools,
thus ensuring success in residency placement. The recent expansion of medical school enrollments,
however, without a concomitant increase in residency training opportunities, has pretty much muted

the profession’s advantage in career placement as an easily achievable outcome measure.
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To some degree, the debate about process versus outcomes in accreditation is rather sterile since all
accrediting agencies do focus attention on outcome issues as well as process. The real question for
debate should therefore be whether accreditors place sufficient emphasis on outcomes since virtually
all of them include some form of outcomes review in their process. Accreditors’ attention to process

is hardly accidental—the standards adopted by accrediting organizations invariably reflect what the
accredited entities themselves consider to be sufficiently important to merit inclusion as criteria by
which they will be judged. If those standards are mainly process oriented, it is because the accredited
units consider such processes to be important markers of educational quality. Nevertheless, a focus on
process entails much more documentation effort than reporting of outcomes, leading to the perception
that accreditation is a cumbersome, burdensome activity representing major costs in time and effort
by accredited institutions and programs. Perceptions of accreditation as being clunky have existed for

a long time. Orlans cited an early study which made that precise point:

The authors of a 1940 study wrote that, “in the short space of 30 years,” accrediting had
become “a cumbersome ... machinery which appears greatly in need of simplification and

coordination.”"

Orlans did not mention the authors or the study by name, but perusal of the report’s bibliography
indicates that the author was almost certainly referring to a study by Kelly et al titled Collegiate
Accreditation by Agencies Within States, published by the Office of Education in 1940."

In addition to the focus on process, another reason for thinking of accreditation as cuambersome

is the number of accreditation requirements to which most institutions and programs are subject.

(It must be noted, however, that no accreditation standard or criterion can be adopted without consent
of those who are most directly affected by it.) The number of accreditation standards and criteria
among various accrediting organizations commonly number 100 or more when one considers nested
criteria or components within “standards.” When the LCME shifted to a list format for its standards

in 2002, the resulting number of standards was well over 200. And that only represents the tip of the
iceberg because an individual standard, criterion, or component frequently entails several specific
requirements within it. Consider, for example, the LCME’s current Element 8.6: “A medical school

has in place a system with central oversight that monitors and ensures completion by all medical
students of required clinical experiences in the medical education program and remedies any identified
gaps.” The reader should be able to identify at least four, and probably more, distinct requirements
embedded within the element. Similar examples are easily found in the standards and criteria of any
other accrediting organization. The proliferation of accreditation requirements, spanning virtually
every nook and cranny of an institution or program’s operation and function, begs for criticism of the
accreditation process as burdensome or cumbersome when each specific accreditation requirement

must be addressed through appropriate documentation.

One final controversial aspect of accreditation that will be mentioned here is the perception that

the enterprise is secretive and mysterious. Certainly, not all of accreditation is shrouded in mystery.
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Without exception, accreditors go out of their way to make their standards and processes as accessible
as possible to the entities they accredit, as well as to the public, through websites, regional meetings,
and other communication strategies. The decision-making process itself, however, as well as the
evidence upon which it is based, is in most cases shielded from outside view. The typical accreditation
process entails an on-site evaluation by a survey team, whose composition is known only to the
institution or program and to the accreditor. The survey team prepares a report of its findings

that is held in strict confidence by most accreditors. The report and any other relevant information
are then reviewed and an accreditation decision is made by a select group of individuals who meet
behind closed doors.

The key element in all of these aspects of accreditation is confidentiality. While accreditors accumulate
remarkably vast amounts of information about the entities they accredit, very little of it finds its way
into the public domain. The rationale for not making such information more readily available is
confidentiality. Accreditation data and findings are considered by accrediting organizations as strictly
confidential information between themselves and the institutions or programs they accredit. Because of
the breadth and complexity of the information and the processes used to interpret it, accreditors are
justifiably concerned that making such information public can easily lead to misinterpretation or
distortion, thus causing undue harm to the institutions or programs being evaluated. Accreditors are
also concerned that publicizing the identity of evaluation teams poses a risk of inhibiting the ability
of those teams to conduct an exhaustive and unbiased analysis of institutional or programmatic
information, free of external pressures or influences. To date, accreditors have been successful in
preserving their perspective on this issue in their dealings with oversight organizations such as the

Department of Education, but the pressures for greater transparency persist.

There are certainly a number of other controversial issues surrounding accreditation, but space limitations
(and the author’s concern that this book maintains its focus on the LCME) preclude exhaustive review
of all of them. The interested reader should consult the websites of specific accrediting organizations,

or the agencies responsible for oversight of accreditation, for additional information and discussion.

Looking Ahead

Hopefully, anyone who has managed to muddle through this divergence into the nature and scope of
accreditation has not given up hope of learning about the history of the LCME and medical education
accreditation in general. That is the central topic of this book, after all. The remaining chapters cover
several aspects of medical school accreditation from a historical perspective. The first part provides an
overview of the major historical events in medical school accreditation, tracing back to the origins
of the AAMC and the AMA. Succeeding sections of the book address the evolution of accreditation
standards, the development of LCME accreditation processes, and the role of other organizations,
both internal and external to the medical profession, in relation to LCME function and structure.
Let the tale now begin.






PART |

From Inspections to Surveys: The Origins
and Evolution of the LCME






Chapter 1

Germination of an Accreditation System:
Inspection of Medical Schools Before the Flexner Era

The LCME was founded in 1942, but if one adopts the definition of accreditation cited in the
preceding chapter, it is possible to trace the origins of medical school accreditation processes much
earlier. To briefly recapitulate the key elements of that definition, accreditation requires (1) a voluntary
process, however defined; (2) public recognition of an institution or program’s status; (3) established
qualifications or standards by which to determine an institution’s or program’s status; and (4) initial
and periodic evaluations based on established qualifications or standards. Although not part of the
definition, it is also worthwhile to consider is the purpose of organizations in undertaking accreditation
activities, whether for quality assurance or quality improvement, as a contributing historical factor in

the development of accreditation.

Major historical events of the period included the following:

+  Origin of the American Medical Association (1847)
+ Creation of the Provisional Association of American Medical Colleges (1876)

+ Provisional Association of American Medical Colleges renamed as the American Medical
College Association (1877)

+  First publication of the Journal of the American Medical Association (1883)
+  Establishment of the National Confederation of State Medical Examining and Licensing Boards (1890)
+ Origin of the modern Association of American Medical Colleges (1890)

+ Formation of the American Medical Association Council on Medical Education (1904)

1847-1854: Formation of the American Medical Association
and Its Commitment to Educational Quality

The American Medical Association (AMA) was established in May of 1847 as a voluntary organization.
As Nathan Davis pointed out in his 1855 History of the American Medical Association, the number of U.S.
medical colleges, which also had authority to grant licenses to practice, had more than doubled between
1830 and 1845, creating among those colleges ... a competition unrestrained by any mutual intercourse
with each other, or social connection with the profession at large.”'? At the time, the typical duration

of a program to obtain a medical degree was 16 weeks. The competitive pressures for short courses

of study, combined with easily met requirements for graduation, engendered a growing concern
among medical societies and some medical colleges about the quality of medical education in such
an environment. The first concrete manifestations of that concern emerged in the form of resolutions
presented at the 1844 meeting of the Medical Society of the State of New York. Those resolutions
identified three essential concerns regarding medical education. The first was that a four-month course
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of study (lectures) was too short to include all the branches of medical science. The second was that
the standard of education (both premedical and medical) required for the granting of diplomas was
altogether too low. Finally, the resolutions declared that the union of teaching and licensing powers

within medical college faculties was easily susceptible to abuse.

While these resolutions produced extensive discussion of medical education at subsequent meetings

of the New York medical society, it was recognized that action by a single state to remedy the identified
concerns would likely have little or no impact on the quality of medical education as a whole unless
other states adopted a similar course of action. This led to the call for a national convention of state
medical societies to consider the problems and for a permanent national medical society to speak to

the needs of the profession as a whole. That national convention took place in New York in 1846.

The 1846 meeting convened in the medical department at New York University, with nearly

100 representatives attending from 16 states and from approximately one-third of the existing 36 medical
colleges. Notwithstanding the apparent interest reflected in the breadth of participants, a motion was
presented by a representative from New York University’s medical department shortly after the meeting
began, calling for the convention to adjourn for lack of adequate representation from half of the states
and from a majority of the medical colleges. The resolution was quickly voted down, however, and the
delegates proceeded to establish a series of committees to address specific issues and report on them

at a subsequent meeting in 1847. The issues noted were as follows:

+ Creation of a national medical association

+ Adoption of “a uniform and elevated standard of requirements for the M.D. degree” by all
U.S. medical schools

+ Acquisition of a “suitable preliminary education of young men, before being received
as students of medicine”

+ Adoption of a single national code of ethics for the medical profession in the United States'

An additional resolution to separate the teaching and licensing powers of medical colleges proved to be
somewhat more controversial, but it ultimately prevailed when an additional committee was approved

to tackle this topic and report on it at the 1847 convention.

The proceedings of the 1846 convention were published in a variety of medical periodicals afterward,
and several delegates to the convention subsequently offered addresses on the issues articulated

at the convention, all of which had the effect of stimulating greater interest in the subject matter.
Thus, when the 1847 convention began at the Academy of Natural Sciences in Philadelphia,
Pennsylvania, participation grew to almost 250 delegates representing 22 states and the District of
Columbia, as well as 28 medical colleges. The most significant outcome of the 1847 meeting was the
establishment of the American Medical Association under the leadership of Davis. The constitution
adopted by the fledgling association established several purposes for the organization, one of which was
“elevating the standard of medical education.”' Seven standing committees were created, including

the Committee on Medical Education.
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The convention delegates discussed at length the reports of the 1846 committees dealing with a uniform
standard of requirements for the MD degree and the preliminary education of medical students before
beginning their course of medical study. A committee on requirements for the MD degree offered

a resolution, ultimately adopted, that enumerated 10 different elements (described in detail in Chapter
6). The resolution covered the reccommended length of the educational program (three years),
qualifications of preceptors, required subject matter, clinical education in a hospital setting,

and documentation and verification of student attendance. The committee reporting on preliminary
education of medical students established good moral character and documented knowledge of
languages, natural philosophy, and natural sciences as essential prerequisites. These recommendations
were adopted and published in the proceedings of the convention. Thus the seeds of modern

accreditation standards were first sown.

Unfortunately, the recommendations of the fledgling AMA had little demonstrable impact on the
educational activities of private physicians or on medical colleges, in the absence of any enforcement

mechanisms to prod the colleges’ compliance with the

requirements. The standing Committee on Medical Education

The committee reporting on preliminary established at the 1847 convention was abolished (along with
education of medical students established good  most other standing committees) four years later, although
moral character and documented knowledge it was revived the following year. New recommendations
of languages, natural philosophy, and natural concerning medical education were sparse during the
sciences as essential prerequisites. next several years, but the AMA did approve some that

foreshadowed later developments in education. In 1853

the AMA approved a resolution declaring that “a familiar
knowledge with the elements of medical science should precede clinical instruction.””> The value
and quality of lectures was challenged in the following resolution presented at the 1854 meeting
of the AMA (although the resolution was promptly rejected):

[TThat the practice of professors reading lectures to their classes, no matter with
how much care selected from the musty records of antiquity, is a miserable apology
for teaching, is prima facie evidence of their inability to instruct, and is inimical

to medical progress.'s

While not directly related to medical education, one very important development took place at

the 1869 meeting of the AMA: a suggestion by Samuel Gross for a weekly medical journal owned by
the association. Fourteen more years would pass before the founding of the Journal of the American
Medical Association (JAMA), but the journal’s importance for the development of accreditation as a
vehicle for public recognition of the status of medical schools and for advocacy in the improvement
of medical education cannot be understated.
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1876-1902: Birth and Rebirth of the American Medical College
Association and Expectations for Member Medical Schools

While the AMA struggled during the 19th century to forge strong links among individual physicians
and state medical societies for the common good of the medical profession, it was unable to gain much
traction or support from the leaders of medical schools. The number of medical schools was growing
after the AMA’s creation in 1847, increasing to somewhere between 60 and 75 by the mid-1870s."”
Although medical educators had met in 1867 and 1870 to discuss higher standards for medical schools,
it was not until 1876 that a nucleus of medical school deans was able to convene a group of their peers
to take the first meaningful steps to establish a provisional association with defined educational
standards for membership. That year, the deans and faculty of 22 medical schools met in Philadelphia
to create what would become, a year later, the American Medical College Association.

As the AMA had done previously, the medical college association proposed a three-year course of lectures
over a three-year period of study as the minimum requirement for membership (which would later prove

to be its undoing). It also

recommended specific subjects to be

included in the curriculum and It was not until 1876 that a nucleus of medical
conferral of diplomas only after school deans was able to convene a group of
successful completion of an their peers to take the first meaningful steps to

examination on the required establish a provisional association with defined

curricular subjects and evidence of educational standards for membership.

attendance at the college conferring

the diploma. These requirements

were similar to those previously

promulgated by the AMA, although lacking the AMA’s inclusion of specific preadmissions
requirements.’® When the college association met the following year, a motion to approve these

requirements was tabled.

At its 1878 meeting, the American Medical College Association adopted two resolutions that addressed
a second important element in the definition of accreditation, namely, the public recognition of a school’s
compliance with standards. Such recognition was formally expressed in two resolutions approved by the
membership. The first resolution required the association to prepare a list of approved members and a
list of schools that had applied for and been denied membership, with the lists to be provided to all members.
The ostensible rationale for such lists was to allow member institutions to verify the credentials of students
who might enroll in their courses of study. The second resolution called for a special meeting to discuss
adoption of a “... uniform system of instruction of a grade fully in accord with the requirements of the
age in other branches of study, and with the practice of the medical institutions in Europe.” The resolution
also requested that “... the medical and secular presses throughout the United States be requested to
lend their aid in the dissemination and discussion of these preambles and resolutions in order to place

the whole matter of medical education prominently before the profession and the people.””
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As an aside, that second resolution is also notable for the apparent first use of the word “accredited” in
the documents of the organizations that would eventually become the sponsors of the LCME. The call
for a special meeting included the following statement: “Resolved, That this Association respectfully and
earnestly request that the regularly organized and accredited medical schools of the United States hold

at their earliest convenience a meeting for the purpose of adopting some definite and final action....”*

The 1879 meeting of the American Medical College Association was notable with regard to two
activities. First, the organization agreed to establish a three-member Committee on Medical Colleges,
charged with obtaining and reviewing the circulars and announcements of all U.S. medical colleges—
whether they were member organizations or not—to identify colleges that did not conform with the
requirements of the association and the specific requirements that were not met by such colleges.
This suggests the earliest compliance mechanism for an organization engaged in accreditation-like
activities. The other notable activity at this meeting was the discussion of the three-year requirement,

which occupied a full day with no resolution to the issue.

When the association met the following year, its Committee on Medical Colleges presented a report
on institutions that did not meet the association’s membership requirements. Violations of its
requirements were attributed to “thoughtlessness on the part of those preparing the various
catalogues,”?' and therefore the organization chose not to publish the names of colleges involved but
opted instead to notify such colleges privately with the hope of inducing their adoption of association
standards. The members also approved a motion, tabled during the previous year’s meeting, to require

three courses of instruction over three years.

The three-year requirement approved at the 1880 meeting would ultimately trigger a temporary demise
of the association. The membership increased the following year from 31 to 33 medical colleges, yet the
number attending the 1881 meeting shrank from 25 to 18. By 1882 all the eastern medical colleges
withdrew from the association, reducing the number of members to 20, and only 11 institutions sent
representatives to the 1882 meeting. The negative impact of the three-year requirement was clearly
articulated in the following resolution adopted at the 1882 meeting: “Whereas it has become apparent
to this Association that its action in establishing a three years’ course of college studies is in advance

of the views of the medical profession at large, it is not supported in this movement by the profession,
and especially by the older eastern schools, whose status should have made them leaders in a reform
movement of this character; therefore, be it resolved that the law upon this subject be not enforced
during the year required for its amendment.” > The American Medical College Association would

not meet again for the remainder of the decade.

Even though the AMA and American Medical College Association were unable to successfully promulgate
the development of a three-year course of study for the medical degree, their efforts did plant the seeds
in the minds of the profession, and during the 1880s that concept became more palatable to state
medical societies as the number of medical schools rapidly expanded, to a total of 133 by 1890.%

Two major events precipitated the general acceptance of standards for medical education in this
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thriving environment for new medical schools: establishment of a national organization for medical

licensure and revitalization of the medical college association.

The two events are closely intertwined. In March 1890 the leaders of medical schools in Baltimore,
Maryland, invited their colleagues to gather at the AMA annual meeting to discuss the topic of medical

education in the United States. The items expected to frame that discussion included the following:

+ A three-year course of study consisting of six-month sessions
+ A graded curriculum

+  Written and oral examinations

+ A preliminary examination of English

+ Laboratory instruction in chemistry, histology, and pathology

Delegates to the 1890 AMA meeting, representing 36 medical schools, produced a report that included
resolutions endorsing all of the above issues as requirements for membership in a national association
of medical colleges, and the resolutions were approved by the AMA membership. One year later,
medical school delegates met in Washington, D.C., to adopt a constitution and bylaws for the revitalized
college association, now known as the Association of American Medical Colleges (AAMC), functioning
under the leadership of the remarkable Nathan Davis. The requirements discussed at the previous
meeting were approved, including a more detailed medical school entrance requirement similar to the
AMA’s original specifications for examinations in Latin, physics, and the mathematical sciences in
addition to English.

Not long after the three-year curriculum was established as a requirement of the AAMGC, it was also
adopted by the fledgling National Confederation of State Medical Examining and Licensing Boards
(NCSMELB), and the drumbeat began to establish a longer curriculum as the minimum requirement.
The case for a four-year curriculum was made emphatically by Davis, who wrote in an 1894 letter to the
AAMC that “the time to be devoted to the study of medicine must not be less than four years, with not
less than eight months of each year to be spent in direct attendance on medical college instruction....
The adoption of such a standard should not be accompanied by an optional alternative one requiring
but three years of study and eight months of medical college attendance each year.”** The AAMC
incorporated this suggestion in a revision to its constitution in 1894, and the amended constitution

was adopted with a vote of 30 in favor and 6 opposed.

Over the next few years, pressures began building to establish much more specific requirements for the
medical curriculum. This was presaged in an 1896 report to the AAMC membership prepared by an ad
hoc Committee on Syllabus, which laid out extensive details of how a medical curriculum should be
designed. Among its recommendations were that medical students devote 10 hours a day to their
studies, consisting of 4 hours in the classroom and 6 hours of preparation.” The report also provided
specific details for each course to be covered in the four-year curriculum. The president’s report at the
1898 meeting of the AAMC described “some present tendencies of this body,” including “...a uniform

curriculum and a definite statement of the minimum number of hours to be allotted to each session,
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if not each branch taught in that session.”*® The tendency became reality when, in 1900, the AAMC
considered an amendment of its constitution to require at least 3,300 hours of “actual work” that
included, in addition to lectures and recitations, 500 hours of laboratory work, 150 hours of practical
work (e.g., physical diagnosis, bandaging), one or more obstetric cases to be personally attended by the
student, and 750 hours of clinical instruction. The proposed amendment was not adopted, but by 1907
the association would revise its constitution to require 4,000 hours of instruction distributed across

several specific subject areas.

The 1900 meeting of the AAMC was notable as well for the creation of a committee to confer with the
NCSMELB regarding the advisability of adopting medical education standards acceptable to both
organizations. Unfortunately, that committee reported the following year that the two bodies had

no common ground for action, and thus the first effort at collaboration with another organization
regarding educational requirements proved to be fruitless. Curiously, a 1901 article in the Bulletin of the
American Academy of Medicine reported that “the joint committee of the College Association and the
Confederation of Medical Examining and Licensing Boards came to the conclusion that the minimum
standard for admission should be that adopted by the Confederation....”” It would appear then,

that there was at least some common ground between the two organizations.

Development of a National Licensure Organization

The NCSMELB was established in 1890, under the leadership of John Rauch, who had previously
served as the head of the Illinois Board of Health when it began to crack down on fraudulent
practitioners in the 1870s. At its meeting in 1891, NCSMELB recommended that state medical boards
enforce a minimum requirement of three years of medical study. It would continue to promulgate
stricter standards for premedical and medical education over the ensuing decade, in parallel with events
taking place at the AAMC. In the mid-1890s it established the Committee on Minimum Standards for
Admission to Medical College. By 1899 NCSMELB member boards adopted a minimum matriculation
standard of a four-year high school education or passage of an examination in relevant subject matter
conducted by the state board (mirroring the AAMC premedical education requirement). While the
confederation acknowledged the important work of organizations like the AAMC to elevate the quality
of medical education, it properly noted that only the state licensing boards possessed legal authority

to set or enforce standards for medical schools.

In 1902 NCSMELB established the Committee on Uniform Curriculum for Medical Colleges, which
produced annual reports for the next three years, including an exhaustive summary in 1904 based
on survey reports of 124 medical colleges. The 1904 report of the committee, summarized in the
proceedings of the 1905 AAMC annual meeting,”® called for course work in four terms spanning four
calendar years, at least 3,600 hours of formal instruction, additional time reserved for electives, and at
least 900 hours of clinical instruction within the 3,600-hour total. The membership adopted the report,
providing an enforcement mechanism to drive compliance with standards similar to those emerging

from the voluntary associations.
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1903-1904: The Beginning of Medical School Inspections
and Creation of the AMA Council on Medical Education

By the turn of the century, most elements of a modern system of accreditation were in place.

Three organizations—the AMA, AAMC, and NCSMELB—had adopted criteria or requirements
deemed necessary for the proper function of an MD-granting medical school. Vehicles for publicizing
schools that met those criteria were available (JAMA and the proceedings of the AAMC annual
meeting). There was an element of voluntariness in the willingness of medical schools to subject
themselves to the requirements of the AAMC or the AMA. The one missing piece in the puzzle was
a system for initial and periodic evaluations. That piece would be provided independently by both
the AMA and the AAMC.

Although the AMA was established to improve the quality of medical education, the focus of the
organization shifted rather quickly after its first few years from education to broader practice-related
issues, such as medical ethics, specialization of clinical disciplines, the establishment of state health
departments, and promotion of public health. In his 1866 presidential address to the organization,
Nathan Davis acknowledged the loss of focus on medical education: “Whenever medical education
became the theme of discussion [at AMA meetings], those more interested in the reading and
discussion of papers and reports of a direct scientific and practical character were ever ready to restrict
debate, refer the subject to committees, or in some other way avoid what they regarded as a mere waste
of time.”* With the genesis and later definitive establishment of the AAMC, the AMA had largely

conceded discussion of medical education issues to that organization.

Perhaps because of the emergence of the AAMC as a vocal proponent of medical education quality,
the AMA recognized a need to refocus its energies on the subject and in 1902 laid the groundwork
for the creation of a standing committee on medical education. At that meeting, the association’s
Business Committee recommended the creation of a five-member Committee on Medical Education.

The recommendation was adopted, and the Committee on Medical Education was appointed forthwith.

In his report to the association in 1903, committee chair Arthur Bevan remarked on the uneven quality
of medical education in the United States, which the committee considered inferior to that found in
Western Europe. He also acknowledged the work done by other organizations in improving medical
education quality, specifically state examining boards, the AAMC, and some “great universities with
medical departments.”*® The committee recommended adoption of standards including high school
graduation for the preliminary education of medical students and a four-year medical course of study
consisting of at least seven months in each of the four years. The committee requested an annual budget
of $5,000 for the work of the committee and space for the committee at the JAMA building. It also
recommended that committee members “inform themselves as to the requirements and character of
work done by each medical school” and provide an annual report to the AMA House of Delegates. In its
1904 report to the AMA House of Delegates, the committee recommended the creation of a permanent
committee or council for ... using to the best purpose the weight and influence of the American Medical

Association toward elevating medical education ...,” and thus the Council on Medical Education (CME)
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was established.” (The reader should note that the name of the council was changed in 1921 to the
Council on Medical Education and Hospitals but then reverted to the original in 1964.)

As Victor Johnson points out in his history of the council, interest in medical education was already on
the rise well before the council’s creation, as indicated by the appearance of an annual issue of JAMA
devoted to medical education in 1901, as well as by the activities of other organizations.* The state of
U.S. medical education formed the theme of the first conference of the council in 1905, leading the
CME to adopt an “ideal standard” that would soon evolve into the Essentials of an Acceptable Medical
College, the statement of standards that would guide the AMA for nearly 50 years in its evaluation of
medical schools. The expectations of the ideal standard were similar to those being promulgated by the
AAMC and NCSMELB that defined preliminary requirements for medical school entrance and a
five-year medical curriculum that began with a year of chemistry, biology, and physics (which could be
taken in a school of liberal arts or the medical school), followed by two years focused on basic science
(including laboratory experiences), and the final two on learning about patient care.”” The standard also
advocated an additional internship year in a hospital or dispensary. The CME admitted that such an
ideal standard might be difficult to achieve and therefore adopted less stringent standards comparable

to those of other groups: a high school education, four years of medical education (not less than 30
weeks per year nor less than 30 hours per week), and passage of a satisfactory examination administered
by a state examining board.** The recommended standards also included an expectation that a

practitioner graduate from an “approved” medical college.

As the CME was developing its standards, JAMA in 1904 had begun publishing the performance

of medical school graduates on state licensing examinations. The council used that data to develop

a classification of medical schools based on licensure examination failure rates, placing schools into one
of the following categories:

+ Class 1, with a failure rate below 10%
Class 2, with a failure rate from 10% to 20%
+ Class 3, with failure rates above 20%

+  Class 4, with less than 10 graduating students or with evidence otherwise unavailable
to allow for classification in one of the other groups

According to Johnson’s history, the CME recognized the limited value of a classification based exclusively
on licensure results and therefore determined that it was necessary to conduct on-site inspections of
medical schools to obtain sounder insights into the quality of the medical education programs they
provided.” The inspection program employed a “10-point standard” (see Chapter 6) with each school
receiving a score from 1 to 10 on each of the 10 items on the scale. The country was divided into sections,
and either the CME secretary or some other member personally visited each of the 160 medical schools in
the United States beginning in 1906. (The modern reader should appreciate the difficulty of this endeavor,

considering the transportation system existing at the beginning of the 20th century.)
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While the AMA was reasserting itself as a major force for the improvement of medical education quality
by way of the CME, the AAMC continued to refine its requirements for association membership.
In 1902 the AAMC approved a requirement that the standard for admissions to medical school be
a full equivalent of a four-year high school course and that any examination of a student for admissions

(as an alternative to a high school education) be taken entirely out of the hands of the medical school.

The rivalry among the various organizations involved in improving the quality of medical education
was clearly articulated in a report of the AAMC’s Committee on Revision of the Constitution filed

in the 1903 proceedings.” In that report, the committee expressed concern about losing ground

to the AMA and to the state boards. Regarding the former, the report stated, “For some reason too,
the American Medical Association seems to have concluded that it ought again to take an active part
in the matter of medical education, the inference being that the status of this Association [the AAMC],
to which were relegated all matters of medical education at the time of its organization, is not
satisfactory.... It would be humiliating, indeed, for this Association, if standards should be established
by the American Medical Association considerably in advance of the standards of this body, which has

posed as the particular sponsor for higher medical education in this country.”

Spurred by such concerns, the AAMC adopted a series of revisions to its constitution:

+  For admissions to medical school, either a diploma from a four-year high school, a bachelor’s degree
from an approved college or university, or successful completion of an examination in several
subjects needed for medical study (e.g., English, algebra, Latin, physics)

+  For graduation, completion of courses of study over four years, with at least 12 months intervening
between the beginning of any course and the beginning of the preceding course

It was also at the 1903 meeting of the AAMC that its leader called for funding to support a program
of inspection of member institutions. President William Rodman’s address to the membership noted
that “...a fund will soon be created which can be still further increased, if necessary, by direct
assessment to provide for the inspection of all the schools members of the Association. Such a step
now seems to me necessary, and I would recommend that the Secretary be requested to make,

or cause to be made, an examination of the plants and equipments of all the colleges forming the
Association, and to report thereon as soon as practicable.... Some attempt at least should be made

to hold schools responsible for what they advertise. This, seemingly, is the only way of doing s0.”*

One year later, the AAMC Special Committee on By-Laws recommended the creation of a committee on
visitation consisting of the association’s president, secretary, and chairman of its Judicial Council to visit
and investigate all schools with membership in the association, as well as any school seeking membership.
Remarkably, considering the rivalries of the period, the special committee also acknowledged the
possibility of a joint inspection program with other organizations. “If a plan of visitation shall be
undertaken by the American Medical Association, or the Confederation of Examining Boards, or both,
the above committee is authorized to confer with the representatives of these organizations in order to

devise a suitable scheme of college visitation which shall be satisfactory to all three associations.”
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The special committee’s recommendation was approved, and $400 was to be appropriated to defray
the costs of the visitation program for the upcoming year. The AAMC bylaws were amended in 1907
to establish a standing visitation committee charged to visit and investigate every member medical school

at least once every five years to determine whether the laws of the association were being enforced.

Potential collaborations with other organizations also provided a main theme for the report of the
AAMC’s new secretary-treasurer, Fred Zapfte, at the 1904 meeting. He recommended a committee

of one to confer with similar committees from the AMA, NCSMELB, the Southern Medical College
Association, and the national associations of medical specialty societies. In his words, “The purpose

of these committees is to further medical education by establishing a uniform standard of requirements
for entrance to and graduation from medical schools.”* The reasons for pursuing such collaboration
are unclear, but at least one possibility is that the AAMC hoped to enhance its credibility in relation

to those organizations and solidify its support in the medical education community. Zapffe was selected

by the membership to serve as the committee of one that he had requested.

Zapffe also provided a surprisingly detailed report of his initial foray into medical school inspections.
He had visited nine schools even though the association had not appropriated the $400 in funds that
were to be allocated for the inspection program. What is most remarkable in this report is a full
description of the blank form used by the association’s Judicial Council for assessing the eligibility of
applicants for membership. The form consisted of 40 questions covering the breadth of a medical
school’s operations, including its history, administration, associated hospitals, physical facilities for
education, composition of the faculty, medical student class size, curriculum details across all four
years, tuition, fees, scholarship support, and criteria for admission or transfer of students. For its time,
the form was as detailed as the modern medical education database or data collection instrument now
in use by the LCME. See Figure 1.
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nature of the report to be submitted. The data are in hand
and a report can be filed at any time hereafter.

After having made these few visitations, and on attempting
to make a detailed report, it became evident to me that it would
be desirable to have an inspection sheet or report, to be filled
out at the time of such visitations, and to be signed by an offi-
cial of the college visited, thus procuring full and exact infor-
mation as to the facilities for teaching possessed by the college.
This blank also would be of service in reporting on colleges
making application for membership in the Association. With
this end in view, your Secretary, with the co-operation of the
chairman of the Judicial Council, Dr. Means, prepared a blank
which is submitted herewith for your consideration. This
blank, it will be seen, contains a vast fund of information that
will be of value not only to the Association, but also to educa-
tors of all classes. The Judicial Council has made use of this
blank in a number of instances, and has found it of great as-
sistance in the work of passing on the eligibility of applicants
for membership.

[The blank asks for the following facts:]

1. Name of school. 2. Address. 3. When founded. 4. Dean.
Secretary.- 5. Population of city in which you are located. 6.
Number and name of medical colleges in your city. 7. Number and
name of hospitals in your city open to you for clinical work.
Charity beds in each. ~Private beds in each. Maternity beds in
each that can be used for clinical purposes, .

8. Describe in detail your college building or buildings. 9. Esti-
mated value. (a) Of buildings. (b) Of equipment. 10. What en-
dowment, if any. 11. Are you connected in any way with a
university? If yes, what is the connection? 12. Are the build-
ings owned by the college corporation? 13. Have you any funds
other than the income from students?

14. How many lecture or recitation rooms in the college build-
ings? Size of each as to seating capacity. 15. Give equipment of
iaboratory for histology, embryology, biology, pathology, bacterl-
ology, physiology, chemistry, other laboratory departments, 16.
How many microscopes? Old. Modern. 17. Are any of your
teachers salaried? If yes, which ones and how? 18. What facil-
itles have you for getting dissecting material? -

19. Corps of instructors: Number of professors, assoclate pro-
fessors, assistant professors, lecturers, demonstrators, assistants,

ete. .

20. Students: Number of matriculants. Number of students in
attendance. Freshmen. Sophomores. Juniors, Seniors. Special.
Co-educational. Do you draw color line? Number graduated at
the close of last session. 21. Do you adhere strictly to a four years’

graded course? 22. How do you determine the standing of the -

Students? (a) by term examinations? (b) by recitation grades?
(e) Or both?

23. Length of course: (a) How many years of attendance are
required for graduation? (b) How many actual teaching weeks
iu each session (including examinations)? (c) On what date does
regular session begin? On what date does it close? (e)
If a continuous course, how many semesters? (f) How many
semesters are required to complete an annual session? (g) How
many hours are devoted to college work by student during first
year? Second year? Third year? Fourth year? (h) How many
hours during the four years are devoted to: D.—Didactic work
(including lectures, quizzes, class demonstration)? L.—Laboratory
teaching? A. C.—Amphitheater clinics? D. C.—Dispensary clinics?
24, Name subjects taught during first year, second year, third year,
fourth year. State whether taught by D., L, A.C, D.C. 25.
Have you any electives? If so, state which subjects and how
many of each. 26. Are amphitheater clinics held in college build-
ing or in an affiliated hospital? If hospital, which one? 27. Is
attendance on all clinics obligatory? 28. Have you a library?
If yes, give details as to size, scope, management and how sup-

14 .

ported. 29. Have you a museum? If yes, give details as to size,
scope and whether it is used in connection with the teaching.
30. What teaching facllities have you in the line of charts, models,
stereopticons, photographic equipment, static machine, @-ray ap-
paratus, ete.?

3l. Do you grant scholarships? If yes, how is such grant de-
termined? 82. Do you make ary reduction in fees? If yes, to
whom? 88. Fees: (a) Annual charge for tuition. (b) Graduation
or examination fees. (c) Caution fee (breakage). (d) Dissection
or other laboratory fee.” (e) Amount of total fee for the -entire
annual course, including all charges.

84, On what minimum requirements, other than examination, do
you admit students? 35. By whom are students who do not have
proper credentials examined relative to their primary education?
36. What is the percentage of rejections of those who are ex-
amined? 87. Do you condition students? State conditions. 38. Do
you grant any time credits for degrees or work done elsewhere?
If yes, explain fully. 39. Do you grant work credits? If yes,
explain fully. 40. Are you willing to bear the expense necessary for
a personal examination of your instituiion by one or two members
of the judicial council or by the secretary and the chairman of the
judicial council?

STATISTICAL STUDY OF MEDICAL COLLEGES.

Another duty devolving on your Secretary was entailed by
the suggestion and recommendation contained in the report of
the previous Secretary, to the effect that the Secretary make a
detailed study of all the medical colleges of this country, the
report to embody the requirements for admission and the vari-
ous conditions of admission set forth in the curricula of such
colleges, and the facilities offered for giving the courses, and
such other details as may be advisable. It is, of course, im-
possible to prepare such a report as was contemplated by the
previous Secretary, within a year, although its desirability is
evident. Comparatively few of the colleges responded to the
request for a catalogue, and in many instances the catalogues
do not contain all the information necessary for the prepara-
tion of such a detailed and lengthy report. As soon as the
work of visitation and inspection is resumed, the preparation
of the report can be proceeded with as was contemplated in
the recommendation, because the information can be obtained
direetly from the college much more correctly and expeditiously
than it is possible to obtain it from a catalogue.

T have, however, begun this work and am prepared to give

“you the results of the little I have been able to do under the

circumstances, )

On taking up this work I was struck by the heterogeneity
and variableness of the information to be obtained from a cat-
alogue. Contradictory statements were made as often as
three times in one catalogue. After I had figured out the
amount of time devoted to various studies in about fifty cata-
logues, I was forced to abandon the work because the informa-
tion obtained in that way could not be utilized for any purpose.
Tach college has its own ideas as to what should be taught’
and how much time should be devoted to it. Some colleges de-
vote considerable time to studies not considered worthy of a
place in the curriculum by others. Again, some studies are
merged and are taught from one chair, so that no estimate can
be made as to the time devoted to each of the studies so
merged. A personal communication with the teacher would be
the only proper way for obtaining such information, and that

Figure 1. Blank form used by AAMC Judicial Council for medical school visitations.

The data collection instrument used by the AAMC for its medical school visitation program, circa 1904. Schools were expected
to complete the 40-item questionnaire when undergoing an inspection from the AAMC. Source: Association of American
Medical Colleges Minutes of the Fourteenth Annual Meeting (Chicago, IL: American Medical Association Press, 1904).

Thus, by the middle of the first decade of the 20th century, all elements that constitute the definition

of accreditation, as described in the preceding chapter, were in place: standards, a method for evaluating
initial and periodic achievement of the standards, a willingness by medical schools to submit themselves
to formal evaluation on the basis of those standards, and a mechanism for public recognition of the
results of those evaluations. The three organizations essential to the effectiveness of any medical school

accreditation effort had all stepped forward to claim a role in the process.
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Chapter 2

The Flexner Report and Its Aftermath

By the beginning of the 20th century, both the AMA and AAMC had stabilized organizationally

to the point where their efforts to improve the quality of medical education were much more likely
to find a receptive audience. The rapid growth of medical schools in the preceding decades seemed
to have saturated the marketplace for medical education, as the number of U.S. medical schools began
a long decline from a peak of 166 in 1904. The attrition in the number of medical schools very likely
accelerated as a consequence of two major events: the first classification of medical schools by the AMA
and the publication of Medical Education in the United States and Canada (hereafter referred to as the
Flexner Report) in 1910. The immediate post-Flexner period saw continuing reductions in the number
of medical schools. Furthermore, the curriculum of the surviving medical schools became increasingly
homogenized by the stringent requirements of the AMA and the AAMC, and more rigorous admissions

criteria promulgated by those organizations resulted in smaller enrollments.

Major historical events of the period were as follows:

+  Council on Medical Education produced its first classification of medical schools (1907)
+  Flexner Report published (1910)
+ North Central Association became first regional association to accredit colleges and universities (1910)
« Creation of the Federation of State Medical Boards (1912)
+  Council on Medical Education produced its first classification of hospitals (1914)
+ Founding of the National Board of Medical Examiners (1915)
Establishment of the Commission on Medical Education (1925)
+ Development of the Scholastic Aptitude Test for Medical Schools (1930)
+ Creation of the National Institute of Health (1930)
+ Publication of the Final Report of the Commission on Medical Education (1932)
+ Formation of the Advisory Board for Medical Specialties (1933)
Creation of the Advisory Council on Medical Education, Licensure, and Hospitals (1938)

1907: Commissioning of the Flexner Report

As noted earlier, representatives of the Council on Medical Education (CME) began on-site inspections
of 160 U.S. medical schools in 1906, using a 10-point standard (described in Chapter 6), with each
school receiving a rating from 1 to 10 on each of the 10 items on the scale. In addition to inspections
of MD-granting institutions, the CME also included 20 homeopathic and 10 eclectic institutions in its
survey. (Eclectic medicine emphasized use of botanical remedies and physical therapy for the treatment
of medical conditions.) The schools were grouped into categories from A through E, with A-level
schools receiving scores from 90 to 100 and F-level schools receiving scores below 50. Schools in groups
A-C, with scores above 70, were considered worthy of acceptance by state medical boards. Schools

scoring from 50 to 70 (Levels D and E) were deemed worth recognizing if they made improvements

25



Academic Quality and Public Accountability in Medical Education
The 75-Year History of the LCME

that would elevate their score above 70. Category F schools did not merit acceptance by state boards.
Slightly over half (82) of the surveyed schools received scores above 70, with 46 in the marginal D
and E groups and 32 in the F group.

The results of the inspection program were shared with the AMA membership in the CME report

at the 1907 annual meeting. The overall ratings of individual schools were not published, but the

CME did produce a table showing the failure rates of 149 schools on state board examinations.

The board examination data were used to classify schools into three groups according to failure rates:
those with rates below 10%, those with rates from 10% t020%, and those with rates greater than 20%.
An additional category captured schools with insufficient data. In this classification, 62 schools (slightly
over 40%) had failure rates below 10%, with 24 schools (16%) between 10% and 20% and 43 schools
(29% of the total) with a failure rate greater than 20%. In accepting the CME report, the Reference
Committee on Medical Education recommended that the CME undertake annual inspections of all

medical schools for a period of three years, beginning in June 1907.

Although the composite ratings of medical schools were not made public, each school was notified

of the rating it had received, leading to rapid change in some cases and to considerable resentment

in others. To validate its work and bring public pressure to bear on the schools with marginal or
unacceptable educational programs, the CME subsequently sought the assistance of the Carnegie
Foundation for the Advancement of Teaching. The Carnegie Foundation had already expressed
concerns about the quality of education in several professions, including law and theology as well as
medicine, and was thus quite receptive to the invitation from the CME. After meeting with the council
in December 1908, the foundation agreed to conduct an independent program of evaluation for U.S.

medical schools, under the leadership of Abraham Flexner.

Abraham Flexner was not associated with the medical profession. His brother Simon, however, was a
pathologist who was known by AMA leadership and active in AMA affairs. Indeed, he had been invited
to give an illustrated lecture on his field to the AMA’s General Executive Committee in 1901 (although
he declined the invitation at the last moment, leading to cancellation of the lecture). He also served as
a member on the AMA Council on Defense of Medical Research. Abraham Flexner, despite his lack of
expertise in medical education, was able to draw on his brother’s knowledge, frequent consultations
with medical school faculty from Johns Hopkins, and his own studies to have the understanding
necessary to evaluate medical education in the United States.*® During his inspections of medical
schools in 1909, he was accompanied by one or more members of the CME on each visit. The report

of those inspections was published in the following year.*!

26



Academic Quality and Public Accountability in Medical Education
The 75-Year History of the LCME

1910: The Immediate Impact of the Flexner Report
on AMA and AAMC Requirements

The publication of the Flexner Report itself had no visible, immediate impact on the activities of either
the CME or the AAMC in relation to medical school inspections or standards. The second round of
CME inspections, conducted by Flexner and council members, served as the basis for the adoption

of the first version of the AMA’s compendium of evaluation criteria, Essentials of an Acceptable Medical
School (Essentials), as well as providing the raw material for the content of the Flexner Report.*

The criteria outlined in Essentials were also used to develop a definition of a medical college and

a medical school, as follows:

An institution to be ranked as a medical college must have at least six (6) professors giving their
entire time to medical work, a graded course of four full years of college grade in medicine, and
must require for admission not less than the usual four years of academic or high school

preparation, or its equivalent, in addition to the pre-academic or grammar school studies.

By a medical school as differentiated from a medical college is meant a part of a university
requiring for admission the equivalent of two years of collegiate work and which offers instruction
of not less than two years’ duration, leading to the degree of Doctor of Medicine.*

The 10-point scale used to rate medical schools in the first round of inspections was employed again
for the second round, and this time the resulting classification was published as part of the AMA
proceedings in the June 18, 1910, issue of JAMA. In contrast to the first, unpublished classifications,
the ratings were simplified to an ABC system in lieu of the previous A—F categories; the interpretation
remained the same, however, with A schools scoring above 70 and considered acceptable, B schools
scoring between 50 and 70 and considered marginal, and C schools scoring below 50 and judged to be
unacceptable. As a result of the second round of inspections, 70 U.S. medical schools achieved an A
rating, 29 schools achieved a B rating, and 27 schools received a C rating. “Medical schools for colored
students” were listed as a separate category, “not on the ground of any racial difference, but on account
of peculiar educational conditions.”** Canadian schools were also listed separately, with four in the A

group, three in the B group, and one in the C group. See Figure 2.
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24, A clear statement of the eollege’s requirements for
admission, tuition, time of ntlendance on the clagses, seasions,
arses offered and gradvation showld be elearly set forth,
rether with eomplete classified lists of its matriculanis wnd
test graduatig class in regular annual ecatalogues or
| apnouncements.

NOTH—Correspondence from medical colleges regarding any
of the ohove requirements iz fnvited, and any further sugges-
| tions or information available will be gladly furnished,

Definitions of a Medical College * and a Medical School t
“An institution to be renked as a medical college must
" hpve at least (6} professors giving their entire time to
- madicsl work, a graded course of four full years of college
* grade in medicine, and must require for admizzion not Jesa
L {han the usual four years of academic or high-schonl preparn-
tion, or its equivalent, in addition to the preacademie or gram-
mar echool studies.”

| By a medical school as differentiated from u medieal college
s meant @ part of o university requiring for admission the
equivalent of two yeors of collegiate work and effering instrue-
tion of not less than two years' duration, leading to the
L legree of Doctor of Medicine.

Grading of Medical Colleges
As in ihe previous clasifientions, all medieal colleges were
' pated by the Council on Medical Eidueation on n eivil service
tasis on @ seale of 1,000 points, The data relating to each col-
loge wero grouped under ten general heads in such monner that
~ the groups would have as nearly equal weight as possible, ench
- aroup, allowing o pessible 100 points (10 per eent.) ont of o
 pnssible 1000 pointz (100 per cent.). The ten heads nnder
which the data were arramged aro as follows:

1. @hewing of graduates before state boards and other evldences
of the training received.

= Enforcement of a satisfactory prellmisacy educeational require-
ment, granting of advanced standing and the character of records.

3. Character of currieulum, grading of course, length of sesglon,
{lma nllowed for matrienlatlon and snpervizlon.

£, Medical school buildings; Hzht, heat, veniilation, cleanlinesa,

4. Laboratory facilltlcs and Instroction.

& Dispeneary facilitles and instruction.

7. Hospital facllitics and Instruction, maternity work, autopaies,
specialties,

2. Faeulty, number and qualifications of trafned teachers, full-
time instractors, snd assisinuts,  especially of the laboratory
pranehes, orpnfzation, and extent of research wotk.

9, Extent te which the sehool 1a conducted for d‘lmpeﬂz teaehing
the science of medicine tather than for the proft of the faculty
uirectly or indirectly.

10. Possession and use made of libravies, muscwms, charts, stere-

opticons, et

Claes' A4 enlleges are those which are acceptalle; Class A
those which need improvement in certain respects, but which
are otherwise accoptable; Cliss B, those which, under their
prosent ovganizution, might Te made acceptable by general
improvements, and Class €, those which require a complete
reorganization to make them accoptable.

CLASS A PLUS—ACCEPTABLE MEDICAL COLLEGES

1. Giving an accepiable four-year course;

CALIFURNIA

Leland Stanford Junior Univ., Dept. of Med....San Francisco
Univ, of California, Med, Dept.....8an Franciseo-Los Angeles

CoNNECTIOUT
Yale Medieal Schoel. .. ... Vessersensaransarsans Now Haven
Irrimors
Northwestern University Medical Sehool...c...onvnon
Rush Medieal College { University of Chieago).......v i
Inprams

Indiana University School of Med. . . Bloomington-Indianapolis

*Thiz definition of a college §5 based onm that glven in the
~evised ordinaueces of the state of New York. It has heen adopted
also by the Carnegle Foundation for the Advancement of Ceaching,

+ Baged on the definition of the ferm. “school” adopted in 100%
Ly the Assoelation of Ameriean Universitios.

STATISTICS 1913-1913 ]

533

Towa
State University of Town, College of Medicine.. ... JTowa City

Touisrana

Tulane University of Louisiana, Med. Dept...... New Orleans
MamyLATD

Johns Hopkins University Medical Department.. .. Baltimore

*  MaASSACILUSETTS

Harvard Medical School ... .cooooineas N e Boston
MICHTIOAN

University of Michigan, Dept. of Med. and Burg....Ann Arbor
MINNESOTA 3

University of Minnesota, Coll. of Med. and Surg.. . Minneapolia
M1sS0URL

Waghington University Medieal Sehool. . ...oooonn e 8t. Louis
NEw YoRK

Columbia University Coll. of Phys. and Surgs. . New York City
Cornell University Medieal College............New York City
University and Bellevue Hospital Med, Coll... . New York City
Syracuse University, College of Medicine............ Hyracuse

(o
Ohie-Miami Mad. Coll. of the Univ. of Cineinnati. ... Cineinnati
Western Reserve University Medieal Department. ... Cleveland

PENNSYLVANIA
University of Pennsylvania, Dept. of Medieine. . . Philadelphia
TrxAS =
University of Texas, Department of Medicina....... Galveston
VIRGINTA

University of Virginia, Department of Med. ... Charlottesville

2. Giving a two-year course acceptably:

MissoURL

University of Missouri, Sehool of Medieine. . ....... Columbia
WiscoNsIN

University of Wisconsin, College of Medigine. . ... ... Madison
Total 24.

CLASS A.—COLLEGES LACKING IN CERTAIN RESPECTS
OUT OTHERWISE ACCEPTABLE
1. @iving a complete four-year course:

ATARAMA

University of Alabama, Sehool of Medieine............ Mobile
COLORADO

Uiniversity of Colorado, School of Medicine. . .. Boulder-Denver

DiarnieT oF COLUMBIA

Georgetown University School of Medieine,...... Washington

George Washington University, Dept. of Medicine. . Washington

Howard University, School of Medieine, ...... + oo Washington
GHORGLA

University of Georgin, College of Medicine'...oove. . Augusta

IroiRers

College of Phyalcians and Surgeons......coocoeaien .Chizaga

Towa
Drake University College of Medicine®. ... .. .00 .. Des Moines
State University of Inws, Homeopathie College. .. lown

. Kaxsas

University of Kansas, School of Medieine, . . Lawrence-Rosedale
) EENTUCKY

University of Louisville, Medieal Department...... Louisville

MainNe
Medical Sehool of Maine. ... ....0ocun Brunswick-Portland

1. Rating changed to Closs A, Fel. 34, 1013
2 Merged with the State Univesslty of lowa College of Medl-
cloe in 1915, i Jet

Figure 2. AMA classification of U.S. medical schools.

The ABC classification system used by the AMA to summarize the quality of U.S. medical
education programs. This example from 1913 differentiated A+ grades from A grades,
resulting in a four-level classification. The ABC system was discontinued by the AMA in
1932. Source: Journal of the American Medical Association (August 1913): 585-587.
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The CME did not revise Essentials substantially in the immediate aftermath of the Flexner Report

and the publishing of the council’s classification of medical schools. The 1911 report of the CME to
the AMA membership did include a number of recommendations for medical schools, such as more
stringent admissions requirements (two years of college science and modern languages in addition

to a complete high school education), hiring of more instructional staff (especially in the laboratory
sciences), improvement of library and museum facilities, greater focus on dispensary and hospital study
of patients by senior students, and adoption of a fifth, internship year.” These recommendations echoed

expectations that had previously been established in the AMA ideal standard and in Essentials.

A revised Essentials that was presented to the AMA by the CME in 1912 did include an anticipatory
requirement, to take effect as soon as circumstances permitted, that medical schools offer a fifth
internship year as part of the curriculum. The new Essentials did not incorporate the other
recommendations discussed at the 1911 AMA meeting. The CME also shared the results of its third
round of medical school inspections at the 1912 meeting and introduced an A+ rating (“very
acceptable”) in its published list of medical schools. Issues of clinical education and the internship year
were pinpointed as the next major challenge for the council. In 1913 the CME adopted a more detailed
requirement for the “preliminary college year” in collaboration with the AAMC; the council’s report to
the AMA membership also acknowledged the recent cooperation it had enjoyed with the AAMC and
with the newly created Federation of State Medical Boards (FSMB).

While Flexner’s work received little direct recognition at the AMA annual meeting in 1910, its influence
was much more visible at the AAMC. Flexner himself presented a paper at the AAMC’s March 1910
annual meeting that discussed AAMC standards for medical school admissions; he had been
commissioned earlier by the AAMC to review information on student records provided by the
membership to the organization. He prefaced his remarks by acknowledging the accreditation function
of the AAMC, although he did not use that specific term. “The Association of American Medical
Colleges is, if I understand its purpose aright, an organization formed for the purpose of elevating

and maintaining the standards in medical education through the voluntary actions of the medical
colleges themselves.”*® The thrust of his comments addressed the high school admissions requirement.
Flexner considered the standard itself to be reasonable, but he was harshly critical of the association’s
enforcement of the standard, based on information he had obtained in the course of his medical school
inspections with members of the CME. His proposed solution to the challenge of enforcement was to
get state medical boards to adopt and verify compliance with the admissions standard. Flexner’s
recommendations were referred to the association’s Committee on Medical Education, with
instructions to investigate and formulate an amendment to the AAMC constitution for consideration

at the next annual meeting.

Although the Flexner Report had not yet been published when the AAMC met in 1910, his work and
that of the CME in rating the medical schools were familiar to the membership and served as a focal
point for discussion at the meeting. The report of the AAMC secretary-treasurer, Fred Zapffe, began

with a broad acknowledgment of the issue: “The most important matter which presents itself at this
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time is the rating of colleges. A number of organizations have for several years past been making
inspections and ratings, and while these findings do not agree in all particulars, there is, in the main,
a uniformity which makes these inspections valuable.” Zapffe suggested that the AAMC “take up the
task,” although he also pointed out that he was unable to personally visit any member colleges during
the preceding year for lack of funding provided by the organization. Later in his report, Zapffe
specifically noted Flexner’s work and its impact on medical colleges, noting that “colleges are alive

to the worth of the recommendations made by the [Carnegie] Foundation ...” and that conditions

in medical schools had improved as a result of the foundation’s work.*”

The AAMC Judicial Council—in all likelihood sensitive to the work of the CME and Flexner and

to Flexner’s criticism of AAMC enforcement of its admissions standard—adopted a plan to assign
different regions of the country to each of its members; the Committee on Medical Education was also
asked to adopt a similar approach “to keep in touch with educational matters in the district assigned ...
with the view toward the recognition of the Association standards and the establishment of
uniformity”* While Judicial Council members did not have direct access to the information collected

by Flexner and the CME, they found the findings sufficiently worrisome so to recommend that the
council “be given authority to order an investigation of the colleges now members of the Association
that have been reported on adversely by the American Medical Association Council of Education,

and to investigate any other colleges members of the Association that may be subjected to like criticism

by other examining or inspecting bodies.”*

Finally, the 1910 annual meeting also saw proposals for modification of the AAMC constitution to
address several curriculum requirements. The proposals resulted from analysis of curriculum data that
had been published in JAMA and based on CME/Flexner inspections of medical schools. The AAMC
Committee on Curriculum recommended, by way of its Subcommittee on Curriculum for the Clinical
Years, that the minimum length of each academic year be expanded to 32 weeks from the 30-week
minimum in place; it also recommended that the curriculum encompass 1,000 hours of formal
instruction in each of the four years of medical study, removing language in the existing constitution
that allowed for an exception of up to 10% of the 4,000-hour requirement.”® The subcommittee further
recommended a distribution of contact hours “to conform with the American Medical Association.”
The membership endorsed these recommendations and referred them to the AAMC’s Committee

on Medical Education for the development of appropriate constitutional amendments to be presented

at the next annual meeting.

1912-1920: Inspections and Listings of Approved Medical Schools

As noted earlier, the CME had already completed two rounds of medical school inspections by 1910.
At the time of the CMFE’s creation in 1904, there were 166 medical schools operating in the United
States. After the council conducted its first round of inspections, it reported data for 160 U.S. schools.
The CME reported to its membership in 1912 that 37 colleges had shuttered by merger or closure

in the interval between the initial inspections and the completion of the second round, conducted

in partnership with Abraham Flexner.”' This outcome from the second round of inspections,
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which also included Canadian medical schools, led the AMA’s Reference Committee on Medical
Education to recommend a third round of inspections of U.S. schools to be conducted during
the 1911-1912 academic year. By the end of that third round, another 19 U.S. schools had ceased
operation, bringing the total of U.S. medical schools to 124. A fourth round of inspections took
place in 1913-1914 and included Canadian medical schools; further attrition yielded a total of 106
medical schools continuing to operate after those inspections.

Meanwhile, the AAMC had independently initiated a program of inspections for member medical
schools when Zapffe was appointed as the AAMC secretary-treasurer in 1903; however, it took Zapffe
four years to complete those inspections because of limited financial support provided by the AAMC.
Although the AAMC established a visitation committee charged to inspect all member institutions

in 1907, that plan did not materialize, again for lack of funding.

The AMA publication of medical school ratings and the release of the Flexner Report prompted
the AAMC to take a more aggressive approach to its inspection program. At the 1910 meeting
of the AAMC, Zapffe proposed that the AAMC undertake ratings of its member institutions.
The AAMC’s Judicial Council requested and received authorization to investigate member
institutions that had been “reported on adversely” by the CME; both the AAMC president and

secretary recommended that the CME be invited to participate in the next AAMC annual meeting.

The following year, the AAMC conducted its first joint inspection of a medical school with the CME.
In 1912, the Judicial Council proposed, and the membership accepted, a recommendation to inspect
any member deemed unacceptable by state medical boards or by “other evaluative bodies.”

In conjunction with the AMA’s fourth round of inspections in 1913-1914, AAMC representatives
jointly visited new applicants and low-rated member institutions. The chair of the AAMC Executive
Council, William Means, reported to the membership in 1914 that dual inspections of colleges had
proven to be very successful. Some but not all AAMC medical school inspections the following year

were conducted jointly with representatives of the CME.

The surge of inspection programs at the AMA and the AAMC coincided with the emerging development
of national organizations that promulgated a consistent approach to medical licensure across state
boundaries. The FSMB was formed in 1912 through the merging of the National Confederation of State
Medical Examining and Licensing Boards (described briefly in the preceding chapter) with the American
Confederation of Reciprocating Examining and Licensing Boards. From its inception, the FSMB was
strongly supportive of the standards adopted by the CME and the AAMC. The national focus on
licensure was boosted further by the 1915 creation of the National Board of Medical Examiners (NBME),
established “... to elevate the standard of qualification for the practice of medicine and surgery,

and to provide a means for recognition of qualified persons to practice in any state, territory,

or dependency of the United States without further examination by their licensing boards.”*
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According to the NBME website, one of the elements leading to its formation was the series
of educational reforms proposed by Flexner. One of the requirements for eligibility to take

the examination was graduation from a medical school listed in Class A by the CME.*

At the CME, a fifth round of inspections had been proposed after the 1913-1914 cycle but was
postponed. The council planned to resume inspections in 1917-1918 and invited the participation

of the AAMC in the inspections of those schools holding AAMC membership. To that end, the AAMC
Executive Council presented a resolution at its 1917 meeting for a special levy of $25 per member

for each of the next two years to defray the costs of participation in the joint inspection program.

The membership approved the resolution, which was amended to state that the reports be constructive,
include details regarding conditions found, identify deficiencies and recommend steps to address them,
and be shared with the school that was inspected.’* However, the anticipated physician manpower
demands of World War I intervened, and the planned cycle of inspections did not take place. Wartime
concerns quickly receded, however, and in 1919 the CME renewed its call for a program of inspections
of all medical schools; that effort began in October 1919, undertaken in collaboration with the AAMC,
and was completed in 1922.

After the completion of the fifth round of inspections,
the CME (now renamed as the Council on Medical Education
and Hospitals, or CMEH) and the AAMC appeared to have

The surge of inspection programs at the AMA gone separate ways in their inspection programs. Minutes
and the AAMC coincided with the emerging of AAMC proceedings in the 1920s suggest that on-site
development of national organizations that inspections were being done by Executive Council appointees,

without participation from the CMEH. The AAMC had also
reverted to its practice of inspecting only new applicants and

promulgated a consistent approach to medical

licensure across state boundaries.
members with low ratings from the CMEH. There would be

no further comprehensive inspections of all medical schools

by either organization for more than a decade.

The CME and the AMA had prudently decided not to publish the classification of medical schools resulting
from the first round of inspections conducted shortly after the council’s formation. The first formal listing
of medical schools, published in JAMA in 1910, used an ABC system to categorize schools, respectively,

as acceptable, in need of substantial improvement, and unsatisfactory. Throughout the next two decades,
JAMA continued to publish the list of council-approved medical schools using the ABC classification.

It also published a list of AAMC member institutions and the AAMC membership requirements.

After the third round of inspections in 1912, the CME report to the AMA membership suggested adoption

of an A— category for schools lacking in certain respects but otherwise acceptable; the published listing of

schools that year, however, used A+ to designate acceptable schools and A for schools that were considered
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to be almost acceptable. The distinction between A+ and A was eliminated in 1918, reverting to the simple
ABC system. The definition of a C school was modified to include any of the following:

+  Schools requiring a complete reorganization to make them acceptable

+ Schools that fail to keep satisfactory records of students regarding entrance requirements,
attendance, grades in courses, division into classes, and reasons for promotion

+  Schools that do not enforce their admission, promotion, or graduation requirements
+ Schools that give the major portion of instruction after 4:00 p.m.
Schools that are privately owned and conducted for profit

+  Schools that are otherwise ineligible for consideration in Class B

This system remained in place until 1928, when the CMEH discontinued the publication of Class C schools
in its annual list. For all practical purposes, that decision ended the classification system as a whole,

since by 1928 there was only one B school remaining on the CMEH list. One year later, all listed schools
were classified in the A group, and listing of the A schools continued until 1932, when JAMA eliminated

any reference to a school’s classification and simply reported the statistics for approved programs.

As an aside, the CME (and CMEH) lists published in JAMA also included homeopathic and eclectic
medical schools, as well as “schools for the colored race”; however, neither osteopathic nor chiropractic
medical schools were listed, as they were considered medical “cults” by the AMA at that time. Canadian
medical schools were first included on the published list in 1916, although JAMA descriptions

of Canadian schools had been included with the descriptions of U.S. schools since 1909.

The AAMC listed its member institutions as part of its annual proceedings, and the list was also
published in JAMA. In a paper presented to the AAMC in 1909, Secretary-Treasurer Zapffe suggested
differentiating the membership into major and minor categories, with the former consisting of schools
that substantially exceeded membership requirements and the latter including schools that met only
the minimum requirements.* In his report to the membership the following year, Zapffe again called
for the AAMC to produce a classification of medical schools, citing the rating systems that had been
adopted by other organizations. The recommendation was referred to the Committee on Medical
Education but was not adopted, and the AAMC continued its practice of listing all member institutions

without differentiating among them.

The possibility of AAMC classification of medical schools never materialized, but the general issue

of classification was revisited by the president of the Carnegie Foundation, Henry Pritchett, in a paper
he presented at the 1915 meeting of the AAMC. Pritchett acknowledged the valuable work done by the
CME in inspecting and grading medical schools, as well as its presumed effect in stimulating or
accelerating the closure of suspect medical schools and improving the quality of medical education.
He asserted, however, that the system of classification was educationally unsound, saying, “In general,
it may be fairly said that these criteria [for classifying medical schools] are too many, are not
comparable one with another and are not in all cases capable of practical application.” Pritchett

concluded that the criteria for classification needed significant reconsideration in relation to
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educational quality and suggested reducing them to five core elements: soundly administered entrance
requirements, an able and devoted faculty, complete scientific laboratories, modern clinical facilities,
and sufficient funding. He then recommended that such criteria could be used to differentiate schools
into three categories: the clearly best, the clearly worst, and everything in between. He also noted that,
in regard to the CME system in place, “...to a certain extent a school considers itself recommended to
the public even when it appears in Class C.” In the discussion of Pritchett’s paper, CME Chair Arthur
Bevan foreshadowed the eventual demise of classification, asserting, “I think we can regard all of these
classifications as merely temporary expedients. We all hope that the time will come when we shall have
no need of any rigid classification in this country.” Nevertheless, the criteria and classifications

established by the CME would not undergo any substantial changes for more than a decade.””

1921-1940: Medical School Standards and Evaluations
in the 1920s and 1930s

The success of early educational standards and medical school inspections at the beginning of the
century also produced an overreaction, as medical schools conformed by adopting stricter admission
standards and longer curricula. This ultimately fed a growing sense in the 1920s that more rigorous
admissions standards might be closing the door to qualified applicants. There was also concern that
the curriculum was becoming rigidified, exhibiting an excessive preoccupation with science at the

expense of other dimensions of medical practice.

The CMEH report at the 1921 meeting of the AMA called for several revisions in the MD curriculum,
including earlier clinical activity; increased emphasis on the clinical application of basic sciences such
as anatomy, physiology, pathology, and pharmacology; extension of anatomical and physiological topics
into the third and fourth years; and greater use of generalists for clinical teaching. In its 1922 report to
the AMA membership, the council attributed the following problems in some measure to the revolution

in medical education that had ushered in the 20th century:

+  Medical schools were finding it necessary to limit enrollments.

+ The costs of medical education had increased substantially.

+  Medical practice was shifting toward greater specialization and group practice.
+  There was a growing scarcity of general practitioners, especially in rural areas.

+ Hospitals were growing rapidly, creating a need for more interns than the medical schools were
capable of providing.*®

Similar themes were being articulated at AAMC meetings of the period. Concerns about the growing
challenge of medical education costs were articulated in a paper presented at the 1922 AAMC annual
meeting that noted, “There seems to be a tendency that the student, a member of a special class of
society, shall pay a larger proportion of the increasing cost of medical education.” The 1922 meeting
also included a report that began, “Perhaps the most striking thing about the curriculum of American
medical colleges is its increasing tendency to rigidity of requirement.”® The proposed solution was to

eliminate contact hour requirements for numerous specific courses from AAMC membership criteria,
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instead substituting percentages of broad subject areas. Schools would also have the option of
instituting elective time if desired. The next year, the AAMC approved revision of its bylaws to adopt

the switch to percentages as recommended by its Committee on Curriculum.

While the new membership requirements of the AAMC addressed one of the concerns about medical
education, it did not address other important areas. At the 1924 annual meeting, AAMC membership
approved the creation of the Commission on Requirements for the Degree of Doctor of Medicine,

with participation by the CMEH and the American Council on Education. The charge to the commission
was to “carry out a thorough investigation of what should be the essential requirements for the degree
of Doctor of Medicine, and shall prepare a definite plan for a basic curriculum adjusted to meet present

conditions.”®! A committee was appointed to initiate the process for establishing the commission.

That committee, now called the Committee on Survey of Medical Education, reported back to the
membership at the 1925 meeting. The committee’s first task was to appoint someone to oversee

the commission’s work, and it approached the highly respected educator, Richard Pearce, to accept

the role. Unfortunately, Pearce’s other commitments made it impossible for him to accept, and the
commiittee then turned to Willard Rappleye to lead the group. The committee also espoused a broader
membership on the commission, to include representatives from the Association of American Universities,
the Association of American University Presidents, and the National Association of Medical Examining
Boards. Financial support was sought from national foundations in addition to the AMA and the AAMC,
and at the time of the 1925 meeting $80,000 had been procured to support the commission’s work,

over half of the ultimate goal of $150,000. Thus was born the Commission on Medical Education,
which would function as an independent, influential organization for the remainder of the decade

and continue into the next.

The first major revision of the AMA’s Essentials was adopted in 1927. In addition to incorporating several
new and more detailed requirements (see Chapter 7 for details), this version shifted from a list to a prose
format. Although the CMEH continued to discuss medical school education issues, it shifted attention

to other health care topics, most notably graduate medical education and growing concern about foreign
medical graduates seeking U.S. licensure. At the 1927 AAMC annual meeting, Secretary Zapffe commented
on this change in the CMEH’s focus, reporting that “The Council on Medical Education and Hospitals

of the American Medical Association has decided to leave in the hands of this group the development

of the medical curriculum.”® At the 1928 AMA meeting, the CMEH announced its intention to focus
efforts on a comprehensive survey of all U.S. hospitals; it also expressed an interest in conducting

a complete inspection of all “cult or otherwise Irregular” medical schools in the U.S. (including

chiropractic and osteopathic schools); that plan did not materialize, however.®

As the CMEH undertook greater involvement in activities beyond medical school inspections,

the AAMC efforts slowly dissipated. At the 1925 AAMC meeting, its secretary pointed out that funding
was insufficient to fulfill the constitutional responsibility to inspect every member institution at least
once every five years. The next year, the organization agreed to provide financial support for inspections

of established members, with applicant institutions and schools requesting an inspection responsible
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for the associated costs. Notwithstanding this financial support, inspections continued to occur
sporadically and focused mainly on new members and those with serious difficulties. Indeed, Zapffe
pointed out at the 1930 AAMC meeting that one member medical school had not been visited by any
organization for a period of 14 years.** Two years later, the AAMC adopted a policy requiring Executive
Council authorization before conducting any medical school “visits” (which by 1927 had become the
preferred term for inspections). The presidential address to the AAMC membership in 1933 was rather
critical of the organization’s visit activities: “The character of the visits as at present carried out has been
criticized by several member colleges. Some members say that the visits made have been too mechanical
and not conducted in cooperation with the Council on Medical Education of the American Medical
Association or with the Federation of State Medical Boards.... [I]t would seem advisable that in all
visits to schools the secretary of this Association should be accompanied by one other member who
is a dean of a member school, and if possible by the secretary of the Council on [Medical] Education
of the American Medical Association.”®

While enthusiasm for the AAMC visit program was flagging during the early 1930s, the CMEH renewed
its interest in on-site inspections. The CMEH report at the 1931 AMA meeting pointed out that “although
inspections of medical schools on the Council’s approved list are perhaps not necessary as frequently
as formerly, the Council still holds it to be one of its essential duties.”®® One year later, CMEH Chair
Ray Lyman Wilbur presented a paper at the AAMC annual meeting titled “Inspection of Medical Schools
and Survey of Medical Education.”® In 1934 the CMEH called for a new survey of all medical schools in
light of advances in medical education and problems that had arisen since the last comprehensive survey
of 1919-1922. To assist with the conduct of that comprehensive inspection program, the CMEH
appointed Herman G. Weiskotten to its staff and sought participation from both the AAMC and the
FSMB. While the AAMC participated in some of the
visits, most of the work was done by Weiskotten.

The last few years of the decade

were characterized by increasing
competition and rancor between the
AAMC and the AMA, not cooperation
or collaboration.

By the time of the 1935 AMA meeting, 45 medical
schools had been visited; CMEH’s preliminary
findings of those visits suggested a need to revise
educational standards, especially with regard to

the growing practice of some schools to admit

large numbers of students, some of whom were
considered unqualified to pursue medical studies.
Revised versions of Essentials were adopted by the
AMA in 1936 and again in 1938. By the time the survey was largely completed in 1936, the major issues
that emerged were the enrollment of medical students well in excess of schools’ capacity, inadequacies
in clinical material (i.e., patients) and/or facilities, and growing dependence on tuition as a revenue
source for medical schools. Acknowledging the impact of the CMEH survey, the AAMC in 1936
approved an Executive Council resolution authorizing a joint approach to major educational
problems (licensure issues, school inspections, classification of hospitals for internships,

and standards for education and examination of specialists were mentioned in this regard)
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involving the CMEH, the Advisory Board on Medical Specialties, the American Hospital Association,
and the FSMB.® Two years later Rappleye proposed, and the AAMC Executive Council endorsed,

the establishment of a National Council on Medical Education, Licensure, and Hospitals. This proposal
was supported by the CMEH, but its participation in the venture was voted down by the AMA House
of Delegates in 1939.

Perhaps spurred by the CMEH survey, the AAMC Executive Council recommended, and the membership
approved, continuation of the AAMC medical school visit program, which had been “...for many years
carried out periodically, but discontinued during the past few years”® Inspections resumed the following
year, “...not as a police function but in the spirit of helpfulness.””* CMEH members and staff did not

participate in these visits.

As a result of one of those inspections in 1938, an AAMC member institution was recommended for
probation. The school objected, noting that it had been previously approved in the 1934-1936 CMEH
survey of medical schools, and it had received no advance warning of the proposed probation action from
the AAMC. In the ensuing discussion, the dean of another medical school pointed out that regional
accrediting organizations routinely informed institutions of potential adverse actions. The Executive
Council responded that it was not required to share inspection reports with schools before submitting
those reports for action by the council. After additional discussion, the Executive Council agreed that

it would henceforth authorize AAMC inspectors to discuss their findings with the authorities of the
college inspected; further, if the Executive Council approved a report that included an unfavorable
recommendation, a copy of the report would be sent to the inspected college, which in turn would be

invited to appear before the council at its next regular meeting to discuss the report.

The last few years of the decade were characterized by increasing competition and rancor between the
AAMC and the AMA, not cooperation or collaboration. Each organization went forward with inspections
of medical schools without participation by the other. With the information obtained from its national
survey of medical education, the CMEH reported in 1937 that it would begin the development of a
“pattern map” using about 100 items that approved medical schools could use to compare themselves with
each other.”! The AAMC moved forward with a national organization on education and licensure,
rechristened in 1938 as the Advisory Council on Medical Education. This was done without the
participation of the CMEH, although that body had sought unsuccessfully to convince the House of
Delegates to authorize its engagement. In perhaps the most surprising development of the time, in
1939 the AAMC Executive Council sought authorization from its membership to begin a program
of inspection and approval of internships, an activity that had been conducted for over a decade by
the CMEH. The reaction of the CMEH to this venture was predictable: its 1940 report to the House

of Delegates described “vigorous criticism of the CMEH” at the 1939 AAMC meeting and noted the
AAMC decision to conduct its own investigations and classifications of internship programs and
hospitals.”> No CMEH representatives attended the AAMC meeting in 1940. At the AAMC’s 1940
meeting, its Committee on Internships recommended that the organization function independently

of the CMEH, with no participation by the AAMC on CMEH inspections of hospitals.
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The 1940 AAMC meeting also included discussion of several motions that had emanated from the work
of the recently created Advisory Council on Medical Education. A proposal to liberalize premedical course
requirements and allow for greater focus on nonscience subjects was tabled. A reccommendation that the
AAMC adopt standards and develop a list of approved internships and hospitals was endorsed. A proposal
was approved requiring that state medical boards license only graduates of approved medical schools from
those states that had comparable educational standards to the state where licensure would be granted.
Finally, the membership accepted a recommendation that state medical boards waive their requirement
for passing a basic science examination for those licensure applicants who graduated from approved
medical schools. On that latter topic, the following interesting thoughts were captured in the proceedings:
“The Federation of State Medical Boards feel just as we do; they felt that the thing [i.e., the basic science
examination] was a nuisance. Of course, you understand that the purpose of the basic science law is not

a qualifying examination of any kind. The whole purpose is simply a hope that it may eliminate certain

osteopaths and chiropractors and probably some other irregulars.””
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Chapter 3

Origin, Early Development, and the First Decade
of the LCME

As the AMA and the AAMC seemed to be drifting further apart in the late 1930s, one event began to
draw them back together: the advent of World War II. Both organizations had expressed growing
concerns about the potentially detrimental effect of wartime mobilization on the quality of medical
education, with the possibility of shortened curricula and increased enrollments producing graduates
not fully prepared for the practice of medicine. The LCME emerged in no small part because of those
concerns, but the Liaison Committee of 1942, unlike today’s LCME, had no visible corporate identity

and functioned more as a venue for discussion of concerns shared by the AMA and the AAMC.

Major historical events of the period were as follows:

»  Formation of the LCME (1942)

+ Establishment of the Association of Canadian Medical Colleges (1943)
+ Establishment of the National Commission on Accrediting (1949)

« Creation of the National Fund for Medical Education (1949)

Passage of GI Bill of Rights, requiring U.S. Office of Education to publish a list of nationally
recognized accrediting agencies and associations (1952)

1942: Creation of a Liaison Committee

How the LCME came into existence is well documented, notably by Donald Kassebaum’s 1992
article in the AAMC journal Academic Medicine’.’* The reasons for its creation are somewhat more
difficult to discern.

As the article discusses in ample detail, the meeting that led to the creation of the LCME took place

in Chicago, Illinois, on February 18, 1942, and included representatives of the AMA Board of Trustees,
its Council on Medical Education and Hospitals (CMEH), leadership of the AAMC, and several medical
school deans. According to Kassebaum, the presumed intent of the meeting was to determine how the
AMA and the AAMC could avoid duplication of effort in addressing issues of medical education and

workforce needs in relation to the war effort.

Although the pressures on both organizations to address wartime concerns were undoubtedly
substantial, there is little evidence to suggest that such pressures specifically led the leadership of the
two organizations to meet. In a review of the proceedings of AMA meetings and minutes of the CMEH
in the years immediately preceding the joint session, the author of this history did not find any mention
of a need or desire to gather for such a purpose. As the minutes of the October 1941 meeting of the AAMC
Executive Council somewhat cryptically stated, “It was decided that the president of the Association

communicate with the chairman of the Board of Trustees of the American Medical Association and
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suggest a meeting of said board and the Executive Council for the purpose of discussing problems

of mutual interest.””> The nature of those problems is not mentioned.

It is worth noting that the two organizations were very different in terms of size and scope at the time.
The operating budget for the AAMC at the end of 1941 was less than $32,000, and the paid staff
consisted of Secretary Fred Zapffe and a part-time stenographer. The AMA, in contrast, reported
expenditures of over $1.5 million (approximately two-thirds of which represented expenses associated
with JAMA) and 636 employees. Both organizations were based in the Chicago area. Notwithstanding
the differences in size, the AAMC had one distinct advantage not available to the AMA: representation

of all medical school deans in the United States.

Details of that meeting have been preserved in the archives of the AMA and the AAMC.” At the
beginning of the 1942 joint meeting, Loren Chandler, dean of Stanford’s medical school, was invited

to provide a foreword to the event. Chandler pointed out that there had been two or three efforts to
bring the two organizations together, but such an event had not been possible in the past two years.

He went on to state, “I don’t know of any specific program or any specific proposal that we have in
mind to discuss with agencies here interested in the same thing and at times duplicating each other.

It seemed to us, particularly in a war time emergency, that we could advantageously discuss at least

a program of long-term, long project to cooperate in some ways to improve medical education and keep
our medical schools and our graduates coming along on a high standard and help to meet the problems
that we will be faced with during this war emergency, such problems, for instance, as in surveys of medical

schools and medical problems and perhaps joint action by your Council and the Association....”

Duplication of effort was also a concern voiced by the chair of the CMEH, Ray Lyman Wilbur, in his
introductory remarks at the meeting. “It seems to me that while it has been obvious for a number of
years that we should have close cooperation between the Council on Medical Education and Hospitals
and the Association of American Medical Colleges, that while that has been obvious and has been
carried out to some extent, there has been unnecessary duplication at times and confusion because their
headquarters have not had a general understanding that made it possible for us to present a united
front when we went to a hospital or to a medical school or to the federal government or to a state

or whatever the occasion might have been.”

Wilbur’s opening comments indicated the interest of the two organizations in sharing the effort of
medical school inspections: “[I]t ought to be comparatively simple to come to not only a definitive
agreement but an understood policy of uniting in so far as these two organizations are concerned in all
surveys to be made of medical schools. There is every reason from our standpoint why when the Council
makes a survey it should have also a representative of the Association available at the same time, for we
have the same sort of interest.” Other areas he mentioned as potential opportunities for combined
efforts were the sharing of student records, use of AMA presses for publication of the AAMC’s journal
(the Journal of Medical Education), and even the sharing of space in the AMA building. It is certainly

noteworthy that medical school surveys emerged as the very first area for potential collaboration.
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The notion of combined medical school inspections was strongly supported by Herman G. Weiskotten,
dean of Syracuse University School of Medicine, who was the major force in CMEH medical school
inspections during the 1930s and would become the secretary of the CMEH on March 4, 1942.
Weiskotten made the case simply by stating, “I feel very seriously the importance of the functioning

of these two agencies [the AMA and AAMC], and I see no reason they could not be brought together
much more closely and inspections of the medical schools be made by the two agencies together,

the information secured being made available to both agencies, and there being consultation between
the two agencies before any definite action is taken.” That description would become the modus

operandi for the LCME in the next several decades.

The impetus for conducting joint inspections of medical schools was being felt more urgently in part
because medical schools were being pressured, under the Selective Service Act, to develop accelerated
programs to address the needs of a military physician workforce, which was seen as a potential threat
to the quality of medical education. Wilbur was certainly aware of the point when he noted that ...
we have, because of this sudden responsibility forced on us by the Selective Service Act, to survey these
medical schools rather promptly to be sure that if they are going to do the continuous session program
they are going to do a good job.”

The joint function of medical school visits, for both quality improvement and quality assurance,
was noted by Chandler when he stated, “The attitude I think of the Association [AAMC] is one of
helpfulness to any medical school, if it properly needs help or has a justification for being a medical
school, and at the same time a guard, a sort of a watch dog attitude, which is also obviously a part

of the A. M. A. Council’s job, to see that no inferior programs are permitted.”

After further discussion of the interests, or lack of same, in various elements of medical education on

the part of the two organizations, Charles Heyd, a former AMA president, focused the discussion back

on the core elements of accreditation (although he did not use the term): standards and inspections.

He noted, “If I am correct that the maintenance of standards and the survey of schools are the only
areas that we both canvass, then it would seem to me that approach is the way we should go....” Wilbur
then proposed a framework for achieving those ends, recommending a joint board consisting of two or
three members each from the AMA Council and the AAMC “... to iron out matters of policy and make
recommendations to the Council on the one hand and to the full board of the Executive Council

of the Association on the other.” A formal motion to create such a joint board was approved by the
representatives of both organizations. The participants decided that the joint board should include
three representatives from each organization. The AMA contingent immediately identified its members:
Weiskotten, Heyd, and Reginald Fitz from Harvard Medical School. The AAMC deferred its selection of
members when asked, but during the luncheon meeting that same day it announced that it would send
Secretary Zapfte, along with Arthur Bachmeyer of the University of Chicago Medical School and

Ewen MacEwen from the University of Iowa College of Medicine.

Shortly after this meeting, Weiskotten visited Zapffe at the AAMC offices, and the two discussed issues
about some medical schools and the sharing of information that had been collected by the AMA regarding
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accelerated programs. They agreed that the “joint committee” should meet in May, and Weiskotten
reported in his notes of the meeting that “Dr. Zapffe appeared to be entirely agreeable with efforts to

coordinate the work of the two agencies and to offer mutual cooperation.””” Thus the LCME was born.

1942: The First Meeting of the LCME

The initial meeting of the committee, identified in its minutes as the Joint Committee of the Association of
American Medical Colleges and the Council on Medical Education and Hospitals, took place at 10:00 a.m.
on Sunday, May 17, 1942, at the Palmer House in Chicago. The agenda listed eight items for discussion.

The first five items entailed discussion of specific medical schools, and the remaining three addressed
accelerated educational programs, the internship, and the “statistical blank” (data collection form) for
JAMA’s educational issue. All six of the appointees designated by the sponsoring organizations were
present, and the meeting was chaired by Weiskotten, who by this time had ascended to the role of secretary

to the CMEH. The minutes indicate that the conference was called at the suggestion of Weiskotten.

The five medical schools reviewed at the meeting had been visited previously by the CMEH, and reports
of those inspections had been sent to Zapffe for the records of the AAMC. The first school under
discussion had been visited by Weiskotten along with W.S. Leathers, the president-elect of the AAMC,

at the request of a state board of medical examiners. Because the visit had not been conducted on behalf
of either the AMA or the AAMC, no action was taken.

The next school had been visited by Weiskotten. At the time of the visit, the college was on private
probationary status with the CMEH and had also been placed on probation by the AAMC in the past
(but not at the time of the visit). Weiskotten reported a number of positive changes that had taken place
at the institution. Given that information and that the college enjoyed full membership in the AAMC,
the CMEH members at the meeting indicated that they would recommend to the full council at the
June meeting that the college be removed from probation and full approval be restored.

Next on the agenda was a two-year basic science school. The school had been visited independently by
representatives of the AMA and the AAMC in the preceding year, and the representatives from both

organizations agreed that the institution was ready to develop as a four-year school.

The next school discussed was visited separately by the AAMC and the AMA earlier in 1942. Zapffe noted
that when it met in February 1942, the AAMC Executive Council had already voted to recommend that the
school be placed on probation when it met again in October 1942, “principally on the basis of the character
of the admission of students and disharmony of the faculty and the administration of the medical
school.””® Notwithstanding this decision, the AAMC would later express optimism about the school,
noting that “certain changes are going on which will undoubtedly lead to the organization of a proper
medical school ... they have the opportunity of having one of the greatest medical schools in the United
States”” On the basis of the report of the school and corroborating information provided by Weiskotten,
CMEH members indicated that they would also recommend probationary status to the full CMEH.
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As to the final school, Zapffe informed the group that the AAMC Executive Council had voted in February
to recommend at the October annual meeting that the school be dropped from the organization’s
membership. The AAMC subsequently heard from the university’s chancellor that conditions at the
medical school would be cleared up by October. The CMEH had decided at its February meeting to
remove the school from its approved list, and Weiskotten indicated that the school’s status would be
discussed again when the council met in June. Concern was expressed that if the council altered its original

decision at the June meeting, the action would be perceived as a weakening of its standards.

With the review of medical schools completed, the discussion of accelerated programs focused on
problems associated with some state licensure laws regarding curriculum length, which precluded
medical schools within those states from providing accelerated programs. In addition, the CMEH had
informed schools on probation that they should not undertake accelerated programs. The main issue
concerning the internship was a movement on the part of the federal government to reduce its
minimum twelve-month length to speed up this portion of physician education so to meet military
manpower needs. Canada had shortened the internship to eight months as a war emergency measure,
and hospitals in one military branch were no longer offering internships while the hospitals of another
branch were rumored to be discontinuing them. Representatives of both the AAMC and the AMA
expressed their opposition to any efforts to shorten the internship period.

At this point, discussion turned to

three medical schools that were not The impetus for conducting joint inspections
listed on the agenda for the meeting. of medical schools was being felt more urgently
The first school had proposed an in part because medical schools were being
increase in its freshman enrollment; pressured, under the Selective Service Act,

both organizations had advised against ~ to develop accelerated programs to address

it, and the plan had been dropped. the needs of a military physician workforce,

No action was taken by the committee.  yyhich was seen as a potential threat to the

quality of medical education.
The next school brought forward

for discussion was an unapproved U.S.

medical school. The medical society in the state where the school operated sought support from the
AMA and the AAMC for a state proposal that would allow the school’s graduates who were licensed
in the state and had completed an internship to apply for commissions in the U.S. Army as a war
measure. The proposal had been presented as an alternative to a regulation being promulgated by
the U.S. Surgeon General (opposed by the state) that would confer general eligibility for military
commissions to graduates of “substandard” U.S. medical schools who were licensed, had completed
a one-year internship, were citizens, were members of their county medical societies, and were
recommended by five graduates of “standard” schools. The committee members agreed that neither
the AMA nor the AAMC should approve such a request, as it would “... throw the doors wide open

to graduates of all unapproved schools and would definitely weaken standards.”®
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The third school discussed had a situation similar to the preceding one. The CMEH had “removed
inhibitions” for this school at its February 1942 meeting. No action or further discussion was recorded

for this school.

The committee briefly discussed a statistical blank (survey form) that the AMA developed to collect
information to be published in the annual medical education issue of JAMA. It had been shared with

Zapfte, who indicated that the form would have value for the AAMC’s Committee on Curriculum.

The committee proceeded to a brief discussion of the “émigré physician,” that is, one who graduated from

a foreign medical school and had migrated to the United States. It was pointed out that 60% of the graduates
of European medical schools had failed New York state licensure examinations. Note was also taken that
such physicians were eligible to enlist in the U.S. Army at the rank of private, were eligible for naturalization

after three months of military service, and could then apply for a commission. No action was taken.

Most of the remaining time at the meeting was taken up by a discussion of the committee’s structure
and procedures, including the authority and timing of the actions for the sponsoring organizations.
AAMC members of the committee were appointed by the AAMC Executive Council, which lacked
independent authority to make decisions and required approval of its actions by the association

as a whole. The AAMC met only once a year, while the CMEH met three times a year, creating timing
problems for approval of committee recommendations. The participants agreed that frequent meetings
of the committee would be necessary to mitigate the timing problem. As an operational issue,

the members unanimously agreed that medical school inspections should be conducted jointly

by the secretaries of the sponsoring organizations “since it places a dean in an embarrassing situation
to survey a member college.” Weiskotten indicated that he would invite his counterpart to participate
in a recently requested inspection of a medical school that was not an AAMC member. Bachmeyer
recommended that a “definite plan of study” be developed for inspectors to follow, as a guideline for
preparation of a comprehensive report of the inspection; Weiskotten responded that his inspections
were based on the national survey the CMEH had developed. The members agreed that if only one
organization conducted an inspection of a school, the report of that inspection should be shared with
the other organization. Zapffe offered to share the AAMC list of schools scheduled for inspection to
facilitate CMEH participation in the surveys. The details of survey coordination were delegated to the

secretaries of the sponsoring organizations to work out.

After brief discussion of possible topics for an upcoming congress on medical education and licensure,
the committee members expressed their sentiment that the meeting had been very productive and

emphasized the importance of frequent future meetings. After the next meeting was tentatively set to take
place between the June CMEH meeting and the October AAMC meeting, the current meeting adjourned.
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1942-1949: Early Years of the LCME

There was little fanfare regarding the LCME in the pronouncements of the sponsoring organizations
immediately after it had been created. The report of the CMEH to the AMA House of Delegates noted
simply that “... a liaison committee of the Council and the Association of American Medical Colleges
has been appointed to confer on this [the problem of accelerated curricula in medical schools] and
other problems of mutual interest.”®'

AAMC Secretary Zapffe provided a more detailed report of the committee’s initial meeting when the
AAMC met in October 1942. His remarks were emphatic about the lack of authority of the committee:
“It was clearly understood, and so stated at the meeting and in the minutes which were sent to the
Executive Council, that nothing that this committee did was in any way binding or would have any
force, that it would simply mean concerted action, unity of thought, unity of action, and that nothing
could come out of these meetings until these actions had been submitted to the parent bodies,

who could take simultaneous action on recommendations if they wished to do so.... Neither the
Council nor this Association is bound in any way by any discussion that might be held in the meetings

of this Liaison Committee. The committee is absolutely without power. It can do nothing but talk. ...”%

Notwithstanding the highly circumscribed role Zapffe attributed to the LCME, he was clearly enthusiastic
about its potential: “Never, in my [nearly 40] years of experience [as secretary of the AAMC], has there
been such a feeling of friendliness and so much cooperation between these two bodies as has existed since
the establishment of this committee.” At the conclusion of the report, the AAMC approved the appointment
of the committee, without discussion of it or its functions.

The LCME did not meet later during 1942, and its second meeting took place at 7:00 pm on
February 13, 1943. It was attended by all six of the members previously appointed by the sponsoring
organizations and by CMEH Chair Wilbur. Weiskotten chaired the meeting. The minutes for the
meeting recorded the name of the organization as the Liaison Committee, not the Joint Committee.
Four medical schools that had been visited jointly were discussed. For two of the schools, no actions
were recommended. One school was recommended for removal from probation by the CMEH and was
restored to full membership by the AAMC. Continued probation was recommended for the remaining
school. The committee briefly discussed medical education in the military services, with no actions or
recommendations forthcoming from that discussion. Weiskotten apprised the participants about plans
of the Federation of State Medical Boards (FSMB) to discuss requirements of premedical and

professional education in relation to licensure and the accelerated curriculum.

The committee met twice more in 1943, at a June meeting in Chicago and an October meeting in
Cleveland, Ohio. At these meetings Victor Johnson, a physiologist from the University of Chicago
Medical School, replaced Reginald Fitz as a member; Johnson had also replaced Weiskotten as secretary
of the CMEH. Discussion at the June meeting focused mainly on medical schools in Texas and Georgia,
with no action taken for any specific school. The committee also discussed “the osteopathic situation”

(presumably a reference to interest in the osteopathic community to obtain AMA approval of
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osteopathic schools); however, no requests had been received from osteopathic schools by either the
AMA or the AAMC, so no action was taken. The committee also considered a proposal from a physician
in Los Angeles, California, to establish an American Board of Medical Educators but concluded that

such an action was impractical given the wartime situation.

Only three representatives (Johnson, Zapffe, and Bachmeyer) attended the October meeting.

Two medical schools were reviewed, with one of them, a two-year basic science school, recommended
for approval as a four-year school and the other recommended for removal from CMEH probation

and admission to full AAMC membership. There was brief discussion of osteopathic issues in Nebraska
and California, although the minutes did not provide specifics of the topics discussed. The members

also discussed ongoing controversy in the state of Georgia regarding one of its medical schools.

Minutes of the LCME meetings from 1944 through most of 1947 have not been preserved, although
proceedings from the annual AMA and AAMC meetings during that interval indicate that the LCME
met three or four times a year throughout that period. Proceedings of the 1944 AMA meeting indicate
that the CMEH visited 11 medical schools during that year; two schools formerly on probation were
restored to full approval, with another school receiving initial approval as a four-year medical school.®’
The CMEH also recommended, and the House of Delegates approved, revisions to Essentials of an
Acceptable Medical School (Essentials) that simplified curriculum requirements and incorporated a
broad description of the purposes of medical school education. Minutes of the 1944 AAMC meeting
simply note that “the Liaison Committee ... has held three or four meetings during the year at which
we have discussed problems of mutual interest and have arrived at satisfactory solutions which were

presented to the respective organizations.”®

Over the next few years, medical school inspections continued under the auspices of the LCME. Sixteen
schools were visited in 1945 and another nine the following year. In 1945 the CMEH recommended a
relatively minor change in Essentials, replacing the premedical requirement of general chemistry with
organic chemistry. At the 1945 AAMC meeting, the AAMC Executive Council adopted more stringent
requirements regarding admission of or advanced standing for students from foreign universities.
Interestingly, the AAMC did not at this time consider itself to be an accrediting organization.

The summary of a committee established to revise the constitution and bylaws reported that among
its recommendations would be recognition of the particular character of the AAMC “as an evaluating
and approving organization, and, perhaps, even as an accrediting agency.”® The basis for the

distinction is, unfortunately, not recorded in the minutes.

The main theme of the CMEH report to the AMA House of Delegates in 1946 concerned postwar
physician supply; the council anticipated an increasing number of women and veterans would be
entering medical schools. The CMEH report also acknowledged the continued effectiveness of the
LCME, noting, “Each body has been considerably strengthened by this arrangement.”®® The council
raised the issue of credentialing for graduates of foreign medical schools and informed the AMA that
a committee had been formed to explore this issue, with representation from the CMEH, AAMC,
FSMB, Advisory Board for Medical Specialties, and the U.S. Office of Education.
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AAMC Secretary Zapffe’s report at the 1946 AAMC meeting also spoke positively of LCME effectiveness.
“This committee fills a need and makes it possible for the two groups represented to take like action....
Furthermore, it has brought the two groups together and established harmony and unity.”®’

The Executive Council recommended that the AAMC undertake a study of the curriculum and

of medical education in general.

The most notable accreditation-related event of 1947 was a proposal from the CMEH for the AMA

and the AAMC to jointly conduct a complete survey of all U.S. medical schools, in part because such a
comprehensive survey had not been conducted since the mid-1930s and in part because medical education
had undergone dramatic changes in the intervening period. Concerns about the financing of medical
education also began to surface, as federal support for medical education during the war was now being
phased out. At the AMA, Weiskotten succeeded Wilbur as chair of the CMEH, and Donald Anderson
was appointed to succeed Weiskotten as secretary of the council. On the AAMC side, MacEwen, who
had served as chair of the AAMC Executive Council and a founding AAMC representative to the LCME,
passed away, and Joseph Hinsey, PhD, who served as dean at the Cornell University Medical College, was
appointed to replace him. At the October 1947 meeting of the LCME, the need for stricter evaluation of
approved medical schools was discussed. At the time, the general practice of both organizations was to
conduct detailed inspections only for new medical schools, for established schools that requested
evaluations, or for schools with documented difficulties. The committee agreed that stricter evaluations

should be made as a part of the inspection program of both organizations.

The only LCME minutes available for 1948 are from the June meeting. The topics for discussion at
that meeting were the financial problems of medical schools and the potential impact of pending war
manpower legislation. On the latter point, the LCME drafted a communication to the AMA Board of
Trustees outlining several recommendations for such legislation, including preservation of a continuous
and adequate flow of medical students from premedical study through internship, insistence that medical
education be conducted by civilian organizations, maintenance of enough faculty members to preserve
the high quality of medical education, and emphatic opposition to the imposition of accelerated

curricula at any medical schools.

The proceedings from the AMA’s June 1948 annual meeting outlined CMEH activities related to the
planned survey of medical education, manpower issues, the adequacy of facilities for medical education,
and financial support for medical schools. In discussing the first of these issues, the CMEH report to the
House of Delegates noted that while the general structure of the medical curriculum had not changed
appreciably over the past 50 years, there had been substantial change in content and methods of instruction.
Regarding manpower, the council argued for caution in reacting to projections by the U.S. Public
Health Service of a major physician shortage by 1960. On the topic of medical school finances, the
council’s report acknowledged that although medical school operating budgets were at an all-time peak,
additional funding was needed to sustain the quality of medical education. The report recommended
resistance to federal funding unless private sources proved to be demonstrably insufficient. One other
item of note was recorded in a supplementary CMEH report to the House of Delegates that year—

a concern about occasional House of Delegate resolutions recommending that the council condition
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its approval of some medical schools and hospitals on the basis of the financial arrangements
between such organizations and their professional [physician] staffs. The report noted that
“conditioning approval ... on any other basis than educational standards might be interpreted as illegal
by the federal courts.”®® This statement provides the first evidence of awareness as to the limitations

of accreditation authority by either of the sponsors.

Meanwhile, at the 1948 AAMC annual meeting, the retirement of Secretary Zapffe, after 45 years of
service to the organization in that capacity, was announced. Zapffe was replaced by Dean F. Smiley, who
by virtue of his new position also replaced Zapffe as a member of the LCME. In his final report to the
AAMC, Zapfte responded to the proliferation of questionnaires inundating medical schools. He wrote,
“So many persons seem to have developed a ‘yen’ to get up a questionnaire, all feeling that the matter
dealt with was of the utmost importance. Manifestly, medical college administrators cannot give the

89

time needed to supply the information sought nor do they have the clerical help to do the job.

Like the CMEH, the AAMC Executive Council expressed concerns about medical school financing,
similar to those of the AMA. To address the issue, it established a subcommittee that included two
LCME members, Hinsey and Bachmeyer. The Executive Council also announced that the planned
national survey on medical education would commence in January 1949 under the direction of

John Deitrick from Cornell University.

Because of growing concerns about medical school financing, the usual February LCME meeting in
1949 was supplanted by a joint meeting of the CMEH and the AAMC Executive Council. It was
attended by 10 members of the CMEH and eight representatives of the AAMC; Deitrick also attended
the meeting on behalf of the national survey on medical education. The express purpose of the meeting
was to discuss progress in establishing a private foundation for the voluntary support of medical
education. The issue of private versus federal funding of medical schools was a contentious one,

with strong advocates on both sides speaking to the issue at each organization’s annual meetings.
The outcome of the discussions at this meeting was an agreement to proceed with plans for the creation

of a National Foundation for Medical Education.

After agreeing on a strategy for private funding of medical schools, the group turned its attention to the
other major issue of the period, namely, medical school preparedness should there be another war
emergency. To that end, the participants endorsed a report—produced jointly by representatives of the
two organizations—that confirmed the need for sufficient numbers of faculty to preserve educational
quality, opposed the adoption of accelerated curricula, and retained the authority of medical school
admissions committees to select students (as opposed to assignment of students to medical schools by
the armed forces).

The LCME resumed its regular meetings in June 1949, when it met jointly with the newly created

Committee for the Survey of Medical Education. At that meeting, the members were informed that the

sponsoring organizations had agreed to explore the development of a list of approved foreign medical
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schools. The remainder of the meeting was taken up with a discussion of the planned survey of medical
education. Deitrick, director of the survey, informed the group about potential funding from the
Kellogg Foundation for a special project on postgraduate medical education and the relationship of
the medical school to the community. Most of the ensuing discussion concerned potential members
of the survey staff, as well as some of the topics to be included (notably medical school finances

and premedical education).

The November 1949 meeting of the LCME included reviews of several medical schools and discussion of
potential new schools. As the committee considered upcoming schools scheduled for visits, the conversation
shifted to a consideration of the advisability of continuing the program of regular inspections of medical
schools “because of the burden placed upon the schools in assembling the necessary detailed preliminary
data and in filling out the questionnaire forms.” After brief discussion, the LCME chose to maintain
the schedule of inspections. Also at the 1949 meeting, the LCME was informed of the status of a bill
being considered in the U.S. Senate regarding federal aid to medical education, a progress report on the
development of a list of approved foreign medical schools, and a progress report on the National Fund
for Medical Education. Bachmeyer and Anderson gave a brief report on their attendance at the meeting
of the fledgling Association of Canadian Medical Colleges (ACMC).

1950: Fault Lines Appear

All of the public statements about the LCME dating from its inception in 1942 suggest that it was
functioning well and that it was providing a cohesive framework for cooperation on medical education
matters between its two sponsoring organizations. The public appearance of harmony masked underlying

tensions, however, and those tensions emerged starkly when the LCME met in February 1950.

The February meeting was attended by all of the appointed members from each sponsoring organization.
Weiskotten opened the meeting by expressing his personal disturbance regarding “certain developments
during the last two or three years” and requested an expression from the AAMC of its desire to continue
cooperative relations.”” In elaborating on the AMA concerns, Weiskotten began by pointing out that in
1934 he had been requested by the AMA (after a meeting with the AAMC) to undertake a survey of
medical schools; although Weiskotten had worked jointly with representatives of the CMEH, AAMC,
and FSMB in the conduct of the survey, he asserted that “Dr. Zapffe was very resentful of it,” an attitude
he said he chose to ignore.

Weiskotten went on to note that when he took on the role of secretary of the CMEH in 1942, he reached
out to members of the AAMC and arranged the February 1942 meeting that ultimately led to the creation
of the LCME. At this point, Hinsey inquired if there had been any opposition. Weiskotten replied that after
the February 1942 meeting ended, Willard Rappleye of the AAMC stated that the AAMC had “sold out to
the Council.” Bachmeyer of the AAMC then confirmed that Rappleye was opposed at the time and that
Rappleye had voiced that opposition at meetings of the AAMC Executive Council. Bachmeyer also

pointed out that there was no other opposition expressed within the Executive Council.
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Weiskotten again alluded to “recent developments” and stated that there were “open and implied
accusations made against me at Sun Valley” In response, Hinsey of the AAMC asserted that he had no
personal problems with Weiskotten and that any perceived slights if they existed were unintentional.
He did, however, acknowledge that there “had been a reaction” at the AAMC to the AMA’s stand of
public opposition to federal aid for medical education. Weiskotten replied that the problems antedated
that particular issue, at which point Hinsey stated, “There are many cases which we could cite where
through the years the College Association has had the position of the stepson,” a sentiment which was
not appreciated at the AAMC.

Johnson of the AMA then stepped into the discussion, asserting that the CMEH had on many occasions
“carried the College Association on the back of the Council.” He specifically noted that several medical
school inspections were carried out without AAMC participation, even though the reports of those
inspections bore the names of both organizations. He also mentioned that two medical schools were
closed by the CMEH without any help from the AAMC. He attributed this lack of cooperation to “Dr.
Zapffe’s condition,” presumably a reference to the AAMC secretary’s declining health or energies in his

final years with the organization. Weiskotten stated quite frankly that “Dr. Zapffe was not functioning.”

Bachmeyer reported that he was unaware of any specific controversy between the AAMC and the
CMEH, noting that the CMEH was blamed for the AMA Board of Trustees’ action supporting

the AMA’s stand on federal financial support for medical education. He then returned the discussion
to the 1934 survey, asserting, “Because of the politics in the [American Medical] Association several
colleges were not put on probation at the time of the 1934 survey.” Weiskotten replied that there were
no politics involved and that the report of that survey was intended to be constructive rather than

destructive, saying, “Mass disapproval would have wrecked medical education.”

Discussion then turned to the influence of the AMA House of Delegates in relation to actions of the
CMEH, with a clear sense on the part of some that the House of Delegates held sway on the matters

of medical education that were the presumed purview of the CMEH. This again focused the discussion
on federal financial aid, with Anderson of the AMA stating that the AMA’s position, endorsed by the
CMEH, had been made explicit both in congressional hearings and in discussions with the AAMC.
Anderson also pointed out that some of the AMA’s recommendations were accepted by the AAMC
while others were not. He noted that the resulting legislation included some provisions that did not sit
well with the CMEH but that the overall legislation was an improvement over the initial bill. He
observed that the AAMC had been invited to confer with the AMA but chose not to and instead opted
to take no position on the bill. AAMC representatives were invited to attend the December meeting of
the CMEH but did not. This seeming lack of AAMC interest was perceived as “a culmination of the
evidence that the College Association was pursuing a course of studied indifference.” AAMC Secretary

Smiley, who had succeeded Zapffe, asserted that his failure to attend was simply a “happenstance.”
Anderson then shifted the subject to the AAMC’s dissatisfaction with the AMA’s role and position

regarding oversight of residency education, noting that AMA representatives who attended the 1949
AAMC meeting in Colorado Springs were stunned by the AAMC’s attitude about the cooperative
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internship placement plan promulgated by the AMA. He also took note of “the generally hostile attitude
toward the Council’s approving hospitals for residencies.” By this point in the discussion, representatives
from both organizations had started rehashing earlier arguments about perceived slights regarding
medical education funding, the actions of the two organizations on the two medical schools closed
by the CMEH without AAMC input, and the absence of the AAMC at CMEH meetings. Discussing
medical school inspections, Anderson claimed, “We carried Dr. Zapffe and never let on to a single
medical school that he was slipping, because we wanted a strong College Association and nothing

would be gained by trying to embarrass you.”

Weiskotten mentioned that he had suggested at one point to Zapffe that the CMEH could relieve him
of some of his workload, “a suggestion made with good intentions.” Weiskotten then stated, “[Zapffe]
reported to the College Association that the Council was trying to move in.” Discussion continued
along these lines, with the rancor and frustration evident in several of the statements made by the
participants, for example, “[W]e want nothing but a strong College Association but we have put our

best foot forward for ten years and each time it has been stepped on.”

By this point in the conversations, both sides began to admit some culpability in the events that had
culminated in the current state of affairs. Smiley confessed to some ineptness on his part. Bachmeyer
admitted that Zapffe had indeed been slipping in his later years with the AAMC and had developed
definite negative attitudes toward the CMEH.

Weiskotten then returned to the main issue, that is, preservation of the Liaison Committee, and asked if
the AAMC Executive Council wanted to pull out of the cooperative arrangement and act independently.
Both Hinsey and Bachmeyer responded that the issue would need to be presented to the Executive Council,
the former noting that “there may be sentiment that I do not know about.” To that statement, Johnson
responded, “Many of these are intangibles. The important thing is that we saved the College Association.
We had no motive except that we liked the College Association.” The members then returned to discussion
of the differences between the two organizations in their approach to the proposed legislation on federal
financial aid to medical schools. At this point, Weiskotten declared that the discussion could go on endlessly
and continuation of it would be fruitless. The final comment, from Hinsey, was that the issue of cooperation
between the two organizations would be presented to the AAMC Executive Council and he would get in
touch with Weiskotten later.

The meeting then proceeded to other items on the agenda, which included updates on the National
Fund for Medical Education, the status of federal legislation on financial aid for medical education,
and the survey on medical education. Regarding the survey, Johnson of the AMA said he understood
there was a feeling that the AMA was dominating the survey, to which Hinsey replied that there was

such a feeling among some of the foundations, and he had endeavored to clear up the matter.
The next item on the agenda was the development of a list, prepared by the AMA, of foreign medical

schools whose graduates might be considered to be of comparable quality to graduates of approved U.S.

schools. The list had been shared with Smiley. Hinsey inquired if the list was intended to be a joint
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venture. Weiskotten asked if the AAMC would be interested in the list, and Hinsey agreed to present it
to the Executive Council. Much of the remaining discussion focused on specific medical schools and

upcoming inspections.

The details of this meeting have been described here for several reasons. Foremost among those reasons,
they dramatically illustrate the tensions between the organizations over disagreements on major issues of
the time. The discussion also provides some illuminating insights into the attitudes of the AMA and the
AAMC and the events leading to the creation of the LCME, particularly the seminal role of Weiskotten.

It should also be clear from this description that the true focus of the LCME discussions during the early
years was, as described shortly after its creation, on issues of mutual interest between the two participating
organizations. While inspections of medical schools were a significant part of those discussions,

it seems clear from this meeting and from the agendas of preceding meetings that inspections were
but one of several matters that both organizations had a common interest in and that shared action

on those inspections (i.e., accreditation) was not the primary catalyst for the LCME’s creation.

1950-1952: The LCME Begins to Develop a Distinct Identity

Apparently the airing of differences that took place during the February 1950 meeting was sufficient
to get the issues out into the open and remind both organizations of the benefits of collaboration.
The proceedings of the parent organizations later that year acknowledged continuing differences on
many of the issues that surfaced at the LCME meeting but also demonstrated a continued interest to
work with each other. For its part, the CMEH (whose chair, Weiskotten, had initiated the airing

of frustrations in February) reported to the AMA late in 1950 that “the close relations that the
Council enjoys through regularly constituted liaison committees with the Association of American
Medical Colleges and the Advisory Board for Medical Specialties have been particularly beneficial.”*
The emotions that surfaced at the February LCME meeting were notably absent at the June 1950
and subsequent meetings of the LCME. The June meeting was occupied for the most part by
discussions of preparedness for the Korean War, and the members agreed that the committee should
function as the conduit for its two sponsoring organizations in the development of policy and
interactions with other concerned groups. Another item of note at the June meeting was a recognition
of discrepancies between the lists of approved schools at each organization; the secretaries of the two
organizations were asked to compare their respective lists as soon as possible and plan to make

adjustments for any discrepancies.

The October 1950 meeting began with discussion of a request from the National Security Resources
Board, a federal agency, inquiring about the conditions under which the AMA and the AAMC would
consider federal aid to medical education acceptable during a national emergency. This inquiry
precipitated an extensive discourse on the concerns of each organization, and an agreement was reached
that the AAMC Executive Council should negotiate a common position with the AMA Board of
Trustees; a parenthetical insertion in the minutes indicated that the AAMC Executive Council agreed

to do so, but by way of the CMEH rather than through direct discussions with the AMA Board.
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In other matters, the secretaries of each organization reported the findings from comparing their lists of
approved schools and identified several schools for which the organizations had taken different actions.
As a result of this finding, they were instructed to inspect the schools involved as soon as possible to
resolve the differences. LCME members were informed by an AMA representative that the AMA-
published list of acceptable foreign medical schools had not created any problems. Among other items
discussed at the meeting were a proposed study of the financing of higher education that would include
medical education, AMA concerns about the manner in which the fledgling Student American Medical
Association was being formed, and a plan to allow direct payments to California medical schools for the
care of indigent patients being treated at university hospitals under their authority. The meeting

concluded with a brief update on the status of a few new and existing medical schools.

The year 1951 saw the beginning of formal engagement of the LCME with other organizations involved
in accreditation. Most important of these organizations was the National Commission on Accrediting
(NCA), described briefly in the introductory chapter of this work. Smiley reported at the February
meeting that he had been invited to meet with the NCA, and informed the LCME members that he
intended to “tell them what is involved in accreditation.”® In addition, several LCME members
reported at that meeting that they had participated in a January conference of several health professions
accrediting agencies, including dentistry and veterinary medicine, to discuss common problems and
challenges. Other topics at the February meeting included federal financial aid (still unresolved),
recognition of additional foreign medical schools, and the accreditation status of several U.S. schools.
Attendance at the February meeting increased to eight (four from each organization); there is no
evidence that the LCME formally agreed to expand its membership, but later meetings consistently
included more than the original number of six. (Note: Although not indicated in LCME minutes,

the 1951 AAMC Proceedings list Dean Smiley as an ex officio member of the LCME.** Thus, the increased

number of participants at this time likely does not represent an increase in voting members.)

The LCME did not meet during the summer of 1951. The October meeting had an extensive agenda
(27 items in total). As usual, several medical schools were reviewed. Members were informed about

a communication received from the NCA, asking the LCME for a moratorium on the accreditation of
programs for the remainder of academic year 1951-1952, or “until such time as the Commission is able
to meet with the accrediting groups.”® In response, the LCME communicated to the NCA leadership
that visits had already been scheduled and would proceed as planned. The October meeting was also
noteworthy for the first detailed discussion of accreditation procedures, as the membership considered
the advisability of on-site inspectors sharing with the school the outcome of their reccommendations
when their inspection report was reviewed by the LCME. The LCME decided that inspectors should

be free to use their judgment and discretion but to be circumspect if they felt that the likely outcome

of a recommendation was highly uncertain. Another important discussion at this meeting concerned
revisions to Essentials; what is interesting about this discussion is that the AAMC Executive Council had
been invited to review the proposed revisions when it met earlier that day. Furthermore, whenever any
revisions were ultimately adopted by the AMA, Essentials would then be forwarded to the AAMC so that

its bylaws could be amended to conform to Essentials requirements, if needed.
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The agendas for LCME meetings in 1952 evinced a greater focus on medical school accreditation and
less on discussion of issues of concern to the sponsoring organizations, although the latter still figured
prominently. The February meeting began with grateful acknowledgment of Arthur Bachmeyer, the last
of the founding AAMC representatives still serving on the LCME, who had submitted a gracious letter
of appreciation to the group informing them of his retirement from it. Joseph Hinsey, who chaired this
meeting, informed the membership that the AAMC had agreed to modify its bylaws to bring them into
alignment with the requirements established in the revised version of Essentials, specifically regarding
extension of the premedical requirement from two years of college education to three. This change
posed a problem for some Canadian schools in provinces where senior matriculation was equivalent

to the first year of college in the United States. The LCME agreed that Canadian schools need not be

held to this requirement under those circumstances.

This opened a broader discussion of the accreditation of Canadian schools. Anderson of the AMA
noted that Canadian schools did not undergo a regular schedule of inspections. He also pointed out
that there had been numerous discussions between the CMEH and the Canadian Medical Association
during the 1930s, with the latter expressing great appreciation for the work of the U.S. accreditors but a
reluctance to develop its own accreditation system. The outcome of those discussions was that, effective
in 1945, Canadian medical schools would be included on the CMEH-approved list only if they
requested it (which they did annually once the policy was put in place). Although approved Canadian

While inspections of medical schools were a
significant part of those discussions, it seems
clear from this meeting and from the agendas
of preceding meetings that inspections were but
one of several matters that both organizations

schools continued to be listed by the AMA, some of them
had not been inspected for as many as 15 years. Smiley
mentioned that three of the Canadian schools on the list
had not applied for membership in the AAMC.

The LCME therefore agreed that the issue needed more
extensive discussion and directed that the Canadian
Medical Association and the ACMC be invited to meet

had a common interest in and that shared action

on those inspections (i.e., accreditation) was not
the primary catalyst for the LCME’s creation.

with the LCME to discuss their future participation in
U.S. accreditation activities. Most of the remainder

of the February meeting was taken up by discussion

of the accreditation status of several U.S. medical schools.
The minutes included a brief item on the NCA, simply reporting that both the CMEH and AAMC
Executive Council felt that an attempt should be made to maintain reasonably friendly relations with

that organization.

The June 1952 meeting paid more attention to accreditation processes. After reviewing the accreditation
status of several medical schools, the members discussed the possibility of conducting shorter, more
informal visits to medical schools; the context for such visits was not stated in the minutes, but the
likely intention was for such visits to be consultative, rather than providing the basis for accreditation
decisions. Smiley mentioned that the AAMC was finding it increasingly difficult to identify medical
school deans to participate in site visits and raised the possibility of permitting some associate deans to
participate in lieu of deans; the LCME concurred with the suggestion, subject to the approval of the
dean of the school being visited. The LCME also considered, but rejected, a recommendation that
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reports of visits be simplified (i.e., shortened); it was thought that schools would not be satisfied with

a summary and instead wanted a complete report of an on-site inspection. Smiley then noted that the
AAMC had modified its bylaws to allow for the long-standing CMEH practice of placing some schools
on “confidential probation,” in addition to its previous practice of placing schools with difficulties on
“open probation” or denying membership in the organization. The difference between confidential and
open probation was that schools holding the former status were not identified as being on probation in
the annual list of CMEH-approved medical schools, while schools on open probation were identified as
such on that list and on the AAMC list of approved member medical schools. The general effectiveness
of confidential probation was discussed, with the LCME concluding that any school with this status
should be revisited within two years and that more stringent action should be taken if sufficient

improvement had not been shown by the time of the revisit.

Other issues that came up for discussion at the June meeting included a report on a study by the AAMC
about the cost of medical education, a draft report from the AAMC Executive Council regarding the
objectives of undergraduate medical education, an update on correspondence with the NCA, and
updates on several ongoing activities and programs such as the National Fund for Medical Education
and medical education during times of war. Anderson of the AMA informed the members about the
AMA president’s annual address, which raised the possibility of “elevating the standards of osteopathic
schools” if any of them were willing to abandon the basic tenets of osteopathy. Anderson noted that the

CMEH would be willing to advise any such osteopathic schools if they made the initial approach.

The November 1952 meeting further fueled the role of the LCME as the agency responsible for the
accreditation of medical schools, even though the decisions about accreditation continued to be made
by the sponsoring organizations. The agenda for this meeting combined three items under the heading
“Accreditation”: the NCA, a communication from the Middle States Association of Colleges and Secondary
Schools, and the response of a university president to a recent LCME inspection visit. Members were
informed about a recent meeting of the NCA, which articulated its core purposes as preserving the
identity of higher education institutions as a whole, defending those institutions from outside pressure
groups that do not acknowledge the integrity of the institution as a whole, reducing the time
required to complete accreditation documents, and reducing the cost of accreditation. The NCA focus
on the institution as a whole was interpreted as a concern that a specialized accrediting agency (like the
LCME) might mandate a disproportionate share of institutional resources for use by the program being
accredited. The NCA meeting also called for strengthening the regional accrediting organizations and
cooperation of specialized accreditors with the regionals. The AAMC representative attending the
NCA meeting came away with the sense that an organization such as the AAMC would be considered a
quality improvement agency and not an accreditor by the NCA, while the CMEH more closely
conformed to the NCA notion of an accrediting body.

This report was followed up by one from the Middle States Association, whose secretary reiterated the
recommendations outlined by the NCA and articulated several principles favoring joint evaluations by
professional accrediting organizations with the activities of the regional accreditors. The LCME then

reviewed a letter from the chancellor of a university whose medical school had been placed on
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probation by LCME sponsors after a joint inspection; although the letter and its contents were not
detailed in the minutes, references to that letter in the minutes made clear that the university considered

the accreditation decision a violation of the basic premises outlined by the NCA.

The LCME took strong issue with the NCA’s reccommendations. Speaking for the AAMC, Hinsey stated
that the Executive Council had concluded that several NCA procedures were considered to be
detrimental and that the CMEH and Executive Council should “join forces in whatever action is
necessary.” For the CMEH, Weiskotten stated that he “did not believe that American medicine would be
willing to surrender its position with regard to the accreditation of medical schools, neither would the
[AMA] Council be willing to surrender its cooperative relationships with the Association for American
Medical Colleges and neither did he think that medical educators, in general, would be willing to accept

such a program as that proposed by the National Commission on Accrediting.”

Summarizing the discussion of the accreditation issue that had been placed on the agenda, the minutes
of the meeting state, “[I]t was the thinking of the Liaison Committee that the program of both the
Council of the A.M.A. and the College Association is more than one of accreditation of medical schools;
that certain responsibilities have been placed on both organizations by medical schools and medical
educators which cannot be delegated to any other agency. Further, both groups have responsibilities

to the public and to the people generally as expressed in the medical acts of the various states.”*
Considering the fault lines that had emerged in the LCME at its February 1950 meeting, the subsequent
events of the following two years had clearly fostered a sense of cohesion and purpose that had never
been apparent during the formative years of the LCME. A communication sent to medical school deans
by Weiskotten and Smiley shortly after the LCME meeting that discussed the activities of the NCA
made it abundantly clear that the LCME served on behalf of its parent organizations as the agency
responsible for conducting the accreditation process for medical schools and that the parent
organizations operated jointly in making accreditation decisions.”” It is probably no coincidence

that the LCME name was adopted for the letterhead on correspondence at this time.

A few other items from the November 1952 meeting are also included here to round out the scope

of that meeting. Members heard a report of the joint meeting with the Canadians, which concluded
with no more than a statement of continued Canadian approval of the LCME’s role as the agency for
accreditation of Canadian medical schools. Anderson reported that the National Fund for Medical
Education was encountering challenges in determining the financial needs of medical schools and
recommended that the CMEH and the AAMC undertake a thorough analysis of medical school
funding. Brief mention was made of a provision in the recently approved GI Bill for “accrediting

of accrediting agencies by the United States Office of Education;” this possibility was not considered
to be problematic for the LCME. Finally, Smiley pointed out that the forms provided to medical schools
by the AMA in preparation for an inspection did not include any mention of the AAMC; the LCME
decided that one copy of the duplicate forms sent to schools should bear the AMA name and the other
should bear the AAMC stamp.
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Chapter 4

Refinement of the Accreditation Process, 1953-1971

The challenges posed by the National Commission on Accrediting (NCA) clearly mobilized the LCME and
its sponsoring organizations to assert more staunchly the organization’s essential role as medical school
accreditor. Over the course of a decade, the LCME had shifted from a joint committee that discussed issues
of interest to its sponsoring organizations and conducted inspections of medical schools, to an accrediting
organization that acted on behalf of its sponsoring organizations and discussed issues of interest to its
sponsors. Over the next two decades, cooperation between the two sponsors would shape the distinctive
identity of the LCME, and both accreditation standards and processes would undergo substantial
refinement as LCME autonomy grew.

Major historical events of the period included the following:

+ Establishment of Evaluation Service for Foreign Medical Graduates, subsequently renamed
the Educational Commission for Foreign Medical Graduates (1956)

+ U.S. Congress approved Health Research Facilities Act to support medical school research (1956)

+  LCME adopted Functions and Structure of a Modern Medical School as its compendium of
accreditation standards (1957)

+ Health Professions Educational Assistance Act signed into law, providing funding for medical
school construction (1963)

+  Federal legislation passed to authorize creation of Medicare and Medicaid (1965)

+ Congressional approval of the Higher Education Act restricted federal student financial aid programs
to institutions and programs accredited by federally recognized accrediting organizations (1965)

+ U.S. Office of Education established the National Advisory Committee on Accreditation and
Institutional Eligibility to oversee the federal recognition process for accreditors (1965)

+ Role of LCME secretary established to provide continuing administrative support (1966)
+  AAMC offices relocated to Washington, D.C. (1967-1970)

1953-1955: Increasing Collaboration

The year 1953 ushered in a period of greater interaction between the LCME and other organizations.

At the February meeting, LCME members were informed that the CMEH had approached the U.S. Office
of Education, “expressing the hope that ... the Association of American Medical Colleges be designated
by the Office of Education as a nationally recognized accrediting agency.”*® The request was almost
certainly a reaction to the NCA’s proposal that the AMA serve as the accrediting organization for
medical schools and the AAMC role be relegated to a quality improvement organization without authority
for accreditation. In another effort presumably intended to blunt the effect of the NCA, LCME leadership
began exploratory discussions with regional accrediting organizations (most notably the Middle
States Association of Colleges and Secondary Schools but also the Northwest Association of Secondary
and Higher Schools) about possible collaboration when circumstances permitted. The LCME also

learned about a CMEH discussion of ways to enhance “guidance and leadership” in physician
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licensure, culminating in a recommendation (supported by the LCME) to explore the establishment
of another liaison committee consisting of representatives from the CMEH, the AAMC, and the

Federation of State Medical Boards (FSMB); the precise functions of this committee were not described.

On the day preceding the May 1953 meeting of the LCME, its members met with representatives

of the Middle States Association to discuss the establishment of a cooperative relationship between

the organizations. The minutes of this meeting are of interest not only because of the subject, but also
because they provide a more detailed picture of LCME operating procedures at the time (described in
more detail in Chapter 10). The meeting concluded with the LCME and Middle States Association
agreeing to undertake a pilot study of collaborative evaluations over a twelve-month period, beginning

with a simultaneous review of an East Coast medical school and its parent university.

At the May 1953 meeting proper, the LCME received an

update on the development of a questionnaire about

Although the LCME was becoming a more financial needs of medical schools, which had been
cohesive organization, the independence of its formulated jointly by representatives of the sponsoring
sponsors in the evaluation of medical schools was  organizations. There was also an update on visits by

still evident.

LCME members to foreign medical schools in

Switzerland and Ireland, as well as discussion of several

U.S. medical schools. The issue of foreign medical

schools surfaced again at the October 1953 LCME
meeting, when Joseph Hinsey of the AAMC described concerns within the AAMC Executive Council
about the advisability of maintaining a list of acceptable foreign medical schools. The detailed LCME
inspections of medical schools in Ireland led the Executive Council to question whether this established
a precedent and to express concern about the advisability “to look after medical education in all parts
of the world.”” LCME members agreed that the issue merited further discussion. The October
meeting was otherwise unexceptional, as the committee discussed the status of various schools and

received updates on activities taking place within the sponsoring organizations.

Cooperation with regional accreditors and concerns about foreign medical schools continued to be major
themes in 1954. Collaboration with regional accrediting agencies continued, as the LCME considered
a request for joint activities from the Southern Association of Colleges and Secondary Schools and

continued its program of joint inspections with the Middle States Association. In addition, the North
Central Association requested, and the LCME approved, a proposal to include a North Central Association

representative on LCME visits to schools within that association’s geographic territory.

The February 1954 meeting was notable for extensive follow-up discussion of foreign medical schools.
Members learned about a recommendation of the AAMC Executive Council that the philosophy should
focus on the product of foreign medical education rather than the school responsible for that product;

the LCME then voted to recommend to its respective councils that no new foreign schools be added to

existing lists and that the program of evaluating such schools be reconsidered with appropriate input
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from the FSMB, National Board of Medical Examiners, and any other interested organizations. At the
June meeting, the LCME heard a proposal from the FSMB to create a joint commission for evaluating
the credentials of foreign medical school graduates; AAMC representatives to the LCME noted that
their organization felt it should not be an active sponsor of such an effort, notwithstanding its

willingness to provide assistance if needed.

Although the LCME was becoming a more cohesive organization, the independence of its sponsors
in the evaluation of medical schools was still evident. This was apparent at the October 1954 meeting,
when the process for evaluating new medical schools underwent reconsideration. At that meeting, Hinsey
reported that the AAMC Executive Council had approved a procedure to evaluate a new school after two
years, which would serve as the basis for a decision regarding provisional approval. Such approval would
remain confidential and would not be shared with the public. CMEH members of the LCME concurred
and stated their intention to bring the issue to the upcoming CMEH meeting. Clearly, LCME sponsors

maintained separate decision-making autonomy regarding how to accredit medical schools.

One other item of note during 1954 was the discussion, at the June meeting, of possible federal financial
support for basic science investigators. The minutes noted “the dangers and implications of medical
schools accepting Federal aid and particularly ... the inference that a school participating in such a
program would be accepting a long term responsibility toward the investigator that it might not be able
to fulfill in the event that the Federal aid is withdrawn in the future.”'® Modern medical schools
affected by the National Institutes of Health (NIH) budget cuts can certainly appreciate the prescience
of the LCME on this topic.

Few major changes in medical school accreditation emerged during LCME discussions in 1955. Members
learned that both sponsoring organizations had approved the process of granting provisional approval to
new medical schools at the conclusion of the second curriculum year if they met specified requirements.
The committee also discussed three medical schools that had a discrepant accreditation status between the
AMA and AAMC. Two schools were approved by the CMEH but did not hold membership in the AAMC,
and the third was an AAMC member located outside the United States but not approved by the CMEH.
The problems with the former would likely be addressed by impending visits. The AAMC was considering
withdrawal of membership in the latter case, but the decision was put on hold pending further
developments regarding the evolution of the Cooperating Committee on Graduates of Foreign Medical

Schools (which would eventually become the Educational Commission for Foreign Medical Graduates).

The February 1955 meeting produced action on one policy issue, an agreement that all approved
medical schools should be revisited within a 10-year interval, not including follow-up visits. At the June
meeting, the secretaries of the two sponsoring organizations informed the membership that after a
review of upcoming visits, eradicating the inspection backlog and establishing a schedule of regular

resurveys using a 7—10-year cycle seemed possible.

The June meeting included discussion of issues about joint visits with regional accreditors (the Middle

States Association in this case) and the potential for misinterpretation of LCME findings by the regional
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accreditors when the LCME had concerns about a school. These topics were carried back to the sponsoring
organizations, resulting in the approval of a policy change at the October LCME meeting. In the new
policy, joint visits would be conducted when calendar logistics coincided, and in such circumstances
a report would be prepared for review by both the LCME and the regional accreditor (maintaining
then-current practice); however, when a joint visit was requested but not possible, the LCME would, if
requested by the university involved, prepare a special report of the last survey for the regional accreditor
and send a representative, preferably from the last LCME survey team, to the meeting of the regional

accreditor to provide any information needed.

1956-1959: Unified Standards

Increasing cooperation between the CMEH and the AAMC regarding the LCME was clearly taking place,
as reflected in LCME meetings during the first half of the decade. The most convincing evidence of this
trend surfaced at the February 1956 meeting, when the staff of both organizations informed LCME members
that the sponsors had agreed to work together on a revision of Essentials of an Acceptable Medical School
(Essentials). The understanding of the CMEH was that this would continue to be a council document.
That point of view was reiterated at the June LCME meeting, where it was noted that one reason for the
collaboration was to bring the CMEH standards and AAMC membership requirements into alignment.
The intention to maintain Essentials as an AMA document dissipated by the time the LCME met in
October 1956, and the document had a new name: Functions and Structure of a Modern Medical School
(Functions and Structure); the term “modern” in the title was dropped in succeeding revisions. This new
standards document was now characterized as a statement by the LCME. By the end of 1957 both sponsors
had signed off on the new document, and Essentials of an Acceptable Medical School ceased to exist. Chapter 9

summarizes the differences in content between the first Functions and Structure and the last Essentials.

The development of a shared standards document contributed to the growing identity of the LCME as
an accrediting organization, but the decision-making authority behind the LCME continued to be held
closely by its sponsoring organizations. This authority became evident at the February 1956 meeting,
when concerns surfaced that medical schools were receiving copies of site visit reports and their
accompanying recommendations about accreditation status before the sponsoring organizations had an
opportunity to act on the reports; this led to a procedural change in which reports were not sent to the

schools until after the sponsoring organizations took action.

The June 1956 meeting of the LCME produced two items of note. First, the members agreed that

the publication of a list of approved foreign medical schools would no longer be necessary given the
impending establishment of the Evaluation Service for Foreign Medical Graduates, and they
recommended to the sponsors that the list be withdrawn as soon as the new organization began
operations. However, the challenges of foreign medical schools had not disappeared from the radar
screen of the LCME or either sponsor. The AAMC had received a request for full membership from a
school in the Middle East, which was chartered by the state of New York. The Executive Council had
disapproved the request because approval would open the door for AAMC membership to military

hospitals and other U.S. organizations operating abroad. The matter was brought to the attention
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of the LCME because the institution was not an AMA-approved school, and if the AAMC approved it,
the two sponsoring organizations would be maintaining different lists. CMEH members of the LCME felt
that this was ultimately an AAMC decision but noted that problems could arise if the lists of the two

organizations differed.

The second item related to external recognition of the LCME as an accrediting organization. On that front,
members learned that the Office of Education was preparing a volume detailing its approved accrediting
agencies, and that the NCA had proposed criteria for its own recognition of accrediting agencies. The LCME
instructed CMEH and AAMC staff to review the Office of Education document to ensure its accuracy regarding
the LCME. Discussion of NCA criteria was deferred pending review by the AAMC Executive Council.

One other example of sponsor cooperation took place at the November 1956 meeting of the LCME,
when members heard that the AAMC Executive Council had voted to create a small committee,
representing both the AAMC and the CMEH, to develop guiding principles for medical school

evaluators to use when preparing their reports.

Other than approval of the new standards document, no notable accreditation issues arose during LCME
meetings in 1957, although some of the topics discussed reflected the changing landscape for medical
education and practice. One of the issues discussed at the February meeting was a concern about
preparation for general medical practice, and it resulted in the formation of a committee to study the
problem. Concern about the increasing loss of focus on patient-centered care in the light of growing
scientific knowledge had been apparent for several years. In their history of the AAMC, Bowles and
Dawson quote from the 1952 presidential address of George Packer Berry, dean of Harvard Medical
School, to the AAMC: “[I]t is essential that we regard with a critical eye the mounting tendency to
impose specialization on the teaching of the medical student.... Our preoccupation with scientific
medicine has tended to let the patient fade into a faceless, nebulous creature, often no more than a

number on a test tube or an entry on a chart.”'™

For reasons not indicated in its minutes, the LCME did not hold its customary June meeting that year.
The October 1957 meeting included discussion of the anticipated need for more physicians in the near
future because of the swelling population that resulted from the postwar baby boom, and the role

of two-year basic science medical schools in addressing that need. The membership was informed
that Dean Smiley, previously the secretary of the AAMC and an LCME member, had been appointed
as director of the new Educational Council for Foreign Medical Graduates. The AAMC’s new
executive director, Ward Darley, reported that a medical school in the Middle East had been accorded
full membership in the AAMC after an evaluation of the school, notwithstanding the CMEH practice
of not approving medical schools outside the United States and Canada. Finally, to address the ongoing
problem of excessive questionnaires being sent to medical schools, the LCME discussed the desirability

of developing a joint questionnaire to address the information needs of both sponsoring organizations.

In the final two years of the decade, the LCME took additional steps toward the establishment of

regularized accreditation procedures and slowly increased its engagement with other organizations.
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The February 1958 meeting allowed another glimmer into LCME operating procedures in a discussion
of the visit schedule for the upcoming year; one of the members questioned the desirability of
conducting annual visits to developing medical schools, including those that had not yet admitted any
students, and he also wondered if it was necessary for teams evaluating new schools to have four
members. The LCME decided that the need for annual visits to new schools was an administrative issue,
presumably to be handled by the secretaries of the sponsoring organizations; the minutes made no
mention of a response to the question about the size of survey teams. Another February agenda item
concerned the participation on survey teams by individuals “not related to the activities” of the survey
team; the genesis for this agenda item was not apparent, and the LCME agreed that such participation
was inappropriate.'” The LCME apparently had achieved some level of rapprochement with the NCA,
as it agreed to participate in a national study of accreditation to be undertaken by that organization.

In another area of potential collaboration, members learned that the AAMC had been approached by
some osteopathic medical schools to engage in mutual discussions regarding medical education and the
philosophy of medical care. Members were also informed that the CMEH and the AAMC were

developing a new guidebook titled Functions and Structure of a School of the Basic Medical Sciences.

Notable items from the June 1958 LCME meeting included endorsement of a document prepared by
Darley and others called “A Program to be Considered for Surveys of Potential Medical School Sites,”
which provided criteria for the development of new schools. The LCME also approved Functions and
Structure of a Modern School of Basic Medical Sciences for two-year basic science schools. Members were
informed that the AAMC was changing its language to identify schools as approved or unapproved
(conforming to CMEH language) rather than “accepted for full membership.” In a follow-up to

the previous meeting’s mention of possible participation in the NCA’s national study of accrediting,
the members learned that the councils of its two sponsors approved the study in principle, but “the

initial plans were not well

received” by either
organization.”” Members were At the June meeting, Darley introduced the notion,

also informed that the annual developed by him and his CMEH counterpart Walter
questionnaire sent to medical Wiggins, of “giving some thought to the possibility
schools by the AMA to collect of a paid part-time secretary to assume the
information for JAMA’s annual ~ responsibility for the meetings and other activities
educational issue was prepared  of the Liaison Committee.”

jointly by the sponsoring

organizations for the first time

and was being sent out under the authorship of the LCME.

The logistical administrative challenges inherent in dual sponsorship of the LCME surfaced at the
October 1958 meeting and resulted in an agreement that the agenda for October meetings would be set
by AAMC staff, with the agenda for June meetings determined by AMA staff, since each organization’s
annual meeting occurred in those respective months. The agendas for other meetings would continue
to be determined jointly, and the organization preparing the agenda for an October or June meeting

would continue to consult the other organization in the development of that agenda. This decision
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represented the first step toward the creation of the dual LCME Secretariat that distinguishes the LCME

from every other U.S. accrediting organization.

The other administrative issue discussed at length during the October 1958 meeting was the
proliferation of questionnaires being sent to medical schools. To address this issue, the AAMC had
established a policy requiring Executive Council approval for the administration of questionnaires;

in addition, staff from both sponsors had reviewed several questionnaires in use and decided to combine
many of the items within the framework of the LCME annual questionnaire. Finally, Darley reported on
the development of two new questionnaires to capture information on medical school faculty, to be

administered under the auspices of the LCME; the project was approved by the LCME membership.

LCME activities in 1959 reflect further development of internal operations and engagement with other
organizations. Several topics related to site visits were discussed at the February meeting, when the
LCME reviewed the schedule of visits for the coming year. Resulting changes included a revision

of the presurvey questionnaires, creation of a surveyor pool from the staffs of the two sponsors,

and establishment of the length for a regular site visit at three and one-half days (two days for limited
visits). At the June meeting, Darley introduced the notion, developed by him and his CMEH
counterpart Walter Wiggins, of “giving some thought to the possibility of a paid part-time secretary to
assume the responsibility for the meetings and other activities of the Liaison Committee.”'* Finally, the
LCME at its November meeting approved the appointment of four “assistant secretaries” from various
medical schools; these individuals functioned as survey team secretaries and were responsible for the
preparation of site visit reports, although they were not members of the LCME. One of the assistant
secretaries was James R. Schofield of Baylor University, who would later become the AAMC secretary
to the LCME during the 1970s and early 1980s.

As for external relationships, LCME members learned in February 1959 that several members had attended
the first meeting of the Joint Top-Level Committee, a group that included representatives from the
councils of the LCME sponsors, university presidents, and the AMA Board of Trustees. This top-level
committee was created to address general issues of higher education, including federal aid to medical
education. At the June 1959 meeting, LCME members discussed pending federal legislation to authorize
a 10-year, $250 million program for construction of facilities for medical, dental, and public health
education and research. The bill included a provision for a two-thirds to one-third matching program
for construction of new schools or expansion of existing schools. Representatives from both
sponsoring organizations indicated their support for the legislation. In a discussion of NIH funding
at the June meeting, the LCME approved a motion recommending that its parent organizations
request the NIH change its current policies to allow for full reimbursement of the costs for research

in medical school grants.

Thus, while the decade of the 1950s began with major tensions surfacing about the commitment
of the LCME’s sponsoring organizations, those tensions had dissipated completely within two years
as a national organization of university leaders attempted to rein in the authority of accreditors.

That galvanizing action helped to create a sense of identity for the LCME as an accrediting agency,

63



Academic Quality and Public Accountability in Medical Education
The 75-Year History of the LCME

and the next several years saw that function take on a more concrete form through the development

of common standards, standardized procedures, and recognition from—as well as engagement
with—outside organizations. Apart from these accreditation-related activities, the LCME meetings
continued to serve as a forum for discussion of numerous issues associated with medical education

and practice but not directly accreditation related; examples included ongoing discussions about federal
financial aid for medical schools, the various issues associated with the graduates of foreign medical
schools, payments for physician and resident services, impact of the baby boom on physician supply

and demand, and challenges with the internship period and graduate medical education in general.

1960-1961: The Foundations of the Modern LCME
Accreditation Process

The attention given to accreditation standards during the 1950s, including major revisions in 1951 and
1957, waned in the next decade as the LCME concentrated more on accreditation processes. While the
minutes of LCME meetings during the late 1950s document the beginning of a shifting focus on

procedures, the transition became much more evident in 1960 and later years.

The first LCME meeting in the decade did not break any new ground, notwithstanding an interesting
discussion about the accreditation of osteopathic medical schools. The precipitating issue was a request
from a freestanding osteopathic college to be evaluated for accreditation by the Middle States Association.
Because the LCME did not accredit osteopathic schools, the Middle States Association and the osteopathic
college had agreed to a plan in which the Middle States Association would accredit the college only if,

in the judgment of competent observers, the work of the college compared favorably with that of LCME-
accredited schools. When apprised of this situation, the LCME came to an agreement with the Middle
States Association that if the college wanted to be evaluated as an MD-granting medical school, the LCME
would provide consultation to help the college move in that direction and at the appropriate time would
conduct an evaluation jointly with representatives of the Middle States Association. If the college
chose to seek Middle States Association accreditation as a freestanding osteopathic college, the LCME
would identify potential “competent observers” who could assist the Middle States Association in

making the determination about the comparability of the college’s activities with LCME-accredited schools.

The renewed interest in policy and procedure was more apparent at the June 1960 meeting. The first
item on the agenda after review of the schedule of upcoming site visits was a request from the staff
of the sponsoring organizations to develop a joint accounting system for the LCME that would cover
LCME expenses, especially those arising from medical school site visits. The LCME authorized the staff
to pursue further exploration of such an accounting system. The influx of federal funds for medical
school construction served as the impetus for another item on the agenda, a report by the AAMC’s
Darley on plans for a workshop to be held for presidents of universities or other institutions interested
in establishing a new medical school. Darley pointed out that many of the inquiries about new medical
schools were originating from “agencies and areas not equipped to establish new medical schools”

and few were being received from strong academic institutions.'” One of the tools that would facilitate

the offering of such a workshop was a manual on the subject prepared by Schofield, now a member
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of the AAMC staff. The LCME agreed that several strategies were desirable to accommodate the interest in
new medical schools, including creation of two-year basic science schools in strong liberal arts colleges,

creation of new four-year schools, and expanded freshman enrollments in existing medical schools.

The AAMC Executive Council asked that the CMEH work with the AAMC on development of a document
titled Essentials of a Medical School-Hospital Affiliation Agreement, to which the AMA had agreed. The last
item on the June agenda, brief in scope but significant in terms of later influence, was a recommendation
that the assistant secretaries (medical school representatives who served as team secretaries on site visits)
be convened for a meeting, separate from the LCME, to discuss the development of a new type of survey
report that would meet the purpose of a living survey of medical education. This was the first time

that individuals who were agents, rather than members, of the LCME would have significant input

into LCME operations.

Since the creation of the LCME in 1942, its meetings consisted of a mix of discussions of specific medical
schools, other issues related to the approval (i.e., accreditation) of schools, and broader issues of interest
to the LCME sponsors. In most years the committee met three times, each meeting taking place over dinner
on a single day. By October 1960 the nature and workload of the discussions apparently began to wear on
at least some of the members. The October meeting began with CMEH representative Wiggins inquiring if
the time might be ripe for the LCME to reconsider its fundamental purpose. He noted that the accreditation
function (review of schools) had been proceeding smoothly in recent years, so much so that “if this were
to continue as its [the LCME’s] only responsibility, the meetings could almost be discontinued.”!%

He then pointed out that agendas continued to grow over the years with extended discussions of
matters not related to accreditation. His comments led to extensive discourse about the role and
purpose of the LCME and the possibility that it might take on additional responsibilities in areas outside
medical school accreditation. The outcome of that conversation was the appointment of a committee
consisting of each sponsoring council’s chair Darley from the AAMC and Wiggins from CMEH,

to review the issue and make recommendations about the future objectives of the LCME and how

it should function.

Another topic on the agenda of the October meeting concerned the forms used for school visit reports.
The issue came out of the summertime meeting of assistant secretaries, when the presurvey questionnaire
had been reviewed and suggestions were made for reducing the length of the questionnaire and
incorporating much of the data directly in visit reports. The assistant secretaries also indicated that
their work would be facilitated if they received copies of the survey reports, as well as the comments on
the reports made by the members of the sponsoring councils. Finally, the assistant secretaries suggested
that animal quarters and animal usage should be included as part of school visits and documented in

survey reports. These recommendations were approved by the LCME.

Nothing of great consequence occurred at the February 1961 meeting of the LCME. The members
decided that the “top-level committee” mentioned earlier in this chapter should reconvene to discuss
the effect of research and training grants on medical education. A committee to reconsider the purpose of

the LCME had been constituted by the sponsors, with its first meeting scheduled to occur the morning
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after the LCME meeting. The February agenda mentioned three studies being undertaken by the
LCME: clinical externships, the Essentials of a Medical School-Hospital Affiliation Agreement, and the effect
of full-time practice by clinical faculty members on medical education. Darley reported that he had
been approached about consulting with another freestanding osteopathic school located in California,
to determine how it might obtain approval from its regional accreditor; the AAMC agreed to provide

assistance, but the CMEH was prohibited from doing so as a matter of AMA policy.

The LCME did not meet in June 1961, but the final meeting in November (held in Montréal, Québec,
Canada) was an extremely active one, arguably the most eventful single meeting in its history to that
point. After reviewing medical school survey reports, the LCME began a discussion of the draft report
prepared by the ad hoc committee that had previously been constituted to reexamine the purpose and
activities of the LCME. In its review of the report, LCME members suggested that the report begin with
a preamble clearly stating that no LCME policy would be effective until approved by the sponsoring
organizations and that all actions and recommendations of the LCME were subject to approval by the
parent organizations. The LCME then considered two options for managing the LCME workload.

The first possibility was to appoint a single individual, employed by the LCME, to direct the activities
of the group; the responsibilities of such an individual would include arranging the details of all
school surveys, updating the presurvey questionnaire on a regular basis, and reviewing and editing
survey reports from the assistant secretaries. The alternative, which was favored by the majority

of members, was to designate one person from the staff of each parent organization with the
responsibility of managing accreditation activities. While no decision was made at this time,

the need for dedicated LCME staff had become clear. Oddly, the LCME also expressed concerns

about the challenges resulting from the geographical distance separating the two Illinois-headquartered
organizations—the Chicago-based AMA and the Evanston-based AAMC; no details were recorded
about why this was seen as a problem. The discussions concluded with recommendations for further
revisions and reconsideration of the report by the LCME, noting a particular need for further study

of the entire survey procedure, joint financing of LCME operations, and continued two-way

communication with the parent councils about issues outside the realm of accreditation.

The next item on the November agenda was a draft of “Suggested Guide for Medical School Visitations”
(later simplified to “Guide for Medical School Visitation”) that had been developed by staff of the two
parent organizations. Several points of agreement about the conduct of surveys emerged from the
related discussion, including roles of team members, content of the survey report, communication with
the school being surveyed, and the responsibilities of the sponsoring organizations for review of the
survey report (see Chapter 11 for details). The draft was then returned to the staff with instructions
to incorporate these changes and resubmit the revised version to the LCME for additional review.
Thus, the basic procedure for the conduct of LCME accreditation surveys was formalized, providing a

framework for on-site visits that has persisted largely intact to the present day.

The November meeting continued, with several other notable activities and issues brought to the fore.

Members considered a memorandum prepared by Glen Leymaster, associate secretary of the CMEH,
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recommending a “living survey of medical education.”'”” The underlying premise of this proposal was
that survey reports contained a wealth of information, and culling those reports for relevant data would
provide for the most thorough and comprehensive analysis of the state of medical education. Leymaster
suggested that the survey might be undertaken by the LCME, with assistance provided by the AAMC

as needed. Among the topics that could be addressed by such a survey were the nature of the medical
school-university relationship, types and usage of medical school teaching facilities and libraries,
noneducational activities of medical school faculty, socioeconomic characteristics of medical students,
comparative effectiveness of teaching methods, the effect of research on medical education, and the role
of medical schools in postgraduate medical education. After reviewing the memorandum, the LCME

agreed to designate an ad hoc committee to further explore Leymaster’s proposal.

The LCME then proceeded to a discussion of two-year basic science medical schools and concluded by
recommending that the two sponsors undertake a review of the most recent draft of the document
Functions and Structure of a Modern School of Basic Medical Sciences. Members considered accreditation
challenges associated with Canadian medical schools, in light of the recent creation of a full-time
executive secretary position at the Association of Canadian Medical Colleges (ACMC). The LCME
directed Wiggins and Darley to confer with the ACMC executive secretary about the relationship

of ACMC with the AMA and the AAMC and report back at the next LCME meeting.

There remained much more to consider. The LCME discussed the procedure for reviewing new medical
schools, particularly during the early stages of development. It concluded that staff and members of the
parent councils should engage schools at the onset of their development to offer expertise as individuals,
not as formal representatives of the councils or the LCME; that such consultations be reported

to the LCME; and that a statement be made indicating how the councils could be of help and when

the councils would become formally involved in the new school’s evaluation.

After discussion of Canadian issues, a concern was voiced that the same medical schools always seemed
to appear “in the gray area between full accreditation and probation.”'®® It was noted that such schools
commonly faced serious financial difficulties. This led to a suggestion that a program of assistance be
developed for such institutions, either through grants from private foundations or with federal support.
Other options were to undertake a detailed analysis of underfinanced medical schools to determine their
major needs or to identify well-qualified individuals (not necessarily from the LCME or its sponsors) who
could provide consultation over several years and assist with grant solicitation. The LCME agreed to

forward these suggestions to the CMEH and AAMC Executive Council for further consideration.
Clearly, accreditation-related procedures and processes dominated the November 1961 meeting more

so than in all the previous LCME meetings combined. This, however, was only the beginning of the

focus on process, which would continue for the remainder of the decade.
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1962-1971: Committees, Guides, and Reports

In a letter to Wiggins after the November 1961 meeting, Darley listed a series of actions that required
follow-up from the meeting, including revisions of the reports on the role of the LCME and the site
visit process, updating of Functions and Structure of a Modern School of Basic Medical Sciences, creation
of a committee to revise concepts expressed in the memorandum on conducting a living survey of
medical education, clarification of policies and procedures regarding new schools and the accreditation
of Canadian schools, development of a program to assist financially troubled schools, and exploration
of a shared accounting system to cover the cost of site visits. This ambitious framework resulted in

quick action on several items, beginning at the April 1962 LCME meeting.

One of the first actions stemming from the April meeting was the establishment of the LCMFE’s first
standing committee, the Committee on Accreditation Procedures. Members were Vernon Wilson,

who was chair, and W. Clark Wescoe from the CMEH, along with John A.D. Cooper and John Deitrick
from the AAMC. Leymaster of the AMA provided staff support. The charge to the committee was to
“... study and make recommendations to the Liaison Committee regarding accreditation procedures

in the light of existing policies as stated in the ‘Functions and Structure of a Modern Medical School’
and ‘Functions and Structure of a Modern School of Basic Medical Sciences.”'* As part of that charge,
the committee was to determine the best way of using information collected in the accreditation process

for the benefit of individual schools, as well as for medical education in general.

The LCME then turned its attention to the draft of the “Guide for Medical School Visitation,” which now
included revisions made after the November 1961 meeting. Members recommended several relatively
modest changes to the language of the new draft, but most of the concerns and discussion centered on
how the survey team made its recommendations. The LCME found statements on the topic to be confusing
and suggested that team recommendations differentiate (1) those related to curriculum, administration,
etc., that represented the opinion of the survey team and (2) those regarding accreditation status, which
continued to require official action by the parent councils. The draft also proposed boilerplate language to
be used in all reports that would serve as a disclaimer of sorts, indicating, “Until this report has been duly
acted upon by the sponsoring organizations, the statements should be considered as those of the consultant
team and not as official recommendations of the Liaison Committee and the two Councils”*'® The LCME
then approved the amended draft and forwarded it to the sponsors for final approval, which was obtained
and announced at the June 1962 LCME meeting. At that June meeting, the LCME also endorsed a

program to assist weak medical schools.

The next major process issue undertaken by the LCME occurred at the November 1962 meeting, when
it discussed the report of its recently established Committee on Accreditation Procedures. The report
focused on several basic matters regarding accreditation procedure that needed resolution and offered

four general recommendations:

+ Accreditation should be primarily oriented to evaluation of the MD educational program,
with secondary consideration to other activities related to medical education.
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+  Schools should be surveyed at intervals of 10-12 years, with visits occurring sooner when needed.
+ The survey process needed to be flexible to accommodate the extreme variability among medical schools.

+ Schools on confidential probation should be accorded a period of no more than five years to either
be restored to full approval status or be placed on public probation; such schools should also receive
frequent consultation visits to obtain expert assistance, in lieu of resurveys.

Other specific recommendations from the committee included the appointment of a full-time LCME
secretary, supported by a half-time staff person from each sponsoring council; substantial overhaul and
simplification of the presurvey questionnaire and more detailed presurvey preparations by survey teams
to anticipate potential concerns; creation of a surveyor pool drawn from the medical schools, with each
participant engaged in two surveys per year over a three-year term; development of a shorter and more
concise report, with supporting data attached as an appendix to the report; and a fee levied for consultation
visits. Finally, the report offered some preliminary suggestions regarding the approach to be used in the

proposed living survey of medical education.

After reviewing the report, the LCME endorsed the four general recommendations and indicated that

the committee should provide a more detailed proposal for the staff and funding needed to implement

the centralized management of the LCME implicit in those recommendations. The LCME also approved
the recommendations for revision of the presurvey

questionnaire, incorporation of data from its annual

medical education questionnaire, and development
The March meeting was dominated by an extensive of a survey team questionnaire. Finally, the LCME

discussion of the core purpose and possible future accepted the concept of a surveyor pool and asked for
functions of the LCME, especially on matters beyond further elaboration, noting that education of team
the immediate scope of medical school accreditation. members would need to be addressed. Those revisions

were made subsequent to the LCME meeting, and the
revised final report of the committee was accepted by
the LCME at its May 1963 meeting.

At the November 1963 meeting, the LCME reaffirmed the role of its sponsoring organizations in making
final determinations regarding a school’s accreditation status. During the meeting, representatives from
the CMEH proposed that the responsibility for accrediting Canadian medical schools be transferred to
the fledgling ACMC, but no action was taken. The LCME also reviewed a letter from the Office of
Education asking that the LCME provide letters of reasonable assurance to new medical schools that
showed promise of meeting LCME standards, as a safeguard for the prudent use of federal funds

supporting medical school expansion.

The main accreditation issues considered by the LCME in 1964 involved new medical schools and the
Canadian relationship. At the February meeting, the LCME agreed to a three-tiered system for categorizing
new schools to determine their eligibility for a letter of reasonable assurance: (1) schools whose
documentation indicated that they were ready for on-site evaluations, (2) schools whose documentation

was insufficient to make a determination that they were ready for on-site evaluations, and (3) schools
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whose documentation was considered unsatisfactory. Letters of reasonable assurance would only be
provided to the Office of Education for schools in the first group.

In June the LCME approved a recommendation from the Council on Medical Education (CME,

so named once again after being changed from Council on Medical Education and Hospitals in 1964)
that the executive secretary of the ACMC be allowed to attend LCME meetings periodically as an
observer. At the October 1964 meeting, the ACMC executive secretary informed the LCME that Canadian
medical school deans emphatically reaffirmed their desire to continue to be accredited by the LCME and
expressed a willingness to provide additional manpower and financial support to facilitate LCME

surveys of Canadian schools.

The February 1965 LCME meeting was the first to carry over to a second day. One of the issues to emerge
at that meeting was the desirability and appropriateness of confidential probation and other accreditation
actions that fell short of full approval; the matter was referred to staff for further analysis. At the next
LCME meeting, the original Committee on Accreditation Procedures was discharged and succeeded by
another committee of the same name, continuing under the chairmanship of Vernon Wilson. The new
committee was asked to examine presurvey materials, the composition of survey teams, the potential
participation of other organizations on survey visits, and other matters associated with the LCME process.
The committee was also asked to review the merits of confidential probation and the possibility of

allowing an appeal hearing that would allow a school to contest confidential probation status.

When the procedures committee presented its first report to the LCME at the February 1966 LCME
meeting, the membership decided not to accept recommendations to expand the size of site visit teams

to six members and rejected a recommendation to include a meeting with the medical school or university
board of trustees as part of each visit. The LCME reaffirmed its timetable for approving new medical
schools, including a visit before matriculation of the charter class and another visit before graduation of
that class. A discussion of the role of the LCME in assisting low-budget schools (i.e., schools with limited
financial resources) prompted a statement in the minutes of the meeting that “... there was a general

agreement that the accreditation procedure should strive to become a consultatively oriented activity.”'"!

Several new issues surfaced in 1967 meetings. The March meeting was dominated by an extensive
discussion of the core purpose and possible future functions of the LCME, especially on matters
beyond the immediate scope of medical school accreditation. Such future activities included
accreditation of programs in other health professions and of graduate medical education, as well

as the role of the LCME in relation to expanding federal funding programs to support medical education.
No decisions were made at this time, but the topics would be revisited in future meetings. The LCME
again discussed its relationship with Canadian medical schools (again, no decisions made) and began
to consider the need for a substantial revision of the then titled Functions and Structure of a Modern
Medical School. A subcommittee was established for the standards revision and was instructed to work
with staff from the sponsoring organizations on a new version. The major topic for consideration at the
June meeting was the perceived value of confidential probation as an accreditation action. The general

sense of the committee was that the concept had outlived its usefulness and should be phased out in
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favor of public probation; this sentiment reflected a perception that the LCME’s accountability to the
public was not being met when medical schools with problems sufficiently serious to justify probation
were listed as approved, with no qualifiers, in annual listings. The topic was referred to staff for the

development of specific proposals to address the issue.

At the February 1968 meeting, the LCME endorsed a recommendation to adopt a four-level system

of accreditation actions: approval for an unlimited term, approval for a limited term, probation for a
limited term, or disapproval. The reccommendation was then forwarded to the sponsoring organizations
for their consideration. The committee also considered but tabled a recommendation to establish a
fixed seven-year cycle for reaccreditation. The LCME formally discontinued the practice of assigning
confidential probation the following year, and schools that had been in that category were reviewed,
with their status changed to “approved for a limited term.” The LCME was also informed during the
year that the Canadian Medical Association was considering a partnership with the ACMC to accredit

Canadian medical schools.

Several other procedural changes were adopted in 1969. A system was established for annual rotation of
the chairmanship of the LCME and for the primary staffing from the sponsoring organizations; in this
system, the chair would rotate annually between the two sponsoring organizations on January 1, and the
principal secretary would rotate between the sponsors on July 1. The LCME reviewed a new presurvey
questionnaire (predecessor of the medical education database, later the data collection instrument) for use
by medical schools preparing for reaccreditation visits. The role of the LCME secretary was discussed

at the September 1969 meeting, resulting in authorization for the principal secretary to draft and sign
correspondence on behalf of the LCME. Curiously, the records of neither the LCME nor its sponsors clearly
indicate when the title of “LCME secretary” was formally adopted, although the signature authority
established in late 1969 provided the vehicle for using that title. The proceedings from the 1967 AAMC
annual meeting mention that Cheves McC. Smythe of the AAMC served as LCME secretary from September
through December 1966, with C.H. William Ruhe of the AMA succeeding Smythe during the next year.!2
The first use of the title “LCME secretary” in LCME meeting minutes appeared in February 1968.

Among other activities in 1969, the LCME discontinued the practice of publishing the term of accreditation
for approved medical schools, replacing it with the designation of the previous and next years for full
accreditation surveys. The first draft of a revised Functions and Structure was presented to the LCME for
discussion when it met in December 1969; the draft was accompanied by a recommendation to develop
a companion guide to Functions and Structure that would provide greater detail on the meaning and

application of the statements in Functions and Structure.

As the next decade began, the LCME continued its focus on sharpening policies and procedures, while
also confronting significant issues in the medical education environment. It proposed that members of
survey teams receive stipends for their contributions (rejected by the sponsoring organizations). In July
1970, Marjorie Wilson of the AAMC succeeded Smythe, becoming the first female secretary of the LCME;
that meeting was also the first one attended by a new member category, the “federal participant.” At the
October 1970 meeting, the LCME Committee on Accreditation Procedures was replaced by a new Task

Force on Accreditation Policy, responsible for the further development of Functions and Structure, as well
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as review and recommendations regarding policies and operating practices. The task force presented
a report of its deliberations in July 1971, summarizing continuing work on the Functions and Structure

revision and including a recommendation for a similar document applicable to two-year basic science schools.

At the April 1971 meeting, the LCME crafted a response to a policy statement adopted by the AAMC that
was intended to increase access to medical education for minority populations in the United States.
The LCME concluded that, while it was desirable to increase public pressure on medical schools to enroll
more minority students, the LCME itself “... should not make such explicit requirements for
accreditation.”'® Regarding the international arena, in 1971 the LCME debated the merits of a
recommendation from the AMA Council on Medical Education to consider the development

of a joint accreditation process for Mexican medical schools similar to its activities with Canadian

schools; it chose instead to offer advice and assistance if requested by the Mexican schools.

Discussions about expansion of the LCME’s scope of activities, which had begun in 1967, were further
advanced in a 1969 proposal to create a commission on medical education—separate from but based
on the organization of the LCME—that would undertake accreditation of graduate medical education,
continuing medical education, and allied health programs. Discussion of the proposed commission
continued in the following year and took a different turn early in 1971, when the LCME reviewed and
approved a proposal to include accreditation of allied health, graduate medical education, and continuing
medical education programs as a logical extension of its historical role in the accreditation of medical
schools. The proposal was sent to affected organizations, and positive responses from the AAMC Executive
Committee and the American Hospital Association led to the creation of an LCME Task Force on Graduate
Medical Education at the July 1971 meeting.

The growing influence of the federal government on medical schools during the 1960s and 1970s was
also shaping LCME activities. This was most obvious in federal funding programs that fueled medical
school expansion early in the 1960s, heightening the workload for the LCME and facilitating the
development of two-year basic science schools that had their own unique issues. LCME functioning was
affected much more directly by federal approval of the Higher Education Act of 1965, which ushered in
a new era of accountability for disbursement of federal funds for student financial aid. The government
looked to accrediting organizations as gatekeepers for verifying the quality of education at institutions
whose students received federal funding assistance, leading to the creation of the Office of Accreditation
and Institutional Eligibility within the Office of Education in 1968. That office would have a profound
effect on the LCME four years later, when the LCME and its sponsors were faced with charges of sex
discrimination in medical education, brought forward by the Women’s Equity Action League and
supported by the Federal Trade Commission during the LCME’s 1972 recognition review from the
Office of Education.
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Chapter 5

Making of the Contemporary LCME, 1972-2015

Most of the organizational structure and operating procedures of the LCME became firmly entrenched
during the 1970s and 1980s, with relatively modest refinements in the period that followed. The first

major step in the development of the modern LCME was the achievement of full autonomy in making
accreditation decisions. Later organizational changes included the adoption of a fixed accreditation term,
development of Rules of Procedure and various supporting documents for the conduct of accreditation
surveys, expansion and functional differentiation of LCME staff, a new framework for accreditation

standards, and a revised governance structure for the organization. As the LCME moved into its “modern
era,” the major challenges it would face centered on medical school expansion, international engagement,

and a resulting greatly increased workload.

Major historical events of the period included the following:

+ Founding of the World Federation for Medical Education (1972)

+  Creation of the Liaison Committee for Graduate Medical Education (1972), later to become the
Accreditation Council for Graduate Medical Education (1981)

+ National Commission on Accrediting merged with Federation of Regional Accrediting Commissions
of Higher Education, creating the Council on Postsecondary Education (1975)

+ Creation of the Committee on Accreditation of Canadian Medical Schools (1979)

+  AAMC published Physicians for the Twventy-First Century. The GPEP Report: Report of the Panel on the
General Professional Education of the Physician and College Preparation for Medicine (1984)

+ Adoption of the United States Medical Licensing Examination as the single pathway for physician
licensure in the United States (1990)

+ U.S. Department of Education established National Committee on Foreign Medical Education
and Accreditation (1995)

World Federation for Medical Education initiated plan for development of international standards
for medical education (1998)

+ National Board of Medical Examiners incorporated clinical skills examination as a required
component of United States Medical Licensing Examination (2004)

+  LCME and its sponsors agreed to a new governance structure, the LCME Council (2012)

1972-1976: Women in Medicine and Federal Recognition of the LCME

The LCME, along with other accrediting organizations, had been recognized as an accrediting body

by the federal government since the early 1950s, when passage of the Veterans’ Readjustment Assistance
Act of 1952 authorized financial aid to military veterans only when those veterans attended an
accredited institution or program. The early recognition process was quite simple, based mainly on a
list of accrediting organizations that had been compiled by the National Commission on Accrediting
and adopted without change by the U.S. Office of Education. Oversight of accreditors by the government
became more stringent with the passage of the Higher Education Act of 1965 and the establishment of
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the Office of Accreditation and Institutional Eligibility within the Office of Education three years later.
The Office of Accreditation and Institutional Eligibility established strict criteria for the recognition of
accrediting organizations, including a system for public comment whenever an accreditor was due for

renewal of its recognition.

The LCME was scheduled for renewal of its federal recognition in 1972. At the October 1971 meeting

of the LCME, the organization was informed that the Office of Accreditation and Institutional Eligibility
had received public comment from the Women’s Equity Action League. The league was protesting
renewal of LCME recognition based on alleged sexual discrimination in medical school admissions that
had gone unchallenged by the LCME. At the time, women represented approximately 10% of all students
enrolled in U.S. medical schools, although the percentage had been slowly rising, from 9% of the entering
class of 1969 to 11% by the fall of 1971.!"* The minutes of the January 1972 LCME meeting included a
letter responding to the Office of Education on this issue. In October of that year the LCME was informed
by the Office of Education that its recognition would be continued for a period of four years, albeit with
follow-up reporting on several issues including enrollment of women and minorities in medical schools.
The LCME was formally exonerated of the allegations made against it by the Women’s Equity Action
League. The federal challenge to LCME authority was thus allayed for a time, although it would return

in force four years later.

Although not formally recorded in the minutes or proceedings of the LCME and its sponsoring
organizations, the circumstances surrounding the renewal of recognition likely led the sponsoring
organizations to cede some of their authority for the accreditation of medical schools. A digest of
AAMC actions included in LCME documents indicated that at a February 5, 1972, meeting, the AAMC
Executive Council approved a five-point proposal regarding creation of a new organization to accredit
graduate medical education programs that resulted from discussions with the AMA, the American
Board of Medical Specialties, the American Hospital Association, and the Council of Medical Specialty

Societies. One point of that proposal was recorded as follows:

The existing Liaison Committee on Medical Education and the new Liaison Committee
on Graduate Medical Education will have the authority to make decisions on accreditation
in their respective areas within the limits of policies established by the parent

organizations....'”

The proposal also reserved the right of the sponsors to approve policy decisions by the accrediting
bodies, along with the right to approve accreditation decisions involving probation or other adverse
actions. Summaries of AAMC Executive Council recommendations on medical school accreditation

decisions began using the term “ratify” rather than “approve” by 1972.
Other findings from the 1972 recognition process that needed to be addressed in subsequent reporting by

the LCME were the lack of a requirement that institutions conduct a self-analysis as part of the program

evaluation process, the need to adopt formal procedures for preaccreditation, and the relationship of
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the LCME to the proposed Coordinating Committee on Graduate Medical Education and the Liaison
Coordinating Committee on Medical Education. The latter two organizations had been discussed by
the LCME’s sponsors as possible vehicles for providing a more coherent approach to quality assurance
and quality improvement across the medical education continuum. The LCME formally incorporated
institutional self-study into its accreditation process, for selected medical schools, at the October 1973
meeting. That change, revision of LCME preaccreditation procedures, and an explanation of different
functions of the LCME and other proposed oversight organizations for later stages of medical

education, proved to be sufficient to address Office of Education concerns.

While the LCME was dealing with the issues raised in the federal recognition process, it had also undergone
review for recognition by the National Commission on Accrediting (NCA) and was awarded a five-year
term of NCA recognition in 1972. Several other 1972 LCME decisions related to its policies and procedures
were influenced to varying degrees by these recognition processes. The major revision of the then titled
Functions and Structure of a Modern Medical School (Functions and Structure) that had been in the works
since late 1969 was approved and forwarded to the sponsoring organizations for their endorsement in
1972, with the word “modern” removed from the title of the document. In April 1972 the LCME approved
a motion requesting that the sponsors authorize the appointment of additional public members to the
LCME, especially women and minorities; the request was granted, and the addition of a second public
member was approved by the LCME at its July 1972 meeting. At the April meeting, the LCME also approved
a new policy that required schools to demonstrate sufficient resources to support the total number of
enrolled medical students. In October 1972 Ed Peterson succeeded Hayden Nicholson as AMA secretary
of the LCME.

In the aftermath of recognition by both the Office of Education and NCA, the LCME continued to refine
its accreditation procedures over the next few years. In 1973 the LCME implemented its first formal
fee for accreditation activities, charging new medical schools $1,000 plus expenses for conducting the
preaccreditation survey. It also addressed the issue of class size regulation, determining initially that its
decisions regarding class size would not be subject to appeal and then referring the entire issue of
accreditation for a specific class size to its Task Force on Accreditation Policy. The latter recommended,
and the LCME approved, a procedural change eliminating references to class size from the transmittal

letters conveying LCME accreditation decisions.

Other notable events during the year included adoption of a new appeal procedure for adverse decisions
and a decision not to accredit combined baccalaureate-MD and postbaccalaureate programs. In the
realm of accreditation standards, the LCME’s sponsors approved the new version of Functions and
Structure, and the LCME approved the use of a checklist based on the new standards to be included in the
Guide for Medical School Surveys it provided to schools. The LCME voted not to include a statement in its
standards requiring that family medicine be included in the curriculum. Also in 1973, James R. Schofield
was appointed the director of the AAMC’s new Division of Accreditation and succeeded Marjorie Wilson
as AAMC secretary to the LCME.
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Procedural matters, and to a lesser extent accreditation standards, provided a recurring focus of the LCME
over the next few years. In March 1974 the LCME’s Task Force on Accreditation Policy met the day before
the LCME meeting and recommended that the LCME hold a “non-agenda” meeting (i.e., a retreat) later
that year. This was the first time that two days were planned in advance to conduct LCME business, and
the June 1974 LCME meeting was the first scheduled to take place over a two-day period (on occasion,
some previous LCME meetings spilled over into a second day but were not planned as two-day events);
the era of one-day meetings was now over. The non-agenda meeting took place in October 1974 and
focused on both standards and processes. The standards discussion began with LCME review of a
memorandum from Wilson describing a review of standards that had been undertaken by the AAMC
Council of Deans. The AAMC activity was prompted by concerns about the recently adopted regulations
of the Office of Education in its oversight of accrediting organizations, particularly in relation to the

periodic evaluation of standards. The AAMC exercise had focused on three questions:

+  Are the standards adequate?
+  Are the standards being consistently applied to the evaluation of each institution?

+  Are the standards well understood and agreed to, or should the LCME develop a more detailed
statement to elaborate each standard for the institutions, the survey teams, and the public?

Addressing the initial question, the LCME approved a new paragraph

in Functions and Structure regarding various student issues (see

The LCME and its parent organizations Chapter 9 for details). No actions were taken in response to the
were becoming more sensitive second question. To address the third question, the LCME initiated
to the role of the sponsors in work on what would ultimately become a companion document to
accreditation decisions. Functions and Structure, called Guidelines to Functions and Structure of

a Medical School; the guidelines were not adopted in final form,
however, until October 1976.

In dealing with process issues, the LCME instructed future team secretaries to schedule a meeting with
students as part of the normal routine of a site visit and determined that on-site visits to branch campuses
had become necessary to validate their proliferation among U.S. medical schools. The variable quality of
survey teams and survey reports surfaced as a topic for discussion, with no definitive action taken;
however, the LCME did decide that its reviews of survey reports would henceforth be assigned to both
a primary and secondary reviewer, a procedure that continues to the present day. The organization

also discussed Canadian issues and concluded that it would be open to appointing a voting member from
the Association of Canadian Medical Colleges (ACMC) if so requested by the ACMC; a representative
from ACMC had been attending LCME meetings as an observer in the preceding two years. The LCME
also endorsed the principle that there should be a U.S. member on survey teams for Canadian medical
schools and that surveyors from Canadian schools should have the opportunity to serve on teams for
U.S. medical school site visits. Finally, after extensive discussion of standards and procedures in relation
to Office of Education recognition criteria, the LCME opted to establish two new subcommittees, one

focused on the educational program of medical schools and the other on medical school faculty.
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Early in 1975 the LCME recommended to its sponsors that the ACMC be authorized to appoint a
voting member to serve on the LCME, and in June it proceeded to appoint an ACMC member pending
sponsor approval of voting privileges for the individual. The voting issue met with resistance from the
Council on Medical Education, however, and the LCME opted to include the ACMC representative as a

participant in its meetings, without voting privileges.

The January 1975 meeting also included reports from the two new LCME subcommittees. The group on
educational program matters recommended that provisionally accredited medical schools, as well as
established medical schools “whose educational program has concerns,” be required to have their students
take Part I of the National Board of Medical Examiners (NBME) licensure examination and then report
the results to the LCME."¢ The group also recommended that the LCME give further consideration to
development of standards to ensure that students were learning appropriate clinical skills. The group
working on faculty matters recommended that a task force be established to explore the issues in greater
depth. At the March 1975 meeting, the LCME approved the recommendation of its educational program
subcommittee on a Part I requirement and established a task force to develop guidelines for faculty issues

in a subsequent revision of Functions and Structure; the subcommittee on faculty issues was disbanded.

The LCME and its parent organizations were becoming more sensitive to the role of the sponsors in
accreditation decisions. This was manifested at the June 1975 meeting when the LCME eliminated
the “approve” (for CME actions) and “accept” (for AAMC membership) options that had been included
on the comment sheets completed by members of the sponsoring councils who reviewed LCME survey
reports. Sponsor review of LCME reports would continue, however, until 1984. The LCME also learned
at its June meeting that the AAMC had agreed to accept provisional LCME accreditation as the gateway
for membership in the organization. In October the LCME approved Guidelines for Clinical Components,
a new document to provide guidance to schools regarding LCME expectations for clinical campuses.

The year 1976 began with the LCME continuing to refine its procedures. Several decisions were made
at the March 1976 meeting. The maximum period of service for public members of the LCME was
established as two three-year terms. When survey reports included a team recommendation for follow-up
progress reports, each team was instructed to itemize exactly what was required in the progress reports to
address the team’s concerns. (Review of progress reports began appearing as a routine agenda item for
LCME meetings in 1972.) The LCME also requested authorization from its sponsors to hire additional
staff to meet the demands of a rapidly increasing workload. Notwithstanding such business as usual, when
the LCME reconvened in June for its next regular meeting, it was informed that the U.S. Federal Trade
Commission (FTC) had launched an investigation into possible restraint of trade actions on the part of

the AMA and was challenging the LCME petition for renewal of recognition from the Office of Education.

77



Academic Quality and Public Accountability in Medical Education
The 75-Year History of the LCME

1976-1977: The Federal Trade Commission Challenge
to LCME Authority

According to the 1976 proceedings of the AMA House of Delegates annual meeting, the FTC issued a
complaint in December 1975 alleging “that the portion of the AMA’s Principles of Medical Ethics that
prohibits ‘solicitation of patients’ is a ban on advertising and restricts competition among physicians.”'"’
The proceedings noted that in addition to the complaint regarding physician advertising, the FTC
announced that it would investigate the organization to determine if it may have illegally restrained

the supply of physicians and health care services through its accreditation activities related to medical

schools and graduate programs.

In 1976 the LCME was slated for the next renewal of its recognition by the Office of Education as a reliable
national accrediting authority for U.S. medical schools. In November of that year, the acting director

of the FTC’s Bureau of Competition wrote to the U.S. commissioner of education requesting that the
LCME’s petition for renewal of recognition be denied because the AMA’s sponsorship of the LCME and
the alleged role of the AMA in limiting physician supply created a perceived conflict of interest. In the
FTC’s eyes, such a conflict would preclude the LCME from meeting Office of Education recognition
criteria relating to organizational autonomy, conflicts of interest, and due process. In essence, the FTC
argument asserted that the AMA was able to influence LCME decisions (and therefore the supply of
physicians who graduate from LCME-accredited schools) by selecting some of the members who served as
the decision makers for the LCME, employing AMA staff to provide administrative support to the LCME,

and controlling the finances available to support the LCME’s operations.

The challenge received considerable notice in the higher education world, and several organizations
provided statements supporting the LCME and refuting the FTC assertions. Organizations providing
testimony on behalf of the LCME during the recognition process included the following:

American Council on Education

American Association of Community and Junior Colleges
American Association of State Colleges and Universities

National Association of State Universities and Land-grant Colleges
Association of American Universities

Association of American Law Schools

Council on Postsecondary Accreditation

Newton Minow, who would later head the U.S. Federal Communications Commission, was enlisted by
the AMA to defend its position. The Office of Education staff analysis ultimately rejected the FTC
challenge, although it expressed concern about the LCME’s relationship with its sponsors. The staff
analysis by education officials noted that “the LCME is part of a system, albeit an important part, which
ultimately encompasses the overarching policy bodies of the American Medical Association and the
Association of American Medical Colleges. The DEAE [Division of Eligibility and Agency Evaluation]

staff believes that the present method of ‘layering’ the decision- and policy-making responsibilities has
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serious implications relative to the impartiality and objectivity of the accreditation process.”!** DEAE
staff also noted, “The complexity of the accreditation program for undergraduate medical education
frequently has made it difficult for the staff to offer a consolidated judgment regarding compliance or
noncompliance with several of the Criteria for Recognition. Sometimes a policy or practice at one level
of the process would seem to be well within the range of acceptability, but it would be offset by factors

in another part of the accreditation hierarchy.”'"

The influence of the sponsoring organizations manifested itself in several of the weaknesses in the
LCME petition noted by the Office of Education staff, specifically:

+  Methods of selecting LCME members by the AMA Council on Medical Education and the AAMC
Executive Council, both of which were involved in the accreditation decision-making process, were
problematic; DEAE staff expressed concern about “whether or not there are enough safeguards to
insure the selection of individuals who are competent and knowledgeable about the accreditation
process.” The staff analysis noted that the same concern could be raised regarding the AMA House
of Delegates and the AAMC Assembly, both of which had final authority for approval of LCME
accreditation standards.

+ The staff analysis questioned whether the policy to remove accreditation only after a two-thirds vote
of the AAMC Assembly, which has representatives of each accredited school among its membership,
met the Office of Education criterion for due process; it also noted that “the fact that the two Councils
must ‘ratify’ the LCME’s decision in connection with the formal appeals procedures, which involves
an ‘outside’ appeals panel, would appear to be a breach of due process.”

+ The involvement of the AMA Council on Medical Education, the AAMC Executive Council, and the
AAMC Assembly in certain facets of the decision-making process, and the DEAE staff belief that
these three bodies were not accountable for the process in the same fashion as the LCME, indicated
noncompliance with the criterion regarding impartial and objective judgment.

+ The LCME failed to meet criteria for decision-making autonomy, notably the role of sponsors in
approving probation decisions and withdrawal of accreditation, as well as the establishment of
accreditation standards. On the latter point, the staff analysis singled out the AMA as an organization

“that can be regarded to have purposes and objectives which overreach, and could potentially

conflict with, the purposes and objectives of accreditation.”'®

Notwithstanding the concerns that emerged from the Office of Education review of the LCME petition,
renewal of recognition was granted in June 1977 for a two-year period, with a written follow-up report
requested in one year to address numerous areas of concern. The concerns encompassed the budgetary
authority of the LCME, selection of competent and knowledgeable individuals as LCME members,
LCME authority to make final determinations regarding its operating policies and procedures,
identification of specific areas of noncompliance related to standards in LCME survey reports, clarity of
LCME reasons for taking any adverse action, lack of due process in the LCME appeal procedure, lack of
a structured program for evaluating the reliability and validity of standards, absence of student input in
the decision-making process, and the relationship of the LCME to the nascent Coordinating Council on
Medical Education, established by the LCMFE’s sponsors to monitor the activities of the LCME and the
Liaison Committee on Graduate Medical Education. Thus, although the LCME survived the FTC
challenge, the issues that sprang from the incident led to substantial changes in LCME operation in the

aftermath of that event.
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Subsequent to the Office of Education decision, the LCME secretaries sent a written request to the AMA
Council on Medical Education and the AAMC Executive Council seeking final authority for all accreditation
decisions (including probation and withdrawal of accreditation), final authority for adoption of operating
procedures and policies, authorization to establish formal criteria for the selection of LCME members,
presentation of a formal LCME budget for approval by the sponsors, and clarification of the relationship
between the LCME and the Coordinating Council on Medical Education. The LCME proposal would
continue to allow the sponsors to review and comment on survey reports and the recommendations

of survey teams, to provide input on new or revised accreditation policies and procedures, to continue
providing the financial resources needed for LCME operations, and to appoint LCME members.

The request was granted.

1977-1985: Refinements in Structure and Process

As the LCME was working through its recognition process with the federal government, it continued to
refine its operating procedures at an accelerating pace. 1977 was a particularly productive year in that

regard, with the following activities taking place:

+ Expansion of the maximum term of accreditation to 10 years, with an interim self-study report at
the midpoint of that term (only available to schools that had conducted a self-study in conjunction
with their full survey)

+  Development of the first Guide for Writing a Survey Report

+ Approval of voting privileges for the president of the ACMC on decisions regarding Canadian
medical schools and denial of voting privileges for such schools to the federal member of the LCME

+ Agreement to eschew involvement in accreditation of medical schools outside
the United States and Canada

+ Establishment of workshops for team secretaries, with an opportunity for those secretaries
to observe an LCME meeting after completion of workshops

+ Designation as “assistant LCME secretaries” applied to survey team secretaries who were not
members of either the AAMC or AMA staff, reviving an earlier practice

+ Inclusion of the student member of the Council on Medical Education as a reviewer of survey
reports and team recommendations

+ Adoption of a draft code of ethics
+ Appointment of student members (one from each sponsor, for a one-year term, without voting privileges)

+ Adoption of a policy to consider accreditation requests from for-profit medical schools on the
individual merits of their applications

« Solicitation of site visit evaluations from the dean of the visited school and from the team chair

The decision to expand the maximum term of accreditation allowed the LCME to renew a school’s
accreditation for a period ranging from 1 to 10 years, although there were no specific guidelines to
determine the length of the term granted. The distaste for foreign involvement was also manifested in
the LCME denial of a request from the New York State Board of Regents to include an LCME member
on the board’s planned survey of a medical school in the Middle East. Domestically, the LCME also
denied a request for accreditation consideration from a newly established two-year basic science school,

citing its policy of no longer accrediting two-year basic science schools as justification for the denial.
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The rationale for designating team secretaries as assistant LCME secretaries was presumably to justify
individuals otherwise not associated with the LCME as official agents of the LCME in the decision-making
process, recognizing that team secretaries from medical schools functioned as the formal authors of survey
reports that included recommendations regarding a school’s accreditation status. The LCME had previously
used such a designation as early as 1959 but abandoned it at some unspecified time afterward. At the staff
level, the AMA also conferred the title of associate LCME secretary on Ira Singer; later documents from
the LCME indicated that this title was accorded to staff from the sponsoring organizations who provided
significant and ongoing support to the LCME. With the addition of students, the LCME membership now
consisted of 18 individuals: six members appointed by each sponsoring organization, two public members,

two (nonvoting) student participants, a federal member, and a (mostly nonvoting) Canadian participant.

The whirlwind of activity during 1977 abated somewhat in the following two years. To address issues
identified in the requested progress report to the Office of Education, the LCME established a standing
subcommittee on educational measurement. It also modified its feedback system for the review of survey
reports, creating a comment sheet to be used by LCME members for evaluating the surveyed school’s
strengths and weaknesses and a separate sheet for reviewers from the sponsoring organizations to identify
the issues the LCME should address in its accreditation decision regarding the school. The two-year basic
science school that was previously denied resubmitted its request to be considered for accreditation by the
LCME and was again denied. The AMA designated a second associate LCME secretary, Susan Carver.

The most significant event taking place during 1978 was the
The discussion of standards was particularly ~ LCME’s review of the first draft of a new policy document,

timely since both sponsors had created Rules of Procedure."” The LCME formally adopted Rules of
groups to reexamine medical education Procedure at its February 1979 meeting. Most of the policy

as a whole: the AMA Task Force on Future discussion at that meeting focused on Canada. The LCME
Directions for Medical Education and the endorsed a recommendation from the ACMC that the maximum
AAMC Task Force on General Professional term for accreditation of Canadian medical schools be set at
Education of the Physician. 7 years, rather than the maximum of 10 years available for U.S.

schools. The ACMC agreed to pay a $500 stipend for U.S. team

secretaries who served that function on survey visits to Canadian

schools. Most importantly, the LCME was informed that Canada had created its own accrediting
body, the Committee on Accreditation of Canadian Medical Schools (CACMS). The LCME would
officially recognize CACMS at its June 1979 meeting, and henceforth Canadian schools would be jointly

accredited by the two organizations.

On the federal front, two noteworthy events took place in 1979. To address concerns related to federal
financial aid for U.S. citizens attending foreign medical schools, the Office of the Surgeon General
invited the LCME to become involved in a process that would compare the educational quality of
foreign medical schools with that of LCME-accredited schools; the LCME declined the invitation.

In 1995 the Department of Education would create such a committee to determine comparability.
The U.S. Senate Subcommittee on Nutrition requested that the LCME include nutrition as a required
topic in its accreditation standards; the LCME again declined, noting that its standards were

intentionally designed not to be overly specific regarding curriculum content.
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Standards issues resurfaced as the 1980s began, most likely in anticipation of the next submission of
materials for renewal of recognition by the now U.S. Department of Education (which had previously
cited the LCME, as it had many other accreditors, for lack of a system to validate accreditation
standards). At the February 1980 meeting, the LCME requested that the introduction, definition,
and mission sections of Functions and Structure be further developed for discussion at the following
meeting. The LCME approved some changes in the language of those sections at the June 1980 meeting
and began discussion of standards related to the educational program at its meeting in October.
The discussion of standards was particularly timely since both sponsors had created groups

to reexamine medical education as a whole: the AMA Task Force on Future Directions for Medical
Education and the AAMC Task Force on General Professional Education of the Physician. No further

action would take place on standards, however, until 1983.

Policy matters that arose in 1980 spanned several areas. The LCME approved specific procedures for
accrediting Canadian medical schools, going so far as to allow francophone schools to submit their
accreditation documents in French rather than English. The CACMS representative to the LCME was
afforded full voting privileges. Student members of the LCME were asked to review the draft of a new
document, The Role of Students on LCME Accreditation Surveys. The student members requested that the
LCME assign a student to each survey team; the request was denied, but the LCME did authorize student
members to participate as observers on one survey visit during their term of service. The possibility of
evaluating foreign medical schools came up again for discussion. Problems associated with foreign medical
schools became an ongoing topic of discussion during the year. Of particular note was the growing
concern about students from unaccredited schools mingling with students from LCME-accredited
schools during required clerkships offered by U.S. schools. The NBME plan to develop a residency
entrance examination for graduates of both U.S. and foreign medical schools figured prominently in
the LCME discussion of this issue. Increasingly sensitive to budgetary issues, the LCME decided to hold
all future meetings in either Chicago, Illinois or Washington, D.C. At the October 1980 meeting, the
LCME learned that its petition for renewal of federal recognition was likely to be granted for a four-year
period. It also considered a recommendation to appoint an Arizona appeals court judge, the Honorable
Sandra Day O’Connor, to fill the vacancy for a public member. Judge O’Connor was appointed as a public

member in 1981, the year she was appointed a justice of the U.S. Supreme Court.

Over the next few years, the difficulties of the variable accreditation term became clearer. Most notably,
the option of granting accreditation within the range of 1 to 10 years was creating serious challenges in
the scheduling of site visits, with excessive numbers of visits in some years and few in others. Heavy site
visit volumes posed a significant budgetary challenge, so in 1981 the LCME opted to simplify its decisions
for an accreditation term: schools would receive 3 years, 6 or 7 years, or 10 between full accreditation
surveys. Later that year the LCME adopted formal guidelines for accreditation terms to foster greater

consistency in decision making (see Chapter 13).

Besides grappling with the issue of accreditation length, the LCME in 1981 also reviewed a prototype of a
benchmarking report on medical schools, prepared by the AAMC (this would eventually become the
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Longitudinal Statistical Summary Report, or LSSR). After further discussion and revision, the report was
approved by the LCME a year later. Other notable activities in 1981 included the approval of a new appeals
process for accreditation decisions and revision of the survey report comment sheets to allow space for
general comments and evaluation of report quality. The New York State Board of Regents requested that
the LCME identify surveyors who could participate in evaluations of foreign medical schools; the request
was denied. The LCME also directed its secretaries to remind medical school deans about expectations for
an appropriate balance between institutional resources and educational program requirements in an effort

to stem the problem of students from foreign medical schools taking clerkships in LCME-accredited schools.

The major event taking place in 1982 was the onset of discussions for a major revision of Functions and
Structure. On the procedural front, the LCME developed a formal plan for addressing the closure of a
medical school, established a requirement that a school must notify enrolled or entering students if it
was on probation or had its accreditation withdrawn, and adopted a procedure designating an LCME

representative to serve on CACMS.

Standards revision continued as a topic in 1983, and the LCME began that effort by discussing a set of
guiding principles for developing new standards. Draft language for a new Functions and Structure
continued to be debated throughout the year. The consequences of medical school expansion during
the previous two decades were now coming to the fore, as the LCME considered a possible role it might
have in reducing medical student enrollment in light of an anticipated physician surplus; however,

no action was taken. The LCME reviewed a request from a medical school dean to return to the ABC
system of classifying medical schools that had prevailed at the AMA during the early part of the 20th
century. The LCME did not see the merits, although its system of variable accreditation length

functioned very much like an ABC system.

A completed new draft of Functions and Structure was approved in 1984 and conveyed to the sponsors
for their approval. This version differed from its predecessor in two major ways. First, the statements

of accreditation requirements were frequently more concrete, as they had been in the pre-1972 versions
of LCME standards. Second, this revision adopted a substantially expanded section of standards on the
educational program, incorporating contemporary thinking about medical education as described in
the GPEP Report and the AMA study on the future directions for medical education.

Along with the major standards revision, the 1984 LCME meetings also yielded procedural changes.
The application fee for new medical schools seeking accreditation increased from $1,000 to $5,000.
An updated version of Rules of Procedures was reviewed and approved. Notably, with another
Department of Education review forthcoming, the LCME discontinued its policy of sharing survey
reports with its sponsoring organizations to solicit their feedback; henceforth, accreditation decisions

would be made by the LCME entirely on the basis of its own internal evaluation of medical schools.
After approving the new version of Functions and Structure in 1985, the LCME directed the Secretariat

to modify the medical school survey forms, self-study instructions, and questionnaires to conform to

the requirements of the new standards document. In addition, formal training of survey team chairs and
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secretaries would be provided during the AAMC meeting that year. To improve the quality of survey visits
and reports, the LCME increased the honorarium for team secretaries to $1,000, doubling what had been
provided since 1958. The LCME also decided that full-time chief academic officers of medical schools
should be actively recruited to serve as team secretaries to improve the quality of the accreditation process.
At the behest of LCME Secretary Schofield, the LCME also initiated the development of a set of
quantitative benchmarking guidelines, the “Profile of the Typical Medical Education Program Leading

to the M.D. Degree,” to assist medical schools in preparing for an LCME review.

Finally, the LCME undertook a major revision of its “LCME Guidelines for Terms of Accreditation.”
In contrast to the 1981 version, this revision offered more flexibility among the various options. The first
option (short-term, two or three years) was reserved for schools with “serious problems that could affect
the quality of the educational program in specifically demonstrated areas. The future stability of the
school may be in jeopardy unless matters improve quickly.” Intermediate terms of four to six years were
reserved for schools with “some significant, but apparently solvable problems that seem to be affecting the
quality of the educational program.” Long-term accreditation of 7 to 10 years would be awarded to schools

with “only minor, or a few solvable problems touching the quality of the educational program.”'?

The guidelines also clarified the options for schools whose accreditation was in jeopardy. A one-year
term was recommended if a school “has major, serious problems that clearly have begun to adversely
affect the quality of the educational program and could worsen rapidly.” Probation would be based on a
judgment that a school “has critical problems that have not been resolved or addressed successfully. The
educational program is expected to fall below the minimum standards of the LCME in the near future.
Evidence is lacking that solutions will be forthcoming.” A school placed on probation would have the
option of requesting a “show cause” hearing to contest the probation decision. In the worst case
scenario—removal of accreditation—the guidelines stipulated that “the school has not satisfactorily
resolved the critical problems causing the program to be placed on probation, and the educational
program no longer meets the minimum standards of the LCME. There is insufficient evidence that

progress will be made to resolve the problems and deficiencies in the proximate future.”'*

1986-1990: Rethinking the Purposes of Accreditation

Having undergone a substantial upheaval in its standards and procedures, the LCME determined at its
February 1986 meeting that the time was ripe for an extended retreat, to be held in October, to consider the
changing medical education environment. Particular issues identified for discussion included the increasing
costs of health care, the physician surplus, qualifications of medical school applicants, the state of clinical
teaching, the growing use of NBME licensure examination results for program evaluation by medical
schools, and the effect of offshore medical schools on U.S. medical education. Concerns about foreign
medical schools were also growing in light of the introduction of a U.S. House bill that would authorize the
secretary of the Department of Health and Human Services to establish a system for accrediting foreign
medical schools as it related to federal aid to students. The retreat originally planned for October was
postponed until the February 1987 meeting of the LCME. Other than the ongoing review of medical schools

for continued accreditation, no especially noteworthy events took place during the remainder of 1986.
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The 1987 retreat covered a broad swath of topics related to LCME mission, policies, and standards.

The discussion reaffirmed that, as noted in the minutes of the retreat, the LCMFE’s “primary responsibility
is to attest to the educational quality of accredited programs, directly serving the interests of the general
public and of the students enrolled.” Subsidiary objectives included advising of state medical boards
and assistance to programs accredited by the LCME. The LCME acknowledged an inherent tension
between its accountability function in ensuring educational quality and its “good shepherd” function

in assisting medical schools to address their problems. External influences on the LCME, most
notably the periodic intrusions of the FTC, suggested to the members that greater autonomy from
LCME sponsors was highly desirable. The members also clearly stated that “health manpower issues
[the focus of many of the FTC’s concerns] must not be taken into consideration by the LCME” when

making accreditation decisions.'**

In its consideration of accreditation standards, the LCME noted that the conduct of residency training
programs was not an essential requirement for accreditation, but supervision of medical student clerks
engaged in patient care, whether by faculty members or residents, was an absolute. It also conceded that
family medicine residents could provide such supervision in any of the five core clinical disciplines,

but only in the absence of specialists in those areas. The importance of outcome measures was reaffirmed,
as the LCME acknowledged that information related to performance in residency and on licensure

examinations was of considerable value in making accreditation determinations.

The main policy issue at the retreat concerned the relative merits of a fixed term versus the existing
LCME practice of accrediting for a variable term. The latter was thought to provide greater flexibility,
although it carried implications that the length of accreditation represented a de facto grade of the
program evaluated. There was concern about the likelihood that a fixed term of accreditation would

result in more frequent limited surveys of schools and increased use of probation. No changes in policy

resulted from this debate, but the topic was moved to the

The major challenge for the LCME arose from April meeting for additional discussion.

the difficulty in providing quality assurance for
medical education programs in a “gray area”
where there were questions, but no comfort
or certainty, that such programs were indeed
graduating competent physicians.

As a coda to the retreat, the chair of the LCME invited
Joseph Keyes, who had attended LCME meetings for over
a decade as general counsel to the AAMC, to offer his
perceptions of the proceedings. In a thoughtful set of

reflections on the retreat, Keyes proposed some basic

premises about the accreditation of medical education,

the operation of the LCME in relation to those premises, and the conclusions and recommendations
resulting from those considerations. He presented two axioms of accreditation as a starting point:

the need to ensure that medical school graduates were competent in the practice of medicine and
the value in assisting medical schools to improve program quality. He observed that most medical
schools do quite well on the former, with the effect of accreditation therefore felt, in most cases,
through the latter. The major challenge for the LCME arose from the difficulty in providing quality
assurance for medical education programs in a “gray area” where there were questions, but no comfort

or certainty, that such programs were indeed graduating competent physicians. The issue for the LCME
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to consider was whether schools in a gray zone should be identified publicly. During the retreat,
the LCME was split, with some members noting the potential negative impact of singling out such
schools, while others felt that schools which had been cited publicly in the past for their inadequacies

typically benefited from being given additional resources to correct their problems.

In making recommendations based on his reflections about the retreat, Keyes articulated an issue that
continues to confound all accreditors today in an era of emphasis on outcomes-based decision making.
In his words, “It is clear that the chief and most difficult tasks for the LCME are in the domain of
judgment—professional judgment tempered by the views of those with perspectives from the public
and from affected students. No amount of data will relieve the LCME from this task. On the other hand,
quantification is not antithetical to the exercise of judgment and, indeed, in some respects is essential
to it.”!* To enhance LCME decision making, Keyes recommended that the organization take greater
advantage of the data and analytical resources of its sponsors to provide further insights into educational
trends, processes, and outcomes. He also recommended continued internal reflection on some contentious
operational issues, such as the relative merits of having a member of the LCME participate in a survey
visit, the ensuing discussion of that visit during an LCME meeting, and the pros and cons of having

survey teams recommend the term of accreditation.

The April meeting of the LCME in 1987 did return to the issue of the term of accreditation, and at the
June LCME meeting that year the organization decided to adopt a fixed, seven-year term of accreditation
to take effect for all schools beginning with the 1987-1988 cycle. Institutional self-study would be required

of all schools as part of the process.

LCME staff had a landmark year in 1987, as the LCME secretaries from both sponsoring organizations
concluded their terms of service. Both Schofield, who served at the AAMC since 1971and as LCME
secretary since 1973, and Peterson, who held comparable roles and titles at the AMA since 1972,
stepped down that year. Peterson was replaced by former University of Missouri-Kansas City medical
school dean Harry S. Jonas, who began his tenure as AMA secretary to the LCME at the October 1987
meeting. On the AAMC side, Keyes functioned as acting LCME secretary until October of 1988, when
former University of Oklahoma dean Donald G. Kassebaum began service as the AAMC secretary

to the LCME. 1988 also marked the first appearance of Barbara Barzansky as a member of the AMA
staff supporting the work of the LCME.

During 1988 the LCME focused on relatively modest process improvements and consideration of changes
and additions to accreditation standards (without major revision of Functions and Structure as a whole).
At the April 1988 meeting the LCME took up discussion of “accreditation outliers”—medical schools
demonstrating quantifiable problems in areas such as student performance on licensure examinations,
high attrition rates, low per student expenditures for financial aid, and dissatisfaction with graduates on
the part of residency program directors. The concept fleshed out earlier concerns about schools in the
“gray area” and was referred to staff for further analysis. A task force was established to reexamine the

medical education database that provided most of the documentation needed for conducting a survey
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visit. The LCME expanded the size of its survey teams from four members to five, by selecting an initial
cadre of “faculty fellows,” new surveyors nominated by their institutions to gain experience that would

augment the accreditation expertise within those institutions.

At the June 1988 meeting of the LCME, two new documents were approved that addressed two extremes
of medical school operation: Guidelines for New and Developing Medical Schools and LCME Considerations
for Action Relating to Medical School Closure or Removal of Accreditation. Later that year, the LCME
approved revisions to its Guide for Writing a Survey Report and to its annual financial questionnaire.
1988 was also the year the LCME was up for renewal of its recognition by the Council on Postsecondary
Accreditation (COPA). One of the obstacles to renewal was the absence of external participants in the
appeal process for schools being considered for adverse action, so the process was referred to an ad hoc

committee for analysis and recommendations.

During the June meeting, a member of the LCME staff shared data indicating that numerous medical
schools did not include any formal instruction in health promotion and disease prevention. Concerns
also arose about perceived ambiguity in the language of the standard dealing with nondiscrimination.
At the prompting of one of its new members, the LCME also discussed several suggested changes to its
accreditation standards and decided that all standards-related issues emerging at the June meeting
should serve as the focus for a retreat to be held during the next meeting in October. As a result of that
retreat, the LCME recommended changes to its standards including (1) new content requirements for
the curriculum on the subjects of statistics, epidemiology, and health promotion, as well as immunology,
genetics, nutrition, aging, and rehabilitation; (2) adoption of new language regarding student diversity;
and (3) changes to the requirements for overseeing the activities of visiting medical students from
non-LCME-accredited medical schools. The LCME also considered, but did not approve, a standard
addressing the availability of computer systems to assist in teaching and learning about computer

technology in medical education and patient care and for support of information sciences.

External events shaped much of the work of the LCME in the next two years. To address COPA recognition
concerns, the LCME created an external review mechanism in February 1989 as part of the process for
schools appealing an adverse decision. At that February meeting, the LCME was informed about yet
another inquiry from the FTC that targeted LCME standards (and the corresponding rationale) for
students from non-LCME-accredited medical schools taking core clinical rotations at LCME-accredited
schools. COPA issued a request in the summer of 1989 asking all its member organizations, including
the LCME, to revise their standards and policies as needed to encourage quality improvement among
accredited institutions and programs and to emphasize the accreditation process as being helpful for
the organizations subject to it. Early in 1990 U.S. News and World Report published its first ranking of
medical schools, leading the LCME to consider (but not adopt) a proposal to develop an LCME pamphlet
for applicants about choosing a medical school. Instead, the LCME recommended that the AAMC consider
developing such a document to supplement its existing annual publication, Medical School Admission
Requirements. Publication of the AAMC’s Educating Medical Students: Assessing Change in Medical
Education—The Road to Implementation (ACME-TRI report) and reports from the Kellogg and Robert
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Wood Johnson Foundations calling for major changes in medical education prodded the LCME

to consider further changes in its accreditation standards.

LCME sponsors and staff brought other issues to the attention of the LCME in 1989 and 1990, providing
more fodder for discussion. At the February 1989 meeting, Barzansky provided data that indicated nearly
two-thirds of medical schools did not have outcome objectives for their educational programs. At the
June 1989 meeting, the LCME secretaries voiced concerns about inadequacies in medical schools’
documentation of the completion of patient logs and clinical learning objectives. In 1990 the AMA
House of Delegates approved resolutions requesting that the LCME address discrimination based on
sexual orientation as part of its standards and that the LCME consider a standard regarding protocols
for student exposure to bodily fluids during clinical educational activities. In October 1990 Barzansky
gave LCME members a summary of accreditation concerns noted from 1986 to 1990, prompting the
LCME to request that its standing Task Force on Accreditation Policy, Validation, and Reliability

consider additional standards changes.

In addition to modifying its appeal process, the LCME also adopted several other changes in procedure
during 1989 and 1990. The LCME authorized workshops for survey team members to be conducted
during the annual AMA meeting, to complement workshops already being offered at AAMC annual
meetings. To improve meeting organization, the LCME established a policy to assign responsibility for
conducting the meeting of the LCME Task Force on Accreditation Policy, Validation, and Reliability

to the cochair who was not responsible for managing the meeting as a whole. The informal checklist
that had been used by survey teams to verify compliance with standards was formally adopted as part
of the survey process, to be completed at each survey and submitted to the LCME along with the
survey report. The LCME Secretariat was instructed to align the separate questionnaires completed
by U.S. and Canadian medical schools, to ensure consistent data collection. The LCME also approved
the distribution of the medical education database on diskette and increased the honorarium for team

secretaries to $1,250 for full surveys and $750 for limited surveys.

Several standards changes resulted from the LCME meetings in 1989 and 1990. The standard calling for
medical schools to provide data on student achievement of national norms was modified to simply require
that schools use a variety of outcome measures to demonstrate educational program effectiveness. Other
changes provided new language regarding faculty authority for curriculum oversight, use of varied methods
to assess student achievement of objectives, equivalency of student assessment across multiple sites,

clinical skills assessment, and policies regarding student exposure to infectious and environmental hazards.
As 1990 was winding down, the LCME was preparing for another of its periodic petitions for renewal

of recognition from the Department of Education. This would prove to be another contentious event
in the LCME’s relationship with the federal government, largely because of previous LCME actions.
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1991-1996: Internal Problems, External Pressures

The precipitating event that colored the impending LCME review by the Department of Education was
a seemingly innocuous decision made earlier in 1990, placing a medical school on probation because of
an extensive list of documented deficiencies in compliance with standards. What made this decision
different from others, however, was that the LCME staff also provided information beyond the survey
report (newspaper accounts describing some of the school’s difficulties and other materials) as part
of the background for discussion of the report. The LCME recommended probation on the basis of
this information, and the school appealed the decision. As part of the appeal process, the school was
provided with copies of all of the documents considered by the LCME when it made the decision to
place the school on probation, including the information that did not directly reflect the survey team’s
evaluation of the institution. During the appeal hearing, the school objected that the LCME decision
was influenced by extraneous documentation that the school considered to be hearsay evidence.

The LCME nevertheless sustained its original decision to place the school on probation, based on

the deficiencies noted in the survey report.

After the appeal hearing, the president of the medical school’s parent university wrote a letter to the
LCME Secretariat requesting that the LCME set aside the accreditation process involving the school,
including the original survey, the decision to place the school on probation, and the appeal hearing,
and resurvey the school afresh. The request was based on the alleged introduction of postsurvey
anecdotal information and hearsay into the LCME deliberations, which contributed to the adverse

accreditation decision. The LCME denied the university request and reaffirmed its original decision.

The university then took the issue to the next level, informing the LCME of its intention to (1) file a
complaint with the Department of Education’s Advisory Committee on Accreditation and Institutional
Eligibility and (2) pursue injunctive relief from the LCME decision in its state circuit court. This led the
cochairs and secretaries of the LCME to call a special meeting in December 1990, with special counsel
from a Chicago law firm in attendance. The day before the meeting, the two LCME secretaries met with
senior officials from the university and its medical school. The institution informed the secretaries that
it was willing to drop all pending legal action, withdraw its complaint to the Department of Education,
and endorse the petition for renewal of LCME recognition, should the LCME decide to set aside the
original process and reevaluate the medical school. On advice of the outside counsel, that was indeed
the decision of the LCME, and the matter was thus resolved. The school was asked to conduct a new
self-study as part of a full accreditation survey to take place by the summer of 1992. The Department
of Education considered the LCME petition for renewal of recognition in May 1991 and approved the
LCME’s continued recognition for a five-year period. As an aside, the medical school performed much
better in the subsequent accreditation survey, which was hardly surprising given its awareness of LCME

concerns and the additional time it had to address them.

The LCME continued to adjust its procedures and revise standards during the early 1990s. The position
of federal participant on the LCME was eliminated in February 1991. The LCME decided that the role
was unnecessary with public members and student participants providing external perspectives on
LCME decision making. In the follow-up to the Department of Education review, the LCME also modified
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its procedures at the February meeting to clarify the kinds of information considered when making
accreditation decisions, for the most part restricting that information to the survey report, the medical
education database, and the institutional self-study report. Any other sources of information received
after the survey would be considered only if the information was considered to “bear significantly on the
accreditation status of the educational program” and would also be disclosed to the school so that it would
have an opportunity to respond.'* Finally, the LCME opted to discontinue its practice of having survey

teams include a recommendation regarding a school’s accreditation status as part of the survey report.

The LCME’s focus for the remainder of 1991 shifted to its accreditation standards. The consistency and
quality of medical education at geographically separated campuses had become a concern, and the
Secretariat was asked to develop a discussion paper outlining all the issues involved. The LCME also
instructed the Secretariat to craft discussion papers on diversity and minority access to medical education
and due process related to adverse decisions about a student’s academic standing. The CACMS secretary,
acting on behalf of that organization’s sponsors, asked the LCME to consider a standard requiring that
schools establish a department of continuing medical education; the LCME denied the request,
acknowledging the importance of lifelong learning but expressing concern that the proposed standard
was overly prescriptive. The LCME also received a request from a constituent seeking strengthening
of its standards related to health promotion, disease prevention, and the social and behavioral context
of health care.

The 50th anniversary of the establishment of the LCME was noted in 1992, and to commemorate the
occasion, the LCME suggested that its sponsors convene a special conference on medical education that
highlighted the LCME’s contributions (Figure 3). That conference was held at the Drake Hotel in Chicago,
Illinois, a day in advance of the regular LCME meeting in June. In addition to LCME members and staff,
invitations were also sent to all former LCME secretaries, medical school deans, and former LCME members
and surveyors. The theme was “Innovation and Quality in Medical Education: The LCME as Facilitator?”
Speakers included the deans of several medical schools, including Harvard, Jefferson Medical College,
Vanderbilt, Creighton, and the University of Missouri—-Kansas City. Outcomes measurement, setting
goals and objectives for learning, the economics of medical education, and the factors facilitating or
impeding educational change were some of the topics covered. Speakers from three medical schools
described major curricular innovations at their institutions. A luncheon address was given by Kenneth
Shine, president-designate of the Institute of Medicine, and dinner remarks were given by the president
of the AAMC and the executive vice president of the AMA.
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As it had in the preceding year, the LCME continued to wrestle with accreditation standards issues
in 1992. It acted on draft revisions addressing family medicine as a required clerkship; the process
for accepting transfer students; the effect of institutional self-financing on the achievement of the
medical school mission; the role of graduate basic science and graduate medical education in medical
student education; notification about visiting students from non-LCME-accredited schools taking
required clerkships in LCME-accredited schools; and revised requirements for clinical education.

On the policy side, the LCME considered and denied a request from a medical school dean to extend
the maximum term of accreditation to 10 years. It also initiated a pilot program allowing medical
school deans to evaluate the performance of survey teams, and it formalized its procedure for
evaluating the performance of faculty fellows on surveys. In terms of external relationships, the LCME
was informed about potential changes in Department of Education criteria resulting from the 1992
congressional reauthorization of the Higher Education Act, including a new distinction between
institutional and specialized (programmatic) accrediting organizations. LCME staff members were

also preparing for renewal of recognition from the Council on Postsecondary Accreditation.

. . . Th t f f LCME activit duced further ch
The major standards issue in 1993 related e fext fewyears activily procducec Turther clanges

to affirmative action, prompted in large part
by the launch of the AAMC Project 3000 by
2000 to increase medical school enrollment
of applicants from minority populations.

in standards and procedures. The major standards issue in
1993 related to affirmative action, prompted in large part by
the launch of the AAMC Project 3000 by 2000 to increase
medical school enrollment of applicants from minority

populations. Discussion of affirmative action ultimately led to

a new standard on student diversity. In other diversity-related
matters, a new member of the LCME inquired about medical students’ skills in communicating with
patients from diverse backgrounds; the matter was referred to staff for further analysis and would
culminate several years later in a new standard on cultural competency. Other standards revisions
approved during 1993 addressed student immunizations and library resources. Discussions also began
regarding the lack of an LCME standard on the numbers and types of patients that students needed to

encounter during their clinical education.

Other topics for discussion in 1993 included a Macy Foundation recommendation that the LCME reduce
medical student enrollment by 15% by the year 2000 to address an anticipated physician surplus.

The LCME demurred, citing its long-standing practice of eschewing workforce issues in its deliberations.
The Department of Education confirmed that under the revisions to the Higher Education Act,

the recognition process for accreditors would indeed distinguish institutional and programmatic
accreditors, with more stringent criteria for demonstrating that institutional accreditors were “separate
and independent” from any related or sponsoring organizations; the criteria also included a provision that
would grant waivers from the separate and independent requirements under certain conditions. The LCME

also learned that year about the impending dissolution of the Council on Postsecondary Accreditation.
The following year was relatively quiet for the LCME, apart from its customary function of reviewing

the accreditation status of medical schools. The only new standard, which originated from discussions

that began at CACMS, was one addressing the teaching and evaluation of medical students’
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communication skills. The LCME was asked by the AMA to consider standards on computer use in
patient care and on nondiscrimination toward members of the lesbian, gay, and bisexual communities,

but it declined action on both requests.

The LCME adopted some minor procedural changes in 1994. It agreed to share the final survey report
with the survey team members who crafted the original report draft, with the proviso that such sharing
was for informational purposes only. The LCME also purged language related to letters of reasonable
assurance from its policy document Rules of Procedure, since there was no longer any need for such
letters in the absence of federal funding for new medical school construction. The LCME initiated
exploratory relations with two successors to COPA, paying preliminary dues to the Commission

on Recognition of Postsecondary Accreditation (CORPA) and to the Association of Specialized and
Programmatic Accreditors (ASPA).

Changes to LCME standards were more prominent in 1995. The new standard on student communication
skills was approved that year. Concerned about the potential for new medical schools to emerge “under the
aegis of little more than a health care organization and medical staff,” the LCME modified its standard on
institutional accreditation, making institutional accreditation a “must” rather than a “should” for schools
that were not already part of an institutionally accredited university.'”” The LCME began consideration
of new standards on faculty development and on the medical consequences of domestic violence, but it
rejected a proposed standard on strategic planning. The only other activity of note in 1995 was a report on
the activities of the newly formed National Committee on Foreign Medical Education and Accreditation
(NCFMEA), a group established by the Department of Education to make determinations about the
comparability of accreditation systems in foreign countries with the requirements of the LCME.
NCFMEA recognition was required as a condition for federal financial aid to U.S. citizens attending

medical schools in foreign countries.

Little of note took place during 1996. A new standard on faculty diversity was approved and forwarded
to sponsoring organizations for action. The LCME gave some consideration to new standards addressing
academic honesty and professional conduct and on a curriculum requirement to ensure student learning
about “cross-cultural issues.” The former was rejected, and the latter was referred to staff for additional
data collection. At the September 1996 meeting, LCME Secretary Kassebaum announced the launch of the
Medical Education Standards and Assessment (MESA) project, a comprehensive review and analysis of the

impact and effectiveness of LCME accreditation standards on medical student education.

1996-2002: Evidence-Based Accreditation

The MESA project represented Kassebaum’s effort and desire to cement his legacy as a scholar of
accreditation; during his tenure as LCME secretary, he published several papers on both medical
education and accreditation topics. Two precipitating events contributed to the form and outcome
of the project. In 1995 he recruited an assistant vice president to share some of the LCME workload
(Jonas, his AMA counterpart, had Barzansky serving in that capacity for nearly a decade), thus
freeing up more time for his scholarly work. Second, the LCME was coming up for another round

of recognition renewal with the Department of Education, and Kassebaum perceived that event as
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an opportunity to address one of the department’s recognition criteria that had always vexed the
accreditation community: establishing the reliability and validity of accreditation standards. As he was

approaching retirement age, Kassebaum saw the project as a capstone for his service to the LCME.

The project was designed to address five issues:

1. The extent to which medical schools had articulated, and were using, program objectives to guide
curriculum design and evaluation

2. Identification of accreditation standards that were associated with identifiable operational correlates
3. Demonstration of the validity of standards to predict and improve educational quality

4. The consistency of interpretation and application of standards by schools, survey teams,
and the LCME itself

5. The role of accreditation in facilitating constructive educational change

The project spanned nearly two years and resulted in four published papers that addressed most of
the original goals (see Appendix E). The study of educational objectives coincided with the AAMC’s
Medical School Objectives Project, although the two projects proceeded independently of each other.
Kassebaum and his staff documented the paucity of development and use of educational objectives
by reviewing the findings of the most recent LCME survey report for every U.S. medical school,

and the AAMC produced a series of documents recommending educational objectives for various

educational subject areas.

In discussions with Department of Education staff during preparation for the renewal of LCME
recognition, Kassebaum bluntly asked how they expected accreditors to demonstrate the reliability

and validity of standards. Department staff suggested that a survey of stakeholders should suffice,

and so he and his staff undertook the administration of a series of questionnaires to various stakeholder
groups (medical school deans, associate deans, department chairs, faculty members, students, resident
physicians, and practicing physicians), asking them to rate LCME standards for clarity and importance
as indicators of educational quality. The resulting data were summarized in two published papers and
would later serve as a principal source of information for the next major revision of LCME standards

in 2002. The final paper from the MESA project attempted to ferret out the differential effects of the
LCME, private foundations, and other organizations on the improvement of educational quality but

found little that could be unquestionably attributed to any specific organization.

The stakeholder survey was perhaps the most important outcome of the MESA project. The LCME
received preliminary results of that survey at its September 1997 meeting and decided to reserve the
April 1998 meeting as a retreat to discuss the MESA project and its implications. During the period
preceding that retreat, the LCME remained active in addressing both processes and standards. Student
representatives to the LCME were given voting privileges in February 1997; the LCME also decided at
that meeting to reintroduce training workshops for survey team secretaries and for new members of
survey teams. In June of that year, the LCME discontinued its use of in-house AMA and AAMC legal
counsel and contracted for legal services with the Chicago-based law firm Sidley & Austin (which
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also provided legal services for the AMA). At the September 1997 meeting, the LCME increased the
honorarium for team secretaries to $1,500 for full surveys and $1,000 for limited surveys; it also
reinstated the title of assistant LCME secretary, which was accorded to the two primary professional
staff members (Barzansky and Robert Eaglen) supporting the LCME secretaries, rather than the
former practice of conferring the title on the secretaries of LCME survey teams. A proposal to offer a
seat on the LCME to a resident physician was turned down. Finally, as part of the LCME’s petition for
renewal of federal recognition, the organization voluntarily changed its status from an institutional and
programmatic accrediting agency to an exclusively programmatic accreditor; the change was made to
ensure that the LCME would not run afoul of Department of Education requirements that accreditors

be separate and independent from sponsoring or supporting organizations.

The LCME was also active with standards during 1997. It approved initial language for the standard
regarding the numbers and types of patients students were expected to see during their clinical
experiences. It revived an earlier standard on the availability and content of medical school catalogs and
informational materials, largely in response to new Department of Education recognition requirements.
The LCME also approved language for a standard on periodic review of graduate programs in basic
medical sciences; it had been prompted by one of its members to consider adding the accreditation of such
programs to its scope, but in the face of significant opposition from several professional organizations
representing the basic sciences, it opted for the standard instead. At the February 1998 meeting, the LCME
also took initial steps toward the creation of a new standard on student abuse and mistreatment.

The April meeting included the retreat on the findings of the MESA project. The most notable outcome
of the retreat was a decision to establish an ad hoc subcommittee to review accreditation standards.
That subcommittee was established at the June 1998 LCME meeting, and its initial focus was to

be a reexamination of 13 standards that had been either identified as problematic in the survey of
stakeholders or treated inconsistently in survey reports. Also at the June meeting, the LCME considered
a new standard on palliative and end-of-life care, prompted by a formal request to address the issue by a
faculty member at a Canadian medical school. Canadian issues resurfaced at the October 1998 meeting:
finding French-speaking survey team members from U.S. medical schools who could participate on
surveys of francophone schools, and the relevance of LCME confidentiality and conflict of interest
policies in the comparatively small (17 medical school) and politically distinct Canadian environment.
The new Subcommittee on Standards made its first report to the LCME at the October meeting and
indicated its intent to reexamine other problematic standards from the MESA project after it completed
work on the initial set of 13 difficult standards.

LCME Secretary Kassebaum attended his final LCME meeting in June 1999. The first rumblings about
possible new medical schools in Florida were brought to the attention of the LCME at the June meeting,
amid statewide concerns about an impending physician shortage to meet the needs of Florida’s rapidly
expanding population. At the October 1999 meeting, David Stevens took up the mantle of AAMC
secretary to the LCME. The Subcommittee on Standards informed the LCME that it would undertake
areview of 31 standards related to teaching, learning, and the assessment of student performance.

Earlier that year, the LCME approved draft language for standards on palliative and end-of-life care,
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student mental health services, and cultural competency. The LCME also considered a new standard on

the adequacy of medical school finances at the October meeting.

In February 2000 the Task Force on Accreditation Policy and Reliability and Validity of Standards was
rechristened the Executive Committee, charged with the oversight and management of LCME activities,
One of the Executive Committee’s first acts was to recommend that the Subcommittee on Standards be
designated as a standing subcommittee called the Subcommittee on Review of Accreditation Standards, and
the LCME concurred. The role and functions of the subcommittee were defined at the April 2000 meeting
and entailed (1) review and/or revision of existing standards and development of language for any needed
annotations to current standards, (2) initial consideration of ideas for new standards and crafting of draft
language for such standards, and (3) comprehensive review and revision of Functions and Structure.

A major topic of policy discussion at the April 2000 meeting of the LCME was its approach to dealing
with schools exhibiting serious problems that fell short of requiring probationary status. The LCME
considered creation of a “warning” status for such schools, as well as the possibility of reverting to a
variable term of accreditation, but declined both options; it chose instead to maintain its existing policy
of conveying the extent of concern about program deficiencies in its letter of accreditation informing

schools of the LCME’s decision regarding accreditation status.

The June 2000 meeting saw another transition in the LCME Secretariat, with Jonas retiring as AMA
secretary to the LCME after the meeting and Frank Simon appointed as his successor. At the June
2000 meeting, the Subcommittee on Review of Accreditation Standards proposed to the LCME that
a complete overhaul of Functions and Structure take place, with a goal of producing a new standards
document by October 2001; the LCME authorized the subcommittee to proceed with that plan and
placed a moratorium on any further revisions of existing standards until the Functions and Structure
review was completed (although new standards could still be considered). The subcommittee began
its work by reviewing all the standards listed under the heading “Educational Program for the M.D.
Degree.” The June meeting also included a discussion of Executive Committee functions, and the LCME
agreed that the main purpose of that group was to conduct a preliminary examination of accreditation
issues and make appropriate recommendations to the full LCME membership. Responsibilities of the
Executive Committee included the development of proposals for change in policies and procedures,
oversight of the standards creation and review process, recommendations regarding appointment of

public members, and the monitoring of relationships with external organizations.

With two recently appointed LCME secretaries having taken on those responsibilities within a one-year
period, the new Secretariat staff met during the summer of 2000 to undertake a critical examination of
LCME operations to identify potential improvements in efficiency and effectiveness. A retreat for that
purpose occurred in September. The outcomes of the retreat were shared with the LCME membership
at the October 2000 meeting of the LCME, and in response to those outcomes the LCME appointed
ad hoc groups to examine the quality and effectiveness of LCME meetings, the organization of survey
visits, and the role and functions of public members. The LCME also decided at that meeting to shift
the cycle for professional member appointment to academic years so to coincide with the appointment

cycle for student members and with the alternating academic year cycle of Secretariat meeting support by
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the AAMC and AMA staff. Members were informed about preliminary discussion among the leadership
of several physician credentialing organizations regarding topics of common concern; this broadband
group;, as it was informally known, included the two LCME secretaries and leaders of the Accreditation
Council for Graduate Medical Education (ACGME), Accreditation Council for Continuing Medical
Education (ACCME), Educational Commission for Foreign Medical Graduates (ECFMG), NBME,
and Federation of State Medical Boards (FSMB), a veritable potpourri of acronyms. Finally, Florida
State University initiated the process for accreditation of a new medical school, ending two decades of

dormancy in the establishment of new medical schools.

Expansion in the number of medical schools was a major topic of discussion within the LCME during
2001, with announcements of possible new medical schools in Ohio, Virginia, and Ontario, Canada.

A further complication was presented to the LCME when a U.S. medical school decided to establish

a four-year MD-granting program in a foreign country, for which it would seek LCME accreditation.
Secretariat consultations took place during that year with the potential new schools in Ohio and
Ontario. The LCME was also informed that a medical school located in the Caribbean had been in
communication with the Secretariat (although the communications did not imply any imminent
request for LCME accreditation). The possibility of a U.S.-based medical school operating in a foreign
country reopened the question of LCME accreditation of foreign medical schools, with the unique
twist that the U.S. medical school sponsoring a new MD educational program in a foreign country was
already accredited by the LCME. This spurred the LCME to reconsider its operational definition of
what constitutes an accreditation-eligible medical school. At the October 2001 meeting, the LCME
discussed the issue thoroughly and adopted the following operational definition of an accreditable
entity: “... complete and independent medical education programs whose students are geographically
located in the United States or Canada for their education and which are operated by universities or

medical schools that are chartered and operated in the United States or Canada.”'*

While the LCME wrangled with medical school expansion issues and involvement in medical education
programs outside the United States and Canada, its Subcommittee on Accreditation Standards continued its
work. As the subcommittee was working through its review of the various sections of Functions and Structure,
the need for a major reorganization to clarify standards and eliminate accumulated redundancies in the
language of several standards statements became apparent. One of the biggest challenges was that the prose
format of standards made it difficult to incorporate explanatory annotations, which were needed in many
cases to provide sufficient clarity for understanding the scope or interpretation of standards; thus, the LCME
agreed to revert to the list format that had been employed in the earliest iterations of the Functions and
Structure predecessor, Essentials of an Acceptable Medical School. The subcommittee emphasized that it did
not intend to alter the meaning or intent of existing standards but felt that a new organizational framework
was needed to ensure appropriate precision in the language of standards and annotations. The LCME agreed
to the new, list-based framework for standards at its October 2001 meeting, with the understanding that the
reorganized Functions and Structure would be presented to the LCME’s sponsoring organizations for their

review and endorsement, even though there was no intention to make substantive changes to the standards.

Modest changes in LCME operating procedures were also made in 2001. Regular updates on Secretariat

activities became a standing item on LCME meeting agendas, known as the “Secretariat Report.” Internal
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guidelines for addressing discrepancies in accreditation decisions between the LCME and CACMS were
approved. The LCME approved a shortened schedule for full accreditation survey visits, allowing team
members to complete their work by late in the day on Wednesday, instead of wrapping up on Thursday
morning. The LCME also abandoned review of student write-ups of patients during the course of survey
visits in compliance with the federal government’s newly adopted Health Insurance Portability and
Accountability Act (HIPAA) requirements.

In February 2002 LCME staff proposed, and the LCME approved, a series of changes in its processes and
procedures. Most notably, the medical education database prepared by medical schools as supporting
documentation for accreditation surveys was redesigned to link the database questions to specific LCME
standards; this change made it easier for schools and survey teams to identify and evaluate the evidence
supporting compliance with standards. The LCME also abandoned the use of the term “concern” as the
identifier for accreditation shortcomings, replacing it in survey reports and letters of accreditation with the
phrase “partial or substantial non-compliance.” Later in the year, the LCME agreed to eliminate its April
meeting, partly as a cost-saving measure and partly because the April meeting typically carried a much

lighter workload than the other meetings during the year.

Another long-standing logistical challenge for LCME staff was the varying annual workload of
accreditation surveys, which over the seven-year cycle for all medical schools ranged from a low of 8 full
surveys of U.S. schools in some years to more than 30 full surveys in others. Logistics were particularly
difficult for Canadian school surveys since some years had no full surveys at all. The problem had arisen
because the LCME did not make any adjustments in the annual number of visits when it originally
switched from a variable term of accreditation to the fixed seven-year term in the late 1980s. A staff
analysis of the distribution of full surveys across the seven-year cycle indicated that the workload could
be relatively evenly distributed by shifting to an eight-year cycle and by adding one additional year to
roughly one-third of the schools currently in the seven-year cycle. The LCME approved this process

improvement recommendation as well.

The new version of Functions and Structure, now in a list format that included annotations when
needed, was approved by the LCME sponsors in 2002. Also during the year the LCME approved several
new standards that addressed strategic planning, the identification of physician competencies to guide
the development of educational program objectives, and the importance of graduate and continuing
medical education as part of the educational environment in which medical students learn their craft.
The LCME also developed clearer definitions for the geographical scope of LCME accreditation, the
delineation of geographically separate campuses of a single medical school, and the defining features
of an alternate curriculum track within a school’s overall educational program. These definitions were

incorporated in the preamble and body of the new Functions and Structure as appropriate.

Medical school expansion provided the other major focus for the LCME in 2002. The Florida State
University College of Medicine received initial, provisional accreditation that year, the first newly
accredited MD-granting medical school since the opening of the Mercer University School of Medicine
in 1982. Planning continued for a new medical school in Ontario, and the Secretariat was engaged in

consultations about other proposed new medical schools in Florida and Texas. The growing interest in
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new medical schools led to the creation of a new document, Guidelines for New and Developing Medical
Schools, which was reviewed in draft form by the LCME at its October 2002 meeting.

2003-2005: The LCME in an Era of Expansion

After the whirlwind of events that took place in 2002, the last decade or so of the LCME’s history should
have led to a period of consolidation and relative calm. That was the case for a while, but fundamental
changes in LCME structure and standards were still to come before this history would be complete.
The next period began with another staff change. The LCME learned at the June 2003 meeting that
Stevens, the AAMC secretary to the LCME, would be taking a one-year leave of absence to complete
a fellowship at the Institute for Healthcare Improvement, after which he would assume a new role at
the AAMC and forgo his LCME responsibilities. Also in 2003 the LCME authorized the creation of the
Subcommittee on Policy and Procedure, a new standing subcommittee responsible for ongoing analysis
and recommendations regarding the organization’s operations; its first major task was a comprehensive
revision of the policy document Rules of Procedure. The AMA and the AAMC began discussions about
possible consolidation of the LCME Secretariat into a single office. Finally, the Council for Higher
Education Accreditation (CHEA) instituted a recognition process for accrediting agencies, requiring
recognition as a condition of membership in the organization; the LCME, which had been a member
of CHEA since the latter’s inception, opted to discontinue its membership, noting that it was already

recognized by the Department of Education and would gain little from the CHEA process.

Carol Aschenbrener succeeded Stevens as the AAMC secretary to the LCME at the start of the
February 2004 meeting. During her first year as LCME secretary, issues associated with medical school
expansion dominated the discussion. In June 2004 the LCME granted initial, provisional accreditation
to a Canadian medical school for the first time since the early 1980s. The LCME was also approached
during the year about possible new medical schools in Arizona and New Jersey. As the workload

or evaluating new medical schools began to accelerate, the LCME instituted an application fee

for those schools, assessing them $25,000 for an initial application and a $10,000 fee should a

reapplication be required.

While new schools were beginning to dot the medical education landscape, existing medical schools
were expanding enrollments in response to an AAMC call for increased output to address anticipated
physician shortages; as a result, virtually every LCME meeting included several reports of class size
increases. Concerned about unrestrained class size growth, the LCME approved guidelines for reporting
class size increases when it met in June 2004. At the following meeting in October, the LCME also
began wrestling with procedures to address new medical school organizational structures, such as a
single medical school offering two complete and nonoverlapping MD educational programs or a single
MD program operated by two independently operating universities. During the October meeting,

the LCME learned about the increasing requests for involvement of the Secretariat staff in
international accreditation issues. Before concluding the meeting, the LCME reviewed a staff summary
of its previous decisions to place medical schools on probation, attempting to identify specific events

that were likely to trigger a probation decision.
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International engagement continued to be a major LCME activity in 2005. Secretariat staff worked
collaboratively with officials of the World Federation of Medical Education to promote the development
of international accreditation standards; they were also invited to conduct a workshop on accreditation
at the annual meeting of the Association of Medical Educators of Europe and hosted a delegation from
Egypt interested in establishing a system of accreditation in that country. Simon, the AMA secretary to
the LCME, informed the LCME about the first meeting of a new Special Committee on the Evaluation
of Undergraduate Medical Education, formed by the FSMB to address the lack of a suitable quality
assessment process for foreign medical schools whose graduates sought licensure in the United States.
Finally, the increasing U.S. medical school involvement with, and support of, medical schools in other
countries raised LCME concerns about the possibility of students in U.S. schools taking required

courses or clerkships in partner or subsidiary medical schools operating in foreign countries.

Reconsideration of the LCME’s scope of accreditation occurred in 2005, as overtures from the osteopathic
community led the LCME to explore how it might respond if asked to develop a process that would
allow it to accredit osteopathic medical schools. In addition, the LCME received its first inquiry from a

for-profit university interested in establishing an MD-granting medical school.

With the new format of accreditation standards now firmly in place, the LCME continued consideration
of new standards during 2005. A mini-retreat at the June 2005 meeting led to the creation of an ad hoc
working group to reexamine the LCME’s diversity standards. Another working group created earlier by the
LCME to examine the medical student learning environment presented draft language for an accreditation
standard to ensure that such an environment was conducive to the student’s appropriate professional
development; this effort was buttressed by a resolution passed by the AMA House of Delegates requesting

the LCME to adopt a standard requiring the assessment of medical students’ professional behavior.

In 2005 the LCME formalized the process for accreditation of new medical schools that entailed

a three-stage approach in which a new school could obtain preliminary accreditation before admitting
a charter class, provisional accreditation before the beginning of clerkship education, and full accreditation
when the charter class graduated. The LCME reaffirmed its policy to conduct oral exit conferences at the
conclusion of survey visits, concerned that the sharing of any written findings from the team during the
exit conference could undermine a school’s understanding that accreditation decisions and findings were
the province of the LCME itself, not of the survey teams. Finally, the LCME agreed that the increased
workload resulting from medical school expansion and the reduction from four meetings a year to three
made it exceedingly difficult to find time for reflection; it therefore decided to set aside at least some time

during its meetings for in-depth discussions about accreditation-related issues.

20062015: New Staff, New Structure

The most notable activity for the LCME during 2006 was the major turnover in its professional staff.
At the February meeting, LCME member Darrell G. Kirch informed the group that he would be
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stepping down after the June meeting to take on responsibilities as the next president of the AAMC.
As the incumbent head of the AAMC, Kirch had appointed Aschenbrener, the AAMC secretary to the
LCME, as the AAMC’s senior vice president for medical education. Thus, her last appearance as LCME
secretary took place at the June meeting; that was also the final LCME meeting for CACMS Secretary
David Hawkins, who was retiring as executive director of the Association of Faculties of Medicine of
Canada. The October 2006 LCME meeting convened with news that Simon, the AMA secretary to the
LCME, had resigned on September 1, thus completing the wholesale turnover of the Secretariat leaders
within a three-month period. Nick Busing replaced Hawkins as the CACMS secretary, and the AMA
and AAMC designated their respective assistant LCME secretaries as interim secretaries while searches

were conducted for permanent successors.

The LCME continued to grapple with the consequences of accelerating medical school expansion during
2006. Potential new medical schools continued to seek LCME guidance or evaluation for accreditation,
and established medical schools sought LCME approval for increasing enrollments. Concomitant growth
in osteopathic and foreign medical schools was increasing the demand for U.S. schools (or their affiliated
hospital partners) to accept students from such schools for clerkship education, placing additional
pressures on the clinical educational capacity of LCME-accredited schools. To address the capacity issue,
the LCME modified its policies to encourage U.S. schools to restrict clinical education of students from
non-LCME-accredited schools to elective courses, retaining core clinical clerkships for exclusive use by
enrolled students. With so many schools increasing their entering class sizes, the LCME also established
reporting thresholds for class size increases as a mechanism to maintain educational quality; henceforth,
obtaining prior LCME approval was required for any school that increased its entering class size by either
15 students per year or by 10% of its established entering class size and for any school that anticipated

an increase of 20% or more for its entering class size over a three-year period.

The other prominent activity of the LCME during 2006 involved standards changes. At the February
meeting, the LCME gave its initial approval to a new standard on the learning environment, which had
been developed by its working group charged with exploration of that subject. At the June 2006 LCME
meeting, the organization approved new standards on service learning and on student understanding
of core principles of clinical and translational research. The LCME declined a request from the National
Transportation Safety Board to adopt a standard requiring medical student education about the effects
of medical conditions and medications on safe driving. It reviewed a request from the American
Academy of Neurology (supported by other professional neurology organizations) to include neurology
as one of the core clinical disciplines to be included in medical student clerkship education, referring

the request to its Subcommittee on Standards for further analysis.

The neurology request spurred the Subcommittee on Standards to rethink the broader issue of how
LCME standards dealt with content issues generally, and at the February 2007 meeting the LCME
instructed the subcommittee to perform an in-depth examination of the topic and suggest alternatives.

The LCME also held an educational session, or mini-retreat, on diversity at this meeting. Later that year
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Secretariat staff attended a conference on diversity in the accreditation of health professions, sponsored
by the Sullivan Alliance. Partly as a result of these activities, the LCME approved draft language for new
diversity standards at its June 2007 meeting, addressing both diversity among faculty, staff, and students

at medical schools and efforts to enhance diversity in the medical school applicant pool.

At the October 2007 meeting, a new slate of AAMC professional staff began working with the LCME,
with Dan Hunt serving as the new LCME secretary and Robert Sabalis as the assistant LCME secretary.
Also at the meeting, the LCME changed the terminology for accrediting new schools, designating those
that had simply applied (and paid the corresponding fee) for accreditation as “applicant” medical schools
and those that had successfully passed a preliminary review of their planning documents (and were
therefore authorized to undergo an on-site survey) as “candidate” institutions.'® Both types of schools
would also be listed on the LCME website, with appropriate language emphasizing that such schools
were not yet accredited by the LCME.

The LCME’s Subcommittee on Policy

(previously called the Subcommittee Under its new staff leadership, the

on Policy and Procedure) undertook an LCME would steadily confront increasing
ambitious agenda at the October meeting, ~~ demands on its time over the next

beginning with a comprehensive review of ~ decade, stemming from medical school

the circumstances surrounding schools that  expansion, growing involvement in

had been cited for noncompliance with the  international matters, and greater demand
same standard over two or more consecutive  for consultations and assistance from

accreditation cycles. The subcommittee established medical schools.
also decided that it should explore several

other topics, including the desirability of

establishing a new accreditation action (intent to place on probation, the equivalent of the confidential
probation status that had been in use by the LCME and its sponsors several decades earlier); development
of a better procedure to reconcile divergent decisions between the LCME and CACMS regarding the
accreditation status of Canadian medical schools; identification of benchmarks that could trigger a
decision to impose probation; development of a statement on professional behavior for survey teams,
including a formal policy on acceptance of gifts; and an in-depth analysis of the educational value of

medical schools’ fourth-year curricula.

The turnover in the Secretariat leadership was completed when Barzansky was appointed as the AMA
secretary to the LCME before the February 2008 meeting, the first non-MD to hold that title on a
permanent basis. Under its new staff leadership, the LCME would steadily confront increasing demands
on its time over the next decade, stemming from medical school expansion, growing involvement in
international matters, and greater demand for consultations and assistance from established medical
schools. 2008 was a year for exploration of new procedures. The LCME adopted a “warning of probation”
status for schools with serious problems short of probation, hearkening back to the era of confidential
probation in its early history. New medical school organizational structures prompted reexamination
of LCME definitions of and approaches to complete educational programs, geographically separate

campuses, and educational tracks. As a result of that effort, a formal policy was adopted for the initial
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accreditation of four-year educational programs currently offered as educational tracks at geographically
separate campuses by established medical schools. The site visit also underwent reconsideration,
particularly with regard to the identification of a medical school’s strengths and the desirability of
citing strengths. The LCME approved a stricter conflict of interest policy for survey team members that
prohibited receipt of any gift, no matter how inconsequential the monetary value might be. The LCME
also negotiated an agreement with its CACMS counterpart on the development of a single letter of
accreditation for Canadian medical schools that reflected the shared judgment of the two accrediting
organizations, and it reaffirmed its policy of not accrediting medical education programs offered

outside the political jurisdiction of the United States and Canada.

The LCME continued to fine tune its standards and annotations during the year and also decided
that it should seek sponsor approval before eliminating any standards (for example, when a survey of
stakeholders indicated clearly that a standard was considered unimportant for educational quality).

The decision was prompted by a finding from a stakeholder survey, indicating that the LCME standard
related to faculty collaboration in teaching, research, and patient care was held in very low regard (it was
ultimately eliminated). The LCME began work on language for a standard addressing medical student and
patient safety during the course of a student’s clinical education. The LCME turned down a request from a

clinical specialty society to adopt a standard on administrative support for required clerkships.

The most visible challenge in 2009 was the growing workload of the LCME and its administrative
staff as new medical schools and campuses continued to proliferate, more schools were reporting class
size increases and requesting Secretariat consultations, and more foreign organizations sought LCME
assistance or advice. In light of the increased workload, the Secretariat was instructed by the LCME to
seek additional support from the LCME sponsors to handle the growing demand. Draft language for
the new standard on student and patient safety was approved at the June 2009 meeting. On the policy
and procedure front, the LCME undertook a review of its policy for exit conferences of on-site surveys, a
procedure to handle findings regarding institutional strengths, and strategies for conveying best practices
identified as a part of accreditation surveys. Secretariat staff engaged in ongoing discussions with officials
from the ECFMG and its Foundation for the Advancement of International Medical Education and
Research (FAIMER). The ECFMG had approved a policy that would require foreign medical schools to
be accredited before their graduates could obtain a license to practice in the United States, and it sought

LCME assistance and expertise in determining how such accreditation might be accomplished.

The discussions of 2009 produced several actions in 2010. At the February 2010 meeting, a new policy
on exit conferences was approved in which a written copy of the survey team’s findings would be given
to the medical school, albeit without any indication as to whether the individual findings constituted
strengths, noncompliance, or areas in transition. To lighten the Secretariat staff’s workload, the LCME’s
sponsors authorized the Secretariat to appoint field secretaries to serve as team secretaries for multiple
accreditation surveys and to assist staff as needed in other administrative responsibilities. A retreat on
international accreditation issues in February 2010 led to further consultations with the ECFMG and
FAIMER later in the year. By October 2010 the LCME had agreed to a tentative plan

for disseminating best practices.
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New business for the LCME in 2010 involved extended discussions about the accreditation challenges
posed by new medical school organizational models and governance structures, as well as the
business models and organizational values associated with the changing medical school landscape.

To accommodate recent changes in the criteria for recognition established by the Department of
Education, the LCME approved the addition of a third public member (although no third public
member was appointed). It also reexamined the purpose and function of annotations to accreditation
standards in an effort to determine the extent to which the annotations were being treated like standards
among schools and survey teams. The only notable standards change to take place involved the
differentiation of two standards related to information technology resources, which had previously been

included in standards on library support and services.

The seeds of a major change in LCME governance were sown at the beginning of 2011, as the chair
and chair-elect of the LCME informed the membership about a letter from the leaders of the AMA
and the AAMC indicating that the sponsoring organizations had initiated a discussion of LCME
governance. After the February meeting, the Task Force on LCME Structure was formed and included
representation from the LCME membership and from each of the two sponsoring organizations. The
task force held a two-day meeting in April 2011 to discuss the sponsors’ role in approval of standards,
the appointment of members, the LCME’s authority to enter into contracts, and the budgetary
autonomy of the LCME. Three subcommittees emerged that would focus on LCME structure and

governance, membership, and operations.

The LCME’s relationship with Canadian medical schools surged to the forefront again in 2011. At the
June LCME meeting, CACMS Secretary Busing informed the LCME that the role of CACMS secretary
was being separated from the directorship of the Association of Faculties of Medicine of Canada (AFMC)
and that CACMS would be appointing a new secretary (Busing would continue as executive director
of AFMC). The LCME met jointly with CACMS in June 2011 and discussed how to approach student
mistreatment issues, the role of accreditation with respect to interprofessional education, and the details
of a recently instituted interim review process developed by CACMS to encourage ongoing quality
improvement by Canadian medical schools between accreditation surveys. The LCME also learned at
the meeting that AFMC had initiated an independent review of its relationship with the LCME as part

of its periodic process for organizational evaluation.

Separate from these topics of discussion, the LCME also engaged in continuing discussions about the role
of its members and the Secretariat staff in activities associated with quality assurance of international
medical education. At the October 2011 meeting, the LCME endorsed a white paper prepared by the
Secretariat staff outlining the role of the LCME in international accreditation issues. The LCME also
heard a report on preliminary discussions among Secretariat staff and their counterparts in nursing
and pharmacy to explore possible approaches to standards on interprofessional education, and the
announcement of an AAMC initiative to prepopulate some of the content that schools provided for
accreditation surveys in the LCME’s medical education database. The other item of note to arise from
the October meeting was a recommendation by the Subcommittee on Policy that the LCME consider

clustering its standards to reduce their overall number.
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As 2012 began, the LCME was informed that the AMA and the AAMC had begun work on a memorandum
of understanding to redefine their relationship to the LCME. The draft memorandum was reviewed by
the LCME in June 2012, and when the terms of the memorandum were accepted by the sponsors during
the summer, the LCME officially came under the authority of a new advisory council whose members
represented the AMA, the AAMC, and the LCME. The LCME designated its chair and chair-elect as
members of the new council, with the immediate past chair of the LCME serving as an ex officio member
of the council. A new Subcommittee on Planning was established by the LCME in October to identify
activities for reporting to the advisory council. The first set of such activities included international
engagements, alignment of LCME efforts with the ACGME Milestones Project, development of an interim
quality review process for U.S. medical schools, research on the value of accreditation, and strategies for

communication with the council.

The Canadian relationship underwent further review during 2012, with discussion of the draft
recommendations that had come out of the independent review of CACMS commissioned by the
AFMC. At the October 2012 meeting, the LCME also heard details of an ongoing process to review the
relationship of the LCME and CACMS that had arisen at the request of the AFMC Council of Deans.
While the Secretariat continued to collaborate with other
organizations on international accreditation issues, both
the LCME and CACMS agreed to seek formal recognition

At the June 2013 meeting, the LCME approved from the now well-established World Federation for

the reorganization and clustering of standards Medical Education (WFME).

and began to grapple with the consequences of

that structure for making accreditation decisions. At the February 2012 meeting, the LCME approved a new

accreditation standard on the oversight of elective courses
taken at other medical schools. At the October 2012
meeting, it approved a new standard on interprofessional
education. Work on the clustering of standards continued during the year, and in October a draft
schema was approved that reorganized the standards into a grouping of 12 overarching standards
and a subset of elements within each of those standards. While there were no major policy changes
during the year, there was one significant change in LCME operations: the alternate-year Secretariat
staffing model was eliminated and replaced by a division of labor and support functions among the

members of the professional staff.

The following year saw action on many of the events that were initiated in 2011 and 2012.

The new advisory council held its first meetings during 2013. One of its first decisions was concession
of authority for member appointment to the LCME rather than the sponsoring organizations.

To implement the decision, the LCME at its February meeting created a nominating committee

for the selection of its members and for recommending candidates as chair and chair-elect; the
committee’s composition included the current chair-elect, the chairs of the Subcommittees on
Standards and Policies, a public member, and a student member. The Subcommittee on Planning
adopted an agenda for the year that included the development of a pricing structure for international

consultations, continued work on an interim review process, development of an internet-based system
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for submission of each medical school’s medical education database, and exploration of possible
linkages with the ACGME Milestones Project.

Discussions about the LCME relationship with CACMS culminated in a memorandum of understanding

between the two organizations, approved by the LCME at its June 2013 meeting, to take effect June 2014.
The terms of the agreement called for a written agreement about the process for LCME review of Canadian
medical schools, joint representation on survey teams and committees, creation of a joint committee to
reconcile divergent accreditation decisions between the two accrediting bodies, clarification of standards
and elements that applied uniquely or not at all to Canadian medical schools, and the establishment

of an affiliation oversight committee that would provide oversight and review of the organizations’

accreditation processes at least once every three years.

At the June 2013 meeting, the LCME approved the reorganization and clustering of standards and
began to grapple with the consequences of that structure for making accreditation decisions. At its
October meeting, it approved a new nomenclature that reserved the term “compliance” (with or
without monitoring) to indicate fulfillment of the expectations for its 12 standards and the designation
“satisfactory” (again, with or without monitoring) to describe fulfillment of expectations regarding

the elements within each standard. The LCME also approved deletion of its standard on the nonprofit
status of a medical school or its parent university and initiated discussion of a new element that
would require schools to engage in continuous quality improvement. In addition, it debated the issues
arising from variability in survey team interpretations of how schools were achieving accreditation

expectations regarding diversity and active learning.

Regarding policy, the LCME created a task force to examine the challenges posed by U.S. medical schools
with international branch campuses where U.S. students could take required course work. It approved
a new fee structure and expense reimbursement policy for selected accreditation activities. It also
introduced a series of modifications to its policies for accrediting new medical schools, setting time limits
for submitting documents in support of a request for preliminary accreditation, placing a limit of three
tries on a new school’s efforts to obtain candidate status, and imposing a one-year waiting period for

resubmission after denial of preliminary accreditation.

The remaining years of LCME history consisted largely of consolidating the spate of activities that
took place in the immediately preceding years. In February 2014 the LCME officially approved the
new version of Functions and Structure, including a nested hierarchy of standards and elements, with
all annotations removed. In June it approved modified versions of Functions and Structure and Rules of
Procedure for Canada that had been developed by CACMS to address the distinctive circumstances of
Canadian medical school accreditation. To address one of its ongoing international issues, it approved a
draft policy that would have permitted the inclusion of international campuses for U.S. medical schools
as part of the LCME’s accreditation; however, the LCME’s advisory council, after review of the policy
by the AMA’s and the AAMC’s legal counsel, concluded that international campuses should remain off

limits for LCME evaluation.
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In this final period, the LCME also adopted some relatively modest changes in policy and procedure and
continued its collaborative activities with external organizations. It revised its procedures for accreditation
of developing medical schools, approving a 12-month waiting period for any developing school that was
denied candidate status (i.e., authorized to undergo a site visit for preliminary accreditation). It authorized
the creation of an internal operations manual to accompany its policy document, Rules of Procedure.
In June 2015 the LCME ended its long-standing practice of citing institutional strengths as part of its
accreditation findings, opting instead to incorporate positive team observations in the exit conference
with medical school officials. It also approved white papers that had been developed by its subcommittees
and staff on the topics of clinical teaching sites that hosted students from multiple medical schools and
distance learning in medical education. It endorsed for LCME use a uniform clinical training affiliation
agreement that had been developed by the AAMC.

Late LCME history was marked by increased collaboration with other organizations. Secretariat staff
continued to work closely with their counterparts at FAIMER to foster the development of a system
for quality assessment of foreign medical schools. The staff also embarked on a joint effort with several
other health professions accreditors to enhance their approaches to interprofessional education by
way of a nascent Health Professions Accreditors Collaborative; the proposed organization included
accrediting agencies for osteopathic medical education, dentistry, nursing, pharmacy, and public health.
The LCME also agreed to explore options for closer collaboration with the Commission on Osteopathic
College Accreditation, focusing on strategies for dealing with shared clinical sites used by students from
both MD- and DO-granting medical schools.

This concludes the overview of the events that took place in the shaping and evolution of the LCME.

The remaining chapters provide greater depth in the descriptions of the evolution of LCME standards,
policies and procedures, and relationships.
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Chapter 6

AMA Standards, AAMC Membership Requirements

It is highly unlikely that accreditation can be well understood without a substantial appreciation for
the origin and development of the standards that institutions and programs have accepted as the
criteria by which they should be evaluated. Within the realm of medical education accreditation, such
standards originally developed independently within the American Medical Association (AMA) and the
Association of American Medical Colleges (AAMC). The two organizations did not mutually agree on a
common set of standards until the Liaison Committee on Medical Education (LCME) adopted the first
edition of Functions and Structure of a Modern Medical School in 1957. The story of how medical school
standards arose begins here.

The Beginning of the American Medical Association
and Its Early Standards

As noted in Chapter 1, the AMA was created in large part to foster adherence to a quality of medical
education higher than what prevailed in the mid-19th century. To achieve that goal, the charter
members of the AMA set out formal recommendations at the 1847 convention to address the desired
qualifications of medical students and the minimum expectations for a medical education program.
These earliest standards were articulated in two resolutions adopted by the assembly. The resolution

on premedical requirements first set out the background needed for the pursuit of medical studies.

Resolved, That this Convention earnestly recommends to the members of the medical profession
throughout the United States, to satisfy themselves, either by personal inquiry or written
certification of competent persons, before receiving young men into their offices as
students, that they [the students] are of good moral character, and that they have acquired
a good English education, a Knowledge of Natural Philosophy and the Elementary
Mathematical Sciences, including Geometry and Algebra; and such an acquaintance,
at least, with the Latin and Greek languages, as will enable them to appreciate the technical

language of medicine, and read and write prescriptions.'*

The resolution then continued with a requirement that students who demonstrated these qualifications
obtain a written certificate, which would serve as a warrant for acceptance into a medical college where
the individual intended to pursue medical studies. The final part of the resolution recommended that

all U.S. medical colleges require such a certificate as a condition of matriculation.
The resolution concerning the uniform standards of requirements for the MD degree contained 10 parts:
Resolved, 1st. That it be recommended to all the colleges to extend the period employed

in lecturing, from four, to six months.
2d. That no student shall become a candidate for the degree of M.D., unless he shall
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have devoted three entire years to the study of medicine, including the time allotted to

attendance upon the lectures.

3d. That the candidate shall have attended two full courses of lectures, that he shall be
twenty-one years of age, and in all cases shall produce the certificate of his preceptor,

to prove when he commenced his studies.

4th. That the certificate of no preceptor shall be received who is avowedly
and notoriously an irregular practitioner, whether he shall possess the degree
of M.D. or not.

5th. That the several branches of medical education already named in the body
of this report [theory and practice of medicine, principles and practice of surgery,
general and special anatomy, physiology and pathology, materia medica, therapeutics
and pharmacy, midwifery and diseases of women and children, chemistry, medical
jurisprudence], be taught in all the colleges; and that the number of Professors be

increased to seven.

6th. That it be required of candidates that they shall have steadily devoted three months

to dissections.

7th. That it is incumbent upon Preceptors to avail themselves of every opportunity
to impart clinical instruction to their pupils; and upon Medical Colleges to require
candidates for graduation to show that they have attended upon Hospital practice for one

Session, whenever it can be accomplished, for the advancement of the same end.
8th. That it be suggested to the Faculties of the various Medical Institutions of
the country to adopt some efficient means for ascertaining that their students

are actually in attendance upon their lectures.

9th. That it is incumbent upon all schools and colleges granting Diplomas, fully to carry

out the above requisitions.

10th. That it be considered the duty of Preceptors, to advise their students to attend only

such institutions as shall rigidly adhere to the recommendations herein contained."
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Both resolutions were adopted at the convention, albeit with some vocal opposition. The major concern
regarding premedical education was that it would deny acceptance to students with academic
potential but limited means who lacked a suitable early education. The main objection to the
resolution on curriculum arose from the medical colleges, especially in relation to the six-month
lecture period, on the grounds that most students could not continuously attend lectures for such a
long period of time.

At its convention two years later, the AMA considered a number of additional resolutions about the
medical education program, including requirements for student performance evaluation and grading.

The convention also considered recommendations that students spend at least

six months treating patients in “a well conducted hospital,” that students engage

The main objection to the in compounding medicines and putting up prescriptions, and that each state
resolution on curriculum arose establish a board of medical examiners who would develop similar examinations
from the medical colleges, based on common standards to determine a graduate’s eligibility for licensure to
especially in relation to the practice medicine or surgery.'*2 Of these various resolutions, however, the only
six-month lecture period, on the one approved by the delegates was the recommendation regarding six months of

grounds that most students could  hospital-based clinical experience.
not continuously attend lectures
for such a long period of time. Little would change regarding AMA standards for medical education during

the latter half of the 19th century, as the organization turned its attention to

other aspects of the profession such as the role of women in medicine, canons
of ethics for medical practice, and establishment of state boards of health. The next major shift in the
development of educational standards at the AMA would take place when it established its Council on
Medical Education (CME) in 1904.

The Creation of the Association of American Medical Colleges
and the Development of Membership Requirements

While the AMA focused its efforts on issues related to the profession and medical practice during
the last half of the 19th century, the nation’s medical schools were slowly taking steps to organize
themselves and establish minimum expectations for medical education. As mentioned in Chapter 1,
some medical school leaders had met on two occasions after the Civil War to discuss medical education
standards, but it took the formal organization of an association of medical colleges in 1876 to spur
the adoption of formal educational standards, under the guise of membership requirements for

the fledgling organization.

Participants at the first meeting of the association reached agreement that medical schools should not
offer students discounted tickets to lectures, nor issue blank diplomas that could be bought or sold to
create false credentials. They also agreed that students must take examinations in person, to eliminate
the use of paid surrogates to take a candidate’s examinations. Most importantly, they endorsed a
common standard for the length of the medical curriculum, set at a minimum of three courses of

lecture during a continuous three-year period."® When the association met the following year to adopt
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a constitution and bylaws, a majority of the attendees rejected the requirement for three courses of
lecture over three years. Proposed instead was a three-year apprenticeship that included two formal

courses covering the following topics:

* Anatomy

+  Physiology

+  Chemistry

+  Materia medica and therapeutics
+  Obstetrics

+  Surgery

+ Pathology

+  Medical practice

The three-year requirement would prove to be an insuperable obstacle, as most medical schools continued
to award the MD after a two-year program of study, and often less. Attendance at meetings in the
following years continued to decline, and for all practical purposes, the association became defunct by
1883. The dormancy of the association did not last long, and the organization was officially resuscitated
as the AAMC in 1890. When the association met in 1891, its members approved a resolution setting
forth minimum requirements for membership in the organization that, like AMA standards, focused on

premedical requirements and the medical curriculum. Those requirements included the following:

+ A preliminary entrance examination that included
o acomposition written in English of not less than 200 words
o translation of easy Latin prose
o examination in higher arithmetic or the elements of algebra
o examination in the elements of physics
+ Three courses of lectures (at least six months in duration) over three years
+ A “thorough course of laboratory instruction be maintained in Chemistry, Histology, and Pathology”

+ Administration of both oral and written examinations for all students

The resolution also stipulated “that students, graduates, or matriculates of recognized colleges of
Literature, Science, and Arts, or graduates of Normal Schools directly supported by the state, be
exempted from these requirements” and that students would be allowed one year to remove the

Latin requirement.'**

When the association adopted its constitution in 1894, the membership requirements were incorporated
under Article III. The constitution increased the length of the curriculum to four years, effective for
students graduating in 1899 and thereafter. The requirement that students undergo written and oral
examinations was rephrased to state that “... [no] member of this Association shall confer the degree
of Doctor of Medicine upon any person who has not been first examined upon all the branches of
the curriculum by the faculty of the college granting the degree”; no mention was made of the type of

examination (oral or written) required.”*® The need for laboratory instruction in chemistry, histology,
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and pathology was eliminated, and a new section was added specifying conditions under which students
could be admitted for advanced standing. Revisions to the AAMC constitution in subsequent years
amplified admission requirements, added criteria for student grading, and expanded on the content
and structure of the curriculum. The AAMC also established standards for the minimum equipment

needed to support the medical education program.
Other AAMC requirements adopted during its early years included the following:

Admissions

Constitutional changes in 1903 set the minimum standard for admission as a high school diploma and
either four years of study at a college or university or an equivalent achievement as demonstrated on
external examination."*® The AAMC also demanded that its members require medical school applicants
to successfully complete either an entrance examination in the subjects of English, Latin, arithmetic,
algebra, and physics or certification from a licensing board or institution of higher education that a

prospective student had completed a course of study in such subjects.

Grading

Student grading criteria were adopted by the AAMC in 1903 when the bylaws were amended to
include requirements for student records, imposing an expectation that schools record student grades
on a certificate (transcript) for each course taken. The bylaws stipulated the grading system as well: A
(excellent), B (good), C (passed), D (failed and must retake the examination), and E (failed and must
repeat the course); the latter two grades were to be color coded differently from the passing grades on

the certificate, and the certificate also needed to indicate if a student exhibited dishonorable conduct.'?’

The AAMC constitution and bylaws were amended in 1907, adding an attendance requirement and a
minimum performance threshold for passing courses. As the newly established Section 8 of Article III
in the constitution stipulated, “Each student shall be obliged to attend 80 percent of the exercises in
every annual course of study for which he seeks credit. No student shall be given credit on examination
unless he attains a grade of at least 70 percent, or its equivalent in any other marking system. And no
student shall be graduated unless he shall have attained a passing grade in each and all subjects of

the required curriculum.”'*

Curriculum

As mentioned in Chapter 1, the AAMC in 1900 considered, but ultimately rejected, an amendment to
its constitution that would have required member institutions to provide at least 3,300 hours of study.
By 1905 several medical schools had adopted curricula that exceeded the proposed requirement, and the
AAMC therefore proposed a new curriculum standard, consisting of at least 4,000 hours, broken down by
year, subject, and method of instruction. Thus, for example, the first year of the curriculum was to include
90 hours of histology (30 for lecture and 60 for labs) and the third and fourth years were to include 80 hours
for obstetrics (50 hours of lecture and 30 hours in clinics). See Figure 4. Parenthetically, the minutes of

the 1905 meeting also acknowledged that “quantitative standards are considered by many as educational
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evils.”'** Nevertheless, to meet its requirements, the AAMC recommended denying membership to any

school in which the instructional hours were 80% or less than the standard instructional hours in any one
branch (subject) or 90% or less than the total required hours. Medical schools were also allowed to substitute
lab hours or clinic hours for didactics. These details were codified in a new Article V of the constitution

(although the hour requirements for each subject listed in Article V were not broken down by year).

1?2

Your committee is perfectly aware that an ideal plan and
course of medical teaching has not as yet been devised, but
there are some things which every graduate in medicine should
know, and the object to be secured in undergraduate work is
not to make specialists, but to fit men and women for the gen-
eral practice of medicine and surgery. Every educator knows
that the average student needs a certain number of hours in
lectures, recitations, laboratory and clinical work, and special
preparation to acquire a reasonable proficiency in the various
branches, and to give him more in some subjects at the expense
of others leads to unilateral development and is not fair to the
student nor to the state.

TABLE 2.—PROPOSED STANDARD OF A 4,000 HOURS ‘MEDICAL
COURSE DIVIDED ACCORDING TO YEARS.

Lec- |Labor-| Clin-
ture, | atory. | ics. | Lotal.
First Year.

Histology.. ¥ e RS 30 60 .- 90
Embryology e 30 60 e 90
Osteology. . 30 5 30
Anatomy... 100 230 330
Chemistry. 50 100 150
Physiology..... s 90 60 150
Materia medica.......oooeuiiiniiiiiniianns 40 20

370 530 900

Second Year.

ANBtOMY .S veive vesonesnsme o dnionbras 920 60 s 90
Physiology. 90 i 3% 150
Chemistry.... 50 100 - © 150
Bacteriology. 40 100 o 140
Pathology.... 100 140 i 240
Pharmacolog 40 20 o 60
Minor surgery 15 - 60 5

425 420 60 905

~ Third Year. £
Postmortem medical zoology and clinical
microscopy........ 30 60 53 90

Physical diagnosis 20 w 80 100
Practice of medici 90 .. | 180 270
Surgery........... 90 105 195
Obstetrics.. 50 30
Pediatrics.. 20 30 50
GYDecology.....ouvuuueueiiennns 25 53 &0
Mental and nervous diseases. 30 30 60
TherapeuticS. 90 53 90
Hygiene.. 30 s 30
‘Dietetics. 30 - 30

505 60 b10 1075

5 Fourth Year.

Practice of medicine........ocvvvinnninns 90 - 180 270
Surgery.... 90 v 180 270
Obstetrics 50 30
Gynecolog 25 55 80
Mental and nerv 30 30 60
Electrotherapeutics. 40 60
Eye and ear....... 30 30 60
Nose and throat....... 30 30 60
Genito-urinary diseases. 30 30° 60
Pediatrics.......... .. 20 30 50
Dermatology........... 20 20 40°
Medical jurisprudence...... 30 S 30

465 655 1120

13
RECAPITULATION.
First year.. i;g i%g 5] % ;
',sl‘icigg%'gae? " 505 60 510 1075
Fourth year D) e || 855 1120
Potal' i dhisaid valvedidamenns 1765 1010 1225 4000

The question naturally arises, what may be corxsidered a
minimum standard for the average student, and this we have
attempted to offer in Table No. 1, being fully aware 'tl}at
quantitative standards are considered by many as.edueatlona,l
evils. In Table No. 2 an attempt is made to divide the S\.lb-
jeets into four years, indicating the logical order in which
the studies may be taken. .

The adoption of a standard uniform curricullum wo.uld ena;.ble
students to go from one school to another without mterfer}ng
in the slightest degree with their systematic course of studies.

The committee has purposely apportioned less hours to
freshman and sophomore studies, as the aoqui_sitwn of the
sciences taught during the first two years really involves more
of a mental strain than the work of the third and fourth
years. :

The .committee recommends that the standard curriculum
which is to be adopted as a minimum for the degree of M.D.
conferred by any member. of the Association of American Med-
jcal Colleges shall consist of the following:

1. The course. shall consist of four terms in four separate
calendar years. :

2. Fach term shall consist of at least thirty weeks of work,
exclusive of holidays, and not less than thirty hours of col-
lege work in each week.

3. The entire course of four years shall consist of at least
4,000 hours, divided into the subjects as shown in the propc?sed
standard of Table No. 1; and no college shall be recognlged
that falls below this standard over 20 per cent. in any one
branch or over 10 per cent. in the total.

It is believed that the adoption of this standard will not
only satisfy the demands of many state medical exanflining and
licensing boards, but will subserve the interest of higher med-
ical education. - Respectfully submitted,

(Signed) ; GEORGE M. KOBER,

WitriaM J. MEANS,
PARKS RITCHIE.

Dr. Eli H. Long moved that the report, as read, be accepted

and adopted. Seconded by Dr. Reyburn. 2 :

Dr. H. W. Loeb offered as an amendment, to the mqtl.on, that
colleges be permitted to-substitute laboratory and clinic hours,
for didactic hours. Seconded by Dr. Hall.

Figure 4. Curriculum requirements for AAMC membership.

Details of the curriculum structure needed by AAMC member institutions and AMA-approved medical schools in the early
20th century. By the mid-1920s adherence to these restrictive requirements led to major homogenization of the MD
curriculum at most U.S. medical schools. As a result, both the AAMC and AMA Council on Medical Education relaxed
details of hours for teaching each subject, but lists of subjects to be included in the curriculum persisted as a mainstay of
accreditation standards in later decades. Source: Association of American Medical Colleges Minutes of Fifteenth Annual

Meeting (Chicago, IL: American Medical Association Press, 1905).
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Equipment

At the 1908 AAMC meeting, the organization adopted an equipment requirement for medical schools,
based on a report by Secretary Fred Zapffe on the essential equipment needs for medical education.

The requirement was incorporated in the 1910 bylaws “as a tentative working basis for further
development.” It included not only physical equipment but statements about student clinical experiences.
Thus, inpatient clinics were expected to provide at least two beds (equivalent to 16 patients) for each
senior student, dispensaries had to provide at least 50 patients per senior student, and senior students also
had to have access to at least five obstetric cases. Cadavers and living animals needed to be available for
learning operative surgery; for clinical diagnosis instruction, schools were expected to have equipment
for examining “exudates, secretions, excretions, blood and tissues.” An accessible, cataloged library was
required with at least one publication on general medicine and one publication devoted to the work

of each medical school department. Schools needed to maintain a museum that included anatomic,
pathologic, and embryological specimens in addition to items such as charts, models, and bones.

For anatomy instruction, each student was required to dissect at least one lateral half of the human body.

Each basic science subject also included a list of required equipment.'*

In closing, it should be noted that the AAMC’s efforts to establish and update these requirements for
membership did not occur in isolation. There was close collaboration with the national organizations
for state medical boards, noted in the proceedings of the AAMC’s annual meetings. There was also a
keen awareness of the work being done by the AMA CME. Representatives of the AAMC had attended
initial meetings of the CME in 1905, and the 1906 report of the Committee on Medical Education to
the AAMC membership rather boldly stated, “The Council on Medical Education of the American
Medical Association apparently also appreciated the work done by this association [the AAMC],

because they adopted, in part, its requirements.”'*!

AMA Standards Before the 1910 Adoption of Essentials
of an Acceptable Medical School

Revival of the AMA’s interest in medical education became clear in the 1903 report of its Committee on
Medical Education, which acknowledged that the organization had “lost sight of” its founding purpose
of elevating medical education. However, the committee also felt that the structural reorganization
of the AMA by way of its representative House of Delegates provided an opportunity to return to its
roots: “With the new reorganization of the Association into a compact representative body, representing
the medical profession of each county and state, your committee feel that the American Medical
Association has become the best national instrument to supervise and elevate medical education.”'*
The committee did acknowledge the contemporaneous work of other organizations, including the
AAMC. The committee’s recommendations for standards to elevate medical education were rather
simple: a high school education sufficient to allow a student to pass university entrance examinations

and a four-year medical course of at least seven months in each year.

One of the first formal actions of the CME after its creation was the recommendation in 1905 for both
an aspirational ideal standard of medical education and a more pragmatic version that could be applied

immediately. The two versions were not greatly different, and like the AMA’s original standards,
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they covered premedical requirements and the medical curriculum. The practical standard contained

five basic elements:

1. A high school education or its equivalent, such as would admit the student to a recognized
university (similar to the language of the ideal standard, which did not, however, specify a
high school education)

2. Verification of the premedical requirement by a state official and by an official of the medical
college (the ideal standard required only verification by state authorities)

3. Four years of medical college training, with not less than 30 weeks in each year and 30 hours of
work in each week (the ideal standard envisioned an overall program of six years, consisting of one
year devoted to physics, chemistry, and biology offered in a school of liberal arts or by the medical
school; a four-year graded medical curriculum with two years of laboratory-based basic science
followed by two years of clinical study; and a sixth year internship in a hospital or dispensary)

4. Graduation from an approved medical college entitling the candidate to an examination before
a state examining board (no such requirement was mentioned in the ideal standard)

5. Passing of a satisfactory examination before a state examining board (also not mentioned
in the ideal standard)'®

The recommendations of the CME were approved by the House of Delegates. At the 1906 AMA meeting,
the council recommended, and the AMA approved, an additional standard requiring a year of study
between high school and medical school devoted to physics, chemistry, biology, and languages (as originally
suggested in the ideal standard). The council’s report noted that a resolution embodying such a provision

was adopted by the National Confederation of State Medical Examining and Licensing Boards.

When the CME began its program of medical school inspections in 1906, it used a 10-point scheme
for evaluating the schools, with each of the 10 items scored on a 1-10 scale. The 10-point scheme as
described in the 1907 AMA proceedings addressed the following:

Success of graduates before the examination boards
Standards and enforcement of entrance requirements

The general character and extent of the medical curriculum
Medical school buildings

Laboratory facilities and instruction

Dispensary facilities and instruction

Hospital facilities and instruction

N U » D

Extent to which the first two years of the medical curriculum are offered by men devoting their time
to teaching and the evidences of original research

9. Extent to which the medical school is conducted as an institution for teaching medicine rather than
as a means for the profit of the faculty

10. Owning of a library, museum, charts, models, etc.'**

While this 10-point system addressed the requirements of the educational standards that had been

approved by the AMA (specifically, the first three items), it also incorporated several facilities requirements
that would appear in the equipment standard proposed by the AAMC in 1908.
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Chapter 7

Changes in AAMC Membership
Requirements, 1908-1952

As mentioned in the preceding chapter, AAMC membership criteria, established in the organization’s
original constitution and bylaws, focused on the entrance requirements for medical school admission
and the organization of the MD curriculum. Attendance and graduation requirements were added in
1907, and an equipment standard was adopted in 1908. Over the course of the next decade, the AAMC
modified its admissions and curriculum requirements and added a new clinical equipment standard.
Eventually the membership requirements would be whittled down so that—by the time the LCME
began to function—AAMC expectations had been scaled back to minimal general statements about

admissions and curriculum.

Entrance Requirements

In 1911 the AAMC admission requirements were revised to require that the applicant provide certification
from an appropriate authority (a state licensing board, the academic department of a state university, or
an accredited university or college) that the applicant met all premedical course requirements established
in the AAMC constitution. Previously, schools were expected to verify the applicant’s credentials but were

not mandated to obtain certification of those credentials.

The minimum entrance requirements stated in the 1911 constitution included (1) a baccalaureate degree
from an accredited college or university; (2) a diploma from a high school or equivalent documenting
completed course work in mathematics, physics, history, English, and Latin (French or German could be
substituted for the Latin requirement if a student demonstrated proficiency on a written Latin exam); and
(3) successful completion of an examination covering those subjects and other, elective areas, administered

by a state medical examining board or comparable alternative.'*®

The 1914 revision to the constitution modified the high school subject requirements, dropping the
Latin requirement and adding course work in biology and chemistry, as well as French or German;
the entrance examination included math, English, a foreign language, and history, in addition to elective
subjects. In lieu of a baccalaureate degree, the constitution now required a minimum of one college
year at least 32 weeks in length, with instruction in biology, chemistry, physics, and either German

or French.'* The language requirement could be waived if the student demonstrated comparable levels
of high school study.

The requirement for college preparation was modified slightly in 1919 to include at least 60 semester
hours of work (two college years), with required instruction in biology, chemistry, physics, and English
composition and literature. Course work chosen from psychology, comparative vertebrate anatomy;,

social science, and a modern foreign language was recommended.'"
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Curriculum

High school requirements were eliminated in 1925, when the AAMC bylaws stipulated only those
college subjects that were necessary (by successful completion of course work or examination) for
entrance to medical school."® Mandatory subjects remained the same, although chemistry was now
differentiated into separate requirements for general chemistry and organic chemistry. The bylaws also
provided greater detail about the specific fields that were deemed necessary (e.g., general biology or
zoology) or not acceptable (e.g., entomology). The bylaws no longer identified recommended course
work. By 1932 the AAMC bylaws simplified the entrance requirements, stating only that college study
must include no less than two academic years and encompass English as well as theoretical and practical
courses in biology, general chemistry, organic chemistry, and physics.'* Those entrance requirements
would remain in force until a 1952 bylaws change that established a period of three to four years of

college (while allowing superior students the possibility of meeting the prerequisites in two years).'*

The original curriculum requirements described in the 1907 constitution and bylaws of the AAMC
set a total number of hours for the curriculum at 4,000 and delineated the number of hours for each
required subject, broken down by teaching method (lecture, lab, or clinical). The first change to this
scheme took place in 1911, when the required subjects were reorganized into seven divisions, with each
division allotted a percentage of overall curriculum time and a specific number of hours.'”! Within
any division, the hours available for each course were further broken down by teaching method.

The divisions resulting from this organizational structure are listed below:

Division 1 (720 hours, 18%): Anatomy, including
Gross anatomy
Histology and microscopic anatomy

Embryology

Division 2 (600 hours, 15%): Physiology and Chemistry, including
Inorganic chemistry
Organic chemistry
Physiologic chemistry
Physiology

Division 3 (450 hours, 11.25%): Pathology, Bacteriology, and Hygiene, including
Bacteriology
Hygiene and general dietetics

Pathology

Division 4 (240 hours, 6%): Pharmacology, Materia Medica, and Therapeutics, including
Pharmacology
Materia medica and pharmacology

Therapeutics
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Division 5 (970 hours, 24.25%): Medicine and Medical Specialties, including
General medicine, including clinical microscopy
Pediatrics
Nervous and mental diseases
Jurisprudence, ethics, and economics
Dermatology and syphilis

Division 6 (720 hours, 18%): Surgery and Surgical Specialties, including
General surgery
Orthopedic surgery
Genitourinary diseases
Eye
Ear, nose, and throat

Division 7 (300 hours, 7.5%): Obstetrics and Gynecology, including
Obstetrics

Gynecology, including some abdominal surgery

While the overall length of the curriculum remained the same at 4,000

The most notable change in the 1936 hours, the amount of time reserved for the specific subjects varied
revision was the elimination of all from the allotments established in the 1907 constitution. The 1911
references to curriculum hours, constitution allowed schools to reduce contact hours in any particular
both for the curriculum as a whole subject by as much as 20% as long as the total number of hours for the
and for individual subjects. division did not change. They also allowed for subjects to be transferred

between divisions and for lab hours to be substituted for didactic hours

within a subject.

The next substantive change in AAMC curriculum requirements appeared in the 1919 constitution and
bylaws. In this version, the divisional structure remained the same, but the total number of required
hours was reduced from 4,000 to 3,600. The reduction was generally proportional for each division,
with the largest decrease in Division 2 (from 15% to 13% of total curriculum hours) and the

largest increase in Division 3 (from 11.25% to 13%). Specification of hours for subjects within each
division was replaced by the use of percentages; the previous allowance for up to a 20% reduction of
time for subjects within a division was eliminated. Some of the identified subjects within divisions
were simplified. Division 2 in the new scheme, for example, consisted simply of physiology and
biochemistry. Notable new topics listed in the 1919 document were preventive medicine and public
health, added to Division 3, and roentgenology, added to Division 6. Ethics and economics were no

longer mentioned in relation to Division 5.!*2

Curriculum requirements were liberalized a little more in the 1923 AAMC constitution and bylaws.
The overall length of the curriculum was now specified as a range (3,600—4,400 hours) rather than a
fixed amount, with a range of 900-1,100 hours allowed for each year within the curriculum. The 1923

revision also reorganized the divisions, splitting Division 2 into two separate divisions, one each for
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biochemistry and physiology. Similarly, the subject of hygiene and sanitation was broken out into a
separate division from its original locus within Division 3. Each division was now allocated a range of

total curriculum time, as follows:

Division 1. Anatomical Sciences: 14%-18.5%

Division 2. Physiology): 4.5%—6%

Division 3. Biochemistry: 3.5%—4.5%

Division 4. Pathology, Bacteriology, and Immunology: 10%—-13%

Division 5. Pharmacology: 4%-5%

Division 6. Hygiene and Sanitation: 3%—4%

Division 7. General Medicine (Pediatrics, Neurology and Psychiatry, Dermatology, and Syphilis): 20%—-26.5%
Division 8. General Surgery and Surgical Specialties: 13%—-17.5%

Division 9. Obstetrics and Gynecology: 4%—5%

Jurisprudence was no longer mentioned as a subject within the general topic of medicine, but otherwise
the content within divisions remained the same. The range of curriculum time summed across all
divisions now varied between 76% and 100%. Schools now had the option of substituting elective
courses if they chose to use less than the maximum percentage within any division, thus allowing as

much as 24% of the curriculum to be reserved for electives.'>

In 1925 the AAMC added a statement in its bylaws regarding a combined six-year curriculum, which
included the course prerequisites from the college years as well as the medical school curriculum

outlined earlier in those bylaws.

These requirements remained in place until 1936, when the bylaws were amended to broaden the standards
related to the MD curriculum. The most notable change in the 1936 revision was the elimination of
all references to curriculum hours, both for the curriculum as a whole and for individual subjects.
The divisional organization of topics was replaced by a simple listing of subjects to be included in the
curriculum, which was expected to span a period of at least four academic years. The subjects remained
largely the same as before, with a few additions: psychobiology and anesthesia were added as new topics,
and physical therapy was added to the study of therapeutics.

In addition to the simplification of content coverage, the 1936 bylaws also introduced language about

the goal of the curriculum:

The entire course [of study] should be designed to train the student in the
practice of medicine, including the cultivation of health and the prevention and

treatment of disease.

The main purpose of the undergraduate curriculum should be to provide the student
with a sound foundation in the fundamentals of medicine on which he can build in
the future in general or special practice or in scientific investigation. He should have
acquired such habits of mind and thought that in addition to profiting by his professional
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experience, he will continue to educate himself throughout his life. By the end of
undergraduate medical courses the student should have matured sufficiently to assume

the responsible duties of his profession.'**

No further changes to the AAMC curriculum requirements occurred until 1948, when the bylaws were
modified to remove references to any specific subjects. The bylaws simply stated that the curriculum
should extend over a period of at least four academic years. The statements about the goals of the

curriculum remained the same.

Equipment

While AAMC standards for membership always addressed entrance requirements and curriculum, they
also covered other topics at various times. As noted in Chapter 6, the AAMC adopted a general equipment
requirement in the 1908 version of the constitution and bylaws, followed by an additional section for clinical

equipment included in 1914. The clinical equipment standard set the following minimum requirements:

+ A general hospital owned or controlled by the medical school, with an average daily inpatient
census of at least 100 and facilities for clinical teaching

+ A dispensary or outpatient department with at least 40 visits daily and at least 120 visits available
for junior and senior students across the school year

+  Atleast one competent instructor for every six students

+  Rooms, equipment, and facilities for microscopic, chemical, and bacteriologic examination
of clinical material

+  Rooms and equipment for X-ray work and electrotherapeutics
+ Equipment and materials for operative surgery on cadavers and animals

+ Sufficient facilities to allow each student to assist in at least six major operations and administer
anesthesia at least six times under appropriate supervision

+ Clinical facilities that allow each senior student to witness at least 12 obstetrical confinement cases
(under appropriate supervision) and to have entire charge of at least 3 of those 12 cases before,
during, and after labor (again, under proper supervision)

+  Equipment and facilities that allow each student to observe and participate in at least
12 complete autopsies

+ A working medical library with modern texts and reference books, the Index Medicus,
and 30 or more leading periodicals representing the major clinical disciplines'®

Both the general equipment standard and the clinical equipment standard were eliminated from AAMC
bylaws in the 1919 revision.

Student Records, Attendance, and Grading

The AAMC constitution and bylaws established expectations for student records in 1903; an attendance
requirement and grading scheme were added in 1907 (see Chapter 6). In the 1919 bylaws, the language
about attendance and a grading system was eliminated, and the section on student records no longer
specified the grades to be included on the student transcript. The requirement for maintaining student

records was eliminated in 1925.
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Catalog

In 1919 the AAMC amended its bylaws to add a new requirement that member medical schools publish

an annual catalog or equivalent material, to include the following:

+ The academic calendar for that year

+  Alist of the members of the board of trustees, with occupations and terms of office listed
+ Alist of faculty members, with rank

+ A brief history of the institution and an overview of its organizational structure

+ A summary of the institution’s equipment

+ A financial statement showing institution income, expenditures, and revenue sources
+ Requirements for admission and advanced standing

+ Rules for student promotion and requirements for graduation

+ Student fees and expenses, as well as scholarships and other financial aid

+ State examining board requirements

+ An overview of the curriculum, including a brief description of each required course
+ Alist of the previous year’s graduates, including any honors or prizes awarded

+ Alist of enrolled students'®

The catalog requirement was short-lived, however, and was eliminated in 1925.
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Chapter 8

Evolution of the AMA's
Essentials of an Acceptable Medical School

The observations obtained from CME inspections of medical schools in 1906 and 1910 provided the
basis for development of the AMAs first formal statement of the minimum requirements needed to
qualify as an approved medical school. The statement was presented to the House of Delegates with
the title of Essentials of an Acceptable Medical College ( Essentials), outlining “in the majority of points
a line considerably below the average of conditions existing in all the colleges of the United States and
Canada."’

This first version of Essentials, like earlier AMA standards, addressed admissions requirements and
details of the educational program; it also included statements about student records and educational
facilities, similar to the AAMC’s membership requirements of the period (see Figures 5a and 5b).
New topics included in the first Essentials addressed medical school leadership, the faculty,

and informational materials. The standards also incorporated and expanded upon the 10-point

scheme that had been used to classify medical colleges in the CME inspection program.

Essentials listed 25 separate requirements, summarized as follows:

1. Each college to enforce all AMA standards and requirements and be held responsible for any
instances where those standards and requirements are not enforced

2-3. Medical school admissions requirements, specifying a four-year high school education
superimposed on eight years of grammar school work and an expansion of that requirement
to include at least one year of college work in physics, chemistry, biology, and a modern foreign
language, “as soon as conditions warrant”

4-5. Attendance requirements for enrolled students, including no credit be given for less than
80% attendance for any course (with an exception for good cause such as sickness)

6. Terms for admissions with advanced standing, available only to students of other acceptable
colleges

7. Leadership of the college to fall under a dean or other executive officer with the authority
to carry out fair ideals of medical education

8. Student records reflecting credentials, attendance, grades, and accounts

9-11. Curriculum requirements, including a graded curriculum over four years, with 30 weeks per year
and 30 hours per week, documented in a printed schedule of lectures and classes two years of
lab work in all of the basic sciences two years of clinical work largely in hospitals and dispensaries,
covering all of the major clinical disciplines (both generalist and specialty), as well as hygiene
and medical jurisprudence
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12-14.

15-17.

18-19.

20.

21-24.

25.

Faculty and teaching quality, including at least six salaried, expert instructors in the laboratory
branches devoted to instruction and research; provisions that these instructors rank sufficiently
high to have some voice in the college and be provided with enough assistants in each department
to look after less important details; that medical teaching should be comparable in quality to
that seen in liberal arts colleges and technical schools; and that there be minimum qualifications
for faculty members, specifically graduation from recognized medical colleges, training in all
medical departments, and an ability to teach

Hospital facilities, owned or operated by the college, with a sufficiently large patient census to
permit students to see and study common surgical and medical cases as well as “a fair number”
in each specialty; easily accessible hospital facilities for not less than 200 patients usable for clinical
teaching, to accommodate 100 or fewer students, with conditions representing all medical
departments; and additional hospital facilities for “children’s diseases, contagious diseases,
and nervous and mental diseases”

Specific clinical conditions to be seen by students: at least five maternity cases per student,
with the student responsible for patient care under the supervision of an attending physician,
and 30 autopsies (for 100 or fewer students)

Outpatient facilities, controlled by the college, with a daily average of at least 60 cases per
100 or fewer students

Educational facilities and equipment, including a medical library, medical museum, appropriate
teaching apparatus, and evidence that equipment and facilities are being used in medical
student education

A published catalog to include requirements for admission, tuition, attendance, a list of
matriculated students, and the most recent graduating class'*®
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Figure 5a. Essentials of an Acceptable Medical College, page 681.

Standards for the evaluation of medical schools developed by the AMA’s Council on Medical Education. They were first

1910 and periodically revised over a period of nearly half a century.
The last version of Essentials of an Acceptable Medical School (the name changed in 1927) was adopted in 1951 and continued
in use until 1957, when the LCME developed Functions and Structure of a Modern Medical School as the common statement of
accreditation standards approved by both the AMA and the AAMC. Source: Journal of the American Medical Association

published as Essentials of an Acceptable Medical College in

(August 1910): 681.
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Figure 5b. Essentials of an Acceptable Medical College, page 685.

Standards for the evaluation of medical schools developed by the AMA’s Council on Medical Education.
They were first published as Essentials of an Acceptable Medical College in 1910 and periodically revised
over a period of nearly half a century. The last version of Essentials of an Acceptable Medical School

(the name changed in 1927) was adopted in 1951 and continued in use until 1957, when the LCME
developed Functions and Structure of a Modern Medical School as the common statement of accreditation
standards approved by both the AMA and the AAMC. Source: Journal of the American Medical Association

(August 1910): 685.
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Comparison of Essentials with contemporaneous AAMC membership requirements, as articulated
in the AAMC’s 1910 constitution and bylaws, discloses numerous similarities between the two.

The AAMC had adopted comparable admission requirements, albeit with much greater specificity in
terms of the subjects in which candidates needed to demonstrate achievement; also, the AAMC made

no mention of an expanded admissions requirement for a year of college-level course work in sciences

or foreign languages. The AAMC requirement on advanced-standing admissions and transfers was also
much more detailed and included a clause precluding transfers during the fourth year of study. Both
documents stipulated an attendance requirement with a threshold of 80% attendance, but the AAMC also

maintained a requirement that students obtain at least a 70% grade to receive credit for any course.

The AAMC minimum for curriculum length was based on four academic years of 32 weeks rather than
the 30 weeks specified in Essentials. The AAMC and AMA generally required the same subjects to

be taught in the curriculum, yet the AAMC requirements went further in specifying minimum numbers
of contact hours by teaching type; the only notable differences in content were AAMC requirements for

instruction in genitourinary diseases (60 hours), electrotherapeutics (60 hours), and dietetics (30 hours).

On the matter of clinical conditions and teaching facilities, the AAMC required two beds per student
in the hospital (equivalent to the Essentials requirement of 200 beds for each 100 or fewer students)
but only 50 patients (compared with 60 in Essentials) for learning in the dispensary. The standards
of both organizations required care for at least five maternity cases, but the AAMC did not have any
requirement for observation of or participation in autopsies. In the AAMC membership requirements,
equipment needs were described in much greater detail and were organized by course. The AAMC did
not have any standards relating to the authority of the dean, student records, or published catalogs and

was silent on faculty requirements and hospital ownership.

The publication of the first version of Essentials coincided with the publication of Medical Education
in the United States and Canada (the Flexner Report) and was undoubtedly influenced not so much
by the Flexner Report itself, but by the information collected during the round of medical inspections
conducted by CME members with Abraham Flexner. It also seems likely that the content of Essentials
took into account the AAMC membership requirements, given the general similarity between the two
sets of standards. While the Flexner Report proved to be a landmark event in the history of medical
schools and medical education, it had little demonstrable influence in subsequent years on the
educational standards of the AMA. Apart from a modest revision in 1913, the Essentials approved

in 1910 remained intact for another 17 years.

Later Revisions of Essentials

Apart from some mostly minor changes in language during the next few years, Essentials would not
undergo appreciable modification until 1927. This major revision introduced a different format, with a
prose structure and subject headings to guide the reader, as well as several new and revised standards.'”
This new version of Essentials did not remain intact for long, as the Council on Medical Education
and Hospitals (CMEH) adopted a series of revisions from 1933 through 1938, likely influenced by the

findings of the council’s comprehensive inspection of medical schools in the early part of that period.
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The most distinctive feature of the 1930s revisions was a new section of requirements on medical
school governance. The 1933 revision changed the title of the document from Essentials of an Acceptable
Medical College to Essentials of an Acceptable Medical School.

Essentials would undergo two more substantive revisions. The most notable feature of the 1945 revision
was the inclusion of some broad statements about the purpose of medical education.'®® Essentials
underwent one more revision in 1951, nine years after the origin of the LCME.'®" This version added
several new requirements but also simplified or eliminated several of the statements contained in its
predecessor. In terms of overall organization, the only notable change was the separation of facilities
requirements, formerly clustered in a section on “Plant,” into three distinct sections titled “Plant,”

“Library,” and “Teaching Materials and Specimens.”

Medical Student Standards

Like preceding versions, the 1927 update of Essentials focused on medical school admissions issues, under
two separate headings: “High School Requirements” and “Premedical College Course.” Little was new on
high school requirements, apart from one that the medical school maintain a statement of attendance at
the secondary school and a transcript of each enrolled medical student’s work. The high school education
requirement was eliminated entirely in the 1933 revision, although language about schools maintaining

“documentary evidence of the student’s preliminary education” continued in later versions.'®

Much more detail was provided in the 1927 Essentials in its description of requirements for collegiate
work. The original 1910 requirement for one year of college was expanded to 60 semester hours, spanning

two years of 32 weeks each; in 1951, the minimum requirement increased to three years of college.

A minor 1912 revision of Essentials required chemistry, physics, biology, and a modern foreign
language for the premedical curriculum of potential medical students. The 1927 version added English
composition and literature and other nonscience subjects to the requirements, while several other
subjects—a modern foreign language, advanced botany or zoology, psychology and logic, advanced
mathematics, and additional chemistry courses—were strongly urged. Still other subjects (e.g.,
economics, history, sociology, Greek, Latin, and even drawing) were suggested as electives. The subjects
of English, chemistry, physics, and biology would continue to be required through the final version of

Essentials in 1951, but the list of reccommended and elective topics was abandoned in the 1933 revision.

The 1927 Esse