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Purpose: 

I. SUMMARY STATEMENT· 

THE POSTGRADUATE HEALTH PROFESSIONS PROGRAM 
(MAINE COMP ACT) 

The primary objective of the compact is to provide educational opportunities 
in the health professions including allopathic, osteopathic, dental and 
veterinary medicine, and optometry to Maine students without incurring the 
inordinately large expense related to sponsorship of schools in these disci­
plines. Support of access to these professional schools may be considered 
an extension of the educational opportunities that the state sponsors for its 
residents in law, engineering and other programs through the University of Maine. 
The well qualified student from a state which·has no health professions schools 
is at a significant disadvantage in competing against the national pool for 
admission to health professions schools. All states in this country without 
allopathic medical schools, including Maine, do have such contractual arrange­
ments with health professions schools in other states. 

Allopathic: 

It is clear that the compact legislation has been instrumental in providing 
opportunities in health professions schools to well qualified Maine students. 
The impact is especially notable in allopathic medicine. In 1968-69, Maine's 
national rank in terms of entering students to allopathic medical schools per 
100,000 population was 49th. In 1979-80, it was 35th. Its rank in terms of 
percentage of applicants who succeeded in being admitted rose from 51st in 
1973-74 to first in 1977-78 despite a decrease in the number of applications 
between these years. The number of applicants per 100,000 population was 
lower, however, than any other state in the nation. The high percentage of 
successful applicants in the presence of a decreasing applicant pool reflects 
a highly developed guidance and pre-selection process in Maine colleges. Our 
35th position nationally, in terms of entering students per 100.000 population, 
would then suggest the need for continued funding of access at current levels 
and certainly not a decrease. 

Veterinary Medicine: 

Access continues to be a problem for students aspiring to a career in veter­
inary medicine. Veterinary schools are state-supported and do not generally 
consider students from states other than their own despite academic qualifi­
cations and financial ability, unless that student's state has a contractual 
agreement providing access with the school. Reference is made to a study 
which documents a relatively small number of applicants to schools of veter­
inary medicine from the State of Maine in one particular year, suggesting no 
further need of support of access to these schools. This particular year 
was an exception. Few students applied because during the previous year only 
two of a large number of applicants were admitted and students were generally 
discouraged from applying. The number of applications has increased to pre­
vious levels as demand continues to be great. 

Osteopathic: 

Maine students do have access to positions in the School of Osteopathic Medicine. 



The significant need of the student in osteopathic medicine continues to be sup­
port in the form of loan monies. 

Dentistry: 

In dental medicine, because of high tuition and market influences, it is likely 
that entering class size will be decreased. Without access through the compact, 
Maine students would be required to compete for this decreased number of seats 
with the national pool. Funding should continue to support access in part but 
should also be used to make available loans to qualified students. 

Optometry: 

There is continued need of support of access in optometry, especially with an 
aging population of optometric practitioners. 

Finally, it is important to note that the program has provided acces~ to students 
from all walks of life and from all parts of the state, as documented in the 
appendices. Its continuation would obviate the possibility that access to health 
professions schools would become limited to one particular class and to the very 
wealthy. 

Tuition Assistance: 

While providing access to seats in the various health professional schools, the 
program has also provided substantial tuition assistance to the students enrolled 
under its aegis. Each of the schools returns a variable but significant degree 
of Maine money to the student to defray tuition expenses. Discontinuation would 
have a very serious impact on the ability of our students to consider a career 
in the health professions and would result in substantial increases in tuition 
paid by Maine students in the affected schools. 

The program is extremely cost effective when one considers the cost of providing 
such educational opportunities through development and continued support of health 
professions schools by the State of Maine. Furthermore, the relationship with 
medical schools developed through the compact resulted in an estimated $3,299,634 
return to the State of Maine during four years of the present compact. It is 
anticipated that flow of monies back to the state will continue. 

Medical Education in Maine: 

The compact legislation has had a significant impact on medical education in 
the State of Maine. Relationships with the medical schools have fostered de­
velopment of postgraduate medical education programs at four centers through­
out the State which programs have played a significant role in providing physi­
cian manpower, including primary care physicians to rural areas, for the en­
tire State of Maine. These relationships and the availability of house officers 
have played a major role in supporting development of tertiary patient care pro­
grams at the Maine Medical Center and at other hospitals and have facilitated 
recruitment of physicians for the state. Medical school faculties have played 
an integral role in the development and maintenance of continuing medical 
education programs for the state's physicians. Compact schools, as well as 
other schools, have made a major commitment to training medical students in 
the State of Maine. Tufts and Vermont students spent a total of 274½ student 
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months at two centers in the state during their third years. Compact school 
students and students from other medical schools throughout the country spent 
over 194 student months in elective preceptorships in the state, many of them 
in rural areas, at no additional cost to the state. 

Manpower: 

Exposure of these students to practice in the State of Maine should have a 
significant influence on recruitment of physicians to the state in the future 
since such experiences are a well known determinant of practice site selection. 

It is too early to assess the impact of the compact on return of Maine students 
to the state to practice. It takes medical students seven to nine years follow­
ing entrance to medical school to complete training, military obligation, if 
necessary, and to enter practice. Under the current legislation, the first 
class graduated in 1979. They are still all in training; however, as of May 
1980, ten of 14 graduates of the dental medicine program have returned to the 
State of Maine. Three are reported in residency training; one is in practice 
elsewhere. None of three veterinary graduates has returned to the state to 
practice; one is still in postgraduate training. 

However, there is substantial experience with graduates of the University of 
Vermont School of Medicine. The contractual obligation with that school goes 
back to the late 1950s. Twenty-eight of 63, or 44.4 per cent of Maine compact 
students graduating from the University of Vermont School of Medicine between 
the years 1962 and 1975, are currently practicing in the State of Maine. This 
return is especially significant because these students returned to practice in 
Maine voluntarily before pay-back provisions requiring return to Maine to for­
give an indebtedness to the state were legislated. Twenty-two of 28, or 78.6 
percent of these physicians, are practicing in areas of the state other than 
Greater Portland. Finally, it is important to note that 68 per cent of Maine 
compact students in graduating medical school classes of 1981 are applying to 
the Maine Medical Center to return for postgraduate medical training. 

RECOMMENDATIONS 

1. Continue funding of the program at the current level of enrollment. 

2. Funding in support of educational opportunities in allopathic medicine should 
continue to be in the form of access or purchase of seats. 

3. Since access is not a problem for students interested in osteopathic medicine, 
funding should be in the form of a loan fund. 

4. Veterinary Medicine. Access continues to be a problem. Funding should be in 
support of the purchase of seats at current levels. 

5. Dental Medicine. Funding should continue to support access in part but should 
also be used to make available loans to qualified students. 

6. Optometry. Funding should continue to support access through purchase of 
seats. 



II. APPENDIX A 

Questions and Answers Relating to the Maine Compact. 

Data in Support of Answers, Conclusions. 



QUESTIONS 

1. HAS THE COMPACT LEGISLATION IMPROVED ACCESS TO ALLOPATHIC MEDICAL SCHOOL? 

2. WHAT HAS HAPPENED TO THE APPLICANT POOL TO ALLOPATHIC MEDICAL SCHOOLS AND 
THE CHANCES OF BEING ADMITTED UNDER THE COMPACT? 

3. DOES THE INCREASED PERCENTAGE OF ACCEPTANCES SUGGEST THAT THE COMPACT IS 
MAKING IT EASIER FOR POORLY QUALIFIED STUDENTS TO ENTER MEDICAL SCHOOL? 

4. IS THE COMPACT SUPPORTING ACCESS TO PROFESSIONAL SCHOOLS FOR CHILDREN OF 
PHYSICIANS? 

5. DOESN'T THE COMPACT SUPPORT ACCESS TO STUDENTS FROM THE LARGER CITIES 
AND TOWNS IN THE STATE AS COMPARED WITH SMALLER TOWNS AND RURAL AREAS? 

6. WHAT MIGHT IT HAVE COST THE STATE OF MAINE TO DEVELOP A NEW SCHOOL OF 
MEDICINE AS PROPOSED IN THE MID-1970S BY THE LEGISLATURE AND VETOED BY 
THE GOVERNOR? 

7. HAVE THE RELATIONSHIPS DEVELOPED WITH HEALTH PROFESSIONAL SCHOOLS RESULTED 
IN A RETURN OF MONEY TO THE STATE OF MAINE? 

8. HAS SUPPORT OF THE MAINE STUDENT THROUGH THE COMPACT RESULTED IN ANY SIG­
NIFICANT NUMBER OF STUDENTS RETURNING TO PRACTICE IN MAINE TO SATISFY OUR 
HEALTH MANPOWER REQUIREMENTS? 

9. HAVE MOST OF THESE PHYSICIANS ESTABLISHED PRACTICE IN PORTLAND? 

10. WHAT OF MEDICAL STUDENTS IN OTHER SCHOOLS? 

11. WHAT IMPACT HAS THE COMPACT RELATIONSHIP HAD ON BRINGING MEDICAL STUDENTS 
FROM THE AFFILIATED MEDICAL SCHOOLS TO MAINE FOR CLINICAL EXPERIENCE WHICH 
MIGHT INFLUENCE THEIR SELECTION OF MAINE TO PRACTICE? 

12. DON'T MOST OF THE MEDICAL STUDENTS WHO COME TO MAINE IN THE 4TH YEAR PRE­
CEPTORSHIP GO TO THE MAINE MEDICAL CENTER? 

13. DEVELOPMENT OF INTERNSHIP AND RESIDENCY TRAINING PROGRAMS AT MAINE HOSPITALS 
HAVE BEEN DIRECTLY RELATED TO MEDICAL SCHOOL AFFILIATIONS WITH COMPACT SCHOOLS. 
WHAT INFLUENCE HAVE THESE RESIDENCIES HAD ON SUPPLYING PHYSICIANS TO PRACTICE 
IN MAINE? 



TABLE 1 

Has the compact legislation improved access to allopathic medical school? 

TOTAL NUMBER OF ENTERING ALLOPATHIC MEDICAL STUDENTS 
NUMBER OF COMPACT STUDENTS, AND 

MAINE'S NATIONAL RANK - ENTERING STUDENTS/100,000 POPULATION 

Total Maine Compact National Rank/ 
Year Entering Stu- Students % of Total 100,000 Poeulation 

dents 

1968-1969 28 7* (25%) 49 

1972-1973 28 7* (25%) 

1974-1975 41 18* (43%) 

1975-1976 35 13** (36%) 

1976-1977 45 26 (58%) 

1977-1978 42 34 (81%) 34 

1978-1979 49 35 (71%) 34 

1979-1980 52 37 (71%) 35 

* UVM Compact Students 
** New Compact Begun - 10 Students UVM 

3 Students Tufts 

The legislation has improved Maine's national position in terms of number 
of entering students per 100,000 population from 49th to 35th. We are still 
35th, which would imply that access is still a problem for well qualified 
Maine students. 



TABLE 2 

What has happened to the applicant pool to allopathic medical schools and the 
chances of being admitted under the compact? 

TOTAL NUMBER OF MEDICAL SCHOOL APPLICANTS/ 
NUMBER OF APPLICANTS ADMITTED 

Maine's National 
No. of No. Ad- Rank - % of Appli-
Applicants mitted % cants Admitted 

1972-73 81 28 (34.6) 43 

1973-74 106 28 (26.4) 51 

1976-77 97 47 (48.5) 7 

1977-78 75 47 (59.0) l* 

* While raw percentage of applicants admitted puts Maine in Number 1 position 
nationally, the number of applicants per 100,000 population (6.91) was lower 
than any other state in the nation. This may in part reflect the recognized 
low level of aspiration of Maine students, but also reflects active guidance 
and pre-selection of student applicants by counsellors at Maine colleges. 

Acceptances per 100,000 population is 4.06/100,000, putting Maine in the 35th 
position nationally. This figure is compared to a low for New England, 2.94 for 
New Hampshire, and 8.70 for Vermont. Wyoming which also ranks high nationally 
with 58% of its applicants admitted, has 9,36 acceptances/100,000 population, 
over double those for Maine. This state also has a compact arrangement, no 
medical school. 

In the two years prior to implementation of the compact, an average of 11.8% of 
Maine applicants gained admission to Tufts Medical School in competition with 
6178 applicants nationally. In the five years of the compact, acceptance rate 
doubled to 23.7% while applicant pool remained high, averaging 7556. 

Elimination of compact support of access would significantly impair chances of 
well-qualified Maine students. 



Does the increased percentage of acceptances suggest that the compact is 
making it easier for poorly qualified students to enter medical school? 

No 

The pre-admissions characteristics of students in the Class of 1979 and 
1980 at the University of Vermont showed Maine students to be equal to 
or higher than the class average in grade point average and performance 
in the Medical College Admissions Tests. 

Furthermore, in terms of performance while in medical school, an analysis 
of 45 graduates of University of Vermont Classes of 1979, 1980, 1981 showed 
that: 

30% of Maine students were elected to the National 
Medical Honor Society on the basis of academic. 
performance as compared to a class average of 12%. 

Maine students class rank: 

Top 1/3 
Middle 1/3 
Bottom 1/3 

50% 
30% 
20% 

Maine students, therefore, performed substantially better than the average. 



Is the compact supporting access to professional schools for children of 
physicians? 

PARENTAL OCCUPATIONS: UVM COLLEGE OF MEDICINE 
STUDENTS CURRENTLY ENROLLED (CLASSES 1981-1984) 

37/77 Have Thus Far Responded 

Number­
Maine 

Physician 4 
Other Health Profession (Nurse, Social 

Worker, Dentist) 4 
Other Profession (Teachers, etc.) ·10 
Owner, Manager, Administrator 9 
Clerical or Sales Worker 0 
Craftsman or Skilled Worker 3 
Unskilled Worker (Non-farm) 5 
Farmer, Farm Worker 0 
Homemaker 0 
Other 2 

37 

Twenty of 37 mothers (54%) held a job. 

% of Stu­
dents-Maine 

10.8 

10.8 
27. 
24.3 

0 
8.1 

13.5 
0 
0 

5.4 

* Class of 1976-1977 applicants from Journal of Medical Education 

% of Applicants 
Nationally* 

11.8 

4.4 
22.4 
24.6 
5.3 
9.4 
4.3 
2.8 
0.2 

11.5 

The.answer is obviously No! Based on this partial survey, the compact supports 
access to children of Maine's unskilled workers at a significantly higher per­
centage than national experience. Access for physicians/ children is comparable 
to the national experience. 



Doesn't the compact support access to students from the larger cities and towns 
in the State as compared with smaller towns and rural areas? 

NUMBER OF STUDENTS FROM MAINE - UNIVERSITY 
OF VERMONT SCHOOL OF MEDICINE FROM 

TOWNS UNDER 10,000 POPULATION* 

85 of 215 or 39.5% 

See attached lists for actual place of residence. 

* Figure includes towns below a population of 10,000 which are not a 
part of a metropolitan area (Portland, Waterville, Lewiston, Bangor). 

No. The attached list documents place of residence of Vermont Medical students 
in the Classes of 1958-84 inclusive. 85 of 215, or 39.5% have been from 
towns under 10,000 population that are not a part of a metropolitan area. 
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UNIYERS ITY OF ~TERMONT 
COLLEGE OF MEDICINE 

Class of 1984 

Adams, Charles F., Jr. 
Austin, David 
Baker, Ronald E. 
Coco, John F. 
Cole, Linda S. 
Frye, Kathleen A. 
Khoury, ~ouglas A. 
Kronholm, Penelope J. 
Millette, ~eo A. 
O'Heara, Thomas M. 
Poulin, Eileen M. 
Poulin, Lucille 
Richards, Audrey L. 
Riker, Richard R. 
Shiro, Brian C. 
Taylor, Connie E. 
Wagner, Lansing 
Wing, Randall B. 
York, Gary L. 

Class of 1983 

Campbell, Robert J. 
Frewin, Paul R. 
Heilner, David P., J~. 
Hum.per, Brian M. 
LaFleur, Joel D. 
Lavoie, Frank. W. 
Meserve, John P. 
Mills, Brian P. 
Mills, Scott D. 
Orloff, John J. 
Pouravelis, George T. 
Rose, James Gary 
Schwartz, Bennett 
Sancrant, Cheryl B. 
Sprague, Richards. 
Taylor, William F. 
Thom-pson, Benjamin M. 
Varadi, Kathleen F. 

Class of 1982 

Benoit, Joseph L. 
Briggs, Dana G .• 
Caldwell, Christopher B. 
Couser, Jr., James I. 
Foster, James C. 

PLACES OF RESID~CE 

1958 to 1984 Graduating Class 
Residents of Maine 

:a-rewer 
Pittsfield 
Madawaska 
Brewer 
Portland 
Portland 
Bangor 
East Winthrop 
Old Orchard Bch 
Bangor 
'tlinslow 
Winslow 
Yarmouth 
Lewiston 
Waterville 
S. Portland 
Winterport 
Bath 
Cumberland 

Biddeford 
Waterville 
Blue Hill 
Bath 
Auburn 
Lewiston 
Randolph 
Augusta 
Auburn 
Waterville 
Biddeford 
Orono 
Portland 
Bar Harbor 
Orono 
Orono 
S. Portland 
Waterville 

Bangor 
Bangor 
Cumberland 
Farmington 
Scarborough 

Fsde 

Class of 1982 (Cont.) 

Gagan, Jamie L. 
"Hanlon, Ann M. 
~layward , Thomas D. 
Jaccoma, Edward H. 
Kilgour, James B. 
McCarty, Martha E. 
0 'Meara, John R. 
i?oole, Lindsay 
Pritham, Robin M. 
Puls, ~-iendie M. 
Shapiro, Deena J. 
Shaw, Robert L. 
Sowerwine, Margaret E. 
Strater, William T. 
Towle, Deborah I. 
Treworgy, Scott W. 
Young, Michael P. 

Class of 1981 

Carbonn:eau, Robert J. 
Coo-per, Mark S. 
Hall, David G. 
Jillsen, Ann Elizabeth 
Kaplan, Lawrence C. 
Larochelle, Jacques G. 
Leavitt, Bruce J. 
Lemire, Ann Marie 
Logan, Theodore F. 
Martin, Priscilla S. 
Millard, Peter S. 
Millay, David G. 
Smith, Jr., Clifton D. 
Smith, Donald D. 
Stitham, Sean 
Torrey, Susan P. 
Tripp, Leslie N. 
Violette, E. Jeffrey 

Class of 1980 

Paul Balzer 
Sarita Brouwer 
Cheryl Coffin 
Kerry Crowley 
Joel Cutler 
Jeryl Dansky 
Linda Hermans 

Westbrook 
Augusta 
Cape Elizabeth 
Kennebunk. 
Rockland 
Fairfield 
Waterville 
Cape Elizabeth 
Greenville Jct. 
Freedom 
Lc::wistoa 
Veazie 
Columbia Falls 
Ogunquit 
Portland 
Calais 
Orono 

Lewiston 
Gardiner 
Freeport 
Rockland 
Camden 
Jackman 
Waterville 
Old Orchard Bch 
Scarborough 
Lewiston 
S. Windham 
Bowdoinham 
Westbrook 
Old Town 
Dover-Foxcroft 
Brewer 
Saco 
Augusta 

Brunswick 
Camden 
Bango-r 
Co-rea 
Bango-r 
Hallowell 
Kennebunk 



Class of 1980 (Cont.) 

Mark Kandutsch 
Roland Larrabee 
Thomas Le·ver 
Denise L'Heureu:x 
Rebecca Chagrasulis 
Hark McGovern 
Paul Morin 
Lori Radke 
Jim Sensecqua 
~oroan Sturtevant 

Class of 1979 

Karen Gershman 
Eve Inchardi 
Gary Keller 
Ralph Manchester 

McGee 

Cynthia Christy Manchester 
Michael McKee (dee) 
Nancy Plourde 
Alan Rogers 
James Sensecqua 
Laurie Woodard 
Evangeline Lausier 

Class of 1978 

Shen:-y Dick.stein 
Jonathan Hayden 
Edwin Reff ernan 
Mark Helms 
Michael Hermans 
Barbara James 
Thomas Judd 
Jeffrey Lovitz 
David Lynch 
Wallace McGrew 
Philip Peverada 
Paul Plourde 
Paul Poulin 
Mark Rolerson 
John Scamman 
Christopher Snow 
John Thomas 
Brooke Thorner 

Class of 1977 

Samuel Broaddus 
Allan Freedman 
James C. Hebert 
William Hickey 
Alan McLean 

Bar Harbor 
Brownville 
Mexico 
Sanford 
Casco 
Portland 
Fort Kent 
Orono 
N. Windham 
Wacerville 

Orono 
Br.ins,dck 
Bangor 
Waterville 
Waterville 
Eustis 
Auburn 
Waterville 
N. Windham 
Lewiston 
Freeport 

Portland 
Yarmouth 
Wells Beach 
Portland 
Kennebunk 
Auburn 
Ellsworth 
Waterville 
Augusta 

Jct. 

Cape Elizabeth 
Portland 
Orono 
Waterville 
Lewiston 
Cape Elizabeth 
W. Scarborough 
Dover-Foxcroft 
Portland 

Westbrook 
Orono 
Waterville 
Houlton 
Falmouth 

Class of 1977 (Cont.) 

Guy Raymond 
John Redmond 
Karen Reeves 
Haya Chatterjee Rogers 
Kenneth Stevens 
Jane Wolf 
noward Yeaton 

Class of 1976 

Marilyn Clark 
Douglas Dennett 
George Eypper 
John Georgitis 
Paul Mc:3rearity 
Matthew Zetumer 

Class of 1975 

Allen Fongemie 
Steven Johnson 
John Murphy 
Stephen Rowe 
Christopher Selvage 
Robert Turner 
Robert LeGendre 

Class of 1974 

Brian •Gardner 
Albert Hebert 
Richard Lampert 
Frederick Perkins 
Douglas Sewall 

Class of 1973 

Ralph L. Berey III 
Cressey Brazier 
David Bronson 
David Fla~,in 
Nicola Miragliuolo 
Irwin Paradis 
Bernard Price 
Stephen D. Reed 
Susan Shubert Buchwald 
Richard J. Taylor 

Class of 1972 

William Bennett 
James Bress 
Douglas Brown 

Fre:1chville 
Augusta 
Auburn 
Brunswick 
South Portland 
Portland 
Winthrop 

Yarmouth 
Dixfield 
3ethel 
Orono 
Allagash 
Harrison 

Van Buren 
Kennebunk 
Augusta 
South Portland 
Cape Elizabeth 
Bowdoinham 
Brunswick 

Richmond 
Mars Hill 
Brunswick 
Kennebunk 
Orono 

Cornish 
Brooks 
Bath 
Biddeford 
Bangor 
Fort Kent 
South Portland 
Newcastle 
Bangor 
Bangor 

Lincoln 
Portland 
Waterville 



Clasa of 1972 (Cont.) 

Mark Dubay 
Donald Levi 
Donald Murinson 
Gary Towle 

Cl.ass of 1971 

Alan Ayer 
Charles Belisle 
Ernest Brown 
David Haskell 
Lester York 

Class of 1970 

Preston Carter 
Richard Gendron 
David Staples 

Class of 1969 

Duane Record 
William Thurlow 

Class of 1968 

Thomas Hallee 
Park Hanis 
Robert Madrell 
Jon Pitman 

Class of 1967 

Jeanine Berry 
Norman Bress 
Peter Colley 
David Martin 
Otis Tibbetts 
Roger Wilson 

Class of 1966 

Paul Jabar 
George Morrissette 
Robert Vigue 

Class of 1965 

James Butler 

Old Town 
Portland 
Portland 
Portland 

S. Portland 
Biddeford 
Eliot 
Houlton 
Portland 

Etna 
Saco 
Brewer 

Livermore Falls 
Brunswick 

Pittsfield 
Presque Isle 
Ellsworth 
N. Vassalboro 

Unity 
Portland 
Farmington 
Falmouth 
Auburn 
Jefferson 

Waterville 
Augusta 
Berwick 

Augusta 

Class of 1964 

Prescott Cheney 
Theodora Hallee 
¼illis Ingalls 

Class of 1963 

Ann Tompkins D,,orak 
Philip Villandry 
Houghton McClellan White 

Class of 1962 

Daniel Day 
John Richard Dooley 
Richard Haskell 
Paul Marshall 

Class of 1961 

Donald Morton 

Class of 1960 

Henry Curley 
Richard Dillihunt 
Edward Greco 

Class of 1959 

Patricia Ann Adams 
William Hodgkin 
Bernard Passman 

Class of 1958 

Peter Goodhue 
Daniel J. Hanson 
Paul Stevens 
Peter Webber 

Briston 
Pittsfield 
N. Windham 

Island Falls 
Biddeford 
Biddeford 

Yarmouth 
Portland 
Orono 
Waterville 

Presque Isle 

S. Portland 
Winthrop 
Cape Elizabeth 

W. Scarboro 
Auburn 
Portland 

Fort Fairfield 
Calais 
Westfield 
Portland 



Have the relationships developed with health professional schools resulted 
in a return of money to the State of Maine? 

OUT-OF-STATE MEDICAL SCHOOLS 

FINANCIAL RETURN TO MAINE 

DURING FOUR YEARS OF THE PRESENT COMPACT 

I. CAPITAL OUTLAY 

(Source: RHA; MMC) 

II. STUDENT FINANCIAL ASSISTANCE 
(Source: RHA; Tufts University) 

III. ON SITE (In Maine) PROGRAM RESOURCES 
(Source: Tufts University; Maine Dartmouth 
Family Practice Residency; Central Maine 
Medical Center; Maine Medical Center) 

IV. ON SITE (In Maine) EDUCATION OF PRACTICING 
PROFESSIONALS, EXCLUDING TRAVEL EXPENSES 
(Source: Tufts University; Maine Dartmouth 
Family Practice Residency; University of 
Maine AHEC) 

V. OTHER (Estimate of Travel Expenses; 
Administration Support for CMMC) 
(Source: Tufts University; CMMC; Maine 
Dartmouth Family Practice Residency) 

TOTAL 

157,555 

79 ,-300 * 

2,816,519 ** 

220,172 

26,088 

$3,299,634 

* Does not include a dollar amount reflecting that Maine Compact 
students at the University of Vermont pay Vermont's in-state 
tuition as opposed to out-of-state tuition -- a difference of 
$2,970 per student per year. 

** Includes AHEC funds. Those funds, however, were not available 
to Maine without the partnership of an out-of-state medical school. 

The figures presented above, when compared to the biennial expenditures 
under the compact (currently proposed at 1.7 million per year) document 
a substantial direct return on the investment. 



Has support of the Maine student through the compact resulted in any significant 
number of students returning to practice in Maine to satisfy our health manpower 
requirements? 

Yes: 

28 of 63 (44.4%) of Maine compact students graduating from the 
University of Vermont School of Medicine between 1962-1975 now 
practice in Maine! These students returned without being obli­
gated to return for the purpose of debt forgiveness. 

Have most of these physicians established practice in Portland? 

No: 

22 of 28 or 78.6% have established practices outside of Greater 
Portland. 

What of medical students in other schools? 

Graduates from Tufts and UVM under the new legislation (effective 
in 1975) are still in post-graduate training and cannot have been 
expected to enter practice as yet. 

However, 68% of the Maine students in graduating medical school 
classes of 1981 are applying to the Maine Medical Center to return 
to Maine for post-graduate training. 

As of May 1980 

0 of 3 veterinary graduates returned to Maine. 
10 of 14 dental graduates returned. 



TABLE 3 

What impact has the compact relationship had on bringing medical students 
from the affiliated medical schools to Maine for clinical experience which 
might influence their selection of Maine to practice? 

MEDICAL STUDENT EXPOSURE TO PRACTICE IN THE 

STATE OF MAINE - 1980-81 

Third Year Clerkships: 

Maine Medical Center - UVM College of Medicine 
(Medicine, Surgery, Obs/Gyn, Pediatrics, Psychiatry) 

Eastern Maine Medical Center - Tufts 
(Pediatrics) 

TOTAL: 

*Fourth Year Elective Preceptorships (1980-81) 
(No specific funding required) 

University of Vermont (34 outside of Greater Portland) 

Tufts 

Boston University 

Maine Medical Center (Non-Tufts Students) 

Eastern Maine Medical Center (Non-Tufts Students) 

TOTAL 

* Not all preceptorships listed. 

Student 
Months 

252 

22.5 

274.5 

47 

26 

24 

82 

15 

194 

This very substantial number of students includes students from other states 
and schools as well. This exchange would not occur without the compact re­
lationship. This program of preceptorships does not cost the state additional 
dollars in support. 



TABLE 4 

Don't most of the medical students who come to Maine in the 4th year preceptor­
ship go to the Maine Medical Center? 

No. 

18 Maine compact students from UVM are spending 47 student months 
in Maine this year. All but 13 of these student months will be 
spent outside of Greater Portland, as shown on the attached list. 
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Student 

~obert Carbo:1neau 

~ark Cooper 

uavi d Ha 11 

d.nn Jil 1 son 

Lawrence Kap 1 an 

Jacques Laroche 11 e· · 

Bruce Leavitt 

An~ Lemire 

Theodore Logan 

Priscilla Martin 

Peter Mi 11 ard 

David M111 ay 

Cl i fton Smith 

nald Smith 

EMRNSHIPS IN MAINE 
SCiEOULEO SY 

MAINE CONTAAcr STUDENTS, CLASS '81 TABLE 4 

Phy'5i ci an & Site 

Or. David Walter, Lewiston, M2 
Dr. Stephen Sokol, Mt David Clin Assoc, Lewiston, t-'£ 

Dr. Arlene Cenedella, Presque Isle, tw£ 
Augusta General Hospital, Augusta, ME 
Dr. Jeanne Arnold, Family Med Institute, Augusta, ~£ 
Or. Shelby Brarrmer, St. Mary's Hosp, Lewiston, ME 

Or. Robert Beekman, Hu11s Cove, ME 
Or. Paul Parker, Maine Med Ctr, Portland, ME 

Cr. Shrier, Penobscot Bay Med Ctr, Rockland, ME 
Or. Richard Burton, Maine lwed Ctr, Portland, ME 

Dr. George Ha11ett, Maine Med Ctr, Portland, ·f,£ 
Cr. Robert Scarla-ta, Pineland, Ct:-,. Pownal, t-t: 
Or. Charies Burden, Coastal Peds, Bath, f,£ 
Dr. Richard McFaul, Maine Med Ctr, Portland, 1-E 

~ 

3/80 
1 /81 

1/80 
3/80 
8/80 
1 /81 

6/80 
7/80 

5/30 
12/80 

8/80 
9/80 

II 

11/80 
Dr. Paul LaMan:he, Eastern Maine Med Ctr, Bangor, t-t: 12/80 
Dr. Robert Scarlata, Pineland Ctr, Pownal, ME II 

Cr. Philip Kimball, Eastern Maine Med Ctr, Bangor,. ME 6/80 
Dr. Richard Britton, Maine Med Ctr, Portland, liE 9/80 
Dr. Paul Brinkman, Jr., Fannington, tiE 12/80 

Dr: Albert Aranson, Maine Med Ctr, Portland, 1'E 4/80 
Dr. Marx Cubay, Bath., lw£ 7/80 
Cr. John Towne, Med-Maine Med Ctr, Waterville, ME 12/80 

Dr. Arlene Cenedella, Presque Isle, t-E 6/80 
Or. Wise, Eastern Maine Med Ctr, Bangor, ME 10/80 

Dr. Robert Roy, Mid-Maine Med _Ctr, Waterville, ME 3/80 
Dr. Harold Burnham, Gorham, ME 5/80 

Dr. Wi 111 am Ervin,, Portland, ME 7/80 
Dr. J. Edward Martin, Mexico, 1-E 12/80 

Dr. Richard Mcfaul, Maine Me~ical Ctr, Portland, ME 7/80 

Dr. Arnold, Central ME Fam. Prac. Res., Augusta, ME 9/80 
Dr. George, Hallett, Maine Med Ctr, Portland, ME 11/80 
Dr. Peterlein, Central IE Fam Prac Unit, Lewiston, 1'£12/80 
Maine fled Ctr, Portland, ME 1 /81 
Or. Peter Mason, Rictnmnd Area Hlth Ctr, Richroond ME 2&3/81 

Dr. Jeanne Aniol d, Fami 1y r-'ed Institute, Augusta, ME 4/80 
Or. C. Irving Meeker, Maine Med Ctr, Portland, ME 6/80 

Or. John Macxin, Mid-fi\!ine Med Ctr, Waterville, ME 3/80 
Dr- P. Emnett. Eastern Maine -Med Ctr, .. Bangor, f€ 4/80 
DI-. Albert' Lant1nen, 'Pehob!~ot Bay fi'ed Ctr, Rockland 9/80 
~. TinJ;tthy. Ric:hard5on,.J1i, •Maine Med Ctr., Watervil1el2/80 ···.. .. . . . ' ; ·. . . . . .. 

Soecialty 

PEDS 
MED 

0B/GYN 
RAD 
F. p. 
EMER MEl 

MED 
NEPHROL 

0B/GYN 
SURG 

PEDS 

PEDS 
CARDIOL 
PECS 

0RTHOPEC 
SURG 
SURG 

MED 
08/GYN 
SURG 

OB/GYN 
MED 

MED 
MEO 

MED 
MEO 

PEDS 

F.P. 
PEDS 
F.P. 
RAD 
F. P. 

F.P. 
0B/GYN 

MEO 
· EMER RM 

08/GYN 
MED 

, ,, Q/1::11 
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Student 

Sean S ti tham 

Susan Torrey 

Les 1 i e Tri pp 

Jeffrey Violetta 

.. 

C.J.lC.N\~OJ.r.- 4n , . .,.,..,,.._ \-•••• 

. SCiEDULED BY 
MAINE CONTRACT STUDENTS, a.ASS ' 81 

TABLE 4 - Cont. 

Physician & Site Date -
Or. F. Lawrence, Maine Med Ctr, Portland. lwE 3/80 
Or. H. Gary Parker, Mayo Reg Hosp, Dover-Foxcroft., ME 6/80 

Or. Parrot, Eastern Maine ft'ed Ctr, Bangor, ME 

Or. Peter Eamett, Eastel"'TI ~ Med Ctr, Bangor, ME 
Or. Walter Peterlein, Central r.E Med Ctr, 1.ewiston 
Dr. Jeanne Arno 1 d, Me-Dartmouth Fam. Prac Res, Augus 
Or. John Gibbons, Maine fwwd Ctr, Portland, t,£ 

Or. Wi11iam T°'9garf';-Mid-Maine Med Ctr, Watel"'Vi11e 

9/80 

9/80 
10/80 
11/80 
12/80 

5/80 

Scecialtv 

E?ER RM 
MED 

MEO 

EMER RM 
F.?. 
F .P •. 
RAO 

EMER RM 

• :~: •~} •, ~ ~ 'r",• '9 I•• • 

1/19/81 



TABLE 5 

What might it have cost the State of Maine to develop a new school of medicine 
as proposed in the mid-1970s by the legislature and vetoed by the governor? 

COST OF UNIVERSITY OF MASSACHUSETTS SCHOOL OF MEDICINE - WORCESTER 

1st Class Accepted 

Hospital Opened 

Capital Costs: 

Physical Plant, Construction 
Medical School and Hospital 

65-70 Acres of State-Owned Land -
Cost Not Available 

Furnishings and Equipment 

1970 

1976 

1-2 Million Dollars/Year x 10 Years 

Operating Budget: 

Medical School 

Hospital - Educational Subsidy 

$160,000,000 

$ 10-20,000,000 

$ 18,000,000/Year 

$ 3-4,000,000/Year 

1976-1979 

$1,000,000/Year 
at Present 

The compact legislation has provided access and many of the advantages of medical 
school affiliation, as well as providing educational opportunities in vetenninary 
medicine, dental medicine, optometry and osteopathic medicine, all at a small 
fraction of the cost of supporting just~ of these schools as suggested above. 



TABLE 6 

Development of internship and residency training programs at Maine hospitals have 
been directly related to medical school affiliations with compact schools. What 
influence have these residencies had on supplying physicians to practice in Maine? 

MAINE MEDICAL CENTER RESIDENCY GRADUATES, 1965 - 1975 (INCLUSIVE) 

Program Total No. in Of Those Remain-
Trainees Maine % ing in Maine, 

% in Portland 

Anesthesiology 15 7 47% 57% 

Cardiology 15 7 47% 29% 

General Practice 14 10 71% 30% 

Internal Medicine 31 16 51% 37% 

Internship Only 54 13 24% 54% 

Nephrology 1 1 100% 

Pathology 5 1 20% 100% 

Pediatrics 14 11 79% 45% 

Psychiatry 12 10 83% 60% 

Radiology 14 9 64% 78% 

Surgery 34 25 74% 32% 

TOTAL 209 110 (53%) 

FAMILY PRACTICE RESIDENCY GRADUATES 

Central Maine Medical Center 4 3 75% 
Maine Dartmouth Residency 24 16 67% 
Maine Medical Center 21 17 81% 
Eastern Maine Medical Center 17 10 59% 
Waterville Osteopathic 2 1 50% 
Osteopathic Hospital of Maine 13 10 77% 

These residencies have been instrumental in supplying the medical manpower needs for 
the State of Maine. 



III. APPENDIX B. 

DETAILED STATEMENTS RELATING TO EACH 
INDIVIDUAL PROFESSIONAL DISCIPLINE 

DENTAL MEDICINE 

The Maine Dental Association supports continuation of the Maine Post-Graduate 
Professions Program which provides opportunities for Maine students in the fields 
of allopathic and osteopathic medicine, dentistry, optometry and veterinary 
medicine. 

The purpose of this Legislation was to gain access for Maine students in profes­
sional education programs not available in the State of Maine. This purpose is 
no less valid today. It is imperative that Maine students have equal opportunities 
to pursue education in these vital professions. 

The MDA recognizes that nationally over the past several years there has been a 
gradual decline in the number of applicants for dental seats. Although the reasons 
for this decline are varied, multifaceted and complex, it is, at least in part, 
attributable to the rising cost of a dental education. 

Faced with steadily decreasing Federal assistance and constantly rising inflation, 
dental schools have been forced to raise tuition rates. The tuition increases 
have, in turn, resulted in lowering the applicant pool. Caught in this critical 
situation, the dental schools have been forced into making major changes to remain 
financially viable. 

Tufts University School of Dental Medicine has plans to reduce class size from 150 
to 125 students. They also have under consideration several methods of increasing 
the applicant pool. Highly qualified junior undergraduate students may be accepted 
for admission. 

Whatever changes are adopted will undoubtedly serve to increase the pressure on 
Maine applicants and students will again face fierce competition for the avail­
able seats. 

Under the Maine compact agreement, a specified number of seats are assured for Maine 
students. Without the compact, Maine applicants would be forced to compete as 
part of the national applicant pool. 

If the Post-Graduate Health Professions Program is terminated, students from low 
and middle income families may be denied access for financial reasons. Maine's 
dental students come from all socioeconomic levels. In fact, eight of this year's 
contract dental students come from families whose annual income is $16,500 or 
less. Without the subsidy program, many of these deserving students may be un­
able to find the funding needed to complete their education. 

The State of Maine has contractual obligations with these students in the health 
professions and with the schools in which they are enrolled. The Maine Dental 
Association feels that· these obligations must be honored. 
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VETERINARY MEDICINE 

It is now possible for qualified Maine students to enter the veterinary profes-. 
sion. Access is via the contract arrangement with Tufts, University of Pennsylvania, 
and Cornell. Other schools in the U.S. usually do not consider Maine students be­
cause there are no contract arrangements. If the Contract arrangement were ended, 
it would be very difficult for any individual from Maine to pursue a career in 
veterinary medicine. 

OPTOMETRIC MEDICINE 

Studies on optometric manpower indicate that indeed age distribution of optometric 
practitioners in the State of Maine is skewed, indicating a disproportionate number. 
of older practitioners. A study done in 1975 indicated that 70 of 124 practicing 
optometrists were 50 years of age or over and would be expected to retire by the 
late 1980's. This phenomenon which is nationwide resulted from the high number 
of doctors educated following WWII. The whole country will experience this attri­
tion. Maine requires an average of 9 new optometrists per year through the 1980's. 
In the last five years the New England College of Optometry, where 85% of Maine 
Doctors of Optometry are educated, has admitted 4 to 6 Maine students each year. 
It has been brought to my attention by the Dean of NEWENCO that as their contract 
program develops for states outside of New England, those states from which the 
college has qualified applicants are being told that those applicants, if capi­
tated, will be given priority over non-capitated students. This will tend to 
greatly restrict opportunities for non-capitated students. 

It is strongly felt that a greater number of students from Maine at NEWENCO are 
accepted as a direct result of those admitted under the compact. This tends to 
dilute the per student costs to bargain levels. 

Our legislators must realize that taxpayers from other states supporting medical 
schools will become reluctant to allow Maine students to get a "free ride" at 
their expense. At some point, as competition for these seats increases, it will 
be more beneficial for the medical schools to accept most of their students from 
the compact pool. The other alternative would be to increase tuition costs for 
out of state students to a level that only the wealthy could afford. This would 
put the middle and low income students at a disadvantage. 

It should also be noted that seven (7) of the 10 colleges that Maine contracts 
with apply allot part of the grant to the students tuition costs. This, in ef­
fect, satisfies a form of student aid to help defray the ever increasing costs of 
medical education. 

Capitation, as demonstrated by the national experience, provides an equitable means 
for the New England States to contribute to the support needed to provide for the 
regionfs increasing needs for medical care. The amount committed by the State of 
Maine is only a small portion of what our costs would be to "float" a medical 
school. 

OSTEOPATHIC MEDICINE 

The University of New England College of Osteopathic Medicine was established in 
response to a need for more osteopathic physicians in New England. The primary 
goal of the college is to produce osteopathic physicians who will practice family 
medicine in under-served areas of New England. The College·of Osteopathic Medicine's 
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curriculum emphasis is on health promotion and illness prevention. Over 75% of 
osteopathic physicians, nationally, practice family medicine, and over 90% practice 
primary care. Osteopathic physicians are more likely to practice in rural areas 
than other types of physicians. 

The New England College of Osteopathic Medicine, located in Biddeford, Maine, has 
a commitment to Maine, and gives preferential admission to applicants from Maine. 
The college does not link admissions to state capitation or loans and, in fact, the 
majority of Maine students at the University of New England College of Osteopathic 
Medicine choose not to accept stat~ funds. Some Maine students need loan support, 
and on their behalf, we feel this bill should receive support. 

The College of Osteopathic Medicine expects to participate in Chapter 304 postgraduate 
education in che fields of medicine, optometry, veterinary and· dental medicine dur­
ing the 1982-83 biennium. One-fifth of the funds allocated for allopathic and os­
teopathic contract seats is to be used at the New England College of Osteopathic 
Medicine. Principally, Maine residents will use these loan funds to help pay their 
tuition. The money loaned to each osteopathic student is to be no more than the 
average cost to the state for capitation at the allopathic schools. The decision 
as to student need is to be at the discretion of the New England College of Osteo­
pathic Medicine. In addition, one fourth of the loaned monies will be forgiven 
for each year that the graduate practices in the state. The University of New 
England College of Osteopathic Medicine expects to play an increasing role in the 
health science education of Maine students, and thus will be requesting more support 
in future years. 

All students at the college receive over three years of their education at the 
Biddeford Campus and at the three Maine osteopathic hospitals in Portland, Water­
ville, and Bangor. The teaching program is one of the most economical and cost 
effective in existence. 

In addition to the medical school, the university has created a new school of health 
science to train physical therapists, occupational therapists and other health care 
providers. In this rapidly growing school, over 50% of the first physical therapist 
class was from Maine. The total budget for the university is' now in excess of 5 
million dollars. The University of New England hopes to develop a mutually bene­
ficial relationship with the people of Maine. 

ALLOPATHIC MEDICINE* 

The Postgraduate Health Professions Program (Maine Compact or Maine Contract Pro­
gram), as currently authorized by the Legislature, establishes contractual relation­
ships with ten health professions schools for the purpose of providing preferential 
access to these schools for Maine students. Seats are contracted for in four 
schools of allopathic medicine, one school ofi osteopathic medicine, one school of 
dental medicine, three schools of veterinary medicine and one school of optometry. 
The contract program originated with the University of Vermont School of Medicine 
with the class entering in 1958 (graduating class of 1962).** In 1975-76 it was 

* For all tables referenced in this section, please refer to Section II, Appendix A. 

** See Footnote, page 7. 
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expanded to include the Tufts Medical School and the other schools noted above. 
Therefore, there is ample information relevant to access of Maine students to 
schools of allopathic medicine entering classes between 1958 and 1979 and sig­
nificant data relating to practice patterns and locations of graduates of the 
University of Vermont in the graduating classes of 1962 through 1975. The 
majority of the students entering medical school under the expanded 1975-1976 
compact have still not graduated or are in postgraduate training. Therefore, 
no valid ~nalysis can be made relating to type of practice or location. The 
agreement has had a number of effects on the practice of medicine in the State 
of Maine. These include the availability of continuing medical education through 
the faculty and programs of the compact medical schools, development of the Area 
Health Education Center (AHEC), approval of residency training programs for gradu­
ate physicians, and development of major medical school affiliations with hospitals 
in Maine. 

I. ACCESS 

The primary objective of the compact agreement has been to provide access to Maine 
students who would otherwise not have the opportunity to go to medical school. The 
data herein presented documents the success and the role that the compact has had 
in doing so. (Table 1). The figures on this table are compiled from the "Annual 
Reports on Medical Education in the United States," as published in the Journal of 
the American Medical Association, State of Maine Department of Education data, and 
class lists from Tufts University School of Medicine and the University of Vermont 
School of Medicine. In 1968, 28 Maine students entered allopathic medical schools. 
The State ranked 49th nationally in terms of entering medical students per 100,000 
population. Even at this point, seven students, or 25 percent of the entering total, 
gained access to medical school through reserved seats at the University of Vermont. 
In 1974, two years before the new compact legislation was enacted 41 Maine students 
entered allopathic medical schools in the United States, with the increase from pre­
vious years being largely accounted for by the increase in the access provided by 
reserved seats at the University of Vermont. The number increased further under the 
new compact legislation so that in 1979, 52 allopathic medical students were admitted 
nationally from the State of Maine and 37, or 71 percent of these were admitted 
through reserved seats at compact medical schools. At this point the State ranks 
35th nationally in terms of medical school students admitted per 100,000 population. 
It is clear from these figures that fewer students from Maine are entering allo­
pathic medical schools outside of the compact at this time than in 1968 and pre­
vious years. The increase in admissions to medical schools is clearly a direct 
reflection of the availability of reserved seats in these schools. Data from 
Tufts University School of Medicine make possible an analysis of the success of 
Maine applicants competing for admission to Tufts with the national pool of stu­
dents and the effect of the compact. In the two years prior to the implementation 
of the contract an average of 11.8% of applicants from Maine gained admission to 
Tufts while in competition with an average of 6178 applicants. In the five years 
following initiation of the contract, the acceptance rate doubled to an average of 
23.7% while the total applicant.pool remained high, averaging 7,556. It appears 
that the majority of students applying to schools of medicine, once accepted, elect 
to enter under the compact agreement rather than outside of the agreement despite 
the payback provisions since there are substantial tuition benefits which accrue 
to the student accepted under the compact agreement. Tufts University School of 
Medicine returns part.of ·the money that it receives from the State of Maine to the 
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student as tuition assistance. ($1500.00 to each student in the 1980 entering 
class against a tuition of $10,580.) The University of Vermont School of Medicine 
charges the Maine compact student a lower tuition rate rather than that required of 
out-of-state students. ($6,210.00 for Maine compact students as compared to $9,180.00 
for other out-of-state students.) Finally, the success rate of Maine students in 
gaining acceptance to medical school when compared to students from other states 
is still another indicator of the success of the compact agreements. (Table 2). 
In 1977, 59 percent of the 75 students from the State of Maine who applied to 
medical school were admitted. 

While raw percentage of applicants admitted puts Maine in number one position 
nationally, the number of applicants per 100,000 population (6.91) was lower than 
any other state in the nation. This may in part reflect the recognized low level 
of aspiration of Maine students, but also actual guidance and pre-selection of 
student applicants by counsellors at Maine colleges. 

Therefore, reserved seats through the compact agreement have made available allo­
pathic medical education for students from the State of Maine who would otherwise 
have to compete for acceptance to medical schools in the national pool. Students 
who have been admitted to non-compact medical schools in the United States have 
opted to accept a compact position despite the pay-back obligation since compact 
schools, as noted above, offer significant tuition assistance to the Maine student 
accepted under these agreements. Without the compact, these students would have to 
pay out-of-state tuition or seek tuition assistance through another source or per­
haps not be able to attend medical school. 

II. MANPOWER 

Although satisfaction of the health manpower needs of the State of Maine was not 
an initial objective of the legislation, it has become an area of interest and con­
cern for legislators and others in the State over the course of the last few years. 
Dis.cussions have centered about reallocation of monies now used for the purpose of 
reserving seats to the development of rural preceptorships which would expose stu­
dents to practice in the State of Maine and, hopefully, attract them to return to 
practice in Maine, especially in underserved areas. The experience under the exist­
ing compact agreement supporting access has already had a significant impact on 
the State in this regard. Twenty-eight of 63 (44.4 percent) of Maine compact stu­
dents graduating from the University of Vermont School of Medicine between the years 
of 1962 and 1975, are currently practicing in the State of Maine. This is a sub­
stantial return to the State of physicians who have gained access to medical school 
through the compact agreement. It is especially significant because these students 
elected to return to practice in Maine voluntarily, before payback provisions re­
quiring return to Maine to forgive indebtedness to the State. Twenty-two of 28, 
or 78.6 percent of these physicians are practicing in areas of the State other than 
Greater Portland. Exposure to practice through student experiences in rural pre­
ceptorships is said to exert a positive influence on a student's subsequent choice 
of a rural primary practice location. In 1972, an affiliation was developed between 
the Maine Medical Center and the Tufts University School of Medicine under an Area 
Health Education Center Federal Grant Award. This agreement resulted in the rotation 
of third year medical students from Tufts through the Maine Medical Center for clini­
cal clerkships. Until 1977-78 relatively few Maine students rotated through' the 
MMC because relatively few were accepted at Tufts Medical. However, because of the 
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1975-1976 compact agreement with Tufts, there were 16 Tufts students at the Maine 
Medical Center for an entire year of clinical clerkships in 1979. This figure 
rose to 18 in 1980, the last year of the affiliation between Maine Medical Center 
and Tufts. Beginning in July of 1980 and because of the existence of the compact 
agreement between the State of Maine and the University of Vermont, an agreement 
was reached between the Maine Medical Center and The University of Vermont to pro­
vide clinical clerkship experiences for third year Vermont medical students. As 
noted in Table 3, the number of medical students from compact schools who will be 
exposed to practice in the State of Maine in both third and fourth years is im­
pressive. Without major affiliations, third year medical students would not come 
to Maine hospitals for clerkships. Furthermore, it is unlikely that medical stu­
dents, especially those from other states, would elect fourth year rotations in 
the State of Maine unless these affiliations existed. Finally, it is important 
to noce chan 18 fourth year Maine compact students from the University of Vermont 
have scheduled a total of 47 months of elective internships in the State of Maine 
during 1980-81, 1or an average of 2.6 months each, in a variety of clinical settings 
and disciplines. As mentioned in the introductory remarks, evaluation of the rate 
of return of allopathic medical school graduates under the new compact legislation 
is premature. The first students under the new legislation graduated in 1979 and 
are in postgraduate medical training. However, it is impressive to note that of 34 
Maine compact students graduating from Tufts, Vermont, and Dartmouth Medical Schools 
in the class of 1981, 23 or 68 percent have applied to the Maine Medical Center for 
postgraduate medical training beginning in July of 1981. 

In summary, a significant number of physicians who have been educated under the 
compact agreement have returned to practice in the State of Maine. A large number 
of medical students are being exposed to medical practice in the State of Maine as 
a direct result of the affiliation between the Maine Medical Center with Tufts 
University School of Medicine in the past and now with the University of Vermont 
School of Medicine. This relationship and its continuation is directly dependent 
upon the continuation of the compact agreement. Furthermore, the University of 
Vermont has placed all 18 of the Maine compact students in the class of 1981 in 
preceptorship programs in the State for an average of 2.6 months each during the 
senior year. Seventy-two percent of these experiences are outside of Greater 
Portland, many of them.in rural sites. This is taking place under the existing 
legislation without reallocation of funds to support of these preceptorships. 
Sixty-eight percent of the Maine compact students in the Class of 1981 are apply­
ing to return to the State of Maine in postgraduate medical education at the Maine 
Medical Center beginning in July of 1981. 

III. COST 

The alternative to providing access to allopathic medical education for Maine stu­
dents, as provided by the compact, would be the development of an allopathic medi­
cal school in the State of Maine. This alternative was considered in the past and 
found to be excessive in cost. During the period when this possibility was being 
considered, the State of Massachusetts accepted this alternative in developing the 

1only 13 of these months, or 38 percent of the experiences are in Portland. 
(Table 4.) 
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new University of Massachusetts School of Medicine in Worcester. The costs of 
building and operating this school are shown in Table 5. Therefore, it is clear 
that the current Maine compact agreements which provide access to students interested 
in the study of allopathic medicine are very clearly cost effective in comparison 
with the other alternative. The total available in support of allopathic seats in 
Fiscal 1981 is $1,105,300. Monies have returned to Maine in support of undergraduate 
medical education, postgraduate and continuing medical education not only in Portland, 
Bangor, and Lewiston, but also through the AHEC contract as a result of medical 
school affiliation to Biddeford, Rockland, Waterville, Skowhegan, Farmington, Presque 
Isle, Millinocket, Bar Harbor and Machias. This amounted to 5.7 million dollars 
from 1972 through 1980. 



SECTION IV: LEITER TO THE HONORABLE JOSEPH E. BREmlAN, GOVERNOR -

Critique Of Facts And Conclusions In The Report Prepared 
For The Governor By The Department Of Human Services 

As The Basis For His Recormnendation To Discontinue 
His Support Of The COMPACT 

February 26~ l98l 

!he eouorable Joseph E. Breman, Governor 
St:aee of Maine 
S t:aee Rouse 
Augusa., Maine 04333 

I have bean asked by tllfllllbus of the Advisory Cammittee on Me~cal. 
Educaeion, as its Cba.i.J:m.au., co provide you with a documene thae reflec't.S some 
of the s-pecia.J. knowledge available from our Committee that is pe~inent co 
!:he Maine Postgraduaee Health Professional Ed:w:ation Program. We understand, 
on good au'Chority, that the Executive decision to p-ropose cancelling c.!u.s p-ro­
gram has been largely based. tipoa. a report prepared. by the Depart:meue of Human 
Services. We have recently been able co review this report il1 detail and are 
dismayed at its many inaccuracies and its flagrant, negative bias. We hope 
:hat providing you with a point by point crttique of c.tu.s report you will 
re.caa.sider your posieiaa. on. !:ha issue. This crttiqua was based upon a respouse 
by Mr. Douald Nicoll co a raquast from a. member of !:he Legislature. It drew 
Ul)On !:he mast Ult co data information avail.able l) &om !:he schools par1:ici-pat­
ing in the COMPAC?, 2) ham ?he Board of Registration in Medicine, 3) aom the 
work of !:he Health Mant:iower Subcommittee, and 4) ocher members and staff of 
the Advisory Committee on Medical Ed.w:atian. 

GENERAL OBSERVATIONS: 

The report focuses inieially and dom1nmtly on !:he Real.th Manpower issue 
as it relates to the alleged oversupply of physicians. This foc:us ignores 
the fact !:hat the. basic reason far the program is co p'CO"n.de access co a 
91'e&:1:'rUm of postgraduate health professional. edw:aeion programs for Maine's 
y-oung people. Recent changes in !:ha Act were designed to strengthen inceneives 
for graduaees. of these programs co return to Mame ca P.raccice their pro­
fessions. These changes did nat and should t10t obscure this basic objective. 
A stacemeue e011ceming these basic objectives of !:he COMPACT program does noc 
appear until page 20 long after much heralded al.arm about the projected 
aatioaal oversupply of physician manpower. 

POINT BY POI?rr COMMENTS: 

Begi:aning ou page oue is a discussion of the Graduate Medical Education 
National Advisory Committee (GMENAC) Report. This discussion overs:implifies 
the report by ignoring the considerable emphasis given in the report to the 
problem of maldi.strihuti0l1 and !:he need to resolve this problem in parallel 
with thae of the projected physician oversupply. 



':he GMENAC' s call for a reduction in medical school class sue, emphasized 
ou page three., has Sl'ec:Lal. i:mplicatious for future access pl:'oblems for young 
people in states without a medical school. Oppottunities for Mail:ie residents 
will be ciras:icall.y reduced without the purchase of contract spaces. 

'Ihe paper begins a discussion of trends in Che stll)ply and discrtbuciou 
of physicians in Maine ou page four. !here is a greac deal of emphasis ou the 
perc:encage increase in physician supply between 1970 and 1980. !his sca.d.s1:ic 
is misleading because ~e sea.reed from a very small base. Toe comparison 
of the physician growth race (47%) W'it:h the popul.a.ciou growth race (12.4%) is 
adciitiaaally !Dislead.ing because Maine was uq,raving its physician supply from 
a star1:i=.g point of very serious deficit. One. should also aote che drop in 
Che rat:e of i:lc:rea.se·in the years between 1978 and 1980. The 1980 figures 
probably uw:lersca.ce cecal Stll)ply by last fall (since the survey came in July), 
but the overall increase between 1978 aDd 1980 probably did t10t exceed /+½%. 

Please ll.01:e the table at ehe top of page siz. !t dem0ustrates that. even 
with a subsuntial percentage increase in pilysicia:a.s between 1973 and 1978 
Maine was sd.ll. lowest in New England for the prol'ortiou of physid.a.D.s to 
population and was substantially below the national ratio. As a matter of 
fact, Maine's position in comparison. with the United States detertoraced 
between 1973 and 1978. Ill 1973 we were at 7S% of the uatioua.J. racio of 
t>hysicians to populad.ou. By 1978 we had drol't,,ed to 69%. The pal'er takes noce 
of our poor position in Mew England 011 page seven., buc immediate.ly asserts thac 
we da t10t have a "serious shortage of physid.a:ns". !he table ou page seven 
muse be read with great care because one of Cha repon' s most serious mis cakes 
is found. Chere. '!he sentence leading to Chae table asserts that tha table 
"assesses the number of ac.t:Lve physicians in Mains in 1978 against available 
standards of 'sufficiency' • 1' The hcoker in defining u sufficiency" ccmes under 
Primary Care. !he footnoca asserts thac Cha l:2,000 11Standard of Sufficiency" 
C01DAS from 1'State Realth Plan for Maine1

'. In tha first place, the racio of 
011e primary care physician ca 2,000 persons c:omes fr011l the prol'osed Scace· Realth 
Plan for Ma:Lne which bas nae been submitted to public hearing or c:onsidered 
for final adopd.oa. by the State Real.th Coordinating Councile !I1 Che second 
place., that Prc>l'Osed. standard and Che federal guideline from which it is drawu · 
do nae assen thac one primary care physic:f.an co 2,000 persons is "sufficient". 
A ratio of one co 2.,000 is bare m1n1JJNm and be.law Chat ratio che federal govern­
UleDt will aaw subsidize primary care practice. Di.scress:ingly, 25% of Maine's 
pot'ulaCiou live in comimmities lilhich fall below Cb.is minimum guideline. Toe 
-comparable guideline of sufficient slll)ply ciertved from the GMENAC Report would 
escablish the ratio of one primary ca.re physician per l,140 persons. Applying 
this ratio co Che stace as a whole., the "211 p'dmary care physician surplus" 
beccmes a 210 l?hysicia.11 deficit. 

From this per9l'ecd.ve of an existing pr:f.mal:y care physician deficit, and 
in light of Che data shaw:tng that in 1978 Mailie has actually fallen further 
behind Che natiaaal average in toca.l. physic:i.au. to popula.ciou racio, the 
assertion au page eight that ''Maine thus al'l'ears to be competing successfully 
in atttacting such.physicians to the State" has a hollow ring. Toe observa­
tion that the growtil of the physician population fell. to only 4½% between 1978 
and 1980 should be causing us some concern. · 
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~e impacc of nurse practitioners and physicians assistants on the needs 
for ~rimary care physician manpower are uncertain at present. The GMENAC 
ratios for pnmary care pb.ysician needs were based on assumptions that included· 
the effect of physi.c:ian extenders participating in joint practice with the 
primary care physicians. At present most of the physicians assistancs are 
in ~ractice in Emergeac:y rooms (less than. ideal settings for the cost effective 
provision of primary care services), and many of Che registered nurse practition­
ers are t10C partid.~acing in joint practice with primary care physicians. 

The final section 011 man-power addressed the distrt?Jueion of physicians 
jy county, pages ai.ne to fifceen. Several tables are presented which analyze 
:he overall physician to population =at.ios by ccuut'j. ~e ccst: ;:-ev°i.ot:.S 
oversight in this analysts ia ·agaµi the use of percent increase in ph..ysician 
numbers as a comparative measure of c:.b~ge. If a county starts with few 
pb.ysicia:aa and gains ·a few, a. 14:rge percei11: increase will occur. This may 
have very Ute.le relevance to the relative iltq»rovemant in supply as compared 
to a measure of need. A. secouc:i. meehodologic deficiency is the use of total 
physicians on a cow:u:y-by-<:ouncy basis. The county is too large a geographic 
area for comparison. of primary care physicians a.ad too small a geogra1>hic 
t.m:it for many 91>ecialties that have a wide geograph:ic ref en-al base. 

The Health Manl>awer Subcommittee of the Advisory Committee on Medical 
Education has couq,leted a s'CUdy of prima.J:y care physician IIWJ.l10Wer di.stribution 
with the help of members of the Bureau. of Health Plann1ng & Developmeut, the 
RSA, and the Maine S:ealth. !nformatioa. Center. Aa a part of this study a 
ccun.ty-by-coun.ty comparison bet:veeu l976 and 1978 was done which illustrates 
the misleading potential of using the percei:11: inc:ease of physicia.Ds as a 
measure of improving msld1s'tribut10n. Soma aamplu are as follows: W'aldc 
County was found co have the greacesc deficit of primary care physicians (7 
presenc in l976, l7 needed by GMENAC standards). Three physicians were added 
by 1978 for a 43% iac:rease. 'this increase fulfill.ad 011.l.y 18% of the escimaced 
need. In Kmmebec Couuty by C011ttase, 22 new physic1 ans had arrived for a 34% 
in.cease. !his increase sad.sfied. 100% of Che GMENAC criteria. of need. The 
scacewide composite of this differenc perspective of the trends of new physiciaD. 
disttibuciaa. shows d:lac the masc daficieu.c counties have the lease of their 
needs fulfilled by the new physicians added to the mmi1>ower pool ( see Column 6 
of Appendix 4 of Rea.Leh Mm:rpower Subcomm:l.ttee Repott. appended). Th.is reality 
in the face of a d-c:J in1ng race of new pb.ysic:.ian growth between 1978 and 1980 
suggescs Chae it is premacu.re to assume our physician man:power distrtbuticn 
problems are over. 

Page. is s~s the review of the COMPACT program. The second paragraph 
on tha'C page has Che first of several errors in coun.Cillg the number of medical 
school graduates who at1:ended. Che t!m.versity of Vemonc and returned. to Maine 
to practice. The paper includes the yeus l976 and 1977, cwo years that are 
not re1>resencad.ve because t20C all of the graduaces na.d concluded their 
residency program. !f one elim1naces 1976 and 1977 and looks ac ·the actual 
figures for 1962 to 1975, the total number of physicians graduating from the 
program and returning to Ma::Lne was 28, act 23, and re1>resented. 44% of the 
COMPACT scudents, not 28.3%. 



There :Ls a. misleaciing statement on the subject of fill~cial nee.d and 
scudenc coses on page l7. In the mddJ.e of that page there are two errors. 
In most of the schools, studeats fl:'om Maille are accepted only if they are 
part:icipacing ill. the contract program. In those schools, a.ccep tance and 
con.tract enroJiment is I10t based oa. financial need. In each case, however, 
.the tuition for these scud.ents is lower than the usual out of state studeat 
tu:1.tion. because of the contract ·program's contribud.011. Thus there is a sub­
stantial savings to the students p~icipating ill the program. In Optometry, 
stw:iencs are accepted with or without contl:'act obligations. !a. this case 
pa.rt:icipatiau in the c:ont1:act program is arranged on the basis of financial. 
needo The stacement on page 18 that these tu:i.tioa. <liscctmts are offered in 
co~etitica. for tb.e best s'C'Udent.s is grossly in erro-r. 

The table oa. page 19 oa. the cost of the program for selective years 
l973-8l appears to be accurate. It rebuts a. later assertion that the medical. 
student pottion of the progl:'am casts $1.6 million a year. 

As noted at the begimung of this letter the statemei:11: on the major 
purpose of the program comes 011 page 20. Even that page conta.:ins erl:'Crs. The 
paper asserts that ''Data are a0t available at this time to determine if the 
(other) s'tatas without medical schools have contl:'act programs similar to Maine." 
The stat.as listed ill the table. oa. page 2l as I10t having medical. schools all 
have COMPACT programs and this has beeu a. matter of public record for years. 
The last sentence on page· 20 casually tosses off the central point of the 
COMPAC'.i: by stating "no est:imates have been made of the number of Maine students 
who would have entered medical school bad the contl:'ac:t program not been in 
place." Such est::f.:mates ara easily provided: 

l. Prior ta the COMPACT, Maine's position a.ationally rith respect ta 
the perc:eat of a.ppl.icaats to 11111dic:al school that were accepted was low (Slsc 
ill 1973-74, 43rd in 1972-73). 

2. Much is made (page 22) of the fact that since the st.a.rt of the currant 
COMPACT, Maine's position a.atioaally has moved to first rich re9l'ec1: to the 
percent of a"P'Plicants ~tad. Th1s statis-cic is misleading because Maine's 
acceptance rate into medical. school per capita of population is law ( 34ch 
c.atioually). The high acceptance/applicant ratio is related to an attifact 
of the approach of the undergraduate student adViscrs at our several colleges 
and eb:e state university. Because of the limited career opportunities for 
unsuccessful applicants to health professiaaal schools, each of these advisors 
makes a special effort co discourage potential applicants who have rtr1:1lally 
nc chance of ga.iuing admission. Renee. the a.pplicaat pool is kept relatively 
small. 

3. Maine's law acceptance per capita ratio merely reflec1:s the fac-c 
thaC the 40 medical scllool conCl:'ac:1: seats available to Maille resident:s are 
fewer than the number available in ocher states nth and rithout medical 
schools. Reducing this number further will clearly'worsen Maine's already 
poor relati-ve position for educational opportunities for its gifted young 
people. 
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4. There are a few students admitted to schcols outside of the COMPACT 
(ranging bet:Ween 8 and 22., average •l6). W'e can oa.1.y s-peculate that federal 
cutbacks in medical schcol support. and the response to the QJENAC recommenda­
tions •dll shrink these a.umbers sip.if icantl7. 

The low point of the OHS report. on this issue comes on page 27 with the 
statement, "It is assumed here, buc uoc documented that there must have been 
an access problem priar to l962 or the contract program. would aoc have been 
est.ab.lished. This assumption raises a logical question of whether the access 
problem still exists. " The above data amply sup-port the contention that an 
access problam exists even with the COMPACT program in place. 

The tal)le on page 23 begins a section designed to discredit the physician 
~ower impact of the COMPAC'? program. ?he at'tenq,c uses inaccurate data and 
relies u;,ou :he in.appropria.ta assumption that the outccme of the old COMP Ac:! 
with the Universi:y of Ver.mane (which had no payback provisions and uo Maine 
based. rural preceptorshi-ps) is a valid measure of the impact of the new 
COMP.ACT (whose graduates ara scill in ttaining). The data in the table on 
page 23 is in error becausa it is taken from old data (1978) and included 
the 1976 and 1977 statistics which would inappropriately include in the 
denominator students still in resideac:y a"aining. Current data from the 
Beard. of Registration was obta!il:ted ·to clarify the point. The individual 
correcti011S 011 that table are as fo.llaws: l968, 4 (uot 3) students returned 
to Maine, and acne (not l) did a.ac ret:u:cn; l97l, 2 (nae l) returned, and 4 
(llOC 7) did aoc return; l973, S (uoc 4) returned, and 5 (aoc 6) did a.at return; 
.md. 1975, 2 (uot l) returned, and 5 (act 6-) did aoc return. The composite of 
the l962-l975 data shew: thac 28 ow: of 63 graduates r•turned to the state 
withcuc the stimulus of f1nanc1aJ incentives. This is a 44.5% yield, llOC a 
28.4% yield. The errors are carried over in Table VI on page 24. !11cidenca.Uy, 
40% of students .11CV enrolled ac the UD:iversity of Ver.mane College of Medicine 
are from tcwaa of less than lO,,OOO population in Mai:ae. Vermant has. worited 
very eff ecd.vely on develol)uig a preC9lltor program for their students in. Maine. 
'!'his year lS students are spending 4 7 mca.ths in praca-ptorships, and ouly 13 
cf these mouths will be in the Greater Port.l.and area. 

Ou page 29 the access problems in t:he other health profession disciplines 
are summarily dism1s~ed by reference to a myscerious special rl!l7ort of October 
22, 1980. The origui of this rl!l70rt, which (like the OHS Report) was with­
held from t:he critique of the Advisory Committee, was recently acknowledged 
to be MCD. Suffice it to say that this report proposes options to reduce 
contract seaes so as to provide l011g term supporc for an MCD program seeking 
to c:oorciinace rural medical studen.1: and family practice preceptorships. !t 
seems both OBS and MCI) wish to create f ua.da for their own programs ac the 
e%pen&e of the already lim.tad. opport.unities for heal.th profession careers 
for Maiue's young peol)la. Fortunately, boch t:he exiscin.g COMPACT medical 
schools and the e:d.sd.J:lg family practice residency programs already have 
established successful rural. preceptorship -programs and do not need a costly 
third party broker to intercede 011 their behalf. 

With respect to the access barriers in the a.oa.-me.dical. disci-plines, the 
most serious in.accuracy re.laces to the impression that ll0 barrier to access 
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exists for veterinary schools. This m.sconce~tion originated with an earlier 
!w'.cD report that 1Distalc:enly focused on one year that only chree students 
applied £or four contrace seats in the veeerinary schools. The antecedent 
year 27 at"Jdents at Orouo had applied to :four seats - the disappointment of 
:he 23 unsuccessful seudents disccuraged che students from applying the follow­
ing year. In acet.ial face, access to llOn-COMPAC'I' veterinarian schools is far 
mare ciifficult than for meclical school. Only one seud.ent in the recent class 
a.e Orouo w-as admieted to veteri.tiary school outside the COMP.Ac:!. 

The paragraph in the middle of page 29 under Legislaeive !ntene is boeh 
w-roug and misleading. The 1977 amendmenes have a.ot had an effect on the reeurn 
rate since th'1 students admiteed since then have a.ot aven graduated from 
medical school .. Toe snide question about the "success or-e:ent of th.a 
pl.al:ming" is coupled with cha erroneous seaciscics on the percentage in a.umber 
of Vermanc concrace seudents w-ho reeurned to Maine between 1962 and 1977. That 
paragraph is followed. by another thac is a t10n sequitur. Of course residency 
programs have a greacer inflwmce on where physicians lccaea their praceices. 
Thae poine was made on a.umarous occas~ ill c:cnj unction with the amendmen~s 
t.o the COMPACT legisl.ad.011 when the payback provisions w-ere being a.d.vanced as 
the only way ·co assure the recurn of Maine seudenes. !he paper fails to a.oee 
that all of the residency programs in the stace are streng~ened a.s an actraceion 
cc medical students 'by af:fili.ad.ous with medical schools and by the involvemene 
of medical school faculty and preceptorships iu teaching programs in the state. 
In face, of chis year's Maine 8]:aduaees from 'tufts and. the UEUvers'icy of 
Vumn.t, 71% are a-pplying for residencies at tb.e Maine Medical Cenear. 

!he fina.l. paragraph ou page 29 tries on.c.e 1D0re to use the erroneous 
stacistics on the Vermont con.ttace to assert: thae the COMPACT program is t10e 
useful in meeting our manpower needs. Need we say once mere that the object 
of the program was uoc to meet our man-power needs, except ind.dentally, bue 
co provide access for Maine students? 

The conclusi011S and recoam1dae'icms in Che paper represent tb.e final 
triumph of prejw:lica over faces and logic: 

CONCLtJSION l: Restates the GMENAC projection of a. national physician. 
surplus. As 110eed earlier, this proj ecd.0n. is t10t germane. to Maine except 
that it provides a reference point thac confirms our primary care physician 
deficit. 

CONCLtJSION 2 ~ Restates the erroneous conclusion that Maine already has 
a sufficient physician SIJl>ply and reseaces the misleac:ling seaeisc±cs based 
upon percen.c increases in physic:im a.umbers. 

CONCLtJSION.3: Re-eizphasizes the misleading acceptaxr.ce/a-pplicanc raeio 
and fails to recogn:ue that the law a.c:cepc.mce/popula.eion ratio relates to 
the face t:hae the number of c:0111:ract saaes is already low by a.a.tional seaxr.dards. 
!he misconceptions of the MCD report on the lac:k of access barriers to 
veterinary medicine are rescaeed. Finally, tb.e inaccurate statiseic under­
estimating the raee of recw:n of the old COMPACT studenes is used quite 



inappropria.tel7 to infer that the currant COMPACT will be ineffective with 
respect: to the manpower aeed.s of Che state. The correct ccmparisca. should 
be 1962 to 1975, during which time 28 out of 63 students returned to Maine 
(44%). Early indications from residency applications suggest that the impact 
of the payback prov1.sions will be significant with the a.~ COMPACT students. 

RECOMMEND.AXIONS: 

The rationale for discontinuing tb.e COMPACT (toward the bottom. of page 
31) is sc full of half truths and en-ors that it is hard to present a t:emperate 
rebuttal. The GMENAC projected surplus may have little relevance to Maine's 
a.eeds :or and supply of physicia:a.a since it focuses ou the a.atioual aggregate. 
The report: dces 110t make adjustments for the potential impact of exi.sting 
markec ince.n:ives for improving Cher malclistributiou problem. If the GMENAC 
repcrc is i:aken seriously and enri,JJrnents in medic:a.l. school are reduced, the 
opportun:ities for Maine scudenes will be drastically reduced. Unless we are 
prepared to shuc the door 011 aspiring young people fr0111 Maine, it will be 
necessary for us to continue Che COMPACT program. The reference to the 
"decreasing ratio of mad:1.cal school applicants to acceptances nacioually" 
simply underscores that point. The assertion that the program has had an 
"insignificant impact ••• on the a.umber and distribution of physicians 
practicing in Maine" is based on erroneous statistics and the willful avoidance 
of the fact that the payback program. is too young to have even influenced one 
graduate. The final error is in the reference to the cost of the program .. 
$lo 6 rni J J ion is the cost of the total program,. including a.ll the health pro-
f essioual.s, a.ot just the physicians •. 

The arguments ou M.a;f.ne's obligati011S under the COMPACT, starting at the 
bot1:0111 of page 3l and continuing on page 32 are, to put it mildly, appalling. 
In the first pl.a.ca, the write1:s display an abysmal ignarance of contract law. 
The provisions in the coutraca that hold the state harmless in t:he event 
the legislature. dces a.at &l»propriata funds simply recognize that one legislature 
may a.oc bind another. That does a.at remove the obligation from. the Executive 
Branch t:o make a gcod faith effort to carT:'7' out the provisions of the contract. 
One can ouly speculate on what the language used by the Depar1:me11t of Human 
Services in the pape1: will do to Maine's reputation for integrity with the 
schools that have negotiated CDUtraces with us. 

There is, in add:1.tiou, a gross error in fa.ct in the argument. Toward the 
bottom of page 32 the following sentence a;,pears: "Maine students are t-reated 
the same as other stud.en.es wi.th rest,ect to amoua.ts billed for tuition and room 
and board." The facts are that the 0-a.i:VUsity of Vermont charges Maine 
stud.mes in-state tuitiou and Tufts Uuivarsity prov1.des a rebate to Maine 
stud.enes under Che COMPACT. If Maine te:minaced the contract wi.tb. these two 
schccls, tuition for st:udena a: the schools under the contract would go up 
substantially. The a.et effect of the state action would be to increase the 
cost of education to those studea.-cs already enrolled and to selectively limit 
access to medical career Ol)l>Ortuni.ties for the young people from lower income 
families. 
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The. remedies proposed on page 33 and following would simply increase the 
cost of educa.tiaa. to those stucieues now in the schools and those few who might 
be lucky enough. to get into medical school, vetarinary schcol, optometry school 
or dentistry in the fu.ture. A loan program specificall7 for osteopathic 
applicants is already being developed. (It should be a.oted that: the Tufts 
School of Dentistry, wic:h is a.ot over-burdened wi.C:h applica.tians, may a.ot be 
locking for contracts in the same way that the medical schools and the 
veterinary schools are. A grant or a loan program m.gb.t make sense for the 
dental students.) These points a.otwi.thstanding, loans and grants won't do 
students much good if there are not 51>aces available for them. in the out of 
state sc:iools. 

. 
This couc:ludes our point by point crit:ique of the Depari:meuc of Human · 

Services re.pore 011 the COMPACT program. We hope we have clarified the reasons 
wh.y we believe you have beeu badly misled by it.s preconceived emphasis and 
self-serving focus. We believe our talented youeh sb.ould not be denied 
access to career opportua.itj,,es in the health professious. We believe our o.eeds 
for these professionals in practice in Maine has a.ot disappeared. Furthermore, 
if the. graduates of these programs do net return to Maine the modest investment 
ma.de by the State will be returned by the payback provisions. 

FR/pb 
Enclosures 

Sincereli _yours, -----------

~-~-'--;; 
FRANB:t.m ROBER'.rS, Cha:f.J:man for the 
Advisory Commi.ttee on Medical Education 



APPENDIX '1 
COMPARISON OF COUNTY-BY-comrn DISTRIBUTION OF ALLOPATIIIC PRIMARY 

CARE PHYSICIANS - 1976 vs 1978 

2. 6. 
l. 

1.976 3. 4. 5. 7. OF 1976 
1976 APCP RATJ.O PllYS/ 1976 RATIO II NEW APCP fl NF.WA.PCP NEED MET BY 

COUNTY COUNT 100,000 POP -t 83.3 NEEDED 1976 ADDED 1978 1978 NEW APCP 

l\ndroscoggin 41 4J.1 52% 38 21 55% 

Aroostook 29 29.7 36% 52 14 27% 

Cumberland 117 57.2 69% 53 54 102% 

Franklin 9 35.9 43% 12 3 25% 

Hancock 20 50.7 61% 13 13 100% 

Kennebec 64 62.7 75% 21 22 105% 

Knox 23 71.0 85% 4 3 15% 

Lincoln 14 50.8 71% 6 3 50% 

Oxford 17 37.6 45% 21 3 14% 

Penobscot 40 2!t. 5 35% 73 28 38% 

Piscataquis 10 5!». 5 71% 4 -1 Loss 

Sagadahoc 10 38.3 46% 12 2 17% 

Somerset 13 29.J 35% 24 3 13% 

Waldo 7 25.9 31% 16 3 19% 

Washington 10 2!J. 3 35% 18 5 28% 

York 51 41.6 50% 51 12 24% 

TOTAL 475 418 188 



v. 
SUMMARY COMMENTS BY TURNER BLEDSOE, M.D., CHAIRMAN, 

HEALTH MANPOWER SUBCOMMITTEE, ADVISORY CONMITTEE ON MEDICAL 
EDUCATION TO APPROPRIATIONS COMMITTEE , 

SUMMAR.Y OF THE PHYSICIAN HEALTH MANPOWER ISSUES RELATED TO THE 
MAINE POSTGRADUA'!E HEALTH PROFESSIONAL EDUCAlION PROGR.AM 

I. PHYSICIAN SURPLUS 

mE GRADUAn MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE (GMENAC) 
REPORT PREDICTS A SUBPLUS OF PHYSICIANS BY 1990. 

A. THE REPORT IS BASED ON PROJECTED NATIONAL TOTAL NUMBER PHYSICIANS/ 
TOTAL POPULAXION. 

l. THE DATA ARE NOT PROJECTED RELATIVE TO nIDIVIDUAL STATES. 

a. MAINE IS NOT GUARANTEED A SURPLUS. 

B. THE REPORT PROVIDES SOPBI.STICA'!ED NEW METHODOLOGY, GUIDELINES OF 
MANPOWER ADEQUACY, AND DESCRI'BES SERIOUS GEOGRAPHIC MALDISTRI'BUTION PROBLEMS. 

l. USING SIMILAR GUIDELINES AND M!Tl!ODS, AND TAKING MALDISTRllOTION 
mro ACCOUNT, MAINE HAS A DEFICIT OF APPROXIMATELY 212 PRIMARY CARE PHYSICIANS 
(AS OF l978 DATA). 

2. FURTHER DEFICIENCIES OF OTHER SPECIALTIES ARE LIKELY TO BE 
UVEALED BY ONGOING ANALYSIS. 

II. TRENDS IN MAINE'S PHYSICIAN MANPOWER GROWTH 

A. BETWEEN l976 AND l978 MAINE'S DEFICIT IN PRIMARY CARE PHYSICIANS 
DROPPED FROM APPROXIMAIELY 418 TO 212. THIS CHANGE WAS ACCOMPANUD BY A l6% 
OVERALL GROWTH IN TOTAL PHYSICIANS IN THE STATE. THE IMPROVEMENT IN PHYSICIAN 
SUPPLY FAVORED THE BEST StlPPLUD COMMUNITIES AND LEFT SERIOUS RESIDUAL DIS­
TRIBUTION PROBLEMS IN SMALL COMMUNITIES. 

B. DESPITE THIS GROWTH IN PHYSICIAN SUPPLY, IN l978 25% OF MAINE'S 
POPULATION LIVED IN COMMUNITIES BELOW THE MINIMUM FEDERAL GUIDELINE OF ADEQUACY 
AND 55% OF THE POPULATION LIVE IN COMMUNITIES THAT SHOULD HAVE AT LEAST A lSi. 
INCREASE IN PRIMARY CARE PHYSICIANS TO MEET THE GMENAC CRITERIA OF SUFFICIENT 
SUPPLY. 

C. BETWEEN l978 AND l980 THE GROWTH OF TOTAL PHYSICIAN SUPPLY HAS 
SLOWED SIGNIFICANTLY (APPROXIMATELY 68 PHYSICIANS AS OPPOSED TO THE PRIOR 
207). THE IMPACT OF THIS SLOWED GROWTH ON PRIMARY CARE PHYSICIAN SUPPLY AND 
DISTRIBUTION IS NOT KNOW BUT IS UNDERGOING ANALYSIS NOW. RESIDUAL DISTRIBUTION 
PROBLEMS ARE A CERTAINTY. 

D. PROJECTED CUT'BACKS IN THE FEDERALLY FUNDED NATIONAL REA.TUI SERVICE 
CORPS ARE LIKELY TO WORSEN OUR PHYSICIAN SUPPLY IN SMALL COMMUNITIES. 

III. EFFECT OF COMPACT ON PHYSICIAN MANPOWER. SUPPLY AND DISTRIBUTION. 

A. NO FIBM CONCLUSION IS YET POSSIBLE BECAUSE THE GRADUATES OF THE 
NEW PROGRAM (WITH PAYMCK FORGIVENESS PROVISIONS) ARE JUST STARTING THEIR 
RESIDENCY TRAINING. 



B. INFERENTIAL EVIDENCE SUGGESTS THAT A SIGNIFICANT IMPACT IS LIKELY. 

l. FROM nm EXPERIENCE Wllli nm PRIOR CONTRACT PROGRAM·WITH TBE 
UNIVERSITY OF VERMONT - 44% OF GRADUATES RETURNED TO MAINE WllliOTJT A PAYUCK 
REQUIREMENT OR FORGIVENESS CLAUSE. 

2. STUDIES IN THE LI'!ERAIURE AND OUR OWN PAST VERMONT EXPERIENCE· 
SUGGEST 'rHAX STUDENTS FROM SMALL COMMUNITIES ARE MORE LIKELY TO PRACTICE IN 
SMALL COMMUNITIES (40% TO 50% OF THE COMPACT STUDENTS ARE FROM TOWNS OF LESS 
THAN 10,000 POPULAXION). 

3. WITH nm NEW COMP ACT GRADUATES THERE 1:IAS BEEN AN INCREASE IN 
nm NUMBER APPLYING TO MAINE RESIDENCY PROGRAMS (71% FROM CUSS OF 1981 AT 
TtJFTS AND UNIVERSITY OF VERMONT). 

D. MAINE'S POSTGRAOUAIE RESIDENCY TRAINING PROGRAMS ARE ENHANCED BY 
.AFFILIATION WITH COMPACT SCHOOLS. 

1. EASTDN MAINE MEDICAL CENTER AFnl.IA!ES WITH TUFrS DEPARTMENT 
OF FAM!I.Y MEDICINE AND IS REIMBURSED FOR PROVIDING PEDIATRIC CURKSRIPS FOR 
Timm YEAR MEDICAL STUDENTS. 

2. Tim MAINE~D.AllMOlJTB FAMILY MEDICINE RESIDENCY PROGRAM IS PRO­
DUCTIVELY ALLIED WITH DAR'!MOUTB AND RECEIVES FACULTY SUPPORT FROM THE SCHOOL 
OF MEDICINE. 

3. THE CENTRAL MAINE MEDICAL CENTER FAMILY PRACTICE RESIDENCY IS 
AFFILIA'IED WITH BOSTON UNIVERSITY. 

4. THE MAINE MEDICAL CENTER IS CLOSELY AFFILIATED WITH THE UNIVERSITY 
OF VERMONT AND IS REIMBURSED BY THE UNIVERSITY FOR TEACRDIG nmID YEAR MEDICAL 
STUDENTS IN ALI. OF THE BASIC DISCIPLINES OF MEDICINE. 

5. LONGnmM TRENDS IN RESIDENCY ACCREDITATION SUGGEST TRAX THESE 
AFFILIATIONS MAY BE CRUCIAL TO THE SURVIVAL OF THESE RESIDENCY PROGRAMS. 

-2-



VI. 

SUMMARY OF TESTIMONY OF 
DR. FRANKLIN P. ROBERTS 

CHAIRMAN, ADVISORY COMMITTEE ON MEDICAL EDUCATION 

We submit for your consideration statements prepared by members of the Advisory 
Committee on Medical Education covering the areas of dentistry, optometry, veter­
~nary, osteopathic, and allopathic medicine. 

At a meeting on February 20, 1981, the Advisory Committee voted unanimously to 
recommend funding to provide capitation for the 149 students who would be con­
tinuing in the pipeline as of September 1981, and to provide capitation again 
for those continuing for the second year of the biennium. At present capitation 
rates the cost of doing so would be $1,800,000. Secondly, we recommend a con­
tinuation of the present compact with funding for 62 entering seats (versus 64 
currently) for September 1981-82. These spaces would be divided as follows: 

40 - Allopathic 
10 - Osteopathic 

6 - Dental 
4 - Veterinary 
2 - Optometry 

Projected cost for 62 seats is 2.3 million dollars making a total cost of 4.1 
million dollars for the biennium. 

The present program was initiated as a cost-saving measure under legislation in 
1976 and 1978, but based on the original compact legislation of 1958. It is clear 
from the wording of these statutes that there was an expectation that the compact 
would be continued indefinitely. For example, no provision was made for service 
payback for any period short of the four years; that is, a student is obligated 
to practice in Maine for four years to offset, even without any provision for 
capitation support. This is a consequence of wording "that an amount equal to 
1/4 of the indebtedness ••• shall be forgiven for each year which the state con­
tract student practices his profession within the State" without provision for 
support for periods less than full term. 

Also, attention has been· given to a loan program for the compact. We would em­
phasize, however, that without access a loan program is meaningless. In fact,. 
most of our compact schools have used substantial portions of the capitation for 
scholarships for Maine residents, including $7,000 at New England College of 
Osteopathic Medicine, $4500 at New England College of Optometry, $3,000 at the 
University of Vermont, $2700-$3900 at Tufts Dental School. Thus, indeed, the 
access money is providing substantial financial support for our residents. The 
University of Vermont has indicated that acceptance in the future would drop to 
one or two Maine residents per year without the compact, as indeed was the case 
prior to 1959. Tufts would likewise return to pre-compact policies, which gener­
ally meant acceptance of one to two students per year. 

We wish to emphasize that the Maine contract students are highly qualified, despite 
our high ranking in applicant/acceptance ratios and are, in fact, performing at a 
considerably higher level than the average. At Vermont, where 12% of the students 
are selected for membership in Alpha Omega Alpha, the national medical honor so­
ciety, 30% of the Maine contract students are included; and 50% of the Maine resi­
dents are in the upper one-third of their class. Furthermore, over many years 
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Maine residents have performed significantly higher than national average on Medi­
cal College Application and Testing scores. Maine's high acceptance ratio re­
flects partly the lack of opportunities in other health related careers for the 
unsuccessful Maine applicants. Faculty advisors must give early attention to 
screening out those who might be uncompetitive for acceptance, since training 
for other health-related careers is severely limited. By contrast during the 
writer's tenure as health professions advisor at North Carolina State Universicy, 
he found it relatively easy to steer non-competitive health professions applicants 
into one of dozens of training programs at Raleigh, Chapel Hill and Duke. Schools 
such as New York University have about 100 such career programs leading to certi­
fication of one kind or another, most of which are acceptable alternatives to 
medical school for the unsuccessful applicant. In Main~ those who fail to gain 

· admission are left with few choices other than switching to unrelated majors or 
moving out of state, and in so doing adding one or more years to their undergradu­
ate degree program. Our pre-health professional students become aware of this 
situation early and tend to screen themselves as they assess their chances for 
realizing their career aspirations. The Governor's recommendation makes no alLow­
ance for current juniors and seniors who have worked long and hard with the ex­
pectation that they would have a reasonable chance of gaining admission to a health 
professional school. The situation would be comparable to eliminating the fores­
try program without provision to continue those students presently enrolledo To 
take such action it seems to us would be morally, if not legally, indefensible. 
It is true that occasionally students would still gain admission without the com­
pact, and we estimate that with the present applicant pool the acceptance rate 
overall would become about 10%. Given such odds one could not in good conscience 
advise any student who is a Maine resident to pursue these goals. The situation 
is a result of strong regional preferences in admissions policies, and few schools 
accept from a national pool. Only one Maine resident is currently enrolled in 
a non-compact public medical school, i.e., the University of Cincinnati. 

Hundreds of Maine families and students aspire to these careers and those who are 
able to do so would undoubtedly leave the state to establish residence elsewhere. 
Unfortunately, most of these students come from families with modest means and 
some from families at the poverty level who would find it most difficult to move. 

It is well-documented that a relationship exists between the quality of health 
care delivery and proximity to medical centers with training programs. The exten­
sive training program at the Maine Medical Center, as well as family practice 
residencies throughout the state have come into existence in conjunction with 
the compact. Without it they would be in jeopardy. Related benefits to the 
state are arrangements for consultation services from these schools. The State 
of Maine would be taking a giant step backward in all of these areas by failing 
to continue the compact. We strongly recommend continuation of this program. 




