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64B8-15.001 Abbreviations and Definitions.

As used in this chapter:

(1) “ACGME” means Accreditation Council for Graduate Medical Education.

(2) “Applicant” means a foreign medical school which applies to the Department for certification.

(3) “Board” means State of Florida Board of Medicine.

(4) “Clinical Clerkship” means an organized supervised educational experience involving the examination and care of patients in the practice of medicine, which is an integral part of the clinical component of the medical curriculum and which takes place in a teaching hospital or an acceptable equivalent health care facility.

(5) “Dean” means a university or college administrative official acting as chief academic officer in the supervision of a school or faculty.

(6) “Department” means State of Florida Department of Health.

(7) “Foreign Medical School” means a medical school outside the United States.

(8) “M.D. Degree” means an abbreviation for Medicine Doctor, Doctor of Medicine, an academic degree conferred by a college/university on one having satisfactorily completed a medical school curriculum established for preparation for the practice of medicine. Other degrees (example M.B.) are used as equivalent in some countries.

Rulemaking Authority 458.309, 458.314(4) FS. Law Implemented 458.314 FS. History–New 8-24-87, Formerly 21M-42.001, 61F6-42.001, 59R-15.001, Amended 7-13-22.

64B8-15.002 Introduction.

In order to determine reasonable comparability between the medical education programs of foreign medical schools seeking certification and accredited medical schools in the United States, the Department shall employ the standards published by the Liaison Committee on Medical Education (LCME), known as Functions and Structure of a Medical School, (October 2021) which is hereby incorporated by reference and available at https://www.flrules.org/Gateway/reference.asp?No=Ref-14415, https//lcme.org/publications/, as a basis for Florida’s certification program. 

Rulemaking Authority 458.309, 458.314(4) FS. Law Implemented 458.314 FS. History–New 8-24-87, Formerly 21M-42.002, 61F6-42.002, 59R-15.002, Amended 3-3-13, 7-13-22.
64B8-15.003 The Meaning of Certification.

Rulemaking Authority 458.309, 458.314(4) FS. Law Implemented 458.314 FS. History–New 8-24-87, Formerly 21M-42.003, 61F6-42.003, 59R-15.003, Repealed 7-13-22.

64B8-15.004 Objectives.

(1) An essential objective of a program in medical education leading to the Doctor of Medicine degree, or its equivalent, must be to meet the standards herein described for certification that its graduates will be prepared to enter and complete a program of graduate education, to qualify for licensure, to provide competent medical care and to have the educational background necessary for lifelong learning. A medical program may establish additional objectives consistent with its available resources. Objectives must be defined in writing and made known to faculty and students. While recognizing the existence and appropriateness of diverse institutional missions and educational objectives, the Florida Department of Health and the Board of Medicine subscribe to the proposition that local circumstances do not justify certification of a program that fails to meet the standards as set forth in this rule chapter.

(2) Certification is awarded on the basis of evidence of an appropriate balance between the size of the enrollment in each class and the total resources of the program, including the faculty, physical facilities, curricular time and methods of instruction, and the budget. If there is to be substantial change in any of the above functions, the Florida Department of Health must be notified in writing so that reevaluation may be instituted.

Rulemaking Authority 458.309, 458.314(4) FS. Law Implemented 458.314 FS. History–New 8-24-87, Formerly 21M-42.004, 61F6-42.004, 59R-15.004.

64B8-15.005 Governance.

(1) Final authority and responsibility for the operation of the medical school should reside in a governing body. Members of the governing body should be persons who have no monetary interest or other conflict of interest in the operation of the school, its associated hospitals, or any related enterprises. Terms of governing body members should be overlapping and sufficiently long to permit the members to become thoroughly knowledgeable of the programs of the school in order to develop policy in the interests of the school and the public.

(2) Preferably a medical school should be a component of a university that has other graduate and professional degree granting programs. The environment of a university fosters intellectual challenge, the spirit of inquiry, the seeking of new knowledge and the habit of lifelong learning. This environment for a medical education is usually best created in a medical school that is a not-for-profit institution, whether a part of a university or independently chartered by a government agency.

(3) The medical school should be listed in one or more of the generally accepted resource volumes in international education, and its program must be legally recognized and approved for the training of physicians by the appropriate civil authorities of the country in which it is located.

Rulemaking Authority 458.309, 458.314(4) FS. Law Implemented 458.314 FS. History–New 8-24-87, Formerly 21M-42.005, 61F6-42.005, 59R-15.005.

64B8-15.006 Administration.

(1) General.

(a) Administrative officers and members of a medical school faculty must be appointed by, or on the authority of, the governing body of the medical school.

(b) If the medical school is part of a university, the dean must have ready access to the university chief executive officer and to such other university officials as may be necessary to fulfill the dean’s responsibilities. If the medical school is not part of a university, the dean must have ready access to the chief officer of the governing body.

(c) The dean must be qualified by education and experience to provide leadership in medical education, in scholarly activity and research, and in the care of patients. The dean should have the assistance of such professional associates and staff as are necessary for administration of admissions, student affairs, academic affairs, hospital relationships, business affairs, physical facilities and other activities normally associated with the office of the dean.

(d) The manner in which the medical school is organized, including the responsibilities and privileges of administrative officers, faculty, students and committees must be formally set forth in writing. It is through committee structure and function that faculty and at times students and others become involved in decisions concerning admissions, promotions, curriculum, library, research, etc. The number and composition of committees may vary among medical schools.

(e) In determining the most effective organization, emphasis should be placed on the importance of effective relationships among faculty members concerned with undergraduate medical education (basic sciences and clinical sciences) and graduate and continuing education. The chief official of the medical school should give consideration to the commitments of faculty members who have multiple responsibilities so as to assure each educational program adequate faculty resources.

(f) A budget, showing available revenue sources and expenditures must be prepared for the medical school at regular and specified periods. To facilitate effective planning, each department and/or division of the medical school should know in advance a reasonable estimate of its available operating resources.

(2) Geographically Separated Campuses.

(a) If components of the program are conducted at sites geographically separated from the main campus of the medical school, the administration of the medical school must be fully responsible for the conduct, and maintenance of the quality of the educational experiences offered at these sites and for identification of the faculty at all sites. In order to ensure that all educational components of the school’s program are equivalent in quality, the principal academic officer of each geographically separated site must be administratively responsible to the chief academic officer of the medical school conducting the certified program. Similarly, the faculty in each discipline, in all sites, must be functionally integrated by administrative mechanisms that ensure comparable quality of the geographically separated segments of the program.

(b) A large number of program sites or a significant distance between sites may require extra academic and administrative controls in order to maintain the quality of the entire program.

Rulemaking Authority 458.309, 458.314(4) FS. Law Implemented 458.314 FS. History–New 8-24-87, Formerly 21M-42.006, 61F6-42.006, 59R-15.006.

64B8-15.007 Educational Program for the Professional Degree.

(1) The Educational Sequence in the United States.

(a) The system of medical education and practice in the United States differs from that of most other nations. To understand the basis of evaluation of foreign medical schools to determine reasonable comparability it is necessary to understand how students are educated to become physicians in the U.S.

(b) Most students complete twelve years of approximately nine months each prior to entering higher education in colleges or universities. The student prepares for entry into medical school by studying courses within a specified field designed for progressive learning. These include courses in the biological and physical sciences, the behavioral sciences, mathematics and the arts and letters. Upon completion of these studies requisite for the study of medicine the students present credentials of both potential and achievement to the medical school to which the student seeks admission.

(c) After admission to medical school, the student begins to study the basic medical sciences, including human anatomy, physiology, biochemistry, pharmacology, microbiology and immunology, pathology and behavioral science. This phase of medical education requires approximately two years of 9-10 months each in most U.S. medical schools.

(d) In transition between study of the basic medical sciences and the study of clinical medicine, the student is introduced to the fundamentals of medical interviewing, physical examination, and diagnosis. Studies in the major fields of clinical medicine are then begun. Patients in the teaching hospital and in outpatient settings are the central focus of this educational phase. All students receive experiences in diagnosis and treatment of patients in the fields of medicine, surgery, obstetrics and gynecology, pediatrics and psychiatry where teaching and learning is intensive and centered on the patient. The student meanwhile is directly supervised by the clinical faculty. Senior faculty, junior faculty, senior residents (three or more years after medical school), junior residents (one or two years after medical school) and both third and fourth year medical students generally work as a team in caring for patients in each of the services.

(e) Additional exposure of the medical student to other medical and surgical specialties varies with career objectives but in all cases the medical student is involved in his studies and care of patients under direct faculty supervision. The total course of study leading to the M.D. degree in the U.S. is at least 130 weeks in length.

(f) The foregoing is intended to provide a description of the system of medical education as it generally occurs in the United States. In order to determine the extent of reasonable comparability of programs of medical education in schools other than those accredited by the LCME a detailed description is needed.

(2) Duration. The program of medical education leading to the M.D. degree or its equivalent must include at least 130 weeks of instruction, in basic and clinical medical sciences, preferably scheduled over at least four calendar years.

(3) Design and Management.

(a) The program’s faculty must be responsible for the design, implementation, and evaluation of the educational program. A faculty committee should undertake this responsibility with full support of the chief academic officer and staff. The curriculum of the program leading to the professional medical degree must be designed to provide a general professional education, recognizing that, this alone, is insufficient to prepare a graduate for independent, unsupervised practice throughout a professional lifetime.

(b) The committee responsible for curriculum should give careful attention to the impact on students of the amount of work required. The committee should monitor the content provided in each discipline in order that objectives for education of a physician are achieved without attempting to present the complete, detailed, systematic body of knowledge in that discipline. The objectives, content, and methods of teaching and learning utilized for each segment of the curriculum, as well as for the entire curriculum, should be subjected to periodic evaluation. Undue repetition and serious omissions and deficiencies in the curriculum identified by these evaluations should be corrected. Review and necessary revision of the curriculum is an ongoing faculty responsibility.

(4) Content.

(a) The medical faculty is responsible for devising a curriculum that permits the student to learn the fundamental principles of medicine, to acquire skills of critical judgment based on evidence and experience, and to develop an ability to use principles and skills wisely in solving problems of health and disease. In addition, the curriculum must be designed so that students acquire an understanding of the scientific concepts underlying medicine. In designing the curriculum, the faculty must introduce current advances in the basic and clinical medical sciences, including therapy and technology; changes in the understanding of disease; and the effect of social needs and demands on medical care.

(b) The curriculum cannot be all-encompassing. However, it must include the sciences basic to medicine; a variety of clinical disciplines; and ethical, behavioral, and socioeconomic subjects pertinent to medicine. There should be presentation of material on medical ethics and human values. The faculty should foster in students the ability to learn through self-directed, independent study throughout their professional lives.

(c) The curriculum must include the contemporary content of those expanded disciplines that have been traditionally titled anatomy, biochemistry, physiology, microbiology and immunology, pathology, pharmacology and therapeutics, and preventive medicine. Instruction within these basic sciences should include laboratory or other practical exercises which facilitate the ability to make accurate quantitative observations of biomedical phenomena and critical analyses of data.

(d) The required clinical subjects which must be offered are internal medicine, obstetrics and gynecology, pediatrics, psychiatry and surgery. Teaching and learning must include extensive direct patient care experiences under supervision of the faculty. Additionally, many schools in the United States now require a clinical experience in family medicine. Schools that do not require such a clerkship should ensure that their students develop the knowledge, skills, attitudes and behaviors necessary to enter graduate medical education programs in family medicine or the other primary care specialties. In the required disciplines students should receive basis instruction in all organ systems. Instruction and experience in direct patient care must be provided in both ambulatory and hospital settings and must include the important aspects of acute, chronic, continuing, preventive and rehabilitative care.

(e) The curriculum must provide grounding in the body of knowledge represented in the disciplines that support the fundamental clinical subjects, for example, diagnostic imaging and clinical pathology. Students must have opportunities to gain knowledge in those content areas that incorporate several disciplines in providing medical care, for example, emergency medicine and the care of the elderly and disabled. In addition, students should have the opportunity to participate in research and other scholarly activities of the faculty.

(f) Each required clinical clerkship must allow the student to undertake thorough study of a series of selected patients having the major and common types of disease problems represented in the primary and related disciplines of the clerkship. The committee responsible for curriculum must require close faculty supervision of the learning experience of each student at the appropriate level of graded clinical responsibility. Supervision must be provided throughout required clerkships by members of the school’s faculty.

(g) The student should have clinical experiences in both a hospital and an ambulatory care facility. The student must be provided the experience of initial patient “work-up” including the medical history, physical examination and preliminary diagnosis as an active participant, not as a passive preceptee. If required clerkships in a single discipline are conducted in several hospitals, every effort must be made to ensure that the students receive equivalent educational experiences.

(h) The faculty committee responsible for curriculum should develop, and the chief academic officer should enforce, the same rigorous standards for the content of each year of the program leading to the M.D. or comparable degree. The final year should complement and supplement the curriculum of the individual student so that each student will acquire appropriate competence in general medical care regardless of subsequent career specialty.

(i) The curriculum should include elective courses designed to supplement the required courses and to provide opportunities for students to pursue individual scholarly interests. Faculty advisors must be available to guide students in the choice of elective courses. If students are permitted to take electives at other institutions, there should be a system centralized in the dean’s office to screen the student’s proposed extramural program prior to approval and to ensure the return of a performance appraisal by the host program. Another system, devised and implemented by the dean, should verify the credentials of students from other schools wishing to take courses or clerkships at the school, approve assignments, maintain a complete roster of visiting students, and provide evaluations to the parent schools.

(j) All instruction should stress the need for students to be concerned with the total medical needs of their patients and the effect of social and cultural circumstances on their health. The students must be encouraged to develop and employ scrupulous ethical principles in caring for patients, in relating to patients’ families, and to others involved in the care of the patients. These principles are essential if the physician is to gain and maintain the trust of patients and colleagues and the respect of the community.

(k) Clinical medicine is best learned by active participation in the delivery of care. It is not enough to follow a physician preceptor about observing how he cares for his patients. “Hands on” participation of the student, with progression of responsibility in diagnosis and therapy, under faculty supervision, develops maturity in the student preparing for a medical career as an independent practitioner.

(5) Evaluation of Student Performance.

(a) The faculty must establish principles and methods for the evaluation of student performance and make decisions regarding promotion and graduation. The varied measures utilized should determine whether or not students have attained the school’s standards of performance, as well as national standards of performance, as measured by licensure examinations, and other examinations such as the Foreign Medical Graduate Examination in the Medical Sciences (FMGEMS) (where applicable).

(b) The faculty of each discipline should set the standards for performance by students in the study of that discipline. Narrative descriptions of student performance should be recorded to supplement grade reports in all required clinical clerkships and in all courses where student-faculty interaction permits this form of assessment. The faculty should review the frequency of examinations and their scheduling, particularly when the students are enrolled in several subjects simultaneously. Schools should develop a system of evaluation that fosters self-initiated learning by students rather than frequent tests which condition students to memorize details for short-term retention only. Examinations should measure cognitive learning, mastery of basic clinical skills, and the ability to use data in realistic problem solving. If geographically separated campuses are operated, a single standard for promotion and graduation of students should be applied.

(c) The medical school must publicize to all faculty members and students its standards and procedures for the evaluation, advancement, and graduation of its students and for disciplinary action. The school should develop and publish a fair and relatively formal process for the faculty or administration to follow when taking any action that adversely affects the status of a student.

(d) The institutions must maintain adequate records. These records should include summaries of admission credentials, attendance, measurement of the performance and promotion of the student, and the degree to which requirements of the curriculum have been met. Qualitative evaluation of each student in each course should be part of the record.

(6) Academic Counseling. The chief academic officer and the directors of all courses and clerkships must design and implement a system of evaluation of the work of each student during progression through each course or clerkship. Each student should be evaluated early enough during a unit of study to allow time for remediation. Course directors and faculty assigned to advise students should consider this duty a primary responsibility. All course directors or departmental heads, or their designates, should serve as expert consultants to the chief academic officer for facilitation of performance of both students and faculty.
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64B8-15.008 Medical Students.

(1) Admissions.

(a) As noted previously, students in the United States are selectively admitted to the study of medicine after a period of preparation which includes study of the biological, physical and behavioral sciences, and general education subjects such as mathematics, history and language. Admission is competitive as there are more applicants than places available in the entering classes of the medical schools. But once admitted a very high proportion complete the requirements for the professional degree.

(b) It is recognized this pattern of entry varies among foreign medical schools. In final analysis no one system of medical education should be required world-wide. Nevertheless, there are basic principles concerning the making of a competent, compassionate, and above all safe physician that must be adhered to.

(c) Whether the graduates of a medical institution are carefully selected on the basis of aptitude and achievement prior to beginning medical studies or promoted on the basis of achievement in medical school, they should possess demonstrable intelligence, integrity and personal and emotional characteristics generally perceived necessary to become effective physicians.

(d) Selection is a responsibility of the faculty, both for entry into the medical education program and to be graduated from it. Persons or groups external to the medical school may assist in the evaluation of applicants, but the final responsibility must not be delegated outside the medical faculty. The faculty should develop criteria and procedures for the selection, promotion and graduation of students. The faculty should make known through written documents its standards for admission and progress through the medical studies. It must be made abundantly clear that outside influences, financial or political, are unacceptable.

(2) Admission with Advanced Standing and by Transfer.

(a) A medical school may admit medical students with advanced standing where the faculty determines that the student may receive credit for courses taken prior to admission in one or more subjects required by and taught in the medical school. Such credit can be given to the student upon admission when the faculty of the medical school has determined that the content of the course is equivalent to the course given in the medical school and the performance of the student in the subject is comparable to the performance required of students enrolled in the medical school. The faculty must develop and publish the bases for giving credit for admission with advanced standing or transfer from another medical school.

(b) Transfer from one medical education program to another should be discouraged except in rare instances and for compelling reasons. Separate programs are rarely completely compatible, often leading to compromise of the student’s progress.

(c) The diversity of medical school curricula and the integration of the curriculum at individual schools require that applications for transfer between medical schools be individually considered so that both the school and the student will be assured that courses previously taken are compatible with the program to be entered. Otherwise, supplementation of a student’s program after transfer will be necessary. Transfer students may be accepted in the middle years of the curriculum but should not be accepted into the final year of the program. Students accepted for transfer must demonstrate academic achievements in college and medical school that are comparable to those of the students in the class they seek to join. The medical school must keep records which document its evaluation of transfer students.

(3) Considerations of Class Size.

(a) The number of students to be admitted is determined by the resources of the school and the number of qualified applicants. To achieve and maintain certification, each medical school must demonstrate that it has access to a pool of applicants sufficiently large and possessing national level qualifications to fill its first year class. The critical resources include finances, the size of the faculty, the variety of academic fields represented, the library, the number and size of classrooms and student laboratories and the adequacy of their equipment, and office and laboratory space for the faculty. There should be available a spectrum of clinical resources sufficiently under the control of the faculty to ensure breadth and quality of in-hospital and ambulatory clinical teaching and direct experience with patients in the major fields of clinical medicine for each student, under direct supervision of the faculty.

(b) In addition, when determining the size of the medical student body, the school should consider the need for resources to be shared to educate graduate students or other students within the university, the size and variety of programs of graduate medical education, both as a responsibility and as a supplement to the teaching program, and responsibilities for continuing education, patient care and research.

(4) Visiting Students from Programs Not Certified. Care must be exercised in assuming responsibility for clinical clerkships for medical students enrolled in medical schools not certified by the Florida Department of Health. Such visiting students may be less well prepared to undertake the responsibilities of clinical clerkships than students enrolled in certified programs. These students may require remedial work, greater supervision and a more intense utilization of resources. For these reasons, Florida views the acceptance and inclusion of such students in the required clinical clerkships as an indication for the reassessment of the M.D. programs certification.
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64B8-15.009 Resources for the Educational Program.

(1) Finances. The substantial cost of conducting a certified educational program leading to the M.D. or equivalent degree must be supported by sufficient financial resources. Dependence upon tuition must not cause schools to seek enrollment of more students than their total resources can accommodate and provide with a sound education experience.

(2) General Facilities. A medical school must have, or be assured use of, buildings and equipment that are quantitatively and qualitatively adequate to provide an environment conducive to high productivity of faculty and students. Wide geographic separation between facilities may reduce the effectiveness of the educational program. The facilities must include faculty offices, student classrooms and laboratories, appropriate facilities for students, offices for administrative and support staff, and a library. Access to an auditorium sufficiently large to accommodate the student body is desirable. The school should be equipped to conduct biomedical research and must provide facilities for humane care of animals when animals are used in teaching and research.

(3) Faculty.

(a) Members of the faculty must have the capability and continued commitment to be effective teachers. Effective teaching requires knowledge of the discipline, and an understanding of pedagogy, including construction of a curriculum consistent with learning objectives, subject to internal and external formal evaluation. The administration and the faculty should have knowledge of methods for measurement of student performance in accordance with stated educational objectives and national norms.

(b) Persons appointed to faculty positions must have demonstrated achievements within their disciplines commensurate with their faculty rank. It is expected that faculty members will have a commitment to continuing scholarly productivity, thereby contributing to the educational environment of the medical school.

(c) In each of the major disciplines basic to medicine and in the clinical medical sciences, a sufficient number of faculty members must be appointed who possess, in addition to a comprehensive knowledge of their major disciplines, expertise in one or more subdivisions or specialties within each of these disciplines. In the clinical sciences, the number and kind of specialists appointed should relate to the amount of patient care activities required to conduct effective and intensive clinical teaching.

(d) In addition, physicians practicing in the community can make a significant contribution to the educational program of the medical school, subject to individual expertise, commitment to medical education, and availability. Practicing physicians appointed to the faculty, either on a part-time basis or as volunteers, should be effective teachers, serve as role models for students, and provide insight into contemporary methods of providing patient care. The quality of an educational program is enhanced by the participation of volunteer faculty in faculty governance, especially in defining educational goals and objectives.

(e) There must be clear written policies for the appointment, renewal of appointment, promotion, retention and dismissal of members of the faculty. The appointment process must involve the faculty, the appropriate departmental heads and the dean. Each appointee should receive a clear definition of the terms of appointment, responsibilities, line of communication, privileges and benefits; and policy on practice earnings, if applicable.

(f) The education of both medical students and graduate physicians requires an academic environment that provides close interaction among the faculty members so that those skilled in teaching and research in the basic sciences can maintain awareness of the relevance of their disciplines to clinical problems. Such an environment is equally important for clinicians, for from the sciences basic to medicine comes new knowledge which can be applied to clinical problems. A medical school should endeavor to provide a setting in which all faculty members work closely together in teaching, research and health care delivery in order to disseminate existing knowledge and to generate new knowledge of importance to the health and welfare of mankind.

(g) The dean and a committee of the faculty must determine medical school policies. This committee typically consists of the heads of major departments, but may be organized in any manner that brings reasonable and appropriate faculty influence into the governance and policymaking processes of the school. The full faculty should meet often enough to provide an opportunity for all to discuss, establish, or otherwise become acquainted with medical school policies and practices.

(4) Library.

(a) The medical school library should be a major component of the school’s program of teaching and learning. Attitudes of lifelong learning can only be instilled by instruction in the production, storage and retrieval of new knowledge. Use and importance of the library can be imparted to students by example of faculty.

(b) The medical students and faculty must have ready access to a well-maintained and catalogued library, sufficient in size and breadth to support the educational programs offered by the institution. The library should receive the leading national and international biomedical and clinical periodicals, the current numbers of which should be readily accessible. The library and any other learning resources should be equipped to allow students to learn new methods of retrieving and managing information, as well as to use self-instructional materials. A professional library staff should supervise the library and provide instruction in its use.

(c) If the library serving the medical school is part of a medical center or a university library system, the professional library staff must be responsive to the needs of the medical school, its teaching hospitals and the faculty, resident staff and students who may require extended access to the journal and reference book collection. The librarian should be familiar with the methods for maintaining relationships between the library and national library systems and resources, and with the current technology available to provide services in non-print materials. If the faculty and students served by the library are dispersed, the utilization of departmental and branch libraries should be facilitated by the librarian and by the administration and faculty of the school.

(d) If the language of instruction in the medical school is not the principal language of a significant portion of the students, it is the duty of the library to facilitate translation through purchase of materials in multiple languages when possible.

(5) Clinical Teaching Facilities.

(a) The medical school must have adequate resources to provide clinical instruction to its medical students. Resources must include ambulatory care facilities and hospitals where the full spectrum of medical care is provided and can be demonstrated. The medical school must demonstrate the capability of each hospital it uses to provide exemplary care for all patients. The number of hospital beds required for education cannot be specified by formula, but it is the responsibility of both the medical school and hospital to insure that the aggregation of clinical resources must be sufficient to permit students in each of the major clerkships (medicine, surgery, pediatrics, obstetrics and gynecology and psychiatry) to work up and follow several new patients each week.

(b) Since undergraduate medical education is usually accompanied by the conduct of simultaneous and mutually supportive programs of graduate medical education, clinical facilities must be adequate for all levels of medical education for which the faculty and medical school are responsible. A hospital that provides a base for the education of medical students and perhaps other students must have adequate library resources, not only for the clinical staff, but also for the faculty and the students. Ready access to areas for individual study, for conferences, and for lectures is necessary.

(c) The nature of the relationship of the medical school to affiliated hospitals and other clinical resources is extremely important. There should be written agreements that define the responsibilities of each party. The degree of the school’s authority should reflect the extent that the affiliated clinical facility participates in the educational programs of the school. Most critical are the clinical facilities where required clinical clerkships are conducted. In affiliated institutions, the school’s department heads and senior clinical faculty members must have authority consistent with their responsibility for the instruction of students.

(d) It must be recognized that in the special relationship between the medical school and its affiliated teaching hospitals, it is imperative that the academic programs remain under the control of the faculty of the medical school in all medical school-hospital relationships.
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