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The University of Minnesota is a large and comprehensive research and land- 
grant University that enjoys a distinguished national and international reputation 
and is held in high esteem by the citizens of Minnesota. It has a remarkable 
record of producing Nobel laureates, political leaders, journalists, business 
executives, jurists, leaders in education and health, and technology innovators. It 
ranks among the top ten American universities in attracting research funds and is 
first in funds devoted to life sciences research. It is the only doctoral degree 
granting institution of higher education in the state and provides an extensive 
array of services as a land-grant institution. It is acknowledged to have played an 
extraordinary role in every aspect of the state, from agriculture to business, 
education to politics, and health care to economic development. The University 
enjoys a centrality of location and purpose that keeps it in the focus of the people 
of Minnesota, who have been generous in their support. 

The Twin Cities campus is among the largest and most complex in the nation, 
with nineteen colleges and the University Hospital and Clinic. The Academic 
Health Center is a major part of the University in terns of education, research, 
service, and budget and has contributed extensively to the reputation of the 
University. The schools are somewhat unique within the University in that they 
are either the sole or principal source of health professionals in the state and the 
hospital functions as the state's general referral hospital and a leading tertiary 
care center. The University is subject to high expectations for its health sciences 
by the citizenry and government. There is a strong identification with the 
University through its health science graduates, innumerable affiliations, and 
hospital or other service related personal experiences resulting in a direct link 
between the Health Sciences and virtually every community in Minnesota. 
Because the Health Sciences has played such an important role in the education, 
research and service missions of the University, it has been and continues to be 
imperative for the President of the University to have wise counsel and 
appropriate leadership for this complex area that commands a significant part of 
the budget, produces over half of the sponsored research, and differs in 
significant ways from the rest of the University, especially in its added dimension 
of patient care responsibilities. 

The University and the people of Minnesota have benefited from the visionary 
leadership of its presidents, the Board of Regents, legislators, and citizens whose 
involvement led to the growth of the Academic Health Center. To build on these 
relationships, an understanding of the major health care and policy issues of the 
90s and the required characteristics of a new Vice President for Health Sciences is 
essential. It is especially critical to develop such understandings in order to be 



positioned for the apparent resource constraints this University, like others 
throughout the nation, will encounter in the coming decade. Reductions in 
federal funds and potential state budget deficits clash with growing expectations 
of the nation's universities, which also are faced with aging facilities and 
escalating needs for equipment. These expectations include more health care and 
human services, more research and technology transfer, and more involvement 
with industry in economic development. Public policy makers are increasingly 
required to choose between these and competing needs related to major 
environmental problems, drugs,concerns of young and old alike, housing and 
other compelling issues. It is clear that the development of consensus, 
establishment of priorities, and rational decision-making will require knowledge, 
breadth of perspective, clear vision, and extraordinary communication skills in 
such an environment. The sincere hope is that the Visiting Committee will bring 
diverse expertise and special understanding to the task of providing insights and 
recommendations that will aid the entire University in addressing the challenges 
for the health sciences component of this institution. 

This background paper is intended to provide an abbreviated look at the history 
and accomplishments of the Academic Health Center, a description of the state 
and University environment, and some of the health issues and policies that 
provide the challenges and opportunities for the 90s. Together with the 
accompanying descriptions of each of the health science schools (Attachments 1- 
9), this paper provides a framework for consideration of the following four 
questions by the Visiting Committee: 

1. What are the major challenges and opportunities facing major 
research universities in the 90s that will impact on the Academic 
Health Center? 

2. What are the key issues, challenges, and opportunities facing the 
Academic Health Center in the 90s? 

3. How might the Health Sciences best position itself to face these 
challenges as an organization? 

4. In the context of these considerations, what strengths should 
characterize the individual who will lead this Center in the 90s? 

HISTORY 
The need for expansion and improvement of the state's health professions 
education was acknowledged in 1964 when University President 0. Meridith 



Wilson initiated a comprehensive planning effort to address projected growth and 
possible changes in the delivery of health care. The issues that emerged made it 
abundantly clear that individual professions in isolation from each other could not 
solve the perceived "crisis in health care." What emerged as a response here and 
throughout the nation is what we now know as an Academic Health Center, each 
with a goal of fostering educational unity for the benefit of public interest. 
Rapidly growing facilities, budgets, and enrohents ,  coupled with increasing 
expectations for service to the communities served by the Health Center and 
demands for public accountability, placed enormous stress on the health 
professions faculties, the University, and those in leadership positions. 

The President of the University of Minnesota responded to the need for 
administrative coordination with the appointment of an External Advisory 
Committee. That committee provided a series of recommendations on the 
mission, governance, and structure of the Health Sciences that have guided this 
University for twenty years. As noted in their 1970 report, several major 
changes in structure were considered: 

Consideration of separate status for the Health Sciences, 
independent of the University, was abandoned in favor of a Health 
Sciences administrative structure, headed by a Vice President, in 
order to preserve the unity of the University. 

A proposal for a separate College of Basic Sciences was 
abandoned in favor of integrating the basic and clinical sciences in 
medicine to result in more relevant medical education. The 
structure adopted, however, made clear that the basic science 
departments were expected to meet the teaching needs of all 
Health Science schools and colleges in order to have the strongest 
possible faculty and to avoid duplication. Service teaching to 
undergraduates in other schools of the University was also 
expected. 

* A College of Allied Health was considered but again the 
overriding concept of having the disciplines of Medical 
Technology, Occupational Therapy, Dental Hygiene, etc., taught 
in an environment most like the one graduates would ultimately 
experience in their practice careers, led to a recommendation not 
to create a separate college. 

Separate schools were recommended for Public Health and 
Nursing, rather than the former pattern of divisions under the 
College of Medical Sciences. 



University Hospital's mission was redefined to include serving as 
a teaching laboratory for all disciplines. The Director of the 
UMHC was given status equal to Deans of the schools. 

As the External Committee examined the mission of the Center, the goals and 
responsibilities were clearly delineated, and the organizational structure was 
designed to achieve those ends. Several models of administration were 
considered and abandoned in favor of what was ultimately outlined in the Regents 
Statement of Missions, Governance, and Structure. The need at that time was for 
a clear line of authority and a sharp focus of comprehensive responsibility that 
would allow direction, clarity, purpose, utility, and accountability. 

Responding to external accountability, the Vice President for Health Sciences was 
the spokesperson to the Legislature on the multiple issues surrounding the 
initiative to meet the health professional needs of the state. The Health Sciences 
budget, while not totally a "line item" in the state appropriations bill, was clearly 
carved out and considered separately. The primary mission was to educate health 
care professionals for the needs of the state. While Minnesotans take great pride 
in the research and clinical achievements of the faculty, their first concern has 
been access to health care throughout the state. Some of the controversies that 
were on the agenda as the health sciences administration was formed included the 
size, scope, and autonomy of the Department of Family Practice, the 
consideration of another medical school in the Twin Cities-separate from the U 
of M-and the demand to maintain close contact with the community in order to 
provide relevant educational experiences. The combination of state support and 
federal initiatives, such as capitation programs and construction grants, made it 
possible to realize many of the goals outlined. 

The purpose of this overview is to review the additional dimensions that 
developed as a result of the structure put in place by the regents in 1970. What 
has been accomplished to demonstrate that the Academic Health Center is greater 
than the sum of its parts? The development of a master plan of facilities, though 
not the most important, is certainly among the most visible of the @ 

accomplishments. The "partnership" with the Legislature was essentially an 
uncodified agreement that if planning were responsible, if every advantage were 
taken to obtain non-state funds, and if the Health Sciences were truly 
implementing programs to meet the needs of the citizenry, the Legislature would 
provide the needed support to complete the projects. State funding totalling $55 
million complemented $67 million Federal and other funding and resulted in 
substantial new space for the Health Sciences. The final step in the expansion was 
the completion of the new hospital. The building was authorized by the 
Legislature but financed with $170 million in University bonds. 



The early years of the partnership with the Legislature were somewhat tense. 
The total dollars required to implement the expansion caused legislators to be 
cautious. Key legislators, as well as University officers, were under increasing 
pressure to define the programs that would meet the expectation for service to the 
state. Planning included expansion in class size for most of the health profession 
schools and the allied health programs. A Department of Family Practice and 
Community Health was set up with line item funding from the Legislature. As an 
indication of the importance of the "partnership" understandings, and the 
importance of accountable, credible relationships with the Minnesota Legislature, 
it is worth noting that today the Family Practice Department is one of the largest 
and best funded in the country. Despite the fact that the appropriation is no 
longer a line item, having been folded into the general appropriation to the 
University, and despite the fact that the funds devoted to Family Practice amount 
to 20 percel-it of the annual state funds allotted to the Medical School, the 
University, as recently as two years ago, experienced strong intervention from 
the current legislative leadership when it attempted to reallocate, or even unallot 
some of the Family Practice funds in response to a state recision. Other new 
initiatives included a popular Rural Physicians Associate Program, a one year 
rural experience for third year medical students. Here again, legislative interest 
in the program was demonstrated in the 1990 session when, in response to 
renewed concerns about access to health care in rural areas, the Legislature 
provided an unsolicited increase in this appropriation for expanding the Associate 
program. 

In 1972, a new medical school was started on the University's Duluth campus 
primarily to emphasize family practice and rural medicine. The decision was 
made amid great controversy and support for a new medical school in St. Paul, 
one that would be separate from the University. Strong initial support for making 
the Duluth school a four year program eventually gave way to fiscal realities. 
Students complete the program by transferring to the Minneapolis campus for the 
third and fourth years. Today, the School of Medicine at Duluth is a healthy two- 
year program, adding stature and visibility to the Duluth campus. It has a 
nationally competitive faculty and an outstanding record of having its graduates 
return to rural Minnesota for practice. 

The Mayo Medical School also was initiated in 1972. Degrees were granted by 
the Board of Regents of the University of Minnesota but it remained an entity 
separate from the University Health Sciences. About ten years later, approval 
was given for the Mayo Medical School to grant its own degrees, independent of 
the University. The legislature appropriated capitation funds to support the 
school. 



Successful initiatives guided by the Vice President for Health Sciences included 
the Center for Health Services Research, the Institute for Human Genetics, the 
Biomedical Engineering Center, the Biomedical Ethics Center, the delegation of 
authority to a Board of Governors for the University Hospital and Clinic by the 
Board of Regents, the development of selective interdisciplinary courses and 
shared classrooms, and the development of affiliations for the educational 
experience of all health science students. General support functions such as 
research animal resources, continuing education, allied health, public relations, 
management information systems, minority programs, and coordination of 
learning resources were set in place to provide service to all colleges in the 
Academic Health Center. In retrospect, it is safe to say that both the state and the 
University have generally met the expectations of the other. 

A critical examination of what some might call missed opportunities or 
unfinished business would question whether as much as possible has been done to 
foster the "team" approach in health professions education and health services 
delivery. Perhaps it was unrealistic to assume that a reexamination of roles and 
responsibilities among the various health professions would occur. The decision 
to maintain the basic sciences in the medical school, while at the same time 
developing the expectation that the role of those departments would include 
teaching responsibilities for other health science schools, has led to predictable 
difficulties in resource allocation and in developing research capabilities within 
schools other than medicine. A related issue has, until recently, been the absence 
of a strategic plan for the development of specific areas of science. In addition, 
the decision to maintain allied health programs within a school or department, 
rather than within a separate school of allied health, while generally viewed as a 
wise use of limited resources, is complicated today by growing shortages of allied 
health personnel and shrinking resources. It is clear that these disciplines will not 
be a priority for reallocated resources within the individual schools. 
Additionally, not enough has been done to foster life long learning in the health 
sciences or to broaden ambulatory care educational programs. 

It is also apparent that too little attention has been paid to relationships within the 
University during the growth period. Faculty elsewhere in the University tend to 
believe that the growth of the Health Center came at their expense. Those in the 
Health Sciences believe that much of the national reputation enjoyed by this 
University can be attributed to the Health Sciences schools and that much of the 
legislative and general public support is present because of the identification with 
some part of the Academic Health Center. The causes and myths surrounding this 
gap are many and not unlike similar tensions at other universities. Nonetheless, 
there is a perception that a less-than-healthy relationship pervades most major 
institutional decision-making. 



Organization of the Academic Health Center 
Today the Office of the Vice President for Health Sciences represents seven 
health professional schools, each administered by a Dean, and the University 
Hospital and Clinic, administered by a Director. (Attachment 10). The 
responsibilities of the Vice President for Health Sciences have not changed 
significantly from those outlined in the 1970 Regent's Statement. 

The Office of the Vice President for Health Sciences, in addition to the Vice 
President, consists of an Associate Vice President and two Assistant Vice Presidents, 
one for Educational Affiliations and Outreach and the other for Governmental 
Relations. Each also has oversight responsibility for support services including 
Health Sciences Public Relations, Biomedical Graphics, Learning Resources, Student 
Services, Minority Programs, and Continuing Education each administered by a 
Director or .Coordinator. 

The Council of Health Sciences Deans and Director of the Hospital and Clinic 
meets monthly with the Vice President and the senior staff to develop policies and 
coordinate activities. In addition, the Vice President has named an external 
Health Sciences Advisory Committee, consisting of nearly 40 community leaders 
from throughout the state. The committee meets quarterly to be informed about 
and discuss activities that are intended to meet the needs of the state. This group 
provides feedback from its perspective to the Vice President. 

In 1970, when the Office of the Vice President for Health Sciences was created, a 
direct line of reporting to the President of the University was established. The 
Vice-Presidency functioned that way until the current President established two 
senior vice president positions--Senior Vice President for academic Affairs and 
Provost and Senior Vice President for Finance and Operations. The Vice 
President for Health Sciences and Vice President for Agriculture, Forestry, and 
Home Economics were designated as vice presidents for the system. In 1990 the 
Senior Vice President and Provost named a Vice Provost for Arts, Sciences, and 
Engineering for the Twin Cities campus. The Vice Presidents for Health Sciences 
and for Agriculture, Forestry, and Home Economics continue to report to the 
President as their immediate superior, and simultaneously work within the cluster 
of academic officers for which the Senior Vice President and Provost has 
oversight responsibilities. In the opinion of some, this dual responsibility creates 
an ambiguity. For those who are less concerned with organization charts and are 
comfortable building sound working relationships with colleagues in the 
administration, the ability to participate in balancing the competing needs of the 
component parts of the University is seen as an opportunity. The Vice President 
is also a member of the President's Cabinet, where considerable time is devoted 
to the broad issues confronting the University, the President's Development 



Committee, and the Research Executive Council, and serves as a key 
administrative officer in the monthly deliberations of the Board of Regents. 

During the latter part of the 80s the Vice President for Health Sciences joined 
other central administrators in leading the schools in a planning effort designed to 
identify University priorities and develop a retrenchment and reallocation 
strategy for the Twin Cities Campus. A Health Sciences Strategic Plan had been 
developed by the deans and director in 1986. The Health Sciences were thus well 
positioned when the University initiated a college-by-college planning effort 
following the Governor's challenge calling for an indication of how the 
University would address some its own problems of burgeoning growth and 
resource requirements. Acting President Kenneth Keller responded with an essay 
entitled "Commitment to Focus." The primary tenets of the essay proposed that 
the University should be released from the state's usual funding per-student 
formula, so that a combination of a planned reduction in enrollment and new 
funding from the state would result in an improvement in per student 
instructional resources. The goal was to pennit the University to achieve a per 
student spending level of third among its Big Ten peers. The concept was widely 
applauded and accepted in principle by the Governor and the Minnesota 
legislative leadership. Colleges developed plans outlining priorities and 
reallocation strategies responding to the President's vision and formed the basis 
of the document that was ultimately adopted as "Academic Priorities 1988- 1993 ." 
(Attachment 11) "Academic Priorities" continues to be the foundation for major 
resource decisions in the University. 

Yet another important development of the late 80s was the successful Minnesota 
Campaign. A total of $365 million was raised to support 127 endowed chairs and 
professorships. The Campaign was aided by the Legislature's agreement to let 
the University use its Permanent University Fund as matching money. The 
response of individuals and corporations was impressive since much of the fund 
raising occurred in Minnesota. The Health Sciences were responsible for a 
significant portion of the campaign funds raised. 

In retrospect it is clear that, following the establishment of the organizational 
structure providing for the leadership of a Vice President for Health Sciences, 
each school of the health sciences responded to the educational, research, and 
service needs of Minnesota. Then, as now, the numbers of students, research 
dollars generated, numbers of personnel, services rendered citizens, magnitude of 
the administrative responsibilities, and obligations of the health sciences demand 
effective leadership within the Central Administration of the University. This 
structure has provided the Regents and the President with responsible 
administration of a major segment of the University. 



ENVIRONMENT 

State of Minnesota 
Minnesotans have traditionally placed high priorities on health and education. 
Nine out of ten have health insurance, and Medicaid services are among the most 
generous in the nation. Over 90 percent of the population has completed high 
school accounting for the nation's highest graduation rate. Approximately 25 
percent of all Minnesotans have completed 16 or more years of formal education. 
Health has become the top industry in the state, surpassing agriculture, the food 
industry, and computers. Innovations in Minnesota's health care industry span 
transplants to HMOs to the treatment of alcoholism. Minnesota was responsible 
for the nation's first blood banks and statewide fluoridation legislation. 

1 

~ e m o ~ r a ~ h i i s  
Minnesota has 4.3 million people. Fifty percent live in the Minneapolis-St. Paul 
metropolitan area, and just over one-third live in rural areas. The state has 
grown at a 7 percent rate since 1980, under the national average, but higher than 
other states in the Midwest. This growth has been largely confined to the 
metropolitan areas. Minnesota has a higher percentage of the population over age 
65 than most states, and about 9 percent of the population live in nursing homes. 
However, the greatest numerical increase in this decade will occur in the 35-49 
year age group. Minorities comprise 4 percent of the population. 

Economv 
The overall economy is diverse and until recently has been resistant to major 
swings in the national economy. However, both agriculture and the mining 
industry suffered in the 80s, and economic conditions have been significantly 
worse in rural Minnesota than in the Twin Cities. Shortfalls in state revenues 
resulted in large retrenchments in a number of state agencies and in the 
University's budget in the early 80s. Some have suggested that similar shortfalls 
will occur in the early 90s. Although the state is projected to have a modest 
growth in revenues for the 1991-93 biennium, commitments made against those 
revenues by previous legislative actions suggest little if any new funding for 
1991-93. 

Political Environment 
In The Book of America, Inside the 50 States. Neal Pierce said, "Search America 
from sea to sea and you will not find a state that has offered as close a model to 
the ideal of the successful society as Minnesota." What is unique about this 
community of Midwesterners is the sensitivity the citizens have for each other. It 
is often referred to as a "social consciousness or awareness." The citizens have a 
high level of faith in government and demonstrate significant evidence of trust in 
the system to improve the life style for all citizens. Education is valued. Citizens 



have been willing to pay for extraordinarily wide access to higher education. 
Health and medical care are also valued. The cost is high, yet the people seem 
willing to pay the price. The State of Minnesota provides an excellent support 
system for the needy. Many people are concerned about the high tax base, but 
they recognize that Minnesotans enjoy services that are not provided in other 
states. Individual integrity is highly valued. Minnesotans tend to get involved 
with and influence all institutions with which they identify, including the 
University. This translates into a University assisted by a public that is highly 
motivated to expect quality living for each and every citizen. 

Health Care 
The number of physicians has greatly increased in recent years, but at the same 
time, the number of primary care physicians in rural Minnesota has declined 
slightly since the mid 80s. During the past 20 years, the University of Minnesota 
has targeted recruitment of primary care physicians for rural areas and has 
developed training programs in rural communities for students. As a result, 27 
percent of recent graduates have entered family practice, compared with 11 
percent nationally. The perception of an oversupply of dentists has diminished 
with the reduction in class size at the University. A nationally recognized 
placement program continues to match dental graduates with rural communities, 
and there are no federally designated underserved areas in Minnesota. There are 
shortages of pharmacists, registered nurses, dental hygienists, physical therapists, 
and veterinarians, particularly in rural areas of the state. 

An estimated 450,000 Minnesotans are without health care insurance coverage 
during some part of the year, and the Legislature has established a Health Care 
Access Commission. Access is a continuing concern in rural communities, with 
the closure of three more rural hospitals in 1989 and with 12 more in precarious 
financial condition. Most rural hospitals examined by the Minnesota Department 
of Health have consistently lost money in recent years. 

Minnesotans utilize ambulatory health care services at a fairly high rate. For 
example, nearly 75 percent have seen a dentist in the last year. Even though 95 
percent of households in the Twin Cities are covered by a comprehensive health 
plan, each spent about $1,500 out-of-pocket for health care in 1988. However, 
both hospital admissions and length of stay have decreased in recent years. This 
is at least partially due to the market penetration of HMOs and the "managed 
care" approach to cost containment. Several studies have demonstrated that 
Minnesotans have a high level of satisfaction with health care that does not differ 
between members of health maintenance organizations and fee-for-service 
subscribers. 



Minnesota continues to lead the nation in HMO market penetration, with 29 
percent in 1988, compared to 14 percent nationally. Over 50 percent of 
households in the Twin Cities metropolitan area have HMO coverage. Minnesota 
HMOs have been increasingly unwilling to enroll citizens and provide services to 
rural areas. Those in rural areas have not been proven to be cost effective, given 
lower Medicare reimbursement and adverse selection. An important recent 
development for the Academic Health Center was the elimination of a "free 
choice" Blue Cross Blue Shield option for 53,000 state employees, including 
University faculty and staff, and its replacement with a preferred provider 
network. The medical faculty and the University Hospital are participants in the 
new State Health Plan. The University is currently studying the feasibility of 
establishing its own health plan. 

The decade of the 1980s saw extensive consolidation of health care facilities. In 
the Twin Cities, the hospitals consolidated into four major health care systems 
and five independent facilities including two county hospitals, the Veterans 
Administration Medical Center and the University Hospital. Acquisitions, 
mergers, management contracts, and various affiliation arrangements have been 
used by Twin Cities hospitals and systems to strengthen their links with smaller 
rural practices and hospitals to boost hospital volumes. Excess capacity, coupled 
with the trend to provide less complex care on an outpatient basis, have resulted 
in efforts by some hospitals to penetrate the tertiary care arena. 

Higher Education 
In fiscal year 1989, 14 percent of the State's general revenues were dedicated to 
higher education. The State's system of higher education is divided into four 
systems: The University of Minnesota, the State University System (seven 
locations with an enrollment of 63,058), the Community College System ( 20 
locations with an enrollment of 53,655), and a Technical College System (33 
locations with an enrollment of 38,705). Over the past two decades these systems 
have grown dramatically and have evolved as major competitors for state 
resources. The Minnesota Higher Education Coordinating Board a legislatively 
created oversight group, has an advisory role in encouraging the systems to 
differentiate missions and to avoid duplication of programs. 

Historically, the portion of the state's budget allocation to post-secondary 
education has remained relatively constant. The problem has been that these 

I 

resources are being spread too thinly to cover enrollrnent growth experienced b~ 
the other systems. In addition to growing enrollment in the other higher 

~ 
education systems, the Legislature is also faced with an ever increasing number of 

I 
competing issues such as environmental pollution, drugs, housing, aging, and 

I 

uninsured health care. 



Minnesota's commitment to education has been and hopefully will remain strong 
by any measure. However, funding for new or expanded programs will be much 
more difficult. Increasingly, policy makers can be expected to insist on careful 
examination of current programs and reallocation of resources to higher 
priorities. 

IJniversitv of Minnesota 

Demographics 
The University of Minnesota System includes five residential campuses, located in 
the Twin Cities, Duluth, Morris, Crookston, and Waseca. The Twin Cities 
campus is among the nation's major research universities and enrolls about 
28,000 undergraduates, 8,900 graduate students, and 3,700 professional school 
students. It includes 12 undergraduate colleges, as well as schools of Law, Public 
Affairs, Dentistry, Medicine, Pharmacy, Public Health, and Veterinary Medicine. 
Masters and doctoral programs are offered in nearly every academic area. The 
Duluth campus is a regional University, offering arts and sciences, education and 
business baccalaureates, and selective master's degree programs. There are five 
undergraduate colleges and a medical school offering the first two years of an 
M.D. program. Enrollment includes about 7,400 undergraduates, 300 graduate 
students, and 96 medical students. The Morris campus, located in west central 
Minnesota, is a very high quality liberal arts college that offers no graduate or 
professional programs. It enrolls about 2,000 students. The Crookston and 
Waseca campuses each enroll about 1,000 students. They are two year schools 
emphasizing careers in fields related to the agricultural and hospitality industries. 
To an increasing degree, they are also serving to prepare students for upper 
division work at other institutions. Waseca is located in south central Minnesota 
and Crookston in northwestern Minnesota, 

Although the University of Minnesota Twin Cities campus has in the past had the 
highest enrollment of any single campus in the nation, that is no longer the case. 
Enrollments have been reduced as a matter of conscious planning. The 
University leadership takes the position that size had been sapping quality, and 
that view, in recent years, has been accepted by the state's political leadership, 
resulting in a cooperative plan to maintain or increase resources coincident with 
enrollment decline. 

The University of Minnesota Twin Cities campus differs considerably from 
nearly all public or major research universities. It combines the state university 
and land-grant functions in a metropolitan setting, and also maintains a Health 
Science Center with its own teaching and research hospital. The most closely 
analogous campuses are probably Ohio State, Wisconsin, Illinois, and Washington 



at Seattle, although Wisconsin has a limited number of health sciences schools, 
Illinois has a separate health science campus, and Washington has a separate 
agricultural university. 

Administration and Governance 
The University of Minnesota is governed by a Board of Regents. (Attachment 
12) Twelve Regents are elected by the two houses of the Minnesota Legislature 
for overlapping six-year terms, and four Regents are elected every two years. 
One Regent represents each of the state's eight congressional districts and four 
are elected at large. One Regent must be a current or recent student. The 
current Board of Regents has focused on broad policy issues and has sought to 
avoid micro-management. Regents have consistently had diverse backgrounds 
and have be-en deeply committed to improving the University. 

The role of the President in the University of Minnesota tradition is similar to 
that of a prime minister in a parliamentary system, in that the scope of initiative 
or action is limited only by the ability to maintain the confidence of the Board 
and the support of the components of the University community. The President 
is looked to as visionary, goal setter, inspirer, arbitrator, and ultimate decision- 
maker. The style of the incumbent President is reflected in the overt setting of 
goals and of the means to measure accomplishment. Accountability is repeatedly 
emphasized, and the ideal is a completely open discussion of policy and statement 
of positions. The President is highly respected for his informed decision-making, 
openness, careful listening, and above all, integrity. 

The system administration has a Senior Vice President for Academic Affairs and 
a Senior Vice President for Finance and Operations. Other vice presidencies are 
Student Affairs; External Relations; Health Sciences; and Agriculture, Forestry, 
and Home Economics. These six Vice Presidents, the four Chancellors of the 
non-metropolitan campuses, the Vice Provost for Arts, Sciences and Engineering, 
the Dean of the Graduate School, the General Counsel, and the University's Equal 
Opportunity and Affirmative Action Officer, constitute the President's Cabinet, 
which typically meets twice each month. Administrative policy decisions are 
made by the President in the presence of the Cabinet. 

A Council of Deans meets regularly and is consulted on all major policy 
questions. The administration regards the deans as a prime source of policy 
advice and key line officers in carrying out the day-to-day business of the 
University. Deans are responsible for the pedomance of their schools and have 
rather wide discretion; they are seldom overruled by higher authority. 

The University Senate and its campus assemblies comprise the governance system. 
These are elected bodies representing faculty, students, and academic 



professionals. Civil servants are included in some of the subject matter 
committees. While the function of the governance system is advisory, its advice 
is taken seriously, and, in matters of educational policy, there is substantial 
delegation of authority to the faculty. 

The University of Minnesota has a strong tradition of internal consultation; 
decision-making processes are more decentralized than in most American 
universities. The disadvantage of slower reaction time is offset by a somewhat 
enhanced ability to build well understood consensus positions and improved 
morale based on a sense of participation. 

Funding 
As a constitutional university, the University of Minnesota is relatively 
independent of direct control by the political branches of the state government. 
Nevertheless, it derives a substantial part of its income from the state. Current 
and capital funding requests are submitted to the governor and Legislature in 
alternate years. The major appropriation, when made, is very unrestricted, 
though "legislative intent" understandings may exist. Once made, general 
appropriations do not revert to the state, except by specific action, normally taken 
only when cancellations are required to balance the state budget. A series of 
"State Special" appropriations, totalling $85 million for specific projects or 
purposes, may be spent only as intended. 

Although the state is a major source of University income, there are other 
substantial sources. The following table will suggest the proportions of those 
sources and the trend over the past 20 years. 

Current Funds Revenue - $Millions 

Net State Appropriations 
Federal Appropriations 
Tuition 
Gifts, Grants, Contracts 
Endowment Income 
Other Income 
Educational and General 
Hospitals 
Intercollegiate Athletics 
Auxiliary Enterprises 



For comparison purposes, if one were to average the four institutions previously 
cited as roughly similar to Minnesota, the sources of income for Minnesota 
compared to the mythical average peer in 1988-89 would be: 

Minnesota Constructed Peer 

State and Local Appropriations 
Federal Appropriations 

/ Tuition 
Gifts, Grants, Contracts 
Endowment Income 
Other Income 
Educational and General 
Hospitals 
Other Non-E and G Income 

, - 

The University of Minnesota is somewhat larger than these peers, which are 
relatively large institutions. It is less dependent on tax and tuition sources, 
operates a larger hospital and more extensive auxiliary revenue producing 
activities, and generates much more sales and service income from educational 
activities. 

HEALTH ISSUES/POLICIES IN THE 90s: CHALLENGES.NEEDS. AND 
OPPORTUNITIES i 

For the past decade and now continuing into the next, health policy remains one 
of the most pressing domestic issues. In an era of resource constraints, it is 
important to attempt to anticipate health issues and policy trends that not only 
influence our programs but may also affect public expectations, revenues, and the 
productivity of the Academic Health Center. It has been said that there were 
more changes in the health care system in the decade of the 80s than in the past 50 
years. The explosion of biotechnology created new opportunities including organ 
transplants, genetic engineering, CAT scanners, and MRI systems. Policy related 
changes included the introduction of prospective payment systems in Medicare, 
the growth of health maintenance organizations and preferred provider networks. 
Perceptions regarding the supply of health professionals changed, expanded 
interest in health promotion and disease prevention was seen and AIDS presented 
new challenges. Accelerated change in the health arena continues with these and 
new issues in the 90s. 



Education 
While the focus has been on health delivery issues, there has been a tendency to 
neglect the vital need to reform the education of health professionals. It is 
increasingly apparent that how students learn to solve problems, communicate 
with patients, approach ethical dilemmas, and keep current is as important as the 
specific scientific and clinical knowledge they acquire. With the biomedical 
knowledge explosion, rote memory is being replaced with the need for critical 
thinking skills and an understanding of where to obtain needed information. 
Patient simulations are playing a greater role in health sciences education 
facilitating development of diagnostic, surgical, and counselling skills. Similarly, 
small group active learning is increasingly valued. Off-site training has also 
increased to broaden the experiences of students with ethnic minorities or patients 
with problems infrequently encountered in the clinics. Efforts are being made to 
foster the "team approach" to health care within the disciplines, but much remains 
to be done in interdisciplinary education. The health science schools can play an 
important role in uniting these diverse professions toward the common goal of 
redefining the health care system. 

As previously noted, there continues to be shortages of some health professionals 
especially in rural areas, as we enter this decade. While perceptions vary as to 
shortages, surpluses, or distribution, the political reality is that there is not the 
compelling demand to increase the numbers of health professional graduates that 
was present in the 70s. Nevertheless, the University will be looked to for 
leadership in addressing workforce problems related to numbers as well as 
generalist-specialist imbalances. 

The Academic Health Center is also being called upon to play a critical role in 
quality assurance in health care through continuing and remedial education for 
Minnesota's health professionals. Several state boards have mandatory continuing 
education requirements. As the public has demanded more accountability, state 
health boards have focused on the "bad apples" and requested the help of the 
health science schools in upgrading their skills. In dentistry, for example, the 
time spent on continuing education mandated for licensure is equivalent to 
having 120 additional full-time dental students. Quality assurance in the health 
professions will not diminish as an issue in the 90s and may require a broader 
definition of the roles of the health science schools in maintaining professional 
competence. 

Research 
The University of Minnesota is a major research university. The health sciences 
schools attracted $107 million in research funding, or 54 percent of all external 
research funding in the University in 1989. Each of the health science schools 
ranks in upper echelons among peer schools in research. While no one can 



predict the areas of potential scientific breakthrough between now and 2000, 
clearly genetics, neurosciences, pharmacotherapeutics, and biotechnology have 
great promise. The efforts of the National Institutes of Health to map the human 
genome and develop new information on genetic and non-genetic diseases, with 
the aim of developing prevention programs, thrusts molecular biology to the 
forefront, just as AIDS has catalyzed immunologic research. Even 
psychoneuroimrnunology holds new promise for scientific breakthroughs. 
Growth in health services and aging research will be necessary to address the 
health and social issues of this new decade. New insights in social-cognitive 
theory are also occurring as health behavior intervention strategies develop. 
They wilI receive more attention in the next few years. Health promotion will 
require closer integration of the health sciences in developing interdisciplinary 
care education. Recent initiatives in establishing the Institute of Human Genetics, 
the Biomedical Engineering Center, and the Bioethics Center, as well as the 
expansion of neurosciences, should help position Minnesota for continued success 
in the 90s. Collaboration will be important as teams of diverse researchers from 
within the University and from other universities and industry increasingly come 
together to explore multidimensional problems. 

Advances in basic biomedical science have led to focused areas of emphasis that 
require substantial resources for scientific personnel. eauipment, and facilities. 
However, most research-intensive universities attempting to meet these challenges 
and opportunities recognize and contend with competing academic objectives, 
plus inadequacies of research facilities and equipment. The need for increased 
faculty involvement in educational programs may limit the faculty's ability to 
maintain the level of research productivity required for successful competitive 
funding. Outdated and inadequate research facilities jeopardize existing research 
programs and detract from effective faculty retention and recruitment efforts. 
Contemporary research requires highly sophisticated equipment, without which 
the research itself (or paradoxically, the funding for the equipment) cannot be 
accomplished. The University of Minnesota has attempted to cope with these 
problems by coordinating intercollegiate programs, by selective and targeted 
recruitment, and by facilities replacement and equipment purchase. However, the 
lead time required and the magnitude of resources necessary for achieving these 
objectives seriously impairs their successful implementation. 

Health Delivery 
Cost containment for health care continues to be a major concern of government, 
business, and the public as the percent of GNP expended for health continues to 
increase. Competition has perhaps dampened the increase, but there is more 
discussion of the need for national health insurance today than at any time in the 
last fifteen years. Clearly, with the current deficits, government is not anxious to 
take on national health insurance, but further regulation in the form of 



controlling physician payments, modifying DRGs, mandatory health insurance 
for retirees, and health insurance for the uninsured seems likely. The Oregon 
legislative initiative, which seeks to shift government health spending away from 
expensive procedures for the few extremely ill to preventive procedures for the 
many, is being closely watched. If widely adopted as a principle by other states, 
that initiative could significantly affect tertiary care centers. 

Access to care continues to be a problem, especially for minorities and the 
underserved who are falling through the safety net. This has raised anew the 
questions of the appropriate role of public hospitals and clinics, including the 
University's, in delivering "free or minimal cost health care." These demands 
complicate competition among care-givers as cost-shifting becomes more 
difficult. Demographic changes will also impact the Academic Health Center. 
Minnesota has a larger proportion of the elderly than most states. These people 
use more drugs, many have limited financing, and they often have reduced access 
to preventive and health care services. With approximately 30 percent of 
Minnesotans living in rural areas, access, quality, and organization of their health 
services are major concerns. Services for native Americans, a growing Asian 
minority, and other underserved groups also provide opportunities for the 
Academic Health Center. 

The potential removal or capping of the tax-free status of health benefits may 
reduce the demand for some health services. The tax deductibility of employer 
provided health benefits is seen as an attractive aspect of health benefits by 
employees but as a potential target for increasing revenues to address the federal 
deficit. This action, coupled with the growth of employers' flexible benefit 
programs, could lead to a decline in health insurance, the primary factor in the 
demand for certain types of health care. If given the choice, many younger or 
single Americans who consider health risks to be low may select child care, 
education or other benefits available in flexible benefit programs. 

Further changes are likely in the delivery of health care in the 90s. The 
expansion of managed care and preferred provider networks poses another 
threat to the Health Center's access to patients. Increasingly, it is the health plan 
selected by the employer that determines the care. These constraints hamper the 
financial resources, limit patient bases for education and research, and lead to 
pressure to diversify the vehicles through which those missions are fulfilled. 
Nonetheless, the same constraints provide a natural atmosphere in which to 
educate students on cost containment, the competitiveness of the health care 
marketplace, and the impacts of limited access to care. 

Managed care is often seen as a "cost-versus-quality" issue. No one espouses poor 
quality, but there is controversy as to whether all care is appropriate or cost- 



beneficial. This controversy has spawned intensive efforts in medicine to develop 
standards of care which could affect innovative treatments in the Academic Health 
Center. While it may be difficult to get experts to agree on standards of care, 
some see health outcomes research as a more rational approach to appropriate 
diagnostic and treatment procedures. This research presumes relatively uniform 
assessment criteria and the ability to collect extensive data fairly rapidly from 
large networks of care-givers-a significant challenge particularly appropriate 
for University Academic Health Centers. Outcomes research findings are likely 
to affect both patient perceptions and choices of care, as well as insurance 
coverage for procedures, and may also lead to the development of clinical 
protocols that discourage innovation. 

All of this raises a broader question about the role of the health professional in 
informatic health care by the year 2000. Today health information is seen as a 
part of health care, but some believe that with home computers, personal health 
history cards, expert systems, and standards of care, health care will become a 
part of a larger health information system that will dominate personal choice of 
health care alternatives in the future. With more health information available, 
individual efforts to prevent disease and promote self-care are likely to continue 
to increase, with less reliance on the health professional for many less critical 
health decisions. 

Academic Health Center Support 
A number of national leaders in higher education have addressed the constraints 
of reduced federal funding for education and research, brought on by the need to 
balance the budget, and the prospects for reductions or zero growth in state 
budgets due to slowed economies and competing issues. These constraints will 
clearly face this University as well. As noted, the other three systems of post- 
secondary education in Minnesota have grown dramatically in enrollment and 
have evolved as major competitors for state resources while the higher education 
share of the state budget has remained fairly constant and is unlikely to increase 
significantly. In addition, all other state programs are also competing for limited 
resources, both for operating funds and for capital improvements. Budget 
requests exceed tax revenues, and the state's bonding capacity for capital 
improvements has reached a self-imposed ceiling. 

The state and national political reality remains that voters strongly oppose tax 
increases. Elected officials are faced with legitimate funding needs that far 
outstrip tax resources. And a federal tax increase-whatever it's called-that is 
sufficient to deal with the national budget deficit will most certainly produce 
taxpayerlvoter opposition to any state tax increases, whatever their purpose. 
Tax-supported institutions-including the University and its health sciences-will be 
facing these realities for the foreseeable future. 



How will changes in these areas affect support for the health sciences in the 
future? Recent requests for increased funding and development of new programs 
in areas such as human genetics and biomedical engineering have been well 
received and funded, even in highly competitive political climates. The 
Legislature also has provided planning funds for a basic sciences building. 
Legislators will continue to look to the University Health Center to help solve the 
many problems in health care delivery in urban as well as rural areas. 

In such a competitive climate, a critical element for the Health Center will be the 
emphasis, priority, and support provided by the University. The University has 
needs that far exceed the resources available to the Legislature, and legislative 
actions tend to reflect the University operating and capital budget priorities. The 
degree to which the Health Center succeeds or fails with the State government will 
be strongly influenced by internal University priorities. This will require careful 
choice of a few key priorities that are critical to moving the Health Sciences forward. 

Summary 
As this decade begins, there is no shortage of challenges and opportunities for the 
Academic Health Center. All of the issues-cost containment, access, managed 
care, an aging population, facilities and equipment replacement, educational 
reform, and further development of the team approach to health care-require 
increased collaboration in the Health Center and within the University. Other 
challenges include need for additional faculty development in research, 
strengthening of the basic biological sciences, more interactive teaching and 
emphasis on social and economic aspects of practice, creativity in assuring an 
adequate patient base, student recruitment, and greater external collaboration. 
These challenges also call for efforts to maximize resources in the Academic 
Health Centers through expanded interdisciplinary research, education, and 
service. The whole of Health Sciences can continue to be greater than the sum of 
the individual schools with creative leadership and collective planning. Collegiate 
and hospital planning will need to be coupled with a Health Sciences strategy to 
successfully meet some of the broader challenges and opportunities described in 
this paper, the attached school and hospital reports, and the report and 
recommendations of the Visiting Committee. Taken together, the challenges, 
priorities, and recommendations can provide direction for the selection of a new 
Vice-President for Health Sciences and a framework for the continued 
development of the Academic Health Center in the early 90s. Clearly, it will be a 
new agenda-a very different agenda from that than in 1970-one that calls for 
expanded cooperation and collaboration within Health Sciences, within the 
University, and within the community. Minnesotans are problem-solvers by 
nature and when more is expected of the University, it is essential that the right 
leader for the right time be chosen in order to continue the unique role the 
University has played in the quality of life in Minnesota. 


