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I. INTRODUCTION

.This is the-Final Report for Contriet HEW-NIH-=72-4075. The

contractor was the University of at Urbana - Champaign, and the

_report -was Prepared_ fOr the Department of Health,_ ;Education and Welfare,

-T_Public Health, SerVide, National InttitUtes:,Of Health, Bureau of =Health

-Manpower --EdUcation, _Division of Physician- and` - Health Professions-Education.

The -purposer-of the-report. is to-4)-resent 1:,-detailed -analysis of

various-_atipecti of the- :firtt :Year Of oPeratiOn_ of --the-,new -8Ch6ol: -_of- Betio

__

:meedal-s_Scietided_iti---Urbani=ChaMPaigii,,a-_,Sch661.-deVeloped-fat.a_ part of

e--Univeraity. -*Of- Illinois- tollege:lif to --deParti in

_many waya.frot_triaditiorial =aPProl.CheaTto. the = -basic -scienceeducation -at

tedical ttUdentr,-.

The -analysis of the_ newSchool is- one. of-the research- -adtiVi-

ti s currently being carried oUt by the Health:SerVicea- Research Program
'rf

at the Univeksity of Illinois irr Urbana. The -design for- the= retearCh

-on, the Sohool requires a-=monitoring _of-the process-of deVeloPMent and

-change over time. Thit- requireinerit, tUrn,_ Means 'that- cooperatiOn of

all participants it essential. It should be noted, therefore; tha the

research has had the full and active support of the- Executive Dean of

the College. of 'Medicine, the Dean of the School of Basic Medical Scienced

and his staff, the faculty, the local medical "society and its members,

and the students. Without their doopeiation, a research program of the

sort we are currently engaged in would not be feasible.
- :-

The support provided by the Bureau of Health Manpower Educa--

p.

tion permitted an extensive amount of data analysis on a.range of issues,



(
as well as CCIlection of -interview data from the various participants in

the program during its firtt year"*Of operation. Collection of the qUestion=

nairedata =vas supported by a variety of iocal.,sources; the instruments=

used are presented in the Appendices to provide the reader with an over-

vieW Of the range of data sources used in the analyses.

The original '"Scope- or-VOrk" -definint the various papers and_

alytes required- by the contract' consisted -'of a- -reasonibly -heterogeneouse,

discrete:-ntinber-ot eleteritt. To--have.,follOwedr-the various tasks- defined in-
. _

that docuMent in-.that--.that-theY "appeared -would-would haVe -reSulted in

an overall_ cohesiveness._ "FOr- this Satan-, .the-,rei;Ort it- _Organized:

in a fathion_-whiCh-, the

"Scope of VO-rit", ProVides_sorite sort -of oVeratchipt-unitY. In -the veil

next section; the conclusiOns- readhed=_as-a. icoriseqUende-of. theAtnitlyses

and-the- imPlicitiOns-_dratin-:frots them= will be ,presented-,_ as 1431.4. brief

discussion of -the limitations of=the detign.. Then Section -f011oWing_ the

coriclUsiOns and itplicitions-litteMpts to -idetitity Istiine of-the basic issues=

in the -field of medical. ethication in the late 1960's in- order tO- proVide-

the context -cut of-which the new program emerged. The_-program

which was developed, in part, as it response to -several of the issues-

raised in-that section, is detcribed in section IV.

The actual data analysis _it presented- in sections _y 'through

VII. Section V focUses on the initial conditions which the prOgram faced-,

both in terms of the ittitudes, 'beliefs and expectations held by physi-
I .r.-

cians and students and in terms of their socio-demographic characteris-

tics. In thiS section, there is an extensive analysis of the assessments

of both physicians and students of the potential outcomes of the program
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as well as tinalytis of student -expectations, profiles of-both groups, and

analysis of-the- extent of Student pre---prograin _profesSional Socialization.

The development and structure of -the program are presented in

section VI through -analysis of the roles ,of physician_ advisort, students

and carpus faculty- as well as a .revieir of the tt-urricuium. The- final, Sed-

tion -focuses on program outcomes_ diming the i"i.rst 'year, specifically the

*pact of the program on the ContinUing eduCation- of phyticiant an 51..a-

dent ,perforiainde.-_

begin at the end;' in--o. Sense, by presenting the donditi=

sight.- drawn fro4 the various- analyses =ftnci rode_ of the iinplidations;th,se

analyses -aid conclusions apPear to-have- for -the field in the following

section.

if



II- CONCLUSIONS AND'IMPLICATIONS

Introdnotion-

The purpose of this section. Of the report is to present the cm-

elusions "reached on-the basis of the data analyzed and to discuss both the

programmatic- and -the "research imPlicationt of the findings. This section is

located -at the beginning of the-report in order to provide the reader with -a_

brief overview of the niost salient .findings: FOX thOse who are- interested,

detailed summaries are presented at the conclusion or each sub-section

throughout the 'repOrt. ft0PefuilY, there is-no need to-eMPhasi#0 the fact_

that theie,iard iengthYIroCe#SinVolyed:between the-doliedtiOn-of-a large-

body of data,,the_aa4kais-of; thete :data, and the =development- cOneltsiont

-bated_Ori these analysed- TO-Uncierttandthe conclUtiont'fnilY, therefore it

Ls advisable to-be aware of the steps_ that Weretakenelong the-way, To the-
.

extent that-theteStept meet the-usual-evalUatiVe.oriteria applied to research
-

activity, reasonable donfidenCen_jbe placed in the conclusions drawn: beei=

tions about theappropriateness of various proCOUres and analyses - as well

as the cOnclutiont reached - of course, test with the individual reader.

As the various conclttions and implications are coicaideted, two

asnectt of the researchOn which they are-based should be borne immind.

First, the analytes-ard baSed on the first year of-operatiOn of the new School

during which sixteen studentt Were enrolled. giveU'the small-size of the

program initially'and the-fact that xapid expansion of the student body is

Anticipated in succeeding, years, there it". no reason to assume that all condi=,

tions'found during year-one will obtain over time. Second, because Of the

newness of the program, many of the Participantt-administratort, students,

faculty and participating physicians alike-were involved in negotiating
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the roles which each were to play. As a consequence, there was a degree of

fluidity present during the first year which might not necessarily continue

as the program ages.

With these two very general caveats as dnterpretive guides, a

discussion of the Conclusions can proceed.

B. Conclusions

The conclusions uresented below are based on the results of the

-various data analyses performed. The analyses themselves were based on

multiple sources of information including auestionnaires, interviews,

observations and administrative documentg. The order in which they appear

does not imply any aiticular priority ranking, nor should it be assumed

that the list includes all possible conclusions that could have been reached.

In general, the attempt was to include items which bore on the goals of the

program as stated by its administrators.

The conclusions are:

1. The results of the first year of operation of the new School

demonstrate the feasibility of reducing the amount of time

required for basic science training in medical school-from

two years-to one. Students in the Urbana program ,performed

well on the year-end college-wide comprehensive examination in

the basic sciences (no failures), and fifteen of the sixteen

passed Part I of the National Boards.

2. The results demonstrate that there are positive effects on the

motivation of first-year medical students as a consequence of

early exposure to patients in clinical settings. Students re,-

sponded enthusiastically to the opportunity to spend time" in

patient care esettings and were atiretr-) 4g-de-th-erelevante-of4

the basic sciences to clinical practice as a result.
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3. The results suggest that there were positive ispactson the

continuing education of practicing physicians as a consequence

of their involvement with students in the medical education

process. Local physicians in general perceived a need for main-

taining their continuing education, and those who participated

in the program during the first year felt that their involvement

enhanced their own knowledge of the basic sciences.

4. The results demonstrate. the pedagogical effectiveness of "a Pro-

blet-oriented_curricultt which pieces_ theburden of'responSibility

for.learhing-directly_: on the -student. In_general,.the itudents

reSponded-pOSitively tifYthe -amount of -freedom-to determine the

pace and sequence of their learning provided -by a,curriddlut

which was problem-oriented as opposed to discipline oriented.

5. The results suggest that it is inappropriate to asstme that prac-

ticing physicians will respond homogeneously to a given set of

non-mcnetary rewards in a program relying on voluntary participation.

While some physicians emphasized the importance of increased

status within the medical community as a positive consequence of

participation, others emphasized involvement with students and

still others emphasized enhancement of basic science knoWledge.

6. Multiple demands on the time -of practicing physicians create a

sense_of concern over_extent of involvement in a voluntary program.

While physicians were generally-enthusiastic about the program,

nearly all indicated that time pressures conditioned the potential

scope of their contributions.

7. While the overall cognitive and affective orientations of both

-----Thysicians and students toward possible consequences of the new
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were similar variabilit in these orientations re-

flected instrumental considerations. Where differences in

orientation appeared, they were found to reflect differential

stakes the two groups had in various outcomes.

8. The results suggest that the students in the program were

typical of medical students in general in terms of their

expectations, their socio-dekographic aharacteristics_and the

extent of_preprogram professional. socialization. This 'conclu-

sion, therefcirey-indicate-t that their performance cannot be

attributed to differential selectivity in the admission process.

9. The results suggest that there.is no need for formal differen-

tiation of roles within a medical-education program utilizing

practicing physicians, on the basis of their tzel9121mEtice.

An analysis of the characteristics of general practitionert and

specialists in the medical community revealed few differencet

between the two groups indidating the advisability of such

differentiation.

10. The results suggest that a differential willingness to partici-

pate in a voluntary program of this sort is not likely to be

contingent on a "cosmopolitan vs. local" orientation. It was

found, hoWever, that the numerical superiority of specialists

in the community might have consequences for the kind of sociali-

zation the students would experience over time.

11. The results demonstrate the need to monitor the effects of

variability in medical school experiences on the career choices

of students. If there is concern.at the national level with

producing proportionately more general or family practitioners,
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more needs to be known about the differential effects of program

structure on patterns of career choice.

12. The results demonstrate the positive consequences for both physi-

cians and students of flexibility in role definitions. Due to

the relative lack of formal role definitions for both grouPs,

latitude was provided to individuals to negotiate the terms

of their own roles. This latitude permitted both groups to work

out solutions which met their own needs and the demands of t'ze

program simultaneoutly.

13. The results suggest that there` were positive motivational conse-

quences for participating physi=cians to work closely with their

students because of the-common year-end exam. Physicians tended

to feel that the performance of their advisees would reflect on

their own competence and were thus highly motivated to help them

learn what was required.

14. The results demonstrate the necessity to integrate the roles of

campus faculty and participating practicing physicians closely

and carefully. Netther group was satisfied with the extent of

Contact between them during the first year, and this lack of

contact was oneof the major sources of conflict during that time.

C; Programmatic Implications

In the preceding section, the conclusions offered were based on the

data presented in the main body of the report. In this section, the discussion

goes beyond the data themselves and explores some of the implications that the

conclusions might have; both for the program analyzed here and for other

similar programs that might be envisioned.
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1. Curriculum

It appears that the curriculum developed by the new School offer&

some interesting and important alternatives to traditional basic science

curricula. The use of a problem-oriented mode in conjunction with the early

exposure of students to patients in clinical settings within an overall

structure which places the burden of responsibility for determination of the

pace and sequence of learning on the student had very positive effectson-,

student motivation and did not impedd performance on'standard examinations.

The development of a computer based learning medium to Supplement the more

traditional media, while currently in the trial stage, offers some exciting

alternatives as well_. It is conceivable that widespread adoption of this

approach to basic science education (and clinical training as well) would

effect a redistribution of time arid effort among medical educators permitting

more time for research and changing the nature of the learning process from

a routine, standardized lecture-laboratory format to a non-routine format with r

moresubstantive-interaction between faculty and students. While it is liiely

that substantial resistance would be encountered and valid concerns would be

voiced, it does appear that from a cost/benefit perspective on effective re-

source allocation and utilization the potential advantages-of this curriculum

should be seriously explored.

2. The Role of the Practicing Physician in Medical Education

The results of the first year of operation of the new School have

demonstrated the feasibility of involving practicing physicians in the process

of medical education; in fact, it could be argued that the results speak to

the desirability of doing so. There appear to be several advantages to the

approach. Although the evidence is not yet available, it appears that the

use of physicians on a voluntary basis can impact positively on the skyrocketing

costs of medical education without impacting negatively on the quality of the
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education provided to the student. This kind of outcome is, of course, highly

desirable and enthusiasm for it must be tempered by some serious questions

about the long-term viability of the non-salaried mode of affiliation.

There is a good deal of evidence to indicate that the local medical community

wanted a medical school for a variety of reasons, and that there was a good

deal of local commitment to the effort to develop one. One must wonder about

the likelihood that physicians would continue to offer their services gratis

on a long-term basis, however, as the widespread concern among physiCians at

the outset about the amount of time required indicates.

Even if vOluntary participation does not prove to be viable over

time, however, the involvement of practicing physicians appears to be positive.

If the trend toward re-examination of the qualifications of practicing physi-

cians as a condition of licensure continues, provisions for continuing educa-

tion will assume even.greater importance than they currently have. The

results of the first year of operation of the School indicate that involve-

ment of practicing physicians enhances their continuing education. The

implication, therefore, is that the educational needs of both students and

physicians may be met within the structure of the new program. While quanti-

tative indices of the extent of impact on the basic science knowledge of the

physicians need to be developed, theSe implications would appear to merit

serious consideration from a policy point of view.

-3: The Concomitants of Growth

One question whose implications merit discussion is the question

of what is likely to happen as the new program grows. Current projections

call for an expansion of the student body to 128 by the year 1975. What

consequences is this rapid expansion likely to produce?
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To an outside observer, it is at least possible that the success

of the program during its first year of operation was a function of its

newness. All of the various participants were committed to making it work,

a commitment which resulted in the expenditure of large amounts of time and

energy, particularly-on the part of the administration. With the passage

of time, howeVer, it is likely that the original enthusiasm will diminish

somewhat and will be replaced by routinization, standardization and- bureau-

cratization. There is some evidence to indicate that this is taking place

during the second year. Thus, one might expect the outcomes over time to

be less positive,sholding size constant, and one might predict that with

rapid expantion bureaucratization would increase at an accelerated pace,

thereby exacerbating the negative consequences for outcomes.

The prognosis based on past experience is not terribly optimistic.

Organizations tend to stabilize and become inflexible over time, and it is

apparent that in order to capitalize on the momentum generated during the

first year, steps must be taken - particularly by the administration - to

preserve the IlekIbil)tyand avoid the routinization that inevitably 4ccom-
.

panies increasing bureaucratization. The clear implication is that flexibility

must be deliberately built in; in the absence of such precautions rigidity

appears to be inevitable, and such rigidity would undoubtedly constrain the

potential that the program offers.

4. Toward a New Model of Medical Education

At this point, I would like to indulge in speculation, speculation

conditioned by observation of medical education settings over a two-year

period. I claim very little expertise in medical education ker se, but I

do have some experience in organizational modelling and would therefore like

to propose the barest outline of an organizational vision.
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The relative success of the first year suggests some exciting

dimensions of a new model of medical education. This model incorporates

some of the elements of the program analyzed, but goes beyond. Particularly

in the pre-clinical year:, the education of the student has taken place

primarily within the relatively constricted physical boundaries of a school.

There appears to be a set of assumptions about how learning takes place

which is built into the organizational setting in which it occurs, assump-

tions which might useftlly be re-examined. Why, for example, is it

necessary that students be physically located in large groups in one place

for long periods of time? Are there really economies of scale Which make

this the most effective way to organize the learning process when the needs.

of students, faculty and practicing physicians together are entered in the

cost-benefit equations?

With the advent, of new curriculum designs, with-the realization

of the motivational bases of student performance, with consideration of the

potential contributions and actual needs of practicing physicians and with

the development of computer-based learning media, one can envision a "medi-

cal school" very different from what we are used to. Specifically, I can

see a program in which the administrative emphasis is on general coordina-

tion and quality control and in which the students are geographically

dispersed, perhaps in small groups of five to ten, in communities within a

distance of, say, fifty to one hundred miles from the administrative center.

The center, with the help of remote computer terminals, would coordinate the

activities of the students in general and would provide periodic testing

and other forms of quality control. The nexus of the learning situation

would be removed, however, fror. stately brick, stone and glass buildings in

predominantly urban settings and located in settings where medical care is

being delivered. Students would have the majority of their contact with
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practicing physicians and with faculty who might be required to make periodic

visits to the communities in which they were located, the rest of their time

being available for research.

Admittedly, the preceding is only a very rudimentary description

of one possible model, but it appears to be a model which, when fleshed out,

might increase the benefits to all uarticipants in the medical education

process by departing from traditional assumptions about organizational

structure and education and by taking advantages of new developments in

computer technology.

D. Research Implications

Three general research implications emerge from the design used

in the study of the new School and are noted briefly below.

1. Monitoring of process over time is essential if theoretical.

ankyolicy implications are to be fully understood. To cite

but one example of the importance of longitudinal designs,

the'impact of the new program on the career decisions and

location of practice decisions of medical students cannot be

determined on the basis of cross-sectional research. Given

the importance of these two kinds of decisions for national

health manpower policy, investment in longitudinal research

is the only strategy which is likely to pay off in the long

run and to provide an empirically-grounded basis for policy

-formulation.

2. Multi-measure, multi-method approaches to evaluation are

likely to enhance the quality of research results. Reliance

on a single measurement technique or a single data collection

modality can produce results which overlook important dimen-

sions. At several points during the research reported here,
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the quality of the interpretation was enhanced considerably

by the availability of a variety of kinds of data. And while

other researchers confronted by the same research problem

might well have opted for other techniques, their results, too,

would likely vary as a consequence of the range of measures

and methods used.

3. Cooperation of all participants in the setting is essential.

As noted in the Introduction, the active cooperation of all

participants was received. This cooperation would not have

been forthcoming, however, had there not been substantial

investments of time made in explaining the nature of the

research, in providing appropriate assurances of confiden-

tiality and in providing feedback on the nature of what was

being learned. The importance of this investment cannot be

underestimated.

These, then, in skeletal form are the basic conclusions and impli-

cations drawn from the analyses presented in the report. A variety of addi

tional conclusions and implications can be found in the summaries presented

at the end of sub-sections and in the main body of the report as well. Those

presented above represent a sampling.

Turning from the end to the beginning, the following section focuses

on issues in the field of medical education in the 1960's, issues which to-

gether comprise the context 0114; of which the new program emerged.
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III. ISSUES IN MEDICAL EDUCATION

A. Introduction

Analysis of the various components of the School of Basic Medical

Sciences -- and indeed of the school as a whole -- would be at best sterile

and at worst misleading were there no cor.nideration of the social and edu-

cational context in which it is encapsulated. The purpose of this section

of the report is to present a variety of perspectives on medical education

in this country - perspectives which highlight basic issues in the field.

It is in response to many of these issues that the new program has been

developed and it is therefore important in understanding the nature of the

program to be aware of the concerns being voiced in the field in the 1960's.

The procedure followed in developing this section was to consult

various bodies of literature -- popular as well as scholarly -- and to talk

with various individuals in the field. While there is no pretense that this

procedure was exhaustive, that is, that every point of view was obtained,

it is felt that a broad sampling of opinion is' represented in the material

collected.

The discussion of issues that follows is in two sections. The

first, which is somewhat discursive, presents a review of various perspec-

tives. This review is followed, by an attempt to distill these perspectives

into a set of issues in light of which the development of the new program

can be discussed.

B. Perspectives *

The redesign of medical education and health services delivery de-
.

manded by the exigencies of society is Most difficult. We take for granted

the rapid accretion of new knowledge and technology in the medical sciences.

Prepared with the assistance of Frederick Brandt.
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Yet, the medical school curriculum as a whole lags behind in developing ways

to adopt new material and techniques into its program due to what appears

to -be an anachronism when introducing innovative ideas within traditional

environmental and attitudinal contexts. By their very nature, comprehen-

sive medical education and applied medical care have a strained continuity.

But where we have a situation in which medical education must adapt to the

demands and innovations in medical care and heightened levels of medical

technology, then the normal sequence in which the medical school defines

activities for the medical profession is modified. The medical school and

its curriculum are themselves modified, and it is the changing pattern of

society's needs and values which precipitates this change. Scientific pro-

blems require only material solutions; societal problems are quite different

in their solutions relate to people who collectively or individually are

not easily restructured.

There is a problem concerning the redefinition of the medical doc-

tor's role. Max Weber's hypothesis regarding social change points out that

changing conditions call forth new types of individuals who are able to

function more effectively in the new order. When the change of pade is

very rapid as in the medical education system, it quickl outdates the skills

and values of people who were successful in the old order.

Upheavels in the social order which-have directly affected the

medical education process include, according to Pifer (1970: 80):

a. A breakdown of professional authority with its concomitant
new demand by the consumer of professional services that
his voice be heard.

b. The essentially valid quest for social justice by the
young, the poor, and the oppressed.

c. An attitude shift of American people toward access to medical
care. What until recently was regarded as a commodity to be
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purchased by those who could afford it and dispensed as an
act of charity to those who could not is now widely regarded
as a basic right.

d. In the near future, pressure will not be on the availability
of medical care per se, but on the national maintenance of
individual health.

In responding to these pressing factors, Pifer sees the need for

medical schools to produce doctors as broadly trained in the social sciences

as in the biomedical fields in order for them to take th lead in organizing

and bringing medical care to the disadvantaged, to study the social context

of disease, and to tackle the enormous problems of health maintenance on a

nationwide scale. These four factors the emergence of a consumer voice,

the quest for social justice, the new attitude toward medical care as a right,

and the concept of health maintenance on a national scale, together will form

the matrix which will mold a r-Adically new health care system and a new.

medical education system..

The raw materials of education knowledge, imagination, synthesis,

and projection, are never static. With the infUsion of vast amounts of new

scientific knowledge, medico'. educators are aware that they cannot teach

everything that is important and most of what is taught will be discarded

and modified by new information in a few years. The lag encountered in the

incorporation of new knowledge into the existing medical curriculum is a

major problem. In change, not all groups within the academic community are

in the same phase of cycle in adopting new knowledge and teaching techniques;

thus, the coherency of the medical school eduCational process is strained,

as Funkenstein (1968) has pointed out.

According to Jacobson (1967), the Flexner Report in 1910 produced

a more homogenous medical education whereas current upheavel promises just

the opposite. Flexner exposed the wide variation in quality of early
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twentieth century medical schools and recommended a strong dose of

standardization and uniformity to insure improved quality control. But

today, the wide variety of demands and pressures on the medical profession

expose only rigidity in the educational process used over the last fifty

years. Ironically, the force behind Flexner's much needed reforms of

standardization was the need for quality, and it is in the name of quality

that reforms in the direction of diversification in the medical curriculum

are being urged today.

The list of society's needs and demands upon the medical profes-

sion_is-endieSs. Pifer (1970) argues Atmt- medidal edudatiOn must fotter

the study of systems, on a national level if necessary, of comprehensive

health care, of costs, of the factors affecting' 1th, of the design and

administration of health facilities, of consumer needs, of new technologies

that can improve efficiency, of the very meaning of health and the relation-

ship of it to the other social sciences, etc.

In response to these needs, Simon (1967) sees the current goals

of medical education is:

a. To effect the physician- scientist synthesis on the medical
students.

b. To orient the students' thinking and behavior toward the
problems of disease prevention and cure.

c. To train the'students as leaders of teams.

d. To become concerned with the rendering of care and the
quality of care.

e. To encourage the students to become informed of community
needs.

f. To imperatively convince the students of the need for
their continuing education.
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Many questions have arisen over how the medical curriculum might

adapt to trends in the medical profession such as the marked Movement of

doctors and students alike toward specialization. With the explosion of

new knowledge in the sciences, Turner-(1967) has suggested that only indi-

vidual departments within the curriculum can keep up their development.

The departments grow apart by becoming intensely immersed in their parti-

cular field without concomitant developments in administrative techniques

to maintain the overall cohesiveness of the curriculum. A recognition that

individual specialty programs in medical education require varying lengths

of instruction contributes to the erosion of the four year block as the

proper length of time for formal schooling. Internal and external forces

continue to call the traditional medical curriculum into question. Some

of these questions, according to Jacobson (1967), would be:

a. Should every student know the detailed anatomy of the
skeleton when- only a few will make use of the information
in later practice?

b. Should any medical student leave school without exposure
to research .experience?

c. Should we tailor medical education to meet individual needs?

d. Is sufficient career counseling provided for students?

,e. When should decisions about specialization be made, first
year? Third year?

f. Are four years too long for formal medical education?

g. Should continuing eduCation be the medical school's respon-
sibility?

There is a growing recognition that many disciplines within the

arts and social sciences are playing an increasing role, espaciaLly in

areas such as family and comprehensive medicine. Many educators complain

that the introduction of these disciplines complicates the curriculum and
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breaks down the departmental distinctions between the traditional disci-

plines of the medical curriculum, (Turner, 1967). It is also charged that

while more is added to curriculum content and structure, little is eliminated

from the cumbersome program (Luginbill and Andrews, 1967). 'Few departments

are willing to cut any part of their program. New medical schools seem to

provide the best-medium for curriculum modification. Before a medical school

is started is the optimal time for curriculum change and innovation because

vested interests of faculty have not yet been established.

The traditional curriculum is inadequate in the student's eyes - it

lacks flexibility. Pellegrino (1969) has argued that much of the work is

seen as irrelevant to present day professional demands, and that it inhibits

the development of motivation for self education. There is a sharper differ-

entiation of student interests and capabilities, a closer appreciation of

the need for individualizing the medical curriculum. Students feel that

the homogenization of the traditional curriculum is no longer suitable, much

of it being too abstract and without pragmatic value. Yet, the student seems

to be in a poor position to make his grievances known because communication

in general between students and faculty has not been a strong point, (Jacob-

sen, 1967).

Becker (1961) observed that the environment of the first year is

so structured that freshmen are virtually isolated from everyone but their

own classmates and faculty. Students attend few university functions; they

have virtually no student government or other extracurricular activities.

As recently as ten years ago most students were interested primarily in

working with people, an interest which corresponded to that of the tradi-

tional medical practitioner. Since then the profile of student interest has

changed considerably. The number of student/clinicians has declined
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markedly while at the same time the scientist, and to a lesser extent, the

psychiatrist, have become the prominent figures in academic medicine

(Funkenstein, 1968).

Changes in the interests and aptitudes of incoming medical st u-

dents create pressure for curriculum modification. Some of these changes,

according to Funkenstein (1966), include:

a. The effect on students of the increasing enrollment in
colleges.

b. Changes in attitudes of the students producing much unrest.

c. Increased consultation of psychiatrists by students.

d. An increase in the number of students taking a leave of
absence for a year.

e. The effect on students of new teaching and learning techniques.

f. An increasing voice that students have obtained in the evalua-
tion of teachers, policies, curricula, and teaching techniques.

Students are increasingly critical of the conservatism of the

medical profession and its apparent unresponsiveness to rapid social change.

Some students want to depart from the notion in medical education that the

student is isolated in an other-worldly place, the ivoriest of pure ivory

towers, and that medical students are different, subdued, more serious.

New activism of medical students is directed at two issues: curriculum, and

the interaction between the medical school, students, and the community.

One manifestation of this activism was the founding by Willi6m Bronston of

the Medical Student Forum to discuss human and social needs, and issues not

included in formal curriculums. This group has evolved into the Medical

Student Conference and addresses itself to the question of how to structure

and organize medical care for the urban ghetto (Michaelson, 1969).
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Current negative generalizations about medical education include

criticisms that it has contributed little toward the improvement of the

practice of medicine, that medical educators have very little understanding

of what comprehensive medicine truly is, and that family practice is finally

an accepted specialty bUt severely deficient in providing residencies in

family practice. Other grievances cite a trend toward the use of full time

faculty in the clinical areas and the spurning of practicing physicians in

the intimate teaching of medical students. In this regard, medical faculties

in general are seen to have little sensitivity to medicine as it is practiced

in the real world. The curriculum is considered woefully lacking in such

areas as the teaching of comprehensive medicine and continuity of care

(Pisacano, 1969).

Teaching comprehensive medical care is difficult under the condi-

tions found in the teaching medical center. One study reported that, on the

average, 250 adults of a population of 1000 will consult a physician in the

course of one month. Nine will be hospitalized and one referred to a uni-

versity medical center. Only one of 250 people who consulted a physician

will be referred to a medical center, yet we continue to educate young physi-

cians by his seeing only one of the 250 who go to a medical center. Critics

of this circumstance would prefer a more diversified case approach to the

teaching of clinical medicine since it is recognized that 94% of all medical

graduates pursue the practice of clinical medicine (Pisacano, 1969).

Consistently, voices are heard proclaiming that medicine is a

social science. It sounds like a truism, yet medical education reformers

maintain it cannot be repeated often enough because many in medical education

act as if medicine were a natural science and nothing else. Reformers accuse
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conservatives of smugness when they state that medicine has no problems

other than those of its.qcown success. Reformers point out that medical care

problems cannot be solved through scientific innovation alone.

Medical education has accepted as inevitable a dichotomy between

science and art and has tried to adjust itself accordingly. Evident in

the prevalent separation of the preclinical from the clinical years in

medical school, the reformer accuses the conservative of speaking about

the education and training of future physicians as if they were not related

(Millis, 1968). The result has been a serious discontinuity. .in the process

of medical education.

With so many pressures coming from sources ranging from technology

to popular sentiment, the curricular trends seem to find a secure commitment

in specialization. Studies concerned with the content of specific courses

found wide diversity between medical schools (Funkenstein, 1966). The

better schools choose depth of instruction in selected areas, rather than

superficiality in all (Turner, 1967). The student is asked increasingly to

choose, which leads'to elective opportunities both within courses and within

curricula as a whole. The result is, of course, that the educational exper

iences of individual students will vary enormously within the same school

and from one school to another. Independent study programs hope to relieve

the lack of flexibility in curriculums which tend to hinder concentration on

an area of greatest interest and stifle creative student interest, as

Funkenstein (1966) has pointed out. Jacobson (1967) found that improvement

in medical school curricula was being sought along with the following lines:

a. There must be better and continuing evaluation of curricular
programs,

b. Concern for improving formal instructional methods.

c. A more fundamental biological education.
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d. A shorter standard curriculum and an individualization of
educational offerings.

e. The integration of educational information along inter-
departmental lines.

f. An early exposure to clinical medicine.

g. Greater opportunities for research.

The medical school faculty is also experiencing social change.

Faculty have increasingly considered research as a higher form of scholarly

endeavor than teaching; moreover, teaching is generally poorly rewarded and

carries little prestige.

The faculty is asked to play multiple roles: they have to become

educator cum researcher cum consultant. However; medical professors who

must carry out research, consult with health agencies, and treat patients

as well as they can no longer be expected to concern themselves with the

personal development of their students. Funkenstein (1968) argues that

earlier criticisms of faculty "in loco parentis" are currently criticisms

of faculty "in absentia".

Reformers such as Funkenstein maintain that the myth that excellence

in research makes for excellence in teaching must be discarded and that

teaching must be professionalized with the help of consultants from schools

of education. Most professors of medical education, they argue, have no

real knowledge of the pedagogical techniques taught in schools of education.

Inthese circumstances it is difficult for curriculum planners to even

approach the problematic question of how much exposure to research in rela-

tion to patients is appropriate. Students need close counseling when making

such decisions. The remedy employed in the past assigned a tutor to advise

and counsel the student as the need arose. It was felt that for the student
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to have a significant learning experience, the background of knowledge the

student lacked would have to be provided by the counselor. This approach

has been attempted several times but has met failure due to varying levels

of tutor competence.

Other problematic issues center on the "definition" of the curri-

culum. Those who advocate a more "scientific curriculum" are seen as

neglecting such points as the possibility that many institutions will have

neither the desire, nor the faculty or students for so rigorous a program,

and that some courses such as bacterial genetics might be better taught at

the undergraduate level.

Controversy over the place of formal classroom teaching continues.

Some say the formal classroom may be a poor place to educate medical students

and that its prominence ought to be diminished. Others recommend that medical

educators make formal classes moremeaningful. While it is deadening to spend

eight hours in formal classes, there is nothing quite so economical as a

formal lecture for communicating concepts and facts (Jacobson, 1967).

Time and methods devoted to the teaching of basic and clinical

medicine create another area of potential discontinuity. There is an inex-

actness of method in the clinical sciences where a student is taught how to

draw correlations between symptoms and molecular pathology. This (Simon,

1967) contends, is in contrast to the methods of the basic sciences where

there are more precise definitions and stricter control over variables. The

basic sciences deal with processes common to most living organisms, the

clinical sciences deal with single individuals, and preventive medicine con-

cepts deal with groups. The task of medical' education is to effectuate in

the student the synthesis of these three orientations.
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However, some danger exists where the student would conclude that

the solution of human problems depends on so many uncontrollable and even

non-measurable variables that scientific methods and critical though pro-

cesses might best be reserved for problems at the organic, cellular, or

subcellular level, and that human problems should be dealt with on an ad hoc

empirical basis. It is partially in reaction to this empirical, non-scien-

tific approach that most medical curriculum require intense concentration on

scientific methods and rigor, almost to the exclusion of the humanistic

aspects of medicine. Reformers fear the students would continue to prefer

that most aspects of preventive medicine be delegated and fail to recognize

public programs'need community minded, scientifically trained M.D.'s.

Traditionally, the medical professional has viewed himself as someone sought

by those in need of services. There is a growing demand according to Simon

that the physician be the advocate of health care for the community.

The transformation of an individual from a broadly oriented, human-

istically inclined yet relatively uncritical student into a critical, analytic

logical and scientifically oriented physician is one of the aspects of pro-

fessionalization brought about in medical education. Cynicism often occurs

simultaneously, but loss of idealilm is considered of minor import when com-

pared with gains in other directions.

Educational techniques give growing attention to the problems of

learning rather than teaching. Luginbull and Andrews (1967) suggest that

the professionalization of a student results not so much in what he is

taught as in what he learns. Educators are searching for methods to improve

the environment for learning in the medical school.

Medical educators maintain one would be hard put to find evidence

supporting the statement that there has been an explosion of medical know-
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ledge comparable to that in the basic sciences. Millis (1968) contends

that medical knowledge in its impact on clinical practice has made little

progress in the last twenty years and is virtually at a stand-still. The

growth rate of skill is essentially linear, that is, an arithmetic progres-

sion. Knowledge seems to exhibit a logarithmic growth pattern, that is, a

geometric pattern. Thus, there is a time lag between discovery of knowledge

and its useful application in a practicing art.

This dislocation of developmental phases lends different philoso-

phies to the teaching of medical concepts. Some professors rely on an active

learning process and place less emphasis on passive memorization. At the

urging of professors who deplore this approach as a "failure to teach the

facts", many students enroll in more factual courses and are soon discouraged

from pursuing any further studies in biology by the mass of details to be

memorized. Students have twc views about course material. They have to

decide whether something is important according to whether it is important

in medical practice, or whether it is something the faculty wants them to

know and will test them on. Becker's study reveals that 54% of the students

sampled consider important what the faculty wants, while 22% chose to focus

what they considered to be important for fature practice. The students

seemed to have a largely provisional perspective, one grounded in immediate

demands of high academic performance.

Medical educators realize that grades reflect ability and motiva-

tion with regard to the mastery of information, but by themselves are not

as valuable as a profile of performance covering a wide range of criteria.

They hope to ameliorate the disjunction that has developed between methods

of learning facts and skills. One possibility suggested by Geertama and

Chapman (1967), would be to modify the evaluation system to mirror the
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departmental and learning integration sought.

In caricature, there appear to be two medical education philoso-

phies. The first is grounded in a combination of intuition, logic; and

practical experience; the second has its roots in behavioral science and

educational research. Reform of medical education can follow either of

these two modes (Hess and Lebitt, 1969).

In the first approach, a medical education committee responds to

general dissatisfaction, reviews its own curriculum and that of other

schools, proposes a new curriculum, debates the pros and cons, and then

some form of revision is usually made. This approach is usually taken, and-

has resulted in the rearrangement of courses within the four year program,

alterations in the time schedule alloted to medical education, tailored

programs to focus on specific kinds of students, innovative programs to pro-

duce certain kinds of graduates (comprehensive medicine, or academic medi-

cine), and increased emphasis on the learning of the scientific approach to

inquiry in the lab, at the bedside, and in the clinic.

The second approach is shaped by the behavioral sciences and edu-

cational research. It asks such questions as "how do human beings learn,

and what factors in the learning environment are the most effective in pro-

moting planned learning?" This philosophy has given rise to programmed

instruction: audiovisual media, computer-aided instruction, simulation

techniques, and application of group learning theory. Advocates of this

research-based philosophy are more interested in what has been learned than

what has been taught. It has become clear that students differ not so much

in what they learn as in how fast they learn. This approach seeks to remove

impediments to learning, and introduce instruments designed for quality

learning experiences.
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Apart from these two philosophies, many clamor for an increase in

the offering of liberal arts courses to insure the total learning experience.

Critics of this goal point out that medical students should not take liberal

arts courses at the expense of needed science courses; are not science

courses in themselves contributing to a liberal education? Further they

ask: "Can a liberal education be assured by entrance requirements, or

assumed because one has attended liberal arts courses?"

The combination of a "core curriculum" of basic sciences and elec-

tives has several problems. These, according to Jacobson (1967) include:

a. To offer a full range of electives a school must have a
large full time faculty and provide excellent counseling for
students; many schools lack the resources to do this.

b. Many students do not decide on.an area of specialization

in-medical-school,-and'Vhat irtheY change their mind
after taking many electives?

c. Two years of electives represents lost time to a student
who knows what he wants.

d. How do we determine if "instant education" (a concentrated
block of studies) is more effective than a leisurely pace,
and for whom is it appropriate, a general practitioner or
a_heart specialist?

Millis (1968) points out that certain assumptions upon which teach-

ing methods have been selected have consequences unintended by medical educa-

tors. These assumptions are:

a. Knowledge and skill are quite separable and therefore can
be handled independently of each other.

b. If one wants to teach a skill, that is, an art, there must
be an absolute identity between the ends to be achieved
and the means employed.

c. The student can learn that which he is taught.

d. The student can supply all of the correlation between
knowledge and skill and the synthesis that may be
required.
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The consequences of these four assumptions are reported to be:

a. Discontinuity in the program itself, independence on
courses, and in the medical institutions and the profession.

b. A continued dependence upon apprenticeship as the
principal educational method.

c. Duplication of effort in non-integrated course offerings
within a curriculum.

d. Many of our institutions are anachronistic - organizational
forms put together one, two, or even three hundred years
ago to accomplish tasks which were really quite simple,to
achieve single purposes, and under conditions of substantial
stability. ObviouSly, this is no longer the case.

One flaw makes the system of apprenticeship impossible to use in

the current epoch according to reformers. The objective of the apprentice-

ship is to transfer from the master to the apprentice all that the master

knows, and no more. Ther2fore, the ceiling of educational aspirations of

the apprenticeship system is the knowledge of the master. This system may

have worked well when the rate of discovery of new knowledge was relatively

slow and the rate of discovery of new skill was even slower. But now the

educational objective must be to provide a mechanism wherein the student

of this generation must surpass the teacher and the apprentice must surpass

the master.

Almost profound influence of any departure from the master-appren-

ti..e relationship will center on the criteria used for identifying completed

professionalism. If students initially just cover the high-points of the

field in order to permit them to specialize at an earlier stage, the cri-

teria for medical competence in that area in relation to the other areas

of medical education will need to be redefined. The educational system

is a somewhat mad world in which we hold time as a constant and allow

achievement to be a variable. There must be found ways of shortening the
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time period of medical school without lowering the quality of the graduates.

This, according to Hess and Lebitt (1969), would place a greater burden on

quality control, the heart of which is the educational measurement system.

Much dispute comes from discussion of evaluation within any edu-

cational system. The preparation for and duration of medical school marks

a time of intensive academic competition for students. Many feel the

exaggerated atmosphere of competition is not good preparation for the future

physician who will h .- to work cooperatively with other physicians and

health care personnel. As it is, students usually understand their eventual

role as that'd an individual physician dealing with individual patients.

They do not perceive themselves as leading teams or dealing with population

groups.

Beginning students generally find that medical school will be

different from college, where what they learned often had little direct

application to their lases. In medical school they think everything that

is taught will be relevant to the clinical yearz and to medical practice

after graduation. This can hardly be the case as they later find out by the

very nature of the curriculum: for example, the future psychiatrist often

does not see what part bacteriology will play in his future practice.

Becker found that while faculty and medical educators in general

emphasize the importance of continuing edution,students feel that medical

school is'the end of one important phase in their training and not necessarily

just the start of a lifetime of training. Student perspectives proceed

from assumptions quite different from those of the faculty about tne nature

and purpose of medical education. Studies show these disparities to be

presumptive evidence of student autonomy. Becker maintains strongly that
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the student's perspective is provisional, that is, largely short term,

except for some rather vague long term ideals. It is the students them-

selves who must solve :Iteir overloaded study problems. A lack of a consis-

tent faculty philosophy turns students back to themselves for solutions to

their problems. Faculties of state universities must always keep the pro-

bability of student rebellion in mind, since i-stances of complaints to

the state legislature have been known to occur.

Students must decidu whether some course work is important accord-

ing to whether it is important for future medical practice or whether it is

what the faculty wants them to know and will.test them on. The nature of

the curriculum-plays a part in what perspective the student assumes. For

example, gross anatonr and microanatomy demand different techniques of

teaching, studying, and examinations.

Controversy arises over the appkopriateness of and emphasis on

the educational methods as well as the merits of these different techniques:

in gross anatomy, a student must organize hisstudy -- it is considered a

"thinking course"; in microanatony the coursework is highly structured and

considered a "spoonfed course". The desired curriculum continuity and inte-

gration has a major stumbling block here. There are structural problems

hindering the integration of curriculum material; while microanatomy might

study all the news at once, labwork diRseetion is done in layers, and it is

impractical, if not impossible, tc ace all the nerves there at one time.

A well integrated curriculum program will require an excellent supradepart-

mental organization to reconcile this and other disparate aspects of

medical education.

Of the many lists delineating the problems of medical students,.
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a. Difficulties in orienting to the medical school environment.

b. A marked sense of competition.

c. A scarcity of leisure time.

d. A loss of close relationships with faculty members.

e. A decline in the caliber of teaching.

f. A problem of challenge and response.

g. Lack of relevance.

h. Conflicting demands.

i. Anachronistic skills and values.

j. Prolonged dependency.

k. Financing a medical education.

Students often have their unrealistic ex,,ectations broken as they

encounter these problems. They are characterized by experiencing high levels

of anxiety; a significant number of medical students display all the usual

adolescent problems of personal development in greatly magnified form. They

find it difficult to make deep friendships with other classmates since they

must relate to them in a competitive way. At every turn, students need to

learn what is expected of them in their new environment and to evaluate

their performance. Often these role expectations are in conflict.

Faculty members hold Ph.D.'s in the preclinical sciences rather

than M.D.'s,and lab assistants are grad students in these disciplines; as

Becker demonstrates, neither serve as career models for beginnin6 medical

students. Marked confusion is created in students by contradictions in

what is expected of them; the faculty members press them toward academic

careers, while practitioners encourage them to enter private practice.
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Funkenstein (1968) argues that students are afflicted with a lack

of proper orientation, overwhelming workloads and unrealistic academic stan-

dards, a lack of coherent counseling and professional help as reouired, a

need for meaningful interpersonal relationships, a lack of adequate health

services, a lack of control over their own destiny, and inadequate channels

of communication.

Further, medical school curricula were not designed for the in-

creasing diversity and the marked speciali.7.ation of students entering medi-

cal schools today. It is said that colleges are becoming pre-professional

institutions because of rising specialization and the large numbers who

are planning to enter graduate schools. Ideally, medical science courses

should form a continuum with similar undergraduate courses. This is only

possible with con'ideration given to individual students' preparation and

needs, and cannot be fulfilled with a one-design curriculum.

Increasingly, we see the presence of new kinds of professionals --

psycho?ogists, social workers, and occupational therapists -- involved in

the care of patients. This has been the result of a change in the conceptuali-

zation of causality in medical care (Millis, 1968). Just as it is recognized

that the lack of insulin is not the cause of diabetes, more emphasis is

being given to the implications of social problems the precede or are in

conjunction with biomedical problems. The need is urgent for medical edu-

cation to provide the means for new physicians to work in concert with

these professionals in common understanding.

At the organizational level, Hubbard and Howard (1967) have -

argued that program size is an important influence on the kinds of exper-

iences that medical students are likely to have. In characterizing the

nature of this influence, they suggest that the advantages of the small
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medical school include at least the following:

a. Individual attention can be rendered to each medical student.

b. Presents a maximum opportunity for independent initiative by
students.

c. The student body is likely to be homogenous, teaching func-
tions can be more easily and probably more effectively
carried out in these circumstances.

d. Provision of a potential opportunity for the determination
of a specific educational objective, is, family practice or
academic medicine.

Among the disadvantages of the small medical school are these:

a. The small number of students cannot justify a large faculty.

b. The inability to marshal strong across-the-board financial
support.

c. It is often unable to provide adequately for certain very
expensive facilities which all medical schools, large or
small must have.

The advantages of the large medical center include the following:

a. It can include the individuals with expert knowledge in
highly specialized fields.

b. The presence of a heterogenous student body exposing
students to others who have widely varying backgrounds and
with different interests and abilities.

c. An opportunity for meaningful interaction with other health
science personnel, a good exposure to the "team approach ".

d. It can initiate new programs from existing strengths.

e. Its large financial base can make investments in the support
of certain very costly central facilities and equipment.

f. It can provide continuing education on a substantial scale.

g. It can provide clinical consulting services to the local
community.

The large meaical center, however, is by no means without disad-

vantages. These include at least the following:

a. Problems of communication.
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b. A decrease in the feeling of involvement with the institution
on the part of the faculty member.

c. The strong departmental system required for administration of
the complex, large medical center leads to fragmentation of
the teaching program and places serious obstacles in the way
of the development of meaningful interdepartmental teaching
programs.

d. The large department, advantaged by the presence of experts
in various special areas, is in some measure disadvantaged
by the variety of their interests.

e. It requires a large clinical base which requires provision of
services substantially beyond those necessary for the teach-
ing program per se.

f. Extremely difficult coordination responsibilities are placed
on the administration and department chairman. The proposition
that there is an inherent inverse relationship between medical
school class size and quality of instruction is generally
rejected. Also rejected is the assumption that the modern
medical center's size, complexity, and problems are due solely
to the number of medical students in the environment.

In a somewhat different vein, efforts have been increased to en-

courage a more lasting liberal education for medical students. Features in

the new curricula which serve to furthcr this end include an earlier entry

into the medical school which should rel. ve the student of seeing his liberal

studies as a necessary nuisance before getting at the medical studies which

really interest him. The humanities may be more palatable to today's stu-

dents if they are presented in the course of their medical education and

then are related to the existential problems and clinical situations they

encountered daily. Physicians can also expect that their liberal studies

vill become part of their continuing education.

One new trend is alarming established physicians. An increasing

number of physicians feel that private practice of medicine no longer

commands prestige, that it will be taken over by the government, and that

sooner or later their independence will be lost. Several events have
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contributed to this feeling. There is a built in tendency toward obsole

scence of certification examinations due to scientific advancement, and it

is also said that such examinations test the school or the department more

than it does the stltdent. This increases the clamor for national unity

professional examinations. This trend along with the changing attitude

that the meEcal manpower shortage is a national problem have precipitated

growing governmental concern with the medical profession and its education

system.

Established physicians maintain that the healthiest part of our

heritage clearly identifies one physician as responsible for one patient,

and they view with alarm anything, including excessive organization, that

threatens to diffuse that responsibility (Popper, 1967). One result of

this position is the AMA discouragement of federal aid to medical students

even though the student's medical education represents an investment of

$60,000; nearly half of all medical students come from families in the

upper 10% bracket of income nationally, with predictable consequences for

the distribution of health services on a national basis. These, then, are

some of the perspectives'in medical education that emerged in the 1960's.

In the following section, an attempt will be made to synthesize what appear

to be predominant themes as a way of defining basic issues in the field.

C. Synthesis

Dezipite the apparent diversity of the views presented above,

there are areas of convergence. Basically, it seems that the field of

medical education was highly volatile as the current decade began. The

ferment was created, in part, by the inability of social structures in

medicine to adjust rapidly to demands occasioned by new developments in
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medical technology and, in part, by changing values and priorities regard-

ing the nation's health. Whatever the underlying causes of controversy and

debate in the field of medical education, the effects have been pervasive;

none of the actors in the medical education "system" has been immune. The

issues that emerge are diverse in that they reflect the concerns of a variety

of individuals occupying a variety of positions in the system; the conver-

gence that is evident tends to occur among individuals occupying similar

positions.

The foregoing remarks suggest a way of grouping the issues in the

field. Since it is 'highly likely that one's position in a system will deter-

mine, at least in part, his view of that system, issues will be presented by

category of systemic position. Thus, the discussion will focus on definitions

of issues by administrators, practicing physicians, students, faculty, con-

sumers of health services and legislators and will be in the form of questions

posed by each group.

Administrators

1. What can be done to control costs of medical education in the
face of increasing operating expenses and demands for increased
outputs?

2. What kind of curriculum will meet the needs of both students
and faculty?

3. How can the need for individualized instruction within more
flexible curricula be reconciled with the continuing need for
basic research?

4. What efforts, if any, could or should be made to increase
access to medical education opportunities for the disadvan-
taged and ainority group members.

Practicing Physicians

1. How can the practicing physicians possibly keep abreast of
new diagnostic and treatment techniques?

2. What role, if any, could or should the practicing physician
have in the medical education process?
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Faculty
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3. Through what means can the practicing physician learn
behaviors which are appropriate in the "team approach" to
health care delivery?

1. How can the applicability of the basic sciences to clinical
training and practice be demonstrated?

2. How can differential abilities, motivations and learning
paces of students be effectively encompassed within a
medical school curriculum?

3. How can the medical education experience be made more "relevant"?

4. How can the process of medical education be organized so that
student performance is enhanced while dissatisfaction is reduced?

1. By what mechanisms can the faculty be motivated to take advan-
tage of new developments in educational technology?

2. How can the time of the faculty be organized so as to optimize
both the teaching and research functions?

3. Can effective distinctions be made between the roles of teacher
and researcher in the medical school setting?

Consumers of Health Services

1. What can be done to insure that health care is more evenly
distributed across populations?

2. How can new doctors be trained so as to insure that they do
not lose sight of the fact that they are diagnosing and treating
human beings as opposed to "cases"?

Legislators

1. What kind of policy can positively affect the distribution of
physicians, i.e., encourage more physicians to practice in
rural areas?

2. What kind of policy can positively affect the supply of physi-
cians, i.e., increase the supply to the point where the ratio
of providers to consumers is "reasonable"?

3. Given the rapidly increasing costs of medical education, what
kinds of support, if any, should be provided by the federal
government to medical schools?
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The issues as defined by the preceding questions appear to be

representative of many of the concerns articulated by and about the medi-

cal education community during the 1960's Costs, curriculum design,

social relevance, distribution of services and manpower deficits all are

issues which emerged in the context of a value system defining medical

care as a right of every citizen. These issues together constitute the

context out of which the new program analyzed in this report emerged.

Without some appreciation for the amount and nature of the controversy

swirling within the field at the end of the decade, the rationale for

many of the elements of the program described in the following part of

the report would be difficult to ascertain.
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IV. PROGRAM DESCRIPTION*

A. Introduction

As indicated in the previous section, the intensity of organized

concern for the health of the citizenry has recently reached new levels of

intensity in the United States, with high priority being placed on improving

the nation's health by the present Administration. While this global con-

cern has a great many specific components, one aspect, in particular, has

been the subject of widespread debate -- the training and utilization of

health manpower. It has been argued that there is a lack of trained physi-

cians and that health care delivery suffers as a result. A solution often

proposed, if the premise is accepted, is to increase the production of doc-

tors through the creation of new medical schools, the shortening of the

training period, or some combination of the two (Fein, 1967; Sheps and Seipp,

1972).

At the same time that questions about the adequacy of existing

levels of trained physicians are being raised, questions about the nature of

the educational technology most appropriate to my production process are

also being raised (Stetten, 1971). Curricula are being revised in the light of

criticisms of the traditional Flexnerian model of medical education, and

new assumptions about the nature of the training that ought to be provided

are being made (Martire, 1969: Houser, 1971).

Overlaying both sets of questions is the spectre of the rapidly

expanding costs of medical education. Many medical schools in the United

States are currently facing severe financial crises and are searching for

ways of resolving them (Walsh, 1971). Federal subsidy cf both the costs of

* This section was adapted from John R. Kimberly, Innovation in Medical
Education: A Social Science Perspective, presented at the Third
International Conference on Social Science and Medicine, Elsinore
Denmark, August 1972.
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construction of new schools and of maintaining existing or slightly increased

levels of operation of existing schools has been widely discussed as a possi-

ble solution. It is not at all clear at this point in time, however, that

such governmental intervention is highly desirable either from the govern-

ment's point or view of that of medical educators.

rTEeie three contextual constraints -- increasing demand for trained

physicians, dissatisfaction with traditional programs of medical education,

and mushrooming costs of medical school operation -- have lcd to a variety of

responses at the organizational level designed to produce changes in both

the form and content of medical education. The purpose of this section of

the report is to describe one such response. This description is designed

to demonstrate the ways in which this new program has been designed to con-

front some of the issues in medical education discussed above, as well as to

introduce the characteristids of the program to the reader.

B. Characteristics of the Program

The program to be discussed herein is, in actuality, a new School

of Basic Medical Sciences which is a part of a midwestern state university

College of Medicine. Having enrolled its first class of students in the fall

of 1971, the school represents an attempt to create an innovative response to

many of th.e: problems currently facing medical education. As such, it departs

in many ways from traditional assumptions about the proper form medical edu-

cation should take. Basically, the school permits the student, in conjunction

with a practicing physician in the community who serves as his advisor, to

learn the basic sciences with a great deal of individual autonomy, proceed-

ing within limits at his own pace and utilizing the resources he defines as

appropriate. The curriculum is built around a "multiple problem approach to

the basic medical sciences" (Bloomfield et al., 1971: 11). The student is

exposed to a particular medical problem in a clinical setting with his
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advisor; he then proceeds to learn the basic science material whi'h is re-

lated to the clinical problem. At an appropriate time, determine'', by the

stuclent in conjunction with his advisor, he takes an examination on the

basic science aspects of the problem studied. The examination is given b:y

the student's evaluator who is also a practicing physician in the community.

In order to complete the curriculum the student must complete a specified

number of problems and pass a college-wide comprehensive exanination in

basic sciences.

A number of aspects of the program are unique and warrant brief

discussion. First is the involvement of practicing physicians in the edlica-

tional process. The program currently has sixteen students enrolled, each

of whom was assigned an advisor from a group of physicians selected by the

local county medical soceity from a county-wide pool of physicians who had

indicated a willingness to participate in the program. The matching of stu-

dents and physicians was done randomly. The role of the advisor is to guide

the student through the basic medical science curriculum and to provide him

4

with an appreciation for the clinical application of the basic sciences.

The advisor position is unsalaried, and it is expected that he will spew?.

approximately four hours per week with his student. Further, the expe'ta-

tion is that his continuing education will be enhanced through nis relc.11in-

ship with the student.

In addition to the sixteen advisors involved in the program during

its first year of existence, there were four evaluators, also practicing

physicians, who served on a voluntary basis, each of whom was responsible

for reviewing szudent progress and determining acceptable levels of perfor-.

mance in the specific problem areas. Each evaluator worked with four sets

of students and advisors and the expectation was that their role in tue
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evaluation process will stimulate their continuing education as well.

Local physiciaas have also played a key role in curriculum develop-

ment and planning, again on a non-salaried basis. What is unique about this

aspect of the program is the utilization of an educational resource which has

traditionally been untapped. The assumption is that by involving practicing

physicians in the educational process, students vill.be more highly motivated

as a consequence of their immediate exposure to clinical applications of the

basic sciences, physicians will be more highly motivated to maintain competence

in the basic sciences, and costs of medical education will be reduced substan-

tially.

.A second aspect cf the program which is unique is its structure and

the assumptions about the learning process which underlie it. Each student

is permitted, within limits, to master the basic science aspects of disease

problems at a speed which he himself determines. It is assumed that the

learning process is facilitated when the student is highly motivated; further,

it is assumed that student motivation will increase when 1) he can see the

clinical releva-ce of the basic sciences he is attempting to learn and 2)

there is a greater degree of self-determination and autonomy than has typi-

cally been found in medical schools. While one can clearly quarrel with

these assumptions, they are an integral part of the program.

The campus faculty play a new role in the program as well. While

they are involved in the presentation of discipline-oriented seminars on a

variety of topics, they do not spend large amounts of time in the lecture

hall or the laboratory as in many schools. Rather, they act as a resource

upon whom individual students or groups of students may call when confronted

by specific basic science problems. The intent is to redefine their role in

a way which eliminates activities which are often routine from their point
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of view and are perceived as such by students, with a resulting lack of

enthusiasm on the part of both groups.

In addition to the above, it is anticipated that the students will

complete their basic science training after one year and can begin their

clinical training in their second year of medical school. Ths hope is that

ultimately the amount of time it takes to become a doctor can be reduced by

one year.

Two further points should be made regarding characteristics of

the program. First, it is new, and is therefore confronted by a range of

Problems as well as promise. In the absence of well-established precedents

for behavior, decisions often are made on rather much of an ad hoc basis,

with the inevitable frustrations such a situation produces. In contrast to

solidly entrenched bureaucratic structures characteristic of organizations

that have achieved a degree of longevity, the program has had to maintain a

degree of flexibility in accordance with its int_ndedly innovative character.

As a consequence, its "structure" has been characterized by a certain fluidity

in its first year of existence which is not likely to continue with age.

Second, the program is expected to grow. A class of thirty-two

students, double the size of the first class, is currently enrolled, and it

is anticipated that this rate of growth will continue until a size of 128 is

reached. Further, there is the hope that the scope of the schor,?1 can be

expanded to include a full medical edt.4:ation program.

C. Summary

By way of summary, the new program in medical education which is:

the focus of this report is intended to provide solutions to at least three

sets of problems that are currently widely discussed by those concerned with

health and related areas in the United States. First, it is designed to
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increase the rate of production of new doctors, an activity intended to re-

duce the alleged shortage of health manpower and therefore, to alleviate some

of the problems in health care delivery, both by shortening the amount of

training time required and by demonstrating that new medical schools can be

developed which do not have the enormously high costs of traditional programs

associated with them. Second, by exposing the student immediately to clinical

settings, by placing some of the burdens of temporal and procedural decision-

making in educational matters on his shoulders, and by eliminating the lecture/

laboratory format, some of the relatively 1 :gstanding dissatisfaction on the

part of all participants with basic science education is designed to be eased.

Finally, involvement of the practicing physicians in the community in the edu-

cational -Process on a non-salaried basis is designed to help reduce the costs

of medical education of the student while enhancing the continuing education

of the physician at the same time.

Based on the foregoing description, it is evident that the Program

is an attempt to produce change'in a positive direction in an important seg-

ment of the health system through incorporation of a variety of assumptions

about that segment in an organizational form. The social and psychological

implications it has are many and varied, from both applied and theoretical

perspectives, and the situation presents an exciting and challenging social

science research opportunity. The remainder of this report is devoted to

description and analysis of a variety of dimensions of the first year of

the program's operation.
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V. INITIAL CONDITIONS

A. Introduction

50

Because the program was new and because the researchers learned

about it well in advance of the time it was to begin operations, it was

possible to plan the research carefully. Most studies in organizational

psychology and organizational sociology are carried out in situations where

there is an on-going, well-developed structure of roles, expectations and

norms. These structures are taken as given and are assumed to be non-

problematic. In this case, however, the researchers had the opportunity to

examine the emergence and development of these structures, an opportunity

which is rare indeed. For this reason, therefore, it was important to

gather certain kinds of information from program participants prior to their

involvement in it. This information would permit a determination of the

initial conditions characterizing the program, and would provide the base-

line data essential to an analysis of its development.

Apart from theoretical reasons, there were some important reasons

for gathering information about initial conditions from a policy standpoint.

Chief among these was the notion that program outcomes might be expected to

be a function, at least in part, of the characteristics of the resources

involved and the assessments of outcomes by participants. If this were the

case, then it would be helpful to those interested in developing a similar

program or one with comparability along certain dimensions to be aware of

the nature of the inputs to this program. In addition, it was deemed

important to document as fully as possible the similarities and differences

among program participants over time and to examine the relationship between

these characteristics and program outcomes. It was felt that this informa-

tion might facilitate decision-making about who would be likely to
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participate most successfully in a program of this sort (in terms of both

students and physicians) and about what kinds of relationships within the

program itself were more likely to be successful. (For example, as a general

rule should there be an attempt made to assign physician Advisors to students

who have similar backgrounds and similar beliefs or do these factors appear

to make little, if any, difference in terms of outcomes?)

In order to document the initial conditions of the program, a

variety of kinds of data was collected from both physicians and students.

Of interest were both socio-demographic characteristics and their attitudes

toward and beliefs about the program. In addition, it was felt that student

expectations about their own roles and the roles of the physician Advisors

and Evaluators prior to the start of the program constituted another important

baseline and should be monitored. Finally, other research in medical educa-

tion (e.g., Merton, 1957) indicated the importance of the medical school as

an agent of socialization in the medical profession, and it was felt that in

order to examine the impact of this new program on student socialization, the

extent to which students had adopted beliefs charae,eristic of the medical

profession prior to their entrance in medical school should be determined.

This section of the report, then, is divided into two basic parts.

In the first, the attitudes and beliefs of the local physicians and the

first-year students about the program are examined in the context of their

assessments of program outcomes, as are the student expectations about their

own roles and the roles of their physician Advisors and Evaluators. In the

second, the socio-demographic characteristics of the local physicians and

the first-year students are examined, as is the extent of pre-program pro-

fessional socialization among the students. Taken together, these

sections constitute an analysis of some of the most basic initial conditions

surrounding the new program.
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B. Attitudes, Beliefs and Expectations

1. Assessments of Program Outcomes and Participant Attitudes and Beliefs*

1.1 Introduction

Behavioral scientists have long been interested in the question of

how behavioral predispositions (e.g., attitudes and beliefs) vary among indi-

viduals and to what extent these variations are related to patterns of

behavior, (Tittle and Hill, 1967; Crespi, 1970). Underlying this general

question is the assumption that these mental dispositions serve as a frame

of reference for the individual when he or she actually comes in contact

with the focal-object of these mental constructs.

While the evidence on the relationship between attitudes and

behavior is mixed, it was felt that it was important to examine the extent

of similarity in the assessments of program outcomes by potential partici-

pants in order to obtain an early reading on similarities and differences in

orientations among and within categories of potential participants. Such a

reading was potentially useful to those administering the program as well as

to our own research concerned with exploring the kinds of factors underlying

individual and group adjustment, social integration, satisfaction and

Performance.

1.2 Analysis

For the purposes of analysis, following Fishbein (1967) beliefs

were defined as cognitive orientations toward a stimulus-object -- in this

case, assessments by potential program participants of the likelihood of

various outcomes of the program. Attitudes were defined as affective orienta-

tions toward a stimulus-object -- in this case, assessments by potential

program participants of the desirability of the same outcomes. Any initial

Prepared with the assistance of Michael A. Counte.
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convergence or divergence on these dimensions within and/or between cate-

gories of potential participants might affect their behavior in several

ways. First, if congruence were high, there might be less interpersonal

friction, and consequently the early adjustment and social integration of

various program participants would be facilitated. Second,similarity in

frames of reference toward program outcomes might enhance individual satis-

faction with the program and perhaps even performance. And finally, i

congruence were high, conflict over program goals would be unlikely, an

important consideration, particularly in a new program.

The overall sample for this analysis consisted of two separate

groups. First was the sub-sample of all sixteen students who were matricu-

lating in the first year of the school's operation (1971-1972). Second

was a sample of 113 practicing physicians from the local area. This sample,

which is reasonably representative of all practicing physicians in the area

can be viewed as the pool of potential physician participants.

The outcomes, which both groups were asked to evaluate, were all

potential outcomes of the new program that a pretest group of 113 physician'S''

generated when asked the question: "What do you feel are all of the possible

positive and negative outcomes of this new program in medical education?"

As mentioned earlier, to measure beliefs or cognitive orientation each

respondent was asked to assess the degree to which each of these outcomes

was likely. To measure attitudes or affective orientation each respondent

was asked to indicate the extent to which each of these same outcomes was

desirable. These data were all collected prior to the inception of the

program in the Fall of 1971.

For a discussion of the representativeness of the sample see Appendix A.
The instrument used to elicit the assessments of outcomes can be found
in Appendix B.2.



The results of the analysis are presented in Tables 6-37 at the end

of this section. The procedure followed was to analyze the assessments of

each outcome separately for students and physicians and then to rank the

mean group assessment relative to all other assessments. This procedure

permits examination r)f the extent of convergence between the two groups on

each of the 32 outcomes used and alsO provides an indication of where each

outcome stands in relation to all others with respect to how desirable and

how likely it was viewed by each group.

Each of the outcomes was assessed on a seven-point scale on both

the likelihood and desirability criteria. For the purposes of this report,

the scales were collapsed into three categories: likely, unlikely or unsure

and desirable, undesirable or unsure. In the tables at the end of this sec-

tion, the percentage distributions within each group on both criteria for

each outcome are presented. ::ext, on the basis of actual numerical scores

a mean score for each group for each outcome was calculated and a t-test

of significance was computed to determ whether the inter-group differences

could be attributed to chance or were indeed non-random. Finally, the means

for each outcome were rank ordered within groups in order to indicate the

extent of convergence in the intensity of the assessments between the two

groups. The RO coefficient in each of the tables is the measure used to

indicate this convergence and may be interpreted as indicating physician and

student assessments of the likelihood and desirability of that particular

outcome compared to the other 31 outcomes used. A RO coefficient of 32

means that the grcup in question has, collectively, indicated that the out-

come in question is most likely and/or desirable; a RO coefficient of 1

indicates that the outcome has been rated as least likely and/or desirable.
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To test for covariation in these rank-ordered responses across the

twa groups, a Spearman rank-order correlation was computed. The coefficient

for the likelihood criterion was .66 and that for the desirability criterion

was .50, both of which are significant at the .01 level. These findings indi-

cate that students and physicians both tended to see the potential outcomes

of the program in roughly similar ways. As such, t could be predicted that

divergence in perceptions of program outcomes would n I-. be a particularly

important source of potential conflict between categories of participants at

the outset of the program. It should be pointed out, however, that the magni-

tude of the correlations does not indicate total agreement; in fact, the amount

of explained variance is rather small. Thus while these findings demonstrate

that there was a statistically significant amount of agreement between the rat-

ings of the two parties, it was felt that further analysis was called for.

Some rather interesting findings of a more specific nature that are not evi-

dent in the aggregate correlational analysis will be discussed below.

Of interest in the first place is the issue of where differences

between the groups did occur. In this regard:the results of the t-tests on

each criterion for each outcome are relevant. Significant differences between

students and physicians were found for 11 of the 32 outcomes on at least one

of the two criteria. In three cases there were significant differences on

both criteria. These differences and their potential import for the program

*
as a whole will be discussed in order below.

#3. Students saw the posibility that multiple demands on their

time might prevent them from absorbing sufficient knowledge

to pass first-year comprehensive exams as significantly less

desirable than did the Physicians, although neither group

The number in the margin refers to the number of the question found in
Tables 6-37 on pages to
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saw this as a highly likely outcome. It should be noted that

both groups saw this outcome as generally undesirable; however,

all students saw it as highly undesirable, while some physi-

cians were unsure and a few even thought it was somewhat de=

sirable. The difference in orientations here appears to be a

function of the stake each set of actors has in the outcome.

Failure to pass the comprehensive affects the students much

more directly than it does the physician.

#4. Physicians saw the possibility that friction might develop be-

tween paramedical personnel and themselves as significantly

less likely than did the students, while all students saw this

outcome as undesirable. This finding is interesting in that

the students, apparently enthusiastic about the prospect of

having clinical experience in their first year of medical

school, were more worried about the consequences of this ex-

perience on support personnel than were the physicians. Since

it could be argued that physicians might, by virtue of their

experience, be better able to judge the impact of the presence

of medical students in a clinical setting, one might expect

students' perceptions to move toward those of the physician

over time. Further, the finding suggests that the students

should be reassured early in the program that their presence

will not be aversive.

#6. Students saw the possibility that physicians wou1' be motivated

to maintain continuing education as a consequence 2 the pro-

gram as significantly less likely than the physicians themselves,

and although both groups saw this outcome as desirable, the
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physicians saw it as significantly more desirable than did the

students. Of particular importance here is not so much the

difference between the two groups as the fact that 92% of the

physicians anticipated that there would be positive motivational

constraints to pursue continuing education as a consequence of

the program. Although this issue is dealt with in more detail

in a later section of this report, it should be noted here that

as trends toward regular testing as a prerequisite for maintaining

medical licenses increase, mechanisms for enhancing the continuing

education opportunities for practicing physicians will have to be

sought. The findings presented here suggest that involvement of

practicing physicians in medical education may be one such mechanism.

At the very least, that is, to interpret these results most con-

servatively, practicing physicians appear to react positively to

the idea.

#9. The physicians saw increased visibility for themselves beyond the

immediate area as a significantly more desirable outcome than did

the students. While neither group saw this outcome as particu-

larly undesirable, students were more ambiguous about its desira-

bility. In a program such as this which relies on voluntary

participation, non-monetary rewards are often assumed to play a

particularly important role in determining rates of participation

and levels of satisfaction. What is interesting about this

particular question is that, while increased visibility could be

construed to be one form of non-monetary reward to be gained

from participation', local physicians responded least intensely

to it compared to the other thirty-one. (RO coefficient = 1)



58

While there are many physicians who see the outcome as desirable,

the 38 per cent who are unsure abcut its desirability suggests

that differential reward structures may have to be developed to

attract and hold physicians in a voluntary program. It is

apparently questionable to assume that physicians as a group

respond homogeneously to a given set of rewards.

#10. Physicians saw the possibility that more physicians might be

attracted to the area who otherwise would not have come as both

significantly more likely and significantly more desirable than

did the students. The students were, by and large, less certain

about the outcome than the physicians. Of particular interest

is the fact that no students saw the outcome as desirable while

some physicians did, and that while the physicians saw the out-

come as significantly more desirable than the students, the

intensity of their feelings was low relative to the other thirty-

one questions (RO coefficient = 4). This suggests that the possi-

bility was somewhat threatening to at least some physicians and

that this is a possible conseauence which should be carefully

examined, particularly in an area which is not characterized by

obvious shortages of medical manpower. A program which relies

heavily on the voluntary participation of physicians cannot

afford to alienate an appreciable number of them.

#12. Students saw the possibility that the quality of their education

might be poorer than in traditional programs as significantly

less likely than did the practicing physicians, although neither

group saw this outcome as desirable. It should also be noted

that this issue was much more salient to tne students (RO co-
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efficient for likelihood = 29) than it was to the physicians

(RO co'fficient = 12). The students were apparently minimiz-

ing the possibility of an aversive (dissonance reduction),

while the physicians were adopting a wait-and-see attitude.

#19. Physicialls saw the possibility that physicians produced by the

program might leave the state to practice elsewhere as signi-

ficantly less undesirable than did the students. It should be

noted that both groups were highly uncertain about how likely

this outcome was and that more than half of the students were

unsure of just how desirable or undesirable it was. The statr.

of Illinois has recognized for some time that the flow of Illi-

nois-trained doctors to other states for practice constitutes

a serious problem from n. health manpower point of view. It is

not surprising that doctors in the area of this program would

'-see this as an important issue. What is interesting, however,

is the general unwillingness of the student to commit themselves

on the issue. Presumably because most of them had not as yet

made a decision about where they would ultimately practice,

they did not want to preclude the possibility of practicing

outside the state and therefore adopted a neutral position on

the issue. What this finding suggests in a policy sense is

that most of the students had not made location of pracAdce

decisions prior to entering m':dical school and that inducements

to practice within the state might be usefully offered at this

point in their medical careers.

#20. Physicians saw the possibility that the program would motivate

them tc continually review basic sciences as significantly more
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likely than did the students, Both groups saw this outcome as

highly desirable. This response is consistent with the resprmses

to the continuing education auestion discussed earlier and the

interpretation of its importance is similar. Because Physicians

tended to see this outcome as both likely and de Irable, it is

not likely that it would be strongly resisted as a mechanism

designed to impact on their continuing education.

#24. Physicians saw the possibility that they would become more aware

of recent medical literature as significantly more likely and

significantly more desirable than did the students. Of interest

is the fact that the desirability of 'bids outcome was much more

salient to the physicians (RO coefficient = 26.5) than to the

students (RO coefficient = 9.5) in spite of the fact that both

groups saw it as desirable. It appears that practicing physi

cians are well aware of the problem of currency and maintenance

of skills and are receptive a least at the conceptual level

to programs which will help them deal with it.

#25. Physicians saw the possibility that existing health care services

would be broadened_as a consequence of the program as signifi

cantly more likely than the stadents. While both groups saw
7

this outcome as highly desirable, half of the students were

uncertain of hoW likely it was. Interestingly, neither group

saw this as a particularly salient outcome in terms of desira

bility, although it was more salient to the students (R0

coefficient = 17) than it was to the physicians (RO coefficient

= 13.5). Given the widely disseminated notion that the medical

student of the 1970's is different from the 1950's with respect
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to the level of development of his social consciousness, one

might have expected a much wider discrepancy on the saliency

issue. One might expect that the student would believe it much

more desirable than the "status quo" physician to broaden

existing health care services. Such was not the case in this

group, however, although there is no way of knowing whether

this is because the students were more "conservative" than

they are generally thought to be or the physicians were more

"liberal" than they are generally thought to be or both.

#30. Physicians saw the possibility that program related activities

might take up too much of their time as significantly more

likely than did students. In addition, this was the most

salient outcome in of the cognitive orientation of the

physicians. That the students and physicians diverge in their

cognitive orientations to this issue is important, particularly

since participation of the physicians is voluntary. If this

divergence in orientation does not decrease in magnitude over

time, one would expect this to be probable trouble spot in

the program. To the extent that the student realizes that the

physician is concerned about time and is able to adjust his

behavior and/or demands accordingly, or to the extent that the

physician - once he has had experience with the program - be-

comes less concerned about time the probability of this issue

creating a major problem for the program is reduced.

A second kind of question that was asked had to do with group per-

ceptions of most salient outcomes. It was felt that it might be illuminating

to examine the extent to which there was overlap between the student am.
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physician assessments of the five most and least likely outcomes and the

five most and least desirable outcomes. The correlational analysis indicates

that over all 32 outcomes there was considerable consistency in the relative

rankings of their likelihood and desirability; however, it is also important

to examine the consistency at the extremes. Table 1 presents the five out-

comes that students and physicians rated as most and least likely.

TABLE 1

SALIENCY OF OUTCOMES -- LIKELIHOOD

STUDENTS

(MOST LIKELY)

1. (#.1) student motivation higher

2. (#17) more student practical
knowledge

3. (#11) will be closer .student-
physician relationship

4. ( #16) students will achieve more
patient understanding, etc.

5. (#2) highly qualified medical
students will be attracted.

(LEAST LIKELY)

1. (#12) the quality of student's edu-
cation may be poorer than in
traditional programs

2. (#32) a financial drain on the state
will be produced

'. (#18) physicians may eventually become
bored doing same things over

again
4. (#27) strong competition might develop

between practicing physicians
and academic physicians over
controls

5. (#3) multiple demands on time will
prevent students from passing
first-year comprehensive exams

PHYSICIANS

(MOST LIKELY)

1. (#17) more student practical
knowledge

2. (#6) physicians will be moti-
vated re continuing edu-
cation.

3. (#8) calibre of medicine will
improve

4. (#11) will be closer student-
physician relationship

5. (#1) student motivation higher

(LEAST LIKELY)

1. (#4) friction may develop be-
tween paramedical person-
nel and students

2. (#32) a financial drain will be
produced

3. (#3) multiple demands on time
will prevent students from
passing first-year compre-
hensive exams

4. (#18) physicians may eventually
become bored doing same
things over again

5, (#12) the quality of students'
education may be poorer than
in traditional programs

The cognitive orientations of both groups at the positive extreme

showed some interesting differences. While three of the five outcomes rated
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as most likely were the same for both groups, two were not. The students felt

that it was highly likely that they would achieve more patient understanding

and that highly qualified medical students would be attracted to the program;

-physicians felt that it was highly likely that they would be highly motivated

to maintain their continuing education and that the calibre of their medicine

would improve as a consequence of the program. Both groups agreed that stu-

dents would be more highly motivated, that they would gain more practical

knowledge by being exposed to patients earlier in their education and that

there would be a closer student-physician relationship than in traditional

programs. There was more agreement about which outcomes were least likely.

Both groups agreed on four out of five items. Interestingly, though, the out-

come deemed least likely by the physicians did not appear among the five deemed

unlikely by the students. The physicians felt it was highly unlikely that

friction would develop between para-medical personnel and the students. To

examine the congruence in affective orientation of both groups at the extremes

the five most and least desirable outcomes were identified and are presented

in Table 2 on the following page.

3

1



1.

2.

3. (#11) a closer student-physician
relationship will be created
than exists in traditional
programs

4. (#17) students will gain more practi-
cal knowledge sooner by being
able to examine patients earlier
in their education

5. (# 8) the calibre of medicine will be
improved because teaching will
add to the physician's knowledge

(#15) students will raise questions and
provide feedback to physicians
which might improve medical
practice

TABLE 2
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SALIENCY OF OUTCOMES -- DESIRABILITY

Students

(Most Desirable)

(#16) students will achieve more
understanding, involvement
and respect for the patient

1. (# 6)

(# 7) better medical facilities
will be developed

2. (# 8)

Students

(Least Desirable)

Physicians

(Most Desirable)

physicians will be moti-
vated to maintain continuing
education
the calibre of medicine will
be improved because teaching
will add to the physician's
knowledge

3. (# 7) better medical facilities
will be developed

4. (#16) students will achieve more
understanding, involvement
and respect for the patient

5.*(#15) students will raise questions
and provide feedback to physi-
cians which might improve
medical practice

(#24) physicians will become more
aware of recent medical
literature

(#23) physicians will be more aware
of "why" they are doing things

1. (#12) the quality of student's education 1. (#12)
may be poorer than in traditional
Programs

2. (#28) patients might feel like guinea 2. (#18)
pigs

3. (#13) some students' practical experi-
ence will be impaired by lack of 3. (#28)
physician teaching ability

4. (# 4) friction may develop between para- 4. (# 4)
medical personnel and the students

5.*(#21) there will be problems in "lining
up" a sufficient range of patient 5. (#27)
illnesses

(# 3) multiple demands on student time
will prevent them from passing first
year comprehensive exams

Physicians

(Least Desirable)

the quality of student's
education may be poorer than
in traditional programs
physicians may eventually
become bored doing the same
things over again
patients will feel like
guinea pigs

friction may develop between
para-medical personnel and
students

strong competition might
develop between practicing
physicians and academic
physicians over control

* More than one item is presented because of tied ranks.
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The data presented in Table 2 indicate that there were some interest-

ing differences in the affective orientations of the two groups at the positive

extremes. Four of the six items were similar in both groups; although the

rankings differed. The outcome rated as most desirable by the physicians --

the motivation to maintain continuing education -- was not among the most

desirable outcomes as rated by the students. In addition, the physicians

felt that their becoming aware of the recent medical literature and their be-

coming more aware of "why" they were doing things were very highly desirable

while these outcomes were not among those rated as most desirable by the stu-

dents. On the other hand, the students felt that the possibility of a closer

student-physician relationship and the early exposure to patients were both

highly desirable, while these outcomes were not among those rated as most

desirable by the physicians. As was the case with the likelihood dimension,

it appears that where therl is divergence at the positive extremes, it occurs

in relation to outcomes that are seen as advantaging the group advocating them.

In other words, there is a certain degree of instrumentality underlying the

assessments of program outcomes on the part of both groups. While this finding

is not surprising, it does suggest that, from an administrative point of view'

it is highly advisable to stress those aspects of the program which provide

joint pay-offs to participants. To the extent that one group sees the possi-

bility cf certain outcomes advantaging another group at their own expense,

the likelihood of conflict is increased.

At the negWve extremes of the affective orientations of the

two groups there is less convergence than at the positive extremes. In

contrast to the positive extremes, both groups agreed that the possi-

bility that the students' education might be poorer thz in traditional

programs was the least desirable outcome of all. But here the convergence
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ended. While both groups felt that the possibility that patients might feel

like guinea pigs was among the least desirable outcomes, the pattern in

divergence was approximately the same as that described above. The other

three items rated as least desirable by the students all reflected personal

costs; two out of the other three items rated as least desirable by the physi-

cians reflected personal costs. What emerges, there is a picture of overall

similarity in assessment of outcomes between the two groups but some varia-

bility within which reflects instrumental concerns and which suggest areas

of caution to program administrators.

It is also interesting to compare the assessments of the extreme

values of likelihood and desirability within groups. For example, the physi-

cians rate the possibility that a closer student-physician relationship will

be created than exists in traditional programs as among the five most likely

outcomes. Given that this item appears on the students lists of both most

likely and most desirable outcomes, an obvious question arises: what is

likely to be the result when student assessments of.this critical component

of the program are somewhat at variance with those of the physician? Who

is going to have to adjust? What can be done to facilitate the adjustment?

On the other hand, everyone seems to feel that the possibility that the

quality of the students' education may be poorer than in traditional programs

is both unlikely and undesirable. While it is not possible to discuss these

kinds of comparisons at greater length here, it should be noted by way of

summary that there is less than 50 percent overlap between assessments of

likelihood and desirability at the positive and negative extremes. These

areas of divergence cannot be omitted from consideration in any analysis of

the impact of initial conditions on subsequent processes.
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While these differences are readily apparent, it should be noted

that there was no instance in which an outcome rated at the positive extreme

by one group (i.e. most desirable, most likely) was rated at the opposite

extreme by the other group (i.e. least desirable, least likely). Thus, the

difference themselves between the two groups are not extreme. Tne cognitive

and affective orientations of both groups are reasonably similar, a finding

which is particularly interesting since the two had had no contact at the

time the data were collected.

One further set of analyses of the attitudes and beliefs of the

physicians and students was undertaken to supplement those described above.

Even a cursory examination of Tables 6-37 reveals that there was a large

amount of variability between groups and ietween questions in the proportion

of respondents who indicated that they were unsure of their cognitive and

affective orientations. In some cases there was widespread uncertainty

regarding both the likelihood and desirability of the outcomes on the part

of-both groups; in some cases one group was more unsure than another; in

some cases neither was unsure.

Since the program itself is new, and since neither group had any

direct experience with it it was felt that a brief analysis of the patterns

of uncertainty was appropriate. Not only would it be helpful from an admin-

istrative point of view to be aware of where major areas of uncertainty lay,

it would also be important to follow the assessments of the participants

over time in order to determine areas of convergence and divergence.

A variety of analyses was performed. First, the question of degree

of certainty was examined. It was found that neither group was certain about

the likelihood of the various outcomes. The single exception was that all

of the students were sure that it was likely that they would gain more practi-

cal knowledge,sooner by being able to examine patients earlier in their
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education (outcome #17). At the cognitive level, therefore, it can be argued

that, given the program's newness a degree of uncertainty about what to

expect obtained within both groups. On the affective level, however,

there were some striking differences between the groups. No student was

unsure about the desirability of an outcome in 16 cases (outcomes #3, 4,

6, 7, 8, 11, 12, 13, 15, 20, 21, 23, 24, 25, 26, 30). In no case was there

an absence of physician uncertainty about the desirability of an outcome.

This finding suggests that, as a group, the students were generally more

disposed to commit themselves to an affective position than were the physi-

cians. In one sense, this result could be a reflection of the relatively

idealistic outlook of students in general.

The next several analyses were based on patterns of uncertainty.

For each group, it was decided that a potentially important amount of uncer-

tainty existed if 10 percent or more of the members replied that they were

unsure about the likelihood and/or desirability of a given outcome. Since

there was a relatively small number of students, this operationalization, in

effect' means that for an outcome to be defined as having a noticeable amount

of uncertainty associated with it more than one student has to have responded

that he was unsure. For the physicians, 12 or more had to respond that they

were unsure in order that a particular outcome be included in this analysis.

Considering the cognitive orientations of both groups first, in 26

out of 32 cases 10 percent or more of the students were uncertain about how

likely the outcome was. Intere'stingly, the number of cases in which 10 per-

cent or more of the physicians were unsure about the likelihood of an outcome

was the same, twenty-six. In the discussion of certainty above, it was

pointed out that in no case was not at least one physician unsure about his

cognitive orientation and in only one case was not at least one student unsure.
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Thus, in the vast majority of the cases (81% for each group) both groups

exhibited a reasonably widespread amount of cognitive uncertainty. Further,

in 20 cases (63% of total) ten percent or more of the members of each group

exhibited uncertainty about the likelihood of the same outcome. It seems

reasonable to conclude, therefore, that cognitive uncertainty in assessment

of program outcomes was not the particular province of either group.

To pursue this issue further, the level of uncertainty was exa-

mined in more detail. Given that cognitive uncertainty was widespread,

the question of whether there were differences between the groups in level

of uncertainty arose. As one means of examining this question, outcomes

were classified on the basis of whether 10 to 24 percent of either group was

unsure, 25-49 percent, and half or more. The results of this analysis are

presented in Table 3 below.

TABLE 3

LEVEL OF COGNITIVE UNCERTAINTY ABOUT PROGRAM
CONSEQUENCES

Students Physicians

Percent 10-24% 9 15

Unsure 25-49% 11 11

> 50% 6 0

N=52

df=2

x
2
=7.67

p,. .05

The data in Table 3 indicates that level of uncertainty is not

independent of group affiliation. were more likely than

physicians to be more uncertain about cognitive orientations. In other words,

there was a significantly greater extent of uncertainty among students about
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the likelihood of program outcomes than among physicians, even though uncer-

tainty was present in both groups,

Shifting attention to the affective orientations of the groups, it

was found that ten percent or more of the students were uncertain about the

desirability of outcomes in 10 cases, while the comparable figure for the

physician was 15 cases. Both groups were uncertain about the same outcome

in 9 cases, which indicates a high degree of shared perception between them.

In 9 out of the 10 cases in which ten percent or more of the students were

unsure about the desirability of a given outcome, ten percent or more of the

physicians were unsure as well.

To examine the levels of uncertainty, the same procedure was followed

as above. The results of this procedure are presented in Table 4.

TABLE 4

LEVEL OF AFFECTIVE UNCERTAINTY ABOUT PROGRAM CONSEQUENCES

Group

Student Physician

Percent 10-24% 4 13

Unsure 25-49% 4 2

> 50% 2 0

N=25

df=2

x
2
=6.8

p7.01

As was the case with the cognitive orientations of the two groups,

the results presented in table 4 indicate that affective orientation is not

independent of group affiliation. In those instances in which students were

unsure--and there were many fewer in number than was the case with their

cognitive orientations--the level of uncertainty tended to be higher than that

of the physicians.
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Of interest too was the question of what, if any, outcomes were

sources of uncertainty for both groups on both criteria. Table 5 below

included those o comes the likelihood and desirability of which ten percent

or more of both groups were unsure of.

TABLE 5

UNCERTAIN OUTCOMES FOR BOTH GROUPS ON BOTH CRITERIA

(#2) Highly qualified medical students will be attracted

(#9) Champaign County physicians will become more "visible" to
physicians elsewhere

(#10) More physicians will be attracted to the area who otherwise
would not have come

(#19, Physicians produced by the program will leave the state to
practice elsewhere

(#26) Small town practices will be encouraged
f

(#29) Others (i.e. nurses, technicians) may be induced to introduce
and participate in new methods of medical education in their
own fields

(#31) Patients will gain insights into the complexities of medical
education

(#32) A financial drain on the state will be produced.

The outcomes about which widespread uncertainty exists appear to

share a comaon dimension. None of them relate directly to the program itself

with the possible exception of (#2). Cognitive and affective uncertainty for

both groups emerges on those coasequences which do not have to do directly

with the operation of the program and which have relatively long feedback

cycles associated with them. No one will be in a position to .knor whether

small town practices will be encouraged as a consequence of the program,

for example, for a number of years.
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1.3 Summary

To summarize the findings regarding the assessments of potential

participants of consequences of the new program briefly, it may be stated that,

overall, there was a reasonably high degre*2 of similarity in the cognitive and

affective orientations of both physicians and students toward program outcomes.

The rank order correlations on the likelihood and desirability assessment cri-

teria between the two groups were .66 and .50 respectively. Looking at the

five outcomes deemed most desirable, least desirable, most likely and least

likely by the two groups, there was no instance in which an outcome rated

most" by one group was rated "least" by the other.

Areas of divergence between the two groups were examined because it

was noted that the assessments of the groups were by no means isomorphic. Signi-

ficant differences were found in eleven cases, and each case was reviewed and

the implications of the differences were discussed. The aualysis of the saliency

of the outcomes to the two groups revealed that each group tended to assess on

the basis of instrumentality, that is, to see those outcomes as most salient

which affected them personally. Concerning the degree of uncertainty in orienta-

tions, it was found that cognitive uncertainty was widespread in both groups

but that the level of this uncertainty was significantly higher for students

than for physicians. Much less uncertainty was found in the affective orienta-

tions of the two groups. The students, in fact, were much more certain, in

general, of the desirability of program outcomes than were the physicians.

However, where uncertainty did exist, its level was significantly higher for

students than for phydicians. Where both cognitive and affective unc.ArtAinty

was present on a given outcome for both groups, it was found that the outcomes

themselves tended to be removed from the direct operation of the program

itself and to have relatively long feedback cycles associated with them.
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OUTCC

Students will be better t
portance of "classroom" k

because they can see the im-
in their practical experience.

ASSESSMENT OF .LHOOD

Students Physicians

94 % L

6 % UL

% Unsure

6.3 i Score

31.5 RO Coefficient

AL_ 7. L

8 7. UL

7 % Unsure

5.7 x Score

28,0 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

88 % D 92 % D

6 % UD 1 % UD

6 7. Unsure % Unsure

6.1 31 Score 6.3 x Score

23.5 RO Coefficient zisj RO Coefficient
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TABLE 7

ITEM #2

OUTLOME

Highly qualified medical students gill be attracted.

ASSESSMENT OF LIKELIHOOD

Students Physicians

75 % L 85 % L

UL 12 7. UL

% Unsure 26 7. Unsure

5.6 s Score 4.8 31 ScOre

28.5 RO Coefficient 16.5 RO Coefficient

ASSESSMEJT OF DESIRABILITY

Students Physicians

81 % D

% UD

% Unsure

86 % D

3 7. UD

19 11 7. Unsure

5.7 x Score 6.2 x Score

5.5 RO Coefficient 22.5 RO Coefficient

714
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TABLE 8

ITEM # 3

OUTCOME

The many demands on their time will prevent students from absorbing
sufficient knowledge to pass first year comprehensive exams.

ASSESSMENT OF LIKELIHOOD

Students PhysiCians

13 % L 17 % L

54 % UL 57 % UL

33 7. Unsure 26 % Unsure

2.9 i Score 2.9 x Score

5.0 RO Coefficient 3.0 RO Coefficient

Students

ASSESSMENT OF DESIRABILITY

Physicians

% D

% UD

9 D

UD100 72
% Unsure 21 % Unsure

1.6 iScore 2.4 x Score

5.5 RO Coefficient ao RO Coefficient

*
t

df
p

1.98

118.

.05

75

44.



TABLE 9

ITEM # 4

OUTCOME

Friction may develop between paramedical personnel and the students.

ASSESSMENT OF LIKELIHOOD

Students Physicians

6 % L % L

38 % UL 71 .% UL

56 % Unsure 14 % Unsure

3.5 it Score 2.7 x Score

6.0 RO Coefficient 1.0 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

% D 3 % D

100 % UD 83 % UD

% Unsure '114 % Unsure

1.5 x Score 1.9 x Score

4.0 RO Coefficient 4.5 RO Coefficient

*
t = 1.98
df = 118
p ,05

76



TABLE 10

ITEM # 5

OUTCOME

Evaluative information on performance (feedback) will be provided
to both students and physicians by others in the program.

ASSESSMENT OF LIKELIHOOD

Students Physicians

82 % L

12 % UL

6 7. Unsure

5.2 i Score

26.0 RO Coefficient

a

ASSESSMENT OF DESIRABILITY

Students

75 7. D

6 % UD

19 % Unsure

5.8 x Score

18.5 RO Coefficient

68 7. L

7 % UL

25 % Unsure

5.1 X Score

20.0 RO Coefficient

Physicians

77 x D

5 7G UD

18 7. Unsure

Score

16.0,180 Coefficient

TT



TABLE 11

ITEM # 6

OUTCOME

Physicians will be motivated to maintain continuing education.

ASSESSMENT OF LIKELIHOOD

Students Physicians

68 % L 92 7. L

13 % UL 3 % UL

19 7. Unsure 5 7. Unsure

4.9 i Score 5.9 x Score

22.5 RO Coefficient 30.5 RO Coefficient

**
ASSESSMENT OF DESIRABILITI

Students Physicians

100 7. D

7. UD

% Unsure

6.1 x Score

23.5 RO Coefficient

t 11, 2.80

df 118
p .0t

**
t 3.05
df 118
p .01

1007 D

% UD

7. Unsure

6.7 x Score

32.0 RO Coefficient

78
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TABLE 12

ITEM # 7

OUTCOME

Better medical facilities will be developed.

ASSESSMENT OF LIKELIHOOD

Students Physicians

69 % L 78

6 % UL 11 ,% UL

25 % Unsure 11 7 Unsure

5.0 x Score 5.4 x Score

25.0 RO Coefficient 22.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

100 % D 98 % D

% UD 2 % UD

% Unsure 2 7 Unsure

6.5 x Score 6.5 x Score

31.0 RO Coefficient 29.5 RO Coefficient

79



TABLE 13

ITEM # 8

80

OUTCOME

The calibre of medicine will be improved because teaching
will also add to the physician's knowledge.

Students

ASSESSMENT OF LIKELIHOOD

Physicians

81 7. L 7. L

6 % UL

_21._

5 7 UL

13 7 Unsure 5 % Unsure

5.4 Score 5.9 x Score

27.0 RO Coefficient 30.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

100 % D .97 % D

% UD 2 % UD

% Unsure 1 % Unsure

6.3 x Score 6.6 it Score

27.5 RO Coefficient 32.0 L RO Coefficient

C
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TABLE 14

ITEM # 9

OUTCOME

Champaign County physicians will become
more "visible" to physicians elsewhere.

ASSESSMENT OF LIKELIHOOD

Students Physicians

31 %L 54 L

19 % UL 22 % UL

50 % Unsure 24 % Unsure

4.1 x Scare 4.5 X Score

12.5 RO Coefficient 13.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

25 7 D 59 % D

6 % UD 3 % UD

69 % Unsure 38 Yo Unsure

4.2 X Score 5.2.i Score

12.0 RO Coefficient 12.0 RO Coefficient

t = 3.06

df = 118
p .01

81



TABLE 15

ITEM # 10

OUTCOME

More physicians will be attracted to the
area who otherwise would not have come.

*
ASSESSMENT OF LIKELIHOOD.

Students Physicians

31 %L 58 %L
25 % UL_ 18 % UL

44 % Unsure 24 % Unsure

4.1 x Score 4.8 X Score

12.5 RO Coefficient 16.5 RO Coefficient

ASSESSMENT OF DESIRABILITY **

Students Physicians

69 % D 72 % D

% UD 7 % UD

31 % Unsure 21 % Unsure

4.8 X Score 5.5 X Scoe

13.0 RO Coefficient 13.5 RO Coefficient

*
t m 1.99

df = 118
p .05

**
t = 1.98
df = 118
p .05

82
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TABLE 16

ITEM # 11

OUTCOME

A closer student-physician relationship will be
created than exists in traditional programs.

ASSESSMENT OF LIKELIHOOD

Students Physicians

%L
% UL

6 % Unsure

6.2 x Score

30.0 RO Coefficient

89 % L

. 8 % UL

3 % Unsure

5.8 X Score

9.0 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

100 %D 94 %D
% UD % UD

% Unsure 6 % Unsure

6.4 x Score 6.3 x Score

29.5 RO Coefficient 24.5 RO Coefficient
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TABLE 17

ITEM #12

OUTCOME -

The quality of students' education may be
poorer than in traditional programs.

Students

ASSESSMENT OF LIKELIHOOD

Physicians

6 % L % L

81 % UL: 56 % UL

13 % Unsure 21 % Unsure

2.3 i Score 3.3 X Score

1.0 RO Coefficient 4.5 RO Coefficient

ASSESSMENT OF DES1 rLITY

Students Physicians

% D 2 % D

100 % UD 90 % UD

% Unsure 8 % Unsure

1.2 x Score 1.6 x Score

1.5 RO Coefficient 1.5 RO Coefficient

*
t = 2.03
df = 118
p .05
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TABLE 18

ITEM # 13

OUTCOME

Some students' practical experience will not be as fruitful as possible
because some physicians don't have sufficient teaching ability.

ASSESSMENT OF LIKELIHOOD

Students Physicians

32 % L

43 % UL

25 % Unsure

3.7 x Score

7.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students

% D

100 % UD

% Unsure

1.4 X Score

3.0 RO Coefficient

53 % L

23 % UL

24 % Unsure

4.5 x Score

13.5 RO Coefficient

Physicians

59 % D

86 % UD

9 % Unsure

2.0 x Score

6.5 RO Coefficient



TABLE 19

ITEM # 14

OUTCOME

More highly qualified physicians (higher scores on
state board exams) will be produced.

ASSESSMENT OF LIKELIHOOD

Students Physicians

31 %L % L

19 % UL . .34 ,% UL

50 ° Unsure 43 % Unsure

4.1 i Score 3.g ; Score

12.5 RO Coefficient 8.5 RO Coefficient

Students

ASSESSMENT OF DESIRABILITY

Physicians

88 %D %D
6 %UD

.70

7 %UD

6 °h Unsure .23 % Unsure

5.8 x Score 5.5 x Score

18.5 RO Coefficient 13.5 RO Coefficient

86



TABLE 20

ITEM # 15

OUTCOME

Students will raise questions and provide feedback to phy-
sicians which might alter and improve medical practices.

ASSESSMENT OF LIKELIHOOD

Students Physicians

74_ % L % L

% UL 8 ,% UL

13 % Unsure 8 % Unsure

4.8 x Score 5.5 it Scoe

20.5 RO Coefficient 25.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

100 %D 96 %D
% UD % UD

% Unsure 4 % Unsure

6.3 it Score 6.4 x Score

27.5 RO Coefficient 26.5 RO Coefficient

A
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'Stilderit'Eleltiedt ionS- f:ROIer!cif ;Seiveg! and: PIVS ,(1%1DA 6)

otocticp-cive;- it ires., attitudes-, .beliefs,.
the '..iirogre*.Totere.

iniportaut -both as indicators- of ,areas. -potential.-dlidoiver.-and-
, ' : .

1

againgt.-t,iiiiah. to.-63carline :change and 45eitiliiiiiatiee, _ In the .following, pages a --
-:, =1:- ..:

Het- ileSorigi've-'Apig..y.si-s, of-.the-eibedti4ionS-.,Ot the ;students regarding;
**--thSli roiSS and the:role* of their liflysieiarr 15000it

It -.iihdad413e.,noted that 7;since- the = number of StudentS,--,enroiied in the --program

its operation is Sins3:3::::(4:-16):, the 40f-

that- can be pertor#eds.are-11#ite&--. :PorthiS, reason ;Host 43t the .reSnite.'r,.... ..,e

ported are -Or

.1.6; .even. to ruse. contingency

tables: With this constraint_ s§
_ ,_ .

li;:_-,giifetr,, 'there :are ,e; number `of-=Ohseryations=

:thitt..")oan:"-he'idade.--abOUt-the :Stildent-ekkOtationS-Of .OVn rag

'Two ,cliftererit !general -kincla 'of-- expectations rroo.the
St,iidentS.. had to do with their '_expectations -abOirt rmedical sOhOol,

,,_ _,iii!geherar.-. 13 etdre -0*. .students- **to, asked: what. their expectations. actually..... _. ,

-.0-ere, Ttiley- Vere-were -t oindioiate- theSOurcee' that iritit_ieneec_ltheir eonceii_4-,-- - ,
.,

ii_ d_ n. g- .ot '' what: .iiiicel "school 4olii . he. like;.For . ea=i: i- dt- i' rde listed they
iiere.:aakecl-tO 'rink.. on S. ie,S.IW- from I_ to `4- how. -inip'Ortani an 401'uetie:0 ,on

their conceptions it has been. reS/5Ohbes,--are p_reeeritea--, 'T:able.:M.- ,

with the assistance of °Martin J.- ;Mistretta:.

instrintientS: ,whiCh. this xSeet is- baseds ,can. be= to:I:Ind:1;4y
Appendices B..5 8,41(rti.;6;,
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ercent ages: are percent of total. Perc-ent not fansVering-,are- not t
,/#4601rited- in t1 table bixtaie refi..edtob.ah,-010,-foifitc:04s,_
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It is evident -factord'vere.gbineWhiit °specific

for each individual, th'at

4" '
4 4

is, no faCtOrt, important for ll
,

c- ,
-, ..itildrentS-. "tie most important -.S' Onrc,es- of their focinCei5t-iion---Atere, fi10diCal . -,..,;., - -- --- .. - - . , .. .- ---, - --0.-- - . -, 0 - --- .. \_-

.
. ,. ,.., -- . -School Faculty '(50% 60-41.ci- i4- them.- iniiiortant)' while the,__nekt,ipOSt.;ipipOrt'ant,
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,litortanee,): Infltenc0.-df least importance ovet al,17.the
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to In.iPoioe- '

(69% asigning
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t'hib; for specificlittle ., ...... mdi-

viduals they a p:t i'.::hoke.iter.-'eife0.31 it se, eni.is that after
...-

".:Medical :Schipol'.tii:OtiAty iit#ii.111.41etins '.a.T.' e ,c` on- 0.4tecii-: 4-141-4:_cioi4., situational :..

. . _ ... .-... ._

-'.14-41.11000., Caine. intO,A,41'_dn': the. formation of student 0ctigotiitiOr*d5.kiar:p:$:-,
. , . ,. .

. i . , .

,

. the beginning of the program;, -or;. r,_TpgrE._ :- ,'-. -- ' -..___, i,..

..

.cleteitiiiieflitit _the , student expectations about medical 'school
. _

--
-.1 --- ; ,

i actuallyOtialV

,;--

variety f

,
e

questions h i,. aar asked

..

First,
,

- with

te§iect'toH the=4iicult:of"Onetheyexpcted/their- s t idie 6 to take they

6retWel: .. . -
....

. . ,4.
. . ,,.. : .. ..

-000.4,i040.J01-#-*1*--eficli14-4:07ti4a4*s4:119*;11140 tI;10-0-Ya#
- #44,,sioAirires41:01:i-40-iol-ii-fi,i-yoa..-t-.6f,#fectiOict-§'6460:kp..fo

.

rz /' '"
>

:Oahe .74iiii-iiiit7,Of-tiii;4` --::6%c
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Thus students enera1ry expected to zooci:_:..4684,-.9f. time witi the 1,Sook§.

In :ra±dohát- they felt- 'to .13e; iiirpoi.t. ?Of
,

that 4.4.-4-U4i-e4=;, the following question was asked
. -

iirk5,,orte.iit.. is 0-0:O,11:- -of th
,Stii4efit to get the nst out 0-4" the fi±,st year of medical schooll

. .

._ -'Stiijd.ei-its....- were .asked to -;*--0-.00-0.1- .#0:* on-a !C2:5#0,0:11;# of i,inipOr§tioe, ,
,

r- 4 - --
-...,_ ^ ' .i

. -

from 'ii-..1.01 .(t)_ -0--104.- (1),,, In Table 39 the mean 0.00r.ea, rfOr...64"ch--i.tgni ;are
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'MEDICAL SKILLS RE

'*414.1 e
Ability" ":(?.memorize

Ability Material- -!

Knoltlet1ge.of, 'Science;

Aviiit-k--,t6 -.Studie-t

Previous, °knowlede, of isocial ;science
'tgetting.=a,.;1.ong,-3sth,:o.ther

)5144:44,.-.t ,,reld44.ti:--ielidi*e 'nee- .45iit

e
444341g- ta.;,-,eitilibadi

-'-0:6413-r.141

Teti
1544.:tk ,research,

,
r

Stizcrefitd'.gerneTrai14.' -tliOught ;SC .be

,, '.-6f: the :1i1.4theet..1.ritia-tten Ce;,,:tC), their success ,ifi--. -the firt'.,,ye0.1= =Of thetliod.".1.:
1

!S e 10 O i . Th y- ,C....i t 64 .e...Y...i.
.

.

li, t,, .y_ -b... o
_
nem5i, i,i. e

.. B. .8 ie an nportan. d

.

e d cb re.l..-..,
...

,. _
ability tal-appd .tiii=th, theoretical material --,(-::6-.):i .previous -- knowledge of

.13b3i.Sicat science abilatly!to remain .reiaiceal..6.15oLit-i.rark

as many -niec141cal feetd. as .p6.0di:15'10- theii
t t =,(5:z): fis- -the-

ao`st. important skips -tow,* along= With _Other :and

iede,sird1f. 04-4-0
-

Given the '1.143,614t afee: of :15;erf:.(5. 4564 school,, student`s

---viete-:asked-'hoifa well #isy academically :.. in; relation
.

-othek;.sti4entS, in the Iii=60anil were as

'1.§4.:,e3i15eated-tc5; do coistierably -better- than average:

--elbeeted: :better- than try.e-re,ge,
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()%eloii

1§%,-ddriq
I

t63r, gi140,40.glir.i-- -40-1,.:*.l.ie` 60d0:ite-i- ipr.e130'-e'cl -,t,b±! -'411' 0 'j-MigeI 9iig

of lie-riot-10.4. --SAiler:soifie. ind4ated, that they were unsure; felt that-,
-.they- 40.ulcii. ,do.--ilidorlY_-, Interest inglY=,,,enp.

,... T--
-- . s

- discussed in ,:pi-ograiii_Sbut a oinee . *
- -,.

none did: AO poorly es will be
.

OTI :gets. somewhat -otani`4.64icatian.,ai", the '6.n..i0et4.:es"--the students

had, about, thei =r

.

41.k'turO,'-154;1.9,171*iPOP.0 and the-:stress, that *tatild be Jinvolved

thei r f !duc tioiial experl.erices frokithe V461=4* items assessing

be :OW .121#6' These S'4etT'OTI
4

0:4414nr, ,fraity.irery 4ta,nat. r`diffLoi4t, at 04 '(7)1 Mean,kaores.,..

on the -d.temeilie.:15i.6;eilteci :inx'Table -40;

' irABLE

DIF'F'ICULT` ASPECTS ;OF':MEDICAI, .SCHOOL=- STUDEL;IT

:Making_ friends iri'`your alaie
Keeping =up- =with ,other- students

-Learning --what is= .expect ed, of you-

44jtitti!ietit: to the',,iighte,;eiiii- =6

7 -.._

'Learnirig,-to;

:tot liedothing -teriee=nerVo'ut, ahoiit your work

bne:caii
s
66-fromthe- table -eke* .learriing reOeeted thent,-"

iteei)itig (Other..etudents ±.63.-e:ke -064- con-

deified:. theni more.. than th:e.'othei -potential ,difficuitie6--. 'Apparently, the-

students,.did -not :thin)c that keeping up with -600, students,-would be an-



ihsUrtatibntabla Souroebf' difficulty because most :of) then felt t)it

POrted;-,ih the. previous qUeSti49,'theY peforM at or better than .0

average.,

A' sqUeStiohyhiCh' is related- to t).16-stUdents''-aicpeetations 'about.. . .

,relative perforMaribe 'and: the -diffieultiei they might in keeping.

_ . .

up with other' students has- tostab`,-With air feelir4a ',about-

:ach061. Traditionally; .mediai4 schools

tiona in whia4.0,Ompetition with conseqUepeeS which are
;

a
0 64640Zr:1 ,a1342 serious for the mehtai4"well-being. :),f -would ba phySiciahk. T9_

taprthis gr941*.TPPi.ingIS about -coipetjtiire they were asked to

ithaibata their Affective orientation toward them: In responding, they -sai

tha fo4Owing: ,y
.

..._,

25%.,:-.. .1 -:.dia1ikle" thein.,e44 prefer' tO'-.6.'iitild,them; 4...,

25%.-- '2,---.cii§iike-tlij...-#1==.ionitifhEi:b '. .
. ..

i3%, -_,'-ii--0.re,nti:xt:r434,_f.,463,1,,Pits, about their

.--0* -enjoy OW ft:0403filitt , .

-11
:. ,.

>kick- 26iit _of -tliam--and sometimes- seek theta out.

Their 'eko ketat-ioi. s ,a1DoUt ,hoW-,80-Mpetitiire -their -aiai:thi:iteg, Medi-_
0"

0 Cat aOhoblWoulci,:lie
6_

I

13V A -great- deal- of doMketitiVeriees

fair 84434t-pf-
sC-Onipeitit'ii!eried:0,

No= dOppatit iireneSa-fat- 6.11. -
,--,-_ t , ,,,,,

-StUdefit, feelitigii_ therefore; were- mixed, abii,ut -the IlleTl.ts, of cosipe-0-_/ ..I . -. ...._..._:.---......
'tit ioh--in general '_ ton-a turpriairig- i-y aiill7rOPOrtici-ofthet expected-

r - 3 _____,_________-

medical school. to 'be highly competitive_,
... . --.":.

There -Was` 'interest in 'deteriiinin- the kinds of persons studehta -I

'-. --- , .-.

F_eicpfeted to ,interact. tyitii.dPiing the course of the program, he- --feeling
---. .

,' > .- . .

being th,o.fith'esal.oi.optiii:or b.. o foon. .-expectation, and ekerienee on' this ,measure
, A

t

t:1 A
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\
might be related to. various outcomes

\
Students were thus asked to rate

- -' / -' -

several categories of actors in ter1ns\of how much contact they expected to
J /have with each The mean score or thee sca1ë (l=e3ctreme].y 1ittle con-

/
tact, 7=more than enough contact) are presented in,flable 141

íajTkBLE
INTERACTIONAL CONTACT--.STUDENT E)TEATIONS ;

/.

tean Score (N16)
*

. Patients 53

Basic Science Faculty 5 2
JFull-time clinical aciiy 14 3

Practicing physicians 5 l

-. '-
Adxninitratôrs of' the medical school 5 )

Medica1speciaJ.ists 4 6

Friends outside of schoo]. 1

/
* D- '-''t

Members of our family 3 14

f
, It appears on the basis of these results that stuents generally

expected to have adeqiate amounts of contact with everyone except members
-- --.- :

of theifàiilies.
- S -

On the whole, then, it can be concluded that 1here i nothing
-

about the genera]. expectations o this group of students 'regarding their

mediaJ. school experience h1ch was unexpected or oit of the ordinary

was thdiéáted ear2-ièr; inadditioii to the général expectat1cns

that the students effort was mad to dteine their expectations

: j about -. specific behaviors that they might engage in during the

program The were flrs.t askd how likely they thoughtit was tha

they would enag n a spec1ed set f'rO1eoehaiors and then were asked/

I
toindidaté hodesirable It-was thatthéy-eñgagein thés.e behaviàrs-'-

independent of how likely It was Each estimation was made on a seven-point
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£

112

- sca].e. In able .12 he rnean. scores for each role behavior for-both the

0

]..kelihood nd desirability criteria are presented along with a di.ffrence
i

betweenthe theansscoie , ,
p

.
S

-.

TABLE 42

BEGINNING DOCTOR'S ROLE :E)ECThTIONS

1 . '. S1b .
- Mañ

Role Be'iavior Desirability Likelihood Difference

I
1 Attend clases 5 7 7 3. 0

I .2. Talk about
'-- -2.1-rotherBDs -, .. -

- .; .".'
-

3 Help fellow BDs1 with academic'\ro1ems
-/

2.l
-.---

2 2
a

- 1

II

1 Listen to complaints ot fello BDs .9 2 o 9

5 Read texts and journa.ls riot a parts 1'

'forms]. 2 6 0any ass ignienV

3
6 Attend meetings, seminars, côlloquia\\ 3 1 2 3. 3

7. Aàk nurses èzid ecI ic'iáñs:ab&at -medical
tract-ices 20 2 3 - 3

8 Study t6 p&ss National oards
C

3 7 2 1 t
-- *

16
9 Manage the social relationships between

3 5 - 8doctors and patients

10 Crain for exams 6- '5 3

I- U Do physical exams 2 3 214 - 1

12 Take histories 2 2 2 0 '2

13 Diagnose patient's medca]. prob.ems 2. 9- 1 5 1.6
I 114 Askrother,BDs uestionSaboutac'adernic

and clinical prob1eni
-

1 15 S,ek out faculty for nd3.v1dt81ized help
-,

2 14 2

'

1ithèbaidniedica1scjénces..
V

i6 Study basic
2 8 3 2 -_t-deve1rspeci1. ntrest

- - - 0

17 Study those areas of a basc science
3O 3 3 ' 3-n which Ldevelop a spçcia3. anterest -

- 0 -

IS_

-.

*_

Scores: -'
0

Ye]Y- .l) 'Vnthe]
'1

'T
deIlIil
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\

are 'Seven items with large discrepancies ibetwetl. likelihoOd
. .

. . .- '
, . . s., -.. .

- ,- and desirability tudents thought it -would be more, likely (differencel 6)-
- .'... ,. o

:4-
-than- -deSirable2tio_stUdy-- -for -the' National Board exams.. They thought 'it would, -

7 I
4

A,be More desirable, than likely that they would be allowed to diagnoae, patient's
. .

medical ,problept. difference); BD's thought it woUlri, be-more
L.

than desirable that 'they would have to ,atte nd, meetings., seminars, and.' 64.16.7,
.

., _
,p s

414 EC '",:t1fise'rence),arind alto more lIkely than desirable -Ebat they would. .
,

Eitceild?cl..asses -(1. 0, (34ffer:e:nce). Students expedted:that It Vould"be
?,

-
- s"

-More likely than desirable -10 to complaints of fellow, ,13p_ (e.,0 dfer ,
i`

At.
. .+. Z.-.' # '. e '', . '- . ' .ence)-,.;more- likely than des, irable;that they would have to Cram-_Xor'ekams -.:--

, , , - .
.

- . , r .- .
.

(p*. difference) and thought: V; Wolild_be desitgio.e,..1:-.1# less 111 1.y,that
. .

-

"'

they Would manage he social relationthipabeti?6k,40,-ct-o.t Etricl. patient (48' -
rY,.

differena&L k

34 ,

These differences in expectations between what they felt was' likely
_.- , =c-----

,

-arid -what they ...celt__Were 'deirable -role behaviors provides infOrmation, on `', _-! ;..- ."-_'-',.._ -','

. _ - .-. ,,,,:-.--, ___---- . , 4 -1
I

. Where potential sources _Of dittatisfaction,within the;pragritirg 14_..." -StAdentS %
_-- , -e- . ,

exPectedtk'haVe- to_Pstudy and Cial/1--lip'..0,#18.11:-'hOt-clesire,d- a:nd-eipected-to,'`..

lave to -spend tithe' in-4'6.461 learning settings :More- than their. detireid-. 911
-. .

the Other''hand, they didn't feel that they .wbulil -be erigagingrit rule beha
, , . . ... / .1 i ---

.

-vicirs of "cicietoi", as -thuch as they desired._ In Wier, words, their exiecia;
, _, . . ., . , ,

_ 1
1 - , 4 , tion discrepancies suggest that the Were,anticipating a rather trailitional. =...

.

. . . . .
..-.

. #

_

-
:

_ 4 !____

PrOgrati in Which'itheir--watad be calleci-upph to blay, the, roie*.Of student -al;I
.- -I- - b- 4 t A I

t 9

though- .61;i 0 ,Y::' -W Oa a 'Pe' rl il' i 6 prefer -to Play the ;rOle of d'octor-_-;at leatt to ,a-
0 . _.

. . , ..:
certain extent .. / , . i it It

t - - 9 - t 9 -

* r
e.

- .- .
Examining,the relative ranking of the Yore` e--peOtationa-or- -the , .

. ,_ ,, : 1, ---- --..,

likelihood odiMenS ion ,_ tWo_clutters of role behaviors ' appear to; be de fine 4-
.._ .

$
1 >

, ...___.

ia A

Ci as Most l
,

ikely: First,, they- -anticipate ar.great deal of Contact with thelr_._. _

'

,
- . - 4

. I- .--
-4. ,, 7 '.:. ._-- . -.at t -1 .

% . _ - . !
0 0 '' -t- . ,

:.
- ) ' . 4 ' _ -A k _ ,

- _ _ _
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ti

r

fehoyi :stidentS (112, 3,, Ilk) and .second;, they anticipate- -engaging in .a_ number
= =

= I _

of-the routine rrole behaviors_ that, characterize, the-earlY..t4ihing
-

PhySieitui UT, 11; 12)

Thus, bOth in, terms .e6eCtat Iona abont Mediae]: Chadi in.general.
,

and expectations about speaific rolebehaviOrS -thy-mi.irht -engage 'in';, these
-

"students eivee.texi. to -deviate very little-trom"iihat Might be.expeete&fOr
,inedi cal; students- in -clieeusie4-1h- the seat ion, on. actual-

1

k ,

.. . -,,,---§tiicieht .ioie beliitiii.Or oneio 6_,49xplantitiOns for this-set Of findings i.'S
-, "' 1: -. ."- . : ,,

. < . ,

the fact that -the -StUctent --who,'Wete chosen for the-:Prograirhad--,,VerY little
.. :-.. . . -

6

1:40;-t11-Pr9-gT-P.411'.F-4r. that it was 'it*r.iclCI -t6- .1).P.. ., .. . -

8:

'Thiat there is -rio reason to- expeet. that they would hate ekpe

tations prior tocbMing-_,tO the $0hOol-WhiCh..y04114, in oy way atypical

addition to asking 'StlideritS abolit -spedific role, behaviors that
, ,, . , - ....__

:they.theinielVeS ght engage 'iric_ they 'were- aSked,t-O.-_ indicate_ the likelihood.
-...-

--- -,_., ,. .., .
,and desirability -oft ,a 'Set of rOle :behaviors that their_. ,bbysiaian _Advisors :bight

: - --..- .' : ' '_;_- : '', : '1_ I ,_--. < ;;I'a ':- .-. ' ,.._ 7

.eingege, 14. =Their .expectationsat 101i§:tftioiut, these ,b;haViOrs were .conSidered-.to be ei-i
,

:

"trealelY important in view- Of-ttie fact- that- --the..StudentladViSor .retationshIp. was

to be a central' part of-the program. It Was _.,±elt tfiat e...:aritical aspect, of _

,, .. .

StUderit.:adjustMent to the innovative nature of the SchOol--,@"d: thus e:toesi.bie
.. . -

iriklUeliae-On: the ieVelr of -performance achieved was the_ 'nature. of the 'inter-_-influence
,... ,

- .. , ,
, . _act betWeen student_ and MDA. The Student--'s pre=prograt. feelings about thip.., .- --,..- - - ..... . ? ,..

was therefore _important t'a,:-dOeuMent .
.

AS Was, the -case, With-..their expectations abOnt the.ii:oWh.-r91,0:, stu=-
-

"dents were first asked to ihcii:Oite the likelihood' that their- MDA.1-s_ould._ _engage;--,
. , c --..-,i,in a specific set, of role, behaviorS on a -seven POint Saaie-and. then- -.asked to

.. .

ind2cate the desirability that they_ engage in-2these behaviors, again on -a_-seven
.

int. _dc.,410. Table 43 -On- the r.crY:t. e resent§ -th e mean- scores: _on both criteriag

for all items and'the difference, between these means.
<
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TABLE13

J1 -' 11

STUDENT
EXPECTATIONS OF PHYSICIAN ADVISOR BEHAVIORS

Mean Mean
Role Behavior Desii'ability Llkelihoéd Difference

-1 Give on ersona1 niatter 1 5 1 9

Pro'11e encouragement 3 0 3 2 2.

3 Oversee my stuciy habits 1 1 14 5 14

1 Be a fIiênd 3 0 3 2_ 2
-

5 Demonstrate the ê'nce of basic 2 9 2 9 oedica1 sience
6 !e+t me to work-closely 4jh him

3 8on patients
4

7- Influence my aproach to treatment
of patients // 3 5 3 2 -3

8 Instill scandards Of m&ica1 practice 3 1 3 5 14

9 e wflhin to spend. a great dea1 ó'
3 7 It1mevith me

10 Permit me to obsere hi in practice 3 1 1 0

U Understand what I, a a BD, need to
- 3 1 1 1.0Ithow

12 Be are of tki'e latest developméhts
Inmed.ical technology 3 3. 3 7 6

13 Neet e on a ocia.]. basis 3 8 I& 2 14

114 i'ernat me to work with patients
6 0 14 9without his direct supervision

15 rovide information on what knowledge
in baicmédica1 sãien.ê ii required 29 2 7 - 2
to function ffectively as a physician

r 16 Be receptie to new ideas about
medical ràctice - 1

17 Invite me to his home 3 8 3 5

l Permtt me to define inyown progiam 3 3:3 2 8 3

Scores

Very likely = (I-) Very unlikely = (7)

Highly desirable (1) Highly undesirable = (7)

IL

/
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In contrast to their expectations

.d6040-fre..ati4 affective orientat!iOnS: toward:

about t heir 1,01404i Students;' .

expected' role 'behaviors of
.

physicians Advisors- were _daS_Onahly= congruent: -On only three items was
. ' . ;. . ,

_; , _. _.
7 there--a differenee, `Of. 4:=6.-.01-,.'itoo, -14-1.t.01§,thoi-e, Were, ,S even',-caSea: in which. .

__ ...

. .. .- . .
.-, , . .

_,, - . ?..._
; -4., d.1: f f e i. e n d e_ .c5 !- t ii i § *41.1 it 44e -appeared regarding_ ,01-0.14. lekpeetationS, of their, '... -

_ ..
own -rolea,' The students ,e,,gr_ d tP .felt that it desirably nut

.,
sly:- 1nlikely =that _thei;Wonld--:156, permitted ,t

the--direet =supervision: -of their that; .1:t was desirable

-but. .Sonie-what-#fillaceiy that -the,:$1*,-.0:,ii-oiii.d. _-Oey as students

-needed to final-1Sr they ,felt desirable, than ,like13't

. that -the s cioS 034 :With- trtieni,.:01-3P ientS
.

Tnrninetc5.,a11 analysis of the fol. Certainty_ on
,

Am.

-,..the.part- of the student .ei:clieetaticYrOi :some interesting__

finding's, appear. :Keeping the -andlytia, ConSistent, With, that performed on- , ;

the -,ConSecinenne *Sees-tie:rits rePort ed-_ earlier- in this .ahapt ,, 1,1564
.:.,_ , _-.,

a

which two or snore- =students replied- that le:Wei:neither :desirable_-nctir :.unde

-airiftbIe or that was neither unlikely was taken to :he an items
. 'T

nrie-ertairity---eXiSteA'a :440.0_ were,, by this definition under-
I

tr.
tain, aboiit the likelihood of th6 engaging in ,eleVen of the seventeen. be=.

-haViOra 'specified-; for -their oWn roles.04 were 1ineertairi.Lahout -the deS,i-rEy-

nine of these' hehaiiiora Regarding the rode of:bility of_ their- e
.

'their -phydician
a, . ' f ,

- 7,-,

visors,_ _theY were =uncertain -About the_IiitelihOdd that. '
..,,

. -their s would-" engage in _eleven of th -hehaViota --specified-and

-Were uncertain 'about the deairability, =of twelve of the eighteen. 'By'.

traatir-there was no nntertainty on -the llkeiihoo,ci Of'.

.three of -thelDeiajdo`rd.*sPe.affie'd for on roles- (although, there'Was

no!-Overla.P, -among -them) and no ,Ancertainty:-on the likelihodd -and the



-

desiIability of three of the hehaViOrS :Specified for the 40- of tia'9 .ph;
Advisors. These -reanita are- summarized in Table `1+4 .The .numbers''

the parentheses CorreSpand tc, the actUal role, behaViOr itexits,

arici:vl+ 3.

:Uncertainty in,

. _>

:No- UCittaintr-
,*die- ,

.

Stui)Errik ROLE-vAtiOrip'

Likelihood- .

;4-,,-5;7r;942-,
44641):

'Role bf;:.Phykei .Advisor
Likelihood

eIn generaithe.-the.- etUdenti:-Werd slightly less ,certain; in th' it
'cognitive- arid'affeatiVa' orientations toward' the'._ritin4s,of. rOle,:boti, p.0;4i they

. . . .
3. .,

;Could expect their ,advisors: to -.,eliiiii,ge in titan. they 'were,' 'abont .thos they 'flight,
,..,.., ..

be .engaging in -,theSselkeS-3 Vhen-. the level Of uncertainty RaSkeismined-At, was

found that ,One: lffipirter. or .-Oore off the .students .Were- uncertain .abort- the'. likeli
,..

Ood-,pf _;SI P401 #0161P- of beh aVi irs, a-peei.7fi'' ed-. for their own -.role and the role --
.

- ., .3.of their
_

.

kbAis.. HoweVer, uncertainty:v*,, ioreArit..- e nte regarding. he desirability
.

.3, .f-rOle' behaviors of their- MDAte _ObiiiPared-,With.-their ,own". ..-,One. q arter xor 'more

,of- =the StlidentS indicated that they Were Uncertain, about the desirability of

Ori,'
.
l S o d) of the rcle1?ehaViO'rS..Spe d if ied for thendelTSS-, while he e were five

of- the, le behavior's of the MbAmS, WhObe desirability' was uncertain
...

These-,.,
,
results' are summarized in 'tlable')45:- The ,numbers. in parentheses

to-the \actnal role 'behavior items- listed in Tables 42 andI .

correspond



1".

A

TABLE 45'

OF -11TOg-ipt-C)01*,01tt :iivsttiDE1044$ -*P$OtAiitt514$,
-

Likelihood `Desirability

ho,i4:15i0;

Role :ofNII)A:

Likelihood; ;Desirability,`"

4 -roi0:1?oitylor-Nia,-0-.,*-iiied'=-0- hirghly uncertain "if one
quarter ,Or-.rnOte "of' the,``StUdents.:-4:iicii,ated-,unhertainitY:.

These = findin'ge "prow de an inte'reStini contrast with vie 04404
siiient§,,of desirability Of-Prberain.,consetiueneek

in this: -Section: 'There -'was ,greet. dea11.:eSS-.:-ain14gUity -re=

ge,:rdirig: the: desirab l ity of the-Set -ot .-phy14.Cian role- behaviors`:, .*P:e- the
jnipOrt'Ot_thiS ..difference is =riot -- entire.4 spPears: that the ,StudentS
goals for the t.±.§-go.,*itv-gorietti.1,10:fe defined -in-. their own minds

4
9, -,,

than .were- their itOaiS-for the adviSo$stuaent relationship,, thui- leaving
:it-6# =deal of latitude for role l,-lii0g-otiAttion.:,beteen -the* 1_1_0 asicirthreii-,'&4-.4.7;, .

--Sais but 6 e, irh at less for the ,program -se ,a whole: - -Other thing 16irg e-qual;
thereto, r-,- S over, time o., ca '-might exp e c t . n. oi e .inOv.e n, en.t o f. t h s

p,

kf .t'

ole ,expects..;
tion'SdaleS dissatisfaction than, on' the- progr*:-. outoonie In

-othei §tudents, appettr :to be approaching the adirisbr!rilStionship ,with
a , ,

a greater degree 761 affedti-ve fleeXibilitS/: than they .weite .apprbaChing the-
pri4r01-, as ti _rhole. -,

..' ' 2.3 "Stilmatz.:
--------- ----------44.

,

To -summarize the students' :gener4.expectatiOnS ShOuti: medical schoolil
"nothing was found to Suggest 'that their .eXpeatationS deviated 'from those of

,,-.-. - , ,
inediCai -stuentt in- general.- l'hay_-expecteA to spend- -a good -deal -of time

c,<



_''the, books and cOnSidered-the,:eCienCeatudy,=related,tkilla to be of Major:
-TimporCanck l'ortUcceta in- -the first. Year-,of .Medieal a-A(56i. The students

\
. ant id-Oat:6d- t hat. learning 4hat-wais,, expecte of`" ,keeping up' ith other

students, and remaining- relaxed, abbUt their Work- would be the,,mbst difficult

aspects of medical 'school._ :,pClidefiteelings were mixed-,.ai56iit the merits of

,.compet -ition in_,-general;. but a sUrpriaingly, stall" :propOrt of theni .,
:medical tehoo1.1?-*O:-_be- competitive.,

In addition to- general exPectationt abOut medical school,", an effort
>. _ -

Was- Inade to-. (let erMine the .students -' ,expectations . about apeci fie r,olk_behaviora
_ .

that they tight 'engage: in, during the program'. The students. were -first asked

how likely they tho4ht it, was that ,theY.-4014d :engage: in- :.sPecified set of

role behaviors-,and then were asked to indicate- how desirable it --was that *hey
4- 0

engage_ in these .behaviors: -There -Were seven it-Ole-With ;large :discrepancies`

between likelihood -and desirability: These;- differences in expectations-,May

rovide inforMation,-e.a..to, where potential sources of diaaatiSfaction

Within, the- program. The ,thtudent. ekPettation .disCrepareiei _SUggeat that they
_

Were`, anticipating a rather traditional progranrin -Which they wbUld-te called
. .

-40n to play the, rolk.of -Student -although they Would perhaps --Prefer to play-
the --t6.1:0 of -doctor.

In addifiOn to daking',atUdenta:abOUt specific .role .beha,Viort tfat,

thay theta ei4es Might engage in, they were `atked o indicat the likelihood

and deStrability of 'a set of role, 'behaviors- that their physician Advisors

might engage In ,c6xitraSt- to their expectations about, their ownroes,

students'' cogn-itiVe and affective- orientations, toward. expected role

Vi6ra_ -of physician Advisors --Were_ reatOnabiY congruent.- On only three of
, .

eighteen, items was there fa noticeable. differeriad-
4- .-



V IjO

4

-dotisidterit4iith the -conSeilUeW.'e.SSese-menta repOrted in ah earl,ier
SedetiON 'any -item! or more stuzrits--,ielgek that it wi4.5-:

i
i, -./

:- .4_ ... . , , . ° , .
, . .---neither desirable-. nor undeei.rable--.or that- it -WO- neither'.` -nor- unt... . . . 1,-, ,

ii:XeXy was taken, to:- began .iteny.abOUt -whiah .iihoertaihty existed.. ''Veings,iiiia
. :I --

definitiOh,: StUdents were -Certain- in- -iheir-,dognitialle and
i.'affectiiie :OtiehtettOri toward` the KindS-of role, behaviors. that th y could

.

expect their-, adyisor.S.t-o 'eh-gage in than they Were -ahoUt those `that- they
° 4\ might 'he- -'eii$41fitt,r'ifil ihtenS-e:ret-

;garding' thep desirability of rOle behaviors of their -14:15A!i e...t...COipared with
their oti thus ..it.eiiveati_ that the stUdents,' ...goals; for the-pi-6gram in
general were more sharply define in th ir own mindS than Were their goals

.... -.±.0- the advisor - student, reiatioriahl.P,- ti* ida.,:ring 13.,g-re.#_:doi of latitude--., .. .

', - .
for role -negotiatioh '.between. themselves-an d t, he ir-ad i,- d ors but _s dmewhat lest.

for the-*prograin, .

_8od.6-Demographic'ProfileS.

i'hytiaianaciO4eikieraphicofileS,
. ,1.1 IhtroduatiOn .

.PUrPoSe-of .440 section is to provide an -overitqw of the sOciot
.-,- , ,,-__ . .,

,

demographic -Ohai,iletet;iitics soi- th6, !lie clical_ donim:uniti in -which the-hew_°-8chodl
,° , --

is i:Oodteci:- 'Vida overview: may.'134-- useful. as `s, boifit of departure foraeoiSiont
, _

making, regarding the relationship' between- -aomMuhity characteristics , and prograni,

outcomes. tUrbher, it :May,* ina.ofar as it provides -4es fat.=
..

ittatioh on the hate-lifie- 'Pool of Potential manpower

dependent as it develops.

The used the protiiee`'-wete

Iiikkgto,tiricLguest.i9nnaire. '(SOe Af?peigliji,13,.1)_. The

on -which the program is

.

taken frop the phYsician

ahalYses: presented in
ihiS, section 'Orr the total sample of resporidihg.physiCians. =An

s

C
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4

. a

,_.
an alysis of the characteristics of the physicians chosen to participate

,
;, ,

t _., !
the Prb-grani compared to those of'PhySiciene- indUating a willingness to

, , 'a.

,participate but not chosen and those of phySicians, -declining to participate" _

Prederited in: a:tater iseetiOn on physician r91e6,..;
. .... -

-_].:.-,? Anal 's- i -'s' ) .i- .. - / .

-ol" ri-irie characteris ins of the 'PhyaiOiariS...-w0- choslerii :-

. .:

A:, tot
,, --

91

'
...

4

.
1-

za . for analiSie on thelaeis of what were felt to be important influencesuencea.on
.

- i' :..- ., 1, ,

J:he nature of any medical co_mmunity.L. These Iiii.`:C.iatterittice: were:,`c

" '1 to rimbeT.'-of hospital and/or clinic affiliations`
-,t

- ''
2. TfieiMbar.of-,Year.e- in- praati-ce: IOcaliy;.:

. , , . ..,-- :."

.=, . -

3. -"The.''sinniiber of .ineilibei!s)-1-ips, irt-prbfeasional -socia.tie4;cif
ailing --tYpes "(.i..e.,,- local, -state, -regibnal,..-riatiori4;_

ifiternatiOrial). ".'; -- _. . .
. ,

...

The number &f ProfeS§.4neS, jneetirige- =Of
attended during the Paet''ye-ar:.:

5, 7 hé numbeT -of
various , re

"s-buthea.st;*

informal C-OritaCte With-nieglical -cblleaglies-
gronS of the count-it

-SouthWeet,

The niimb'r of sree..i* ;Since iitTd.du'at i:ori from -MediCal 9ahOol.
.

-The extent orintergenerational soCial,
the-'11.dietance-betWeen the _oCeiipati.8#0.1 -status of the
'physician and-the-"physician!e.

Age:
,

9. -7fleaslfririg the -extent to.,
which contacts with c011 feagnee, We-re: Confined- to the

mn e-dia te-- Viciai- r o r

. .''.' ; iI. - ... i - . .
The- pui'PoSe -of the first set- of Analyses °.performed-was -to_ ;deterriririe ,

, -, . / .

patterns of variability that ,existed Within the. local --Community with- respect
. . -

to the nine charadter'isticS. The characteriities, themseiVes were broken doItri--
. . _- _ .

_

. - . _,, ., .,,,.; . .
--.,..__into -a set Of twenty-three discrete variables, the variables were _inter-,

.
Prepared with ihe assistance of Michael A. Counte and Martin J. Mistretta.

-

°

1.
t

..
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122:

correlated, -akict the correlation- matrix- -was faCtor ahalyZed. The winciwil

65 as CoOi4;'het'e,:Of e.11'19.-riahles were -1-40tted;.:ani- the e-6),:utio_ri was Ortho,=.
-

-fkorii4)14- tc, the basis.,
of preiented: in Table 46 tot!' geheral: -overiappkhg te.ator

were :derived:
_ .

4

e
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TABLE- 6

Ii

fITE LOADINGS ON PHYSICIAN RAPHIC PROFILE ACTIONS

Factor I (SeniorityIn the Medical Communi)

ITEM
// FACTOR LOADING

/1

12 (b) tear graduated frori %edica]. school - 93
I /1 H18 age

- //
-----j-_92-

':

years priced locally

/

69

0

-

Factor I-I.Pro.essionaL-'Invoivement in,-Local nd
Natona1 Medicl Affafrs)

[
8 (b-i) attendance at lOcal pro'sonal meetings!

63conventions 1/S__
_ II - - - '.-.-.

--S

- 6. (b) methbérship in intei-ñat1onI .6oF /

1 6 (b membership in national piLofessional socie'tie 56
if.

II. ----' ..-. -

9
(c-i) informal 16

9 (c-3) informalprofessiona1 conjacts--Midest 13
- 2 !J

-

-r -- z11 -. .. ..-
Factor tI (Professional Affiliation with Local

and RegLona1 Medical. Societies)

6 (b-) membership in state/Pröfesi'nal societies 63

6 (b1) memb&shap in 1oca. professional 5sbcietis 62
- - -i- I,

- .. -8 (b-3) attendance atregioial meetings/convetions 5l-

I_
'S -

. -:
6 (b) membership -in regioa1 medical societies 1t1

0

4
0

sôrY(Cosnfo.o]itiiithn)--

,. -'2S -

8 (b-J) atterdance .t natiofial. meetings/ccnvention 58

8 (b-2) ;ttendanc?at state meetingsJconventions 58

8 (b-5) atterdance at international meet.ngs/conventions 5

9 (c-5) informal, professional contacts--far vest 50

2 () likelihood of hospi&l/clinic affiliation -

- - S

22 ça_d) cosmopolitanism scale

- -

-:
- B '. . p

-

/
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_ . 1. ,,,. -
, . . , ,The_ four factors underlying thoSe-characteristics' of the 13hysi-..__

.% ,_ , , , .1
-Cians :which weie.includect in! the, analysis- appear_ tó =be:_ _ -_ _ . _

--0 - ,

-.1. Seniority in,-,the tedidal community.itY.

2-. Professional iiivolvethent in loca. atnd oal affairs

SQcieties.,3: Professional :affi-iiittj:on -with, local and regional medical

4.
a

a

.

Analysis- of -the, relationships among the -. factors revealed that
.

Fed-EOr I and tit ere s'tron'gly positiveljr rel#ted as were Factors.

While-the retaining relationships -Were negative with the exCeption- of that
I ' '' I

. , _
a ' Oa- .

. t . t---betWeeni Factors I and all, Which. was 'positive _tilt. weak. --Reexamination of- the_..,_

VariableS).4cup-neavily.:On'-each- fadtor_SUggests that-, with: respect for the

characteristics included- in the analYsia..patterried :Variability in the Ioaal-
t a. '',

inediatil -Conitnixiity .fir which the nevS,Ohboi -i:ras located oCaitreti around -a ,general,
--i

difference- in- orientation toward, iniroliteihent -anti--.Affili4ion., this : difference

n* orientation- afrodata to toe _related- to the L".ed,sMoPOifittui" vs., "local`' Jiistinc-n--

tiOn which' figure so-proininentiY in- the sociological lit erp.tiire..ort :occupations

(e:g. Merton,, 1957; Gouldher; 105 I;ifeat herington ,191i ) Withk imPortant,
ei:oention. Included, in the 'cosmopolitan" orientation is a- high degree of

_involvethent in local medical ,affairs.. exception ,important

tions for the.new-,;program, for it suggeStp that the inore-CoetN?olitan physician-a,

would, not ,ne-oesSarily":be- likely to "define involvement in the .Prograt as unimpor

t. the data suggest that they might well be -- expected- become

heaviljr involved.

PurSuing, the- analygis ,of the .soolot,,d.ethogravirid chtiracteriSt4ct of.
-differenOes betvteey general bractitibnera

-1- _ . , .-
-, -and,_ specialists were examined. Since the -new -,_pref;rat- was relying on the

7 , .
.

inputs of-both- groUpsi it *as: felt that was important to bplore the-extent

.



reo-4rhich the nature of theSe inpUts might 'be aSsuMed,-"-tO be ho,MOgeneou.T.
. t .

* . . .

. .

hile there is no reason to asaume a priori, that variability iri ,soCio-.
,

--.. I. .
. , i ' -'demOgraphiq characteristiet is causally related to: ":,quality', of program

125

.
partioitation,, it .might -prove useful from an adtiniStrat point: of view

to'be aware -ofi'Whera differences were most apparent', for the."-_purrose-,Of

_Summary

program-dejeldpMent.

A one-way -anaiysii-of ;aril:ince Was- computed; for each of t,he

twenty -three Variables included 'in the factor. analysis to, aeteiti.tie, :

'Of variability between the tVo..;roups. On the of tnes'e analyses it
\ ' Zs

.

-. v
. a .

T
1 .

,_ ,
i"

if as fotind that general practitioners were members of significantly fewer .... ... .
,.

._local and-iriternational .professional -SOcietieS,_ that they -attended -signifi-
.-

. . -. . ,-
, ...

.dantlY ,mcielonal _pi=eiteSsional,SoCiety meetings but significantly fewer
-.e. t. .-

_,'regional 'arid national Aneetihgd- and that theii'Ti.ofeiOnEil. -Contacts were
. ; .

I T J.( . ..

signl.ficantly narrower lii_zeOgraphinal .sdone than those bf, -4107 ipecia.l.iptsl.
_ e- _ , ,.s '

Ihegerieral Draatitioners,.,tharefore-,-appear, to lie more highly involyed inI

. ,. ---. . -, ..._
. , . -,

. .

._, -0' '-... ._ --`
the-1.:obel medical community than the sueCialiStsi but -do not aPilear to difter-.. ,

4 r',signifiCently- ip_4-44er ways the variables- aorisiderecl- reSillts

'-siiggeSt\no -nee or any'=fOrmal Afferentiation roles within the pi-bp-am_
.

on the baS1.4 of the- tgyPe praatice the phYdiCien is tigedin.
.

A,,`Variety,of socio- demographic thatacteristica-of physiciana in
- : ,;, the iediCal community "in- whiah the new ,School is .located -Vaa'antily-zed:. in_..-

!
, 1 't O. s

order,tO'pkovide an ;overview of the pool of toteritial manpower from _Which

the program doul -d,,drall. In order to examine, atterris of variability Withini , : . ..- ..
V_

_ _

_-the cdnirknitYytwentp-three, variables representi4-a variety of

detiqgranhie aha:raclei-istica Were intercorreiated itnti.-tactor analyzed..: An__. - ...--_ _ ., _ _ ... _... . . ,,.-i' . - ,. -4,
. . ... -4 ..

os,; ' %tiittiogonki .rotatiOrk of -the- principal axis solution yielded tour_ genera/ t, J. ., ..'` 1.. , - . - -
e

! .



e

.
overlapping factors. 'which, on the basis of their interrelationships, apPeared

.

12§

to be analogous to the i'local vs. cosmopolitan" distinction folpd in other-
, '..- . . :'4- -

.-
. ,-,research. The thore ."cosmopolitan",1ilysiCians-,, howeVer, 'also.- tended to be

", t - , . . . , ...;
. I

D.' . S , .

- highly. active- iril; local tediCal .afftfirS:in; 'c:ontieei.St ..to what has -been .fOupd, in.
. _ . ..

el.

.6ther:i-esearch. This finding was ititerpreted as indicating. that theae thysi-, , .
clan's -- would not necessarily -'eichelipartreipatiosn: in the new program.

A O'nez-Vay aila.1:-/Sis Of 'Variance was 'also -ComPuted.for each -4' the_ ,--

twenty- three variables included, in the factor aualysis hi order t8 determine
. _ , - i .. 7

.... . r
Similarities: and differences 'among general practitioners -lindibecialiit,S. .

. O .. :,_ . .

While the general_ :practitioners tendedtb be more active in local affairs;
.

=and. the, sPecikaliats more active- in- ektra-;-lottil affairs,; there _appeared- to
..- .._..- .-.: .

be no- .reason to infer on, the of the 'variables` indlUded intlie- analysis ,,-... . , _. _, . .
_ . _ -. . ;-,-----, ' i ,

that 'any- 'SOIt of 1-6-1e-,-differentiation 'Within the PrograM ona_. the basis: of-type. .

-',
- '..,. .... .-

.i.N., . . . _.-., .-of -practice wati Called- for.' -- ,
, . a ,

k

:Studbrit::So'c c
.

2, 'Introduction.'

,Tc/O. d..t'Yerent. S6urneS, '6f data were; used --to :bald. -doc16-demographid
,

profiles of the firsttyear -.§tudents iii -the program. Tir§t,-,-de-§crit.tilie .i.ri:::.,. t- , -..--
_ , 1 ,, , _

:'format'ion was _made available hy the-Medical a chool.whi ch -permitted._ _._, .-.... :. -r,I ,

proti- l e- of. the _six t een -_- t_ f d- e n t to be built. While it WoUld. have' b e6n de-
_

: :.... :sizable to bUild. ;COthp_ariable- Profiles -tor ,the -Chiba& 4tudenta in_ o.:r:der t,6
- . , .

,.
_ ..., :-:. - ,.. _ .'determine -q.inilarizaes -and differenceS between. the "two _groups; the necessary

. 0 . ; . + ..4..t. .. . _. ., ....
. ,, data were ;not available atthe time. of this writing. .... - .--- .-. . . ... 0 ''.-.. . ,

.

second, a ntimber of 'aueStiOns from the _ student backgr6und 'clueStiOn-
,., -. .. . . . . -,

naireq see- Appendix ti.5").administered to ,,both the Urbana, 'arid' the Chicago. Chicago
. -..

-studentA_ was-examined in order orethe extent ofthoth6geneity between -
,

the two groups. _ TheSe 'qes "DUtions tcr:rided_ari admittedly/' crude basis for
.

, . .
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I

._ 4 .
S

corparison, but beeause data were lacking, it .s felt that ti\:I1er*I
contarison would be useful.

-
1- Th 'should be- noted- that in the conàrative analysis -of the two.

grousof students rported in this section d the one that follows, taer
is a large difference n sample sizetha in Urbana is'.1,6 while that in

- - ._..._
Chcao is 1014- Becau.e of this difference and because of the oroblem of

egresion toward the Tneart, a Thgree o caution .n the :ntèrett1Qn oi -
4

-
. .

* -.7 *
-

the resu1-t is suggested *

-
_,,o -- -

2 2 Analysis*
1

, The profile othe Urbana stu4ents derivedfrow the records of
the school is)treented in Table 147

TABLE14?
-

-t -

SJDEN BODY CHARACTERISTICS H0OL O BASIC
MEDICAL SCIENCES' URBANA i7l-.72

.

fSex - Marit?1 Status
Male Female Married ' Sin1e

15- 2 --
I

J

Jesidehcy- -Illinois Out of Stat -.
15 1 x 21 7 Range 20-22

-. -.
:Unde aduate Majpr

Chemistry Bio1ov P+ycho19gy Math Ag Sc
I Q t J- .-..

*

Institution Attended
Un2versity o± Illinois Other IUinoi Out of State

9 3
:

Public Private
-14-- -I

-+ I -

,Undergiad.uateGPA (5 0 system)
Ii 14 14

*

x = 53 Range ;L8 - 93
I

'

0 -'
'-.0

b MCAT°SQores
t

Verbal Quantitative General Infornation Scn.ence
x 568 =61L x = 561. - x 579
Bangel25-665 Range 515-135i Range 155-665 Range 535-65

-'

1

----, J2
* *

- -- a '4* Pr'epared with t1e assistance of argart McKinley S

-- ., ,cQ

C
¶

S
a

+----.-. --- ;_ - __1_ __-
-----------
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Tiu7ning to- a: comPitrisOnAbetWeen the Urbana and Chicago daitients,

a variety of queStions -concerning, their baCkgro-unds _WAS .examined. Firet-,
,

etlicier. were- ifttked the age at 'which they definitely decided- to study.
,

eine. ResnOnSe- to this "question -are treSented inTable 48:

*LE 148

AGE AT WitiCli Skt.tDENT Diticsi,:kaTEL'y it'citEp -TO STUDY MEDICINE

-.Age. -.:-.
.

;Before,- the .age 'o-f--.1-.4.
A.--i-1,,or l',5- T ,,, .. _ ,
Ati-e-§,A6- -(57/,'.77'
44-48- -ii:i0.

"si4co :Age-s?os.

1-rbbite.
;,;rnhinber r %

: (-070)_
(646)

.:( 68:75-)-
.

ciieago-
nuniter

(-7.69 )
1. .(643)-

49'. 1,47( .12'
'28 (26;92)

TheSe data SuIge-st that a ;greater proportion ..Of the: Chlicaga stu-. ,
,dents -definitely decided to study.' medicine tince:age- 20, but that

Proportions of bath groups made the deciSiori since; age i84,

Wh.re the cla-terate too annbersome to 'present in tabular
it was found that the Urbana. students reported' reqei-vine somewhat stronger,

form here, .

, . . .,Support fdr their decisions to become a doctor_ -from both their-mothers and_ . ...,._
.,. - ..,,, ._, - . _

-their fathers. theri-clid- the- Chicag6 stpdents. they reported, receiVing simi'.,

lar amounts of SupPo.rt, holrever, frOm ..hZ.r_ spouses, thir brothers.and-
_,

-t sitters, and other, lati-Ves.

Studerits were 'asked to -think abort the type of
, .

professional
activity to whiqh hey felt they would prefer to, give most of their working

'time once-they had completed their formal education. Their res-oonseS to
. .

. this question are ,presentedin, Table 49.

Mb

'0

s.

n.

.
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4.

a

s
no -student in either school indicated that research was a preferred 1rOfes-

" TABLE 149 ......mavvv...vvivvwvvvvvv.......vvvvvvvvvvvvvvvvv.

STUDENT .PROFESSIONAL-ACTiVITY PREFERENCES
s .

- s
a ,Urbana' (n=15) Ohicago ..;99),

number %. number,... , - , t
General Practise 8 ( . 33). 44. (44.-44)

Specialty Practice 6 66:06) ..14... (149.50
. .

;

,Teaching Some Medical O' ( 0/0 ) °

Rethearcb. 0 -( 0.0 )
Specielty 2

0

Other: : 1 ( 6..,'61)' 4( :04)

The Urbino. 'stUderita'..expressed a sotheiaitat _ gree.ter-.Preference-ffii:

General PraCtiee- compared to 'Specialty -Prattiaei.,*while the ehicago..st_iidents
.

. s- ,,
expressed a slight -preference in the opposite direction. G. .-en -that one of----- .. -

the objectivet.of the U11..bane. 14-00Eli. is to-createan thil:ritonment-ih whiCh
. .

).:Students will seriously consider General Practice, as a career, it will be.
. :-- -- . , ... _ .inportazit 'to monitor the career' 'choice of students in the two schools- to---,.

-a

See wh4der a greater probortion of: the 'Utbaha studentS actually choose: this... .

activity*for their care-el-S. Of -consid.erable interest :also the fact that

.sional activity. Again, will be important to. monitor actual career choices:

to .determine differential eftedts on .student Predispositions to enter research.
given. that there was no interest indicated' at Point of entry into medleal

_school.'

9

When the students were asked to consider - apart from their prefer.;

ences - the kind of Professional Activity they erected to give most of their

working time to, there was-an interesting shit in the-respOnses of the

Chicago students.' These res"ponseS are presented in Table 50.



TABLE 50

130

PROFESSICINAL4CTOITY-EXPECTATIO.NS..;._,.,, ,,_

Generai _Practice.

Practice-SpeCialty

Teaching sond,-.Medical_

Speci'al'ty

eiearch

Other

.

Urbana (n=10,

0 i
,

(6o.001)

-5 : (33.33);

( 0,;())

( cjo ).
( 6.61)

number

9

0.

ti

Comparing the -data. in Tables 49,4tnd 50, there ,a greater ',di S Cre-4

Chicago- (n=96)

number

452.08).

. 37 (38.54).

-3- .3;131

Jr.

'.5 (.5.21)_

_r:
,pancy betve4d the jtheferences'and expectations `of the t-Ilicago students, ±egar&

. , , .

. , . .
_

, , .

, ing' General, versus Specialty practice than there is for the Urbana. Students.
;,

.
.

, -

t4

Based on expectations 'Alone, there is ressentially no-difference between the
.

two groubs. This finding underldnes the importance of monitoring - the medi=

.c .- _ -

al school experience ,and career chOiceS of the two groups over time, parti-p-
,f ." . .

.
I

.

......

-c ul ar 1 y given current
,
exhortafiOns about the need to enhanee the attractive-

=
. .

1
..

,nes§ of dendfa1 Practice in the eyes of. medical ,students in .order to meet

some of the current problems in health care delivery facing the health care

system.

-
,_Students were a:sked.what kind of setting they envisioned practic-

- ing in. '14431_,:o19.Mately onethird of reach group indicated that they planned

took Out of a private office and have a hospital affiliation, awl another

third planned to be working in-a small group, clinic- Of the remaining stli-

dents, approximately twelve per cent of each group envisioned forking in

large private clinic or hospital, while the balance,' or twenty per cent,

Saw themseiVes in othdr klhdA of seftingi. interestingly, no student saw

a

himself in either a medic'sl school or in a private office with,no hospital

4

(.



cc.,-...z"--1

0

affiliatio
.

It appears, then, that the tW

-,alms k.tht.10.ALPC-iq5nh

ation .had'been[-CoMpleted.iortaI edu

Ie

grotp Werq highly similar in -

'9

'Would be working in after their
0

131

they :eXpe
,.

differetfce

erewas some difference, etween. the two. groups' regarding. what
.

ed to be earning IQ y ars after medic achool;- hoW:e.,ver, these

their expectatiolis about- earnings at the

peaks oft

'Table= r51

iediened 'regardi.n

eir careers. Th data On "the4e two queatioris are. presented 14.

Mk14E'51:,

Su.V4I1.-EAIANING:;EXPE ATIONS

n- After Medical hoo 1
U bdia 1/.1=16 .Chicago '(n=93)

niinber. /0,arnings-

$25,600

7:$25,00/0

9. .(56.25) '(36:86)

7., (0+3 :75) 52' (63.26)

At The. :1DeEilc'.._Of Catteer.
-Urbana "n-_=16) Chicago- (n =93)
number -; % ,number ,%

5 '(1.25) 18 (19.15

ii ,(68.15) .754 (80.85).

°ye the earnings expectations, o the Chicago studenta-were
/. . -

- higher than those of the Urbana students. This. difference was greater-With

respect to what they- expected -Co be earning ten years after .medical school/,..
than at the peak of their careers.

Since the costs of Medical education are rapidly increasing, another .

characteristic of the student groUps"of importElr.ce was the difficulty they re-

ported "in financing. their schooling. Data on t
. .

Table 52.,

o

' ...-.

is issue are presented' in
---



TABLE 52
0,

AMAT'OrbIFFICUZVP-IN FINANCING MthICALCpUCATION

ffiCuity

Slight

Moderate

G4-eat

-tibeinit"-(n1.61-

Auhber %

3 48.75).

6 (37.5o)

(43.75)

Chic ago(n=99=)----

number

104.

18

36

.

(44.49)',

119,1'2)

(36.

a

A smaller prOpcirtion of the- r6 a .stuclents reported. slight diffi=
cultY-- in fiflanding'th'eir althoA01 roughly comparable

. :
piipportions in bbth groups repOrte'd great icUiiY. terms -of_ Sources.

-

of financial Support,. the proportion of students- receiVin half.or more -of

theii support from. scholarships; loans and Parents Was -approximately the:
-

Sable for' both gic5ups; A greater proportion ,of 'Urbana students received)

half or more of their support from employment during he school year, Niaile
! (.

a greater prOportion of the Chicago. students received half-or more of their

slapport =from personal, .savings, semplo Srment during vacations and s,pouSe em-
.

ployment. Overall, parental support was the most significan source, with

slightly More than on - quarter of .the students in each program indicating
. .

T. that it accounted for half or more of the total support they received.
,

2.3. Summary

Although' "hard" data on ,socio-demographic characteristics were

available for the Urbana students only, an 'analysis of a variety of. per-.-

ceptual questions suggested that-the similarities '.between the students in
.%

the ChiCago and_Urbana prOgrams were more striking than the differences.
-

. While the Urbana students as, a group tended to prefer 'General Practice over

Specialty Practice, in contrast to the Chicago students, the 'd,lectations
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-of the two' groups regarding- the type of practice they Would engage in were
.

-similar. And while the Chicago students` expected to'-be earninimore money
*1-,---

,after' they had 'been out of schoOf_ ten years than the Urbana students, the-
oNSIA...11*,04.0.,..cen,Wo."0/40,.,...`,00,V.,,,,, ..,,,,,,1-'..,,,,,,..

I.

yearnings expectations of both_ gioups -at W
0. s.,. mi..

-2
.,,

.
lax.. There .were few other differences between the gr,oups, -and, the conclusion'... --k

e. drit.Wii, based on they data available-is- that, .by andliarge,, the initial condi--. k... .., 4
S '.. ,

t jOrA -fo i the two programs with regard to the background or the.entering
i ;.... . ,- ,

students were quite

3. , -Pre=Prograe-Prcife§sional-Soditiliiation Among--$tudents*

3 Y1

.

ffit
,

One' possible sourae of -variability_ among -students entering the

new progrO was the extent to whicil -they 'had already adopted the attitudes,

beliefs and florins, characteristic of-the medical profession itself. One.

'assumption underlying socialization theory is that the process itsel,has

behavioral consequences. At least -three kirids of question,s are therefore

'important:,

1. To what extent Where the Chicago and Urbana programs,.

confronted with groups of students with similar levels

of pre-program professional socialization?

To what extent is variability. in ,pre-program' profes-

sional socialization among Urbana students related to

different ial performance?

3. What are the influences of.the program itself on -the

socialization of .the students into the medical profession?

While all three questions are interesting, the analysis in this section will

be limited to the first.

Prepared with the assistance of Michael A. Counte, Martin' J. Mistretta
and Richard 0. Dickinson -. .
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3.2 -Analyiii.

r` -1-34

The data for the analyset, were taken frOntthe student backgrothd
..... - ..) .

q Buestionnaire- (see Appendix .. 5),: A number of variables_ (as chosen for
7 . ..; . - ' .

=Tanalysis-onAhe-basis....of..eXaMinati,on.;,df'Lifh......he-..theoreticel construct

suggested -as being reletrent.- Included-in the _analyses. were the foliowing:
,:- -, ...
1. ..Wherivehe student first hought,' of 'becoming a doctor,. (The.--

-.... . , , .. .
. -earlier An his life; 'the 'greater the extent, of pre-progrein

,,, nrofessional.. sOcial.-itation.T ,
,

3.

The age .at which the student definitely .deeideitor.study:

(The =earlier: in theAzgreater ,extent .of" pre-

prograth .prOfessional Socialization )..

The importance of others in the decision to -study Medicine.

, "(The 'greater the dlierall innOurit of ext ernal influence, the

greater the, extent of pre-program profedsional )-..
. The amount of :Social SUPporV the student was 'Currently re-

ceiving from' relatives regarding the decision. to become a

doctor. "(The greaterthe overall amount of social support

5.

from" relatives, the fewer the problenis in adtipting to the

demandd of medi cal: school. )-

The amount of cormnittrnent on the part of the student -to

mediCine as a career.' (The greater the amount of committment ,,

the greater the extent of pre - program- professional committient .1
i--\ , - .

, .
6., The 'amount of doubt expressed by.the st udent about the decision

to become' a doctor. .(The greater the amount, 'of doubt, the

lower, the -extent of pre-program profeisional socialization. )

7. , The point in time at which the student expects to think of
- .

him or herself as a doctor. (The earlier the point in, time,

O
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TOLE.

ITEM .LOADINGS ON STUDENT .PRE- PROFESSIONAL SOCIALIZATION FACTORS

Factor'I (Potential Patient Problems)

ITEM, - .
. FACTOR LOADING

,_ i , . -",

- ... ...,_,,... ..._,____,.,.......,,72/.81-....-19 'Ca-6)- patient 'emergency.. .. ..wa ,. ...... ,..,..-ovvVio /..,,,,,s, .. " .,,,,,,, ,,,

Y19 (e- 10): patient- mediCation/dosage. ,
_. 89

19 Jar9),-Pat1ent-difficulto diagpadi§ .,76
1 -0.3.41 cicictorS as _patients' ..75

19f(a-711-1-unbelieving patients ,.74
-3.9 -(6.-1) patient ,,emtionitl;:biitburtS

,,..
;68 ,

j.9 (-8.4) -Patient testine_Probiams ' ,67
19 (a= 5))' serious _and- irremediable 'patients illness
19 --(e.4)--CbndUetirig 'a 4,eniPunature.

Painful: procedure on a . :60-

19 (8.--=2) preVeriting ,patient embarrasamerit -during a
pelvic opezittion.; 6 58

I
Factor II 4'(Infitietice"_Of. Medical and

Educational PerSonriel )-, - -. "

3 (a-7) importance 'of medica?: students known :- .72
3 (a -5) importance Of physicians known .70..1 (8?-6) importance'of_physdians heard or read about .67
3 (a-8) importance Of VhdergradUate teacher .54

/-

Factor III (Influence of Family and
'ton-Medicai Friends)-

3 '(13.-,2) importance of father .87
3. (a-1) iMportance,of mother ' .83;
3 (84-4) importance of-friend§ not in medicine .44

Factor IV (Present Amount, of *Social Support--
Family/Relatives

4 (e) social support-,-other relatives .78
(d) social Supportbrother or sister .73

4 (b) social supportfather 58
4 (a) social support--mother .50
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These' results :are quite- suggestive. 'Oast iimportaht,, _since the'.

-variables chosen on'the 'basis of their theoretiCally deduced, relationship
-

to an underlying-dimension of pre-program professional sociaiization ado not.

-load- on 'a- single factor, the -concept -appears to be ikulti,-multi in
-nature. 'While the_ choice of .differeritVariableS could-conceivably

resulted 'in 'the' emeiteffee-cif"aT'Single-factor;'the-abircept.-i-as.-operationally---
.defined here, is multi-dinienSidnal.

-

Second, en orthe simple= fa,ctor :Structure Suggests-

that t ophe _dimensions of the= Co cept .as erationally- defined here are:

1 ;,Tlie-aMoptit of confiderice- the- Student has ,prior

school inrel'atioh_ to his or- her' ability to _deaf-14'1:th= a

variety .of-medical-problems-.

°The amount of influence exercised by inetbers of the medical
.

profession -on the student's deciSion -to-.become 'a doctor.
4

?

. The amour-it of it exercised by members the student 's.

family -exld,others not involved in the profession on the

'decision to become a doctor..

\ .-. 4. The 8.11)01,11A '9 f social support 'being received by the student--.. -.., .
E\ . froiir family-Members.

1

/-

Factors three .and ,four are positively related, indicating the\
.

ss, importance' of the family, and even friends not in medicine, as sources of
.. N ..\ beth influence regarding the student's initial dedision to definitely. ..

. upon. his .entry into medical school.
N

.Interestingly, these sources. were not related to either Factor II
(irifluence of medicel personnel) or Factor I (perceived confidence per-

.

taming to potential problems posed by joatients).

0
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Chicago students'-fe

earlier, a one-way, an

nine

c
. ,

s.

re the similarities and difference among the-Urba:na and

1

rdthk each of the eight categories of variables described

138.

variables used

ysis of variance was compixte4 Tor each, of the twenty-

;

faetor *analyeis It was 4found that the Urbana, '

students had significantly

,confi ence about their 'ability- to

. ,,

who

about ,medicine asa

has an emotional ;outburst f some kind;_,to deal with

\*.

career choice,I

deal with a patient

a: doctor as -one of

,thr pat lents,_ to decide".on-0p priate :medication and &O\ sage, -and 'to handles

,

a-patient who refuses to accept wha they tell htm Inothrwords,1there

ere few--diffeYenCes, between- -the two roliPs in _general, _but where clifferenties

'were: found, the Chicago students Were ore highly, Socialized into the ProfeS-

aion prior to thf-dar,eers as- MediCaI attidenta-.r
Given the. results of *the ,faatol analysis presentedearliei-, it

-_

is likely that the Chicago .students .scOred high on Factor f, Whereashe
.4, _

f C. r

,Urbana studenteicored .high on Factors arid.IV. -is;the caSe;

,then it can be argued that the multidimensionality of the pre-program profes-

, N,

Sional socialization concept helped to. discriminate between the two groups./
Thisanaiysis, therefore,-has important implieation fó± theories of 'profes-

sionali socialization:

b SUmmary

Considerations of the variety of kinds o f initial conditions fag-

ing the new program suggested that the extent of Pre-program profeg.sional
.

socialization an students should be taken into account. Of particular

Interest-were the similarities and differences that -might exist between

students in the Urbana and Chicago program,s, -although it-was pointed out

that these other questions are important as well.*

.1

..
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explbre patterns of variation among tile. students,' a-fitimbez:. of

variable-a' ahO6en -on the baiis -cif their pi4-sumd." relatioriahifPto the theore- 7
.

. . , . . (
4 31 ,

. .
,t1

. ,

tical construct was factdr-analyzed. An okhogonal rotation of-the- princi2.-='"
. .

.

.
.

. . .. -, 4-

Pal componenta -solution yielded' .four' distindt as finaings. >which
-

suggested thatethe.. concept of Pre.,progrept operationally defined was, in
. . `

. 1

, ,,,.
..,.... t__Jac, multi - dimensional`. _._ ,

. . . - .

,
iA 'ad' ries,,of -once -way analyses- of Variance was'-_peifiiiied_orr_eachA ., . ,

of the vaiiiiblet.in order` to ,determine-`-areas of siiiiaritr. and difference
,

0 .

between. :the two groups., While there -Were &Sine -Sig4ificant differences,
. .

- ----. ,

particUtarly' with.'x'eitit)edt tO \the amount of -confidende eitpreaded"`*. the

Chicago.. students. in= their .ability at present' to deal with a range ',of medical
. .. .. ,

-problems -,- in general they analyseS -StggeSted that the tut; groups- Were rela-

I,

I

L -Itively homogeneous;
/

.

ft/
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VI. PROGEAM STRUCTURE AND DEYELOPMENT:
PARTICIPANT,3S*02,ED C,U4RICULUM*

, I, .

A. IntrOdtict ion- . . 5. .. 6 v . . .

,d 4
q

1'141 s.

0.0

4 1

-. -.
>

'The preceding section a the repoit examined conditions existing'
. . . ...

6 . .

prior to -the start of' the new progi.ari.in terms, -pf the cognitive and affec.
., ,

t'iVe 'assessments- of local physicians and first. year t udents' of potentiql,
I '

9 consequences, student.' 4pectations of their thraroles-. d those of their
9

physi dim'. advisors,' the- e5ckent oi''.4tudent pre grogram proteSsion,a3._ sosCialiia-
: .

- .. , . . -,..
. ..

. , .
tion-, and._ soeile-demiggraphi.e4,prO,files ;of students .and-iihysicians...In .a. very

. ,,, . ... , . - e. r .
e

real sense these conditions ieries'erit the "givens-n-gi the situation
..,

tug. part of .the ratolt .eXaminas sorrie-of -the r, emic _aspeeta of . ,. .
,',

t

., ., .

4

. .

the prograti stilat it , 'the .:Processes -and relationshits that
...

elserged and the.
. 0

If :.sourcek of satisfaction and dissatisfaotibn among various categories of zprot
),..., . .. a #. . ; 0 . .

gram participaritSva.fid reviews the cnr-fiCitiuM- that -was developed. '
. - ,- .
..

The first' section, based prikilarily On interviews, focuses on the
.... , .. - ..

. . . ,. ,
roles of the. participating phySiCians,the students, arid. the

L..

camput, faculty.
. . s

rt

tO

A

o-

In describing and, an 4.1yzing the rolks that .individuals play in organizations,

at least .two, parateters among others --: need to. be considered. First, the
.

formal ciltanizational'-definitions of the roles (i.

need td be knOwn, rand second, the actual Behaviors

those formally defined, positions need to be known..
!

helpful to be aware -of spUroq of satisfaction'. ad

e., role preScript ions)

of the individual occupying

.11

.
.fn ac.2ition, Lt is. often '
dissatisfaction regarding

the interplay, be....re.en formal role definitions,, and actual behavior. Role

analysis is a useful .tool iri program evaluation. Often there i6, a surpri- ,"
0

singly large discrepancy' between the kinds of behaviors one might expect on

the °basis of formal role derinit ions (-i.e.' intended behaviors) and'the lands

of behaviors tha9t a're actually observed'. From'an administrative point of

I.

0/.
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J

t

r

a

s

. '
rs .

view, it is important to'be aware of both the magnitude of the discrepancies

and, the potential kunderlyihg reasons for them. In some casE.-s, these diScie7-
. .

- A-

142

.. r,

pancies impinge onthe attainment of organizational oobjectivt.s; other
t0 -

1 .

b cases, however, attainment of ;these objectiyes is actually faciliated. lila
,., .. ,; .analyses of the roles of's MDA's ,and 1;iD's;,students,. and -carnput *faculty, there.0 .

.?
. :

fore, focus

hehaviorr; and siurces

N.. , .oni t ormal okganizatiOnal definitions of the Tole; rote..
, . ....

i

of satisfaction' and dissatisfaction with the .program.
, . a '

, g. The second, section of this part -of the report .1. scribes the- curri

clilum- and- ficilr it was -developed:
.

,

' B. Ph licianAdvisor-*Biator,-;RoleS41.

1.

I

6
1. -68ni_parion Among Participants, Interesied--Non-ParticiParitS, -arid Decliners-6, ;- ;---

The twerkty local physicians, participating as advisors ,and evaluators
4 .

during the first, Year were ahoSen by the local MediCal society from a grout ...)..f

physicians who had indicated a willizigteSS to serve in an unpaid capacity ,in
: - .

respo
.

nSe to a request made by the Dean 'of the- School_ in a letter to, 41. 'area, .

,, _ .

_ A.. s'' . .
. .

physicians in January- of 1971. There are thus three groups of physicians
-

which can be distinguished: those who were chosen to participate, t*hOse who

indicated a willingness to participate but Were not 'chosen,

.declined to participate. .As background for the disci..1.Ssion,

and those who

of pertlei.pant

gte

.

rOles, it was felt that it would beuse-fuil to exam.ineSimilariti,iev and differ-, ..
O .

.

encesamong these groups for two reasons.. yirst:, 'zin9e the administration. ..... . .
planned for rapid expansion, of the. number of students- and thus t'he nuMber o

physician pal-tficiparits; the, extent to which the first group of MDAls and. .
(

MDE' s 'was similar to th6se `physician's constituting a pool .of potential MDA's

and MDE'1 wits considered *problematic, particularly in relation to. outcomes.
1 .

4.
. _

..:-..

If the students did well. during the' first. year,' should the chbice ,Of 'adds.
- ,_, .tionai/.physicians as the program expanded b.: made on the basis of Criteria

4 ..

'* Prepared with the assistance ,of Richard O. Dickinson and Barbara L. Peters.
1

Sr



os

'

t.

,.1
.

1143

A.., .

similar to those used in cfiooiinethe first group ?' If so, to what -extent

was comparable manpower available? Second, the kinds of .criteria ,03-1-.

. . ..

ployed by' the local medical society ',.for choo'Sing the first group,
6., .- . . .

. .

might become 'apparent if' the, characteristics .of the three groups

were compared.

Data for the comparative analysis were taken from the administra-

tive survey Of the MDA s and MDE's (see AppendixB4) and from the background

questionnaire sent to all area physicians (see Aipendix B.1). The first

comparison made was on the basis oftype of practice, and the data are

Presented in Table 54

TABLE 54

DISTRIBUTION OF-PHYSICIAN GROUPS BY TYPE OF PRACTICE

Program Involyekent

e

(N =20) . (-g.:77.) Interested .(N=24
'Type of Practice Participating Non- Participating Not Interested Total

-General Practice , 5 . 15 10 30
v

Specialty Practice 15' . 62 14 91

The ratio of G.P.'s to specialists chosen to participate corresponds

precisely to that in the population as a whole; however, G.P.'s are overrepre-

sented among those not interested. .While one can only speculate about the

reasons for the great n reluctance among G.P.'s as opposed to specialists to

participate, the fact is a constraint which should be taken into account by

program administrators, particUlarly ifthere is interest in developing a
y

larger program which is designed,tOPredispose students toward general or
X

!
,

1

,

family practice. Given what' is known- about 'the socializatip( process, it

" is not unreasonable to nypect that students will tend

those with whom they are working most closely.

a

adopt the values of

general practitioners are
..



v

Widely underrepresented, their impact on the formatioif of student values

144 z'

will be minimized, with resulting consequences for career choice. '
..

t.-

.,. 'A second comparison was 'made on,the basis of- the !limber of yeails

the physicians had been in practice. The results of this analysis rate ';'%

presented' in Table 55 . ti

1.

TABLE 55
.

DISTRIBUTION OF PHYSICIAN GROUPS BY. NUMBER OF YEARS
IN PRACTICE .

...-- .

.,Program Involvement
. .

. -

,(N =77) .- .0

Years- in 1. .(N:=20) . iriteYested (N=24)- .

Prectice Participating Non4articipating_ Not Interested Total
...

0-5. 21..-. 21 7: 3Q

6:10" 14 6 , 23
.J

11-15-7 8 1 11
":..

-16-20 - ,- -4, 9 7 20
,- +,.... ... , h.

21-25 ..:7, - a . 15 1 19

25
,

r * .547.' 6 7 2 15
z - ...

criterion

,
These data suggest that length- of practice may have been an implicita
used to chooshe participating physicians. Of the available (i.e.

interested), physicians, fewer than ten percent. of thoSe who had been in

practice fiVe years or less were chosen, whereas nearly half of those who had

been in practice more than twenty-five years were chosen. Noteworthy also is

the fact that, contrary to what might expected, somewhat more than half of

the twenty-four physicians who declined the Dean's initial invitation to

participate had been in practice-ten years or less.

The remaining variables used in the comparative analysis of the

three groups are taken from the physician que.;tionnaire alone. Since only

15 out of the 20 participating physicians responded to the questionnaire, the

,



(

analyses have to be regarded somewhat more tentatively than those discussed

, I

above. The eight variables included in the over-all analysis were: the

number of hospitals and/or clinics the phSrsicians were affiliated with; the

number of professional medical societies they belonged to, exclusive of the

local 'medical society; the number of conventions and professional society

meetings attended during the most recent twelve-month period, including.

meetings of the local medical soceity; the number of visits to leading hospi-

tals and medical centers in other cities in thmost recent twelve-month

period; their age; their sociometric centrality, that-is, the number of

times they were mentioned by others in the medical community as sources of

advice and inforMation, discussion or friendship; professional contact; and

an overall measure reflecting their assessments of the potential consequences

of the new program. All of these variables were ones had, in previcus

research on the medical community [e.g. Coleman et.al. (1966)], proven to,

discrlminate among groups of physicians with regard to a variety of outcomes

"innovativeness"). The purpose in using them here*.was to, determine

whether they discriminated among the groups of physicians relating to the

nev program in various ways. The results er a one way analysis of variance

for each of theariabies separately are summarized in Table 56.

PC
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The results of this analysis are inconclusive. The participating

physicians were significantly younger, although the analysis reported earlier

suggested that there was a disproportionate number of them who had been in

practice longer. They made significantly more out-of-town visits to hospitals

and medical centers, yet belonged to significantly fewer professional socie-

ties beyond the local one. And while the results were not significant they

tended to have professional contacts Of a more local nature and to `be socio-

metrically more central in the local medical community. What tentatively

emerges is a picture ofthe participating physicians as a group as being

tied closely to the local medical community to a greater extent thansthe

other two groups, a picture which should not be particularly surprising.

The extent to which the program can expand rapidly while maintaing comparable

leveli of physician input is still questionable, however.

2. Formal Organizational Definitions of MDA and MDE Roles

As noted above, the physicians chosen to participate in the first

year of the program's existence were selected by the local medical society

from a pool of area physicians who had indicated a willingness to do so. In

contrast to role prescriptions in many organizations, those developed by the

School during the first year were not highly specified or rigidly defined.

In the letter sent to the area physicians by the Dean extending his invita-

Mon to join the faculty of the School as clinical associates a description

of the positions to be filled was included. This description reads as follows:

1) Student Advising. The Student Advisor will discuss basic science
and clinical problems of the disease states seen by the student.
This should involve a mutual exchange of information and applica-
tion of the clinical experience of the physician to the basic
science problems encountered. To assist the physician in his
role as advisor and tutor, it is my intention to place pertinent
up-to-date textbooks on loan to the physician in his, office so
that discussions may be based on current resource material.
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2) Student Evaluation. Student evaluators will see different
students ona regularly scheduled basis for tie purpose of
evaluating student achievement with respect to the curricu-
lum work for which he has been responsible. The evaluation
process should be a learning Process as well as an evaluative,
one, so that the student may be apprised by a source indepen-
dent of his advisor as to his strengths and weaknesses.

3), a. CurriculuM Development. Curriculum development will
function to define that basiC science information essential
to medical practice. In establishing the school it will
involve advisors, evaluators, and other physicians interested
in the basic science curriculum. The -urpose of this committee
work will be o evaluate the goals anu content material for
which the students are responsible, with a view to testing it
in terms of relevance for'the practice of medicine. In this
sense, physicians on the Curriculum Committee will mace a
major input into the ultimate form ofthe pre-clinical
_curriculum,
b. Policy and Executive. Since the practicing physicians
will play a major role in the functioning of this Medical
School, they should be represented effectively at the polCy
level. Persons interested in such a role should indicate
their preference at this tine.'
c. Planning for e Clinical Program. Planning for the clinical
program should begin at an early date. This will require the
development of learning goals and clinical curriculum develop-
ment. The objective of this work isto identify that training
and learning which the Medical students needs to be qualified
as an-1n.
d. Ad Hoc Work. I am certain all job ddscriptions cannot be
identified-at this time. This type of work refers to those
physicians who would prefer not to be specifically committed
at this time, but who would be available for various positions
and committee work as the school develops.

Included within .a report entitled .:'Status of Curriculum at the

School of Basic Medical Scitnces-Urbana" (January 1, 1971) were the following

role descriptions;

M.D. Advisor. This individual will be a non-salaried faculty
member engaged in full-time clinical practice. He may be in any
field of medicine. His voluntary time commitment will be four
hours per week.

He is to function as an advisor, tutor, and evaluator of the B.D.'s
work. It is expected that B.D.'s having studied a disease process,
will discuss with his advisor the curricula elements relating to
that disease. Advisori are to insure that the B.D. covers and
understands the curricular material for that disease. To assist
the advisor, a contemporary basic science library will be main-
tained in his office.

we.
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In'addition to the technical problems'of curriculum development,
it is hoped that the advisor will serve as a counselor and friend
to the .B.D. in his introductory year in medicine.

M.D. Evaluator. B.D. evaluators will be practicing physicians
who gill functionin a similar, but more Formal fashion than the
M.D. advisors. The evaluators will be selected from physicians
with the broadest basic science backgrounds. They will meet with ,

individual B.D.'s on a rotating basis for aptiroximately one hour
per week. Their task will be to make a separate evaluation of a
B..'s progress in his,curriculum coverage. An evaluator will be
expected to review four students per week.

In addition to these formal guidelines, provided to thee area physi-

cian by the School, further role.definitions'were undoubtedly supplied by

the Dean, at medical soceity meetings as well as.through discussions with

physicians on an individual basis, although no, data are available to permit .\`

systematic examination of the scope and pervasiveness of this activity.

It is apparent that MDA and MDE roles were not rigidly defined by

the School. In fact, there was considerable question in the minds of many

observers about the effects of this lack of definition on student performance.

The physician Advisors were told to expect to spend four hours per week with

their advisees; the physician Evaluators were expected to see four different,

students each work for one hour each. How this time was to Se spent, however,

was only minimally designed. The advisor was expected to be advisor, tutor,

counselor and friend.

3. Role Behaviors of MLA's and MDE's

Data on the role behaviors, of the MDAts and MDEts were collected

through interviews and an administrative survey (see Appendices C.1 and B.4).

_,/
The interviews were designed to provide information-on pre-program expectations,

rewards from participation and role behaviors. The discussion that follows

in this section is intended to highlight recurrent themes found in the inter-

view material.
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The amount of information the physicians had about the program

where *hey agreed to participate was remarkably meager. Not one indicated

that he had much of an idea of what to expect, either from the students or

from the School. Th,eir reasons for agreeing to participate were less vague,

however. Molt indicated that the Opportunity to teach and develop contact

with students was a factor'in their decision, as was the status in the.community

that accompanied affiliation with a medical school. An additional factor for

some was the nature o£ the program which was variously.described as "challeng-
,

ing", "exciting"; and "a refreshingly different approach to the basic sciences".

By and large, their initial expectations were conditioned almost solely by

the formal descriptions presented above, a fact which created considerable

anxiety as-well as' considerable latitude for_personal definition of the

"proper" relationship between themselves and the students.

Since participation was on an unsalaried basis, the,physicians were

queried about the kinds of rewards that accrued to them from participation.

This question was viewed as particularly important because of the potential

of voluntary teaching manpower d'Or reducing the costs of medical education.

Many physicians felt that the necessity to review the sciences in om44Z_____

tb "keep up" with the students was an important payoff fop them personally.

Most indicated that-the amount of time required to prepare was substantial

but that the investment was worthwhile. In addition, several indicated that

the time required for preparation would decrease over time as the material

became more familiar. One pllysician felt that his practice had changed

noticeably and that the experience had made him "sharper". Another kind of

payoff frequently mentioned was increased respect for colleagues. This

dimension alsp seemed to work in another way -- one physician indicated that

his colleages "might not think I'm doing my part" if he did not participate.
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Status within the medical community, therefore, appeared to operate as a moti-

vator in two ways. For some, participation was perceived to enhance status,

while for at least one other, non-participation was seen as possibly diminish-

ing status.

The relationships between physicians and studc-ts as reported by

physicians were highly,' variable, both within and;between pairs. Most physi-

cians'reportyd that the amount of time they actually spent with their students

varied as a function both of their own work loads and of the students' interest

and relationship to a particular, problem area in the curriculum at any given

point in time. They tended to-agree that student demands on their time were

most intense at the beginning and end Oa given problem area., There also

appeared to be differences among the students regarding the amount of time

they wished to spend with their advisors and evaluators. In addition some:

physician's felt the pressures of their own work more intensely than others.

The. result of these multiple influences was that, overall, the average amounts

of time per week physicians actually spent with their students varied from

2 to 9 hours per week. And the variance around the mean was greater for some

than for others. Despite this variability, most phySicians felt that the

time they spend with the students was adequate to meet the ,atudent needs.

Variability in time spent with students reflects the relatively

unstructured role of the MDA's and MDE's. The formal expectations of four

hours per week was considered excessive by some and inadequate by others.

Each physician was able, because of the flexibility provided by the lack of

formal structure,,to define his own role in ways which he felt were adequate

to meet both his needs and the needs of the students., In retrospect, it

appears that flexibility in this regard paid 'off for the program as a

whole.
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Most physicians felt that the basic science training the'students

P., were receiving in the new program w, superior to that they had 'received.

Most often cited as reasons were: the'fact that their own basic science

education relied too heavily on rote memorization of a' large body of informa-

tion they were seldom, if ever, called upon to use irk practice; that the

early exposure to patients in a clinical setting provided what for tnem had-

been a missing link between basic science education and clinicalTplication;

and that the problem-centered curriculum was a vast improvement over the

discipline-centered curriculum.

An interesting dynamic in the student-physician rF ationship emerged

from the uncertainty regarding student performance on the college -wide year-

end comprehensive examinations in the basic sciences and Part I of the National

Boards. Because of the newness of the program and because o:" the fact that

the physician was generally the individual with whom the student had most

contact, the physicians tended to see student performance as a reflection on

themselves. While somewhat speculative, one might conclude that the physician

was motivated to help the student because he had a personal stake in the out-

come. No one wanted to be the advisor or evaluator of a student who performed

poorly. Whether intended or not, it appears that the structure of the program

had motivational consequences for the physician of a very special nature. In

.most educational programs, one-individual is responsible for teaching several

students and there is no expectation that all students will perform well. In

fact, evaluation procedures based on a "curve" assume differential performance.

There are relatively few formal or informal constraints cn the teacher to

insure that all students dr. well. In this program, however, the existence

of'a common exam at the end of the year in conjunction with individualized,

visible teaching- learninge dyads produced, at least implicitly, a'situation
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in which failure to perform on the part of tcie student 'could be imputed to
a

inadequacy on the part of the advisor ar9d/or evaluator. This situation appeared

to have positive motivational consequence'S for the phys'icians°, and suggests

interesting possibilities for structuring the teaching-learning process in

othex settings.

Another aspect of the role behavior of participating physicians was

t k , I. 4)

reasons,the nature of the interaction among themselves.. For administrative easons,

the assignment ofevaluators to adviSor-student pairs was made on the basis of
o

proximity. The intent of this assignment was to facilitatelnatters for the
A

student. One consequence of the assignment was to facilitate interaction

between advisors and evaluators; The greatest amount of interaction among

participating physicians,occured between advisors and evaluators,and a variety

of informal, tacit agreements between them emerged over time. in some cases,

the evaluators would seek the opinion of the advisor about the capacity of

the student, and thisr °pillion would inevitably be reflected in his evaluation

of the student. In other cases, the advisor would seek the opinions .of the

evaluator, and these would then be reflected in the demands Subsequently made

on the student. From the perspective of the outside obseryer, this-situation.

is inherently neither "good" nor "bad"... It is rather aconsequence of the

structure of the program_and should be recognized as such. Evaluation of its

merits must be made in light, at leaslt in part, of the consequences it pro-

duced. If the performance of the students can be considered to be-one such

CrisSquence,fit is difficult to evaluate the situation negatively.

During the year certain kinds of behaVioral adjustments on the part

of the physicians were observed. One of the more interesting was the emer-

gence of a rudimentary form of specialization. .While it was originally

anticipated that a given student'would spend the entire year with It given

Y

c
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advisor, in practice there was a good deal of movement of students among ad-
,

,visors and, in some casestpto physicians not formally a. part of the program.

In some instancs, this movement was'initiated by the advisor, in others by

th$student% The reason for the movement in all cases was the

perception of either physician or student that the needs of one or the other

party' could best be served by the.student's working with another physician

on a temporary basis, OcCasionally, the reason was an unusually heavy work

load for the .phystcian during a particuliu- week; more often, the reason was

the, feeling that the advisor aid not have a patient under his care at a

particular point in time who Manifested symptoms corresponding to the parti-

cular probl,pm in the curriculum that the student was working on at that time.

The result was not only a reasonably high degree of student mobility, but

also the informal definition of certain physicians as being particularly well-

equipped to deal with particular parts of the curriculum. The emergence of

the form of specialization raises some important issues for the 'program as a

whole. Should the present structure be retained or should 43, structure based

on the areas of competence of physicians and their relationship to the curri-
,

culum be adopted. In either Case, it appears desirable to maintain the locus

of responsibility,for individual students on individual physicians.

h. ,Sources of MDA/MDE Satisfaction and Dissatisfaction

The results oPte..n administrative survey of the participating physi-

cians.at the end of the fiist year indicated overall satisfaction with the

program. Particularly satisfyifig aspects` of the program were the opportuni-

ties to review the basic sciences and the contact with the students during

the year.

s
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The interviews with the physicians conducted .two-thirds- of the way,
.4

through the year revealed. some specific sources of dissatisfaction. While

some of these sources appear to be .salient, that is, common to large num-
.

hers of particisents, they should be mentioned as potential sources of

.

structural instability. The most salient .issue wds that of time. While no
.

one felt that he could not afford to spend four hdurs per/week with the

-.:
.

students, there was some concern voiced, of a4 more
\
general nature,,,

that the time required might create future'problems for the4program. Given

.

the constraints of the interview-situation itself, 'it was diVsicurt to discern

whether,the physicians were suggesting.that the time demands would impinge on
,

a,.

tHeir own participation in the future, whether they fe'at that_ it would influ- 4\c.

o

ence the likelihood that additional physicians could be attracted to the

program on a voluntary basis as it expanded or both. What Was evident, how-

ever, is the

program

'fact that the continued existence and future development of the

the unsalaried participation. of physicians was problematic.

A second area of concern or dissatisfaction was the amount of

contact beiweeri the participating physicians and the campus faculty. There

was some feeling that increased contact was desirable and that the practicing

physicians had very, little idea of what the campus faculty were actually doing.

Finally, there was'somedissatisfaction with the physical facilities,

the looseness of the curriculum and the availability oftexts. 'Each of these

problems, however,either has been or will be solved as the School obtains the

resources necessary to pui-chase books and eq6ipment and develop space, and as

the curriculum becomes morefully developed.

5.' Summary

. This section of the report focused on the roles'of,the physician

advisors and evaluators in the School of Basic Medical Sciences. In an analysis

t
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of the characteristicg of participating physicians, physician 'interest in, the

,

prb.gram but not participating, and thOseTieclining to participate it was. found
. ,

.

___J .

. that those,participating tended to be more highly integrated into the lodal
. .-.

.
.

community than either of the'other groups. .It
.
was also fopnd that general

mr-

practitionerswere overrepresented among those who declined to participate,

-"' -

a fact yhich,-given their small. numbers relative to specialists in the community

as a whole, raised somf. questions about the kind of socialization that students

will be like?y to'undergo as the program' expands.

filterviews with the participating physicians revealed that the

overall flexibility of the program permitted them to define their own rol.:s

for themselves to p. lirger extent. This flexibility was partipalarly evident -

in the variability in the amount of time they were actually spending with

4

students. It was also found that a nascent form of specialization was- emerging

among the physicians with concomitant mobility of students among both'advisor

and non-participating physicians. The majority of ircteraction among them took .

place within the advisor-evaluator dyad, a consequence of geOgraphical proxi-

mity. The structure of the program with a common gear-end exam and individual

student-advisor teaching-learning dyads raising the visibility of individual

advisors appeared to have positive effects On the notivation of the ad sor to

insure that his student performed adequately. The basic conclusion to

di'awn from the rolefanalgsis is that the relative lack of formal role pre-

scriptions permitted a number of informal accomocations among participants,.

Based on the performance of the students on year end exams, this flexibility,

in retrospect, allpears to have been positive.

Finally, while there were-some areas of concern and dissatisfaction

. with the program, the advisors and evaluators were,' a group, satisfied with

both the form and the content of the progran. Of gr atest potential concern
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from an administrative point of view, was the question of the future viability

of the unalaried position in View of the time demands made by the program.
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C. Student Roles

1 1. Formal Organizational Definitions of Studeht Roles'

The extent of formal definition of student roles during the pro-

gram's first year was minimal. The matching of students and M.D.A.'s was

done on a random basis; once a.student was formally assigned an advisor,

it was understood that this assignment was to be for the duration of the

school year. Beyond this formal assignment, definition of roles emerged

from th2 participants themse'ves, not from the School. The testing r'..oce-

dure was a c anent of the formal role. Students knew that they would be

expected to pass an examination after the completion of each problem unit

in the curriculum and that they would be required to take a comprehensive

examination in the basic sciences at the_end of the year.identical to

that taken by students in the Chicago program. They also knew that they

would be required to take Part I of the National Board. Examination.

The first two weeks of the first semester were formally defined

for the students. The nature of the program was explained to them and they

were exposed to the basics of patient history taking, etc. Afte,:this basic

orientation period, however, formal definitions of the student roles were at

a minimum, and they were allowed to proceed at their own pace within broad

limits set by the administrators and their advisors.

2. Role Behaviors

As might be expected, given the relative lack of formal role defini-

tion, the actual role behaviors of the students varied considerably in the

first year. On the 'Oasis of interviews with them at three different points

during the year (see Appendix - ), it we' learned that students spent vary-

ing amounts of time with their physician advisors. For any particular

Prepared with the assistance of Martin J. Mistretta.
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student, this time tended to vary between two and eight hours per week, de-

pending upon where he stood in relation to problem units within the curricu-

lum. Students tended to spend more time with their advisors at the ,beginning

and at the end of units than in 'the middle, when they seemed to spend a great

deal more time with text books. There-was also variability's.cross students,

some generally spending three to five hours per week with their advisors,

others spending ten to fifteen. In other words, each student-advisor dyad

appeared to negotiate the terms of the role relationship on an individual

basis.

In contrastto the variability in time spent with advisors, most

students appeared to spend reasonably similar amounts of time with the

administration. Because of the infancy of the program, administrators were

anxious to keep on top of the students' problems and progress and therefore

were willing to spend large amounts of time with them. there were a' number

of informal sessions with the students, particularly during the fii-st semester,

in addition to formally scheduled meetings with the student body as a whole

every other week. The students viewed this contact very positively and-were

able to effect a variety of changes in the program as a result. Perhaps

the most interesting change wasthe cancellation of the discipline-oriented

seminars with the campus faculty which will be described in more detail in

the following section on campus faculty roles and which came about at the

urging of the students.

In general, there was very little contact between the students and

the camI s faculty. The students tended to define the campus faculty in

somewhat negative terms and relied much more heavily on their physician

advisors for both substantive and social support, a situation which produced

? a great deal of concern on the part of the faculty.
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Relationships with their fellow students, as might be expected,

were highly variable. A sociometric anaiys14 of patterns of contact among

them revealed that some students were "isolatet" and had Very little con-:

tact with other students, while others had extensive contact. Where "cliques"

were found, there appeared to be a tendency-for them to emerge around parti-

cular problem units in the curriculum and to remain relatively ove,r,the

school year. In other words, small numbers of students apparently organized

on,an informal basis to study various problem units as a group, and these

groups maintained a degree of continuity over-time. Although this situation

.maY not .have been anticipated by the administr'ators, it is an interesting

response to the lack of formal definition of the learning process. It

appears that at least some of the students adopted roles -based on the premise

that they could learn from one another. This aspect of the students' role

behavioral repertoire has some exciting implications for other kinds of

learning settings as well as the one in which it was observed.,

The clinical experiences of the students, while variable,

appeared to motivate them to spend the necessary time with the books. -A

'number of students spent.reasonably large amounts of time in the emergency

rooms of the local hospitals in addition'to the time they spent with their

physician advisors; A number also took the initiative to meet other physi-

Clans in the community, both general practitioners and specialists, in .

order to broaden the range of patient exposure they received. It appears,

.

.therefore, that a basic assumption on which the structure Of the new pro-.

gram was based -- the assumption that ::arIy exposure of students to patients

in clinical settings would motivate them to learn the basic sciences through

demonstrating their clinical relevance -- was sound.

4.
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3. Sources,of Satisfaction and Dissatisfaction

A questionnE was administered at the'end of the school F2ar to

determine the degree to which students were satisfied'or dissatisfied with

' the program, (see Appendix' ). Some questions dealt with evaluations of

the program "in general" while others dAlt with more specific aspects.

Other questions, served to evaluate the effectiveness of the relationship

between MDA and BD. The sample size on all items was 15.

,Looking first at items addressed'to satisfaction with the program

A general, the patterns of response found are,pretented in Table 57.

TABLE 57
?.

STUDENT SATISFACTIONyITH'GENERAL ASPECTS OF THE PROGRAM

.Throughout the year I felt that I was learning the elements of
basic science needed for medicine:

Strongly Agree (SA) Agree (A) Disagree (D) Strongly disagree (SD) NO Answer ,(NA)

13% 60% 20% 0% 7%

The clinical problem method of studying basic medical sciences has
given me a more meaningful understanding of these_Sciences.

(SA) (A) (D) (SD) ,(NA

33% 53% 13% 0% 0%

The whole year was a confusing experience and'I have no idea what
I should have learned or did learn.

(SA) *(A) (D) (SD) (NA)

o% o% ,47% 47%
TY°.

I would have preferred'not having as much clinical contact in the
first year of medical school.

(SA) (A) (D) (SD) (NA)

0% 7% 33f 60% .
0%
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If I had it to'do over again, I would prefer a ore traditional"

program in the basic medical sciences.

(SA) .(A) (D) ! (SD) (NA)

'0% 33% 67% 0%

Overall, student satisfaction with general aspects of the program

was consistently high. Responseg to the first item suggest that some were

confused at times during the year as to whether they'were learning enough
, .

basic science, material, a confusion which' is, substantiated by-the interview

material. Otherwise however', general- satisfaction was uniformly high.'

With regard to more specific aspects of the program, Table 58 presents

- . -

the patterns of responses that were found.

a

'TABLE 58.

STUDENT SATISFACTION WITH SPECIFIC ASPECTS OF THE' PROGRAM

The intensive review sessions were. good' preparation for the Fresh-

man Comprehensive and the National Board Exam Part I.

(SA) (A) -(10 -(SD). (NP)

.7% 60% 13% 0%

We should have had more basic science lectures.

(SA): (A) (D) (SD) (NA)

7% 33% '33% , 27% 0%

Tfie bi-weekly discussion sessions with the Deah and-his'staff

should be continued.

(SA) (A) ,..(D) (SD) (NA)

13% 60% 20% 0%

Thera was not enough space in the School building for individual

(SA) (A) (D) (SD) , '(NA)

40% 4y% 13% 0% 0%

study.
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We should have had more labs in all of the sciences.

(SA) (A) (D) (SD) (NA)

7% 13% 47% 33% 0% ,

Supervised and required dissection of the human cadaver should
be part of the SBMS-UC program.

(.SA) (A) (D) (SD) (NA)

33% 27% 27% 13% 0%

There were too many seminars in microbio-logy.

(SA) (A) (r) (SD) (NA)-

0% 0% 47% 53% 0%

At the conclusion of the year,. I felt°comfortable dealing with
patients in the hospital setting.

(SA) () (SD) (NA)

13% 5.3% 27% 7% 0%

I learned a great deal of pathology this year.

(SA) (A) (D) (SD) (NA)

0% 20% 47% 33% 0%

The sessions in embroyology were valuable experiences for me.

(SA) (A) (D) (SD) (NA)

13% 53%' 27% 7% 0%

.I thought the biochemistry seminars were valuable.

(SA) (A)° (D) / (SD) (NA)

7% 20% 40% 13% 0%

Therlevel III exams after each clinical problem helped me to learn'
pertinent elements of the curriculum.

(SA) (A) (D) (SD) (NA)

0% 40% 4o% 13% 7%

e

U

cr 4
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Review of these responses suggests that there was less overall

satisfaction wh certeln spedifics of the program than 'there was with the
4

program as a whole. Those elements of the program which were sources of the

greatest amounts of dissatisfaction were the study space available'in the

School building, the lack of required dissection and the quality of the

Level III exams. A number of, students also felt that more basic science

lecturing should be carried on (an interesting and somewhat puzzling response

given their general enthusiasm for the individual study format). Many of

these sources of dissatisfaction hakre been recognized by 'the administration,

however, and steps have'been taken to confront theein the second year.

Student responsesto a series of questions about their relation-

shipswith the physician advisors are presented in Table 59

TABLE 59

STUDENT SATISFACTION WITH THEIR PHYSICIAN ADVISORS

I wish My M.D. Advisor had known more about basic science.

(SA) (A) (D) (SD) (NA)

0% 27% 47% 27% 0%

My MD Advisor was happy 74th.me as his advisee.

(SA) (A) (D) (SD)

20% 67% 7% ,o%

(NA)

7%

My MD Advisor only served to confuse me about elements of

basic science.

(sA) (A) (D) (SD) (NA)

0% 0% 40% 60% 0%

My M.D. Advisor was a very helpful person.

_UAL_ (A) ,(D) (SD) (NA)

53% 40fre 7% 0% 0%

CIO
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My M.D:Advisor made too many demands on my time.

(SA) (A) (D) (SD) (NA) ..

0% 0% 47% 47% 7%

My M.D. Advisor neve\had enough:time to work with me.

(SA) (A) (D) '(SD) (NA)

0% 13% 53i; 33%, 0%

o Students then, seemed extremely please with their M.D. Advisors

' and it seems that his role in their medical school experience was highly

successful.

4. Summary
6

Students were permitted a.greal deal of leeway !to define the

specifics of their role within the new School. As a result, many changes

in the formal structure were made during the first year in response to stu-

dent requests as a modus operandi was sought by the administration. Most

notable among these was cancellation of the discipline-oriented seminars.

The flexibility given to the students apparently resulted in.a

tendency toward informal organization of the leaiming process, at least

among some students; based oh al.model in which students learned from other

students. 'The implications of this informal model should be explored more

fully as a.possible alternative to traditional wsumptions about how learning

can .or should take place.

students expressed consistently high levels of satisfac-

tion with the general aspects of the program and with the role of the physi-
_

cian advisoran the program. Specific sources of dissatisfaction noted have,

in many cases, been recognized by the administration and remedial steps have

been taken with the second class of students.
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D. Campus Faculty Roles*

1. Formal Organizational Roles of Campus Faculty

The formal role definition' provided to the faculty by the School

was minimal. In a report dated March, 1971, entitled "Guidelines for the

Development of the Curriculum: School of Basic Medical Sciences -- Urbana",

A
only one reference was made which, served to defLpe this role. ills refer-

.

ence occurred in a discussion of stru:tured student -time within the program

..,itself and read as follows:

Seminar Instruction. Basic science faculty will, have 6-9 hours

per week of student contact time in semi-formal instruction in

a seminar or group discussion format. Seminar instruction will

be discipline-oriented. The subject matter of these seminars

will be based on problems raised Iv students and their advisors

in understanding basic sciences. this will allow faculty

evaluation of student progress, of the need for laboratories

or demonstrations, or'other methods to facilitate student

\\ learning.

Of all the parti'cipents during the School's first year of existence,

the campus faculty occupied positions which had the least amount of formal

structuring associated with them, As a result, expectations about what

they should actually do were Uncloar, a situation which inevitably leci to

feelings of dissatisfaction, frustration, and,-occasionally, resentment.

2. Role Behavior and Sources of Satisfaction and Dissatisfaction

While theoretically faculty-student contact in seminar discus-

sions was to:consume 6-9 hours per week, in actuality the time Was less.

Since the program was self-paced and provided a great, deal of independence to

Prepared with the assistance of Richard 0. Dickinson and Barbaya L.

Peters.
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individual students, students were often studying different disease problem

areas at any one point in time and any particular seminar,topic would conse-

.

quently be relevant for come students and irrelevant for others. Student

dissatisfaction with the arrangement Was evidenced by lack of seminar-atten-

dance. The students often found the seminars simply a "waste of time"

since basic science questions relating to specific clinical problems could

more easily be directed to the MDA. About mid-year the students asked the

Dean to end the seminars entirely. The request was grahted with resultant

faculty reaction ranging from apathTto concerned disappointment. After

the cancellation of the formal seminar schedule, further seminar scheduling

was left to the discretion of the students based on their specific needs.

With the cessation of regularly scheduled seminars, faculty/stu-

dent interaction, which -had never been extensive; decreased markedly-sine

the students very seldom consulted the faculty about specific problems«,

All but one facult member expressed disappointment about this,situation

and the apparent inability to develop ,a rapport with the medibal studen s.

This student rejection, or at leat wliet was perceived to be rejection by

the faculty, coupled with ambiguity asIto their formal role within the pro--

gram led to'a good deal of dissatisfaction and frustration on their part.

The faculty mere aware that the students sought answers to basic science

questions from their MDA's and this led some faculty to feel that the stu-

dents looked doin at the Ph.D. members of the program or identified too much

with the glamour'of the MDA clinical setting.

The frustration resulting from role ami ;uity and lack of student

r,.'nforcement was compounded by the negligible amount of faculty inter-

ac.ion with physician participants or other faculty participants within

the program. For most faculty members the only contact with i;articipating,

physiciL :as that occurring as a consequence of being on the same curri-

0
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ri .

culum developMent team or through. conferences with participating physicians
r

and faculty held ,by the-Dean to-air program "gripes" or dissatisfactions.

A low level of faculty interaction was attributable mostly to

geographic separation. Each faculty member-vas located in his or her

respective discipline department separated by at least a floor and fre-

quently by a building. Interaction took place-only during faculty or

.

committee meetings and here upually only themost energetic or aggressive

taculty members participated. It was these same persons who were chosen to

,
comprise new committees made .necessary by,growth (i.e., search committee

a

to recommend new facUlty) and these select few seemed to suffer less from

role ambiguity than the Others.

The other more peripherally associated faculty, in terms of 4

involvement in meetings and committees, felt very much like the out group

and knew less of what was expected'of them. They were communication iso-

lates. From the interviews it was learned that these-out 'group members'

had a lesS optithistic outlook for the students' National Board performance

and for the future of the school as it was operated, althOugh'the degree of

discouragement was more for the }utter thari for the former. They apparently

assumed others suffered the same degree of ambiguity.

Role Redefinition

c Several changes have come about dui'ing the school's second year

of operation geared towards reducing faculty frustration or dissatisfac-

tion. As in the first ytar,relular basic science seminars were scheduled.

However, while the students may proceed through the twelve clinical problems

at their own pace, they must complete them in a defined sequence. Thus,

while a particular seminar may not be relevant to all the students at any

one point in time, it will-be relevant eventually, and this mandatory

ei
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ordering of inical problems has redticed student problem variation con-

,

siderably.

r

Anoher change is the establishment of the role of Campus

Faculty Advisor (CFA). In this role each faCulty m'ember'is assigned fouf

medical students with whom he is to enghge in%review or remedial basic

science work as indicated by student performance on LevelIII exams.

Beyond this, any further CFA role definition is left to the discretion

of the faculty member and the individual student.

3. Summary

While hone of,the organization participants received verysea-
,

borate role definition, the campus faculty had the leaPt amount of formal

structure to guide and order their. behavior. In the.fact

guidance, the faculty adopted roles congruent with their experiences in

other settings. They prepared seminars in their dispiplines and expectki

..students to spe them'about academic problems, while carrying out their

research at the same time. Redefinition of thip.role was, occasioned by

cessation of the seminars during the first semester on the initiative

of the students, and little contact bptween faculty and students subse-

quently occurred. The process resulting from original role ambiguity,

demands for adjustment, and redefinition of their roleswas a painful and

,, frustrating experience resulting in greater cohesion of the faculty, and,

with the help of further definition from the school during the second

year, has led to a more active contribution to the medical school by the

.faculty.
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E. Curriculum

1- Introduction
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t . . t

One of the unique aspects of theor*Urbana program is its 'approach to
, . .

.
- .. . I,. .curriculum design\ The'curpose of ,this section is t;) present a review. ,

.
. .

(lc the cres,int structure of the curriculum, a review of the way in which .

local, physicians are contributing

the -directions in which it .,may 1...

2. Curridufum Review*
1

The Urbana. curriculum is bu

pment and somi indi cat ion of ,

multiple problem approach

to the basic medical sciences. Tne st... exposed to -a _particular medical
..,,- S' ,

.° prdblem in a'clinical setting with his advisor; he then proceeds to learn the
A , .

basic science material which is related to' the cliinical problem. At an appro-

. priate time, ,determined-by the student in conjunction with his advisor, he
a

.4 .

takes an examination: on the basic science aspegeS\ of the problem studied.
4 0.

The examination is given 'by the student's eval atOr whois also e practicit-)k
. q., . ,

physician in the community. In order to compl to th curriculum the student

must complete a specified number of problems d pass a college-wide comprehen-
...)

ive examination in thebasit seances.
. IncludedwithIn the curriculum are the following basic science

disciplines: anatomy -- gross; -microscopic, and topical; biochemist r; micro-
,

. A
biology; immunolog,r; r:hysiology; pharmocology; pathology- -gross and ro-

.

scoptc;.netu-oscience; genetics; behavior-al sciences;histology; and immunollzgy.
r

Within each of these disciplirieS, the student is expected to: 1) learn the

discipline language; 2) be Lble to interpret data related to the discipline

and have ,a familiarity with current literature; 3) be able to interpret
. .

signs an symptoms of diseases in terms of basic science principles; di

'Prepared with the -assistance of Barbara L. Peters.
0
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.4) adhieve minimum passing levels on internal comprehensive examinations

and external examinations; and 5) achieve self instrue,,Jonal skills that

will allow him to keep up- =date with passing time.

The curriculum is structured so that each '4iscipline is broken

down,into copcnents which are identified with one or more disease processes.

This structure permits the s,,udent to approach the learning process on'-the

basis of his personal experience with diseased patients. The patient's

problem is the entry point into principles ofrbasic science germane to the

understanding of medicine as a whole and any single clinical problem may

serve to identify many principles.

The clinical, n-e:aems presently included in the curriculUm are:

inflammation; 2) wound healing; 3) peptic ulcer; 4) diabetes mellitus;

5) coronary heart disease; 6) CVA-mental retardation; 7) upper respiratory .

infection; 8) emphysema; 9) pregnancy; 10) cancer; 11) drugs; and 12) skin.

As the student approaches each clinical problem, he is guided by a clinical

problem index in which he is referred to specific content units 'Within the

various basic science disciplines. (See Appendix, D). Within each of these

discipline content units,-the student is: 1) told the subject matter of the

unit; 2) told the objectives of the un. t or what he should expect to have

gotten from it once Completed; 3)-given a list of the key words he should

know or be familiar with; 4) presented with a pretest, which will testlhis

familiarity with the subject under consideration; 5) given instructions for

study which includes reference guides to books and film; and 6) presented

with a self-test or post-test to help him evaluate his'level of comprehension

for the particular unit. (See Appendix D).

During the course of the school's first year (1971-1972) the six-

N
teen medical students, referred to as B.D.'s, were expected to be exposed

to as many as fdrty clinical problems. HoWever, the mean of problems com-
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pleted by this first class of B.D.'s was 7.5. Consequently the number of

clinical problems to be mastered during the second year (1972-1973) was

reduced to twelve and completion of these twelve was made mandatory for
\

all thirty-two B.D.'snow in the program.

Periodic testing has been developed in conjunction with these

clinical problems in two formats. First, teaching-learning examinations

have been constructed for each discipline unit included within the clinical--'

problem identifie.l for study. These examinations are the pretests and post.

tests referred to earlier. Second, periodic internal comprehensive examine,-

tions are given after completion of a cliniLal problem and cover material

which students may or may not have covered. Mese tests are referred to as

Level III's and it is at this point in the process of student assessment

that computer facilities are used in conjunction with the curriculum. Two-

thirds of she students take their Level III exams on the computer while

one -third take paper and pencil exams. The content of both sets of exams

is exactly the same, only the testing medium is different: The program is

concerned with emphasizing the Level III exams as learning devices, and the

use of the computer permits immediate feedback and coaching to the student

as he is taking the exam. The student using the computer has as much freedom

as those students taking the test with paper and pencil to choose the order

of questions within each diicipline and the rignt to skip questions_and
,

_

later come back to them. AS-the student answers each question, the computer

scores the answer but gives no feedback. However, upon completion of a

specific discipline section, the student is told how"he did on the exam and

is automatically referred to those questions he missed. At this point, he:7:

is given a feneralized coaching routine guiding him-to the correct answer

The school's staff feels that this type of testing enhances the rate of

3,
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learning because of the immediacy of feedback and the external motivation

provided for the student to correct his answers-ana thereby raise his score.

Other computer fa.ilities presently being utilized by the school

are: 1) a computer based education system known as PLATO; 2) games simulat-

ing clinical encounters known as CASE; and 3) statistical analysis which uses

Soupac for Level III item analysis. The development of the PLATO system for

this particular program has been rather slow. The package presently includes

games for'several basic science discibline6 designed for undergraduate courses

and thus is utilized in this program for remedial work or review. However,

during the f4.rst semester of the 1972-73 year several staff people have spent

a igeat deal of time working on the design of programs applicable to the

curriculum. CASE, Computer Aided Simulation of Clinical Encounters, is a

program originally developed by and currently being used at the University

of Illinois College of Medicine in Chicago. It consists of 25-30 simulated

patient/physician encounters where the medical student at the terminal

functions as the doctor whose task it is to diagnose a clinical problem.

These simulations are probably not as widely used-by the Urbana students as

the Chicago students due to the clinical opportunities available to the

students in the Urbana curriculum.

The community physicians have played an active part in the program

not only in terms of their MDA and MDE roles, but also as members of curricu-

lum development teams. In a traditional medical school program, a student is

given extensive exposure.to basic science disciplines and expected to learn a

great deal more about each and every discipline than he will probably ever

need to know for the practice of medicine. It was with this in mind that

the role of the community physicians in the curriculum development team came

to be defined. If one of the goals of this new school is to produce more
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medical doCtors, of high quality, but in less time, then a logical step is to

eliminate the minutiae preSentl., included in traditional basic science train-

..

ing. To accomplish this a curriculum'team was created for each of the ten

disciplines included in the program.

1

These teams were composed of basic science faculty iembers at the

university, one or two community physicians, and in some cases an area

specialist (such as a practicing pathologist for the pathology units). It

was the task of these teams ,to develop the content units for the particular.

disciplines to which they were assigned. For some teams, the role of the

community physician was one of edition and revision with the basic scientist

writing the actual content of the units. For/Other teams, the physician as

well as the basic scientist was involved in the writing of the unit. However,

on all the teams the physicians were charged with bringing a clinical orienta-

tion to the content unit or eliminating those aspects of the basic science

discipline which were minutiae for the purpOse of training a medical doctor.

These curriculum development teams were not dissolved upon comple-

tion of, the content units for the specific disciplines. Rather they are on-

going units charged with evaluation and revision of the units they designed.

Their role is particularly important in the evaluation of the Level III

questions given to the students in light of their performance and in evaluat-

ing the adequacy of the content units in terms of preparing the students to

take the National Boards.

The time required from a community physician as a member of a curri-

culum team varies considerably. While the school estimated a time commitment

of approximately ten hours a, week, one physician said that some weeks he spent

147
15-20 hours working on the curriculum while other weeks hespent much less.

A shortcoming of the curriculum development team approach as it now

stands is the apparent rimited amount of communication and interaction between
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the physician members and basic science faculty members. While a team physi-

cian and an administrator of the school both 'sited this as a problem, :hey

did not imply a deliberate lack of cooperation but rather a conflict of

scheduling. Ideally the bulk of the curriculum development and the revision

and evaluation work should take place in joint team meetings; in r -1.1ity;
r

however, the mechanism of scheduling meeting times convenient to a_ members-.

is exceedingly difficult. This is particularly true of the community physi-

cians, who are involved in their own practices. Apparently on some teams,

the basic scientists have been extremely frustrated by these scheduling pro

blems and have indicated a preference for tieing permitted to develop the curri-

culum on their own. A second shortcoting of the CD team approach is that the

physicians are often :,,en years or more removed from their on basic science

work and may not be able to accurately assess the depth.of basic science work

needed by a student to pass the natibual boards or to give him a strong' enough'

basic science foundation to permit him to enter a medical speciality.
,

An advantage of the CD team approach, aldanentioned by both la

particippting pLjsician and school administratOr, was thJ opportunity presented

to the physician for stimulation in his work and the opportunity to review or

relearn specific hasic science materials. A team approach also presents to the

'basic science faculty member an opportunity to.get some edback cn the specific

elements of his discipline which should be emphasized in a class consisting of

pre-med students as opposed to a seminar of basic science graduate students.

An interview was recently conducted with an administrator at the"

school to assess where the curriculum now stands and where it is going.

Accoeding to this individual, the curriculum as it now stands is complete,

_ at least in terms of the program's Philosophy. However what remains to be-

done with -in the confines of this cu:rictlum is revision, resource development,
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evaluation and assessment. Philosophically the curriculum is solid .and it

should not b2 deviated from. Rather a revision should be made of those units

or disciplines contained within it which are not achieving the desired results,

The strength of the curriculum in its present form for the several disciplines

and clinical problems varies. ',While some sections May be thought of as in

their third or fourth stage of revision and consequently quite strong others

are not and it is these sections which need to be further revised. In an

attempt to secure such revisions, the administration is presently working

with the faculty in reviewing the students' performanse on the level III

exams to attempt to pinpoint the areas which need further Work as. well as.

studying the reactions and suggestions made by the students and the MDE's.

The Center for Educational Development in Chicagotps also been asked to re-

view both the format and the 'content of the curriculum and to suggest any

changes they feel might be useful.

While the curriculum may be philosophically solid, it needs to have

certain gaps filled in which can be achieved by further resource development.

Right now the program contains students who have to a high degree mastered

the art of textbook learning but this probably will not continue. The units

'CT process documents'have little content themselyeg, rather the content is.

contained within the resources to which the students are ref -...red by the

specific units. Consequently, the administration would like to see the re-

source pool made as large as possible so that a student who does not under-

stand the t .tbook explanation of a certain aspect of the, basic sciences or

a medical problem can refer to other men a for explanation and clarification.

The assumption is that the medium does, not help or hurt the good student but

it greatly helps the student who has not mastered the textbook learning

approach. Currently no such medium exists, although currently in the

0
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development stage are computer based education programs With the PLATO

system.
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Contained within each unit or clinical problem is an evaluation

system in the form of pretests and-posttests. The student uses these tests

to judge whether or not he has achieved a satisfactory level of comprehen-

sion of the material contained within, the unit. However, in both the pre-,

test and posttest, the best questions tend to be saved for the level III

exams and consequently the validity of the post- and pretests is 'uncertain.'

Because of this Uncertainty a great deal of work needs to be done on

0. eve

3. Summary

The curriculum of the School of BasiC Medical Sci-lces-Urbana is

built around a multiple problem approach tothe basic medical sciences.,

A

The students is exposed to a particular medical problem in a clinical setting

with his advisor who is a practicing physician within the community. He

then Proceeds to learn the basic science' materials which are related to this

,:.finical problem. At an appropriate time, determined by the student iti con-.

junction with his advisorf he takes ah internal comprehensive examination on

the basic science aspects of the problem studied. The examination is given

by the sty nnt's evaluator-who, is also a practicing physician in the community.

In 'rder to .'lete the curriculum the student must complete a specified num-

ber cf problems and pass a college-wide comprehensive in the basic.zseiences.

Unique to this program's curriculum is the utilization'of an educa-

tional resource traditionally untappea, that of the community physician. Also

unique to this program is the asSUnTtion that a student permitted to learn the

basic sciences in a'clinical problehilking and at his own pace will be highly

motivated and that such motivation will facilitate the learning process.

I
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The curriculum as it presently exists ig compltte, at least- in

terms of the program's philosophy. However, what remains to be done within

the existing curriculum is revision, resource development, evaluation and.

assessment and it is within these areas that further curriculum definition

should Occur.

1

4
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1

VII. PROGRAM OUTCOMES,

1

,

A. Introduction
.

I

The outcomes of the program are many and varied. There are
,f

outcomes for individuals for groups of individuals and for the program

as whole. (Kimberly, 1972) Zhis--section of the report focuses on two

particular kinds of program outcomes, the impact of the program on the

continuing education of the participe,ing.physicians,and student perfor-

Mance.'

B: Impact.on the Continuing Education "of Participating Physicians

1. Introduction

6N, .

The importance of developing ways
b

to provide for the effective

continuing education of practicing physicians has been emphasized by

many observers of the medical care'system in this country (e.g. Houser,
R,

1971). At issue is the need, on the one hand, to accelerate the diffu-

sion of new medical techniques and capabilities and, on the other, to

improVe or at least maintain levels of physician competence.

Traditional!efforts to deal with these issues have met With

mixed success. One factor limiting their success appears to bathe

different perspectives on the nature pf continuing education characteris-

tic of academic medicine and clinical medicine (Hertzmah, 1972). Basic

science faculty in traditional programs have tended to emphasize the more

academic aspects of the diagnosis and treatment of-disease etiology,

whereas practicing physicians have'stressed problems encountered in the

clinical context of medical care delivery. As a result, to many general

or family practitiohers, and ever to certain specialists, the utility of

Prepared'with the assistance of Michael A. Counte.
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such programs appears to be limited.

, A second problem is that the programs are frequently too difficult

for the clinician' who has been away from formal training in the basic science

for a relatively' long period of'time. (Wolf and Darley: 1965) As a cpnse-

quence of.these problems, many programs of continuing education have been

less than successful in helping the practicing physician to keep abreast of

various scientific developments and to increase his technical efficiency.
;

given the mixed restilts of traditional approaches and given current

trends in,the direction of periodic re-examination of physician competence

finorder to maintain certification, t is s* clear that new approaches 1,4 called

for. One goal of the innovative program in Urbana 'was to construct a role

for clinicians in basic medical science education that would not onfrallO

\

the student to learrl in a real-life'aontsxt, but would also aid the partici-

pating physician byproviding-resources that would*encourage him to refresh

hip own knowledge of the basic medical sciences and infr--m him of new scienti-

fic developments.

Procedure and Results

It was felt that it was important to document the impact of the pro-

)
ram on the continuing education of participating physicians because of the

= t potential policy implications involved.. To this end, a multiple measure ,

approach involving both physician perceptions of program impacts and "objec-

tive" measures of these impacts was developed. Underlying this approach was

a methodological assumption that concurr,:it measures of thesame phenomenon

would offer the beat approximation of actual impacts.

To examine the perceptions of the physicians, information from

an administrative survey of the participants and from interviews with the

0
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same indiiriduals was used. (See Appendices B.4 and C.1). The objective

assessment of impiicfs was based on a Medical Knowledge Self-Assessment'

Questionnaire developed by the.reearch staff in conjunction with the Dean
I

of the School and administered to all participanti and to a control group.

,.

"iL"k4.'

e , ,

(See Appendix B.3). .,

The results of the interviews indicated that the physicians felt

that the program had had positive impacts on their continuing education. A

detailed discussion of the natur e of these impacts is presented on pages

The results from_the eaministrative survey conducted in July' of

1972 generally confirm the impressions emerging from the interviews. These
ck,

results are presented in Table 60.

TABLE 60

PERCEIVED IMPACT OF NEW PROGRAM ON THE CONTINUING
EDUCATION OF PARTICIPATING PRACTICING PHYSICIANS

Question % agree % disagree

1. My involvement inxthe'SBM8-U program has enhanced
my education in thebas-c-medical sciences. I

95 o5

2. spend more time talking withmyprofessional
colleagues about basic science than before , .60 .40

involvement in the program.

3. I have learned significant new aspects of basic '

sciences by my involvement in the SBM,S4J program.

4. The basic science-textbooks given to me by the .

School are of little use to me.

5.. I feel that I am enhancing my continuing educa-
tion by my involvement in the SBMS-U program.

70: 30

30 70

100

6. In terms of my own rrofessional betterment, I
woulA do better to spend more time reading totrnals

65 35anc .ing special courses at nedical centers
instead of trying to'help beginni: doctors.

7. I find that I am leatning more basic science by
interacting with students than by reading alone.

C

tzt

80 20

s.
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TABLE 60'(Cont.)

Question agree % disagree)

8. The approach of the SBMS-U curriculum in the
clinical problem format is providing an oppor-
tunity forme to apply new knowledge in the
basic sciences to my practice.

95 05

9. My activities.in the SBMS-U program provide me
with continuing education directly relevant to 65 35
the needs of my immediate practice.

0

'Unfortunately, the objective measure of the impacts did not pro-

duce useable results. Physicians'were*either unwilling,or unable to

respond to the questionnaire. Thus, the original measurement design,

proved unworkable in practice and had to be revised.

3. Summary

. . ,

An attempt was made to document the impact of the new program on

the continuing' education of phticipatig physi'cians-using a multi-measure

design. Results from an administrative survey and physiciaA interviews.
. 1

-,
e , . .

indicated that'ihe participants generally perceived positive influences,
.

'N.
./ .

'of the program on their continuing education. Lack of response tp an
#

Atedapt to gather more objective.Measures of'impacts meant that this-por-
.

tion of the design bad to be abandoned. The conclusion, therefore, 'is

tlat, at the perceptual level, the program appeared to produce changes in

positive direction on the continuing educa4',In of the participants. The

- question of the degree to which the program is impacting on actual level's

ofrihyskcian medical knowledge end on the "quality" of their practice

remains unanswered, however.

o'
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C. Student Performance
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1. ,Introduction

As noted elsewhere in this repolk, the students in the Urbana

program were required to take a year-end comprehensive examination in the

basic sciences identical to that required of the Chicago students. On a

411 comparative basis, their perfoimance was noteworthy. On the average, they'

D
' performed_at,a slightly higher level than the Chicago students although

the very best scores were achieved by students in the Chicago program.

Perhaps more significantly, none of the Urbanstudents failed the examina-

/

tion. ,

In addition, the Urbana students were required by the Dean of

the School'to take Part I of the National'B,Jard exams in June of 1972.

Fifteen of the sixteen students enrolled passed the exams. Noteworthy

is the fact that ths outcome occurred after only one year of pre - clinical

,

training. On the badis' of the overall similarities lit,ng socio-demographic

characteristics of the Urbana and Chicago students fol., d -in analyses de-

scribed earlier, it is -unlikely that the performance of the Urbana gioup

can be attributed to criteria used to'select them foritheprogram.

2. Discussion

4'
The Year-end performance of the students can be viewed from two

perspectives. The first, deliberately'Cons rvative, argues that the re-

sults indicate that the new program -in its firit year did not have negative

consequences for student,performance. S nce'the structure, of the program

4'

represents a reasonably significant'departure from '.'business as usual" in

basic science education, it is important to know that students enrolled

did pot appear to be harmed by the departure in terms of performance evalua-

,

tion criteria generally applied to all medical students.

14/

4, 't

"*.
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/

The second Perspective somewhat less conservative, argues that

the level of student performance is an indication that learning is abtually

enhlced in this type of learning.sitUatiori. The fact that.15 of 16 stu-

den dssed Part I of the National- Board's suggests that it is feasible to

comps the basic science eduCatiit of medical students into, one year,

thus reducing by one year the amount of time needed to train.Physicians.

While Such a reduction would not significantly increase the production of,

doctors on a national level in the/long run, it would reduce the costs of

-medical education for the-Student, thereby possibly encourming moresgtu:-
,x/

.- . . / i

dents from less.sadvantagedtocio-economic circumstances to entqr the profes-

/
.

.sion. Should tTis occur,the historical tendency within the medical'pro-

feSsiori toward a highly skewed distribution of members from the upper strata

of the American . structure would be affected. This implication de-

14,

serves serious consideration, trticularly in light of current dissatisfao-

tion with the distribution of medical care across the country.

ti

4
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A. 'Introduction

APPENDIX A

RESEARCH'DESIGNAND PROCEDURES* ..".!_.

187

In order to analyze tiA new program it was necessary tOcon-
,

.

istruct a research design.tat would aVoidfcertain inadequacies characteris-

tic of conventional designs used in other kinds ofsettings and that

would offer- 'significant improyements'tO the field.' Specific problems

,

in conventional' research encountered While constructing the dl.esign

included: the lack of use_ of muitil*ethOdapproaches to variable

measurement (i.e., incluiion of self-report measures with unoptrusive
:

=Ones, etc.), the lack of longitudinal frameworks, the lack of emphasis

on including observable behaviors, as criterion or predictor variables,

and the fact that feedback is seldom provided to actors involved in the

research setting on a systematic and continuing basis. -,

As a means of, dealing with the problems described above, a t s

c_ process research design was developed. Process research in the social

sciences can be defined as a. systematic attempt to gather data-in a parti-

cular behavioral setting which-can be used, on the one hand, to inform

existing theory and on the qther hand, to provide feedback to participants

regarding their own behavior and the behavior of others in the setting.

As such, process research-falld somewhere ,between "pure" research and

"action"-research in terms of the rofe of the researcher. In the case

of "pure" research, the researcher attempts to.remain uninvolved in the

1
behavior Setting as far as possible in order to maximize "objectivity"

ana remove possible sources of bias; in the case of "action" research,

2

Prepared with the. ssistance of Michael A. Counte- Portions of this
section have--been'headqpted from X. R. Kimbekv, M. A. Counte and R. 0.
Dickinson., "Design for Process Research on Change in Medical Education",
Proceedings of the 11th Annual Conference on Research in'Medical Educa-
tion, Miami BeachNovember 1972 -

/
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the researcher deliberately,interienes (In the behavior,se.ting) as a

I

,

Change agent. The role*of the researcher in "process" research is intended.

-
to bridge these two ,extremes and tp take advantageAof the strengths. of each.

. r--

.

--

If process research as defined above is to be effective,,,and if

It is tb.maximize the advantages and minimize the disadvantages of both
'

.

. .

"pure" and "act ion" research, it is our view that the following considera- =
. .

tions should weigh heavily in the formulation
.

of a design: ,

. .
.

0 4
,1) Flexibility of procedures. Techniques used to monitor: change

* 0
. % -.f f

should reflect at least in, part, the nature of the contOt s

being examined.. While teghniques developed in other contexts

.may be useful and may.,yielddata which provide comparability, e

there is often a problem of-"fit". This issue is most salient

when questionnaires are th?.. technique being used. A second

dimension- of flexibility is the pulti-method approach. _Where

resources permit, use of multiple techniques is highly desire-
1

bleboth for purpoies of triangulation' (e.g. Denzin 1970) and

for enhancin,k the richness of the data.

flexibility is situational adaptability.

cularly important when 'Studying

A third dimension of)

This. issue is Piirti -

Very 'rarely is it'

possible to develop a design whic' perfectly anticipates the

nature of growth and development the Setting. In process

research, a premium is placed on adapting techniques to meet ILI

situational 'd One is reminded of a study of leadership 1,

and-job satisfaction which was abandoned because a strike took"

place during dne phase of the research, "contaminating" the

design. In our view, it isat least as useful to regard the

strike as a source of data as it is to view it es a source of

error varianc4.

J
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4The'tenporal-inerative. Process research, by definition,
.°.

involves-diaChronio.aS opposed:to Synchronic design. :Methodi

' ) ,--

. used:shouil be based on the premise that it is primarily. .4 . .

q through a careful nonitoringof'processes over time that
..' , . .

questions, of either a,theoretical'or a more.policy-toriented

nature associated with change can' be answered.
is. Research

. :a .

. ....

.--,-_____*-31--,-%'4 . -1, -1based on an. "ill and out"'or."one shot" strategy reflects ,

-- - -. '. ;
;

.asumptiond about the ppture o changef Which are at substanh-.

'

. . . -.

ial variaLce with- those underlying process research.
. :-.... . .. -
. ..- .. 4 e

;

3) :ocus on behavior. Data $ollacted 15y process research should m,.
. . ;

. . .

t. - , /

be'aftchored, insbfaf)as,postible,In.bchavior. .1n particular,-
/..- i

...,.. .

A..

techniques' sbould'be used which reflect' behaviorai adaptation

t
.

60 to formal constraints or what frouldner (1954)-and Merton (1957)
, -. , . .

. have called't40-1%nimeended consequences' of formal structure.
....-

.
. ., 0

.This-tocuS IS- particularly important in a situation in which
. -. ,.

. .

,

planned change is introduced because .of the lack' of previously-
._- 7.

estEblisfied norms and expectations to guide and order the forth

and content `of interaction..

4) Focus on the systemic nature of cheinge.Process research shOuld
. , .

be based on a recognition of the nature of the interdependencies

among the various actors who are a -part of the behavior setting.i. .

Techniques used, ,therefore, should be designed to monitor these-
independencies as carefully as pbssible and to reflect changes

in the relationships among the actorsover time.. :

,

5) PrOvision'of 'feedback to` the actors. -In contrast to the pre--

ceding, this consideration is likely to provoke no small amount

of cOntroversy. It is our view that one of the most useful

'1

.4
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t
cha,racteriatics of process research is the provision of data

.
. .

about their own.behavior and-the behavior of others in the-
,

setting to the actors. "AdvoCates of "pure" research might

argue that such an activity will alter, the very nature of the

phenomenon being studied; howiy-er, it is our position that

la) -Providing data t ,participap.ts and al.loWing them to.

evaluate the data themselves does not; in -arid of itself,-

"-put 'the researcher in the qiosition of becoming al change, agent

in spite of complex. qUestiOns ,which'ire fully Acknowledge
. :

._

regarding decions abbut -the denditions-"-under which these
-. . -,

k
.

; ,
.

-data Aare provided; and b) -while much 'has been written about,,. .

' 2I

the influence of the
-"

reb.- e archer onLthe-setting being, examined -
>

0

' 1, 4
- theso-called "-Hawthorne effect" -(Katz turd Kahn, 1966) - ft

is very, difficult to measure with any degree of-precifaion. and ..
-.

0
thus' difficult to evaluate quanti atfirely. The potential

.4,
..

,- .. .
:.. .

- benefits'-toall concerned appear o outweigh the possible costs

-of-the procedure advocated here.

Given the,above general guidelines, specific designs and research

proce,dures were developed for studying the interaction among sets of narti-
,

cipants in the .program and the SBMS -U program itself. In the f011owinq

le'ctfensthe actu"1 procedures used will be discussed,in detail... This

discussion will be followed by a consideration of the methodological limi-

tations of the research.

Collection of most of. the data analysed in this report was funded by
other sources and was completed prior to negotiations of the contract
which supported preparation of the report itself. Description of the
design.and procedures is included to permit the reader to evaluate
them. arid to haVe a degree of familiarity with the nature ,and scope of
the data presented.
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d
'B. Practicing Physicians

1. Measurement of Assesaments. of 'Program Consequences ana Scpcio-Demograchfc
Characteristics

1 .24-Quest iohnaire Construction
.

To analyze the input of the local medical community to this new.

program, as well: as .the effects of it -on firstLyear MD participants, several
kihds of data were collecte First to collect baseline biographidal and

attitudinal data, a combinati

Questions in the biographical

interview/Mail survey design was used.

stionnaire were ,generated by staff members
,.. awith Specific interests and, in CO ain cases; were based on items used in\ , .. ;

.- . q i . . . .. --- .other studies 'that had fdcused on tract irig physiCians and their recepti-. 'that
I ri , 5

.' -; -". vity to a change effort. {e.g. Coleman-, et al, 66). The final form of- this'
,1'

4

questionnaire that was .utilized can be-form-id in Appendix 15./

In order to measure attitudinal/belief orientation toward the new

program it was necessary to deVelop. a separate instrument. Although there
,

.
were-many dimensions of-,the new program that could have been used as stimuli,

. I / ° I
c e it Was deCided to 'focus on physician assessments of potential program outcomes.

4

.T;

These outcomes, if properly selected and behaviorally anchored, would 'allow

us to elicit Loth the affective and cognitive orientations of the respondent
1 -toward this new program at t- he time of the survey.urvey. In Oiyier to generate)

these program catrtcotes. a group of thirteen, randomly-telected local practicing,
!-

physicians ,was 'selected. In short individual interview sessions. Conducted' in- ,

their clinic officeA, each of them was asked the folloWing question: "What\,
-

,db you, feel -are the poteptial positive an negative outcomes, of this new
- n

program in medical education?"

Upon completion ol theSe-interview sessions in June, 1971 a total
;

of thirty-two potential program eveniyualities was generated. In the. final

a
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"Version- of the questionnaire it was necessary .tc differentiat
.

-4the extent

-to which the respondent perceived these possiad outcomA as probable '. ..;;

(i.e.,_ cognitive orientation) and/or desirable. (i.e..,',affctiire Oriente.-
.tion): ,Thus, all- of the outcomes were placed into two sep rate..sections:

4
tt=

in the first th re.Spondent_Was asked,' how, probable he fel these outcomes-/

were; in the second he Wiz asked"to -sihts-t extergli these outcomes indepen-r,
( 4 '

, -
,

4
Al

dept of their_ probability -: were des rabia. i .
': -.1:- 1-t instrument scan b e- , in A, gpe6, d, ix 33 -;.\,- 4 eI a- , ,

,..,

..ltr'cli-irjeans th,emseives,_ it'I.. I :' . .'. . . -
r. ..N.. - I -and cloteix acneho ed

1

,i Thet -ie final form of
. -.., ,,,

: . .

' Since the'-item population_ had Ill ode
-/-

'1 : -'.
. , ,,

was felt that this instrument was lieiatively specif
44 " --. ' 0 '',..,'4.1 "" .:.V 7 ' ..0

' !1:0 Cir 't h 'actual Conce-rhi--6---Ee pop at-ison. to be -'anfole . This method (5.-f
- -

... . _.
1-- f.

} t , .1.,, .-
t s tI ,

,
v"

0.,01

,generating the it eni ,pbo was felt

staff alo

0

mentb,ers of our Asearchor

comes :^
.

-.be pi-eable. for any. method, wherear
A. . .

. .
.

1, -
.e would try- to ciAncept.ualize these out

. - I
1"

... . . 1r,I
,

I

. ..- 0
NTorefinee the reaqures `- ay saling:proce ure ,.was :developed that .

m. ... A

Would allow each resp9ndent to indicate his ass
7
ssmen/

.
'

Iv.t of the probability
, . ..

6and- denrisbitity of each potential progrartiou-tcome. Inorder to 'allow for
'

as much individual..ifiriation as'
I .

possible under. these CircumstanceS, seven-
. . Pie.

Point scales were used for each;5gt cf items '''anging from the extreme. judge:-II ' \ o.. ,
%

.%1 t
%.. e V

ment of very igrProbgable probable,
i'

'to very probable an from ye, -:undesirable to very'
,.

''''
. , , -.

. , , ....- ,
"N4,464-11

..desirable'. Onee these' scales, ad'beeip 'c9nStAructed f v each item,. the l1 I 1r s(

instrument was blear and7b-ri-efl, arid} closely%ppioxim0-- -

- ;

s cale. . ( Likert 'Sbinmers , 1170 )

cants

index

' I

`-ted,s. Likert-type

s

4n as getade indi=

o t 0. individual's :beliefs and iattitudes re. the yogram These

The
. suins sof' the scbres bn t ese.scAles weielt

_

scores offer' apptoximat ions of 'both direct on,.ancl iy ens ity :was"\

A

4,
0

I ;

ti
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. " .
also cessarif-, to exantiri4 th extent to whicheach of the items was-
relate to a general syfitemof abgnition. oi affect. To .test for the,

-

, .

intern donsistency of each, item to- each' scale, a .form of iieni-analys-Is
.,-

wa s. undertaken to assess the extent to which each 'item. signifiCantly, .
. I

discriminated between high scorers and .low Scorers pn the total .scale.
Or

On)'. those items' that elicit'e'd significantly differittt responses from
. . ,,

7_ 'those who scored low on the total tet:were'' retained in the scalesoin
their final. Then by summing the. scores: on each of the,se-Titenis

: - ,;
fr each' indiyidual in the sample,' a measure g-'Of 'the streri60Ofani indi-.

'16 ,,iridlial ' 5 ,c2-gnrive and affective predis-pOs itions ,,regardirig: -6hiS't new,.pro-
'.00, :

, .
-,--. . "t. . .... -

.- r.- -'air was built: : . .
. .

.,g

f.2 _ Pretests and Instrument fi nements
;

.

"

. .. ,,. ..
+

+

4v ..-
1 . .

Once the- twO. inStrument:s" had- been dev
. 4 So

r I

: .. ,..
op'ed, extensive pre-test"iiii

. -- . .. , _.

: G

was .c,arried out 144..,June of 1971- two grotro'S (ff.:local 1Sre.ct icig.physicians ,. 4,4 . . .. . . 4
% '

%*one -con.Astineg:ht eleven indiViduaid, the Ot,her of tnirteen ind.iVidlials,
- .

/..." .
...:_ .:, :

.. H '- .-,-,

` we e selected 'randomly and.asked'Io. complete tlre...two questionnaires. =Up on
1

..

:,
.:com-pletion hf the instruments, they were asked to offer an 3'r -criticism or

SUggestions t hat they"might have to a,research staff member who was pres-
.

ThiS' Process resulfed\in a rituni3er of. suggeStiorig andonce tiles,. had been-
.___

N - - - ..

A

,
--Q. -

;included all oir the general' practitionels and specialists who-were members
*

=corpora-0d, tlie instruments were coniplete,.
. . .

0 ,.'"' ) .

_ 1 1 -;SaMple and Administration n
\-- - *5-e , :. , . z, .

- , --1-: :The -physicial sample included all practicing physicians in' the

. - .3.j)cal area who were corLtacted in Jarivary, 1971 regardirigtheir possible.

participation in the new medical program. This, grourt, which rrumlrered 197,. , .. , ,
'

45

of the local medical-, gociety at that time. A:master roster of all these

phyicianetand their: addresses .was made available by .the, medical school..

,

At
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The

-
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0 ..

t79, The iesearch de's.gn neees Sitated a. aotprehensive; sample- (i ; e.; :

aentire ponulation).. In July of 1971 a letter. frOM the Dean,of the Medical,, .
A .... 4 ,

'
.-

.

S c ho o. l and...-Che.:P?e4ident of".,,the lo01 medical sapiety'.asiuring local i.thysi-,
, , f \r

. . t; ,,, ' . ' . ' . ii.:1 ' '' , ''' ' .C i an'S that the:'reseh,r.cli effort Vas' legitimate and., that their.i-i.tspon'ses ....
- * .

, -.would be guarenteed'anonymity, was mailed to -a2 area-Physidierk.. 'Each.
.. .. -..-:----I________ , .

.
-

, of them WPS subieqUentiy Conticted..indiVikally 1?y phone end aSked.'when'
- .. -

, .---..---.,' I
f

': -lit wo4d_b_e'most:d'onvenient. to drop off the-queitionhaire and answer any
..a -

.
, .-,...

. - .. : . e.-, . , .
.queetift:aqis' he or she ,m34hc have ., I ,) .. ? .

. 7
A ..

5 ,
.

0

I'

I

4

9

:By..tlietna.of.,the sumMer bf 1971 all of the,physicians irct,he.

a

. ;

9 ,. , .
1:1.1..-,spple had been *coritaCted.., Each of thesefloctors was requested to comojettp. ,, . ; ,..: : . .:.the questionnaires at his; or- terA-Convenience. arid :to returns. them bY:. mail:

. ,.

:. . .. .Early in.. eptember, p.71-,' tbe first :tollow-iipof%ell physie4ans -who-had . .
*--

, " 0, _ f.
. ,*, . . . ..--. ..

*'.' not resp21 ded,by -Wet time, Vitog-'`.dottauCted. . '
.

4 i..
,-. , . , - \ l -N." ''.,,t ' s..- . % O.

n

1/ \Sam Retuins . ":' ...1- fr

. . k \. ".' . ''
. . / ..

.JA total of 118 practicing physicians coMpletedthe two question-
n ,

. .. ..`
., .

.
,

i-ja i'l-Thli:-19guiei-ef:resented 69,3% of the origine,i9sample contacted. . ..
. , 5.. . .

.,--

, The orfgine.1- sample itself ditiniSh0 during the period of data collectibn-, '.
- .. 7 '- . .

:1.irom.199 to 171 due to the fact that' 28 phySicians-eitheil died Or moired out
%

..
,, ,, so . _

r . :
of, the, aia durihg 'the period in4;which .1.e conucteci. this' stucly; 'Tabl'e 1 .

.
.

. :
.. .

below indicates, how many doctors ,responded at each 'stage of'-the-survey :

process.

Table Al
9.

-RESPONSE GRATES OF,PA'ACT*IaING PHYSICIANS
. .

. -
.,

Time
It , 1Stage ', Number *Percent .. ,

At.'Original Surkrey 8/71-9/71 ;67' F'-' .39%, . .%9--- / ,

*,. 0First Follow-up .10/71 -.' 34 ' 20%,'
i

Second F,ollow-Up .21/71 17-
- 1 .

1'0:3%
1

...., A

t
/ .e

.' Percentages ,are\of the revised 'sample size of N=171.
/. (original N=199 1 nus those who had either.died.Or I

moved frOm the a ea)',"",
'

, . , i 1,
*

4". :!:. *.: r' . ; -
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In cormrison.with other studies that have focused on physicians

and used a similar survey instrument technique, the final returns were.

quite favorable. For example, one study (Houser, 1971) achieved a
I
fina.

response rate of 66%, . another study (Grosi. and Grambsch, -1969) acquired

146%, (Prybil, 1970) obtained 50%, while a. 'study by (Hetherinton, 1971),

yielded 74 %. 1

To examine possible sources ofq bias in the respondent population,

. an analygis of the type and location of practice of respondents' was corn-,

pared. to the total populatipnt The results of this analysis are'presented

in .T 151e 2 below. s,

Table'A2

\ DISTRIBUTION OF RETURNS BY TYPE AND LOCATION OF PRACTICE -

Number
Me P

Responded Tote.] Percent of Total
t V#

Specialists . ,65 lois 61470-

General-Pracfitioners 53 70 - 1 76% \

\ ,

Urban '.**-. 102 152 4 :- 67%

*Rural .! 17 19 89%

In the xural,__oUtling areas there were no sp9cialists in
practice, only divs'.

.

On prebasis of:an examination of Table 2 above, it is evident

4. . 7
that no single specific type of .practice or demographic area m. as under-

-.

represented in our.* final return rates. Although there was some variation-

between-the sub-group percentages, in particular from 614 to 89 percent,

most of the totals werewithin close range of our final overall rate of
.._

69%. Thus, the data offered some empirical assurance Oat the samr4.e

..returns were not b,iased by ,these factors,.

7.

:

I
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An additional analysis of the
- _

the individual physician wanted to join.

sample returns was based en whether

the program, and whether he re-

sPonded to the survey. The analysis was undertacten to determine what bias,

. , .
if any, might hale- -resulted from one or another grc.ap reacting negatively

to the program and to the survey, positively to the program and' to the

survey, or any other combination of these factors', Table 3 below preents

the results of the analysis.

Table A3
. -

DISTRIBUTION OF RETURNS BY PROGR.4? REACTION

Tyne

Wanted to participate

Did not waht to \,/

participate /

Number
Responded

95

23

Percent of Total

605

As is evident in this table we were slightly more successful in

, eliciting xesponsesfrom,these who iere more favorably inclined.to the

program. It was felt that,this 115 di'fferpce between the two groups did

not constitute a source of significant sampling bias.
a

Due most;likelx to the high educational"level'of individuals n.

the sample. as well as the likelihood that they had encountered survey

instruments on other\occasions (e.g.; surveys on drug presCriptions from

major pharmaCeutical companies), the percentage of usuable,9uestionnaire

returned was high. _The following factors were used as "criteria of

usability":

1), that the questionnairesbe returned intact with no pages

missing and no defacement or- mutilation, of any of its

parts,
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2) that the handwriting be legible to members of the staff where

the question was either semi-structured or open-ended (e.g.,

sociometric questions), and

3) that the individual respond to all sections of all relevant

questions (i.e., no element of an index ceuld be missing.)

With these factors as guidelines, 113 out of 118 returned

questionnaires (95%) were deemed as usable endyt.hus only 5

had to be rejected:,

2. Measurement of Pre-Program-Basic Medical Science.Knowledge

2.1 Questionnaire Construction

At the same time that the biographical and predispositianal

questionnaires were being developed, a means of measuring the pre-program.

basic science knowledge of participating physicians and a control group.

was sought in order to determine baSelines against which to assess the'

impact of the program on the continuing education of physicians. After

inspecting various instruments that heve.been utilized and validated in

other settings, a test Was developed with the help of the Dean of the new

School. The test was a considerably shortened version of that used by the

- American College, of Physicians. Items used were ones which were valid and

highfy.reliable over time according to available statistics. The instru-

t ment developed, therefore, was reasonably short and had a high degree of

face validity. Thus; we felt it would adequately provide the baseline

data we needed to establish if there were any effect of the program on its

participants at the end of the first year.

4
2,2 Pretests/Refinements

All indi,yiduals who pretested the biographical and predisposi-

tional questionnaires uere also asked tb-in4ect this test and offer us
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any suggestions or criticism they might have regarding its eventual

implementation. Although they mentioned it might be too long (it covered

all nine basic medical science areas), no speific comments were elicited

that would have required our dropping the use the test at that tine

or making major changes in its text.

-.3 Sample and Administration

Two groups of the local practicing MD's were chosen to take the

test. The first'group was composed of all twenty-two practicing physicians

in the local area who were designated to work in the program as physician

Advisors and Evaluators during the first year, i.e., the treatment group.

The other group, the control group, was composed of twenty-two practicing

physicians in the local a:ea, matched by Area of specialization to members

the treatment group who were not working in the SBMS-U program the

first year.

To administer the test, a- -member of the research staff visited

each of t ese physicians and ,explained to him the anonymity of his scores

and responsA. Next, in 'view of the time required to complete the test, ,

the physicians were told that they might take the tests at their own pace

and return them by mail tcyhe project office upon completion.

2.4 Sample Returns

As was noted earlier in the report, the results of this attempt

to establish knowledge baselines were disappointing., Based on feedback

received from many physicians, the test was too long and difficult for the

vast majority of the;clinicians contacted. This matter and its implications

for the collection of such cognitive data is discussed at length in a sec-

tion of this report concerned with the impact of the SBMS-U program on

physician continuing education.
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3. Contextual Analysis of Participants

3.1 Interview Schedule

The survey instruments described above provided certain kinds of

important baseline information on area physicians. HoweVer, the process

research design described earlier required that certain kinds of data be

collected over time from program participants. In order to monitor various

aspects of the development of the program, it was decided that all parti-

cipants should b' interviewed. Accordingly, an interview schedule .(see

Appendix (- consicting of both closed-and-open-ended cuestions was

developed for the participating physicians. VarioUs questions that were

designed to Probe for elementd of both satisfaction and dissatisfaction

with the program and relationships with other participants were included

in an attempt to document any unintended consequences of formal structure,

that is, effects of the program that were not anticipated by the program's

administration.

3.2 Sample and Returns

The sample for these interviews consisted of all MDA's and MDE's

in the program. In February of 1972 each was contacted and asked if he

might meet with one of the interviewers for approximately one hour to

discuss his qmpressions of the program. After four weeks 15 interviews

were completed. While it would have been desirable to interview all 20

physician participants, the information gathered from those interviewed

provided invaluable insights into various aspects of the program's develop-
_

ment.

4. Administrative'Surve,y of Participants

In addition to the various kinds of data collected by the staff

,)f the Health Services Research Program, data were made available for
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analysis and inclusion in this report by the staff of the medical school

itself. While the research activities of the school were, of-necessity,

A
somewhat limited in scope, a survey of fhrticipating physicians was made.

Although our staff was not involved in the developmentor administi-ation

of the instrument, the kinds of information it provided proved useful.

1.1 Sample and Administration

The survey was mailed to all physician Advisors and Evaluators

(n=20) in February of 1972 and-again in June of 1972. After follow-ups,

the return rate for both admini'strations was 100%, a fact which indicates

a greater prope%sity on the/part of the participating4physicians to

cooperate with an administrative as opposed to a purely research survey.

Student Participants

1. Measurement of Pre-Program/Social Characteristics

1.1 Questionnaire Construction

In'addition to examining physician input into the SBMS-U program,

the input of the Students was analyzed. Two sets of questionnaires were

developed for this purpose: the first concerned information about the

socio-economic background of the student, the extent to which he or she

had been socialized into the profession, the extent of his or her knowledge

about what to expect in medical: school, and goals for the future; the

second concerned cognitive and affective orientations toward the conse-

quences of the program.

The' first of these questionnaries (See Appendixf35) is similar

in some ways tc,the one used by researchers ail' the Cornell University

Schoolof Medicine in the middle 1950's (MertOn, 1957) because of the

possibility that presented itself to e certain aspects of this

well-known and respected study of the medic education process. The

second questionnaire was identical to thatadministered to the physiciarlis.
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1.2 Sample and Returns

Blith of these questionnaires were mailed to all of the _16 students

in the first year's class during the late summer of 1971 The response

rate was 100%.

2. Anal1zing the Interaction of Medical Students and the ProgAm

2.1 Interview Schediles
t

In order to monitor the effects of interaction of these students

over time with other program actors as well as the SBSM-U program itself',

an interview strategy similar to that used with the physicians was adopted.

Since our interests were generally focused on the adaptation and progress

of these students, the questions covered a wide range. Some questions

were directed toward how he spent his4.ime, others to'perceived sources

of satisfaction and dissatisfaction with the program, etc. FeedbaCk from

the first wave of"interviews_was incorporated into,the second wave. The

two schedules that were used can be found'in APpendicesc,- andC -"eh.

2.2 Sample and Administation

Each student in .the class was interviewed three times during the

school year (Sept., Dec., and May, 1971-1972) by a member of the research

staff. To enhance continuity, each .interviewer was- assigned four, students

and interviewed the smile four students on each occasion. The original

Schedule was used during the first-wave in September, while the'revfsed

schedule was usedin the remaining two waves.

The interview data were collected from every member of this sample

at every point in time. The data that were generated offer some interesting

insights into various questions; especially' student assimilation into the

profession and determinants.of performance. Where relevant, this material
7

is presented and explicated'in this report.
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3. Measures of Expectations of Roles of Selves and-Physician Advisors
-(MDA's)

3.1 Quedtionnaire Coftstruction

Prior to the start of the program, each member of the research

staff was asked to develop a list of role behaviors that a new medical

.student in the program might be expected to engage in and a similar list

that a student. might expect his physician advisor to engage in. This

procedure was followed due to the fact that there were no medical students

on campus to generate the items.. The large number of student role

behavior items generated was reduced to seventeen during the course of

several discussions among the staff; similarly, the number of MDA role

behavior Items was reduced to eighteen. The instruments developed through

this process can be found- in Appendix tit.

3.2' Sample and Returns

The two instruments were administered tp the students

during their first week on campus in September, 1971, a meeting with

the research staff. All sixteen of the students completed both question-

naires.

4. Administrative Survey

In addition to the various kind of data collected by the staff of

the Health Services Research Program, data were made available for analysis

and inclusion in this by the staff of the medical school itself. For

administrative purposes, a questionnaire was developed by the school to

obtain feedback from the students regarding certain aspects of the program.
4

The questionnaire was mailed to the students at the end of the school year

olnd was returned by all but one student (see Appendix G7).

4,3?

a
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D. Campus Faculty

Because the campus 4aculty constituted an important set of actors

in the program, their perceptions of the developmedt of the program were

an integral part of the research design. An interview schedule was.

developed and each member was interviewed individually in May of 1972,

near the end of the school year. The interview schedule used can be

f4and in Appendix C.).

E. prograta Administrators

The Assistant Dean of the School was interviewed every other

,week by a member of the research staff. The purpose bf these unstruc-

'

tured interviews was to keep the staff abreast of developments inhe

- program and to alert-them to any possible incidents wich might warrant
_

a research intervention. In addition, at thege bi-weekly sessions the

School was kept apprised of the activities of the researchers.

F. Methodological Limitations

There are two factors which must be considered in evaluating the

implications of the findings generated by the design and procedures

described in the preceding sections of this appendix. First, the desigh

for, the. study is based upon an assumptionsthat it is primarily through

monitoring processes over time that the most complex and important questiong

of a theoretical and more policy-oriented nature can be answered. The

results discussed in this eport are based on the first year of operations

of the new school. While i is true that many of the results are based on
1

,.....,.

. data gathered during the ,course of that year and have therefore been col-

lected over time, it is questionable to what extent they might be replicated

in succeeding years. In many ways the data analyzed in this report are of

higher quality than much of the data that are available elsewhere. .The

0
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project itself was carefully designed and the research carefully executed.

One musty be cautious, however, in interpreting the meaning of the findings.

It is conceivable, for example, that the remarkably strong performance of

the students was at least in part a function of the fact that everyone was

concerned that they all perform well and everyone expended more time and

energy than they might have under more ordinary circulistanees to facilitate

strident performance.

In no way is it being suggested that one year period for which -

this report was written is invalid as an indicator of what might be

reasonably expected in the future. What is being suggested is that a

similar monitoring process carried out over a.longer period of time,

,including time during which roles have become more clearly defined, norms

haN;e developed more.0fully, and program structure has become more stable,

would yield information wh:ch, in conjunction with that from the first

year, might provide a more sblid basis for conclusions.

The second factor which must be considered is the size of the

, first year's class and of the physician Advisor and Evaluator group. The
0

class had 16 members, and there were a total'of 20 MDArs and MDE's. The

small size of the samples not only limits the kinds of statistical manipu-

liations that can be performed with the data but also restricts the generali-

z&bility of the findings .somewhat. Given that the program is designed to

expand to at least four times its original size, increasing both the number

of students and the number of practicing physicians involved.by that factor,

, -

one might expect that the dynamics within the program may well change.
A

Taken together, these two factors merely suggest that the reader

be aware of how they might vary were the study t6 cover, say the first two

or three years of the program's operation as opposed to the first year only.
o
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B.1 PHYSICIAN BACKGROUND/BIOGRAPHICAL QUESTIONNAIRE °.
207

S.

This questionnaire primarily concerns practicing physicians in Champaign

County and Danville.who were asked to participate in the new School of Basic

Medical Sciences program at the University of Illinois. Please do not sign

your name on the questionnaiie. All of the information in this questionWaire

will be held in strictest confidence. Respondes will be aggregatedmwhen

published so that no individuals will fie ideni:ifiable. Please attempt to
0 .

answer all quesq.ons, but tf you do not know the information requested,
.0 1

simply leave the answer -area blank. Should you have any additional comments,

please place them on the back of any of tie pages in this questionnaire.

4,

/
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(1) -A. Which of the following best describes your prpsentimalvement in medicinel
a. specialist

b. intern r

c. resiulant

d. family qp general praticioner

B. If you are a specialist, what is your fielsi?

. ,
(2) A. Are yot affiitated with any hospital or clinic?' YES """

B. LF YES: how many:

a. hospital(s)

3)

b. clinic(s)
e

How long have you been practicing in Champaign county?,

(4) Of the medical YOurnals you receive regularly(i.e.,at least quarterly), in
what per cent do you read at least one article?

a. 0-25%

b. 26-50%

c. 951-75%

d. 46-100%

(5) Please indicate your original source of information regarding the new mediCal
program.

When did you iniitially become\aware of the program (planning or idea stage)?
Please offer a close approximation by (month /year) or .this awareness.

(6) A. Are you a ember of any professional socilAes other than the Champaign
ACounty Ne ical Society?, YES NO

B. IF-YES:--4Please list,
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(7) A. If you have decided net to ?articipate in the program what factors led to
that de.irion?

las

--

B. Fleas:: these factors in, order irom.one
(least :actor).

a.

h.

c.

d.

1

4

'4

(most important' factor) to four

- .

a

(8) A. Have you attended any conventions'ormeetingti of professional. societies
during the last twelve-months? YES % NO .

B.' IF YES: Pleaseindicate the type and number.

type number attended

local (eg., county).

state

regional

national.

international,

.(9) A. Aside frcn official oLtoftown meetings, do you ever drop.tn at leading
hospitals or miptal centers, or call on 2ormer classmates associated with
than, ;when you ere .in other cities? YES NO

B. IF YES: How frequently, over the last year?

/nwhat resion(s) of the country? Vortheast'-

Southeast

Midbest

Southwest

h. -

Far West

(10) A. Is there any particular city,
school, hysnital, ouother.center that you.look to as a source of medical hftcwledse ;:or yourself? YES NO

.13. IF CS: please/name.
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(1.1) A. Plearn inclic.-.to below 11,01# important, the 2ollowin0 sources of informatiuti
were rz.gare to your decision to particl.pste' or not in the ney
medic ?!.-pr7zrzra. (Circle number which best indicates yoUr feelings.)

!pima, .3/ icferntion:

profP.;.-- ;ournels

of no
importance

1 2

Of greet .

importance.

4', 5
3

Wier- 1 2 3 4- 5.

. 1 '2 3 4 5

fmiASrtrators 1 2 .3 4 5

govdrmnlInt officialt

non-physi.;ian medical personnel

1

1

2

- 2

3

3.

4,

4

5

5

non-physician :friends 1 21a 3 4 5

relatives 1 2 3 4. S.

B.. Please :4 idicatc any othr 'pourdes of infOrmation not listed'above.

(12) A. What medical school' did you attend?

B. In what year did' you graduate?

I
. c-

(13) 'A. Did you serve as an intern in a hospital?

B. IF YES: 'Whichone.?

C. What -city?"

,

I.

(15) . How large this the town in which you grew up? (through age 12)

a. 5,000 oeless

i. 5,000-25,000

c. 25,000- 100,000

(If,) 'Mat was your father's occupation?

(1?) Are you married?

(it? What is yeuta3c1

d. over 100,000

e. rural area-

f. more than 3 changes of residence
dur '...g .chi 1 Jb-, -Ad .

.
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(1.'2) Paola, plrf7. ,lane three physicians that you turn to most often for:

a. !idyll in:c7mation ab-ut medical affairs and/or problems.

r

1.

2.

3.

b. disc ,Mien of m:dical affairsiandlqr problems.

1.

(20) What, if any, are the chief advantages of Champaign County as a place to
practice medicine?

t21) When you are with other doctors socially (es., events which are'informal
3atherings), do you like to talk about meacal matters?

a. yes

b. don't,care

c. no

(22) How much professional contact do you geneally have with:

fa. other physicians in the hospital vct.y a great
outside .of work? little 1 2 3 4 5 deal

b. other physicians in your very a great
community? little 1 2 3 4 5 deal

c. other physicians in your very a great
r ..;ion c the cvintry? little 1 2 3 4 5 deal

d. other physicians through- very a great
out the country? little 1 2 3 4 5 deal
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(23) With whorl. - ::eluding your Lanny, do you adtually spend more of your free
time -- doctors or non-doctors?

.a. doctors

b. 50/50

c. non - doctors

(24) Do you bel)ng to-any club or hobby group cc.,posed mostly of doctors?

YES
0.1.....1111110

(25) Who are your three best friends? What is the occupation of each?

nen.? occupation
a.

a.

b.
b.

c. c.

(26) During the past months have you told anyone about seine new technique
or developments in medicine? YES NO

(27) Please rank (by circling) how innovative you feel you are compared co:

A. colleagues in your special
area much less 1 2 3 4 5 much more

B. others in the field of
medicine generally much lees 1 2 3 4 5 much more

(28) What personal factors do you feel lead to:

A. your seekinq-cut of new of little
importaace

4.of great

importance
practices or techniques

1 2 3 4 5

1 2 3 4 5,

1 2 3 4 5

1 2 3 4 5

B. your attem2ting to use new of little
importaaca

of great

imprt.ance
practices or techniques?

1 2 3 4 5

1 2 3 4 5

1
2 A.

,
_. 4 5

1 2 3 4 5
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(29) A. What factors, if any, prevent physicians from seeking -out new practices
or techniques?

A.

B.

C.

of little of great
importance importance

/ 2 3 4 5

1 2 3 4 5

1 3 4 5

B. What fa-:ors, if.any, prevent physicians from using new practices or
technicc:.s?

A.

B.

C.

of little of great
importance importance-

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

(30) Please indicate your opinion regarding the following statements by circling the
appropriate numbers.

A. Too much attention is upon
trying new techniques before

strongly stronglyadequate understanding of
disagree agreethe prospects of present

techniques. 1 2 3 4 5

B. New techniques and nractices
are highly dusircIblu in the
delivery of quality eqadi:..al
care.

strongly strongly
disagree agree

2 3 4 5

C. New techniques and practices
strongly stronglyare highly lvnurtent in the
disagree agreedelivery of quality medical

care. 1 2 3 4 5

ea



D. In medicine there are few
payoffs for devoting
attention to snckin,-out
new tethni4ucs

E. In medicine theze are few
payoffs for devoting
attention to using new
techniques and ideas.

2114

7

strongly
disagree

strongly

agree

1

'strongly

disuscee

2 3 4 5

strongly
agree

1 2 3 4 5

(31) Do you have the feeling that you are generally regarded by your
colleagues as a good source of advice about new developments in
medicine?

A.
not very quite
good 1 2 3 4 5 good

B. I am ensure
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On the following pages you will find a series of statements concerning

the new medical education program starting on the Champaign-Urbana campus

in Sept., 1971. These statements describe potential consequences of such

a program and were elicited from a sample of physiciansin Champaign County

during interviews held approximately one month ago.

In the first segment of this qUestionnaire we would like your opiniOn

concerning the likelihood that each of the consequences will occur as a

result of the new program. We realise that before the program starts, it

is often difficult to make judgments in many cases. However, we would like

you to give us your best estimate based upon what you now know about the

program and your past experience in medicine.

After reading each statement, please put an X in the space which best

indicates your estimate of the likelihood that the consequence listed will,

in fact, occur as a result of the new program.

The following provides an example of the type of scale on which we

would like you to record your estimates.

decreasing . increasing
likelihood likelihood

very very
unlikely : : X : : likely

You should mark the middle space on the scale if you feel that'the

consequtnce is neither likely nor unlikely; i.e., "maybe yes, maybe no."

As the example scale indicates, as you move. in either direction from the

center of the scale, the,strength of likelihood Car "unlikelihood'? increases.

There are, of course, no right or wrong answers.

Th9nk you for your cooperation.



As a result of the new program, what is the likelihood that:

unlikely : :

very

216

> very ,

: : likely

1. Students will be better motivated
because they can see the importance
of "classroom" knowledie in their
practical experiences.

2. Highly qualified medical students
will be attracted.

3. The many demands on their time will,
prevent students from absorbing
sufficient knowledge to pass first
year comprehensive exams.

4. Friction may develop between pars-
medical personritl and the students.

5. Evaluative information on performance
(feedback) will be provided to both
students and physicians by others
in the program.

6. Physicians will be motivated to
maintain continuing education.

7. Better medical facilities will be
developed. .

8. The calibre of medicine will be

improved because teaching will also
add to the physician's knowledge.,

9. Champaign County physicians will
become more '"visible to physicians
elseWhere:

10. More physicians will be attracted
to the area who otherwise would not
have come.

11. A closer s.ident-physician relation-
ship will be created than exists in

,traditional programs.

9
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very
unlikely

12. The quality of students' education
may-be poorer than in ,traditional

programs.

13. Some students'.practical experience
will not be as fruitful as possible

because some physicians don't ,have
sufficient teaching abilities.

14. More highly qualified physicians

(higher scores on state board exams)
will be produced.

15. Students will raise questions and
provide feedback to physicians
which might alter and improve
medical practices.

2

: :alliplo
ti

very

: likely

0
IMMII111M. ilM ONN/

,
16. Students will achieve more

involvement, understanding, and
respect for the Otient. : : : :

.1....."."

17. Students will gain more practical
knowledgi sooner by being able
to examine patients earlier in
their education. .

.
.
.

.

. :
.
.

.
.

.18. Physicians may eventually become

I

bored doing the same things over
again, such as teaching new
medical students. : : ' : :

I

19. Participating physicians produced
by the program will leave the
state to practice elsewhere. :

.

.
.
.

.
.

,
.

.

.

i20. The program will motivate physicians
to continually review basic
sciences. .

: :.

I

.

,

21. There will be coordination problems
in "lining up" a sufficient range

I
of patients' illnesses fos,the
student to study. : : . : 0

rte, 0 ..b =1*0

'22. Teaching abilities of physicians :

will be improved.
. -

.
, -

:
.
. .
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very
unlikely :

23. Physicians will be more aware of
"why" they are doing things rather
than just doing them out of habit,
(because they will be proNiding
an example for the studenft).

24. Physicians will become aware of
recent medical literature. .f

25. The existing health care services
will be broadened even further.

26. Small town practices will be
encouraged.

27. Strong competition might develop

between practicing physicians and
academic physicians for "control"
of the students' program.

r

Or:

d
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11,

very
: likely

28. Patients might feel like guinea
pigs, or a certain brittleness might
develop in some practices (i.e., in
gynecology a patient might resent a
young male as an observer).

29. Others. (i.e., nurses, technicians)
maybe induced to introduce and
participate in new methods of

medical education in their own
fields. .

.
<

. :
.
. : .

.

..--16...
.

30.,Program-related activities may take
up too muck of the physician's time. : . . : . . . :

31. Patients will ,gain insight into the

complexities of medical education. : . . . : .

32. A financial drain on the state will
be'produced. : . . :
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New that you have given us estimates of the likelihood that these

consequences will occur, we would like a slightly difierent sort of

information. Some of the consequences we have listed are desirable

while others are probably undesirable. Moreover; different people will

perceive these consequences differently; i.e., some physicians may view
a particular consequence as only moderately desirable while others may
view that same consequence as highly desirable. ecausi.of this, we
would like you to indicate the desirability (for you personally) of each
of the following outcomes. Rather thiu worry about the likelihood of
tie outcome, please indicate how desirable the outcome would be if it were
to occur.

The following is an example scale:

decreasing increasing
desirability desirability

very,
very

undesirable : : X :
: desirable

Again, an X in the'middle space of the scale would indicate a neutral
evaluatioh; i.e., an outcome that is neither desirable nor undesirable.
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As a result of the new program, how desirable (for you personally) is it that:

very

undesirable
very

. 61.//0 : clsirabl(

1. Students will be better motivated
because they can sea the importance
of "classroom" knowledge in their
'practical experiences.

2. Highly qualified medical students
will be attracted.

3. The many demands on their time
i

will prevent students from absorbing

sufficient knowledge to pass first .)

year comprehensive exams. , : : . : :. :
.

. .
.

4. Friction may develop between pata-
medical.personnel and the students. : . :' . 1 .

.

5. Evaluative information .on performance
will be provided to both students
and physicians by others in the
program. .

. .
.
. .

.

.
.

6. Physicians will be motivated to
maintain continuing education. .

:
.
.

,
,

7. Better medical facilities, will 40
developed. .

.
: '. :1I 0

8. The calibre' of meacine will be A

improved because teaching will
also add to the physician's

,

knowledge. : : : '.

9. .Chemplign County physicians will
become more 'risible" to physicians
elsewhere.

10.,More physicians will be attracted
to the area who otherwise would
not have come.

11. A closer student-physician-relation-
x ship will be created than exists

in traditional programs.

. 101.1 0.

411 1.at

4



a

2 221

very
n very

undesirable :
: desirsbl

,12. The quality o! students' education
may be poorer than in traditional
programs.

Sdme students' practical experiente
will not be as fruitful as possible
because some physicians don't have
sufficient teaching abilities.

14. More highly qualified phypicians
(higher scores on state board
exams) will be produced.

15.. Students will raise questions
fandprovide feedback to physicians
Waif' might alter and improve
medical practices.

16, Students will achieve more
involvement, understanding, and
respect for the patient.

17. Students will gain more practical
knowledge sooner by being able
-to examine patients earlier in
their education.

18. Physicians may eventually become
bored doing the same things over
again, such as teaching new
medical students.

=11

19. Participating physicians produced
by the program will leave the
state to practice elsewhere.

: :
: . : :

20. The program will motivate physicians
to continually review basic sciences: .

. : :
.

.21. There will be coordination problems
in "lining up" a sufficient range
of patients' illnesses for the
student to study. : .

. .
.

22. Teething abilities of physicians
will be improved.

: .

.

. : ., : .

4

1



very
undesirable :

23. Physicians will be more aware of
'IOW they are, doing things rather,
than just doing them out of habit
(because they will be providing an
example for the.students).

24. Physicians will become aware of
recent medical literature.

25. The existing health care services
will be broadened even further.

26. Small town practices will.be
encouraged.

27. Strong competition might develop

3
s.
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very
: desirab:

0

alimowdow

;

between practicing physicians and
academie-physiciani for "control"
of the students' program. , .

-28. Patients might feel like guinea,
086, or a certain brittleness
might develop in same practices
.(i.e.; in gynecology a'patient
might.resent a young male, as an
observer). ',

,

29. Others (i.e.", nurses, technicians)
may be indUcedsto introduce and

participate in new methods of
medical education in their own
fields.' :

30. frogram-related activities *may
take up too much of,the physician's

,

. . : : .

k
.

: . : : :

: :...4:

time. : : . : :

31. Patients. will gain insight into
the'complexities of medical
education.

, : : : : :

32. A financial drain on the state
will be, produced. 0
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8.3 MEDICAL KNOWLEDGE SELF-ASSESSMENT TEST

f.

22

, .As yOu are probably aware,'-the American pllige of Physicians has, in ,

cooperation with thd Nationat Board of Medical Examiners, develhped a
"Medical Knowledge SelfAssessment,Progrim." =With ,their permission, we,have selected -a representative sample of the questions covering nine areas
of medicide and would iireatlx-appreciate

yOur'responses.to.theseiteak
on thglollcsang pages.

.We wish to stress as strongly as possible that you will; in no way,
be evaluated as en individual

physician in any of the aieas.. The items we
have selected, in fact, to a lerge'degree

were yeti, difficult to answer.

'accordicg to national norms. Since we have aelected the'questions on
this basis, it is virtually impossible to say that any individual physician
is below the average eihCe even highly

knowledgeable physicians would,A

over all, atom quite "low" on theseitems.

/
Our purpose for giving this questionnaire is'to determine if, and how

much, the new medical education,program in which you, will participate-..

enhances knowledge in these areae.above the natiOnal norms.

Finally, we' wish to stress that the information which you provide is
``

on thii and otheelores.are held in thestrictest
confidence. by our' research

group. The-information from individual respondenti is not reported in
any'form to outside groups. Only gum data is so released:, We will, of
course, be.hapPy to dieEbss_with you on a ptivate basis,

any'questions you
_ -

might have regarding your personal responses.

I wish to thank you in advance for your cooperation. 'We realize that
this takes time to complete but we.feel that,the potential returns to
individual,physicians, medical education, and the community in general,
are worth tht effort. If yod. have any, questions or comments concerning
this matertal, please feel free to call me at any time.

r.
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:''ENDOCRINWOGY AND MITABOtIC DISEASES (Part I) ,Secti6n A

.

) .
. .

.Directions: Each of the questions or'incomplete statements below"is followed byfive suggested.answers Or completions. Circle the one that is BEST in each case.

1. A young man with evere potassium depletion was found to have. increased
aldosterone produktion'but a normzl bliood pressure. The most liteliy diagnosiswould be

a. adrenalhyperplasia

b. adrenal tumor
4,

c. juxtaglomerular hyperplasia (Bartter's syndrome)
d. Cushing's syndrome

0
e; renal tubular acidosis

0 0

2. Each pi the following,findings is a feature of untreated primary Addisons,disease in women EXCEPT
." ...._.

a. increased plasma ACTH
--.....

b. hypotensiOn

c. impaired taste perception or saline

d. decrease in axillary and body hair.'

e. increased areolar pigmentation

3. Which of the following may reveal latent hPPerParatHyroidism by producinghypercalcemia?

a. Digoxinf(Lanoxin)

b. Insulin

c.. Spironolacton6

d. Thiazides

ei Oral phosphate therapy.,

`?"



LNDOCRINOLOGY AND MLTABOLIC DISEASE (Part II)

DirectL,As: For each of the questions or' incomplete
of the answers or completions given is/are correct.
answers which you'feel is/are correct.

Section A

statements below;, ONE or MORE
Circle one or all'of the

1. A 48-year-old woman whose only complaints are weight loss,nervcusne and a
small goiter, is admitted to the hospital for biopsy of a mass in the breast.
Four hours after surgery, she is found to be irrational and markedlY agitated.
Vital signs include a pulse rate of 155/min, blood pressure of 80/60 mm Hg
and temperature of 41.1 C (106.0 F).

,

Therapy at this time should include intravenously administered

at propranOlol hydrochloride -1deral)

b. hydrocortisone phosphate

c. iodides

d. levarterenol bitaitrate (Levophed)

2. Calcitonin

a. . causes hypocalcemia

b. causes hypophoOhatemia

c. is secreted by parafollicular cells of the thyroid

d. Inhibits bone resorption



RENAL DISEASE (Part I)
Section A

Directions: Each of the questions or incomplete statements below is followed byfive suggested answers or completions. Circle the one that is BEST in each case.

1. Metabolic alkalosis and hypokalemia occur after ingestion of
a. large quantities of cough syrup containing glycyrrhiza fluid extract
b. paraldehyde

c. ethylene glycol

d. large quantities of bromides

e. large quantities of aluminum hydroxide

2. A 53-year-old man with chronic pulmonary disese has been known to have chronichypercapnia and cor pulmonale for several months. He has been treated withexpectorants and bronchodilators, and has beep on a low-salt diet. Examinationdisclosed no abnormalities except for findings indicative of emphysema.
Laboratory studies:

Hemoglobin 14.2 gm/100 ml
Hemator:rit 48 per cent
Serum electrolytes:

Sodium 138 mEq/1
Potassium 5.8 mEq/1
Chloride 96 mEq/1
Bicarbonate 35 mEq/1

pCO2 arterial 68 mm Hg
Blood pH

7.32
Urine:

Sodium 2 mEq/24 hr
Potassium 65 mE.-4/24 hr
Chloride 1 mEq/24 hr

Tfie patient was ventilated am! the pC01 decreased to 40 mm Hg and remained there.The low -salt diet was continued.

Electrolyte findings that might be anticipated include:
a. Serum bicarbonate concentration and pH will return to uormal in 1 to 2 days
b. Serum bicarbonate concentration will return to normal in 1 to 2 days butpH will remain low

c. Serum bicarbonate concentration will slowly increase to concentrations of35 to 40 mEq/1 over the next 1 to 2 days
d. There will be little change in the serum bicarbonate concentration, and

the blood pH will -increase to a frankly alkalotic level
e. None of the above



RENAL DISEASE (Part II)
227

Section A

Directions: For each of the questions or incomplete statements beloW, ONE or MOREof the answers or completions given is/are correct. Circle all or one of the
answers which you feel is/are correct.

1. A boy was shorter in stature than his classmates but was otherwise well until
his seventeenth year. He then developed bone pain and was found to have a
generalized decrease in bone density on ,:oentgenographic examination. Physicalexamination showed no evidence of band keratopathy or other abnormalities.
A plain roentgenogram of the abdomen showed the kidneys to be smaller than
normal. Blood pressure was 110/60 mm Hg.

Laboratory studies:

Hematocrit 30 per cent
Hemoglobin 10.5 mg/100 ml
Blood urea nitrogen 120 mg/100 ml
Serum creatinine 10.8 mg/100 ml
Serum calcium 9.5 mg/100 ml
Serum inorganic phosphorus 8.2 mg/100 ml
Serum electrolytes:

Sodium 120 m2q/1
Potassium 4.8 mEq/1
Chloride 82,mEq/1
Total CO2 content '10 mEq/1

Blood pH 7.19
Urine:

Sodium 85 mEq/1
Volume 1200 ml/24 hr

Which of the following statements is/are correct?

a. The normal serum calcium in the face of advanced renal failure is suggestive
of secondary hyperparathyroidism

b. A bone biopsy would probably show a combination of osteomalacia and
osteitis fibrosa

c. Marked acidosis and renal sodium wasting support a diagnosis of medullary
cystic disease

Parathyroidectomy is warrented to slow further progression of renal disease

2. An impaired ability to excrete an orally administered water load is associated with
a. adrenal i Aciency

b. portal cirrhosis with ascites

c. anterior pituitary insufficiency

d. Cushing's syndrome

3. Which of the following complications is/are common to thiazides, furosemide
Oasix) and ethacrynic acid (Edecrin), when used as diuretics?

a. Potassium depletion

b. Hyperuricemia

c.' Alkalosis

d. Hyponatremia
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NEUROLOGY (Part I)

Section A

Directions: Each of the questions or incomplete statements below is followed byfive suggested answers or completions. Circle the/one-that is BEST in each case.

1. A 25-year-old

large, oval a
absent knee-

Which of the

a. Argyll Ro

h. Horner's

c. Oculomoto

d. Adie's sy

e. Tentoria

woman is found to have asymmetric pupils, the left one being
d poorly reactive to 'light and accommodation. She also has
d ankle reflexes.

ollowing diagnoses would explain these findings?--

ertscn pupil

yndrome
/

(III) nerve paralys/is in a diabetic person

drome

herniation

2. A helpful inding in''distinguishing amyotrophic lateral sclerosis from
myelopat y associated with cervical disk disease is

a. th presence of fasciculations in the forearms and hands bilaterally
b. i creased serum enzymes (aldolase and creative phosphokinase)

c. (seudobulbar palsy

d. extensor plantar (Babinski) responses

e. the absence of a spinal subarachnoid block on lumbar puncture
.f24,

3. A nine-year-old boy in fourth grade has lagged behind his classmates in reading
and writing. Previously an amiable and happy child, during his fourth year
in school he has become irritable, seclusive and given to day-dreaming. On a
few occasions recently his mother has found him in the bathroom, masturbating.He was born without complication after a normal full-term pregnancy. He walkedand talked at the expected ages. He has had no unusual or serious illnesses.
His general health and physical development are normal, and neurologic examinationdiscloses no abnormalities. Hearing and vision are normal. He is right-handed,
but not as strongly so, as the average child, and he still tends to confuse the
right and left sides of his body and his surroundings. He reads a simple passage
very slowly and with great effort, and he fails to recognize some words entirely.
He also makes mistakes in identifying single letters of the alphabet. Alva
invariably he confuses letters of similar form, such as 'b" and "di% and "N",
"le% and "W ". His printing and writing of simple words to dictation are slow and
incorrect, with frequent misspelling, misformation and omission of letters, and
reversals of the proper sequence of letters in words. His speech is normal, andhe can add, subtract, divide and multiply with formal facility for hii age. He
can write numbers, and he identifies numbers correctly, except for-a tendency toconfuse the printed "5" and "9".

Which of the following is the most likely diagnosis?

a. Mental retardation

b. Congenital agnosiP and apraxia

c. Developmental dyslexia

d. Adjustment reaction of childhood with secondary learning retardation
e. Maturational variation, probably within normal limits
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NEUROLOGY (Part II)
Section A

Directions: For each of the questions or incomplete statements below, ONE or MOREof the answers or completions given is/are correct. Circle one or all of the answerswhich you feel is/are correct.

1. In herpes simplex encephalitis of adults, which of the following frequently
occur (s)?

a. Onset over a few days

b. Seizures within the first few days

c. Focal cerebral signs

d. Fatal termination

2. Neurologic manifestations of dissecting aneurysm of the aorta include

a. ischemic necrosis of peripheral nerves

b. coma

c. spinal cord ischemia

d. cerebral infarction
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HEMATOLOGY (Part I)
Section B

Directions: The incomplete statement below is followed by five. suggested answers.Circle the one that is BEST.

1. A 52-year-old woman complains of progressive weakness and fatigue. Her spleen
extends lkcm below the left costal margin, and marked pallor of the skin isnoted. There is mild scleral icterus.

Laboratory studies:

11moglobin

Hematocrit

Erythrocyte count
Leukocyte count

Peripheral blood smear

Platelet count
Serum bilirubin

Total

Direct (conjugated)

Indirect (unconjugated)

The mast likely diagnosis is

7 gm/100 ml
20 per cent

2,110,000/cu mm
6700/cu mm

Differential count:
Neutrophils
Metamyelocytes
Myelocytes
Promyelocytes
Lymphocytes
Monocytes

60 per cent
5 per cent
3 per cent
1 per cent

25 per cent
2 per cent

Many tear-drop poikilocytes
Reticulocytea 5 per cent
Normoblasts 6/100 leuko-

cytes
340,000/cu mm

2.2 mg/100 ml
0.2 mg/100 ml
2.0 mg/100 ml

a. erythroleukemia with hemolysis'

b. agnogenic myeloid metaplasia with hemolysis

c. metastatic cancer with hemolysis

d. chronic granulocytic leukemia

e. none of the above

s..
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HEMATOLOGY (Part II) Section B

Directions: For each of the questions or incomplete statements below, ONE or MORE
of the answers or coartetions given is correct. Circle one or all of the answers
which you feel is/are correct.

1. A 60-year-old woman was seen by a physician because of fever, 40-lb weight loss,
pallor, marked muscular weaknss and recurrent infections.

Laboratory studies:

Hemoglobin 8.0 gm/100 ml
Iematocrit 24 per cent
ctikocyte count 6800/cu mm; normal differential

Platelet count 280,000/cu mm
Reticulocytes 0.3 per cent

Bone marrow showed almost a total absence of erythrocyte precursors.

Which of the following diagnostic procedures'is/are correct?

a. Roentgenogram of the chest

b. Measurement of plasma gamma globulin

c. Edrophonium chloride (Tensilon) test

d. Intravenous pyelogram

2. The spleen is the major site of erythrocyte destruction in which of Obe
following disorders?

a. Sickle cell disease in adults

b. Paroxysmal nocturnal hemoglobinuria

c. Pernicious anemia

d. Hereditary spherocytosis

3. A 42-year-old woman has chronic granulocytic leukemia. Which-of the following
is/are likely to be found in this patient?

a. Philadelphia (Ph
1
) chromosome

b. A low leukocyte alkaline phosphatase activity

c. Splenomegaly

d. Coombs- positive hemolytic anemia

4. Which of the following statements concerning chronic granulocyti leukemia
is/are true?

a. Splenomegaly is a consistent finding in patients with leukocyte counts
greater than 150,000/cu mm

b. A secondary hemolytic anemia usually spherocytic, occurs in about
25 per cent of patients

c. Current thetapy yields symptomatic relief, but does not significantly
prolong life

d. Chromosome analyses revert to normal in patients in therapeutic remission



RHEUMATOLOGY (Part I)
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Section B

Directions: Each of the questions or incomplete statements below is followed by
five suggested answers or completions. Circle the one that is BEST in each case.

1. An '18- month -old girl is seen by &hematologist because of fever spiking to
40.6 C (105.0 10 each afternoon accompanied by a stiff neck and a salmon pink
maculopapulat rash over her trunk and extremities. Physical examination disclosed
hepatosplenomegaly and lymphadenopathy. Leukocyte count was 42,000 /cull with
a "shift to the left." Bone marrow examinatioh disclosed-no increase in blast
forms although the myeloid/erythroid ratio was 6/1.

The most'jikely diagnosis is

a. leukemia

b: infectious mononucleosis

c. Henoch-Sch8nlein purpura

d. Juvenile rheumatoid arthritis

e. acute rheumatic fever

2. A patient with systemic lupus erythematosus complicated by nephritis and
hyperuricemia (12 mg/100 ml) is considered for both allopurinol (Zylaprim)
and16-mercaptopurine (Purinethol) therapy.

Which of the following statements best summarizes the relationship of these
two drugs?

a. The two drugs should never be given concomitantly

b. The drugs may be given together in the usual dosages, but complete blood
counts should be obtained at least every two days

c. The pharmacologic action, of allopurinol is inhibited by concomitant
administration of 6-mercaptopurine

d. If the two drugs are to be given concomitantly, the dosage of 6-mercap-
topurine should be reduced to about 20 per cent of the usual dosage

e. The pharmacologic action of 6-percaptopurfne is inhibited by concomitant
administration of allopurinal

3. A 36-year-old 360-lb man has been in a hospital for three weeks for treatment
of obesity. After 10 days of total starvation, he awoke with an acutely
painful right first metatarsophalangeal joint, fluid from which showed typical
monosodium urate crystals.

Which of the following would be an unexpected finding?

a. Hyperuricemia

b. An elevated serum beta-hydroxbutyric acid level

c. Metabolic acidosis

d. 24-Hour urinary uric acid greater than 600 mg

e. Joint fluid with a leukocyte count greater than 20,000/cu mm
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Section B

Directions: The incomplete statement below is followed by five suggested answers.
Circle the one that is BEST.

4. A 12-ye er-old girl with congenital cyanotic heart disease due to transposition
of the great vessels was admitted to the hospital because of joint pain and
swelling. She had had painless swelling of both knees for five years. Three
months before admission, the swelling had become worse and similar swelling
had occurred in her ankles, elbows and wrists. At approximately monthly
intervals, her knees became acutely painful for about 24 hr and she required
narcotics for relief.

Examination disclosed a markedly cyanotic, slender girl; Swelling of her knees,
ankles, wrists and elbows was striking due to marked effusions'and synovial
thickening. Clubbing of fingtrs and toes, 'cardiomegaly and a harsh systolic
murmur over the left sternal BOrder were present. Peripheral blood flow, as
measured by venous occlusion plethysmography, was increased bilaterally
despite marked hyperviscosity of the blood secondary to polycythemia.

Roentgenographic examination of all long bones disclosed no abnormalities except
for periosteal new-bone formation in the shaft of the third left metacarpal.
Laboratory values include a hemoglobin of 23 gm/100 ml and a hermatocrit of
80 per cent.

?lie most likely diagnosis is

a. congenital syphilis

b. gouty arthritis

c. tuberculous arthritis

d. hypertrophic osteoarthropathy

e. rheumatoid arthritis

RHEUMATOLOGY (Part II)

Directions: For the question belowIONE or MORE of the answers given is/are
correct. Circle one or all of the answers which you feel is/are correct.

1. After living in Arizona for two years, a 35year old Negro man developed
several lesions indicative of erythema nodosum in the anterior tibial regions
of his legs. Three months later, slightly painful swelling developed in his
left knee; and one month after that, a similar swelling developed in his right`
knee. A roentgenogram of the chest revealed a thin-walled cyst in the right
middle lobe. A PPD (second strength 250 T.U.) skin test was negative.

Positive results from which of the following would be helpful iu establishing
the diagnosis?

a. Bistoplasmin skin test

b. Coccidioidin skin test

c. Synovial fluid examination and culture

d. Synovial tissue biopsy
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INFECTIOUS DISEASE AND ALLERGY (Part I) Section B _

Directions: Each of the questions or incomplete statements below is followed by
five suggested answeri\or completions. Circle the one that is BEST in each case.

1. A 67-year-old man,' w o was admitted to the hospital, has been obtunded and
febrile for three day Tremors of the hands, jaw and extended tongue are
prominent. Nuchal rig ity is present. Cerebrospinal fluid obtained b, a
lumbar puncture contains 100 cells/cu mm with 60 per cent neutrophils, protein

4 40 mg/100 ml and glutose 0 mg/100 ml. The concomitant blood glucose is
105 mg/100 ml.

Which of the following would\be most appropriate at this point?

a. Administration of penicili4n, 15 million units/day, intravenously

b. Observation for 48 hr

c. Administration of isoniazid, 100 mg/day and streptomycin, 2 gm/day

d. Administration of methicillin,'B gm/day, intravenously

e. Administration of ampicillin, 8 gm/day, intravenously

2. Transient pulOonary infiltrates, episodic wheezing, low-grade fever and
expectoration of brown plugs are featsFed moat characteristic of

A
a., allergic bronchopulmonary aspergillosis

b.. systemic sclerosis (scleroderma)

c. Goodpasture's syndrome

d. sequoiouis

e. byssinosis

3. Amphot'ericin B therapy is indicated for each of the following systemic
infections EXCEPT

a. coccidioidon*cosis

b. histoplasmosis

c. candidiasis

d. nocardiosis

e. cryptococcosis

4. Antibiotics are useful in the treatment of each of the following causes of
malabsorption EXCEPT

a. systemic sclerosis (scleroderma)

b. jejunal diverticulum

c. intestinal lipodystrophy (Whipple's disease)

d. celiac-sprue disease (nontropiAl sprue)

e. tropical sprue
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INFECTIOUS DISEASE AND ALLERGY (Part II) Section B

Directions: For the incomplete statement below, ONE or MORE of the answers or
completions given is, correct. Circle one or all of the answers which you feel
is/are correct.

1. 'Staphylococcal enterocolitis

a. usually occurs in hospitalized patients undergoing abdoaiinil surgery
who have received antimicrobial therapy

b. ifreadily diagnosed by microscopic examination of a Gram stain of a
stool specimen

c. should be treated with an orally administeied antistaphylococca
ant.ibiotic such as vancomycin (Vancocin)

d. is caused by preformed exotoxin '

a

4
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PULMONARY DISEASE (Part I)

*.;

Section C

,Pirections: The incomplete statement below is followed by five suggested completions.
Circle the one that-is BEST.

1. Thi,most effective means of lowering pulmonary artery pressure in a patient
Who has chronic obstructiv lung, disease with cor pulmonale is by administration
'of

a. dfgoxin(Lanoxin)-

: b. aminophylline

c. oxygen

d. a nebulized solution of isoproterenol,(Isuprel)

e., ethamivan (Emivin)

PULMONARY/DISEASE (Part II) . -
. t*

_ questions'
.

Directions: -FOr each of the or incomplete Statements.below, ONE or MORE
of the answers Or completioni given is/are correct. Circle one or all of the
answers which you feel is/are correct.

.
-,

.

1. Which of the %following statements concerning severe lahoscoliosistis/are true?
A. KyphoscOliOsis'may.result in hypoxemia and' pulmonary hypertension

b. Respiratory failure _Often results from lung infection

c. Cor pulmonale may occur

d. There is interstitial fibrosis ofthe lung-parenchyma

2. Which of the following occur(s) in patients who have bronchial Sdimmomas?.

a. Facial erythema and flushing

b. Hemoptysiscy

c. Lymph node metastasego

.d. Recurrent pneumonia

3. Which of the following is /are associated with recurrent pneumonia?

a: Nypogammaglobulinemia

b. Bronchial adenoma

c. Achalasia

d. Goodpasture's syndrome
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PULMONARY DISEASE (Part"IIcontinued) Section C

4. A 35-year-old businessman flew from Chicago to Aspen, Colorado. The folloWing
day he climbed a mountain, reaching an altitude in excess of 12,000.ft.
.During the descent he became dyspneic. 'The lyspnea continued after he
reached his hotel room. There was no history of:heart disease.

A physical examinatioh would be likely to 'disclose

a. distended neck veins when the patient is in a sitting position

b. an enlarged tender liver

c. an enlarged heart with agalloprhythm

d. numerous medium moist rales

O

.(r
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GASTROENTEROLOGY (Part I)

a

238

Section C

Directions: The incomplete statement below is folIoweo by five suLAsted .

completions. CirCle.the one that is BEST.

L. The use of exchange transfusions Aor patients with hepatic coma due to
`fulminant hepatic necrosis ,

a. is clearly indicated for all such patients

b. has been proven to-be more effective than hemodialysis in prolonging 1Lfe

c.' resultr 4n survival of 50 per cent of the patients

d. requires further evaluationbefore its therapeutic -t!ue can be accepted

GASTROENTERdLOGY (Part II)

WI;

Directions: Por4ach of the questions or incomplete statements '- Selm, ONE or dORE
of the'answers or-completions given is/are correct:' tircle one or all of the
answers which you feel Ware correct.

1. The development of alkalosis in a patient with hepatic encephalopathy

a. is common in deep coma

b. is usually a respiratory alkalosis,'preaumibly 'due to metabolic, .

abnormalities affecting the respiratory center

c. increases cerebral toxicity from plasma hyperammonemia

d. can be. treated with clinical benefit by using carbon dioxide inhalations
or dilute hydrochloric acid given intravenously

A middle -age patient develops a large, straw-colored, clear, right pleural
effusion that recurs rapidly after thoracocentesis. He has been known to
have advanced cirrhosis of the liver, ane'has had ascites for the past .

three months.

Which of the following statements is/are correct?

a. The presence of a separate intrathoracic disease
is probable

s'

b. The pleural effusion is derived from the ascitic
tiny dafects in the right diaphragm permit
abdominal fluid into the thorax

c. The pleural effusion is due to azygos vein hypertension

d. Pleural effusions on the right side are wore common (5 to 10 per cent)
than on the left side in patientswho have cirrhosis of the liver with
marked ascites

(i.e. cancer, tiberculosis)

fluid, as a result of
the free movement of
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GASTROENMICIOGY (Part II continued)

239

Section C

,3. The maximal betazole (Histalog) test for gastric hydrochloric acid secretion
a. provides a reliable method for distinguishing betiken patients with

duodenal ulcers and patients without ulcers

b. shows little similarity between patients with duodenal ulcers and those
with benign gastric ulcers

c. is of great value in separating patients with the Zollinger-Ellison
syndrome from patients with severe duodenal ulcers who do not have
gastrin-producing tumors

d. is _far more reproducible in the same subject than is a basal, nonstimulated
test

4. A 48-year-old woman was admitted to the hospital because she had jaundice fortwo months. For years she had consumed a liter of wine daily. Physician
examination disclosed hepatosplenomegaly.

Laboratory studies:

Hemoglobin
Reticulocytes
Serum bilirubin:

Total

Direct (conjugated)
Indirect (unconjugated)

Serum glutamic oxaloacetic

transaminase (SGOT)
Serum albumin
Serum cholesterol

8.3 gm/100 ml
4.3 per cent

9.6 mg/100 ml
2.5 mg/100 ml
7.1 mg/100 ml

3 X upper limit of normal
4.5 gm/100 ml
275 mg/100 ml

A peripheral blood smear showed reduced platelets and many erythrocytes
with conspicuous spur-like projections.

With respect to this'clinical picture, which of the following statements
is/are correct?

a. The patient's bone marrow showed bypoplasia of erythroid precursors
b. The patient's serum transformed normal erythrocytes into acanthoid

cells during incubation

c. Acute infectious he,atitis is frequently complicated by similar hematologicfindings

d. Cirrhosis of the liver due to alcohol is the most common cause of these
findings

r



CARDIOVASCULAR DISEASE (Part I) Section C

Directions: Each of the questions or incomplete statements below is followed by
five suggested answers or completions. Circle the one that is BEST in each case.

1. In a patient with acute purulent pericarditis caused by penicillin G-sensitive
_Staphylococcus aureus, the therapy of choice would be

a. administration of penicillin G alone in large doses, parenterally

b. administration of penicillin G plus streptomycin

c. repeated needle aspirations with the instillation of penicillin G,
plus parenteral penicillin.G

d. administration of oxacillin (Prostaphlin), orally, in large doses

e. open surgical drainage of the pericardium, plus administration of
penicillin G, parenterally

2. A 33-year-old woman with a history of rheumatic fever and chronic atrial
fibrillation had, on auscultation at the apex, a rumbling diastolic murmur
that began with an opening snap and extended to the next first heart suund,
even during long cycle lengths.

It could be predicted that a simultaneous recording of left atrial and left
ventricular pressures would show

a. presystoltc distention of the left ventricle

b. absence of an end diastolic gradient across the"mitral valve

c. a rersistent end diastolic gradient across the mitral valve

J. a left atrial systolic (V) wet?. with rapid descending limb (Y descent)

e. marked elevation of the left ventricular end diastolic pressure

3. A 19-year-old secretary with a known heart murmur went to the dentist and had
her teeth cleaned. Four weeks later she noticed painful finger tips when she
typed. Shortly thereafter she complained of fatigue, and was found to be
febrile and anemic.

Which of the following congenital malformations is she LEAST likely to have?

a. Aortic stenosis

b. Pulmonary stenosis

c. Ostium secundum atrial septal defect

d. Coarctation of the aorta

e. Ventricular septal defect



CARDIOVASCULAR DISEASE (Part II)
Section C

Directions: For each of the questions or incomplete statements below, ONE or MOREof the answers or completions given is/are correct. Circle one or all of the answerswhich you feel is/are correct.

1. In which of the following conditions may there be cyanosis without associated
right ventricular hypertension?

a. Persistent left superior vena cava draining into the left atrium
b. Ebstein's anomaly of the tricuspid valve with patent foramen ovalg
c. Pulmonary arteriovenous fistula

d. Tetralogy of Fallot

2. A 55-year-old man has a history of fainting after standing for short periodsof time. When supine, his blood pressure is 130/80 mmHg and his pulse rateis 80/min; when standing, his blood pressure is 75/50 mm Hg and his pulse
rate is 82/min.

He probably has

a. adrenal insufficiency

b. a history of anhidrosis

c. large varicose veins

d. an increased blood pressure response to phenylephrine (Neo-Synephrine)



B.4 PHYSICIAN ATTITUDE SURVEY
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INSTRUCTIONS: Please indicate the degree to which you agree or disagree with
the following statements.

Continuing Education

My involvement in the SBMS-U program has enhanced my education in Lac
basic medical sciences.

Strongly
Agree :

Comment:

Strongly
: Disagree

2. I have learned significant new aspects of basic science by my involvement
in the SBMS-U program.

Strongly Strongly
Agree :

: Disagree

Comment:

"1. I spend more time talking with my professional colleagues about basic science
than before my involvement in the SEAS-U program.

Strongly Strongly
Agree :

: Disagree

Comment:

4. The basic science textbooks 2.re ' little use.to m2.

Strongly
Agree

Comment:

Strongly
: Disagree
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. I feel that I am enhancing my continuing education by my involvement in
the SBMS-U program.

Strongly Strongly
Agree : : : : Disagree

Comment:

1,

. 1 would do better to spend more time readin;; journals and taking special
courses instead of trying to help beginning doctors.

Strongly
Agree

Commenti

Strongly
: Disagree

7. I find that I am learning more basic science by interacting with students
than' by reading alone.'

Strongly Strongly
Agree :

: Agree

Comment :.

8. The approach of the SBMS-U program in the clinical problem format provides
an opportunity for me to apply new knowledge in the basic sciences to my
practice.

Strongly
Agree

Comment:

Strongly
Agree

r
i"9. I find my continuing education in the basic science:1,as a re: ilt of n

involvement in the SBMS-U prog-i-an.irore directly relevant to the needs of
my immediate practice than other continuing educational exercises in thesebasic sciences which I have employed.

Strongly
Agree

Comment:

Strongly
Agree
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Time

] I spend too much time with students.

Strongly
Agree :

Comment:

- Strongly
: Disagree

2414

2. Estimate the amount of time per week you spend engaged in the following
activities: (to closest hour)

a. student contact
b. colleague contact concerning SBMS -U program
c. studying textbooks
d. studying the curriculum
e. studying professional journals

3. I can't afford to spend four hours per week with a student.

Strongly
Agree :

Comment:

Strongly
: Disagree

4. I feel that I am shortchanging the students due to the limited amount of
time I can spend with them.

Strongly Strongly
Agree

: Disagree

Comment:

5. The flexibility in lakinE time scheduling permitted by tne siDn-u program
makes the experience more enjoyable.

Strongly
Agree :

Comment:

Strongly
: Disagree
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Teaching/Frorram

as,MDA/MDE should be more closely and completely defined by the

Strongly
Agree

Comment:

Strongly
: Disagree

2. my role as MDA/MDE has been too defined and limited by the-curriculum.

Strongly Strongly
Agree

: Disagree

Comment:

3. I have been provided adequate tools to carry out my responsibilities as a-3.3..-

MDA/:.ME in the SBNS -U program.

Strongly
Agree 2

Comment:

Strongly
: Disagree

4. The SBMS-U students are being given less than the optAlum level of education
in the basic sciences.

Strongly
Agree

Comment:

Strongly
Disagree

5. I fe..:1 at a distinct disadvantage in dealing with the Ph.D. basic science
faculty.

Strongly Strongly
Agree : .

. , : Disagree

Commnt:
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6. The 57::.:;-u program has limited potential in application elsewhere in
other surroundings.

Strongly Strongly
Agree .

: : : Disagree

Comment:

7. I would prefer to have more students to deal with on a regular basis.

Strongly
Strongly

Agree
: Disagree

Comment:

8. I don't feel competent to judge'the student's progress' through the basic
science curriculum.

Strongly
Agree

Comment:

Strongly
: Disagree

9. The curriculum design of the SBMS-U program is a good one.

Strongly
Agree

Comment:

Strongly
: Disagree

10. The advising/evaluating functions would better be handled by full-time
rather than part-time physicians.

Strongly
Agree :

Comm -ant:

Strongly
: Disagree
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'1. Y_2dical training is better loft to full-time faculties.

Strongly Strongly
Agree' : : Disagree

Comment:

2147

12. I should be paid by the University for my involvement in the SBMS-U program.

Strongly
Agree

Comment:

Strongly 4*

: Disagree

13. The SBMS-U staff has been responsive to my needs as an advisor/evaluator in
the program.

Strongly
Agree .

Comment:

Strongly
: Disagree

14. Having my students using community hospital facilities has proven el::=7=2
disruptivep) cy

Strongly Strongly
Agree

: Disagree

Comment:

Practice

1. 1,1y involvement with the SE4S-U program has interfered with my practice.

St:m/s:ay

Agree

Comment:

Strongly
: Disagree
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2. The new knowle in the basic sciences gained throu ;h my involvement
with the SBMS-U program has had an impact on the'imurovemcnt of n

practice.

Strongly Strongly
Agee

: Disagreg

Camnent:

3. I have been shortchanging my practice by my involvement in the SBM-U
program.

Strongly
Agree

Comment:'

Strongly
: Disagree

4. My invol vement in the SBMS-U program has had little impact on my practice.

Strongly
Agree

Comment:

Status/Personal

Strongly
: Disagree

1. I feel much better and professionally responsible as a result of my involvement
in teaching beginning doctors.

Strongly
Agree

Comment:

Strongly
: Disagree

2. I would recommend that my colleagues not yet involved in the SBMS-U program
get involved in the program.

Strongly
Agree

Conment:,

Strongly
Disagree
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3. The student contact is valuable to me`:'
a

Strongly 1
Agree

Comment:

2h9

Strongly
: -Disagree

h. I feel that I am a part of the faculty of the University of Illinois
College of Medicine.

Strongly
Agree :

/ Comment:

Strongly
: Disagree,

My involvement in the SBNE-U program has interfered with my family life.

Strongly Strongly
Agree :

: Disagree

Comment:

6. My part in the SBMS-U program is important.

Strongly
Agree

Comment:

7. i play a significant role in the SB:1S,-U progra m.

Strongly
Agree :

Comment:

V

Strongly
: Disagree

Strongly
Disagree

TG/f;.3

),
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B.5 STUDENT BACKGROUND/BIOGRAPHICAL QUESTIONNAIRE

I

As you perhaps know, there are many unresolved issues in medical

education today. As part of a larger scud; designed to examine soMe

of these issues, we are interested in how you, as a medical student,

feel about them.

1

This questionnaire is designed to find out what you think about

various aspects of medical training and practice. The information which

you provide will be helpful in clarifying problems of medical education.

We reco6nize that many of the questions deal with complex issues

and that the alternatives do not always express the subtleties of your

opinions, However, the purpose is to obtain an overall picture of the

attitu,7!es held by medical students.

There are three points which we would like you to bear in mind while

filling out this questionnaire:

I) This is not a test; there are no right or wrong answers.

2) Your individual identity will not be revealed and your

personal answers will be kept confidential.

3) Read each question carefully before answering.

Thar.k you for your conperation in this study.

250
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1. (a) At what age did you fIrst thin% of becoming a doctor? (Check one)

Before Cie of 10

Between 10 acrd 13 years of age

At 14 or 15 years of age

At 16 or 17 Years of age

Since the age of 13

.no

-. (b) At what age did you definitely decide to study medicine? (Check one)

Before the age of 14

At 14 or 15 years of age

At 16 or 17 years of age

Between 18 and 20 years of age

Since the age of 21

251

2. Which one of the follcwing statezacnts best describes tho way you feel about
a career in medicine? (Check one) ,

It's the only Career that could really satisfy me

It's one of several careers which I could find almost equally
satisfying

It's' not the most satisfying career I can think of, everything
considered

A career I decided on without considering whether I would find
it the most satisfying

3. (a) Hew important was each of the following in your decision to enter the
medical- profession? (Answer for each)

Very Pairly Of minor' Not at' all
important important importance important

(1) ;:other

(2) Father

(3) C,.!=

(4) ore no:. in

(5):Ynyoici.ano you now

(6) lou ho've, heard
o:

,7) *Jct.. lulow
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3. (a) (continued)

(9) Books, movies or plays

(Give titles:

(10) O,her 0:hat?

2

Very Fairly Of minor Not a: all
important important importance important

eiNIMIONMIIM

(b) Which t17o of these were of most importance in your decision to become
a doctor?. (List the appropriate numbes)

4. At the present time, how do the the following members of your family feel
about ycu becoming a doctor? (Answer for, each)

Strong Slight Expressed Slisht Strong
encour- encour-

r19 opposi- opposi- Doesn't
agement &gement opinion tion , tion apply

Mother

Father

wife or
husband

3rother or
sister

O.hcr

relatives

NIONOMVI.IN 11

5. y:- u? ::iad to b.:,:c7-.! ever have any
dcciz:ca .for you? (Ucc:: one,,

c,21 ;.cu.1

Zotfots

o, nb dots z.t all

I

4
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6. All things considered, about how much do you know about what you can
expect in medical school? (Check one)

A great devil

A fair amount

Gnly a little

Practically nothing

7. important has each of the following been in helping you to form a
picture of what medical school is like? (Answer for each)

Very Fairly Of minor Not at all
important important importance important

Medical school bulletins

Medical students at the Urbana
campus

Medical students at the Chicago
campus

1 W.ieal students at other
schools

Nembersiof your family who are
'doctors

Your family pSysician

Othei physicians who are
friehds

Medical school -faculty

College faculty

Books, c.ovies, plays
(Give titles

Other 0,:hat?

=

8. Cc7.2:;!ed to your uric:crExac:uate hot much do you think your
stuu..ca is you: lirLt yea: sckool zra coin:7, to take? (Check 9;10

I thin!: I zoin3 to have Co cpca:: 1,ore time c my studies in
medical school

I thial: I can 1CG4; Liv.c oa them

I think I'll have to f,p,ad a:)cut the sane ar:,ouat,Of time. on them
Don't know
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9. In your opinion, how it portant is each of the followit for a student to
Get the most out of the first year of medical school? (Answer for each)

Manual dexterity (with
instrument's, tools,

machines, etc.)

Ability to memorize

Ability to cope with theoretical
Material

Previous knowledge of physical
s ience

Ability to put aside almost

everything for your studies

Previous knowledge of social
science

2514

Very Nat at all
important important

Getting along with other students : : : : :

Ability to remain r'laxed, rather
than overly tense and new ous about
your work

Learning as many medical facts as
possible ,
Making up your own mind about what
to emphasize in your studying : :

----"---...

Getting along with the medical
faculty

Ability to carry out research .
.

.1.

\\./....

10. ghat is your realistic appraisal of how well ycu will do in your first
year compared with the other members of your class? (Check one)

I expect to do considerably better than Ayerage

I expect to do somewhat better than average

I expect to be abow:. average

I e::pect to be belch aveze,;(s

watt :-.a:Al
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11. Hcw di:flcult do you each of the followin3 will be for you in your
first year of medical scnool? (:,nswer for each)

255

Very

difficult
Not at all

difficult
Making friends in your
class

: : : : :

Keeping up with ocher students
: : : : : :

Learning what is expected o2 you
. :

Adjustment to the sights and smalls N
of the anac,o.Fly lab

: : : : : :

Learning Cp thica for yourself
: : : : :

Getting ti know irteulty members

Not allowing yourser5 to beco:.:e
overly tense or nervoue't..aboue
your work

--,

12. Kowcuch contact with each o2 the Zollowiryoups do you think you will
have 4uring your first year in cr::dical school? (i'-;ftswer for each)

;:ore than ExtielTdly
enough contact little contact

Members of ct.har elassea in
medical school

Patienes

--=,_
Basic scleaQe faculty.

,---.
i.. _ _

**,.4.--- e.2.1.1-es.na-rl-in.Leal-Zacut-i--,'

".'"'

--
Practicir; 2..lysici,--ns .

.
.

.

.
.
.

.

. .

-
-----,

7t,4-.:.1.alscors of the radical sehool
-....,,,,

.

13. co feel you already aaaut t.,-..1.)ers at (your)
oe'hool?

A greoc
deal

Very
little



256
6

14. Vhca do you eNpect that you will first come to think of yourself as a
doctor? (Check one)

I already think of myself as a-doctor

During my first year in medical school

During my second year

During my third year

During my fourth year

During my internship

During my residency

Haven't given it any thought

15. Vhat things do you think you will like best about being a doctor? (Check
as many as apply)

Being able to deal directly with peOple

Being able to help other people

The fact that medicine is a highly respected profession

Having interesting and intelligent people for colleagues

Doing work involving scientific method and research

Being my own boss

Being sure of earning a good income

The challenging and stimulating nature of the work

Other (What?

16. (a) In your opinion, how well does each of the Following phrases describe
the medioi profession? (Answer for each)

Very good Fair Poor
description descri,pl..ion description

(1) A profession whiCa has high standing
in

(2) A ..,1:of:..c3icn 3CiVICe to t1-.e

(3) A p:,-,f;:lon secure ant;

(4) A p:oL.z5Lon 1silica helps in:Aviduals

(5) A 2:0:,,f..Lu:1 in w:-.ich rel

by or.c's colleauc.c

(6) A har6z2r work

(o) In y(Air 6 1'2 0: tt. ,:Dove ds.:Lcrib.2.5 the
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17. Uow do you feel about ocniteting with other people, especially when the
stakes are hic;h? I.: .:cling about competitive situations is that (Check
one)

I dislike them and prefer to avoid them ccmpletely

I dislike than scmewhat

I have neutral feelings about them

I enjoy thLm somewhat

I get a kick out of then and scmetimes seek them out

13. How ruch cc:-Totitivcaess do you expect -among your classmates in medical
tchool? (C. :cc one)

N

A great deal of ccmpetitiveness

A fair amount of ccpetitieness

Only a little ccr..petitiveness

No Competitiveness at all

19. (a) Below is a list of problems and situations
meet in their dealings with pixtients. Fort

about your ability to deal with each of
tire? (Answer for each)

which
confident

these problems

:.:any medical students
do you expect to feel
at the present

Ce.npletely

confident
Completely lacking

in confidence

(1) When a patient has an emo-

tional outburst of scme kind . :

(2) Preventing a patient from becoming
c:barrassed during a pelvic
examination -. : :

(3) .aving to do a pai.nful pro-
cedure on a sick Ch 1c : : : :

(4) Eavin3 to tell a patient that
the teccs pr,1:Zoru.ed o.... Lin do

not rcv,:al L.:..c cause of his

(5) ...21:_:.:; *..ac tC.i a 7.a.:iaat
:.D .. a scricus a.-.,.: i:rc:-.6..a'alc

ilincLc

(L) N:..cin,L 1:;ai to o in an eme:geney : : :

(7) :,..., .1)1. to do a :,,-.1puneture
1.:....,c (...y d._:.aculty

:

(8) E-7..n-; a sector as one o; your
IcaLz

(9) -...-.:,n, z_1.,le to r.-.:::e a L....jnosis in
...,/

a ,;1::icul- c.:..,! C-

(
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Completely
confident

(10) Deciding on appropriate med-
ication add dosage

(11) Handling a patient who refuses
to accept what you tell him

258

Completely lacking
in confidence

(b) About which of these problems do you expect to feel rore confie2nt
once you have become an exoerienced practitioner? (Indicate the appropriate
numbers from the list above

)

20. (a) In your opinion, how important is aach of'the following characteristics
in making a good physician? (Answer for each)

(1) Good appearance,

(2) Warm and pleasing personality

(3) Dedication to redicine

Very Fairly Of minor Not at all
important important importance important

---y,-L--
(4) Hi:ill intelligence

(5) Skillful management of tire

(6) Scientific curiousity

(7) Integrity

(8) Ability to think in an
organized way

Research ability(9)

people

(11) Recognition of own
limitations

(12) Getting real enjoyment out
of meolcine

(;) In your c?inion, tuo chrnctczistics are rof7t
in a good phy5ician? (Lisc the appropriate numbers.)

(c) In yoar opinion, w'aiCa two of. thcsg aro more in:portant to ncdicin
than to c'thrr n;nflion? 0,Isc. the appropriate numbers.)
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21. flow important is each of the following types of social behavior
to the success of a physician? (Answer fol.' each)

Very Fairly Not at al
important impprtant importan

To maintain a restrained and dignified manner

To wear conservative clothing

To participate in community activiC.es

To be a good conversationalist

To have a degree from a top medical school

To maintain an air of confidence (even when he
is not feelinc, confident)

22. In which one of the following categories would you say the average yearly
income of the specialist and of the general practitioner fall?
(Check one in each group)

SPECIALIST GENERAL PRACTITIGNER

Under $10,000 Under $10,000

Tr075-67:1Z-000 $10,000-$20,000

$20,000-$30,000 $20,000-$30,000

$30,000-$40,000 $30,000-$40,000

$40,-000-$50,000 $40,000-00,000

$50,000-$75,000 $50,000-$75,000

Over $75,000 Over $75,000

23. How ;:.uch have you thouzht about the kind of medical career you would
like to have? (,:aeck one)

A 6rcat

A fair ,7:ount

Only a little

Not at all
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24. T''Iort v:,11 have fini'.hed vow: formal nodical trainia^. ''ork b.-10r d
your .c%D.):

(a) To what type of professional activity in the list below would you
prefer to give most of your working tine? Please indicate your first
two choices in the order your preference. (Check one in each group)

FIRST CHOICE

General practice
4

Specialty practice (Which specialty? )

Teaching some medical specialty (Which specialty? )

Doing research

Other (What?
)

SECOND CHOICE

General practice

Specialty practice (Which specialty? )

TeaEhing some medics;. specialty (Which speciaitY17 )

Doing rescarch

Other (What?
)

(b) Apart from what you would like, to what type of_ professional activity
in the list below do you expect to give most of your working time? (Check
one)

General practice

Specialty practice

Teaching score medical specialty

Doing research

Other (khat?
)

(c) How certain arc you about your choice of professional activity in
Cuestion (b) above? (Check one)

Very certain

Fairly certain

Not at all certain

25. 12 you could arran:je it, in linich o: the follo;dno, situations would
yea an to carry out the professional activicy you said you prefer most?
(C:',.!c:: one)

Ova professional o2Zice with ho.pitz..1 a:filiation

pro2c::Lional office withot.t hospital affiliation

Lar3c priv: clinic or hospital

C:all clinic

0i:1er ('n,lt?
)
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26. U:IaL yearly income do you think you miht cnoct

(a) Ten years after L.edical school? (Check one)

Under $10,000

$10,000-$20,000

$20,-000-$30,600

$30,000-$40,000

$40,000-$50,000

$50,000-$75,000

Over $75,000

(b) At the peak of your career? (Check one)

Under $10,000

$10,00071:10 Ka__

$20,000-$30,000

$30,000-$40,000

$40,000-$50,000

$50,000-$75,000

Over $75,000

27. (a) Uhat eT.,oth_illt-,-&e-r-aLL-Ari,,t-stnrict be-ow L.-6 you expect
the most satisfaction? (Check one in each column under "a")

(a)

Warkir.; toward national or

internatfonal betty r.;eut

Leisure ti7,e-activiLies

lrofe:;sion,.1 .:.:t-cur

?ar.zic 1,, c -n co:.

Mcst satis- Next most Most saris- 'Aexz r..ose
fyfhg to . .-

satisfying tying to satisfyinL;
you to YoU DOCAOas to ;;oCloas

(h) :n LCO or actiVILIC'; in thJ bLlow give
6(r. ', most. satisfaction? (C:.ock one in cc11
un,L:
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26. ore so.xe ..0 :r o: a
s-ecidlty or of
ant to you Ls you U. vc.r eLrL.Lr? two t 1:...rLant?

(Check t.tp in each colu,n)

ill,portant

Eavir.3 che ouc,rt.unicy co ::no'; your paLiLnts well

cblo to establish your own hour of

dianoscic Laat are p.2.rtieularly

liavins; enjo;aole relatiom,hips with colleaz;ucs

::a1;i7.3 a 1:',001/4: incole

Eavinz patient:3 who will appreciate your efforts.

Having presti,:e within the me3ical profession

,rt.ant

29. .(a) How difficult is it for you to finance your meieal-education?
(Chcck 0.1e)

_

Extrccly Not at all
difficult difficult

(b) Inc:ic3te blow the relative proportion of support' for expenses
whiie in medical scnool.

7.1.) scholars-hip

2) loan(s)

3) personal savinL,-3'

4) e:ployl-ent c..1.:1.n; school year

5) e:.loy;%,ent durin-; vacations

6) s-J.D:,3,;
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30. Lo. often (ii :, ,Lr of ::our;; per week) do you expect to engage in the
following activities while in medical school?

Going to Cf.e moVies

Reading serious IBlak-sari-d"----1Aagazines

---triCning to music

Attendin; sports events as a spectator

Participating in sports events

Going out on dates

Attending classes

Partici-eating in organized campus activities

Talking with friends

---- Seeing patients

Working at special hobbies (What?

OthCir (;' :hat?

31. What is your father's occupation?

32. Do you have any relatives who are in any of the following professions?
(If yes, what is their relationship to you?)

n.D.'

Ocher
close Other

No Yes Parent relative relative

,.
41*
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33. Du.-ir.-, your first year Of me,:ical school, how '1.!;.--?1.v do you feel it is
,that you will ccr,-,e in contact with the following types of infocmation?,

( likely unlikely
a, general inforation abOUt

b. information about clinical
applications of basi. 17.cd-
Joel scicnees

c. information 'about basic med-
ical science theory Ear se

1 2 3 4 5 E., 7

,

1 2 3 4 5 6 7

39. rrom your point of view, how desirable is it that youl come in contact
with each of theSe types of information?

desirable' undesirable
a. general Information abOLt

the medical profession 1

b. information about clinical
applications of basic med-
ical sciences 1

--- e-.
ical sciencer theory plese 1

2 3 4 5 61 7

2 3 4 5 6

2 3 4, 5 6 7
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B.6 STUDENT ROLE EXPECTATIONS QUESTIONNAIRE

As a Begininng Doctor, there are several activities in which

you may engage. The last time we were together, we asked you to

sort several of these activities into categories which represented

the amount ofctime and energy you felt you might, allocate/for

each.

Today we are interested in two things. 'First, we would like

your best estimate concerning the likelihood that you will engage

in each 'of the activities presented and second, assuming thet you

do engage in the activity, we would like you to indicate how

desirable.that activity would be.

It is our belief that the likelihood and desirability

estimates will help us to better understand what is_encountered

by the individual in his role of Beginning Doctor.

As usual, we hope that this information, presented in

Brae summary form, will provide feedback about the medical

education process.

Thank you for your cooperation.

'14
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Consider your role as a Melanins Doctor. For'each of the activities,

listed below, please indicate the pe6bability of its occurrence during'

the school year. j
.

very - very
likely : : unlikely

will:

4

1. Attend classes.

2. Talk-about non-medical
matters with other
Beginning Doctors.

3. Help my fellow-B.D.s
with academic problems
they encounter.

.111NMINNIM
.

t:

4. 'Listen to the complaints
of my fellow B.D.s.

5. Read texteipend journal,
which are not. part of
any formal assignment.

6. Attend meetings, seminars,
and colloguia forB.D.s. :

.

.
.
.

7. Ask nurses and technicians
,

questions about medical
practices.

.

8. Study to pass national
boards. : 1

40

9. Manage the social relation-
ships between doctor and
patients. : :.........

'10. Cram for exams. : : : : . .
.

11: Do Physical exams.

12. Take histories. : :

13. Diagnose patients'
medical problems.

14: Ask other B.D.s questiohs
about academic and clin-
ical problems.

15. \Bec-k out faculty for in- ---

81vidualized help in the
baiic medical Sciences. ':

a



I will:

7

2

-very > very
:

: unlikely

16. Study thosezbasic medical
sciences in which I develop
special interest.

17. Sturly those areas of a
basic science in which
I develop a specia in-
terest. Iwo MIIII





:Ea

As you have indicated, some of. the activities are more likely to occur than

others. Assuming that you do engage in each, please indicate how desirable-

undesirable each would be.

It is:

1. Attend classes.

highly > highly
desirable : : : undesirable

2. Talk about non-medical matters
wicn other Beginning Doctors.! : : : : . :

3. Help my fellow B.D.s with
academic prob-ems they en-
counter. : : : : :

.

.

4. Listen to the complaints of
my fellow B.D.s.

5. Read texts and journals which'
are not part of any formal
assignment.

6. Attend meetings, seminars,
and colloquia for B.D.s.

7. Ask nurses and technicians
4uestioas about medical
practices.

8. Study to pass national
boards.

9. Manage the social relation-
ships between doctor and
patient.

. :

10. Cram for exams.
: :

11. Do physical exams.

12. Take histories.

13. Diagnose patients' medical
problems.

14. Ask other B.D.s questions
about academic and clinical
problems.

15. Seek out faculty for individ-
ualized help in the basic med-
ical sciences.

ft0111.0 afiliwommli



I will:

25Q
4

highly highly
desirable : : undesirable

16. Study those basic medical

sciences in which T develop
special interest.

17. Study those areas of a basic
science in which I develop
a special interest.

11
4 .
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You have already given us estimates on the likelihood and

desirability of certain activities associated with your position

as a Beginning Doctor.

On the following pages, than are 18 items (activities) which

may occur in your interactions with your advisor. Again, we would
like you to indicate the likelihood of each activity occurring and,

if it does occur, the desirability-undesirability of the activity.

As always, there are no right or wrong answers. They are to

help us understand what the role of Beginning Doctor involves.

Thank you.



Consider your advisor. For each of the items listed below, please indicate
the probability of its occurrence during the school year,

My adiinor will:
very 4; very
unlikely :

: likely

1. GLve advice on personal
matters.

2. Provide encouragement.
: : : :

3. Oversee my study habits.

4. Be a friend.

5. Demonstrate the relevande of
basic medical science.

: : :

6. Permit me to work closely with
him on patients.

: : : :

7. Influence my approach toward
treatment of patients.

: : : .

8. Instill standards of medical
practice.

9. Be willing to spend a great
deal of time with me.

10. Permit me to observe him in
his practice.

: : : : :

11. Understand what I as A Beginning
Doctor need to know. .

12. Be aware of the latent develop-
ments in medical technology.

13. Meet me on a social basis.

14. Permit me tc work with patients
without his direct supervision. :



2

My advisor will: ver;

unlikely

15. Provide information on what
knowledge in basic medical
science is required to function
effectively as a physician.

lb. Be receptive to new ideas
about medical practice. : : : :

17. Invite me to his home. : : :

18. Permit me to define my own
program.

very

likely



1

3
3

As you have indicated, some of the actiAtius seem to you to be more likely to
occur than others. We are also icorested-in how desirable you regard each
of the activities to be for your training tilt: field of medicine.

It is/desirable that
my advisor:

very

unZe .sable :
1

1. Give advice on personal
matters.

2. Provide encouragement.

3. Oversee my study habits.

4. Be a friend.

5. Demonstrate the relevance of
basic medical science.

6. Permit me to work closely with
him on patients.

7. Influence my approach toward
treatment of patient3.

R. Instill standards of medical
practice.

9. Be willing to spend a great

very
: : desirable

I

deal of time with me.

10. Permit me to observe him in
his pract .

: : : : :
.
.

11. Understand wt. T as a Beginning
Doctor need to ..now.

7
:

..now.
__

Be aware of the latest develop-
ments in medical technologj.,

13. Meet me on a social basis : : :
. .

.



It is desirable
that y advisor:

4

very c 7 very
undesirable

: desirabl2

14. Permit me to work with
patients without his direct
supervision.

15. Provide information on what
knowledge in basic medical
science is required to function
effectively as a physician.

16. Be receptive to new ideas
about medical practice.

17. Invite me to his home.

18. Permit ae to define my own
program.'

et

0
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B. 7 STUD1INT ATTITUDE SURVEY
275

BEGIN UING DOCTOTI QUZSTIGNUAIRE 1Q71-72
School of Bas' Medical Sciences, Urbana-Champaign

INSTI-AJCTIONS' Please respond to each statement by circling the appropriate
letters. (SA- Strongly Agree, A-Agree; D-D',sagrco; SD-Strongly
Disagree; NA-Not Applicable) Your comments in each area are
solicited and will be very helpful for futur^ planning. Do not
put your name on the evaluation.

1. The intensive review sessions we good preparation for the
Fresithrtn Comprehensive and the National Board Exam Part I SA A D SD NA

2. I used the SBNS -UC curriculum extensively as a study guide SA A.D SD

3. I wish my M.D. Advisor had known more about lyviie science SA A D SD

I

I

I

4. On the whole, I did no like the SBMS-UC experience SA A D Si

5. The clinical seminars at the out1ying hospitals should be SA A D SD
continued in their present format

6. I arrays felt I could talk openly with the' ikon SA A D SD

7. Now I did on the National board Exam Part I is not very
importar* to me SA A D SD

it'8. I always felt I could talk openly with Bill Sorlie

9. Evaluation of B.D. progress Lhould be made strictly on ',,h2
basis of written examination 'throughout the year

10. The pre- and post-tests in the curriculum helped me decide
what to study

SA A D SD

SA A D SD

SA A D SD

11. We should have had more basic science lectures SA A D SD

12. Textbooks are the best study resource of the basic'
medical sciences SA A Dt SD e

13. The topical seminars in microbiology were useful SA A D SD

14. The bi-weroay discussion sessions with the Dean and his
staff should be continued SA A D SD

15. My M.D. Advisor was happy with me as his advisee CA A D SD

16. All students should study the same clinical problem at P
the same time throughout The year SA A 121' SD

17. There was not enough space in the School building for
individualized study

SA A D SD

18. 3BMS-UC students were cheated on vacation time SA A D SD



= -a.- - ,
C-gaments: (1-18)
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19. Throughout the year I felt that I was learning-the elements
of basic science needed for medicine ..3A A D SD

20. The Clinical Problem method of studying basic medical
sciences has given me a more meaningful understanding
of these sciences

'21. The program was 3/4 faith and 1/4 reality

SA A D SD

SA A D SD
-r

22. We should have had more lab; in all of the sciences SA *A D SD

23. The books. and monographs in tRe SBMS -UC library were
inadequate in quality SA A D SD

24. My M.D. Evaluator vas unfair in his evaluation of me SA A D SD

P5. The community medicine course in the School of Social
Work was-useful SA A D SD

26. Supervised and required dissection of the human cadaver
should be part, of the SBMS-UC progtam SA A D SD

27. I learned wgx6at deal of anatomy from Janet Harris SA A D SD

28. My M.D. Evaluator tried to cover tol much material SA A D SD

29. The only value bi-' the clinical seminars was the free meal SA A D SD

30. I feel that my financial needs were adequately met given
the limited funds available SA 'A P SD NA

31. The Sex education program presented,by Dr. Sorg was a
valuable experience SA A D SD

32. I' didn't learn enough basic scienle in tae SBMS-UC program SA A D SD

-.30. In retrospect, the students should have formed a class
organizetion SA A D SD

34, I never really pot to know my fellow B.D.'s SA A D SD

35. There were too many seminars in microbiology SA A D SD

36. My M.D. Advisor only served toiconfUse me aboat elemens
of basic science SA A D' SD

37. ky clinicaL poriences . -rued to stir late my inter:ss
in medicine SP-. A D. SD

38, My M.D. Advisor was a very helpful person SA A D SD

39. M.D. Ev&luators bu discontinued in fav,:,r of
letting the M.D. Advisor curry out !;iis function SA A D SD



aCcroment s : (19-39)

4
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43. The clinical seminars were interesting, but of little
valloin learlilg elamenLs of basic science FA A D 3D

41. j always felt I could talk openly with rom Gamble SA A D SD

42. I thought the comprehensive exam covered much of the
basic curricultin SA A D SD

I4t ?. M.D. Advisor made too many demands on my time S..; A D SD

44. The whole year was a confusing experience and I have no
idea what I should havr, learned or did learn SA A 'D SD

45. The topical seiinars in microbiology should be continued SP A D SD

46. All basic science seminars should be dropped in favor of
complete independent study SA A D SD

47. I found the bi-weekay discussion sessions with the Dean
and sLaff very urlful SA A D SD

48. fly M.D. Advisor nev-:r had enough time to work with me SA A D SD

49. At the conclusion of the year, I felt o-nforf,able, dealing,
with patient:: in the hospital setting SA A D SD

50. I had gr2at difficulty arranging meetings with the
campus faculty SA A D SD

51. I learned a great deal of pathology th..:s year SA A D SD

52. The self - instructional immuno'.or;y ct:riculum was a uc:ful
and efrecre learning resource SA A D. SD

53. I fepl'that my M.D. Evaluator thought I was sort of stupid SA A D SD

54. The curriculum book was of no use SA A D SD

55. Th':! Freshman Co7prchensive Exam was long SA A D SD

56. The session.s ou ambryology !7cro valuable experienees
for rr!

11,1

57. I thought the biocclistr- vfau-Lb1.? flA A D SD
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58. Plelse rate the following faculty ind staff. (6Elcellent, Wm')

Name' Area/

Bloomfield
Anderson
Gamble
Sorlie,
Rhode
Swift
Williams
Stolpe

r. Harris
Watterson
Tabin
Gumport _

Daniel
Gallagher
Gabridge
Barker.
Williams
Kokotovic
Barr
Sleator
Katzenellehbogem
Petitucci
Sorg

Knowledge of Area , General.
Discipline or DIsct2li..e Hel2fu3:ness

e

Tears

Assoc. Dean
Asst. to Dean
CUrr. Devel.

, ExeS. Secy.
Secretary
Library Tech.
Anatomy
Anatomy
RObryaloa.
Behavioral Sci.
Biochemistry
Genetics

,Jmmundlocr-
-HicrobtolomP
fturosdience
Pathology
PharmacAdgy
Physiology
Physiology
Physiology
Computer_System
Sex Edcation

N

59. _Please estimate' the percentage of basic medical science
derived from each of the following sources: (the total
aid to 100%)

textbooks ,

slide-tape presentations
A seminars

movies
video tapes
laboratory dissections
contact with MDP's
contact with MDE's
contact. :Tr rih callous faculty

other

Total

c

60. When stus7.5.1ns'in a School carrel, I prefer the 43-
carrel over the 36-inch care21

learning
should

SA A D SD

61. Anatcm is a dull subject SA A P



'CoMments:

62.

- 8 -

(58-61).

BD's shnUld be given much more formal instruction in
patieht contact before actually seeing patients

63. The anatdmy sessions were very valuable

64. -Please rate the following discipline seminars:
(1=very useful, 6= of little value)

Discipline Faculty Content Presentation

282

qr

SA A A SD

SA A D SD

Anatomy

_Elbryology
Behavioral Science
Biochemistry

Genetics
Immunology
Microbiology
?at; loGy
Phys=.41ou

Reuroscienc.
Canputer SysLoms

65. I could not study at
Reasons:

66. The Levcil It
to learruer

*.Stolpe
Harris
Watterson
TaDin,
Gumport
'Clark

Daniel
Galla her
Gabri.dge

Williams
Barr
Sleator
Katzenellenhogen
Barker
Petituect

the Schaol,

110

after each clinical problem helped
elements, or

67. long scioulc standard basic

the curriculum ,

science seminars last?
Other 1 hr lz hr

0.111.11MIO

SA A D SD

SA A D SD

2 hr '2"; lir
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Consents: (62-67)
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68. The sex education program was too long SA A D SD

69. Littlftettmticilwas paid to the students and their
needs in the SBMS-UC program. SA A D SD

. \

70. There should nave,tren more planned .soeial events and

student activities` SA A D SD

71. I feel I have been cheated academloally4by the SBMS-UC
experience SA A D SD

72. I made little or no use of my previous basic science
education in the SBMS-UC program SA A D SD

73. The Dean kept raising false hopes in me throughout the year SA A .mr SD

711 The physiology,seminars were a waste of time SA D SD

75. I would have preferred not raving as much clinical contact
in the first year of medical school . SA A D ,SD

76..I never knew to wham to go to settle a question SA A D St

77. The SB!TS -UC program is aimed at presenting the elements of
basic science that I need as a,physiciv rather than
toward just passing exams SA A D SD

78. The bi-weekly pathology seminars were ineffectual aai
should bn &copped. SA A D 'SD

79. The basic science sc.minars should be more direciive and
prescriptive rather than open question-answer sessions 'SA- t. D SD

80. The books and ronographs in the aMS4-UC Libiary were
4decuut:c is nimatity SA A D SD

t 4



Comments: (68-80)

I - 10,-

.>
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81. I did Most of my studying at the School between:

7 a.m. and 12 noon
e

12 noon and 5 p.n.
5 p.m. and midnight
midnight and 7 a.m.

82. Each student should have an assigned'study carrel 'SA A D. 'SD -

03. The clinical seminars should be Cropped SA A D SD

84. I never felt my views were taken into conalderatiou in
developing the SAMS-UC prot,Tam SA A D SD.

85. If .1 had it to do over again, I.world prefer a more
traditional educational program in the basic medical sciences SA A D SD

86. The monthly happy hours at.the Dean's home were 1..'un SA A .1) SD

87. The physiology sen.:.nrtrs were of great value to me in
pr paring for the Camprehensive Exam SA A D SD

88. I used software materiels quite a bit in studying the
basic scilace materialq SA A D SD

89. T wish we had had more cantact,w1:11 the basic science
faculty SA A D SD

90. The behavioral scien ses.lidne were very instructive SA A D' SD

91. The computer systems seminars- were SA A D NA

92. The idea of varatin: the advising functions (MnA) from
the evaluating functions ( ME) is a spod'one SA A D SD.



Cainents: (81-92)

cs

.
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93. The genetics soiminars and demonstration bibs-were a
vuludhle.experience , 4-

.

285

SA' A D SD NA

911. The ?iatipnal Board Exam Part I covered-much of 'the
SWIS -UC baiic .science cur-ie-.31.ss SA A D SD ,

. .

95.- The altnN91 aspects of thefSB104.1C grogram helped
motivate me to study the basil' sciences

96.. A seminar group treseltation. of patiept cases by their
PVsielsirould have been as effective as. the

` individkl patient contacts j -

97.:- Ho, many hours per week did you tcpend with your M.D.A.?
. -

() 1 1-2 -2-3 3-4 11-5 over 5.

Comments: (93-97)

3/4

SA A D SD

-.:

SA A D SD

0-

6/2/72 .
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C.1 MEDICAL ADVISCIgEiliLUATOR SeHEDDLE

Interview Schedule - MDAODE
,

A. Pre Experience Considerations - Expectations

1. Where, when, and how did youfirst year about the program?

2. How muchinformation did you,have when you agreed to participate?

3. ,Whdlt were your reasons for agreeing to participate?

4. What we're your expectations concerning the following when you agreed
to participate?

,(a) Your role

(b) The BD's role '

(c) Time spent by you in the program.

5. Has anything happened §o far not-originally anticipated? Whit?

B. Rewards

C.

A
6.

4
(a) 'hat aspects of the program do you find most positive (negative)?

e ' t-
(b) What ate ehe rewards for a physician as a result of being inhe

program?

7. (a) Compare the, basic science (+ clinical application) that students
are.geeting here to what you-received.

287A

(b) Will their training'be sufficient (for passing June comprehensives)?

D. Roles

8. -(a) Estimate amount of, time you spend per week with BD.

(b) Is this time adequate given (1) other time demand's, (2) needs of
die' student? , t

(c) How do you view your relationship with,;BD?

(1) Master-apprentice
(2) As colleague

(3) Some combination of,above?

(d) Amount -of contact with other physicians in the community abou't 'medical
school.

Nature of contact



E.

e.".

Feedback from 1) students - about program. .

2) physicians /

3) patients

,

What is. your part in BD's education,?

(1) Counselor
(2) Teacher
(3) Supervisor
(4) Fellow. Learner?

C>

°

(g) How would'youtharacterize thAllhature ofYour.relationship, in
, a qualitative lay, with your BD? . !

47

288

r*

41

. (a) Do.you feel there are any conflicts between ttitir functions as MDA (MDE)
andthe roles of (1) faculty, (2) administration?

(b) What is elationship'between MDA and MDE?

F.
.

10. (a) Do you plan. to co inue in the program? Why? Howdong?\
..,.. .

. -11
(b) Will.enougli other phys 'Jana readily participate

% the program to expand as armed?

ss

A

/

f

,

to alLoT,,t

a



a

C.2 CAMPUS FACULTY SL 'MULE
419.

/

(1) We're interested in the nature of your relationship to the Medical
Schodl. . .

qemUnerative? .Yes No

What % of salary is paid by Medical Schooi, ?.

(a) What amount of .contact, both formal and non-lormal, do you have
with (Pr'obe for nature and outcomes of contact)

1. Students:

Formal-

Non-formal-

2. Physician participants;

Formal-

Non -forml -

3. Other faculty:

Formal -,

Non - formal-

(i.e. MDA's; MDE's)

a -

289

(b) What new behaviprs ere now required of you as a c9nsequence of your:

1. Medical School affiliation?

2.,Hierarchy?
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f .(2) What,are your feelings about the Medical School Curriculum? .

o

;a) Positive ?

290

a

i

(b) Negative?

a 11

4
o

'
(3) What are your, feelings,about.the Medical School seminars?

(a) Positive?

(b) Negative?
. ,

'
t.

4

(4) With reference to student performance:.

. .
(a) Are students learning enough basic sciences to'enable:them to

perform .compettiftly as physicians? 0
.. t .

. .

Yes No .

On what basis?

(b) Are sOdents lehrning enough basic' sciences to pass Chicago Comps.?

Yes No

If no, why?

.
. -.

(c) Are the students learning enough basic sciences to pass National

I
Boards? ,.,

e
Yes, i, No

(d) Are students in this program likely to'learn as tuch basic sdience
as with traditional mode? ,

Yes No



(5)

-3-

.
/-

1

Perhaps you could share your general obseryations On the program.

(a) Source of satisfaction Or dissatisfaction ?.

-

(b) Predictions, especially ot growth

0

L.

4

4
0 /

9.

291

. .



C.3a STUDENT INTERVIEW SCHEDULE (FQN A) 292

Bezinnin3 Doctor

Interviei3 Schedule

The foilocgitig quel,cionS shotld not be adhered :o in exact

order,wording', etc. but rather serve as a frame of reference

throughout your -illseussion with students. Before terminating

the interview, quickly check to see ,if you hey:, at some point,

obtained information relevant to each 4uestions. These,questions

are in addition to material covered in the first interview.

During the, last week, approXimately how many hours were you
1.11 contact

a)' your NDA

b) your evaluator

c) faculty'

d) .9ther BbS

I

2..'Are the hours indicated in each og. the above fairly representative
of the amount of time you spent each .week. over the, last month?

1'ES. NO

'/ .

Lf not how much time do you Usually spend? ,

a,

3. For each .of the below, of the time you spend, how many hours
were spent'in primarily social behaviors? .

1)) evai.uator

c) faculty

d) otherns
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In the,past week, to what extent have you been:.

4) Observing your MDA,interact with patients?

5) Actively involved with patients; ie. taking histories, aiding
iii, physicals?

6) Questioning your`: a) MDA, b) evaluator, c) faculty, d),other BDs
,about medical 'science?

7) Answering MDA's questions about the content you have been
'studying?

a

8) Discussing with your MDA how his patients relate to basic
science material? (Also discussing this with evaluator, faculty,
BDs,and other MDAs.)

9) Involved with MDs,other than or in addition to your ?A; ie, 'setting
in on staff meetings, other MD's surgery, etc.

10) Informally discussing' becoming an MD and medical culture in
general with:

a) MDA c) faculty

b) evaluator d) other Bds

11) Discussing patients and patient care without specific reference
to any basic science issues with:

a) MDA c) faculty

b) evaluator d) BDs

-12).Discussin the issues and problems involved in patient rapport
with:

a) MDA c) faculty

b) evaluator d) other Ps

13) Socializing (visiting home, attending sports events, etc)
with:

4
a) DA c) faculty .

b) evaluatr d) other BDs



23-

I

p.

294

14).' Discussing those things in the basic sciences which you really
need to know to practice medicine, with:

a) MDA c) faculty

b) evaluator d) BDs A



1

1

II.
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1. After obtaining' the above, attempt to probe the issue of who
initiated the interactions.

2. Attempt to quantify the time spent in the behaviors and the
-extent to which they would like to engage in.the interactions.

1. In the last.two or three weeks, what specific incidents led to
feelings of dissatisfaction? Describe these.

2. In the last two or three weeks, what specific incidents'lea to
feelings of satisfaction? Describe these.



C.3b STUDENT INTERVIEW SCHEDULE (FORM B) 296

BD INTERVIEW

Interviewer Interviewee Date

I.

1. In the last two or ,three weeks, what specific incidents have led to feelings
of satisfaction with tne program? Specify in as much detail as possible.

2. In the last two or three weeks, what specific incidents have led to feelings-.
of dissatisfaction with the program? Specify in as much detail as possible.

3. Thinking over the program-since you began in September, what are its.most
positive aspects?

4. Thinking over the program since you begin in September, what are its most
negative aspects?
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II.

1. During the past week, approximately how many hours were you in contact with:

a. Your MDA

b. Your FIDE
1

c. Other MDA's

d. Other MDE's ( )

e. Other Physicians

. f. FaCulty

g. Administrators (e.g.
dean)

h. Other BD's.

( )

2. Are the hours indicated in each of the above fairly representative of,the
amount of time you spent each week over the last month?

YES NO
V 1,

If not, indicate the- amount of time usually spentin the parentheses.

1. To date, have you consulted with other NDAs, NDEs or physiciani in the community
regarding your studies? (Note to interviwer: Attempt to get the names of the
physicians and some indication of the frequency as well as whether the consulta-
tion was initiated by the BD,.his MDA, or someone else).CI

Name Frequency initiator

2. Please list the problems you have completed in the order you have completed
them and the date you took the Level 4, exam for each.

Problem Date ComPIeted Problem Datc Completed

1. 4.

2. 5.

3. 6.f. o

3. Whatiroblem are you currently working on?

4. How many problems do-you expect to finish by the end of the semester?

S. How well do you expect to do on the Chicago Comprehensive exam?

Outstanding Satisfactory' Unsatisfactory

6. How Well do you expect tondo on the National Boards?
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7. Relative to the other'BD's, how well do you expect to do on:

A. The Chicago Comprehensive: rank (l-16

B. ThsNational Boards: rank. (1 -16)

82 Row frequently do you discuss the basic sciences and related problems with:

Name

Batkd

Bow ton

Delheimer

Fozard

Ginsburg

Hoskins

Marmion

Neese

O'Donoghue

Rusthoven

Schutz

Sidler

Stiegman

Vhrel

Westrick

Zia;ko

Frequency

AMYIIMION/Mgm

O =Never

1=$eldom

2=Occasionally
3=Often
4=Always

9. How would yeti de:3cribe the study strategy that you are using currently?
Has this strategy changed since the beginning of the year? How?
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Unit
Disoipltne No.

Anatcry

Biochemistry

C.LAICAL PROBLEM INDEX

Wound Healing

Unit Description

29 Gluteal Region and Posterior Thigh, Hip
30 Femoral Triangle, Anterior and Media], Thigh
31 Popliteal Fossa, Knee, thigh and Leg Bones 1

32 Anterior and Lateral Leg, Dorgum of Foot.
33 Posterior Leg
34 Ankle and Foot r\\,

Genetics 9 Sex-linked Inheritance
(3). Clinical Cytogenetics

Histology 1 Histological Techniques
2' Cytology

3 Epithelial Tissue

5 Connective Tissue Proper
6 Cartilage and Bone
7 Blood and Bone-Marrow

. 8 Lymphoid Tissue
22 Cardiovascular-System
.24 Integumentary System

iminology 5 Structure and Function of lmmunoglobulin IgG
6 Gel-diffusibn Analysis of Immunoglobulins

Microbiology .1 Host - parasite Relationships,
2 . Infection
8 D6fense Variation.- Increcses

1 +9 Pseudamonas and Bacteroides

Neuroscience6 MOD

C.

300

e--

Pathology, 1 Wound Healing
2 Displacements and Disruptions of Continuity

15' Repair After Injury and Death of Cells .

20 Pathology of Physical Agents

Pharmacology 1 Molecular Basis of Drug Action
Drug' Absorption

3 Drug Distribution
1+ Drug Metabolism

5 Drug Excretion
6 Biological Variation, Statistics, Dose-response curves,

Placebo Effect-
. 7 Adverse Drug Effects.

8 Drug Dependence
9 , .PreOcription Writing, ,

10 Autonomic Drugs, Neurotransmitters
11 Parasympathamimetic and ParaOmpatholytic Agents
15 Local Anesthetics
30 "Principles of Antibiotic Therapy

Physiology '21 Ciroulatian BloOd

10/72
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retinaculumi (laciniate lig.)
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ANATOMY UNIT 33

\;

301

,

Subject Matter: Posterior Leg--blood vessels, lymphatics, muscles, and
nerves of ..0e posterior compartment of the leg (sural
region) .

Prerequisites: Units 31 and 32

Objective*:

*.> The student should be able to:
IO.

1. locate and describe the -actions of the 7i posterior 'lei muscles.
2. identi4 the nerves of the posterior leg and their innervations

cf skin andftascles of the sural regiori.
3. locatu the superficial and deep blood vessels of the postertbr

11g.,

'Key Words:

-astrocnemius, soleus, plantaris, flexor digitorum longus, tibialis posterior,
flexor hallucis longus, and popliteus muscles; posterior tibial and kroneal
arteries and veins, small saphenous vein; tibial, deep and superficialperoneel.,

sural, medlal sural, lateral sural, and peroneal connecting nerves; flexor

6.

Pretest: / 4

-1. Diagram the position of the deep posterior leg muscle tendons on the
back of the medial malleolus.

2.- Which two arteries are attached to the upper end of the posterior
tibial artery?

3-4. Six of the seven posterior leg muscles have a common action which is
b; The seventh muscle is fhe

5-6. The two nerves which unite to form the sural nerve are
and

1 7-8 The two muscles -which can both flex the leg and plantarflex the
foot are and

9. What is freshman's nerve?

10. What -is the designation of both gastrocnemius and soleus musgles
together'?

Instructions for Study: 1

The small saphenous veins and sural nerve travel in the superficial
fascia of the back of the leg. There are seven muscles: three superficial
muscles forming the calf (sural region) and four deep.musclei. The
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e.

4

Anatomy Unit 33 - 2

_302 --

superficial muscles attach to the calcaneus and plantarflek the foot. One
of the deep muscles, the Popliteus, lies behind the knee, as its dame
suggests., The other three deep musdled run behind the medial ,malleolus,

areheld in place by the flexor retinaiulum (formerly, laciniatelligament)
and plantaiflex the foot. Also in this posterior region are nerves and
blood vessels that go ti) the plantar side of the foot.

,014.

See 'Clemente film #31 before reading woodharne, pp. 556 -559; Examine
the cadaver material and be sure to check over the references listed below.

VD

Grant's *Method 4106-412

Bassett reels #1 -196 4'

Self-Test:

1. The- peroneal artery arises tfrom the:

a. anterior tibial. d. femoral%

b. posterior tibial. e. lateral femoral circumflex.
c. popliteal.

2. In the leg the posterior tibial, artery:

-a. -lies medial to the tibial nerve.
b. provides the nutrient branch to the'tibia.
c. is covered by the gastrocnemus and soleus,muscles.
d. all of the above
e. a and c abOve

4...

3. The superficial muscles of the, posterior leg all insert into the:

a. cFlcaneus.
b. talus. ,

c. medial malleolus.

1.4

Locate the following:

Gastrocnemius m."

5. Popliteus m.

6. Tibialis posterior m.

ntendinoeus

emhrenosus

wmm
7. Soleus m.

8. Flexor hallucis longuS m,

9. Achilles tendon

d. lunate.
e. none of the above

Sernmemhrenoeue

Biceps'

Pophtul foes.

Flex. .die long
Tab post

Fin hell long

Lateral
canticle
(femur)

Heed of
r Abele

Pelona,
reticles

0



Locate the following:

%

10. Peroneal artery

11. Posterior tibial artery

la. Tibial nerve

!Nils

Pretest:

1. _Woodburn, pp. 557-558
2. popliteal 'and anterior tibial
3. plantar fldxion'of the foot
4. popliteus

5. peroneal connecting
6. medial sural

7. gastrocnemius
8. plantaris
9. tendon of insertion of the plantaris muscle

10. tricepdsurae

.Pstoneal
wow

Post la
malhoder
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ON ASg,SHINa "QUALITT!' OF HEALTH CARE*

. There is little question that this country is currently wrestling with

some major 'issues regarding the healtheof its people, Issued which, at one

level, are extoressed.in debates over programming and financing are, at

Another level, reflections of attempts.to cone to grips with some very

fundamental questiOns about the proper relationship between s.e citizen ancle:'

his government in a democratic society.

As the cbsts of health.care have s, nmCketed, and as v*Ious political

.solutions to the problems of improving and/or maintainini the nation's

health hive been offered, the health field itself has become highly visible--

;to the public. Given this increased visibility,' and given the .vast'eums of '

money which this attention has generited to solve health related problems,

one can predict that increasin6 concern will be focused on how, to met.suNi'V

the consequences of various programs and strategies.- Such concern is
.-

to be expected;the taxpayer and his representatives in Congresi-need

criteria which enable them to evaludte the outcomes of alternative waysof

I
utilizing available, resources.

'

As the problem of constructing indices, i.e., of measuring results,

becbmes more visible as a consequence of increased expenditures, preisure

mountto find solutions. As this 'pressure.mounts, it is likely that short-run
0

1
"latisficing" solutions will be offered.. Our own, research experience sugg,:sts.

that the consequences, of such a situation are likely to be unfortunate.

1 * Preparation of this-paper was supported, in part, by funua from the Bureau
. of Health Manpower Education, National Institutes of Health, bepartment of

1
Health, Education and Welfare, Contract NO. 72-4075.

I'
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Most activities in the health field revolve around the performance of

some form of work on people. It is the outcomes of this work that we are

attempting to measure when we talk about "quality" of health care. But, as

Kimberly has argued elsewhere, when people, as opposed to inanimate

objects, constitute the raw material on wt,ich work-is performed, there is

a generic problem of defining a set of valid indicators of results.
2

When

this generic problem is coupled with a situation in whiCh there is a high

degree of urgency- attached. to the development of such indicators; the

likelihood thet'indicators of relatively low validity willbe accepted is
. -

increased. However, to the extent that there is genuine widespread concern

with improving the health care system in general, the emergence of

indicators of low validity will be likely to hinder progreis or perhaps lead

to counter-productive outcomes--given that there is a general tendency in

social systems to adapt patterns of behavior to what is being measured.

As part of a larger research project designed to study. the impact of new

medical schools on local health care delivery systems, we had the occasion

to review the voluminous literature addressing the issue of the "quality" of

health care. One conclusion which' emerged from this review Was that there is

a significant amount of variability concerning the way in which the problem

itself is defined. The purpose of this paper is to present a framework which

was developed in an attempt to redefine the problem and to integrate what, at

first reading, seemed to be irreconcilable differences. among various approaches.,

The framework is presented with the explicit objective of providing a

perspective on, or way of thinking about, the problem of defining quality of

health care which will hopefully be of some use as the pressurei to devel6

operational definitions of quality increase.
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For the sake of brevity, a basic familiarity with the literatur9(on the

definition of quality of health care is assumed.
3

For the purposes of

orientation, it should be stated that a general and reasonably broad definition

of what is meant by "health care" is used. While some writers have distin-

guished between healta cake the one hand and medical care on the other, no

such distinction is made here. The approach taken was to begin with a broad,

general definition within which most of the literature encountered could be

included. By the term health care in this paper, is mesnt ear intervention

in the life space of an individual or group of individuals the explicit or

implicit objective of which is to maintain, restore, or develop a state

characterized in the ideal case, by an absence of illness,-impairment,'or-

ir,'ury.

During the course of the review, a wide variety of books and articles

dealing with the definition or assessment of the quality or results of health

or medical care -its coverec4 While thisreview was extensive and, from our

perspee-Lve, thorough, Some errors of omission may have occurred. The reader

will have to,judge the effect's of any s.;ch omissions on the validity of the

proposed framework for himself.

Analytic Dimensions

As others who'have written in this area have pointed out (e.g.,

Donabedian5, Kerr and Trantaw6, and BaGyndt7), the concept of

"health care" is clearly multi-dimensional. Attempts to define and measure

the quality of health care should, therefore, reflect this multidimensionality

if they are to be valid indicators. Definitions and measures whiCh are not

sensitive to this property of the concept are likely to be inadequate,
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particularly since there has been very little work at the empirical level

designed to provide'a basis for assigning weights to the different dimensions.

At the policy level, the implications are particularly significant. Attempts .

to evaluate programs designed to improve the quality of health care which

focus on only one dimeffision of quality are likely to be inadequate: Decisions

on expenditures which rely on such evaluations will reflect this inadequacy.

Conceptually, two analytic dimensions appeared to provide a basis for

ordering the literaturi and for encompassing the multimensional nature of

"health care". The first dimension has been labelled the system referent of

quality. -By system referent is meant the unit in terms of which evaluation of

'
'quality is made. 'Four different referents were distinguished: individuals;

organizations; communities; and larger territorial units such as states,

regions, or nations. Each of these has been the focus of attempts to aefine

quality of health care; while ultimately the focus is on the individual in

every case, for the purposes of planning and programming, attention is

necessarily drawn from specific individuals to larger social aggregates and/or

territorial units within which individuals are located. Measures which reflect

the quality of health care provided in or available in these larger units

must therefore be developed. As might be expected these measures are not ,

necessarily the same as those used where the individual is the system referent.

The second dimension which serves to order the literature is the criterion C.46-4

of measurement: A variety' of` operational indices of quality has been

used in the liter. . , as Roeter,among others, has pointed out, and this

dimension is intsnded to reflect the existing variability
8
. Three general

sets of criteria are suggestd: end result measures, i.e., measures which,

focus on changes in meascreable aspects of health status whilh can be
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attributed to some form of intervention; standards of performance' measures,

i.e., measures which compare various aspects of provider performance to

standards which have been developed by the profession and are presumed to

reflect optimal or ideal performance given the "state of the art"; and

scope of services measures, i.e., measures which reflect the range, for

example, of trained personnel and facilities for care which are available.

It should be noted that in distinguishing among these three sets of criteria

for measurement we are attempting only to provide a Way of categorizing the

literature that has been produced on the topic; we are not implying that the

three are empirically independent. In fact, it might be argued that, con-

trolling for scope of services, end results are likely to be more positive

in those instances where provider performance closely approximates standards

set by the field.

When the two dimensions discussed above are ctoss- classified, the result

is a three by three table which includes all possible combinations of system

referents and criteria of measurement. Table l.below presents the classifi-

cation scheme along with examples of each combination drawn from the

literature for the purposes of illustration.

Insert Table 1 about here

This classification scheme is designed to provide a way of'thinking about

the problem of defining and measuring "quality" of healt1;11 care. Among other

things, it implies that multiple measures of quality are likely to result in

the most valid indicators; however, the multiple measures approach has at

least one major problem associated with it: temporal variability among the

feedback cycles of different indices. Some measures, such as standards of
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performance criteria, can be applied within relative constricted time

frames; other measures, particularly some kinds of end result measures, are

not available until years after a given intervention has occurred. The

problem is analogous to evaluating the quality of educational interventions.

In the short run, one can focus on', for example, the performance of students on

national achievement tests or the percentages of students that go on to college

(I am assuming here that either of these measures is necessarily valid).

Other indices, however, only become measureable over long periods of time.

The impact of a school on the earnings potential of its graduates is but one

example. The point being made is that'different measures of quality of health

care-have different feedback cycles associated with them. While it is not

argued that'the longer the feedback cycle the more valid the measure, we would

suggest that substantial costs may be incurred by focusing exclusively on

measures which provide relatively immediate feedback.

Additional Considerations

In outlining the classification scheme, two kinds of considerations

which have been prominently mentioned in the literature have been left out.

The first has to do with consumer perceptions about, acceptance

of, and attitudes toward various health care interventions. The complexity

of this consideration cannot be overemphasized. It can be argued, on the one

hand, that consumer attitudes and beliefs are indepehdent of any evaluation

of quality per se. In this view, quality is most usefully evaluated in terms

of a set of "objective" criteria which reflect current levels of deVelopment

in medical technology. On the other hand, it can be argued that no evaluation

of quality is complete without some consideration of the factors that influence
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the nature of the interaction between provider and consumer. Care which is

by all objective measures of very high quality may produCe consumer reactions

which are highly negative and whichmight, therefore, have the effect of

reducing utilization. According to this line of reasoning, one component of

quality has to include the attitudes of consumers or potential consumers toward

specific interventions. It should be pointed out that the two points of view

are not necessarily incompatible. If one is ultimately interested in program

evaluation, then the former conception of quality becomes one, component of

effectiveness and consumer attitudes and acceptance exe.a ;second. According

to the latter conception, these two are expressed as a single component. Our

point in raising the issue here is to underline the importance of including

consumer attitudes either-directly or indirectly in the evaluation of quality

of health care. In addition, we would suggest that an important, but often

overlooked, constraint on quality is the attitudes and beliefs of providers

as well. Omitting this dimension from evaluation implies an assumption of

either random variation of attitudes in the population or homogeneity of

attitudes in the population. 'Neither assumption appears to usto have a great

deal of face validity. The importance of this dimension needs to be explored

in much greater depth than it has been in the'past. t

The second consideration which has received some attention in the liter-

ature is cost.. In our view, cost itself is not a component of quality, and

can-- theoretically at least- -vary independent of'quality. There is no reason

to assert categorically tilt& high quality care is necessarily high cost care.

To say that cost is-not a component of quality is not to say that cost is

unimportant in the evaluation of health care programs. In fact, in practice

cost may be one of the most important criteria used to determine not only which
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programs get funded initially, but which programs, receive continuing support

from the government as well. As Roemer and others have pointed out,

determination of costs is a highly complex matter and subject to a variety of

kinds of error? While it is,undoubtedly the case that more sophisticated

. -

techniques for determining costs are needed in the health field, it is also

the case that financial costs pese do not reflect a Va0ety of less tangible

costs and benefits. As concern for the "quality of life" becomes more

widespread, formulators of social policy will have to take these less

tangible dimensions into account in making decisions about how resources are

to be allocated.

Implications

Theassessment of "quality" of health care is a difficult undertaking.

the framework developed in this paper to classify the literature on the

`subject indicated that various approaches have differed with ciirspect to both

the, systems of reference employed and. the actual indices used.. The result is,

at best, lack of consensus over definitions ofthe moai appropriate way.to

assess quality in this context.'

In addition, At was argued that the increased visibility.of the health

sector will generate increasing pressure to develop indices of program'out-
.

comes. As ways of measuring outcomes are sought, validity is likely to be

sacrificed on the altar of expediency. To the extent that this actually occurs,

it is highly probable that effective and efficient delivery of health care to,

the population will be impaired.

Such a result would be unfortunate and ways of minimizing its occurrence

should be explored. In this regard, it is our view that there is no "one best
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way" to assess quality of health care. To a.large extent,.the kinds of

indices used should be a 'Unction of the particular problem being addressed.

314
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While quality as a general concept is clearly multidimensional, and while a

variety oPcomponents of quality may be Isolated in relationto any particular

program, it is incorrect to assume 'that the same components will be relevant

Across problems or contexts. This,is clearly an implication of the framework,

and suggests, among other things, that one should carefully specify the system

quality;referent for quality; indices appropriate where an organization such as a

hospital or a clinic is the referent may clearly be inappropriate where a

geographical region is the referent. Efforts to develop comparability in

assessments of quality should not. be cdnfused with efforts to develop

uniformity, Comparability is highly desirable; uniformity, following the

logic above, may not be. The policydmplicatiOns of thi-S view hopefully

U."
do not need further elaboration.

Given that attempts to assess quality should reflect the nature of the

context in which the assessment is being made, emphasis should be placed on'

developing measurement techniqUes which have been carefully designed to

minimize the unintended consequences they produce. As noted earlier, behavior

in social systems tends to adapt to criteria for measurement which are

established. The case of the introduction of a quota system for issuing

parking tickets.into a police force provides an interesting, if somewhat

extreme, example. Once the quota system was adopted and sanctions invoked

for failure to meet the established criteria, members of the force did what

might have been predicted--they made certain that they did not fall below the

qUota. Some unintended consequences occurred, however. The story-is told

of a burglar escaping while his car was being ticketed by a policeman doing

his duty as it was being defined for him by the measurement criteria that had'
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been establiihed. In analogous fashion, one might expect that if the

technical competence of the provider became the primary criterion for the
0

assessment of quality, for example, the nature of the interaction between

provider and consumer, an important determinant of health care outcomes,

might suffer as a result. While none of us is clairvoyant, attention should

be paid insofar as possible to the possible behavioral consequences that

adoption of a particular criterion or set of criteria-for the assessment of

quality might-produce.

By way of summary, three considerations should be reemphasized. First,

there appears to be no one best way to assess quality of health care. In

a sense, the "quality" of the assessment of quality is a function of the

appropriateness of the index or indices used for the particular system

referent in question. Second, assessments should be made with softie awareness

Of the.potential consequences for behavior that the chbice of a particular

measurement criterion or set of criteria itself produces. This consideration

cannot ben stressed' too heavily. Finally, care should be taken. in the

development of indices of quality to avoid exclusive reliance on technical or

tecnnological criteria. While this consideration has been only indirectly
.

,,r4Iluded to in the paper, quality is important aocially only insofar as it has

positive consequences for the health status of individuals. As such, it

cannot be considered apart fromthe social context in which it is being
eN

assessed. To the extent that increasing technological sophistication is

viewed as being isomorphic with increased rationality ih the. development,

deliVery, and evaluation of health services at the same time that social and

psychological consequences for individuals and groups are being overlooked,

the long-run prognosis for our health system is less optimistic thanit might

otherwise be.
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