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I, INTRODUCTION

.This. is the- Final Report for Contract HEW-NIH=72-L0T5. The °

7 :?:‘ontr'actor was the’Un’ive‘rs"ity, of I1linois at Urbana-=Chempaign, end the
. ;report was prepared for the Departmésit of ﬁeéth s -Education :and Welfare,.
- Public Heaith Service; Nationel ’I'nstitutes:so'f‘ Heelth, Buresu o,i",H:ealth

. 7'Manpouer— Educ‘ation, Division of ?h‘ysician and Health Prof‘ess'ions ‘“Education,»

‘The -purpose’ of the report is to present a:. detailed analysis of

the University of Illinois College of Medicine but designed to depart; inr
- Ama.ny weys from traditional approaches to the: ‘basic science education of
medical student Y .

I

The analysis of the new School is one, of the research activi-
7 ties currently being carried out by the Health ' Services Research Program )
at the University of Tllinois in Urbana. The design for the research
-on. the School requires a monitoring of- the process of development énd
) ~change over time. “This. requirement, 4in turn, means ‘that cooperation of -
7 all participants ig essential. It should— be noted, therefore; thet the
T research hes had the full and active support of the Executive Deen of
the College. of Medicine, the Dean of the School of Basic Medical Sciences )
and his staff, the faculty, the local medical society and its members, -
and the students. Without their cooperation, a reseearch program of the
sort we -are currently engaged in would not de feasible.
The support provided by the Bureau of Health Manpower Educe-

o

tion permitted an extensive amount of date a_nalysis on 8 .range of issues,
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as well as collection of interview data from the various participests in

the program during its ;‘i’rs‘t year:of épera.tiOn. ACollectior‘z of the question-
naire data was supported by a variety of local.sources; the instrurents:
used -are px;esented in thje Appendices to provide ‘the reader witﬁ ‘an .over-
view of the range Qf' data sources used in the analyses. )

The Qrisrigia_l—f"'Scope—‘of’*WQrk" 'ﬂde,ﬁ;.niri’g‘: the vai'i.ous ;‘:aée’;{s and
analyses r'eg’;uireqr by ‘the contreact: gonsisitgd—‘of a reasonably ’ﬁéterogegeousfj,‘

discrete mmber of elements, To have:followed'the varicus tasks defined in

* ‘thet document in the séquence that.they appeared would have resulted in

Lam, &

" an overall lack of cohesiveness. For this reascm; the report is organized-

i & feshion-which, while iReluding the various items required by the °

"Seope of Work", provides scme sort of overarching unity: In the very
next section; the conclusiéns reached as a conséquence of the analyses

and the implications drawn from them will be presented, as will & brief

" discussion of the limitAtions of the design. The section following the

conclusions ana,imélicationsxattegptg,t@—ideniify:somé of=£§¢ basic 1Ssuesf
in the'fiéiﬁ of medicel education in the lite 196bis in order %6 provide
the CéﬁtéJ;t -cut 6{’@1&1 the '?!e'vr pro»g;'g;) “gmergéd. The —ﬁfog’fraf;n itself,
which vas ée’v'elo‘ped', ,i‘xi,pirt, as & respo,i.i'se to *s‘evexj‘il_‘ éf the issues
raised in-that séc;ion, is described in section IV,

e actual dats an;,lvsi_: Aisx'pr,esg,nted' in sections YV through
VII. Section V focuses on the initial con‘&i;ions which the program faced,
both in terms of the attitudes, ‘beliefs and éxpectatic;ns held by pi:ysi-
cians and studénts and in terms of. their lsé;io-den;ograph;c charact,efis-

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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 section.

as well as analysis of student expectations, profiles of both groups, aud
analysis of the extent of student pre-program vaz‘tofefssiqnal SOQIQIization.
The development end structure of the program are presented in
section ‘V“I through -analysis of the roles of ph}‘sicién, advisors, students
and carpus faculty as vell as a review of the surriculum. The final sec-

tion focuses on program outcomes during the ﬁ.rst year, specifically th

impact of the program on the continuing e,duca,tionv of phxsicip.ns angl S\va=-

.- dent performance.:

We-will begin at the end; in a aénse; by presenting the conelu=

>

. sions drawn from the various analyses and come. of the implications thuse

" analyses and conclusions appesr to have for the field in the following
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prograimatic and the Fesearch implicdtions of the findings. This section is

based on thése analyses.. To understend the conclusions fully, therefore, it

_ extent that these Steps meé€t the usual évaluative criterie applied to res’éé@h

II. CONCLUSIONS AND' IMPLICATIONS

“Ae. Introduction

The purpose of this section of the report is to present the con-

clusions reachéd on the basis of the data analyzed and to discuss both the

located at the beginning of the report in order to providé the reader with a.

brief overview of the fiost selient findings: For those who are interested,

- -

il a T e AT e e
detailed summaries are presented at the conclusion of each sub=section

_ throughout the report, Hopefully, there is no need to emphasizé the fact

that there is 'a lengthy process involved bétween the collection -of a large

body of data, the analysis of thesé data, and the -development of conclusions
£ - - - -

is advissble to be aware of the. steps that were taken .along the way. To the K |

activity, reasonable confidence -can be placed in the conclusions drawn. Deci- .
Sions about the appropriateness of various proceiures and analyses - as well :

as the conclusions reached - of course, rest m.th the individuel reader. .
As ghe various éoncluéiqqs'ah& impiicatioﬁs aré considered, two 7
aspects of the'réée;rqh;an which tﬁey are based ;houldﬁbé Lorne;inaéind._ f .
First, the analyses are based 65 thé first &éa? of“opératién of ‘the new School
during which sixteen students were enrolled. givéﬁgthe small size of the
program initially  and theffact that rapid expgngjon of the student body is
anticipated in succee@iﬁgfyears, there is no reason to aSéﬁmé that all condi=
tions'found during year-one will obtain Qver«timé. Sécogd, because of the

newness of the program, many of the parficipants-administratqrs, students,

faculty and parti@ipating physiciahs alike-were involved in negotiating
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the roles which each werz to play. As a consequence, there was a degree of

>

fluidity present during the first year which might nct necessarily continue

~as the program ages.

With these two very general -caveats as .interpretive guides, a
discussion of the conclusions can proceed. ]
B. Conclusions

The conclusions presented below are based on the results of the ; -

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

multiple sources of information including cqueéstionnaires, interviews, E
cbservations and administrative documents. The order in which they appear

does not imply -any pgéticuiar priority ranking,,nor'shpuld,it be assumed

that the list includes &ll possible conclusions thet could have been reached.

In général, the attempt was to inéiude items which bore on the goals of the

- program as steted by its administrators.

The conclusions are: .

- 1. The results 6f the first year of opefation of the new School

demonstrate the feasibility of reducing the amount 6f time

required for basic science training in medical school-from 1

twoiyéars-to one. Students.in the Urbana program .performed

_ well on thé yeer-end college-wide comprehensive exeminetion in | §
the basic sciences (no failures), and fifteen of the sixteen
passed Part I of the National Boards.

2. The results céemonstrate that there-are positive effects on the

motivation of first-year medical students as a consequence of

early exposure to petients in clinical Settings.' Stu@entg re<
sponded enthusiastically to the opportunity to spend time in

‘patient care settings and weré ablé to -Sée€ the Felevance of ~ — -

the basic seciences to clinical practice as a result.
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The results suggest that there were positive impacts.on the

continuing education of practicing physicisns as a consequence

of their involvemént 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.

The results demonstrate. the pedagogical effectivenéss of a pro-

blem-oriented curriculum vhich places the burden of responsibility

for learning directly on the stvdent. In general, the students

réépégded’positivély to the amount of freedom to determine the
pace and sequence of their learning provided- by a curriculum

which was problem-oriented as opposed to discipline oriented.

The results suggest that it is inappropriaté to assiime that prac-

ticing physicians will réépona,hbmggéneéusly t6 a given sét of
= — —— — - —

—— —

non-mocnetary rewards in a program relying én voluntary participation.

While some physiciens emphasized the importance of increased
sfatus within the medical community asra pésiti&e consequence of
participation,iothens émphﬁsized in&oivement with students and
still othe}s emphasized enhancement of basic science knowledge.

Multiple demands on thé time of practicing pliysicians 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 pétentiai
scope of their contributions.

While the overall cognitive and affective orientations of both

- physicians and students toward possible consequences of ﬁhe new T




program.were similar, variability in these orientations re-

flected instrumental congidérations. Where differénces in

14

orientation appeared, they were found to reflect differential ‘
stakes the two groups had in various outcomes.

The results suggest that the students in theé program were

typical of medical Students in general ih terms of their.

expectations, their socio-demographic c¢haracteéristics and thé

extent of pre-program professional. socislization. This econclu=~

sion, theref?reg—indicatéé'that their performancé cannot be

attributed t6 differential séléctivity in the admission process.

The results suggést that there is ho neéd for formal différen—

tiation of rolés within & medical -education program utilizing

practicing physicians on the basis of their type of practiceé.

An analysis of the characteristics of general practitioners and
specialists in the medical community revéaled few differences
béetween the two groups indicating the advisability of such

differentiation.

The results suggest that a differential willingness to. partici-

pate in_a voluntary program of this. sort is not likely to be-

contingent on & "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'expérience over time.

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 bé known about the differential effects of pfbgram
structure on patterns of career choice.

12. The results demonstraté the positive consedquences for both physi-

cians,and—sﬁudgnts of fléxibility in role défiﬁitipps: Due. to
the relative lack of formal role definitions for both gréupé,
latitude was provided to individuals t6 hegotiate the terms

of their own roles. This latitude permitted’ggiﬁmg;sups.to*work
out solutions which met their own neéeds and the demands of +'ze
program simultqneéuéli. '

13. The résults suggest that there were positive motivational conse-

-

quences for participating physicians to work closely with their

Students because qf the'cpmmqn year=§nd exam. Physicians ténded
to feel that the pe£formahce of their adviéeés would reflect on
their own competence and wére thus highly motiyated @9 Pg%gzthem
learn what wes required.

1k, The results demonstrate the necessity to integrate the roles of

campus faculty and participating practicing physiciens closely

and carefully. Netther group was satisfied with the extent of
contact between them during the first year, and this lack of
contact was one of the major sourcés of conflict during that time.

C: Programmatic Implications

In the preceding section, the conclusiops offe;ed were pased on the
data presénted 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 analiied here and, for other

similar programs that might be envisioned.




1, Curriculum

It appears that the curriculum developed by the new School offers
some i;;;resting 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 oﬁérall!
struéture which placés the burden of responsibility for determination of the
pace and sequence of,learning on the Student had very positive'effecfs:onhz>'
student motivation and did not impede perfdrman@e'on'standard examinations.
The development of a computer based léarning—medium to supplement the more
traditional media, while cufreéntly in the trial stage, offérs,sdmeiéxciting
altérnatives as well., It is conceivable that widespread adoption of this
approach to basic science éducation (aﬁa clinical training as well) would
_effect a redistribution of time and effort among medical educators permitting
more time for research and changing the nature of the learning pfdcés;”}rom
& routine, standardized lecture-laboratory format to a non-routine format with ~

moré ‘substantive- interaction between faculty and students. While it is liﬁélY'

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 poténtial advantages-of this curriculum
should be seriously explored.

*

2. Thée Role of the Practicing Physician in Medical Education

The results of the first yeér 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.

st

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

¢

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

a

deal of locel commitment to the effort to dévelop one. One must wonder about

the likelihood that physicians would continue to offer their services gratis H .

Beorip

-on a long-term basis, however, as the widespread'concerh'among physicians at
thé outset about the amount of time required indicates.-

. Even if vdluntaiy participation doeg not prove to be viable over

time, however, the ipﬁgivemént of practicing physicians appears to be positive.
If the trend toward)re-examingtion of the qualifications of practicing physi- -
¢ians as a condition of licensure continues, pro;isions 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-

4

ment of practicing physicians enhances their continuing education. The

q m— —————

implication, thereforée; is that the educational needs of both students and

asitiich

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

X

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

Y

physicians need to be developed, these implications would appear to merit
serious consideration from & 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 expension 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 ?he progrém during its first year of operation was a function of its
nevness. All of the various participants were committed to making it work,

8 commitmeht which resulted in the expenditure of large amounts of time and

energy, particularlylhn the part of the administration. With the passage

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

scmewhat and will be replaEedTby routinization, standardization andfburgau- 7 ;
cratization. There is some evidence to indiéate,thqt this is taking flgce

during the second yeaf. Thus, one might expect the outcomes over.time_to

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

rapid expention bureaucratization would increase at an accelerated pace,

thereby exaceﬁbafing the negative consequences for outcomes.

The prognosis based on past experience is not terribly optimistic.\
Organizations tend to stabilize and become inflexiblé over time, and it is
apparent that?ﬂin orderlto capitaiize on the momentum generated during the

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

.
R
P ¥

preserve thé'fleiibility}and avoid the routinization that inevitally accom-
panies incréasing buresucratization. The clear implication is that flexibilify
must be deliberately bﬁilt in; in the sbsence of such precautions rigidity
appears to be inevitable, and such rigidity would undoubtédly constrain the
potential that the program offers.

L., Toward & New Model of Medical Education

At this point, I would like to indulge in speculaticn, speculation
conditioned by observation of medical education settings over a two-year
period. I claim very little expertise in medical education per 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 modél of medical education. This model incorporates
some of the elements of the program analyzed, but goes beyond. Particularly
in thelpre-clinical years, the education of the student has taken place
primerily within the relatively constricted physical boundaries of a school.
There appears to be a set of assvmptions about how learning -takes place
which is built into the organizational setting in which it occurs, assump- R.
tions whichAmight usefu}ly be ré-exaﬁined. Why, for example, is it
necessary that students be raysically located in large groups in one place
for long periods of time? Are there really economies of scale ﬁﬁich meke-
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 studgnt performance; with consideration of the
potential contributions and actual needs of practicing physicians and with
the development of computer=based leafning,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 smphesis is on general coordina-
tion and quality control and in which the students are geogrephicelly
dispersed, perhaps in small groups of five to ten, in communities withkin 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 testirg R
and other forms of guality control. The nexus of the learning sitﬁation
would be removed, however, fro. stately brick, stone and glass buildingé in
predominantly urban settings and located in settings where medical cere is

being delivered. Students would have the majority of their contact with

* -
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practicing physiciaggﬁgpd:with faculty who might be required to make periodic
visits to the communities in which they were located, the rest of their time
being aveileble for research.

Admittedly, the prece@ing~is only e very rudimentary description
of one possible model, but it appears to be a model which, when fleshed out,
might increase the benefits to ali participants in the medical education
‘process by departing from traditional assumptions sbout organizational
structure and education and by taking advantages of new devélopments in
computer technology. ;

D. Research Implications
‘Three general research implications emerge from the design used
in the study of the new quool end are noted briefly below;

1. Monitoring of process over time is essential if theoretical

i . ' and poliey implications are to be fully understood. To cite
but one exemple of the importaqce of }ongitudinal designs,
the'impact of the new program on the career decisions and
location of.practice decisions of me@isgl students cannot be

determin2d on the basis of cross-sectional research. Given

ke

the importance of these two kinds of decisions for national

health manpower policy, investment in longitudinal research

paeT——

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 & single measurement technique or a single data collection

modality can produce results which cverlook important dimen-

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

by the ;véilability of a variety of kinds of data. And while
other researchers c;pfronted by the same research problem
might well have opted for other techniques, éheir results, too,
would likely vary as a consequence of the range of measures
and methods used.

) ’ ‘ 3. Cooperation of a2ll participants in the setting is essential.

As noted in the Introduction, the active cooperation of all

% i ‘ participants was received. This cooperation would not have

been forthcoming, however, had there not been substantial

investments of time made in éxplaining the nature of the

% research, in providing appropriate assurances of confiden-

tiality and in providing feedback on the nature of\yhat 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 cen 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 & sampling.

it

Turning from the end to the beginning, the following section focuses
i on issues in the field of medical education in the 1960's, issues which to-

gether comprise the context ont of which the new program emerged.

*

.~ -




III. 1ISSUES 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 conzideration 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 megical 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 prdcedure followed in developiﬁg this section was to consult
various bod%es of literature -- popular as well as scholerly -- and to talk
with various individuals in the field. While ‘there is no pretense that this
procedure was exhaustive, that is, that every puint of view was obtained,
it is felt that a brosd sampling of opinion ig’ 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 & 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 ﬁost difficult. We take for granted

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

D —

%

Prepared with the assistance of Frederick Brandt.
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Yet, the medical school curriculum as a whéle 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
environmentel 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 medicel profession is modified. The medical school and
its curriculum ere themselves modified, and_it is the changing pattern of
society's needs and values which precipitates this change. Scientific pro-

blems require only meterial solutions; societal problems are quite different

in uiat their solutions relate to ‘people who collectively or individuslly are

not easily restructured.

There is a problem concerning the redefinition of the medical doc-
tor's role. Max Weber's ﬁypothesis regarding social changé points out that
changing conditions call forth new types of individuals who are able to
function more effectively in fhe new order. When the change of pace is
very rapid aé in the medicel education system, it quickly outdates the skills
and values of people who were successtul 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 breekdown of professional authority with its concomitant

new demand by the consumer of professional services that

his voice be heard,

b. The essentially velid quesf 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 availshility

. of medical care per se, but on the national maintenance cf
individual health.

In responding to these pressing factors, Pifer sees the need for
medical schools to produce doctors as broadly trained in the sociel sciences_
as in the biomedical fitlds in order for them to take thi\- lead in organizing
and bringing medical care to the disadvsntagé@k 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;
end the concept of health maintenance on a national scale, tcgether will form
the matrix which will mold a r-.dically new 'health care system and & new.
medical education system.

The raw materials of education - knowledge, imaginationz synthesis,
and projection, are never static. With the infusion of vas; am;;nts of new
scientific knowledge, medice’. educators are aware that they cannot tesch
everything thgt is imporéant 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
majo; problem. In change, not all groups within tne academic community are
in the same phase of cycle in adopting new knowledge end teaching techniques;
thus, the coherency of the medical school educational process is strained,
as Funkenstein (1968) has pointed out.

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

a more homogenous medical educaticn 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 fécommended a strong dose of
standardization and unifbruﬁt& to insure improved quality control. But
today, the wide variety of demands and pressures on the medical professioh
expose only rigidity in the educational process used over the last fifty

years. Ironically, the force behind Flexmer'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 tcday.

[ —

The list of society's needs and demands upon the medical profes-
sion is endiess. Pifer (1970) argués that medical éducation must foster
the study of systems, on a Hational level if:neceSSary, of comprehensive
heslth caré, of_coéts, of the factors affecting® !th, of the design and
administration of health facilities, of consumér needs, of‘new technoiégies
that can improve efficiency, of the very meaning of health and the relation-
ship of it to éhe other social 'sciences, etc.

In response to these needs, Simon (1967) sees the current goals
of medical edﬁcation as:

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

b. To orient the students' fhinking and behavior toward the
probléms 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 specializatioh. With the explosion of
new knowledge in tﬁe sciences, Turner-(1967) has suggested that only indi-
vidual departments within the "ctii;riculum can keep up their development.
The departments grow apart by becoming intensely immersed in their parti-
cular field without conco;nitant developments in administrative techniques
to maintain the overall cohesiveness of ;he curriculum. A recognition that
individual specialty programs in medical education requlre 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 1nformat10n

in later practice?

b. Should any medical student leave school without exposure

to research .experience?
¢. Should we tailor medical education to meet individual needs?
d. Is sufficient career counseling provided for students?

.. 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 mediecal school's respon-
sibility?

There is a growing recognition that many disciplines within the

" arts and social sciences are playing an increasing role, espacisally in

areas such as family and comprehensive medicine. Many educators complain

that the introduction of these disciplines complicates the curriculum snd

S T
A
;
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breaks down the dep;rtmentai-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 the;; 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 (2969) 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 éapabilities, a closer appreciation of
the need for individ;alizing 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 betwesen students and faculty has not been a strong point, (Jacob-
sen, 196T).

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 otper extracurricular acti&ities.

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




21

markedly while at the same time the scientist, and to a lesser extent, the.
psychiatrist,.hafe become the prominent figures in academic medicine
(Funkenstein, 1968).

Changes in the interests and aptitudes of incoming medical stu-
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.

Changes in attitudes of the students producing much unrest.
Increased consultation of psychiatrists by students.

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

The effect on students of new teaching and learning techniques.

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 William 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 médical educat;on include
criticisms that it has contributed little toward the improvement of the
practice of medicine, that me@ical educators have very little understanaing
of what comprehensive medicine truly is, and thé% family practice is finally
an accepted specialty but severely deficient in providing residencies in
family préctice. Other grievances cite a trend toward the use of full time
faculty in the clinicel 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 medicinelas it is practiced
in the real world. The curriculum is considered woefully lacking in such
areas as the teaching of compréhensive medicine and continuity of care
(Pisacano, 1969).

Teaching comprehensive medical care is difficult under the condif
tions found in the teaching medicel center. One study reported that, on the
average, 250 adults of a population of 1000 will consult a physicien in éhéw
course of one menth. 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 medicel 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-own success. Reformers point oéut that medical care
problems cannot be solved through scientific innovation alone.

Medical education has’accepted as inevitable a dichotomy between
science and art end has tried to adjust itseif accordingly. Evidenﬁ in
the prevalent separation of the preclinical from the clinical years in
medical schocl, the reformer accuses the conservative of speaking about
the education and training of future physicians as if they were not ;elated
(Millis, 1968). The result has been a serious discontinuity .in the process
of medical education.

With so many pressures comiqg from.sources renging from technology
to popular sentiment, the curricalar trends seem to find a secure commitment
in specisalization. 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 resul£ is, of course, ihat the educational exper-
iences of individusl students will vary enormously within the same school
and from one school to another. Indepenaent 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, sas
Funkenstein (1966) has pointed out. Jacobson (1967) found that improvement
in medical school curricula was being sought along with the follcwing 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 scuool faculty is also experiencing social change.
Faculty have increasinily 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 t; become
educator cum researcher cum consultant. However; medical professors who
must carry out research, consult with health ag;}l'ciés, 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 ;;gue, have no
real knowledge of the pedagogical techniques taught in schools of education.
In-these 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

i
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 befprovided 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 & 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 éo rigorous & program,
‘and that some courses such as bacterial genetics might be better taught at
the unde}graduate level.

Controversy over the place of formsl 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 formgl classes more -meaningful. While it is deadening to spend
eight hours in formal classes, there is nothing quite so economical as a
form;lrlecture 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 baéic sciences where
there are more precise definitions and stricter control over variables. The
basic sciences deal with processes com@on to most living organisms, the
clinical sciences deal with singie individuals, 4nd 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 wﬁere 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-
tifﬁc approach that most medical curriculum require intense concentration on
scientific methods and rigor, almost to the exclusicn of the humanistic
aspects of medicine. Reformers fear the students would continue to prefer
that most aapécts 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 individuel from & broadly oriented, human-
istically inclined yet relatively uncritical student into a critical, analytic
logical and scientifically criented physician is one of the aspects of pro-
fessionalization brought about in medical education. Cynicism often occurs
simultaneously, but loss of idealism is considered of minor import when com-
prared 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 profes;ionalization 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 nas made little
progress in the last twenty years and is virtuslly 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 54L% of the students
sampled consider important what the faculty wants, while 22% chose to focus
what they considered to be important for future practice. The students
seemed to have a largely provisionel perspective, one grounded in immediate
demands of high academic performeance.

Medical educators realize that grades reflect ability and motiva-
tion with regard to the mastery of informatjon, but by themselves are not
as valuable as a profile of performance covering a wide range of criteria.
They hope fo ameliorate the disjunction that has developed between methods

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

Chepman (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
pructical 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‘dissatisfactién, 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 L

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-sided 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 approash 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 toteal learning experience.
Critics of this gosl point out that medicel 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 what if they 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 te:

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.

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

One flaw mekes the system of apprenticeship impossidle to use in
the current epoch accord}ng to reformers. The objective of the apprentice-
ship is to transfer from the master to the agprgg@icg all that the master
B ‘ ﬂggows, and no more. Thersfore, the ceiling of cducationsl aspirations of o

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 tea;her 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 educationel system

is a somewhat mad world in which we hold time as & 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 1oweringzthe quality of the graduates.

This, according to Hess and Lebitt (1969), wouid 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 medica:!. schoovl marks
a time of intensive academic competition for students. Many feel the
exaggerated atmcsphere ¢f competition is not good preparation for the future
physician‘who will B ~ to work coéperatively with other physiciens and
health care personnel. As it is, stwients usually understand their eventusl
role as that™of 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 te
different from college, where what they learned often had little direct
application to their lives. In medical school they think everything that
is taugnt will be relevant to the clinical year: and to melical practice
after graduation: This cdﬁrhardly 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 importence of continuing education,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 tlieir 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 decidv 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 & part in what perspective the student assumes. For
example, gross anastonmy and microansatony demafd different techniques of
teaching, studying, and examinations.
Controversy arises over the appropriateness of and emphasis on
the educational methods as well as the merits of these different techniques:
in gross enatomy, a student must organize his study -- 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
hindéring the integration of curriculum material; while microanatomy might
study all the news at once, labwork dissection 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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that proposed by Funkenstein (1968) appears to be somewhat representative:

a. Difficulties in orienting to the medical school environment.

b. A marked sense of competition.

c. A sbarcity of leisure time.

d. A loss of close relationships with faculty members.

e. A decline in the caliber of teaching.

f. A probleﬁ of challenge and responée.

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 exnectations 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.Dl's in the preclinicel sciences reather
than M.D.'s,and lab assistants are grad students in these disciplines; as
Becker demonstrates, neither serve as career models for beginning medical
students. Marked confusion is created in students b& 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 recuired, 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-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 numbgfs who
are planning to enter graduate schools. Ideally, medical science courses
should form & continuum with similar undergraduate courses. This is only
possible with conzideration 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 --
psycholngists, social workers, and occupational therapists -- involved in
the care of patiegts. 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




medical school include at least the following:

vantages.

Individual attention can be rendered to each medical student.

Presents & maximum opportunity for independent initiative by
students.

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

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:

8.

b.

8.

The small nunmber of students cannot justify a large faculty.

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

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

advantages of the large medical center include the following:

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

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

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

It can initiate new programs from existing strengths.

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

It can provide continuing education on a substantial scale.

It can provide clinicel consulting services to the local
community.

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

These include at least the following:

a.

Problems of communication.




36

A decrease in the feeling of involvement with the institution
on the part of the faculty member.

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 .

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

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

Extremely difficult coordination responsibilities are placed
on the administration and department chairmsn. 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 further this end include an earlier entry
into the medical school which should rel’ .ve the student of seeing his libersl

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
will 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




37

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 st:dent. This increases the clamor for national wnity iu -
professional examinations. This trend along with the changing attitude
that the medical 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 orgauization, 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 »f 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
Despite the apparent &iversity of the views presented above,

there are areas of convergence. BRasically, it seems that the field of
medical education was highly volatile as the current decade began. The
ferment was created; in pert, 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 underlyiﬁg 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 veriety of positions in the system; the conver-
gence that is evident tends to occur among individuals occupying simila;
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

1l. 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?

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

Practicing Physicians

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

2. What role, if any, could or should the practicing physician
have in the medical education process?




Students

2.

3.

Through what means can the practicing physician learn
behaviors which are appropriate in the "team approach" to
health care delivery?

How can the applicability of the basic sciences to clinicel
training and practice be demonstrated?

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

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

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

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

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

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

Consumers of Health Services

1.

2.

Legislators

1.

What can be done to insure that heelth care is more evenly
distributed across populations?

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

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

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

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, curriculua design,
social relevance, distribution of services &nd 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, Introductioﬁ

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 léck of trained physi-
cians and that health caz-'e 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, 6r sdﬁe comhination of the two (Fein, 1967; Sheps and Seipp,
1972).

At the same time that questions about the adeguacy of existing
levels of trained physicians are being raised, questions sabout the nature of
the educational technology most appropriate to tne production process sre
also being raised (Stetten, 1971). Curricula are being revised in the light of
criticisms of the traditional Flexmerian 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 rapidiy
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, 19T1). 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 asnd Medicine, EFisinore
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 roint in time, however, that
such governmental intervention is highly desireble either from the govern-
ment's point or view of that of medical educatcers.

"These three contextual constraints -- increasing demand for treined
physicians, dissatisfaction with traditional programs of medical education,
and mushrooming costs of medical school operation -- have lcd to & 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 progrem 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 the 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 advisoé, to
learn the basic sciences with a great deal of individual autonomyv, 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 btasic medical sciences" (Bloomfield et al., 1971: 11). The student is

exposed to a perticular medical problem in a clinical setting with hisg
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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, daterminei by the
studant in conjunction with his advisor, he tekes an exemination on the
basic science aspects of the problem studied. The examination is given 0oy
the student's evaluator whno is also a practising 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 exaiiination in *2e
basic sciences.

A number of aspects of the program are unique and warrant brief
discussion. First is the involvement of prgcticing physicians in the eduvca-
tional process. The program currently has sixteen students enrolled, each
of whom was assigned an advisor from & group of physicians selected by the
local county medical soceity from a county-wide prool of physicians who had
indicated a willingness to participate in the program. The matching of stu-
dents and physicians was done rendomly. The role of the advisor is to guide
the student through the basic medical science curriculum and to provide him
with an appr;ciation for the clinical application of the basic sciences.

The advisor position is unsalaried, and it is expected that he will spen?
approximately four hours per week with his student. Further, the expe~ta-
tion is that his continuing education will be enhanced through nis relsastiun-
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 scudent 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 expectatinn was that their role in tue
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evaluation process will stimulate their continuing education as well.

Local physicieus have alsc played & 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 will 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 gbout 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 releve-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 querrel with “
these assumptions, they are an integral part of the progrem.

-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 o1 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. The 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 absenee of well-established precedents
for behavior, decisions often are made on rather much of an ad hoc bvasis,
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 meintain 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 scho2l can be
expanded to include a full medical education program.
C. Summary
By wey 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
oé 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-
meking 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 commnity 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 progrem's operation.
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V. INITIAL CONDITIONS

A. Introducfion

Because the program was new and because the researchers learned
about it well in advance of the time 1t 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 participents 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.

: Aﬁart from theoretical reasons, there were some important reasons
for gathering information sbout 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 comparaebility along certain dimensions to be aware of
the nature of the inputs to this program. 1In 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 informe-

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 ggg'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 attemrt 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 medica% educa-
tion (e.g., Merton, 1957) indig;ted the importance of the medical school as
an agent of sociélization 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 charac’.eristic of the medical
profession prior to their entrance in medical school should be determined.

This section of the report, then, is divided igfé 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 physician; 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

-~
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surrounding the new program.




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 felated 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 fn 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 participa;ts 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 divefgence 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 conséquently 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 performence., And finally, i S
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?
geénerated when asked the question: "What do you feel are all of the possible
positive and negative outcomeé 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 outéomes 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 4,
The instrument used to elicit the assessments of outcomes can be found
in Appendix B, 2.
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The results of the analysis are presented in Tables 6-3T at the end
of this section. The procedure fbllﬁwed was to anslyze 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 of 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 d;sirable 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: 1likely, unlikely or unsure
and desirable, undesirable or unsure. In the tables at the end of this sec-
tion, the percentage distributions wiphin ecach group on both criteria for
each outcome are presented. Iext, cn 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 deterr ~ 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.




To test for covariation in these rank-oxrdered responses across the
two groups, & 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 * 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 i; 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 vhysicians 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 6-3T 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 thé students much
more directly than it does the physician.

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, cne 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.

Students saw the possibility that physicians would be motivated
to maintain continuing education as a consequence . 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.

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)
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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.

Physicians saw the possibility that more physicians might be

a@tracted 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 outcom¢ 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 conseguence 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 appreEiable number of them.

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 vhysicians, although neitner
group saw this outcome as desirable. It should also be noted

that this issue was much more salient to tae students (RO co-
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efficient for likelihcod = 29) than it was to the physicians
(RO co fficient = 12). The students were apparently minimiz-
ing the poesibility of an aversive (dissonance reduction),
while the physicians were adopting a wait-and-see attitude.

Physiciaus saw the possibility thet physicians produced by the

-program might ieave 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 desirasble or undesirable it wes. The statr
of Illinois has recognized for some time that the flow of Illi-
nois-trained doctors to cther states for practice constitutes

a serious problem from £ 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. Presumebly 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 n neutral position on
the issue. What this finding suggests in a policy sense is
that most of the students had not made location of practice
decisaons prior to entering m:dical school and that ir.ducements
to practice within the state might be usefully offered at this
point in their medical careers.

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 resvonse is consistent with the responses
to the continuing education question 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 a2 mechanism
designed to impact on their continuing education.

Physiﬁians saw the possibility that they would become more aware
of recent medical literature as significantly more likely and
significantly more desirabie than did the students. Of interest
is the fact that the desirability of tlLis 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 cur;ency and maintenance
of skills and are recevtive - a:t least at the conceptual level -
to programs which will help them deal with it.

Physiciens saw the possibility that existing health cere services
would be broadened.as & consequence of the program as signifi-
cantly more likely then the students. While both groups saw
this outcome as highly desirable, half of the students were
uncertain o?-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 (RO
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 woulé believe it much
more desirable than the "status quo' physician to broaden
existing health care services. Such was ot 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 niore
"]iberal" than they are generally thought to be or both.
Physicians saw the possibility that program related activities
might teke up too much of their time as ﬁignificantly more
likely than did students. In addition, this was the most
selient outcome ifi terms 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
belkavior and/or demands accordingly, or to the extent that the
physician - once he has had experience with the program - be-
comes less concerned sbout time the probability of this issue

creating a major problem for the program is reduced.

A second kind of fuestion that was asked hed to do with grcup 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 anc




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 considersble 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)

(#.) student motivation higher

(#17) more student practical
knowledge

(#11) will be closer -student-
physician relationship

(#¥16) students will achieve more
patient understanding, etc.

(#2) highly qualified medical
students will be attracted.

PHYSICIANS
(MOST LIKELY)

(#17) more student practical
knowledge

(#6) physicians will be moti-

vated re continuing edu-

cation.

calibre of medicine will

improve

(#11) will be closer student-

physician relationship

student motivation higher

(#8)

(#1)

(LEAST LIKELY) (LEAST LIKELY)

(#12) the quality of student's edu-
cation may be poorer than in
traditional programs

(#32) a financial drain on the state
will be produced

(#18) physicians may eventually become
bored doing seme things over

(#:) friction may develop be-
tween paramedical person-
nel and students

a financial drain will be
produced

multiple demands on time
will prevent students from

(#32)
(#3)

(#27)

(#3)

showed some interesting differences.

again

strong competition might develop
between practicing physicians
and academic physicians over
controls

multipie demands on time will
prevent students from passing
first-year comprehensive exsms

(#18)

(#12)

passing first-year compre-
hensive exams

physicians may eventually
become bored doing same
things over again

the quality of students’
education may be poorer than
in traditional programs

The cognitive orientations of both groups at the positive extreme

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 motivared

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.
Botﬁ 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.
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TABLE 2

SALIENCY OF OUTCOMES -- DESIRABILITY

Students

(Most Desirable)

(#16) students will achieve more
understanding, involvement
and respect for the patient

(# 7) better medicel facilities
will be developed

(#11) a closer student-physician
relationship will be created
than exists in traditional
programs

(#17) students will gain more practi-
cal knowledge sooner by being
able to examine patients earlier
in their education .

(# 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

Students
(Least Desirable)

(#12) the quality of student's education
may be poorer than in traditional
Programs

(#28) patients might feel like guinea
pigs

(#13) some students' practical experi-
ence will be impaired by lack of
physician teaching ability

(# 4) friction may develop between para-
medical personnel and the students

5.%(#21) there will be problems in "lining

up" a sufficient range of patient
illnesses

(# 3) multiple demands on student time
will prevent them from passing first
year comprehensive exams

3.
L,

(# 6)

(# 8)

(# 7)
(#16)

5_.*(#15)

h.

5.

(#24)

(#23)

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

better medical facilities
will be developed

students will achieve more
understanding, involvement
and respect for the patient
students will raise questions
and provide feedback to physi-
cians which might improve
medical practice

physicians will become more
aware of recent medical
literature

physicians will be more aware
of "why" they are doing things

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 physiciens
félt that their becoming awere 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 therw is divergence at the positive extremes, it occurs
in relation to outcomes that are seen as adventaging the group advocating them.
In other words, there is a certain degree of instrumentality underlying the

assessments cf program outcomes on the part of both groups. While this finding
4

B
-, - - . o e

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 1likelihood of conflict is increased.

At the negative 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 egreed that the possi-

bility that the students' education might be poorer thu. 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 desirsble 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, evérxone seems to feel that the possibility that the

ey a R it T

quality of the students' education may be poorer than in traditional programs
is both unlikely and undesirasble. While it is not possible to discuss these
kinds of comparisons ;t greater length here, it should be noted by way of
summary that there is less than 50 percent overlap between assessments of
likelihood and desirsbility at the positive and negative extremes. These

areas of divergence cannot be omitted from consideration in any snalysis 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 grouwp (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 themselyes between the two groups are not extreme. The cognigive
and affective orientations of both groups are reasongbly similar, a finding
which is particularly interesting since the two had -had no contact at the
time the data were collzcted.

One further set of analyses of the attitudes and beliefs of the
ﬁh§§iciﬁns 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 groupsi“;n Some cases one group was more unsure than another; in
some cases neither was unsure.

Since the program itself is new, and since neither grcup 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 mejor 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 thet 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, k4,
6, 7, 8, 11, 12, 13, 15, 20, 21, 23, 2k, 25, 28, 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 positién than were thé physi-
cians. In one sense, this result could be a reflection of the relatively
idealistic outlook of students in general.

The next seversel 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 amowunt
of wncertainty associated with it more than one student has to have respouded
that he was unsure. For the physicians, 12 or more had to respond that they
were unsure in order that a particuiar 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. Interestingly, 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) boin groups

exhibited a reasonably widespread asmount 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 Physiciens
Percent 10-24% 9 15

Unsure 25-49% 11 11

> 50% 6 0

N=52
ar=2

x?=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 w zertainty among students about
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the likelihood of progrem 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 sbout the
desirebility 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 desirebility 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 k,

TABLE 4
LEVEL OF AFFECTIVE UNCERTAINTY ABOUT PROGRAM CONSEQUENCES .
Group
Student Physician
Percent 10-24% N 13
Unsure 25-497% L 2
> 50% 2 0
N=25
af=2
x?=6.8
p>.01

As was the case with the cognitive orientations of the two groups,
the results pr'esented in table 4 indicate that affective orientation is not
independent 6f group afffliation. In those instances in which students were
unsur«_-:--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 ¢ Scomes 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)
(#9)

(#10)

(#19;

(#26)

(#29)

(#31)

(#32)

Highly qualified medical students will be attracted

Champaign County physicians will become more "visible" to
physicians elsewhere

More physicians will be attracted to the area who otherwise
would not have come

Physicians produced by the program will leave the state to
practice elsewhere

Smell town practices will be encouraged
Others (i.e. nurses, technicians) may be induced to introduce
and participate in new methods of medical education in their

own fields

Patients will gain insights into the complexities of medical
education

A financiasl drain on the state will be produced.

The outcomes about which widespread uncertainty exists appear to

share a common dimension. DNone 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 raslatively long feedback
cycles associated with them. DNo one will be in & position to knov whether

small town practices will be encouraged as a consequence of the progran,

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« of similarity in the cognitive ana
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 analysis 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 physiciarns.
However, where uncertainty did exist, its level was significantly higher for
students than for phyéicians. Where both cognitive and affective wmcartainty
was present on a given outcome for both groups, it was found that tha outcomes
themselves tended to be removed from the direct operation of the program

itself and to have relatively long feedback cycles associated with them.

N
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Students will be better : t~ " bzcause they can see the im-
portance of "classroom" k ° . in their practical experience.

ASSESSMENT OF 1. _...«HOOD

Students Physicians

9% %L §5 %L

_6 72w . 8 _%UL

—_ 7% Unsure ..1__ % Unsure

_6.3 % Score 5.7 x Score

31.5 RO Coefficient . 28,0 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

88 _ %D 92 %D

_6 %D 1 _%up

_6 % Unsure -1 % Unsure

6.1 x Scure " 6.3 % Score

23.5 RO Coefficient : 24.5 RO Coefficient
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TABLE 7
ITEM #2

OUTLOME ) N o
Highly qualified medical students will be attracted.

Y

ASSESSMENT OF LIKELIHOOD

Students Physicians -
35 %L "85 %L -
% UL . 12 % UL
Y 25 7% Unsure 26 _ % Unsure )
; _5.6 x Score 4.8 x Score ‘
~ . 28.5 RO Coefficient 16.5 RO Coefficient

ASSESSME.T OF DESTRABILITY

Students - = Physicians

81 %D . 86 %D :
% UD 3 %ZUD

19 % Unsure . 11 % Unsure

5,7 x Score i " 6.2 x Score

5.5 RO Coefficient 22.5 RO Coefficient




TABLE 8
ITEM #3

OUTCOME T

The many demands on their time will prevent students from absorbing
sufficient knowledge to pass first year comprehensive exams.

ASSESSMENT OF LIKELIHOOD

Students _ ) Physicians

A3 2L - 7 17 _ 7L

34 2w . 57__7%uL

33 7 unsure 26 7% Unsure

2.9 x Score 2.9 x Score

3-0 RO Coefficient - - 3.0 RO Coefficient

*
ASSESSMENT OF DESIRABILITY

Students Physicians
%D 9 %D

100 7% uD 72 7% UD
% Unsure . 21 7% Unsure

1.6 x 'Score . - 2.4 x Score

5.5 RO Coefficient 10.0 RO Coefficient

* -

t= 1,98 T

df = 118

p .05

B T




|
j
|
|

TABLE 9
ITEM # 4
OUTCOME

Friction may develop between paramedical personnel and the students.

ASSESSMENT OF LIKELIHOOD

Students Physicians

6 %L 15 %L

38 72 UL . 21_%UL

_56 7% Unsure 14 7% Unsure —
_3.5 x Score - 2.1 x Score .
_6.0 RO Coefficient 1.0 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians
% D 3 %D =
100 7% UD ) 83 % UD '
% Unsure “14 % Unsure
1.5 x Score ; 1.9 x Score
4.0 RO Coefficient 4,5 RO Coefficient R
/7
; *
t=1.98
df = 118

p .05




ly

77

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 2L 68 7L

12 72 uL .. . _71_%Uu

__6 7% Unsure _25_ 7% Unsure

_5.2 x Score - : 5.1 x Score

26.0 RO Coefficient 20.0 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

75 %D 77.%D

_6 ZUuD _S5 TUp

_19 7% Unsure 18 % Unsure

_5.8 x Score ) 5.6 x Score

18.5 RO Coefficient 16.0 RO Coefficient
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TABLE 11

ITEM # 6

OUTCOME

Physicians will be motivated to maintain cuntinuing education.

*
ASSESSMENT OF LIKELIHOOD

-

Students Physicians
68 % L 92 7 L
13 % UL ) 3 %2 UL
19 % Unsure - £ % Unsure
4.9 x Score 5.2 x Score
22.5 RO Coefficient 30.5 RO Coefficient
Jok
ASSESSMENT OF DESIRABILITY Ve
Students Physicians
100 %2 D 100 Z D
% UD )
% Unsure % Unsure o
6.1 x Score 6.7 x Scove
23.5 RO Coefficient 32.0 RO Coefficient
*
t= 2280
df = 118
p .01
Hok
t=3.05
df = 118
p .01 -

P




TABLE 12

ITEM # 7 -

OUTCOME

Better medical facilities will be developed.

ASSESSMENT OF LIKELIHOOD 5

Students

89 7L

_6 7ZuL

25 7% Unsure

_5.0 x Score

25.0 RO Coefficient

Physicians

78 %L

11 % UL

11 7 Unsure

5.4 x Score

22.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students
100 %D

% UD
% Unsure
6.5 x Score

31:. 0 RO Coefficient

i
f

Physicians
98 %D
_2 7Ub -
_2 % Unsure

6.5 x Score
29.5 RO Coefficient
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TABLE 13
ITEM #8

OUTCOME

The calibre of medicine will be improved because teaching
will also add to the physician's knowledge.

ASSESSMENT OF LIKELIHOOD S

Students Physicians .
81 %L 20 %L

_6 %L ' : . 5 _nuL _
_13 7% Unsure _3 7% Unsure [
5.4 x Score - 5.9 x Score

27.0 RO Coefficient 30.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students Physicians

100 7% D ' 97_%D

% UD - _2 %UD

—_ 7% Unsure 1 % Unsure

_6.3 x Score 6.6 X Score

27.5 RO Coefficient 31.0 RO Coefficient
e <
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TABLE 14
ITEM # 9

OUTCOME

Champaign County physicians will become
more "visible" to physicians elsewhere.

ASSESSMENT OF LIKELIHOOD

Students Physiciansg

31 7L 56 %4 L

19 % UL 22 % UL

50 % Unsure 24 7 Unsure
4.1 x Score 4,5 x Score

12.5 RO Coefficient 13.5 RO Coefficient

*
ASSESSMENT OF DESIRABILITY

Students Physicians

25 %D 59 %D

_6 %¢UD 3 % UD

_69 7% Unsure _38__ 7 Unsure

4.2 x Score 5.2 % Score

12.0 RO Coefficient 12.0 RO Coefficient

*

t = 3.00
df = 118
P .01
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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 7 Unsure 24 7 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 Score
13.0 RO Coefficient 13.5 RO Coefficient
) —
*
t=1.99
df = 118
p .05
*k :
t=1.98

df = 118
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TABLE 16
ITEM # 11

OUTCOME

A closer student-physician relationship will be
created than exists in traditional progtams.

ASSESSMENT OF LIKELTHOOD

Students _ Physicians
—9 7% L 89 %L
kUL . _8 %UL
_ 6 % Unsure _3 % Unsure
_6.2 x Score 5.8 x Score
30.0 RO Coefficient '9.0 RO Coefficient

ASSESSMENT OF NESIRABILITY

Students Physicians
100 %2 D ‘ 94 %D
% UD S ____ % UD
—___ % Unsure _6__ % Unsure
_6.4 x Score 6.3 x Score

[\

4.5 RO Coefficient

et

29.5 RO Coefficient

b
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TABLE 17
ITEM # 12
OUTCOME s
The quality of students' education may be
poorer than in traditional prcgrams.
*
. ASSESSMENT OF LIKELIHOOD ,
) . N
Students Physicians .
6 % L 23 %L
r 81 % UL . 56 % UL
13 % Unsure 21 7% Unsure
2.3 % Score . 3.3 x Score - -
1.0 RO Coefficient ' 4.5 RO Coefficient
ASSESSMENT OF DESYI - TLITY
Students - Physicians
% D T 2 %D
100 % UD 9% % up o
% Unsure 8 % Unsure
1.2 x Score 1.6 x Score
1.5 RD 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 LIKELTHOOD N
&4

Students Physicians

32 % L 53 %L

43 % UL : B . _23 % UL

25 7% Unsure 24 7. Unsure

3.7 x Score 4.5 x Score

7.5 RO Coefficient 13.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

. Students Physicians
%D s 59 %D

- . 100 % UD % 86 % UD
—— % Unsure 9 7 Unsure

, " _1.4 x Score 2.0 x Score

3.0 RO Coefficient 6.5 RO Coefficient
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TABLE 19
ITEM # 14

OUTCOME

More highly qualified physicians (higher scores on
state board exams) will be produced.

ASSESSMENT OF LYKELIHOOD

Students Physicians

31 %L 23 %L

19 % UL . 34 % UL

_20 % Unsure : 43__ % Unsure

_4.1 x Score 3.8 x Score

12.5 KO Coefficient 8.5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Students . " Physicians
88 %D 20 %D
—5_%UD _2 %UD
_6 7% Unsure ’ 23 _ % Unsure
_5.8 x Score 5.5 x Score

8
18.5 RO Coefficient

13.5 RO Coefficient

86
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I TABLE 20
l ’ ITEM # 15

| ' OUTCOME -

_ Students will raise questions and provide feedback to phy-
sicians which might alter and improve medical practices.

ASSESSMENT OF LIKELIHOOD

n
<

Students Physicians

J4_ %L 84 %L

L % UL . _8 UL

_13 % Unsure ' _8 % Unsure

_4.8 x Score 5.5 x Score

20.5 RO Coefficient 25,5 RO Coefficient

ASSESSMENT OF DESIRABILITY

Stu Physicians
100_ %D 96 %D

% uD % UD
—— % Unsure 4 4 % Unsure
. 6.3 x Score - 6.4 x Score
t 27.5 RO Coefficient 26,5 RO Coefficient
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Strong*competition mightxdevelop betweenrpracticing physicians
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EE S LT LIb 15 dent from °Ta.b1e 38 that factor“s‘ wei'é.f ewhat spec:Lf:.c
i o IR .,‘.‘ I A ’ym Fe
o o ‘Kf“”’ : l} in dlvidual* that is, ne. factors were un1versally ;mportant i‘or all
- . s ’ §‘€gﬁ ents. 'I'he most 1mport nt. ,ui'ces of thelr concept nS’ were, Medi‘ca.l y L
‘: ' . , ] " . RPN R AR
: B § hool Fa.culty (50% eohs 1mporte.nt) whlle tlre next ;most -1mportant
‘. : ’-é"ur’c Y Medica;l. School (hh% glving then’: mportahc,)\ Oth o
o ? . . o - . Ce A e .
f S R ,“_'...physi i‘ is Who were frlends.: 1ad 8. relatlyely thh influence also (387 .
F o . -assigniné fhem importence) \I“fluences of least ’importe.nce over all _the
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: M ~ - o - .
viduals thev were ;not important, ,however,, overa.ll 1t seems: that af‘ter ST !
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- i . 'influences came anto play in the formatlon of student expectatlons prlor tof o ;
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S R ‘ﬁ ‘ innl g f 'é“pi-bgram'j RTINS S L. .
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. g . L .‘ In contrast to their expectations about their own roles, students ;% . R
o . X A A - . . . B . - o
ot T s . cognitive a.nd affective orientations toward expected role behaviors of ) 4 P‘ ) . ;
; - L 'phySICia.ns Advisors were reasonably congrujen.t‘: On.o'nly three items vas ., o
. ﬁ —1 : - there a difference of 0 8 -OF" ‘more, whereas there were“sev‘en case: in ‘Willch ' |
* ’ ,-ja.tdifference of this magnitude appeared regarding, their ekpectations, of theirs"j IR 3
* } ' own roles..j The students as .a. group felt that it was highly desirably “but 7
L ' T ol “ - highly unlikely that they would be pern:itted to work with V_}ents without
7‘ > - the direct supervision of their MDA.o They also felt that it vas: desirable
e ? . . but somewhat u.nlikely that the MDA's wouldiunderstand what they K:CH students .
f_ ,fr‘ ‘ﬁe'eded to know. ;inally they’ felt that it Was. more. desirable than likely
f ‘ ) § l ) { that the MDA's would permit them to wofrk closely with them on‘o‘patients. ) )
g ‘ .‘ ) ' Turning to an analysis of the relative certainty/vncertainty ‘on.
o } ¢ “ the part of the students regardln; their expectations, some int.eresting
:' ;%' o ~findings‘appe:a.r. Keeping the a.nalysis co- § stent w1th gthat performed oty ’
) R vthe consequence assessments reported earlier in this chapter,’ a.nv item 8a'bout
’ i% o \ which two or more students replied that“;.t was neither desirable norl unde- -
; Y ?{‘ -.f _ ;'sirable or that it was neither«likely“ Nor unlihely v:as ~ta.ken to beyan item a
v § v ) ) .aboutr which uncertainty existed. St\Iident " by this definition, uncer— B
J:* ‘ : 'tain about the likelihood of their eng g'n'gf in 7 .eleven (ofythe seventeen be- ) vj
3 3 N ’ e < - L
0o . “haviors specified for their own roles a.nd weré uncertain‘”about the desira-' ;
i i o _—--_:‘bility of. their e_aging in nine o~f, these 'behavior‘s. Re;;arding the role\ of “r‘ ,
. ) . 4‘ T ‘their physician ‘A visors,“‘they were uncertain .about the Tlakelih ‘ h / %l '
3 ] ) ’their MDA's would engage in . eleven of th i _.':een =beha‘vicrsnspec—ifiednand_-' ‘, .

s ‘ N T ""-were uncertain about the des1rability of twelve of the eighteen. By con’

A vtrast there was no uncertainty on the' likelihood and des:.rability of :
1 T C three of the behaviors specified for the1r own roles (although there was
) - . o . . ; -

£ /

'no overlap among them) and no uncertainty ol the likelihood and the
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0 ﬂ S ] "_..des:.rability of hree of the behaviors specined for the roles‘ of thé"- ph; sic‘;i'an’; ]
; j - .. "Adv-isors{. These results are siummarized in Table hh below. The nmbers |
CE ; S the parentheses correspond td the actua.l role behavior items‘ in Tables 1?2

N . )
R A and SE S Tt e e
A ooy e . L L , R .

% R UNCERTA;NTY N STUDENT ROLE EX’PECTATIONS
X \E - ~." ':“ st : A N e Role of Self - Role Bf Ph s ‘oidh Advisor
- - - - ',uikel“ihood Desirability : Likelihood w pLsi'rability
N § " ' ~ R M SRR :

[ .
RN

St

% T Uncertéinty in (3,5,6,858,10, ' (3.4, ¢

i R No uncé.rtainty‘ ;t Y

5,7912 (12h6910

l(’, 5 7 99
_ E@ectation\ . 1&1,‘12 13, 16 17<) <15, 16 17) : 11,;3 1h 17 1,8) i3

© ’h
,16 173 18)

325
L1

‘ cognitiVe and affectJ.ve orientations toward the {tinds of role behayiors the_y\
2 ' ’ . o )could expect their adiiisors to \enga’ge 1.n tl:mn they were about thos they might
i B . - RS :
) g N ":,, | be engaging in themseli‘re"s. When the level of uncertanit_}_r:nas éxan ned,\ 1t was ]
*m/ ; W B ;,~‘f01md that ‘ong: quarter or more of; the - students were uncertain abo t the+ 1ike11-
' 1 7 J '*‘hoo a.of similar nt.mbers.of behaviors specz.fied for their owti: role and the rolegﬁ“
% " - of their MDA's. However, uncertainty was more intense regarding he ’éesirability
E Aio‘:kg } . *of role behaviors of their MDA's Comnared with their ovn. ‘ One qQ tarter Or mo;-e .
g ' ‘ | of the students indicated that they were uncerta about the des!lrability of -
! g;":il ‘ . ' vonly o'e/rof the role behaviors spec;ii‘ied for- themselves, while there were five
’ f: . K . ,of' ,the, f le'behaviors of the MDA's who'se des:.rability ‘was uncerf‘ain: Thése- )
) 1251 ) ) resultsf are summarlzed in Table 145 WThe numbers in par&entheses correspond
.; ~ . l ” “ V to the- l(*‘ ctgal r:ol.e beh_aVior items 11sted in Tables 42 and h3. N
... : o -*: v ’ , C ]
<k N - ‘ / . ‘ ! ‘ ’
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/ 7cussed earlier in this Sec

’ga'rdiﬁg:‘the: ég, 'sirability of the get.

(?116

o

There WEs 4. great deal Tess, ambibguity ré=

' of physician‘ role behaviors. :While the e
’ i‘ﬁfport ‘6f this di "sgr'_‘,é;'é is not entirely *clear, it appears that the students'

-

i goals for the- progr
than were the1r goals< for* the advisor-student relationshi

) great deal of latitude for role negotiation between themselve“s and the

NP ®

“:80rs but somewhat less for the program ‘as 4 whole. .

am in* general were more sharply defined in their ;own minds

v),g

- s - Fad

» 4'\

Py. thus leav:Lng a

*
5

ir. dv1-

Other things being equal,

therefore, over, time one might expect more movement on\

B

: other words'*" students appear to be

T

N e

-

approaching the advisore relationship w1th

the. MDA role expecta-—

H

tion sca.les with less dissatisfaction than on- the program outcome scales. In .

~el _:

.

o : To - summarize the students' general expectations about: medical school,

nothing was found to suggest that their expectations deviated from those of

medical students in general They expected to spend a good deal of t1me ‘Wwith:

)
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” - . [ . ) : l ” j, ' ’. H ) -
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. ‘) -° » ’ » * ' s ' " ’ 3 ’ “g"“\

. ) . AREAS OF HIGH UNCERTAINTY IN STUDENT*—*ROLE EXPECTATIO‘IS -

I . - Releror selr . - K R“‘lé of MDA LT

o4 - B ',., M 3 -_—'_w—— x -

T S Likelihood ’Desirability Likel‘ihoodi ) Desirabilitx )
L .\v ‘( - . _.._:: - N 4‘,. ‘r oo F‘ . . u,v’ . o . ‘v) K / N "/
 HighlyiUn</ © - ps3. = . 0 gsje - ) =,1; oo.omER T

certain* (5 lQ,l?) oSl (21 3 L 7 18) (l‘§7§2‘513,l$‘)’
Role Beﬁ'# Y p:’ e - - .- 5, - . L ’ I
- haviors AL . - . e .
: N s T‘;’, ‘< “ N A . . . ) . 3,/ ; M-" i ’ >, K 4 . i‘ ! "
* Note. A role behavior Was: defined ‘ag" highly uncerta1‘ ““f"one‘-. R

’ , quarter or more of the ‘students indicated uncertainty. s

: 'I’hese findings provide an interesting contrast Wlth th’e student ’

/assessments of the likelihood and desirability of "program - consequences dls- —

/ . N o . \e -
[y g P

-~ ~ - P »'{’.
& greater degree ,of affective flexibility than they were apnroaéhing the 7
program as a whole. y o - ) s . .
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i o “ - ;students and remainin:g relaxed about their work would be the most difficult

‘ ‘ "aspects hof medlcal school.. Scudent 'feelings were mixed about the merits of

R & . . . N

,. ; s acompet ition in general hj‘Lbut a surprisingly sma.ll proportion of them expectedu.--ﬂ
»i . o medical school,«to “Pe- highly competitive. . i : h ___, . R ’
;',, ,;’ | - /’ij ' Q‘T . In addltion to general expect;a.tions about medical school an effort

j Lo / Was made to determlne the, students' expectations‘about specific Jrole behaviors
-2 vty - . .

N e~ 3 S . o . . .
» . : S0 & - .
. . v ¥ . - N
’ 2 \ ) R N . i R . L.
[3 - ~ LR - .
o o s ) . S .
7 A. - B « v e PO . o D ) - » 1419
& ? o 2 5 ’ "\,
v * <t ; “ . N . . L4 . ~’. v - ~ . " B
& *"the. books and- considered ‘the . science-study-related skills to be of major )
- ‘, . - Y w ~. . Y s

The studen‘ts

R P

*‘mportance for success in the_«first year of medical school. B

.

waor koM,
.,

antlcipa“'ed that learning ewhat was expected»of them, keeping up "with other

-that they m1ght engage in. during the program. The students were first asked

-

how 11kely they thought 1t was that they would engage 1n a specif1ed set of -

; role behavzlors and then were asked to 1ndicate how desirable 1t w-as\t;hat‘they = ’ %
F - , * . . .
% ) engage in theS’e behaviors. There _were seven items with large discrepancies . i 5o
A%:_ between likellhood and desirability. These differences in expectations maar . 0. “
. provlde informatlon as,,to where notentie.l’ ‘sources of dlssatisrfaction lie S o I
%ﬁ . ‘ within the \progra.m.' The student' expectation discrepancies suggest that they‘
i . o were anticipat‘ing 8. rather traditional progra.m in ‘which thev would be calle:d .
i . : : upon to pla.y t‘he‘ role of student although they would perhaps prefer to play o . . :
‘“ ) the role 6F - -doctor. L h ;<j_ R \' R - . -
. AN ‘: ‘ . In addition to askins students .about’ speclfic role behanors “tﬁat ) ) : , A
: ' ' they themselves migh‘b engage in they were asked to indicate the likelihood | - ' : ’
. R . k
e ' ‘ and desi‘rability of 1 set of role behaviors that their physici/an Advisors T :
.. ; ‘ might engage ’in. In contrast to their expectations about the1r own roles, ) '

T . o students' cognitive and affective onentati.ons toward expected role beha‘-— o -
; a - N P K Y A . N . . e o7 j
. viors ‘of physlcian Advisors were reasonably congruent. On only three _of e s >
%] eighteen items was there a noticeable difference. . Sy e s - :
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1 o 1 ‘ ) P oL S , : P :iiﬂ,.' e e R &
Lo j.v, ‘ :\ . o Consistentwwith the consequence assessments reported in an earlier R :
L. o Te R . , A &
- iﬁ_ ] e ‘sectiom, any item‘ b 1 hich ‘tvo or TOTe students replied that it wasi L e .
R DR . s RIS e
‘-, 0 . néithér degi ble nor undes:.rable .or that it was- »neither.llkely oy un~ RO £
N ] B »iKely vas ta.ken to be an ’itemﬂ abgizt which uncertainty exi-sted Using¢ this © - - '
: A R - definition, students were slightly le Vs ertain in their c0gnitive and - . )
T i ; S ‘
: ‘i ce faffective orlentations toward the kind : oi‘ role. behaviors that th/eér could . o
EE ' oo - J : S - S
'\ ] o expect their adv:Lsors to engage 1n than they were fabout those that they ! © o
.7 e A ) . LT ce e . . . . -
. \ might be engaging 1n themselves.. However uncertainty was more intenae re . « e R E
.- - - v, '; R o - -y - R A :
" < i gardlng the" deslrability of role behav1ors of théir MDA' &as -compared with . ' ; y
K - ‘ - f PR oo ™ e . .
; - their own. 'I'hus 1t appears that the students‘ .goals for the: *progra.m 1n Loy b R
N A ..general were more sharply defined in their own: minus than vere. their goals g %k ;
N, - : - e ) - BN N
= B *‘;’* T for the advisor-student relatiotj hip thus leav1ng & great deal of latitude St
M .t : for role«negotiation between themselves and their adv:Lsors but somewhat 1ess , e ‘gs
S 3 I for the program as:a whole" B L o ] - i o
N :.> . 2. . s - ) P . .. 3 . i S .- :a - Y L ? - . . ‘»
" - . : 2 '~ . . .‘. 1 = N v I . 'i-. ; - . . . o ) - .\ - ‘,.'. . .
-m - ’3 N e Gy Socio-Demonghic Profiles.‘ L o - g’ T ‘
. v l,. Physician Soclo-Demographic Profiles T L e .. RN |
N . AP SR AT e RO, £
. 3 — - l l Introducti"“ Lo T e o, S n |
.f’i : “;. - - 2 N I 7: ", - ¢ - N o B . .'/ - " 7. ‘7‘ B k"(‘ . :‘7 "
N /”r: T S h The ‘purgose: oﬁ this secticn is' to Drov1de an overview of the socio= S |
N R T demographic charact_éi'i tics -of” the medical community in ‘which the new " School CL
N - . s ’ . R P R - . » - ! H

B H "i‘s lo_c'a'ted. "This overv1ew may be uséful as : i: int of departure for ’dec151on- o R

-3

| N T ‘meking: regarding the’ relationship between community characteristics and program < .
p : C e . - . % PR g :
: te : . N N $ v - » - . o i
: IR ] outcomes. Further, 1t may be useful insofar as it provides descri'otive~1nfor- N
- . 5 mation on' the base-line pool of potential manpower on wh1c‘h the program is S .
. i B ‘j 4 . -t s‘ . . A . ,e ’ )g\-’ L )
ST Lo ’ l - 2 dependent as it develops. N ST e . 4 - PN
f l . o The data used to build the p*ofiles wern ‘taken from tne phys:.cian . - 3
- [ ) Jbackground questionnaire. (See Appendix B 1) The analyses,‘prese‘nted in . : - :, : :
. P e - . ’ ’ g 9 LT LR __— Tova H
1 . /:! ’ this section are: b_aSedrb‘n- t‘he‘ total sample oﬂ re‘sponding.\phyaiicians. An -
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. N analys:Ls of the characterletlcs oi: the nhys:Lc:Lans chosen to partlclnate :Ln
Lo = : . ASCEE - .!“ LT o : : ot - F
F § . . ) the program compared to those of phys:.clans 1nd1,gat1ng a w;l 1ngness to ’ ) .
E SRR ’ h . . X IR N
. ) part1c1pate but not chosen and those of 'ohys:Lclans decllnmg to parta.clpate s .
e YL , . SRR BN
Ny ., ¥+ ° . i pr esented in: a later -sectlon on physlclan roles. - o : .
o R ’ Sl S e Y e Ty oLl
‘k ‘e : o . e - -4 ,, :.")_ 1 (o B . . - ‘0
- . . .-of ni ine characterlstlcs of the ‘ph clamso ~Wak: chosen! -
~ - T : X = RN . .
o L " . N - - : o . . /- -
‘ \ v . for analys1s on the  basis of what were felt to be 1mportant 1nfluences on .
1 - ‘O’:«-:d . o= \ o § - o . - o
) .- . - SRR ) R ..
o | : - the nature of any medlcal communlty.« These characterlstﬂ cs‘ were.\ , .
- ® :- : - ) - - . b * ’ T ae N e : - Pl
S S X . 1. ‘The number of hosp1ta1 -and /or- ycllnlc afi‘llla ions. :
‘ i : * v L . ot s : . P ..
. i S : 2. The*number of years 1n nractlce locally i . - - )
N SRS s . . A S L ‘..
- z FO ’ - > N
s F . . ot 3. - The! number of membersh:.ps m professlonal soc1et1es ‘of ' ’ .
oo .= o o .  varying: types (1 €y local state, reglonal,, natlonal - - - T
L. i . T 1nternat10nal) S . S . - S
- °, » B . L N s " w R N - ) . ’,./‘? - j ; :

, ‘B Y A : k. The numbér of professlonal meet’lngs fva usﬁtypes . .

B EO 3* U .. attended durlng the past’ year: . St . T
.. o 5.~ The number vof 1nforma1 céntacts‘ with: ‘medlcal colleagues T e
- e e ' o in. varlous reglons of the country g ) LT
S S . . southeast, o ‘southvest, farrwest M "L- R aa
<. L R P S R T
N AR e '6 The- numbe' of years s:ane graduatlon from med1ca1 school ; . .-
{  § A CT, a T i, ’ o ;e
X T S . "7- : 'J.'he extent of‘lntergeneratlonal soc:Lal mob:Ll:Lty (1 ey, . T
o = - the "d1stance “between the occupatlonal ‘status of the : ‘ .
. T o L physlclan and- the phys1c1a 's: j‘ather) R R ‘
SRR PR N - - : . " @ oo ’
- : ' ; - ‘ ) R o . ' . e ’ . B i H
. - . . 9., Cosmopol:’ranlsm i e., 8 scale measurlng the exten‘t to.. - , “: '
¢ . i et . which cortadts: vith colleagues: reve. _confined to the B -
K  Saak . . S 1mmed1ate vicinity or extended beyond) ’ o )
/.‘.f\ . . 71 - e ) . . . . . ’ . ) N . ‘\ ) . -
h . .‘;“ - s ,_‘V L'» ..' . . - b .
. 4- - o / The~purnose d',f‘ the flrst set ofx[analyses performed was to determlne
- A | Lo patterns of varisbility that existed w:Lth:Ln the. local commum.ty w:.th respect oY
‘. ‘, i . : ’ ; x' R '_,_ . " . - : *-»l‘_-\_‘& N * .. ~ -
" to the nire characterlst-lcs. The characterlst:.cs themselves were broken down- . )
© - C. . AR " “‘""’*s-’,* . . : “ .l
N { - Ainto a set of twenty-three d1screte varlables the varlables»xwere 1nter- Y .
I B . 4 . . . . T "“-i;»n o
» 2 - B « 4 *,\ + Teee iv.,'— ;\‘f - s
N EEEN . Prepared w1th the ass:.stance of Michael A. Counte and Martin J Mlstretta., ) S
N S MR . . R : g ; -
';s: . N 4 L e, L -
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-
g s :t varlety of questlons concernmg the1r backgrounds was . exa.mlned Firs ’e < .

H : :
*:7 T studerts were asked the age at Whlch they deﬁnlt,ely dec1ded to study 2dis . '
i 7 7 cine, 'Responsﬂes £ thls questlon are “Dresented in Table LT \ ! )
I«" N - -‘; \ T T 4 x'.': N : T -:: - . H . ' V 'o'.‘
N B "'9?"’:'? ST CTABLELG T . o el
'i o, ; L AGE AT WHICH STLU)ENT DEF’ NITELY DECIDED TO STUDY N’EDICINE T
o . o TR e A Urbana o
R Age ) e ;z"number N ;
T Before: the age ou‘.Llh . B0 - s (0f0) - .
N T Ll Ages 3:14 -or 5 o e Lo (6.25) - E
V - . 'j _V.“ o - ' - ‘Age * ’ - * /:; _: 3' 2 '(;_]'6: :Z . .
S T Ages- 18 16 20 L -1 (68.75) -
=4« .+ . ' Since Age 20 N (3-0 -
- _,-‘: - - . f' R 'f . . 3 . - ; “\ - - - H . . .
G raw _ . - - e ’
e . > These data suggest that a greater 'oroportlon gf the Ch1 cazo stu— -
fos N 2o ""4 —:‘7 . ’ P _ 2. - l -
‘ <. - ‘ dents deflnltely dec1ded to study medlclne s:.nce age 20 but that. s:.mllar
L1 - o PfOpOl’thﬁS of hoth groups made the dec cisionm i_;nce; -age 18“;_ . ' - 1 o i
ot e el ) jWhiJ;e-the 'da‘it,a~“ére too chinber’some .to present i 1 ta bular form here, - S
; EAECEE 1t was found that the Urbana students reported rece1v1n£z somewhat

stronp-er o §
1 . '—; . - " ‘ ., )

. N

L7 Lo snpnort for thelr declslons :to become a doctor from 'both their- motners and: -

AR PR their fathers than -did the. Chlcago stndencs. They reported recelvmg ‘simie - - }
. °§- ',-, - ,la'r amounts of support however, f‘rom oh nt snouses, helr 'brothers and - T ‘
T Y A N ) x o ) ]

LI 4 s:.sters, and_other. ¥ latlves. T R

"'f_il - .';\‘\’&;,.Fz . / tT * N ., "’ . P ) - ’ .
R / ~ - Studeits were asked to th;mk a'bont the type of nrof‘es 1ona1 . ' PR
o <. o act1v1ty to wh:.ch they felt they wqQuld nrefer t.o glve most of therr worklng i . :
Gt . C .t . L, P
S \ o t1me ouce they had comoleted the:.r formal education 'I'he:.r responses to

-this question are piesented in. ?a’ble h9.
-, s ;




> 3
N b
b A L]
.
P % :
* N
- 4
.-
N .
%
L
pr— -
9 .
o ;
¥ P
. 1
?
-
v

-
- 2
“
N
& .
- <
.
N e F
1
e
5
,
.
. S
.

EMC:: .

"E T act1v1ty' for tmelr caréers; Of conslderable 1nt°rest also . the fact that

1 to determine differentiél effects on .studént predispositions to enter research _
- ? * - . *

KA rui Text provided by enic ||

P N — BT - IR - AR S R e e T
.
oy W, s . ” . - r
. ~ . 2
N .
- A . N
o . .
3
M .
d N
LY . * .
b I
. K \
- - B

<Ly o N o : _' ) 129 .

R | T ':;.r.m}mm: o .- B
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- - PR T8 T urbenw (f%i-llsﬁ) - Chicago (n=99) ,
f; B ‘ > . . . number, =~ . % 'r,}ux.n‘qe'r‘ Sy ; ST
o General Pr\actlce."’ i 8:‘~ a (5,._5,»,_313),a - - hh ' (hhhh) o o E ‘

1. T A Spec:.a.lty Prza.c**lce~ 6 (40.00) h9 (49.50) S "‘r‘
Teachlngr Somé” Medical - T B o
Spec:.alty - 0 ( C:0 _;) Soror 0 (&e2). o o

‘Besearch. - 0 . (00| o (o) vt o on i

ST Ui esOtmers 1t (66T \ Lok U (hok) | Co
) - ’ 'I'he Urbana students exoressed a somewhat greater preferen e f'&ﬁ; . R %
7 ‘;-I ) " o { . r . - > = 13 a f e . ,. ~. S E
Genera.l Practlce compared to é slty Pra\.tlce, whlle the Chlcago students : :
) exnressed a sllght 'o'reference 1n the op'DOSJ.te di’fectlon. G. .en that none of ) ) :

v - - . -

the ijectlves.of the _Urbana progfe.pp is to’g:reat'e—"‘any eﬁﬁ“mmeﬁt: in which . *

- students will serjously consider General Practice as a career, it will bé. - . s =
.Ef*ﬁi’mporta,n;ﬁfto monitor the ca;%eef ‘choices of stqdehts in the two- schools— to
. ] = - - R P

>

see wh fler a greater: nronortlon of the ‘Urbana students actually choose tm.s s

- . - ~ . L4
« 3

. - ca s .
- ° no student in e1ther school 1r.d1cated that research was a nreferred profes-

A - - - .
§ . s:;.or;al actlnty. Again, :Lt _w111 be 1mpo‘rtaht to. monitor actual career choicess

B Y , . - -
%" > N .

- . -
> . -

N Eﬁep. that there was no interest indicated at point of entry into medical

3 * .schopl.” = | L o ‘ ‘

.
. , . .
- : . [

— . When the students- were asked to consider - apai't from théir prefers

1 ) ences - the kind of professional activity they ekxpected to give most of their »
;{ : working time to, there was an interesting shift in thé responses of the s .
: ~ A ‘ ' i . ’ . . -

. * . . . . : . .
Chicago students. These redponses are vresented in Teble 50. ] . p
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S T ————— bI’UDENT*"PROFESSI@NAIr AC‘I‘{VITY EXPECT,ATIQNS e R
: . . E E - T N . -

. O S Urbana (n=15)  Chicago- (n=96) T
. . E ?:,- .o "}““ Lo ‘-‘ o ‘l A , ) " .. N ¢ L. number . , /a f . number S, t% T o V

[ s, . k } LT - . . : [ . ‘\ 5 L . R . . . e
L ST Gene‘ré.l“ Préctice. . .9 . (60.00)  50. (52.08). - -
- % .- Specialty Practice . 5000 (33.33); . 37 . i (38sh) - S

S T e Teachlng Some Medlcal‘ R SRS ¢ 0:0°) ) A3‘;"-)T:§;l§7 E &

N . . o . . Spec1a1ty <. o - . o A B ‘j
% T R _/ﬁeE'éagch o, (060), o1 (Theok) T e
o . - T ogmer S L L (06.67) 5 s (5.21) T
. ':* '%’: . T ;‘? : "‘ ; DY et “'.. ..,' o R .
—'fv‘_:‘ ’f‘ ) - o ’ LA . - . oo, . SR e
RO APETI B - P A - - N e
By o v - Comnarlng the data in Tables h9 and 50 there is 2 greater -discre= . B
» i B S . . § .‘ C s
. {; Ei', }i ) pancy between the preferences and expectatlons of the Chlcago students regard- .
- 2 * 1 » , ing General versus Spec1alty nractlce than there 1s for ‘the Urbana students. P QE :
% . ) z - "Baseéd on exnectatlons alone, there is essentlally no dlfference between the Lo . : ’
‘- - i‘ ot ‘ two grouns. Thlslflndlng underllnes the 1mportance of mon1tor1ng the medl- :
-l . ) . § y - ™ . i .:
N ) .cal school exverlence and careér choices. of the two grouns ‘over t1me, partl-
- R . - 5 : N 4 | ' i .
S i ) : gularly‘glven current,exhortat16ns about the need to enhance the attractlve- Coyf
T S o . : ) -t .
e §ness of General Practlce in the eyes of medlcal students 1n order to meet . .
fsome of the current prpblems 1n'health care deliyery facing the,neaith care . .
S system. ’ R o e . o
. . £ - = . - [
X ’ . - . ‘ Students'were dsked'what kind of setting.they envisioned practic- . .
N 1 ) . -ing in. Apb;oxlmately one-thlrd of reach group 1ndxpated that they planned (
. v,;b,,

. maﬁmrk out of a prlvate office and have a hospltal afflllatlon and another . -

third planned to be working in-a small group, clln:Lcw Of the remeining stu-

= dents approx1mately twelve per cent of each gpoup envisioned working in a *
. ‘L . i NN "J ~ 5 . ‘ '\""‘" - - v )
large private clinic or hospital, while the balance, or twenty per cent, ’ .. . /
’ 4 saw themselves in othér kind§ of settings.  Interestingly, no student saw ///
" e R e . s B i . o . . N

- " himself in either a medical scliool or in a private bffice"with“ng hospital ;oL

. N
. N N b
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E affiliat,io W It appears, then, that the 7 group were hlghly 51m11arj1n .

g A * s st mthej.)r;v;ew “Ma.bout the kind of settlng the would be worklng in after the1r S .
e, - f L ¥ . i N -
- - L ot formal edu atlon ha.d been completed. i o S C-

) 'f,_. - s . . IMmere-was 8éme d::.fferencef etween the two groups regardlng__hat . -
" EEY Y . . . . . <
»m - ) i ’ ..é' o they ‘expec ed to 'be earnlng 10, years after medics school-~ nowever, these Tl Y
| : = 4@ o _ SRS

T ‘ . lessened regard:Ln the1r expectatlons about earnlngs at the

. }' : : . eir céreers. Th data on these two questlons are presented in :
% A S kY = . C et
jooe ) TABLE Sl o '
+In . .. : .
- . g' ‘ - STUDENT EAPNING EXPE(]TATIONS
: e f . ‘n' Years: Aﬁ;er Medlgza.l” ‘School At The. Peak‘ Of 1{he1r Ca.z’eer :
: . 4 dha (n-l6) -Chicago (n=93) Urbana (n-lG)  Chigdgo (n-93)
N [ — - Earnings: /huiber” % numbér. - - % number-"; * % - number %
: T . H o ) . oo,
. ° : i 7 1 . . o .
{ [ ‘(56,,255) 3. (36.80) 5 (. 25) 18 (19.15)
' : C L A . ‘\ . .‘ ) . ‘) ) .
. - ; (43.75) 59+ (63.20)) 1r = [(68.75) .15 (80.85)
' % o T = . ”' , . I | :
- 7 " } . 0 / ~0ire13all the earnings expecto.tions of the Chicaéo students ‘were °
- iﬁ " . h gher than those of the Urbana students. ThlS d1fference was sreater w1th o
. R / . ] L
N H o // respect to what they expected to be earnlng ten years after med:.ca.l school
. - Zo ST - ¢
K . ! / than at the pea.k of the1r careers.-
. ‘ ' /o 7 Since’ ‘the costs of medical education are. rapldly 1ncre8.51ng,j another
5! - ! p ' = :
f" characteristlc of the student groupa ‘of importance was the dlfflculty they re-
/ - - e —— ~ .
; . // ; ported in’ financlng their schoollng. Data on t is 1ssue are presented’ in -
¥ e
{M"( ! i Table 520 ’ N b ‘ . ’ ) /‘—//} . ) ) ; -
s . . - - ’ Ve ‘ y
/ ¥ % . . v
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. L AMQUNT OF" DIFFICULTI-Ig FINANCING MEDICAL EDUCATION
R A :“:“““““ ”““Urbain“a‘“(n=16)“*“ - *“‘*Chlcago*'(n—99v :
) D1ff1culty number ; % N "number 3
Lo St 3 08.75). . iuk (hh 49" :
Co T Twegerste’ T U6, (31500 T 18 - (19 12) '
- g ‘ Cerest 7 U315 36 k36.38) C
C : 3? . ‘. A smaller proportlon of the Urb; 8 students reported slight d1ff1-
N - : » K ﬂ_ia_ culty in flnancing their medical educatlon, althoggh roughly .comparable .
:’ « - 'I ) proportlons 1n both .groups reported great d1 1culty In term? of sources P
f }{A . r; : :f", of financial support the proportlon of students receiv1ng halﬁaor more of 7?. ;\ 'T,
) L : ‘ the1r support from,scholarshlps, loans and parents was - appro;1mately thé"" '
- i same for' bothhgroups. A greater'proportion‘of Urbana students recelved e e T :5 A
.: é ;' 1 . - ,half or ;ore-of their support from employment durlng he school year, while . ;ﬂ ’ f .
: e SR a greater proportlon‘of the Ch1cago students recelved half or more of their B
; : iz sgpport frbm personal savlngs semployment durlng vacatlons\and spouse em-.. ) o
. L - ~ A

- ployment Overall, parental suppor7 was the most s1gn1f1can source, w1th .
/ i

sllghtly more than one-quarter of ‘the students in each program.;ndlcatlng

+ that it accounted for half or more of the total support they recelved.
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» - . . -
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g ‘:zwﬁ
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L4

,4,,‘.(.,..'
M %
1

2.34 S 9,_1! . i . . . ) wa' ) - (L3
3 . s - .. - _ ’ L% N N N . ’ N a
v .Although "hard" data on socio-demographic characteristics were - .
- ' j ' Aavallable for the Urbana students only, an analysis of & variety of, pér- f

ceptual questions suggested that “the similaritiésfbetween the students in
Y . P .
the Chicago and. Urbana programs were more strik1ng than the d1fferences.' . .-

.
o
,

'
i

“
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Whlle the Urbana students as. a group tended to prefer. General Practlce over

 Specialty Practice, in contrast to the Ch;cago students, the ‘éxpectations *
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" of the two* groups regarding:thé type of practice they wbuld'engage in uere
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simllar.
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after they had been out -of schooi ten years than ‘the Urbana students, the
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And while the Chicago students expected to “be earnlng more money

earnings expectatlons of both groups*at the peak of the1r careers were siml-

- 3 M

~1ar .

o - -

drawn based on the data avallable -is- that by and‘large the initial cond1-

. . . *. L

tlons for the two programs with: regard to the background of the.enterlng

- . x . . - . . - *
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-
»
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3.\ Pre-Pr_g;am Profe531onal Soclalization Among;§tudents* -

v ’ . ¥
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3 1 Introductlon ‘ s " *f"; . j‘

-
N ;

-3

-

.
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new program was the extent t0'wh1ch they had already adopted the attltudes,

.

bellefs and norms character1st1c of the medlcal professlon itself

e

‘essumpt ion underly;ng sociallzation theory is that the process itself has

behavioral conséquences.,
. > -t o e

«

" “important:, ‘ S Vs

1, 'To what extent where the Ch1cago and Urbana programs ..

4

confronted with groups of students w1th s1m11ar levels
7 - . . .
' of pre-program professlonal soclal;zatlon?
IR . . 2 R

2. To what extent is variabi}ityain\pre-programfprofesT

sional socialization among Urbana students rélated to

R0

' differential‘perfbrmanceZA ‘ R .

", 3. What are the influences of the prbgram itself on -the

’

There were ‘few other dlfferences between the groups, and.the concluslon

> One possible source of varlabllitv among students enterlng the - .
One .

At least three kinds of queéstions are therefore

sociallzatlon of the students into the medical profe551on9

While all three questlons are interesting, the analysls in this sectlon
. i )
be limited to the flrst L s
ry ‘n ' :
*

Prepared with the assistance of Michael A. Counte Mertin J. M1stretta -

and Rlchard 0. D1ck1nson.‘
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questlonnalre (see AppendixB 5)

- -

e “"“‘**z*“m*analys]_swonv«themba,SlSmof.-exa.mina.tlQn of what the theoret1ca.1 construct

suggested ‘as being releva.nt.—

- The age “at wh1ch the student defa.nltely declded tor study - 3‘; Lo

. 3. The importa’nce of others in the decision to -study medicine.

v P -
- . ) (48 ,\’1;31‘ -
e ' The data for the a.nalyses vere taken from thé student background .

- . ox
~ g

A number of var1ables V(as chosen for L e

N )
. * b ¥

' ey v i v v e ARETS
. - i * Fao-

Includ’ed in the Aa.’nalyses. w,ere the ‘fol'.j,_ovzing: M
., ” 9
l. < Whens the student f1rst thought of becomng a doctor.

Tete ’

earlier An his llfe, 'theh greater the extent of pre-progra.m *

_ (The .

»

> nrofesslonal soclallzatlon ) T e )
. / ‘t * ' - f

) *
3

med1c1ne.‘ (The earhen in llfe,. the, greater extent of pre- _: -

—~ &. y — L3S
» . »

program proj.‘es slonal soc1a11z at:_on ) - '

Ay

- ce T

(The greater the overall a.mount of external 1nfl‘uence the

.- - o . :

. greater the« extent of pre-progran profess1onal SOCl&llZ&thns )- o
- RN e -
l&.‘ The amount of soc1al support ‘the student was currently re- 7 .

’ ce1v1ng from* relatives regarding the dec1s..on to become a

. '

(The greater “the. overall a.mount of socieal support '

“ i c oy

\from relat1ves, the fewer the problems in adapt].ng to the

docto r, -

. Qemands of medical- school. ) '
5. The- amount of commttment on the part of the student -to’

med1c1ne as a career.

(The greater the amount of'committment
the greater the extent of pre-program professmnal committment . )
6.. The amoun@of doubt expressed byethe studen;lz/ about the dec:.slon

4 I

to become a doctor. (The greater the amount ‘of doubt, the

lower. the -extent of pre-program profess;.onal s0c1a11zatlon. )

" T. , %he point in time at which the student expects to think of

’ . L

him or herself as a doctor. (The _earlier the point in. time,
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TABLE: 53

-
1] R A

. ‘ Factor I (Potential Patient Problems)

WI’I"EM - g -~ "‘:f"'

19m(a-6)mpat1ent emergency

19 (a-10): patient medication/dosage
19 (ap9),patient difficult diagnosis
19 (a~8) doctors as patients

19 (apll) unbelieving patients

19 (&-1) patient emqtignalﬁoutbursts

19 (a-k) patient ‘tésé‘iﬁé‘*prbbi ems

19 (a<5)
. 19 (&sT)- conducting a Nenipuncture
19 (a-3)

19 (a<2)

3 (a—T) 1mportance of medica; students ¥nown -~
3 (a=5) importance of physicians known i

3
3

3.

3 (a=V) importance of;friends not in medicine

P i O
v

(a=6) importance of. physlcians heard or read about

(a—8) importance of undergraduate teacher

[

pelvic operation

Y

~

painful procedure on a slck chiid«

serious and 1rremed1able patient 1llness ,:

preventing patient - embarrassment during a

F‘actoz_- II (Influbnce of. Médical and -

ITEM LOADINGS ON STUDENT.PRE—PROFESSIONAL SOCIALIZATION FACTORS

FACTOR LOADING

’/81,

Educational Personnel)

N

r

A

. Factor III (influence,of Family dnd

. " ‘Non-Medical Friends)
3 (a-2) importence of father : S

(a-1) importance.of mother

(e)
(d)
(v)
(a)

»

.
LY

.80

.:(6 )

.5

,,'71} :

.68
}67

66

.65
:60.

s.'58 '

- .k\

-T2
70

67~

.5k

.87
.'8ly
Al

Factor IV (Present Amount. of Social Sunport--
S Family/Relatives) .

social supportéfotner relatives
social supporpf—brOthér or sister
social support;-father

social support--mother

i

i

.78
.73
.58

13

.50

v

LT,




These results ‘are quite sugg_estlve.‘ ‘Most 1mportaht, since the S t
variables chosen on the basis of their theoretically deduced rela*ionship
to an underlying dimension of pre-program professmnal socla.hzat" on do not _ . S

“rload on a- single factor, the concept aooears to bé mult1-d1mens10ral in

- B . L
- v - . .
- . . . . .

nature. \Whlle the cho:.ce of different. varrables could conceivablv have «

; 7 : 7 . \ . : - H - R
S trytey ey PSRN v e By v st a4 a3 oy, 3 , !
’ resul"ted in ‘the" emergence TOTESingle factor, ‘the™ cbncept as_.“*oper_a;.tigx_zal:ly' R R

- . ' deflned here, is mult:.-dlmens:.ohal., T T ' ' o

- N ~ -
- - R

PN . . i
-, i

Second an exa.mmation of“the s1mple fa,ctor structure suggests.

s *
. L -
. P

that the d1mens1ons of the co%cept as operat:.onally. dei‘m d here ere:

<

R e The amount of coﬁfldence the: student has prlor to med1cel~

; T Co : school in_ reletion to his or her- ability to .deal: with a T T

V A
"R - = — . . . .
R H . . MRS - . » .

. ) I variety of medlcal problems. L.

N o g S . 2. The amount of influénce exerci'se'd by members .of the medical . ' g
| S CoL e . . ' ) i : e
\ 2 N _ , , profess:.on -on thé student's decision to- become a doctor. S -

. . 3. The a.mount of 1nfluence exercised by members pf the student'

3 .
. - ' b

- . fami,ly .ar.;d,others not involved in the profession on the . ' +!

. - . e -

"decision to become a doctor. ,

AN P i N * L. The amount of soclal support ‘being -recelved by the student "

-

L
: N\ - - . 'from family- members. . . : : -
¥ } . PP * * . R TRREY . t

N\ o Factors three ‘and four are pos1t1vely related indicating the

' 1mportance of the fam11y, and even fnends not in med1cine, as sou:-ces of R

¢
. . A Y ' .
. \bo"th ::nfluence regarding the student's 1nit1al dec1s10n to def1n1telJ .. .
N . , o - .
! ’ ‘ g ~study"med10:me*an‘fr"'~'§‘ ci‘ai‘*’support upon his entry 1nto medlcal school. - N
\\ M . ]
Interestingly, these sources: vere not related to either Factor II ’

. ‘ ’ (influence of medicel personnel) or Factor I (percelved confldence per-

. . [y
v e

taining to potentlal problems posed by pat1ents)




et

i

- is’ likely that the Chicago students sccred high on Factor T whereas the _ . t .

i.

were fewzdifferences‘betweenfthe‘twg

. socialization among students should be taken into account.

>

Tt was‘found that the Urbana - e

e factor analysis.

students had significantly more doubt about«medicine as.a career choice,’, L

aud~significantly“less eonfi ence about their ability to desd with a patient ) R Sy

T N

~ - D T IS | -
R T g

therr patients to decide on. aop‘ priate medication and dosage, and to handle "‘~;

In other words,,there -,
\

K5 patient who refuses to accept wha they tell him.

s

w s

'roups in general but where differences

"were:»fou‘xid the Ch'i‘cago stud‘ént’s -were ore\highly‘fsocia’lized into the profes= .

sion prior to th7&r -eareers as- medical students; ;

’
-f - "
¥

Given the results of the factov analySis presented earlier, it , : et
N S

- -

Urbana students scored high on Factors III anad. IV If-this is the—case,

then it can ve argued that the multidimenSionality of the pre-program profes- . T s

sional socialization concept helped to. discriminate between the two groups. ':

”‘\.

This an ysis, therefore,~has important. implication for theories of‘profes-

-

saonalksocialization. < v — L ’ - .
; . b . . Y ) ) a N ) :.:

] 3 3 S § B . . ] . ~ ‘ . . ) L il ‘
Considerations of the variety of kinds of initial conditions fag- N - ’

M

ing the new program suggested that the extent of oreﬁprogram profess10na1 .

of particular

<«

interest.were the Similarities and differences that -might exist between

' students in the Urbana and Chicago programs, although it-was pOinted out i

that these other questions are important as well., . s *

’ L. - * .
: b . . ' ) N o, 4
[ . ‘ .
N .
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. et 4 NI 4 T .
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) " ) pal components solution yielded four distinct factors, as- findings ,which Lo, : -
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e * PARTICIPANT ROLES‘JAND CUBRICULUM T

K . . . . . . . .
v aa . . .
- . . s R . .

N . L. VI. ' PROGPAM STRUCTURE AND DEVELOPMENT' v

i . . ..‘ « a

A.. Introduction.—". .. e AR
—_— T . ‘gb'_‘. " . . . '

- : '+ . 'The nlrecedmg sectlon of the -renort examned cond1t1ons ex1st1ng’ o

v . - . - - . . L

. pnor to the start o:f the new progr,em in terms pf the cognltlve and affec- . e

- »e v

0
-

| . . R oo "
‘ N t1ve 'assessments of local physlclans and f*rst year tudents of potent1e1° .
.‘-3 \ *

", ’ . . ® "\ 'C‘ 4 '~‘A.l- “-
» consequences, student e‘bcpectatlons of “their oim ro’I es.J d those of the1r ~

v L . . (2N -,_‘ Wy, .‘,‘.\‘A, ' ..

physlc’lan adv1sors,* the extent of student 'ore-'orogram pmﬂesslonal soc1allza—-

[ x Lt !. . W ¥ -
. . » . . -

i . tion, and soclo-demographlc proflles of students a.nd 'th51c18.ns.. In a vei‘-y'
{ .‘1 . . R ‘s . e . . R . -
H 'i ’ < N . .4

real sense,.these dondltlons re;resent the:' glvens' Ar the s tixatj.orf'. .

Ve

‘e A : - w ' - s ¥ . . s T .
i part of.the r’epoz‘t éxamineés som’eaof rth'eadyné.mic aspedts. of: . ,

K N . 'S P} : " .
the program,‘that is, . the-pro"esses and relatlon,sh:.‘bs th‘azt emerged and the
. - * * s N v e » i ert

. . sources of satisfactlon and dissatlsfactlon among various categories of pro\-
. . " B3 * ' = B . 'Y 5,\
gragn 'part1c1pantsf* ';and‘ rev1gws the curriculumA that was develope'd. v -
. v . . R -
. Yo '\ 'I‘he f1rst sectlon, 'bas‘ed priﬂ-arlly on 1nterv1ews, focuses on the 2
- [ - S .

- _“,-\ , .

roles of the. partlclpatlng physic1ans,‘the students, a.nd the campus faculty. < -

. *In descrlbing and. analyz:.ng the roles that 1nd1v1duals pla.y in organlzatq.ons,

-9 . ! : :
\ at least two« para.met’ers - "ainong others ~< need to. be cons:.dered. F1rst the o N B

- - . i

\formal organs.zatlonal" d.eflnltaons of the roles (1.e., role prescrlptlons) * _ i

- N 0 LY £y . . /

need to be known 'and second, the actual Behaw.ors of the 1nd1v1dual occupylng N -

. ‘ * \ e ? -
. . those .formally def1ned»p_os1t10ns rieed to be known-. In auwltlon, 115 is, often :

- ~

helpful to be aware-of soin"ceg»of satisfaction a,nd d1:sat1sfact10n regardlng

. \
. . . \ t .+ L

the internlay\between formbl role deflnltlons a.nd actual 'behav1or. l}ole ‘ /

P a4 . . . Q o« ¢

H analysis is a use‘ful todl in program evaluation. Often there is a surpr'i- * - .
. . . A ~ . . . 2 - . ..

singly large discrepancy between the kinds of belhaviors one might expect on

. v
.
“ R . . \ * 3

the®basis of formal role definitions (i.e.intended behaviors) and the Kinds <
. » - L

- h * i . e B » . -

of behaviors that are actually observed! From’an administrative point of

-y




ok

. - - * . v - i .
2 - - , . s, - . Lo N - N F I | .

H . . - B - . . . N . . - » e
R R view, It-is important to’'be aware of both the megnitude of the discrepancies . .

. . . ; .. . ~
© .t N ~ . T N .

L ' aﬁd the potenti‘gl apnqerlyi'ng reasons for them. Th somé cascs, these dzscre-
I Lo s

. o

, s }'1 . . pa.ncles 1mp1nge on-the attamment of orgamzational objectlv:s, in. other

- .. -
. o - . . . . s - - B

’ L < cases, however, attamment of these objectq.ves is a.ctually fac:Ll:Lated i’,é :“ o
R N e ana.lyses of the, roles of. MDA's .anéd MDE's studencs, and - campus i‘aculty, +hcre- g

. \
¥ . .

: T -".“_’ fore, focus on: . 'tl/\Sormal organizational deflnltlons cf the zole; roi_e

¢ . -

LY
»
' w ’
E——

e 2 behav:tors' and wurces of satisfactlon and dlssat:.si'actlon WIth the prOgram
LI F 4 e A - b

i TR ‘ "4 The second sect1on of this part of the report °>scr1hes°the curri--
»‘ ; L] a.ﬁd‘ bow it was develobed. + -~ . 7 L
. AT ; X IR . PN R s . g - .
il T T w8 pyeledan Advisor ‘snd Eveluator-Roles* S Lo
> BN 9, ks N RN ., :
. c.. . ‘ . (’:_par:.soi Among Pa.rtiAipanus, fnterested“Noh- artlcmants’ am;nDeclmers
. - P P gd T T N -

. ' : g ! . . . ‘n ) . d The twerf;tx local ohys:.cians, pa.zrtlelpétmg as- adnsors and evpluators
Q ) 1 . LT / ‘ durmg the f:.rst year were chosen by the locéJ. m.edlca.l society- from & grout .>f

. - s : ., ..

0.4

-

) phys:n cians who had 1nd10ated a w:.llmgness to serve in an unpa:.d capac:.ty An
;-u Aé,; ) . ., : . -
N I T U . respo\nse to a request made by the ‘Dean- or the School in a letter to all area
ot . . ”~ ’ ]

¢
3
r
-

( L ; . . phys1c1e.ns 1n Ja.nua.ry of 19TL. There are thus three groups of physic:.ans

< . wh:Lch ce.n be d1stinguished' those w_ho we;'e chosen to pairticip?,te, those who
. " - ':‘ - l indicate[i a willvingness to pa,rtiéipa:te 't;ut were not "chosen, and those tvho dir
. - ) 4‘ . . . declined to partlclp.ate. As backgrouhd for the dJ‘.scussJ.on of pertan na.nt

. : o
foles, it was felt that 1t “would be' useﬁJJ. to exa.mne simil er:tie“ e.nd dlffer- .

e ’ v . o.,

. R : ’ ences_q.mong t_hese groups for twp reasons. -blrst, 'smce th'e admin-;s’trat_io:: 4" A
. ' pl;hnéd for rgf)id e;&;;ansion, of the. nuhfber of students’* and thus the nm;iberf of :" ‘
N T R phys:.cian pa.rtic:.pants, the extent to which the flrst group of MDA's e.nd v
g - . ‘ MDE's "Was slmlar to those nhyslcians const1tut1ng a pool of potentla._ MDA'
: | i f . . . a.nd MDE'% wns consldered ‘f;roblematlc, part‘cuiarly in relation to. outcomes.

. : If the students did well during the first. year,‘ should the chtoi ce fof'addi-

t

.
Y e . P

. - ' tlonal{physlcla.ns as the program exna.nded b\. made on the bas:.s of cr1ter1a
. . . v " .

Prepé.red with the assistance .of Richard O. Dickinson and Barbara L. Peters.

.
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_ presented in Teble Sh. - . .

.

six;liie.r to thoée"‘us'e‘d in cﬁooé‘irig the fifst group? If so, 50 what -extent

——— o«

-

Was comparable manpower avallable? Second, the kinds of criteria ‘em~
ployed by the local med1cal soclety for choosn\g tke first groap

might become a,pparent 1f 'Ehe characteristlcs of the three groups‘

were compared. ‘
Y - .

Date fovr‘»t,l)e comparative t-anralys is were taken from t‘:ﬁe'admiiffistfa-

¥

tive eurvey of the MDA's and MDE's_ (see Append\ixB..ls) and from the background

questi:dnpaire sent to all “area ghysiciarfs (see Appendix B.1). _'I'he first

R

L4

comparison made was on the basis of-type of practice, *é:nd the data are

i - . i
. . R 3 . ‘ 5
o . . Ly B R .

. TABLE 54
DISTRIBUTION OF. PHYSICTAN GROUPS BY TYPE OF PRACTICE

Progra.m Involvement

- (N=20) T (NsTT) Interested . (ne=2k)
"Type of Practice Participating Non-Participating Not Interested Total

~

Géneral Practice . 5 . : 15 . 10 - 30
Specialty Practice - 15 . =~ . 62 ; 1k : 91
- . , _ N _ .

2t

‘larger progra.m which is designed t/predispose students towa.rd general or
/

The ratio of G.P.'s to speeialists chosen to participate corresponds

precisely to that in the popuiation as a -whole; however, G.P.'s are overrepre-

sented among those not i.nt‘erested. .While one can only speculate about_: the

reasons for the great=r reluctance among G.P, 'e as opposed to specialists to

participate, the fact is a constraint which should be taken into acecount by

-
>

program admini strators, particularly Lf there is interest in developing a

family practlce. Given what 1s known- about *the socializatipd process, it
is not unreasonable to Pzrpect that students will tend adopt the values of

those with whom they are working most closely. general practitioners are

» v
AR




‘ o w1dely underrepresented their impact on the formatlon of student va.lues
. — ) wlll be minimized, with resulting consequences for career ch01ce. ‘ B
. "A second comparlson was made on, the bas:.s of- the number of years "
e 4 the physici;ans had been Nin practq.ce. The results of this analysis az‘e(_
- co _presented'iﬁ-Table 55 . -~
[ e < -
? .0 ] - aa .. S . . .
had ) o b ’ ) .TABLE SS : : .'> . ‘ * . rfl
) . DISTRIBUTION OF PHYSICIAN ROUPS BY NUMBER OF YEARS
o - . . IN PRACTICE
) e ' v Progra.m Involvement T .
o ,(N—77) L e
Years in . *  (N=20) . Interested - . (w=2h) ‘
.. JPractice Participating Non-Partlc:matlng Not Interested Total
R - - ¢ 30
- . —,-.:‘- .;‘- - ‘~. . , 6-10, . . ::_ -'. : 3 . li‘. '6 » 23
e T AT - T - i
RN T 1115 s - 1 11
f/"/ I J= .fl'6-20 , e R - 9 ' T . - -20
co 21-25 % - 3 .15 1 19
. ’ 25 et 6 7 ' 2 15
. Pals v .
. . 7
v ~ - . 7
) = / These data suggest that .length of 'oractlce may have been an 1mplicit
é . "' 2
. crlteraon used to choosefw"ehe participa"'lng 'ohys:l.c:l.ans. of the avallable (i.e.,
: /interested), physicians, fewer than ten percent of those who had been in
s - 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 be expected, somewhat more than half of
s the twenty-four physicians who declined the Dea"g's initial invitation to
i participate had been in practice;ten years or less. .
3 . R
i . The remaining varisbles used in the comparative analysis of the .
i three groups are taken from the physician que.tionnaire alone. Since only .
% 15 out of the 20 participating physicians responded to the questionnaire, the

,"-6 «
4 4

o i = ket o a7 e AL e i T o et A e e e 3 2 e . e g et e el -t e i e e i P e e el e e T 1 P

h i w. ) N -
:
: - : | < 1b
‘e e . . . a * . L ~.
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analyses have to be regarded somewhat more tentatively than those discussed

above. The eight variables included in the over-all analysis were: the

‘ number of hospitals and/or clinics the physiciahs were affiliated with; the

number of professional medical societies they belonged to, exclusive of the

local medical éqciety; the number of conventions and professional society

i <

meetings attended during the most recent twelve-month period, including -

meetings of the local medical soceity; thé number of‘visits to leading hospi-

‘tals and medical centers in other cities in thiLnDSt recent twelve-month

period; their age; their sociometric centrality, that'ié, the number of

times they were mentioned by others in the medical commnity as sources of

5 y -

advice and information, discﬁ551on or friendship;:professiénal contact ;nd
an overall measure reflecting their assessments éf the potential consequences
of the ﬁqw'program. A1l of these varisables were ones vhich had, ip_pngyious
reseerch on the medical community [e.g. Coleman et.al. (1966)], proven fo,
diécfiminate among groups of physicians with regard to a variety of outcomes

(e.g- "innovativeness"). The’purpoég in using them here was to determine

whether they discriminated among the groups of physicians relating to the

} o

nev program in various ways. The results ¢“ = one way analysis of variance
- AN

for each of the\yariabies separately are summarized in Table 56.
X .
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+

The results of this analysis are inconclusive, The participating
physic}ans were significantly younger, although the anelysis reported earlger
suggested that t?ere vas a dispropgrtionate number of them who ﬁad been in

1praFtice longer. They made signifi;antly more out-of-town visits to hospitals

Hand medical cénters, yet belonged to significantly fewer professional socdie-

ties beyond the local one. And while the results were not significant they

tended to have professionallcontacts 8f é more local nature and to ‘be socio- ,
metrically more central in the local medical‘community. What fentativély

emerges is a picture of -the participating physicians as a group as beiné

tied closely to the local medical Eommunity to a greater extent than\ﬁhe

other two groups, a picture which should not be particularly surprising.

The extent to which the program can expand rapidl; while maintaing comparable

levels of physician input is still questionable, however.

2. TFormal Orgenizational 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 & pool of area physicians who had indicated a wiliingne;s to do so. In
contrast to role prescriptions in many organizations, those develoved by the
Schood 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-

.

tion 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 tc 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 on a regularly scheduled basis for ttie 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 Develofment. Curriculum development will
function to define’ that basic science information essehtial
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 to 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 make a

major input into the ultlmate form of the pre-clinical

.curriculum.

b. Policy and Executlve. Slnce the practicing phy51c1ans

will play a major role in the functioning of this Medical

School, they should be represented effectively at the polf%y

level. Persons interested in such a role should indicate

their preference at this time." .

J c. Planning for ¢ Clinical Program. Planning for the clinical
program should begin at an early date. This will require the
development of learnlng goals and c11n1cal curriculum develop-
ment. The objective of this work is to identify that training
and learning which the Medical students needs to be qualfified
as an M.D.

d. Ad Hoc Work. I am certain all job descrlptlons cannot be
identifiedat this time. This type of work refers to those
physicians who would prefer not to be spec1f1cally committed
at this time, but who would be available for various posltlons
and committee work as the school develops.

ae

4

Included within .a0 report entitled YStatus of Curriculum at the

School of Basic Medical Sci®nces-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.
AN
He is to function as an advisor, tutor, and evaluator of the B.D.'s
y 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. Advisors 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. .

“

4

%

’”
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‘3. Role Behaviors of MDA's and MDE's
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In ‘addition to the technical problems' of curriculum developmeant,
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. évaluators will be practicing physicians
who will function.'in a similar, but more formal fashion than the s
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 approximately one hour
per week. Their task will be to make a separate evaluation of a
B:D.'s progress in his curriculum coverage. An evaluator will be
expected to review four students per week. ’ “

; ~.

In addition to these formal guldel}nes, provided to the ares physi-

cign by the School, further role_definitions”were ungoubtediy sdpplied by

[ 3

the Dean at medical soceity meetings as weil as. through discussions with

Iy
.o,

physicians on an individual bésis, although no_data are available to permit o N
systematic examinatgbn of the scope and pervasiveness of this actividy.

It is apparént that MDA and MDE roles were not rigidly defined by

b

ey,

the School. 1In fact, there was considerable question in the minds of\many

+

observers asbout.the effects of this lack of definition on student performance.

The physician Advisors were told to expect to spend four hours per week with

2y

their advisees; the physician Eveluators were expected to see four diffefent:

students each work for one hour each. How this time was to Be spent, howeber,

L s

was only minimally designed. The advisor wa$ expected to be advisor, tutor,

A

counselor and friend.

Data on the role behaviors, of the MDA's and MDE's were collectedl

through interviews and an administrative survey (see Appendices C.1 and B.4).

’

’ e
The interviews were designed to provide informetion on pre-program expectations,
rewards from perticipation and role behaviors. The discussion that follows :
B4

\ \
in this section is intended to highlight recurrent themes found in the inter-
’ I

view material.
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The amount of infbrmation the physicians had about the program
where +hey agreed to participate was remarkabl& meager. Not one indicated
that he had much of an idea of what to ex;ect, e;ther from the students or
from the School. Their reasons for agreeing~to participate were less vagué, v
however. Most indicated that %he opportunity to teach and develop cohtact' )

with students was a facpbr'in their decision, as was the status in the.community

~ 3 that'accompanied affiliation with a medical séhooi. An edditional factor for -

some wes the nature of the program which was variously.described as "challeng-

s

ing", "exciting";_gnd "a refreshingly different approach to the basic sciences".
- F . .

By and large, their;initial expeétations were conditioned almost solely by

the formal dé;criptions presented above, a fact which created considerable

anxiety as-well as considerable latitude féxwpersonal definition of the

'.'l ‘A

. "proper" relationship between themSelves and the students.

Since perticipation was on an unsalaried basis, the,pﬁysiciané were
queried about the kinds of rewards that accrued to them from participationt

2

This question was viewed as particularly important because of the poteatial

.of voluntary teaching manpo%er:fgr reducing the g9sts of medical educatiqn: .
Many physicians felt th;t the ﬁecéssity to review the bas.. sciences in ondgz_;_“: ) \
,to "keep up" with the students’was an important payoff for them personally.
Mosf indicated that*the.amqunt éf time required to prepare w;s substantial
but that £h¢ investment was worthwhile. In addition, several indicated tgat ‘ v
\\ ) the time required for preparation would decreasé over time as the material

became more familiar. One pﬁysihi;n felt that his practice had changed

_noticeably and that_the experience had made himﬂ"sharper". Another kind of

vayoff 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 partiéipate.

. v
Provided by ERIC * S v s s’ ¢
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Status within the medical community, therefcre, sppeared to operate as a moti-
- - ) ‘
vator in two ways. For some, participation was perceived to enhance status,

vhile for at least one other, non-participation was'seep as pessibly diminish-

to

iﬂg status., - : . - ..
H ) .
The relationships between physicians and studec.ts as rerorted by
. ' N h
physicians were highly. variable, both within and between pairs. Most physi-
z 2

\
7 <

cians”fepor§§d that the aﬁount of time they actuaily spent with their students

E

varied as a function both of their own ﬁork loads and of the students' interest

and relatioﬁship to a particulaf\problem area in the curriculum at any given

3
s

point in time. They tended ;o~aéree that student ﬁemands ohi their time were 4

most intense at the beginning and end of a given proglem area.. There also ‘
appeared to be differences amoné the studehts régarding Lhexamount of time -
they wished to spend with their advisors and evaluatqrs. In addition some, !
physician§ felt the pressures of their own work more intensely than others.

The. result of these multiple influences was that, overall, the average ;mounts-

of time per week physigians 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 varidbility, most phyéibians felt that the

'

time they spend with the students was adequate to meet the student needs.

o

Variability in time spent with students reflects the relatively
upstructured role of the MDA's and MDE'%. Thé formal ‘expectation; of fouf
hours per weeg was concidered excessive by some and inadequate by others.
Each physician was able, because of the flexibility provideé by the lack(of
formalvstructure,,to define his own role in wa&s which he felt were adequate

to meet both his needs and the needs of the students.. In retrosﬁégt, it

appears that flexibility in this regard paid off for the program as a

whole.,




152

)

s were receiving in the new progrem w. superior to that they had ‘received.

. -
§ ) Most physicians felt that the basic science {raining the students
) Most often cifed as reasons were: the’ fact that their ovn basic science

education relied too heavily on rote memorization of & large body of informa-
tion they were seldom, if ever, called upon to use id\practice; that the

-

early exposure to patients in a cliniceal setting provided what for tnem had-

been a missing link between basic science educatlon and clinical. fpbllcatlon
and that the problem-centered currlculum vas a vast improvement over the

discipline-centered curriculum.
An interesting dyramic in the student-physician r¢ stionship emerged

s .
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 becauge_o? the fact that

the physicien was genersally the indjgvidual with whom the student had most

contact, the physicians tended to see student performance as a reflection on
themselves. While somewliat speculative, one might conclude that the physician
was motivated to help the student because hé had & personal steke 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 structﬁre of the program

had mqéfvational consequences‘for the physician of a very special nature. In

! . most educational programs, one‘individual is responsible fo? teaching several

s .students and there is no expecﬁaéion that &ll students will perform well, In

g‘ fact, evaluation procedures based on & "ecurve" assume differentiel performance. .
There are rela%ively few formal or iﬁformal constraints cn the teacher to

/ insure that all students d~ well. In this program, however, the existence

. of'a common exam at the end of the year in conjunction with individualized, .

visible feaching-learningxdyads produced, at leas§ implicitly, a situation

i

| B

| B ‘ ‘
! S
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,Qin which failurelto pigform on the part of fhe student ‘could be imputed to

iﬁadequacy on the part_qj;ihe advisor ard/or evaluator. This situation appeared

+*
-

to have positive motivational consequence% for the physiciansﬂ and suggests

interesting possibilities for structuring the teaching-learning process in
other settings. .

Another aspect of the role behavior of participating physicians was

¢ . o~ T, > . i
the, nature of the interaction among themselves.. For administrative reasons,
the assignment of. evaluators to adviéor-student vairs was made on the basis of

. M ot °

.

proximity. The intent of this aésigqment was to facilitate'wmatters for the
A o . -

student. One consequence of the assﬂgnment wgs to facilitate interaction -

Y
v

2 H 4 <
-

. . ' ! ;
between advisors and evaluators. The greatest amount of interaction among

v
7

participating physicians occured between advisors and evaluators,end a yaiiety

of informal, tacit agreements between them emerged over time. 1In some cases,

N S ) .
the evaluators would seek the opinijon of the advisor about the capacity of

the student, and thid opifion would inevitably be reflected in his evaluation

_ of the student. 1In other cases, the advisor would seek the opinions of the

1

evaluator, and these would then be feflected in the demands subsequently made

on the student. From the perspective of the outside obseryer, this situation .

L > v

is inherently neither "good" nor "bad".. It is rather a consequence of the

structure of the program_and should be.recdgnized as such. 'Evaluation of its

. ~

merits must be made in light, at leasL in part, of the consequences it pro-‘ -

duced. If the performance of the students can be-considered to be-one such
gégsehuence,*it is 5ifficult to evaluate the situation negatively. ) s

S &

h During the year certain kinds-of behaVioral adjustménts 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 ¢ given

A -
d ’

N

jo
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1 N N .

advisor, in practice there was a good deal of movement of students among ad-

I3

. , .
_visors and, in some cases, to physicians not formally a.part of the program,

In some instancés, this movement was'initiated by the advisor, in others by

thg student.”  The reason for the movement ir all cases was the

perception of either physician or student that the needs of one or the other

v

party could best be served by the 'student's working with another physician

) o i

on a temporary basis: Occeasionally, the reason was an unusually heavy work

load for the .physician dufing a particular week; more often, the reason was

the feeling that the advisor did not have a patient under his care at a

v
. °

perticular point in time who fanifested symptoms corresponding to the parti-

cular problem in the curriculum that the student was working on at that time.
! 1

The 'resuli was not only a reasonably high degree of student"mobility, but

also the informal definition of certain physicians as beiqg 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 & structure based

v

on the areas of competence of physicians and their relationship tghfhe curri-

culum be adopted. In either Ease, it.appears desirable to maintain the locus

, ) - ,
of responsibility, for individual students on individual physicians.

L, . Sources of MDA/MDE Satisfaction and Dissatisfaction
The results of®en administrative survey of the participating physi-
cians at the end of the first yvear indicated overall satisfaction with the

program. Particularly saﬁisfyiﬁg aspects of the program were the opportuni-

ties to review the basic sciences‘and the contact with the students during

®

the year.
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The interviews with the physicians conducted two-thirds of the way
. 4 .. ,

through the year revealed some specific sources of dissatisfactiop. While

some of these sources appear to be salient, that is, common to large num-

.

ters of parﬁicipents,_thev shiould be mentioned as potential sources of

‘

strnctural instability. he most salienf Jssue wds that of time. While no

one felt that he could not afford to spend four hdurs pertweek With the

«

" .
students, there was some concern voiced, of at more \general nature, ,

- v

that the time required might creste future problems for the‘prograﬁ.‘gGiven

. -

thHe constraints of %he interview.situation itself, it was difficul® to discern

whether the physicians were suggesting that the tﬂme demands wOuld impinge on

- L .

tHeir own participation in the future, whether they feit that it would influ- *\_

-

-

ence the likelihood that additional physicians could be attracted to the

program on & :voluntary basis as it expended or both. What was evident, how-

- « .

ever, 1is the 'fact that the continued existence and future development of the

Q

program with the ynsalaried participation of physicians was problemeatic.
¥ L4 . \

A secdond area of concern or discatisfaction was the amount of

contact between tHe particiéating physicians and the campus faculty. There

was some feeling that increased conf,ac+ was desirable and that the practicing

physicians had very little idea of what the, campus faculty were actually doing.

Finally, there was'some'dissatisfaction with the physical facilities,

<y
the looseness of the curriculum an8 the availability of texts. ' Each of these

problemS, however,either has been or will be solved as the School obtains the

<+

resources necessary to purchase bookg and ecﬁipment and develop space, and as

.

.

the curriculum becomes more- fully developed.
5.  Summa

This section of the report focused on the roles ‘of the physiciwun

' . -~

advisors and evaluators in the School of Basic Medical Sciences. In an analysis

) \ - .

.« -

.
, &

i1




b _ of the characteristics of particfpating physicians, physician ‘interest in, the

[N
v

program but not barticipqting, and thbse'aeclining to participate it was. found

\ . . . . J .
.’ that those participating tended §9 be more highly integrated into the local
community than either of theother groﬁps. .It:was also found that general B .
- - . '» - " N > . ..

- «

practitioners"weré vverrepresented gmoné those who declined to participate,

g . . . .
: a fact which, -given their smai. numbers relative to specialists in the community

‘ﬁ\"_: [ . . -

X - as a whole, raised some questions about the kind of soclalization that studerits

will be 1likely to wndergo as the program ‘expends. . : .° / .

. . _ I'gterv_iews with the participatin‘g physicians revealed that the
‘ L h overall flexibility gf the program permitteé them to éefine their own r;l;s

‘ for thémseives to.g lérgér extent. This fiexibility was partignla;ly evident -
co in the variabilip& in_the amount of time tggy'were actually spending with 3
\ o stud;;ts. It was also found that a na§gent form of speciélization was~eﬁe;ging .

14 * ’

amogg the physiciQPS with‘céncomitant pobili@y of students among both ‘advisor

and ponQbarticipating physicians. THe majority of iﬁ§§raction among ?hem Look .

place withiﬁ the advisor-evaluator dvad, a consequence of geographical prgxi-
. - mity. The structure of the program with a common year-end exem and individual

N / F3
v

' student-advisor teaching-learning dvads raising the visibility of individual

¥ '

, . advisors appeared to'habe positive effects on the notivation of the advisor to
. i . L4 !
! insure that his studeﬁt ﬁgrformed adequately. The basic conclusion to % iLl
. ' . drawn from the roieJanalysis is that the re%gt;ve lack of formal role pré- y ’ ff
. . gcriptions vermitted a number of informal eccomocations among varticipants. '

" Based on the perforﬁance of the students on year end exams, this flexibility,

[}

M in retrospect, aﬁpears to have-been positive. )
- Y

.

. . Finglly, while there were”some areas of concern and dissatisfaction ) -
- . with the program, the advisors and evaluators were, af & group, satisfied with
R b ,t' ¥ &

both the form and the content of the program. Of greatest potential cencérn

~

’
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from an administrative point of view, was the question of the future viability
X

of the ufSalaried position in view of the time demands macde by the program.
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C. Student Roles

i 1, Formal Ogggnizationé} Definitions of Student Roley
The extent of formal definition of student roles during the pro-
grem's first year was minimal. The matehing éf students and M.D.A.'s was J
\ ~ done Sn a random basis; once a.student was formally essigned an advisor,
it was understood.thet this assignment was to be for the duratjon of the
school yeér. Béyond this formal assignment, definition of roles eme;ged

) from the2 participaﬁts themselves, not from the School. The testing rroce-
] ’ ) ' - ]
dure was a ¢ ° -~nent of the formal role. Students knew that they would be

- expected to pass an examination after.the completion of each problem unit

Ay
—

in the cugriculum and that they would be required to take a comprehensive

- examination in the basic sciences at the end of the year identicai to
A

that taken by students in the Chicago program. They also knéw 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 .
v for the students. The nature of the program was explained to them angé they l
were exposed to the basics of patient history taking, etc. A?Fe“'this basic
orientation period, however, formal definitions of the student roles were at

H
a minimum, and they were allowed to proceed at their own pace within broad

i

limits set by the administrators and their advisors. ' .

=« . 2. Role Behaviors

As might be expected, given the relative lack of formal rcle defini-

tion, the actuel role behaviors of the students varied considerably in the

first year. On the basis of interviews with them at three different points
during the yéar (see Appendix-;;), it wa- learned that students spent vary-

ing smounts of time with their physician advisors. For any particular

z ' * Prepared with the assistance of Martin J. Mistretta.
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.the cam; s faculty. The students tended to define the campus faculty in
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student, this time tended to vary between two and eight'hours per week, de-
pendiné upon where he stood in relation to problem units within the curricu-
lum. Students tended to spend more time with‘their adviso;s at the beginning
and at thé end of units than in the middle, when they seemed té spénd a great
deal‘more time with text books. There was also variability ecross students, . o

some generally spending three to‘five hours per week with their advisors,.

others spending ten to fifteen. In other words, each student-advisor dyad
;ppeared to negotiate'the‘tenms of the rolé relationship on an individual
basis.

In contra;t-to the variapility in time spent with advisors, rost
stucdents appeared to spend reasonably similar emounts of time with the
administration. Bécause of the infancy of thé program,‘adminigtrators were
anxious to‘keeg oﬁ.top of the students"ﬁroblems and-progress and therefore
were willing to spend large amounts of time with them. fThere were a’ nunber
of informal sessions with the students, particula;ly during the first semester,
in addition to formally scheduled meetiﬂgs with the student body as a whole
every other week. The students viewed this contact very'positiveiy and. were v
able to effect a variety of chaﬁges in the program as a result. FPerhaps
the most inﬁeresting~change was'the'cancellation of the discipline-oriented
seminars with the campus faculty which will be described in mo;e depail in
the following sectign on campus faculty ro;es and which csme about at the

urging of the students. ’ T

In general; there was very little contact between the students eand

somevhat negative terms and relied much more heavily on their physician

advisors for both substantive and social support, a situation which produced

e great deal of concern on the part of the faculty.
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. Relationships Yith their fellow students, as might be exﬁected,

were highly variable. A sociometric analys.4 of patterns of contact among

-

them revealed that some Students were "isolates" 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 %o remain relatively over the

. - . 0 .
school year. ‘In other words, small numbers of students apparently organized

2

on .an informal basis to study various problem units as a group, and these

groups maintained a degree of continuity over-tiﬁe. Although this situation

‘may not-have been anticipated by the administrhfprs, it is an interesting

.

response to the lack of formal definition of the learning process. It

épﬁears that at least ;o;e of the students adopted rolés;based on the premise
that they coula learn from one another. This aspect of the students' ?ole
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 ?o spend the necessary time wifh 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-

P

cians in the éo&munity, both general practitioners and specialists, in

order to broaien the range of patient exposure they received. It appears,
T ' : '

" therefore, *hat a basic assumption on which the structure of the new pro-

.

grem was based -- the assuﬁbtion that zarly exposure of students to patients

in eclinical settings would motivate them to learn the~basic sciences through

.

" demonstrating their clinical relevance -- was sound.

o
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3. Sources. of Satisfaction and Dissatisfaction

. ) A questionne . was administered at the end of the school y2ar to

determine the degree to which students were satisfied'or dissatisfied with
' the program, (see Appendix L;). Some questions dealt with evaluatibn; of

the program "in general" while others deflt with more specific aepects.
. . i

Other questions.served to evaluate the effectiveness of the relationship-

. -
. '~

between MDA and BD. The sample size on all items was 15.

JLooking first at items addressed to satisfaction with the program
. Y

X ’ .
iﬁ;general, the patterns of response found are-presented in Table 57.

L

I . TABLE 57 ’ : .

STUDENT SATISFACTION WITH 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% %

The clinical problem method of studying basic medical sciences has

given me a more meaningful understanding of these.sciences.
. i3

“ (84) () = (D) (sD) -, (NAY
33% 53% 13% 0% 0% . .
4 T A
\4 ) The whole year was & confusing experience and I have no idea what
* = 1 should have learned or did learn. g
(sa) (2) (D) (sD) (NA) v i .
0% 0%  -471% " 7% 7% '
' I would have preferred’ not having as much clinical contact in the
first year of medical school. . A
(s4) (&) (D) (sD) (NA) '

o« % 3 eox . OF




“ : ' . ' 162

\

@

If I had it to”dq\bver again, I would prefer a more -traditicnal’
program in the basic medical sciences. T

~

| s . W (@ () (w) \
_— 0% - 0% 33 619 o8 |

|
s : « . -
~ I
)
i

- . -

s
¢ 4

Overall, student satisf;ction with geanal aspecf; of the program

t o L R H 7.
was consistently high. Response¥ to the first item suggest that some were
coenfused at times during the year as to whether they were léarning enough

, oL . ooy ﬂ :
basic science,material, a confusion which Ig substantiated by-the interview

material. Otherwise,-however, general satisfaction was uniformly high.

1

. T e . .

‘With regard to more specific &spects of the progrem, Teble 58 presents
- @ ' . . I - ° )

the patterns of resyonses that were found.

¢

Py

a

"TABLE 58' - ¢
STUDENT SATISFACTION WITH SPECIFIC ASPECTS OF THE PROGRAM

The ihtensive review sessions were. good preparation for the Fresh-
man Comprehensive and the National Board Exam Part I. '

(sA) * - (4) (D} - -(8D). (NA)

[}

L. 1% 60% 20" 13% 0%

<

We should have had more basic science lectures.

) (sA) .~ (A) _ (D) (D) (na) : L -
) 1% 339 3% o7 0% ’
: . \

. THe bi-weekly discussion sessions with the Deah and-his staff
,should be continued. . ’

»

¢ -

(s8)  (w) () (s () o T

13%  60% 20 7% 0%

Ther: was not enough space in the School building for individual

study.

(sA) (A) (D) (sp) . (na)
40% b 13% 0% 0%

& 0
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] 7 We should have had more lebs in all of the sciences.
R (s8) (&) (D) " (sD) wy
o % 138 479 33% 0% '
¢ Supervised and required dissection of the humen cadaver should
. be part of the SBMS-UC programn.
: (A) (A (D (D) (m) ’ A
3% ett - or . o0x -0

s

. - There were too meny seminars in microbidlogy.
(sa) , (A) (D) (D) (na) -

> 0% . o Mg 3% - of

449
<9

At the conclusion of the year, I felt“comfortable deallvg with
patlents in the hospital setting. Lo ’

’ yrte o .
! (s4) () (p) . (sp) ° (NA)
, y v ) ’ >
2 B 137 53% 7% % 0%
° I learned a great deal of pathology this year.
: (54) (A) - (D) . (sD) (va) o , e
.03 208 - b7 © 33% 0% 7
"The sessions in embroyology were valuable experiences for me,
, (sA) () (D) (sD) (NA)
| 13% 53% 27% % . .0% ;
: L . -I thought the biochemistry seminars were valuable.
(S8) . (AF (D), (sD)  (NA) ,
%
1% 20% Loz 13% " 0% ;
. The "level III exems after each clinical problem helped me te learn
. : . pertinent elements of the curriculum. ) '
. _ ' (sa) - (A) (D) - (8D) (va) :
- on k0% log 13% (f
. ) ;
r ; - (
. !
8 . s N o a
. ) pd

i
1
!
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"Review of these responses suggests that there was less overall -

satisfaction w}$h certalin sbed;fics of the program than “there was s+ith thé
program as & whole. Those elements of the program which were sources of the
greatest amounts of diSSatisfaction were the study space availabie’in the

[

School building, the lack of required dissection and the quality of the

'Lgvel IIT exams. A number‘o§.students also felt that more basic science

lecturing should be carried on (an interesting and somewhat puzzling response . e
given their general enthusiasm fbr ?he individual study formaé). Many of

LS

. . L
these sources of dissatisfaction hafe been recognized by ‘the administration,

hovever; and steps have been taken to confront them'in the second year.
Student responsessto a series of questions about their relation-

ships with -the physician advisors are presented in Table 59.

¢

TABLE 59 .
) & N
STUDENT SATISFACTION WITH THEIR PHYSICIAN ADQISORS -
" I wish my M.D. Advisor had kn$wn more about basi; science. !
(s () (D (sp) () ‘
0% 214 w1%  27% . . 0%
My MD Advisor was happy :-ith me as his advisee.
(sa) (A (o) (D)  (mA)
20% -67% 1% 0% . 1% ‘ .

My MD Advisor only served to confuse me about elements of
basic science. T

S8 @ (), ()

T 0% 0% 407 60% 0%

My M.D. Advisor was a very helpT;i person.
Asa) . () (D) (sD) (a) ’ BRI
53 Loz * 74 Tz o
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v

. ) My M.DiAdvisor made too ﬁ@ny demends on my time.
’ (SA) (n) (D) (sD) (Na) -
0% 0% k73 b1% % .
e My M.D. Advisor nqve?\had enough=time\to work with me, K
, Csa) () (s - (mw)
0%  “13%  53% ' 33% 0% '
« e 3 v o L . y.
' . '_ Studeﬁts then, seemed extremely pleése&gwith their M.DT Advisors

. . . . . > ~
> and it seems that his role in their medical school experiende was highly -

. successful. ,
- L., Summary - : -

Students were permitted a .greal deal of lgéway t0 define the

specifics of their role within the new School. As a result, many changes

& in the formal structure were made dufing the first year in response to stu-

dent requests as a modus operandi was sought by the administration. Most
notable among these .was cancelletion of the discipline-oriented seminars. ’ E

-t The flexibility given to the students Epparently resulted in.a

tendency toward informal organization of the learning process, at least

[ \ . N

o "among some students; based oh a.model in which students learned from other

°

students. ‘The implications of this informal model should be explored more

N ' L4 L1

- fully as a.possible alternative to traditional assumptions about how learning "

L [
- Ve 4 ]
.

N can .or should take place. *

. Finally, students expressed consistently high levels of satisfac-
tion with the general aspects of the progrem and with the role of the physi-
; ' . cian ‘advisor .in the progrum. Specific sources of dissatisfaption‘noted have,

| } in many cases, beén recognized by the administration and remedial steps havé,
vi N [}

3]

been taken with the second class of students.

.
‘ ©
’ \
- -
,
.
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*
D. Csampus Faculty Roles

. . 1. Formal Organizational Roles of Campus Faculty . . '

e -]

e . : The formal role definition provided to the faculty by the School
. was minimal. In é report dated Marcﬁ, 1971, entitled "Guidelines for the
- Development oflﬁhe Curriculum: School of Basic Médical Sciences -- Urbana", _ ’
only ne refefe?ce Qas made which served to definé this role. This refer-
ence occurred in a discussion of structured student. time within the program ! 8

~1tself and read as follows: .
Seminar Instruction. Basic science faculty will-havel6-9 hours

¢

per week of student contact time in semi-formal instruction in

& seminar or group discussion format. Seminar insbruction will

’

be diséipline-oriented. The subjJect matter of these seminars
‘will be based on problems raised tv students and their advisors

; y in understanding basic sciences. ¥This will allow faculty

13

evaluatjion of student progress, of the need for laboratories

v T

. - or demonstrations, or other methods to facilitate student

}\ learning. - ~
- » ’ . ’ ’ ¢
Of all the participents during the School's first year of existence, e

N

the campus faculty occupied positions which had the least smount of formal

' . ) structuring associated with them: As a result, expectations about what

. they should actually do were unclear, a situation which inevitably led to

¥

feelings of dissatisfaction, frustratién, and,- occasionally, resentment.

2. "Role Behavior and Souvrces of Satisfaction and Dissatisfaction

While theoretically faculty-student contect in seminar discus-
sions was to  consume 6-§ hours per week, in actuality the time was less.

Since the prograﬁ was self-paced and provided a great deal of independence to

Prepared with the assistance of Richard 0. Dickinson and Barbaya L.

*
. 3 .
‘ Petérs. ‘ “\\\ }
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-

"

individual.students, students were often Studying different disease problem

- - . o
.

- T
areas at any one point in time and any particular seminar topic would conse-
» ‘ .

4

. R .
quently be relevant for some students and irrelevant for others. Student

dissatisfaction with the arrangement was evidenced by lack of seminar atten-
: B . . . .

o -

dance. The students often found the seminars simply a "waste of time"
‘since basic science aqnestions relating to snécific clinical problems could

more easily be directed to the MDA, About m1d-year the students asked the 3

Dean to end the seminars entirely. The request was granted w1th _resultant

¢

faculty reaction ranging from apathy.to cOpcerned dlsapp01ntment. After

the cancellation of the formal seminar schedule, further seminar scheduling

. A
.

was left to the discretion of the students based on their specific heeds.
hith the ces§ation of regularly scheduled seminars, fagulty/st;—

dent interaction, which had never been extensive; decreased markedly~;inée

the students very séldom consulted the faculty about specific problems.

A1l but one faculty membér expressed disappointment about this situation

1

/ ~ . .
, * . 0‘-— ®
and the apparent inability to develop e rapport with the medical studen%;.

This student rejection, or at least what was perceived to be rejection by

the faculty, ccupled with ambigu%}y as: to their, formal role within the pro-

e

gram led to a good deal of dissatisfaction and frustration on their part.

The faculty ﬁ%re avare that the students sought answers to basic science

»

questions from their MDA's and this led some faculty to feel that fhg stu- : -

dents looked down at the Ph.D. members of the program or identified too much

with the glamourbof the MDA clinical setting. - CT o

+

The frustration resulting f-om role ami 3uity and lack of student
re‘nforcement was compounded by the negligibie amount of faculty inter-
i

acuion with physician participants or other faculty partlcipants within *

. R
the progrem. For most faculty members the only contact w1th bartlclpating

L ety

physicie. ‘as that occurrlng as a consequence of being on the same curri-’
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culum development t?am or through .conferences with participating physicians

. &
. R - ‘ <
apd faculty held by the Dean to“air program ﬁgrlpes":or dissatisfactions.

A low level of faculty fptéraction was attributable mostly to

geographic separation. Each faculty member'waé located in his or her ..
’ \ .

respective discipline depaytﬁent separated by at least a floor and fre-
quently by a building. Interaction took plgce'only dufing faculty or

-

committee-mﬁetings and here ugually only the-most ene;getic or aggressive

faculty members participated. It was these same persons who were chosen to
M . H ISEPS
comprise new committees made .necessary byhé;owth (i.e., search committee
a '

to recommend new facdity) and these select few seeméd to suffer less from

role ambiguity than the Sthers. .

¢
E]

The other more peripherally associated faculty, in terms of

involvemen% in meetings and committees, felt very much like the out group -

3

and knew less of what was expectéd°of'them. They were communication iso-
lates. From the interviews it was learned that these -out ‘group members-

had a less optimistic outlook for the students' National Board performance

e

.and for the future of the school as it was operated, althéugh‘the degree of
;disqouragement was more for the latter than for the former. They apparently

assumed others suffered the same degree of ampiguity.

\ - s ©

Role Redefinition “ ) . ' s

¢ -

i Se&eral changes have comg about dhfing the sphool‘s sééond year
of operation geared gowards }educing }aculty frustration or dissatisfaé—
tion. As in the fir;t'yeaf,-rezularlbasic science seminars were scheduled.
However, while the students may proceed through the twélve clinical probiems'
at their own pace; they must ‘complete them in a defined sequence. .Thus,
while a particular seminar may not be “elevant'to all the students at any -

&
one point in time, it will-be relevant eventually, end this mandatory

S




’

‘1!

P

* '

ordering of>elinical problems has reduced student problem variation con-

3

siderably. N

.o : .
. Another change is the establishment of the role of Campus

[l

Faculty Advisor (CFA). In this role each faculty member is assigned four

medical students with whom he is ‘to engage in%review or remedial basic

’

science work as indicated by student peérformarice on Level III exams.

N [

Beyond. this, an& further CFA role definition is left to the discretion

of the faculty member and tbe individual student.

’ -

3. Summary ‘

2

N : s —_ o1
- While hone of-.the organization participants received very ela-

-

borate role definition, tRe campus faculty had the least amount of formal
A} . .

_structure to gui&e and order their behavior. In 'the.fact pféi}ttle o

éuidance, the faculty adopted roles congruent with their expériencé§ ir

other settings. 1They brepared seminars in their disciplines and expectéed )

.

ﬁs;udents to see them 'about académic pfbblems, while carrying out their

" research at the same time. Redefinition of this.role was, Qccasioned by

»

cessation of thé seminars during the first semester on the initiative ' -

of the students, and little contact bgtweén faculty and students subse-

<

quently occurred. The process resulting from original role ambiguity,
demands for adjustment, and redefinition of their role was ® painful and

frustrating experience resulting in greater cohesion of the faculty, aid,

-

with the help of further definitien 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 ¥ ' .
N P D ——— ~ ') L]
- 1. Introduction - L - ST -
- - t N ) .‘. . - } ¢ ) v’

" v .. One of the unigue dspects of the, Urbania progran is its ‘approach to ‘
L.t . T ’ : 1o . <« ° .
ST . - .- . . y . e

curriculun de_51gmsl The’purpose of this section is t> present a review , AR
v’ ) : ) - ‘ ~ . ’ . . , !
og,thé presént étructung of-the curriculum, a review of the way in wh;ch . - )

. .
.

. ~locals Dhy ians are contrlbutln pment and som indication of , . - o
, [ \ . .‘ " . ‘ 6( .
" the-directions>in which it .may L., . .
" : - ° '. * . b : ) -~
. 2. Curriculum Review¥ ) . . : T )
The Urbana cur¥iculum is bu » ° z.multiple problem aprroach - Y o
N . . . -
’ " to the basic medical sciences. Tne st. exposed to .a.particular medicel
‘ ©, - .
) . . , N ‘ . - - - . . ha
.c '\ ‘.' - - N . . 3 > . - N 2
. problem in a’clinical setting with his advisor; te then proceeds to learn the )
s 7 ‘. ‘ . .
. basic science mater*al Whlch is related to ihe ckinical problem. At an appro- ’
> - V. . . . <

. priate time, determined’by the student in conJunction with his adviéor,-he

-

. N . .

takes an examinatlon on' the basic sclence aSpegt§ of the problem studied.

.

h The exémlnatlon is glven ‘by ‘the stugent s evalyator who-is also 8 Dractlc{\g
. . . § . .‘ N
physician in the community. In order to complete th durr}culum the student
I . ’ . o : N - .) . *
: must complete a specified number of problems . °

d pass a college-wide comprehen-
. ' ’ - .

ive examination in the ‘basit scfences.

PP
- \

’ Includea‘w thin

L

the eurriculum are the following basic science

. . . . *
i disciplines: anatoan:ggoss, wicroscopic, and topical§ biochemist micr?i .
.‘Biologyfiimmunoiogi; physiology;.pharmocology; pathology--gross and ro- . y
. . scopic;.neuroscience; gehetiés; bqha&iofal sciencéé;histology; snd immunoléﬁy: ' )
§ Within each of these disciplines, the studentpis expecéed to: 1) learn *the A - -
< d15c1pline la;guage: 2) be LbTé tohlnterpret data relatea to the d;s pline N N .
, . X .
*" - and have .a fgmiliar}@y with current literature; 3) be able to interpret .
_‘ . ;igns énu symptoms of diseases in terms of,ba;ic écience principlesis' N \";':
, ' Prepared with the -assistance of Barbara L. Peters. . Do -
4 N “ . ' -
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.o i
. 4) achieve minimm passing levels on internal comprehensive examinations .
r‘\g z and extérng} examinationsi and 5) achieve. self instruc..onal ski}ls that

N

will allow him to keep up-de<date with passing time.

‘ . ol 2. . ‘
- ‘. The curriculum is strudtured so that each iiscipline is broken

down,into compcaents which are identified with one or more disease processes.
) - Y
3

This structure permits thé s*udent to abproacq the learning process on"the

Ly basis of his personal experience with diseased patients. The patient's

S

problem is the entry point into principles of%basic science germane to the

r

understanding of medicine as a whole and any {ingle clinical problem may

] w

serve to idehtify many principles.

re

The clinical »-c*lems presently included in the curriculum are:

. inflammation; 2) wound healing; 3) peptic ulcer; ) diabetes mellitus;

+

<

5) coronsry heart diseang 6) CVA-mental vetardation; T) upper respiratory .
| - " infection; 8) emphysem;; 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 tc 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

wnit; 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

°l ' know or be familiar with; L) presente& with a pretest, which will test/his

familiarity with the subject under consideration; 5) giveﬁ,instructioné for
study which includes reference guides to books and f%}m; and 6) presented
with a self-test or post~test to help him evaluate his'fgvel of comprehension
for the particular unit. (See Appendix D).

N

Q During the course of the school's first year (1971-1972) the six-
g teen medical students, referred to as B.D.'s, were expectea to be exposed

to as many as forty clinical problems. However, the mean of problems com-

A
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i
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 mendatory for

ell thirty-two B\.D."s‘ now in the program. ’

Periodic testing has been developed in conjunction with these
clinical problems iﬁ two formats. Fiést, teaéhing—léarning examinations
have been constructed f&r each Jiscipline unit inc}uded wiéhin the glinfca}“

probiem identifiel for study. These examinations are the pretests and post.

tests referred to earlier. Second, periodic internal comprehensive examina-

- { .
tions are given after completion of a cliniéal problem and cover material

‘which students may or may not hgve covered. Taese tests are referred to as
Level III's and it is at this point in the process of student assessment
that computer faciiitie; are used in conjunction with the curriculum. Two-
thirds of the students take their Level III‘e¥ams on the computer while —
one-th_rd teke paper and pencil e;éms. 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 exénw as learning devices, and the

use of the computer permrits immediate feedback and coaching to the student

as he is taking the exam. The student usiﬂg the computer has as much freedom

as those students taking the test with paper and pencil to choose the order

“~ . .

of questions within each discipline and the rignt to skip questfggg_ggd

SV

later come back to them. AS the student answers each question, the computer
scores the answer but gives no feedback. However, uﬁon completion of a

specific discipline section, the student is told how he did on the exam and
Ao ¥

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.

P

The school's staff feels that this type of testing enhances the rate of

\
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learning because of the immediacy of feecdback aﬂd tne external motivafioﬂ
provided for the student to correct his answers and thereby raise his score.
Other computer facilities presently being wutilized by the school
are: 1) a compute.r 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. Thé rackage presently includes
games for several besic science diséipline; desiéned for undergraduate courses
and thus is utilized in this program for remed%al work or review. However,
during the first semester of the 1972-73 yéar several staff people have spent
a great desl of time working on phe design of iéograms applicaeble to the
gﬁrriculum. CASE, Computer Aided Simulation of‘01inical Eﬁcounters, is g

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/ghysician encounters where the medical student at the terminal

H

functions as the doctor whose task it is to diagnose & clinical problem.

k4

These simulations are probably not as widely u;gd«?g’the Urbana stuéents as
the C?icago 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, & student is
gi;gg’extensive exposure.to basic science disciplines and expecfed to learn a
g:ggz\éeal more apout each and every discipline than he Qill probeably ever
need to know forethe praétice of medicine. It was with this in mind that

the role of the community physicians in the curr{culum development team ceame

to be defined. If one of the goals of this new school is to produce more

~




i
I

' disciplines included in the program. --—-

Their role is particularly iﬁportant in the evaluation of the Level III

17k

med%cal doctors, of high quality, but in less time, then a logical step is to

i ¢ .
eliminate the minutise presentl, included in traditional basic science train-
A A ) . T

ing. To accomplish this a;curriculum'téém was created for each of the ten

1

These teams were composed of basic science faculty members at the

university, one or two community physicians, and in some cases an area

specialist (such as a practicing pathol;gist'for the pathology unifs). It
was the tagk of these téams;to develop the content units fbr the particular:
disciplines to which they‘wefe assigned. For some teeams, the role of the
community physician was one of edition and révi§ﬁon with the basic scientist
writing the actusal content‘o£ the units: Foy/éther teams, thé'physician as
well as the basic sci;htist was involved in the writing‘of the unit. Howevef?

on all the teams the physicians were charged with bringing & clinical orignfé—

«

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 contert units for the specific disciplines. Rather they are on-

going units charged with evaluation and revision of the units they designed.

quéstions given to the students in light of their performance and in evaluat-
ing the adedﬁacy of the content wnits in terms of preparing the students to .
take the National 1-30ards.

The time required from a community physician as a member of a curri-
culum team varies considerebly. While the school estimated a time commitment
of approximately ten hou;s a'wgek, one physician said that some weeks he spent

15-20 hours working on the curricutum while other weeks he-spen%pmuch less. [

A shortcoming of the curriculum development team approach as it now

stands is the apparent ¥imited amount of communication and interaction between
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N ¢

. . %

I
;

N

the physician members and basic science faculty members. While a team physi-

°

“ciah and an admirnistrator of the school both ~ited this as a problem, Shey -

-

did not imply a deliberate lack of cooperation but rather a conflict of
scheduling. Ideally the bulk of the curricufum development and the revision
‘. and evaluétion work should take ﬁlace in Jjoint team meetings; in r :lity,

i * r .

e

however, the mechanism of scheduling meeting times convenient to a. members--

. 1s exceedingly difficult. This is particularly true of the communify physi-

. ciang, who are involved in their own practices. Apparently on some teams,

13 *

the basic sciéntists have been extremely frustrated by these scheduling pro -

-

' blems and have indicated & preference for being permitéed to develop the curri-

i

culum on their own., A second shortcoiiing of the CD team approacﬁ is that the

physicians are often {en years or more removed from their own basic sciénce

work and msy not be ab;e to accura;ely assess the depth .of bgéic science work

needed by.a student to pass the natioual éoards or to give him a strong encugh -
|

basic science foundation to permit him to enter a medical speciality. |

. An advantage of the CD team approach, also mentioned b& both la *

rarticipating pl.rsician and school administrator, was tr. opportunity presented

s\
-

to the physicianfor stimulation in his work and the opportunity to review or

k3
'

relearn specific basic¢ science méterials. A team appvroach also presents to the
. e / K
'basic science faculty member an opportunity to.get some tzedback ca the specific
. .
elements of his discipline which should be emphasized in a class consisting of

pre-med studeﬁts as opposed to & 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.

Accorsding to this individual, the curri%plum as it now stands is complete,

. - aﬁk;east in terms of the pfpgram'; ﬁﬁilosophy. However what remains to be-

-

g ' done within the confines of this cu:iriculum is revision; resource development,

i

—
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e,

x 4

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 s%rength 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 wbrking
“ A

with the faculty in reviewing the students' performance on the level III
exams to attempt to pinpoint the areas which need further work as. well as.

studying the reactions énd shggestions made by the students and the MDE's.
z :
The Center for Educational Development in Chicago ‘has also been asked to re- -y

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 .

-y

the art of textbock learning but this probably will not continue. The units

\
J

or process documents-have little content fhemselye@, ra@her'ghe content is
containe& within the resources to which the ;tudents are rey vred by the
specific units. Cons;quently, tﬁé edministration would like fo see the re-
source poql made as large as possible so that a student who does not undér-
stand the;t .tbook explanation ofié certain aspect of the basic sciences or
a medical problem can\refer to otﬁéf mef a for explanation and clarification.
The ascumption is that the medium does not help or hurt the good student but
Jit greatly helps the student who has not mastered the éextbook leé&ning

-

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.
)

QOntained within each unit or c¢linical problem is an evaluation

y ° -

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 withiﬁ,the unit. However, in both the pre-,

test and posttest, the best questions tend to be saved for the level ITI

exams and consequently the validity of the post- and pretests is uncertafp.

-

Because of this tincertainty a great deal of work needs to be done on - .

eva ition. ) Co . :

a

-

3. Summsry

The curr1culum of the School of Basic Medical Sci. 1ce°-Urbana is

\4

built around a multlple problem approach to "the basic medlcal sciences.
The student is exposed to a particular medical problem in a clinical setting
with his advisor who is a practiciné physician within the comaunity. He

then proceeds to learn the basic science materials which are related to this

.<linical problem. At an appropriate time, determined by the studeht # con--

Junction with his advisor, he takes ah internal comprehensive examination on

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

>
-

by the stu -nt's evaluator who is also a practicing phy51c1an in the community.

In ~rder to cTete the curr1culum the student must complete a specified num-

ber cf problems and pass a\college-w1de comprehensive in the basic gciences.

-

Unique to this program s curriculum is the utilization of an educa-

-

¥

unique to this program is the aseumption that a student permitted to learn the

basic sciences in a “clinical pmbleih\;&ing and at his own pace will be highly

N f
. \\

.

‘motivated ard that such motivation will facilitate the learning process.

tional resource tradltlonally untappea, that of the commmunity physician. Also

-

i
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The curriculum as it presently exists is complete, at least in

terms of the program's philosophy. Héwever, vhat remsins to be done within

'the existing curricuium is revision, resource development, evaluation and

assessment, and it s within these areas that further curriculum definition
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. - VII. PROGRAM OUTCOMES .

« \

c

A. Introduction . . »

S

The outcomes of the program are many and varied. There are
- g

outgomes for individuals,. for groups of individuals and for the program
as-a whole. (Kimberly, 1972) ‘his Section of the report focuses on two

o . 4

particular kinds of program outcomes, the impact of the program on the

continuing education of the participe .ing physicians and student perfor-

mance. - ' ) .

Q 3

. i ) : L o *
B. Impact .on the Continuing Education d? rarticipating Physicians t
1. Introduction ‘ , . )
&, M . F P .
The Iimportance of developing ways to provide for the effective

2z ~ ¥

continuing education of practicing physicians has been emphasized by
many observers of the medical care system in thi; couhtry'(e.g. Heuser,

1971). At issue is the neéd, on the one hand, to accelerate the diffu- “ -

.
. . b4

sion of new médical techniques and cepabilities 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 be the N

different perspectives on the nature pf continuing educdtion characteris-

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
~ & 7

clinical context of medical care delivery. As a result, to many general o

or family practitioners, and even to ceftain‘specialists,/jgg utility of

Prepared‘with the assistance of Michael A. Counte.

AT
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such programs appears to be limited.

. A second probleﬁ is that the programs are frequently too difficult
. ‘ * 5"

A

for the clinician who has been away from formel training in the basic sciencesg

<

for a relatively long period of’time. (Wolf and Darley, 1965) As a cgnse-

/ ,
quence of.these problems, many programs of continuing education have been

less than successful in helping the practicing phy51c1an to Keep abreast of

* various scientific developments and tc increase his technical efficiency.’

Given the mixed results of tradftional approaches and given current
— —

trends in .the direction of perlodic re- examlnatﬁon of physmclan competence
in order to maintain certification, lt id clear that new approaches %f@ called

for. One gosl of the innovative pnogram in Urbana was to construct a role
) s ~ . }
for clinicians in basic medical science education that would not only'allck

< -~ M ‘ M \
the student to learn in a real-life context, but would also aid the partici-

b b

pating physician by providing-resources that would encourage him to refresh

v 1 Ll
his own knowledge of the basic medical sciences and infrvm him of‘pew scienti~

[

fic developments.

Procedure,ahd Results

~

It &as felt that it was important to document thé impact of the pro-

-

ram on the contlnulng education of partlolpatlng phy51c1ans because of the

.

potential policy implications 1nvolved. To this end, & multlple measure ,
approach 1nvolv1ng both phy51c1an perceptlons of program impacts and 'objec~
tive" measures of these 1mpacts was developed. Underlying thls approach was
a methodplogical assumption that concurr. at measures of the.:ame phenomenon .
would offer the best appro;imation of actual iﬁpacts.

To examine the perceptlons of the phy51c1ans, information from

an administrative survey of the participants and from interv1ews with the

v
" N vy
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l. ‘ N M !
same individuals was used. (See Appendices B.4 and C.1). The objective
A )

assessment of impacts was based on a Medical Knowledge Self-Assessment- =

Questionnaire developed by the.redearch staff in conjunct{on wfﬁﬁ the Dean
. , ’ . . . < fo . ¥
of the School and administered to all participanpé and to a control group. -
. > R - <L
(S8ee Appendix B.3). . ‘

! 4 . e . -
J PS .

' -

The results of the interviews indicated that the physicians felt
7 e > .
that the program had had positive impacts on their continuing education. A .

3 1 .
detailed discussion of the nature of these impacts is presented on pages

v &

The results from_the administrative survey conducted in July of

3 b R .

1972 generallj confirm the impressions eméreging from the interviews. -These ’ “ -
\ " '

results are presented in Table 60. i
, - ‘ 'TABLE 60

PERCEIVED IMPACT OF NEW PROGRAM ON THE CONTINUING .
EDUCATION OF PARTICIPATING PRACTICING PHYSICIANS

Question - ' "% agree % dissgree

1. My involvement in  the SBMS-U program has enhanced 95 : 05 .

my education in the bas.c-medical sciences. .. - ;

1 —~a

2. I Epend more time talking with my professional

colleagues about basic science than before rv . ( 60 Lo

involvement in the program. ; . .

\
Q. ’ .

3. I have learned significant new aspects of basic ‘- 10 : ; 30 - -

sciences by my involvement in the SBMS<U program. . -
4. The basic sciénce textbooks given to me by the . 30 70

School are of little use to me.
5.+« I feel that T am enhancing my continuing educa- * 100 o - .

tion by my involvement in the SBMS-U program.

6. In terms of my own rrofessional betterment, I
wou'd do better to spend more time re¢ding.JOUrqg;§ 65 T: -

anc .ing special courses at medical centers 35
instead of trying to ‘help beginni: doctors.
- 7. I find that I am learning more basic science by " 80 .b 20

interacting with students than by reading alone.

o
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. TABLE 60 (Cont.)

\
Fo . 2

, ' : Question ‘ . % agree % disagree;

?

8. The approach of ﬂhe SBMS-U curriculum in the
clinical problem, foimat is providing ar oppor- . A

' tunity for me to apply new knowledge in the $ 95 ) 05 .
. basic sciences to my practice. < ] v . e
. ‘ , 9. My éctivities,in the SBMS-U program provide me °
° ’ . with continuing education dairectly relevant to 65 - 35

. : . . the needs of my immediate practice. v ‘

.

- . . - ‘ ..\: ' ’ . \
'Unfoftggately} the'objec@ive_measu;e of the impacts di% not pro-
- - . oéuce useable resul%s.' %hysicians'were'either unﬁil}ingyor unaﬁlg to ‘ ¢

- . fespond to the questionnaire. fhus, the original méasureﬁentedesign.

rroved unworkable in practice and had to be revised.

3. Summagx’ , . g - \ . .
An attempt was made to Gocument thé impact of the new program on

the continutng education of pééticip&tihg physihians'usigg a @ulti-measure
: : . -

4 design. Resuits from an administrative survey and physiciaﬁ interviews,
’ r\
| ‘ : indlcated th&t *the participantg generally verceived positive 1nfluences
) . X . ! AL
‘of the progrpm on their contlnulng education., lack of response tp an

‘ . o ’ - : coo
. sttempt to gather more objective measures of‘{mpacts meant that this-pgr-

~

tion of the design had to be abandoned. ‘The conclusion, fberefore, is

tlat, at the.perceptua; levei, the program appeared to produce changes in
- - ¢ ¥
" s

2 positive direction on the continuing educa’ "~n of the participants. The

; .. | ) e o .

- question of the degree to which the program is impacting on actual levels =~ . N

ofPhysician medical knowledge end on the "quality" of their practice

. g v . . . 4 .

remains unanswered, however. > . ‘
i . | S .

!




C. Student Performunce . -
Y B

1. .Introduction

< As noted elsewhere in this report, 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 Chicagq students. On a
& comparative basis, their performance was noteworthy. On the average, they-

* performed at a slightly higher level than the Chicagn étudentsjalthough

A ——

the very best scores were achieved by students in the Chicago program.

Perhaps more significantly, none of the Urbane: students failed the examina-

/ . IN LT

i .

tion. g .o
In addition, the Urbana i?udg?ts were required by the Dean of

the School to take Part I of the National Board exams in June of 1972.

-

»

Fifteen ¢f the sixteen students enrolled passed the exams. Noteworthy

is the fact that this outcome occurred after only one year of pre-clinical
& v :
training. On the basiy of the overall similarities wung socio-demographic

j - . characteristics of the Urbana and Chicego étﬁdentg fou d -in analyses de-

’ <« - v 14

seribed earlier, it is unlikely that the performance of the Urbana gioup
; - >

can be attributed to criteria used to select them for/the progrmﬂ.

’ -~

2. Discussion . e ' -
H

{ . °

The &ear-éndeerformance of the stufients can be viewed from two
» .

pe}speptives. The first, deliberately “conse¢rvative, argues that the re-

. consequences for student. performance. Since 'the structure of the program
- N ) ' P ! .
sepresents a reasonably significant-departure from "business as usual" in

3

basie éciencq 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 #edicai students.

’ A »
&
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' The second perspective, somevhat less conervative, argues that
* the level of student performance is an indication that learning is abpually -

° . \. . N . ,
enhahced in this type of lgarning,sitdatiop. The fact that. 15 of 16 stu- ~

‘o

} . . <
den dssed Part I of the Ngtional~Boards suggésts that it is feasible to

compfggs the basic science eddcattqg cf mgdical students into one year,

thus reducing by one year the amount of time needed to train. physicians.
o4 ' -0 . "
While such a reduction would not significantly increase the production of,

. doctors on a national level in the long run, it ﬁbuid reduée.the costs of
*medlcal education for the student thereby possibly encouraging more stu-
dents from less\advantaged,56c1o-econom1c clrcumstances to entey the pr;fee-'
.sion. Should tHis occgf;fthe historical téndency within t?e-medlcal pro-P
fession toward & higﬁay skewed distribution of members from the upper strata

7/ : of* the Amerlcan E L'al structure would be affected. This implication de-

“ ,/ .

5
serves serious/tons1deratlon, _articularly in light of current d1ssat1<fac-

tion with the distribution of medical care across the country.

- ,
J ‘

PR St N




-~ -

Editorial. "What s Wrong with Medical Educa.tion"' ‘Journal of the

- . , &\
. & _._J . ~——
) X $ . o . ) o
Cope, Oliver and Jerrald, ZacHarias. Medical Educdtion Reconsidered.
Report of the Endicott House Summer ‘Study on Medical Educa.tion. .
(Pniledelrhia, Pa.-: J. B, prpincott Co., 1966). . -

‘Americah ‘Medical Assoc. 211 (11): 181;8-181;9, 1970,

. Freidson, Eliot. Profession'of Medicéine. (New York, N. Y.. Dodd, Mead

:~ , : end Compeny, 1972) oL

. L]

. . -' - . . 4‘3
Hertzman, Lee. "Program Devel opment in Ba.51c Medical Sclences at the
) .+ University of Illin01s, Doctoralf Disserta.tion. :College of
! - . :Education.. Udiversity of T11inbéis\ at Urba,na-Champaign',.

3 Jurie 1972, - v . o~ et R

ﬂn ¢ .

H\ouser, Howa.rd W. Objectives J.n ‘American Medlca.l Eduecation.  Health

Care Research Seri es, #17. (Iowa City, Iowa: “The University :
-of Iowa, 197T1)s | . -, " -

»

, Kmberly, JoHn R. - Innovation in Medical Education: A Social Science

Persgective. Peaper presented at- the Thirdenternat:.onal

_ ‘Conference of- Social Sciences and Medicine. Elsfnore,\
Denmark, August. 1972. ) . .

” Mechanic, Da.nd. "Sonial Changes Affectlng Medical Training and Pra.ctlr‘e"

in Coombé, Robert-H. and'Clark; E. Vincent. (Eds.) Psycho- °
social Aspects of. Medical *Training. (Spnngfleld I11. =
Charles C. Thomas \§.9_71 . = :

- - -

13

Sheps, Cecil G. and Conrad S . "The F’edlcal School, Its Products and .
Its Problems". Annals of the American Academy of Political
and Soclal Sclence. 399 (1): 36-178 1972,

S

Wolf Stevart G Jr. end Ward Darley. (Eds. ) "Medlcal ‘Education and

Practice". Journal of Medical Educa.tio wJo {1): 12ho,
part 2, 1965 . }

T—



. .
. .
»
-
- .
. &
t .
) N e
\\.\
' \
- . - . . .
\\\- N -
«
T

2 oo

~

'l‘
P

Q

IC

ull Toxt Provided by ERIC




s

3 ot
<

Ragpue e & W Mo 4
»
°
’
.

bokomoncs G

oot
X

“h

LS
*

o mabitan

AL du W

- . ; struct a research deslgn that would av01d certaln inadequacies characterls— ’

‘process research design wes developed.

-

included: the lack of use/of muit: method annroaches to varlable

.ones,. etc )s the lack of long’tudlnal frameworks, the lack of empha31s‘

APPENDIX A - L ' -

RESEARCH DESIGN-AND PROCEDURES*

4 -
3 . ?

a - LR

"Introduction” S

In order to analyze th® new program it was necessary to con-

7 7 : L .

. -~

.
—

t1c of conventional deslgns used in other klnds of settings and that

———— . /_ ° ~

would offen slgnlflcant 1mprovements to the fleld. Sneclfic problens

in conventlonal research encountered whlle constructlng the deslgn

.
\s .

a.

- — s

measurement (1 e., 1nclusion of self—report measures w1th unoptrus1ve b

/ L 3 .o

=

on including observable behav1ors as cr1ter10n or pred*ctor variables, -.

‘and the fact that feedback is seldom provided to: actors 1nvolved in the
research setting on a systematic and continu;ng basis, " _

As a means of, dealing with the problems described above, a
- ’ i ' -

Process research in the social

scieéces 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

- 1
. . .

existing theory and on the qther‘hand to provide feedback to participants

regardlng their own behav1or and the behav1or of others in the sett1ng

As such, process research falls somewhere ‘between "pure" research and
S8

actlon research in terms of the rolb of the researcher. In the case “ -

- -

‘of ! pure research, the researcher attempts to.rémain unlnvolved 1n the ’ ) By

behav1or settlng as far as possible in order to meximize "object1v1ty"

' research,

s . . &= .

» . ’
Prepared with the assistance of Michael A. Counte. Portions of this '
section have—been<§§apted from J. R. Kimberlv, M. A. Counte and R. 0.
Rj_ckinson_, 'Design for Process Research on Change in Medical Education",
Proceedings of the 11th Annual €onference on Research in ‘Medical Educa-

tion, Miami Beach, November 1972

[ \
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the researcher deliberately ihterxienes (%n the ;behavi'or se.ting) as a

chan‘ge agent. The role ‘of the researché‘r in process research is 1ntended . .
' vr-'"-""&. M ’ ’ o
to bridge these’ two extremes and to take advantagea‘of the strengthsoof each.

Nt it .

i ®
. If process research as defined aboye is to ve effective,\ and if *

»
\

it is to.maximize the advantages and minimize the d1sadva.ntages of both

4
¥ N . e z

pure and action research, it is our view that the followmg considera-

-
- ~ t

tions should weigh heavily in the formulation of a design. v o K
1) Flexibillty of procedures. . Techniques used to monitor change ‘ ’ .'_ 3
bed a“ ? - 4 { .

should reflect at least m. part, the nature of the contexb " e -

. ' being examined.. While techniques developed i'flia"other contexts- -
T ; ,

T . may 'be useﬁﬂ and mey yield ‘data which 'orovide comparability, <.

there is often a problem of "fit" This issue is most salient . 7
. N ') . o
’ : when questionnaires are th= technique being used. A secord

y

0

d1mension o\f flexlbillty is the rulti-mpthod approach _Where

-

resourdées 'oerm:Lt use of multiple techniques is highly desira- s

ble, 'both for. purposes of triangulation’ (e. g Denzm,,lQ"{O) and

. ~
& N . 1 - .
for enhancing the richness of the data. A third dimension of;

,,,( -

flexibility is situatioual ,adapta'bility. " This issue is ‘parti-

- . cularly important when ?studyiné‘ cly Very varely is it~

- . possible to develop a design whick perfectly anticipates the

’

nature of growth and development the setting. In process

research, a premium is:placed on-a'dapting tEChniques to meet Y i
. \ e

. ‘situstional ‘demands. One is reminded of a study of leadership 'h,g"
. ° . L4 - : e

and- job satisfaction which was abandoned because a strike took-
- . place during one phase of the research, "contiminating" the - "

-
LI

design. In our view, it is_ at least as useful to regard the o ‘-

strike as a source of date as it is to wiew it gs a’source of

error variancé&. ~ . } .
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R e 2) The ‘temporal - ...mperatisre. Process research, by def1n1tion, ' Lo
T - .- . \ .
I .- "" . \ involves diachronic as opposed to synchronic design. "Methods . ’
3 . . . used shouid be based on the premse that 1t is primarily ~ 0 / o
* R < . . -
e o . through a careful monitoring -of processes over time that e -

R : ) 'questions of either a, theoretical: or a more policy-oriented

- ,
) e ’ . oo nature associated with ¢hange can’ be anSVered. g Research B ,xU v -j ’ ‘
§ o . . - based on an'’ "in and out" or "one shot" strategr refl*ectsw -
— < . ” .assumptions a‘oout the n@t/ure of change.wfhich are at substanf- B R
g . . - ‘_ R tial variahce with those underlylng process résearch E . S et .
i ; \ o c . ' 3) :.Focus on"be‘hano:;. ,Data gollected by process research should “{""a, LT
.- L . L ! ‘ i:-” be ajichored 1nsofar ps pOSSlble,/ in b(‘h&VlO,r. In particular, .- o,
. Z . ce b _.“'_. ) _ ‘techm.quei should’be used whl,ch reflect* behanoral adaptation - )
- R . ' . - é_tp formal constraints or what Gouldner (1954) -ana Merton (1957) 8
% . _ o ; . have called thy‘unintended consequences of for,;nalmst_ructure. CL L { .
e o ,‘ ':”'_-?fThis' focus is* particularly 1mporta.nt in a situation in whi,ch'.‘ ' ) T,

'olanned change is 1ntroduced because of the lack of prenouslv- oo

- . " . N - A
/ ‘§~ e . ™~ / . . ,i",hj -z -

established norms and expectat:.ons to guide a.nd order the form

and content of 1nteraction. ' . .

’ - ° . s

k) Focus on the systemic nature of change . "Process research should

Faerdoide d

% ‘ k be based on a recognition of the nature of the interdependenci‘es i
i - A cey
. among the various actors who are a part of the behav10r setting.

s - X -

e j' . T Techniques used, therefore, should be designed to monitor these e

. [ , '

1ndependenc1es_ as carefully as possib]:e and to reflect changes'

. . . - ’
. -

" in the relationships among the actors-over time. .

1 . 5) Provision Of ‘feedback to the actors. -In contrast to the pre-

ceding, this considerstion is likely to provoke no small amount

+

of controversy. It is our view that one of the most usefu ' P

“w " A
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. -characteristics of process research is the provision of data Lo

. ‘ahout their own .behav;ior"and'the behavior of’ others in the , ot

.t - . . o : £ o ’ . .

' 'sett-ifx;lg" to the actors. ’QAdvocates of Lpure" research‘might A
e T _A ’ ‘ argue that such an activity will altez' the_very nature of the .t
- h g ‘ : ‘ - phenomenon being studied howpve;, it is our p051tion ‘that ¢ )

- “’ — . -yt v '

- ’ a) providing date Ko participants and a‘llowfng them to.

'evaluate the dat themselves does not, ih ahd of 1tseli‘ -

- . B -

U

- ’ i put the researcher in the ;position of becoming a4 ange., agent T i’
in sp1te of compiex quest"ions which‘we ﬁz.'ily acknowledge , ) ’g‘&v“’;

regarding decieions about the conditions under Mthh these I S

Bz e’ §
.

"data. are prov1ded and b) wh11e much has been wrltten about

-

§ . L ’ . the 1nfluence of the resea.rche*;~ on_theisetting being exam:.ned -
¥ -
4

4 . \ . . - : .e
. - the - so-called "Hawthorne effect" (Katz an'd Kehn, 1966) -it . .

"' . ] ‘ - .. - , . N

- is very difficult to measure with any degree of* precision and .

o . : .

T thus dlfflcult to evaluate quant i atrvely. The potential -

i =P, S
. Lo _ e -

3 . ' ., 2 .

X - .

»

< ; 3‘ benefits “to-all concerned appear 0 outweigh the posslble costs
i = ’; o - ’ ' of ‘the procédure advocated here. . o L L
" ) o ) h ] ‘(;:ivenc.the,abo‘v-e general guideiine.s, specific designs ’a.ndnres.earch .
. o | é ) - procedures were de\}eloped for studjring the interaction .a.mong sets of partiT
- " cipants 1n the program and the SBMS-U progra.m it'self.t In the,fdll'owin'g ]
'_f » S fgéctj:l‘f_%:nsthe actu~l procedures used will be discussed.in getair.* mis.
- K ,] d‘iscussion .w.ill be followed bs; a consideration of the methodofogica:]. limi-

tations of the research.

. - - R « . ]

¢ . \)

- Collection of most of the data analysed in this report was funded by
other sources and was completed prior to negotiations of the contract
l' ) which supported preparation of the report itself. ”)escrlption of the
design and procedures is included to permit the reader to evaluate
_them and to have & degree of f‘amiliarity with the nature .and scope of P,
! the data presented. - - , .

-

. : Sevevrn®
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: . ‘—‘——-i 1." Measurement of -Assessments of Program Consequences and Scyc10-Demogranh1c ) , . ’
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. i . J\.cleLuestlonnalre Constructlon . L. ’
- ) . - . M - o . Lot . N B - ;
) . S T6 analyze the 1hput of the local medlcal community to this new. y
.. ’ , ’ progra.m, as well &s.the- effects of it on f1rst-year MD partlclpants, several -
< .. -~ - ‘vj’c
L - » ' N B . . oo o 7 T
‘ kihds of data were collecte First to collect baseline b;ographical —and‘ o -
: N i - . N o . poe . .= - s ~ .- . * R M
~ i L “attitudinal data, a combinati intérview/mail survey design was used. S
B ) _Quéstions in the bio'gra'phicalv qugstionnaire .were generated by staff members o R
. . ’ w1th specific 1nterests g.\nd, in cerNeain cas’esg were based on items used in o)L
12 U o . : o - + LN
s : X 1 T other stud1es that had focused on prag phys1c1ans and theJ.r recept1—
_*:g ; P hal AU ,_ . . M \ ) - ::5
. . . v1ty to a change effort {e.g. Co):eman'—et al, 66). T‘]e f1na1 form of this’ °‘
- - | o questlonnalre that was ‘utlllzed can be found in Appendlx &f - R £
T . . ) In order to measure att1tud nal/‘behef orientation toward the new - 7/ .
- S ) T R . . T ) - .
’ - Program it was necessary to dew‘relop, a separate instrument. Although there . * )
. N .- C T o . : e N &
’ L, . were'many'dimens;ons of—th,e new progra.m that could have been used as stimuli,- g
8- - . . R ' . e. . . I3 . ‘— g 3:
.- T “o it was dec1ded to focus on phy31c1an assessments of potent.al program outcomes. - -
// - . “ — . . . ) .~ ‘, R
T, : - .' These outcomes, 1f properly selected e.nd behanorally anchored, would allow : \ .
- ’ / . . N . TN T :
. \ .
b us >to elicit both the aff'ectlve and cogn1t1ve or1entatlons of the respondent < T : :
4 v . 3
toward thls new program at the time of the 'survey. In o@er to generate) ] ~ .
. - ° s . . N ) - c- ) -~ ’ ° )
; , l ’ these program gQutcomes.a group of thirtéen, randomly-&elected local practicing s .
° e, , fe . . . R . J' . - ‘ . ‘. .
Y - physicians was selected. ' In'short individual interview sessions,. conducted- in. . ~ R
N . .o . ) X
‘{C l . their c¢linic off1ceé each of them was askeéd the following question: "What '
- - . \, . . . ' 3
- : ! o d you. feel ‘are the pot\fltlal ;gos:xtlve and negatlve outcomes, of th1s new T T
. ﬂ' . . . . . 4 [
' . program in medical education?" . - - ) - D e N
g ) Upon completlon o3 these- 1nterv1ew sessions in June, 1971 a total ' -
" < ’\ . " 4 .
of thljrtv—two potentlal progra.m eventual1t1es was generated. +In the. flnal : e
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- in the fwrst tlk\resPondent was asked/ how probable he felZ these outcomes - \' ®
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‘ “7to which the°res§br’:dé_nt percei’ved these‘ possible out'come's° as
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Rro:t)able o -

(1 ey cognltlve or1entat10n) and/or desirable (i. e., aff cbive orienta- ’ . o

- ’ P G, e T T e : B
- tlon) l’hus,< 1 of the. outcomes were placed 1nto two sepé:a'te.-sections': Lo Lo e

H
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were, in the second he was askcd to. v[rhat exbex:! these oujtcoqes - 1nde'oen- - ¥
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’Slnce the 1tem pooulatlon had 'been peve .by clrnajf ans themselves, 1t : -

t.".l N i ’
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was felt .that th1s mstrument was, erlatlvely speclf

~ to the actual
. ) ) 5

iy Kb T e A%

vy

- :
apd closely aneho ed . ..%

__>‘--a.; B Nws -

conce'rns "o ‘Eﬁe popu:{atlp,n\ to be sambl . Thls method of

(
©

< -

. : ' "l .
N . memb,ers oﬁ ou,r research staff alo e would try to cz){)ceptuallze these out \-
- : ' t R ~: . . / r ’
e . con{es. . o . l s LT ' L
-;._ A “‘~’.'~ - "- - RN ; ‘Jf C S N ;
- IV o 'l’o-reflne the meas,ures 7 8, s c%llng procedure was developed ha"t;, . . - (l
. E . o y. a. . LA R ) o
I . R 3.4 i |3 :
£ *, would allow each respondent to indi ate h1s ass?ésment of the probability.‘: ¢
~ s ‘ - o , ! . i ’ o ' et =
and des 1rab111ty of each potentlal program toutcome. I,h--order to 'allow for| .. /_ ] “‘ V;: -
) - v ‘" - Py / < Pl . \l. . . " e r L ' ) ﬂ; '
- \\ " as much 1nd1v1daal v‘arlatlon as’ possrlble under these ’1rcmnst’a.nces, seven- e e » .
- I [ W 10 . - ‘ '\‘.‘ . ; - « ’ 3 i ¢ . e ‘a
SR ‘ pcint sc,ales ,weye uséd for each,}et of_ it ems anging From the extreme judge- NI
»' , \_ % i .. & '" a} 1
. meny of very 1mpnoba‘61e to very proba.ble, from vezLy undeslr?ble to very : /]
. © \
. T - N - v *
- b~ . . N ] . 24
ey deslrable.. Once these scales, iad beq}'r oonstructed f ;: each 1t,em, the Sy E
" . d Y N LRI y . .
. o ] . Jnstrument was Glear and b*neff ang clo\sely ‘approxim ted a Likert-t@ ST ’
. BT pom N . C\ e \-s
s N scale. . (leert in Sﬁmmers, 1970) .0 " '_ \ .,/ - !-' S
- & . o . * ’ N : ) l/,l‘I | ’ .. k4 /! ' x
1 . ‘ . -'~‘ The suims ,of" the scoz/wes o these. scé.les wei"er }if{én as c;r“udé' :Lndl- :’
. 0 : Y ) \' - e g .
B l . cants of' thé 1nd1v1dua,l's bellefs and attltudes re the p}ogram.a ’I’hese A
° . « ! “» . 1 s, »'ﬁ

:Lndex scores offer approximatlcns of ‘ooth chrect on and\ giensfcx It -was o
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.also'necessary, to examing the ‘e'x'tent to which‘each—of the items »f[as S
. o ~ ¢ ™ 4 l, e . .
Ol | " “relatad to a general svstemnof‘ COgnltlon or affect. -To test for the v
-. ’. - ‘l .‘\. 7" ' T " h g : )
- t i{lternaf&nslstency of’ each. 1tem fo each scale, a'.form" of 1tem-analvs‘xs L
s Z'h . ) P : . . ue > + ~ . Ve ) - ', . '
. é L wag uridertaken to assess the exﬁent to which each 1tem slgnlflcantly ® ]
A . ‘. Lt b ‘ . * ' , K3 ~ " - . . ® . . L
. dlscrlmmated betwee.n h1gh scorers and ‘low Scorers on the total scale. .
E .o . ..
« ,i 3 . . e’ N ‘ i - SN . . ,. _.:. :.4- ‘-,
£ 1 those 1tems that elzc1ted s1gn1f1ca.n’cly dlfferent responses"from Ca
. Dt . - /\ - N Ce L
¥y those who scored Jow on ‘theMtotal test Were retamed in the scalesf*ln -
/ 4 L
<. 4 S e R -
0 - % thelr fJ,nal form. Then by sununlng the scores on eac'h of these" 1tems .
B .,g:“ Q’ - s . ,% R *‘&é
RN ‘\\ . 1ér each 1nd1v1dual in the sample, a measure of ‘the strength of an'’ 1nd1- T ,{,.'
:.j» Lo N ._. ) € . T .' “'. ’;\% . . . K
A < £ vidual' S CanlﬁlV° and affectJ:ve nred1spos1t10ns regardlng th1s’1 new pro- s .t
e * . a . e e
;4 i ’ L /-_’ﬂw o R “« AL 4 “ ;“, ';‘ ‘b )
. A . '3- gram Was :bullt et Ly e s » . e
< o . i Horey - . . . 'V." t.‘ . . = = '
i SRRV RR f 2. Pretests a.nd Instru.ment Reflnements P ¢ . - B (\
}1;'. 5.‘ o ,’[t. ) . o N - u v e D “;{? .'. R . . \‘
e '.“ « OnCe the two 1nst:mment's'had' been dev loped, extens:.rve Dretestlng .
W \‘.’ '.; . -

v . IEN ..__\
o .
“ . 3

was c,arr1ed ‘out, IIL June of 1971 twc grouns of local dract 1c1ﬁ‘g physlclans, >
6": a ) one cons‘ist.mg of} eléven 1nd‘ g duals, the ot.her of thlrteen 1nd1v,1duals,

% y - . [," . 5o ..l . R ' . ',‘
;’ % ot we(;e selected randomly and, asked to. complete lth'e Fwo %uestlonnalres. »Up‘on* _

; A .- . - f " 1- - s ” .
A %f' Y -compl:etien of the 1nstruments, ‘they were, asked to offer any ecr1t1c1sm or
o - N .

h ) N ' S‘uggestlons that they m:Lght have to oy research staff memben who-was pres

e 1 . -
oy . g —

) % . ' Thls process resulted\ln a number of. suggestloh's and once they had been

AN ] '_J R J.ncorporated the 1nstr&nents were comolete» ; ": '\ R o R t
;x ] Ce L 3 Sa.mple and A&n1n1iratlon i . T .. ’\" C ' o ' . ;.
\' ] T \' "\ - 'I"he phys1c1al sa.mple 1ncludedz all pract1c1ng physmlans in’ the T ' g Ly

’ ' ‘ R I ‘ 'f local area who were coxﬂ:acted in. January 1971 regardlng the1r poss1ble ) , . ' ‘ . e
%\ partlclpatlon in theé new medrc;.l p,rogram Th1s group, th,*ch mumsered 197, Lo . ?-°
. \ :\ | - v- 1ncluded aIl o;‘ the general practltlone'i's ‘ar\zd s;ec;allsts who were members ) '

] i of the local medlcal‘ s0c1ety at that t1me. A‘mast\ere roster of all these . . " ) -

l :‘ T ;;hys:lcla.n /and thelr addresses was made.‘ava lable by‘th:e_ medical s"chool_.. : U ‘ . .
i s - U : - . . P .

te '” “ \.-o , . . . . »T
A o /('. ’ . .
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: o, The r,esearch- des;‘.gn nece551tated a comprehenslve sample (1 e., PN :
N . & .t “ ‘ L a :
ent1re pppulatlon) In July of 1071 a letter from the Dean oi‘ h Medlcal AR
1 . Schoo;L and: the Pr‘esident of‘the loca.l medlca.l soele'ty assur:.ng local }ahySJ.-\ I “; ’
- R st ' } et PR, - o
<t . § i . “rcians that the ‘research effort was legltlmate and, that the1r rusponses S :
e o r N < \ Ve - oo X
< . "g P .. would be guaranteed anonymlty, was mam.ed to - al,l area physi iane ’Each- oL Lo ;
. R 3. ARY - ’ w‘—
. - by E] RS 5
R, I »,-\\ " of them was subsequently contacted 1nd1v1d\gally by nhone gnd asked when : W
N R \\' N __— . 7 PR . .
< : " \.Lt wouldbe most convenlent to dron off the -questlonnalre and answer any~ .
R , . . ’ R « ¢ ) e . .. '\ : ‘/« . . o Ve oo, . f :
g -, . o quest\ns' he or- she mlght have. . Yt ) . R
. i v f uBy,,th nd.ofothe summer of 1971 ail of the‘,phys ¢ ans-i'n?the - ‘,,} ~
F R . \ B RS . N . N - '
1 : - . s - y o ot
i 5 sa.mple had been contacted Each ef these doctors was requested to comoletp >
S S =4 ; LT i ) R S i
s Lt the questlonnalres at h1s or her‘-convenlence and‘ to return~ them by mall. s
| H L e v v g . : WV h »‘ .-~ ooe 3
; ST ’ . v N . .
. a, i, Early in entember, 1971 the flrs't .follow-up of'-all physic ians uwho-h)ad . . w
Y - “ > - o PERE Poooa i
‘. , R not respo ded by th“at time wag "f‘."onducted ' . ® . .
. z. ' * . . . . ;\" ’ - - \ . '%"‘i.:.c v".z : v . * .
] B ; T Samlee Retui*ns A N 1 ;‘\\ . :‘::':. TR
) * - " * ’ - s ' v X " N - L
. . ) 'v o nA. total of 118 practlclng phys:caans cozmleted the two questlon- .
i ; - 7 , '1. . A . ] Ly
R ' na‘f__’res. THis figure rcf:resented 69 37 of the orlgmai semple contacted !
» s . r's o t
c The or1g1nal- sample 1tsg.lf d1m1nlshed durlng the perlod of data collectlon -, .
DT N ( cat : e . ) - .
. 5 ’ . ) from 199 to 171 due to t~he fact that 28 physmlans either d1ed or moVed out - 4
. . A .. -, L. R
. o *  of_ the a?ea durlng ‘the pera.od 1n‘°which ue conducted this’ study ‘I‘a'ble l
. N ~ R . \ ‘ - . 4
- 5 below 1nd1cates how many doctors \responded at each ‘stage of thek-survey ’ . s
| § = process. & IS o - . ' :
' . ‘ e N . .0 .a . A ’
., ‘; ’ ! Table Al e ‘ o .
— * » - ' ' i . v e "8 * . . . g i
R | ; . ' “RESPONSE RATES OF, PRACTICING PHYSICIGANS. 0T < 4
B e - . . ’L‘-—l - ) o ' » * v N - .o ; { W
. ‘- g . coe TS Stage - w— _Time - Number *Percent ) e v
° . E - BT . . - e . -~ hS i
- . " Original Survey,  8/T1-9/71 ~ .67 »v . 39%. R . N B
« . . . . | . .
T Y 2 - First Folléw-up -10/T71 3 . 20% . . W " (
- : 3 Second Eouow-'up« VoA T 1‘0.3% . ; : MU
’ ‘ ’ ¢ o ’ . L ]
o, L <. ) . * Percentages are of the rensed sample size of N=171. S - el :
i “ - (orlglnal N=199 \anus those who had e.Lther died . or / - .
. - " . ' . m0ved from the al ea) - iy . , W
t A' \’\‘ EY . ~ /’ . N - - - -‘ ) ":
‘ l‘ ; : E::]: . ' ’ ‘:\. * ~ ’ ° b -
. [ lC ' LT
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In cobparison_with other studies that have focused on ppysiciané

N o

and used a similar survey instrument technique, the final returns were,
[ 2 e - ) -
' ‘quite favorable. For example, ore study (Houser, 1971) achieved a'final
h o 'v * P ) ) A
\ . resporise rate of 66%,.another study (Gross.and Grambsch, 1969) ascquired - »

40%, (Prybil, 1970) cbtained 50%, while a study by (Hetherinton, 1971):
! 5 4 -

yielded T4Z. : ) .

To examine possible sources ofy bias ip the respondent population,

.3 . an analysis of the type and location of practice of fespéndente was com- -
. e it

! - pared.to the total ﬁepulatipn‘: The results of this analysis are presented

in Table 2 bélow.s |

[
3 .

v
.

: o ' Table 42 ‘ o
- ' -\\ DISTRIBUTION or RETURNS BY TYPE AND LOCATION OF PRACTICE -
: "\ SN Number - _ -
|\ . Type ’ Responded °. Totel Percent. of Tetal

. , ] - g " + Y

/ . : ngeialists .7 65 . 101 " o6ug
_ : _Gex\;er-a_.l:' ‘Practitiorers 53 10 - ) 6% 1
Urben oTe02 152 Yt 6T
B " O 89%

3 1 . N

e -

. < " In the rural ox§l3-ng areas there were no snec1allsts in -
practlce, only GP' .

(3 . Y .

o ‘a,. ’ [3
v ; . 8 . .

On the basis of an examination of Table 2 above, it is evident

L, - i . . . -

. ‘ . 4 . 7

that no single specific type of .practice or demographic area was under-

‘s

t

represented in our, final return rates. Although there was some var1at~on

between .the sub-group percentages, in partlcular from 64 to 89 percen,,

+

5 [

most’ of the totals were-within close renge of our final overell rate of

LY :

\

V. I -

ﬁ
l . .returns were not biased by .these factors. - e

’ . - " 69%. Tnus, the date offered some empirical assurance ghdt the sample = \\\

2 .

\

~




. . ,
An additional enalysis of the sample returns was base? on whether
. , 4 .
. - '

. DR oo 4 . .
the individual physician wanted to Join the program, and whether he reé-
sponded to the survey. Thq,analysié was undertexken to determine ﬁhgt tias,
if any, might have-resulted from one or another grcup reacting negatively L.

té)the progrem ‘and to the survey, positively to the préyram and tn ttre

survey, or any other combination of these factors,_ Teble 3 below rresents
d : . =

. t

v

. the results of thé analysis. . ”

< . Y
\ - . . .

. — Table A3 . ’
. DISTRIBUTIdN OF RETURNS BY PROGRAM REACTION

. - ’ _ Number I .
.- * Tyve o Responded Total '  Percent of Total
’ i

Wanted to partigipate 95 133 | T 71%._ .

A

B L ,
Did not want to / . 23 I 1
participate ~ /

(ORI, Sy . ‘ . Vs > ., .

!

C 605

\ LN . ;
. .

\ hs is eyf%ent‘in this téblé ;e.were slightly moré’successful in
. . A o R
eliciting responses from. those who *ere more favqrably inclined.td the
proéram. It was felt that,this‘ll% d;fferggce'betwéeq the twg g;oups ﬁié
e . -'not constitute a source of sigﬂificént-sappliné bias. ‘ o
Due'moét;likeii to the high educationalﬁyevel:of individuals in.
the sample. as well as the 1ik€1ihood‘that they had.enbougzeéed.suryqy, .
instruments on other’occasions ?E.g.; survyeys on A}ug p{eséript;ons from
; maﬁor pharmaéeutical ;gmpanies), tﬁé percentage of usuable questionnaires

returned was high.  The following factors were used as "criteria of

~

usability":

1). that the questiqﬁhqires‘be returned intact with no rages

missing and no defacement or -mutilation of any of its

v
o
-

. . ' ’ i parts,




2) that the handwriting te legible to members of the staff where

e O

¢ . <
the question was either semi-structured or cpen-ended (e.g.,

sociometric questions), and

3) ‘that the individual respond to all sections of all relevant

. i
questions (i.e., no element of an index ceuld be missing.)

|
~n * 1‘

With these factors as guidelines, 113 out of 118 returned
«qquestionnaires (95%) were deemed as usable and:thus only 5

. had to be rejected..

»

2. Measurement of Pre-Program™Basic Medical Science Knowledge

2.1 Questionnaire Construction

) 4
At the same time that the biographical and predispositional

- - -~
L] 3

gquestionnaires were being developed, a means of measuring the pre~vrogram
. PP A

basic science knowledge of participating ohvsicians 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 vhysicians. After

inspecting'various instruments that the*been utilized and validated in

other settings, a test was déveloped 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

highiy‘reliable over time according to available statisties. The instru-

ment deveibped, therefore, was reascnably short and had a high degree of

face validity. Thus; we felt it would adequately provide the baseline

?
14

data we needed to establish if there were any effect of the program on its

participants at the end of the first year.

-l

2,2 Pretests/Refinements

L4

,Alifindiyiduals who pretested the biographical and predispcsi-

tional questionnaires were also asked t6 inspect this test and offer us




any suggestions or criticism they might have regarding its eventual

implementation. Although they mentioned it might be too long (it covered

211l nine basic medical science areas), no §9eﬁific comments were elicited

that would have required our dropping the use ot the test at that time
or making major changes in its text.

~".3 Sample and Administration

!

™o proups of the local practicing MD's were chosen to take the
test. The first group was composed of all twenty-two practicing physicieans

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 grour.

The other group, the control group, was composed of twenty;two practicing
physicians in the local a.ea, matched by area pf specialization to members .
of the treatment grou§ who were not working in the SBMS-U vrogram the

first year.

To administer the.test, & -member of the research staff visited
each of tHese physicians and,gxplgined to him the anonymity of his scores
and responsek.- Hext, 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 mailjtpfﬁhe ﬁ;oject office upon-completion.

2.4 Seample Returns p

’,

As was noted earlier in the report, the results of this atteﬁpt
to establish knowledge baselines were disappointing.. Based on feedback
received from many physicians, the tgst 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 prosram on

physician continuing education.




3. Contextual Analysis of Participants

3.1 Interview Schedﬁle

The survey instruments described above provided certain kinds of
S
important taseline 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 41l parti-

~

cipants should be Tnterviewed. Accordingly, an interview schedule (see
* Appendix él) consic*ing of both closed. and- open-ended cuestions was

developed for the participating physicians. Various questions that were

designed to Prove for elements 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 fpe program that were not anticipated by the program's

administration. ' .

3.2 Sample and Rgfurns

The sample for these interviews consistedlof 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 appréximately one hour to
discuss his timpressions of the program. After four weeks 15 interviews
were completed. While it would have beén desirable to intérview all 20
physician participants, the information gathered from those interviewed
provided invaluable insights into various aspects o} the program's develop-

ment.

4. Administrative Survey of Participants

In addition to the various kinds of data coiiected by the staff

~f the Health Services Research Progrgm, data were made available for

~




- >
analysis and inclusion in this report by the staff of the medical school
itself. Wnile the research actiwvities of the school were, of mnecessity,
- -
somewhat limited in scope, a survey of farticipating vhysicians was made.

Although our staff was not involved in the development -or administration

of the instrument, the kinds of information it provided proved useful.

4.1 Sample and Administration

The survey was\mailed to all physician Advisors and Evaluators
(n=20) in February of 1972 and-again iq June of 1572. After follow-ups,
the return rate for both aaminiétraiions was~100%, a fact which ;;;i;;tes
a greater propeizity on the/paft of the participating*phys;giané to

cooperate with an' administrative as opposed to a purely research survey.

+. Student Participants

Measuremen® 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 questionnéires were
developed for'tbié purpose: ~the first concerned information sbout the

socio-economic background!of the student, the extent to which he or she

N

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; phe f

Lo . . . J
second concerned cognitive and affective orientations toward the conse-

quences of the program.

\ ! .
The® first of these questionnaries (See Apperdix 5) is similar

v

in some ways tc. the one used by researchers ay the Cornell University

School 'of Medicine in the middle 1950's (Mertﬁn, 1957) because of the

’

, ’

possibility thac.presented itself to repriczje certain aspects of this

well-known and respected study of the medical education process. The i
second questionnaire was identical to thatsadministered to the physiciaﬁs.
! 11

!




1.2 Sample and Returns

Both 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%.

L

2. Analyzing the Interaction of Medical Students and the Progran

2.1 Interview Schedules s . - ' S ’

N

In order to monitor the effects of interaction of these students

over time with other program actors as well as the SBSM-U program itgelf, e T

’

an interview strategy similar to that used with nhe'physicians was adopted. -

Sincé our interests were generally focused on the adaptation and progress

of these students, the questions covered a wide range. Some guestiens

vere directed toward how he spent His!kime, others to’ perceived soﬁrces

of satisfaction and dissatisfaction with the program, etc. Feedback from
s - ’ . -

the first wave cf interviews.was incorporated into.the seéond wave. The

two schedules that were used can be found in AppendicesC.3~ and( b, -

2.2 Sample and Administration -

’ -

<

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 ) o

staff. To enhance contiﬁﬁit&, each interviewer was assigned four. students
and interviewed fhé sae Four students on each occasion. The original<
schedule was used during the first;wave in September, while the revised
schedule was used in the remaining two waves.

I3 ' -
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 variou« questions, especially student assimilation into the

professioﬁ and determinant;oof performance. Where relevant, this material .
e \
is presented and explicated in this report. \\

Al ’ /

Lo
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3. ?easuris of Expectations of Roles of Selves and -Physician Advisors
MDA's ] ) .

3.1 Queétionnaire Construction

v

. Prior to the start of the program, each member of the research
staff wéé asked to devélop 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 stu@entnmigﬁ£ expect his physician advisor to engage in. This
précedurg wag followed due tp the fact that there were no medical stu&énts
on campus ?o genera;e tpe items. . The large niumber of studeni role
behavior -items éenei;ped was réduced to seventeen during the course of.

]
several discussions among the staff; similarly, the number of MDA role

behavior ‘items was,:educed to eighteen. The instruments developed through
this process can be found in Appendix B.¢.

3.2 Sample and Returns "y i .

?

The two instruments were administered to the students
durihg thei} first week on campus in September, 1971, '*‘ a meeting with
the research staff. All sixteen of the students completed both questioﬁ—

.,

naires.

L. 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.

v L3
The questionnaire was mailed to the students at the end of the school year

>&nd was returned by all but one student (see Appendix B7).

J .

“a




P. Campus Faculty

~

Because the campus iaculty constituted an important set of actors
in the program, their perceptions of the developmen% of the program were
- v \)
an integrdl part of the resemrch design. An interview schedule was.

developed and each member vas interviewed indiv1dually in May of 1978,
near the end of the school year. The 1nterview schedule used cgn te
\

found in Appendix C.2. .
\
]

‘ E.\ Erogram,ﬁdministrators

-~

; - The Assistant Dean of the School was lnterv1ewed every other
|

L]

week by a member of the research staff. The purpose of these unstruc-
- o ‘

3

o

tured interviews was to keep the staff abreast of developments in .the
/ N

program and to alert.them to any possible ihcidehps wﬁich‘ﬁight warrant .
. - ' . >
& research intervention. In addition, at these bi-weekly sessions the

School was kept apprised of the activities of the researchers. -

@

F. Methodological Limitations

-~

v

There are two facforsewhich must be considered in evaliuating the'
imp};cations of the findings generated by the design and procedures
described in the preceding sections of this appendix. Firsq, the desigh
for, the.study‘is based upon an assumption‘that it is primarily t;rough

monitoring processes over time that the most complex and important question$

of a theoretical and more policy-oriented nature can be answered.: The >

1

results discussed in this xjport are based on the first year of operations

- of the new school. While i\ is true that many of the results‘gie based on
. data gathered during the godrse of that year and have therefere been col-
lected over time, it rs questi:onable to what extent they might be replicated
in succeeding years. In many ways the data analrzed in this report are of '

higher quality than much of the deta that are available elsewhere. The

¢




204

' °

éroject itself J;s carefully designed and the research carefully ;xecuted.
One must, be cautious, however, in interpreting the meaning of the findings.
It is conceivable, for example, that the remarkably strong performance of
the students was_aﬂ least in part a function of the fact tpat*eve!xone was
concerned that-;ﬁey all perform well and everyone expended more time and
energy than they might have unde? more ordinary circuﬂ5£ances to facilitate

.

sthdent performance.

In no way is it being sﬁggested that one year period for which -

this report.was written is invalid as an indicator of what might be

. s

. . reasonably expected in the future. What is being suggested is that a.

g

¢ ' similar'monitoring process carried out over a.longer perjiod of time,

» including time during which roles have become more clearly defined, norms C

v

haie develoﬁ@d more,fully, anf program structure has become more stabie,

. : would yield information wkich, in coﬂﬁunction with that from the first

year, might provide a more solid basis for conclusionms.

N ' 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 .
14 . o 7 "

class had 16 members, and there were a total®of 20 MDA's and MDE's. The

small size of the samples not only limjts the kinds of statistical manipu:

P

fations that cen be performed with the data but also restricts the generali-
zability ‘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 phyéicians ihvolved,by that factor,

’

) : .

\\ , ‘one might expect’ that the dynamics within the program may well change.
\ , Taken together, these two factofs merely §ugéest that the reader i

Py

«?

R . N /
\ R be aware of how they might vary were the study to cover, say the first two

or three years of the program's operation as opposed to the first year only..
. . o8 : ’

3

2
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Ty ’ . ' ' -~
Co ’ . v . ' -

—

This questioenaire primarily concerns praetichg physieians 1n~Champaign
- County and Danville .who were asked to pa:ticipate in the new School of Basgic
Medical Sciences program at the University of Illinois.  Plcase do not sign .

) : i

your nawe on the questionnaire. All of the 1n£omation in this questionnaire

o

-~

wikl be held in sttictest confidence. . Respondes will be aggregated ‘when
v - published so that no individuals will be ideniifisble. Please at.tempt to
' answgt 311 ’ques%ions, but if you do not know tha 1nformation requested
. simply leave the answer-area blank. Should you have any additional comments,
please place them on the back of any of the pages in this questionnaire.

() o - ot a . PR ' ¢

—— e

A




T - '
(1) A, Which of the folloving best describes your present ‘involvement in medicinel
. a. specialist © c. resivent -
) b. intern - d. fcr:xily aor general practicioner
B. 1If you are a specialist, what is your ficlgd? L
(2) A. Are you affi.ifrated with any hbspitai er ciinic? YES N NO ,
" e B. IF YES: how \;ﬂa'ny: \ |
“ St ,‘ a. hospital(s)
o - b. clinic(s) s ) ‘ T L
{ ~ . . . : . : \ , o
i ) How long” have you been practiciag in Champaign county?,
. ‘/ . . -
' (4) ©f the medical Journals you receive regularly - (i.e.,- at ‘least quarterly), in
what per cent do you road at least one article? . .
: e, 0-25% o , « g
bc 26’501
c. pl-75% )
d. -76-100%
(5) )Please indicate your original source of information regarding the new medical
program, ’ ' : '
,}’hen did you iniitially become' aware of the progrzm (planning or idea htaée)?
. Pleasc offer a close approxination by (month/year) or this owarencss.
/ .
/ .
// . !
. (6)

\ o ' 208 °

A, - Are you ad%ember of any prcfessional soci-:ies other than the Chaupaign
*County Medical Society?. YES ~ XNo

/
B. IPYESy ‘/Please list,

»




(7) A

4

) 'A.

-
9) A

"B,
(0) A
© B,

’
~ <
. ~
. s, -

If you have deciced not to gar:fé@pate in the progrem, what factors led to

that de.icion?

- -
T * - ~ﬂ" » . -
B. Plcase Viux these lactors in, order from. one (most {mportant® factor) to four

(least 3z ortant Fadtor). X . o, '
a . ' . . . K 4 . '
b U« L
c. ' b ' a
d __ N

Kave you attended any conveniions or, meetingd of p}ofessional’societies-
during the last twelve months? YES \ NO . ’

IF YES: Please indicate the type and number. _

type : nunber attended
' * I

local (eg., coudty)-

3

state

s regional

national

{nicrnagionsl - ’ ‘

. ; . . ’ . o
Aside frcn official oLteof-town neetings, do you ever drop An at leading
hospitals or negétal centers, or call on Jformer classmates associstéd with

then, /when you ere .in other cities? YES NO

e ,
IF YES: How frequantly, over the lagt year? . 2 -
In-vhat rcgion(s) of the country? lNortheast - . .
. Sputheast
‘ Mictest . '
‘ Soutiwast -
. Far t-.'?s.t . i

' L
. H

Is there any particular city, school, husnital, on other center that you.

lock to &s a pource of medical knacwledae Jor yourself? YES NO

s, . e
IF TE8: Please fnene. : -

«
[}

i -
v




L 4

(12) A;'

(13) ‘A,

coll-a~izs .

o

Pleaz~ indicato below hotv important the Sollatriag sources cof information
ion to participate’ or not ia the new
nedical ouooron. (”1tc1e numbe. witich best indicates your feelings.)

of gteet-

were 1 ,7m §a rigard to your decisi
Sourcy f irxglpwtiou.

Profa:-- .l ;6urna1¢
: 1

[N

wnase >,

meaiven vIninj ctrgtors |, v
N ’ “

' 36xe¥nm°n' officlala ,-
non-physi:ian medical petsonnel

non-ph"s.cirn friends !
relatives - - e _ ’

-

Please Idicace any other psh;ées of inforuation not listed above.

- .
S

- T

e

JVhat medical school did you attend?

In what year did'you 3raduatc?

- of no

: 1mportance ' i
1 2 . 3

: 2 3

1 2 3

1 2 3

-1 2 3

1- 2 3

1 27 3

1 2 3

.

A

A

5

LR Y S

-

;b.

{mportance
"5

R N SV Y SV

© g

[V

pid you setye as. an intern in a hospital? _

.. L3

IF YES: 'Which-on2? -

b

Nha;-cityf ' .

<

a. 5,000 or‘less

b. 5,000-25,000

c. 25,060~ 100,090

"That was your father's occupation?

Arc you married?

d.

e,

. f.'
s our.-.g

OVQ-

rueval arca-

100 020

-&——-—-—_

’

. How large was the town in which you grew uo? (thtough age 12)

mora thaan 3 chanjes of residence

chillb_d

-

L)

What is yout .aze? -




(12)

(20)

Q1

(22)

<

Eelow, plrr-. neme three physicians that you'turn to most often for:

. . ce . 7%
8. advic_ .. inlcnation abeut medical affairs and/or problems,
1. : ’ )

¢

b, gdiecw:.ica of modical affalrs,and/or predlems.
10 . B -

What, if any, are the chief acvantages of Champaign County as a place to
practice medicine? e

v

B

o

Vhen you are with other doctors socially (eg., events which are informal
catherings), do you like to talk about medical matters?

a. yes

b. don't carc

————t—

¢c. no -

Hew much professional contact do you genc:-ally have with:

/8. other physicians in che hospital wxe.yv

a great
outside 0f work? lictle ¥ 2 3 4 5 (deal

b. other physicians in veur very a great
coununitty? litele 1 2 3 4 5  deal

c. other physicians in your very a great
r sion ol the ccuniry? ldtele 1 2 3 4 5  deal

d. other plysiciaas chrough- very . a great
out the countiy? little 1 2 3 4 5 deal




With whort, -:cluding your canily,
time -- dectors or non-doctors?

.a, doctors
- b, 50/50 —

€. non-doctors

-

do you a¢tually spend more of your free

’

Do you belsng to-any club or bobby grcup ccuposed nostly of doctors?

YES

- . v agn—

"0

Who ere your three best friends?
a2

a,

b,

C.

During the past
or developments in madicine?

Please rank (by

A.
arca

B. others in the field of

medicine generally

What personal factors do you feel

A, your seeckinn-cut of new

practices or techniques

B. your attemsting to us2 now

Practices or techniques?

colleagues in your spezial -

What is the occupation of each?
occupation
a. ‘
b.

C.

six nonths have you told anyone about scme new technique
YES

NO

circling) how innovative you feel you are compared co:

much less 1 3 4 5 guch more

puch less 1 - 23 4 5 much more

leac to:

of little
importaace

sof great
migggrtance

1 2 ‘ 5

1 s
1 5
1 5

<

of little
importance

1

of great

tmpbreance
I
I

2
1 2
1
1




6

What factora, if any, prevnnt physicians from seeking-out new practices

or techniquzs?
of little of gteat
importance lmportance

5

What fa-:ors, if.any, prevent physicians from using new practices or
technigeis? ‘

of little "of great
importaance i importance -

1 5

Please indicate. your opinion regarding the following statements by circling the
appropriate numbers,

- A, Too much attention is upon
trying new techniques before
adequate understanding of
the prospects of present
techniques. 1 5

strongly strongly
disagrec agree

New techniques and practices
are highly desirable in the
delivery of quallt/ ciadizal
“care. ) 5

strongly . strongly
disagree agree

New techniques and practices
are highly jmmoitent in the
delivery of quality medical )
care, 1 ' 5

. strongly ] strongly
disagrec agree




In necdicine there are few
payoffs for devnting
attention to srekinv-out
new tethniiJL, cnatideas. -1 5

strongly ‘ strongly
disagrec ‘ agree

In medicine thevé are few . o

payoffs for devcting strorgly strongly
attention to using new . ,
techniques and ideas. 1 ’ 3 4 5

digazeze ' agree

Do you have the feeling that you are generally regarded by your
colleagucs as a gcod source of advice about new developments in
mediciune?

A not very - quite
: zo0d _ good

B. I am unsure -




B.2 PHYSICIAN ASSESSMENT OF CONSEQUENCES QUESTIONNNAIRE )

On the following pages you will find a series of statementé concerning
tﬁe new medical education program starting on the Champaign-Urbana campus '
in Sept., 1971, Iﬁese statements describe potential consequences of such
a program and were elicited from a sample of physicians in Champaign Count}
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
tregult of the new program., We realize 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 apace which best
indicates your estimate of the likelfhood that the consequence listed will,

in fact, occur as a result of the new program.

0

The following provides an example of the type of scale on which we
would 1ike you to record your estimates.

(4

decreasing . increasing
likelihood likelihood

very E very
unlikely : : :  likely

You should mark the middle space on the scale if you feel that the
consequence is neither likely nor unlikely; i.e., 'maybe yes, maybe no."
As the exanple scale indicates, as you move in either direction from the
center of the scalg, the,ctrength of likelihood (or '"unlikelihood') increases.

There are, of course, no right or &rons answers., )

Thank you for your cooperatton.




!

As 8 result of the new program, what is the likelihood that :
v /

very
unlikely :‘\\:

.e
ve

F

1. Students will be better motivated
because they can gee the importance
of "classroom" knowledge 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 comprehengive exams.

.8
(13
L1}
oo

4, Friction may develop between para-
medical personnel and the students.

.o
(1]
on
oo

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
elgevhere, '

10. More physicians will be attracted
to the area who otherwise would not
have come. . 1

11, A closer stadent-physician relat{on-
ship will be created than exists in

oo
e
23
(13

- traditionsl progranms.




very
unlikely

The quality of students' education
may- be poorer than in traditional
programs.

Some students'. practical experience
will not be as fruitful as possible
because some physicians don't have
sufficient teaching abilities.

More highly qualiffed physicians
(higher scores on state board exams)
will be produced.

Students will raise questions and
provide feedback to physicians
which might alter and improve
medical practices. .
Students will achieve more
involvement, understanding, and
respect for the patient,

Students will gain more practical
knowledge sooner by being able

to exsmine patients earlier in
their education. . :

Physiciane may eventuvally become
bored doing the same things over
again, such as teaching new
medical students.

Participating physicians produced
by the program will leave the

state to practice elsewhere. .
The program will motivate physicians
to continually review basic
sciences.

There will be coordination problems
. in "lining up" a sufficient range
of patients' {llnesses fon the

. student to study. .

Teaching abilities of physicians
will be improved.




very
unlikely

Physicians will be more aware of -

. 'why" they are doing things rather
‘than just doing them out of habit .
(because they will be providing
an exemple for the stuaezﬁi).

Physicians will become aware of
recent medical ltterature. -

The existing health care services
wi{l be broadened even further.

Small town practices will be
encouraged,

Strong competition might develop
between practicing physicisns and
academic physicians for "control"

of the students' program. :
prog -

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).

Others. (i.e., nurses, technicians)
may be induced to introduce and
participate in new methods of
medical education in their own
fields.

. Program-related activities may take
up too much of the physician's time.

Patients will gain insight into the
complexities of medical educatton.

A financial Jrain on the state will
be ‘produced.




~ Now that you have given us estimates of the likelihood that these
consequences will occur, we would like a slightly different sort of
1n£ormaelon. Some of thc consequences we have listed are dcoirlblc
while others are probably undesirable. Moreover, different people wiil
petcelve these consequences differently; {i. e., some phyoicilno may view
8 particular consequence as only moderstely desirable while othero may
view that same consequence as highly desirable. ‘Becausé of this, we

' would like you to 1ndicate the desirability (for you personally) of each

. of the following outcomes. Rather thauy worry about the likelihood of

the outcome, please indicate how desirable the outcome would be {f it were
M
Lo oc¢cur.

The following is an example scale:

.

decreasing increasing

E desirabilitx deoirabilitx )
very _ © very

, undésirable H : : : : ¢ desirable

Agsin, an X in the middle space of the scale would indicate a neutral
evalu’tioh; i.e., an outcome that is neither desirable nor'undesirablc.




\ o ¢

»
4,

5.

6.

10.,More physicians will be attracted

Y

very

undclirlble :

-~

Students will be better motivated

" because they can see the importance

_of "classroom" knowledge in their

ptlctical experiences.

Highly qualified medical ;tudentu

will be atttacted - -

The mary demands on their time

A

/

will prevent students from absorbing

sufficieat knowledge to pass fxt‘t

year comprehenaive exams,

.o
»

" Priction may develop between paia-

medical . personnel and the ltudentl. :

Evaluative information -on petformance

-will be provided to both studants

#ad physicians by others in the
program.

Physicians will be motivated to
maintain continuing education.

Better medical facilities wfll be

developed.

The calibre of medicine will be
improved because teaching will
also add to the physician's
knowledge.

.Champaign County éhynictcni will

L X

become more 'visible" to physicians

elsevhere.

to the area who otherwise would
not hlvq come,

11. A closer student-physician relaiion-
ship will be created than exists

X

in traditional programs.

4

-~
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- As a result of the new ﬁrogrcn, how desirable (for you personally) is it that:

very
Gilirabl(
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very . very
undesirable : : : , ¢ desirabl

«

A

.12, The quality of students' education
may be poorer than in tradttional
programs,

I . ) .
13, Sdme students' practical experience
will not be ag fruitful as possible
because some physicians don't have:

. sufficlenc teaching abilities.

. ]
4. More highly qualified physicians
’ (higher scores on state board °
exeams) will be produced.,

15. Students will raise questions

* -and_provide feedback to physicians -
vhich might alter and improve
medical practices.

. Students will achieve more
involvement, understanding, and
respect for the patient, ’

Students will gain more practical
knowledge sooner by being able
‘to examiné patients earlier in
their education.

Physicians may eventually become
bored doing the same things over
again, such as teaching new
medical students, - '

Participating physicians produced
by the program will leave the
state to practice elsewhere,

- -
The program will motivate physicians
to continually review basic sciences:

\

There will be coordination problems
1o "lining up" a sufficient range
of patients' illnesses for the
student to study.

TeacKing abilities of physicians
will be improved, -

*




very
undegirable

Physicians will be more aware of
'why" they are doing things rather
than just doing them out of habit
(becayse they will be providing an
example for the studentg).

L4 .
Phy:icians will become avare of
recent medical literature. .

The existing health care ‘services
will be brocdened even further,

¢ ‘Small town practices wln be
encouraged

+ Strong competition might develop
between practicing physician: and”
academic: physicians for ‘hontrol"
‘of the students program. .
Plttenta wight fpol like gutnem
pigs, or a certain brittleness
might develop in some picctlces
(i.e., in gynecology a'patieat
might. resent & young male.as an
observer), L
Others (i. e., murses, techntcians)
may be induced -to {ntroduce and
. participate in new methods of
medical education in their own
fields.

Program-related activities may

take up too much of. the physician's

< tiwme,

Patfents will gain insight into
the complexities of medical
education.

A financial draiu on the state
will be produced, .

222

- very
desiradb.
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' of medicine and would greatly appreciate yout responses to. thesé items

‘accordtcg to national norms, Since we huve selected the questions on

'individual phyaicians, madical education, and the compunity in general

< i\ - 227
. ‘ 3
4 . ] -
B : .' * ’ . L ) -\ -
o B.3 MEDICAL KNOWLEDGE SELF-ASSESSMEN‘I‘ TEST .

L ~
it T

- . PR . .
i . v
M y

f. .o T
As yOu are probubli suare. che American Qollege of Physicians haa, in

- cooperation with ‘the Nationar Board of Medical Examiners, devebbped a

’Medical anled&e Self-Aasessment Progrsm. " ‘With. their permission, we -
have selected a representative sample of the Questions covering nine areas

on che follquing pages. _ oL - .- )

r

o

we wish to stress as strongly as possible that you will in no vay,
be evaluated as 2n individual physician in any of the areas.. The items we
have selected in fact, to a large’ degree were very difficult to ansier

EIT

this basis, it is virtually impossible to say that any individual physician
below the average since even highly knowledgeable physicians would,

over all score quite "low" on these iteus, : S )
s - .
Qur purpose for giving this questionnaire is to defermine if, and how .
much the new medicsl education program in which you will participate . .
» enhsnces knowledge in these areas’ .above the nstional norms. _ : 9//

1 A

Finally, ue*wish to stress thst the information which you provide u{

_on this and other ‘forms .are held in the’ strictest conftidence. by our research

group. The information from individual respondents is not reported ia

8ny” form to outgide groups. Only group cata is so released., We will, ‘of
course, be .happy to discuss .with you on a private basis, any’ queations you
misht have resarding your Personal responses. ;e SR -,

.

I wish to thank you in sdvance for your cooperation. We realfze that
this takes time to complete but we feel that the potential returns to

- 3

are wqrth thg effort 1f you have any questions oz comments concerning

gthis mater’al, please feel free to call me at any time,

x ‘
) . ‘
P

4 Lt
.




5 _METABOLIC DISEASE (Part I) ’ P X',&ctiénA

. : o . 2oL

Directions: “Each of the questions or incomplete statemen:s below ig t‘c.:llowed by
five suggested answers or completions., Circle the one that is BEST in each case.

. 1. A young man with gevere potassium depletion was found to have.increased .

3.

~€e; Oral phoaphntevt'heupy.

aldosterone produ

-

tion“but a normgl blood pressure. The most likely diagnosts
would be S ' ’ )

8, adrenal hyperplasia o e . o

‘b, adrenal tumor . .

+ A4

. <,
€. Juxtaglomerular hyperplasia (Bartter's syndrome) "

d. Cushing’s eyndrome )
€. renal tubular acidosis ‘ ’

>

4

Each pf the follwidé,findings 1s a feature of uné’reated primary Addicon"l,l
disease in women EXCEPT '

a. incressed plasma ACTH - - ’ . \ ""
b. hypotension ' . § o - -
c. 1impaired taste perception or ulipe
d. decrease in axillary and body hair ' ,
e. increased areolar pigmentation - i

. ¢

Which of the followin
hypercalcemia?

g may reveal latent liype}pnrgtﬂyrqidim bv producing
8. Digoxin (Lanoxin)

-

b. Insulin ' " ) )
: . ’

c. Spironolactons T . .

d. Thiazides

-

"w




" LNDOCRINOLOGY AND METABOLIC DISEASE (Part Iy By Section A

Directions: For each of the questions or’ incomplete stateménts below, ONE or MORE
of the answers or completions given is/are correct. Circle one or all of the
answers which you feel is/are correct.

< -

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 tempera:nre of 41.1 C (106.0 F).

Thérapy at this time should include intravenously administere

at propranolol hydrochloride ~1deral) g
b. hydrocortisone phosphate :
c. 1iodides ’ -

d. levarterenol bitartrate (Levophed)

Calcitonin

_ 4. . causes hypocalcemia

b. causes hypophosphatemia

c. . i1s secreted by parafollicular'cells of the thyroid
d. ‘inhibits bone résorption ' ‘




RENAL DISEASE (Part I)

Directions: Each of the
five suggested answers or

questions

l. Metabolic alkalosis and hypokalemia
large quantit.es of cough syrup contaiging glycyrrhiza fluid extract

a,
b.
c.
d.

e.

paraldehyde
ethylene glycol

A 53-year-old man with chronic

hypercapnia and cor pulmonale f
expectorants and bronchodilator
disclosed no abnormalities exce

Labpratory studieg: '

Hemoglobin
Hematorrit

Serum electrolytes:

Sodium
Potassium
Chloride
Bicarbonate
: pCO2 arterial
Blood pH
Urine:
Sodium
Potassium
Chloride

The patient was ventilated anc

.

The low-salt diet was continued

completions.

Section A

or incomplete statements below is followed by
Circle the one that is BEST in each case,

occur after ingestion of

large quantities of bromides

large quantities of aluminum hydroxide

| !

{
pulmonary dise¥se has been known to have chronic

or several mon@hs. He has been treated with
8, and has been on a low-salt diet. Examination

pt for findings'ind;cative of emphysema.

14.2 gm/100 mi
48 per cent

138 mEq/1
5.8 mEq/1
96 mBq/1

35 mEq/1

68 mm Hg

7.32

2 mEq/24 hr
65 m2;/24 hr
1 mEq/24 hr

the pCOy decreased to 40 mm Hg and remained there.

Electrolyte findings that might be anticipated include:

Serum bicarbonate concentration and pH will return

to wormal in 1 to 2 days

Serum bicarbonate concentration will return to normal in 1 to 2 days but

PH will remain low

Serum bicarbonate concentration will slowly increase to concentrations of

35 to 40 mwEq/1 over the next

1 to 2 Jays

There will be little change in the serum bicarbonate concentration, and

the blood pH will ;ncrease

None of the above

to a frankly alkalotic level
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RENAL DISEASE (Part II) Section A

Y

Directions: For each of the questions or incomplete statements below, ONE or MORE
of 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
- hig seventeenth year. He then developed bone pain and was found to have a
generalized decrease in bone density on roentgenographic examination. Physical
‘examination showed no evidence of band keratopathy or other abnormalities.
A plain rocntgenogram of the abdomen showed the kidneys to be smaller than
-normal. Blood pressure was 110/60 mm Hg. .

Laboratory studies:

Hematocrit
Hemoglobin
Blood urea nitrogen
Serum creatinine
Serum calcium
Serum inorganic phosphorus
Serum electrolytes:
"~ Sodium
Potagsium
Chloride
Total COy . content
Blood pH
Urine:
Sodium
Volume -

30 per cent
10.5 mg/100 ml
120 mg/100 ml
10.8 mg/100 ml
9.5 mg/100 ml
8.2 mg/100 ml

120 mEq/1
4.8 mEq/1
82.mEq/1
“10 mEq/1
7.19°

85 mEq/1
1200 ml/24 hr

Which of the.following«statements is/are correct?

a.

An impaired ability to exc

Which of the following complication
(Laeix) and ethacrynic acid (Edecri

a,
b.

C.

The normal serum calcium in the face of advanced renal failure is suggestive

of secondary hyperparathyroidism

A bone biopsy would probably show a combination of osteomalacia and

osteitis fibrosa

Markedaacidosis and renal sodium wasting support a diagnosis of medullary

cystic disease

Parathyrotdectomy is warrented to slow further progression of renal disease

adrenal i{ iciency
portal cirrhosis with ascites
anterior pituitary insufficiency

Cushing's syndrome

Potassium depletion
Byperuricemise

" Alkalosis

Hyponatremia

rete an orally administered water load is éssociated with

8 is/are common to thiazides, furosemide
n), when used as diuretics?
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NEUROLOGY (Part I) ) ' Section A

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. A 25-year-old womar is found to have asymmetric pupils, the left one being
large, oval apd poorly reactive to light 3dd accommodation. She alsé has
absent knee -and ankle reflexes.

Which of the following diagnoses woule/explain these fiddings?f
Argyll Robertscn pupil /’
Horner's syndrcme /
Oculomotor (III) nerve paralyé&s in a disbetic person
Adie's sypdrome

Tentorial,herniation

A helpful finding 1n‘distinguish1ng amyotfophic lateral sclerosis from

myelopathy associated with cervical disk disease is

a. the/presence of fagciculations in the forearms and hands bilaterally
b. 1‘§reased serum enzymes (aldolase and creatine phosphokinase)

c. (6§eudobu1bar palsy : '

d. extensor plantar (Babinski) responses

e. the absence of a spinal subarachnoid block on lumbar puncture

h
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 walked
and talked at the expected ages. He has had no unusual or serious illnesses.

His general health and physical development are normal, and neurologic examination
discloses 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 failg to recognize some words entirely,
He also makes mistakes in identifying single letters of the alphabet, Algost
invariably he confuses letters of similar form, such as 'b" and "d", and "N",
"M", 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, and
he can add, subtract, divide and multiply with formal facility for his age. He
can write numbers, and he identifies numbers correctly, except for a tendency to
confuse the printed "5" and ''9", .

Which of the follqwing 18 the most likely diagnosis?

4. Mental réfardation

b. Congenital agnosia and apraxia

c. Developmental dyslexia

d. Adjustment reaction of childhood with secondary learning retardation
e. Maturational variation, probably within normal Liuits
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NEUROLOGY (Part II) ) : Section A

Directions: Far each of the questions or incomplete statements below, ONE or MORE
of the answers or completions glven 1s/are correct. Circle one or all of the answers
which you feel is/are correct.

1. In herpes simplex encephalitis of adults, which of the following frequently
occur (s)?

a,
b.
c.
d.

»
Onset over a few days

Seizures within the first few days
Focal cerebral signs

Fatal termination

Neurologic mani festations of dissecting aneurysm of the aorta include

a.
b.
C.
d.

1schemic necrosis of peripheral nerves
coma ‘

spinal cord ischemia

_cerebral {nfarction
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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 14 cm below the left costal margin, and marked pallor of the gkin is
noted, There 18 mild scleral icterus. “

Laboratory studies:

Lemoglobin 7 gm/100 ml
Hematocrit . 20 per cent
Erythrocyte count 2,110,000/cu mm
Leukocyte count 6700/cu wm

Differential count:

Neutrophils 60 per cent
Mecamyelocytes 5 per cent
Myelocytes 3 per cent
Promyelocytes 1 per cent
Lymphocytes 25 per cent
Monocytes 2 per ceat

Peripheral blood smear Many tear-drop poikilocytes
Reticulocytes 5 per cent
Normoblasts 6/100 leuko-
cytes
Platelet count 340,000/cu mm
Serum bilirubin
Total 2.2 mg/100 ml
Direct (conjugated) 0.2 mg/100 ml
Indirect (unconjugated) 2.0 mg/100 ml

The mést likely diagnosis is

a. erythroleukemia with hemolysis’

b. agnogenic myeloid metaplasia with hemolysis
metastatic cancer with hemolysis

d. chronic granulocytic leukemia

e. none of the above
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HEMATOLOGY (Part 1II) ‘ ‘ Section B

Directions: For each of the questions or incomplete statements below, ONE or MORE
of the answers or comrletions given is correct. Circle one or all of the answers
which you feel is/are correct. : _ \

1l.. A 60-year-old woman was seen by a physician because of fever, 40-1b weight 1loss,
pallor, marked muscular weakn@ss- and recurrent infections. :

Laboratory studies:

&

Hemoglobin ' 8.0 gm/100 ml

ematocrit 3 24 per cent

cukocyte 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.
b.

d.

Roentgenogram of the chest -
Measurement of plasma gamma globulin
Edrophonium chloride (Tensilon) test

Intravenous pyelogram .

The spleen is the major site of erythrocyte destruction in which of the
following disorders? ‘

a.
b.
c.
d.

Sickle céll disease in adultg
Paroxysmal nocturnal hemoglobinuria
Pernicious anemia

Hereditary spherocytosis

A 42-year-old woman has chronic granulocytic leukemia. Which of the following
1s/are likely to be found in this patient?

Philadelphia (Phl) chromosome

a.

b. A low leukocyte alkaline phosphatase activity

¢, Splenomegaly

d. Coombs-positive hemolytic anemia

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 therapy yields symptomatic relief, but does not significantly
prolong life

d. Chromosome analyses revert to normal in patients in therapeutic remission
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RHEUMATOLOGY (Part I) ' 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 a_hematologist because of fever spiking to

40.6 C (105.0 F) each aftcrnoon accompanied by a stiff neck and a galmon pink
maculopapular rash over her trunk and extremities. Physical examination disclosed
hepatosplencmegaly and lymphadenopathy, Leukocyte count was 42,000/cu @p 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 likely diagnosis is

a. leukemia

b. infectious mononucleosis

c. Henoch-Schdnlein purpura

d. Juvenile rheumatoid arthritis

e. acute rheumatic fever
¢

A patient with systemic lupus erythematosus complicated by nephritis and
hyperuricenia (12 mg/100 ml) is considered for both allopurinol (Zyleprim)
and.6-mercaptopurine (Purinethol) therapy.’

Which of the following statements best sunmarizes the relationship of these
two drugs?

o
The two drugs should never be given concomitantly

The drugs may be given toggther in the usual dosages, but complete blood
counts should be obtaineg at least every two days

The pharmacologic action of allopurinol is inhibited by concomitant
adninistration of 6-mercaptopurine

1f 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

The pharmacologic action of 6-mercaptopurine is inhibited by concomitant
administration of allopurinal 2 /

A 36-year-old 360-1b 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
An elevated gerum beta-hydroxbutyric acid level
Metabolic acidosis
24-Hour urinary uric acid greater than 600 mg
Joint fluid with a leukocyte count greater than 20,000/cu mm
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RHEUMATOLOGY (Part I, continued) Section B

Directions: The incomplete statement below is followed by five suggested answers.
Circle the one that is BEST. )

4. A 12-yegr-old girl with congenital cyanotic heart disease due to tracsposition
of the sreat vessels was admitted to the hospital because of jo.nt 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
intervale, her knees became acutely painful for about 24 hr and she raquired
narcotics for relief.

Examination disclosed a markedly cyanotic, slender girl: Swelling of hér knees,
ankles, wrists and elbows was striking due to marked effusions and synovial
thickening. Clubbing of fingg;s 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 hyperv}scosity 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. ° i ‘

The 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 below;IONE 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 35-year-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 hie .
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
wmiddle lobe. A PPD (second strength — 250 T.U.) skin test was negative.

Positive results from which of the following would be helpful i establishing
the diagnosis?

a, Histoplasmin skin test
Coccidioidin skin test
Synovial fluid examination and culture
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 b&
five suggested answeré\yr completions. Circle the one that is BEST in each case.

.

1. A 67-year-old man,' who was admitted to the hospital, has beea obtunded and
' febrile for three day Tremors of the hands, jaw and extended tongue are
prominent. Nuchal rigidity is present. Cerebrospinal fluid cbtained by a
lumbar puncture contains\ 100 cells/cu mm with 60 per cent neutrophils, protein
40 mg/100 ml and glucose §0 wg/100 ml. The concomitant blood glucose ig
105 mg/100 ml, i

Which of the following would\be most appropriate at this point?

a, Administration of benicili n, 15 million units/day, intravenously

b, Observation for 48 hr - . / )
c. Admingptration of 1son1azid,\ 00 mg/cay and streptomycin, 2 gm/day
d. Administration of metyicillin,\8 gm/day, intravenously

e. Adninistration of ampicillin, 8 gm/day, intravenously

Transient pulﬁbnaty infiltrates, episodic wheezing, low-grade fever and
expectorat{on of brown plugs are featgred most charactg:istic of

a.. allergic bronchopulmonary asperg{llosis . -

b.. systemic sclerosis (scletodermai”.

c¢. Goodpasture's syndrome ‘
d. sequoiosis

e. byssinosis
i

-Amphoféricin B therapy is indicated for each of the following systemic
infections EXCEPT

a, coccidioidomycosis
b. histoplasmosis

c. candidiasis

d. nocardiosis

e. cryptococcosis

Aantibiotics are useful in ‘the treatment of each of the following causes of
malabsorption EXCEPT

a. systemic sclerosis (scleroderma)
b. Jejunal diverticulum
c. 1intestinal lipodystrophy (Whipple's disease)

Ll
-

d. celiac-sprue disease (nontropicyl sprue)

e. tropical sprue




T

INFECTIOUS DISEASE AND ALLERGY (Part I1) . . Section B

. ]
’ -~ *

Directions: For the'ineomplete statement below, ONE or MORE of the answers or

completions given is correct. Circle one or all of the answers wkich you feel
is/are correct. . ’

1. Staphylococcal enterocolitis

usually occurs in hospitalized patients undergoing abdominal surgery
who have received antimicrobial therapy

18 readily diagnosed by microscopic examination of a Gram stain of a
stool specimen .

=

should be treated with an orally administered antistaphylococcal.
an;}biotic‘such as vancomycin (Vancocin) .

18 caused by pféfqrméd'exotoxin; ™
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PULMONARY. msmss' (Part I) - ' S ' Section C

. Directions: The 1ncomp1ete statement below is followed by five suggested c'on;plati.onc.
A " Circle the one that is BEST. ‘ o

. Lo v “

) - 1. The most effect{ve neans of lowering puluonary artery pressure in a patfent
who has chronlc obstructive lung .disease with cor pulmonale is by adminis.tration

-of . 4
¢ : a, dfgoxin (Lanoxin)- .
L ‘ " b. aminophylline . : o e )
) ’1 c{. oxygen ‘

- d, a nebulized solution of 1aoprote1enol (Isuprel)
e. ethamivan (&nivan)

BN ~ W
= _

N . . - v

ww*msaas (Part n) : o T )

. ’ Directions. For each of the queations or. 1ncomplete statements belcw, ONE or MORE

.. .~ of the answers or completions given is/are cortect. Circle one or all of the
: answers which you feel 1s/are correct. . S

Ve

N . ¢ N »

1. Which of the following statements concernmg severe kyﬁ\oscoliosisus/nre true?

) a, Kyphoscoliosis may result in hypoxemi a and’ pulmonary hypertension

s ' ?b. Respira ory failure .often results from lung Infection . ‘
' _¢. Cor pulmo':mle may occur - |

d. There is 1nterst’1t1a1 fibrosis of the lung parenchyma

2. Which of the following occur(s) in patients who have bronchial adenomas? .
a, Facial erythema and flushing
b. Hemoptysisq . . o .
c. Lymph node metastases ‘ . - ) ' “

»d, Recurrent’ pneumonia

) 3. Which of the following is/are associated with recurrent pneumonia? '
¢ a. Hypogammaglobulinemia N ‘
b.« Bronchial adengma
c. Achalasgisa
d. Goodpasture's syndrome
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PULMONARY DISRASE (Part II continued) L Section C

L

4. A 35-year-old businessman flew ftom Chicago to Aspen, Colorado. The following
day he climbed a moyntain, reaching an altitude in excess of 12,000 ft,

. During the descent he became dyspneic. ‘The dyspnea continued after he C

reached his hotel toom There was no history of heart disease. . - B

A physical examinltioh would be likely td'disclose

a; distendud neck veins when the patient is in a sitting position
b. an enlarged tendet liver ’

c. an enlarged heart with a gallop rhythm e

d. numerous medium moist rales

-

¢
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GASTROENTEROLOGY (Part I) /} . , Section C

-
w
’

Directions: The incomplete statement below is f01¢°"20 by five su: eoted
completions. Circle the one that is BEST

1. - The use of exchange transfusions lor patients with hepatic coma due to
‘fulminant hepatic necrosis
. Ta. 1is clearly indicated for ali such patients .
. b. has been proveén to-be more effective tha~ hemodialysis in proionging X.fe
- €.’ resultr ‘n survival of 5O per cent of the pstients _
d. requires further eGaluation‘before.its therapeutic -:'ue can be accepted

3
4

' GASTROENTERGLOGY (Part II)

- Directions: For @ach of the questxono or incomplete statements Belou, ONE or HDRB .
> . of the‘'answers or: conpletions given is/are correct.” Circle one or all of the
' ) answers which you feel islare correct, ’
VA B The development of alkalosis in a patient with hepatic encephalopathy -

a, 1s common in deep coma s

b. 1is usually a respiratory alkalosis, presumably 'due to metabolic .
\abnormatities affecting the respitatory center

c. increases cerebral toxicity from plasmé hyperammonemia

. d. can be.treated with clinical benefit by uclng carbon dioxide inhalations
v . S or dilute bydrochloric acid given intravenoualy .

2. A mlddle-age patient develops a large, straw-colored, tlear, right pleural
effusion that recurs rapidly after thoracocentesis. He has been known to
have advanced cirrhosis of the liver, an’ has had ascites for the past
tnree months. . )

Which of the following statements is/are correct?

—

a. The presence of a separate intrathoracic dioease (1.e. cancer, tuberculosis)
is probable .

o b, The pleural effusion is derived from the ascitic fluid ‘as’ a result of
. tiny defects-in the right diaphragm -..iich permit the free movement of

. ¢ ) abdominal fluid into the thorax
- c. The pleural effusion 18 due to azygos vein hypertension S
.. d. Pleural effusions on the right side are wore common (5 to 10 per cent)
than on the left side in patients ‘'who have cirrhosis of the 1iver with .
maiked ascites
L] ) * 47

. ' S ARG



i
i

239

GASTROENTE:C1OGY (Part II continued) . Section C

>

3. The maximal betazole (Histaloé) test for gastric hydroéhlofic acid secretion

a. provides a reliable method for distinguishing between patients with
duodenal ulcers and patients without ulcers

b. - shows little similarity between patients with duodenal ulcers and thosge
with benign gastric ylcers

c. 1s of great value in separating patients with the Zollinger-Ellison
syndrome from patients with gevere duodenal ulcers who do not have
gastrin-producing tumors

d. 1is _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 ghe had jaundice for
two months. For years she had consumed a liter of wine daily. Physician
examination disclosed hepatosplenomegaly.

Laboratory sgtudies:

. Hemoglobin 8.3 gm/100 wl
Reticulocytes 4.3 per cent
Serum bilirubin: )
Total 9.6 mg/100 ml
Direct (conjugated) 2.5 mg/1G0 ml
Indirect (unconjugated) 7.1 mg/100 ml
Serum glutamic oxaloacetic
transaminase (SGOT) 3 X upper limit of normal
‘Serum albumin 4.5 gm/100 ml
Serum cholesterol 275 mg/100 ml

A peripheral blood smear showed reduced platelets and many erythrocytes
with conspicuous spur-like projections,
ot

With respect to this'clinigal picture, which of tge following statements
is/are correct? )
a. The patient's bone marrow showed bypoplasia of erythroid precursors

b. The patieﬁt's serum transformed normal erythrocytes into acanthoid
cells during incubation

€. Acute infectious he, atitis is frequeﬁtly complicated by similar hematologic
findings

d. Cirrhosis of the liver due to alcohol is the most common cause of thesge
findings
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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 purufént pericarditis caused by penicillin G-gensitive

. Staphylococcus aureus, the therapy of choice would be

a, adninistrat.on 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

A 33-year-old woman with a hictory of rheumatic fever and chronic atrial
fibrillation had, on auscultation st 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. presystolic distention of the left ventricle

b. absence of an end diastolic gradient across the mitral valve

¢. a persistent end diastolic gradient across the mitral valve

d. a left atrial systolic (V) wave with rapid descending limb (Y descent)

e. marked elevation of the left ventricular end diastolic pressure

A 19-year-old secretary with a known heart murmur went to the dentist and had
her teeth cleaned. Pour 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 I . Section C

Directions: For each of the questions or incomplete statements below, ONE or MORE
of the answers or completions given is/atq correct. Circle one or all of the answers
which 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 ovale
c. Pulmonary arteriovenous fistula

d. Tetralogy of Fallot

A 55-year-oid man has a history of fainting after standing for shoré periods
of time, When supine, his blood pressure 1s 130/80 mm Hg and his pulse rate

is 80/min; when standing, his blood pressure ig 75/50 mm Hg and his pulse
rate 1s 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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INSIRUCTIONS: Please indicate the degree to which you agree or disagree with
the following statements.

Continuing “ducation

'+ My involvement in the SBMS-U program has enhanced my education in iae

basic medical sciences.

Strongly Strongly
Agree L : : : : : : Disagree

Comnent:

I have learned significant new aspects of basic science by my involvement
in the 5BMS~U program,

Strongly Strongly
Agree : : : : : : ~: Disagree

Comment:

I spend more time talking with my professional colleagues about basic science

than before my involvement in the SEMS-U progran,.

Strongly ' Strongly
Agree : : : : : : : Disagree

Comment:

ihe basic sciencz textbooks are of 1ittls usa» 10

Strongly , Strongly
Agree : : -2 : : : Disagree

Comment:
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I fe21 that I am enhancing my continuing education by my involvement in
the SBMS-U program, )

Strongly : ' Strongly
Agree : : : : : : : Disagree .
Comment:

—he

1 would do better to spend more time read:nz journals and taking special
courses instead of trying to help beginning doctors.

Strongly Strongly
Agree : : : : : i : Disagree
Comnent:

I find that I am learning more basic science by interacting with students
than by reading alone,®

Strongly i Strongly
Agree : : : : : : : Agree
Comment :

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 nty
practice,

Strongly . Strongly
Agree : : : : : : : Agree
Comment:

r
T ps — . . . .
1 find my co§t1nu1ng education ir the tasic sciences, as a rerult of ry
1nvqlvem§nt in the.SBnS-U progran, rore directly relevant to the needs of
Iy immediate practice than othar ccatinuing educational exercices in these
basic sciences which I have employed,

Strongly . Strongly
Agree : : : : : : : Agree
Comment:
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Time

I spend too much time with students.

Strongly ) - Strongly
Agree : T : : Disagree

Comment:

Estimate the amount of time per week you spend engaged in the following
activities: (to closest hour)

a., student contact

b. colleague contact concerning SBNS-U progran
¢. studying textbooks

d. studying the curriculum

e. studying professional journals

I can't afford to spend four hours per week with a student.

Strongly - Strongly
Agree : : : : : Disagree

Comment:

I feel that I am shortchanging the students due to the rimited amount of
time I can spend with them.

%trongly © Strongly

Agree : : : ¢ Disagree

Comment :

The flexibility in LDA/HDE tinme scheduling permitted by tne SBIS-U program
makes the experience more enjoyable,

Strongly Strongly
Agree : : : : ¢ Disagree

Ccament:
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Teaching/Frorram

1y role as MDA/MDE should be more closely and completely defined by the
curriculum, .

Strongly Strongf&
Agree : : : : : : : Disagree

Corment;

My role as MDA/MDE has been too defined end limited by the.curriculum.

Strongly . c ’ trongly
Agree : I : : : : + Disagree

Commant:

I have been provided adequate {ools to carry out my responsfbilities as dwo
MDA/MDZ in the SBMS-U program,

Strongly Strongly
Agree 1 : : : : + Disagree

Comment:

The SBMS-U students are being given less than the optfﬁum level of education
in the basic sciences,

Strongly Strongly
Agree : : : : : : " : Disagree

Comment;

1 fexl at a distinct disadvantage in dealing with the Fh.D. basic science
facuivy.

Strongly Strongly
Agree : : : : : H - 1 Dicagree

Comm=nt:
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The SP5-U progran has limited notentlal in apnllcatwon elsewhere in
other curroundings.

Strongl Strongly
Agree : : : T - H : : Disagree
- L4

Commeant:

~

I would prefer to have more gtudents to deal with on a2 regular basis.

Strongly Strongly
Agree : : : : : : : Disagree
Comment : L

I don't feel competent to Judge 'the studcnt's progress through the basic

science curriculum, .
Strongly . Strongly
Agree : I : ) : : + Disagree
Comment: &

The curriculum design of the SBMS-U program is a good one,

7

Strongly Strongly
Agree : K : : : T : Disagree
Commant: - .

o)
v

The advising/evaluating functions wou'd better be handled by full-time
rather than part-time physicians.

Strongly ‘ ’ Strongly

Agree : : : : : : : Disagree
Cowa~ont:
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24T
Madical training is better left to full-time faculties,

Strongly
: Dicagree

I should be paid by the University for my involvement in the SBMS-U program.

Strongly T . Strongly ®

Agree : ‘o3 : : : Disagree

Commant:

t

The SBMS-U staff has been responsive to my needs as an adviSOr/evaluator in
the progrom.

Strongly . Strongly
Agree . : : Disagree

Comment:

-
Having my students using community hospital facilities has proven &I oo
=3 disruptive,ﬁb )1[Sf;‘nl ¢y N PP )

Strongly Strongly
Agree : : : Disagree

Commzant:

Practice

My involvenent with the SRMS-U program has interfered with my practice.

Stro2ly , Strongly
Agree : : : : Disagree

Conmeent:
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The now knoul-dge in the basic sciences goined throush my involvement
with the £BM3-U progrom has had an impact on the  improvement ot ny
practice. )

Strongly Strongly
Agroe : : : : : : : Disagrepe
Corraant:

t

I have been shortchanging my practice by ry involvement in the SBIS-U
progran. .

Strongly Strongly
Agree : : : : : : : Disagree
Commant: -

My inveclvement in the SBMS-U program has had little impact on my practice.

Strongly Strongly
Agree : : : : : : : Disagree
Comment:
Status/Personal

I feel much better.and professionally responsible as a result of my involvemaznt
in teaching beginning doctors.

Strongly . — Strongly
Agree : : : : : : Disagree
Comment:

I would r2commend thot ny colleaguas not y=2t involved in the SBMS-U program
get involved in the vrogram.

Strongly s Strongly
Agree : : : : : T : Disegree
Conment:
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3. The student centact is valuable to me™
j 3
Strongly 1 - Strongly
Agree : : : : : : .+ *Disagree
Comment: ,

L, I feel that I am a part of the faculty of the University of Illinois
College of Medicine, .

2

Strongly - , Strongly

Agree : : : : : : : Disagrce :

» Comment;

5. My involvement in the SBMS-U program has interfered with my family life.

Strongly . Strongly
Agree : : : : : : : Disagree
Comment: ’

6. My part in the SBMS-U program is important.

Strongly . Strongly
Agree s : s : : : : Disagree
Comment:

)
: E
7. 1 play a significant role in +he 5B!5-U progre:.

Strongly Strongly
Agree : : : : : : : Disagree

Comment;




As you perhaps know, there are many_un;csolved iSSués in medical
education today. As part of a larger stud; designeé to examine some
" of these issucé, we are interested in how you, as a medical student,
feel gbout thuem. o ] C

This queéciénnaire is designed to figd out what you taink about
various aspecis of medicalvcraininé and practice, The information waich
you provide will be helpful indclatifying problems of medical education.

We recognize that many of the questions deal with complex issucs
and thet the altcr;atives do not always express chéKSubtleqies of your
opinions.  However, the purpose‘is to obtain an overall picture of the
attitules held by medical studénts. N

There are three points which we’wpuld like you to bear in mind while
filling out this questionnaire: |

1) This is not a test; there are no right or w%ong an;wers.

2) Your individual identity will not be revealed and your

personal answers will be kept confidential.

3) Read each question carefully before answering.

0}

Thark you for onr coyperation in thié study. .
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1.

(1)
(2)
(3)
(%)

(5)

)
&)
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(a) At what age ¢id you first think of beceaing a doctor? (Check one)
Before tuc ane ol 10
. Between 10 and 13 years of age
At 14 or 15 years of age n
' At 16 or 17 years of age \ :
e ————— [
Since the age of 18 R
(b) At what age did you cefinitely decide to study medicine? (Check one)
Before the age of 14
: At 14 or 15 years of aga ‘
At 16 or 17 years of age ' :
. L . N
Between 18 and 20 years of age , 3
- Since the aze of 21
Which gre of the Iclicwing stateilents best describes tha way you feel about
a career in rmedicine? (Check one)
It's the oaly carcer that could really satisfy me
It's one of several careers which I could fing almpst equally
- satisfyiag \
It's aot the most satls‘ylnb career I can think of, cverythlnb
considered :
"A career I ‘deeided on without considering wne;hcr I would find
it the wost saC1sLy1n°
(a) FEov important was each of the following in your decision to enter the
zedical proiession? {Answer {or eacih)
Very Fsirly Of vinor © Not at'all
ioportant ioportant irmportance 1important
Lother "
rugther _— —
i N .
Celtar relacives —_—
siluiz wlo are act in -
L.eCncine -
szu.c-_', Jou Rkacw
paToon eaaf N
Qhps.ciels Jou have heard '
o reLd Lucut
vsllcalotudints yYou kacw
Ladersiieulle geacter : _ -
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' 3. (a) (continucd)
. Very Fairly Of minor Not «: all
foportant  important importaace izportant
(9) Bocks, movics or plars

(Give titles: _

) . ’ L 2 - »
(10) Ocher (Maat? :
7
¥
. ®) Wailch ttro of these were of most Irportance in your decisioa to beccze
a coctor? (List the appropriate nurbfrs)
e ——eney \
X
4, At the precent tirie, how do the the following meubers of your farily feel
about ycu beceming a doctor? (Answer for each)
. Stroang Slight Expressed Slight Strong
encour=- encour- ng opposi- opposi- Doesn't
agcaent  sgement opinion tion » tion apply
ifother
Father ‘
y Hife or .
J husband ‘-
3rother or '
sister
Ocker ’ . ,
relatives

5. Cocioveo r 22 vy oruar iad to becens

- & g doz , u cver bave any
GovLoz EhLT thls wil tlo riohe decisioa Jor you? .

El{fc'.g. ' , | - :

P o \
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All thlags considered, about how much do you know about what you can
expect in médical school? (Check one)

A great deal

A fair azount

Bnly a little

]

Practically nothing

“

dntare .

Hows importaat has each of the followiag been in helpiné you to form a
picture of what medical school is 1like? (Answer for each)

Very Fairly Of ninor - Not at all
inportant important inportance  important

Medigal school bLulletins

Medical students at the Urbana
campus )

Medical studeats at the Chicago
campus ’

M%ﬁical students at other
schools - .

Ng
€ L4 : . »
Jlienbers: of your family who are
doctors -

Your family physician

Other’ pRysicians who are
friends . -

Medical schoéi'chulty

College faculty

Spa—— A ———

- —————— ar—————
N rmt—— .  am——

— e ——— p——

NES R
BRI R I

Boolis, movies, plays
(Give titles

et ———— ety

Other (mct?

—————— .

- — — ——— o——————— —————

Cen.pived to your under

‘gracuate studics, hov much tire do you think your .
SLUL.LCS LIn your 1i¥St yeis ol nodical sciwol ara -~ ing to taka? (Cieck oad)

(v

LCu

_ I thiak I &nogoing to have to cpead nore time ¢ my studies in
medical cchool .
S
I taiak I can ~zone less time oa them -
I think T'11 have to spuad abeut the sane auiount-of time oan theam
Jdon't know - .
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9. In your opinion, how irportant 15 cach of the folloult for a student to
get the wost out of the f{irst year of wedical school? (answer for cach)

Very Not 2t all

. ortaat izportant
Manual dexterity (uith lcp ' P

instruments, tools, : : :
machines, ctc.)

Ability to wemorize

Ability to copc with theoretical
naterial :

Previous knowledge of physical
§ iecace

Ability to put aside almost
everything for your studies

Previous knowledse of social
science

Gettiny along with other students

Ability to remain r-»laxed, rather
than overly tense and nerv ous about
your work

Learnin3 as wany medical fzcts as
possible

Making up your owa mind about what
to emphasize in your studying

Getting along with the medical
faculty

Ability to carry out research

10. Uhat is your realistic appraisal of hcu well ycu will do in your first
year cempcored with the other members of your class? (Caeck one)

I expect to do coasiderzbly better than ayerage
I expect to do scmewhat better than average
expect to be about averaze

to be belew avecaoe

.[ER\V
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11, How <¢iliicult do you thinlk cach of the follewing will be for you in your
first ycar of medical scnool?  (Aasuver for cach)
Very ' Not at all
difficult ) difficult
daking friends in your
class

Keeping up vith othor studeats
[ I3

Learning wviat {s enpected of you

Adjustmant to the sishis and smells
of the anacgmy lab
< -

) A 3 )
Learning tp thick {or yourself

. 7 * .
Getting €6 knew Eu:ulty temders

wot allowiaz yoursel's to beccue
overly tcnse or neivoug':. aosu;
your work

%

12, %oy tuch contact with each ol tha Io"lowinﬂ““noups do you thinak you will
have curing your {irst year in r-dical school? (nﬁsuer Lor each)

5 - CEw L
Ll SN,

.ore than Exfres ely - .
enouzh contact little contact

"
%

lictabers of cther classcs in
wedical school

- .

Basic Stteace faculey,

Nen

o XSS

rvx}~~ ﬁ"*t.&n~Cul~;”Cdi- -

at (ycur)

Very
little

B:RIC

‘ mmmwm



6

14,

doctor? (Check oae)

-

I alrcady think of nyself as a-doctor
During oy first year in riedical school
During iy second year .
Curing third ycar
During uwy fourth year
Duriag uy internship.
During my residency

Haven't given it any thought

~aat things do you think you will like best about

able to deal directly with peaople
¢ able to help other people

Being my own boss

Being sure of earning a good inccme

—————
——
D
——eeee
.
— e
e
————

Other (What?

Awen do you expect that you will first ceme to think of yeursclf as a

being a doctor? (Check

™

The fact that medicine is a highly respected profession
Having interesting and intelligent people for colleagues

Doing work involving scientific method and research

The challenging and stimulating nature of the work

)

16. (a)

the wedicul pro¢;551on7 (answar for cach)

(1) A profession vihich has hizh standing
ia taa cormuaicy

ol scovice to the ceriwally

voieh’is scecure and

a wihich helps imdividuals

in wiilch real obility

zed by one's colleaguces

Loeon Yteduiring havder work

[N DY
wDOVe

Ia yeur opinrcn, wiach o ol ti2

weeical poodension”

R

P o
Y

Very geod
description

Ia ycur opiaion, how well does each of the ¢ollowLng phrases descrlbL

Poor
decscription

Fair
descrigiion
-

N

B
. ~
RIER TN

(Last thic apyovoiiate au. u.v)
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‘oW Go you fcel about cenpating with other people, especially uhea the
stakes are nigh? I .eling about competitive situations is that {Check
onc)

dislike then and prefer to avoid then cempletely
dislike thienm semevhat

have ncutral feelings about them

enjoy thom scmevhat

get 2 kick out of them and scmetimes scek them out

liow ruch cempetitiveness do you expect aoong youv classmates in cedical

school? (Chceck one) \

A great deal of cempetitivencss:
A fair anount of ccmpetitiveness
Oaly a little ccrpctitiveness

Mo ccupetitiveness at all

(2) Belew is a list of problems and situatioas which uany medical students
ceet ina their dealings with patients. How confident do you expect to feel
about your ability to ccal with each of thesa problems at the preseat

tine? (Answver for cach)

(.opletely Completely lacking
confident in confidence
Wacn a patient has an euo-
tional oucburst of scme kind

Preventing a patient frc
cabarrassed during a pelvi
excmilaatioan

o buCCulW"

to co a painful pro-
¢ a sick chlld

?utl at that
220 04 L;x co

Liealuc aay <.l liculty

doctor as one ol your

Lafl, Lol O AN 4 Cin (00838 i
2 =]
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Completely ‘ Completely lacking
confident in confidence

Deciding on appropriate med-
ication and dusage

Handling a patient who refuses
to accept what you tell him

(b) About which of these provlens do you expect to feel rore confidant
once you have become an experienced practitioner? (Iadicate the appropriate
nucbers frem the list above ) T

(3) In your opinion, how importznt is 2ach of'the following characteristics
in rmaking a good physician? (Aaswer for cach)

Very Fairly Of winor Not at all
. . ioportant  important  importance icportant

Good appearance,

Warn and pleasing personality
Dedication to redicine

Hijﬁ intelligence

Skilliul managenment of tire
Scientific curiousity
Integrity

Ability to think in an
orzanized way

Research ability

AtTIiTy To get along Vith
pcople

Recognition of cwn
linitations
A
3 real enjoynent out
Lcine

(®) Ia your coinion, uhich tro ¢f thase characteristics are ~os
in maiing a jood physician?  (Lisc the apprepriate numbers.)

(c) In yocr cpinion, which tuo of thcse are rove izportant to nedicis
thaa to cther ninlissions? (List che appropriste aunbers.)

PAFuiToxt Provided by ERIC




How important is cach of the following types of social behavior
to the success of a physician? (Answer for each)

Very Fajrly Not at al
important impprtant importan

maintain a restrained and dignified manner

wear conservative clothing

particiﬁate in community activit'es

be a good conversationalist

have a degree from a top medical school

maintain an air of canfidence (even when he

not feelineg ceniident) e e

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 PRACTITICNER
Under $§10,000 Under $10,000

~$10,000-$20,000 $10,000-520,000
$20,000-$30,000 $20,000-530,0C0

$30,000-$40,000 $30,000-$40,600

$40,000-350,0¢0 $40,000+-$%0,000
$50,600-575,C00 ' $50,000-575,0060
Over $75,000 Over §75,000
. s -
ow @uch have you thought about the kind of medical career you would
11ke to have? (laeck onc)

A pgreat deal,
A fair coount

Oaly a 1itele

D
———
et
———

not at all
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24, Mon ven have finiched your formal redical trainid~r (including “rork bryond
our ileD.) s

(3) To what type of profcssional activity iu the list below would you
prefer to give most of your working time? Please indicate your first
two choices in the order oi your preference. (Caeclc one in each group)

¥ FIRST CEOICE
General practicé
Specialty practice (Which specialty? = D
Teaching scme wmedical specialty (Which specialty? )
Doing rescarch
Other (What?

SECOND CHOICE

General practice

Specialty practice (Which specialty?

Teaching scme medicai speciaity (Which specialty
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 post of your working time? (Check
one)

-

.

General practice

Specialty practice

Teaching scrie medical speciaity

Doing research
Other (What? )

certain are you abeut your choice of proiessional activity in
(b) above? (Check one)

Very cercein
Fairly certain

wot at ail certzain

25, Il ycu could arranze it, in waich c< ol the follcuving situatioas would
Jeu pLan to carry cut the professioanal activicy you said you preler most?
(Chccls onc)

Cun pro,sessicnal ollfico wich hospital aZfiliation
Cun prolcssional office witheut hospital affiliation
Large privade clinic or hospital
C.all yroer clinic

liedical selool

Octhers (Waat?

ERI
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Waal yearly incowme do you think you mi:h calisticolly ¢omect

s

(a) Tun years after nedical school?  (Cheek one)

e Under $10,0C
o $10,000-520,00
o $20,000-330, 40
— _ $30,000-8$4C,C00
— $40,005-$50,000
$50,000-§75,00C0
Over $75,000

(b) At the peak of your career?
Under $10,000
. $10,000-520, 000, - -
“.i:_~__ $20,0C0-$30,0C0
—_ $30,000-$40,000
— $40,000-$50,000
— $50,0060-575,000
Over $75,000

O —nnags

—————

27. (@) VUhat tvo thingeer-activiTies tom tho Tict S5eiow d0 you expect

Will glve you the most satisfaction? (Check one in each column under

(a) ' (b)

Mest satis~ * Next wost tis~- hexo nosc
b J o~ .
fying to satisfying satisfyin;
. . . . YOU to YOU T ORE
Vorkinsg towsd ational or ou Lo Lolavas
crnational bet

Tinam s e a -9 I,
VTOLUEL00 A Cuteer

5
cenaunlty ™

- N
P VAY VA SN
LCflvitoie ®
ST OpLRLO0 Whad Lwo thiias ¥ activities i fuT below give
e L@ nosl satisiaciion? (Clegci coluing




‘ Full Tt Provided by ERIC

.

210w Are scac considaer
specialty vr of onoral
ant to you &3
(Check tuvo in euch colu.n)

Gl aCUL Lieal e LU il
CraeeTi0e I8 noeloatie.

YOU tii..l LCoul Your cLfelr?

El

OppurLURLLY [0 XAS YOUT palilnts wel

to cstablish your own Wours of wold

eting diu,n0scic prodlens wadt ale perticu

Alenging

velationohips with colleagucs

ur effores

-

restije within t ed i profession

How cdifficult is it for you .to finance
(Chnt’Ck OJC)

Extrcuely
cifficule

!

§Eﬁglarship
loan(s)

personal savings’
crployrent cosing school yedlx
etaloynent it vacatioas
5..0U5u

Feb o

3

’

Totar = 10,




30.

13
i o
Low often (nusuer of hours per weck) do YOou ¢xpect to engage in the .
following activities while in medical scnool?

Going to the movies

Readins serious books-amtWiZazines
._f.aﬂ"/

e =] I - - T S LN
' ~—tIStening to music . e
IERT Can ‘ attendin; sports cvents as a spectator
s e S — -
N al — Participating in sports events -
Going out on dates
- Attending classes
Particizating in organized campus activities
Talking with friends . .
e R m———— T e e -z mIme mmee e e e Sy T LY - = =¥ - =
e T Seeing puticncs
e Working at special hobbics (What? )
) Oth® (Whac? )
—
13 - . - -
! 3l. What is your father's occupation? o
‘ L
4
* 32. Do you have any relatives who are in any of the following professiong?
v (If yes, what is their relationship to you?)
. L A
| ‘
. Other
s ) close Other
Yo Yes Parunt relative  relative 4
W0 ‘
Lo ors .
e iiio o . .
“ Coivs PREEY
PRV - —
. SWlLos
Lo TS *
Cl. vy [ ooles-
i L e, |
% G ) ‘
§

ERI
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33. Duclsy your first year of medical school, how 1i':aly do vou feel it 1s
[Lnat you will ceme in contact wich the folliowirg types ¢f Infocmation?.

" e e el » \\
i . ‘ likely -+ ° unlikely
¢ a. general informaticn abolt . )
BN A R TN RIS T DA PV AT T 0T M S S Sl Sy S "7 :
) b. Inlormaticn adout climical :
] applications of bas.. mad- .
. - ical scicaces ) 1 2 3 4 5 6 7 .
¢. infeormation gbout basic wed- . . . o]
ical science theory per se 1 2 3 4 5 6 7_
.0 X P . .
39. Trom your poiant of vicw, how desircble is it that you come in contact
‘ with cach of these types 0f information? . _ .
=y = N B ]
’ " desirable undesirable
a. general wnzormation about
' the nedical proiession : 1 2 3 4 5 6' 7
b. information about clinical . )
applications of basic med-
- . ical sciences 1 2 3 4 5 6 7
e e e e e e @— infoTmAation-about-—bagic-med—-- - e A R M
ical sciencer theory per®se 1 2 3 4, 5 6 7
) pexr se
. ‘ . .
’ hY

« Q .
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B.6 STUDENT ROLE EXPECTATIONS QUESTIONNAIRE

»

>

_As a Begininng Doctor, there are several activities in which
you may éngage, " The illt iimn we vere togather, we adked }ou to
sort several of these activities into categories which represented
the‘amount of( time and energy you felt you mights allocate’ for
each, ‘ | C

\\ —_— ' . .
Today we are 1nteregted‘1n two things. "Pirst, we would like
your best estimate concefning the lskelihood that you will engage

{n each of the activities presented and second, assuming thét you

~ do engage in the activity, we would like you to indicate how

desirable that activity wouléd be.

It is our belief that the likelihood and q;lirability
estimates will help us to better unggrltaﬁd qﬁai is_encountered
by the i{ndividual in his role of Beginning Doctor.

As ugual, we hope that this information, presented in
group summary form, will provide feedback about the medical

education process.

Thank you for your cobperltion.

“n




~

Consider your role as a Beginaiag Doctor.

listed below, please indicate the probability of its occurrence during'

fbc’ school year.

s

»

Por each of che activities.

- >
. very
I will: likely : : : . : :
» . -
1-. Attend classes. : : i : :
2. . Talk aboyt non-medical -
matters with other
‘Beginning Doctors. : 5 : : : :

9.

Help my fellow-B.D.s
with academic problems
. they encounter. -

"Listen to the complaints
- of my fellow B.D.s. :

LT

Read texts' snd journals
which are not. part of
any formal assignment. :

Attend meetings, seminars,
and colloguia for B.D.s. :

..
-

Ask nurses and technicians
.questions about medical -

-___(-_-_\«

prcctic,e_l. . :
Study to pass nationsl
boards. - - :

Manage the social relation-

. .ships between doctor and

" 10.
11.”

12,

13.

-

14,

15.

patients. N :
Cram for exama. :
Do Phygical exams. . (
Take histories. }
Diagnose patients'’ :
medical problems. -3

Ask other B.D.s qu_e,;tlo"nl
about academic and clin-
" {cal problems, :

[ 13

Beck out faculty for in- "
dividualized help ia the
basic medical aciences. ':

..

”

ot€

~very
untikely




i

i

. . very
I will: Kely
16. Study those basic medical

17.

<

N
7

sciences in which I devetop

special {nterest,

Stu-y those areas of a
basic science in wrich
I develop a speciil in-
terest,

(13

23

oo

Ty
R

very
unlikely







DERB

As you have indicated, scme of the activities are more likely to octur than

others. Assuming that you do engage in each, pleage indicate how desirable-
undesirable each would be. ’

It is: highly < —>  highly
s desirable : : H : : : : : undesirable

Attend classes. :

Talk about non-medical matrersg
wicn other Béginning Doctors, :

Help my fellow B.D.s with
scademic probt.ems they en-
counter,

Listen to the complaints of
my fellow B,.D.s. :

Read texts and journals which
are not part of any formal
assignmment,

Attend meetings, seminars,
and colloquia for B,.D.s.

Ask nurses and technicians
Juestions about medical
practices.

Study to pass national
boards.

Manage the social relation-
ships between doctor and
patient,

Cram for exams,

Do physical exams,

Take histories,

Diagnose patients' medical
problems.

Agk other B.D.s questions
about academic and clinicai
problems.

Seek out faculty for individ-
ualized help in the basic med-
ical sciences. :




nighly -
desirable : : undesirable

16, Study those basic medical
sciences in which I develop
special interest,

Study those areas of a basic
science in which I develop
a special interest,




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, there 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,

1f it does occur, the desirability-undesirability of the activity,

As always, there are no riglt or wrong answers, They are to

help us understand what the role of Beginning Doctor involves,

Thank you,




A

Consider your advisor. Por each of the items listed below, please indicate

\.
the probability of its occurrence during the school year, AN

very €—

My adiisor will: unlikely

G.ve advice on personal
mitters.

Provide encouragement.

Oversee my study habits.

Be a friend.

Demonstrate the relevance of
basic medical science.

Permit me to work closely with
him on patients.

Influence my approach toward
treatment of patients,

Instill standards of medical
practice,

Be willing to spend a great
déal of time with m2.

Permit me to observe him in
his practice.

. Understand what I as a Beginning
Doctor need to know,

. Be aware of the latest develop-
ments in medical technology.

Meet me on 8 social basisg.

. Permit me tc work with patients
without his direct supervision.




ver,

My advisor will: unlikely

15. Provide information on what
knowledge in basic medical
sclence 1is required to function
effectively as a physician,

16. Be receptive to new ideas
about medical practice.

17, Invite me to his home.

18, Permit me to define my cwn
program,

l
<

.e

very
likely




As you have indiceted, some of the scti-iti:s seecm to you to be more likely to

occur than others. We are also ir’ orested -in how desireble you regard each

of the activities to be for your training ln the {ield of medicine.

very - —>  very
;; :::fi::fable that unde;irable : : : desirable

1. Give advice on personal
matters,

Provide entouragement.

Oversee my study habits,

Be a friend,

Demonstrate the relevance of
basic medical science.

Permit me to work closely with
him on patients.

Influence my approach toward
treatment of patients.

Ingtill standards of medical
* practice,

Be willing to spend & great
deal of time with me,

Permit me to observe him in
his pract

Understand wi. T a5 a Beginning
Doctor need to .now. :

Be aware of the latest develop-
ments in medical technolog, .

Meet me on a social basts




It 15 desirable very <; ' very
that ~y advisor: undesirable : - desirabl:

. Permit me to work with
patients without his direct
supervision,

. Provide information on what
knowledge in basic medical
science 18 required to function
effectively as a physician,

. Be receptive to new ideas
about medical practice.

. Invite me to his home.

. Permit wme to define my own
program,’




B. 7 STUDENT ATTITUDE SURVEY

BEGIMUING DOCTOR QUZSTIOMUAIRE 1971.72
School of Basic Medical Sciences, Urvana-Charpaign -

Please respond to each statement by circling the appropriate
letlers.  (SA-Strongly Asren; A-Agree; D-Diszgree; SD-Strongly
Disagrce; NA-Not Applicable) Your caments in each area are
solicited and will be very helpful for futur- planning. Do not.
put your name on the evaluation. -

The intensive review sessions we . good prceparation for the
Freshmn Casprehensive and the National Board Fxam Part I

I used the SBMS-UC curriculim extensively as g study guide

I swrish my M.D. Advisor had known more about banic sciznce
4

On the whole, I did nol like the SBMS-UC cxperience

The clinical seminars at the outl¥ing hospitals should be
continuved in their present format

I alvays felt I could talk openly with the Dean

How 1 did on the National »oard Exam Part I is not very
important o me

I always felt I could talk openly with Bill Sorlie

Evaluation of B.D. progress thould be made strictly on iLhe
basis of written examination Ahroughout the year

The pre- and post-tests in the curriculum helped me decide
what to study

We chould huve had more basic science lectures

Textbooks are the best study resource of the basic
medical sciences

The topical seminars in microbiology were useful

The bi-weckly discussion sessions with +he Dean and his
staff should be continued

My ¥.D. Advisor was happy with’me as his advisec

All students should study the same clinical problem at
the same time throughout the yezar

There was not enough space in the School building for
individualized study

SBMS5-UC students were cheated on vacetion 4iac




Cowments: (1-18)




. -3-

Throughout the year I felt that I was learning-the olrnﬂﬁfs
of basic science needed for nmedicine

The Clinical Problem methed of' studsing basic medieal
sciences has glven no a more mean:n"ful underutandlnv
of these soiences

The program <was 3/# faith and 1/U reality

We should have had more labs, in all of the seciences

The books.and monographs in tHe SBMS-IIC library were
inadequute in guality

My M.D. Evaluator yas unfair in his evaluation of me
\ 4 r

The community medicine course in the School of Social

Work was- useful

Supervised and required dissection of the human cadaver
should be part of the SBMS-UC progtam

I learned o great deal of anatamy from Janet Harris
My M.D. Evaluator tried fo cover t.) much material
The only value bf the clinical'sgminars wvas the frec meal

I feel that my financial needs were adequately met given
the limited finds available

The 3ex cducation program presented by Dr. Sorg was a .
valuable expericnce

I'didn't learn enough basic scienze in thie SBMZ-UC progran

In retrospect, the students should have formed a class
organizetion

I never really pot to know my fellow B.D.'s
There were too many servinars in mierobiology

My M.D. pdvisor only secrvzd to’confuse me about olcmonis
of basic sciencze

14

My elinieal  periences s-rved to stinsdate my interss.
in medieine

My M.D. Advisor was a very holpful person

L4
Y.D. EvAiuators shonld he discontinued in Cfavor of
letting the M.D, Advisor curry oub L1is functinn




E‘cmments:, (19-39)

Q
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T~ ¢linical seminars were 1n,nrvstinw buat of littlc
valan in leari’ 3 elemonts o’ basic sciemee ©  °

I always Telt T could tallk openly with Tam Gamble

I thought the comprenensive cxam covered much of the
basic soionce currienlum :

My M.D, Advisor made voo many demands on my time

The whole year was a confusing oxperience and I have no
idea what I should hav~ lcarned or did learn

The topical seminars in microbiology should be continued

A1l basic scionce semipars should be Jiopped in favor of
camplete independent study

T founi the bi-weekly discussion sassions with the Dean
and staTf wary useful

My M.D, tdvisor never nad enough time to work with ne

At the conclusion ol the year: I felt cmforiavla dealing,
with patients in the hospital setiing
’ ,
T had great difficulty arranging meetings with the
campus faculty -

I learned a great deal of pathalogy this year

The self-inctructional jmmuna oy ¢ erriculum was o us:-Tul
and effecl’ve learning résource

I feel"that my M.D. Zvaluator thought T was sort of stupid
(% A
. A
The currizcmlum book was of no use

-
~

Th? Freshnman Cozprehensive Exam was o0 Long

The sessians on enbrysiogy uvere valuahle experiences
Tor m»

o

T thourht the biseicaisiry s mthars S@re valuable

(4
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58.

Please rate the following faculty dnd staff.

-7i

P

(6=Excecllent, 1#Poor)

£

Name' .+ Area/ Knowledge of Area - General .
Discipline or D:lscm_l:l 2 Helpfulness
. s .
Blonfield Tean I —
Anderson Assoc. Dean .

" Gamble Asst. o Dean .
‘Sorlie, Curr, Devel. . T
Rhode _ Exeg. Secy. ~ i T
Swift ' Secretary - o L
Williams Library Tech, <« ’ _
Stolpe Anatagy N —
Harris Anatomy :
Watterson Ewbryology T -

Tabin _ Behevioral Sci.’ . -
‘Gumport. " Blochemistry o T
Daniel Genetics AN o

Gallagher . mmmology = 000 T —————
Gabridge Hicrobtology ™~ .

Barker _Neuroscience . - . . )
Willisms Pathology .

Kokotovic Pharmacology | ’ —_—
Barr . Physiology - —
Sleator Physialogy

Katzenellenb ogen Physiology - - .
Petitucei Camputer System e i
Sorg Sex Ed-cation - -

Please estimhte’' the percentage of basic medical science learning

59. .

derived from each of

ald to 100%)

<
AN

textbooks , \

the following sources:

(the total should

q, z

slide-tape presentations _. 9 '
seminars .
movies %
video tapes _ . % .
lzboratory dissectjons %
contact with iDA's %
contact with MDE's i .
conlaet. =i c.a.'nbus faculty K )
other L %

_ o % y )

Total w006 Y - - ’

t

tMen stelyinz’in a .:chool carrel, I prefer ithe 43- . '
inca carrel over the 3%-inch cd.rr'*l

Anatap is a dull subject

SA A D SD-

SA A D _SD

sf




. . . , = . ‘
» 62. BD's should be given much more formal instruction in - ’
pailent contact before actually secing patients . SA A D SD

v

T 0y . A . 9 .. R "_,_ o~ - - =
63. The anatamy sessions were very valuable S8A A D SD
64, ‘Please rate the following diseipline seminars: ' . ’ .

(1=very useful, 6= of little value)

Discipline ___ ° Faculty , «______Countent Presentation -
Anatomy . ' . Stolpe . —_— ' g '
- Harris _— —
. -Embryology *  Watterson - .
Behavioral Science ' Tabin - : - -
Biochemistry Gumport — -
’ : ‘Clark - - “
+» Genetics Daniel . —_—
~ Immunol ogy - Gallagher e —_—

. Microbiology Gabridge . o i
Patr logy Williams - — '
Physiology . Barr — - .

. - Sleator i — -
. 1 : Katzensllenbogen _— — ,
KNeuroscienc» Barker . — _ :
Coaputer Systeys - Petitucci, - —
65. I could not study at the Scioel, . SA A D _SD :
Reasons: . : “. T

NS . . v . .
- .

66. Thz Tevel ITI exdus after each elinical problem helped
to learn perfincht elements of th# currlculum . . SA A D SD

67. hov long shoul standard basic science seminars last? ,
: Other 1hr 1tnr 23 2)ue j




’ 1Y . ) N . . i

Caments: (62-67) . o i

, f' . ,
68, The sex =ducetiom progran vas too long ' SA A D SD

69, .;ittleaatten tion was paid to the students and their
needs in the SBH§-UC program _ . . SA A D SD .

T0. There should aave"qenn more M-swiai events and
- student. activities™ * SA A D SD

71. I feel I have been cheated academ.oal]y~‘by the SBMS~UC
experience . SA A D SD

72. I made little or no -.zsé" of my previous basic science ) .
education in the SBMS-UC program -t SA A D SD -

73. The Dean kept raising false hopes in me throughouyt the year. SA A .D SD
74.. The physiology, saninars were a waste of time . SA LA D SD

75. I would have preferred not, lmving as much clinical contact
e in the first year of medical school . SA A D

-8

76. . I never knew to vhom to go to settls a question . _SA A D SP

T7. The SBMS-UC program is ained at presenting the elements of
basic science that I need as a physicigp rather than
toward just passing cxams ) SA A D SD

78. The bi-veekly pathology scminars were ineffectual anl
should v~ drcpped. ~ SA A D °SD

U .
»

79. The basic scieace s-minars should be rore direcilve and p
prescriptive rather than open questron-answeér .ebsions ‘SA-»n D SD

80. The books and monographs in thé IBMS:UC Library wers
adoguaie ia aunnbit ty . SA A D SD

? LA



Coments: (68-80) L. . - "

" 81. I 4id most of my studying af the School between:
. 7. a,m, and 12 noon
12 noon and 5 p.n, .. .
5 p.n. and nidnight - . . 2
midnight and 7 am._ . T

82, Each student should have an assigned ‘study carrel o " SA A D SD-
83. The clinical seminaré should ‘be u'opped ! SA AD SD

84, I never fclt my views were te.ken into conmdaration in
. developinn the SB!-iS-u’C prozr a.n - SA A D SD. g

Yl

85. 1If I had it to do over again, I world prefer a more
tradiomnal educa ional program'in the bas;c medical sciences SA A D SD,

86, The montnly happy hours at .the Dea.n s ho:ne were fun . SA A D SD,

87. The paysiology scainars were of great value to me in 2
pr pa.ri'.ng for the Conprenensive Zxan " SA A D 8D
L4 . .) R
88. I used software matericls quite a bit in studying tae .
, baoic sczmce anl ell rucal m..te"“é”ls NS . SA A D SD

8, T wi..h we had had more contact.wizh the basic science ) ’
faculty ‘ . , ) SA° A D SD

90. The behavioral scien-~o sessions were very instructive _SA A D SD

A}

a. " The campater systems seminars ware useful . >’ : SA A D S RA

92, The idea of s~paratinz the advising functinis (MMA) fronm
the evaluating functions (MPE) is5 a good'one SA A D SD

’,



@
= * - . ~

Coments : (81-92)

- 93. The genetics aéminarf and &emonstra..ion labs wnr-.. a ' - " - .
_valuahle .experience - ) , v o " SA"A D SD MA

9%, The Hational Board Exan Part I covered .mich of “the : \

. SBMS-UC basic. sc:.enm; car-irdom © SA A D -
L] ' S » i . .
95. The cun{'cal aspects of the’ SBMS-UC program helped . o,
motinte me to study the basié' sciences - . ‘SA A D SD ) T
" . 96," A seminar group Presciatetion.of patispt cases oy their " o (
~ rsicigas would have been as effective as. the - 4 .
v inaivid pat:.ent contacts : .. , SA A D SD ,
. & // . / .
97. - H?rmaw hours per week did you ‘pend with your M.D.A." - .
0-1 1-2 -2-3 3-h 5 over 5 . ' ( ’

-~ LN
a

Cmen_té s (93-97) . : ’ . .
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C.1 MEDICAL ADVISC®/EVALUATOR SCHEDULE

Interview Schedule - MDAYMDE

A. Pre Experience Considerations - xpectations ’

\ ' N
1. Where, when, and how did you first year about the program? -

How much information did you.have when you agreed to participate7

-’ 4

_th% were your reasons for agreeing to participate?
o

P
What wére your expectations concerning the following when you agreed
to participate’ . - .

~ o

[
Ay

i
’

.(a) Your role
(b) The BD's role
(c) Time spent by you in the program.

*

J. Has anything'happened §o far not -originally anticipated? What?

\ L]
. : ; ' \ ’ : | B
<
b ) 6. (a) What aspects of the program do you find mo'st gvsitive (negative)’
¢

B. Rewards

(b) .What are the rewards for a physician as a result of belng in .the
. program? -
i .

o

P

Compare the basic science (+ clinical application) that students
are, getting here to what you- received. .

Will their training’be sufficient (for passing June comprehensives)?
? : " ’

? .
b

Estimate amount of. time you spend -per week with BD.

Is this time adequate given (1) other time demands, (2) needs of
the’ student? . é. R .
How do you view your relationship with~BD?

)

(1) Master-apprentice
(2) As colleague ‘ i . :
(3) Some combindtion of _above? . '

Amount of contact with other physicians in the community about medica1
school, *

"
Y

Nature of contact

7/
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(XY ‘ .
" ,9 ‘ . 7 N r'
(e) Feedback from 1) students . about.program. e ' a7
2) physicians - / a a
3) patients . .
[ . o . .
(f) What is your part in BD's éducation? o - N
(1) Counselor o ’ . ' . :
(2) Teacher _ " . . ' ' .
(3) Supervisor . . . '
(4) Fellow Learner? *
© §:
(8) How would you‘tharacterize théihature of your relationship, in .
. a gaalitative $ay, with your BD° . ..

{ ¢
P N N A
(a) Do you feel there are any conflicts between their functions as MDA (MDE)
and ‘the roles of (1) faculty, (2) administration°

(b) What is

elationship'between MDA and MDE? . . . .

~~ N - ~
e a i -

(a) Do you\plan-to comXinue 1p the program? Why? Hew-long“

P \
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‘Remunerative? - Yes No

C.2 CAMPUS FACULTY S. ®DULE ' ' . . 289
i o » ‘ '

LY ~
- t

We're interested in the nature of your relationahip to the Medical
School. ' Coe s

——————————————
<

. P \
What % of aalaf& is paid by Medical School?.

) : -

(a) What amount of . *nntact, both formal and non-formal, do you have
thh . (Probe for nature and outcomes of contact) .

-1, Students: s

9
Formal-

" Non-formal- . ) a ' - ‘

»

2. Physiciap participantss (i.%.'MDA's: MDE's)

t ) M . @
Formal- - . .

Non-formél-

t -

L4

2 ©
. , « -
.
- - . -

3. Other faculty: “

.
V-
~

Formal-, - C ,
. \ « i
4 . ;
Non-formal- * ' |

7 o

-

+

T - W

(b) What new behaviors are now peqaired of you as a consequence of your’

4

y 1. Medical School affiliation?

[ LER']

-
M

2. Hierarchy?




{' .(2) What .are your feelings qbouf the ﬂcdlcli School curr iculum? .
. ‘

[a) Positive ? ' . . ' ‘,

L . . «
- } . .

(b) Negative? _ o R \

t1
(3) What are youflfeelings‘about.EQe Medical School seminars?
. - -

. ¢ .
(a) Positive? e - .

-

u

>

s I‘I. N .
3 \ ° . o
. .. . )
- . . )
-~ ‘. M

(b) Negative?

. 9 \ . . . .

1 . . ‘e - | .

(4) With reference to student petformance-. . T Y '
(a) Are students learning enough basic sciences to'enable ‘them to f N
perform - competeﬁtly as phyeicians? e .o ’

- s IS

P

. - -
‘;‘ . -~ / Yes‘ .-l ° No .. - : hid ’ A\ ' .

. On what basis?

‘ }
:’g . .(b) Are st¥dents learning enough bae§cﬂeciencee to pass Chicago Comps.?
;

1 . Yes . ,No <y
. _— - :

<

If no, why? - N .

N

(c) Are the students learning enough basic sciences to pass National
Boards? . Ty * . a

Iy . -

e Yes, oMo . : " r

(d) Are students in this program likely to learn as much basic science .
as with traditional mode? .

>

~ M ¢

- / )
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i . C.3a STUDENT INTERVIEW SCHEDULE (FORM A) 22
i Bcginnfn; Loctor . Lo . - .
' ‘ ‘ Interview Schedule . o )

- b L & s . e,
¢ The followiiig queuscions sholtld not be adhered zo in exact

. . ‘ordar,.wording, etfc. but rather serve as a frame of reference

the interview, quickly check to see if you hav:, at some péint,

| . . . .o et

' ‘ throughout your -diseussion with students. . Béfore terminating .

obtained information relevant to each 4ﬁeéttons. These ,questions

’

0}

B ; | are in addition to material covered in the first interview.-
. < ot . - ' e

N - . ’ -

. . 1. " During the last week approx1mately how many hours were you
T ' ia contaét W1th A . .o . . -

' a) * your MDA - C - . , . D

b) your evaludtor - . gy ' oL,

. A . .
s - , )

) i / . i ‘ . tu ’ .o ) . - R ".
~¢). faculty~ ' o ' . ;o T
. . ° i

”»

d) .gther EDs - o . L -

.- 2.. Are the hours irdicated in each of- the above fairly representatlve .
. l * of the ampunt of time you spent each week over the last nonrh' ‘ RS
] e ] T LA -
YES - L NO _ ' .o
. R R ——— et
I i o o, 2 . .
Lf not; how much time do you usually spend? . , : -~
s . . . \. ) . . . - . -
!Q. 3. For cach of the helow, of the tlm, you snend how nany hours ‘ Cy '
were spent ‘in prlbdrlly social benav1ors7 . . ’ .
D C) :‘.{:‘(\, ,
! ' b) evaluator L L L
. ¢) faculiy \ , R

é) other 1Ds . .

M.M
£
[
[A]



In the past week, to what extent have you been:.

293

4) Obsérving your MDA, interact with patients?

5) Actively involved with patients; ie. taking histories, aiding
in physicals?

L4

6) Questloniﬁg 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? . _ —

.

4
-

8) Discussing with yonr 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 MDA; ie, 'setting
in on staff meetings, other MD's surgery, etc. «

10) Informally dlscu551ng becaming an MD and medical culture in .
general with: :

a) MDA . c) faculty
b) evaluator d) other Bds

11) Discussing patiéents and patient care without specific reference
-to any basic science issueg with:

a) MDA : c) facuity .
b) evaluator d) BDs
12) Drscu351ng the issues and problems involved in patient rapport
with:
a) DA c) faculty
, b)) evaluator s d) other BDs
4 \
13) Socializing (visiting home, attending sports even{s, etc)
> with: '
. . - ¢
a) MDA * c) faculty
. b) evaluator d) other iDs _
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' C
. ) ¢
* T 14). Discussing those things in the basic sciences which you really
' need to know to practice medicine, with: '
' a) MDA . c) faculty
. &
R ’ b) evaluator d) BDs . i :
- ’ r ’
> ‘,
t
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II.

/

1. After obtaining the above, attempt to probe the issue of who
initiated the interactions.

»

2, Attempt to guantify the time spent in the behaviors and the
-extent to whi'ch they would like to engage in the interactions.

§

III.

-

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 led to

feelings of satisfaction? Describe these.




-

C.3b STUDENT INTERVIEW SCHEDULE (FCRM @)

. BD INTERVIEW

i
t

' i Intervicwer : Incerviewee Date .

i
s
.

R v

. 1. .
_ ' 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.

‘

caoaTN
- LIs ¥

3. Thinking over the program .since you began in September, what are its most

positive aspects? .

-

A
Y
R
¢
P

4. Thinking over the program since you begin in September, what are its most
negative aspects? K




II.
1.

f
¥
 |

III. ‘ ' ‘

1.

l {. o
3.
l - 4.
l R S..
z 6.

a97

-

During the past week, approximately how many hours were you in contact with;
7 -

\J e ¢

a. Your MDA T ) e, Other physicians (¢ )
b. Your MDE « ) . f. Faculty \ . « )
¢
c. Other MDA's « ) g. Administrators‘(e.g.
ﬁean)_ —_——C
d. Other MDE's ( ) . h, Other BD's )

~ °

Are the hours indicated in each of the above fairly representative of the
amount of time you spent®each week over the last month? ) . ‘

2

YES NO : -

. v 2,

-

If not, indicate the amount of time usually spent”in the parentheses.

.
R

To date, have you consulted with other MDAs, MDEs ar physicians in the community
regarding your studies? (Note to idterviqger: Attempt to get the names of the
physicians and 'some indication of the frequency as well as whether the consulta-

"“tion was initjated by the BD,.his Mﬁh, or someone else),

Name ’ Frequency " Initiator

v . s
] - ’

Please list the problems you have completed in the order yqu have completed

them and the date you took the Level &, exam for each.
k4

Problem Date Completed : ~Proinlém .Datc Completed
2, - i 3.
3, : 6. =

What problem are you currently workin, on?

I

How many problems do-you expect to finish by the end of the semester?

How well do you expect to do on the Caicago Comprehensive exam?
Outstanding ) Satisfactory’ Unsatisfactory
i
How well do you expect to do on the National Boards? ‘ \\




V.a———

7. Relative to the other.BD's, how well do you expect to do on:

8. How frequently do you discuss the basic sciences and related problems with:

’

A. The Chicago Comprehensi;!e: rank (1-16)

B, The . jational Boards: rank. (01-1‘6)

Name . Frequency

Batko —

Bowton ____ :

belheimer — N

Fozard - ’

Ginsburg o ' -
Hoskins . —_— -
Marmio; i e e

Neese = — e R
O‘Donoghue . :;;__ )
Rﬁsthoven ) — |
Schutz —

Sidler __;_

Stiegman —_—

Vhrel —_

Westri ck —_—

Ziarko - -

298

143

\

O0=Never
1=Seldom )
2=0ccasionally
3=0ften
4=Always

. A

How would ybu descrive the study strategy that you are using currently?

Has this strategy changed since the beginning of the year?

How?
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' CLINICAL PROBLEM INDEX

wound Hulig.g
Discipline Unit Description

Anatomy Gluteal Region and Posterior Thigh, Hip
7 ' Femoral Triangle, Anterior and Medial, Thigh
' Popliteal Fossa, Knee, Thigh and Leg Bones :

Anterior and lateral Leg, Dorsum of Foot

Posterior Leg
Ankle and Foot /\ \
Bigchemistry

Sex-li;).ked Inheritance -
Clinical Cytogenetics

Genetics

W\O
~

Histology Histologigal Techniques
Cytology :
Epithelial Tissue
Connective Tissue Proper
Cartilage and Bone

Blood and Bone'Marrow
Lymphoid Tissue
Cardiovascular ‘System

Integumentary System

=0 oo o0unWw N =

2
2

Structure and Function of Immunoglobulin féG

- Tmygology .. ,
. Gel-diffusion Analysis of Tmmunoglobulins

\\un

']
_Host-parasite Relationships.
Infection
* Défense Variation.~ Increzses
Pseudomonas and Bacteroides

.

Microbiology

v

£ .
\O O+

%

Neurosciences

Pathology ' Wound Healing ' .
. Displacements and Disruptions of Continuity I
Repair After Injury and Death of Cells”
Pathology of Physical Agents

Pharmacology Molecular Basis of Drug Act 1on
. Drug’ Absorption
Drug Distribution
Drug Metabolism
Drug Excretion .
Biological Va.‘riation, Statistics, Dose-resPonse curves,
Placebo Effect- .
Adverse Drug Effects /
Drug Dependence
. Preeription Writing K . 2»
Autonamic Drugs, Neurotranamitters ’
Parasympathomimetic and Parasympatholytic Agents
Local Aneathetics .
“Principles of Antihiotlc Therapy

Physiology 21 Ciroulaticn - Blood °
10/72




ANATOMY UNIT 33

¥ . -
Subject Matter: Posterior Leg--blood vessels, lymphatics, muscles, and . ;
: nerves of tje posterior compartment of the leg (sural ,
region) . . .

Prerequisiies: Units 31 and 32 0

Objectiveg: - ' . ’

LT

» The student should be gble to: : 2 -
7 1. 1locate ard describe the -actions of the T posterior ieq muscles.
2. identi{y the nerves of the posterior leg and their innervatlons
cf skin and muscles of the sural region,

3. locate the superf1c1al and deep blood vessels of the poste
' ¢ l’.\g. L} .

. b . :
" Key Words: . - ) ..

-astrocnemius, soleus, plantaris, flexqr dlgitorum longus, tiblalls posterlor,
. flexor hallucis longus, and popliteus muscles; posterior tibial and neroneal

arteries end veins, small sephenous veing tibial deep and superficial peroneel,

sural, med}al sural, lateral sural, and peroneal connecting nerves; flexor
retlnaculum (laclnlate llg ) -~

”
<r

Pretest: S ‘ _ ,

¢
1. Diagram the position of the deep posterior leg muscle tendons on the

* back of the medial malleolus. .

o

¢ -

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 & common action which is

5, The seventh muscle is the ’ = fo ¥

. . PR

»
5-6. The two nerves which unite to form the sural nerve are
and . -

~.

7-8. The two muscles. uhlch can both flex the leg and plantarflex the :
foot are . and .

9. Vhat is freshman's nerve? f{ N
10. What .is the designation of both gastrocnemius and soleus musgges \
together” . ) &

N} n..

\

Instructions for étudy: {

The small saphenous veins and sural nerve travel in the superficial
fascia of the back of the leg. There are seven muscles: three superficidl
muscles forming the calf (sural region) and four deep.muscles. The v

4%

«




Anatamy Unit 33 - 2

= <

superficial muscles attach to the calcaneus and plantarflex the foot. Ome

of the deep muscles, the popliteus, lies behind the knee, as its name
suggests. The other three deep muséleg run behind the medial JnJJleolus,
are held in place by the flexor retinaculum (formerly, laciniate '1igement )
and plantarflex the foot. Also in this posterior region are nerves and

blood vessels that go tg the plantar side of th\foot

See Clemente film #31 before reading Woodbirne, pp. 556-559: Examine
‘the cadaver material and be sure to check over the references listed below.

Grant's Method ¥o5-412
Bassett reels # 3-196 @

Self-Test: P

”

1. The peroneal artery srises from the:

+

" a, anterior tibial, d. femaral.

b. posterior tibial., - e,’ latera.l femoral circxmflex.

c. popliteal

<

2., In fhe leg the posterior tibial, a.rtery°

'a. ‘lies media.l to the tibial nerve. - »
b. provides the nutrient brauch to the’ tibia. !

c. 1is covered by the gastrocnemus and soleus Jmuscles.

d.” all of the above

e, &a and c above ¢ -

g

3. The superficial muscles of the posterior leg all insert into the:
: ’ o :
a. ’cslcaneus, . d. " lunate. 2

b, talus. » e, none of the above
¢, medial malleolus., .

Semimembranosus

Locate the following:

vitendinosus

4, Gastrocnemius m,’ emhyanosus

X
\\\» m ‘

5. Popliteus m,

6; "Tibialis posterior m. >

7. Soleus m, o
8. Flexor hallucis lorgus m.

, 9, Achilles tendon
’ Flcx.’dig long

LT . . Tib post
Flex halt long -~}




-~

L
-

! ' +  Anatomy Unit 33 - 3
Locate the following:

g - 10. Peroneal artery

11. Posterior tibial artery

- 12. Tibial nerve

Answers'
Pretést:

. _Woodburne, pp. 557-558 -

popliteal and anterior tibial

plantar fléxion ‘of the foot

popliteus

. peroneal eonnecting

. medial sural

. gastrocnemius -

« . plantaris , - ,

¥ 9, tendon of insertion of the plantaris muscle ' .
. 10. triceps’ surae - o . -

t
o~ (W Fw o+

-

jSelf-Test: ‘

3
PATATCTR O P AT
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<

. ON ASSESSINC "QUALITY OF HEALTH CARE*

1o

There ia little queation tﬁet this conntry is currently wre'stling with
: - - .
some major 'issues regarding the health of its people. Issues \}hich, at one
. level, are expreued in debates over programing and finuncing ere, at -

enother level » reflections of attempts .to come to gripa with 8ome very '

. fundamental questidns about the proper relgtionahip betweén e citizen and "

his governmeht in a democratic aociety.

As the costs of health.care have 8. Tocketed, e.nd as v,uoua politicel
.aolutions Yo the pxoblems of improving and/or mintaininé the mtion s
" health have beén ‘offered, the health field i'tself has become highly vmuy

) ‘to the public. Given this 1ncreued viaibility, end given the vnt aums of *

rmoney which this attention has genereted to solve health &nd related proble;ns.,

one can predict that increasing, concern will be focuned on how to met:au}'\
the consequenc=s of ve.rious “health programs and stre’cegiea. "s‘uch ‘concern is
to be expected; ,the'te.xpeyer and his repreaexiteti;ves in 00@38' ‘need
criteria which e;xeble them to evaluste .'ghe oqtcemes of alternavive ways of

N . -

utilizing available resour'ces. ; ' ..

» .

b

As the ctroblem of constructing indices, i.e,, of meesuring reaults ’

-+

[}

becomes more visible as a consequence of increaaed expend.iturea ’ ptessure w.ﬂ.l

mount - Lo ﬁ.nd solutions. As this ‘pressure mounts, it is likely that ahort-run

that the consequences, of such a aitmtion are’ likely to be onfortunate.

1l
satiaﬁ.cing aolutions will be oftered. Our own, reaearch experience sugg 588

& Preparation of thia~ pPaper was supported, in part, by funua from the Bu.i'eau
of Health Manpover Education, National Institutes of Health, Department of

Health, Education and Welfare, COntrect No. 72-#075.

» - -

v




i

g
|
I

Assessment of Quality - Kimberly y . ‘ 2
Most activities in the health field revolve aropnd the perfbfmence of
some form of work on people. It is the outcomes of this work that we are
attempting to measure when we talk‘abqut "quality" of health car:, But, as
Kimberly has argued elsewhere, when people, as opposed to inapimate
objects, constitute the raw materipl on which wquuis perfo}med, there is
a‘generic problem of defining a set of valid indieators of res_ults.2 When
tﬁis generic problem is coupled pith.a situation in vhiph there is a high
degree of ufgency*attached.to the development of such indicatcrs, the _
likelihood thﬁt'dndicators of relatively low pelidity willebe accepted is
increased.” waever, to the extent that there is genuire widespread concern
with improving the heelth care system in general, the emergence of
indizators of low validity will be likely to hinder progress or perhaps lead

to counter-prodnctive ocutcomes--given that there is a general tendency in

. soclal systems to adapt patterns of behavior to what is being measured.

As part of a larger regearch projenct designed to study. the impact of new
medical schools on local health care delivery systems, we had the occasion
to review the voluminoue literature addressing the issue of the "quality" of
health care. One conclusion whicﬁ emerged from this review was that there is
a significant amount of variability concerning the way in which the problep

itgelt is defined. The purpose of this paper is to present a framework which

‘was developed in an attempt to redef;ne the problem and to integrate what, at

first reading, seemed to be 1rreconcilab1e dlfferences among various approaches.
The framework is presented"wlth the expliciﬂ objective of providing a
perspective on, or way of thinking about, the provlem of defining quality of
health care which will hopefully be of some use ae.the pressures to develdp

operational definitions of quality increase.

¢
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Assessment of QuAlity - Kimberly .3

For the sake of brevity, a basic familiarity with the litefaturﬁfon t;e
definition of quality of health care is assumod.3 For éhe purposes of
orientation, it should be stated that a general an& reasonably broad definition
of what is meant by "health care" is used. While some vriters have distin-
guished between healtn care-on the one hand and medical care on the other, no
such distinction is made here., The approach taken was to~Begiﬁ.with a bro;d, -
geneyal definition within which most of the literature encountered could be
included. By the ter; health care in this paper, is megnt any interventjon
in the life space of an individual or group of individuals tﬁe explicit or
implicit objective of which is to maintain, restore, or develop a state

characterizé¢ in the ideal case, by an'absence of illness, -impairment, or

.
.
h B : - v

¢

ir jury.
. During the course of the review, a wide wariety of books and articles
dealing with the definition or-aasessment of the qua%ity or results of health
or medical care "ms covered, -While thid-?eview was extensive and, from our
perspect;ye, thorough, some errors of omission may have occurred. The reader
will have to -judge the effecyh of any s'ch omissions on the validity 6f the

-

proposed framework for himself, ' '

Aﬁ;iytic Dimensions
As others who have written in this area have pointed out (e.g.,
Donabedian’, Kerr and Trantcw6, and DeGyndt), the concept of
"heal££ care" is clearly multi-dimensional, Attempts to Qefine and measure
the qual}ty of health care sﬁéuld, therefore, reflect this multidimensionality
if they are to be valid indicators. Definitions and measures whiéh a;e not

sengitive to this property of the concept-are likely to be inadequate,
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Assessment of Quality-- Kimberly I
particularly'since there has been very little work at the empirical level . .

™~

desigﬁéd to providea basis for assigning weights to the different dimensions,

At the policy level, the implications are particularly significant, Attempts

to eva}uate programs designed to improve the qgglity of health care which .

focus on only one dimertsaion of quality are likely to be inadequate, Decisions

on expenditures which rely on suéh evaIyntions will réflect this inadequacy.

Conceptualiy, two analytic dimensions appeared to provide a basis for

. ordering the literature 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 uhit in terms of which evaluation of

“quality ié made, ' Four different referents'were distinguished: individuals;

organizatibhs; communifié;; and larger territorial units such as states,
'regions, or nations. Each of these has been the focus of attempts to define.

quality of health care; while ultimgielz the focusvis on the individual in

every case, for the purposes of planning and programming, gttention is

<

necessarily drawn from specific individuals to larger social aggregates and/or

territorial units within whigy individuals are located. Mggsurés vhich reflect
the quality of health care provid?d in or available in these lgrgqr uniﬁé
must therefore be developed.' As might be expected.these measure; 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 cﬁﬂb‘

of measurements A variety of operational indices of quality has been

used in the liter. . , as Roemer, among others, has pointed out, and this
dimension is intended to reflect the existing vnriability.f3 Three general
sets of criteria are suggest@d: end result measures, i.e., measures whicn\

© focus on changes in measureable aspects of health status whi~h can bve

/
/
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Assessment of Quality - Kimberly : ) T 5

attributed to some form of intervention; standards ;f perfogmaqgg;measures,
i.e,, measures which. compare various aspects of provider performance to
;tandards which have been developed by the profession and are présumed to
reflect optimal or ideal performance givem the "state of the art”; and

scope of services measures, i.e., measures which reflect the range, for

example, of trained personﬁel and facilities for care wh@;h are available,
It should be noted that in distinguishing among thpge three se£s of criteria
for measurement we a£; attempting only to provide a way of caﬁégorizing the
literatpre that has been produced on the topic; we are ggg implying that the
three are empirically independent. In fact, it might be arguéd that, con-
trolling for scope of gervices, end results are likely to be more ﬁositive}
;n those ipstanpes whére 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 cpmbiﬁations of syatem
referents and critéria of measuremeht, Table 1. below ﬁresénts the clasgifi-
cation scheme along with examples of each combination drawn from the

literature for the purposes of illustration,

'Insert Table 1 about here

v

This classification écheme is designed to provide a way of “thinking about

the problem of defining and measuring "duality" of healt* care, Among other

things, it implies that multiple ﬁeasures of quality are likely to result in

the most valid indicators; however, the multiple measures approach has at

least orie major problem associated with it: temboral variability émong th@

feedback cycles of different indices. Some measures, such as standards of

e
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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 svailable 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 coliege
(I am agsuming 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‘
examnle. 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
wvhich have been prominently mentioned in the iiterature'have been left out.
The first cznsideration has to do with consumer perceptions about, acceptance
of, and attitudes toward various health care interventions. The complexity
of this consideration cannot he overemphasized. It can be argued, on the one
hand, that consumer attitudes and beliefs are independent of any evaluatlon
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 cen 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 onjectivé measures of very high quality m;y produce consumer reac@ions
which are highly negative and which‘migﬂt, therefore, have the effect of\

© §
reducing utilization, According to this line of reasoning, one component of

’ + ‘ b ) 0
quality has to include the attitudes of consumers or potential consumers toward

)

~ .
t

specific interventions., It should be pointed ocut that the two points of view

are not necessarily incompatible, If one is ultimately interested in program

evaluation, then the former conception of quélity becomes one.component of

.‘-

effectiveness and consumer attitudes and acceptance nrg;a second, According

to the latter conception, these two are expressed as a’single component. Our
\ ;

point in raising the issue hére is to underline the importance of including
N

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
. P “.

_ as wnll. Omitting this dimension from evaluation implies an agsumption of

either random variation of attitudes in the population or homogeneity of

attitudes in the pOpulation. 'Neither assumption appears to us-to 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, ‘ .

The second considerat‘on which has received some attentlon 1n the l1ter-
ature is cost, In our vieg, cost itself is not a component of quality, and
chn--theoretically at leasgt--vary independent of ‘'quality. There in no reason
to assert categorically that high quality care is necessarily h1gh 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 practiée

-

cost may be one bf.the most importanﬁ criteria used to determine nqﬁ only which

e P VOl L 1
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to be allocated. - , . : T

’assess quality in this context, - .

¢
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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
klnds of error:9 While it is undoubtedly the case thetrmore sophlst}cated
techniques for determining costs are needed in the health field, it is also
the case that financial costs per-se do not- reflect a viyiety of less tangible

costs and benefits. As concern for the "quality of 11fé" becomes more . .

widespread, formulators of social policy will have to take these less

’ - o

t&ngible dimensions into account in making decisions about how resources are

Implications T . Lo . :
The.assessment of "quality" of health care is a diffteult undertaking, .
The framework developed in thie paper to claesify the literature on'tﬁe-

Eﬁbject indicated thet varioue approaches hate differed with<¥%spect to both

the systems of reference employed and. the actual indices used.. The result is,

at best, lack of consensus over definitions of the mosé appropriate way to

In addition, ‘it wae argued that the increased visibility.of the health
sector will generate increasing pressure to develop indiceg of program ‘out-
comes. As ways of measuriﬁg outcomes are sought, validity is likely to be
sacrificed on the altar of expehiency. 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 kiﬁds of
indices used should be a }unction of the particular problem being addressed.
While quality as a general concept is clearly multidimensional, and while a
variety offcomponents‘of'quality may be ;solatéd in_relation'to any particular
program, it is incorrect to assume‘that the same components will be relevant
acrbss\;roblems or contexts, This is ¢clearly an 1mplication of the framework,
and suggests, among other thipgs, that one should carefully specify the system

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 shpuld not be cdnfused with efforts to develop
uniformity, Comparability is highly desirable; uniformity, follow1ng the

logic above, may not be. The policy implications of this view hopefully

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 ghould be placed on’

v {

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

Y

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 Wwhat

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 hig car was belng ticketed by a policeman doing

his duty as it was being defined for him by the measurement criteria that had -

&

g—
Ae s t?
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been established. In analogous fashion, one might expect that if the

. technical competence of the provider became the primary criterion for the

_ assessment of quality, for example, he nature of the intEraction between

1)
provider and consumer, an important determinant of health care outcomes,

might suffer as a result. While none of usg 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, B
By way of summary, three considerations shoulg‘be reemphasized. First,
there appears Lo be no one best way to assesspdnality of health care, 1In
a sense, the quality" of the assessment o’ 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 sore awareness
of the potential consequencesg for behavior_that the choice of a particular
measurement criterion or set of criteria itself produces; This consideration J

I

cannot be,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

ralluded to in the paper, quality is important oocially only insofar as it has

positive consequences for the health status of 1ndividuals. As such, it
cannot be considered apart from ‘the social context in which it is being b
assessed. To the extent that increasing technological sophistication is
viewed as being isomorphic with increased rationality if 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 than- it might

otherwise bve,

<




Table 1

~

A Clasgification Scheme for

Literature on the Assessment of "Quality" of Health Care

s : -
™ yd ‘
. - . © i
N * SYSTEM REFERENT .
Individuals Organizations Cammunities ‘| Geographical Units
measurable .n:obmm in aggregate changes in aggregate changes in aggrezgate changes in .
the health status of an [the health status oY tlie health status of a “|the realth status of
- individual as a conse- |clients, patients or community -at two differ- [inhabitants of a geo~
. End Result nuence of a particular |jimmates between enter- ent points in time graphical area at two
intervention ing and leaving the (compared to other com- [different points in
. ou.mwmwuoﬂwo: (compared |munities of similar time (compared to
to other organizations |size, income, etc.)- other areas of simi-
£ vith similar domains : . lar gize, income, etc)
. U . , provider performance aggregate indices of ummu.mm..uam indices of g-mmﬁm.moao indices of °
CRITERION _ Standards. on a particular indi- °|tbe performance of mul- |[performunce of mul- _{the performance of
. of. vidual relative to tiple providers across [tiple providers across [multiple providers
Performance standards set by the individuals within a "|individualg within a» across individuals
oF profession "| particular organiza- community relative to - .|within a geographical
: - tion relative to sta.:.-. |standards set by the . area relative to
. ' e _ |dards set by the pro- profession (compared standards set by the
MEASUREMENT fession (compared to to other comunities profession (compared
B other organizations with |of -gimilar size, In- to other areas of sinm-
~ similar domains) — - |come, ete) Y ilar size, income, etc)
.services available to services. available ' |servites available -+ |services available
Scope a particular individual |within a vwﬂmuocu..mu. within a particular Jwithin a particular
of {compared to other in-' |organization _Aogému.mm community (compared . geographical area
Services dividuals with similar |to other orgsnizations' .|to otlier commun¥€ies , = |(compared to other
. |, presenting problems) ‘|with similar domains) - |of similar size, in- .. |lareas of similar size.
. . come, etc) - lincome, etc)
\ ) I3
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