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FOREWORD

The health maintenance organization concept, emerging from the successful
experiences of selected prepaid group practice organizations and medical founda-
tions in the United States, was defined by Paul Ellwood in the early 1970's.

He characterized HMOs as those organizations which provide comprehensive health
services to voluntarily enrolled consumers, on the basis of fixed price - or
capitation — contracts. The concept, of course, was not new. Unique, however,
was the accelerated interest in this organizational structure for reconfiguration
of health services of the United States in general. Various elements of the HMO
model, the potential for cost containment, the practical utilization of epidemi-
ologic concepts ahd preventive health measures, the possibilities for experi-
mentation with varied organizational assignments of health professionals, the
philosophy of responsibility for the health of a defined population presented

features of interest to the

of interest to the Administration, the Congress, and the academic
mEDlEal cammunlty. Newly develaped health care pragrams, 35515ted by Federal

abgve, became attractive modéls not only far the educatlon of undergraduate

and graduate medical students and students of other health professions, but
also as organizational concepts through which the academic medical center might
discharge some or all of its health care service obligations to the surrounding
community. Furthermore, as a means for meeting the need for additional exper-
iences in ambulatory care in order to accommodate ever larger class silzes
correlated with increased emphasis on primary care education, academic medical
center-health maintenance organization affiliations appeared attractive.

By 1973, 15 percent of the academic medical centers had developed formal
affiliations with HMOs, and an additional 68 percent had either definite plans
to establish such or were contemplating this action,

In 1973, the Association of American Medical Colleges, under comtract
with.the HMO Office, Health Services Administration, Department of Health,
Education and Welfare (Contract No. HSM 110-72-393), developed a project
which described and analyzed various prototype arrangements. A summary of.
that work was completed in August 1974. It was soon realized that, although
the development of a mutually agreeable affiliation was in itself a complex
matter, the introduction of even minimal numbers of students into health care
programs whose survival was dependent upon the very critical factors of effi-
ciency of operations and consumer acceptance, presented problems of even greater
complexity. Paradoxically, the growth of the HMO concept nationally would be
dependent on the number of young physicians experienced in this concept. Con-
sequently, a project related to curriculum development for the education of
physicians in HMOs was considered to be a desirable corollary effort. The
current project, supported by the Bureau of Health Manpower, Department of
Health, Education and Welfare, addresses the issues of curriculum development,
implementation, and evaluation and the methodologies for identifying educa-
tional costs. This report details the results of a collaborative effort of
six academic medical centers and the affiliated health maintenance organtizations,
and it makes recommendations for future programatic development.

6
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At present, it is difficult to predict the rate of HMO growth in the
United States. A new AAMC study currently underway indicates that in 1976,
17% of the aczdemic medical centers report formal affiliation with HMOs,
and only 12% report plans to develop such. Many events of the past four
years have had a retarding effect upon such growth nationally. In view of
current conditions, early predictions of having the HMO option-available
to 90% of the U.S. population by 1980 appear naive, overly optimistic, and
unrealistic. Furthermore, because of continued economic uncertainties, it
is difficult to predict the immediate effect of the recent HMO Legislative
Amendments.

The reader should be aware, however, that the major issues addressed in
this project - the development, implementation, and evaluation of curriculum,
and the development of methodologies for calculating educational costs are
themselves generic issues not necessarlly confined te the HMO concept. These
are issues of obvious concern to those charged with the planning of primary
care education in general, and for those chaged with arranging ambulatory care
experiences in particular. As such, it is to be hoped that this report will

programs.

James I. Hudson, M.D.
Project Director

-]



This report is an effort to summarize and synthesize
the work of six academic medical centers and affiliated health
maintenance organizations that participated in the project for the
development and implementation of curricula for physician training
in HMOs. The selected works of the participating institutions,
presented as resource papers following Chapter 8, constitute the
bulk of the report. They are organized along the focal issues of
the project -~ (1) curriculum development process, (2) curriculum
content, (3) instructional methods, (4) program evaluation, and
(5) educational costs, The first chapter describes the purposes
of the project and its methodology and the six subsequent chapters
summarize the institutions' accomplishments. The final chapter
ig an effort to synthesize these achievements, and present our
findings, conclusions and recommendations.

This project is indebted to the members of the project advisory
committee, Drs. Samuel J. Bosch, Joel J. Alpert, Jack D. Myers,
Mitchell T. Rabkin, John P. Utz and Eugene Vayda, for thelr dedica-
tion, advice and guidance in designing and directing the project; .. . .
to the special consultants, Drs. Christine E. Bishop, Arthur 5. Elstein
and Edwin B. Hutchins, for producing excellent results under trying
circumstances; and to the Project Directors for the institutional
projects and their staffs, without whose toil, dedication and
cooperation this project would not have succeeded.
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Chapter 1

OBJECTIVES AND METHODS OF THE PROJECT

This project was conceived in the early 1970's when HMOs first gained
national prominence and active support from the federal gafa%ﬁment as a
new and viable alternative to the current health care system. Predictions
were made at the time that, "The current 5-7 million HMO enrollees could
increase to approximately 40 million by 1980. . . Physician requirements
would increase from 7,000 full-time equivalents in 1973 to about 40,000 by
1980. This figure represents about 10% of the expected number of physi-
cians practici;g in 1980. . ." [1]. Although the need for physician man-
power in HMOs today is not as great as predicted (less than 6 million
people were enrolled in HMOs in 1975 [2]), primary care education in the

HMO is no less important today than it was several years ago.

The increasing pressure in recent years on medical schools to produce
more primary care physicians has resulted in efferts to develop new and
appropriate sites for primary care training at both the graduate and
undergraduate levels of medical education. An organized system of care
such as an HMO has the advantage of providing an alternative approach to
health care over the traditional hospitai outpatient department or the
office practice. Moreover, although the nationwide shortage of primary
care physicians willing to practice in the HMO is not as great as oncCe pre-
dictéd, the geographic maldistribution of primary care physicians has
resulted in acute regional shortages, especially in rural areas. In fact,
a recent report cites the imability to obtain physicians as a major cause
for recent failures of HMOs [3].

9



The overall goals of the projeect, then, were:

(a) To encourage the establishment of HMOs by developing training programs
that would help in increasing the '"supply of appropriately trained,
oriented, and motivated physicians to allow major growth and expansion
of the HMO concept in the U.S8." [4]; and

(b) To develop "educational programs with major emphasis on primary and
comprehensive care to train physicians to fuﬂgtioﬁbeffectively in the
HMO health care team setting" {4].

The Association of American Medical Colleges (AAMC) entered into céntfact

with the Bureau of Health Resources Development (presently Bureau of Health

Manpower), Health Resources Administration, Department of Health, Education

and Welfare in May 1974. The contract called for the AAMC to solicit

proposals and select, with the assistance and guidance of a project
advisory committee, six medical échgals sponsoring or affiliated with HMOs
and willing to develop HMO-based educational programs for medical students
and/or residents, By September 1974, six medical schools and their affil-

iated HMOs had been selected for participation.

In June 1974 the AAMC invited medical schools to sSubmit,on a competitive
basis, proposals outlining their interest and qualificaticns.. A copy of the.

letter of invitation is presented as Appendix 1 following this chapter. To

qualify, a medical school had to have an affiliation with a local HMO and a
history of activities in-and understanding of primary care issues. A letter
of interest and support from the HMO was also required. Up tc ~40,000 for
program development and staffing was ocffered to each institution selected

for participation. Eleven medical schools submitted proposals and, of these,

Q 1,0




the following schools and HMOs were selected:

1. Georgetown University and Georgetown University Community Health Plan
(GUCHP), Washington, D.C.

2. University of Rochester and Genesee Valley Group Health Association
(GVGHA), Rochester, New York

3. University of Pennsylvania and Penn Urban Health Maintenance Program
(Penn Urb), Philadelphia, Pennsylvania

4, Univergity of Washington and Group Health Cooperative of Puget Sound,
Seattle, Washington

5. Brown University and Rhode Island Group Health Association (RIGHA),
Providence, Rhode Island |

6. Harvard University and Harvard Community Health Plan - Cambridge Center
(HCHP-CC), Cambridge, Massachusetts

The most important selection criteria were the clarity and specificity of

the curriculum objectives, the appropriateness of the curriculum development
process, and the feasibility of the proposed study.

In November 1974, the AAMC subcontracted with each participating medic: .
school to develop, during the calendar year of 1975, the curriculum speci-
fied in its proposal, to develop appropriate evaluation mechanisms and to

ducation in the HMO. For monitoring purposes, the

I

estimate the cost of
institutions were required to submit a work plan, quarterly progress report
and a final report by December 1975. The major milestones and activities of

the project are presented on the following page.
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Project to Develop Curriculum
: for
Physiclan Trailning in HMOs

TIMETABLE

Milestones

Project begins . . . . . . . . . . .
First meeting of project advisory committee (FAC)
Letter of invitation mailed to medical schools

Submission of Proposals e e e e e e

Second PAC meeting; selection of participating institutions

Orientation session, Washington, D.C. . . . .

Curriculum development activities begin . .

Second meeting of project participants, Rochester, N.Y.

Site visits s e e s e s s e

Third PAC meeting .

Third meeting of project participants, Cambridge, Mass.

Meeting on curriculum evaluation e e s

Presentation of symposium at AAMC Annual Meeting

Submission of institutional reports to AAMC . .

Submission of AAMC report to DHEW and project termination

Date

May 1974
June

June
August
September
November
Januar}»i
March
April-July
June
September
November
November
December
February 1

July 1976



The institutions aecamplishéd‘much more than required. The»Bureau of
Health Manpower (BHM) feéuired the development but not implementation of
curricula, Nevertheless, virtually all groups not only comstructed HMO-
based curricula but tbey field-tested and implemented them during the course
of the project. In addition, most of the groups designed evaluation tech-
niques for assessing the effectiveness of the educational programs or
developed cost ﬁethodclagias for estimating the cost of education in the
HMO, neitbegzaf which was reqﬁiréd under the terms of the BHM contract,

Two institutions, the Universities of Rochester and Washington, WDE#E& on

both evaluation and costs.

The projects benefited from three conferences 'that were held during
the course of the contract. The initial conference, held at the AAMC head-
quarteés in Washington, D.C. in November 1974, was an orientation session
for participants. No further meetings were planned but at the orientation
session participants expressed a strong desire to meet again soon to share
information and ideas amongst each other. With the approval Of‘thé BHM
Project Office, the AAMC-arranged two additional conferences. The first of

these two-day conferences was hosted by the Rochester group in March 1975

and the second was hosted by the Harvard group the following September.

Both of these conferences focused on three major issues—-curriculum
content and design, program evaluation, and education costs-—and provided
forums for sharing ékills and new 1aéasi The conference agendas are
presented as Appendix 2 at the conclusion of this chapter.

As the project progressed, it became evident that special assistance

13
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Dr. Arthur 5. Elstein, a medical education specialist from Michigan Staté’
University, was employed by the AAMC to provide assistance in instructional

methods. He presented his ideas at the Rochester conference and later

prepared a paper on the subject, which is preseméed as Resource Paper No. 7.

With rega ards to evaluatién, a consensus was reached at the Gambridgéz
conference that there was a need to coordinate efforts in zurrigulum evalua-
tion and to prnduce, if possible, a core evaluation dgsign basad on shared
educational objectives in the HMO setting. Dr. Edwin'Hut;hins, consultant
to Peﬂg Urb and a'natianally recognized authority in medical educatibn and
e&aluation; was chgsén to head this effort. A small meeting of'participanﬁéﬁ
was held iﬁ Na;embér 1975 tarzcngider the implications of long=termmévaluaé'
tion ané to identify evaluation methods or materials suitable for sharing.
The result was the development of tentative evaluation instruments pre-

sented in Resource Paper No. 9.

To provide assistance in the development of a cost methodology, the
AAMC employed, in September 1975,Dr. Christine E. Bishop, a health economist
from the Boston University Schcol of Management. Dr. Bishop attended the
Cambridge conference but there was not enough time. for her to assist tﬁé
participating institutions who were develaping cost data. Instead,

Dr. Bishop was asked to &avelop the conceptual framework for measuring the

costs of education in the HMO. The results are presented as Resource ?aﬁeﬁ

No. 14.
Monitoring was accomplished through periodic progress reports and site

14




visits. Each participating institution submitted a work plan and two
. progress reports and was site visited once by the AAMC staff and members

of the project advisory committee.

" The project received considerable publicity at the AAMC Annual Meeting

in November 1975 where project participants organized and presented a sympo-

sium entitled Teaching Primary Care in the HMO: Design, Evaluation and.-

~ Costs. The papers presented at the symposium have been for the most part

rewritten and are included among the resource papers in this report.
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Appenddix 1

ASSOCIATION OF AMERICAN MEDICAL COLLEGES

MEMORANDUM #74-18 , June 24, 1974

TO: Council of Deans
Council of Teaching Hospitals

FROM: John A. D. Cooper, M.D., President

SUBJECT: Contract for the Development of Curriculum for Physician Training in HMOs

The Association of American Medical Colleges has been awarded a
contract by the Special Program Staff of the Bureau of Health Resources
Development, Health Resources Administration, DHEW to support the development
of curriculum for physician training in academic medical center related HMOs.
This 21-month project is complementary to a previous AAMC project for the
development of prototype HMOs which will terminate on June 30, 1974. These
endeavors reflect the Association's ongo1ng effort to promote medical school
and teaching hospital involvement in improving the ambulatory heaith care
system of the nation.

Whereas the prototype HMO project focused on the unique aspects
of planning and developing an academic medical center related HMO, this BHRD
contract will allow the AAMC to stimulate the planning and development of
curriculum for training physicians in the HMO setting. If HMOs are to ‘expand
and become a viable alternative system of health care, appropriately trained
manpower must be available. Without the necessary personnel, even existing
HMOs may be unable to expand their enrollment to meet demand.

Within the framework of this project, the Association will work
closely with six (6) selected institutions by providing technical assistance,
centralized coordination and limited support funds to develop educational
programs (with major emphasis on primary, continuing, comprehensive care) which
would. train phy51c1an5 to function effectively in HMOs. The principal objective
of the BHRD contract is to assist in developing curriculum for medical students
or house staff that are based upon and oriented towards medical practice
requirements of HMOs. As stated in the BHRD contract, the primary requirement
for participating institutions should be the development of a plan including
a curriculum for the establishment of an education-training program for
medical students or interns and residents which utilizes as a primary learning
tool an HMO which the university health science center sponsors or with which
it has formal affiliation. This effort will hopefully establish a mutually
beneficial relationship betwr.n the HMO and the medical school/teaching hospital
for purposes of clinical education @s well as patient care.

. If you would 1ike to have your institution considered for participation
in this project, please submit a proposal of no more than twenty pages which
should include but not be Timited to:

17
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Appendix 1 (continued)

a. Definition of primary care.

o

Description of institutional activities in primary care
education. :

c. Educational objectives of the proposed curriculum, taking
into consideration the desired end results in terms of
-students' skills, attitudes and knowledge. Basic elements
of such a curriculum should include: patients, students,
faculty and setting.

d. Description of the process for developing an appropriate
curriculum for training med1ca] students or house staff in

an HMO setting..
e. Realistic plans far’imPTEmenting the curriculum.

f. A plan to develop criteria for selection of medical students
and house staff who elect to train in the HMO setting.

g. Evidence of a relationship between your institution and an -
operational or nearly operational HMO (including a description
of the HMO). 1In case of affiliation with an HMO, please include
a letter of support from the Executive Director and the Medical
Director of the HMO.

h. Institutional resources and capabilities available for developing
such a curriculum. _ _

The AAMC has established a project advisory committee that will
select the six part1c1p3t1ng institutions. It is anticipated that participating
institutions would receive up to $40,000 to develop its proposed curriculum
during the period January 1 through December 31, 1975. The BHRD stipulates ,
that institutions must meet the following basic requirements in order to be .
eligible for consideration. e

1. Each participating institution shall include a university
sponsored or affiliated HMO.

2. Prefarence:in consideration will be given to programs whose
HMO service component is operational or nearly operational.

3. The curriculum to be developed must be directed primarily at
medical students or house staff.

4. Proposals should include the development of a process for
relating medical student and house staff HMO education and
training experiences to career selection.

Q- 18 .
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Appendix 1 (continued)

rollowing the selection of the six participating institutions, negotiations
will be undertaken on the amount and type of support that can be provided .
under the contract.

If your institution wishes to participate in this project, you should
send your proposal to: .

James I. Hudson, M.D.

Director, Department of Health Services
Association of American Medical Colleges
One Dupont Circle, N.W., Suite 200
Washington, D.C. 20036

Neither the AAMC nor the BHRD is under any obligation to award a contract on
the basis of any proposal submission or othérwise pay the cests incidental to
the preparation of proposals. : , '

~ As a condition of participation, institutions may not include more
than 8% of total direct costs as "overhead" or indirect costs in their budgets.
We are also asking that you identify, by name, in your proposal the following
individuals who will be relating to your HMO educational development program
(if selected for participation): ' -
e 1. Project Director
2. Fiscal officer for the project

3. Institutional contracting officer

Proposals should be postmarked by Friday, August 2, 1974.

, If you have any questions, please do not hesitate to call Dr. Hudson
(202/466-5131) or Ms. Lily 0. Engstrom (202/466-5118). ‘

19




THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES
- togethern with the
UNIVERSITY OF ROCHESTER

and the Medical Group of the

GENESEE VALLEY GROUP HEALTH ASSOCIATION

Appendix 2

=

Present a Conference for Pasticipants in the Profect to

DEVELOP CURRICULUM FOR %-'HYSICIAN TRAINING IN HMOS

in
’ Rachéster—, ‘New York

Thursday and Friday, March 13 and 14, 1975

40




D 10:00 AM  WELCOMING REMARKS | Dean Orbison; Dr.
" 70:10 AM  OVERVIEW - Mr. Infeld
10:20 AM  PRESENTATION OF PROJECT WORK PLANS | Project Directors

. : 1%

AGENDA _ Appendix 2 Cs:mntinued)

Thunsday, March 13, The Anderson Room, Med{cmf Education Bullding (S Wing)
Univernsity Madical Centen, University of Rochesten

" Limited to 15 minutes per presentation.: A question
and answer period will follow each predentation

12:30 PM  Luncheon. Served 4in private hoom one §Light above the

Anderson Room

.30 PM  EDUCATIONAL METHODS AND EVALUATION IN THE HMO - Reactor Panel
Panelists: Dr. Anthun Elstein, Moderator ‘
: Dn. Paul Grovenr
Mr. John S.dmon
:00 PM  IMPACT OF PROPOSED MANPOWER LEGISLATION bN HMO

TEACHING PROGRAMS , é Mr. Bowsher
Question and Answer Period :

4:00 PM Coffee Break A

4:15 PM A MODEL FOR PRIMARY CARE RESIDENCY TRAINING Dr. Boufford
Question and Answer Perdiod

5:15 PM  The Happy Hour. Cockiails at the Chancellon's Dining Room,

. University Faculty Club, Douglas Building, R&VE& Campus

6:30 - 8:00 PM Dinner (same place as abave) ' "R

Friday, March 14, The Genesee Valley Group Health Association (GUGHA) ,
Joseph C. Wilson Haaﬂth Centen, 800 Carnter Street, Rochester, New York

9:00 AM GVGHA'S TEACHING PROGRAMS FOR HOUSE STAFF AND NURSE
CLINICIANS: OVERVIEW AND ANALYSIS Dr.- Gardner
Question and Answer Perdod - N _

10:15 AM  HMO TEACHINé'PRDGRAMS: COST FINDING METHODS Dr. Gi]sané
Question and Answer Period Dr. Lawrence

11:30 AM  NEXT CONFERENCE | : Participants
Contract funds are available Zo hotd one additional
meeting. Should another meeting be held? Whenre,
when, and for what purposes?

12:00 Noon Guided Tour of the Wilson Center

12:30 PM ADJOURNMENT

21
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Appendix 2 {cgntinued)
SECOND CONFERENCE
Project to Develop Curriculum for Physician Training in HMQS
Harvard Faculty Club Bui1diﬁg} 7 7
Harvard University Campus, 20 Quincy Street
Cambridge, Massachusetts

September 29-30, 1975
Monday, September 29
8:30 A.M. Introductions - J. Hudson, M. Infeld
Workshop |.  CURRICULUM CONTENT AND DESIGN
Moderator: S. Bosch
Facilitators: J. Simon, H. Gardnrer

Noon Siesta

2:30 - 5:30 P.M. Workshop I1. COST METHODOLOGIES

Undergraduate Level: G. Pawlson 7
Graduate Level: R. Lawrence, R. Watkins

Tuesday, September 30
8:30 A.M. Workshop 111, APPROACHES TO CURRICULUM EVALUATION

Facilitators: P. Grover, M. Ravitch

11:30 A.M. FINAL REPORT - Objectives, Content, Format M. Infeld

1:00 P.M. Adjournment
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Chapter 2
GEORGETOWN UNIVERSITY
and

GEORGETOWN UNIVERSITY COMMUNITY HEALTH PLAN (GUCHP)

The Georgetawn group's major achievements were: (1) the development
of a unique curriculum planning process; (2) the preparation of an HMO

(4) preparing a manual for the preceptor training program. iteﬁs 2 and 4

are presented under separate covers as Resource Paggré 2 and 7. The study
was conducted by the medical school's Departméﬂt of Community Medicine and
International Health with the collaboration of the GUCHP medical staff and

three sophomore medical students.

BACKGROUND

Georgetown University's medical school is part of a larger Health
Sciences Center which includes a teaching hospital, a dental scﬁaal; and a-
school of nursing. In 1971 the medical school implemented a major curricu-
lum revision and thereafter rapidly increased the size of the entering
class to its current level of 205 students. The resulting stress placed
upon teaching resources, particularly in ambulatory care, motivated the
medical school to eétablish a heaith maintenance argagizatian, the George-
town University Community Health Plan (GUCHP). 1In fact, .GUCHP, which was
initiated by the Department of Community Medicine and International Health
(DCMIH), was authorized by the medical school with the understanding that

the HMO would provide a resource for primary care education and research.
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GUCHP is a pre-paid group practice type HMO which opened for services
in November 1972- Although it is legally an independent corporate Eﬁtity,
most of the mémbers of the board of directors are appointed by the Univer-.
sity Eresid?nt, and tﬁg Chancellor of the Medical Center serves as Chairman |
of the Baafa, while the Dean serves as Vice-Chairman. GUCHP presently EEIVES;
over 20,000 "pre-paid" enrollees and an additional 6,000 "“fee-for-
service" patients in three primary care facilities in the Washington metro-
politan area. One center is located in Reston, Virginia and serves a
predominantly white upper middle class population; the second ceﬁter,
located in Edgewood Terrage_ﬂousing Complex in Northeast Washington, serves
a predominantly black, low and moderate income population; and the third
center in Kensington, Maryland, serves a'r&latively=stable;sﬁbufbégimiddle
class community in the greater Washington area. Each center utilizes a
local community hospital for general inpatient care and Géargétawn Univer-

sity Hospital for tertiary cara.

GUCHP was heavily involved in education even prior to the initiation
of this project. Educational experiences at GUCHP included a 6-month field -
tfaining for two physician assistant students from Northeastern Uﬁiversity
(both were latér hired by GUCHP); a physician assistant traiﬂiﬁg program
for pre-medical and first year medical students; a six-week elective clerk-
ship in primary care; and rotation of senior psychiatric residents under the:
supervision of the faculty of the-DePafcment of Paychiatry,. Héwever, these
educational experilences were offered unrelated to each @ther; without an overal

curriculum plan or mechanisms for evaluation. Hence, Georgetown's initial

ba
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abjeétive was not so much the construction of a curriculum, but rather the

development of a rational curriculum planning process, as it indicated in

its final report to the AAMC:
"If you think you're confused, consider poor Columbus.
He didn't know where he was going! When he got there,
he didn't know where he was. And when he got back,.
he didn't know where he'd been." '

Anonymous

In many ways, the task of curriculum building for physician training
in health maintenance organizations 1s similar to the experience of
Columbus. There are groups of doubters, there is a dearth of funds,
and the waters are uncharted. A major outcome of our project has
been a mapping of where we are going. As a result, when we get
there we will know where we are and with the use of evaluatioen,
know where we have been. 1In essence, the major accomplishment of

Dutrpfoject has been to establish a curriculum planning process,

rather than a finalized, polished, discrete set of courses.
THE CURRICULUM PLANNING PROCESS

The curriculum planning process developed by the Georgetown group is
based on an analysis of the skills, knowledge and attitudes fequired by
competent practitioners in the HMO setting. Since a comprehensive, func-
Eionél analysis of physician performance in HMOs was beyond the scope of
this project, an abbreviated approach, represented in the schematic dia-
gram below, was developed. The ultimate result of this approach is a list,
or "mastery description," of prgfeésion&l responsibilities which the com=-
petent practitioner has "mastered," or should have,mastéred! These are
then converted to educétional objectives which the student must master or
gain competence in, The process involves the five steps defined in the
schematic diagram. A description of their implementation at Georgetown ;5‘

presented below,



T4
g;s

. MASTERY
. DESCRIFTION

. -RELE Véﬁf COMPONENTS OF G.U. CURRICULUM.
~> _RELEVANT COMPOVENTS OF OTHER SCHOOLS.
CURRICULA

=STAFF TRATINING AN
=STUDENT HMO CURRICULUM

-

DOUBLE ARROWS: 41indicates a one-to-one relationship

MASTERY DESCRIPTION: a list of prcfesslnnal tasks or responsibilities
that a competent primary care practitioner must

master

STAFF TRAINING: the identification of such tasks or responsibillties
' currently missing from our HMO primary care praﬂtitigners
and trainlng of staff in these areas

HMO CURRICULUM: Lhé éducaﬁianal objectives and instructional activities
derived from the mastery description as modified by

G.U, CURRICULUM: what is relevant and already learned somewhere else in
the Georgetown curriculum complemented with

OTHER CURRICULA: successful and relevant educational Dppgrtunities
implemented by other schools

Source: The Georgetown University final report, December 1975.

a. Mastery Description - The object 1s to obtain a list of prafesqignal

tasks or responsibilities Uﬁique to primary care practice in the HMO, by
involving in the process all parties concerned: the practitioners (physi-
cians and nurses), the recipients (patients), and the students (medical and

nursing students) of primary care.

Three medical and three nursing students were hired for the summer to ‘
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e * )
conduct interviews with GUCHP physicians, nurses and patients. A team
of one medical and one nursing student was assigned to each of. the three

-GUCHP centers,  After an intensive literature search, the students prepared

an initial list of physician and nurse professional coﬁpetenciasgand
then interviewed physicians, nurses and patients, using the questionnaires

presented at the conclusion of this chapter as Appendices 3T§pd 4. Initial

analysis of the data indicated a need potlonly for a student guide and a
preceptor training pfogram.hﬁt also for teaching egperignces in teléphané
medicine; developing a goed'ﬁchairsidé“ manner; and a primary care team
clerkship. Further work on the mastery list has been témpﬁfarily'dis-
continued, but the study staff hopes to resume their effarts as‘the valué

of such a process gains added support within the medical school.

b. Staff Training - The physician interviews helped in identifyiﬁg a
need,for’a training pfggram to develop the teaching skills cf_thereiiﬁigal
staff. Since the development of such a program was not within the scope of
the original study design, Georgetown Univezsity fequested and obtained
AAMC and DHEW approvél to extend the project for six monthe <o June 1976.
On the basis of the assumpti@ns-pTESénﬁed bglowi Georgetown Univgrsity
implemented a six~hour Preceptor Prepatatién Course for .2 GUCHP staff
physicians. The materials prepared for the course have been organized as a

manual entitled A Rolgisuide and Resource ggggiﬁggiﬁlini;é! Preceptors, and

is presented as Resource Paper 7 under separate cover.

* : ' i .y - ,
The nursing compornent was funded by another agency and concerned

- multi-disciplinary training of medical and nursing students in primary care
" teams.. ‘ : L
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ASSUMPTIONS OF PRECEPTOR PREPARATION PROGRAM

o HMO physicians are usually recruited and hired for their elinicél
competencies, not their teaching abilities.

o Teaching skills are not necessarily innate, but rather can be =
learned.

o HMO physicians who act as instructors must be otiented to the
overall goals and approach of the educational program.

o Approaches for student learning in the HMO (based on the require-
ment of provider productivity and consumer voice in management)
will require methods of instruction unfamiliar to the traditionally
trained physician.

© There are a variety of teaching roles and responsibilities HMO
preceptors can and must fulfill if a well-planned curriculum is to
be successfully implemented. 7/

Source: Georgetown University final report, December 1975,

e, Curriculum Development - The first step in curriculum development was

the offering of an experimental course entitled A Practical iﬁtrqéggtiantpa,'

*

HMOs. Désiéned for testing teaching materials, instructional methods and
preceptor-student interrelationships, the course involved didactic sessions,
guest speakers, field visits to local HMOs, and research projects under the

supervision of GUCHP staff. A ﬁajor result of the course was the develop-

ment of A Hgéi;alﬁStuden;fs Guide to Health Maintenance Organizations, pre-

sented under separate cover as Resource Paper 2. The 50-page guide,
dgsigned by medical students for medical students, éesgribes the nature of
ﬁgos and pﬁasents the major issues affecting HMOs ;ﬁdayg’ 0f particular
;;iueiare the self=§ésessment and group discussién questions included in
each chapter. The guide is already being used by several institutions

"inecluding -a medical society group.

DO
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d. Relevant Components of Medical School Curriculum - The four-year G.U.
medical curriculum was examined for primary care-ambulatory care experiences

- -presently offered so as te avoid duplicatien. - - - .. .

e, Relevant Curricula from Other Medical Schools = This involved a
review of published literature from other schools and continual communica-

tion with the other institutions participating in this project.
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Appendix 3

STAFF INTERVIEW FORM _
Center ___

Education_ and Experience Background

1. What field was your training in?

"(M.D.):  Residency Field:

(R.N.): A.D.  piploma ______ B.S.N.__
M.S. -
Nurse Practitioner Field _ L _

M.D.: Are you Board eligible? Yes No

Are you Board certified? Yes ____ No

R.N.: Are you certified as a nurse practitioner? Yes __ No

2. What kind of patient care practice have you been in since the end of
your formal training?

Solo ____ Hospital ___ Military _ Group ___
HMO Clincial or Neighborhood Health Center

For how long?

Type of patients:
Adult ___ Adolescent __ Geriatric - Child

Family _ Other ___

Relationship with GUCHP

3. How long have you worked for GUCHP?

4, What made you decide to come to work for GUCHP?

5. How do you define primary care?
6.. (a) What do you find satisfying in working in primary care?
(b) What do you find unsatisfying in working in primary care?

7. Could you compare working in this HMO setting with your previous health
care settings in relation to: :

(a) how is primary care different?

- (b} how is the HMO setting different?
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Appendix 3 (continued)

8. Do you see a difference in the health care needs of clients in the HMO
setting from those in your previous experience?

Do you feel that enrollees abuse the health care services because of
the prepaid nature of the practice?

9. What kinds of things do you do in the health center?
10. Are there any tasks you would like to be freed from doing in order to
use your training more fully?

11. Do yau have professional skills you feel you should be using that you
aren't employing?

12. Do you use POMRs? Yes No

If you're using some variation could you explain it and why yau prefer
it? _

Were you instructed in the use and preparation of GUCHP medical records?

Yes __ No ~ Where: . fﬁ whepn:

by Whom: _

13. Do you feel you have enough time to spend with each client?

Yes __ No _

How would you spend the extra time if it were available?

14. 1Is there anything else that would facilitate your provision of services
to your clients?

15. How do you think patients feel about the care they get here?

16. Who is responsible for educating individual patients in coping with
their health problems? Why?

17. How do you handle follow-up?

-

18. What preventive care do you provide?

19. Do you think the quality of care is affected if a client sees
different team members each time? Yes ___ No ___ If so, how?

20. What kinds of things have you encountered in pr1maﬁy care practice
that your education didn't prepare you for?
eg. Patient management skills:
Telephoning:
Counseling: B
Physical Assessment:
Supervisory skills:
Relating to other professionals:
Interviewing ambulatory patients:

[MC o _ Tear:hmg studeﬂts 31
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. B Appendix 3 (continued)
- Role Perception

21. How do you view your own role in this setting?

22. What do you see as the nurse practitioner's/doctor's role on your team?

23. 'What do you feel are the most 1mportant factors wh1ch 1nF1uence your
- role re1at1onsh1p with the physician/nurse?
24, How are the roles different from your previous experiences and
relationships?

25. Do you see an overlap between the nurse practitioner and M.D.
responsibilities? Yes ____ No ____  If yes, where do you see this?

What is your opinion of it?

26. Do you have any supervisory responsibilities? VYes No
What are they? _

- 27. To whom are you responsible?

28. Who is responsible for managing the center on a day-to-day basis?

30. NhD determines the 1engths of appts. and how many pat1ents will be
seen each day?

31. How are you affected by ihese decisions?

32. Do you have any professional re1at1ansh1ps w1th the other GUCHP centers7
Yes _ No ___., . =

If so, what? o
If no, is there a need for this? Why?

33. How do you, as a provider, perceive your relationship with the
McArthur office?




Appendix 4

PATIENT INTERVIEW FORM

Center . Day ___ Patient_____ Sex -

Interviewer _ ~ Time ____ Adult _____ Parent of Child

Adolescent

PRE-VISIT INTERVIEW
Introduction '

Explanation

1. 1Is this your first visit to the Health Center? Yes __ _ No ___
2. How long have you been coming to the Health Center?
3. How many times have you visited before?

4, If you feel comfortable in answering, what brought yoﬁ to the Health
Center today?

5. Do you know who you're scheduled to see today? Yes No

6. Is thié the person you've seen on your past visits? Yes No

Who do you-regularly see? Doctor _ _ Nurse __ Other __

7. Do you like being able to see the same person? Yes ____ No __
8. What do you want to happen during your visit today?

9. Do you have any questions on your mind you want to ask the doctor or
nurse today? ~ Yes __ No _

POST-VISIT INTERVIEW

1. Was your visit with the doctor ____ or nurse ?

'2. MWas this the same person you've seen before? Yes ___ - No

3. What things were satisfying about your visit with the doctor/nurse?
4. What things were not satisfying about your visit with the doctor/nurse?

Generally when you come does - happen?

5. Can you think of anything else the doctor/nurse could have done to
1mprave your visit?

6. Do you feel you had enough time with the doctar/nurse today?

© 7. Did you get all.your questions answered? Yes ___ No
IERJf:; - Did you ask all your questions? . Yes ____ No
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Chapter 3

UNIVERSITY OF R@CHESTE? SCHOOL OF MEDICINE AND DENTISTRY

and

Although the University of Rochester group dealt with each of the
three major components of the project (curriculum content, evaluation and
cogts), it devoted most of its energies to evaluation. Two papers, one of

which has been published in the Journal of Medical Education, were prepared

on the subject. The group designed, implemented and evaluated an HMO-based
curriculym for first-year medical students. It is préséntly in the process
of conducting similar efforts for a course for fourth-year students. The
project was conducted jointly by the medical school agd HMO under the

direction of the Associate Dean for Medical Education.

BAGKGEDUED P
Iﬂvfegent years the University of Rochester medical school has placed
increasing emphasis on primary care in its curriculum. An ambulatory care
experlence, either at the University's Strong Memgrial‘ﬂaspitai or in other
extramural ambulatory care settings, is now required of a;l fourth-year
students. The Division of Family Medicine now offers three electives for
pre~clinical students. and the Départmenﬁ of Preventive Medicine and Com~

munity Health offers a wide-ranging first-year elective entitled Introduction

to Preventive Medicine and Community Medicine, in which students are placed
in community health facilities. One of these facilities is the Joseph E.

Wilson Center of The Genesee Valley Group Health Association (GVGHA).

GVGHA was one of the first successful HMOs sponsored by Blue Cross.
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Located in an attractive 52,000-square-foot facility, it opened for services
in August 1973 and rapidly increased its enrollment to its ﬁresent 20,300

..members. _An additional. 2,000 persons are served on a fee-for-service basis, . .
GVGHA has no formal ties with the medical school nor was the latter involved
in its development. The two institutions have céééerated in the educational
arena, however, even prior to the initiation of this project. Within the:
first year of its exiééence the HMO was host to medical and nursing students
parti;ipatiné in a medical school sponscfed elective, and several fourth-
yvear medical students took an ambulatg;y care elective there.

The two institutions work well together. bThe HMDMtéam, ;ongiéﬁing of

the medical director and staff physicians, was ﬁféé;éﬁsiblé for curriculum

content and design while the medical school was primarily concerned with the

evaluation component.

THE CURRICULUM

The AAMC project provided the two instiﬁutions an opportunity to develop
a rational approach for introducing education to the HMO and evaluating
the results. An ideal course for this purpose was the preventiva medicine
course mentioned above for it emabled the evaluator not only to evaluate
the student before aﬁd after the course, but to compare him with students

assigned to other institutions. o S

The

stated goals of the introductory course in preventive and community

medicine were that students learn about the role and responsibilities of

primary care physicians in prevention; the relationship between availability,
accessibility, cost, and quality of care; the incidence, magnitude and
severity of a health problem; and the,psycholagigalg pélitical; economic

Q ‘V: f€;;‘.“ o - | 3%;;




and social relationship to illness and the delivery of health services,
Each student was assigned to a health or social service institution for
Dn§=half day per week for fourteen veeksi Participating institutions
included imstitutions such as the Association for Retaﬁded Children, an
inter-city neighborhood health center, Planned Parenthood, a venereal

disease clinic, a family court, and GVGHA. Students met for a series of

seven lecture-seminars and combined exercises called "recall" sessions.

A total of twelve studéﬁts chose to be placed at GVGHA in the spring
gsemester of 1975. It was for these students that a curriculum was con-
structed, field tested and evaluated. . Aside from the overall course
objectives, the study group defined additional objectives for the students
assigned to GVGHA. They included learning HMO concepts and changing atti-
tudes concerning primary care and HMO practice, A detailed list of the

cognitive and affective objectives as well as other components of the

curriculum are presented iﬁrRésou:;%,Papetiii

The students met at the Wilson Centé: one-half day per week for
fourteen weeks, with each session divided into three parts. The first 45
minutes were devoted to one-to-one interviews between the student and a
department head. By the end of the semester, each student had personally
iﬂterviawéd the chiefs of the departments of medicine, pediatrics, ob/gyn,
eye services, urgent visit clinic/surgery, X-ray, laboratory, business

office, pharmacy, and medical records/communications center.

The students then convened for a one-hour seminar to discuss an HMO-

related issue or the case history of a student's patient. Most of the
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seminars were led by the medical director, although occasiponally a guest
lecturer was invited. The third part of the session consisted of an
‘obzervation period with a physizia£ preceptor. Three students were assigned
to a patient, whom they visited with the preceptor at least once

during the course and were responsible for presenting his/her case his-
tory. Detailed descriptions of the case histﬁfies as well as the seminars

are also presented in Resource Paper 3.

EVALUATION
The evaluation design was developed with three major goals in mind:
(1) to identify changes in knowledge and attitude; (2) to amalyze correla-
tions between demographic/personal characteristics and outcome measures S0
as to identify possible predictors of cognitive and affective achievements;

and (3) to compare the results with contrel groups.

For comparison purposes, three groups of students, all of whom
participated in the community medicine course, were selected. Group 1
consisted of the twelve students based at GVGHA; Group 2, called related,
consisted of ten students assigned to other primary care organizations;

munity agencies not involved .in primary care.

Knowledge and attitudes were tested with two pre-post tests, pre-

sented as Parts A and B of Resource Paper 12, and through semi-structured
interviews with an evaluator. The personal characteristics assessed for

correlation included sex, hometown slze, physician parentage, undergraduate

major, Medical College Admission Test (MCAT) score and the Edwards Personal

Q y




Preference Schedule which measures fifteen normal personality character-
istics. At the completion of the course, all 33 students completed an
activity summary and a course evaluation form, also presented in Resource
Paper 12. To complement and validate the sources of evaluative information,
the evaluator attended all seminars, conaugted interviews, gnd observed
student/patient interactions. A detailed description of the evaluation

methodology is presented in Resource Papers 10 and 11, entitled An HMO

Based Primary Care Curriculum for First Year Medical Students - Design,

Evaluation and Discussion, and. Issues and Methods in Curriculum Evaluation,

,espac tively. The latter was published in the December 1975 issue of the

Journal of Medical Education, and the former was recently submitted for

publication in the same journal.

Using a variety of sophisticated statistical techniques, the evaluator
found that there were few significant differences between pre and post test
scores within a group or among the three groups. As anticipated, the GVGHA-
based students made considerable progress in their knowledge of and attitude
towards HMOs; but the experience did nct produce any great shift in individ-
uval career plans. The career choice resgults showed an overall general trend
among all groups towards various forms of primary care. An analysis of the
student activity forms indicated that the GVGHA group had more patient and

provider contact than the control groups.

-COSTS

A consultant to GVGHA conducted a cost analysis and determined that

the course costs GVGHA a total of $1,880, or approximately $157 per student

per semester. The costs inclule the extra stal- time needed for student
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teaching, but excludes overhead and gpace costs. Space costs were not
included because the conference room used for the seminars is not presently

- used  to capacity.

To determina the extra staff time needed for teaching, sample atudies
were conducted in the Pediatrics Department and the Urgent Visit Clinic.
Preliminary data indicated that students caused 1little disruption in
patient care. For example, in the Urgent Visit Clinic it took 140 minutes
to see 9 patienﬁs without students present and 144 minutes with students
present; in the Pediatrics Department it took 43 minutes to see 5 patients

without students and 51 minutes to see a comparable set of patients with

students present.
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Chapter 4
UNIVERSITY OF PENNSYLVANIA

and

The major accomplishments of the University of Pennsylvania group,
described in the enclosed resource papers, include the development of a
unique iterative curriculum planning process involving educators, clini-’

clans, and other professionals; the preparation of curriculum modules; the

testing of the curriculum and evaluation instruments., The curriculum
development process developed by the group is described in Resource

Paper 1, entitled Designing a Curriculum in a Clinical Setting: An

Iterative Process; the curriculum itself is presented as Resource Paper 4,

and the evaluation methodology together with evaluation instruments are

presented as Resource Paper 9. Since these papers aptly pfaséﬁt the

group's achievements, this chapter is brief.

Penn Urb is a multi-disciplinary primary care center sponsored and
supported by the University of Pennsylvania, although it is legally a

separate entity. It opened for services in 1974 in a small (5,500 square

- feet) renovated facility and presently provides 18,000 patient visits per

year on a pre-pald capitation and fee-for-service basis.

The project was managed by Penn Urb under the direction of its medical
director and with the active participation of the entire professional staff.

Day-to-day project activities were coordinated by a medical educator.
Qﬁ"' ?E
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Both the curriculum development process employed by the U.P. group and
the curriculum they designed were uniqﬁe in several fespects_ Thg'daiélop—
ment process involved educators and Elinizians and the entire professional
staff of Penn Urb. From the beginning thé curriculum-was:desigﬂéd-in

modular form so that aﬁy module could be added ta'existing courses or, for

that matter, removed from the curriculum if taught elsewhere.

The modules éovef virtually all concepts that_éne caﬁ learn in an HMO.
They 1include: ( |

- priméry and comprehensive care

- fhe healﬁh care team

- ' consumer partic%pation

- quality‘of care

- economics of HMOs

- change and innovation
A task force consisting of at least one educator and one provider was
established for each issue with responsibility for definiﬂg behavioral
objectives, recommending methods of instruction, dEVEiopiﬂg a bibliography |
and identifying prerequisites. The curriculum dévelopment‘prgcéss 1s

described in detail in gggggjggifngtﬁ;j and the curriculum itself is

presented in Resource Paper 4.

The curriculum was offered as a field test in an inter-session course

entitled Introduction to Comprehensive Health Care Systems. The course is

an intensive one-week, 35 contact-hour experience offered to ﬁedieal,
- nursing, allied health professions, health care administration, and social

work students twice a year during inter-sessions. Sections of the curriculum

41
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tﬁe:e also field-tested with one medical student who:

one session per day for four weeks,

To assess the effectiveness of the curriculum,

instruments were designed and field tested in the in

clerked at Penn Urb -

a series of evaluatiénﬂfé

ter-segsion course. As "

- indicated in Resource Paper No. 9, Report of Efforts

to Develop a Standard- -

ized Test of Knowledge and Attitudes Relévsnﬁ‘téigﬁg
tion méthcdclagy and related tools were designed fo
HMO séttings. Although this effort was afganizgd by
other institutiaﬁs participating invthe project also

development.

==

_HMO Setting, the evalua-

‘applicability in other .

thé Benn Urb Staff, the

contributed té’i;é




Chapter 5
THE UNIVERSITY OF WASHINGTON
and

GROUP HEALTH COOPERATIVE OF PUGET SOUND (GHCPS)

A unique feature Qf Gruup Health hag bEEﬂ its inva;vement in studeﬂt{ 
educatiun almost since its inceptiﬂn 30 years aga.. Training pragrams far? ?'

¥medigal students snd fEEidEntE had been aperating at Graup Health sevefal

years pfinr to the initiatian of thia praject.v HEHEE, ane 0 the fifst

tasks was to review and assess thése prag:ams 'and mare impa' antly, tn ‘
attempt to determine thelr costs. The majnr accgmplishment nf thig prnjéct

included a surVey of existing medical student courses; the develepment of al-f? 

curriculum for a third-year clerkship, the pre piratianfdffan integrated set.
of evaluation instruments; and the initiation of a cost stﬁdy,
BACKGROUND

In the past ten years the University of Wéshingtgn hasAbaép-inéreasingly,

focusing its attention on the problem of méldist:ibutian cf'medical=:esgurgé5w?

and the t:aining of primary care ’ hysiziéﬁé. A majﬂr curriculum revision tnnk f1
place in 1968 and the Department of Family. HEdicine was Establiahed in lE?l

More recently the University became a regional Eenter in maﬂigal education by
establishing the WAMI program -- academic sites in thevstéges cf Washiﬁgt§n3>

Alaska, Montana, and Idahg,.devcted to primary care service and training.

- & -
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The outcome of these efforts has bEEﬁ that more ‘than half f he IR

raduating mgdical students are ent ring primary care tfaining prﬁgrams and'

the entering class has been iﬂgreased fzcm 85 ‘to 1?5 students. As a result
‘the medical schngl has found itself in need of additianal clinical. trainingv
'sites in primary care. Group Health Cogperative of Euget Saund with its
étrcné orientation towards primary care, rep;esents an. impﬁrtant clinical

teachiﬁg fESOBIEE.

Group Health is a nonprofit, consumer-owned cooperative éstablishéd 4

in 1947 and presently serving aﬁpfoximately'zoo DOO membEfs; It owns and

operates nine outpatient facilities and a BOD—bed general haspital with" a H*:¢;

staff of 2, 790 including 200 physicians.

Grﬂup Health has been involved in student Eﬂucatign alﬁsst since its
inception. Over the years, edugatianal pragrams have Expandéd to sugh a V
degree that one of the first activities of this prﬂjéct was~tg identify
the extent and scope of education at Grgué\Héalth_. Medical ééudeﬁﬁs'ﬁave :

been training at Graup'Health foﬁOVEr-lZ yéars, although tﬁé bulk'cf caursesak

_fg medical students were not initiated until 3 yea:s ago. - ThE first . familyi

’practigé residEncy training program was initiated in 1973 with tha signing :

of a Mamorandum of Understanding between the Univarsity 8 Departmént of -

Family Medicine and Group Health.
at the end of this chapter, provides for the,exghange of family practige
residents for training at each other's institution and for medical student

teaching at Group Health.

o




The AAMC-sponsored project was welcomed by the University and Group
Health as an opportunity to examine the HMO's role in the éducatian of

medical students and to develop, if possible, an integrated, cost-effective L

curriculum. Specifically, the major objectives of the étudy were:

- To conduct a éurvey,and evaluate é;isting’medical}étudgnt'

courses at Groﬁprﬁealth;

= If necessaﬁy, to dévelgp a éampreheési?e curriculum that.
could be applicablévgp other HMO setﬁiﬁgs;' | .

- To develop appropriate evaluation instfumgnts for aééegsiﬁg
the gurriéulup;s effectiveness; -and | |

- To examine the costs of medical student teaching at Group

Health so that future progress could be_éesigﬁéd in a cost-

effective manner,

The study was conducted jointly by both institutions, with the medicél
school's Assistant Dean for Curriculum and Group Health's Diracéor af:
Medical‘Eduéaticﬁ serving as project co~directors. A major role was_assignedi
ﬁg educators from the Dean's dffice of Research in Medical Edu;ation, who |
provided consultation in research design, currigﬁlum‘ﬁeveiopﬁant and evaluation
and teaching methodology. >Two physicians, one from each institution, collab-

orated in the cost study.

 SURVEY AND EVALUATION OF EXISTING COURSES

The survey of existing courses at Group Health revealed that over

.

570 students, including students in nursing, public health, medical technology,
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pharmacy and medical students from 1i institutions were training at Group
Health facilities. Of these, iSD were mgdigalrsﬁu&énts enrclléd in seven
different courses, as shown in the tablé,cn thé'f;l;owing page. Tﬁe‘fifs;}';i
four of these courses were selected for careful gtudy and‘evaluaticn;
Since there was insufficient timé té evaluate all seven céurgés, gnly.thésé'lf
with the major impact in terms of time cgmmitméﬁt? nunbers of sﬁudénéé, éf' J;

those offering a unique experience to medical students were chosen for

investigation.

Prior to the initiation of this Study,'thg University already had a. o
well established evaluation system for many courses in .the medical school

and at Group Health. Such an evaluation system typically ingiuded thrée

components: : o

(1) Evaluation of the course - by 5tudéﬁ£é; faculty and a course
committee.

(2) . Evaluation of féeulty = by students, course committee and
faculty self-ratings. |

(3) Evaluation of student performance - by tﬁe prgcépﬁﬁrs;
patients and stu52nﬁ self-ratings.

As part of this study, the evaluation systemé of the four ;ouréés were also

useful primary care experience and that students and faculty alike were

pleased with the experience, It should be pointed out that the courses
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UNIVERSITY OF WASHINGTON
MEDICAL STUDENT TEACHING AT GROUP HEALTH

, . N Total - # days/yr
Med Length of Number of . S number of - students.a
student GHC Association - students Time involved for  students in~  Group He:
year " Department (years) per session each-stgdent ' past year X #zaf stude
L Outpt - FP 3 0-6/quarter _iléfdaylwk/quaftef\ ;12f: S 66
420*3 2 Qutpt - FP | 3-A/year 1/2 day/wk/e qtrs. W 60
471 » S o L
£22 , R . o o
93+t 3 Radiology 4 0-4/month 1-day évgry-szkS'» I [ 32
' : - - for 4-6 weeks. K -
T Hospital 2 124/quarter 2-3 1/2 days/quarter = 124
‘ . for 3 quartérs-‘
: 34 ObeGyn 1 Yo weeks 4 veeks - 8 sessians/ 18 1360
_ quarter Lo - '
3-4 Peds 12 0-2  varies: 1/2 day/wk - 1 quarter 5
: 5 days/wk ~ 4 weeks
5 days/wk - 1 week
5312 1.4 HS 531 3 0-2 years  variable amount of 2

NOTE: ! 1 student only present for 2 quarters,
u This is a crude attempt to measure quantitative impact (i.e,, 1000
100 days or 100 students present for ten days).
o See Appendix B - 401 - Introductory .
o 493 denotes ith year electives in clinical or 1ab medicine .
_wfsr 455Vdencted;bas1c clerkship in cbﬁggq}_m dj; ""(3rd‘;r

‘time at Group Health .

10 students present for

‘4th year -



were not designéd to teach the unique features of HMO practine but- rather i

to provide a primary care éxperience. Since the courses. havé baen affered

for some time and will be cantinued in Ehé future, they ‘are described belcwi

in some detail.

1. Lntr@ductian to Gl;nigal Medicine (Human Biglngy 413, 422 and 435)

_ ThEEE three sequential éuurses, each one quafter Qf a yéar ‘in duratinn,

are required Qf all first year Etudénts and are. :onducted largely atéf
.Group Health HGSPital. They pravide the studentg with their first o
exposure ‘to patients and are design&d to int:aduce basic skills iﬂ

interviewiﬂg, histary taking and physical examinations,v The cgurses.?j

involve didactici demonstration and exge:imental techniques, and a .

series of patient interviews.

Instructional strategiea include an extensive syllahus gf p:inted x;j 

material covering all aspects of the medical iﬁterview, canventianal_;;
didactig prEEEntatiaﬂs;'small group discussions with the preceptors,»f' E
and an intansive orientatian week with lectufés, demonstrations, smail

group discussions, interviews with paid agtgrs; and audio-video tapes :

for performance evaluatign and lectur demﬂnstraticns.

questionnaires and extensive atudentsfaculty caafdinatian; During
the previous two years, evaluation focused on the adequacy of the
course objectives, instructors, and learning reaaurcea, and self-

ratings of skill and satisfaction. On the whole, the students were
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highly satisfied with the courses and felt that they were some of the
most valuable components of the first year curriculum. Fsculty*

evaluation was also highly favorable and no ;hanges were prcgosed;

Family Hgéiciﬁeggggcepééfshig (Fémily Medicine éDl);

This is a one quarter elecéive,far first year sﬁﬁdenté;_iﬂ_wbiﬂh )

the student observeé a practicing physician onEQBalf day per week

and is introduced to concepts of family practice. Aﬁpiaximétéiy |
15-25 students elect the cau%se each quarter. Du:ing>tha‘1975:winter
quarter, six of 25 preceptors were Group Health physiciansvand eight
students were assigned to é?aup Health}facilitiés. 'Ihé‘o;her‘pre;ep— ;

tors were solo practitioners or physicilans practicing in other settings. .

The evaluation procedure for this course consists of a brief,'6PEﬁﬁ

ended questionnaire in which students evaluate their preceptors, ident;fy'
positive and negative features Qf‘thair‘prgﬁéptarship,.andzpravidé Sugé)
gestions for improvement. This provided an opportunity for écmﬁaring'f :
the results and performance of students at Group Health! with those infu'-
other settings. An analysis of the studéﬁt quéstiénnaifés, hoﬁever,
indicates that there was little difference in tﬁe responses of the two

groups.

Family Medicine Continuity Clerkship (Family Medicine 420,421, and 422).

This new cdurse, offered for the first time in 1974-75, is designed for

- second year students, most of whom take it for three consecutive quarters.
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Students meet with a practicing physigian one-half day per week and are:"

given the oppartunity to work up and follow selected patients. Site

experience is supplemented with weekly universityebased 1ecture/discussio§

0f the 24 students. taking the:'

'caufse last year, four were assigned to Group Health preceptors.

Course objectives include exposing the student to the concept of

continuity of care and simple office procedures. Preceptors generaily'js
try to guide the student toward clinical practice so that by the end
of the course the student functions in this capacity about 50% of the

‘time.

- A comprehensive evaluation systémf%aé developed for this course util-
izing input from students, faculty and patients. The Systgm caﬁéisﬁs
of six components:

(a) ﬁaily activity logs completed ﬁy'studéntsg

(b) Site visits by preceptors; |

(¢) An open-ended evaluation queatiannalre completed by students,

(d) A student evaluation form comp;eteé by the patient;

(e) A pfgduetiQity impact questionnaire completed by thélyreéeptor
for identifying productivity loss and teaching preparation time;

(£) A student Perfqrmange form completed by the preceptor in which
the student is rated on dependability, initiative and interest,
ability to communicate with patients, relationships with patients
and staff, and écmpetengg in eliciting and sﬁnﬁhesizimg information
from patients.
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The resulting evaluation data was analyzed to examine diffegences
between the HMO and other settings. It was found that thévanly’éigniiv
ficant difference was in productivity lgés_‘ Group  Health éfééégtérs f.
showed avprgductivity loss of 62% or Egzlpatiénts pervs haﬁf Séésiﬂﬁ;A;d
while allbpréééptéfs (including Group Health preceptors) a#éfégaﬂ'

. a productivity loss of 25% or Q‘PatiEﬂté per'éessiﬂng_ Piépa:éti@n"‘

‘time was also greater with Group Health pfégeétars'%hé;réﬁqfééd an

reported an average of 30 minutes. An analysis of the student activity

logs revealed that Group Health studentsrgaw fewe?zﬁaﬁiEﬁts, but .

Jd o

tended to receive more intensive exposure and were allowed écméwhat'

greater IEVEIS»afzfésponsibility-

4, Independent Field Study (Public Healthfand Community HédiGiﬁe, PH~CM 531).

This is an independent stﬁdy elective which relies heavily on one to one
discussions between student and preceptor. The student and faculty ad-—
visor arrange for special projects at community health agencies such as

Group Health.

THE PROPOSED CURRICULUM

The University and Group Health held a series of joint workshops to
consider the results of the sﬁrvey; to discuss the University's training

needs, and to construct a curriculum best suited to the needs of both insti-

tutions. It was decided to develop curritulum for an intermediate clinical




>clerkship designed- foz third year. studengs whg would spénd apprnximately six"
ﬁ;weeks fu11 time in' the HMO. In additian, it vas dEcidéd that the major thrus
- _af the curriculum would be on the develgpment of clinical Ekills and kﬂgwledg

which couid be most effectively sﬂd effigiently taught in the HHG but whic

are not necessarily unique to it. A gcmpletg and dgtailed’outline af”the: 
course including goals and objectives, instructional methods, and evaluation

methods, are presented as Resource Paper 5. While this"éurriculum‘WEéfdésigné

ptimarily'fgr third year clerkéhipsg segtigng'qf-thé ;ufriculum‘might‘bév”

used in other Existiﬁg courses.

Group Health is examining the possibllity of afféring other clinical
coﬁfses. A list of. apprnximately 90 courses presently affered by the | ‘
medical school in other clinical settings has been circulatéd ta Graup Healt::
preceptors to identify ;hase courses which can be effectively taught atv>“

. Group Health.

PROPOSED EVALUATION INSTRUMENTS

In conjunction with the proposed curriculum, a series of evaluation
instruments, designed to evaluate the performance of both students and pre- .

ceptors, were developed and are presented as Res ource Paper 13. The autﬁar'sl

description of these instruments is presented on the foliowing page.

SUMMARY OF COST STUDY

The proliferation of educational programs ang courses at Group Health
was a primary motivating factor for undertaking the cost study. In fact,

the University had originally proposed to do only a cost study, and to do it

3
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DESCRIPTION OF PROPOSED EVALUATION INSTRUMENTS#

1) " Completed by the Student.

Exhibit 1: Student Lo _Recording Form and Computer Summary Report.
Students will be asked to 10g patient problems and procedures encount-

ered in the clerkship experience and to submit the logs on a weekly
schedule. At the end of the clerkship, the students and preceptors will
receive computer-generated summaries of the student's individual experience.
A summary report analyzing all student-patient encounter experiences will
also be produced. These reports are to be used by the various course
committees to assist them in their evaluation of both the course and
faculty. They are to be used by the faculty for the purpose of self-
evaluation and by the student as a record of accomplishments. x

" Exhibit 2: Student Progress Report. , : S
Approximately midway through the quarter students will be asked to com- .
plete this brief form to help the course committee and preceptors eval--
uate the course from the students' point of view. ' '

E;hjbi;;;;f,Student,CéygsgiEvaiuatian- o
This form is to be completed by students at the end of the course’to
evaluate the course's strengths and weaknesses. ‘

Exhibit 4: Student Assessment of Preceptor and Training Site. 7
This form will also be completed by the student toward the end of the
course and is to be used for evaluating the preceptor and training site.

2) Completed by the Preceptor

Exhibit 5: Preceptor Progress Report. : _

This brief report is to be filled out periodically as an informal method
for the course committee to keep abreast of the course from the preceptor's
point of view. ‘ '

Exhibit 6: Course Achievement/Grade Report. S

This will be used by the preceptors to rate student performance on each
instructional objective and on selected professional attributes. It
should serve as the principle medium for documenting student achievement.

3) Completed by the Patient

Exhibit 7: Patient Feedback to Students,
This form provides the means, for patients tc record their impressions of
students and for students to evaluate their awn strengths and weaknesses.
This form should be used sporadically or in some way mutually determined
by preceptors and students. After a few weeks in the office, students
in other settings have appreciated the reassurance that has come from
patients' positive remarks on these forms.

4)  complated by the Course Comnittee.

Exhibit 8: Site Visit Report 7 7 7 7
This form outiines the procedure: involved in a site visit by the course
administrators to a preceptor's office. Since time may not permit a
site visit to each office, they u111 probably be conducted on a random
basis or in response to reported or suspected problems. The visits and
reports thereof, are used to factiit:ite evaluations of the course and
the preceptors.

Aruitoxt provided by Eic:

Q
ERIC #souxc. The University of Washington firal repoxt. 54




for medical students only. However, at the urging of the Project Advisory
Committee, the university agreed to expand the project and also include a
cost analysis of its family practice residency training program. The Stu&y

is presented in its entirety as Resource Paper No. 15. S

&

The study presents cost data for the medical student courses described
above and for the famlly practice program. Costs that are easily measured,
such as salaries, space, equipment, and supplies, and costs and benefits
not so easily measured, such as job satisfaction and impacts on quality of
care and enrollment, are discussed. Data was collected by a variety of
methods including structured interviews Withlpreceptors, students, adminis-
trators andbconsumarsg questionnaires; clinic records; daily activity logs;
and a time-motion study. A summary of the data for medical studaﬁtg is
presented in the table on the followinghpage! Data for the family practice

15.

residency training program is presented in Table V-6 of Resource Paper No.
The annuai cost of training one resident was found to be approximately
$15,000. However, this does not appear to include the value of the residant‘é
services performed in the "coferage" setting. As the authors themselves

indicate, this study is preliminary in nature and both the conceptual frame-

work and data need additional refinement. .




397.;

Cost of Medical Student Teaching

Group Health Cooperative of Puget Sound, Seattle, Washington

1974-1975

Total..Cost

Student Student Number of Cost per No. of Student
Course Level Activity Students in Student-day | Days* in Yeax of Course
o - Course 3 v tvvee to the HMO
ogy 413 1st year interviewing 175 students 0 Not available 0
patients
icine 401 lst year observing 8 $4,30 50 $225

physician in

3 . foaﬁti;gf _

ieine 420 2nd year interviewing; 4 79.80 ' .
patient 59 4,708
examinations

icine 3rd year advanced 1 53,20 40 . 2,123

ed) patient
examinations

Medieine 531 research 1 (510.00)

net benefit

students X No.

of teaching days
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APPENDIX 3

MEMORANDUM OF UNDERSTANDING

University of Washington School of Medicine
Group Health Cooperative of Puget Sound

Whereas Group Health Cooperative of Puget Sound and the University of Washington
school of Medicine sharc common goals in the education of family physicians and
whereas both have already instituted educational programs for family physicians
in training, therefore agreement has been reached between the two institutions
to share effort and resources in approaching these goals. '

Group Health Cooperative is a true consumer cooperative providing a full range
of medical services to its members. It recognizes benefits to its members -from
participation by its professional staff in residency training--and especially in
family practice residency training--because its pattern of medical care delivery
has depended for many years upon the use of family practice primary care physi-
cians. It provides, therefore, a successful real-1ife operating model of the
new academic medical discipline of family practice.

It should be noted that the following educational efforts already exist at Group
Health:

1. A fully approved family pracficeAresidency geared to produce two
graduates per year.

2. Group Health physicians serve on the volunteer clinical faculty of
the medical school.

3. University of Washington medical students on elective family med-
icine pjreceptorships are assigned to individual family physicians
at Group Health, _

4. Pnysicians Trom Group Health serve on the Family Physician Pathway
Couriittee of the Medical School and serve as curriculum advisors
o students. -

Also, the University of Washington School of Medicine already has instituted the
following efforts:

1. Topics and concepts of particular reiev§ncé to family praétice have
been included in the basic medical school curriculum.

2. A Family Physician Pathway has been implemented in the elinical
curriculum.

3. A Department of Family Medicine with full-time faculty and staff
was established in 1971.

4. Clerkships in the discipline, family medicine, have been developed. -
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Appendix 5 (continued)

M of U between UW and GH

Page 2
5. MAn accredited Family Practice Residency Program based at the Univer-

sity Hospital began July, 1972.

6. A specially designed Family Medical Center has been built at the
University Hospital to serve as a clinical model for the above pro-
Qrams .

The University of Washington, through its School of Medicine, now agrees to'prD—
vide for Group lealth Cooperative of Puget Sound the following:

1. Assistance in obtaining educational opportunities for Group Health
family practice residents, particularly in fields not represented
at Group Health, such as behavioral and social sciences, certain
sub-specialties of medical disciplines, and opportunities for devel-
oping exchange arrangenments with other family practice residency
programs or teaching units affiliated with the University. All
formal conferences and lectures developed at the University of
Washington for University of Washington family practice residents
will be open to Group Health family practice residents.

2. Payment to Group Health is the amount of $20,000 per year, payable
in four equal quarterly installments, for purposes of carrying out
this wutually beneficial agreement. ’

Group Health Cooperative of Puget Sound agrees to provide for the University of
Washington School of Medicine the following:

1. Opportunities for University of Washington family practice res-
jdents to be assigned to Group Health Hospital and Clinics for
portions of their training in the unique setting of a prepaid com-
prehensive yroup practice.

2. Making available the facilities and resources of Group Health for
development of clerkships in family medicine. It is understood
that a clerkship of the magnitude of Family Medicine 465 (as now
exists in Omak and Grandview, Washington, involving two student
positions regularly throughout three of the four quarters each
year) is beyond the terms of this agreement, and the development
of such clerkships at Group Health Cooperative would be contingent
upon additional financial support by-the University.

3. A Group Health physician staff member will be appointed as Director
of the Family Practice Residency Program at Group Health and will
devote at least half time to this position. This physician will
be chosen by Group Health subject to the concurrence of the
Chairman of the Department of Family Medicine and in accord with
the Faculty Code of the University of Washington. He will be
appointed to an appropriate faculty title and rank without tenure
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Appendix 5 (continued)
between UW and GH

L 12

in the Department of Family Medicine. He will be a member of the med-
ical staff at Group Health with the usual rights, privileges, obliga-
tions and fringe benefits that accompany that status. He will be
responsible through the Director of Medical Education and Education
Committee to the medical staff of Group tiealth. As a member of the fac-
ulty of the Departuwent of Family Medicine of the University, he will be
responsible to the chairman of that department and serve in his faculty
position at the pleasure of that chairman and in accordance with Univer-
sity rules and regulations. He will be expected to participate in
teaching and administrative functions of the department consistent with
the departmental objectives for family practice education.

4. Agreement that rules and regulations of the University will apply to
the faculty member based at Group Health except where a mutually agreed-
upon exception is made, and that these will likewise apply to Group
Health résidents when they are at the University. Similarly, residents
from the University will abide by Group Health rules and regulations
when they are participating at Group Health. Each principal will, how-
ever, continue its full support of ils own residents, including fringe
benefits and malpractice coverage, without interruption while their res-
idents are serving in a mutually approved activity at the other institu-
tion.

University faculty will be expected to provide equivalent training to residents Trj
Group Health, and faculty-staff at Group Health will do likewise for University red
idents at Group Health, as each provides for its own. Each will endeavor to make
available to the other's residents the unique training opportunities each can offer
and do so on an approximately equal exchange basis. Respective faculty shall also
be permitted to participate in staff activities at the other institution where -
that participation is appropriate to their teaching function.

This cooperative activity between Group Health and the Department of Family Medicin
will affect other departments in the University and Medical School only insofar as:
residents from Group Health will share the sanme opportunities for training expe=- o
riences offered by other departments as is open to the Medical School's own res-.
jdents in family practice. ' .

This agreement becomes effective upon the below written date. The Chairman of

the Department of Family Medicine and the Director of Medical Education at Group
Health shall review this agreement prior to each anniversary date and submit a ‘join
report, or if indicated separate reports, to both principals. The report shall
comment on: B

- general results of the collaboration and suggested additions or deletion
from the agreement,

_ nuibers of residents from each institution who have been involved with ;
the other institution's program, : _ . ‘

- an estimate of the value of these interchanges to the residents and to
each institution,
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Appendix 5 (continued)
M of U between UW and GH
Page 4
- new directions the collaboration might take.

Either party may terminate this agreement upon at least nine-months' prior written
notice.

Effective Date: January 1, 1973

For tie University of Washington: For Group llealth Cogperat1ve of Puget Sound:

Vo ol S e

£ Dt s o
bepartment of Fém1Ty Medicine -Tirector of Medical Educatioh = —=

£

J / ' .
ST ﬁﬁj..f=“' D

Chief of Med1cal Staff T —

) Ciir rad VI EE PFSIdE 7E FDF PFESZI den{, BDar‘d :Qf !sr:rljstegisili
Business & Finance

- Date: _
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Chapter 6
BROWN UNIVERSITY
and

RHODE ISLAND GROUP HEALTH ASSOCIATION (RIGHA)

Brown's major achievement was the development and field-testing of a
curriculum for the RIGHA component of a mandatary* course in community
medicine. Plans are also in progress for imitiating innovative eléetive
courses at RIGHA. The project was managed primarily by the Section on

Community Health at Brown University and the RIGHA staff,

BACKGROUND

A two-year Master's Program in Medicine initiatgd at Brown Unive:sity
in 1963 became a four-year medical school ten years 1§téf:and graduated its -
first M.D. class in 1975. The medical school is unique in several respects.
First, it offers a medical curriculum conducted as a program rather than an
independent school or faculty. Second, the program admits most of its
students to a seven-year curriculum. Finélly, it was planned from the
beginning to rely on community-based teaching facilities. Having no teach-
ing facilities of its own, the University has entered into affiliation with
local community hospitals and other health care institut%@ns. One such

institution is the Rhode Island Group Health Association (RIGHA).

RIGHA is a labor-sponsored, community-based pre-paid group practice

*Brown University is the only one among the institutions pa%tieipating
in this project in which student experience in an HMO was mandatory.
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plan which opened in May 1971. It is located on the grounds Qf a local
community hospital (Our Lady of Fatima Hospital) in a 13,000-square-foot,
converted laundry facility. Additional office space is located in the
hospital. As éf December 1975, it had an enrollment of 15,000 members and
served an additional 2,000 persons on a fee-for-service basis. RIGHA is
partly supported by loans and grants from HEW and the Prudential Life
Insurance Company. In 1973, facing severe financial difficulties, RIGHA

entered into 4 management service contract with Prudential. Prudential now

o

operates the HMO and is represented on ite Board of Directors together with

representatives of organized labor and the public sectoxr.  In November 1973,
RIGHA became one of the first HMOs to be certified under the HMO Act of

1973.

RIGHA's interest in education dates back to 1973 when it signed a
Memorandum of Association with the University (see Appendix 6). It views
teaching as a learning experience for the preceptor as well as the student
and believes it is a positive factor in recruiting top quality medical

staff. The first educational experience at RIGHA occurred in early 1974

However, no program had been prepared for this purpose. The AAMC program
was viewed :+ an opportunity to design a well-planned and rational curricu-

lum for teaching medical students in the HMO setting.

THE RIGHA ROTATION IN THE COMMUNITY HEALTH CLERKSHIP
In the initial planning of the clinical curriculum, no specific provi-
sion was made for the teaching of primary care, The clinical curriculum con-

sists of 48 weeks of required core clerkships (internal medicine, 12 weeks;
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surgery, 12 weeks; pediatrics, obstetrics, psychiatry and community health,
6 weeks each), 10 weeks of "selected" clerkships, and 24 weeks of open

electives., When it became apparent that the major clinical disciplines were
planning to use their core clerkships for the teaching of inpatient aspects
of medicine, the section on community health resolved to make the teaching

of primary care one of its major objectives.

The clinical student's major experiences in primary care are embodied
in the Core Clerkship in Ccmiunity Health., This course consists of four
major parts: (1) patient work-ups at the Rhode Island Haspiﬁal Ambulatory
Patient Center; (2) a seminar series on current issues in community health;

(3) an assigned Health Planning Problem in which students work in groups on

l

issues such as Planning for Obstetrical Care in Rhode Island,‘Meeting the
Needs of Mentally Disturbed Children in Rhode Island, the Control of Hyper-
tension Among the Disadvantaged, the Problem of Malpractice, the Rehabilita-
tion of Stroke Patients in Rhode Island, and the Problem of Meeting the
Needs of the Terminally I11l; and (4) a set of cpti@né, 1 to 2 weeks long,
such as a preceptorship, a tutorial assignment, or a research project. The
6~week course is mandatory for all clinical students and has as a prerequi-
site the 12-week clerkship in internalfﬁgﬁicina. .The community héaith
clerkship igv offéred continuously throughout the year sé that Eniy elght
students are enrolled at any one time.

During the course of the year, a total of 64 third and fourth-year
students participating in the clerkship were rotated through RIGHA. After
experimenting with various farmaés, it was decided to restrict patient-

student cdntact so as to avoid charges of patient exploitation. The current
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RIGHA rotation consists of a mandatory one-day semipar and an optional

one oOr two-week research assignment on a topic of particular interest to
the student and the medical staff. The seminar focused on three topics:

(1) Strﬁctuze and Organization of Group Practice and Philosophy of HMOs;

(2) The History and Development of RIGHA; and (3) Basic HMO Concepts as
They Relate to the Operation of RIGHA. To supplement the seminar, a

series of resource materials were prepared, including an HMO Reader consist-

ing of eight selected articles (see Apj

pendix 7) and an HMO Library contain-

ing over 250 articles .and monographs.

PROPOSED ELECTIVES
Brown and RIGHA also developed a series of electives for students who
wish to expand upon their RIGHA experience. The first elective, entitled

Primary Care in the HMO ggét;gg; is a 4-6 week course in which the student

spends half his time in clinical practice under the supervision of a
physician-preceptor, and the other half of the time on a special research
project. The student may rotate through séveral clinical departments or
stay In the same department throughout. A maximum of two students will be
accepted at any one time. The course was approved by the curriculum com-

| mittee in August 1975, and Waé offered for the first time in the 1976 spring
semester. A similar elective is being developed in ambulatory pediatrics h
and will be submitted soon to the curriculum §ammittee for approval.

Finally, a third elective entitled Medical Management: The Role of the

Medical Director in the HMO will-be offered next year to students interested
in administrative medicine. Further descriptions of these electives éfe

presented iniéppggq;x 8.
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. APPENDIX 6 )
MEMORANDUYM OF ASSOCTIATION

between
RHODE ISLAND GROUP HEALTH ASSOCIATION, hereafter called "the _ q
Health Care Facility" end BROWN UNIVERSITY MEDICAL EDUCATIGH- |

PROGRAM, Providence, Rhode Island, hereafter called "the Universiﬁif

1. The Health Care Facility and the University hereby agrees :
that cooperative programs in medical education and researeh spon~.
sored by the University and conducted in the Facility cam be of
mutual benefit and contribute to the broadening of educstional
opportunities in the University's programs and to the betterment
of the services offered by the Facility.

2. The University is willing to accept responsibility for .
the supervision and direction of such programs as are from tine
to time mutually agreed upon. ‘ o

3. It is understood that the Health Zare Facility retains
sole responsibility for the care of patients, inecluding all
administrative and professional functions pertaining thereto.

4. Medical students participating in such programs shall be
selected by the University. ’

5. Such programs shall be conducted only under the Dersonal q
supervision 6f & part-time or full-time member of the staff of AR
the Heelth Care Facility who shall be designated as the director
of the programs. The director must have the credentials required . .
for faculty eppointment in the University's Division of Bio-
logical and Medical Sciences, shall be nominated by the Healt
Care Facility, approved by the Chief Academic Officer of the
University's Program in Medicine and appointed to the faculty
in eccordance with the rules, regulations and practices of the
faculty. : '

. 6. The director shall be responsible for the conduct of B
programs within the Health Care Facility and shall report directly -
to the Chief Academic Officer of the University's Progran in -
Medicine in 2ll matters relating to the teaching, training ard
supervision of medical students. \

T. The medical educetion activities contemplated by this
Agreement include:

(a) Participating in the Clerkship in Community Health

(

b) Such other educational end/or research progranms for
in the Uriversity's Medical Program as sheall hersafte:
ly agreed upon.

studants
be nmutual
8. The content of education
University's Program in Yedicine
the izdical Ceuncil of the Unive: X
enly in clinical areas which have Zzen
. the governing board of ' '
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> Appendix 6 (continued)
9. Continuing medical education progrens for practicing
Physicians shell be selected and organized jointly by the Chief
cadenic Officer of the University's Progran of Medical Education
and the authorized representative of the medical staff of the

Health Care Faecility.

10. It is understood that the University is slso a party to
&n affiliation esgreement with Rhode Island 'Hospital, Roger
Williams General Hospital, the Memoriael Hospital (Pawtucket),
The Miriam Hospital, the Providence Lying-In Hospital, and
Butler Hospital and that its participation in the programs
contenplated hereby shall at all times be subject and subordinate
to the provisions of this agreement as the same may be from time
to time amended,

11. The Health Care Facility agrees at all times to maintain
in effect public liability, errors and omission and malpractice.
insurance policies having limits of not less than $5 million in
which Brown University, its officer, employees, agents, faculty
and students shall be named as insureds.

12. The provisions hereof shall remain in effect until
written notice of termination given by either party to the other
not less than six (6) months prior to the effective date of such
ternination. '

IN WITNESS WHEREOF, this Memorandum has been executed in

) ’ o Tl e
duplicate this /U “ day of ﬁei:&ut{iﬂ y 19 ,75 .

<2 ( bk
By ___ f?f:;w,él, Aﬁt@ﬂ .

Pierre M. Galletti 7
: Vice President (Bliology and Medicine)
BROWN UNIVERSITY MEDICAL EDUCATION
PROGRAM

5y e . Seimomngry

Rhode Colond Group Hemtth Aszze.
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Appendix 7
THE HMO READER q
1. "The Continuing Evolution of Health Maintenance Organizations," Gordon

K. Macleod, M.D., and Jeffrey A. Prussin, M.D. The New England Journal
of Medicine, 288:9 (March 1, 1973):439-443.

This articlegoutline the key developments in the history of Health
Maintenance Organizations (HMO's), starting with the recommendations of

the Committee on Cost of Medical Care in 1932 and continuing through the
twentieth century to its current level of popularity. Maclead and Prussin.
clearly describe the essential components of HMO's and briefly outline the .
evidence on HMO effectiveness in meeting the current deficiencles of the
health care system.

2. "The Role of Prepaid Group Practice in Relieving the Medical Care Crisis,"
Ira L. Greenberg and Michael L. Rodburg. Harvard Law Review, 84:4 (February,
1971):889*921§ ' ' e

This section of the comprehensive report published in the Harvard lLaw

Review briefly describes the current "health care crisis" and how the HMO

can correct these problems. Also contained in this section is a valuable. '<
description of the organization and structure of health care delivery under '
the HMO model. The concise definition presented here gives an excellent idea
of the issues involved in the establishment and management of an HMO, ‘
including such topics as patient benefits, compensation of physicians, and .
the type of hospital affiliation. The various organizational models are ‘
illustrated with descriptions of the HMO's currently in existenge, giving

a sense of where it is che HMO's are most successful,

"HMD Perfofmance* The Recent Evideﬁce," Hiltcn Raemer and William Shonick‘

Lad

271 317

Despite the fact that this study is somewhat dated, it remains the most
comprehensive and objective evaluation of the evidence on HMO and Medical ' -
Care Foundation (MCF) efficiency, as it covers all of the following areas - '
with respect to HMO performance: subscriber composition, participation. “
of physicians, utilization rates, quality assessment, costs and p:oduttivity -
health status outcomes, and patient attitudes. Roemer and Shonick, in S
additional to the new evidence they present, provide an excellent literature -
review and bibliography on the subject. Perhaps the most important 8
sections concern the lower inpatient utilization rates in HMO's and the
savings to the consumer when out-of-pocket expenses under other plans are
included.

Setting," William Folletga, M. D . ‘and Nicholas A. Cummings, Ph.D.
Medical Care, V:1 (January-February, 1967):25-35.

This stuﬁy highlights the importance of the idea of comprehensive care ‘
in an HMO in discussing the inter-relationship between mental health s
services and other medical services. Furthermore, the social origin of
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- comparison to this group, a sample of members. with similatjdgmagraphic

. (March, 1975):3-9.
Perhaps because of the guffént'EéénémicbatmDSphéfé,ldiééﬁésiﬁﬁ;of:ﬁﬁ'»p:gg,

"advantages and ignore the other facets that went ‘into’ the
addition, the HMO presents an ideal “setting for the co ;iﬁﬁéiﬁdiEEEEiﬂaﬁiéﬁ'ji

"The Health Maintenance Organization Act of 1973 (PEL;_QSEZEE)‘aﬁ&'Pfepsiﬂ‘"?f

Appendix 7 (continued)

1llness behavior is clearly illustrated.. Signifigantly,:Ehé'fésults of T
this study showed that a group of members of a PPGP with a high rate of " .
utilization of medical services had lower rates after psychotherapy.  In

background and utilization rates with no psychotherapy did not-show.a- . .
decreasing rate with time. These findings illistrate anotheriway in whic
the HMO structuré-improves upon the traditional private practice fee-for-
service mode of organization.. ‘ e

"Planning Health: The HMO's Opportunity,' Helen L. Smiﬁsﬁrflnéﬁiiz}}iiﬁ

and cons of prepaid group practice aré_toafoftén:f@Cusedgonitﬁej;aﬁéﬁic;

Smits' article is an important corrective of this. The au
two factors, namely, working with a defined population and:
income, which make the HMO setting uniquely suited for !genuinely. .. ..
participative planning which involves both providers and consumers.' ..In

of current medical information. Finally, Smits emphé?igés*thégneéd for .
collaboration between the consumer, thg,p:ovidergxgnd,ather,health'» o
professional, an emphasis too long neglected. T

Group Practice Plans," Joseph Dorsey, M.D. ‘Medical Care, XIT:1 (January, . °
1975) :1-9. : ————— : E

This article contains a step-by-step evaluation of the 1973 HMO Act, which
represents a culmination of federal interest in HMO's. Dorsey clsarly =
outlines the benefit package an HMO must provide in order to qualify under~ -~
P.L. 93-222, and he describes how these strict regulations will be a o
disadvantage for HMO's attempting to compete with the traditional insurers.

"Should an HMO be an Integral Part of the University Medical Center?"

. Gerald T. Perkoff, M.D. Journal of Medical Education, 48: (April, 1973)

Part II:567-72.

- Dr. Perkoff's most valuable point is that the HMO is uniquely sulted to

£111 the "gap between training, practice, and societal needs." That is,
medical school focuses the students' attention on specialized skills rather
than attending to the actual needs of a population. The problems Perkoff == ™~
describes in achieving such an HMO-university relationship are both :
philosophical and financial. Throughout his discussion, his ultimate

goal is to "make the transfer from student to practitioner more effective.V
This kind of philosophy 1is important to understand in discussing the current
efforts to integrate experience in primary care into the medical school

education.

MCritical Issues in the Assessment of Quality of Care; Their Relationship
to HMO's," Robert H. Brook, M.D., Sc.D. Journal of Medical Education,
48: (April, 1973) Part 1I:114-134. !

The relationship between quality of care and the HMO is an important one
to consider because of the unique opportunities the organization of services
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in an HMO presents. . Brook discusses at length some of the key issues -
involved in the current débate over the methodology of:quality assessmen
including a critical review of some. of the recent literature on the subje
of structure, process, and outcome modes of measuring quality and the- -
evidence on quality of care in HMO's. Brook maintains. that the prepaid
group practice presents an excellent setting in which to develop 'mew

and more appropriate methods for assessment of quality of care." Moreove

from the point of view of the HMO, quality of care studies must be initiate
in order to determine if the HMO does indeed represent an improvement. -
for the health care delivery system. oo :
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Appeﬂdix 8

DESCRIPTIDN GF RIGHA ELEETIVES

Initially, thg fggus ﬂf RIGHA'S participatian in medigal s:hgal teach§
'_}}iﬁg wag o be entirely 11mited to pfeclinigal ar ta rélevant but nan—elinﬁvf

4Lical material.; It was, felt that . clinicai teachiﬁg invniving actual patien

RIGHA{s,gapabilizy;; In -late. Spfing of. 1975, a site visit‘was-mad;'by the AAE

‘staff and advisufy cammittee_ At that time, RIGHA was: urged!taéexplére the

fe asibility of. a clinical pathway. D E@vgfg;gggnfq ryrkd

Glinical medical. care, in. an HMD is primarily ambulatary’care——afef BOv‘
percent. af the care. given by RIGHA 1is: given wizhin the center 8" valls. Of "l
“Ehe entire zare, over. 70 pEchnt cauld be defined as, primarysstha; is;,gate :
glven by a primary. physician.
- It, therefore, appeared rgagaﬁab;evEhaglggf;n-HHD,Ldelivéring:in;;hé'vésta
majority of cases, cgfé whigﬁ was ambulatory in nature and primary in quality;
. RIGHA's natural role in clinical teaching should-be in teaching .the delivery
of primary care. . . T |

o .
Such an elective will clearly meet a.need in the Brown curriculum. The

”éqministfatian and faculty are sensitive to the need for more learning opp-

ortunities in_thé,3?33JQEJPEim§€IME§ﬂELugﬂémwelﬂﬁmehRIéEAEE-willingnéss to
help meet .this need. Iﬁe.Sagtiﬁn oh Community Healtﬁ,¢invpazcieulari-is
_pleased to be able to .offer advanced clinical work within the. HMO context
. as gattyefkits course offerings.. Thus it was with unanimity that the Med-
1cal School's Gufriculuﬁ Gammittee approved the proposal for this eleetivé_
The primary care elective at RIGHA is a four to six week elective for
medieai students who have finished the prerequisite medical and pediatric

clerkships. The program is offered to no more than two students at any one
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"time. Each student must be interviewed by RIGHA staff prior to aeeeptaﬁéa‘=

{ j’
YIS
t

Aépéndix S,(eantiﬁued)

into the clerkship.

Curriculum
The elective consists of two aetifities run simﬁltanesasiy. Dgting{hé;f

of the student's time, he or she will be assigned to the mgdiégl; Su:giéék’
pediatric, and abstgtfician}gynecalagy departments. The student;ﬁi11-bé §§§
igned to one clinical pfeeeptnryin each department. A clerk may chaéséiéﬁ
remain within one depéﬁtment or to have more emphasiszaﬁ one dépa:tméﬁtlfétﬁ

than to rotate through all.

During the preceptorship experience, the student will have clinical

rasponsibiiities for patient warkups! The preceptor will‘assign cases éiﬁh
particular emphasis on those which demonstrate primary gafé'prablems. a
Each instructer wiil develop an individualized program with each s;ﬁdeﬁé.
However, at this time there are no plans to develop individual faeultyﬁstudeﬁf
contractual relationships as structured at many other schools. |
The second part of the elective will be devoted to a small research proj-
ect on one area of primary care delivery at the HMO. The field experience.
described elsewhere has proven the feasibility of assigning to a student a
health care project, given reasonable limitations on the scope and- nature of
projects chésen. Examples of such projects are: quality assurance studies,
health education programs, design ﬂfiscfeenihg programs,. and evaluation of Jumfﬁ
treatment programs far specific disease entities. The projects will be in
the area of the student's own personal.career interest and will be primarily
clinical in nature. Each student will be assigned a preceptor to help plan
and review the project. Each student will present the results at a staff

meeting at RIGHA which will be attended by Community Health faculty.
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Appendix 8 (zantinuad)‘

FOURTH YEAR ELECTIVE IN AMBULATDRY,PEDTAIRIQSWAiiRiéﬂé
A pgrowing need has Egea felt at Brown Mééical Séhggl for clérkships in
amﬁulatary care gsettings. RIGHA ‘will partiﬁipate in a new fourth year elective-:if
~ in ambulatory pediatrics beginningvin 1976. The proposal for this elective |
élerksﬁip‘is'éutlinéd_iﬁ this section.
~ Although the elective will focus only on pediatrics, the RIGHA clerk wiiif f;z
péftiaipate in many of the same activities at RIGHA as will the clerk in pri- |
‘ﬁary care. ‘Thg‘student will learn the basic skills of ambulataryvﬁedigtriés
as defined by tge course sponsors,; but in addition, the student will be ex-
pected to: | |
| 1. Participate in an independent stﬁdy fczusing‘onlsoﬁe clinical ped~-
iatric problem at the HMO (e.g.,-~immunization levels of the pop- |
ulation, adolescent obesity problems.)
2. Define the differences between Egi;atr ic practice in the HMO setting and -
in private practice through abservééian of private practices as well
-as the RIGHA program.
The RIGHA patticipa#ian in the ambulatory pediatric'pragram will serve
as the model for its participation in ambulatory teaching programs through
other departments. If successful, an attempt will be made to define clerk-
ships or other shorter learning modules in which specific skills in ambulatory
care could be developed in the departments of surgery, ob/gyn, and other major .
specialties such as orthopedics,allergy, and psychiatry.
Evaluation of this éaurse will be at two levels. The RIGHA evaluation
program as developed through the Section on Community Medicine will be comb=
ined with an evaluation by the Pediatric section using their own- techﬁiques.

Coasting methodology will be the same as described under Ehé section on

costs.
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FDURTH ’!EAR ELECTIVE E IN HEDICAL HANAGEMENT AT RIG}L‘% .

Over tha paat aavafal yaafa, thara haa baaﬁ an inaraaaw“g'damand far

phyaiaiana ta serve in plaﬁﬂing and administrative funatiana;l Ihia damand
is due both to the gfawth af arganiaatiana auah aa-HMO'a ta dalivar aar
to the grawing need to atruc:ura tha antira haalth dalivary ayatam.i:’

~ The phyaiaian/adminiatratar a{mplannar muat hava sufficient clinical

knawladga to be aaaaptad by athar phyaiaiana as a paar and to aaaura aa’ d

clinical practice in delivery p:agramai Such_a phyaiaianfaar?aa_papulatiana

much as the aliniaiaﬁ aafvaa individuala;

seldom taught within the medical school years. . Tha sciences nf managamant,‘fi
figeal adminiatratian, planning, and other related fialda have grown auff— :{f
iciently to warrant the attention of physicians intaraatad in admiﬂiatration;;
The hiatariaal pathway of assu iﬁg administ:ativa posts following years af
distinguished clinical practiaa must be raplacad by specific graduata train— i
ing pragrama paralleling or following elinical residencies. Such Programa

are evolving in many schools, particularly in schools of Public Eaalth.-'Baa,i
it is also reasonable tha;iuadargradaata medical atudaata Ea‘intfaduaad ta

the problems facing medical administrators and to Eha approaches they use

in solving them.

students that would focus on the role of the medical director of an HMO.

This elective program wauld offer the student the opportunity to baauma fam-
iliar with the administrative functions of a medical director and thus to
develop an understanding of the problems and tasks facing a physician adm-

inistrator.
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The elective will be a short clinical clerkship. iThe student will be

assigneé to the RIGHA medical director fér a one-month period. ﬁuring that

time, the student will: |

1. Observe the medical director-—attend meetings, sit in on pféjeét
planning sessions, etc.

2. Study the work of other medical administrators far contrast——
phyéiciaﬁs in public health, hospital administration, etc.

3. Design and implement a specific independent study on én issug in
health care management at the HHG;! Examples are: -an aﬁéiysig of B
physician productivity, long-term care planning, Eospital admiésianf o
and length-of~stay controls, etc. i

Preliminary discussions suggest that a small number of s;udegts‘wauld_bg”f :

most interested in a program of this nature and.wquld elect the prezeptcrship;

It 1s planned to introduce this program in 1976 (fall) or 1977.(spring).




Chapter 7
_ HARVARD MEDICAL SCHOOL
and

HARVARD COMMUNITY HEALTH PLAN - CAMBRIDGE CENTER (HCHP-CC)

The Harvard curriculum is the only one in thls repnrt deaiing exclue,

siﬁély'with'fesidentsbéﬁd the only one facué’d on clinical gkills. The

Harvard group develcped an objeztiva—ariengéd cliﬂical curriﬂu;um and field—

tested it at the Harvard Community Health Plan - Gambfldge Center on 1nternal

The curriculum focused on areas other than internal médiéinE§;WLEh a -

special emphasis on psychiatry. A preliminary cost analysis of the HMO-based

residency training was also prepared. The project was performed by'staff-

physic

A group of three internists was responsible. for curriculum ﬂévelapment in"
all areas except psychiatry and a group of threé‘psychiat:iéﬁs (knawn as
the Behavioral Sciencés Subcommittee) was féSpaﬁsibla for the psychiatric --
component and for planning for a psychiatric rasidencyvtraining program.

BACKGROUND !

The Harvard Medical School and its affiliated hospitals have been
engaged in primary care education since the mid-sixties when a Family:
Health Program was initiated at Children's Hospital Medical Center, 1In the
late sixties an occasional resident in medicine or pediatrics elected
ra;étigns in neighborhood health centers or other ambulatory facilities.

Other primary care education efforts involved the Harvard Community Health

Plan (HCHP), as indicated below.
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_The Harvard Community Health Plan - Cambridge Center (HCHP-CC) is the
Cambridge satellite of the Harvard Community Health Plan, the méjor Eentet
of which is located ét Kenmore. The Cambridge Genteﬁ has been in operation
since 1973 and presently serves over 15,000 enrollees in a new 44;006=sqgafe

foot facility. The Kenmore Center, which has been in operation since‘lgéé,

has already reached capacity at over 35,000 enrollees.

Residency training at Kenmore dates back to 1970-1971 whén three
residents in Internal Medicine and one in Psychiatry spent one afternoon
per week under the supervision of a staff physician. Educational @ppgrtunitiés
were also offered to:ﬁédical students. A anEEmanth‘EIEéﬁive pr@%idéd
several clinical students an opportunity to study in depth S'Prablém in

primary health care, and a course entitled The Delivery of Medical Care

in the 1970's: Issues and Examples, was offered to first year students,

Residency training was an explicit goal of the cambridge‘Center even
prior to its inception. A Robert Wood Jahnéﬁn Foundation award to the
Cambridge Center in December 1972 was contingent upon the development of a
fesidency training program. In July 1975 four residents in Internal Medicine
participating in the Harvard Primary Care Program began their training at
the Cambridge Center. The ngﬁard Primary C;re Program, also Eupéﬂ?téd
by the Robert Wood Johnson Foundation, supports primary care training at
various ambulatory care sites in the Boston area for 25 Internal Medicine

residents,
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THE CURRICULUM DEVELOPMENT PROCESS

‘new residents based on task analysis and definition of behavioral ﬂbjéctives

The major objective of the project was to prepare a curriculum féf thg

and focused on areas other than internal medicine (ADTIH).. Traditiéﬁaiiigr

clinical teaching has been haphazard. Learning objectives are fa:élyb

Spe:ified and when they are, they are too vague to benefit either the -

preceptor or resident. Moreover, the s8kills that the resident acquires in o

his training do not always reflect the :equitem&ﬁts of private practice and

primary care. This approach was designed. to avoid these pitfalls.

Drawing upon their own experience in the AQIIH specialty under considé;éﬁiﬁ
the internists prepared a preliminary list of tasks m@sﬁ often encountered -
in primary care practice. On the basis of these tasks, the group dalinéatédi;¥i
and prograsslvely refinéd a set of behavioral cbjgetifes, expressed in |
terms that can be measured and evaluated. The objective list was then

submitted to a consultant who was asked to consider: (1) what were the most

be treated by the referring physician? Generally, for each specialty,

objectives were grouped as follows:

Statements éf history-taking and physical examination skills.
2, Statements of psycho-motor skills.

3. Inductive (symptom oriented) ﬂonsideraticns=
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4. Deduective (disease oriented) considerations.

5. Conditions ‘and-diseases that the resident must recognize and
refer for treatment.

6. Statements of important Eﬁerapautic principles.
The rationale for this structure was based on convictions about the

general substauce of post graduate training programs, best expressed .

in the authors' own words:l : - I _ - =

1. Skills in history taking and physical examination are emphasized
as crucial areas. Too often organized formal training in physical
diagnosis stops after the medical student level. - Areas such as
the pelvic or neuroclogic examinations may not be well developed
in the house officer who then tends to ignore these important areas.
Alternately, the physician in training may have mislearned whole
parts of the physical examination. We seek to emphasize fundamental
competence in the primary care physician both in general medicine
as well as in AOTIM (area other than internal medicine).

2. Within each area described below, we have identified key skills that
belong in the primary physician's repertoire. Some of these abilities
should be part of any doctors' capabilities, as e.g. skills in first
aid or cardiopulmonary resuscitation. However, in this report we
have focused on those skills in the AOTIM that would be commonly
used by the physician. The items listed have been cross-checked with
consultants in each area as being in the primary care realm and
within the scope of primary physicians' practice.

3. From the very beginning of our curriculum deliberation, we grappled
with the question of using an inductive versus deductive approach.
Most textbooks of medicine-utilize the latter perspective and are
written -- as MacBryde put it == ", ., .as though every sick person
carried his presumptive diagnosis labeled on his chest".%

IMatthew A. Budd et. al., Training Adult Primary Care Residents
in an HMO: In Fulfillment of a Grant from the AAMC. December 1975.

2Cyril MacBryde, ed.,Signs and Symptoms, 4th edition, J.P. Lippingutt Co.,
Philadelphia, c. 1964.
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On the other hand, a symptom oriented emphasis more nearly reflegts'
the manner in which patients present. There is a practical limit
however to the amount of useful information that can be subsumed
under any given symptom or sign. Nevertheless, the formula which
says, €.g£., "@fven a patient with a chief complaint of dizziness,
proceed in the following way:. . ." offers a clinically useful
gulde. It gives form to what otherwise may be. disjoined facts not

- easily used in patient care.. Within each AQTIM objectives are

contained the major symptoms (or signs) that. the primary care
physician can expect to encounter in practige. The abjectives
are intended to reflect subsequent apprOSches agtendant upan the
given symptom or sign.

There comes a’point in the diagnostic process where inductive
reasoning generates a tentative diagnosis. Thus, a knowledge of
specific disease states is a very important part of the physiﬂians
cognitive skills., The AOTIM curriculum objectives have listed the
common entities with which the physician must be conversant. With
the help of our AOTIM consultants, we have defined thgse common
diseases and have classified them generally into two groups:

(1) those which the primary care physician should be able te™ ,
recognize and treat, and (2) those which the primary care physician
should recognize and refer.

Of the ACTIM diseases, we have chosen to sggrega;e those illnesses -
which though uncommon must be recognized or suspected even if
treatment of the illness falls outside the primary care. physigians
capabilities. The common denominator is the treatability of these
conditions, which if missed generally have serious to catastrophic
consequences. This characteristic justifies the incorporation of
these problems into a separate set of objectives. Some examples of
these conditions would be ectopic pregnancy, acute epiglotitis,
angioneurotic edema, acute disc herniation w1th sphincter compromise,
and acute glaucoma.

Treatment issues are a fairly obvious part of any clinically oriented
gurrigulum. These objectives span the range of specific motor skills
(e.g. using a cock up splint) to items dealing with medication
(cﬂst/effective objectives; generic/brand issues, etc. )

The result of this process was the preparation of a set of preliminary

1ists of objectives in eight areas: urology, ENT, ophthalmology, ortho-

paedics, general surgery, nutrition, ﬂérmatglcgy and Ob/Gyn. They are

presented in their Entirety in Research Paper No. 6.
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THE RESIDENCY TRAINING PROGRAM
The program was predicaﬁéd on several assumptions. First, the primary
: éaié physician should be able to handle the msjéﬁi;j of prﬁblems brought
by his panel of patients. Since these a:a,bfteﬁ iplafeas other thén E
intérnal medicine, the fesidenés' training must be brﬁaﬁénéd'aggardingly.
Second, Eﬁe curriculum must reflect the fact that a high pfapgf;ion of
patienﬁ visits concern psychologlcal problems. Ihifd,;éoﬁéinﬁity éf'
care must be an integral part of the curriculum. Fihall&,vthéygﬁrriéulum
itself iz a dynamic pradu;t,‘canstantly changing as fésﬁlts arg,évaiuated

a

and conditions changea

Curricﬁlﬁm'iﬁﬁléménﬁaﬁign began ;;;julyllgis.with the introduction to .

the Cambridge center of four internal mediciﬁe.residénts.!— two jumior
regsidents from Mount Aubu:p'ﬂéspital and two-senior residents from
Cambridge H@spitai == whéﬁafe participating in a two year residency program
in adult primary care. The program consists of eight alternating three-
month blocks, half of.which are spent in the ambulatory care setting, and

half at the backup hospital. Residents are paired to facilitate coverage

o]
ety

each other"s patients. The content of the hospital rotation is similar
to hospital training received by other hospital-based residents in straight
internal medicine, except that during the hospital rotation, one afternoon

per week is spent at the Cambridge center.

81




During his/her stay at the Cambridge center, the resident is aassigned
four one-half days per week to a team consisting of an internist-preceptor

and a nurse practitioner.

The fesideﬁt;spands an equal amount of time per week with various
consultants, mostly in surgery and surgical Sub5§32ialties-f Both the
consultants and the resident are provided with the appfapriatéxliét of
objectives. It helps the speciglist know what to teach and thevrésident
what 1s expected of him. The éfpgfam includes a didactice 1e¢tﬁfe once
a week in which consultants discuss a tapic.drawn’frsm the behaviéral
objectives. In addition, all internists and residents attend once é
week an "LMD Journal Club" in which participants select a tcpié of interest
based on commonly occurring problems.

THE BEHAVIORAL SCIENCE COMPONENT

The behaﬁigfal science group was assigned the responsibility to
design the psychiatricraamp@nent of the curriculum for the internal
medicine residency program and prepare initial plans for a psychiatrié
residency. Utilizing the procedures of their colleagues in inﬁernal

medicine, the psychiatrists tried but soon abandoned efforte to derive

" detailed objectives from corresponding task lists. There were several

reasons for this. First, the data base in psychiatry is much sqftez than
in the medical disciplines!i Secondly, techﬂiqqas in paychiatry a§€fmora
related to process than tasks. Finally, evaluation of change is much.
more subjective in this field, Instead, the group develoﬁed a set of

three overall objectives as a general framework for the psychlatric content

of the primary care curriculum. These overall objectives are!
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(1) Sensitivity skills - learn to be more sensitlve to patilents

and their needs for treatment and understanding.

(2) Therapeutic skills — learn how to counsel various kinds of

patients with problems complicating, causing, or resulting
from thelr medical (and social-pasychological) conditions.

(3) Referral skills - learn to recognize serious psychiatric

disorders and develop skills of referral, utilizing
approprilate resources.
A further elaboration of these objectives is presented in Table 1 sn the

following page.

A variety of instructional methods were developed for implementing
this curriculum (see Table 2). These included a one-hour didactic seminar
per week (see Table 5); a supervisory experience where the resident sees
one case per week; one hour per week of consultation where the resident
observes the psychiatrist with his p.tients; video tapes; group experience
with peers and faculty for a one and one—half hour session per week; and
electives as available. To evaluate the efficacy of the curriculum, the

group developed a set of evaluation instruments, presented as Ap

2 _and 10.

PLANS FOR A PSYCHIATRIC RESIDENCY
The development of a primary care residency with significant behavioral
science content, provides a vehicle for the training of psychiatry residents

at the interface of medicine and psychilatry. A preliminary set of objectives



bendviordl oCleske LOMpOnent
Obiectives and Methods

CHTECRY OF SRIWS OVERALL OBVECILES

SENSITIVITY SKILLS

To educate prinary care
physicians to be more

. sensitive to patients

and their needs for
treatment and understanding

| treatment,

SUB-ORIECTIVES

Undexstand the process of normal
development through life cycle,

Be aware of own reactions and effect

Understand economic, class and
environmental influences on illness,

Learn to use knowledge of psychosocial
factors and community resources for

Consultation,

Group, Consultation,
Supervision,

Didactic, Consultation
Didactic, Consultation

THERAPEUTIC SKILLS

Learn how to counsel
various kinds of patients
with problens complicating,
causing or resulting from
their medical (and psycho-
social conditions, )

Understand the "psychosomatic approach”
in its broadest sense,

Be experienced in rudiments of history
psychotherapeutic techniques,

Be able to recognize and deal with the
acute (though often low level) amiety

| and depression often related to illness,

- Didactie, Consultation

Didactic, Supervision,
Consultation, Videotape

Didaétic, Supervision,
Consultation

REFERRAL SKILLS

learn to recognize serious
psyehiatric disorders and
develop skills of
referral process, utilizing
appropriate resources.

Develop diagnostic skill for major
psychiatric disorders,

Be able to elicit data relevant to
suicidal or homicidal potential,

Know how to arrange for hospitalization
when needed,

Know how to work with psychiatrists in
pre.ding proper treatment,

Understand various types of psychia tric
treatment, other types of therapists,
and ways in specialized services are
presented,

Didactie, Consultation
Didactic, Consultation
Videotape,

Didactic

Didactic, Croup, Supervisi

Didactic, Supervision
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HEHAVIORAL SCIENCE COMPONENT
TEACHING MEVHODS

Didactic Seminars (D/S)

A series of one-hour presentations interspersed throughout the year with
other medical topics. Designed to provide pragtlcal and applicable
psychosocial information relevant to the physician's daily clinical case load.

Supervisory Experience (8)

Specifically designed to offer the resident closely monitored experience
in dealing with the emotional problems of medical practice. Residents
will see patients in briefl psychotherapy to learn how to deal with
appropriate cases in individual or couples therapy. Each resident will
see one case per week.

Consultation (C)

Lach resident should learn how to utilize the services of a psychiatric
consultant in the management of his usual medical case load. Psychiatrists
can observe the resident's interviewing and history-taking technique, how

he establishes a doctor-patient relationship (alliance), and how he attends
to cues in his decision-making process. Regularly scheduled medical patients
will be seen by the psychiatrist and resident. One hour each week.

Videotape (V)

Useful Far observing how experienceﬂ 1nterviewers tdlk to patiénts as

u51ng new skills.
Group Experience (G)

Designed to foster interaction of peers and faculty in one-and-one-half
hour sessions each week throughout the two year program. Case-oriented
discussions are co-led by a psychiatrist and primary care preceptor and

will include comments on and criticism of the resident's understanding

and skill. Part of the experience will have as its objective to learn

about oneself--reactions to patients, prejudices, strengths and weaknesses,
the interaction of physician's personality with that of the patient. The
emphasis is upon the experiential (rather than substantive) side of becoming
a doctor and engaging in doctoring.

Flectives (E)
Residents with special interests will have opportunities in the second

year to pursue these (e.g. applications of hypnosis to medical care;
behavioral techniques, ete.).
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PABLET3
BEHAVIORAL SCILNCL COMPONENT

DIDACTIC SLSSIONS

For the primary care physician to be able to care for his patients as a
whole, he/she must be able to acquire the knowledge and experience which will
permit him/her to compose diagnoses and treatment plans in physical, psycho-
logical and social terms. A series of seminars, interspersed with other
medical topies throughout the year is intended to complement other learnming
experiences with attention o practical application te office practice.

1. The Emotional Aspects of Common Problems Presenting to a Doctor: A Survey
of Medical Practice.
Why do patients come to the doctor? What do they want? Tuning your
ear to the chief complaint.

]

The "Psychosomatic " Approach: Illness as a Unified Whole.
The fallacy of mind-body, organie-functional dualism.

[

The Experience of Tllness: What It Means to be Sick.
Determinants of pain: cultural and social aspects.

[y

Hypochondriasis: Isn't All Pain Real?

5. The Life Cycle and the Family: A Developmental Approach to the Individual
Problems Related to Phases of Growth, Adolescence, Mid-life, Old Age,

Death and Dying.

6. Eliciting the Sexual History: An Approach to Individual and Marital
Sexual Development.

7. "Bad leelings": Recognizing and Managing Depression and Anxiety.
8. Suicide: How to Assess the Risk and What to Do.
9. Habit Patterns and How to Modi fy Them:

Uses of Hypnosis, TM, Croup Therapy, Biofeedback

The Health Hazards of Smoking, Obesity, Drug Abuse

Alcoholism and its Medical Treatment

10. Psychopharmacology: What Drugs for What Problems?

11. Practical Tips on Interviewing, Taking a Mental Status, and Making
- Personality Diagnoses. -

12. The Physician as Psychotherapist: DBrief Techniques.
13. Referral to a Psychiatrist: When, Why, and How?

14. Community Resources and Other Therapies.
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of such an experience are presented as Table 4 on the following page. A
proposal for a psychiatric residency program 1s presently being negotiated

with Mclean and Cambridge Hospitals.

COST ANALYSIS

Robert Lawrence, M.D., a member of the internist group and director
of the Harvard Primary Care Program, prepared a preliminary cost analysis
of the internal medicine residency training program at the Cambridge
Center. He found that the average resident produces 7.1 patient visits
per four-hour session compared to 13.0 patient visits for the average
internist. However, the resident doesn't quite pay his way. While his
stipend averages $12,000 per year, the replacement value of his production
is about %$9,900 per year for a net cost of about $2,100. However, this
figure does not include productivity loss of the preceptor resulting from

time devoted to teaching.

The cost analysis 1s presented as Resource Paper No. 16. Both the
methodology and the figures are preliminary in nature and need further

refinement, especially with regard to staff productivity loss.
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TABLE 4

PSYCHIATRIC RESIDENCY OBJECTIVES

A residency track in psychiatry and primary medical care should
address ivself to the following objectives:

1. Acquaint the resident with the body of knowledge which comprises
psychosomatic medicine as a scientific discipline.

2. Teach the resident the skills necessary to apply a psychosomatic
approach to all of medicine.

3. Provide an experience which includes close working relationships
with non—-psychiatrists as well as paraprofessionals.in what will be
an interdisciplinary approach.

4, Obtain experience in a general hospital or ambulatory setting, to
familiarize oneself with the spectrum of patients who are treated for
acute illness by the medical profession.

5. Work closely with a primary care physician in a typical (or simulated)
office practice for maximum exchange of viewpoints, styles, and skills.
6. Obtain special training in behavioral modification techniques, hypnosis
and other modalities which rely to some extent upon an appreciation
of psychological understanding in their application to general
medical complaints (e.g. obesity, smoking, accident proneness, gen-
eralized anxiety, and so on.)

7. Devise and carry out a circumscribed clinical/research project which
demonstrates the use of the psychosomatic approach and its applicability
(by the primary care physician) to general medicine.

8. Learn and appreciate the nature of primary medical practice, including
the pressures, orientation, skills, styles, rhythm, and so on'of the
primary physician.

-9, Learn how to translate psychodynamic principles into comprehensible
language with practical application to the common problems of medical
practice. ' :

10. Learn how to alter the psychiatric stance and interviewing style of
the psychiatric intake process to the more medically-oriented model
of the practicing physician. ;

11. Les i to recognize and deal with one's own discomforts about '"return-
ing" to the medical scene, often experienced as a regression in the
psychiatrist's identity as a psychotherapist and specialty consultant.

12. Learn how to be supportive and not critical of the physician who is
QEying tc learn how to cope with his own anxieties, especially around
the aspect of converting from an active to a more passive listening
approach. The psychiatrist must refrain from "psycho-analysing" his

" primary care colleague.
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APPENDIX 9
BEHAVIOR SCTENCE COMPONENT
SAMPLE PRE/POST TEST

1. The important advantages of open-ended initial questions in an interview are:

a. It provides rapid access to the quality of the patient's speech and
his major concerns.

b. It improves the efficiency of the interview.

c. It provides an ‘opportunity for the interviewer to present himself as
a sympathetic listener.

d, It allows the interviewer to avoid sounding judgemental.

In the previous and subsequent questions, answer:

1-if a and ¢ are correct

, 2-if a,b,and ¢ are correct
3=if b and d are correct
4-if only d is correct
5-if all are correct

2. Currently available biofeedback techniques offer useful therapy for:

. Ulcerative colitis
Raynaud's Phenomenon
Asthma

Migraine headaches

Lol <]

~n

In one paragraph, define and explain the use of the word "psychosomatic".

[

4. Match one or more entries in column A with those in column B
A I3

. Munchausen's syndrome.
"La Belle Indifference"
Autonomic nervous system
Inappropriate preoccupation with pathalcgy
C. Hypochondriasis of bodily function
. Symbolic meaning to the symptom
Self-inflicted injury
Voluntary nervous system
Primary anatomic alterations
Punctions as a defense against painful
feelings. -
10. Vomiting
11. False pregnancy
12. Migraine headaches
13. . Fhysiological fluctuations
14. Associated with increased suicide
risk when the patient is depressed.
15. Responds to psychotherapy.

A. Psychophysiological Disorder

B. Conversion Disorder

e

D. Malingering

(o e I v O




—&o - Appendix 9 (continued)

A 30 year old single nglEiEIEd nurse presenta w1ih symptnms DL ten51an,
trembling, and apprehension. She reports that 1-2 months before she had
terminated a relationship with an older, married physician on the staff of
the hospital at which she works, whom she continues to see on a regular
basis at her work. She weighs 220 pounds and admits to chronic obesity
since age 13, despite many efforts to lose weight. Reasonable explanations
for her presenting complaints include: .

Caffeinism secondary to intake of greater than 20 cups of coffee per day.

a.

b. Hyperthyroidism.

c. Chronic amphetamine and/or diet pill abuse.
d. Pheochromocytoma.

Answer as in Numbers 1 and 2.

A Regitine challenge test done in your office is negative. She denies
smoking, consumption of caffeinated drinks and/or use of any drugs.

Inquiry into her feelings about her former paramour are fruitless, since
though her eyes brim with tears, she insists she no longer has any emotions
about the relationship. Instead, she asks for a prescription for "medication
to help mé through the next couple of weeks", The time for her aPPalntmEﬂt
is already over and your phone rings 1ﬂd1:atln5 that your next patient is
ready to Le seen. The mosi appropriate measure to take at this point is:

Immediately write a prescription for Valium, #25, 5 mg po tid.

Write a consult form to Mental Health,

Arrange to see the patient within a week or two to collect further history.
. Take another half hour to collect more data about her relationship with
the doctor before coming to a decision.

ol o T gl v

(choose the bhest answer)

Hearing that her request for medication has been at least temporarily refused,
the patient angrily replies that you don't understand her problems and.

aren't really interested in helping people. She says she sees no point

in returning to see you under these conditions. To then write a prescription
for Valium would then:

. Touch her, and cement the therapeutic alliance.
Be providing the apprépriate drug anyway.
Reinforce maladaptive behavior.

Reinforce healthy assertiveness.

oy T

Other effective and appropriate treatments for anxiety include:

Assertion therapy.

Transcendtal Meditation.

Autohypnosis.

Reassurance that there is no cause for anxiety.

P e oo o

(Answer as in Numbers 1 and 2)

The usual minimum daily therapeutic dally dose of tricyclic.antidepressants
for treatment of appropriate depressions in a 140 pound woman under age 60 is

a. 50 mg

bh. 100 mg.

¢. 150 mg

d. 200 mg . 91
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Appendix 9 (continued)

The most uselul service provided by a prlmary care physician talking with
a tearful, unhappy patient is:

Supplying the kleenex.

Reassurance

Sympathetic interest.

Reminding the patient there are others worse off than he is.

(Choose best answer)

Match one or more treatment modalities from column A with entries from
column B. _

A B
A, Tricyclic antidepressants 1. 47 year old businessman with early
morning awakening, weight loss, and
B. Counseling by Primary Care anorexia who feels worse in the A.M.,
Physician. : and whose father had severe depressions

culminating in suicide.
C. Referral to Psychiatrist )
2. 23 year old single female, with

D. No medications tearful depression around breakup from
boyfriend, who is maintaining work
L. NAO Inhibitors function and who describes fluct mtions

between tearfulness and cheerfulness.

3. 33 year old woman who says she has
"never been happy', complains of
chronic mistreatment at the hands of
others, who is currently sleeping and
eating more.

A 45 year old woman from a "good family" gives a histor;

pain and reports passing stones on at least one occasion, She relates ta
you in a dependent, compliant manner. You send her to the WC to provide
a urine specimen and by accident your nurse associate bursts in on her
dipping a bleeding finger into her urine cup. Dutrﬂged by this deceit,
you are about to order her out of your WC and consulting room when you
decide instead to talk with her. The best approach would be:

a. A scathing denunciation of her attempt to make a fool of you.
b. A cool, firm confrontation, expressing your anger, in hopes of
extinguishing her manlpulatlve behavior through punishment.

c. lIxpression of surprise, even irritation, alo.g with a wish to
understand why she needed to tamper with her urine sample.

d. Having your nurse talk with her while you cool off.




Appendix 9 (continued)

SUICIDE
1. Suicide is more common among: (circle ome of each pair)

men-womern
young-old
blacks-whites
married-divorced
married without children-married with children
Protestants-Jews :
" rural dwellers~urban dwellers
‘in the spring-in the winter
patients who have atiémpted suicide before-patients who have never tried be for|

=70 o T ]

~ D

=7,

e

i

2, Suicide is a more Erequeﬁt cause of death than: True False

Coronary heart disease
Leukemia

Homicide

Tuberculosis

Cancer . ]

1130 = Pl R v

3. Concerns over suicide increase as patients become more depressed. Which of
the bodily symptoms listed below would increase your concern about the
seriousness of the patient's depression: (circle all appropriate answers).

Productive cough

loss of appetite

loss of weipght

sweating

waking early in the morning
palpitations

loss of interest in and desire for sex
constipation

[ e 1 B P T w1

Ea

A fiftysseven year old man is seen for evaluation because of weight loss of
20 1bs. over the last three months. He confides in you considerable disap-
pointment over the promotion of a younger employee to a supervisory position
he assumed he would be asked to fill. In addition, he expressed his resentment
over infrequent invitations to his three childrens' homes in the 15 months
since his wife died of cancer. lle acknowledges feeling quite depressed and
despondent about his future. Yofi need to assess his potential for suicidal
behavior. : :

True False
a. Asking directly about thoughts of suicide will put the .

idea in his mind.

b. Questions about plans for suicide such as date, place,
method, allow you to assess the degree of preparedness
to die. :
You call his daughter who tells you not to worry — —

o
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_ Appendix 9 (continued)

Irue [false

d, Painful feelings of worthlessness and hopelessness
-7 can be alleviated by letting the patient know that

these are all part of getting older and having sad L -

things happen.
e, Your concern is increased by his lack of permission

to cry combined with his guilt about enjoying

pleasures since his wife died. . _—
f. The patient requests for pills to give him some strength

to go on shows his interest in the future. - —_
g. The patient's request for hospitalization should be

discouraged as it will only foster his hiding from

reality and delay his adjusting to his losses. —_— —_

HOMICIDL

1. A 27 year old man presents asking for evaluation of a swoller wrist. Your
history reveals that he and his wife have been fighting about his mother's
criticism of her housework and childrearing practices. In the midst of their
last argument he felt llke Strangling his wife, bEEamE frlghtenéd of his
FgllaW1ng would increase your concern about v;oleni or murdernus behavior?
(Circle all appropriate items)

‘i"'

a. Use of alcohol.

b. Use of amphetamines.

c. EZmoking over 1 pack per day.

d. Brutal beatings as a child.

e. History of torturing animals.

f. Lneuresis, history of

g. Diarrhea.

h. Owns a gun.

i. FExperience with weapons in armed services or sports club.
j. Past arrests f{or assault. ‘

k. BSeizure disorder.

1. Diabetes.

m. Loner.

n. Suspiciousness or paranoid psychosis.

o. Homosexuality.

p. Preoccupation with revenge and retaliation.

q. History of fire setting. -

r. Hyperventilation syndrome.

s. Sense of powerlessness to change painful realities:
t. Sense. of acute humiliation.
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RATING SCALE

In an attempt to evaluate and monitor the personal and emotional skills,
development, and deficits of the primary care internal medicine residents,
the following assessment form was developed. The psychiatric preceptor
completes thisiassessmeﬂt at the beginning and end of the training period.
We are considering as well its use ot more frequent intervals. The data
is collected with the preceptor observing the resident as he or she conducts
a complete hisfory and physical examination. Additional data is drawn
upon during the training period from their weekly Sassiaﬁs (see teaching
methods). It is our hope that such an instrument periodically completed
will help the PfEQéEtér discriminate areas of strength and weaknesé in
the resident's development and that both constructive feedback aml re-
shaping of the subsequent training experiences can be considered. The
use of both a narrative and visual recording of data helps in monitoring
progress, c@;lectiﬂéuimpressigns3 and avoids losing sight of problem

areas in a resident's generally satisfactory performance.

BEHAVIORAL ASSESSMENT I'ORM (adapted from Personality Patterns of Psychiatrists,
: by R.R. Holt and L, Luborsky, N.Y, Basic Books, 1958).

Name :

Age:

Sex:

Race:

Marital Status and years:

Children ~ age and sex:

Religion:

Year of Training:

Past training in interview skills and psychological issues:

Past personal psychotherapy:

Intelligence: high average below average

95



Appendix 10 (continued)

-Circle the best approximate description and comment:

I1.

I11.

While taking a medical history and doing a physical examination:

A.

B.

[

Shows respect for and appreciation of the meaning of the symptoms
or illness to the patient
a. demonstrated
b. wvariable
¢, limited
Takes a psychological history
thorough

ad.
b. superficial
¢, avoided

While taking a psychological history
is comfortable

is moderately uncomfortable
is quite anxious

oo oy

Makes a personality'assessment when with a patient

a. regularly
b. has some sense of patient's personality style
c¢. fails to make assessment

Uses personality assessment of patient in dealing with the patient

a. regularly
b. occasionally
¢. infrequently

Does a respect ful physical examination, understanding issues of
modesty, detformity, aging, puberty, exhibitionism

sense is present
. variable
. absent or limited

[ =

Shows an interest in his/her patient and is warm and empathic

a. demonstrated
b. wvariable
c. limited

Sensitive to patient cues and needs

d4. demonstrated
b. wvariable
c. limited
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Appendix 10 (continued)

IV.  Tolerates stress in the doctor-patient relationship trom patients.
A. Anxiety
a. demonstrated
h. wvariable
¢, limited
B. Anger
a. demonstrated
b. wvariable
c. limited
C. Seductiveness
demonstrated

variable
limited

g ]

D. Sadness, grief or depression

a. demonstrated
b. variable
¢. limited

E. Threats
a. demonstrated
b. variable
¢. limited
I Critiecism
a. demonstrated
b. variable
c. limited
G. Chronic, refractory, terminal illness
a. demonstratéd
b. variabie
¢c. limited
H. Distress over uncertainty in diagnosis or outcome
a. demonstrated

b. wvariable
c. limited
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Appendix 10 (continued)
V. Inspires confidence and trust
a. regularly
b. variable
c. rarely
VI. Accepts responsibility. ..
a. easily
b, fairly well
c. poorly - avoids it
VII. Impulsive = Judicious
thought ful and careful

variable
impulsive

[ = 41

VILII, Firmness

a. firm
b. wvascillates
¢, passive

IX. Seductiveness with patients

a. Under control

b. wvariable

c. 1is seductive with patients
X. Hostility with patients
under control

variable
expressed —~ loses control

n oo

XI. Tolerates heavy work load
a. well
b. wvariable . i 7 ,
c. poorly: complains, gets disorganized, irritable, scared, depressed.

XII1. . Iinds pleasure and satisfaction in the work.

a. regularly
b. oceasionally
c. rarely

XIII. Can say "mo" to patients
a. ceasily

b. with discomfort
c. area of trouble for resident

w
[ 8]




-84~ |

Appendix 10 (continued)

XIV. Interested in patient as a person as well as an illness/symptom

a. interested in the person shown

b. wvariable 7

¢. interest primarily in the illness/symptom
XV, Skills in synthesizing data

a, good

b. variable

¢, limited
XVI, TIlexibility with patients

a. flexible -~ can share coutrols with patient

b. variable
¢. rigid and domineering with patient

<
-
—
=i

Sense of humor with patients

#. good
b. fair
¢, limited

il

XVIII.

)

act

a, tactful
b, wvariable
tactless

L

XIX. Insight into own personality

good
variable
limited

%y

noo

XX. Tolerant of others

a. consistently
b. variable
¢. intolerant

XXI. Communicates effectively with patients so they understand material presentec
and can hear it

consistently
variable
rarely

0o

XXIT1. Communicates effectively with staff so they understand material presented
and can hear it

consistently
variable
rarely

[p] \;“ all}
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Appendix 10 (continued)

XXIIT. Considers social class, ethnic, religious values as they affect patient

and illness. .
a. regularly
b. variable
c. rarely

XX1V. Curious and eager to learn
a. very
b. variable
¢, limited

XXV. Bense of ethics
a. high, concerned

b. variable
e. lack of concern
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Chapter 8

FINDINGS AND RECOMMENDATIONS

It is evident from the previous chapters that this project accomplished
much more than it set out to do. While the original objective was to develop
educational programs in HMO's, much more was achieved, including the
following:

-~ the implementation as well as development of educational programs
in HMOs.

- the development and implementation of Evaluagi@n methodologies and
related instruments.

~ the development and pilot-testing of a cost methodology for measuring
educational costs in the HMO.

- the development and implementation of a preceptor training program.

- the development of HMO-based educational programs for different levels
of medical education, including preclinical, clinical, and graduate
medical eéugation.

The collaboration among the participating institutions made possible through
the three conferences that were held during the course of the project, provided
each institution the opportunity to specialize in an area of its choosing to
match its interests and skills. Table 8-1 below lists the areas of specializa-

tion for each institution.
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Table 8~1

SUMMARY OF ACCOMPLISHMENTS BY INSTITUTION
Area of Specialization GU UR UP oW BROWN U. HARVARD U,
1. Curriculum Development YES YES YES

Process
¥

2. Curriculum Content YES YES YES YES YES YES
3. Instructional Methods YES YES YES
4, Program Evaluation YES YES YES
5. Educational Costs YES YES YES

As indicated in the Table, three institutions spent a considerable amount

of time in designing a curriculum development process. Curriculum content was

tional methods. Three institutions developed evaluation methodologies and
related instruments,while another group of three institutions present data on

the cost of teaching in an HMO. The remainder of this chapter discusses these

accomplishments in detail and presents our findings, conclusions and recommendations.
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MEDICAL EDUCATION IN THE HMO: WHAT'S IN IT FOR THE MEDICAL SCHOOL?

Why should a mediecal school get involved in teaching in théiHHD setting?
Teaching in the HMO presents a number of difficulties as well ag dafiniﬁe
advantages. The HMO 1s a service, not an educational institution, Given the
strict cost accounting of today's HMOS, the introduction of an educational
program might be a costly proposition. Moreover, the number of students
that an HMO can accommodate is striectly limited by service obligations,
availability of space and the willingness of clinicians to teach. From the

medical school's viewpoint, what are some of the advantages or benefits

derived from learning experiences in the HMO?

Medical schools have been under increasing pressure in recent years to
produce more primary care physicians. As they respond to the challenge,
additional primary care training sites will be needed to accommodate the growing
numbers of primary care physician trainees., The HMO, as a primary care train-
ing site, presents opportunities not readily available in the traditional
primary care training sites such as the hospital outpatient department or
emergency room.

1. The HMO offers the student a primary care role model not found in the
traditional setting.

the student is more likely to encounter a wide cross section of diseases

in the HMO than in the traditional training sites.
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' 3. The HMO provides the student with a unique opportunity to observe or
jearn in a setting that' emphasizes preventive care, quality of care,
and cost containment.

4. The HMO exposes the student to an alternative health care delivery

system.

WHAT'S IN IT FOR THE HMO?

Why should an HMO be involved in medical education? An HMO is a service
not an educational institution. Even if the full costs of education are paid
by an outside agency, why should the HMO member, who pays a high premium for
his health care, subject himself to the care of anrunséasonéd resident or
medical student? Here, too, medical education offers ; number of distinct

) advantages:
1. Quality of Care - Although this has not been ccnclusiﬁely proven, many
believe that the intellectual and professional stimulation invelved

in teaching tends to improve the quality of care.

2. Recruitment of Qualified Physicians - Many believe that the availability
of teaching opportunities tends to attract better qualified clinilecians.
3. Recruitment Costs — This is a major benefit to the HMO and the enrollee.

The physician trainee is a prime candidate for a full-time, permanent

position with the HMO upon completion of his training. The savings in

recruitment costs include not only the cast.a’ advertising, but also

time

]

pent in interviewing candidates and educating the new physician to

an alternative health care delivery mode.
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4. Student supervision - As indicated in the following secﬁiag (p. 64),
we found that the student is closely supervised in the HMO setting,
so that the quality of care is not lowered by the introduction of
students.

5. Faculty Appointments -~ The opportunity for faculty appointments associ-
ated with a medical education program provides an added benefit and
inducement to recruitment. It means that a lesser amount in salaries
and™fringe benefits is required to attract highly qualified physicians.

6. Tertiary Care - The association with a medical school not only adds
prestige to the HMO, but also provides easier access to quality tertiary

care in the university hospital.

WHICH HMOs ARE BEST SUILTED FOR TEACHING?

To determine what type of HMO is best suited for teaching, we examined
selected characteristics of the HMOs participating in this project, see
Table 8~2, below. We found that:
- One-half of the participating HMOs are sponsored and operated
by medical schools and the other half are independent or supported
by other agencles;
- All but one of the HMOs are relatively "young', having opened for
services in the early 1970's;
- With one or two exceptigns; the HMOs have been remarkably success-
ful in meeting their targeted enrollment levels;
= Three of the HMOs were utilizing their facilities to full capacity.
The facilities at the other three HMOS were under-utilized,

' primarily because the HMOs were still gearing up to full enrollment.
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Table 8~2
CHARACTERISTICS OF THE PARTICIPATING HMOs

Number of
. | Opened for Enrollees
Sponsor Services (1975) Facility

GUCHP medical 3 Outpatient
Washington, D.C. school : 1972 10,000 Facilities

GVGHA
Rochester, N.Y. Blue Cross 1973 20,300 52,000 sq.ft.

PENN URB medical not .
Philadelphia, Pa. | school 1974 available 5,500 sq.ft.

GHCPS 9 Qutpatient

Seattle, Wa. Independent 1949 200,000 Facilities;
300-bed hosp

RIGHA organized
Providence, R.I. labor; , 1971 15,000 13,000 sq.ft
Insurance Co. _

HCHP=CC medical
Cambridge, Ma. school 1973 15,000 44,000 sq.ft
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What can we conclude from these findings? A comparison of the group of
HMOs sponsored by medical schools with the group of "independent" HMOs
reveals no significant differences between the two groups regarding their
educational accomplishments examined in this chapter. In athgf words, the
"independent" HMOs performed just as well as the university-sponsored ones

o

in this project. This leads us to the somewhat surprising conclusion that

the independent HMO 1s as well suiteé for medical eduﬁaticn‘programs as the
university-sponsored HMO. At least one of the three uni#ersitysspﬂﬁsarad
HMOs included in this project has been established primarily for the purpose
of providing the medical school with a site for primary care education.

On the basis of our experience we have found no evidence to support the
eatablishment of an HMO by a medical school solely for the purpose of educa-
tion. True, all but one of the partiaipating HMOs are still in their 1nfancy,
it is possible, and perhaps p:gbable, that as the HMOs mature and the educa-
tional programs develop, the quality of the university-sponsored curricula

would surpass that of the "independents'. But we have found no evidence to
support this contention. In any case, Iin the early stages of HM( -development,
there are few significant differences in the educational programs of the two

groups.

Another surprising conclusion is that a relatively new HMO is Just as

4]

capable of mounting a successful program as a more stable and mature one,

For example, the Harvard Community Health Plan at Cambridge implemented its

became operational and GVGHA implemented its program for first year medical

students less than one and one-half years after it opened its doors. It
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should be noted however, that with one or two exceptions, the newer HMOs
included in this project have had spectacular success in meeting enroll-
ment targets and developing a sound financial base. This leads us to con-
clude that an HMO should not undertake an educational program 1f it faces ‘e

major marketing or financial problems.

The "younger" ‘HMOs appear to have an added advantage of having adequate

facilities for education before they reack full capacity. However, we found

or quality of an educational program in an HMO. For example, Group Health
Cooperative of Puget Sound, the most established of the six Hﬂﬁs and the 7
one with the least "extra" space, has an extensive educational program.

In addition, RIGHA made due with a tight space situation. We genclpde that
the availability of extra space is not a major advantage nor is the lack of

it a major impediment to teaching in an HMO under present clrcumstances of

student assignment. Should more extensive student assignments be necessary,

WHAT CAN/SHOULD BE LEARNED IN AN HMO? (CONTENT)

The question, ''what can be most éffectiveiy and Effiéiéntly taught at
an HMO?", was frequently ?aised at the conferences of participants. Although
discussions usually revolved around three learning areas —— HMO concepts,
primary care, and clinical skills -~ these were never defined or even named
as such at Ehe time. Table 8-3, below, indiéates the areas the institutions
finally chose to emphasize under this contract. It should be noted,
however, that m@s;;iﬁééitutioné included all three subject matters in their

programs but chose to emphasize one more than another. What do these learning

them in the HMO? ' Lo
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PRINCIPAL

Learning

TABLE 8-3

AL LEARNING DBJECTIVE OF HMD BASED CURRICULUM

Acquiring Knowledge/ '
. Attitudes in

e BY L%VEL OF MEDICAL EDUCATION AND INSIITUTIDN

Aequiring
Clininal Skills

HMO Ganeepps Primary Care
Georgetown preclinical
University students
University of First-year "First-year
Rochester medical students medical students

University of
Pennsylvania

All Medical
-students

'students

Thira yéar medié

Universi;y of

First to Third yr.

medical students.

‘medical students

Firat to Thifd yr.

Brown
University

clinical students

Harvard
University

.@raduate studéntéf
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HMO Concepts - A curriculum emphasizing HMO concepts introduces the student

to concepts related to HMOs, such as the organization and management of HMOs
marketing, flnancing and ecgnamics, the Ehangiﬁg role of the provider, and

consumerism. The manual, A Student Guide to HMO's, Resource Paper No. 2,

is a good example of this. Teaching students about HMOs offerz several
advantages. It is ine;péﬁsive, it can be é@ne outside the HMO facility
thereby avoiding interference with service, it can encompass a large number
of students, and the bulk of the teaching can be done by n@n—physician%;$m

As the project progressed, however, it soon became evident that teachilng

students about HMOs does not fully utilize the potential of the HMO. In

area have either already expanded the curriculum to include othar material or

are planning to do so this year.

Primary Care - A curriculumemphasizing primary care introdueces the student

to concepts such as team practice, continuity of care, quality of care and
patient education through observation or practice. The HMO is well suited

for this kind of learning since it offers "real world" primary care role
models and a wide cross-section of diseasés and conditions. On the other
hand such a program is more costly. .It requires more staff time and also a
student presence in the HMO that can intérfere.with services. Three institu-
tions emphasized primary care in their curriculum, but eaghgaf them, it should

be noted, chose to concentrate in one other content area as well.

Clinical Skills = Teaching clinical skills in the HMO is a costly proposition

and it raises the question of patient acceptability, always a sensitive
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issue in an insticcticn such as an HMO. It requires closer supcr%icicn and
a large time commitment on the part of the preceptor. On the ctbcfﬁhand,
clinic al teaching in the HMO offers advantagés over other scttings_'“Fo:
one thing, we found that in general the student 1is clcsglyréupgrviSEd

in the HMO setting. This lsrprcbably due to the need to secure

the patient's acceptance and approval and to reassure him that he's rccciving ;;

proper care. In fact, we find it pleasantly surprising that there has bEén

very little resistance on the part of the patients and HMO enrollees to these
education efforts. The Group Health Cooperative of Puget Sound, which has

the most extensive experience of any of the participating HMO- . in clinical:

teaching, has studied this 1ssue closely and has found wide patient acccpténcc;i

Group Health, of course, takes elaborate precautions to ensure prior paticnt e
consent.
In summary, any of these three content areas are appropriate for teaching -

in the HMO setting. However, teaching HMO coﬁccpts is the least costly but
also constitutes the least efficient use of HMO resources, while teaching of
clinical skills is the most costly but alsc most rewarding for both preceptor
and student. 5

WHEN- IS HMD -BASED LEARNING MOST EFFECTIVE?

At what level of medical education is HMO-based learning most effective?
Should the student be intfoduccd to the HMO during the preclinical, clinical
or graduate years? These questions also received frequent hearings at the

conferences. Inspecting Table 8-3, again, we notice that (1) HMO concepts
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were most frequently taught to preclinical students; (2) primary care was
a subject for all medical students; and (3) clinical skills were introduced

primarily to clinical and graduate students.

In our site visit to GVGHA we interviewed a group of first-year astudents

participating in the introductory HMO course designéd under the auspices of this

project. We were most impressed with the depth of knowledge demonstrated by

he students. We found that medical students are most receptive to learning

[ns

about the health care system at the earliest stage of their medical education.
Soon after his first semester, the student seems to be obsessed with the need
to learn clinical skills and his iﬁteresﬁ in ;earﬁing about the health care
system declines accordingly. Primary care issues can and shouid be learned

at all levels of medical education. The student should be intrgduceé to these
issues at the earliest opportunity through observation and/or didactic
sessions, and, in later years, through clinical practice in the primary care

setting.

Ieaching;clinizal skills in the HMO 1s most appropriate in the clinical
years, preferably the fourth year, and at the graduate 1&?31; Group Health
Cooperative of Puget Sound is the only institution that has experimented with
teaching clinical skills, such as history takiﬁg and physiciaﬁ,éxaﬁinatians,
in the preclinical years. This teaching was done primarily at the Group Health

Hospital and at no cost to the HMO since the costs were absorbed by the medical

o

chool. Under normal circumstances, however, clinical -teaching in the pre-

clinical years represents an inefficient use of HMO resources.
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HOW DO YOU TEACH IT? (INSTRUCTIONAL METHODS)

The participating iﬁs;itutions used a variety of teaching methods for
getting the material across to the students, with the method depending
largely on the content area and the level of education. For teaching HMO

and primary care concepts to preclinical medical students, the institutions -

research projects, and site visits to local HMO's. Clinical teaching usually -

involved observing the preceptor at work or practicing under his 51.1@é’,'l,:"vii.,.%:Lt:rﬂ;5-’i

How can we teach clinical skills in a cost effective way with minimum

disruption of the service mission of the HMO? This question was addressed

by Arthur S. Elstein, Ph.D., who participated in the Rochester Conference as

consultant to the AAMC, In Resé@fggﬁ?a@e; No. 8, HMO Curriculum Development:

Some Relevant Instructional Resources, Elstein and Maatsch describe a number.

of simulation techniques that can help students improve their clinical EkillS .
outside the practice setting so as to facilitate etffective and efficient use g

of the clinical experience. AThese-include use of simulated or actual patients

in history taking cammunicétigns skills; a variety of simulation equipment

for training in different portions of the physical examinationg clinical

algorithms, flow charts, computer-based or paper-and-pencil case simulations, _

For teaching HMO concepts to preclinical medical students, we recommend

the University of Rochester approach which involves a combination of methods

including didactic lectures, student initiated research projects, precepting,
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t V8., SEfvlce)i Where déas one begin and how does one proceed in this joint

educational effort? Who should be involved? Which institution or department :

/03
- @ -

one-to-one student interviews with department heads, and home visits to selected

patleﬁts (see pages 16-18). i

Are HMO physicians competent as educators/preceptors? Georgetown Univérsiﬁy

extended its project by six months to develop and implément a program for tfaiuingf“*

physicians as educatst/preeeptufé}? The program, desc:ibed in Resaurce Paper No. 7'

A Role Guide and Resource Book for Clinical Preceptors, is hlghly reeammended..

How much time should the student spend in the HMO. setting and over how long

a period? The answers to these questions are beyound the scope of this gtudy_
Student learning Expezléncés at the pafticipating iﬁstiﬁuﬁions fangédafram a
one-day experience at RIGHA to two years at the Gambridga Center. Althaugh |
we found the chhester‘experience to be effective (the student 5pend5 half a
day per week over a periodzuf fourteen weeks in tha HMO), thére hgs not been

sufficient experience to make any recommendations in this area.

HOW AND WHERE DOES ONE BEGIN? (PROCESS)

Constructing a curriculum in the HHD setting is an unusually uamplicated

process because it involves two institutiuns with divergent missians (Educatiun

should take the lead? 1Is a medical educator néeded? Is it helpful to define
behayioral objectives? To answer the questiuns we Examiﬁed a set of seleuted
variables related to curriculum development process. The results are présented

kKl

in Table 8=4 and described below. ' ;;?fvﬁ
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Table 8-4

CHARACTERISTICS OF CURRICULUM DEVELOPMENT PROCESS BY INSTITUTION

Characteristices

Institutional lead
{(medical school, HMO,
or both)

medical
school

Departmental lead
(at medical school)

Community
Medicine

Community
Hadiginq

Family
Medicine

Community
Medicine

Involvenent of
Curriculum Committee

Consumer Involvement

Participation of i o o
Educator yes yes yes yes

Defined Behavioral
Objectives

yes

Conducted
Field Test

yes

* Although U.W. did not actually implement its new curriculum it has been conducting:
educational programs in the HMO for many years’; see chapter 5 for further details
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1. Instigggiﬁnal;léad ~ By institutional lead we mean which iﬂstitutién,

the HHD or the medical schoal, perfurmed m@st cf Ehé work in iﬂitiating,
developing and)implementing the currizulum? It is séméwhat surprising

to find that the HMO and madiagl school shared féspéﬁsibilifieé,:méré‘-

or less on an equal bésis, in one-half of the casefétﬁdias. Vin two

other cases, thé HMOs (both university spansgred)zgiééfly took thg‘iéad,; 7"
and in one iInstance the medical schoal took the 1ead - We n_otgthat; :

although the subcontract agréEmEﬁts were made;with_the ,ni ersitiea, in.

five out of the Six cases the HMQ was eithez the Elear leader-éf an
equal partner in the educational effort. It is obvi us - that the medical

schools realized at the DuESEt thag it is essential tg in olve the HMD N
at every step of the project-‘ We recommend that in future.umdertakings

of thils nature, the HMO should be at 1east-én equal pértner.

2. Departmental lead - By departmental lead we mean thé'department in the

:ymedigal'school which led the cufficuluﬁddé%élcpment effcrﬁf FWé found
that at three institutionsvthé effort Waé'léd b§‘thgwaepaftﬁéﬁé of c@méf
munity mediciﬁe and at another institu i on it was led. by thé department
of family medicine.' At tﬁe remaining two instltutions faculty ‘members
from the department of medicine played 1eading roles in the praject, |

but the program was not initiated by the department.
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Curriculum committee - We note that the curriculum committee of the medi

-school-was-actively involved in this project at two out of the four inst

tutions in which tha medical scho '1 participated. In fact, at each of t
two institutions, the chairman of -the curriculum committee difectedxthis

project. While the sample is too small tc draw aﬂy objective ;onclusioﬁ

e believe that the involvement of this committee is desirable for legit

ﬂ

<}
B

‘the program and publicizing its results.

ansumat involvement——- We examined the extent to which HMO enrolees were
g

consulted or involved in initiating or implementing this study at their

respective iﬁstitutians. At three institutlans thére was ‘no EVidEnEE of
.1nvolvement and at the other three institutions the degree of consuitagi
varied widelym Group Health Ceoperative of Puget Sound was the only HMC
where the Board of Directors formally approvad partic;pa;iégvin the prdg
Georgetown University consulﬁed with the advisory baaﬁds'and intervieweé
patients; and at RIGHA the degree of involvement of the Béard'pf
Directors is. not spacified, but during the site visit the Board members
showed an awareness of the educational program and its ramifications;
Although few objective gonglﬁsiéns_can be made on the basisvgf this samf
we note that there was more consumer involvement among the iﬁdepgndent
HMOs as opposed to the university spensared ones. Surprisingly, the HMC
with the most extensive consumer participation (Grgup Health Cogperative

of Puget Sound), 1s also the one with the most extensive educational prx¢

grams.




We strongly recommend the early and full invelvement of HMO enrolees
or their representatives in efforts of this nature. They should be
kept fully informed as to who is paying for the program, how much it
costs, the degree of student supervision, and other relevant details.
Failure to consult enrolees could lead to distrust, charges of being
used as research material, or fear of inadequate student supervision.
There is no reason to believe that a fully informed consumer would
reject the program. In fact, the Group Health example is evidence to
the contrary. Once members are made aware of the program benefits as

well as the costs, consumers tend to be supportive.

L%y
]

ducational staff - We note that a majority of the participating institu-

tions employed a professional medical educator to assist in the curriculum
construction process. This is somewhat surprising since educators are not
educator was not a criteria, either explicitly or implicitly, for partici-
pation in the project. We found that their skills were extremely valuable
at every stage of the curriculum construction effort. We recommend the

employment of medical educators in future undertakings of this nature.

6. Behavioral objectives - Most of the institutions defined their curriculum

objectives in behavioral terms, 1.e., in terms that can be measured and
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evaluated. We note the strong correlation between variables 5 and 6,
the employment of an educator anﬁ the definition of behavioral objective
The definition of beéhavioral abjécﬁiﬁes is the‘mdst-gﬁuéiél step in the
curriculgm construction process. Definéd-in sufficient ieé%il; Ehej7f

constitute the content of the curriculum.

7. Qénducted field test = We note that every institutlon imp12mented their

program although this was not a requirement cf&the contract. The parti;”
pating institutians realized that curziiulum dEVElﬂpméﬂt without field
testing is of limited value; and that the field test is an essential tgnl

in initial evaluation.

WHAT DOES IT ALL COST?

As we indicated in Chapter 1, assessment of the Educationél costs
in the HMO was not required under terms of the AAMC contract with ﬁHEW,

but Wasmﬁéquiféﬂ under the terms of the AAMC agreement with the institu-

tions. The A;MG felt that it was important to determine, to the extent

possible, the cost of education, éspeciallylin an HMO. As long as the

costs are unknown, there will be continued resistange tc education -

and justifiably so - on the part of HMO maaagersi  Many HHGs are aparating ,
a fi ,ancialiy marginal basis and they must keep théif fates’zompétitive;; 

An HMO manager cannot make an intelligent decigion bout the prdgram unless.

he has some idea of 1ts costs.

The major accomplishments in costing were théidevelameﬁt of a coneaptua;;
framework for estimating the cost of education in an HMO and the pfép&fétiog[éf.‘

three preliminary cost studies. ' The conceptual framework was developed by
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. or recruitment of high quality staff, are either not known at this time or are

Christine E. Bishop, Ph.D,, and is prSEﬂtéd as Resource Paper No. 14.
Two of the case studies were conducted by the Seattle and Cémbridge:graups
and are presented as Resource Papers Nos. 15 and 16. A bfiéfér'study pre-

pared by the Rochester group 1s summarized in Eﬁaptez 3. Ideally, the

conceptual framework should have been developed prior to the initiation of
the cost studies. Unfortunately, because of time pressures and other unfore-
seen circumstances, Dr. Bishop was not Employed‘until the studies were well

underway.

The Conceptual Framework - An HMO-based education program produces not only

costs, but also benefits to the HMO and its members. Unfortunately, the benefits
are much more difficult to measure and estimate than the costs. Té:hﬁiquegéf?; o
measuring such benefits as improved quality of care, increased staff satisfaction,
too expensive to implement. Bishop discusses some ways in which benefits may

be taken into account.

Although costs are easier to measure, determining which costs are applicable '°

is not as easy as it seems., To determine the cost of an education program we
must ask ourselves the following questions:

1. Whose costs are we concerned with? If we are only interested in the cost

~of the éducaticn program to the HMO, then the students' transportation
costs, for example, are not a program cost as far as the HMO is céneérned.
Neithérgié the medical school's administrative costs, although these costs
are of great concern to the medical school. To keep the cost issue within

manageable proportions, we decided early on in the project to consider only
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the costs to the HMO. E ‘ :‘
2. What are the objectives of the HMO? How do the costs under consideration
affect these objectives? The principal objective of most HMOs is to

, but this is not alwasy the case.

maximize the benefits to the membershi

The objective of a for—profit HMO is to maximize profits, while the ob=

jective of a physieian-controlled HMO m;ght be to improve the physi;iaﬁs'
professional environment or standard éf_livingg If the cost ﬁndaf cansidé
ation has no imp;;ﬁdgn the achievement of the HHD's.abjéctiféS,.i; is noﬁ-
considered a cost. A

3. What are the incremental costs of the education program? That is, what ar

the costs with the education program less the costs withaut the pragram?’j'

4. How do we handle costs that are not easily measured?

5. What are the short—term versus lang—terﬁ costs? For example, the space
costs for a developing HMO, in which the facility is underutilizé&'might,:
on a long-term basis, be considerably higher than current space costs.

A detailed discussion of these questions constitutes Bishop's conceptual

framework.

The Cost Studies -

opment of a cost methodology for measuring educational costs in the HMO. A
summary of selected data from the three studies is presented on Table 8-5 on

the following page. A cursory inspection of the table reveals that the data

aions. The University of Washington and Harvard University have continued
their cost studies since the preparation of the initial reports and are now

in the process of refining the data and updating their reports.
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Institution

Genesee Valley
Group Health
Association

Group Health
Cooperative of
Puget Sound

HCHP-
Cambridge
Center

Educatiénél

Level

lst year
medical
students

lst year
medical
students

2nd year
medical
students

3rd year
medical
students

Family
Practice
Residents

Internal
Medieine
Residents

1
-@ -

Table 8=5

THE COST OF EDUCATION IN THE HMO:

Number of
Students

Lo -]

12

TENTATIVE DATA

Duration

13 half-days

for 1 semester

2 half-days/
quarter, for
3 quarters

1/2 day/week/
quarte

1/2 day/week/
ua

quarter

40 days

Not Available

- 6 months,

full time

* , ) . ,
Excludes productivity loss by preceptor resulting from time devoted to teaching.
This accounts, in part, for the difference in resident trailning ecosts between

Harvard and Group Health.
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 $2,100/resident/year

§157 per student or
$1880 for the course

$4.30 per student—da
$225 for the course:

$79 per student-day "
84,708 for the cours

$53.20 per ‘student-da
52,123 for the course,.

$15,013/resident/yea




IS THE CURRICULUM ACHIEVING ITS PURPOSES? (EVALUATION)

The importance of defining clearly the objectlives of the educational
program was emphasized éari£er in this préft.' Dnée tﬁélﬁrégréﬁ“ﬁééAgééﬁ‘.“
implemented, we must ask ourselves whether the objectives have been met.
Have the students learned about  HMO's?- Have thelr attitudes toward primary
care changed? Have career plans changed as a result of the program? For

if the program does not accomplish what it set out to do, either the program

or the objectives need to be altered.

Although this was not required under the terms of the contract with
DHEW, ch%ée instiﬁutiaﬁs spent considerable time and energies in developing
evaluation methodologies and two of these institutions actually field?tesﬁed
evaluation instruments. The evaluation methodologles and their results are

presented in Resource Papers Nos. 9-13. Brief summaries of these papers can

be found in Chapters 3-5.

The three institutions, Penn Urb, GVGHA, and Group Health Cooperative
of Puget Sound, used a variety of evaluation me: .ogles and instruments,
each with its own advantages and limitations. The Penn Urb evaluation
instruments, developed by Dr. Edwin Hutchins, were designed with two major
purposes in mind: (1) For replicability in other HMO settings; and
(2) For long range efaluaticn, especially with re: .ect to career choice. To

achleve replicability, each of the other participating institutions was re-

quested to contribute test items that have general applicability to HMO-based

=l
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éduﬂatignéiwﬁrogfamsi The results of the first field test on a group of

.27 students. indicated that additional work and testing is necessary. .~ .
‘However, further developmental work was disééntinued as of Mgrghv30, 1976,

for lack of funding. The AAMC feels strongly that this effort deserves

support and should be continued to its completion. Dr. Hutchins has expressed
great interest in thié and we hope some means can be found té support the

continuation of his work.

The University of Rochester group developed a series of evaluation instru-
groups (see Resource Papers Nos. 10-12). The evaluation design includes a
comparison between the group of students which participated in the program
and a group of students which did not participate and the results indicate that
there were small but sigﬁifigant differences in a few areas. The evaluation

methodology relies heavily on sophisticated statistical techniques, the analysis

of which could conceivably cost more than the program itself.

The University of Washington group dévelcped a series of nine evaluation
instruments for its proposed clinical clerkship at Group Health. Most of the
inst;uments were adapted from similar ones currently in use gtvthé medical
‘school. However, neither the instruments, which are presented in Resource
Paper No. 13, nor the clinical clerkship for which they were Seéelaéed have
been field-tested. The package offers other institutiéns a riéh selection of
evaluation instruments, including instrﬁments designed for student eval@étian

of faculty and course content.
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A curriculum for the training of medical students was
désigned and imgleméﬁted in a'functigning clinicalisetting.
The multi-disciplinary, multi-professional staff of a primarg
care center participated with professional educators in an
iterative process for curriculum development. A three-stage plan
was conceived: behaviorally oriented educational objectives
were constructed, instructional methﬁaélagies to satisfy these
objectives were created, and evaluation instruments were designed.

Throughout each'stage, the educators facilitated the process by

implementation of the curriculum. The curriculum that resulted
from this process is focused on those issues that are important
te team'délivery of primary care. An important outcome of the
project is the increasgd enthusiasm and competence of the pro-
fessional staff in the teaching of sﬁudéﬁts in the health éﬁc—’

fessions.
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DESIGNING A CURRICULUM IN A CLINICAL SETTING:
AN ITERATIVE PROCESS

INTRODUCTLION

The patterns of health care delivery in the United States
are undergoing major changes. e In séttings such as HMOs,
teams of professionals from various fields are working collegially
to provide comprehensive and efficient health care, ’ At the
same time we are witnessing the emergence of the patient as
an active and knowledgeable consumer of health ca:eigis However,
medical school education has done little in training physicians
to meet the demands of participation in alternativevfgrms of
health care delivery. ot

As a way of encouraging medical schools to become more
actively involved in teaching the changing patterns of health
care delivery, DHEW awarded a contract to the Association of
American Medical Colleges "to support the development of
curriculum for physician training in academic medical center
HMOs." The concern underlying this award follows: "If HMOs
are to expand and become a viable alternative system of health
care, appropriately trained manpower must be available."

This paper describes the process by which Gﬁe University
relgﬁedéHM@; the Penn Urban Health ‘Maintenance Program fPenn—
Urb), met the terms of the Association of American Medical
Colleges grant. The project was an attempt to enrich medical

education by creating a new curriculum that would prepare

in multi-professional primary care settings. This curriculum
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was designed through the use of an iterative process involving
both professional educators and health care providers in a
functioning clinical setting.

SETTING

!

The Penn Urban Health Maintenance Program is a primary care
center located in urban Philadelphia. Comprehensive primary
health care is provided to a socio-demographically heterogeneous
population through both the prepaid capitation and fee-for-
multi-professional group organized in teams in the primary E%%é
disciplines: health care for adults, health cére for children
and adolescents, health care specific to women, psychosocial
health care, and denﬁal health care. The multi-professional
staff is composed of physicians, nurse Praétitiéners, a physician's
assistant, dentists, a social worker, an economist, a sociologist,
a librarian, and an ,educator, as well as clerical and technical’ ‘
support staff.

Since Penn-Urb has been operational for less than three
years, its clinical staff is sufficiently small to function
as a unifieﬂ group. Currently, that staff; which consists of three
internists, two pediatricians,.an Gbstetricianégyne;@légist; a
psychiatrist, four nurse practitioners, a physician's assistant,
a social worker and two dentists, provides 18,000 patients visits
a year. The patient population is currently incréaéing at a rate
of approximately 5% a month.
Penn-Urb, which is spanécrea by the University of Pennsylvanié?ﬁ

was formed as a model unit; as such, it is a setting in which educa-.
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tion and research, as well as service, are integral components of
the organization. Although the professional staff considers student
education a legitimate organizational function, it regards direct
patient care as its most important and challenging function.

The project described here was designed to improve the
quality of education offered to the students by the health care
pr@viéEfs. The professional educators assumed that the more
involved the health care providers became in the process of
curriculum design, the more their enthusiasm for participating
in the educational endeavors of the organization would increase.
Since at the start of the project, manf of the health care
professionals regarded education of students as a burden, an itera-
tive process served to involve them gradually in curriculum .
development. At each stage of the project, professional educa-
tors worked with small groups of health professionals to teach
them the educational principles on which a curriculum is built.
Frequent short meetings between the educators and the health care
providers were planned for several reasons. The.demanés of the
practice made long contacts difficult to schedule. Also, the
amount of educational information to be transmitted to the pro-
viders would have been overwhelming unless ?resented gradually.
The iterative process allowed an opportunity for the educators
to reinforce the providers' growing educational competence and
interest dufingbeazh stage of the project.

The Association of American Medical Colleges contract men-
tioned earlier specified that the Univeraity “wcula undertake to
work in the development of curricula for -raining medical students

in the University affiliated health maintenance organization (HMO)."
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The scope of the project was broadened at Penn-Urb, however,
to allow the training of other health professionals in a
multi~disciplinary, multi-professional team setting.

PLAN

A 3-stage plan was conceived to carry out the curriculum
design project.
1. 1Initial éecisiané would be made about the scope of the
content domain.
2. The specific items to be included in the curriculum

would be classified according to a standard taxonomy

, . o, 8,9
of educational cobjectives.

3. Detailed curricular plans were to be designed to meet
the educational objectives.

The medical coordinator of Penn-Urb, who was also the project
director, made several decisions at the outset of the project.
The first was that the technical knowledge essential to the
development of a sound curriculum should be provided by an
expert in the field of education. It was felt that health care
providers generally lacked the necessary training to design the
truly innovative curriculum that was called for. Further, an
explicit goal of the project was to upgrade the teaching competence
of the health care professionals through their Participaticn in.the
design and dcliver of the curriculum. Therefore, a search was
conducted for a prfessional in the field of medicél education
who had previous experience in stimulating cooperation among
educational experts and several types of health professionals.

He was to work with the project as a consultant, charged with
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the responsibility for implementing the overall plan. The
educator at Penn-Urb became the educational coordinator for
the project, and assumed responsibility for the daily super~
vision of the project.
Another decision was made to include the entire profes-
siondt staff in the project's design and implementation: A ratiénalg'
of the project was to increase the interest of the staff in the
‘teaching of medical students, but since thesé medical students

were to be trained to function as members of multi-professional

=

teams, it was also considered important for them to be eXPONE i

to all professionals, not simply to physicians.

Those aspects of medical education that are part of thé
traditional medical school curriculum were not to be included
in the Penn-Urb curriculum. The educational fgcgs of the Penn-
Urb curriculum was to be on the unique fgaturés of the delivery
of health care in a rationally designed multi-~professional
primary care setting. As such, it would be patentially applicable
to health professional students from fields such as nursing,
social work, health care administration, the allied health

professions and dentistry.

CREATION OF EDUCATIONAL OBJECTIVES

Efforts were made to involve the professional staff as early
as possible. A rough outline of possible curriculum items was
generated by the educators. The items were divided into six

sections:
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1. Primary health care/comprehensive. care: definiticﬁS'

_and characté:;stlcs of the system.

 2-' The health care team. rales and respcnslbllltles Qf
» d;fferent health care practitl ner$ l‘-a pr;mary health%ﬁ
care téam;- '. R .

3. Active.ggnsuﬁeriparticipéﬁiéﬁiin a§ éigaﬁizéiuhééiﬁh_f

o . caf;NSEttiné;y | o :
4. Dneyquality heaith éaré_fér éil;

5. Eccn@mics-af'HMDsfj'

6. Sociologic viewpoint on ‘innovation and organizational

‘change.
The curriculum items were presented. in.aibehavicral ébjééﬁivééﬂf_
format. Thls rough natlcn of a currlculum was 1ntended ta-7

generate criticism and camment from the prafesslcnal staff.

The behavioral format was,lntraduced s0 theleducatqrs could

discuss with the staff the impértance‘éf.behavicrallylétated.!Vl'“'

objectives as the basis Of a';atiénéily désignéﬂ éﬁ::icﬁium;;e7~
As an examplé, one item in sgcticn 1 af the Qrigiﬁalvgutline_
follows: ; | | |

1.2 .The student should be éble ﬁc_artiéulaté;theﬂimpetus

for the development of organized systems of health

care delivery, in terms of
1.21 Maldistribution of service
1.22 Oversjpecialization

This set of objectives was presented to the staff in a

----- series of structuréd interviews between-gairs of professionals -

and an educator. The staff members were asked to comment on thav“”V

- relevance and correctness of each item, They were then asked tg
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'w :generate DthEEltEmS they cgns;de:ed essentlal to tha Eurr;culum._

S These interviews alsa provided an opportunity fDr the educators

'to explaln the ratlcnale guldlng the prcjegt, the strategles

1nvglved in writlng behavioral objectives, and ‘the steps that
wculﬂ be taken to camplete the preject._ |

When the 1nterv;ews were campleted, the educators réwrcte

the educat;gnal chjectlves ;n 11ne with the Staff's feedhack,

This new document was then glrculated_amang the staff far.~

further revision and comment. Dncevagain,_ﬁhe ééﬂﬁéﬂ:ﬁlstéff
suggested many changes that were inccrparated inﬁé;a §hi§ﬁ  |
version of the objectives. Its substantive cammeﬁts’iﬁﬁiéateﬂ
that the iterativg process had, in fact,'éfaved 5uceéésfgl

in invalving'them in the curriculum development. ;It was obvious
both to the educators and to the health car;-graviders that the
objectives now reflected educational material that the providers
actually wanted to teach to the students. As an example Df_the

scope of the revision provided by the professional staff, the

final form of the educational objectives for the previous example

‘follows:

1.2 Given an open-ended question cn'hgalth_:aré delivery in.
America, the studeﬁt should be able to state the following:
factors underlying the ﬂevelagmen; of HMOs.

1.21 1If asked about the distribution of héélth care the
student should be able“té indicate the range of

patient/physician distribution.

-

.22 If the student is asked to describe the role of the
profit motive in shaping traditional private practice,

he should be able to do so.

138
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.23 The student should be able to answer questions

i .
on the U.S. commitment to health care delivery
using comparative material from other national

systems.

DESIGN OF INSTRUCTIONAL TECHNIQUES
Meetings of the éntire‘prgfessianal staff of Penn-Urb weré'}
also used by the educators to teach"thE“staff“hcw*tc’aESign”fWWWﬂ*f%
instructional modes to meet the educational objectives. The | |
pf@cess of matching instructional strategies té partiéular}
objectives was détailéé, 4 and many examples of inStru;tiénél 
methodologies were provided. The staff was asked to divide into
groups, each of which was charge@tﬁith refining the objectives
for a specific section of the'curficulﬁm and greatipg the metho-
dologies for that section. The six groups met approximately
twice weekly until thé task was completed. At each group méeting,‘
an educator was present to facilitate the progress of the group.. .
During the group meetings, the educators @nce‘again described
the range of available instructional modes. Many instructional |
options were presented to the groups, including the creation of

audio-visual materials, the construction of bibliographies, and

opportunities for students to participate with multi-pro-
fessional teams in the provision of health care. The groups
were encouraged to match educational modes to fit the content
of each objective. The educators also stressed the advantages
of active participation, rather than passive listening, for

the learning process.
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" THE CURRICULUM

L

An innavative curriculum useful in a variet? of féfméts
ersulted from this project. The Penn-Urb staff cffers three
ccurses to undergraduate medical students: a cne!week 1nten— '
sive ;nterdlsclpllnary 1ecture‘ccurse, a 1ong1tud;nal caurse
in whlch the student partlclpates 'in the care Gf selected

famllles, and a one-month clerkshlp at Penn—Urb. The - clezkshlp

- was- chosen as- “the focis” Of the :urrlcular effart because 1t "

presents the opportunity for most 1nten51v2>expasure taiPenni
Urb. The clerkshlp; an elective experlence foered tg unaers
graduate medical students who have completed the basic clinical
caurses, now provides a structu:ad, 1ntellectually stlaﬁlating
Vexper;ence, as well as clinical practicuum in prlmary care, as
a result of the currlculum development project. The enriched
curriculum is typified by Section 4, entitled "One quality
health care for all." A pediatrician, an adult nurse practi-

. tioner, and a physician's assistant were responsible for the"
design Qf the instructional techniques for this sect;an. This

group decided that the medical students should learn how. well

P

the health care system in the United States meets (or does not N BT
meet) four criteria: accessibility, accénntability;_ecntinuity, |
and comprehensiveness. To meet this objective, several strate-
gies were adopted. ﬂ%wbibli@graphy on tﬁe state of the current

- health care delivery system in the United States-was assembled.
After the studeﬁté complete the reading, they are asked to
interview three patients at Penn-Urb about the quality of their
current and past settings fQ? health care with respect to the
four criteria. A structured interview form for student use was
created by the professional group. After the students interview
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patients, they view a videotape made by the group who designed»“T

this section of the curriculum. The tape contains in-depth
. interviews with three patients of different socio-economic

classes ccnéérning their successes and failures in cbtaining

satlsfactary pr:mary health care. The last step for the
students ls a meeting w1th the members- gf the staff ta expl@r

reactlans to the issues raised by thls section" Df the currlcul I

Sfﬂé2”§ n—Urb's arganizatlcnal Struéture presents a unlque

opportunity for medical students to part;clgate 1n the teamifo
delivery of health care, the section entltl%d "Health care
team" is a central component in the curriculum. ,There,lsva:jif”
bibliography available on the roles cf the ncn-phys;clan prgv1§ers
in the dellvery of health :are,and the students sgand appraxl—g}j B
mately 1/3 of their time at Eennsuﬁb wa:k;ng.w1th thgsg_klnds_‘
of providers. The specific contributions of the ncnsphysician
providers to the health care of thé“patiéﬂtéwaré émphasisedi
Further, the active ,participation .of. the entiré.préfessicnalv v»,~}€
staff in the presentation of the curriculum réinfafées.ﬁhe
notion of nurse practitioners, physician's assistants, and
social workers as cblleaguesy

:Althcugh the professional staff was asked to focus on the
medical student clerkship in its curriculum design efforts,
the instructional strategies were easily adapted for other uses.
The staff at Penn-Urb has eifereﬂ a course to studénés fram}
sevéral health professional schools at the University of
Pennsylvania. The course, which is entitled "Introduction to
Comprehensive Health Care Systems," is taught twice yearly as an-

intensive one-week experience to medical, dental, nursing, allied

health professions, health care administration and social wark,ﬁ'h

_flﬁ?lAw'
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"; étudéntsi The educatlanal objéctlves served as a- guide fer '

“ the Qrganigatlgn of the course, anﬂ the 1nstruct;anal 5trateg;es'
f were adapted far use with a larga greup wherever Passlble-b
. Another benefit of the currlculum prcject was that each mémber g

of the staff was prepared to teach some part af the ccurse

and can therefcre part;c;ﬁaté substantlvely in the caurse.

- EVALUATION
The iterative process used in the curriculum'planniné
extended as well to the evaluation design. Initialifg'théi
educators described to the ércvidér staff their previﬁuS'égparience_.-;§

with evaluat;gn of medical students; %saeclallv w1th resmect to

<

‘career att;tudes, career Eh@lces, crltlcal ;nclﬂents, medlcal
'school env1ranment, and 1ntarpersena1 perceptlcns as measured

11/32 -
by semantic differential. . : B

',.The staff; in éialggue with the educétcrs; then pro-
posed areas for evaluation, based on the'educaticnal'abjectives
cf'ﬁgé“curriculumg It was decided that evaluat;gn shculd focus
__on areas such as: |
° attitudes toward various types of g%reéré within medicine,
° attitude measures relating to other health care team
members, |
° tests of knowledge about specific aspébts};f primary

comprehensive care and HMOs.
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'-‘series of Evaluatians whlch Prgv1de dlagngstlc anﬂ summative

"‘evaluatlve aata.

_g_ N

,The Educatars speclf;ed the mcst appraprlate fgrmats for
jtesi;:mg., and the haalth care prQVLdé:s assumed the rasanSLbllty
’fgr genaratlng the pacl of questlﬂns frem whlch the f;nal testing

tcnls were Ereated.v The prcdqct af thls ;te:at;ve exerclse LS_E

. 'BESULTS

 are naw 5§ec1£1c, as new cppartunltles to foer caurses arlse,

The currlculum develapment Prageet wés succeséful 1n meetln
_the 1n1t1al plani A gurrlculum far the medical student clerks 2 5
was develeped thls currlculum has been aﬂapted ea51ly to the;A;
requiremEﬂts of the lecture ccurse taught by the Penn-Urb staff -
The cbjectlves are an expllclt statement cf the curr;culum content
that the Penn-Urb staff feels it shauld teach to sLudenta 1n the

health praf5551ans. Since the educatianal ijEétiVeS of Penn—Urb T

PennﬁUrb has available the ba31s af a sound currlculum on. wh;ch

to build. Futher, ‘the nbjeetlves Wlll serve as tha core argund

: whlch a curriculum for students in the gther health prafesslens

will be ccnstructea. The core contalns cognitive anﬂ affectlve

abjectlves that are applicable to students £ram many ﬂlsclpllnes;

what remains to be designed are thase objectlvesthatW1ll focus

in the cl;n;cal setting.

4

B
i
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It wauld appear that 1nclu61ng the entlre prafesslcnal
group in thé d251gn Df the curriculum fcr medlcal students
cgntr;buted Elgnlf;cantly to the success of the praject.'g
The educatlcnal objectives embody a braader range of tcp;cs

than they would have had they been created by the educatqrs and

physlc;ans alane.

Anathér Qutcgme of the praject is that the prcfesslcnal :_,

“staff has be:éme more dlrectly 1nvclved in the process of
_'eﬂucatlng medical'studénts. As the Penn—Urb staff has partlﬁ
cipated more fully in the educational planning of the arganl
zation, its commitment to providing educatlgn‘has also 1ng:ea526{
The overall result is that a strﬁctufedf éubstantial.cufriéulum'

~is now beingxéffered enthusiastically to students at Penn-Urb.

[
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stigplumwgbjecti?gsz

A,

Cognitive Objectives -~ By the completion of and consistent with the

material PfESEﬂtEd in the course, the student shauld be able to: I

1.,

. e

5.

rHeﬂical 5pecialist _

Define the structure and/nr describe the funztian af the fallawiﬂg
prlmary care system components:’

Primary Care

Family Medicine

Urgent Visit Clinic

Pre-paid Group Practice

Centralized Appointments

Financing, Marketing, Hospitalizaticn

Describe the function of the following personnel:

NufsexPractitianéf . Licénsed Practical Nurse

Primary Care Physician House Officer

Medical Social Worker Intern

Medical Secretary Optometrist
Receptionist Physical Therapist
Patient Advocate : Occupational Therapist
Dietician . ) Psychiatrist

Staff Nurse

Describe and contrast in written form the structure of at least three
types of Health Maintenance Organizations, including One Closed-Panel
Prepaid Group and One Open-Panel Fguﬁdatinn, as to:

Financing
Organizational Hierarghy
Marketing
Hospitalization

Legal Basis

List the standard procedural steps for a) Client Registry and
b) Patient Processing at the HMO,

Observe and describe in written form the process whereby at least two
clients joined the HMO including the following phases:

Forms of initial contact
Comparigon of formats
Bases for decision
Administrative processing

14K



9.

ISF'

Collect through interview and describe in written form those expecta-
tions which at least one patient held for the fnllcwing HMO staff befafe
and after receiving care:

. Primary Care Physician
" Hediecal Specialist

Nurse Practitioner

Receptionist

Other Staff Encountered

Dbservé and describe in written lag fafm the pracess wheréby at 1east‘ﬂh

tlun and b) SpPElfiE cgmplaint including the fallawing gampanentsg:"

a. Reasons and timing/presenting complaint

b. Telephone number

c. Appointment mechanism

d. Entry points

e, Identifying information

f. Sequence of HMO personnel contacted including their decisions and
actions

g. Mechauisms to detect unidentified illness and monitor personnel
rerformance ) '

h, Any shift or conflict in patient expectations

Construct a written operaticnal analysis of the roles and relation-
ships of the IIMO staff including:

a. Division of labor . -
b. MHierarchy of patient distfibutian
¢, Referral decision points

d. Ranges of diagnostic specificity
e, Administrative accountability

Construct a writteﬁ operational analysis of the tasks of the primary
care physician including clinical examples of the following
components: :

The setting in which the physician/patient encounter takes place

Assessing initial complaint through observation of patient's

behavioral and physical characteristics

¢. Forming first order hypotheses

d. Hypothesis testing by further interview, physical examination,
laboratory and special diagnostic procedures

e. Assessing psycho-social health modifiers

f. Weighting complaints

g. Describing relevant soclal context

h, Identifying and classifying problems (Weed)

i. TForming specific diagnoses

o
.
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10. Analyze deficiencies and propose corrective measures relative to the
availability, cantighitz and comprehensiveness of care, given:

2. At least two case histories containing care system inadequacies
b, The HEMO under s tudy

B. Affective Objectives

1. Attitude Questionaire - Maintain oy increase Post vs. Pre score on:

‘a, Attractiveness'ranking of specializing in Internal Medicine, ,
Pediatrics, or Family Medicine as compared with other specialties
b. Ranking of care availability, continuity and comprehensiveness

as compared to cther characteristics
¢. Osgood Semantic Differential applied to Role of Primary Care
Physician, Nurse Practitioner, Health Maintenance Organization
d. Ranking of importance of HMO personnel as in comparison with
other health and non-health related professionals

2. Unobtrusive measures - For validity, students will not be informed of
the following measures of the course's impact:

a. At least 50% of participating students will select HMO elective -
experience in second year

b. At least 50% of participants will spend at least lhr/wk above
required class hoiurs at Wilson Center .

c. The scope and degree of detail of .course-projects produced by HMO

elective students w voluntarily exceed that of projects pro-

duced by 80% of students choosing other task force options

1

3., Course evaluation questionnaire -~ student ratings of:

a8, Course and ‘ T i
b. Instructors for the first year course in Cammunigy.ﬁgdicine;, .
i HMO Eubgroup will equal or exceed these ratings given by 80%

of the course's other task forces -
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THE SEMINARS

CURRICULUM OUTLINE

First Seminar - Grganizatign of Group Pragtice

1.1

1.4

Entitlement
1.1.1 Expectations in the doctor/patient relationship
1.1.2 Private practice ' )
.1 No legal requirement to continue care
.2 TPayment expectation not certain
1.1.3 Prepaid group practice - mechanism to firm up expectatians on

both sides of doctor/patient relationship
J

Prepaid Group Practice Organization )
1.2.1 Diagram of Genesee Valley Group Health Association (GVGHA)
organization
1.2,2 Contractual relationships between insurer, consumer and pro-
viders
«1 Balance of services with premium cost
.2 High premium costs and the self-defeating spiral of
‘rising costs
.3 The medical group at risk
+4 Risk forces efficiency
.5 Internal mechanisms for care delivery
.6 Insurer's functions (capital, advertisiﬁg)
.7 Entitlement ("contracted benefits s representation in
plan operation)
1.2.3 Distribution of premium income
1.2.4 Critical enrollment level

Medical Foundation Plan
1.3.1 Diagram of foundation plan
1.3.2 Characteristics
' .1 Similar to traditional free enterprise
.2 Insurer's benefits extended to office care

1.3,3 No controls on costs such as hospitalization
1.3.4 Limitations on free market controls

1,3.5 Illness- skewed population and cost overruns
1;3-6 Risk

hester Blue Crces/Blue Shield
1 Membership (85% of population)
.2 Basic coverage — essentially hospitalization
4.3 Governing board - industry representatives .
4 Industry - Premiums, hosplital costs
5 Blué Shield

.1 Founded by health providers

.2 Governed primarily by surpeons

.3 Repayment and specialty interest

Bl e
L]
b-b-b-e-a»n
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1.4

1,5

1.6

191
_Q_

Rochester Blue Cross/Blue Shield (Con'd)
1.4.6 Major medical supplements
1.4.7 Blue Cross/Blue Shield and local governance

Peer review

1,5 2 Allnws degentralized control

Summary
1.6.1 U.S. health care - 8% of GNP

.1 Tax dollars = 50%

+2 ' Consumer and government objections
1.6.2: Effiecient health care organization as an answer

Second %eminar - Financing of Group Practice

2.3

2.4

Goal: Economy of scale allowing self—perpétuation

anization phases

1 Preoperational
2 Deficit
3

Or
2,
2,
2. Operational

Iga
2.
2.
2,

Evolution of GVGHA *
2.3.1 Rochester Blue Crass/Biue Shield versus excess hospitalizatign
2 HGSpitalE and increas;ng health care castg
.3 Bases for comparison (beds/1000 population,
hospital day utilization rate)
2.3.2 Rochester Blue Crgss/Blug Shield and group health alternatives

Preoperational phase
2,4,1 Community study committee
2.4,2 Preoperational planning

Deficit phase 7 ,
2.5.1 Boundaries: First patient to self-perpetuation
2.5.2 Cash reserves necessary
2.5.3 HMO and the health care community
2.5.4 Controlling hospital day utilization
.1 Savings to Blue Cross/Blue- Shield
+2 Limiting referrals
' R | Pressures for hospitalization in privata practice
2,5.5 Costs
Facilities
Basic Service Graup
Administration
Advertising
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2.6 Operational phase
2.6.1 Definition: Member fees = Expenses
2.6.2 Critical mass: 30,000 population
2.6.3 A cross section of population necessary

2.7 GVGHA and alternative plans
2.7.1 GVYVGHA a true HMO
2.7.2 Neighborhood health centers (NHC) éepéndent on federal subsidy
2.7.3 Medical foundation - economically unsound
2.8 HMO attrition ‘
2.8.1 1Inadegquate funding
2.8.2 Lack of administrative systems

Third Seminar - Facilities Development

3.1 Planning Group Health Ambulatory Care Facilities

3.1.1 Predictions from population statistics
3.1.2 Maximum population for one center: 30-40,000
3.1.3 Accessibility
3.1.4 Adaptability to unpredicted needs
3.1.5 Services mandated by law
3.2 Satellite Expansion
3.2.1 Regional dispersion
3.2.2 Primary care staff only
3.2.3 Capital accumulation difficult
3.2.4 Static HMO = Population growth =yOvercrowding -7Decline in care
3.2.5 Efficiency increases up to 100,000 members
3.2.6 Projected local sites
3.2.7 Problems of medical records
3.2.8 Advance planning and construction avoids overcrowding
3.2.9 pProblem: When stop expansion for profit taking?
3.2.10 Expansion increases impact on hospitalization

3.3 Facilities costs - Wilson Center
3.3.1 Construction - 53 2 million - $SD/square foot

2 Madular éés;gn
.3 Based on Kaiser Portland ngg:am
3.3.2 oOperation: Utilities, maintenance, rent

3.4 HMO and hospital cooperation

3.4.1 HMO can predict hospitalization rate
3.4.2 From this the hospital can plan census and adjust capacity
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3.5 Costs of Rochester Health Plan alternatives, 1975-76
° 3.5.1 GVGHA - close to basic Blue Cross/Blue Shield
3.5.2 NHC - significantly more
3.5.3 Medical foundation - premium has doubled - skewed patient papulat;an
3.5.4 Riss sharing - necessary component of HMO
3.6 Student Questions
3.6.1 Q: Role of Psychiatrists at GVGHA?
A: Consult and treat psychosomatic as well as frank psychiatric
problems
3.6.2 : Urgent visit mechanism?

A: Phone triage by nurse, physician reserved for same day

appointments
3.6.3 Q: Is GVGHA enrolling a younger population than overall
Blue Cross/Blue Shield? Will costs rise when older
. population admitted?

A: No, enrollment profile not different. No, 20-44 age
bracket use significant number of OB beds. Fifty percent
of last month's hospitalization OB.

3.6.4 Q: Pattern in failure to re-enroll?
A: No, termination rate less than 1%
3.6.5 0Q: Loss ratio? '
A: Amount used for benefits compared with administrative

costs - GVGHA loss ratio 94%, objective 96%

Fourth Seminar - Stafiinq for Comprehensive Health Services

4.1 Student knowledge and attitudes regarding health care givers
4.1.1 What is an optometrist? (Few students knew)
.1 Specialized in-depth training
.2 Comparison with ophthalmologist, optician
.3 Legal restrictions and professional collusion
result in underutilization
4.1.2 Restrictions and underutilization common among health professions
.1 Example - nutritionist, at GVGHA counsels and consults
.2 .Example - nurse clinician (general ignorance among
students regarding nursing)
4.1.3 Emphasis - physician ignorance of other care givers

- 4.2 Comprehensive health care {CHC)
4.2.1 Even the best systems have limitations
4.2.2 Definition - local resources and source of list determine def;nltlan
4.2.3 Need to shift from medical care to health care
.1 Health insurance deals with "cure" problems
.2 Most resources needed for "care” problems
4.2.4 C.H.C.Team - 50% medical, 50% other personnel {(care based
on need, not prerogative)
4.2.5 Beneths -~ monitoring of performance and varied inputs

LS |
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staff organization :
Executive committee - represents ‘all gservices, determines
staff policy
Physicians share control
Role determination

.1 No job descriptions

.2 Freedom to assume care roles )

.3 Regulation by personal responsibility and internal

accountability ‘ :

Flexible system - skills given by as many people as possible
Emphasis - physicians will soon be forced to work with,
not above, other health professionals

Physician - Nurse Clinician teams

4?451
4.4.2
4.4.3

4.4.8
4.4.9

A collemuial relationship of peer professionals
Each provides unique knowledge and skills
Team example — 55 year old male, uncontrolled hypertensive.
Physician considered raising medication, nurse clinician
recommended working on home stress and diet before more
medication.
Nurse Clinician diagnoses psychosocial aspects of problems
First patient contact - either physician or nurse
Nurse clinician as counselor _

.1 Time less expensive than physician's

.2 One~-third less patients for longer periods
Nurse clinician manages routine problems (e.g. vaginitis, sore
throat, family planning)
The patient as part of the health team
Nurse clinician capable of 80% routine physician tasks

Primary care

4.5.1
435?2

4.5.3

%
L
»

.

4!5?5

Diagnoses seldom easy, clean or definitive
Medical school preparation
.1 Emphasis on explanation of every sign and symptom
.2 Unrealistic for primary care - can't explain everything
Clinical judgment replaces complete explanations '
.1 Nursing training for primary care
.2 Long term observation and assessment of critical
factors : o
House officer dependency on technology
.l oOveruse of lab tests
.2 High, cost substitute for analytiec. thinking
Primary care learned by dealing with people ’
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4.6.1 After hours call rate - 30% of other groups
4.6.2 30% of services from non-physicians

4.6.3 Per client visits per year = 3.91

4.6.4 Substitution of non-physician services saves
members money

N
<
2
ﬁ‘
o
o
=]

g

4.7.1 Types of nursing education - Midwife, LPN, RN(types), MNP, PNP
4.7.2 MNP and PNP - Nurse with physical assessment skills

4.7.3 Primary care nursing - coordination of care for
comprehensiveness and continuity

4 The legal definition and redefinition of nursing

.5 The nurse's "right" to practice some skills now

defined as "medical®

Fifth Seminar - Céﬁsuﬁgrégm,and,G:@ﬂpﬁ?;actiée

5.1 Rise of consumerism
5.1.1 Traditional physician control of health care system
5.1.2 Lack of consumer involvement
5.1.3 Need for cost containment
5.1.4 Unification of consumer special interest groups
5.1.5 Possible physician/consumer relationships

.l Cooperative synthesis

.2 Continued adversaries

5.2 Consumerism as a corrective mechanism
" 5.2.1 Traditional situation - malpractice suit the only
corrective feedback
5.2.2 Limitations of free market mechanisms
.1l Yclosed" practices
o .2 M.D. shopping discouraged -

5.3 Problems of consumer education
‘ §.3.1 Example - Yale-New Haven trained community workers to inform
members regarding health care and costs
5.,3.2 Informing labor leaders
5.3.3 OQuestion. of physician responsibility
5.3.4 Reluctance of patients to question

5.4 The consumer's role in health care
5.4.1 Definition of needs, not means of delivery
5.4.2 Misapplication of pressure on delivery mechanicms
5.4.3 Delivery mechanisms the professional's responsibility
5.4.4 "The better the system, the fewer (more appropriate)
appointments" GVGHA 2.8 physician visits/year, 1.1 non-physician
visits/year; nationally 4.5
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5.5 Malpractice

5.5, l Lawyers view as quality control mechanism
5. Suit frequency and amount proportional to resources
5.3 The decline of auto liability and rise of malpractice
as sources of lawyer income

\M

5.
5.

Sixth Seminar - Clinical Problems in the Primary Care Setting

ential Diagnosis of Strep Throat (Pharyngitis)

6.1 Differ

6.1.1 Sign: observed, objective data
6.1.2 Symptom: subjective data, reported by patient
6.1.3 Example: typical signs and symptoms of strep throat
6.1.4 Aspects of fever: significance, sites
6.1.5 Array of possible diagnoses
6.1.6 Tests useful in differentiation: inel WBC

© 6.1.7 Other differential signs: liver, spleen, adenopathy

6.2 Prcohlems of primary care diagnoses and treatment

6.2.1 Presenting symptoms outnumber signs

6.2.2 The quest for "cbhjective" data: laboratory tests and surgery
6.2.3 Diagnosis and treatment on the’ basis af symptoms

-2 Rellanse on the b@dy s héallng processes
6.2.4 '"Sequellae of intervention feguently more serious than
most disease processes”
.l Johns Hopkins study: 40% medications given in error
.2 Strep thraat. penlc;ll;n may be more dangeraus than
.3 ﬂgymgtamatlc treatment; conservative, most’
"conditions self-limiting

Seventh Seminar .~ Marketing Group Health Insurance

7.1 Advertising

7.1.1 Mass media costs

7.1.2 Alternatives to mass media
.1 Targeting on-site presentations to certain populations -
.2 Member recommendations to ca—warkérs
.3 Open house nights

7.1.3 "Service sells, not advertising" = Slean Institute study:
Peer information process most important in health care
decisions
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7.2 Physician involvement in marketing limited

7.3

Group health and industry

7.3.1 Many industries restrict on-site pramot;sn

7.3.2 Efficient HMO offers savings for employers

7.3.3 Allows employers .to offer a choice of benefits . S

7.4 NHC and GVGHA - Two health care plans in competition

7.4.1 Simultaneous marketing confuses consumers

7.4.2 NHC and its advertls;ng designed for inner city population -
no threat to suburban physicians
GVGHA population a cross section of Monroe Caounty

7!
7. NHC

\iﬂ'ﬂ ‘M

4
.1 High federal subsidy allows 1nefflc1ency
-2 Population 5% prepaid - not organized for
prepaid practice
.3 A federation of indepenaént centers
.4 Administrative costs - 45%, GVGHA's S%
7.4.5 MHC a federation of independent centers
.1 Duplication of administration
.2 Each local community group pressed for
complete services; théngare,redunaancy of
expensive secondary services (inapp:;prlate
consumer control)
7.4.6 GVGHA services located in one facility, NHC refers client- to
specialists outside organization

fighth Meeting - Patient Home Visits (Preceptor and three students)

Y

J.1 Student #1 - Patient, Mr. M.S.

Mr. M.S. is a 50-year-old caucasian male. Diagnosed approximately
four morths ago with cancer of the lower GI tract. Excision of the
primary lesion and the lower portion of the rectum gave remission

of symptoms for approximately two months. He was rehospitalized two
weeks ago w;th extreme lower back pain radlat;ng pgster;grly down
the legs. = Preceptor feels the prognosis is pgor.

His pain is relieved only by closely regulated large doses of a
morphine derivative in hospital. He seemed in relatively good
spirits and comfortable with the hospital care. FEach student

asked questions about his symptoms.

.2 Student #2 - Patient, Mrs. M.B.

Mrs. M.B. is a 52-year-old black female diagnosed with hypertension
and renal failure within the last month. She has started dlalys;s

at Rochester General and now is dialyzed three times a week. Student
interviewed the patient for approximately ten minutes, tracing the
history of her problems over the last ten years. Ereceptcr palpated
her ankles and asked several questions regarding her progress.

Mrs. M.B. wvas concerned abaut taking a two week vacation to visit re-
lativesin a southern city. Preceptor said he would call ahead and:

[ERJ!:;;;make arrangem;nts w;th a hasgétal far cént;nued d;alys;s.;%ﬂ_ 21858 .
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8.3 Student #3 - Eatienti Mr. C.

Mr., C. is a 67-year-old white male with ch:gnlc atherosclerotic heart
disease and a neurological deficit, probably due to atherosclerosis.

. He retired three or four years ago, after a number of minor heart attacks
and is now confined to a wheelchair. Mr. C's neurological deficit effects
his legs and speech. He also has diabetes. Within the last year hls
wife has suffered a minor heart attack which required that she be
hospitalized while Mr. C- was placed in a nursing home.

While at the nursing home for three of four weeks a therapist
succeeded in reambulating him to -some extent. Preceptor is
concerned that he continue to walk as much as possible. The_student
asked several guestions regarding Mr. C's condition and medication,

8.4 Assignment: Following visits with all patients, Pre;eptar
assigned students to study their chart and construct a h;stary
of their illnesses.

8.5 Student Comments .

8.5.1 Preceptor "..is evidence contradicting those who say that -
internal medicine and Prlmary care are not challenging
fields." o :

8.5.2 The student amplified, saying that his parents and others
in his family expect hinh'td become a specialist, and he
has argued the value and challenge of primary care as a
field. '

8.5.3 Other students have also expressed increased understanding of
the challenges offered by internal medicine and primary care.

Ninth Meeting - Primary Care Task Force Reports (Medical Center
Recall Sessian) '
9,1 Metropolitan Hospital Group Practice
9,1.1 Patient contact mechanism s
.1 Students make first contact by phone

Interview times difficult to arrange
Patients suspicious of medical stidents' motives
student frustration - "Problems could have been avoided
by preceptor contact”
9.1.2 Contact with health care professionals (HCP)

.1 No continuous contact

.2 Wide range of different H.C.P.'s

Bt b

9.2 Urban Family Practice Group
9.2. 1 Patient contact
.1 A patient asq;gﬂed to each stuéent
.2 Minimum of one home visit
.3 ‘“overall little patient contact”
.4 Elem&ntary school mental health screening

9.2.2 H.C.P. Contact
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2.3 Inner~City Health Center
9.3.1 Patient contact - limited to observing one patient in the
system. Will not be assigned a patient.
. 9.3.2 H.C.P. Contact
.1 Administrators
.2 Community Services
.3 Public health nurse - Difficult to arrange meeting

9.4 Residential Neighborhood Health Center

§.4,1 Patient contact - soon to be assigned
9,4,2 H.C.P. contact - continuous experience with a physician
9.4.3 A few small research projects begun ’

S.5 GVGHA :
9,5.1 Patient contact - patients assigned to individuals.
* Many contacts already made. Preceptors involved.
9.5.2 H.C.P. contact - Continuous.contact with physician preceptor
plus interviews with range of H.C.P.'s

Tenth Seminar - Planning Student Clinical Presentations

10.1 Assignments

Student # Patient Patie

1 Mr. M.S. Ca colon, terminal
2 Mrs. M.B. Renal failure

3 Mr. C. Chronic acherosclerosis with neurologic
complications

4 Mrs. E.W. Ca breast, spinal metastases
5 Mr. F.U. Minor CVA
6 Mr. H. : Post-second CVA, chronic emphysema

7 J.F. Ten-month old, developmentally retarded

D.F. . Eight=yearjald with nephrotic syndrome

o v @

_A.S. Four-year old, mild mental retardation

b

W.D. Adolescent, Sydenham's Chorea

e et
LA -

T.V. Twenty-month old, spina bifida
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10.2 Presentation format
10.2.1 Briefly present the clinical entity : :
10.2.2 Summarize identifying data relevant to patient and family,
. including age and family constellation :
10.2.3 Present a brief history of the clinical problem, including

sequential onset, high points of course, present status

10.2.4 Characterize the health care personnel involved

10.2.5 Make prognosis

10.2.6 Length - 5 to 7 minutes

10.3 Student comments .
© 10.3.1 Student #3 - patient's wife refuses further visits.

Preceptor: "Aware of situation, respect wishes, unavoidable"

10.3.2 Many students stressed they are more at ease with patients
than at beginning of semester.
Preceptor: "Has seen great increase in overt confidence"

10.3.3 Concern was expressed regarding taking more from patients
than able to give. ’ -
Preceptor: Students are benefitting patients by giving
them attention -

10.3.4 Some minor frustration expressed over feeling unprepared
to interview and examine

Eleventh Seminar = gtuﬂenﬁialipicalAEresgptatigns

Note : Presentations of students 1, 2, and 3 not recorded due to
observer absence. Refer to eighth wmeeting (home visits)
for description of patients.

Twelfth Seminar - S;udent_Clini;al Erasgntépicng

12.1 Student #7 = The patient, J.F., is a one-year-old male born nine

weeks premature. His present condition is diagnosed as developmentally
retarded. This situation is probably due to freguent apnea during the
five weeks in which he was hospitalized post-partum. J.F.,'s mother
estimates that he must have stopped brathing at least fifty times
in the hospital and at home. On at least two of these occasions, the
oxygen deprivation was severe. The symptoms of retardation were first
apparent when J.F.'s head growth accelerated rapidly. He has since
been diagnosed as having a motor skills deficit and performed poorly
on a Denver developmental test. It is the opinion of the pediatric
neurologist called in on consult that there is brain damage. J.F. is
now in a course of rehab training at the Monroe Developmental Center.
J.F. contracted viral pneumonia two months ago but is well now. His
mother had a miscarriage one month before she became pregnant with
J.F. The student commented on the management of this patient. . He
felt it was generally good, that J.F. and his mother received a lot
of emotional support from the GVGHA PNP. The student visited the

o : patient at home, four times at the Wilson Center, and once at Strong

ERIC: - Memorial, sitting in with the pediatric neurologist. :
oo ' ' - - - ' ) )
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Student #9 ~ The patient'is a six and one half year old boy, D.F.

His condition, idiopathic nephritis, was dlagngsed by the

bPreceptor approximately one year ago. It is now reasonably well
controlled by diet and drug therapy, but the patient now has a

lowered resistance to disease. When he is ill, the protenuria recurs.
At this point in time the illnhess has recurred, but the overall prognosis
is reasonably good for children. The preceptor noted that there was
some correlation between parents with allergies and children with
nephrotic syndrome. Both patient and mother are compliant and
conscientious. The mother's medical history is interesting. S5he has
had many medlcal problems, Ob/Gyn problems, headaches, and emotional
problems. The student observed that there is very little communication
between the mother and father. The mother seems inclined to hysterical
revealing of her problems, as Exempllfled by the speed and detail with
which she presented them to the student on her first interview. In
addition, her memory of sequences of events is poor. The student com-
mented that the management of this case was good, and the prognosis
reasonably good, i.e., 70% of children with this sondition do recover.
The preceptor reviewed the diagnostic criteria with the student and
discussed what drugs were used in therapy, dosage and side effects.

The preceptor complimented the student on observing that, "as usual,

the illness involves more than organs - control-of the social environ-
ment is a greater challenge than the kidneys."

Student #4 - The patient, Mrs. E.W., is a 71 year old woman with
recurrent metastases. Mrs. E.W. had a radical right mastectomy

in 1968. A recurrence of metastases in 1970 was treated with

cobalt therapy. Her long history of arthritis in. .the spine makes

it difficult to diagnose metastases. In October, 1973, she came to

the preceptor. It was the first time she had had a regular internist.
In November, 1973, metastases were found, and she was treated with
radiotherapy. In February of 1974, she had acriohypophysectomy. This may
or may not have helped, but has relieved her pain. The edema in her
right arm has worsened, so she is now taking diuretics. These are

not halglng as much as they should, so there may be a tumor invelved
there. Mrs. E.W. is on several drugs including demarol, which she
resists taking. She maintains detailed records of all aspects of her
problems, probably due to her training as a nurse. The student made
only one visit with the patient, does not know the prognosis or other
sources of support for her care. He did not comment on the management
of the patient. )

Student #5 - The patient is a 49 year old, white, male, Mr. F.U.,
diagnosed with mild atherosclerosis, high cholesterol and
triglyceride levels following an attack of angina pectoris while.
walking to work. Mr. F.U.'s first visit to the preceptor was

his first physician visit in ten years. He was treated with
vasodilators. The student noted that the patient was somewhat
confused over his medication regiment, thinking that he need only take
his medication when pain occurred, when really the preceptor had
prescribed it on a regular basis.
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Student #11 - The patient is a fourteen year old female, W.D., who
develap;é neuraiogic pr@blems subsequant to sevaral streg infectiansi
speesh, and nervousness. She exhiblted Elgﬁs éf f;dgetxng, decl;ne
in fine motor capabilities, depression; physical examination revealed
a slight heart murmur. The preceptor provisionally diagnosed post
streptococcal chorea. She was admitted to Strong for a cardiac

. consult regarding the possibility of rheumatic fever. She was

finally diagnosed as having Sydenham's Chorea, popularly known as

St. Vitus' Dance. The student made two home visits with the

preceptor. W.D.'s symptoms have: vacillated for several months;
therefore,one of the biggest problems in her management was the
question of her going back to school. The preceptor and the parents
decided that it was best that she be tutored at home. This was
arranged with the school district. There is a possibility that

W.D. may have mild heart damage, but her progress has been such that
the preceptor expects she will be free of symptoms by summer and should

return to school next vear.

Student #10 - The patient is A.S., a four-year old male diagnosed with
mild mental retardation of unknown etiology. His mental age is
approximately two and one half years. His younger brother is also
retarded and died at age twelve months of an unrelated cause. - The
retardation was diagnosed early. The child now attends a home care
training program at the Rehabilitation Center, as well as a day care
center near his home. The child currently has communication problems

in that he can understand what people are saying to him, but is unable
to return the communication. The student visited the Rehab Center

with the patient. He detailed the large number of specialists involved
in the care of a case like this, including a physical therapist,
audiologist, specialist in activities of daily living, and more.

A.S.'s parents are highly educated. They take good care of him. However
they want to terminate therapy and keep him in the nursery school where
he is now. Although he is doing well, the health care professionals are
uncertain as to whether or not he can handle the environment as a sole
source of therapy. The prognosis is uncertain, since his condition's
etiology is unknown. Another student challenged the validity of the
psychological evaluation. The presenting student defended it, explaining
the subjective aspects of this evaluation were as important as the more
objective tests.

bifida. His condition has resulted in incontinence, paralysis

below the waist, and hydrocephalus.. In addition, his secial

situation is g@ite unstable.- T.V.'s parents were unwed at the time

of his birth, the father unemployed and apparently a petty eriminal.
T.V.'s del;vegy was difficult, probably due to a lack of prenatal

care., He is Qllghtly mentally retarded, but can feed himself. The
student described spina bifida, its process, research, statistics

of occurrence, complications, and treatment. He then described the
social history in more detail. He described the large number of health

_ecare persgnnel involved, a very complex management problem.
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L.0 Business 0ffjice

1.1

1.2

1.7

153
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STUDENT INTERVIEWS WITH

_GVGHA DEPARTMENT CHIEFS

e L

Objective: Systematic Recovery of Patient Expenditures

Patient management form

1 2.1 Based on Kaiser Permanente

+2.2 A complete record for each patient visit

-2.3 Form information ineluding b;ll;ng type, sexv;ces
veed, fee deviations

m—a

Insurer claim processing
Referral ma:hahism

1. 4 2 Dlre:tar, Eus;ness Manager approval required for
reimbursement

Out-of-town claims paid

Member screening
1.6.1 Reserve right to refuse membership

'1.6.2 As yet no attempt to screen

Other activities
1.7.1 Reception and patient routing center
1.7.2 Membership information

Problems .
1.8.1 The business office is point of contact between the group
and the insurer. Therefore, it is often the site of
inter~-organizational conflicts

Eevelapment of computerized billing

Fee for service billing - diversity of thixd party
sources, partial repayment schedules

e
w N
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2.0 ?harmacy A .

2.1 Patient education'.

2,1.1 1Individual drug use profile
2.1.2 Counseling on dosage and side effects

2 2 Drug pricing - :
2.2.1, Necesslty of being ;ampet;tlve e
~i-21,2.2° Cost plus sliding fee mechanism. : :
2.2.3 - Substitution of generic drugs eliminates dupl;eatlgn.~
: allows large lot, wholesale buylng (Phy51:;an walver '
required by law) s

2.3 Fcrmulary listing of drugs‘thepﬁeéical gfbﬁpﬁcansidé:s
necessary for practice - él;mlnates unnecessary lnventazy

2.4 Underutilization of pharmacists

b
LR

Cllnical pharmacy

2,5.1 Consultation with grgup phy51c;ans on pharmacalaglcal
problems ‘

Emphasis on clinical work bayané the pharmacy v
Training: more blEEhEmlEtEy, phy51alcgy and pharmacalggy
than traditional "druggist" program

WM

2.5.
2.5.:

W

2.5.4 Pharm.D. (Doctor of Pharmacy) New degree, new role, not

yet widely accepted in medical cegtersyu~

Internal Méﬂiciﬁé Section

.ent J.R., 79 year old, female, routine check

3,1 Pati
3.1.1 Chronic diabetes and hypertension
3.1.2 ‘Blood pressure elevated - failure to take medicine
3.1.3. Preceptor suggested arrangements to help patient

heed get medicine

-

3.2 Ppatient A.S., 50 year old, female, first visit

3,2.1 Recurrance of hiatal hernia - irritated by nervousness,
roughage : '

.2 Personal and family hlstory

3 Drug history - patient asked for refill of old

prescription - preceptor éhecked PDR, refilled but

advised limited use.

3.2.4 Preceptor advised scheduling for complete physical =
diagnastlc tests, consultation Wlth nutritionist and
exercise
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Q.G ?Dptametrisﬁ

4 1 Patlent E M., EE yea: ald female :amplalnlng Qf blurfed v;si@n
4.1.1 Complete visual exam: .ophthalmoseope,. aculty, astlgmat;sm
4.1.2 Assessment of famlly histary, physical eand;t;an."

past héalth

.3 Tipnometer - glaucoma test. Showed pnsslhle Pressure

elevation., - Patient asked to rgturn in one week for
second test. :

4,;-4 th@metrist altered bifccal prescript;an

P\

gi

4.2 Patient C.W., 68 year old male complaining of excessive. tear;ng
' 4.2.1 Complete visual examination and assessment .
4,2, 2 No abnarmal;ty found = slight change in prescrlpt;an .
“and replacem&nt of badly scratched lens.

-
LTY

Patient H.N., 17 year old male - urgent visit for apparent

allergic reaction

4, 3 1 Examination with slit lamp revealed no abnarmality
other than obvious irritation

4.3.2 Reaction had occurred previously - agtamatz;st
agreed with patient diagnosis, prescribed ocintment
for symptomatic relief

“5.0 Cemmunications éentér

| 5.1 Patient appointment system
5.2 Typés of patient éalié

5.3 Defining patient needs

5.4 Urgent visit triage by nurse

6.0 X-Ray
6.1 X-Ray recérd'systém - access and periodic retestiﬁg
6.2 Equipment - purposes, techniques, safety
6.3 Automatic processing of films

6.4 Interview with radiologist (diagnosis of colon polyp)

0 Other Rotations

7.1 Rotations in pediatrics, Ob/Gyn, ﬁ:ggnt visit Clinic,
Laboratory Services and Medical Records were not observed.
However, all rotations were a;tended by all students,
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RECOMMENDED READINGS

1.0 Drganisatlcm of Group Practice

-

“Daevelopment of a Prepaid Group Practice Plan (HMO) in a

24 month Period in a Metropolitan Cammun;ty; Dr. Harold Sar&ner
"Health Maintenance: It Works," Shiela K. Jahngan. (New Iark
Times Magazine). :
"General Medical Care, Identlflcatlcn ana Analysls of . Alternative
Approaches" by Walsh McDermott, M.D.

"A Medical Society-Sponsored cgmprehenslve Med;cal ‘Care Plan,'

by Richard Sasidy and Carl E. Hopkins, Medical Care, Val v, Na 4
July-August, 1967. L
“PERO and HMO - Some Dimensions of Quality," by Ernest sawafé, GHAA, L
October, 1974. L
"Prepaid Group Practice and the Delivery of Ambulatary Care,

New England Journal, August, 1974.

"This is Prepaid Group Practice Medical Care," by J A. Prussin,

. Medical Group Management Association, 1972.°

"The Role of Prepaid Group Practice in Rellev;ng the Medical

Care Crisis," Harvard Law Review, Val 84, No 4, 1971.

“The Organization of Medical Care," Ernest Saward, Scientific
American, New York, September, 1973. i
"Recruitment of Physicians and Organization éf the Medlcal Group."
"prepaid Group Practice: Its Components and Their Interrelationships,"
by Jeffrey A.  Prussin.

Flnanclng of Group Practice

po]

"Some Information Descriptive of a Successfully Qperat;ng HMC

by Ernest Saward, Janet Blank, and Henry Lamb Department of HEW,

HMO Service.

"Health Maintenance Organization, Financing Prablems,“ by Avram Yedida,
speech presented at AAMC Southeastern Regional Workshop on HMO's,
University of North Carolina, Chapel Hill, Feb. 15, 1972,

"Health Maintenance Organizations: Some Drgan;satinnal and Financ;al
Models," by Jeffery A. Prussin. - A : :

Facilities Development

L ad
- oW

"Planning and Implementation of the C Community Health Foundation of
Cleveland, Ohio," by Avram Yedida, U.S. Dept. of HEW, 1969.

"A Viable Health Center for an HMO," by James L. Delong, March 20, 1972.
"Factors to be ‘Considered in HMO Site Selection" by Jeffery A. Prussin,
September, 1973.
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'4;0 Comprehensive Health Services
4.1 “Physician Assistants at Kaiser: Distinctive Patterns of
Practice"by Paul Lairson, Jane Cassels Record and Julia James.
Paper given at APHA annual meeting, Atlantic City, New Jersey,
. 11/14/72.
4.2 "Nurse Practitioners in Prlmary Care," by Walter O. Spitzer and
porothy Kergin. CMA Jaurnal, Vol lDE, 4/21773. :

5.0 Consumerism in Group Practice
5.1 "Consumerism and Health Care," by Samuel Wolfe, Puhlic Adm;nlstratlcn

Review, September, 1971.
5.2 Consumer Incentives for Health Care, edited by Selma Hushkin,

Pradest Publisher, New York, 1974.
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University of Pennsylvania.

CURRICULUM MODULES: RATIONALE, OBJECTIVES, METHODS AND PREREQUISITES

Module A. Primary and Comprehensive Care
Module B. The Health Care Team’

Module C. Consumer Eartigipatian

Module D. Quality of Care

Module Ei Economics af HMOs

Module F. Change and Innovation -
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A. Module 1: Primary Care/Comprehensive Care
Eg;iongle |
" With the rapid movenent. in the 1950's and 1960's away
from general praétice to specialty practice, there has de-
veloped a c@faiiary concern for the manner in which a patient
makes his initial contact with a provider of care. Pfimary!
care encompasses the professional and related SerViée$vad§'
ministered by physicians (internist, family practitioner,
obstetrician-gynecologist, or pediatrician), nurse practi-
tioners, dentists,Asgcial workers, and other health Fféf35*
sionals in an ambulatory setting, with referral to specialists
as necessary,: Camprehensive care invckés the concept of a
broad spectrum of health Services,.inaluding physicians'

services and hospitalization which may bevrequirédvnat only

psychosocial illness. For the student contemplating the
choice of a specific career within medicine, thexiﬁpartance

of this section lies in his opportunity to explore alterna-

_tive modes of serving patients with a concern for the implica-
"tions these choices carry for both the providers of health

care and for the patient.
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Db'ectlves

. The 4iudgnt Ahmﬂd be abﬁe .ta Lm.t a.Ei ﬂlg 6&@@&&
of pmuna,ny hea&th care in an HMO Aégt«ttng; R

‘Given an apan-andad qugbﬂan on hea&ﬂl cane
delivery in Amenica, the student should be able

2o state the 5a££aumg 5aciau undeniymg iha -
deuaﬂcpmgnt 04 HMO' : , o

1'15 asked about the mmman aﬁ hgaﬁh -
cane, the student shoutd be able o mdmatz
the !mnge of pa,tx,mt/M'D mmman L

Oumpemmzman a 5@;{0& L :
14 the student is asked Zo° degemg J:h.e sze :
o0f the progit-motive in shaping : (tional
private practice, he Ahauﬁd be a.bﬁe 20 da Aa

The student shiould be abie i:a mwm que&&a@
on the U.S. commitment to health care delivery
using comparative material from a.theﬂ nmanat
systems.

The student should be abﬁe 2o deﬁmg pmurmy cm,
including zthe ﬁa&ﬁrmmg elements :

A feature of primany care As ﬂlmtgg zhe
finst point of entrny into the health care
system, L.e., §inst contact medicine.

The, primay health care providen abs umed
nespondibility fon integrating patient's
health cane.

Integhates into patient's health necord
opinions and plans of specialists Lo whom
patient is referred

POMR as system to facilitate Ayé.te.matm
care gan_ umgcl problems

Communicates z:he information to the patient
Applics alk information to the patient
The primany care provider 4s hesponsible fon the

continuity of the patient's camph.ehemug
health cane over time.
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| '15 asked to dumbe the featunes aﬁ a aampne—

hensive p@m@mm ;m;imk wthe: Aetudm pa

should bé ‘able to List
aﬁ the dyé.tam

e 66,_,, ing’

Campfaghmaﬂweneég o

Ta.taﬂ care in hea&th cmd d{éeaée

Health - mmmtenmaz Seen as an im-
portant ,5unm:wn :

Methods used:

Prevention and gm&y deiamcrn ag
disease

Peﬂiadﬁc heatth zuaéuﬂ.tiané

Lab tests, earky screening,
appmpumte mieauataané

Hea&ﬂz edueﬂi{_on
To .uluaiz‘.ue patient as an active
nesponsible participant in-his
health care program

To infoxm pmant of behavions that
will maximize his hea&th étatué N

Assume leabpanuibap&cty fon. ptlLLen:t 4 care
throughout sub-systems 04 comprehensive
phogham

Assume responsibility fon patient's
~health care needs over ime -

Specialist neferrals when indicated

On call coverage 24 hawm a day,
7 days a week

Provisions for treatment in an

emengency setting wherever and
whenever necesdanry
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Ac:ﬂ&&&b@g{ .

‘Physically well £aga»te.d 6cm papuE&tLan
served by system

me:;caﬂﬂy access.ible a‘:a a&& ée.gme,nts
0§ population ilm.augh ua}u,aua pay'ne.nt

proghams o

P&au&dm who ane 42&5&&\1@ :tcr iha uamy=

ing soeial needs of the pmm ‘-

-Aaum& agge.&éatbxi&i‘y S
Acaauntab.{?&ati

To the consumenr
To the p:wﬁgééac.an
Peer &au&&u, pmaﬁeéémnaﬂ .#Leux_ay

To gauemlmm'li agencies where there £is .
support for programs, ac;camtabﬁe ﬁan,
quant@ty quality of care

The student shoutd be able to List .the. typea 05
pmac,tgaanm who debiver -primary health care

Family practitionenr FE
Pediatrician

Obs tetrician-gynecologidt -

Nurde practitioner

Mental health worker, e.g., docial worker on
péydLLathM-t

. As a nesubt of his activities at an HMO, the physician
An training should orient his career plans Lowands
opportunities Lo do comprehensdive care,

The student should develop a positive atfitude
toward the provision of comphrehensive care o

pmgmté -
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T he -étudeni should uaﬂwz. those. pﬂaﬁa&m@ wha
Zeach camp&ahm-wa care mohe h;ggh;ﬁy as a ngéuLt
og HMO expgfu_eucg R

The-student should nggmd &umi: caniaci mgdgma,

and the oppontunity to phovide cantmmg ccuie, as

a Aamuﬁatmg way to practice

Oppamtwuiy 5an genumg p04¢ILue M&&vm&an
- 4an Lige of patient

T
L
A N




zcc{m

-9

Prerequisites

The student should have been exposed to the intro-
ductory material in ID 103 baforegen;eriﬁé‘themsequenée in
the clinic. If not, listening to thegHertz.gassette is the

Important here will be references from the literature
on comprehensive séfgeningkand on the concept of health
maintenance as contrasted with crisis medicine.

Learning Experiences

The section cancerned.with\the factors underlying the
development of HMD's will involve mainly didactic matarial.
Methods for delivery of curriculum will include assigned
bibliographic material followed by dis;ussiﬂﬁ of approxi-
matély one hour. The staff resource person is Dr, Klaus.
Other resources avaiisble include reading material and
specific sections from the tape& lectures by Dr. Hertz.

Key topics to be covered in these activities must
include:

1. Patient-MD distribution

2, Overspecialization

3. Profit motive

4. Comparison of our system with other national
systems

Dr. Kobb has major responsibility for the students'
uﬁderstanding of the process by which the patient finds his
entry into the system. The activity here will be observation.

A student can work with a provider and note different ways
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- "he assigned to a provider for one day. Near the end of the

oS
of entry into the system, such as the episodic visit and

initial comprehensive examination. Here the clerk should

day there will be some discussion of concepts to be elicited
from the observation. |
Special attention will be directed to the POMR as a
means to facilitate general patient care. Resources include
the booklet on POMR, the Hertz cassette, and discussion with
the provider to-observe haw Penn-Urb recérdg are kept and how

the POMR lends itself to a team approach. One activity will

Hospital with POMR at Penn-Urb.
Aspects of comprehensive care will be treated first
through observation, followed by student participation in

three complete comprehensive examinations. The student will

tion of a treatment plan. Scheduling should be so arranged

that different types of patients will be seen; for example,

an older patient with multiple problems, a younger patient

in a situation requiring patient education, a pediatric case,
eté. Checklists of.points they are to obse—ﬁia will be developed
and students will be scheduled in a manner to allow them to
follow a provider until the checklist is Ffi;lled out.

relatively little didactic material. Here we will use the

176




device of having thé student on call for 24 hour péri@ds to

~ answer incoming messages and wc»rk m consort, w;th a PTOV‘ldE‘I‘

- to develap appropriate respcnses It is hoped this will

serve to fulfill the goals of general famlharity w1ﬂ1 the

System and specific dlfferentlatloﬂ of the kmds of calls '

technique here might be a requirenent to make and use a lﬁg
Some t time will also be spent in the Graduate Hospltal emer-
gency room, The purpose here is to illustrate the. cbgectlve

in develcping ccﬁtinuty of care of ysmg the en&_rgency TOOMm

student will , in this c;qntext, make rounds with a prav;der
carrying a suffi:ieﬁgcase load in the hospital. The unit on
continuity of care will require a review of the systém of
specialist referrals. Such referrals are made a number of
times during the week foérlng cpparttm;ties for student
observation. |

An exercise in the review of deﬁpgraphic data will
serve as an introduction to the issue of accessibility of
care. Here the student will.be .activeiy involved in developing
information on where the patients live, what their socio-
economic levels are, age factors, and other variabies that
relate to and affect tlie access to varying levels of health
care. In the affective area, the student should also be sub-
mitted to situations that will sensitize him to the varying

social needs of the patient.
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As an introduction to accountability, the student will

attend a consumer council meeting. He will then be Tequlred

- to audit several charts to develop a clear mderstafndi;ag‘ 'g'f»r;:

how these precedures ai‘e-de’vel@ped, A check 1ist will be
developed as a neﬁa;usm to alert studéﬁté Bs to what they are
looking for in the audits. Finally, broader questions, such
as accountability to government Eagencies, will’,bé’céveréd in

a didactic-manner.
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B. Module 2: The Health Care Team: Roles and
Responsibilities of Different
Health Care Practitioners in a
Primary Health Care Team

Rationale

With the advent of specialization, medicine has wit-
nessed a phenomenon not unlike many enterprises that
emerged throughout the industrial revoluﬁion. As operations
in these complex enterprises have endeavored to respond to
various needs of a mass urban society, differentiation of
functions and roles has taken place. This has been true
of medicine as well. The manner in which these different
functions are integrated remains an important issue, since
it has too often been left to the patient. The development
of the health care team is one response to this issue, but
its successful oper;£ion depends on the development of
proper understanding of the importance of each of the various
contributing roles to the health of the consumer. Here the

student can explore, through direct observation, some of the

problems and prospects of a team setting.
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Objectives in the Cognit ;i.jfngcmain:

.+« The student should be able to discriminate among the
nholes and nesponsibilities of health care practitioners
and should be able to utilize the competencies of each
practitioner appropriately.

The student shoufd be abfe zo define the Nuwe
Practitioner (NP)

Delineation of the expanded nole 0§ the nuwwse
Arneas of competence
Independent and dependent functions
Accountability

Division of ngaponéff,b&ﬂ;,ty with othen practi-
tionens

How the Nutse Practitioner interacts with oihaﬂ.
health phofessionals

Nwwe Practitionen as a member of a Langen team,

e.g., Nwuse Practitionen-Physician-Soclal Wonken,

Licensed Practical Nurse ‘
How the Nuwuwe Practitionen interacts with patient

. Health education as an impontant part of the
Nurse Practitioner's nofe

Long fenm management of chronic ifEness

Diagnosis and treatment of uncomplicated acute
disease 4in accordance with protocols

Family oriented health care based on a iznawﬂedge
0f family dynamics, health behavion '

Supporntive nole cammaﬂ@g, awtuning and carning
are Lmporntant shiLLs in nepentoine of the Nurse
Pkac,tmgnm
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to iha ‘wonk ééi:»tv(,ng
Nuwse practice varies according to health care
selting :
Family nunse cliniceian, clinical nwwse
specialist '
The student should be able o define the Social Worker

Person who wonks for positive change within
individuals and groups

Mob.ilizes outside nesources
Helps person discover own nesources

The student should be able fo utilize the Social
Worken appropriotely in a health care selting
with the khnowledge that the Social Worken has the
§ollowing competencies and onlentation

Psychological treatment of sick people

Emphasis on strengths individual possesses,
nathen than on weakness on illness

Functions 1o help patient §ind coping
stnategies fon cuwnent physical and psycho-
Logical phroblems

Facilitaton of increased awaieness 04 ecology

of patient, L.e. the patient as a whole person
in tewums of his PéydIOEEQaLQ(LL and scelo-economic
context

Strness on dmponrtance of péychaﬂog&gaﬁ 51&@&5
which will help on hinder patient's health

maintenance

Commitment to mulli-professional, multi-specialty
team approach to health care services

Facilitaton of stafd competence at meeting
psycho-4o0cial needs of the patient

Competence m:th individual and 5am£y oniented
counseling .
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The student should be able to explain the features
04 the hole o4 the physician in an HMO setting

He should be able Zo define various models
Multidisciplinany ghoup practice model
Family practitioner model

The student should be able to demonstrate that he
undenstands how an onganized system of health
deliverny impacts upon medical practice of the.
physician

He should be able %o expﬂ&m the ways 4in which
tashs ane divided accornding to the principle
that each menber of the team provides to Zhe
patient the type of health care he 48 best pre-
pared to deliver

When the student is confronted with a patient,
he should choose to work cooperatively and

collegially

The student should choose to work with othen
specialists around family health care

He should make use of the easy accesd Lo
colleagues fon discussion of Treatment
strhategies and the development of health
care policies

Behavional examples

Management of chronic disease, e.g.,
diabetes, the Nurse Practitioner educates

patient and manages treatment /
Social service component brings specdfic
professional experntise which broadens
undens tanding oﬁ pat;eni ,
The student should be ab&a Zo List the methods
thnough which the quality of health care can
be monitored in an HMO
Peen nevdiew
Intenal audid

External pho fessional review
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The student should be able to List the following
features of working as a physician Ln an onganized
system
Full time, salaried phofesdional
Management aspects of practice are hesponsdi-
bility jointly of administratons who are part
0f the provider organization

New emphasis on health maintenance and prevention
as well as cure

Difgerent economic pressures in an HMO as compared
with a fee- for-service practice

Commitment to societal goals without major personal
sacrd fice

Opportunities fon teaching and interaction with
students in univensity nelated HMO's

The student should demonstrate that he can discuss
the following problLems of medical practice in an HMO

High fevel of ambiguity due to sXiLL evolving
organization '

Onganizational consthaints
The student should be able to explain and to
demons trate appropriate use of the competencies
0f different Level practitionerd
In nefation to the following aspects of health care
Patient education
Histony takimg and physical examination
Diaghosis |
Theatment and management
Prevention

In nelation to diverse charactenisitics of the
patient population
Age: pediatnics, inteanat, medicine, geriatrics
i

5
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Sex: 0Ob-gyn
Socdlo-economic status
Presenting problem
Psychosocial cmd;fhgéieaﬂ mani fes tations

Medical emergency (urgency)--referral
mechandism

The student should be abfe to answer questions on the
nole of the home care progham as an example of Leam
practice of comprehensive health care

Description of the home care proghram

Emenging interest in continuity of patient
care agter hospitalization

Economic {mplications of the home care progham

Team approach to the debivery of health canre
senvdces 4in the home_

Team composition determined by the needs aﬁ
the patient

Unique setting fon the delivery of health care
senviced

Heatth care providers adapting to the ecology
04 the family, e.g., the patient in the home

setting

Patient camp&umge_ and family support Loward im-
plementing therapeutic goals caucial to the
succesd of the progham
Home care NP assumes rofe of adumtm to
patient and his gamily about ifuzaimmt plan
and goals

Majon strness on having patient assume
active nole in theatment plan
Home care NP devises discharge plan, and o&t&n
coondinates overnall treatment plan
- Student should be able to List the differences between
an integrated health care team and group practice
(4pace sharing) in terms of:
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Continuity fon the patient

Knowledge of and contact with othern appropiiate
providens - '
Methods avaifable fon delivering family
oniented health care

Standardized necond keeping lo facilitate inter-
professional communication

Tntendependent professional nekationships: zhe
collegial apphoach

The student should undenstand the nationale behind
the sthuctune and composition of the team

Advantages

Disadvantages

Objectives in the Affective Domain

. As a successful outcome of the affective Lewwring, the

physician in thaining should choose Lo work in a team

wheneven possible.

The student should demonstrate his preference for an
understanding o team delivery of health care 4n
the following ways :

¢
joole
‘m\ :
o~

The student should descnibe tfeam work as an
efficient means to deliven health care

He shoukd not avoid operating as a team because
he §inds it {8 Zime consuming orn cumbersome -

The student should demonstrate how he would handle

the following problfems as a member of a Leam; when

wonrking in the HMO setting, he should be able %o

articulate the neasons for his choice of cofleagues
in each situation

Diagnosis

Well-baby care and consultation wuih parents
Abontion

Diabetes



o« The physician in training should demonsirate attitudes
towards other Level practitioners that enhance effective
team functioning |

The student should choose to make use of the inde-~
pendent coninibution that Nunse Practitionen,
Social Wornker and Physician's Assistant are capable
0f making to health care of patient -

Musz ‘appreciate and anticubate that othen practi-
Lioners arne not just extensdions of self, but that
they bring new insights from other disciplines io
bear on patient's problems

Examples

Social Worker able to diagnose and intervene
success fully with mental health components
that physician might not notice

Nurse Practitionen's competence with nurturing
and management of chronically i8L patients

The physician in training should demonstrate trust
that other Level practitioners perform thein functions
competently in the folLLowing ways :

The student should be able to use infonmation
from history and physical done by Physician's
Assistant on Nwwe Practitionen as basis fon
diagnosis and treatment, nathen than nedoing
procedures

The sZudent should believe that information and
support on childrearning given by Pediatric Nuise
Practitionen has been adequate and accunate




Prerequisites

The student will familiarjize him/her self with the
expanded nursing role through the following articles:

1. Bates, Barbara. ''Doctor and nurse: changing

roles and relationships.'" New Eng. J. of Med.,
283:129-139 (July, 1970).

2. Lewis, C. E. and Resnick, B. A. "Nurse clinics
and progressive ambulatory patient care."

New Eng. J. of Med., 277:1236 (Dec. 7, 1967).

3. Lambertsen, Elinor C. 'Not quite MD, more than
PA." J. of Amer. ‘H,asp. Assoc.: Hospital.

In addition, references will be made available on
principles of practice and on the primary care practitioner.
The student will be expected tc‘be familiar with the contents
of "A Medical Student's Guide to Health Maintenance Organiza-
tions" produced by Simon, et al. at Georgetown University
School of Medicine. The Bernheim and Hertz reference is

relevant here.
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Learning Experiences

As paft of developing his awareness of the differences
among space sharing, solo practice, and the Penn-Urb setting,
the student will be asked to attend specifically to differ=
ences between space sharing as he observed it at the Hospital
of the University of Pennsylvania and the collaborative
practice he was introduced to at Penn-Urb. The Pern-Urb
Medical Director will discuss these issues in a tutorial
conference. Other activities designed to demonstrate colla-
borative praztice"fo"the student will include participation
in the comprehensive examination, work with the POMR, and
participatién in the workup of a mini contract following
discussion of the data base and problem identification of
‘a plan pat%s?tg Participation in the record review will be
both for cégpleteness and for management. This will be
done both in pediatriés and adult medicine,

The student will be required to attend a multi=dis§i=
plinary planning session about problems of the family. This
is included to illustrate how the social worker is invoked
in a collaborative practice. In similar fashion, the student
should spend one session per week with z certified nurse
midwife teamed with an obstetrician. These experiences will
be reinforced through a weekly discussion of collaborative
practice based upon the ccllaﬁorative aspects of health care

observed by the student during his sessions with providers.
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Opportunities will be made available to allow the
student to expand and clarify his definition of the nurse
practitioner in terms of expanded role practice, dependent
and independent functions, accountability, and interaction
with other health providers.
Experiences will be structured to provide opportunity
for students to observe nurse/social worker, nurse/physician
interactions within the context of the normal practice
caseload. It is anticipated that the student.will observe
the pediatric nurse practitioner for two sessions, an adult
nurse practitioner for two sessions, and a certified nurse
midwife for two sessions. Tﬁs_student will select a nurse/
patient interaction from eachréession: he will disucss the
interaction with the nurse practitioner, being prepared to
articulate whether or not the nurse practitioner made a
unique contribution to the health care of the patient. The
student and nurse practitioner will allot the final half hour
of each session for this discussion. The student will observe
a pediatric comprehensive visit involving béth a physician and
’ a pediatric nurse practitioner. The student will observe the
nurse practitioner interaction with the patient and with other
providers. Discussion will focus on the content of the visit,
assignment of tasks, family iﬁV31Vement in health care plans.
A nutber of other observations and experiences will be
designed to enhance the student's understanding of the

e , @ .
psychosocial. discipline as an integral component of primary/
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‘xcamprehensiveihealth care andlhis ability to muke appro-
priate use of its services through collaboration, consulta-
tion, and referral. Teaching will be carried out with case
conferences, seminars, individual supervision and informal
discussions. Consultation with the individial student for
the purpose of diagnostic evaluation, leading to recommenda-
tions for treatment, with emphasis in selection of that
psychosocial therapy most suited for that particular indi-
vidual. The student Qill be assigned to a team through
which he will gain first-hand experiential learning in rela-

tion to cases being serviced by his team.

The Dentél Component

As a part of developing the students' concept of a
health care team, the existence of a dental component in an
HM) offers a special learning opportunity. The following
module was developed as a séparaté but related set of learning
activities.
Rationale

This section of the curriculum derives, as do the others
presented here, from the consensus that the area of greatest
deficiency in our health systém is thé Erganizaticn of
primary care. Since this aspect oft£he health system em-
phasizes'the management of common and chronic prohi..w, "=
should serve as a link between the patient and ce-iain
specialized and technologically complex components =¢ L iith

care. Oral health and disease is unmistakenly within the
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must develop some competence in this area if we are to ex-
perience any major imporvement in the oral health of the




Objectives

-«. The student shoutd be capable of peaforming an onal
examination.

The student should be _capable of necognizing all
tissue and Landmanks in thein health’ unaltered sitate

The student should be aapabﬁe. 0§ hecognizing the
digference between what is nonmal, healthy tissue
and that which presents in altered sitates 04 health

The student should be capable of diagnosing the
presence of the mosi common onal diseases

The student should be capable of ecognizing the
s4gns and symptoms of dental carnies in Lts various

stages

The student should be capable of recognizing the
é&gﬂé and symptoms o4 pmadam:a& disease in its
various stages

The student should be capable of recognizing the
s4igns and sympioms o4 malocclusion

. The student should have understanding of the ba&&;@
04 trheaitment fon the different disease processes.

The student should be familiar with those systemic
phoblems on diseases that directly affect dental

Theatment

The student should be well versed in the precautionary
steps Linvolved Ain theatment aﬁ the medically com-
promised patients ;

The student should be capdbf_a 0§ coordinating onak
health care with other health needs of the patient

. The student should have complete understanding of the
Amplication of advanced dental disease and why early
necognition 48 vital.

The student should be !;gnpe,tmt Lo carny out dental

prevention proghams and assess patients' proagress 4n
oral hygiene

Ze)
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.. The student should be competent Zo communicate
effectively with dentists about the joint management
0 patients.

The student should be competent to nefer patients
appropriately fon dental care '

The student should be compefent to evaluate
theatment post operatively and assume responsdbility
fon folLow up health maintenance

The student should be well versed in basic dental
terminoLogy




Prerequisites

The student should study the following five references

prior to attending the seminar.

1. Gerrie, Norman F. and Ferraro, Richard H.
Organizing a program for dental care in a
neighborhood health center. Public Health
Reports, 83 (8), August 1968, p. 633.

Schonfeld, Hyman K. Origin and growth of dental
group practice and closed panels. New York
State Dental Journal, 36 (2), February 1970,

p. 77.

[a]

3. Dental expenditures, utilization, and prepaymeﬁt.
Blue Cross Reports, 1 (2), September-October, 1963.

4. Nikias, Mata K. Prepaid dental care: Patterns of
use and source of premium payment. American
Journal of Public Health, 59 (7), July 1969, p. 1088.

5. Nikias, Mata K. Social class and the use of dental
care under prepayment. Medical Care, VI (5),
September-October 1968, p. 381.

Learning Experiences

The objectives will be met by the following approaches:

A. Seminar. This will involve a slide lecture pre-
sentation and follow up discussion.

B. References. These will give stu&ents necessary
background information to better understand the
seminar and for future use.

Clinical. Time will be spent in the examination and

]

- treatment of patients to allow students the opportunity
to reinforce material presented in the seminar.
D. One two hour seminar will incorporate a clinical
session for introductory material. After that it will

be optional if the student desires to pursue the sub-

ject in greater depth. 194
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C. Module 3: Active Consumer Participation :
an Organized Health Care Setting

Rationale
Recent years have witnessed a marked emphasis on

consumerism--the expectation and rights of the consumer to
full information about the services being purveyed; In
contrast to other services, health care, if it is to be
comprehensive, actually depends upon active consumer in-
volvement in order to effect favorable outcomes. The con-
sumer or patient nust be an active member of the health care
team if preventive health care is to be practiced--he cannot
remain passive. The é@nsumer‘s compliance is imperative

and compliance is related directly to intelligent involve-
ment. Furthéimcré, if the health care system is to be re-
sponsive to the needs of the consumer, then the consumer
must be motivated, educated, and sophisticated enough to make

an intelligent assessment and statement of his needs.

et
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Objectives in the Cognitive Domain

. Given a question about the nights of patient in an HMO
setting, the student should be able %o .nclude the
following points:

Patient's night to full information ébc:ui his own
health status
Privacy/congidentiality
Infonmation about the nature and consequenced cf
proceedunes and interventions
Complaints and concerns of patient taken serniously
by members of organization
... The student should be able to demonstrate his under-
standing of the importance of active patient participa-
tion in the health care process both by being able to
describe its implications and by his bghausiom

Student should be able to List the §ollowing
featunes of patient education:

Patient shoutd be educated aboui importance of
health maintenance, early detection and pre-
venition of iLLness

Patient should have a clear understanding,
through education by the health care team, of
how his behavion impacts .upon his own health
status i

Increased patient compliance with treatment plan
is hoped to be an outcome of the health care
team's commitment to health education and
patient participation

Student should be able to describe the ways in which
consumenism impacts an organized system of health care

Divides knowtedge and responsibility between
providen and patient

Establishes Ampontance of direct channels of commu-
nication around patient's concerns on complaints

‘ | 196




Shapes type and timing 0§ services nendened

Student shoutd do patient education in alf possibie
encountens with patient

Student should demonstrate that he regands educa-

tion as « high prionity when choices must be made
about how 1o utifize Limited time with patients

Objectives in the Affective Domain

. Student should undenstand that active patient partici-
pation in health care process 48 impoptant.

The student should nealize that the patient has the
power to influence his own health process
The student should be able to describe strategies
by which he would attempt Lo Lnvolve patient 4in
own heafth care

The student should Leamn to value patient's contri-
bution in describing problem and potential solufions

. The physician in training shoutd regard full Angormation
to patient about health status and consequences 0f Anten-
vention as ethical cbligation.

... The physician in training should regard patient educa-
tion as an essential component of health care
Student should feel encowwged about possible
positive outcomes from time spent on patient
education
Student should Leamn to negard Lack of compliance by
patient as possible failure to be convincdng about
validity of {intervention
.. Student shoutd want to work in a setting whene patient
satisfaction is taken seriously as a measure of quality

04§ cane.
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Student should be sensitive to patient as whole person
rnathen than body to be worked on

Student should appreciate opportunity for extended
conthact with patients as human beings

©
D:%



IJ’IF’

Prerequisites

Before attending the various experiences outlined in
this section, a student should study the following references.
The student also should have mastered the content of the
Patients Bill of Rights issued by the American H@5pitél
Association.

1. Redman, Barbara K. Patient education as a function
of nursmg practice. Nursing Clinics of North

America, 6 (4), December 1971, p. 573.

2. de Tornyay, Rheba. Toward consumer-oriented
health care.

3. Tosteson, D. C. The right to know: Public education
for health. Paper delivered at the plenary session
of the AAMC Annual Meeting, Chicago, Illinois,
Novewber 13, 1974.

4. Lewis, Edith P. The health care consumer:
Con@li;a’.nt captive? .

5. Gillum, Richard F. and Barsky, Arthur J.
Diagnosis and management of patient nanc;omphance
Journal of the American Medical Association,

7228 (12), June 17, 1974.

6. Pomerleau, Ovide, Bass, Frederick, and Crown,
Victor. Role of behavior modification in pre-
ventive medicine. New England Journal of
Medicine, 292:1277-1Z8Z, Ji o

Becker Marshall H. and Maiman, LDiS A

-l
-

healtih a:nd medlcal care recnmnendatlcms

8. Monaco, Rose Mary, Salfen, Linda, and Spratt, J chn S
The patient as an education partlclpant in healﬂi
care.

9. Simonds, Scott K. Current issues in patient-

edue‘atmn New York: Core Communications in

ERIC 199,




10. Moffat, Samuel. Patient education: A new
weapon against malpractice suits.
Medical Alert Commumications, 2 (6), June,
1975. S

11. Lesparre, Michael. The patient as health student.
Hospitals, Journal of the American Hospital
Association, 44, March 16, 1970

Learning Experiences

Seven distinct experiences have been outlined for the
student to achieve the objectives of this module. These are
both observational and behavioral in terms of what they re-
quire of the student and as such should contribute to an
active learning process.

The seven experiences are outlined here in the sequence
that would optimally introduce the student to the curriculum
content of this section.

1. Participation in introductien of patients to the
Penn-Urb system by the Patient Service Representative.
physical examination by Mary Dougherty who will
describe how she works with patients; why it is
important to tell patient exactly what is happening
with each test and why; what difficulties are en-
countered in obtaining test results; how she relates
to other providers, etc.

3. Observation of patient-provider encounter re patient

education.




190
_—.gg
4. Attendance at a behavior modification session con-
ducted by Dr. Ovide Pomerleau with B etsy Roeback
conducting a 20 minute didactic session beforehand.
5. Attendance at a health education sgssion where group
mem?érs share a common disease. Lew Wells will
conduct a didactic session beforehand on group
interaction.

6. Attendance at Penn-Urb Subscriber Council Meeting.

7. Review Penn-Urb Public Relations files and news-

jetters from PHP. Harvard Commmity Health Plan,
and Columbia Health Plan, and draft news article
for submission from Penn-Urb to PHP newsletter.

The staff work group responsible for the design of this
nodule elected to delineate the specific acrivities of each
of the above experiences through a series of study questions.
These questions as given here represent a detailed guide to

focus the attention of both student and staff.

Experience 1 study questions

1. In what way are consumers presently introduced
to a health care system? How should they be
introduced?

2. What points should an introduction to a health
care system include?

3. How does a consumer choose a health care provider?
What information should he/she have?

4. In what ways does this experience encourage active

consumer participation in the health care process?
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Evperience 2 study questions

¥ 1i

What are the consumer's thoughts about or reactions
to health screening and testing? Does he/she con-
sider the process valuable, necessary, appropriate?

In what way does the Health Care Assistant explain
the experience and prepare the consumer?

gard to the consumer's 1ntraduction 1ntc the system?

What is the role of anclllary personnel such as the
Health Care Assistant in health care services; ar-
ticulating for the consumer, provider, and the
system; and promoting good relations?

Experience 3 study questions

1!

What aspect of the interaction best illustrated the
process of health teaching on the part of the
provider?

What teaching techniques did the provider empicy,
e.g., verbal dESCIlPtlDﬂ analogy, physical demon-
stration, use of printed materials and aids?

How did the provider assess the patient's learning

How did the provider assess the patient's willing-
ness, ability, and readiness to learn?

How did the provider convey expectations and
assignment of responsibility to the patient in
regard to learning?

How did the provider assess that learning on the
part of the patient had or had not occurred?

Interviewing techniques employed?

Other techniques employed like patient demonstra-
tion?

Criterion measures utilized?
How determined?

How did the provider determine and deal with ob-.
stacles to learning?

How did the provider document in the record that
teaching and learning had occurred?

202
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Expgrignce,ﬂﬁstuﬁyﬁquesﬁiqng

1!

What is a brief working definition of behavior
modification?

What are possible applications of behavior modifi-
cation to health care?

In what ways is use of behavior modification therapy
in health care compatible with the concept of the
"activated consumer''? ’

What behavior modification techniques are outlined

Experience 5 study questions

What is the stated purpose of the group?

What is the nature of the group, e.g., didactic,
interactional?

Does the group appear to be working in a way
consistent with its stated purpose?

In what ways are teaching and learning illustrated
within the group?

What patterns of interaction may be observed within
the group?

What type of leadership may be observed in the
group?

Experience 6 study questions

1!

Ll

What is the stated purpose of the group? What is
the nature of this group? Vhat type of leadership
exists--formally and informally?

Who are the members of this group? -What is their
motivation for joining?

How does this group articulate with PHP and with
Penn-Urb? What is the nature of their franchise?
What is the nature of their input re advisement

and policy making? To whom is the group accountable?

How does this greuprwork—scantributing and listening,
synthesizing, arriving at consensus?
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Experience 7 study questions and activities

The primary requirement is for the student to write
an article about some aspect of health care at Penn-Urb for
submission to PHP Newsletter. The purpose is to use‘this
medium for patient education. Other optional experiences
include involvement in an interviewing and picture-taking
session by news media in the PHP netwcrk, participating in
an interview with reportew regarding the student's Penn-Urb .
clerkship, or interviewing a PHP staff meﬁéériregarding network
attitudes and participation, and consumer participztion and
education. Stimulus questions might include the following:

1. Who is the PHP/Penn-Urb consumer demographically?

2. Who are the targets of the different PR thrusts?

3. What messages are intended to be conveyed?

4. What different media are employed and for what

purposes?

L

How does an organization go about attracting and
utilizing the media for its purposes and what are
the professional/legal restrictions on advertisement
of physicians' services.

6. What input do consumers have in the use of media?

7. In what ways is consumer education accomplished

through the media?
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D. Module 4: One Quality Health Care for All

Rationale

Today health care is a right rgther than a privilege,
and therefore it must be available to all persons at con-
sistent quality. When healﬁh care is examined within the
context of a:cessibility, continuity, t@mprehensive5355;
and accountability, it becomes clear that there are gross
inequities which have their bases in socioeconomic, Ethnic,
and geographic factors. Future providers and planners of

health care will need to be sensitive to these issues so

that newly developing health care systems will overcome the

inequities.

205
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Objectives

.. Given a question about the type of medical care cur-
rently availeble to patients 4in the U.S., the student
should include the Eﬁo&am:i_‘ng points :

Trhaditional patterns of care for middle class: Fee-
fon-4 g&u&.&a, private practice phyésLtLLc‘m _

Typed of practice through which care 48 debivered
Generak practitioner who treats whole family

Fami Ly hecu;th needs met separately by Ande-
pendent ﬁpeua&@&

Emphaéus on ap.@odm care, nathern than on p&euen-
Lion and modification of health refated behavion

Financial incentives wonk agmt preventive
medicine T

Patient education Low priority
Thaditional pa.ttm 04 care for poor
Setting {in which care is provided
~Hospital clinic a Ztypical setting for care

No constant personal provider with whom one
can Ldentifdy 4in clinic settings
 Patient education not provided for routine health
- cane Lssues

Thirnd party payments through public funding usual
method of !L&ulbm&ament

.+. Students should be able to descnibe the differences
between Penn-Unb and trhaditional models for all classes

Attempt to make method of payment independent of
siyle, quality of care ‘ _

Problems Lnvolved in attempiing Lo offer uniformly
high quality care, d@p@e the different payment
methods used in a primany care cmteﬁ. that has
many forms o4 nedmbuwrsement :
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Assumption that pre-payment would allow :;amp!pté-—-
hensive care to be offered to all patients

Penn-Unb established with aim o4 providing high
quality care across socio-economic 4pectrum

Ecology of the consumen seen as Limportant Qon@onani
of high quality health care

oo Thaditional patterwns of medical care had too much
fragmentation of care to allow much knowledge 04
the ecology, including dynamics of the gfamily

o
<
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Prerequisites - o

Dr. Hertz conducts interviews with ''Ghetto', '"Bryn Mawr'',
and "Penn-Urb" types of patients vis a vis their health

care. Student sliibulci also have read the Health-Pac article

. and the article by Bodenheimer in the September 3, 1970

issue of Inquiry III entitled 'Patterns of American Ambula-

tory Care."

Learning Experiences

The broad goals of this module require the student to

~ define components of '"Quality' care, look at traditional

patterns of care for middle class and poor in terms er

ﬂzéirl absolute and relative quality, and look at Penn—Ufb'é
health care. The criteria for assessment will be the

degree of quality and extent to which there is one qualit}f. of
health care for middle class and poor patients. The student
will be required to make a comparison of Penn-Urb health

care to the pattie:rit‘s previous health care, to identify ways
in which Penn-Urb is still a two-class system, to point out
the problems in overcoming a two-class system, and to suggest
means for achieving a c';ne-clsss system in Penn-Urb. -

The opportunity for an analysis of Penn-Urb's quaiiqr
health care will be offered through interviews with sub-
scriber and clinic pétients regarding their health care ex-
perience at Penn-Urb compared to their previous health care

experiences. An interview f,om should cover elements of
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"quality'': azéessibility, accountability, continuity, and
comprehensiveness. Fﬁli@wiﬁg the interviews, the student
‘will meet with staff fé discuss impressions of the inter-
views. Ea:h:studen; should interview at least two patients
who will have béeﬁ screened by providers.
A checklist for the interviews includes the following:
Accessibility: 1. Appointments |
2. 24-hour availability
3. Use of referrals
4. Geographic accessibility
Continuity: 1. Primary provider who cc@réinates ali
activities vs. primary team relatimn-
ship to sub- 5pec1alltles
Comprehensiveness: 1. Education--explanation of prob-
lems, cf. Rx, preventive care

and eduzatlan

2. Understanding/integration of
psycho-social factors

3. All medical/mental health needs
met; not fragmented

4. Relationship of health center
to commmity
5. Periodic follow-up
Accountability: 1. Consumer input--formal (grievance
procedure, decision in hiring/firing,
policy changed) and ;nfcrmal Cféed=
back to provider)
2. Community out-reach

3. Peer review/chart audit
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A suggested pattern of questions follows that used in
the Hertz videotape of the three patient types. Those
questions were:

1. Where do you live? Main source of income?

2. Where clc you get medical care? For example, do you

go to a private physician, health center, haspltal‘?
How about if you had a problem with allergr'? with a
skin rash? a feeling of serious depression or
anxiety? or needed a general checkup?

If you need to go to a 'specialist" (e.g., a surgeon),
who pulls it all together? who follows up"

3. How do you get to your physician, héalth center or
hcspltal""’

Transportation, parking, wheelchairs
Office hours: do you miss work?

What happens if y'au are ill on weekenris or at

night?

4. Can your physician (other provider) echlaln thmg
to you well? Is there time? Is there a barrier

between you?

5. Have you been satisfied with your health care‘? If
you had a suggestion or a complaint how would you
handle it? Would your physician care?
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Module 5: Economics of HMD's

ks

Rationale

The economics of health care is an important topic for
study because financing affects the delivery 'of health care
and shapes the type of practice in which students will be
invelved;: the quality of care that will be offered each
patient, and ultimately will reflect back on the general

quality of life ir. the society.
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Objectives

... The student shoutd be able to explain the issues ne-
) :
Lated 2o efficiency in the financing of health care
frnom the following perspectives:

Consumen: Methods by which the consumer pays
for health care _—

Concwwrent payment--another item in the
household budget

Assumes medical care 48 an acceptable nisk
1o ey without Lnsurance

Parnticublarly app&-r_cabﬂe, fon smakl sporadic
expenditurnes (oceassional episode, occas-
sional p&aémp&on)

Prepayment--consumei pays into an insurance fund -

Actuaniably figuned on the nisk of incidence
0f {liness

VSPJLE.cIdé the base of payment
Pro fessional handling of money
Providen: How the provider nreceives payment for care
Fee- forn-senvice payment--forn each service provided
Tneentive to produce fno!uz units o4 service

Fon each trhansaction ih.a ganéwng)t has choice of
providenr I

Capitation--payment per individual fon mad-;aa&&y
determined number of specified services for
- specdfied Length of Lime.

Providen shanes the nisk of &Lﬂﬁé&é/mzmﬁn
04 AEJLU-LGEA with consumer

Tncentive Zo keep the individual healthy, 4i.e.,
not utilizing service

[\
et
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The éiutignt should be able to descnribe the various models

0f financing of care in America.

Concunrent: fee-for-service is the most, common method
of paymeni for phimary care -
Prepayment: fee- for-service is the usual commercial.
Blue Cnoss + Blue Shield approach
Prepayment: capitation is the Health Mgu.nste.rmga
Onganization apphroach
Providen has the financial ingéyitiua, to keep
patient healthy and to have the patient utifize
the most cost-effective mode of deliVery .
Has Led %o Lowen hospital utilization: nates
fon HMO' 4
Genenally, higher utilization of primay care
senvices and gheater utilization of preventive
sefviced ‘
No evidence that health status is inferion, and
some evidence that betten health siatud is
achieved '

Provider can budget resounces and utilize
efficient managerial techniques

... The student should be able to explain how ginaneing
affects equity of medical care.
Pensonal medical care hesowwces are akbocated by
the market mechanism in America ,
Problem of cﬁ@i@pﬁiﬂ cost of prolonged treatment
Problenm 0f nising cost of negular treatment inhibit-
Aing some consumers from nrecelving care '

Solution either a non-market allocation of resouwrces,
i.e., a planning model, on making the base of pay-
ment more equitable, L.e., redisiributing purchas-
Aing capabibity : '

Since the HMO is not a chanitable activity,
everyone must be enrolled by paying a premium

Q- : | 213
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The HMO is cost effective, though, which

: appeals . to fuiding:agencies:such as: Medicaid

- and Medicare
ALso, can help bring health resources o
unden-senved communities by providing a
national structure fon practice

.+, The student should understand the §inancial development
0f the HMO.
Planning stage: 44 the HMO feasible?

Do the necessarny nesouwrces exist (phguum

hospitals, capital, management, consumens)

on is there a good prospect that they can be.

pulled togethen

RMU& Ainexpensive, but need entrepreneunial
talent

i?gueiopmgnt stage: pulling the nesources iogeihe:@

Determining and setting up conporate structure ata
AmpLement plans _ _

Constructing on henovating necessany facilities

Bringing together necessary prouvidenrs

Generally requines $£-L% million in front end funds
ImpLementation stage: Launching the HMO

Starting to provide care

Need for "twwm around funds" to support HMO in

period until enwliment catches up fo minimum

Level of expenditure which was necessary o

offern senvice .

Tithating expansion: new resources vs. Ancreases
in ennollment ‘
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Prerequisites

The student will be conversant with the material in the
following references prior to participating in tutorial con-
ferences and seminars.

1. Saward, Ernest W. The relevance of the Kaiser-

Permante experience to the health services of the

U.S. Bulletin NY At:acl Med. 46: 707-17 (Sept-
ember 1970). ) ’

2. MacColl, William A. Group practice and prepayment
of medical care. Washlngtaﬁ Public Affairs
Press, 1966.

3. Donabedian, Avis. An evaluation Gf‘prepaid group )
practice. Inquiry, VI (3), pp. 3-28.

4 Saward, Ernest W., et al. Documentation of twenty
years Gf gperatlcn and growth of a prepaid group
practice plan. Medical Care, VI (3), pp. 231 44
(May-June 1968). )

Learning Experiences

" Since the material on the economics of HMD's is largely .
;égnitive, we have undertaken to develop autotutorial
materials for this area. A cassette reccrding of the
Perloff ID 103 presentation has been made. This is now

transcribed and edited and will be retaped in cider to inter-

materials prior to involvement in tutorial dlsucsslons with

the Penn-Urb economist/administrator.

"
Frad
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F. Module 6: Sociologic Considerations

Rationale
The problems involved in delivering quality health
cére to the United States population today are complex.
Appropriate resolution of these prcbléms will derive not
alone from the biomedical sciences but must involve the
social sciences as well if a healthy population is to be the
objective. This is particularly relevant to the physician
;iﬁ;training who may be contemplating a préfessicnal éareer
in an HMD. Here preventive medicine as well as episodic
care depends on an enviraﬁmental and contextual understanding
~ of the population being cared for. The concepts, skills,
methodologies, and theories of the social sciences provide
the physician with a broader knowledge base for managing |
the social, psychological, historical, political and economic
dimensions of health care. In addition, to move the present
massive ongoing structure of health care delivery in sqcially
relevant directions, the physiéian of tomorrow should know
something of the stfategies of plannéd change and dissemination

of innovation.
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C)b jectives
 Pased Chasige

... The student shoutd understand the phenomena of planned
change Ain personality and social systems. '
The student should know the definition of planned change

The student should understand ihe moiégmtian fon a
. personckity on a social sysiem to change

The atudent shoubd undenstand the phases of planned
change

The situdent should undenstand the process of Lngluence
and the mechanisms underlying each 4tage 0f change

The student should undenstand the hole of the change
agent ' -

The student .éhcju,ﬂd be familian with methods of
changdng individuats and 4yslems

Tnnovation
... The student should undenstand the phenomena of Lnnova-
tion as it nelates to health sysitems '

The student should know the deginition of innovation

The student should understand the phases of innovation

Students should understand the attributes 05 an
Annovation

Students should uﬂdmimzd the types of innovation

Students should understand the charactenistics of
early adoptenrs

o
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Proessionatization

.+. The student should have a working knowfedge of the
essential efements which dedine gzirip&dﬁegé%on‘

... The student shoutd be able to desenibe the differences
among phofessionalization attitudes among puua,te
practice physicians, hospital based specialisis, and
HMO physicians, with nespect to the following dimensions:

The student should underwstand the pnaaeaa of pro-
- gessdionalization

The student should be familiarn with the Eon:t}m&.
which affect the progession

The student should be aware of the nelationships
0f medicine with other health p@ﬁe&uon&

I:LOH& c:md aaLﬂe&gue neﬂﬂmtwné

Onganizations

.. The student should know the elements of an onganization.
oo The student should understand the nelationship baﬂuee.n

the individual and the onganizatlon. ;

The student should be familiar with the structure of

an onganization. | |

... The student should hnow about organizational goals

s The student should understand how power opeﬂ&te& in
an chganization.

+vs The student should undenstand how conglicts occun in
an a@gmézatéoni |

«os The .aiudemt should undenstand the environment Ln
which an organization exists. ;
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... The student shoutd undenstand interorganizational
nelations .

... The student shoutd be able to apply these general
concepts to the context of specific health care

onganizations .

Reseanch in Health Care Delivery Settingd

... The student shoubd understand the process and impontance
0f behavioral science hreseaich 4n health care deliveny
settings .

The student should understand the funetions of
heseanch

The student should undenstand the stweltwrak
components of a nesearch profect

The sudent should undenstand how research 44
conducted in the setting ' —
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Prerequisites

For students with no sociology background, read

Irkeles: What is Sociology?

Other required reading will include:

1. Friedson, E. Profession of Medicine (selected
chapters) ' —_—

2. Trela, James and O'Toole, Richard. Roles for
Sociologists in Service Organizations.

Other supplementary readings will be available on
request in the student's area of interest, These include:

Lofland, John. An;lﬁing; social settings.

- L]

Rogers and Shoemaker. Commmication of innovation.

health institutions.

Organization research on

¥y
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6. Riley, M. W. and Nelson, E. Sociological observation.

7. Franklin and Osborne. Research methods: Issues and

8. Emery and Trist. The causal texture of organiza-
tional enviromments. -

9. Case studies on organizational issues developed
at Penn-Urb.

Learning experiences

Case studies analyzing various aspects of health or-
ganizations will serve as the major vehicle by which these
sociological concepts will be taught and applied. Each of
the five topical areas will be dealt wi;:h as it applies to

the cases being considered.

B
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The material will form a basis for small group discus-
sions and individual conferences. Specific issues of in-
terest to a student or to the group will be further explored
through group participation in focused interviews with the
providers who were active in the events being analyzed in
the case studies. Emphasis will be placed on meeting an

“individual student's needs and interests as they relate to
social science and research in the health setting. Students

spending extended periods at Penn Urb can be introduced to -

e

the technique of participant observation. =~

[
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Resource Paper No. 5

PROPOSED CLERKSHIP FOR THIRD-YEAR MEDICAL STUDENTS:

* From Appendix J of the University of Washington Final Report,

Project to Develop Curriculum For Physician Training in HMOs
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INSTRUCTIONTL COLS D OBJECTIVES

EVALUATION METHODS

INSTRUCTIONAL KETHODS
o CLMICAL GOAL  Primary Care QOVERALL:
Tne student will qain knowledge of and skill in dealing | 1. Participation in patient care under faculty super-
With the conmon health problens encountered in providing | vision, with patients pre-selected for their
prirary nedical care. instructional value,
2, Seminar discussions requiring students to research,
present, and discuss pertinent information,
3. Rssigned readings.
SUGOAL Given I new patient/physician
o encouifers, the student will -
Th; student will develop skills and knowledge in satisiy the preceptor &5 to
clinical data gathering with ambulatory patients his ahility to:
with particulér reference to conmon problens. In '
doing this, he will be able to:
. Dbjective 1t Take 2 brief history of the 1, See Overall Hethods, 1, Tike a satisfactory patient
! present llness, h'stary,
Objective 2: Perform 4 screening physical 2, The preceptor will: 2, Porform an edequate screening
T exanination, Denonstrate effective use of health care team, - physical exan,
A | and provide explanation of sound practices and
+ Dojective 3: Utilize health care team persome] patential problens, 30 Iteract with health Cire "fenn’
to acquire and record in a tinely personne] in gathering and re-
ranner, Information regarding the cerding patient data, Preceptor
Vo pat1ent ' graluations will be based o
direct: observation or review of
video tapes and will utilize the
“Interview Evaluation Checklist."
o
N9
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1, CLIAICAL GOAL ~ Primary Care {Cont'd)

' SLRGOAL

Acquiré!skills in pationt interviewing, The
" student will be able to;

Objective 1: Establish and maintain. rapport with
 the patient,

Objective 2: Encourage and allow the patient to
descrive problems in his qun terns,
hsk "open-ended” quastions perti-
nent to the expressed or suspected
problens,

Objective 3,

Demonstrate an ability to utilize

Oojective 4:
o interviewing principles as described

in "Skills of the Medical Interview."

Write a patient profile based on a
taped patient interview,

jrghe &

The student wi11 develop skiils and knowledge in clinical
arablen definition, with privary emphasis on anbulatory
pmﬁgwmﬂmﬁmmmmwmmsImemum
will be able to:

KAGHLEDGE

Objective 1: Denonstrate his avareness of which
are the ten st comon problens.

. The precepts will:

Choose appropriate patients for the student to
ntervien, building from Sinple to conplex, and
provide Examp1es of common interviewing problems,

Observa and critique the students' interviewing
techniques.

Provide clear feedback to the student regardinq'
his/her interviewing behaviors, effects on nthers
and overall ccmnumcatmn skﬂls

DmMﬁﬁmtEMm@smmhaeﬁ%&mcwwﬁ
scientific knowledge and which work for you,

mﬂﬂsmeuﬁhﬁMaﬁtMpmswdwmaf

cnns1der1ng the character15t1;s of the pat1ent
and the physician,

The preceptor wit:

aﬁdﬁshmmuwmtﬂrmﬁvmﬁw
practice.

i 1,

Given N patient/hysician ercoun-
tars, The student will satiefy

the precentor that he can effect-
jvely apply the indicated irter-
personal skifls in dealing with ¢
the patient. Preceptor evaluating
wii] be based on direct observa-

*tings or review of video tapes of

BN ounters.

Given a taped patient nterview.
(this may be from a previously
prepared interview seiected for

“eveluation purposes or-nay be se=

lected frem any other source),
The student will write an appro-
priate patient profile.

List from menory eight of the ten
most comnon medical prablens.

0
22
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L CLINICAL GON.  Primary Care (Cont'd)

(These problens were identified
after looking at data from the
Royal College of Goneral Prac-
titioners in England, and review
of fanily physicians' practices
in the State of Washington, )

ive 2 State correctly the natura]

course for each of these pro
blems,

Objective 3: State correctly the diagnostic
and therapeutic techniques
comnanly applied for prevention
aﬂtwﬁmﬂafmaemwhm

Qbjective 1+ Select appropriate data and
Justify his se]ection of histor-
ical, physical, and laboratory

data in terms of comon high-

probability diseases and cost
effectivenass,
GOAL
The student il develop knowledge and skill in
¢linical pronlem solving with anbulatory patients
with particuiar reference to cemon problens. In
ding this, ne il be able o
Gojective T Revies initial inforation
‘ ﬁmwmamatMpnwﬁam
nake cosi-effective decisions
as to which laboratory tests to
select in which logical ordar,
Objective 2: Develop an appropriate differ-
- entiz] diagnosis from the effi-
a0 ciently selected data,
221
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. Point out clinical examples of these problens and

1. See Overall Method 1.

+ Ask students questions designed to elicit logical

Joquaint the student with available resaurces -
consultants and Titerature « pertinent to comnon
probleus, :

their natural course during the course of patient
care,

%mmvﬁeﬁmmwﬁ1nmmmmstmﬁmﬂam
prevention,

GWEHN%ﬁfEMEkMyerEEmﬁsﬁtMﬁ
knowledge and skills in context of clinical practice.

Mequately evaluate the studént § knowledge and
skills at the end of the course,

The preceptor will:
Explain the appropriate criteria for sound data
collection,

Demonstrate effective data collection with several
patients, and explain the rationale for the judgements
made.

The preceptor will: ,

thought in solving problems,

Follow a problen-solving sequence in presenting
tases during conferences,

Explain the rationale for your judgements to students
in the course of clinical work.

2. Given tiree from anong the ten nost
comnon edical problens, correctly
describe their natural course.

3. Given chree from anong the ten rost
comnon nedical problems, correctly de-
scribe the comnonly applied diagnostic -
and therapeutic techniques for their
prevention and treatment,

1, Given 4 patient-physician encounter -
selecti by the preceptor and in-
volving one of the ten most comon
disease entities, the studeat wi)) se-
lect aporopriate historical, physical,
and 1ah data and sat1sfactnr11y Just1fy -
his setection to the preceptor,

. Given 2 set of patient data, the student
will select appropriate lab tests in
reasonible sequence, and justify se-
lections to the precepior.

—

2,1 Given 4 conprehensive set of patient
data selected by the sreceptor, deva= .
Top an appropriate differential ¢lagnosis -
and justify to the preceptor. 0 ',3 8 :




“CLMLCAL GO Prinary Care (Cont'd)

| (bjective 3: Make appropriste decisions re-
' . qarding:

a) Hospitalization or continued
Moutpatient” treatment

b) Reforral or continued nanage-
e,

¢) Mature of follaw-up, whether
by phone, return appointnent,
delayed callback, or use of
ather parsonnel,

d) Intervals for followsup.

e) Referral to appropriate
specific agencies.

SUD0AL

The student wil) acquire knowledge of, and skill
in, the use of the telephone in delivering health
care. The student will be able to:

Ubjective 1: Explain the principles of teles
phone managenent of patients.

tive 2: Fvaluate the cffectiveness of
- application of the key princi-
ples of telephone managenent of
patients by self and others.

phone managrent of patients when
interacting over the telephone
with patients.

Explain the principles of effec-
tive telephone consultation,

Objective &:

Employ the key principles of tele-

4

R N

fsk the student to explain his/her logic, de-
cisions, and ratignale; and then critique the
quality of th judgnent.

Review the student's records on historiés, physical
exams, laboratory data and on-going management; and

discuss the quality of the student's judgments,

Discuss the pros and cons regarding hospital vs,
out-patient management of problens, and why.

Discuss instances in which it is advisable to
reconmend consultation, and why,

Discuss and assist with the appropriate use of
reforrals to other medical disciplines vs.
continued managenent.,

Discuss the appropriate interval and mode of
follow-up using the phone and other personnel.

, Evaluate and give feedback-to students regarding

their clinical judgnent and problem solving
abilities,

The preceptor will:

(Objectives 1, ¢ and 7) Discuss with the student
the conceptual and theoretical bases, the limitas
tions and effectiveness, and the psychological
ramifications of telephone management (1) tele-
phone consultation (4) and tetephone referral (7).

(Objectives 2, 5 and 8) Allow the student to
observe and critique the precéptor's telephone
managerent, consultation and referral according
to key principles and effectivensss,

(Objectives 3, 6 and 9) “Provide the student with
opportunities to utilize telephone managenent,
consultation, and referral principles,

3, Given N pitients sclected by the

.smmmmmwﬁwmmummﬁmx}

preceptor, nake the indicated de-

* cisions ard justify them to the

preceptor.

. Orally, or in writing, explain the key prin- -

ciples of telcphune management of patients,.-

audio tape of a telephonic physician/patient *
encounter, identify spplication(and misappli- -
cation) of telephone management strategy.

3. Given a patfent telephonic inquiry and the

patient's chart. The student wili deal with-.
the patiert to the preceptor's satisfaction ° -
(this may be audio taped for use in #2 abave),;

orally or in writing, explain the key princip-

* Jes of telephone Consultation of patient

problems.

k8
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CLINTCAL GOAL

Oojective Ut

Cbject ive :

(ojective O:

sugg0aL

Chjective 6

Primary Care (Cont'd)

Evaluate of fectiveness of the
application of telephone congyl-
tation principles by self and
0thars,

Emplay key telephane consu!fation
principles.

+ Explain the principles of effactive
telephone patient referral.

+ Evaluate effectiveness of the
application of telephone patient
referral principlas by self and
others,

Employ key-telephone patient
referral principles.

of clinical records which aid fn problem solving
and provide continuity, [n doing this, the stu-
dant will be able to

tive 1 Orgenize patient data o as to be

able to commnicate it to other
health care personnel,

systen in the office,

. Orient the student to the patient record keeping

5, Given the appropriate patient chart and

an audin tape of a telephonic physician/
consultail encounter, identify application
(and misapplication) of telephane consuls
tation,

. Given & natient problen requiring tele

phone consultation, the student will res
quest consyltation via telephone under
direct suzervision of the prezeptor (audfo
tapes of this consult may be used in

§ above. )

o Orally or in writing, explain the key

principles of effective telephone patient
re Brrdl,

B, Given {h appropriate patient chart and

an audio tape of a telephonic physician/
patient encounter, identify anplication
(and misapp]ication) of telephone manase
ment stratagy,

9, Given a yatient telephone inquiry and the

patient's chart, the student will make an
effective referral to the preceptor's
satisfaction,

Given a :0llection of unorgznized patient
data provided by the preceptor, the student
will orginize and present the relevant

- infornation to the preceptor's setisfaction

in such & manner that it will be; =

. (lear and corprehensible to other health

care personnel,

932
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Orgaﬁtze data 50 as to assist in
fmm““%daw%ﬂcndmwﬁ
peutic plans

Objective ¢

ey

Obiec ive 3; Use dictating equipnent
in recording pattent data.

‘Obgecttvefr Use the telephane in res
cording patient data,

SUEGOAL

The saucent will develop skill in prospective
analysis of the health of his patients, This
will include acq4r1ng an understanding of the
princinles o preventtve gare, cost bEﬂEfttE;

“and the 2dded motivation for such care:in a pre=
paid system. The student will be able to:

’(t Pisi EARE

-sglug .

ijEEttte,T Explain the principles of pre-
- yentive care a5 applied in the

. 7 HM0 and fee- fDr-SErv]CE settings.

mwmhmcwemapmwﬁ
system,

J—

[ ]

Discuss the pros and cons of his nedical record - 2.

keeping-system in the context of hts sty]e af
practtce

Review the student's records and'dtSCUSs the clarity
and organtzatton nF data wh1ch assists in fnrmutattng

Explain his rationale for d1agﬁnst1c and therapeuttc

' ptans and the furmat he uses in recordtng this data,

A551st the student in the apprapr1ate use: af the tETE- o

phone as a meens to obtain tttntcat data and make
nedical dests1cnsi ST

. Discuss health risks and'medicé1 intérvéﬁttdns when<

ever applicable during care presentations/conferences,
Ask the student to outline health risks in association |
with patient care in the office and hospital, and

,MMWmRMMSMMﬁ@wmmmnumw=

tant risks,

1o vt

:summartes acceptabte .a

ﬁ:_ the préteptbr us1ng ea:h af the
: ,tottﬂwtng methnds

3 Dtctat.ng eqUIpment

Dratty (ar in wr1t1ng)

1 ammWWMEﬁmeuﬁm
a5 appiied to feevfor-servt:e and
0 se*ttngs RE

2 Explatn the cost- beneftts of preventtve
care ih a2 prepaid systEmi
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‘bmmE mwmmmmm

' will Tend to reduce the
H rost econemic heath
care sk,

Oojective 4: Analyze his actual experiences
at Graup Health Cooperative .
and identify specific preven-

 tive care practices he en-
gaged in,

Identify and describe major
health risks each patient
encounterad.

MmMS

g

- Develap & sensitivity to the psycho-socia) ine
_mmhmmmmmmMuﬁﬁmw,
-, bnd understanding of the nhysician's respon-
TibiVity, and treatnent approaches for deal1ng
- With the fmpact. The student will be able to:

-KhOALEDGE

]ECE]VE Discuss with the student the
effects of key humane inter-
actions on bealth. Exolain

~ which and how husan interact-
immmumm@mmm
environment are important to
be avare of i dealing with
his haalth problens,

ive 2: Explain the psycho-social ine
" pact of the N most comon di
ﬁmunmmmnmm
imediate social enviromment,

) mxﬁsmmMSﬁrﬂmmgnﬂsMNUﬁmdwmg-

case presentations,

4Hmmﬁmmmmmmﬁmﬁmmmm
effectively reduce health risks in the context of
patient care,

4

smmmmmnmmmﬁmmmmmmm

dmemeum

The preceptor will:

LEm%WKMﬁWmMmmmmsmmq

MMHMEMMEwmmmumMmm
concomitants of various common disease entitities,

33LmNmMﬁHm

4%%mawmmm&mmm

SWMEMMQMMWﬁﬁY”

“ mﬁﬁmhmmm

|

4o reduce the N nost econonc 7 -
mmmﬂnm

~identify and-give the rationale for -
mﬂmmmmmummmm
-t the faqility -

MWMMNWMEMHm

Orally (ar in Wr1t1ng)

];MME@E"H%ﬁEMthmﬂiﬁﬂs.
action which can infringe on a patient
Such-that 1t affects his health-and
offers a rationale for the effect, -

2. What are the X major psycho-social ine
pacts (any selected common disease)
upon the patient dnd his {mediate -
social env1ronment7 '




T sibility and approaches for

act of disease.

Wective & Pcomn
o B rent for the above decisions,

Objective 3: Deternine and describe the
T .-urgency of the problen to
“the patient, his family,
and his community.,

oA

/ Understand the major differences belween @
seaunity health care facility (such as an
1 hospital ) and a Unfuersity affiliated
teaching setting.
to; _

". Pr1mafj;C§fE,(Cnﬁf'd) S|
3 Explain !héiphysician'szrespanf

. daaling with psychossocfal ims

Qbictive 1: valuate findings available fot-
3 _apﬂkﬁaﬁaﬁﬁsmEﬁﬁm-
social inpact of his disesse
O on‘the patient hinself and s
O inrediate social environment,

2 Recomnend and Justify treat~

The student will be able

. Gritically diécuss'théfEUrheﬁéiy acégpted,sn;ag

: : 1'ethic
‘regarding the physician's responsibility and:approache
to dealing with

to the variety of intrazand inter:house resources for .-

mm@mmmﬁmmmmmﬂmmmmmgquu

ferrals. .+

wrmR e e
[

. Mo and hscuss the copnitive process utiized |
_ thEvdesisienemakingjprocess,regardingithéiappre}

priate treatment. ©

of ‘special problems and nodel appropriate handlings. -

the psychc=;ncialcancémnitan;s;af\Qif;:v« i h»'ﬂxﬁ
sease . Further the preceptor should orient the student .\

3.hﬁﬁﬂﬁeﬁéﬁﬁﬁtmmﬂﬁﬁﬁ1ﬂ@éﬁpqﬂﬁgf y7 (6
* soctal.distress both disease specific and more generally. - -
‘mm@@$ﬁ$Mﬁamﬂﬁmbmmmmwﬁ§_“'““

5. Discuss with the student the urgency and disriptiveness 1" 3,




L‘INICAL SOAL- Pr1mary Eare (Cﬂnt d)

%Ewﬂ mnmmm&mm
o . in policies, procedures,
-~ goils, and practices be-
tueon 3 comunity hos-
pital &ad & teiching
haspital..

ive 2: Describe the differences

. fn patient population, both
in-terns of economic status
and distribution of medical
. problens, batueen a comunity
. hospital and a teaching hose
pital, -

Describe the nplications of
: | fncreased enohasis o prinary
g care 10 a comunity health

o care facility { as conpared
to-& university affiliated -
setting) on physician de-

Tivered care,

- Chjective

el

SH

The prECEptar mH

I, D1dact1caﬂy trofuce the student ta the- po’hmes R
pehmes pncedures ard gaals 1dent1
_ﬂm&wwMMMHMWn

?cununumty B d a eaching hospltal

procedures, qoals and practices of the commnity .

health care factlity,

zmmﬁmmammmﬁummmmwmm

mmmmmmmmmHMMMEMWW
ﬂmmmmmmmmﬁ

3. Discuss with the stdent the differential comepts
~of prinary care in the two settings and the' mph-

ﬁmmmmmMm

"_‘DraHy (ur in wr1tmg}

Mw@ﬁdﬁmmmmwm

* population, both in terms of. eccnamxc
s@uﬂnmmmmhmm

' prnblems Detween i corrmum y ind. a

| ‘teathmg hﬁvnta]

 mm(mmmmmmwﬂmm;

#merWHﬂmmwmmi
< enphasts on prinary care in.a commnity -
- health care faciity. (as comaredto &

‘mmmwmmmummnww

rgieian de‘H\ery care”

ﬂ




(bjective 2: Differentiate between_Iongia
= tudina] and episodic health
care delivery.

Oojective 3: Explain the major elenents
of continuity of care.

thiective &: Describe a closed nadicel
conmunity and ts inpli=
cations to medical practice,

i

Understand a

. CLINCAL G0N, Continty of Care

The student wil] gain knowledge and skill in
providing comprehensive, continuous health
‘care on & longitudinal basis.

" practice the principles

of continuity of care, particularily

~yithin a ¢l
student will

OILEDSE

Oojective I

osed medical conmunity. The
be able to:

Define continuity of care,

Jongitudinal treatnent, epi

sodic treatnent and closed
nedical commnity,

The preceptor will:

1, Elaborate fD%/with the student the operational

definition of continuity of care, longitudinal

treatnent, episodic treatnent, and closed .

‘medical conmunity,

care for B0 ncabers, clarify elerents
which differentiate this planning from that .
which relates only to episodic. -

3. A) ldentify the basic charscteristics of a
closed redical comunity manifest at your
0 facility, | .
B)DwﬁgﬂemmgaFMﬂﬂcﬁe&Hﬁw;-

identify functions, patterns ang trends, etc.

~ which-are changed by or a result of the
 comunity being closed. -

2, During the course of planning Tong-term health . | &

Descrive th N nust fmortant’ -
" differences between longitudinal
“and episodic health care delivery, .

Define the s
: (ontinuity of Care
Longituda! treatmant -
5Episodié:tréétmént' b |

Ldentify the N major elenents of "

continuity of health care and ex--

‘plain how thay impact upon health
~ care gelivery. :

R

 Vhat are the implications to health -

care of a ¢losed edical conmnity?




: ,"‘CLINCIAL GO, Continity of Care {Cont'd)
ﬂb"ectwn Distuss the differences and T How dnes inng term hedlth care de
' sinilarities in delivery : ~ Yivery differ betueen open fee-fore
of long-tern health care | - servicn:and closdprmmd medmal
~within a closed prepaid - - curmmhes?
conmunity and open feg-for. |
service comunity.

Objective 6: Evaluate studentsdelivered | 6. Evaluation of the student.delivered
care to the extent that . e, ldentify the preceptar whase.
principles of practice in ‘ continuity-of care-processes within.
d closed medical commnity ‘4 ¢losed nadical EOrmdmty Were'.
and continuity of care B apphed ' | S
Wera properly applied, '

Mkl R |
v Demonstrate at a level appra- | Selact patients whose medical progress over time 1. Given nitients' charts se1ected
priate to his training, de- can be veasonably predicted and parnit the student *prior'fo the clerkship, and re<
Vivery of health care on to nanage their treatment with mininim superwswn 1T on 0T it forpanntngand e
longitudinal basis in a over the period of the clerkship. ' Nivering requ’ned health care (mlh‘ln
- losed redical comunity. | the Jinit of the stutent's Tevel) -

durmg the clerrshipy: the e student
Hi1l- satisfy the preceptor with re=
spect to-his amhty to; |
) - Evaluate prior therapy
B) Develop-a treatment plan
, () Interact with the patient - -~
D) Manage the appropriate therapy,
' 1,6, deliver the care
a4 !




B ik SES ) GHRLIGS NS h.luu.h ,),1? o LTI RETHGDS.

=

L1, PRACTICE CRGINTZATION AND MANAGEMENT GOAL (Cont'd) L
| 11, Provide support and counseiing per-
tinent to interpersonal relationships.

1. Serve as an effective role nodel fn
s relations with office and hospi-
tal personnel, peers, students and
Others. '

13, Serve ) m]e rmde] in hxs hfe

prﬂfesswna] and personal resp(m
§ibilities and interests,

14, hare his rationale for priorities
ind decisions in working out equi-
tihle professional and personal 1ife
(Orm i Thents,

18, Discuss openly with the siudent he
needs of medical practice, the commun- -
ity, and self which nust be considered
i establishing realistic plans for
professional and personal life,

16, Discuss the student's future carer
Mlins in terns of his/her personal

ind professional atteibutes,
i
nin
iy
aFi . l
¥ ]




- INSTRUCTIONAL: [

10, PRACTICE ORGRTZNTION KD KAAGENENT GOAL (Gont'd)

i

Understand the principles of cost effec
Liveness in health care delivery including
the differences typically found in a pre-
paid system,

The student will be able to:

Objective 1:

Explain the principles
of cost-effectiveness in
health care delivery.

Objectiva 2 Describe and expiain the

- differences in the appli-
cation of cost effect-
iveness principles in health
care delivery within a pre-
paid systen.

Objective 3: Evaluate the care pattern

delivered for 3 particular
disease and patient, and
determine if hhe de]ivery

1,

Instruct the student in the principles
of cost-effective nedicine as applied
in an B0 setting and in fee-for-ser-
vice practice.

Vhere you feel vour cost-effective
practice differs from conventional
practice, explain how your pattern
differs.

- Uhy you make the d1ffer1ng manage-‘"

ment decisions
- How the patient benefits
« How the group bénefits

;UME;msuﬁMhﬁdéwawCﬂa

show where his care pattern could-be
nore cost-effective and reinforce

posat1ve1y cost-effective management
thoice using the question in #2 above.

¥
W

Orally (or in writing):

1. What are the principles of "cost-
effective’ health care delivery!

2. How does the app1icat1gn of"costs
effective” practice principles
dﬁﬁrmanFﬂﬁﬁmgﬁmtw
applicasion in fee-for-service -

practice?
Who benefits?

‘.Hnu do they benef't?

3A&mamﬂnmm%"

1. anily costeffective prine - -
¢i;las 1o the treatwewt p1an,

2. istify choice of pat‘ent wns
qedent on the basis of cost-
effectiveness orinciples.

B, Given a patient work-up and
summry of care delivered

1. Tduntify where cost-effective

meJsures. have been correctiy
applfed,

2, ldentify costeeffactive mea--
sures kiich could/should have

betn used. i
3, Give a rationale for your chofcess -
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o Hi LCM; ARD URIECTIVES

INSTRUCTIONAL ETHODS

cwelln

HI COSONITY GOAL

The student will cain Enowledge of and
skill in dealing with and using com-
runity resources which relate to health.
The student will be able to:

Wietie 1

Objective 2:

Objective 3

Bistive &

Descride the major health hazards
in the community.

Describe the appropriate role of
the M0 physician with respact to
these hazerds.

'dengify 85 sentla1 suppnrt ng
the cammunity ahdfﬁheir'f&nctions
as they relate to health care.

Work with conmunity agencies and
professionals in augmenting health
care delivered by the HMD.

The preceptor will:

I,

1

e dl|

Orient the student to major community health
hazards during the early part of the clarke
ship.

Point out to the student evidence of com
munity health hazards when individual
patients are affacted by them.

Serve as a role nodel through his action
toward the reduction of such hazards:

Discuss contrasting roles taken by various
physicians in the community, evidencing
the-interplay between community needs and
the physician's personal sty]es talents
and attidudes,

Aequaint the student with the use of direc-
tories for service, medical and non-medical,
in the cammunity.

Pnint out agﬁneiés he uses‘in patient care and

pat1EntS hich E11c1t jdeas TEgaFd ng which
agencies might provide useful services in
specific areas,

Aequaint the student with key people in the
comunity and their contributions,

Facilitate student contacts with these persons,
especially when an fssue relates to patient

~ care or specific student project.
, Facilitate student involvement in community

where action is being taken on behalf of health
hazards.

1.

mmmhmmwmmmsf

1n the conmunity.

iAﬂwM%mmmé

4, Hith N selected patient(s) who s

nf the 40 physician with

B. Is this role approprizte and
effective? Justify ycur o
response..

. (Ihe student may select 2 given -~
wmmﬁJMﬂmcyeammt%mh
¢y or one may be specifically
ﬁmmﬂ Describe the role of .
the agency in the come -
wanity and the means by which an
¥0ﬂﬁﬁﬁnﬁnﬁmaﬁ%5ﬁr¢

auguenting the health care de11vered
t hPU nanbers. ' Wl

can benefit from conmunity health: -
sarvices, the student will serve "f
s the FIQ and pat1ert § 11a1snn
care fdk'the'hat1ent ta the satise
mamﬁmEWQMr




L LT

LGNS A QUCTIVGS TS

i ]_,E‘ . - i

Y, 10 O ENE 3L

Tan st 11 acnuira knoulesne of and exparionce
ulth 2 seaspaid h2alth care dalivary systen Lo
fnﬂﬂﬁeamm1ﬁwmdmmwcﬁﬁc@ﬂﬁm,

Al

Undapstand the funcilon, thaory, organizati onal
struciure, and 120a] and econontc aspacts of
[9's and diffarantiats these from fonafor
sarviee system,

Taa student uill ba 2ble to!

(EE

Oyisctive 1t Explain tas ortantzationd]
= structure, logal, econonic, and

adrinfstrative principles and
functions of HO's,

Erlats the organfzatfonal
geructara, lenal, econelc, ane
ad=tnistrative pincinles and
functiens of the faeforsservice

o

i
.
I
e
gl
-
(=71
s2¥
-

1, AN objectives should have didactic prosens
tation, with anpropriate audiovisual support;
pither In larqa or small qroups,

L

that are tha ornaniza-
tanal structurs, Tamal,
aemesle and admindstras
tiva ~rfaciales and

functins of 11's?

Tais my ba cvaluatad byt |
f, Short ansuar Auase
tians ;,

B, Msjactive miasiions

it are 410 opranizze
tHen] structura, 195l
seennaic and aé=fnistrativa
princialzs ad fusciiens -
of fanaforasarvics sistems? -
Tals may be avaluriec ot

, §y5LaMs,

A, Short ansuar quess

toms .
| n, Osjective quastions
;
i
;
! 3
* #
1
] i ) e ;) |




" IITRCTIOWL CUALS A OWECTIVES

ISTRUCTI0HL oo

OAL (cont'd )
{entrast the organizational struce

ture, legal, economic, and adnins
istrative principles and function
of the MM vs, the fee-for-service
systens,

140 EXPER! E
DTHﬂE3

Explain the advantages and dis-
advantages to the consurer of pre-
pafd redical service and medical
insurance.

Objective 4:

{ompare the advantages and disad-
vantages 1o the consuner of pre-
paid medical service vs. medical
insurance.

Objective 5

Explain the patient/physician
relationship in an KY( and &
fee-forservice setting

0b jective b:

Observe the patient/physician encaqnter in an W0, .
Encounter patients in an HID,

nedical insurence, el
This,may he evaluated by: -

hhat i the dlffereucss

nammuﬁmm]ﬂwnwm

“eqal, econamic and adine S

strative principles and fune

tions of the Hi0's vs. the fees -

Toreservice systems? .

This may be evaluated by~
A, Short answer questions -
B. Objective quastions
. Essay questions

MMMMHMMMMH'
of prepaid medica) service and -
nedical insurance?

This may be evaluated byt

A, Short ansur questions

FR

B, Obfective questions.

Contrast the advantanes and dis--
advantages to the consuner of - .
orepaid medical service:ws, .

A Shart answer questions
B. ijéctiVé'questiﬁﬁs
C. Essgy quest1uns

hat | is the Pat1ent/phyflcian
relationship in an W0 end

‘BﬁHWEMEﬂMW‘_'

This may be-evaluated by:
A Short answer questions
B, Objective questions
G, Essay questions .
D, Providing the student’ -

the opportunity to ens
courter. patients in the. .
4 setting and observe .
these encounters, - -
299
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LGOS A GRLCTIVL

AU

Iv. O EXPER'EHCE GOAL (CGnt d, )
Ojective T: Contrast the patient/physician

Objective 8:

Oojective 9:

Whh%ﬁm1nﬁEHOﬁ;ﬂﬁ%
for-service setting.

Explain the advantages and dis-
wwnmgstomepMNcwnnf
operating in @ consumer-run
arganization,

Explain the procedures necessary
to establish an HY0 in & mediun-
sized metropoliten area in which

sueh 2 facility does not presently

exist.

10; Evaluate the adequacy of &

proposal to establish an HKD
and justify the evaluation.

Observe phy51c1ans operating in a consumer=run
organization. Deliver health care in a consumer=

run organization,

Provide a simulated experience wnere the student
goes through the procedures of establishing an
0mammem&dmﬁ@ﬂﬁmamm

Evaluzte the proposal prepared in the sinulated
experience above and explain the evaluation,

lhat are the d1Fferen¥Es~1n
the patant/pby51:1an relations
ship n the 110 vs, 8 fea=for= -
service setiiry!
This may be evaluated by:

A Short answer questions

B, Objective questions

¢, Fssay questions

What are the advantages and
disadvantages to the physician
of operating in a consumer
wun orgenization?
This may te evaluated by:
A Short ansuer questions
B, -Objective questions
C, Essay questions

\Ihat procedures are necessary
=0 estayiish an H0 in 2
nediun §ized metropolitan ared
in which such & facility does
not presently exist?
This may be evaluated by:
A, Short answer qu;stians
0. Objective questions
€, Successful conpletion of
1 sinulated eiperience” -
of establishing an BHD,

What constitutes an adequite
proposal for the establish-
rent of an H#d?
This may be evaluated by:
B, Short answer guestions
B, Ghjective guestions
(. Essay ql.estmns
0, Successful completion of
evaluation and justifi=
cation of sane of pro=
posa] pregared for simu-
© ated experience.




STAICT:GRAL COALS, M) OBJECTIVES

. T L
lN%IIUCfJUHAL HETIO0S

1y, K40 EXPFAIEACE GOAL {cont'd.)

Ohjective 11: Explain the process by which
a consuner joins an M0,

Onjective 12: Explain the advantages and dis-
advantages to the consuner of pre-
paid medical service and fee-for-
service care,

¢ Contrast the advantages and dis-
advantages to the consumer of pre-

- paid medical service vs, fee-for-
service care,

Explain the role and responsibili-
ties of the physician in an KK
setting and in a fee-for-service
group practice setting,

Objective 14:

ties of the physician fn an H
setting and in & fee-for-service
group practice setting,

Contrast the role and responsibili-

Provide a §inulated experience which allows
the student to go through the process of joining
an Hi0,

Observe the consuner receiving cave in @ prepaid
medical servige faci]ity Deliver care in 2

Provide a sinulated experience which allows the
student to be a consuner in 4 prepaid service
facility.

Observe the physician pract1E1ng in an HHO.,
Deliver health care in an HHD.

11,

A does ¢ consuner Joinan

Hi0?

This may be evaluated by:
A, Short angwer questions
§. Objective questions . -

lihat are the ¢ivantages and
disadvantages 10 the consumer -
of prepaid medica) service
and fee-for=service?
This nay be evaluated by:
A, Objective questions
B. Short ansuer questions
(. fssay quessions,

What are the differences to

the consuner of prepaid med»

ical service v, fea=for-

service carel

This may be evaluated by

" A Ohiactive cuestions - -

B, Shart answer questions -

(. Essay questions .

3 HMtistherﬂeandrﬁpmsﬁ%r

ilities of the phyf]tlan inan .-
B0 setting and in a faefor-
service group practice setting?:
This may be evaluated by:

A, Objective questions

B, Short answer quest1ﬂns -

C, Essay questions f

hat are the differences in -
the role ard respansibilities -
of the physician inan i)
setting and f ina fee=fur-
service group practice sett! ng?
This may be evaluated by:

A, Objective guestions

B Short enswer guest] ﬁgf'
0. Fssay questions o 9




A _ H?O EXPERIENCE EUAL (Ennt d.)

| Ob)ect1ve 15 Exp}ain the behaV1ur and attitules
. mmwmws&hmhahhﬁmw
" patients enrolled in I¥0's

- GOAL

—

ﬁeveiup knowledge of the skills in those prac-
tice! features and medical practices which are
characteristic of an W40, using Group Health

Eanperatue at Puget Snund as the focus.

SUBGOAL 1-A
Urderstand the differences between HiQ's and
fee-far-service settings in the use of the
telephene in delivering health care,

The student will be able to:

Objective 1: [Ditrerentiate betueen the
tﬁWmauﬂmEhMﬁ
management of patients.in fee-for
service and prepaid settings,

LT 1 : ¥ .

" Chserve behavior and attitudes of neabers .
seeking health care in an 0, -

ﬂbserve telephane management af patients in
'@ prepaid setting. SO
Hm@ummmmmmﬁummmig
prepa1d sett1ng ' S

Th15 may be evaluated hy
A Ohjective questinns

C &ngmm_

%ﬁathdﬁ@ww&ba
__=:heen tachnioues wsed. in -
 telephone managenent of patien
- An-feesfor-service and pre
i ”settlngs7 S
Th1s may: be. evaluataﬂ by:

A Dbgezt1va quesE1urs
B, ﬂmﬁaﬁwrmﬂﬂms
. Essay questions .
D 0bserv1rg students app

ing-technique cf: tele-

~fents-in the prepa1d
-;sett1ng

phone- managemert of pa



‘ w ma EE EHCE GOAL (cant 6)

‘Ommggﬂﬁmmﬂmmﬁwﬁﬁ
telephone consultation in fee-

for-service and prepaid settings,

| Oojective 3: Differentiate between telephone
; : patient referral in fee-for-
| . service and prepaid settings.

SBGOAL 1-B

. Understand the purpose, ﬁrgan1zat1ﬁnal struc-
ture, and function of the walk-in emergency
service of fered at Group Health Cooperative.

TEND
o]
Woms

5‘; i E

%ﬁweﬁhﬂﬁe&mﬂ&ﬂ%smapnmm
setting, Perform telephone: consultaticns in
3 prepaid setting

%mwememmemﬁmtmﬁnﬂsmapmﬁm 

setting, Perform telephone pahient referral in
4 prepaid setting. - :

;mnmmnﬁmm

“belueen use of telophone -
- consultation' in-fee=for
services and prépnxd Sé,'

ings?

This mey be eva]uated'iyi;

A Objective questions
B, Short answer question
©(Essay questions
0y=~(bserving studants pe
mmMEM%me
- consultation in'ap
“paid setting,

. What are. the difforencos

betvieen telephane patient

*raferrals ina feeefore
service and: prepaid satting?

- This may be evaluated by;

.. Objective questions -
'SMMEHNFM%UM
Essay questions .
Observing studant ¢
forning 2 telednone -
‘mtem;eﬁwﬂ1na
prepaid SEtting

== :m:-
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.10 ENPIRIECE GOL {em'd.)

The student will be able to:

mmMHmeﬁmmmmm$ME
ST offered at Group Health Coops
“ erative, explain the:
- purpose
- organizational structure
- function

SUBGOAL 1-C

W®SGth§HHsﬂdwmhmiMMEd
in the nanagenent of the 110 health care team
in both preventive and therapeutic roles,

The stﬁdent will b able to:
1: Define the role and the res-

ponsibilities of a1l profess-
jonal, para-professional, and

Objective

non-professions] menbers of the

Group Health health care tedm.

1 By didactic presentation, explain the purpose,
organization and function of the walk-in ener-
gency clinics, R

mewmmmmmmmmmm
the clinic in operation and: o
- elicit questions from student regarding
the clinic A
- respond to elicited o spontaneous student
questions - ‘ B
3. Provide the opportunity for the student to .
function within the valk-in energency clinfe -
to the level of his training. A

1, Didactic presentation of:

~« the-roles- and responsibilities of various
nebars of the health-care team, e.0iy
Impwﬂﬁm.ﬁﬁkﬁnﬁﬂﬂﬁLDWE
practitioner, nurse (both registered and
practical), nursing aid, social workers -
ward clerks, ete. :

- managenent principles such as delenation of
duties., oral and written reporting patterns,
role and responsibility definitions, etc.

- conflict resolution stratenfes such as active
listening, "sounding board", confrontation,
non-directive, etc.

1i

Answer'thé:fa]]é&ing_e_g.;,
in writing or-orally to the -
satisfaction of the pre= &

Cgeptors

©What ds ther

" sibilities.of the foilowing -
- health care tean menbers 35
“they are used in the A0 -

Aternate: - ..

Smarpose o T
= organizationd] structure

-+ function T

of the energency walk-1n clinic.

MﬁnewerMEamﬁewﬁ

setting: o

- (Select as many tean
- erters a5 desired).

- Provide severe] role de
criptions as found in t
specific W0 setting ex
perigncad by ihe stucen

~ and require idestificat
of the tean memeer,

- Other multipla chice itens




ST .J-;n;m’;» GCU\LS A QMECTIVES

o ObJECtIVE 2

w‘ " .wo cxpza i GDAL (ent', )

 Describe and exp1a f the rationale

for each tean rember's pasi-

~tion in the organizational hier-

(hective 3
Chyective 4;

p@jectiva;5:

wmyﬁﬁmmHEHhM®HHWa

.%xnﬁtmmﬁmgnmwksﬁ

utilizing and managing a health

care toan (1nc1ud1ng nurses, social
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ABBREVIATIONS

Areas other than internal medicine
The physician will be able

Given a series of statements

. Select those which are true



L. INTERVIEW OBRJECTIVES

1. TPWEA to:

a. gutline the basic steps and the substeps of conducting a medical interview.

b. State the role of non-verbal cues in the medical interview %25 physical
examination, |

c. Use non-directive questions in the medical interview, as judged by a 7
senior medical observor.

d. State the seven general questions that must bé_asked regarding any symptom.

e. Adequately elicit historical information about the present illness,
past medical history, family and social history, and the review of
systems, as judged by a senior medical observor.

2. Given a common presenting symptom, TPWBA to ask the pertinent applicable
questions.
3. TPWBA, as judged by a senior medical observor, to:

a. Systematically examine a patient.

b. Systematically examine major body regions/systems, appropriately
applying the methods of inspection, palpation, percussion and
auscultation.

c. Demonstrate the ability of applying historical information in performing
a more specific physical examinatien.

d. Verbally present a case succintly and well.

e. Generate a problem—oriented record.

f. Use the commonly accepted classifications of diseases (e.gilthe New York

" Heart classification).
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2. UROLOGY OBJECT IVES
Drafe #2

o GASOR abot the anitomy and function of the genitourinary system, TPWBA

1o STWAY,

(B

TPWEA to:
M. Obtain an adequate history referrable to the U system as part ol the
general review of sysiems,
b.  Systematically examine  the GU system; the adeyguicy of which is to he
J'dged by a senior medical observor,
3. TPWPA {o:
a. Adequately perform a urinalysis.
b. Recognize common abnormalifies of the urine sediment.
¢. Adequately collect, examine and properly culture urine specimens
suspected of being infected with either bﬂCiE%iﬂ or mycobacteria.
4. GAS0S about the FallawingngPWBA to STWAT:
4. Proteinuria.
b.  Specific gravity/osmolality of urine.
¢. Urinary electrolytes.
d. Creatinine ulsﬂruﬁce_
e. HUN/creatinine ratios,
F.  Intravenous and retrograde pyelography.
g. Cystoscopy.
h. Renal arteriography.
i. Cystometrograms,
5.  GASOS abaut~i@ca1/re!érred'paiﬂ and gastrointestinal symptomatology of
urologic disease, TPWEA to STWAT.

TPWEA to:

L]

@. Describe common irritative genitourinary symptoms and to list their cause(s).

b. Outline the appropriate evaluation and treatment of irritative urologic

EMC symptoms in adults. ; 275 | -




A
~¢. Dbescribe common obstructive genitourinary symptons and their cause.
d. Outline the appropriate evaluation of Qbstructivé genitourinary
symptons in adults. |

7. Civen a patient with the following symptoms or findings, TPWBA to list
the common causes and/or outline the appropriate diagnostic steps:
a. [lHematuria.
b. Persistent pyuria in men/women,
c¢. Incontinence.
d. Pneumoturia.
e, Acute scrotal pain.
. Urinary relention.
g. Urethral discharge in men.
h. Peni..= chancre or wart.
i. Hemospermia.

TPWRA to describe the clinical features and treatment of:

i

)

a. Acute bacterial prostatitis.
b. Chronic bhacterial prostatitis.
c. Congestive prostatitis,
d. Henign prostatic hypertrophy.
9. TPWBA to list the indications for elective prostatectomy.
10. GASOS dealing with the diagnosis and management of the following conditions,
TPWBA to STWAT:
a. Acute and chronic urinary tract infection.
b. CGonorrhea and lues,
c. Orchitis/epididymitis.
d. liydrocele/varicocele.
e. Renal/ureteral/bladder stones. i
f. Infertility. !

g. Impotency.

[ERJ!:‘ h. Torsion of the appendix teé;i§;
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TUWIBA 1o describe the pathophysiology of urolithiasis with regard to the

=
H

role of:
i, ©Slasis,
b, Infectiomn.
c. Immobilization
d. Hypercalcemia.
e. Hyperuricemia.
12. GASOS about the management of suspected trauma to the genitourinary
system, TPWBA to STWAT.
13. GASOS about the following, TPWBA to STWAT:
a. The clinical courses of’carzinama of the prostate.
b. The therapy of carcinoma of ihe prostate.
14. ' CASOS about ihe diagnosis and management of neoplasms of the kidneys,
bladder and testes, TPWBA to STWAT.
15. GASOS about the medical complications of urologic surgery, TPWBA to STWAT.
1§§. GASOS about vasectomy, TPWBA to STWAT,
17. TPWBA to suspect or recognize each of the conditions listed below.
For each item, the physician will also be able to outline the appropriate
therapy:
a. Testicular swelling.
b. Epididymal SWElling_

Renal carbuncle.

fp]

d. Perinephric abscess.

e, Prostatic absceés.

£. Obstruction associated with renal failure or infection.
g. Paraphimosis.

h. * Torsion of the spermatic cord.
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3. OTORHINOLARYNGOLOGY OBJECTIVES
Draft #3

Given an unlabelled diagram of the outer, middle and inner ear, as well

el

as the tympanic membrane, 1'PWBA to label the indicated structures.
2. TPWBA to obtain an adequate history referable to the ear as part of the
general review of systems.
3. TPWBA to:
a. Systematically examine the auricle, auditory canal and typanic membrane.
b. Recognize perforations of the tympanic membrane.
¢. Distinguish between marginal and central perfaratians of the tympanic
membrane.
d. Describe the complications which may be seen with either a central or
marginal drum per foration.
e. Accurately record the results of this examination; the adequacy to be
judged by a senior medical observor.
4. TPWBA to:
a. Select for clinical use a tuning fork with an appropriate frequency.
b. Properly use head mirrors of differing sizes,
¢. Properly use an ear speculum.
d. Properly use an otoscope including a pneumatic otoscope.
e. I'roperly use a cerumen spoon.
f. Tist the indications and contraindications for irrigation qf the ear.
g. Irrigate the ear.
h. Remove foreign bodies from the auditory canal and be able to describe
which of these must be referred for therapy.
5. TPWBA to:
a. Describe the principle of the Weber, Rinne and Schwabach tests and be
able to describe the expected findings in each test in conductive and

S gensorineural hearing loss.
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L. List the commen causes of conductive and perceptive hearing.
¢. GASOS about hearing loss secondary to external ear cauéésg middle éar
causes and cochlear, 8th nerve or central causes, TPWBA to STWAT.
d. GASOS about the effects of hormones, drugs, noise and aging on hearing,
TPWBA to STWAT.
6. TPWBA}EQ list the common causes of tinnitus and otalgia. For each cause
listed, TPWBA to outline the appropriate therapeutic steps;
7. TPWBA to: |
a, Defiﬁe vertigo.
b. List the common meanings of the term 'dizziness' as used by patients.
c. List a series of questions which serve to distinguish between
'dizziness' and vertigo.
(1) TPWBA to 1list the common peripheral and central causes of vertigo.
(2) TPWBA to list the characteristics of centrally caused vertigo.
(3) TPWBA to list the characteristics of peripherally caused vertigo.
(4) As part of the assessment of the patient with vertigo, TPWBA to:
(2) Measure the blood pressure in both arms as well as measuriﬁg
the blood pressure in both the supine and standing positions,
(b) Listen for bruits in the neck and upper chest; look for
arrhythmias,
(¢) Examine the fundus for the preé%pcé of papilledema.
(d) Assess hearing using: |
i. a masking maneuver
ii. the Weber and Rinne tests.
(e) Assess cerebellar function by:
i. testing coordination
ii. testing balance using gait and Romberg testing.
(f) Assess nystagmus by:

i. examining for the presence of spontaneous nystagmus.

a7y




8.

10.

11.

U
e

ii. inducing nystagmus via:
optokinetic testing
positional testing (Nylen-Ulurany maneuver)
caloric testing.
(£) Describe and elicit cranial nerve signs, brainstem signs and
contralateral corticospinal tract signs.
(h) Order the appropriate tests if an acoustic neurcma is suspected.
(5) GAS0S about the following causes of vertigo, TPWBA to STWAT:
(a) " Dysbaric vertigo.
(Y Otitic vertigo (including perilabyrinthitis)
(¢} Myperventilation-provoked positlional vertigo.
(d) hematologic and endocrine associated vertigo.
TPWBA to

List those factors which may contribute to ‘the development of otitis

a5

externa (0.F.)
b. Describe the signs and symptoms of O.L.
c. List the types of organisms that may cause 0.6,
d. Describe the di {ferences between O.F. and olitis media (0.M.).
e. Describe the principles of therapy in O.L.
TPWBA to:
a. Describe the signs and symptons of acute 0.M,
b. Describe the therapy of acute 0.M.
¢. . Outline the complications of acute 0.M.
TPWBA to:
a. "escribe the signs and symptons of serous O.M. and the factors that

may lead to its development,

b. List the diagnostic considerations in serous O.M, in the adult presenting

for the first time with unilateral disease.

TPWBA to: e
=30
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4.  Recopnize and reflear patientéfwith chronic otitis media.

b.  List the complications of chronic 0.M.
12, GASOS about the diagnostic significance of various types of discharge from

the ear, TPWBA to STWAT.
13. GASOS about viral and bacterial labyrinthitis, TPWBA to STWAT.

a. TPWBA to describe the fistula test and its significance.

b. GASOS about diffuse and circumscribed bacterial labyrinthitis, TPWBA to STWAT.

c¢. GASQ

[ ]

about the treatment of labyrinthitis, TPWBA to STWAT,

14.  GASOS about the pathologic process, signs and symptoms, and treatment of
Meniere's disease, TPWBA to STWAT. '

a. TIWBA to define recruitment.

15. GASOS about the clinical findings in acoustic neuroma, TPWBA to STWAT,

16. GASOS about the anatomy and function of the nose, cropharymnx, and larymx,
TPWBA to STWAT.

-17. TPWBA to obtain an adequate history referable to the nose, oropharynx, and
larynx as part of the general review of systems.

18. TPWBA to systematically examine the nose, oropharynx, and larynx and to
accurately record the results of this examination. The adequacy of this
examination and record to be judged by a senior medical observor.

19. TPWBA to: |
a. Use nasal speculum,

b. Use silver nitrate sticks.

c. Place an anterior nasal pack,

d. Check fareosinophilia in nasal secretion.

e. Check for glucose in patients with rhinorrhea.
f. Use laryngeal mirror.

g. .Use straight and curved blaéed laryngoscope,
h. Insert an endotracheal tube.

i. Obtain transtracheal specimen for smear and culture.
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d-  Perflorm nasotritchenl suction.

k. Perform esophageal intubation.

TPWUA to outline the diagnostic steps and management of patients with:

i, EPistaxfs.

b. Nasal congestion; nasal obstruction; nasal polyps.

c. llyposmia, cacosmia, parasmigi

d. Burning of the tongue and mouth,

e. Anterior neck pain.

f. Sore throat.

g. Hoarseness.

h. Salivary gland pain and enlargement.

i. Globus.

TPWBA to list the causes of stridor and for each cause state the appropriate
treatment.

CASOS about common normal and abnormal physical findings or the oropharynx and
Given a series of culture data from the nose/pharynx, TPWBA to state the
appropriate action.

GASOS about white or pigmented lesions of the oral cavity, TPWBA to STWAT,
TPWBA to outline the therapeutic steps in the management of:

a. ngér respiratory infections.

b. Post nasal drip.

c¢. Allergic/vasomotor rhinitis.

d. Aphthous stomatitis.

e. Oral thrush.

f. Pharyngitis including monopharyngitis.

g. Peritonsillar cellulitis/abscessg

h. Paratitis.

i. Sialadenitis (including submaxillary gland).

282
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J. lLaryngitis.

k. Sinusitis (including sphenoid sinusitis. TPWBA also to list the
26. TPWBA to recognize and treat:

a. Cricoarytenoid arthritis.

b. Acute epiglottis,

c. Angioedema.

d. Cafégcﬂranary
27. GASOS about tumors of the oropharynx and larynx, TPWBA to STWAT,

28. GASOS about the use of nasal sprays and decongestants, TPWBA to STWAT,




Draft #4

1. Given the following unlabeled diagrams, TP%gA to label the indicated structures
a. Sagittal cross-section of the eye.
b. The eyelids and lécrimal glands.
2. TPWBA to:
a. Obtain an adequate history reféréble to the eye as part of the general
review of systems.
b, Accurately record the results of the eye history and examination. The
adequacy of' this record and examination to be judged by a senior medical

observor.

L

TPWBA +o:

a. ;Cérrectly locate opacities or lesions located in the cornea, lens,
vitreous or fundus. -

b. List the systematically examine the structures to be examined during
fundoscopy.

c. GASOS or fundoscopic pictures about normal and abnormal findingé of the
disc, retinal blood vessels, general fundus backgraﬁnd and macula, TPWBA
to identify the true statements or recognize the condition presented.

4, TPWBA to:

a. Determine visual acuity using either the standard or pocket Snellen chart.

b. To check gross visual acuity via pinhole sight.

c. [Examine visual fields by gross confrontation.

d. Test for color vision.

e. Use a Schiotz tonometer and list the indicatiaﬁs énd contraindications
for its use.

f. Use a slit lamp for examination of the anterior chamber.

(1) Use oblique illumination for detection of cérneal abrasion.
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¥. Remove foreign bodies from the lids or bulbar conjunctiva.

h, Apply an eye patch.

(8

Use sterile fluorescein strips for examination of the cornea.
j. Do schirmer test,
k. Obtain specimens from the conjunctiva for smear and culture.
' 5. Given a patient who complains of a red eye, TPWBA to list and recognize
those characteristics which distinguish these conditions:
a. Conjunctivitis. | -
b. Iritis..
c. Acuté glaucoma.
d. Corneal infection or trauma.
For each condition, TFWBA to outline the appropriate therapeutic steps.
6. For each sign or symptom listed below, TPWBA to:
a. List the common causes of each-sign/symptém
b, State the appropriate followup questions.
c¢. Outline the needed diagnostic studies,
d. Indicate which conditions require referral to an qphthalmglggist.
(1) Subnormal visual acuity.
(2) Pain or discomfort of the eye.
(3) Change ‘of appearance of lids, orbit or eye.
(4) Diplopia.
(5) Discharge from tﬁe eye.

(6); Increase or decrease of eye secretions.

~1

GASOS about the effects of aging on the eye, TPWBA to STWAT,
8, TPWEA to:
a. GASO0S ébout common abnormalities of the eyelids or e~niurcv: .o STWAT,
~ The physician will also be able tg‘indicate which of thezz  onditions
require-reférral to an ophthalmologist anﬂ be able to outline the

ERIC . . treaﬁnent zFor the’ remalmng canﬂitlcns 2 85




10.

11.

12.

A5~

F; Given a pitient suspected of having a corneal f(oreign body or abrasion,
TPWBA 1o:
(1) Measure visual acuity as the initial step.
(2) Outline the diagnostic steps to be used.
(8) Describe the treatment.
(4) Recognize the early corneal infection and immediately re?ér patient
to an ophthalmologist,
c. TPWBA to provide emergency treatment of alkali and acid induced
conjunctivitis/keratitis.
d. TPWBA to outline the emergency treatment of corneal or scleral laceration.
TPWBA to recognize the following conditions and take the appropriate action:
a. Herpetic keratitis.
b. Corneal ulcers (especially due to pseudomonas).
c. Orbital cellulitis.
d. Central retinal artery occlusion.
e. Chronic glaucoma (acute and chronic ~ see obj.#5)
f. Vitreous hemorrhage.’
g. Sympathetic ophthalmia.
h. Unilateral exophthalmous of recent origin.
TIWHA to recognize and grade the fundoscopic abnormalities of:
a. Arteriosclerosis. B
b. Increased blood pressure (including malignant high blood pressure).
c. Diabetes.
CASOS or pictures referring to the ocular manifestations of systemic diseases,
the physician will be able to select those which are true or correctly identify
the picfurési
TPWBA to:
a. List the commonly used mydriatics and theirfside effects.
b. State when a pupil shéuid or should not be éiiated;

c. Estimate the depth of the anterior chamber by oblique illumination.

L i e it
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GASOS about the following, TPWBA to STWAT:

i1.  Cycloplegics

" b, Drug therapy of glaucoma, especially interaction with other drugs.

TPWBA to:

a. List the indications and contraindications for the use of topical ocular
steroids.

b. List the complications that may occur with the use of ocular steroids.

GASOS about the following, TPWBA to STWAT:

a. The use of topical ocular anesthetics.

b. Diagnostic dye solution,

c. Lubricating agents.

GASOS about communly used topical ocular antibiotic preparations, TPWBA

to STWAT.

NEURO-OPHTHALMOLOGY OBJECTIVES

l7§

18.

19,

20.

21.

22,

GASOS about the optic nerve and visual pathway, TPWBA to STWAT.

GASOS invglving the optic nerve or tract, TPWBA to describe the resulting

visual field deficit.

TPWBA to recognize optic neuritis.

a. GASOS about the etiology, clinical findings and treatment of ontic
neuritig, TPWBA to STWAT.

TPWBA to recognize papilledema and list the common causes thereof,

TPWBA to recognize optic atrophy and list the common causes thérgaf.

GASOS about the following pupillary abnormalities, TPWBA to STWAT:.

a. Argyll Robertson

b. Tonic

¢. Horner's syndrome.

d. Anisocoria.

e. Intracranial hemorrhage (fhalamic; cortical, cerebellum, pons).
GASOS about gaze palsies, TPWBA to STWAT, (frontal, occipital,lesions, brainstem).

’E:SFYP ' RS LR e
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25.

26.

Tk
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30.

29,

ASR
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a. TIWHA to recognize oculogyric crisis.

=

TPWBA to clinically recognize paralysis of: oculomotor, trochlear or abducens

nerve.

a. GASDS.about the causes of parulysis of the oculomotor, trochlear,
and abducens nerves, TPWBA to STWAT.

TPWBA to list three types of nystagmus which may be normally elicited.

a. GASOS about pathologic nystagmus, TPWEA to STWAT.

TPWBA to define amaurosis fugax.

a. GASOS about the etiology and treatment of those conditions associated
with amaurosis fugax, TPWBA to STWAT,

TPWBA to recognize subhyaloid hemorrhage and state the significance of

their findings.

sAS0S about the phaeomatoses, TPWBA to STWAT.

GASOS about toxic/nutritional amblyopias, TPWPA to STWAT.

GASOS about the ophthalmologic findings in migraine and related headaches,

TPWBA to STWAT.

(blurred vision, scintillating scotomata, homonymous hemianopsia).

2838
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ORTHOPEDIC ORBJECTIVES
Draft #5

Given a patient with a musculoskeletal disorder, TPWBA to elicit an

appropriate history and perform a systematic physical examination.

TPWBA to:

a. Measure andxreeard joint motion using the American Academy of Orthopedic
Surgeon's criteria.

b. State the normal range of joint motion of spine, shoulders, elbows,
wrists, MCP's, hips, knees, and ankles.

c. Identify weakness in a major muscle group.

GASOS about the following, TPWBA to STWAT:

a. The normal and pathologic anatomy, of the vertebral column and large joint.

b. Normal synovial fluid.

c. The synovial fluid in inflammatory, infectious, degenerative and
traumatic conditions.

d. The natural history of a healing fracture, bone, ligament, and tendon
injury.

3

The factors influencing the healing processes of bone, ligaments, and

T

tendons,
Civen a list of major peripheral nerves, TPWBA to describe the associated

sensory and motor distribution.

‘Given a series of major spinal nerve roots, TPWBA to describe the associated

dermatome.

TPWEA to:

a. Aspirate knees and bursae.

b. Apply finger, writs, elbow, ankle, and cock-up splints.
c. Apply a sling to the upper extremity and/or sling/swarth.

d. Inject bursae and tendons, exclusive of hip.
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ollect properly .ind analyze joint [luid appropriitely using gross and

microscopic techniques,

f.  Interpret bone films of the extremities for fractures, localized
demineralization, subperiosteal resorption, cortical erosion, cysts,
osteophytes, and normal distribution of sesamoids, common anatomic
variants, epiphyses (especially epiphyseal fracture).

g. Identify common radiologic anatomic variants.

h. Identify epiphyseal fractures.

1. Stabilize [ractures to permit safe transport.

j.- Pertorm a 6igi£al nerve block.

7. TPWBA to:
a. Diagnose and treat ligamentous and muscular strains of the low back.

b. Describe and elicit findings in L3-4, 14-5, L5-81 disc syndromes.

c. State when acute disc herniation reprESEﬁts a surgical emergency.
d. List the causes for low back pain other than muscle ét;ain and disc disease.
8. TPWBA to:

a. Clinically distinguish bursitis from arthritis.

b. Recognize olecranon and prepatellar bursitis.

9. Tor each condition listed below, TPWBA to take the appropriate measures

as defined,

MAJOR HEADINGS Diagnose Only Diagnose/Treat Diagnose/Refer
(treatment may ,
not be needed)

Neck, Shoulder, &Jaw
Torticollis X
Cervical root syndrome : X

Cervical disc X

Thoracic outlet syndrome X
Subacromial bursitis X

Bicipital tenosynovitis. ) X




MAJOR HEADINGS

trozen shoulder

Cuff/supra spinatus téars
Biceps brachii rupture
Shoulder dislocation-anterior
Shoulder dislocation posterior

Acromio & sternoclavicular
dislocation

Snapping jaw
Dislocation jaw

Elbow, Wrist, & Hand

Dupuytren's contraction
early)
Ganglion

lelon (Whitlow) including
herpetic infection

Paronychia

Traumatic wrist injury

Sprain & dislecation, PIP,
DIP's

Subluxatic:. dislocation
thumb ang MCP!s

Carpal tunnel syndrome

Calcific degenerative and
inflammatory disorders
cof the wrist

Tenosynovitis, suppurative

Trigger finger

de Quervain's tenosynovitis -

Traumatic tenosynovitis

A56
B -

Diagnose Only
(treatment
may not be
needed)
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Diagnose/Treat

Diagnose/Refer

X

X

X

X emmmmmeed=3 X (if not

X [

easily
reduced)

X —:—ss—ﬁe—si-ﬁ X (for re-

currence):




MAJOR HLEADINGS

Mallet finger, loutonniere
deformity, profundus tear

Tendon lacerations

Olecranon bursitis

Tennis elbow (epicondylitis)
Stiff elbow

Ulnar nerve contusion
lVorearm contusion

Spine, Thorax

Pectus carinatum

Pectus exedavatum

Tietze's syndrome
Costocartilage separatus
I'ractured ribs

Acute lumbo-sacral strain
Scoliosis

Low back syndrome

Aseptic necrosis

Trochanteric (deep and super-
ficial) bursitis

Iractures of the hip

Slipped capital femoral
epiphysis

Knee

Derangement of medical

lateral menisci

o
B
=

ST

Diagnose Only
(treatment
mity not be
needed)

Diagnose/Treat

Diagnose/Ref

A==--X(if severe




ml

JOR_HEADINGS

Injury of collateral/
cruciate ligaments

Referred pain syndrome
involving the knee

Quadriceps/patellar ligament
rupture

Chondromalacia

Osteochondritis dessicans
Subluxing, dislocating patella
Bursitis around knee

Popliteal eyst

Ankle, Toot

Flat feet

Sprain ankle

Cavus feet

Metatarsalgia
Plantarvneurama

Peroneal spastic flat foot
March fracture

Hallux valgus .

Hallux rigidus
Hammer toe
Achilles tenosynovitis
Achilles burgitis

Plantar fasciitis

A5y
@ -

Diagnose Only
(treatment
may not be
needed)

Diagnose/Treat

Xmmm e

Diagnose/Refer

==~% X (if in-
~ stability
present)

X

X

X
X
X(possibly)

X

> X (if
symptomatic
or en~
larged)

X (if

severe
gymptoms)

X

>% (if

severe
symptoms)




MA”E@,”EA“'NEH Diagnose Ouly | Diagnos/Tread Dingnoge/R

10,

13,

(1roeiatment
may not bhe
needed)

Plantar wart e RS, 3
Plantar keratosis Rl I )
Achilles rupture X

Plantaris & gastrocnemius
ruptures X

TPWBA to:
3. Define osteopo:

b. List the causes of pgeneralized osteoporosis.

[

CASOS about the clinical features and management of osteoporosis, TﬁWBAi
to STWAT,

d. Diagnose and manage osteoporotic vertebral collapse. e

GASOS about the clinical findings, complications and treatment of Paget's

disease, TPWDA <o STWAT,

TPWBA to:

a. Define osteomalacia.

b. List the causes of osteomalacia as well as the general principles of
treatment.

GASOS about the pathophysiology, clinical symptoms, and treatment of

fat embolism, TPWBA 10 STWAT.
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6. GENERAL SURGFRY OBJLCTTVES
Draft #2

General

1.

-

5.

Tec

CASOS about the natural history of wound healing, TPWBA to STWAT,

a. GASOS about the adverse effects of various local &nd systemic
factors on wound healing, TPWBA to STWAT,

GASOS about antiseptic principles (including topical antisepties,

wound cleansing, prophylactic antibiotics and bowel preparation),

TPWBA to STWAT,

a. 'The physician will demonstrate adequate antiseptic technique in
the management of a skin wound, the adequacy judged by a senior
medical observor,

GASOS about wound infections and the infections associated with localized

pathology (e.g. cholecystitis, diverticulitis, skin infection etc.)

including regional and systemic di fferences in flora, TPWBA to STWAT,.

a. TPWBA to outline a rational approach to the treatment of infection
associated with G.I., G.U. and Gyn pathology.

GASOS about the natural history of thermal, electrical and chemical

burns, TPWBA to STWAT,

GASOS about the indications and use of tetanus prophylaxis, TPWBA to STWAT,

hniques: The physician will demonstrate technical competency, as judged

by a senior 'surgical observor, in the following areas:

1.

Incision and drainagg_gf a skin abscess, including the application
of wicks to enhaﬁge drainage.

a. Techniques éf wound culture.

b. Selection of appropriate methods of culture.

Suturing of lacerations of the skin, excluding certain lesions of the
face (especially around the mouth and eyes) and situations in which

tendons, nerves and arteries are involved.
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it. TPWBA to describe those injuries which are at risk to heal with
A cosmetically deleterious scar and hence need specialized treatment

From the outset (e.y. lesions about:the mouth and eyes, [lap and

L]

tellate lesions, ele, ).

b.  TPWBA to recognize wounds that may be associated with tendon injury.

Application of dressings that are protective and secure.

The selection, use, and potential complications of local anesthetics.

a. TPWBA to administer a digital block,

Ixcision biopsy of skin lesions, not on the face, and less than 1 cm

in diameter. TPWBA to effect hemostasis in such cases.

a. TPWBA to describe an Qdequate preparation for a sigmoidoscopy.

b. The physician will demons1ratélproficiency in the examination and
the description of normal and abnormal Mndings as judged by a
senior medical observor.

c. TPWBA to list the indications for biopsy through the sigmoidoscope,
the techniques for biopsy, the steps in handling materials, and

£, 4w

the post biopsy precautions to be taken.

I[l. Management

1.

TPWBA to state the principles involved in and techniques required in

[

a. Skin infections: cellulitis, furuncle, abscesses.
b. ‘telons and paronychia (including herpetic whitlow).

Ingrown toenail,

[»]

d. Pilonidal cyst abscess.
e. Human and animal bites.
f. Management of clean and dirty, new and old skin wounds.
(1) GASOS about the use of antibiotics in the management of skin

wounds, TPWBA to STWAT.
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u. Ixcision of papillomata, sebaceous cysts and other benign skin
lesions.

h. Tlirst degree and second degree burns of the skin, involving less
than 3% of the body surface. TPWBA to deseribe the principles of
clinical staging of a burn.

i. Hemorrhoids.

J. Stasis dermatitis.

k. Splinters and small cut, foreipn body.

1. Tlish hooks.

m. Puncture wounds.

COLLABORATLVE MANAGEMENT
Many .of the conditions cited in the Fcliawing sections involve collaborative

medical management. Since the conditions generally present to, or are detected
by the primary physician, an interface must be defined. Another very important
objective for the primary physician in this collaboration is summarized in this
very important objective: given a list of the 10 most commonly performed
surgical procedures., TPWBA to outline the physiologic consequences of the
operation and the recovery phases postoperatively, including complications
(early and late).
I. Breast Masses

1. The physician will demonstrate a systematic approach to breast examination

as judged by a senior surgical observor.

[

GASOS about the efficacy and applications of the findings from

ﬁamﬁngraphy (including thermography and xeroradiography), TPWBA to STWAT.

a. TPWBA to describe the appropriate action to be taken = 2sed on the
results of mammography.

3. GAS0S about Screéning for breast cancer (including high risk groups,

self examination, periodic examination, mammographic techniques), TPWBA

to STWAT, o
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4. Given a patient: with a breast mass (discovered on physical examination @
or mammopraphy), TIWBA to outline:
a. A differential diagnosis based on age, sex, size, and the presence
of other features (pain, inflammatory indices, cyclicity, bloody
discharge, ete.).

b. TPWBA to perform a needle aspiration of isolated breast lesions.

¢

TPWBA to select those patients who are cancer suspects and should
have surgical biopsy.

d. TPWBA to outline the appropriate follow-up procedure for patients
with breast abscess, cystic hyperpiasiageintraﬂuctal papilloma

and fibroadenomata,

i,

GASOS about the presenting features, differential diagnosis and appropriate

treatment of Paget's disease of the breast, TPWEA to STWAT,

[I. Thyroid Disorders q
1. The physician will demonstrate an adequate systematic examination of

the thyroid gland and associated lymph nodes, as judged by a senioér

ohservor.

(]
w

Given a patient with one or more thyroid nodules or goiter, TPWBA to
list those epidemiologic, physical exam, historic and laboriitory
features which favor each of the following diagnoses:

a. Adenomatous goiter.

b. Thyroid cancer.

¢. Medullary thyroi& cancer,

d. Thyroiditis - acute, chronic.

s

Tor each of the conditions cited in "2", TPWBA to list the appropriate
management steps.
4. Thyroid function tests, pharmacology, Graves Disease: see medical ijéctivegl

I1I. Esophagus

1. Given a series of patients with dysphagia or regurgitation, TPWBA to list
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the epidemiologic, historie, physical and radiographic features which
fiivor:
a4, Achalasia,
b,  Diffuse spasm.
c¢. Benign stricture,
d. Tumors.,

Diverticula.

(1]

2. Given a series of radiographs illustrating the above conditions, TPWBA
to correctly identify them.
3. Tor each of the conditions sited in "1", TPWBA towiist thé appropriate
management steps.
4. Esophagoscopy-Motility studies: see medical objectives
5. GASOS about the anatomic and physiologic relationships in hiatus hernia,
TPWBA to STWAT,
a. GASOS about the clinical and x-ray features of hiatue hernia,
TPWBA to STWAT, 17
b. TPWBA to outline the steps in management of hiatus hernia, including
indications for surgery.
c. TPWBA to list the major complications of hiatus hernia along with
their clinical features.
6. TPWBA to list the presenting features and diagnostic steps in Mallory-Weiss
énd Boerhaave's syndrome. .
IV, Stomach and Duodenum
1. GAS0S about gastric acid secretion including endogen@usdsfimuli and
exogenous stimuli (including test drugs), TPWBA to STWAT,

2. TPWDA to list the indications for gastric secretory testing.

[

TPWBA to 1list the steps in gastric secretory testing, pass a naso-gastric

tube, and collect samples for analysis.

Q : 2239
|




4. Given several sets of data f[rom gastric secretory testingg-T§WBA to
correctly interpret them,

5. TTWBA to-list the ePidemiolagic; historic, physical exam, 1aborato;y and
radiographic features of peptic ulcers (duodenal and gastric), malignant
gastric ulcers, acute and chronie gastritis.

6. Given a series of radiagraphs‘iliustréting the disorders listed in "S",
TPWBA to correctly iﬂéﬁtify them.

7. Given a patient with a gastric ulcer, TPWBA to list those features which
distinguish benign from malignant.

a. 'TPWBA to describe the role of each of the following in e?aluation of
a gastric ulcer: |
(1) secretory testing
(2) cytologic study of washings.
(3) endoscopy (with biopsy)
(4) radiography
(5) A therapeutic trial for healing.
b. TPWBA to Qutliﬁe the indications for and elements of a therapeutic
. trial for healing of a gastric ulcer.

8. ,ééven a patient with a duodenal ulcerg’TPWHA to outline an effective
therapeutic program.

9, TFor benign gastric and duaienal ulcers, TPWBA to list the indications
fG; surger. .

a. TPWBA to describe the physiologic objectives for the various operative
procedures for ulcer, as well as their indications, success rates,
and relative risk (short and long texm).
10. For benign gastric and duodenal ulcers, TPWBA to list the major complications.
11. TPWBA to list the major historic, clinical radiographic and laboratory |

tests which suggest Zollinger-Illison syndrome.
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12, TPWEA 10 1ist the mgjor features of the following post-gastrectomy
syndromes, as well iis management steps:
a. lhumping syndrome.
b.  Nulritional disturbances
(1) megaloblastic anemia
(2)  iron deficiency
(3) calcium defigiéncy
(4) steatorrhea
c. Diarrhea T
d. Marginal ulcer.
13. See also section on Acute Abdomen and G.I. Hemorrhage.
V. Small Intestine
1. Obstruction - see section on bowel obstruction.
2. RE - see medicine
3. Carcinoid Syndrome - see medieine
4. GASOS about the incidence, nature, and presenting features of small bowel
tumors, TPWBA to STWAT,
5. Appendicitis.
6. GASOS about the clinical features of occlusive and non-occlusive vascular
disease of the bowel, TPWBA to STWAT,
VI, Colon
_ 1. Ulcerative colitis - see medicine
2. Diverticulosis
a. GASOS about the phjéinlogic basis of diverticulum formation in the
colon, TPWBA to STWAT.
b. GASOS about the effects of diet on the formation of diverticulae,
and diet therapy in the treatment of diverticulitis, TPWBA to STWAT.

c. GASOS about the presenting symptons of diverticuli, TPWBA to STWAT.
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d. TPWBA 10 outline the steps in 1lic medical management of acute
diverticulitis., -

e. 'TPWBA 1o describe the indications for surgery in diverticulitié.

Radiation Proctitis

a. TPWBA to list the settings in which radiation proctitis occurs, the
effects of radiation en the rectum, and the steps in the management ;
of radiation proctitis. -~

Villous Adenoma

a. GCASO0S about the epidemiology of, the presenting Symptensvand“syﬁdrdmes
of, the diagnosis and management of villous adenoma, TPWBA to STWAT.

Cancer ol the Colon

.a. GASOS about the epidemiology of and location of colonic cancers,

TPWBA to STWAT.

b. GASOS about the efficacy of stool examinations for occult.blood,

serolégie studies in the early detection of cancer of the colon,
TPWBA to STWAT,
c. GASOS about presenting symptons of colonic cancer and especially
the relation of symptons to lecation of the tumor, TPWBA to STWAT. -
d. TPWHA to outline the diagnostic steps in a lesion suspected of being
carcinoma of the colon.
Polyps
a. GASOS about the epidemiologic, location and morphology of colonic
polyps, TPHUA to STWAT, |
b. GASOS about the presenting symptons in colonic polyps, TPWBA to STWAT.
c. GASOS about the malignant potential, of colonic polyps, TPWBA to STWAT.
d. TPWBA to list the steps in manégement (indications for surgery) of:
(1) polyps less than 25 cm from the anus
(2) polyps elsewhere in the colon.
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VIIL,

VIII,

e. CASOS about the genetics, presenting symptoms, and management of

familial

olyposis, TPWEA to STWAT,
Hemorrhoids - K
a. TPWBA to describe the process of hemorrhoid formation and the structures
involved. | |
b. TPWBA to describe the diet management of a patient with hemorrhoids.
c. Stool softness - see medicine H
d. TPWBA to describe the topical therapy of hemorrhoids and its indicatigns;,
e. GASOS about the indications for injection therapy and resection of
hemorrhoids, TPWBA to STWAT, - |
f. TPWBA to describe an acute external hemorrhoidal thramboéisg and will
be able to describe the steps in management .

(1) TPWBA to do an external hemorrhoidal ;hrgmbectgmy-

‘Anal Tlissure, Fistula, and Papillitis

a. GASOS about the presenting symptoms, physical findings, and medical
management of anal fissures, fistula and papillitis, TPWBA to STWAT,
b. TPWBA to list conditions which may present as fissures or fistulae

in ano.

Liver

1i

2.

Portal hypertension, varices, ascites,

Jaundice "medicine vs. surgery".

Gall bladder and ducts.

1,

3.

2.

Oral and IV Cholangiography.
Gallstones,

Cholecystitis, cholangitis,

Pancreas

li'

2.

I
*

Acute pancreatitis (see medicine)
Chronic pancreatitis.

Cysts,




%9

4, ‘Tumors (carcinoma) for endocrine (see medicine).
X, Spleen
1. Rupture.
2. Splenectomy for hematologic disease.
XI. Hernias |
XTI, Veins
1. Thrombosis -
2. Varicose Veins
3. Varicose ulcers
XIII. Arteries
1. Dissection of aorta
2. Aneurysms.
XIV. Lungs
1. Bronchoscopy
2. Tracheostomy
3. Pneumothorax B

4. Carcinoma lung

[#3]

Work-up of coin lesion.
6. Scalene biopsy.
XV, Acute Abdomen
1. TPWBA to obtain an accurate historical data base from a patient'ﬁith an
acute abdomen, including the description of paiﬁj relevant GU and Gyn
.histary, past GI history, vomiting etc., as judged by a seniérfmeﬂical
observor.

Given a series of descriptions of pain patterns, IPWBA to describe the

| e

likely underlying mechanisms.
3. TPWBA to satisfactorily examine an abdomen ineluding the palpation of ‘ ‘
organs, percussion, detection of peritoneal signs, and auscultation of

bowel sounds.

Q v« a. TPWBA to accurately describe these findings as judged by a senior observor
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a.
b.
| c.
d.
e.

f.

20
%ﬂ—

4. GASOS about the following laloratory tests

Het,

Wi, Differential
Urinalysis;

KUB and Upright.
Amylase

Wood light exam of the urine.

and their association with

- various acute abdominal emergeicies, TPWBA to STWAT:

5. Given a series of KUB's from patients with acute abdomens, TPWBA to

accurately identify disturbed patterns and match these patterns to

likely etiologies.

6. Given the following list of common causes of the acute abdomen, TPWBA

to describe the characteristic findings to be expected in each item of

5 data base:

Causes
Perforated peptic ulcer

Acute cholecystitis

Acute pancreatitis e

Acute appendicitis

Acute diverticulitis

Acute gynecologic disease
(ruptured ovarian cyst,
ruptured ectagié prenancy)‘
Acute small & large bowel obstruction

Acute renal or ureteral colic

'XVL - Upper Gastrointestinal hemorrhage

Data Base Item

Pain pattern

age, sex
vomiting

bowels

Past clinical history

menstrual history

KUB, upright
Urinalysis
Hemogxram

Amylase

1. TPWBA to list the common causes of upper GI hemorrhage

relative frequency. ;
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lor each of the common causes described in XVI-1, TPWDBA to state the
féatures of history and physical examinatien that faver that diagnosié.
3. Tor each of the diagnostic studied listed, TPWBA to describe its role
in the diagnosis of upper Gl bleeding. |

a. Gastric intubation.

BSP

o

c. NH3 level

d. DBarium fluoroscopy

e. Esophago-gastroscopy
f. -Selective angiography
g. Balloon tamponade

Assessment of blood loss

:ﬂ:*.‘

a. TPWBA to describe the use of the following signs in assessing the
volume of blood loss. |
(1' skin color -
(2) pulse
(3)  BP recumbent and upright
(4) cvp
(5) urine output
(6) stool volume and appearance.
5.7 The physician will construct a skeleton chart indicating the parameters to
be followed in managing the Eleediﬁg patient, and the desired frequency
. of observation.
6. GASOS about the objectives of translusion therapy, aﬁd ﬁagameters in XVI=5
that eflfect the rate of transfusion, TPWIA to STWAT, .
7. GASOS about the application techniques and complications of the fbllbwiﬂg
methods used in the control of CI hemorrhage, TPWBA to STWAT,

a. Balloon tamponade.
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b. Saline lavage
¢. Antacid therapy
d. Pitressin infusion
8. GASOS' about: the role of the fb110w1ng factors 1n “the dEElSiGﬂ for surgical
intervention, TPWBA to STWAT |
a. Patient's age
b. Patient's diagnosis
¢c. Rate of blood loss and mégnitude of blood loss.
d. Availability af‘caméafible blood.
é. Other illness,
f." First bleed vs. re~bleed.

XVII. Lower Gastrointestinal Hemorrhage




6.

10.

1li

12.

NUTRITION ORJECTIVES

I
-]
A

Draft #1

GASOS abnut the digestion, absorption, and intermediary metabolism of prat21n,_“;;

carbahyﬂrate and fét TPWBA to STWAT,

bASDS abaut basic adult nutritlgnal requ1rements TPWBA to STWAT.

GASOS abaut the physical findings in States of alferéd.nutritigng TPWBA to STWAT.

TPWBA to déScribe tha,majnr types of secondary or cénditianeﬂ malnutritiaﬁ_

and ﬂutllne the principles of therapy For each

Given a list of drugs that mdy induce ﬂutrlent deficlen2195§ TPWBA
a.
b.

TPWBA to describe the limitations ﬂf shart term intravenous fEedings in

To describe the mechaﬂisms 1nvclved; and

DESCfle the cllnlcal effécts thdt may result.”

providing total nutritional support.

TPWBA to:

a.
b.

List the indications for total parenteral nutritional support.

Correctly order hyperalimentation solutions.

Describe and manage the cémpliéafiéné/siée effects of hypéfalimEﬁtaticn;‘

CASOS about hypervitaminosis A and D,

GASOS about the effects of malnutrition on infection énﬂ’wguﬁd healing,

TPWEA to STWAT

GASO0S abnut diSEaSES caused by deflc;encles of individual nutrlents and.
v1tam1ns§ iPWBA to STWAT.

GASOS about macroelement and trace element deficiencies and excesgesg TPWBA to

TPWBA to STWAYL.

GASOS about tube feedings, TPWBA to STWAT.

Diabetes mellitus

vj:j‘\q;"

TPWBA to provide dietary counseling in the maﬁagemént of:

STWAT, aﬁé be able to describe the steps in the management of each canditiéﬁ;




azy
- -

llypercholesterolemia and hyperlipoproteinemia.

‘Renal Failure.;

lepatic failure.

- Congestive heart failure.

obesity.

809"
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8. DERMATOLOCY OBJLCTIVIS
Draft |5

TPWEA to:

a.

Elicit a history and perform a systemic examination in patients who
present with skin problems. The adequacy of this examination to be
judged by a senior medical observor.

Recognize benign lesions which do not require treqtment found during
the routine physical examination of the skin.

Describe the principle t§995 of skin lesions morphologically and patho-
physiologically, and be able to distinguish primary from secondary
(excoriation) patterns. ,

Describe skin lesions in terms of:

(1) shape

(2) arrangement

(3) distribution

TPWBA to:

[wd

e

1]

Use in examination of the skin magnilying!glassg glass slide (diascopy)
and cross illumination.

State the use ol the drakfield examination.

Collect, prepare and:examine scrapings from suspected fuﬁgal lesions.
Use and interpret findings from Wood's light examination.

Adequately sample lesions for bacterial and fungal cultures.

Biopsy skin with a punch biopsy. |

Fxamine smears cytologically from lesions suspected of being:

(1) herpes simplex/varicella/zoster

(25_ bullous eruptions.

State the application and indications of puatch testing in the work-up of

contact dermatitis.
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i. State the uses of ultraviolet light in dermat ologic therapy and to
he alle to advise in their proper use.
Jj. Curet skin lesions.
k. Use electrosurgical units as well as cryotherapy.
3. TPWBA to state the differential diagnosis and steps in the assessment and
treatment of the following conditions:
a. Dry skin, acquired icthyosis vulgaris.
b. Burns, including sun reaction,
c¢. VUrticaria -
(1) CASOS about the pathophysiology of urticaria, TPWBA to STWAT,
(2) TPWBA to list the common causes of urticaria.
(a) l'or each cause 1isted3 TPWBA to:
(1) state the elements of history and laboratory exam which
support that diagnosis,
(ii) state the appropriate therapeutic steps,
d. Pruritis J |
(1) GASOS about the pathophysiology of pruritis, TPWBA to STWAT.
(2) The physician wiil list those systemic illnesses which may present
with pruritis,
(8) From a list of common dermatoses, TPWBA to select those in which
pruritis is commonly present and those which are obligate "itchers",

(4) TPWBA to outline the appropriate therapeutic steps in fhg;ma;gggment

of pruritis,

Hyperhidrosis

1]

f. Hyper-,Hypopigmentation

Alopecia

oy

(1) GCASOS about the normal physiology of hair growth and effects of

various physiologic events on thig growth, TPWBA to STWAT.
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(2) I'PWBA to describe the eclinical manifestations and significance of:

male pattern bLaldness, baldness associated with cutaneous infection
and other skin diseases, alopecia areata, trichotillomania, female
pattern baldness, scarring and non-scarring alopecia.
(3)7 TPWBA to describe, for the above named conditions, the appropriate

therapeutic steps.

h. Hirsutism vs. Virilism

i. Stomatitis .

Jj.- Commonly encountered nail changes

4, TPWBA to identify the following disorders from a mixed graphic presentation

or patient population, and willle able to outline a diagnostic and treatment

plan consisteﬁf with those described in the Manual of Dermatologic Therapeutics.

a. Disorders of epidermal proliferation

(1) psoriasis | _ -

(2) pityriasis fosea

(3) seborrheic dermatitis

b. Seﬁaeeonsg eccfiﬁe, apocrine glands
(1)  acne vulgaris
-(2) miliaria
(3) hidradenitis suppurativa
(4) acne rosacen

Bullous disorders

n

(1) L. multiforme
(2 llerpetiformis
(3)  Pemphigoid |
d. Lezematous dermatoses
(1) allergic contact ' 0
(2) atopic |

(8) mumnmular eczema




(4)
(5)

(6)

dyshidrotic eczema -

‘stasis dermatitis

lichen simplex chronicus

Primary disorders of skin and mucosa

(1)
(2)

aphthous ulcers

granuloma annulare

Disorders due to physical and chemical agents,

thermal burns
sunburn
phototoxic and photoallergic reactions

frosthite

Disorders due to microbial agents

(1)

(2)
(3
(4
(5)
(6)
(7
(8)
(9)

(10)

(11)

impetigo, ecthyma

folliculitis ~ carbuncle - cellulitis - erysipelas
erythrasma

candidiasis

fungal infection (dermatophytic, sporatric, ete.)
T. versicolor

i simplex

Il. zoster

molluscum ecntagiasum!

verrucae c¢. accuminatum

rocky mountain spotted fever

Diseases due to arthopods

(1
(2)

(3)

mites ~ gcabies
lice e

ingect bites

Corns and calluses

43%3, 1; ;? 5wf'}
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5. GASOS about the pathophysiology and clinical characteristics of malignant
pigmented skin lesions, TPWBA to STWAT,

a. Given a brown or black pigmented skin lesion, TPWRA to recognize those
characteristics of color, shape, and topography which may indicate
malignant change.

b. Given a brown or black pigmented skin lesion, TPWPA to re fer for

treatment those pigmented lesions suspected of being malignant.

(o]

GASOS about the clinical epidemiology of pre-cancerous skin lesions,
TPWBA to STWAT,
(1) GASOS about the clinicopathologic correlations in pre~-cancerous
skin lesions and early squamous cell carcinoma, TPWBA to STWAT,
(2) Given a series of photographs and case material demonstrating
skin lesions which may be malignant, 1TPWBA to select those which
should be referred for biopsy.
d. CGASOS about clinicopathologic correlations in basal cell carcinoma,
TPWBA to STWAT.
6. TPWBA Lo diagnose and manage those treatable diseases which cause acute
febrile illnesses associated with a rash.
~a. TPWRA to identify from graphic material and/: “ient presentations
the following dermatologic manifestations of systemic infection, or
will be able to describe the necessary diagrostic Stépé required to
differentiate among diseases having similar skin lesions:
(1Y  Rocky H@ﬁntaiﬁ spotted fever (differenti: diagnosis to include
meningococcemia and measles).
(2) Viral exanthems (macules, papules, x,:esicles3 pustules -or petechiae)
with the difflerential diagnosis to include the following categories:
(a) Petechiae: meningococcemia, bacterial endgcarditisj
rickettsiéseég drug eruptions, any severe sepsis, many enteric

viruses, hematologic disorders.




(bY  Macules: typhoid fever, scarlet fever, drug eruption,
infectious hepatitiS; infectious mononucleosis, rubella.

(e) Pagu;es: syphilis, drug eruption, rubeola rubella, many
enterie viruses,

(d) Vesicles or pustules: staphylococcemia, gonococcemia,
rickettsialpox, drug eruption, zoster, varicella, herpes
simplex, vaccinia, many enteric virusés,

(3) Using the categories in (2) on the previous page, characteristic
morphology and distribution of lesions and epidemiologic data
obtained from the patient or patient's family, TPWBA té select
those statements which correctly identify:

(a) Hand-foot-mouth Disease

(b)  Herpes simplex

(¢) Herpes zoster

(d)  Varicella

(4  Molluscum contagioesum

7. TPWBA to list the most common morphologic patterns that may be seen in

arug eruptions. (exantham, urticaria, eczematous lesions,
photosensitivity reaction, purpuric)

Given a list of commonly used drugs, TPWBA to describe the common type(s)

]

of drug eruption(s) that each may produce.
b. TPWBA to recognize and state the significance of the following lesions:
(1) splinter hemorrhages of nails, osler's nodes, Jjaneway's lesions,
tender subcutaneous nodules, cutaneous infarcts, nodose lesianéi
(2) ecthyma gangrenosa
(3)  scdrlitiniform eruptions in patients with pharyngitis.
(4) palpable purpura i
c. TPWBA to clinically distinguish a purpuric lesion from telangiectatic lesions.

Q ; e 1.5 ,
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(1} TPWBA to recognize and state the signillicunce of the following

iypes of purpuric lesions:

(a) petechiae on mucosal membranes

(b)  purulent purpura

(c) purpura fulminans

(dV palpable purpura

(e) psychogenic purpura

(f) eyelid purpura (facial/upper torso)
(g) perifollicular purpura |

(h)  progressive pigmentary purpura

(i) pinch purpura

Given a list of skin lesions that may be associated with malignant disease,

TPWBA to describe euch lesion and state the associated tumor(s).

TPWBA to describe and recognize the skin manifestations of rheumatic fever.

TPWBA to list those disorders associated with:

(1)
(2)
(3)
(4)
(5)
(6)
(7
(8)
(9)

(10)

(11)

(12)
(13)

(14)

focal cutaneous hyper and hypopigmentation
generalized cutaneous hyper and hypopigmentation
palmar erythema

telangiectasia

yellow skin

erythema multiform

intermittent flushing of the skin

Raynaud's phenomenon/acrocyanosis

clubbing and ridging of nails

cutaneous angiomatosis

caleification/ossification of the skin and subcutaneous tissues.
oral lesions
skin ulcers

xanthoma
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8. lor each category of treatment/drugs listed below, TPWBA to 1i3t:
a. indication and contraindications
b. the most effective agents
~¢. ‘their relative cost-
d. their chief side effects
(1) acne preparations
(2) antihistamines
(3) anti-infective agents
(4) anti-inflammatory agents
(5) antiperspirants
(6) - antipruritic agents
(7) cleansing agents
(8) cosmetics and covering agents
(9) depillatories and removal of excessive hair
(10) ﬁermatolﬁgic topical preparations and
vehicles

(11) insect repellants

—,
bt 0
[ ]
gy

- keratolytic and destructive agents; prepara-
tions for psoriasis, seborrheic dérmatitig
and Gther scaling eruptions.

(13) pigmenting and depigmenting agents, sunsczeensf

(14) wet dressings, baths and astringents
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9, OBSTHTR (:H/(?YNI LCOLOGY OIRILCTIVES
Draft #5

1. TPWBA to elicit an accurate obstetric and gynecologic history as judged by
‘a senior medical observor,

2. TPWBA to perform and accurately describe a pelvic examination including
inspection of external genitalia, speculum exam of the vagina and cervix,
bimanual baginal examination of the uterus and adnexi and rectovaginal exam,
on normal and abnormal adult patients; the adequacy of this examination to
be judged by a senior medical observor. TIWBA to distinguish normal from
abnormal findings. |

3. 'TPWBA to:

a. Collect, prepare, examine and interpret a'vaginal wet prep (including
Swartz-Lamkin stain) and KOH prep.

(1) TPWBA to recognize trich. vaginalis, yeast, clue cells. q

b. Prepare and interpret a cervical gram stain.

(1) TPWBA to recognize gram negative intracellular diplococci and polys.

c. Collect adequately and handle (planting on appropriate media when ﬂecéssafy)
cervical, vaginal, and rectal specimens lor biactleriologic and fungal
culture.

d. Adequately collect vaginal pool scrapings, endocervical swabs, and
cervical scrapings, prepare slides from such material and fix appropriately
for cytologic examination. He/she will be able td take appropriate
action based on cytologic evaluation.

e. Describe the indications for cervical pool scrapings and. vaginal Pé@l Swabsgi

f. Accurately perform and interpret a cervical muéus arborization test.

g. Instruct the patient in performing-a basal body temperature chart.

(1) GASO0S about the BBT chart, TPWBA to STWAT. . q

h. Instruct patients in the collection of specimens for HCC (pregnancy) tests. -
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(1 GASOS about the temporal features; sensitivity, and specificity
of pregnancy (HCG) tests, including B sub-unit assay, TPWBA to STWAT,
4. TPWHA 1o collect an adequate subjective and objective data base and outline
& logical approach to the diagnosis and management of the following
' sifﬁééiaﬁé;m-kfﬁévléQéi-nf analysis and hence point of referral will generally
be limited by the physician's technical skills —- see 3.)
a. Missed period (suspected pPregnancy)
- b.  lunctional menstrual disorder (secondary) including amenorrhea, excessive
or irregular menstruation, and hypomenorrhea.

;Primary dysmenorrhea,

[p]

d. Secondary dysmenorrhea.
e. Premenstrual tension.
f.  Vaginal discharge.

g. Infertility,

h. Galactorrhe:.

[

Perineal pruritis,
J- Dyspareunia.
k. Post-menopausal bleeding.
1. Lump in the breast.
m. Stress incontinence,
n. DES exposure.
0. Venereal warts.
p- Mastodynia.
q. White lesions of the vulva,
3. For each of the following disorders, TPWBA to outline a diagnostic and
treatment plan: .
a.  Gonorrhea and syphilis.
b. Acute and chronic pelvic inflammatory disease,

c. Bartholin's cyst,

o (« d. Vaginitis (acuté? chronic, atrophic) 3 19




285
- & -
6. GASOS about the physiology, diagnosis and management of the menopause,
TPWIA to STWAT. | | é
7. TPWBA to take a sexual history that will be adequate to:
a. Determine dissatisfaction
‘b. Given dissatisfaction, will allow the aﬁpfaﬁriafe referral to be ﬁéﬂé"fég:
(1) marriage counselor
(2) psychotherapist
(3) sex therapist
8. GAS0S about the appliéatiaﬁ and limitations of various methods of contra-
ception, TPWBA to STWAT. He/She will be ablé to outline a teaching program
for patients, ability to prescribe, and the stages in follow-up fmr’the
following methods: the pill, condom, diaphragm, IUD, cream, foam, jellies,
rhythm, coitus interruptus, sterilization, and the morning after pill., » -
9. Given a series of common "minor" pill complications, TPWBA to outline a
rational approach to manipulation of various types of BCP's. q
a. Pill composition
b. Side-effects of estrogen and progesterone predominance.
10. Given a list of drugs commonly used in pregnancy, TPWBA to select:
a. Those which are toxic to the fetus.
b. Those which are toxic to the mother.
11. The physician will demonstrate an undersfandiﬁg of the major physiologic
alterations of pregnancy and the interactions between common acute and
“chronic medical conditions and ﬁregnaney:‘
12. The physician, CGASOS about the presentation of ectopic pregnancy, will be
able to STWAT,
13. CGASOS about thé clinical presentation of ovarian and uterine hlaiignaﬂcies3
TPWBA to STWAT. : q

14. GASOS about the clinical presentation of ovarian cysts, TPWBA to STWAT.

Q follow-up, TPWBA to STWAT,

320
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IMO Curriculum Deyelopment: Some Relevant Instructional Rgsagrces

Arthur S. Elstein and Jack L. Maatsch
- _Michigan State University

ABSTRACT

Thé use of Health Maintenance Or 5ﬁi§aﬁians_(ﬂﬁ@$jVaﬁd'othér
ambulatory care sectings for undergraduate medical education poses
‘a challenge, since an Educagignalvexperiencé shguld not diérﬁét the
care-glving mission §f the orgsﬁizatiéﬁg A-nﬁﬁbéf §E.$imui§Eiéﬁ’
iteéhniquég arc afailahie that can help students iﬁprava-éﬂéirkéliﬂigal
skills outside the pfécticc setting so as to facilitate gffg;tivé |
and efficient use of the clinical experiéﬂceg These iﬁéiudééi use
of simulated or acéuél patients to train students in histéry gakiﬂg
and communication skills; a variety of simulation equipment féf training
in different,pérticns of the physical éxgmiﬁatiﬂn; clinical algérithms,
flowcharts, computer-based or papeteaédspengil case simulétipﬁs,zr o
aﬁﬁ‘ﬁfghsfﬁdnlity simu]éfign games, all for instruction in compiex,
sequcn&in] problem solving. The techniques aré briefly deséfibéd,
and possible uses in the medical school and IMO are suggested, Si

"referoncos.,




HMO Curriculum Development: Some Relevant Instructional Resources

Arthur 5. Elstein and Jack L. Maatseh
Michigan State University

Health Maintenance Organizations (IMO) are gradually becoming a more
common orpanizational format in the American health care system, 'Agcafdingiy;
attention is being focused on wechanisms for pfavidjng:mgdicalvstudenté wigh'
clerkship cxperience in thalﬂﬂﬁ to acquaint the next gé%eraﬁionbéf physicians
with prepaid group care and to éssist in recruiting staff fgr the new‘grganizsti@ﬁé_
(1). Renewed interest in primary care has also emphasized: the desirability of of-

fering primary care experiences to the medical student; the HMO has been identified

_prises, challenge undergraduatce medical education in some ways not at issue

with inpatient care. Patients in an MO are not available and idle for large

'7 blocks ni’ time during whu‘hlhev m‘e relnleclyffee l'm' av 1&1‘3Llft‘jyappfﬂ.—3€‘h
" to a problem. The medical student must learn to work raﬁidiy earlier in
his ecareer than has previously becn the case. Fufthgfmafé, the economic soundness
of the HMO is predicated upon provision of pfcmpt;and efficient service.
Strategies developed for coping with teaching costs on inpatient services do
not appgat to be directly applicable since there is no third-party payer to provide

an ever-increasing day rate, For these reasons, IIMO managers and directors are

O
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appropriately concerned to provide educational experiences, especially

in primary care, that afé efficient, cost gffe;tivg; and do not disrupt
the care-piving missiﬁn of the organization, o R
'ng_can medical students be helped to fit iﬁfa éﬁis néw 1earning
'environmént carly in their training and without an aneascnable'expenditure 
af time and effort of IMO staff? ~This paper Qill ﬂufliﬂéva ﬂﬁmﬁer of~
available 1nstructianal technlques that can help medical studen;s (and
resldents) pfactlce and improve the;r cllnlcai skiii%”au£51dé-the HMO
setting so that their usefulness within the sett]ng can be ma#imized ;_Eagh
of these techniques is prevenﬁly employed in several médicél schaal’ iﬁ
North America thuugh they have not yet been brought Ecgether 1in an HHD |
training package to our knowledge. The discu5518n will ccnsiderviﬁterviéwihg_ ;

and history-taking skills, competencies for a physieal gxaminﬂtién, and

instructional aids lor ﬁrébléﬁ:sglving and decision making.

Intgﬁyipwjggi Hl‘LﬁTV Tﬂklﬁﬁ and FnLLeng Tnteractlnn

A number of medical schools have developed instructional ﬁngTEer~~'w
- ugiﬂg.simulatﬂd or actual patients to train medical students in more ef-

fective doctor-patient relationships (2,3). The participant in;erviewees
have included mothers of essentially healthy childrcn (4), college students
either rola plnying or describing aspects of their cwn lives (5,6), and persons
with sipnificant med ical prﬁhlcmsx(7); Trained counsclors (8) who can
putde medical students in improving their techniques for the gynecologilc
examination have also been used, thercby combining ﬂgpécts of patient in-
teraction training with instruction In physical dingnosis.

Voluntary and paid participants have been utilized, It appears that

&) : sy
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of new physicians and té direct the mediecal students' atténtibn to the

patient as a person. The pool of potential paftizipanﬁs is large and

availéble in mas; communities. Generally higﬁ levels of éaﬁisfagtinn of

both instructors and students have been EE@QEEEQ regardless of the grﬂuﬁ'

of interviewees used. “
Commonly a student-patient encounter is videotaped for subsequent

review and evaluation by the student and his tﬁﬁcﬁ (9. Thevabjégtivés"

of the exercise can vary. The program may focus ghief1y~upoﬁ';he;quaiiﬁy-wwwi

of the relationship with the patient, on cognitive i§3g25 rElaEEd té.mﬁstéfj,

of history taking, or on perfecting specific skills asscciatéd with the

physical examination. Of course, several objectives may be combined CID).'

Physical Examination

Instruction in physical examination has»lcﬁé relied upon péﬁignts
for teaching purposes. Recently, however, new devices have bécgma‘gommeré
cially available that students can pf;ctiza certain components of thé physicai
examination on nonhuman mpdels. These include heart and breath sound 5imu=.‘g
lators; several simulators for ;he-aphéhalﬁméﬁgpig éﬁd gtaéééﬁiérégaminaticﬁ;
bte%st, péivic,_and rectal examination quels; intubation simﬁlatnfs; and
at least three types of fgsuscitaticn mannequins, Other devi¢es are in
development and e?ﬂluaﬁiah stages (11,12,13).

These devices can help students initially develop and then practice
examination skills so thaé less time is taken in learning fundamentals
with nctual patients (14,15). Practice can be nftangéd prior to or con-
current with IMO experience, but need not be in the IMO facility. The
costs éE purchasing, operating, and maintaining the equipment can be as=

signed to the medical school, not the WMO. Such laboratories are currently -
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established at Michipgan State Univarsity and the University of Illinois

(13).

Clinical Problem Sqivjng

, The applications of simulation to teach and eﬁa]uate clinical problem
solving and decision making ean be srouped into three broad categories:
protocols and algorithms, low fidelity simulations, and complex simulation
games. Fach has relatively specific. purposes,

Protocols and Algorithms., Flowcharts, algorithms, and decision trees

arc all effective ways to learn the recommended way to work up and evaluate

many specific ¢linical problems (16,17,18,19). Broader use of these instruc-

tional aids should be encouraped. One source of resistance to their adoption

seems to be that medical educators have historically emphasized the implicit
character of rules for working up patients and making daciéiaﬁsi Cgrtainly
the aim of medical education is not simply to teach é set of techniques,

but also to teach understanding of the principleé and rationale unéérlying
tﬁg@i_vncwever; the logic of clinical decision making can be made explicit.
and is more casily learned when it is.- Background materials for protocols
can illuminate the rationale for the steps in a workup and guide the students
in an orderly and efficient decision process. While these learning alids

can be useful to medical students on an inpatient clerkship expgriengei
their value as an aid to efficient patient workups is most likely to be
apprecinted in a cost-consecious MO,

LpngjQQIity,Eimulaﬁians_ The flowcharts and decision trees just

discussed present a medical problem at a pavticular level. of abstraction

=

of reality. They assume the student ean imagine a patient and provide

puidelines for the orderly collection and evaluation of data from that
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‘more closcly simulates the reality of patient interaction over time,.

patient. Tt is also possible to present patient problems in a format that

Computer-hased %imuiatioﬁs include éh@se prepared by groups at the
University of Illénéis (20), Massachusetts General Haspital (le; and the
Univéfsity of Wisconsin -(22). A }ange-of computer-simulated cases are
now available through the lealth FEducation Network., The topic has_beenv
recently reviewed tﬁcrnughly (23). |

Simulations in paper and ﬁenéilrfofmatﬂnfe also ayéiiébléufgfhﬁsé‘
as both insgtructional and evaluative instruments (24,25,25,27)5. Péffarmanéa
ean be objectively scored and relatively prompt response-contingent feedhaékb
to sroups of students is provided. As instructional devicesthcwavér,

they need to be supplemented, since many relevant clinical cues ate;nénverbal-.
i o -

i
Simulations with film clips, slides, and other nonvgrE 1 presentations

of clinical data can be quite portable (28), hut the process of design

- and revision is more time consuming than for verbally mediated simulations.

Thus the level of fidelity to be sought in a particular design situation
depends upon the éntchQd audience, the phrpa%e of the simulation, EEE
expocted fquuc%Ey of géviﬁiﬂﬂ, and éhé funds available,

The fidelity of paper-and-pencil simulations to clinical reality

can be varied by altering the amount of graphic and pictorial material provided,

and by the decision to use elther a linear or branching format, In the

linear Fformat, the student moves from one section of the case to the next

in a fixed sequence. At the beginning of each new scetion, optimal reso-

lTution of the preceding scction is often summarvized (25,26). 1In the branch-

ing format, the student is periodically offered a choice from among several
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alternatives. The content of subsequent sections and the number of sections
traversed hefora the problem is concluded are a function of prior choices
(24,27), S

f— : —'i - -

The use of simulations need not be limited to self-instruction and
evaluation. They can also be more closely integrated into classroom or
cliniecal teaching, by serving as the focus for group discussion or tutor-

ials (29,30).

Complex Simulation Games.  Some Simuiitinﬁéréémhiﬁé”an'inteféctiﬁé S
ptnbiﬁﬁasﬁiving instructional Fformat with a still ﬁighér level of fidelity ™~
to clinical reality. A preceptor plays a diagnostic and management '"game"
with one or more students and” subsequently debriefs their performance. The
patient's fﬂpart of complaints in the medical history is provided by the
instruetor in the patient's own language so that the student can practice )

translating these verbal descriptions into formal medical cues. Physical
examination dﬁtu and lahoratafy tests are provided in the form of films,
pictures, x-rays, laboratory slips, and audio tapes where appropriate,
By extending the time (rame cncompassed by thé simulation, it is possible =~~~
ﬁn provide either the patient's response to various treatments or compli-
cations nrigiﬁg when appropriate action' is delayed or not undertaken.,
Simulation pames with these capabilities have been designed by Maatsch,
Holzman, and Greenbaum (31,32),  The initial cases simulated fnvolve pri=
marily medical and nhstutricnligynu;q;ﬁgicnl cmurn;nﬁies at undergraduate
levels of ﬁnﬁplaxity, The cases selected are not frequently encountered
during clerkships and residencies, |

The simulation game format has been a vsefnl adjunct in helping medi-

cal students broaden their experience and sharpen thelr diagnostic and
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msnsgsmént skills in the absence of real patient experience. The technique
is;sasily adapted to the needs of a particular MO by jointly assessing

the instructional needs of the students and the caseload of the MO, The
most prevalent cases and the functions the student is to perform in the

MO setting.ssn he sstsblishsd so that the luatter can be practiced under
similated pame conditions until a desired level of proficiency is reached.

If an existing game fits, it may be employed with relatively i;c;ls srsinﬁ,”,w
ing of tutors, or new game can be designed fsthsr casily by modifying exist-

inpg IMO case files of appropriate patients.

Summary

All simulation techniques have the common property of rsprsssntiﬂg

certain features of the clinical process without direct involvement of the

better prepared and morc able to function effectively during subsequent
rcal patient encounters in smsulasafy ssttisgs. Simulations serve as pre-
paration for slinishi'sspésisﬁés, not as substitutes fsf‘it; HTEsmsgsimsigA
combination of thesc tsshniques and the medical content to be stfssssd,
however, depend upon the goals and specific objectives of a particular IMO
clerkship., With fundamentals mastered in simulated clinical experiences,

actual patient contacts in the IMO should be more rewarding for both the

student and the orpanization.
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FOOTNOTE

1 ,
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ga Teaching Primary Care in the IMO, held at the University,af Rochester
Medical School, March 13-14, 1975, under the sponsorship of the AA&C;
Preparation of this text was supported in part by grants from-the

Robert Wood Johnson Foundation and the Commonwealth Fund through’

the Center for the Analysis of Health Practices, Harvard Sch@élv?f

Public Health, while the senior author was on sabbatical leave,
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Report of Efforts to Develop a Standardized Test of
Knowledge and Attitudes Relevant to the HMO Setting

Introduction

Jerome Bruner in The Process of Education has pointed out that

“examinaticns can also be allies in the battle to improve curricula and
teaching.“(]) In ungertaking to develop curricula for physician training
in HMO's, the AAMC proposed an evaluation of the results of efforts of
the six participating medical schools. While each individual school was
free to undertake an evaluation designed to serve its local purpose, the
development of an evaluation tool derived from a common core of educatiohai
objectives was also considered as a cooperative effort. Such a to0ol
should ultimately serve, as Bruner suggests, as an ally in the broader
efforts to improve teaching of an HMO curriculum, not only for the
~institutions participating in the project, but in medicai schools
generally. This report describes the preliminary efforts to produce a
common core instrument, the HMO Education for Physicians Knowledge and
Attitude Test (HEPKAT).

While the report describes in some detail the effort undertaken to
date, it is not final either with regard to the instrument itself or |
the developmental work required to achiéve minimum essential standards
basic to sound test constructicn,(Z) A more complete report is antici-

pated by the end of this year.

Purpose of the HEPKAT

The HEPKAT is under development to serve primarily as an achievement

test. While it includes a section measuring attitudes, the essential
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designed to measure changes in students' knowledge and attitudes as
a function of exposure to curricular experiences organized to meet a
specific set of educational objectives. These objectives, which have
been described e]sewhereg(S) represent a defined area of interest sig-
nificant to the development of manpower in health care delivery settings.
As such, the test is being so designed as to be useful for long term
evaluation efforts (e.g., to assess first year to fourth year chanée in

~medical students) as well as the short term evaluation oF_the‘effective-

ness of ‘a single course, a clerkship, or an intersession experience in

achieving the stated objectives.

Description of the HEPKAT

The HMO Education for Physicians Knowledge and Attitude Test
(HEPKAT) is a four part instrument. The sections of the instrument

include:

Tt

Knowledge items; True-False

Knowledge-Judgment items; Multiple-Choice

e
i

III Attitude items; Likert Scale
IV Career Choice Information
Minimum biographical identification information can be obtained
on the cover sheet. The three sections testing knowledge and attitudes
contained 30, 20, and 77 items respectiveiy in the first administrétion
of the test. The number of items will not remain constant in subsequent
administrations of the test, since test st;tistics will be obtained h

and used to improve the instrument. Nevertheless, in its present form,
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it requires approximately 40 minutes for administration. Since a
practical goal was set to produce an instrument that could be
administered within the limits of a 50 minute class period, the test.
will be Tengthened somewhat in subsequent drafts. Keeping the test
sections at maximum length compatible with testing opportunities
defined by the purposes set forth above is an objective that derives
from the known relationship between test length and re1iabi1ity.(4)

The response format for each section of the test is standardized
to assure easy FamiTiarity by any group of respondents and also to
expedite the development of test statistics to be used in test development.

In its present form the test is a mimeographed document available
from the author without cost in exchange for data that can be used in

its development.

The initial impetus for this effort derived from a joint conference
of the six schools held at Cambridge on September 29-30, 1975. At this
conference, interest was expressed in the preparation of common evalua-
tion devices to avoid duplication of effort, to allow inter-school com-
parisons, to evaluate the project in its entirety and as a useful by-
product for future %eéearchApurposes. A later meeting of the project
evaluators was held at the instigation of Marcel Infeld, AAMC project
officer, on November 9, 1975. The participants in this meeting reached
the consensus that an instrument reflecting a core of curricular
objectives common to all schools could and should be developed. The

i
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steps involved item writing, editing of items and rational evaluation

of the content validity, preparation of the test format and a prelimi-
nary draft copy, and finé1]y collection of data from readily available
samples of students. To &ate these steps have been completed, although
only a small sample of students has been tested. Results for this

sample are presented here in order to give some preliminary statement

of the range and type of responses to the proposed items and to engourage
further use of the HEPKAT so that development of the instrument can
proceed.

In addition to the completed steps outlined above, further plans
call for the addition of items according to a map of the curriculum
content domain outlined in the University of Pennsylvania.set of educa-
tional objectives. Table 1 presents the initial plan Fér iééﬁ writing
distinguishing between two categories of items: (1) those designed
primarily to assess learning of cognitive materials at the knowiedée
level, and (2) those designed to assess affective ]eérning as reflected
in att%tudes; For the first category, the assessment of knowledge, two
item: types werelused; true-false and multiple-choice. The measurement
of attitudes was approached using Likert type attitude items as a basis
for later scale deve1apment.(4) While the format in Table 1 indicates
the intent to spread items over the various content categories as a
means of assuring content validity, in practice the-pre1iminary draft
of the HEPKAT falls short of this objective (see Appendix A). More
true-false andLikert type items were obtained than called for in the

plan and fewer than the desired number of muitip]eachqice items were
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Table 1. Item source and distribution plan for development of the HEPKAT
' content and format (Ni entries are estimates of final number of
items to be derived).

Curriculum modules

1 2 3 . 5 6

Taxonic  Item Primary Health Active ~ One  Economics Change

Content Format Health Care Care Consumer Quality of ‘and
Comprehen- Team Partici- Health HMO's  Innovation
sive Care pation Care

True- o o o
False
Ni=60
Knowledge — . S — —_—
. Multiple '
Choice
Ni=48

Semantic
Differ-
ential
Ni=8 :
Attitudes— —_— . — — —
Likert

Items

available. These differences will be rectified as the test is'revised
and item data from larger samples become available. Thus, items with
extremely high or 1owidifficu1ty levels or with poor item-total correla-
tion will be discarded before the test format is finally set.

Items were obtained by several means. Source documents such as

Organizations were carefully reviewed. As another step, the provider

- staff of the Penn Urban Health Maintenance Program was extensively

employed and, through the use of guided interviews, encouraged to

[l
e
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generate both k@gw]edge and attitude items. From this latter effort,
we were more successful in obtaining attitude items as opposed to
cognitive items, thé71atter being most réadi1y generated from the
source documents,(SSE) _

The essential activity ano1veda¥n the construction of a measurement
instrument is that of mapping stimuli, usually test items, into a number
system. A test score or a profile of scores represents the final
product of an entire set of mapping operations. To assure that the
numbers assigned to students as test scores have meaning, we strive to
achieve a number of characteristics for our test. One characteristic
sought is often referred to as the functional unity of the test and
implies that some degree of .consistency exists iﬁ tﬂé way we mapped out
the test and then subsequently assigned scores or scale values to the
particular stimuli or test items. The operations of test construction
affect the functional unity and are implicit in decisigns made in the
development of the HEPKAT, such as selection of item férmat, number of
items, range of scale values, and practical considerations in the use
of the test for assessment as opposed to prediction.  These éonsidEratinns
are particularly of concern in the development of attitude scales. In
addition, two other characteristics of a measurement instrument,
reliability and validity, required attention. The mapping described in
Table 1 abo?e is important to thé“cbntent validity of the test, while
decisions on the. number of items will ]éter affect thé re]iabiifty of
fhe test scores, which in turn can affect its utility in assessing the

adequacy of a new curriculum change.

348




-3y -
g—

The objective test items cast in the true-false and multiple-choice

format in Parts I and II of the test were designed to test cognitive

material in the curriculum. While the majority of the items would
generally be classified at a low level in the taxonomy of educational
objectives, calling as they do for factua] knowledge or information,
some require higher order processes. As the test is further developed
every effort will be made to include additional items that require the
higher cognitive processes.

In-the construction of attitude items in Part III, the fundamental
requirement is the opportunity for the respondent to express some degree
of orientation either for or against the object, person, relationship,
or activity being described. The Likert method was employed in this part
of the test. It involves én-initiai compilation of a set of statements
related to an attitude object which are then presented to a group of
respondents to be rated according to the extent of their agreement or
disagreementi(q) Once we have obtained data from a group of students,
some items will be eliminated, others rewritten or improved, and on the
basis o% the interrelationships among the items, an attitude. scale of
some consistency will be cast.

The first opportunity for use of the HEPKAT preliminary draft
was with a group of 27 students who attended the Intersession Course
on Comprehensive Care at the University Df‘Pennsy]yania; This week
long course is staffed'by Primary care providers in the Penn Urban
Health Mainteﬁance Drgénization and is an intensive experience involving

approximately 35 contact hours with the students, In the group tested
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with the HEPKAT, there were seven students from medicine, six from
nursing, five from social work, and nine from allied health, law
administratian and other fields with a related interest. The inter-
session:experience was a short, intensive introduction to most aspects
of the HMO curricular content developed in the AAMC project. A pre-
test was administered foi]qking introductory comments the first morning
and a posttest was employed at the end of the fifth and last day. Some
personal rating scales were dropped from the posttest administration
due to time constraints; otherwise the test was identical for both
administrations.

One development anticipated for the future will be the generation

-of alternate forms of the test designed to be comparable in content,

difficulty level, etc.

Results of the Pilot Sampie -

The first three sections of the test-were initially analyzed
separately. The analyses focused primarily on item data and rapid

approximate non-parametric techniques were employed.

on the 30 items ranging from 14 (a score that could be obtained by
chanre) to 27_ For the posttest, the range was ESSEnéia1]y the same,
i.e., 16 to 27, although the average score increased. Part II, the:
multiple-choice section, had pretest scores ranging from 10 to 18 and
posttest scores ranging from 11 to 18. The rank order correlation of

pretest scores on Parts I and II was .41. When Parts I and II were

=3
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combined to yield a total score.for the knowledge section, scores
ranged from 24 to 43 on the pretest and 28 to 45 on the posttest. The
pretest mean for the combined Parts I and II was 33.3 and 36.5 for the"
posttest, indicating an increase of three items answered correctly for
the group. While this is statistically significant, it may be somewhat
more meaningful to indicate that of 24 students for whom the test data
were complete from pretest to posttest, 20 improved their score, one
stayed the same, and three experienced a decrement in their scores. The
raw scoresmeans:and. ranges. are. presented in Table 2.

Table 2. Pretest and posttest means and Paw score ranges for 24
intersession students on objective test items,

__Raw Scores ,
Mean Range rho. .

Part I Pretest S 21.2 14-27
' Posttest 23.1 16-27
Pretest  12.5  10-18

Part II Posttest 13.4 11-18

Total Pretest  33.7  24-43
Score Posttest 36.5 28-45

Item difficulty levels were also examined, as were the item total
correlations, but the sample size is not sufficient for these anaiyses to
yield data of any psychometric interest pertinent to test development.

It is of casual interest thét the items-did range in difficulty level

from four items which no one answered incorrectly to ten items of

R
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sufficiently high difficulty leve] that the group did no better than. a
chance response on the pretest (Table 3), 1iIn brief, the objective test
items :over1ng the knowledge component of the test are promising and, |
if the pilot samp1e is at all indicative, should, with further develop-
ment, yield a reliable, valid and discriminating instrument,

Finally, Part III was analyzed by comparing pretest and posttest
respénses item by item for the total group. Complete data for this
analysis was available for 23 Students. Pretest and posttest item
means are presented in Table 4. These give some Prospective indication
of the direction of scoring for the items but further development of
Part III awaits a sample size sufficiently adequate to subject the items
to a factor analysis as a preliminary step in scale deveTopment A
minimum sample size for such an analysis would require at least three
times as many subjects as we have items. Thus, at a minimum we will
need approximately 250 students,

Again, for illustrative Purposes, we have presented in Table 5
those items which yielded significant chi-squares when pretest and
posttest responses were compared. Item responses were dichotomized as
close to a median split as possible and a chi-square computed from the
resulting four-fold table for each item. Eight items had response
changes from pretest to posttest at less than the .10 Tevel of confidence.
Since 77 items were analyzed, one might expect eight such results by
chance alone, not an auspicious finding. Examinatian af'the content of
the eight jtems is interesting, though, inasmuch as there is a communality

represented in these items which is. antithetical to the concept of random

o
U
o
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Table 3, Percent Corrcct Response for Objective
Test Items for Pretest Group (N=27)

True-False Items

Percent Percent Percent
Item No. Correct Item No. _ Correct Item No. Correct

1 96 11 59 21 89

2 41 12 48 22 82

3 100 13 74 23 48

4 37 14 93 24 70

5 100 15 96 25 100

6 85 16 67 26 100

7 82 17 85 27 85

8 63 18 93 éé 59

9 82 19 44 29 44
10 85 20 33 30 26

Multiple-Choice Ttems

1 89 8 56 15 | 89

2 85 9 22 16 30

3 63 10 63 17 93

4 41 1 56 18 67

5 63 12 63 19 78

6 93 13 78 . 20 48

7 89 14 | 89

.. 553
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Item means for HEPKAT attitude statements for
(N = 23)

Table 4.
pretest and post test.

Itenm
No, Mean

Mean

Pretest Postest Item
No.

Mean

Mean

No

Mean

Mean

No

Mean

Pretest Postest Item Pretest Postest Item Pretest Postest

Mean

4.83
3.78
1.70
.09
.30
.83
.57
.26
.78
.57
.70
.61
.87
.26
13
.39
2.52
3.52
1.91
3.57
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3.43
2,04
3.52

21
22
23
24
25
26
27
28
29

2.30
2.17
2.04
L.56
1.74
2.22
3.91
1.87
2.83
3.57
2.96
3.26
3.04
2,61
3.87
L, 26
1.52
2.00
1.78
1.61
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.78
.87
.87
35
.61
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4.00
.30
1.52
1.91
1.91
1.70
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42
43

45

47

49
50
51
52
53
st
55
56
57
58
59
60

1.26
1.78
1.61
k.09
3.83
2.96
3.87
2.43
1.87
2.04
2.57
3,22

4.04
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O
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1.43
1.96
1.65
4,09
3.91
3.04
3.78
2.35
1.65
1.91
2.17
2.65
3.74
4.43
2.13
1.83
4.00
2.22
1.74
1.39

62
63

65
67
69
70
71

72

h
75

76.

77

4,22
2,61
L.ok
2.70
3.91
4,00
2.96

2435

2.30
2.96

74
.61
.39
.00
39
.96

=L

b, 26
2.39
4.30
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3.87
4,26
2.91
2,65
2.26
2.91
1,87
.00

" 1.35

1.83
1.61
3.61
1.78
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Table 5, HEPKAT attitude statemeﬁta yialding signifieant

magnitude of the ehisgua.re obtained. (N = 23)

0 Attitude Statement Preéest* Postest, X2 P Direction
’ Item Mean Item Mean of change

The primary health care provider should . 2,00 1,61 9.68 <.01 A= SA
assume responsibility for integrating
the patlent's health care. .

Many physiclan assistants do not have a 3.22 2.65 9.13 <.00  D>u
zollege education

The major function of nurse practitioners 3.26 3.74 7.56 <.01 u>D
is to do histories and physicals with '

dlagriosis and treatment being left up to

the physician,

In a health care team, the design for 4.13 3.65 5.85 <.05 D> u
diagnoslis and treatment is the sole res-
ponsibility of the physician.

The function of nurse practiﬁiané: is to L.04 4,43 k.57 <.05 D->3D
take physiclan's orders _ -

In a health care team, the nurse practi- 2,57 2.17 3,70 <.i0 u-rA
tioner monitors the patient's progress

over time and modifies treatment accor-

dingly.

It is important that the  physician direct- 2.78 3.43 3,14  <.10 u->D
ly obtain the information essential to a .
complete history and physieal

- To do good primary care you have to know 3.57 L. o4 2.99 <.10 u->D
everything

* .
1 = Strongly agree; 2 = Agree; 3 = Uncertaln; &4 = Disagree;
5 = Strongly Disagree

™~
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findings. Most of the items are in some way concerned with the
relationship between the nurse practitioner and the physician
vis-a-vis their role responsibilities.

promising and a number of first order objectives &erEVSEryea; We did
ﬁot show dramafia changes from the Monday to Friday pretest-positest
adminiStrétidns’af the test, but both test and curriculum afé:in:thé:,
first stage of development and the exposure time for thé Studén£s3wa5
very iimitEd. in retrospect, those areas for which.thé‘studeﬁts |
shcwed,a good dgaT of interest and motivation,géuch:as the team:
concept or theAphysizianﬁnurse practitioner re1étionship were areas in .
which the test showed some sensitivity. |

As important as the statisticai‘data, was the opportunity to
observe student response to the type of items being tried, to observe
their behavior in the test situation,gtolestimate the time required to
take the test, to Find editorial corrections in the instructions, .and
to develop some confidence that the éehé}éi format and content of the
itéms appear to be serving our purposes. In the next use of the test,
several "items will be dropped, such as those which were of such ease
that no one marked the item incorrectly. We can learn from even this
small bit of data that mahy of the multiple-choice incorrect answers
do not serve adequately as seductive distractors and may therefore need
to be rewritten in order to raise the difficulty level of the item.
These and other corrections énd improvements will be incorporated gnté

the next draft of the HEPKAT.

nEL
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. Summary and Projected Plans

~Preliminary efforts to develop an instruﬁéntrtp test‘knnw1§dge and

attitudes relevant to core content in curricula for physician training

in HMO's indicate the feasibility of such a plan. Results of a small
ﬁi1at‘Sampie exposed to the curriculum content for a one weékiin%eﬁéive

exper1ence 1nd1cate that the items praduce a range uf respunse and

. are sensitive to change over even short exposure tD the curr1cu1um, Thé S

need for revision of 1tems is apparent ‘and next steps in the deve1opment
Df the test include add1ng items in certain content areas, test1ng a
1argér sampTe and subjecting the attitude 1tems to a factor ana1ys1s for
the purpose of developing reliable and caherent 5”b5c§1353,wmmmumm“”
F0116Waup plans are out1ined in fﬁe Timetable presented in
'Appendix C. This tentative outline 15 cent1ngent upon the cont1nu1ng
interest of the caoperat1ng schoa1s and others who may wish tn , '
participate in this developmental effort.. Most critical to continuing
progress on the test will be access to students fof~te§ting fime;_ In
the next effort opportunistic samples will serve our purpése. In the
final stages of test development, though, represeﬁtative_samp1es of
medical studénts:ﬁi11 be requiféd in order to establish norms to

enhance the general value of the instrument.

cs
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HEPKAT

HMO EDUCATION FOR PHYSICIAN KNOWLEDGE AND ATTITUDE TEST

Identification items

Name

Field of study

Year in program ___

Preliminary Draft
Edwin B. Hutchins, Ph.D.

January, 1976

« 368




- PART I. FEach of the statements below are generally true or generally false.
Please indicate your response to each statement by circling one of the
two following alternatives: T==true, F==false .

3

l. T F The gaals of health maintenance are prevention of disease 'and disability
and early identification of abnormalities or threats..to health.
2. T F Blue Cross and Blue Shield is a fee-for-service plan.
3. T F The social worker has specific knowledge about community resources.
4. T F The first medical cooperative in the Unitad States was Drganised in
the late 19th century.
5. T F Environmental factors strongly influence the health of an individual.
6. T F Economic factors strongly influence ‘the health of an individual. ‘
7. T F Psychosocial factors strongly influence the health of an 1ndividual
8. T F A carrier does not underwrite risks in health care insurance. — T
9. T F For the most part, at the present time the Amer;ﬁan medi;al system is )
directly accountable to patients.
10. T F Community corporations are: being developed mostly by large insurange
companies.
11. T F In November of 1975, major employers in the United States were required to
offer a dual aptian to thelr emplovees.
12. T F A "hesitation payment" is a charge required of a patient who misses an

office visit appointment. .
13, T F A voluntarily enrolled group is one in which the employer can exercise
his option to enroll his employee.

l4, T F Periodic followups are not an essential component of comprehengive care.
15. T F For the patient, finding a place where appropriate health care is delivered
) at a reasonable price is a major problem.
16. T F A provider is an insurance carrier providing the m:ans to pay for health servic
17. T F Twenty-four million Americans have no health insurance of any kind.
18, T F An individual's race can be a decldlﬁg factor in the quality of the health
care that he receives.
19. T F Capitation payment is the amount of money required per person to provide

covered services for an unspecified period of time.
20 T F Reciprocity implies the right of a group health plan member to receive
_ medical care from any other HMO in his home area.
21, T F Prepayment provides in advance for the cost of predetermined benefits for a
population group through regular periodic payments.
An option offered an employer between two provider organizations is referred
: to as dual choice.
23. T F An extended care facility pfavidEf primary, secondary, and tertiary levels
of medical care.
Cost centers are functional areas that generate the basic costs incurred to
provide the plan range of benefits.
25. T F Comprehensive care provides for that broad spectrum o£ health services
necessary to the prevention, diagnosis and treatment of physical and
mental illness and to the maintenance of health. .
26, T F Blue Shield is a prepaid health plan designed specifically to cover the needs
of municipal employees such as policemen and firemen.
27. T F In some HMO's, expansion is computed as part of the capitation rate to
provide capital for growth.
28. T F A fee schedule is the schedule of payments a fee-~for-service patient
makes when subjectéd to eatastrnphic illness. »

I
Xy
3
e
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P
:

3
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30. T F A nangantributory arrangement 'is one in- whigh Eha employer, unign, or
third party pays nothing.

S0
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For the following items, select a sin gl best answer. Please indicate your
response by circling the letter in front of the alternative you have chosen
as the correct answer. .

.o Third party payments

- A. are payments for health care made by the:beneficiary in his own behalf

B. are payments for health care when the beneficiary is not making payment
in whole or in part on his own behalf

C. are payments made by a parent or guardian in behalf of a dependent

D. are payments made by a third party in behalf of the consumer.

'+ Placement in an extended care facility should not be based upon
. A. medical problems

B. ability to pay

C. 8ocilal problems

D. functional impairment

«  In 1848 the first British public health legislatign was primarily concerned with
A, mandatory vaecination
B. sanitation
C. The Royal College of Physicians
D. medical education

. In the period from 1960 to 1970, hospitalization costs in the United States increased
.A. equivalent to the standafd of living index

o B. 257
' C. 1007z
D. 300%

+ Under a union-sponsored health benefits program, funds to finance the program may
come from all but one of the following
’ A. federal government matching funds
B. wunion members contributions alone
s emplayer and union members contributions
» employer contributions alone

= Ne]

+ In the provision of health care, accountability should be to
A. one's professional colleagues alone
B. to the patient alene . -
C. to the patient and the profession )
D. to the patient, the profession, the community and society at large

» Which of the following practice arrangements do not generally have salaried
physicians?... :
A. Kaiser Permamente
" B, fee-for-service practice
C. foundations for medical care

D. the Public Health Service

The Health Maintenance Organization Act P.L. 93-222 did all but which of the following?
A. provided prospective eligibility to both PPGP plans and MCF plans
' B. made optional the dual choice clause
C. added support to existing plans through grants and loans
D. encouraged the development of new HMO's

360
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Which

D

B;
G-,

D.

l. . Of the falicwing quality cuntr@i groups, which one

Al
Bi
ci .
D‘
Which of
Ai
Bﬁ
{
Di

. Medicare

Al
ED
. ci
..Da

Accessibility implies that health care is

A.
B.

Oné reaspn that some HMO's are nnt “qualifiéd" is that
,_ ;3_ .
C..

the following is not a health status indiecator? -
actilvities of daily livipg

morbidity

race

M

they are eomprised of muitiaspecialty grnups
.they did not apply: for federal. EUﬁding

‘they have ‘a recognized medical’ ‘group ' : T o
- they have bezame a regagnised Individugl Pragtice Assaciatiun :

the’ develupment ‘of extended care facilities faf the Eldérly
. the maintenance of ‘physical’ and méntal health as_opposed to illnéss
patiént education so that the ‘care pravided is campfehgnsible -and *
.therefore followed by the patient’ :
a brgad 5pect:um of health services including physician Eerviges and
haspitalisatian : s SO
also perfarms third pafty functi
certified hospital admission program ) v . ENe
professional standards review organization
quality assurance program
medical care foundations

funetional assessment

is a pfaram designed to

pay most of the health care expensés of the indigent
pay most of the health care expenses of the elderly
experiment with national health insurance
redistribute the wealth

paid for by a third party
.close ta ‘one's home"
within the reach of all
geagraphiaally, financially, and Eogially availabie on an equitable basis

the following is not a basiec principle for deveiaping an effective HMO?
prepayment

a dependent, externally governed physician s organization

a contractual responsibility between the plan and its members
physician's payment influenced’ by shared financial respnnsibility

careful to allow the members free chnice by -

avoiding mutual contractual commitments

suggesting alternative providers whenever they indi;ate dissatisfaction

leaving issues of accountability entirely to the members' consumer
organization '

allowing the members to choose from among the HMO's accepted physiciana
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Evaluatiun af HMO perfarmance has been dane thrgugh usilisatién studies. These

AL lawet héspital utiligatian and elegtive Eutgery rates
‘B!f highEr family health care expenditures
C. no change. in infant mortality rates

'D.- na ghsnge in mgrtalizy rates for the" Elderly

1989 the need for physieians practiaiﬂg in HMD 8 is estimated to be

B_ ZO ,000 -
C. 40,000
D. 80,000

The traditional distinction between the primary fDlE nf ﬁédiciﬂé and thé primary
i zale of nursing lies in A . . :
A. - application of the "curing and ' caring pr es '
B. the level of competency achieved S s » ;
- C.: the quality and comprehensiveness of tha réspective Educatianal prggrams‘ﬁ,-
D. actegtancé by the patient : :

* Which of the following is not true of humé care prﬂgrams?
A. they are easily organized
B. it is one of the least utilized serviceg a. haspital uffafs
C. it is an important and recognized alternative to inpatient care
D. it is one. nf the more axpénsive medical services
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Indicagéfyour reaction to each of ;@
of the five following alternatives: S

L=}

o

o

ooo o o

o

ease do da not omit ggjritems.'

sD

sD-

5D

5D

sSD

5D

sSD

SD

. The physician who utilizes the services of nurse practitioners

.E
¥

llawing staﬁements{by circling aﬁe
Strongly Agree :
Agree

Uncertain

“Disagree o
Strongly Disagree N

GRS -

Reeegnising the impact .of chronic disease on. patients and «
family is not a concern of the primary physician. o e

In medicine, competency is. directly related to the amount: .of schaul’ng

Physician assistant and nurse practitioners, because of diffef: r
educational and professional ?xperlenges, br;ng added ﬂimensio 
to the health care setting. ’ , "

Nurse practitioners who seek to serve some of the physician 5'1» '
‘functions are practicing medicine without a license.

Regardless of station in 1ifa§ all ‘citizens have a “right™ tg quality‘
health care.

Social services are prlmarily made availahle for lower sacigx'
‘economic class patients.

In a health care team the primary concern of the social workér is’
the patient's difficulties with finarces and housing. :

Because providers generally come from middle class backgraunds,-
they have problems relating to lower class patients. -

It is important that the physician directly obtain the infnrmatian
‘essential to a complete history and physical. e

To do good primary care you have to know everything.

Physician assistants and nurse pfactitionets are primafily well

~ trained in physical diagnosis.’ :

It is reasonable for a nurse praztitianer to have a signed pad of
prescriptions for prescribing specifie drugs under protocol.

Because the government only reimburses at given levels of payment,
publicly supported patients will necessarily receiva health care
of a lesser quality than that received by private patients.

An important function of the social worker is to. Etimulate )
positive change in health care delivery.

In. a health care team, the design for diagnosis and treatment 1is
the sole responsibility of the physician.

The primary care physician need not maintain Eommunication with
the patient during the period when a consultant is involved
in a specific course of actiom.

Any inadequacies in health care in this country are especially
felt by those who.are not.white or male. . .. e

A nurse practitioner i1s a nurse with a few added skills.

American doctors are generally chauvinistic.

is constantly risking malpractice suilts. :
Middle and upper socio-economic families have psychosoclal needs which
must be met in any truly comprehensive health care delivery syaﬁem.: :
In working with familie~ where the incidence of psychosocial problems . .-
is high, the social ".yi:r could be the primary care provider.
Bécsuse of her nut51ﬂg bg ngrgund the nurse pragtitigner brings to
ﬂf the physician. :
Information .obtained from consultants is medical in nature and need
not be shared with other members of the health care team.
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d personally feel comfortable being treated by a nurse practitioner working
heal care team setting if it was for; o . , )
: 8D . a "bad cold" e '

SD . painful burning on urination N
SD. - head ' trauma with loss of consciousness for 2 minutes
SD  a headache of 1 day duration - -
SD  followup on a lab test which indicated an elevated fasting blood sugar
SD  depression of 3 weeks duration : ‘ i
SD my feafts of dying following removal of a cancerous pancreas
SD  my 18th.month old infant who has a temperature of 104 and is
v pulling his ear : I : o
SD my 6 year old child who has started bed wetting after being toilet

: trained for 3 years '

oy

1

Socagagea
Yoovuoouou

I TN
=
U\

U D SD Physician assistants working in hospitals should be able to write
' _ orders under protocols. : : ' :
D SD _ Nurses are primarily trained to make patients feel comfortable; = = "
) SD  The psychiatrist is the only provider competent to deal with mental
problems. B ‘ SR
UDSD The patient should be a participant in the health care team's

decisions regarding his health care.’ S
UDSD 1In ahealth care team, the social worker is concerned with the
patient’'s life stresses and his ability to cope with them.
UDSD The individual physician has an obligation to help change the
‘ health care 'delivery system in this country. 3

I O S
[
i

by
,‘m'
e

Eé‘fallgwing’situatiéns are valid reasons to consult with other physicians .and

ike appropriate use of their advice: - - ' i

«“SA AUDSD The patient's family requests another opinion. Co

SAAUDSD The physician feels that the problem exceeds his competency.

'«'SA AUDSD Patient care can be instituted more efficiently or economically ;
G . by another physician.

s SAAUDSD The relationship between the physician and/or family is unsatisfactory.

» BAAWUDSD 1In a health care team, the principal task of the nurse practitioner

= is to record the chief complaint and measure the vital signs. e

+ SAAUDSD While other consultants are involved in a patient's care, the primary o
care physician is temporarily removed from the ongoing management .
of the patient. v

It is dangerous to give a person a few skills and then turn
the person loose with patients.

8 HMO's are a form of communism. :

SD A physician should be able to trust the physician assistant to -

‘ prescribe certain drugs under protocol. . :

The social worker enhances the physician's understanding of the patient
as a whole person with definite environmental factors impinging.
on his health status. ] '

SD  An important function of the social worker is that of patient advocate.

' In a health care team, the nurse practitioner monitors the patient's
progress over time and modifies treatment accordingly,

D SD Many physician assistants do not have a college education.

D SD The major function of nurse practitioners is to do histories and
physicals with diagnosis and treatment being left up to the
physician, o

'SA AUDSD The function of nurse pracitioner is to take physician's orders. .
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5D
SD

sSD

sD

-An lmportant role

- Regardless of the method of payment, all patients in-a cemprehensiVe

of health care team mgmbers in the assessment uf psyehasagial
factors in the health care of the patient:- :
The social worker aids the physician in appropriate’ use of psych s
. providers through collaboration or direct referral. o
In a health care team, the principal task of the _physician is. to.
nbtain the history and. perform the physical examinatian.l e
Spacializatlan 1s important because you can't know everything. - -
Many of the traditional functions of a physician ‘can be adequately

'served by a nurse practitioner.

health care SEttiﬂg should receive the same quality of care. '

The social worker's primary function is to help the patient abta,
welfare monies. ,

In a health care tedm dealing with a child perfarming poarly in'.'
school, it is the responsibility of ‘the social worker to
obtain records from the school. o

Primary care is not intellectually chailenglﬂg_ v

Under protocol, physician assistants.should be able to treat common
chronic diseases (such as hypertension, chronic heart disease,
diabetes), including ordering and interpreting ‘tests and making
the decision for prescription of medication.

Different levels of health care are to be expected for PEDPIE of
different socioeconomic classes.

There is no need for a social warker in serviciﬂg middle class
‘obstetrics patients.

The prinecipal role of the nurse practitioner is to execute the
simpler tasks traditionally assumed by physicians.

In a normal family situation’, the social worker should be an
integral part of the primary health care team. =

Physicians should be willing to sign prescription forms filled out
by a nurse practitiomer colleague. : -

The level of competence of a nurse pfactitianéf approaghes that
of a general physician.

In dealing with a family having limited fesgurces, knowledge abﬂut
available community fund agencies can'be as important to health
care as medical information.

Nurse practitioners should not be alluwed to deal with patients :
except under direct supervision by a physician., .. v,_,H”A.[;m«Mw;f

Patient education is an important function of an HMO. o

Nurse practitioners are co-equal with physicians as members .of -l
the health care team.

-The primary health care provider should assume respansibilityhfarv-;-wéﬁ

integrating the patient's health care.
I would feel more secure working in a limited field than in
general practice,
The health care team represents one of the mDEt effielent means
of delivery,quality health care.
ot
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v ' Career Choice Items

This section of the test asks for information on your plans
for the future. We would Tike to obtain here your best
cstimate of the kind of career you would like to have when
you finish your training.

1. Please estimate thé percent of time you plan to spend in each of
the following professional activities.

, Time in Percent
Patient Care B
Research L
Teaching _
Administration
Other - .
please specify 100% -
2. Please indicate which field best describes the medical practice
o you plan to enter. Check one only.
_____ Anesthesiology _____Pathology/clinical pathology.
~__Basic medical sciences ~ Pediatrics, general
~____Dermatology o Ped1atr1cs, allergy
___ Family practice ~ Pediatrics, cardiology
_____ General practice ~_ Physical med1c1ne and rehab111tat1cn
~_ Internal medicine, general ] Psychiatry T
L Allergy. , Public health and preventive med1c1ne,,¢;
~ Cardiovascular disease ~ Radiology
o Endocrinology ____Surgery, general
_____ Gastroenterology _ Surgery, neurological
~ Hematology ~__ Surgery, orthopedic
~ Infectious diseases @ Surgery, plastic
____ Pulmonary disease ~ Surgery, thoracic
____ Neurology _____Urology
, Dbstetr1cs/gynec0109y . Other; please specify:
- Ophthalmology _
Dtg1aryn90109y

3. what type of practice do you plan to enter? Check one onTy

Solo

Partnership

Group

Hospital based

HMO based )

Other; please specify: N

T l
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APPENDIX B

"HEPKAT scoring key for preliminary draft Parts I and II

Part I

Item Correct Item Correct Item Correct
Answer — HAnswer Answer

11
12
13
14
15
16
17
18 -
19
20
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Part II
g

9
10
11
12
13
14

15
16
17
18
19
20
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APPENDIX C
Project to Refine the HEPKAT

Time Table for Implementation

Activity

’Send‘cdpies of preliminary report on HEPKAT

to Project Evaluation Consultants

. Return critique of preliminary report and

suggestions for item revision and addition
of new items

. Revise draft of HEPKAT; delete and add items

Readministerxto opportunistic samples

Pooling of available data from six schools
for test analysis:
(a} Item anayses, Parts I and II
(b) Factor analysis, Part III
(c) Item correlations with Part IV  informa-
tion on career choice

Construction of attitude.-scales

. Refined form of HEPKAT completed and printed

Testing of entering first year classes of
cooperating schools =

Scoring of test protocols and development of
normative data for entering classes

Correlation of data with career choice information

Feedback via return of individual school profiles

to cooperating schools

Final report

~ Target Date

March 28, 1976

April 23, 1976
May 1, 1976
April, May 1976

June 30, 1976

July 30, 1976
~July 30, 1976

August 15, 1976
September 1, 1976

September 30, 1976

October 30, 1976
November 15, 1976

December 1, 1976
December 30, 1976
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ABSTRACT

Although the role of curricula in the determination of

;i- 5 = [ iA-
physician career choice is obscure, it is generally accepted
that career options such as primary care will atract more sub-
scribers if they are better represented in the curriculum. This

project designed, applied and evaluated a semester long series

- of HMU based primary care experiences for first year students.

HMO based students were compared with students in DthéF primary
care settings as to: 1) know1ed§e of primary care and the
doctor/patient relationship; 2) knowledge of a variety of modes

of structuring health care delivery and 3) effect on career
choige. The project structured experiences which allowed students
a maximum amount of direct contact with both health care providers
and patients in the Hm0 setting. Pre/post comparison showed
small, but significant, differences within the treatment group.
Evolution of student career choice and the “imitations of meeting

s

health manpower goals by curricular changes are discussed.

a71
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AN _HMO BASED PRIMARY CARE CURRICULUM
FOR FIRST YEAR MEDICAL STUDENTS -
DESIGN, EVALUATION AND DISCUSSION

Although predicting that economic and social factors would
be the most potent determinants of an increase in the number of
new primary care physicians, Alpert and Charney (1, p.7) recog-
nized the fmportant role of the medical school in this process,
To improve the preparation of medical students for careers in
primary care, they recommended (1, p.62) that teaching and
curricula be modified to incorporate the following elements:

a. "... criteria for selecting students who will be suit-
able candidates for careers in primary medicine practice."

b. "... an overall program for primary care education at
the undergraduate and graduate Jevels."

c. "... sites for primary care education under (the medi-

cal school's) auspices."

Beginning in the fall of 1974, the University of Rochester
School of Medicihe and the Genesee Valley Group Health Associa-
tion cooperated to design, implement and evaluate a course of
instruction in primary care for undergraduate medical students

in the spirit of these recommendations.

At that time there were three competing prepaid health care
delivery systems available in the Rochester area: an independ-
ent professional association, a prepaid group practice based in
a number of urban neighborhood health centers, and the Genesee

Valley Group Health Association (GVGHA) - a prepaid group

372
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practice baseu at the Jdoseph C. Wilson Center. 1t was felt that

involving all or some of these community resources could improve

"~ the teaching of primary care delivery systems.

The resulting project had two distinct phases, one for first
year and the second for fourth year medical students. The first
phase of the project which is reported here, was developed in the
context of a course offered by the Department of Preventive

Medicine and Community Health during the Spring semester, 1975,

Objectives and Biases: The objectives of the project's first

phase were design, apply and evaluate a curriculum centered
around a semester ]Gng series of HMO based experiences for a
limited number of students. It was postulated that such é
curriculum would produce: (1) acquisition of knowledge about
oprimary care and the doctor-patient relationship; (2) knewledge
structuring health care delivery, and (3) an effect on the devel-

opment of career identity and student career choice plans.

in designiny such an educationai experience a number of back-
ground issues and biases came into focus. The first to be consid-
ared was timing. Many faculty believed that' the earlier the expo-
sure, the greater the impact on career orientation and subseqUEﬁf
career choice. However, other faculty planners felt that first

year students would devive only a limited benefit from exposure

to patients at the HMO. In their judgement, the students had

2
-t
W\
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nt knowledge of both the basic sciences and clinical
methods to fully appreciate ciiﬁicai problems. Another issue
was duration: the bias of some faculty was that thirteen half-
day experiences would not create revolutionary changes in the

career plans of students.

Still another consideration was structure. Frequently clin-
ical learning experiences aré unstructured and are dependent upon
a variety of unpredicted and unplanned circumstances such as the
run of patients encountered at any time period, the'assignment of
primary cave physicians to serve as preceptors who must also main-
tain their patient contact responsibilities, and the different
roles assigned to students in various heaithwéare settings. Could
the educational experience be made more even and predictable for

all groups of students?

Furthermore, objectives of primary care teaching are often
vaguely articulated. Are these specific or unique things to
observe and 1eaﬁp about primary care compared to traditional
specialty based health care? Faculty of traditional departments
often disagree on this issue with faculty based in family

medicine or at the HMO.

Description of the Program: Cognitive and affective objectives
were defined. These included mastery of Drgénizaf%cnaT and
operational definitions of both the structure and personnel of
primary care delivery systems. They also included detailed
analysis and description éF the processes whereby patients en-
countered and were served by the HMO. Affective objecti&es;

374
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derived ifrom a number of structured as well as unobstrusive

included students' attitudes toward a variety of

m

E“Eﬂ

sciuivamantg
Zzuraomantz

personnel encountered, and toward their experience of observing

and participating in primary care.

The course met one-half day per week for thirteen weeks.
Fach meeting consisted of three phases. The first 45 minutes

individual students rotated through each of 11 units in the HMO,

el

int

1]

rviewing the head of each unit. Following a brief Tunch

period, the group reconvened for a seminar which presented the

ulk of thc pedagogic content of the course. Seminars were a

cr
T

combination of lecture by a content expert and discussion involv-

ing the students.

Following the one hour seminar, groups of three students

disparsed to observe their physician preceptors at work with

[ %]
]

patients. This observation period lasted fromone-half hour to
ceveral hours. In addition to these organized activities, each
student was assigned a patient to follow through the duration
of the course. The student was responsible for presenting a

detailed case history of the patient.

Using retrospective interviews of 1st and 4th year medical

e¥periences

Eur
2

students, Plovnick (2) found that both primary car
and role models were influential factors in the choice of primary
care career. The program reported here structured experiences
which would allow students a maximum amount of direct contact

with both health care providers and patients. This direct
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experience was to interaét ﬁith the more abstract content pre-
sented in the seminars, The HMO's clinics, ]abaratoriés,
administrative offices all bécame sites of teaching as well as
patient care. The entire HMO staff was informe® that the project
was an impartantApart of the ongoing activities of the HMO and

were enlisted as ad-hoc instructors in their own area of activity.

=

Evaluation Design: A major constraint placed upon the evaluation

of the project was the necessity of constructing a design which
would not interfere with the patterh of instruction. As such,
randem ascignment of students to groups was considered undesir-
able since it would interfere with the student's self-determined
pattern of interest. This initial lack of comparability among
groups weakened the power of the evaluation design from the
viewpoint of systematic research. However, it strengthened the
desian from the viewpoint of representative research (3), there-
by increasing its generalizability. The éurricu1um developed
here will be applied in circumstances similar to our own, that
is where students have an expressed personal interest in HMO's.
Therefore, subjects chosen by self-selection were more compar-
able to those students with whom the curriculum will untimately

be used than if they were chosen by random selection.

The resultant evaluation design was a non-equjvalent con-
trol grour model with pre- and pastﬁtesting.(4) For comparison
purpasZ;3 turce groups of students were tested. Group I were
the 12§studeﬁts at GVGHA's Wilson Health Center. Group ITI,

called related, were 10 students participating in similar

0706
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activities at other prepaid primary care organizations. Group

Pt

I11. called non-related, were 11 students serving at chronic

care and social service facilities.

The two basic goals of the evaluation design were first to
qgghtify the cognitive and affective effects of the curriculum;
and second to analyze correlations between demographic/personal
characteristics and outcome measures to identify-passibie pre-

Aictors of cognilive achievement or affective change.

Nata: Personal characteristics assessed for later correlation
were: sex, home town size, physician parentage, undergraduate

major and Medical College Admission Test (MCAT) score profile

3

ERR I e
i 1 U i Q

of verbal, quantitative, general know-
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leae and science and the Edward's Personal Preference Schedule

4]
2l
2

which measures 15 normal personality characteristics.

Student attitudes were assessed by:

1. An Osgood (5) type semantic differential which asked students
to eva?sa;e;kas well as rate the potency and activity of the
concepts of HMO., primary care physician, medical school,
nurse and medical specialist. '

2. A career choice questionnaire which asked students to-.select
preferences of career type, practice type and specialty type.

3. A semi-structured interviéw with which the evaluator inquired
about the student's reaction to the course's c@ntent,!teach=

ing and impact cn their career cheice.
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Student knowledge was assessed in the areas of:

1. General concepts of primary care including definitions of
primary care, family medicine, HMO, Urgent Visit Clinic and
Prepaid Group Practice.

2. The functions of health care providers including primary care
physician, nurse practitioner, medical specialist, staff
nurse, medical social worker, medical secretary, medical
receptionist, patient ad&acate@

3. The contrasting structures of two types of health maintenance
DrganizatiansAinc1uding financing, organizational hierarchy,
marketing, hospitalization, and legal basis.

4. The events of the physician-patient encounter.

At the completion of the course, all students completed an

activity summary in which they tallied:

I

1. Number of patient meetings that they had had during the
semester within the context of the course.

2. Whether or ncf they had, as the result of their task force,
developed angin;depth patient contact.

3. The number of méetings with. health care professionals.

4. whether or not they had developed an in-depth contact with

one or more health professionals.

In addition to’testing and interviewing, the project evalu-
ator observed all seminars and rotations through the service
units and several patient vi;its_ This level of involvement was
necessary to complenment and validate the other sources of

evaluative information.
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Results: Analysis of covariance found significant between and
within group differences for evaluation of the HMO by the GVGHA
task force on the semantic differential. No other differences
at the .01 level were revealed for the remainder of the semantic
differential.

(Table 1)

Chi-square analysis of the pre- and post-career choice
questionnaires used the .05 level as the criterion of signifi-
cance. For carcer type, at pre-test a large proportion of the
GVGHA group expressed a preference for general practice. At
post-test this proportion did not change. However collapsing the
two control groups ina pre vs post chi-square comparison revealed
a shift towards general practice which was small but significant.
For practice type, specifically HMO based practice, there was a
small but significant positive shift within the GVGHA group.
pediatrics and internal medicine were combined into a single
primary care category. At pre-test, the membership of the related
group was significantly more inclined toward these grimary care
speciaTtiés than the GVGHA group or the non-related group. How-
ever, at post-test, the proportions of the other groﬁps select-
ing these specialties héd increased, so that the differences

“were no longer significant. _
(Tabie 11)
Analysis of covariance with suhsequent t-tests revealed

significant pre-post differences -at the Fiiol level for the GVGHA




- 3¢5~

grcuplaTGné on two knowledge variables: general knowledge of

primary care concepts and the structure of health maintenance

organizations. Analysis of the other knaéTedge-variab]es, the
activities of primary care staff and events of the doctor/
patient relationship revealed small but non-significant gains
for all groups. i

| (Table I11)

Analysis of variance among gr@uﬁs and Tukey's honestily
significant difference test for between group comparisons were
used to analyze the summaries of student activity. Overall, the
GVGHA group had more patient meetings, more in-depth contact and

more contacts with health care professionals than the comparison

. greuns.  The program succeeded in bringing students into contact

with patients and care providers.
(Table IV)

Relative to the second objective of the evaluation, the
1dentitication ot demographic/personality predictors, Pearson
correlation co-efficients were computed for these student charac-
teristics and all outcome measures across all subjects. An
analysis of all correlations exceeding the .01 confidence level
indicated that students who have.a high need for dominance as
measured by the Edward's Personality Preference Schedule tended

to rate the concept of the primary care physician as relatively

Tow in power or potency. In similar fashion, students with high
need for change tended to rate the concept of the primary care
physician as low in activity. Home town size was also negatively

correlated with students' concept of the activity of the primary

080
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care physician. Thesé and the remaining charagferistics and '
their cnrrelations contributed to a general profile of an agress-
ive, highly intelligent, science oriented, medical student from
an urban environment who tended to view the medical specialist
positively and saw primary care as a less interesting, less
intellectually %%a11&ngin§, less important career.
(Table V)

The final two sources of evaluative information, the evalu-
ator‘s observations and the semi-structured interview at the
conclusion of the course verified the more formally derived

informaticn presented here.

Analysis and Comment: As anticipated, the HMO based students
demonstrated real gains in their knowledge of and attitude toward
- Health Maintenance Organizations. Also as anticipated, the

experience produced only a limited humber of shifts in indiv%duaT
carcer plans. The career choice results for all three groups
showed a trend toward varying forms of primary care. But only
Lthe GVGHA group framed this choice of primary care in the HMO
context. These results are interesting since all members of the
related group were also involved in other forms of prepaid group

practices.

ence among the GVGHA students can be found in their knowledge growth
and their HMO/patient related activities. Analysis 4f the knowledge
variables clearly indicated that knowledge of th: «un-:ptual under-

pinnings and day-to-day operation of prepaid grov: u +.tice was
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effectively conveyed to the students. Interviews of the GVGHA .
students confirmed that their contact with patients and providers
demonstrated the challenges and satisfactions of the primary care

cdareer.

Although testing revealed the GVGHA students' mastery of the
conceptual information presented in the structured presentations,
-1t 1s their less clearly demonstrated mastery quthe concepts
presented in the unstructured portions of the experience which
may have greater imp?itations for medical education. It was the
unstructured experiences which pfesented that bulk of material
relevant to.the stddents' knowledge of the eventszaf the doctor/
patie{t relationship. 1In this area, students showed great inter-
est but Tittle Qain‘in knowledge: First year students have yet
to master the full range of prerequisite basic medical sciences.
They have had no exposure to pathology, microbiology or pharma-
cology. As a result, they are probably unable to infer and
understand the component processes of the doctor/patient relation-
ship such as_the‘physician's iﬁterpretation of the primary data,
clinical reasoning and decision making. The comments..of one of
the medical students in the GVGHA group supports this insight.
He stated that although he found his primary care experience
surprising in its intellectual challenge, it also served to
emphasize his need to master basic science material {6 be

#

effective in the role of the primary care physician.

2
m‘
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The rethionshiplbctwcen.gurricg1um_andju1;img§g,ca§gaﬁv;:,?1g
choice is part of a larger process whereby.the evolving physician;.
de?e]ops his professional identity. ;Efiksqq,(é){sugggsﬁigthat_amib
individual's identity evolves through a process of experimenta- ., -
tion, crystallization, rejection and reformulation. In this
process, the individual in ?fféét:“ﬁrféé on" aﬁsuéééés%ﬁn(af;&
identities and roles, each iﬁ successian”aFFéét{ﬁg éﬁﬁgbe{ﬁﬁ
affected by the others in ‘the sequerce. Even after the %ﬁdfﬁi&i
ual rejects a role as unsuited, an appreciation or an understands”
ing of that role remains which a?feéts'h%svsuhgeqﬁehtdéﬁﬁ{cggyésﬁm'

TSR

well as his overall career perspective.

Such a canceptua]fzation of the development -of .the physician's
identity negates many of the_coﬂ;étns_regargjng the_qugstion;aﬁ
indoctrinating medical Studentsktaw§tﬁ a particular .career choice,
If experiencing a variety of roiesiéﬁd adopting a series of tenta--

sary process in the formation of a . |
mature professional identity then medical education should recog-. .
nize that the advocacy of a variety of career types withirn the ;..
educational experience is a positive benefit to the medical .. |
student. This logic suggests that this advocacy should not be a . |
bland presentation but instead,shguidwpe_présgnteﬂzwith\a1j of
the enthusiasm and detail necessary to induce students to "try

on" a variety of roles, perspectives and career plans in the

course of their undergraduate experience.

ERIC 38




-349-

The danger of indoctrination is further mitigated by the
recognition that students are not passive subjects but are re-
active participants in the learning process. As such, they will
critically analyze as well as respect or reject the role models
they observe. Students will filter, select, defend themselves,
and test the roles with which they are presented against their
ovn personal ideals and their own developing conceptualization

[

of what it means to be a physician.

We recommend on the basis or our experience in this project
that student work in primary care settings should not be allowed
to continue 1in its'traditiana] pattern of loose planning and un-
controlled execution. Simply placing students on their own in
the primary care environment, asituation similar to the related
group in this project, is not enough: When planned, executed
and evaluated with the rigor of the best medical school courses,
HMO based experiences or other primary care experiences can
contribute to student learning. When they are not so planned,
executed and evaluated, they produce frustration and serve to
reinforce the weak intellectual image from which primary care

suffers.

In their review of research on career choice Held and

students have low predictive value. The students in this project
must therefore be followed to assess their ultimate career
choice. Such outcomes will be informative. But the press to

achieve contemporary health manpower goals should not obscure

384
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the essential function of the university: to aid the development

e

udents toward their full, self-defined potential. In

cF
C

of its s
this sense, no matter what the outcomes in terms of career choice
anything learned here or any attitudes changed, no matter how
transient, will not be completely lost. These outcomes have
become a documneted part of the educationa]ipragressian of twelve
developing physicians. Intimate exposure to and knowledce of
modes of health care delivery is in itself a valid phase inbthe
educational evolution of medical students, regardless of any

denonstrated effect on ultimate career.
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TABLE 1

Summary of Significant Results - Seven Point Osgood Semantic Differential
Scale applied to Primary Care related concepts (Ancova controlling for
pre-test with subsequent t-test analyses of differences)

Variable

I=n
~
1
=
1Ty
lwn
[

HMO : _ Group Mgangf!fgg teanf;¥’§£ t

Evaluation  11.06%* GVGHA 5.49  .804  6.40  .598 4, 30%*
Related ~  5.72  .829 5.70  .621 -0.10
Non-Related 5.27 .770 5.27 .711 0.0

Non-Significant Variables:
b HMO: Potency, activity
7‘Evaluatian3 Potency, Activity Ratings of: Primary care physician,

medical school, nurse,
medical specialist

e2
oo
[k




Carcer Chui}u Related to
/

lariabde:

Career Type:
(Genrl.

Prac.)

GYGHA 4 8

Related 71 | 9

Mon=Related 0

Practice Type:
(HMO Prac.)

GVGHA 1

Related 1 9

llon-Related 0

Spacialty Type:
(Fam. Prac.,
Peds., Int.)

GVGHA 2

Related 7 3

Mmon-Related 4 6

10

Career
(Genrld.

Lype:
Prac.)

Group: Collapsed Controls

19 Care

Other

387
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TABLE 2

Primary Care (chi square test)

h
GVGHA 4 8
Related 2 8

Mon-Related 3 7

12 GVGHA 3 9

10 Related 0

10 Mon-Pelated 0

32 3

GVGHA 4 8

10 Related 7 3

Non-Related 5 5

32

Pre Post

X2 = 5.32
.05

19

12
10
10

32

10
10
32

10
10
32
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tdent Knowledge of Concepts Related to HMO's and Primary Care {(Ancova

1trolling for pre-test with subsequent t-test analysis of differences)

*»p < 01

e

‘iable:

} Organization 13.28%*%* Pre Post

IXimum score: 16) Group - SD Mean SD t
GVGHA 3.22 7.58 4.25 4 42%%
Related .66 0.91 1.45 -2.09
Non-Related .00 4.00 4,23 2.19

=
m
T}
=
T

P et i
D00~
Oy U |

I e

mary Care 7

eneral 8.19**

ximum score: 20) Pre Post
Group Mean SD Mean sb t
GVGHA 4.92 2.23 9.25 2.49 5.69*%%
Related 6.64 2.11 6.45 1.44 - .35
Non-Related 5.55 1.51 6.45 2.95 1.15

(yl

kry Care F

taff 1.51 (NS)
ximum score: 24)  Group Mean SD Mean S

GVGHA 8.08 2.02  11.08 3.03
Related 8.55  3.20 9.45  5.50
Non-Related 8.55 2.70 9.00 3.26

el

re Post

|

tor/Patient
elationship F
ximum score: 14) 1.09 (NS)

Group . Mean sSb Mean 77723

GVGHA 4.92 1.78 6.92 2.91
Related - 3.63 1.80 5.00 2.29
Non-Related 5.64 1.69 6.81 1.89

o0
m:m
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LABLE 4

wamary of Student Activities (Ancova among groups, Tukey's HSD Test between)

£ .05
«p< 01

ariable:

Mlumber of F
Patient Mtgs. 8.756%*  Group N Mean
: GVGHA 12 2

[at]
Ly
=

Related 10 ,
Non-Related 11 13

(RN
DO

O W D
7
‘Dc:mw

HSD Test:
GVGHA > Related*

In-Depth Patient Contact: _F
(yes = 1, No = 0) 12.1

L %]
]

|

Group N Mean

GVGHA 12 .75
Related 10 .10
Non-Related 11 .09

LI L 4
Y U

HSD Test: | | : [

GVGHAY> Related*
GVGHAD> Non-Related*

Humber of Contacts _F
w/Health Care Professionals 9.9%*

Group N
GVGHA 12
‘Related 10
Non-Related 11

=
3]
s
(]
Dl

(S e e

Rl S R ]
Py ™Y I
~NO

HSD Test:
GVGHA > MNon-Related*
Related > Non-Related*

In-Depth Contact
vi/Health Care Professionals
(Yes = 1, No = 0)

T

=
pa
:+‘
1.

=
D
|
=
W
=

Group N
GVGHA 12
Related 10
Non-Related 11

— | '
"

P O
ISy

HS@ Test:
GVGHA > MNon-Related*

o
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TABLE g

J

mmary of Sjgnifican? Results . (orrejstions of demiographic and personal
aracteristics (predictor varjgples) with Outcome measures (dependent
riables) across all subjects (pearsaon correlatijon Coefficient, all P i_a1)

Direction of
Correlation

Predictor
Variable

Dependent

EPPS dominance
EPPS. change

Home town
population

EPPS affiliation
MCAT verbal

Home town
population

EPPS succorance
EPPS change
MCAT science
MCAT verbal
Home town
population

variable

PTimaﬁy cdre phyﬁicﬁan -
potency -

Primary care physiCian -
activity ,

PPTTary care physTCﬁan -
aQtTVﬁty

Medica] school - evalyation
Medical specia]jst =
evaluation

Medicay speciajijst -
evaluation

Number of Patient

Number of HCP mggtinqs
ImpDPtanCE of pr-iﬂ'lary care
General cONCepts of primary
care

Events of Physician/patijent
encounter

2
‘,wg
o)

negative

negative

negative

negative
pesitive

positive
negative
negative
negative
positive

negative
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Resource Paper No. 12
EVALUATION INSTRUMENTS#*
A. Knowledge/Opinion Questionnaire

B. Career Choice Questionnaire

Student Activity Summary

(9]

=

Course Evalua;ian Form

L3

% From the University of Rochester Final Report,
Project to Develop Curriculum for Physician Training in EMOs
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(4)
(4

(4)

(3)

(3)

(2)
(3)

3
(2)
(4)

Rl T T el R W

(3

L

-3s&
Date __
Name/Number ___
- Undergrad Major
Home Town Population ___

MASTER*

KNOWLEDGE/OPINTON OUESTIONNALRE

Define briefly the following terms:

ai

bi

Primary care: first contact care; availability; continuing

responsibility for maragement; basis of pre-paid group practice.

Family medicine: a primary care specialty; combines medicine,
peds, ob/gyn, surgery; contrasted to family care process; debate
over who should provide family ecare.

Health Maintenance Organization: Another name for prepaid group
practice; organization providing ecmprehensive health services;
enrolled population; restrictive legislation.

Urgent Visit Clinic: Subsystem to provide care; no appointment
necessary; recognizes appointments can interfere with health
care. .
Pre-paid group practice: Voluntary association of professionals;

prepayment of premiwn; comprehensive medical care; group at risk;
dual choice of member,

Describe briefly the function of the following health care personnel:

a,

bl

c.
d.

g,

f.

Primary care physician: a physician who gives first contact
care; has respomsibility for eontinuity; high availability; bastis
of prepaid group practice.

Nurse practitioners: R.N., additional diagnostic skills, inde-
pendent professional.

Medical specialist: M.D., specialist training.

Staff nurse: Fumetions under direction; supportive rather than
independent role; R.N. or L.P.N. o

Medical social worker: A soctial worker in a health care organi-
zation; coordinates community agencies; worke to resolve social
and environmental problems at patient's site of habitation.
Medical secretary: A secretary who understands and communicates
in the language of medicine; organizes patient charts and records.
Medical receptionist: Acts as patient advocate; receives the
patient; coordinates flow of patients in the system; schedules
patients. ' '

Patient advocate: A spokesperson for a patient or group of
patients; acts to represent the interests of patients; interprets
the health care system to patients.

kAnswers to questions in Italics
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3. Describe and contrast briefly the structure of two types of health
maintenance organizations as to: financing, organizational
hierarchy, marketing, hospltalization, legal basis,

1IMO_types

(16) Prrepaid group practice; Independent prﬁfesﬂional associations
(medical foundation)

HMO
Organizaticn

Financing: a) prepayment on part of client
b) contract for services vs. fee for services from
premium pool
e) initial backing from government or private insurers

Organizational 7
Hierarchy: Decentralized collection of independent professionals
Marketing: Same

Hospitalization: Same

Legal Basis: Federal Law
Quality 7 7
Control: Group at risk and peer review versus no risk, peer

review only

4, Describe in general terms what takes place in the physician/patient
encounter, ineluding: expectations each party holds for the other,
kinds of data the physician uses, how a diagnosis is made,
. Expectations: \ '
= 1, The patient approaches a physician with his problems aad soliaits
[ his help to resolve them,
o 2. The patient's need for help and the physician's capability to
- help are the bases for initiating a relationship. N
— 3. The physician defines explicitly and implicityly the conditions
e under which he can best provide help.
+ 4. The patient attempts to establish the conditions wnder which he
KT can best convey his needs and be assured of help.
s, 5. Communication and a relationship are established.
[=18 .
i Kinds of Data:
& 6. Observation of patient's behavior and conduct during interview
- ~ and examination,
8 7. Interview.

8. Physieal examination,

9. Special diagnostic examinations.

ERIC 394
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12,
13,
14,

The following are a list of medi
might pursue,

iﬁérpatignt’s report of perceived physical and/or behavioral

changes, and the physician's observations of behavioral .

Psychiatry
Internal Medicine
Oncology
Pediatrics
Orthopedics

and physical characteristics are utilized for first order
hypotheses, ’ :
Hypothese are tested b
tion and laboratory sp
The patient's

Y further interview, physical examina-
ecigl diagnostie procedures.

problems are identified and classified (Weed).
Specifie diagnoces are made.

Physieian expects
instructions,

patient to believe diagnosis and follow

cal specialty areas which you
Please rank them in order o
erence, from most favored 1

f your persorial pref-

to least favored _10 .

. Pathology

]

Family Medicine
Cardiology
Preventive Medicine

— Obstetrics/Gynecology

The following is a list of health care characteristics. Please
them in order from most important 1

rank

—

Competency
Accuracy
Availability
Frequency
Economy

x Salicency Components

S

_&_ Comprehensiveness
_. Equity
—__ Diversity

Wy

to least important 10 ,

Consistency
Safety

m‘
ST
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7. The following is a list of professionals.
in order of vour perception of their importance from
most important _1 to least important _10 .

Dentist
Internist
Hurse
Biochemist

High achool teaéher
Lavyer

NHedical receptionist
Cardioloagist ;
Nurse practltiéner

X Sallency Companents

|11

H 1 i ﬂ

Please rank them

Electrical engineer

8. For -cach of the followina, please complete a semantic diffetential

indicating your perception of that role.

For cxample,

perceive the role of nurse practitioner as active, but nat

very active, you would check the form this way:

Active L X _ ) . Passive

1. Health Maintenance Organization

GOaD

' BAD

MILD L INTENSE
. . ACTIVE __ j PASSIVE
INTERESTING , . B - UMINTERESTING
WORTHLESS . ~ VALUABLE
STRONG ~ . _ WEAK
sLow B ] ~ FAST.
COLORLESS o ~ + ' COLORFUL
FAIR ] ] " UNFAIR
SHALLOW } - ~ DREEP
RESTLESS ~ OUIET

b. Primary Care Physician

GOOD

MILD
NCTIVE
MTERESTING
YORTHLESS

BAD

INTENSE
PASSIVE
UMINTERESTING
VALUABLE

STRONG j B ~ WEAK
sLow B . FAST
COLORLESS i ] ~ COLORFUL

FALR ] ]  UNFAIR
SHALLOW B ] _ DEEP

RESTLESS

" QUIET



c. HMedical School

"GOOD
MILD

ACTIVE _

INTERESTING
I'ORTHLESS
STRONG

sLoW - -

COLORLESS
FAIR
SHALLOY
RESTLESS

d.” Nurse

GOOD

MILD

ACTIVE
'IHTERESTIHG
"ORTHLESS
STRONG

SLOW

COLORLESS
’ FAIR
SHALLOW
RESTLEESS

GOOD
MILD

, ACTIVE
. INTERESTING
WORTHLESS
STRONG
sLou
COLORLESS
FAIR
SHALLOW
RESTLESS

- BAD
" INTENSE

PASSIVE
UNINTERESTING
VALUARLE

VEAK

FAST
COLORFUL
UNFAIR

DEEP

" QUIET

BAD v
INTEMSE
PASSIVE

 UMINTERESTING

e. Medical Specialist

— - —

VALUAELE
UEAK
FAST
COLORFUL

"UNFAIR-

DEEP

~ OUIET

BAD
INTENSE

~ PASSIVE

UNINTERESTING

~ VALUAPLE

VEAK

~ FAST

~ COLORFUL

— = — — S

UHFAIR
DEEP
OUIET
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Describe those factors W
your community medicine task force.
and expectations. o

398

hich motivated you to select

Include your goals

- -
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CAREER CHOIC

Present year 'In medical scho
1st 2nd 3rd

Check the type of medical ca
ultimately devote all or mos

. General Practicé

____ Specialty practice
o Research ané}ér teaching
____Combination of specié;éy

Other (Specify)

4%

'3
-9

E OQUESTIONNAIRE

ol (circle.one):

4th Interﬁship chér

rear to wh;ch you hclleve you will.
t of your time. (Check one)

practice, research, and/or teaching.

« 2 Indicate the type of practic
" (Check cne).

|
Individual private pract

Partnership practice
Private group practice
HMO practitioner
Hospital consultant (exc
Full=-time teaching and r
medical school hespital(
Part-time teaching and r
private or partnership p
Part=time teaching and r
group practice

Federal government servi
Public health (with or w

If you plan to enter any typ

-practice, please indicate th

If your specialty area is no

considered a sub-category wi

listed, please check that fi

____ Family Medicine
hnesthésialggf

Easig medical sciences
Dermatélcgy

~Internal Mo rdicine:
(check (a) or (b))

e in which you plan to enaaqge.

ice

ept federal haspitals)
esearch (pvattlée confined to
5))

esearch, part-time separate.
ractice.

esearch, part-time separate

ce :
ithout teaching and research)

e of career other than unsﬁeclallzeﬂ

e area in which you mlan to specialize.
t 1isted below, but can be

thin one of the fields that is. .

eld. Please check only one field.

a) subgpecialty (specify) o
b) primary care intgfnal mﬁdiriﬁa

AN aVal VR RO



Heureology ' '

Obstetrics/gynccology
Ophthalmology
Otolaryngology

Pathology/clinical pathology

Pediatrics: (chetk (a) or___ a) subspecialty (specify)
(b)) .

__b) primary care pediﬁffic%
Physical medical and rehabilitation

Proctology

Psychiatry/neuropsychiatry

F

Public heal?h and preventive m§§i§ine
Radiology

Surgery - gznesal

Surgery - neurological

Surgery = oarthopzadic

Surgexy - plastic

Surgery = theoracic

Urology

Cardiology

Other (specify)
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Task Force . . _
‘Datn e — e SR

AMMC PRIMARY CARE STUDY

ACTIVITY SUMMARY -

‘With how many Datlents have you had contact of any kind (presented in class,
rounds, home, office) so far in your task force assignment? )

: Please list the type(s) of settings, numbé? (or Ergquency) and average duration
" of your interactions with patients- :

Setting Number of Meatings Average Duration
I -

If you have developsd a relationship with a patient(s).in some depth (two or
more meetings), please briefly describe the patient, his/her problem, your
activities relative to this patient, any significant knowledge you have
gained, and any role you have played in the process of providing care to

<~ them. : '

4'0 i




= E -

3

4. Please list the types of hdalth care professionals (HCP) with whon yeou have ‘
interacted in your task force assignment. Indicate the sctting, number (or )
frequency), and average duration of thesce interactions:

Professional Setting Number of leetings - Average Duration

i = —_— e S — it
e e — e e = = e ————————ta
= = = = — S = e s

If you have worked with ‘a ICP(s) on morc than one occassion during your task ,
foreca, pleasc deseritwe your interaction(s) in terms of: (a) purpeose, (b) setting
(c) your role, (d) opportunities to apply your scientific knowledge, and (e¢) what
you:learned about the-HCP's role. : ’ ’

[ )

O

ERIC 402




AAMC Primary Care Study

COURSE EVALUATION FORM

';:;;-St’udént ) . . e o
- Group e

+1.0 Teaching:

1.1 Describe the instructor's style of presenting ideas.

1

1,1.1 Your précegtcr‘s:
1.2 Were the class presentations well organized?

- 1.2.1 The clinical experiences?
1.4 Were your instructor's/preceptor' s expectations clear:

2.0 Content:.

2.1 How appropriate were the topics covered?
2.1.1 The clinical experiences?
' ¥
2.2 Was the course content well organized?
2.3 Was the level of detail appropriate?’

2.4 What additional topics should be covered?

2.4.1 Deleted?

-
w




- @ - Pate

3.0 Attitudes:

3.1 Did the course effecy your atpjtude touyard choice of carcer?
Why? |

3.1.1 Toward P:imar? care? ymy?

3.1.2 Toward medica) educatjon?
3.2 Do you think you wilj choose pgditional el@ctives in primary care?

3.3 Did you choose to parti€ibate in the seéﬁﬂ@ year ISP program?

1
3.4 What arc the most important charaCterjsticS of primary care for

3.4.1 For the Physjcjan?

4.0 overall Evaluation:

4.1 What were -the best aSPEStS of the Sxperiender

4.2 What were the WOISt. ;gpects?

434




EXHIBIT

EXHIBIT

EXHIBIT

EXHIBIT

n.‘

1B.

3% -

Resource Paper No. 13

PROPOSED EVALUATION INSTRUMENTS *

Student Log Recording Form

Sample Computer Prepared Summary Report
Of Student Clerkship Experiences

Student Progress Report

étudént Course Evaluation

Student Assessment of Preceptor and Training Site
Preceptor Progress Report

Course Achievement/Grade Report

Patient Feedback to Students

Site Visit Report

From Appendix K of the University of Washington Final Report

Project to Develop Curriculum for Physician Training in HMOs

405



APPENDIX 3 : PROPOSED EVALUATION

EXHIBIT

EXHIBIT

EXHIBIT
EXHIBIT
EXHIBIT
EXHIBIT
EXHIBIT
EXHIBIT
EXHIBIT

- la.

1b.

INSTRUMENTS

STUDENT LOG RECORDING FORM

SAMPLE COMPUTER PREPARED SUMMARY REPORT OF STUDENT
CLERKSHIP EXPERIENCES

STUDENT PROGRESS REPORT

STUDENT COURSE EVALUATION

STUDENT ASSESSMENT OF .PRECEPTOR AND TRAINING SITE
PRECEPTOR PROGRESS REPORT

COURSE ACHIEVEMENT/GRADE REPORT

PATIENT FEEDBACK TO STUDENTS

SITE VISIT REPORT -

406
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EXHIBIT 1 a, STUOENT L0G RECORDING FORY

Site.of
FXperence
jir

Call
I Mursing Hom

=1 ER

Procedure
Code

Date of
Experience

Diagnosis

Surname of Student Code

Covmumurn ity and

Sywstem A
‘Management .

| Lonod tudinal

| Department
OFfFFice

1 Preceptor's

P mia oy
Ds e e
!l System B

Hospital
I Assdsted

=

Initials
Oinoopo i g

Imitials
Course Mo.
[T =T

1 Hoowes e

o _ ) 1° Mo, Day Yr.|
OEE L e A L
lmms SHSTEM(S)*

=1

N

[ ]
—
—_—
L]
|
—
.
—
[
[r—)
o}
—
—
r—
ATy
o]
—
L]
L I
[
oy
[
— -
[
Lo ]
[
LW v
]
i o3

L
ey
b
=
i ]
L

=y
———‘H—l\
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Please describe any noteworthy impressions, anecdotes, triumphs, crisis, etz;.}.v.

3
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CAPPRENCEA R o PROFUSED Vggnl 1O INSTRURENT R R
EXHIBIT Tb:  SAMPLE COMPUTER PREPARED SUMMARY REPORT OF STUDENT CLERKSHIP EXPERIENCES
(Abbreviations Explained on Previous Page)

SITE OF EXPERIENCE  LEVEL OF STUDENT RESPON.  ONGOING OR NEW  FREQ.  DIAGNOSIS CODE AND NAME
DH KM ER PR OASOBS 0N

500 PAP SHEAS
511 ADULT RIN, PHYSICA

5118 PEDIATRIC PNSICAL

J52A PRE/POST PART, EXAM

31 ROUTINE DELIVERY

722 ADOLES. CONSELING

586 FAHILY PLANIHG

T04A WARITAL COUNSELING

26 HERIA

242 SIRE THROAT |
40 PEER BESP. IFET. g
163 0TITIS 2
263 NOSE BLEED
241 TNFLU. SHNDROME

398 RASH-NOT SPE.

370 BRNS "

405 RAELN, ARTHRITIS

16 SN

125 LOW BACK PAIN SYAD.

100 CERVICAL PATY

086 ASTHA -

170 COMUNCTIVITIS

262 DISPAEA

267 WDIFFERENT, COUGH

U7 BRONCHITIS

255 RN, OBSTR. PULION.

246 PAEUMONTA OR OTHER

1300 ARKIETY

7 HEADACHE

130 DEPRESSION
155 STAOKE

158 SEIZURE

195 CONCLSSIOH
200 DITZINESS
306 ABDOHINAL PAIH

1 0
3 1_
1 0
1_ 1
0 0
1 0
1 1
] 0
1 1
1 0
0 2
0 3
) 0
0 1
2 0
! 2
z 0
1 2
0 2
1_ 0
; 2
1 0
1 2
! 1
2 3
3 3
1 1
1 1
1_ 1
1 2
0 1
1 1
1 1
2 2
, 2

Lo s e e T e Y s . . (i . [0 o T o (R eoms T o (Y o T SO v TR e R e T v T s s O e o R e T T e QR e R v R v R v i T v O e "R e R, i}
L R e R e e e e el TR e == e W M T o T o PR R N IV g TR o, "R TR o R
il o L o [ = e L e R B e B e B e R e T e e v e TR TR o T e TR e S B Tt R e T v R e e S s e R v O

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

LSO [ e S o T S S e B e T =R N T e TR e S s TR o TR s TR SO R o R S o, TSRS S e T o T v TR s R T e O e T e
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"APPENDIX K :  PROFOSED FVALUATION INSTRUMENTS

EXHIBIT 2: STUDENT PROGRESS REPORT

Please describe briefly how the Clinical Clerkship is going from your point
of view. We are especially interested in (1) how you see your relationship
with your preceptor developing (2) any problems you think are distracting
from your experience.

Please rate the following and comment:

Responsibility [[] enough [[] not enough (] too much

Comment :

Supervision : [[] enough . [C] not enough ' E too much

Comment:

ok Z too fast D too slow

Ly}
™
[y ]
1]
0

Comment : i )

Exposure and experience .
with problems [C] enough [[] not enough

Comment :

:. - — B
Continuity experiences D adequate not adequate

" Comment:

»



276 |
' o - - " Exhibit 2 (Continued)

EFamily orientation (] enough - , 7] not enough

- Comment :

Patient acceptance ] ok E:] problems

Comment :

Office staff acceptance [:] ok D problems

Comment:

Is this experience meeting your expectations?

Please comment on the seminars.
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APPENDIX K :  PROPOSED EVALUATION INSTRUMENTS

EXHIBIT 3: STUDENT COURSE EVALUATION

DATE__

NAME

(Print)

COURSE EVALUATION BY STUDENTS

CLINLCAL CLERKSHIP

To the Student:

Your evaluation of this clerkship experience will be very helpful to the
faculty in continually improving this clerkship. Thank you in advance for your
participation. ‘

Check one box for each question:

Are you in your third ___ or fourth_____ year?
What quarter did you take this clerkship? Fall __.

Summer_ ___ . “Year, 19 .

Who was (were) your primary supervisor/s:_ I ~ -

TIONS:

IRE

Please circle the number of the scale (1=1low and 5=high) which best
represents the extent to which this clerkship facilitated your learning with
respect to the course objectives and each major experience undertaken.

There are a few open-ended questions at the end of the questionnaire for
additional comments;

414




EXHIBIT 3 (Continucd) . 378

I. Course objectives:
A. Please rate the extent to which the course objectives were:
Not communicated 1 2 3 4 5 communicated
Uﬁciear 1 2 3 4 5 clear

Irrelevant 1 2 3 4 5 relevant

L

Unrealistic 1 2 4 5 realistie

[. To what extent did this course provide you opportunity to acquire knowledge
and skills in the areas outlined below (representing course objectives)?
Rate each item on the scale. If you are unable to evaluate an item, indicate
why in the space provided.

CLINICAL GOALS Low High  Cannot evaluate

A. To gain knowledge and skills
of common medical problems,
in terms of:

[V}

1. Which are common im- 1 2 3 4 e
portant problems

X
(s
~
L]
|

2. Natural course of Lhese 1
problems

3. Techniques of problem 1 2 3 4 5 SR
identification, diagnosis
and treatment

4. Commonly applied preventive 1 2 3 4 5 e
techniques for these problems

5. Human interactions in the 1 2 3 4 5 —
immediate environment which
are important in dealing
with these problems.

.B.  To gain skill in:

2. Making appropriate judg-
ments in terms of:

a. Clinical problem solving 1 2 3 4 ) . o
by selection of history, '
physical examination and
laboratory data in terms
of common high proba-
bility of problem entities

e
et
ot




" B. 2 (Cont'd) - & -

b. Referral to other 1
medical disciplines

versus continued
management

c. Recommcﬁdiﬁg consulta- 1
tion

=

d. Referral to specific
agencies

e. The interval of follow- 1
up and the mode of follow-
up = the use of phone, re-
turn appointment, or by use
of other personnel 7

3. Maintaining c¢linical records
which aid in problem-solving
and provide continuity by:

a. Organization of data 1
which is readily com-
‘municable to others

b. Organization to assist 1
in formulating diagnostic
and therapeutic plans

4, Effective use of the tele- 1
phone to record clinical data,
manage patients, make re-
ferrals, and make consulta=
tions

5. Appropriate prospective analysis
of risks to the health of
patients by:

a. TIdentifying risks for 1
the patient's immediate
future

b. Knowledge of measures 1

reduce those risks

To gain skill and knowledge 1
in providing comprehensive,
continuous health care on a
longitudinal basis.

416
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High

Cannot evaluate

5

e

L
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EXUIIBLIT 3 (Continucd)

PRACTICE MANAGEMENT GOALS Low High Cannot evaluate

A, Eﬂowledge‘gf business 1 2 3 4 5 _
applications in practice '

B. Knowledge of the types of 1 2 3 4 3
office personnel and their
role and contribution to
the famlily practice setting

C. Ability to establish appro- 1 2 3 4 5
priate priorities in approach
to providing medical eare

D. The "art" of personnel, 1 2 3 4 5 - o
staff, and peer relations

E. Ability to outline realis- 1 2 3 4 5
tic plans that provide time

for self, family and com-

munity involvement while

providing continuous com-

prehensive care for patients

hary

F. Ability to apply the prin- 1 2 3 4 ; -
ciples of cost effectiveness
in health care delivery

. COMMUNITY GOALS

A. Ability to identify the 1 2 3 4 5 e e
major health hazards in
the community

B. Ability to identify the 1 2 .3 4 5 -
appropriate role of the
family physician with respect
to these hazards

C. Knowledge of persons other 1 2 3 4 5 _
than in the hespital or the
"elinic in the community whose
functions relate to health
- or medical care

D. Skill in ability to work 1 2 3 4 5
with other agencies

417




CEXHIBIT 3 (Continucd) F8¢

EEE
HMO EXPERIENCE GOALS Low High Cannot evaluate

To gain:

A. ‘Knowledge of the function, 1 2 3 4 5
theory, organizational
structure, and legal and
economic aspects of HMO's

B. Knowledge of the differences
between HMO's and fee-for-
service settings in the use
of common medical practices,
including:

1. Telephone management 1 2 3 4 5
of patients

2. Telephaﬁe consultation 1 2 3 4 5

3. Patient referral 1 2 3 4 5

4. Walk-in emergency 1 2 3 4 5
service

5. Management of the 1 2 3 4 5 - -
health care team i

C. Knowledge of the advantages 1 2 34 5
and disadvantages to the
consumer of prepaid medical
service vs. medical insurance

III. Please rate the extent to which the following activities were of value to you
in helping you meet the objectives of the course and your own expectations. :
First, circle those which you experienced. Then, rate the quality of each Eircléd.

A. (Clinical Experiences Rate those circled
1. Orientation _ _ 1 2 3 4
2. Initial patient work-ups 1 -2 3 4 5
3. Folléw=up of patients 1 2 3 4 5.
4. Labor and delivery - 1 2 3 4 5
5. Hajgr surgefy _ 1 2 3 4 5
6. Minor surgery , 1 2 3
7. Counseling patients 1 2 3

B, Counseling families of patients 1 2 3

418 °



KUTBIT 3 (Continued) 332

I
i
VA

9, Utilizing consultants
10. Patient record keeping

1
1

11. Emergency room care 1 2 3 4 1 5
12. On call rotatlons 1
1

13. Performing special procedures in the office
or hospital (e.g., proctoscopies)

14. Rounds at the hospital 1 2 3 4 5
15. Staff meetings at the office 1 2 3 4 5
16. Library and other learning resources 1 2 XS 4 5
17. Informal canfereﬁces with your CCU faculty - 1 2 3 4 5
18. Formal teaching semihars with your CCU féculty 1 2 3 4 5

19. Other: __ 7 . ! 2 3 4 5

20. Other: __ 1 2 3 4 5

B. Community Experiences

MEDICAL

1. Alcochol and Drug Abuse Programs 1 2 3 4 5

[
S
o

2. County Mediéa% Society Meeting | 1 2
3. Hospital Staff or Committee Meeting 1 2 3 4 5
4. Medical Staff Meeting (Non-hospital) : 1 2 3 4 5
5. ' Mental Health Group or Clinic 1 2 3 4 5

6. Other local community health agency or -1 2 - .3 4 5
program ' '

L]
S
W

7. Planned Parenthood Clinic 1 2

EDUCATIONAL
8. Local college 1 2 3 4 5 P

9. Local high school or grade school 1 2 3 4 s T

ok
s

10. Teaching of allied health personnel 1 2

o o o R 7 o,
IERJ!:.! ll{_ ?%§ching of layrpeop;e o :églga l» g, ,3 | %




EXHIBIT 3 (Continucd)

Ei

383
o«

COUNTY

24!

25.

County Health Office, Public Health Nurse

Welfare Department

Chamber of Commerce
City Government meetings
City Maintenance

Community mewting on curent issues with other
non=henlth related agencies or groups

Local Law Enforcement agencies
Local Court System
Local Industry

Other informal consultation with individuals

(not patients)

Service Clubs (Rotary, Lions, etc.)

SpégialﬁP:Dgfsms for local minority groups,
e.g., migrants, natives

Other: e —

Other: ] I —_—

Practice Management Experiences

Work with office manager, faculty or others

regarding:

Answering Services

Billing procedures

Office or hospital audits

Personnel management, ﬁiring/fi:ing
Céntinuing Hédical Education activities

Record keeping systéms and forms

. 420
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EXHIBIT 3 (Continucd)

7. Referral systems & forms ! 1 2 3 4 5
8. Scheduling patients 1 2 3 4 5
Siv Use of dictating equipment 1 2 3 4 5

10. Use of telephone 1 2 3 4 5

11. other: ____ =~ . 1 2 3 4 5

12. Other: ____ . _ . 1 2 3 4 5

7. Please indicate how comfortable you felt handling the following types of patients
or procedures:

Inadequate Confident

Well patients seeking heélth maintenance care
- at the beginning of the clerkship 1 2 3 & 5
= at the end of the clerkship 1 2 3 4 5
Children with non-emergency problems

- at the beginning of the clerkship 1 2 3 4 5
= at the end of the clerkship 1 . 2 37 4 5

Children who were quite sick or injured

K

- at the bgéinning of the clerkship 1 2 3 4
= at the end of the clerkship 1 2 3 4 5

Obstetric patients in normal pregnancy, labor
and delivery

- at_the beginning of the clerkship 1 2 3 4 5

n

~ at the end of the clerkship 1 2 3 4

Adults with non-emergency problems

Lm

= at the beginning of the clerkship 1 2 3 4
- at the end of the clerkship 1 2 3 4 5 b
Adults who were quite sick or injured

= at the beginning of the clerkship ' 1 2 3 4

o - at the end of the clerkship E , 1 2 3 4

>
b
st




EXHIBIT 3 :(Contiﬁued) ,gf

Inadequate Conf {den
Performing diagnostic and therapeutle procedures,
such as proctoscopy, casts, ete.
- at the beginning of the clerkship 1 2 3 4 5
= ‘at the end of the clerkship 1 2 3 4 5
Performing minor surgery
- in the beginning of the clerkship 1 2 3 4 5

- at the end of the clerkship 1 2 3 4

(¥

Treatment of emergency room patients

- in the beginning of the clerkship 1 2 3 4 5

LY .

- at the end of the clerkship 1 2 3 4

Counseling patients and families regarding health
maintenance and psycho-social problems

= 1in the beginning of the clerkship 1 2 3 4 5 .-

- at the end of the clerkship 1 2 3 4 5"

V. What were the most beneficial experiences of this clerkship?

VI. What were the least valuable aspects of the clerkship? Were there any impaftang
problems for you? _

VII. Do you have any specific suggestions for the faculty?

VIII. What was your general attitude towards this clerkship?

IX. Did this clerkship affect your career aspirations in any way? "Yes
If so, how?

X. Do you plan to take further clerkships? Yes No = . 1If so, where?ﬁé;
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APPENDIX K : PROPOSED EVALUATION INSTRUMENTS

EXHIBIT 4: STUDENT ASSESSMENT OF PRECEPTOR AND TRAINING SITE

Date:

Dates of Clerkship:

Location of Clerkship:

YOUR NAME (Optional)

T N — :

PHYSICIAN FACULTY'S NAME:

(Priﬁf):fjtff’”

A. Please indicate your perception of the quality of teaching and supery': ‘@
you received from this faculty member by rating his/her performance i. :iha
following areas: (circle one number on each scale.) :

' Poor Average Superior
1. Clinical Competence 1 2 3 4 5

2, Quality of Teaching 1 2 3 4 5

3. Interest in Teaching _ 1 2 3 4 5
4, Awareness of current literature 1 52 3 4

5. Relationships with patieats i 2 3 4 5

6.  Relationships with students/res. 1 2 3 4

.m‘

7. Attention to community problems 1 2 3 4

W »

8. Ability to manage professional 1 2 3 4
responsibilities, personnel,
office, etec.

9. Effectiveness in maintaining 1 2 3 4 5
quality control with refererce
to patient management.

10. The extent to which this faculty 1 2 3 4 5
member was willing to give you
responsibility.

I
Do
@




EJCHIBIT 4 — (Cont Lnucd)

On a typieal day, about how muchvtime does your preceptor spend with{you;; e

Was the amount of time your preceptor devoted to you (in your opinion):

completely inadequate

minimal

adequate

gen&rauély adequate

___too much

Does your preceptor. have any quallties which you find highly desirable
for a teacher of this cgurse? Please describe. v .

Does your preceptor have any qualities which you find undesirable fa% a
teacher of this course? Please describe: : »
Are there characteristics about your preceptor's office. (staff, spa:e, ‘f;ﬁ

patient mix, pace of work, partners, location, etc.) which you find hlghly
desirable in a Eéaching site for this course? Please describe:

Are there characteristics of your preceptor's office which you find
undesirable in a teaching site for this course? Please describe: =~~~ =777

Overall, how would you rate your preceptor as a teacher in this course:
1. poor
,,,,,, 2. barely adequate

3. average

_ 4. good

5. outstanding

424
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EXHIBIT 4 -~ (Continued)

'

8. DVEfsilﬁ how would you rate your preceptor's office as a training site
' _for this course? v ] .

L3

1. poor

————

2. barely adequate -

3. average

' ; 4. good - 7' L e , ff,f-_w v

3. outstanding

9. COMMENTS :




APPENDIXK :  PROPOSED’ EVALUATION INSTRUMENTS

" EXHIBIT 5: PRECEPTOR PROGRESS REPORT

2 : .o .
P S . i Tk

TO: CLERKSHIP PRECEPTORS . e T ISR
¢ FROM:  COURSE COMMITTEE . .. . “° . . . .. - ol o
" 'SUBJECT:  KEEPING US INFORMED

Please tell us in a few sentences how the Clinical Clerkship iéfPfQSTE?éiﬁgfkix
+ from your point of view. We are especially interested in knowing about. (L) Hoy
o you think your student is"deing and (2) any problems that may be emerging.

We would also like to know how the preceptorship has afiecﬁed yéuf pféctiée sé"farwh

a. Productivity loss is about ___%or ____ vpatients during the morning
when the student is there. : ' : Sl

Seriin en s f SEE ST IR SaeieSeTin s el fe e 2 R amTaeigia TR tR STl REs R e RS St emonEin e

b. The student spends about ;,h, _ (minutes, hours) per week in my practice,

¢. In addition to the student-contact time, I am spending. about e
+ minutes per week planning,=§rganiziﬁg*ar;ctherwise_prepatiﬁg for the -
student. - ’ S SR . ' '

d. Any other ways, positive or negagife, in which having a student has
effected you or your practice? e

Name
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APPENDIX K: PROPOSED EVALUATIO RUMENT%

EXHIBIT 6: COURSE ACHIEVEMENT/GRADE REPORT

STUDENT NAME_
COURSE ACHIEVEMENT/GRADE REPORT

Clinical Goals

1 L= v
o> o o
o o oE E.0®
A. Exhibits knowledge and A= IO - B o
U skills of: - 5 5.
SRR Pw o® & 8
1. Which are common 1 2 3 T
impﬂrtant problems -
2. Natural course of these 1 2 . 3. 4.
problems “ ’ ‘ ‘
3. Techﬁiques of problem identifi- _ 1 2 3 4
cation, diagnnsis and treatment .
4. Commonly applied preventive { 1 2 3 4
: techniques for these problems
5. ﬁﬁmaﬁ‘intéfaﬁtians in the 1 2 3 4
.immediate environment which are
; important in dealing with
4 these problems )
3. Exhibits skill in: -
1. Interviewing patients 1 2 3 4
2. Appropriate judgment in:
a. Clinical problem solving 1 2 3 4
by selection of history,
physical examination and
laboratory data in terms of
. common high probability of o
problem entities, T ‘ ' L
b. Referral to other medical 1 2 3 4 5 _
disciplines versus con-
tinued management
¢. Recommending consultation 1 2 3 4 5 — )
d. Referral to specific agencies 1 2 3 7 4 5
e. The interval of followup and 1 2 3 4 5

the mode of followup = the use
of phone, return appointment, or
' by use of other personnel




T 6 (Conttnued) o

'3."Ability to maintain clinical
records which aid in problem
.- solving and provide continuity
by: -

=, Unsatis-

factory
h,‘Marginal
@. - Good'

<u5‘Average :
" wn Superior

a. Organization of data
which is readily com=-
municable to others -

e
Pl
-
-~

'b. Organization to assist
in formulating diagnostic
and therapeutic plans.

4. Effective use of the telephone 1. -2 3 4 - 5.
to record clinical data, manage RN ' C
patients, make referrals, and - R
make consultations '

5. Appropriate prospective analysis
of risks to the health of
patients by: - 5

a. Ability to identify risks 1 2 s gty
for the. patient's immediate
future :

LW ]

b.  Knowledge of measures that 1 2 3 4
might reasonably reduce
those risks

1

providing comprehensive, continuous ’
health care on a longitudinal basis.

I;."nggE;gg_Mangggggnt_Egalg

A. Has a general knowledge of business 1 2 3 4 5
applications in practice. -

‘Has knowledge of the types of 1 2 3 4 5
office personnel and their role and

contribution to the family practice-

setting.

w

C. Exhibited abilities to establish 1 2 3 4 5
appropriate priorities in approach
to providing medical care,

D. Exhibited appropriate "art" in 1 2 3 4 5
personncl, staff, and peer relations. ’

E. Exhibited ability to outline realistic 1 2 3 4 5
plans that provide time for self,
family and community involvement while
providing continuous comprehensive
care for v?la:‘tbiientg- o 4 28




. Exhibited ability to apply the
-principles of cost effectiveness
in health care delivery.

Cgmmunlty _Goals

?:"_A;' Able, to identify the major health
hazards in the community.

;?B;‘ Able'tﬂ'identify'the appropriate
L 'rale of the family physician with
T respéct te” these hazards.’“" )

" Exhibits a knnwledgé of persons-
"other than in the hospital or the
clinic in the community whose
functions relate to health or medical
care. : -
“D. Exhibits skill in ability to work
- with other agencies.

‘Note special abilities, accomplishments or pr

vin the. course.

XHIBLT,S (Continued) - | -& -

P o , ¥ Not  ”1 R
iF % 5 ok evaluated
2o d o ) ki or do not carv
© 4 o) H o ] e e
@9 M 9 S & to rate -
=R = =% 4] 73] »

1 2 3 4 3 -

1 2 3 4 5 _ 7

1 2 3 4 5 _

1 2 3 4 5

-oblems that the student diéplayed

¥
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. (Continued)

7 EXHIBIT 6

GENERAL ATTRIBUTES* S

Not Eval
or dc

_ care t

. factury

-*‘Umsatﬂs

;Bedy of Medical Kﬂﬂw1edge

ol

~ Educability | 1

o v o o Syperior

aHat1vatlan : ' 1

N N N N Marginal®
W w W w Average

. & & & .»good

TPersanaT Attr1butes'

“A. Dependabi?ity! ' o 1\

B.’ Initiative and interest. 1

C. Likeab111ty i “ 1

MY ™ Y
o e
..

&y o

i

D. Cammunicétion and relationships . -
with patients. " 1

o

W

Lot

n
1

E. Composure and ability to funct1on , -
under stress. . | 2 3 4

- F. Organization nf time and cammitments 1 2 3 -4 5

[ 4 ;1
]

PQtent1aT QF becum1ng a campetent . :

iDTE: It is understood that ratings given in this se¢t1un w111 be based a
"~ subjective impressions and judgments of the facu1ty EvaTuatDr. ‘

nylgﬁﬁitiaqai comments:

L

IRCLE ONE: Honors Pass Fail * FACULTY MEMBER__

i \)




APPENDIX K: PROPOSED. EVALUATION TNVS!TRUHENTS o

EXHIBIT 7: PATIENT FEEDBACK TO STUDENTS

,au‘fecently saw a medical student ‘Mr. /Ms. s in my affi;e._ In an
effort to-help students see themselves as patients see them, I would appfeclaté .
ur- answering six questions as honestly and’ ccnstruztively as you can. - This

infﬁtmatlgn will be seen by the student far his or her own benefit and will nat
be used for grading putpgses. ! -

I ] -“‘_

-Abnut haﬁ many times have you -had eantact with tha studen;?

‘Do you (ar wauld you) feel Eamfaftable disaussimg yaur medieai prnblems
_Eith the student? (Please Elabarate ) : . .

Do you (or wuuld you) feel comfortable discussing persanal or family
.problems with the student? (Please elabarate )

Are there any qualities or characteristics ébguﬁ this medical student
- which you find very appealing or impgrEanE in the dﬂ:tar you wauld ehaaseg
(Please describe.) .

g

S. Are there any qualities or chatacteristics about this medical student
which you think he or she should try to change or improve in order to
. become more like the ideal doctor for you? (Please describe.)

6. 1Is there anything else you think this student should kngw from a patléﬁt s
point of view?

Thank yau for your help. Your signature is optional,

Siﬂeerely, » )




~ APPENDLX K:  PROPOSED EVALUATION INSTRUMENTS
EXHLBIT 8: SITE VISIT REPQRT

SITE VISIT AGENDA

fo.lg‘ Meet with Preceptor and Student in office. v

Discuss a) Longitudinal patient contacts “i= -~ Look at print out

b) Corr. with basic science courses review

¢) procedures in office practice supervision

d) office management responsibility

~ other .
2. Watch student with patient
Observe: smoothness of relationship among student, preceptor and patient;z'i

review of charts, ete.

3. Chat with other office personnel
Discuss 1) thefr involvement with student
2) mechanics of integrating students into office routine

3) solicit suggestions

4. Feedback and impressions from Course ‘Committee

to preceptor.
5. Site visit report filed here.

6. Follow-up chat with student.
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Measuring the Costs and Benefits

of Medical Education in the HMO Sétting;

Christine E. Bishop

_Innovative training programs for medical students aﬁdvresédents
are currently being designed and mounted in health maintenance
nfganizatién (HMO) settings.” These programs will aéd=§ new diméﬁ=
sion to the education of these students and residentsf who will be
able to learn at first hand how'care is prcvidéd under prepaid
goup practice plans. --The programs will also open new opportunities
fgr the HMOs. ﬁ@vavar, direct “involvement in medical education is
expected to have costs és well as benefits for an HMO, and both
costs and benefits must be evaluated befure an HMO beglns a ‘training
program. When all relevant aspects of the program are taken into
account, it may be predicted that the value of benefits minus co St

1s negative, so that the program has a net cgstz to the HMO and

1 This paper was prepared for the Association of American Medical

Colleges HMO education project. It draws upon the work of the medical
school-HMO teams participating in.this project, as reported at a
conference September 29, 19757 thé presentations of Gregory Pawlson,
Richard Watkins, and Robert Lawrence were especially helpful. This
paper has benefitted from comments on earlier drafts by Mlchael
Lawson, Harold Luft, and Marecel Infeld.

The author is Assistant Professor of Economics, Boston University
School of Management.

2 Definitions of technical terms defined and used in the text
are reviewed in a glossary in the appendix,
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B éhauld not be undertaken; or that the program has a poéitivé net
bencfit to the MO and should be adopted. Clearly the determination
of net cost or net benefit must rest on mare.fhan pfédigﬁian of
ﬁaney expenditures for the operation of the training program. The
value of other costs and benefits are relevant as well. :It'ié
important that the individuals responsible for deciding whether an
vﬁH@ should undertake an education program (referred to here as'

"the HMO dgcisignmaher"a) have enough information to make a wise
choice; gtﬂé:wise, very costly programs may be starteé which :annoé
be Qﬁntinuéd; and others with a net benefit for the HMO may be
mistakenlysrejectedi The HMO deaisianmakef must determiné.which
aspects of!the prcposéd education progfam have an impact on the
éno‘s cper%zicn; hc; these impacﬁs are to bevmeasuféd; and how Ehese
costs and benefits are to be weighed against each other to determine

,iwhethet th% program ié on balance worthwhile for his HMO.

It isithe purpose of this paper to discuss these questions, in

i

1 e ! !
maker considering an education program. The focus here is on pre-
It h

diéﬁiﬂn“ﬁf;ﬁgsts and benefits from the point of view of the HMO.
It is hoped that the methods developed by the AAMC project and
applied for evaluation of its experimental programs can aito aid

other HMOs in predicting the costs and benefits of involvement in

3 Depending on the way the lIMO is constituted, the decision may
be made by an administrator, the medical staff, a board of directors,
the membership at large, or some combination of these. For ease of
exposition, the individual or group responsible for the decision will
be referred to as "he'.
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education. 1In Section I below, the costs and benefits relevant to
the HMO are defined, and a discussion is presenEEEIQGBEEfning how
these may be used to determine whether a tfaiﬂing-prggtam is worth--
ﬁhile faf an HMO. Zn>SectiDn 11, paténtial sources of costs and

benefits are discussed, and means are proposed for gauging their

impact.

E

I. Issues in_ggstasengfit-Anglysis,fpr,aqiﬂggk‘

EA decision about undertaking a training program will be based
on evaluation of costs and benefits that are relavaﬁt to the HMO.
These must be defined in light of the HMO's goals and objectives:

a cost is any impact of the program which hinders the HMO in the
achievement of its ijecﬁiveé, wﬁile a benefit is a positive effect
on the HMO." When costs and benefits are measured in the same terms
éf@r example in dollars) costs can be subtracted ffégjbenefits to
find a net benefit figure. Equivalently, the net cost of a program
is calculated by subtracting benefit from cost. By definitien,

a program with a positive net cost has a negative net Eenafit; Eﬁese
concepts are analogous to loss and profit for a Jirm. Since it mayé
be very difficult to measure all impact of a program in the same
terms, we may have to be satisfied with presenting.the decisionmaker
with measurements and estimates of a!ptogram‘s impact on a number of
dimensions, leaving him with the problem of evaluating how much each

cost and benefit 1s worth to the HMO.




It should be emphasized at the outset that -analysis of the costs
and benefits of a teaching program will be done on an incremental
basis: the situation before and after the introduction of the program

is to be compared, and its net impact, which may be positive (a net

benefit) or negative (net cost) is detprmined.

The costs and benefits that are important to the HMO decisionmaker
are restricted to those that have an impaét on the achievement of HMO
objectives. The term "cost-benefit analysis" is often employed to
mean the determination of social costs and benefits for use in

deciding whether a new publie program should be intraducedi4 Ideally,

If the benefit to society exceeds the cost, the program is worthwhile.
However, the iﬁdividual firm or organization can also use cost-benefit
anélysis,‘when the analysis is geared to its own goals and needs. 1In
the case at hand, the HMO decisionmaker implicitly follows the rule
that benefits to the HMO must equal or exceed its costs; both costs
and benefits measured in the light of the HMO's objectives. It is

not appropriate to expect him to consider all the cosﬁs_aﬂd-benefits
to soclety or the costs and benefits to other organizations, like

medical schools or other 1IIMOs. For example, the following may be

AFDE a comprechensive review of cost-benefit analysis, see
Leonard Merewitz and Stcphen Sosnick, The Budpet's New Clothes:
A Critique of Plumning=Program ]rh,ldigé.ting;aﬁdr Iii‘!iL‘f[Lf‘l‘?‘ﬂi Analysis;
Chicago: Markham, 1971.
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seen as potential impacts of the training program, and thus candidates
for a list of cost and benefit measures; however, only some of them
are relevant to the HMO decision.

1. change in dollar outlays made by the HMO for labar,
supplies, plant, and equipment

2, change in the attitudes of current and potential
physician ‘and other staff members toward working
at the HMO

3. changes in the value to current HMO members of
the health care provided '

4. change in the rate of growth of the HMO

5. change in dollar outlays made by the medical school
involved in the program

6. changes in the dollar and time outlays made by
students for transportation to theilr training site

7. change in student's satisfaction with their medical
education program
8. diversion of residency candidates to HMO training
- from other specialty training, or from other
alternatives

9, change in the attitudes of future physicians toward
work in an HMO setting -

10. change in the attitudes of future physicians toward
provision of primary care. ‘

Items 1 through 4 clearly involve poténtial costs énd benefits that
the HMO decisionmaker should evaluate:; the remainder are simply not
relevant to an internal HMO Secisian aEQut program adoption, although
they may be relevant rp other decisionmakers. For examéle, changes
in the dollar and time outlays of medical students, skills and
attitudes they acquire and their sacisfactian with thg total medical
education program may have an impact on the cost to society of

physician training, and may also have an impact on the achievement

439



03

of medical school objectives; however, these aspects of the training
program are not costs and benefits to the IIMQ, and are not relevant

to its decision about undertaking an education program.

B. Arriving at a Net Benefit (Net Cost) Measure.

Ideally, the various costs and benefits should be measured in
’ Vo
similar terms, so that the HMO decisionmaker can determine whether

benefits exceed costs. This can only be done if we know what these

benefits and costs are worth to the HMO. This would not be such a

predictions of revenue gains or losses and predictions of increases
or decreases in expenées would put the analysis directly into.dollar
terms, so profit or loss due to the program could be calculated.
Hﬁwever; non=profit IMOs probably héve different objectives. The
relative weights placed on various benefits and costs in determining
whether benefits exceed costs must depend on the HMO's goals. For
example, suppose that the teaching activity increases exﬁénses so
that yea;ly premium per member must increase by a dollar, while the
physicians providing céfg in the HMO are overwhelmingly in favor of
the teaching*bréé;am; there is no change in the quality arxcbnvenience
of care as perccived by the members. How shéuid the noney cost to
members be weighed against the increase in satisfaction to thé

physician staff? 1If the HMO is run as a physicians' cooperative, so
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éé’ﬁ

However, if the uHDris run to maximize the benefit to members, the
teaching program may well be rejected as having too great a cost to
members for the . benefit they receive;
Other aspects of the HMO's goals become important when other
- pgtentjél costs and benefits are considered. A teaching pfégfam'
might raise costs now while enhancing long run growth prospects; oOr
la program might appear to be costless while requiring so much extra
effort from physicians and other staff that turnover increases and
salaries héve to rise. Members may dislike the presence of medical
student Qbéervers, while the staff enjoys having them around; mémﬁets
may value the fact that their HMO 1z now affiliated with a medical
.6chool, while complaining that the teaching program is driving up
pfémium costs. Unless strong assumptioﬁéfégé made about how the
HMO values these ccﬂfliﬂcing costs and benefits, it will not be
possible to make a technical determination about whether benefits
exceed costs. However, this by no means implies that benefits and
costs that are difficult to measure and evaluate'should be ignored
' as "subjective" and somehow unreal. When presented with a set of
predictions about the various positive and nggaciﬁe impacts of a
program, the decisionmaker will come up with a yes or no anéwes;
he implicitly makes the érédecffs among the conflicting costs and
benefits, even if he cannot specify a figure for the net cost or
net benefit of the program to the HHD
In the discussion of specific costs and benefits in Seétian 11,

an underlying assumption has been made about the objectives of the HMO:
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that it is maximizing net benefits to members. This implies that

if members' yearly premium rises by a dollar, there must be a compen-
sating dollar's worth of benefits to membef5§ 1f staff satisfaction
is increased by the program, this is a benefit to members insofar as

it is translated into lower salary costs or recruiting costs, and thus

list of probable sources of>205ts<and benefits will not be much
different from the list that follows. A decisionmaker with a

- different set of objectives for his HMO could usé the same information,
although he would evaluate it differently and could arrive at a

different decision.

II. Costs and Benefits of Education Programs

Following the rule that the HMO should undertake a p?égram if
its benefit exceeds iﬁs cost requires incremental analysis, which
compares the "before" and "after" pictures of HMO operation, without
and then with the training program: what has changed? do the ‘changes
have a net beneficial éffeéﬁ? In this section, potential impacts

induced by a training program will be discussed. The most straight-

forward impact of education is increases in dollar expense due

44:
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directly to the program, for example residents' salaries and expen-
ditures on teaching materials and extra furniture for program pattiﬁiﬁ-
pants. No less real is the cost of changes in the use of resources
which the HMO would be_purchasing anyway: no increase in dollar
expenditure occurs, but conference rooms are used for students rather
;han for staff meetings, administrators plan programs and give lectures
in time they would otherwise spend anrédministfative tésks, and so on.
This shift in fesahrce‘use nust reduce HMO output, if these resources
were being used at full capacity before the teaching program was -
introduced. The question is, wﬁat is the worth to the HMO of the
resources diverted from other uses into teaching? The mcst,intéfesting
aspect of this question concerns the production of patient care without
and with teaching: clinical teaching goes on simultaneously with the
production of care, so that it is not possible to digcinguish between

resources going into teaching and those going into medical care for the

-patient. This does not mean that clinical teaching is costless: it 1is

likely that the output of a given éet of health cares resources will be
d;ffefént before and after teaching is introduced. For example, less
care>may be produced because the physician or nurse takes time to
discuss cases with the student observer, or more care may berpfgduced
when a resident is added to the existing health care team. "This
inerease or decrease im the productivity of health care inputs must
be evaluated. Other potential impacts of teaching programs are
changes in recruiting éqsts and staff satisfaction. Finally, it must

be recognized that care without teaching may be worth more or worth
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less to HMO members tham care with teaching; the members' perceptions
of the amenities, convenience, and quality of care may change
pasitively or negatively.

A. Qgiiar gxpendituresqur residents' salaries and educational supplies.

Residents' salaries will increase the expensés of the HMO., A
medical education program may require the purchase of sgégialiééd
instructional materials and equipment, like books, reprints, xeroxed
handouts,.audigvisuél aids, and classroom or studyvareévfurﬁituré.
These outlays add directly to HMO costs.

Data required: total residents'.salaries and fringe benefits;
quantity and price of materials and supplies; amortized value of

equipmené purchased for educational purposes.

B. Diversion of resources to use in teaching.

When resources are diverted fr@ﬁ the production of health ecare
to teaching;iccmpariscn of the situation at the HMO without and with
teaching (incremental analysis) will show that some output is lost.
It is assumed here that the HMO will havg to replace the output lest
in order to maintain its lefel-of health care, so that output losses
are valued at gheir incremental replacement cost. This is a part of
the cost of teaching activity.

1. Space used for classroom teaching. The teaching program

will increase the current cost of providing care for the HMO's member-

ship insofar as it diverts conference rooms, study areas, and lounges
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7 from other productive uses. Ideally, an estimate of the cost of
replacing @uéput lost is required. Hawevet; a rough estimate of the
value of space diverted from other uses mighg be calculated using the
proportion of time the students use the conference rooms énd so on
and the cost of building space per unit time.

An interesting question 1s raised when space is usgd in teaching
that has no other use for the HMO. In some experimental pragrémsg
students' nonclinical sétivi;ies have not displaged administrative
or direct préductign activity, so that the cost to the HMO of serving
its membership is not increased by student conferences, lectures,
and the like. 1In other words, the cost of this space 1s zero at-
preseﬁti Nevertheless, it may still be appropriate to count a
portion of the HMO's space cost as a cost of the teaching program,
since in the long run, with optimal use of buiiding assets; more
space will Ee required with the teaching pfégram than without it.

It should be emphasized that these costs would not affect a short—rﬁﬁ
decision to start a training program.

Data required: amount of building space used by-scudenzs;
current utilization by HMO activities; student utilizatién rate;
estimated cost of space per unit time. |

2. Staff time used for classroom teaching. Physicians,
nurses, administrators, and other personnel may be diverted from 7
their usual tasks to provide classroom teaching, i.e. iecturas and
discussions with students. Some staff may also be involved in planning

and administration of the teaching program. When these manpower

" 445



inputs have highly specinlized functions within the IiMO, Lhié time
may have a very high value in terms of ptédugtian lost: when the
chief administrator and head nurse take time away from tasks that
only they can do, the opcration of the HMO must suffer. The value of
these specialized inputs is probably more than they are paid, but
at least their salary rates can serve as minimum estimates of the
value of their time. Other manpower inputs used for classroom
teaching can be seen as more replaceable; the value of production
lost when a staff physician or nurse meets with students can be
restored by hiring a part-time physician or nuésa to £ill in. The
cost of these inputs is their salary rate.

Some teaching occurs outside the clinical setting andﬂoutside
the time that staff would ordinarily be paiﬁg If physicians choose
té devote lunch hour time to students, or stay after hours to talk
with them, it migﬁt be argued that this time should not be vgiued'
at the wage rate, becuase it need not be replaced at this rate; when
physicians choose to spend their "personal time" in this way, 1t in
no way diminishes the product of the HMO or adds to its expenditures
on inputs. However, this time should not be seen as free in the long
run. TIf the HMO implicitly imcludes this kind of "volunteer"
effort 'n its physician job description, it willleyentually have to
be éaid for. 1If more rewarding uses of persanalltime appear, or if
the teaghing program exééﬂés to include physicianstéachérs vho are
not so philanthropic, either the teaching program will fall in

quality or costs to the MO will indeed rise. Predictions about
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the long run value of personal time inputs to a particular HMO
should be made by the decisionmaker oﬁ the scene, but should probably
be set near the current salary rate.

Daté required: number of personnel engaged in classroom
teaching and administration by type; hours of student contact,
preparation and administration; salaries. A distinction may be made
between 'regular" and "personal" time 1f the use of personal time
resources is believed to have a lower cost for the HMO.

3. Clinical Teaching: production gains or_l@sses_"The
most important impact of an education program on the HMO is likely
to be due to production losses or gains in the clinical teaching
setting. A set of inputs (for example, 1 physician, 1 nurse, %
!reéepticnist, 2 examining rooms, etc.) orﬂinafily produce a certain
average number of patient visits in a session of a certain length.
The addition of a student observer or participant to this health
team may decrease or increase the number of visits pfoduceﬁ per
session. The most straightforward way to evaluate the cost of a
loss of production is to find the incremental cost of replacing the
lost visits. If visits per session drop from 14 tq 12, and the
incremental cost of adding an extra session (not counting éxpeﬁses
that vary directly with patients served) is $100, . the gast'bf lost

production in each student session is approximated by:

Our cost calculations here must consider both the direct cost of
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adding a sesslon (salary payments of workers directly involved in
producing patient care) and variable overhead (additional reception-
ist time, maintenance of cxamining rooms in use for one more session,
light and heat, etc.). The incremental cost per session does not

include costs of marketing, general administration, pharmacy operation,

addition of an extra session. Supply and variable laboratory expenses,
which depend on the number of visits produced rather than on the number
of sessions held, are also not included in the incremental cost per

session. Thus the measure for the repla ement value of lost production

3 Expansion of the numerical example may make this argument more
clear. Assume that current membership of 40,000 can be cared for with
an average of 2800 visits per week, and average number of visits per
session is 14. This implies that 200 sessions per week must be
scheduled.

2800 visits per week

— — — 200 sessions per week
14 visits per scssion

1]

If students partieipate in 28 of these sessions, visit production in
these 28 sessions will be reduced, with total visit production now

(200 - 28) % 14 + 28 X 12 = 2744
sessions productivity sessions productivity
without without with with

students students students students

vhere the visit production with studernts present is 12 per session.
The HMO is now 56 visits short of its previous weekly level of service.
To replace the visits lost due to lower productivity, four sessions
must be added:

56 visit deficit

= 4 sessious
14 visits per session

If it costs 5100 to add another sessien, neot counting costs that vary
with visits, an outlay of $400 is required to bring the HMO back to
its previous service level.

It is important that a distinetion be made between costs that
vary with visits produced and those that vary with sessions scheduled.
If a patient visit on average requires about $2 worth of supplics,
laboratory tests, and drugs, the cost of these inputs for 2800 visits
will be $5600 \thher the patients are scen in 200 sessions §w1thaut
the tcaching program) or 204 (with the program).
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In like manncr, 1f residents incééase the number of visits the
health care team can produce, fewer non-teaching sessions will need to
Fe séheduledi Assume that a resident and a physician working together
with other direct pagient care inputs can produce 20 visits in a session.
The value of the six extra visits may be estimated by determining how
much they would have cost 1f produced in a typical session. In the
example, the ccst{saving would be 6 x $7glé = 542.84. This will eventually
be weighed against the stipend paid to the resident, which 1s ‘included
as an increased expense in part A above. The value of the residents'
total production may very well éxceed theiﬁ stipends, even when ;égéf.-
productivity in some sessions is taken iﬁta account.

" If residents see. patients on their own, their imnact on costs and
production can be evaluated in a similar way. Assume that a resident
working with a nurse and other inputs can see nine patients in a sessiaﬁg
This is an increase in production which the HMO would not have without
its teaching activity. Valuing this at its replacement cost of §7.14
per visit, the value is 9 x $7-i4 = $64.26. But this increase in
productién cauld not occur without expenditure on the other inputs
involved; if these cost $40 per session, the resident is making a net
add;tién to production worth 564.26 - 540 = $24.26 per session. This
calculation in effect takes into account the fact that the other health

care inputs would be more ptgduative working with a staff physiciaﬁ;ﬁ

6 Another way of looking at this is to see the HMO as replacing
a regular session with a resident session. The resident combines with
$40 worth of inputs to produce 9 visits; paying a staff physician plus
the other inputs cost $100, or $60. more, but produced 5 additional
visits. The resident has saved the HMO $60. and lost 5 visits, which
will cost 5 x §7.14 = $35.70 to produce in a regular session; the HMO
is $60. - $35.70 = $24.30 ahead.
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It should be noted thnﬁ the above approach to the costs of lost
or gained production assumes that cuare for.thé'pgpulatian is being
provided efficiently at pfgsent, s0 that a decrease in the number
of visits per session must be accompanied by an increase in the
a decrease in the number af'regular sessions.

Since the output of the HMO is not patient visits but care for
a population, a more ﬁémﬁlgte productivity mecasure would consider
the number of individuals that can be carried by a typical‘teaghiﬂg
and a baseline nonteaching health team. This pradﬁcgiVity méaéure
would allow for the possibility that teams including students or
residents may produce a higher proportion of return visits, so that
loss in productivity as measured by members served may be éven
greater than loss in productivity measured by reduced patient visits.
Such a measure would require a baseline count of the number of members
éared for by each team, and the change in that number due to a given
amount of teaching involvement. If teams including students or
residents use more supplies and laboratory tests per patient .than do
nonteaching teams, the resultant increase in cost should be charged

: A
to the teaching program. ' 5 _ .

Data required: baseline productivity for specific input combin-
'aﬁicns; measured,iﬁ terms of patient visits and/or members cared for;
productivity of the same input combinations when involved in
teaching; incremental cost per session under baseline or standafd
production methods, not including supplieé and tests that vary

directly with patients seen; this would require collection of data
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on salaries for all staff involved, staff input in hours, and

" allocation of variable overhead costs (examining rooms, equipment,
receptionists, heat and light) per seséicn; investigation of possible
increases in use of supplies or laboratory tests per.patient visit
by teaching teams, and cost per teaching session of tﬁis excess use.

C. Staff satisfaction and effort ¥

Staff involved in teaching both in clinical and nonclinical
setﬁlmgsgmay gain extra satisfaction from this activity, and may
féel that extra effort is required of them. Over the long run these
effécts are expected to show up in salary offers necessary to attract
staff to the HMO. These salary changes will be difficult to pfedict,‘
but éhe presence of these effects and their strength can bé appféxi—'
mated by surveys of staffi Sur#eys should inﬁludé questions about
whether staff currently involved in teaching have an overall préferenee
to return to their pre-teaching job content, or prefer the teaching
activity; anﬁ whether teaching involvement would be a jobraﬁtribute
they would actively seek 1f they changed jobs.

Data needs: staff surveys to determine changes in effort
level and satisfaction level with and without the education program,

and to determine how the staff evaluates these changes.

D. Recruiting costs

1f teaching activity adds to the general satisfaction and prestige

of working at the HMO (in addition to increases in direct personal
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satisfaction, discussed above in part C) it willvbe Easief'téi‘
recruit néw phy%iﬁians and other stéff, quaiity of jéb“appli:ants
‘may rise, sélaty foérs may not be -as high as they otherwise ‘would
be 311’2152 constant, aqd turnover of staff maj fall.' In éddiﬁian,
a teaching program allows information to be gathered ab@ﬁt particular
paten;ial job applicants == the students and residents themselv es,
The MO will face less risk in making a ij affer to a physiclan wha‘
has trained thére, since the HMO has absgrved him or her in ac;i@n,
and éhe physician is better prepared for a future job.at the HMG,7

Data required: survey of all staff, including’thgse not
directly involved in teaching efforzsd sutveylng preferen:gs for
"working in a teaching institution; survey af students and'r251dgnts
in training to assess whether the applicant pool has exéanded-
baseline measures of recruiting expenditures and changes over time
in these measures.

It is recognized that the costs and benefits tu members of
changes in staff satisfaction, effcrt, and rec ruitlng will be
| difficult to measure in an individual 1IMO. The HMO decis;gnmaker
considering taking on an education program should at least have
information about thé direction of probable changes in staff satis-
faction, effort, and rgc§gitment, and their importance to HMO costs.’
Only then can he determine whether net cost savings from this éoufce

make the costs of the education program worthwhile, given benefits.

, 7 Recruiting benefit was a miij argument for hospital nursing
training programs, and studics have shown that hospitals with diploma
sclhiools were actually able to make lower salary offers due to this
recrulting advantape. (This has changed over time due to shifts in

nursing cducation.)



va-bcth’HMQs and 1IMO medical education programs become more coﬁmcn,
-4t may EVEEEuélly be feasible to carry out a national cross-section
study to determine whéther HMOs with teaching programs actually
_egpe:ienee reduced staff costs, reduced recruiting costs, and lower
staff turnover. |

E. Changes in the value of care to members.
falebiint = bt g i badetel - A}

| The discussion above has focused-éﬁ!the{impact ﬁf teaéhing on
the tgsﬁs of providing health care services at én HMD.iHThe net
effect of teaching will be to raise or lower the aver%ge éostipar
member, and, if prices are set at average cost, the premium cost
per member. Teaching aétivigy msyﬂalso change the value of the
'~ care as peréeivad by consumers, since care provided by a teaching
institution may be séénwas a different product fraﬁ care provided
without teaching. If care with teaching is more valuable to members,
they would be willing to accept a higher premium cost to support
the teaching activity; if teaching reduces the §m§niﬁies or con-
venience of care, members will find their wellbeing reduced by the
introduction of teaéhing, unless premium costs can be loweréd to
compensate for this decrease in the value of care. The impact of
teaching on member satisfaction will therefore be a key variable
for a decisionmaker working to maximize wellbeing of members.

The direction and amount of change in value to members can be

gauged by a number of means. The rate of membership growch may be ..
observed before and after the iﬁtfgdﬁcticn of teaching, with special

attention to any changes in the rate of exit from membership. These
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observat ions shﬂﬁld at least givg an indicuﬁicnrpf wheLhefiEénsﬁm&t
: williﬁgness to pay for HMO coverage has fisen»ar éec:gaséﬂ_ﬂféér v
thébintfaducticn of the p:@gram; Surveys éf_mémbefs éan’pféﬁidg
information about mémbEE'satisfactién wich’tﬁg érggraﬁ; quEsﬁiﬁns
asked about response to iﬁcreases ot deéréases;in premium pfigéé
due to a Eeaéﬁiﬁg program. The éaachiﬁg pfagfam maf-be seen as
decreasing the amenities of care by producing a “;iin;c".atmasphere,
invasion of privacy, and/or longer waits fdf'careQ iThé_prégraﬁ ﬁay
increase perceived quality if care connected with medicél aduéétién
is especially respected in the community. | |
Data required: rates of mambership inctéase and dfcpaut
rates before and after the introduction of the teachiﬁg program;
or interviews or surveys of members, including both users of cafg

and the gercral membership.
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Terms

reases the 1HO's

eny impact of the teaching program that inc
s objectives.

e cost  any ampact of the teaching progran that decreases the
{HIMO's achievement of its objectives. o

costs directly popnerkeaboka units of output
‘ associated with' ‘ '

the sum of benefits minus the sum of costs

for example in dollars.

direct cost

: : net beneflt when 0ll benefi
~and costs are measured in the same CCYNS, ’ o

net cost  the sum of costs minus the sum of benefits

opportunity cost - the value to the HMO of the best alternative
~use of a scarce resource. : -

o overhead costs — costs incurred by the HMO for activities which are-
not . divectly associated with particular units of output. Fixed overhead '
costs do not vary with the level of output; variable overhead costs vary

~with the level of output.

;elevaut;castg costs that are affected by the decision at hand.
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Resource Paper No. 15
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From

‘Section V of the University of Washington Final Report )
Project to Develop Curriculum for Physician Training in HMOs




Resource Paper No. 15

COST' BENEFIT ANALYSIS

A. Overview

1. Introduction
. Cost accounting is always an issue in curriculum planning. hovever, as
;xGraup Health is principa11y a health care inétitutidn with its first respan!

751mpact must be very carefuTTy scrut1n1zed A cost study was therefare a]mgst ~‘H
‘an absolute prerequisite to changes in or even cantinuance of an educat1ana1
program which does not obviously directly benef1t the Cooperat1ve ,
- An issue which is ‘not purely "dollar" cost but which a]so needed to be -
1ccns1dered was that the consumiers. who might be less aware of Dbscure adm1n1stra-’
tive costs would have direct, f1r5t hand know1edge of adverse effects Df teach-
1ng and the reallocation of pat1ent care services. Th13 is espec1a11y apparent
ina c?ased system where physicians who reduce their patient care effort in
“orden»tgiteach reduce their availability to patients who have contracted for
services.’ The pre=pa1d consumer will be served, and the result may be that

the non- teach1ng physicians' patient. loads may increase as a direct consequence
of- th15 -reduction by the teaching physician. When these h1dden human costs
are coup1ed with the inflationary pressures already present in health services,
the suggestion of even continued teaching roles for the medical staff, without :
thorough considerations of dollar and subjective costs, is likely to be met with
vigorous debate if not outright rejection by consumers and/or professionals.
Assigning costs to specific teaching: -activities is often ignored, but
the Group Health - School of Medicine project provided an important arena to confront
_.this issue. It offered both the impetus and the setting in which to approach
what in education is becnmingvthe)increasingly important ecénomic dictum of |
_maximizing benefits from a fixed resource. This translated into "How much can
and should we teach at Group Health?"
2. Methods
In this report cost is construed as any factor causing an increase in
expense or effort, or a decrease in satisfaction. The approach used was that
of management-based, cost-benefit analysis. S
Management analysis, as contrasted to strict accounting or theoretical
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economic approaches, allows for a practical analysis considering both those
costs and benefits readily quantifiab]é in dollar terms, as well as those

costs and benefits which may be of great iﬁportance but which'cannot be readily
‘assigned an unequivocal dollar cost. For examp1e, the quant1F1ab1é costs and ”,;E
benefits iuclude labor, space, materials and income. The non- -quantifiable costsl[
and benefits include job-satisfaction, Eﬂjoyment,‘éffort, morale, and patient.
attitudes. ) ‘ " ) .

The precise costs and benefits derived from this managment analysis of -
Group Health teaching are directly relevant only within the framework of thE'v'fxb
 Cooperative. Costs and benefits from the standpoint of Group Health, the School
of Medicine, governmenta? agencies or society at TEPQE— are not preciseTy the
parate systéms. Howeveri for the fur.poses of this progect and its seque1s,
the subjective costs might be given mutually agreed upon dollar values for
negotiation within and between the manacements of Group Health and the Univer-
sity. ' ‘

An input/output model was created to document elements in the pre- pa1d
group which impact upon or are impacted by the teaching process. These viere
measured in three areas: ’

-Actual teaching site

-Direct support site

=Group Health as a"whole
Under each area the input such as labor, space, and &ffort, and the outputs
such as education and enjoyment were listed (Appendix L, Table I). Methods were
developed to practically measure these either Guantitatively or qualitatively.
The term "practically" is quite important, for there are some quantitative data
obtainable only at a cost exceeding their value to the system. ’

In transiatiﬁg the analysis into educational dollar cost, two problems
arose.” One was the lack of a readily defined market value on many of the inputs
and products of the educational process. The other was perhaps an even greater
problem in that there was simultaneous production of more than one product
(health care and future physican training) from the input system. The result
of this latter factor, termed joint production in economic terms, is that there
is no unique cost ascribable to either product., Issues revolving around joint
production have generated a geat deal of controversy in previous medical educa-
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From Appendix ‘L, FinalRepc’::;",’ L
» University of Washington
TABLE 1
ANALYSIS =

A. Cost-Benefit Analysis -- Related to Teaching in Group Health.Cooperative
| L  TEaCh{ﬁ§mSitg : : -

Persons involved: preceptor, nurse, receptionist, student pat1ent
non-teaching phys1c1an5 : :

Items considered (can be 1ncreased or decreased by teach1ng)

Space | Incgme, -
Time Education i
Effort Enjoyment. -

Materials : ‘Care delivered
. (numbers, quality)

I1. Support Level

Persons involved: preceptor, nurses, adm1n1stratcrs ‘educational
support staff

Items involved

. Planning
Administrative 7 7
Orientation and indirect, instruction

IIT. Group Health Cooperative as a "Whole"

Personnel involved: employees, ccnSumerﬁpraprieths
|
Items involved i

Factors re1at1ng to cansumer

b g ppe

membership cost

professional reputation

queing

net effect of teach1ng encounters on patient satisfaction
community serv1ce 1mage

Factors relating to staFf

recruitment
staf{ turnover
staff morale
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From Appendi}t L,.Final Repgft
Univerail;y of WEEhingL—c.ﬁ SR

Methodology

I.

11,

.personal contact afforded, and relative flexability. Especially

Interview -- partly structured

Used to collect initial information. Used becuase of small numbers,
valuable where ]arge1y subaect1ve determ1nat1ons were involved..

Questionnaire

For follow up information and where large numbers were involved.

Clinic Records, Logs

Used to provide information on patients seen, cost per visit, hours

- on JGb etc.

: “Fersonai Logs

Used to provide additional information on time spenu and act1v1t1e5 ‘

that appeared to have a major 1mpact

Time-Motion

Used to provide detail and to validate logs.



gftIDn cost studies. , ‘
ZT_ ~ ‘There are factors in pre -paid, group practices which to some extent mini-
_:ﬁ1ze these preb]eme The primary product of a pre—pa1d health meintenanee
~;0rgan1zet1en eugh as Group Health is health care service. Un11ke schools of
medicine, research and teaching are secondary activities at best. Also, due” tg
"the size of Group Hea1th the number of different sett1nge in wh1ch care is

j{de11vered and their thorough and ongoing accounting system, it is qu1te pGSSTbje' 

. to look at the same or virtually equivalent patient.care service setting in the LA

J;presence and absence of teaching and evaluate changes 1n ‘terms of- emeunt and
E-patterns of patient care services delivered. The cost to the Ceeperat1ve for
" teaching at a given site can thus be equated to the value of loss 1n eerv1ces
- This solution to the joint production problem assumes that pat1ent care ‘services
- are of highest value to the syetem and that the value of a given unit of health
‘care ‘is not altered as a function of the presence or absence of teeeh1ng
~ This form of ena1ys1s was applied to both the famx?y prectxce Fe51deney
program and to a series of undergraduate clerkships described previpue]ye1n the
“curriculum section. In brief, these consisted of: '
a) iggrcduztign to Clinical Medicine - Human B1a1agy 413, 422 end

A first year required course eer1es conducted largely at. Greup
Health. '

b) Family Medicine Preceptorship-- Family Medicine 401.
An elective course primarily for first year students in which
approximately one-fourth of the students are taught at Group
Health el1n1cs by their medical staff.

c) Family Medicine Continuity Clerkship - Family Medicine 420,
421 and 422.
A second year elective course series which includes Group
Health preceptors among the faculty.

d) Independent Field Study - Public Health and Community Medicine
531.
An e1ect1ve in which students 1ndependent1y arrange for special
projects at community health agencies - commonly including
Group Health..
Since both first- and second-year Family Medicine clerkships were con-
sidered, it was decided to include a third-year clerkship for the purposes of
continuity in the cost analysis which follows.
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MEDICAL STUDENT COURSES.

1. Family Medicine Clerkships

Because of their similarity, the three year family practice‘sekfeg has been -
considered together here. The first year interviewing course and the health
services research course are considered separately. _ _ L

At the clinical teaching site for the three course series, patient care'_
and education are produced jointly. Costs shown in Table V- 1 were determ1ned
as follows: visits displaced by teaching were measured by campar1ng the
pat1ent visits per day under normal c1rcumstances to the. da11y patient v151t
rate when the students were present. This data collection was accomp11shed
by use of clinic logs. The number of visits displaced is normalized to whole
clinic days to facilitate comparison among courses -taught for both full and
partial days at the teaching site. The derived displaced visits were multiplied
by the unit labor cost to give the physician cost per student per day. - Table
V-1 shows that the major cost determinant was the joint cost of physician labor.
Physicians are salaried and "full-time", but nurses contract for a standard
week and teaching costs incurred through nursing needed also to be addressed.

In courses where the physician worked longer hours to produce their normal
number of visits per day, the nurses also worked longer. A direct and readily
quantitative cost occurred in some instances as nurses claimed overtime pay.

Since a case can be made that use of visit count changes is an incomplete -
assessment of the impact of students upon a health care delivery setting, an
extension of the clinic records study was begun to validate the data, pilot test
a method, and gather data regarding the student-preceptor interaction. This
portion of the project involved a time/motion study tailored to the émbu]atory clin

" setting and conducted in a third year elective course in Family Medicine taught
at a Group Health satellite clinic (Appendix L). ,

N *Table V-2 contains the non-dollar costs and benefits of the three studied
Family Medicine experiences reported byphysician and nursing staff. No patient
satisfaction data is currently available due to delays in obtaining Group Health
approval of the methodology and instruments to be used. This portion ,of the
study will be completed at a later time.




VTABLE V-1: CLINICAL TEACHING SITE - OBJECTIVE COSTS

'Jéint Costs (visits displaced)

*Labor  Unit cost Ird. yr. FM

end yr. FM

" Physician = $8.77 visit 0 (0) © §52.62 (6)  $35.08 (4):
- Nurse $2.31 visit 0 (0) $13.86 (6) $9.24 (4) -
Materials $ .33 visit " Not applicable Sl

e*Qverhead $2.22 visit 0 $13.32 (6) $8.88 (4) . .
" (building, .clinic, office, o ' : ’

- administration, general
.- administration

‘TOTAL JOINT COST

0 $79.80 $53.20

Direct Costs
*Labor ‘ _ v
Nurse $4.50 0 0
- Materials- '
(books, tapes, etc.) 0 0 0
Income 0 0 0 .
-Cost Savings : -0 o0 0

TOTAL COST $4.50 $79.80 $53.20

A1l costs are dollars per whole student day, i.e., one student day represents

one student present for one full day or two students present for one half-day

session, etc. . _ :

*labor - joint costs = visits per day displaced x unit cost

**overhead included since it would have to be redistributed to other visits if
not accounted here - no overhead is directly assigned to teaching.
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TABLE V-2
CLINICAL TEACHING SITE - SUBJECTIVE ANALYSIS

COSTS _
1st. Yr. FM 2nd. Yr. FM 3rd. Yr. FM
. Obs. ~ _Lim. Part.  _Lim. Part.. .
a. Time in minutes spent per day |
beyond normal working hours
with no compensation, * !
Physician 30 20 _ 45
Nurse 10 o 0 o
b. Effort - Number repnrting 7
increases/total involved.
Physician - 6/6 _ 3/3 3/3
Nurse 2/5 0/3 0/2
c. Enjoyment - Number reporting de-
creases/total involved.
Nurse - 1/5 0/3 . 0/2
a. Enjoyment - Number reporting in-
creased enjoyment/total
involved in course.
Physician 6/6 3/3 3/3
Nurse | 35 2/3 1/2
¥
b. Education - Number reporting in-
creases/total involved.
Physician o 6/6 3/3 2/3
Nurse | 3/5 1/3 1/2
c. Effort - Number reporting decreases/
total involved.
Nurse 0/5 2/3 0/2

* No increase in personal income was reported by either physicians or nurses. Time
O was usually reported as representing a reduction in personal time available,
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Support site analys1s revea]ed no 23511y quant1f1ab1e costs, Fnr at .
‘the individual course level it is difficult to assign direct adm1n15trat1ve
chsts (Tablev- 3). Four of the most directly involved Group Hea]th adm1n15tra-)_
fturs estimated that very little time was spent cans1der1ng any med1caT student'>
 teaEh1ng (WJZD total hours). An add1t1una] cost source would be- d15p1aced ,
;patlent care services as a function of schedu11ng educat1onai p]ann1ng/adm1n1-’
: strat1ve meetings during office ‘hours. It was nat passibTe tu ‘make a def1n1te
f&determ1nat1on of the magnitude of this cast source. ' L
o ‘As indicated earlier in this report, some cbgect1ve aspects Df the cost/
“benefits to the Caaperat1ve as a whole from teach1nn medical students cau1d not
{’read11y be studied within the scope of this project. anever 1ntEFV1EWS with _'f'7

“nurses, physicians and administrators did not’ reveal any area of nctab1e 1ncrease,5vv‘

or decrease in cost w1th respect to such areas as prafess1ona1 and ncnsprs- .

ffess1anal labor, s:upply usage, space considerations and general overhead. Dvera]] ;;f;l

 subjective costs and benefits to Group Health for this teaching effort are
included with others later in this report (page _86). However, current dollar
costs for these courses are identified and summarized in Table V-3.




727
- -

TABLE V-3
SUMMARY
OBJECTIVE ANALYSIS - FAMILY MEDICINE COURSES

1st. Yr. FM 2nd. Yr. FM 3rd. Yr, FM~

~Obs. Lim. Part.  _Lim. Part.
I. Teaching Site per $  4.50 $ 79.80 ' $ 53.40
Student Day
II. Support Level $ 0 $ 0 $ 0
III. Group Health Cooperative $ 0 $ o 5 0o
Total Cost per Student $  4.50 $ 79.80 $ 53.20
per Day
Number of Student Days (1) X5 X 59 X 40
7-1-74 6-30-75 - L e
Total Cost per Year $ 225.00 $4708.00 $2123.00
Cost Savings
‘ Teaching Site % 0 i 0 $ 0
Support Level b 0 0 $ 0
Group Health Cooperative $ 0 $ 0 $ 0
Income (2)
Teaching Site $ 0 $ 0 $ 0
Support Level $ 0 $ 0 % 0
Group Health Cooperative $ 0 $ 0 $ 0

(1) The number of total whole days of student instruction in each course at
- Group Health Cooperative. (i.e., 50 student days = 50 students for one
day, 5 students for 20 one-half days, etc.) '

®(2) At present the University pays Group Mealth a sum of money each year for
support of teaching programs as part of the affiliation agreement. Althoug
this is accounted by Group Health as part of income for the residency pro-
gram, the agreement provides for access to Group Health by University of
Washington medical students. The student teaching includes several courses
Qo - not analyzed here so no apportioning of this income has yet been made.




"2, Introduction to Clinical Medicine

An impact review of the first year interviewing course is found in
Table V-4. Note that for some nurses there was a problem expressed,a reduction
in enjoyment coupled with their increase in effort. This reduced level
of nursing morale and job satisfaction could lead to reduced patient satisfaction
as an indirect result of teaching, even if direct effects of teaching do not.

As was mentioned in the Human Biology 413 course description, nursing time

was spent in making 1ists of available patients suitable for student interviews.
In most cases this was accomplished,quite easily. Yet at times when under-
staffing occurred this minor task became a burden. Another problem, though

the data is anecdotal and not formally summarized on Table V-4, was that there
were times when patient treatment or housekeeping tasks were de1ayed when
students were conducting patient interviews. These items may seem rather
trivial from the overall perspective, but they constituted significant
negative impact to the involved individuals. On the positive side, it should
be pointed out that these problems were generally minimized by safefu1 coor-
dination by medical education specialists. '

Most of the dollar cost for teaching this course series is borne directly
by the University in terms of salaries to two educational assistants respon-
sible for coordinating interviéwing space, students and patients. Without
this "income", the educational objective costs at Group Health would 1increase
considerably, and the course would presumably have a :vich greater negative
impact upon the}satisfaition of the nurses, their support staff, and,directly
or indirectly, on the patients.

Physician time is also a hidden cost. Course descriptions note that one of
twelve preceptors for the University-based portion was a Group Health physician,
This prEEEptor'é teaching and travel time came from personal time and time sched-
uled for Fami]ytmédiciﬁe residency precepting. This latter cost is subsumed
under residency costs and so represents no direct cost to Group Health, but it is a
medical student teaching cost. The estimated loss of one hour of clinic time for
each of the eighteen weeks is $475. With eight students present per session,
the effective cost is $26.50 per student day for this phssician's- time. This
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TABLE V-4 q

TRAINING COST SUMMARY

Interviewing Course - HB 413-422-435

Objective Costs to Group Health

Value - Reported in terms of

Source -
s . dollars per student day
Physician 0 unless otherwise noted.
Nurse * 0.25 .

Educational
Assistants
Space **
Materials
Total peé student day
# of student days ***
TOTAL COST

L e

Incume
Cost savings 0
Net cost $ 58.00

Subjective Costs to Group Health

Classification N Effort Time (Outside teaching
site)
Physician 1 i’ 30 min/session (8student

18 sessions)
Nurse 5 ‘%‘ ‘& 0
Educators 2 1 T .Not applicable
Student - see evaluation section

Patient - currently being assessed - delay due to generation and reviews
of survey instruments by committees at Group Health Cooperative.

Other hospital employees - not directly assessed

*Nurse -~ Computed at $8.08/hr. including wages and fringe benefits.

**Space - One conference room was used 4 hours per day, 2-3 days/week. :
' No other use was displaced or projected for the time occupied for ¥

teaching purposes, therefore no cost is imputed to teaching program.

***Student days - computed by number of students rultiplied by the number of hou’).
they were present divided by 8 hours. ,
. &

EﬂiBQ‘ 4008
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3, Public Health and Comunity Medicine - Health Services 531

This course is an elective and the content for each iteration may vary
according to the specific interests of the student and preceptor. At the
time this course was reviewed for this project, only one student was both en-
rolled and studying at Group Health. The involved preceptor reported that the
normal parameters of cost we have considered in this phase of the study, e.g.
professional and non-professional time, space requirements, special or excess
materials, additional averheads‘etc.; were not increased at all by the presence
of a student. In other words, there was no excess direct or indirect dollar
cost.

Additional itime was consumed by both the preceptor and the student as a
function of the course experience, but it was time not directly related to the
project nor to Group Health interests. For the preceptor this was estimated
at thirty hours and for the student, eighty hours. It was time spent in mutual
discussions about health related affairs and in academic pursuits which origi-~
nated with the project, but which were not directly required for project
completion. The expenditure was generally discretionary use of personal
time, and hence is not charged to this course as a cost, nor is it credited
as an objective benefit.

On work directly related to- the special project addressed in the course
content as developed for the student and the preceptor, the student invested
approximately one hundred and fifteen hours'in accomplishing the goals agreed
upon for the project. A research assfstant who otherwise would have to have
been hired to accomplish the task for the Cooperative would be paid approxi-
mately $6.50 per hour.Thepafare, one could infer that Group Health realized
a net benefit of $747 as a result of their cooperating with the University
in the offering of the course. Additionally, the work was completed in a
timely manner and the outcome satisfied internal requirements of the organiza-
tien,

On the subjective level, the physician and student both reported having
expended considerable effort on the special project. However, each also
reported that the enjoyment, learning, and personal enrichment they re-

In spite of the glowing reports above, it should be stated that several
special conditions were met in this particular educational encounter:

-.The project was of direct interest and benefit to the Cooperative.
- The project was of personal interest to both the preceptor and student.
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The preceptor invested his personal time in the completion of the task. ;mﬂi

- The student was academically advanced and had special competencies which
qualified him for the particular, research topic.

The student was mature and had the ability to work within the Cooperat1ve
with a minimum of direct personal support.

The outcome might have been less mutually satisfactory with a different student,
preceptor, or project.

4, Subjert1ve Impact of Ccurses on Group Hea]th

Subjective cost/benefits to the Cooperative as a whole need to be addressed.
These have been estimated in most cases from interview data. Efforts to quantify
their value are to continue. However, asmentioned earlier, the effort required
to quantify many of the subjective factors placed their measurement beyond the
scope of this project. Despite this, it is felt that these qualitative issues will
be given due weight in eventual negotiation between the University and Group Health
over égntinuance or modification of medical student teaching programs.

The subjective costs and benefit accruaTs vere:

-Community Service: The four administrators and two board members interviewed felt ‘l
that Group Health had an obligation to do its "fair share" of
service to the community at large. However, thourh thev
agreed that medical student teaching was an important service
which they should render to the community, they were unsur.
as to what portion of the service obligation should be allocated
-to this teaching.

-Recruitment: Three of the four administrators saw benefits in: f} ,

~The eventual recruitment of the students exposed to Group Health
into the service of this, or other, health maintenance organizatii
~-Enhanced recruiting potential of physicians in general because
of the teaching opportunities within Group Health, and
-Reduced cost of orientation for those physicians recruited

who had previous exposure to health maintenance organizations

in their resident or undergraduate curriculum.

(Within the Cooperative, a feasibility study is being made to
assess the extent to which the above might be quantified and e
assigned a functional dollar value). ‘

Q . | 470
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-Redu€®d gyaff Turnover Rate: Interviewers felt enjoyment, self-esteem, and
general morale were increased as a function of teaghfng,; Therefore,
Job satisfaction is increasedboth for nursing and physician staff,
Introduction of teaching into a system would seem to increase
overall satisfaction and to thereby reduce the turnover rate.
However, this benefit may be outweighed by decreases: in direct
patient services as a function of the teaching or the decreased
Job satisfaction of those nurses and physicians who increase
their production to compensate. (A comprehensive study of this
Phenomenon s planned by the University and the Cooperative).

Addit'ona) questions raised by the study which need to be addressed are the extent

to whiCh ther€é is: )

-Enha"%eme,t of the Group Health image: Involvement with medical student teaching
couyld Tead to a number of positive inferences by present and po-
tential members. This might be reflected in increases in membership
application rates or to increased retention rates for current
Cooperative members.

“Qualitatjye Care changes as a function of teaching: The quality of health care
delivered may change either positively or negatively. To evaluate
this element would require a major commitment to compare teaching
Versus non-teaching physicians and/or sites on parameters such
as patient satisfaction, or the patient management processes and
Outcomes. .

~Loss OF eppoll€es: (Changes in withdrawal patterns may occur due to dissatisfaction
With either being subjected to direct teaching activities or to
increases in queuing due to losses in productivity incurred due to
the teaching program. Queues at present are four to five weeks -

a 500 visit per physician queue. Queue increase estimates based on
the current program for Family Medicine and teaching are as follows:

I1st yr FM 2nd yr FM 3rd yr FM
_Obs. _Lim Part. Lim Part. .

Estipated increase

In yisits/year/

teaching physician

at current level. 0 120 40

Number of physicians
Now jnvolved S 3 3
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Finally, it is the intention of project participants from both the University :
and the Cooperative that these issues be more thoroughly investigated after the |

termination of the contract.
5. Summary

This pnhase of the project produced three interrelated, yet disparate outcomes.
Firstly, there was the generation and pilot testing of a method for applying N
cost analysis strategies from common business use to medical practice and edu-
cational settings. This strategyincluded structured interviews of participants,
observational schedules and logging participant's daily activities with and without
presence of students. Secondly, there was the data generated from the cost/benefit.
analysis itself. And finally there was the conceptualization or insight which
followed the presentation of the studies' outcome to those upon whom the Group
Health medical student educational program impacts. |

The model has been thoroughly presented in the earlier body of this segtian;
and with certain caveats,it would appear that the business strategies used here,
as well as others not used, could be used to analyse discrete cost to units of both.
health care delivery and health care education. The caveats are generally: e

-Quantity of care assessment here was tied to gross numbers.of patient visits-
This was not deemed to be entirely satisfactory due to: a) the nature of the
visits themse]ves was not homogeneous, and a larger sampling in more sett1ngs
would be requ1red to dilute the effect and to make the data more genera1izab1e
and b) there were other benefits accrued to the Cooperative such as patient al
health care deliverer satisfaction and education which were not readily assign
'a separate cost.

Quality of care may have been affected by the introduction of students. _
Introduction of students may have led to more careful scrutiny of laboratory-
reports, a more thorough consideration of the presenting problems and resultin

differential diagnoses, and as cost-effective medicine was being taught for, t

~cost-effective practice ideal may have been more closely approximated with thé
presence of students. Alternatively, the very opposite effects may also have
o ‘urred. Though it is felt that student impact on patterns of health care ;,
dei..ered should be dealt with, they were neither studied nor_assigned a

cost here.
Joint production of more than one outcome from a given set of inputs ccmﬁ:!urc
cost assignment. Patient care, medical student education, and such intangible
effects. as in-service education of staff and changes in level of morale

[ERJf:"" occurred. Which outcome‘rea11y should be assigned what portion of the "cost 4
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C. FAMILY PRACTICE RESIDENCY TRAINING

P 1. Introduction

Though the original project did not stipulate a cost/benefit analysis of
Group Health's Family Practice residency program, such a study is included for two
reasons. Medical student teaching at the Cooperative and their family practice
residency were considered together in the memorandum of understanding betweeen the
University of Washington and Group Health Cooperative of Puget Sound that formalized
each institutions' roles and responsibility regarding these physician training
programs at the Cooperative. Secondly, use of the analysis model with the residency
program both demonstrate its applicability to a higher level of clinical teaching
by the responsible medical educators.

As with medical student courses, a managerial analysis approach was taken with
the residency. This methodology is based in practicality. Thus, in this study when-
ever the magnitude of the cost or benefit exeeded the cost of its determination,
an evaluation and translation into dollar amounts was made. Costs and benefits
interpretable in terms of dollars have been labeled objective. Those not readily
interpreted in terms of dollars either because of their small relative importance

B or large determination costs, have been termed subjective. This is analogous
to the medical student teaching portion of the study. The initial step was the
application of the cost/benefit model developed for the medical student cost
benefit analysis with the major difference having been the greater number and
variety of teaching sites within the Cooperative being studied so as to include spec-
ialty rotations, coverage settings and classroom work as well as the family practice
setting proper. ' '

2. Teaching Site

a. Family Practice Setting

The first setting considered was the Family Practice Unit. Geographically
unified, this is a group of offices and examining rooms in which residents conduct
a continuous family practice beginning with two half-day per week in their first
year with eventual expansion to five half-days per week. Along with the residents,
there are two family practice preceptors in the unit who manage their own practices
on half-time and precept one-half time. Overall, the residents spend approximately

) 40% of their time in this setting. '
To objectively assess costs and benefits, one must look at the total cost of
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in this setting. By comparing what it would have cost the Cooperative to produce ‘E
the same or equivalent services through its usual system, one may discover the

excess or marginal cost of maintaining the Fam11y practice residency program in
the given setting.

As with the medical student teaching phase of the cost/ber=fit analysis, the
only practical way available to measure health care serivice provided is through
the use of the patient visit unit. This use necessitated the assumption that
residents engender the same number of visits for a given population as otheriGroup

. Health family practitioners. This assumption was felt to be reasonable in view of

the marked influence of the preceptors who are experienced and respected practitioner
and in view of the common perception that third year residents are very 1ike the
other practitioners in every aspect of their practice. On the other hand, the
assumption was only made in the absence of the preferable methodology, which

would have been to identify the precise characteristic of the population served

by the residency and to discover the cost of serving an equivalent population

within other settings at Group Health. Such a methodology would measure, without

the necessity for further effort, the frequency and cost of primary care visits,
laboratory, X-ray, drugs, consultations, and clinical hospital facilities. As ‘I
was noted in the medical student analysis, this methodology was not deemed app]icab1é
since patient panels are not clearly defined, neither are they readily definable

or manipulable for study purposes,

Use of the patient visit methodology revealed an overall annual residency
production of 21, 000 visits at a cost of $326,000. This represents a cost of
$15.53 per visit versus the Cooperative's general experience of $13.92 per family
practice visit. Thus the excess cost of resideént produced services in the Family
Practice Unit is $33,810 or, dividing by twelve for the number of residents,
$2,818 per resident year. This excess cost or marginal cost and a breakdown of
the cost per visit, is found in TableV-5,

The cost of Family Practice residency health care is only 12% in excess
of the usual Group Health cost for the same services. Further, the excess is
entirely accounted for by the increased cost of nursing services per patient
visit. Slight changes producing greater efficiency might allow the resdiency
to break even in the Family Practice Unit. First year residents see an average
of 13 patients per full office day, the second year 16, and the third year 19,

‘and since there are only slight differences in salary year by year, it appears ‘!

that the older residents are, in a sense, "subsidizing" the younger residents.
Therefore increased output in the .earlier years would reduce cost as would

increasing efficiency of resident use of nursing staff.
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b. Specialty Rotation Setting

). The second major resident teaching setting is the specialty rotation in
which time is spent in limited participation in the daily practice of various
specialists. Residents spend approximately 35% of their total time here. . The
specialists have one resident in their practices from two weeks to four months
out of the year. Whether or not specialists reduce their patient loads during
this time is decided by the individual specialist by agreement with associates .
in the same specialty, for a cut-back by a given specialist is reflected in the
workload of fellow specialtists. The practice reduction decisions are variable:
General Surgery does not; some subspecialties of Internal Medicine do, while
others do not; pDermatology does, and Ophthalmology does not; Urology does,
while ENT does not. Where cut-back are made, theyéVary from 10 to 25% reductions.

In contrast to the family practice setting, no staFf are displaced by the
introduction of residents into the specialty rotation setting, nor is there a
net increase in services attributable to the residents' efforts. Contrarily,
there is a net cost in effort and personal time on the part of the teaching
specialist and/or a loss in production of patient services. Where there is no
productivity loss (i.e., no-cut-back in patient load) there is a greater expen-
diture-through increased effort and reduced personal time .

To discover objective cgsts'and benefits in the Specialty Rotation Setting,
one must measure the decrease in productivity accompanying teaching. Once again,
the patient visit must be accepted as the best available productivity measure.

At Group Health an estimate of productivity loss was made through interviews

of teaching physicians. Over the range of specialists, some of whom cut back

and some of whom do not; the overall estimate of productivity loss is 10%. Were
it not for the donation of personal time and effort on the part of those who

do not use the cut-back in workload that is allowed them, the value would more
likely approximate 20% productivity loss. The 20% figure was used in a previous
presentation of this study's cost estimates, and whether to consider the personal
time and effort involved in teaching as a dciiar-quantified opportunity cost

to the Cooperative is a difficult decision. However, the reciprocal relationship
between cut-back in patient load and personal time and effort involved in teaching
is clear. In the present analysis, the 10% objective cost figure has been used-
and the associated increased cost in personal time and effort has been treated

as a subjective cost,

The 35% time spent by residents on specialty rotation annually is equivalent.
to 4,2 resident vears. Thus 4,2 specialist years are subjected to the estimated

3 pruduct1v1ty loss. If the cost of physician time with the attendant nursing
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services and overhead is estimated at $70,000 per physician year, this portion

of the residency experience costs approximately 4.2 x 0.1 x $70,000.0r $29,400.-

In addition, there is the cost of the resident's time, calculated at 4.2 x $10,440,
or $43,848 for a total of $73,248.

c. The Coverage Setting

The third major Setting-considered was that of Coverage, time during which
the resident is on call in the hospital in internal medicine, obstetrics, ped1atr1cs%
or emergency departments. Residents spend approximately 25% of their time, or
three resident years per year, in these settings. Thus, the first cost is res1dentp
time which may be calculated as 3 x $10,440 or $31,320. There is no productivity.

- 1oss in this setting, for the residental presence has not resulted in an increase
in staff required for coverage purposes. On the other hand, there has been no
evident increase in productivity attributable to the presence of the residents,
as there has been no decrease in staff required for coverage. Thus, it would
seem to be justified to interpret that there has been neither a cost in productivity..
loss nor a benefit through increased productivity in this setting. ”

Specialists in Internal Medicine, Pediatrics and Emergency Departments
perceived resident coverage/teaching as an even trade-off throuch decreased Q!
service time but increased teaching time. ' ‘

The Obstetrical coverage situation may have been an exeption which realized
a net saving. Group Health presently experiences approximately eightbirths per
day and during off-hours these are covered by an on-call obstetrician. The 7
notorious variability of workload in labor and delivery frequently requires the
obstetrician-on-call to call in the second obstetrician on-call, or back-up obste-
trician from home. Since the institution of residency coverage, ravely has this

SOre- LB

been necessary. It may be estimated that this decrease in manpower requirement

St

represents one- quarter of one physician;g however, this decrease has not been
directly translated into hiring or staffing policy changes.

Without consideration of the rendered obstetrical.services, the .total cost
of the Coverage Setting is $31,320 in resident time or $2,610 per resident year.
Most residencies do not inc]ude significantTy TGng rotaticns in specia?ist afficegi

of Coverage Settlngs which is presumab1y a much 1e55 gcst1y made, espec1a11y where f

the presence of a resident is not in addition to, but is in lieu of a staff -

physician. Most primary care residencies teach specialty material in the Coverage 4@

Setting, without teaching in the context of the daiTy'practice of specialists. ‘In

view of the high cost of the Specialty Rotation as constituted in the Group Health
[:R\f: Cooperative Res1dency. the alternative offered by other residencies deserves
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~consideration as a cost reduction measure unless clear and valuable Tearning
). outcomes or other benefits are documented.

d. Classroom and Off-Campus Settings

The fourth setting of the residency is the non-clinical teaching which takes
place outside of the clinical setting such as classroom instruction and teaching
taking place off campus. The cost of on-campus overhead for this instruction
has not been evaluated because it is small in comparison to other costs, and
therefore has played a relatively small role in management decision making.
Otherwise, the costs of classroom and off-campus teaching are summarized as
follows:

Consultant teaching fees $3,000
Audiovisual equipment 1,000
Travel and tuition for off-

campus courses _5,000
Total $9,000
Cost per resident year $ 750

3. The"Support System" Setting: Planning and Administration

) Planning and administration costs 25% of a physician's time ($10,000),
75% of a medical educator's time ($12,125), and 100% of a secretary's time
(48,400), $1,350 in overhead, and $900 in equipment. The total of these is
$32,775 per year, yielding an administrative cost of $2,731 per resident year.

4. Total Objective Costs of the Residency - Some Considerations

The total of the above objective costs is $180,153: per year, yielding a
cost per resident year of 15,013 (Table V-6),

The importance of this total objective cost figure lies not in its absolute
value but in its relative magnitude and in the relative contributions of the
various settings to the total cost. It has been observed that the Specialty
Rotation, which accaunts‘far 35% of resident time, acrounts for a disproportionate

- amount of the cost. By contrast with the Specialty Rotation Setting, there is
the relatively low cost and high yie?d of training in the Famiiy'Practigé Unit.
Thus, the simple expedient of substituting coverage situations for Specialty
Rotations, as most residencies do, would reduce the total cost to $i%,/7I and
the cost per resident year to $12,563. '

It can be seen how manipulation of settings may substantially . {::i. residency
costs. Similar examples could be elaborated for the effect of various vcriables
on cost, including the level of attainment of the learner, educational objectives,

IERJ}ZCE provided for education, and preceptar and preceptee roles; all of which

IToxt Provided by ERI
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ultimately be an arbitrary assignment of value by the administration

The data revealed that the critical cost determinant was the preceptor’'s di
pErcept1on of ra1e How much time was felt should be devoted to teaching students?
Fromwhence should come the time devoted to teaching? Should it come from decreases
in volume of delivered patient care or from reallocations of personal time? Costs
such as supglies, nurses' time, laboratory requests and space were trivial in
comparison to the cost of the preceptor's time. However, the issue of space for
medical student teaching was felt to be a potentially significant cost‘source,
thotgh it was not so here due to the available facilities. Ultimate dollar costs
ascribed were $79.80 per student day for second year interviewing and physical
examination training and $53. ED per student day for third year interviewing, advanged

. diagnostic examination and 1n1t1a] patient management tra1n1ng under the current

curriculunm.

From this portion of the study a major outcome was the recognition by faculty
and administrators at both institutions, as well as recognition by involved con-
sumers at Group Health, of certain cost and benefit factors involved with medical
student teaching at the Cooperative. These groups also came to realize that the
factors were to varying degrees both quantifiable and controllable. Among the
factors and constructs now appreciated by these groups are:

~Most cost/benefit apportionments are often difficult at best, and medical
education in a health care delivery setting is Joint production, which makes
valid cost ppportionment even more of a prab1em Hovever, there are analytical
methods which can be used to assign to educational activities reasonable
values which can then be used for p]ann1ng purposes by the University and
Group Health.

-A major factor influencing the prEEéptor s time consumption in given educational
activities is role perception. One can clarify and monitor role expectations :
and thereby gain a measure of control over time spent for educational purposes, i

=Through use of the strategy of patient visit monitoring, it may be possible to
monitor dollar equivalent costs. Where fluctuations are noted concomitant

to the students' appearance in clinics for teaching purposes, cost allocation
with compensation can be made.

!eThere are subject1ve costs and benef1ts such as enhancement in patient and staff
satisfaction w1th Group Health, prestige associated with being a medical edu-
cation institution, or decreases in morale due to increases in effort or dis-
ruption of systems. These can be studied and assigned values which may be
useful to managers.

In eim thie mAawedmm 8 o . _a i



TABLE y-5

Cost Per Family Practice Visit
Overall Residency Cost $326,000 Annual Residency Visits 21,000

Residency Overall HMO
Labor |
Physician 7.45 ; 8.77

Nurse 5,72 2.3]

Expenses .36 .33

Overhead 2.00 (estimated) 2.51

15.53 13.92

' Expenses exclude lab, X-ray, prescriptions-these are treated as fixed costs for the HMO.
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Residency Program

Residency - Objective Costs

Teaching Site Total Per Resident

Family Practice Setting - Actual cost 15.53
: per visit
(teaching)
Equivalent
cost per non-
teaching 13.92
Net Cost/visii 1.61
Number of visits/
year 21,000

Net Cost/Year 33,810
Number of re-
sidents 12

Net cost/yr/re-
sident 2,818

Speciality Setting
Labor plus
Overhead 29,400
Resident's Labor 43,848
Total 73,248 6,104
Coverage Setting Resident Labor 31,320 2,610
Classroom setting Consultation 3,000
Audiovisual 1,000
Travel 5,000
Total 3,000
Support System Labor ‘ 32,775 2,731

HMO as a Whole 0 0

180,153 15,013
(Cost Beyond Service Produced)

ERIC - 480
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are controllable by the program administration.

5. Subjective Costs and Benefits: A Management Concept

As mentioned in the introduction, there are costs and benefits which

are neither easily measured, nor readily cast into dollar values. Such var-
iablesinclude education of medical staff which may diffuse from a residency
pProgram, increases or decreases in staff morale associated with the bresence
of an educational program, or increases or decreases in consumer demand for
membership in the Cooperative contingent upon the public's perception of the
educational program's value. Traditional economic analysis would demand the
quantification of such variables in dollars. Even the most cursory glance

at some of these variables, such as morale, staff and membership recruitment,

and education, leads to the inference that cost of objectifyine measures of these
variables could be some multiple of the annual budget for the residency itself-
and the resultant dollar imputations might remain subject to accusations of
arbitrariness. Nevertheless, in the absence of such objective measures, Group
Health is faced with management decisions regarding its educational program.

Thus, estimates here are based on the common managment technique of listing
and subjectively evaluating the intangible costs and benefits. While the
Group Health administrator employing such a technique may not be able to ascribe
a rigorous dollar value to changes in consumer demand secondary to the presence
of the educational program, from a practical standpoint, he may discover all that
is necessary for the decision-making process. Being confident that the rela-
tively miniscule size of the teaching program has afforded no appreciable impact
on the overé11 Group Health subscription or attrition rate, and that those con-
sumers directly involved in the teaching progrim ave usually satisfied at or
above the level of uninvolved consumersmay be sufficient. Such costs, or benefits,
may not be labeled objective as they cannot be readily converted into dollars,
or will not be converted because costs of rigorous measurement and conversion
cannot be justified by the benefit of having the information. Even so, it may
be a very real cost or benefit of which management must have some reasonable
estimate as the basis for reasonable decision making. .

In pursuing these managment objectives, the list of variables outlined in
Aprendix L, Table 1 has been assembled. Each represents a potential cost or bene-
fit, depending on the dirction of change. Often agiven. variable may have been
examined with respect to both Group Health employees and members. Discussicn.
of these variables from a managerial point of view follows.
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6. Summary of Subjective Costs

a.Effort and Enjoyment

Effort may be divided into the devotion of personal time and the sub-
jective sense of effort during the working day. Interviews with the medical staff
reveal that for preceptors there is increased effort associated with teaching
while carrying a full clinical load without the benefit of cut-backs. For
some preceptors, the reported concomitant increase in enjoyment is so great
as to subjectively balance or outweigh the increase in effort. However, even
in such cases, it is perceived that the increased effort could not be sustained
throughout the year without a substantial negative effect. For medical staff
members whose increased effort is not offset by increased enjoyment the "cost"
is evident and may be critical. The dollar values which might be attached to
this effort change are subject to negotiation and have not been quantified.
Further, as certain portions of the cost in effort may be offset by a benefit
in morale, effort alone cannot be a sufficient base from which to make de-
cisions regarding an educational program. It is also clear that it would be
unwise to choose preceptors whose personal effort is.not perceived as being
somewhat balanced by the increased enjoyment they associated with teaching. @

Nursing staff employees reported no marked changes in effort as a function of
the residency teaching situation. However, some have reported a benefit of
increased enjoyment associated with prafeséﬁanaT education. ;

In Coverage situations, with the exception of Obstetrics whichrhas been
discussed above, the interview results indicate an approximate balance between the
increased effort of teaching and decreased effort expended in service, ihere
was also increased enjoyment for about half the surveyed staff associated with
teaching. Internists indicated that should such resident coverage be ex-
panded, the balance would shift toward a net benefit resulting from a decreased
service effort. It is obvious that for a systematic effort reduction to occur
to the extent that it affords an objective benefit (as obstetrical coverage doés),'
‘the coverage delivered by residents must be pervasive and consistent. Nursing '
staff reported no significant changes in effort or enjoyment in coveraae situations
with the exceptions of the Emergency Department, where vorkine with residents
was sometimes perceived as requiring increased effort due to slower work rates and
variations in Tevéls of ability; and ward coverage, where the availability of an
on-call resident when ward problems arose was perceived as decreasing nursing

~stress,
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~ The consumers' sense of effort and enjoyment seems adequately balanced.

- Effort, in the sense of personal time expended, is often increased in all three
clinical settings - Family Practice, Specialty Rotation, and Coverage.But it is
either perceived as a negligible cost or it is associated with appreciation and/
or enjoyment of the attention. Rejection of the attentions of the resident has
been an infrequent problem which is easily handled in its rare occurence.

b, Consumer-Related Factors

The effect of the residency on demand for membership is considered trivial,
Indeed, the presence of the relatively small residency is not widely known to
the public. Consumer satisfaction with residency-related services is felt by
the staff to be at or above the aVéragé level so that a negative impact on demand
would not be expected unless the residency format were drastically changed.
Dissatisfaction with house staff-provided services in other programs is
often associated with settings in which the house staff is preponderant and is
not adequately "leavened" by experienced staff. This isclearly not the case
at Group Health.

¢, Health Care Delivered

The staff did not feel the availability, accessibility, and acceptability
of the health care delivery were significaﬁtiy affected by the residency program.
Occasionally the long hair or casual dress of a resident was mentioned regarding
acceptability, but a significant rejection by consumers has not been noted. Alsc
mentioned was the fact that residents build their practices partly of difficult
patients and patients uncommitted to any one physician-this may be interpreted
as an increase in availability and accessibility, but in any case, is expressly
appreciated by the more senicr medical staff. ;

Adequate outcome measures of effectiveness have not been devised for
Group Health as a whole, much less for the residency alone. Regarding quality
as measured by process, it is the general opinion of the staff that sub-standard
care has been eliminated in the Family Practice Unit. Some staff report that in
preceptor situations they are more careful to insure that process adheres to
formal ciriteria, and this behavior may lead to an increased quality of care.

d, Recruitment i

It is generally believed that the residency has a mocderate positive effect
on recruiting but not enough to induce any great stress were the residency to
be eliminated. Recruitment is affected in a number of ways. Approximately half

o~° the residency graduates themselves are recruited onto the Group Health staff, -
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In addition, each year two hundred applicants for four residency positions are
exposed Lo the Cooperative. There may be some increased recruitment and/or
decreased turn-over associated with recruits who prefer an institution
committed to teaching. Finally, the presence of the residency itself may
induce modifications in the style of GroupHealth practice designed to make

it more attractive to current residents which also makes it more attractive

to residency graduates.

e, Morale

The general morale of the staff seems mildly increased by the.presence
of the residency. There are exceptions, but those who express displeasure
are only mildly affected and are not those directly assgc%ated with the residency.
Morale of those teaching seems moderately increased, which is to be expected
since they have chosen to teach. _

Morale is a complex function, dependent upon effort, enjoyment, education,
a perceived need to teach, and a perception of increased institutional or
individual prestige derived from teaching. These ramifications of relationships
will not be elaborated. Morale is most positively affected where coverage
situations are associated with a large decrease in effort expended in service. (
As discussed above, such a situation obtains in Obstetrics, and, potentially,
in Internal Medicine and other direct coverage settings.

f, Continuing Education

The continuing education of the medical staff, especially the Family Practice
Staff, is considered to be moderately augmented by the presence of the residency.
Residents conduct one-third of the family practice educational conferences. Further,
there is the difficult-to-measure, but important diffusion of learning by random
contact by staff with the residents or their preceptors to bring new ideas, infor-
mation, approaches and challenges to the staff. This diffusion is maximized
in coverage situations, although unfortunately there is no coverage situation which
consistently exposes the residents to the.full family practice staff. There is
also the stimulation of preceptors to independently further their own education
through extra reading or participation in more formal learning experiences, which
effect is perceived to be moderately positive. It has also been noted that some
nurses in preceptor situations appreciate a moderate educational benefit.

Lo
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7. Overall Outcome

The overall outcome of the residency cost study was parallel to that of
the medical student course cost study. Methodologies were developed and piloted
which generated cost data regarding the training of residents in a health main-
tenance organization. Further, where it was demonstrated that certain parameters
could be readily gquantified, there were others for which the cost of objectifying

would have exceeded the potential value of information obtained. Even for these,

however, subjective evaluations of relative cost , benefit and impact coquyEe'
made which could be of use to decision makers within the University and the

Cooperative.
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MEASURING THE COST OF PRIMARY CARE RESIDENCY TRAINING #*

* From Part III of the Harvard University Final Report, December 1975.
Project to Develop Curriculum for Physician Training in HMOs.




L ys-

MEASURING THE COSTS OF PRIMARY CARE RESIDENCY TRAINING

The Harvard affiliated hospitals, like teaching hospitals throughout the
United States, have planned and developed residency programs in response to the
service needs of the institutions and in conformity with accreditation requirements
of specialty boards. The response to service needs has permitted program
directors to assign direct costs of the residencies to the hospital. Thus,
residents' stipends, ringe benefits, laundry, health insurance, and more
recently, malpractice insurance, have become part of the operating costs of
the hospital. In this capacity the direct costs are included in the day rate
along with nursing services, dietary, housekeeping, and so on., The amount of’
these direct costs have been determined by the laws of supply and demand with
pressures to increase wages coming from house officer associations, comparison
shopping by senior medical students and the attendant fears of losing qualified
applicants to better-paying training programs. Negative pressure on wage levels
has come predominantly from the ability of prestigious training programs to
recruit good house officers while offering low wages, and from peer pressure
among other teaching hospitals to hold the line on escalating wages, The indirect
costs of inpatient training in the form of faculty time required for teaching
rounds and didactic sessions, administrative costs for interviewing applicants
and going through the selection process, unnecessary laboratory tests and
x~rays, and longer hospital stays are more difficult to measure. These costs
are partially allocated to the day rate and to research grants and donated
time of clinical faculty,

The development of primary care training programs has shifted part of
the teaching from the inpatient service with its economic buffering capacity
of the day rate and research grants to the ambulatory setting with its more
stringent requirements for economic accountability, In fee-for-service ambulatory
settings, reimbursement formulas still lag behind those negotiated with third
party payors for hospital-based care, and few research grant-funded faculty
have been eager to teach ambulatory medicine - to say nothing about their
appropriateness had they been willing. This contrast in the financing of
educational programs in the two settings is further heightened by the nature
of patient flow. The inpatient occupancy rate - and thus, reimbursement rate,-
is scarcely influenced by the time devoted to teaching. As noted above, the
influence is in the direction of prolonging hospital stay and hence inereasing
occupancy rate. This added cost is then borne by society at large but may
actually be viewed by hospital administrators as a positive financial benefit,
However, in the ambulatory setting, a patient not seen because of a teaching
conference or preceptorial discussion is a patient fee lost to the practice.
In a pre-paid practice this loss is expressed as a decrease in staff productivity
which would require a larger staff to provide the same benefit package to the
subscriber. As part of the A.A.M.C. curriculum project at Harvard Medical
School, we have attempted to measure the cost of residency training in the
HMO setting of the Harvard Community Health Plan (HCHP) and the Harvard
Primary Care Program.
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The HCHP is a pre-paid group practice with a membership of 50,000 enrolled
in two centers. The Kenmore Center serves 35,000 members in Boston and is
affiliated with the leth Israel and Peter Bent Brigham Hospitals, the Children's
Hospital Medical Center, and the Boston Hospital for Women. The Cambridge
Center opened in 1973 after receiving a grant from the Robert Wood Johnson
Foundation which was given in part to create a site for the training of primary
care physicians. The Cimbridge Center is affiliated with the Cambridge Hospital
and currently serves 15,000 members with a projected goal of 35,000 members
in full enrollment.

The Harvard Prinary Care Program began in 1973 with a group of six
internal medicine residents at the Massachusetts General Hospital (2), the
Peth Israel Hospital (2) and the leter Bent Brigham Hospital (2). The program
was expanded to eleven residency positions in 1974 with the help of a grant
from the Robert Wood .ohnson Toundation and matching funds from Harvard Medical
School. In July 1975, the adult primary care residency further expanded to
include the Mount Auburn Hospital and Cambridge Hospitals and the Cambridge
Center of the HCHP, with a total of 23 residency positions in all sites.
A track in primary care pediatrics was initiated at Children's Hospital Medical
Center and nurse-practitioner training has been integrated with the adult
primary care residency at the Massachusetts Ceneral Hospital. ‘tunding for
the program is guaranteed only through June 1977. Thus, €rom the very
beginning we have been aware of the need to document the costs of training
residents in ambulatory settlings in order to make appropriate cost=saving
modi fications in the program which would have minimal impact on the educational
content of the curriculum and to be more persuasive in negotiating reimbursement
rates with third party payors and continuing support from medical school
funds and foundation grants. I[n a larger sense, we hope that our efforts
~and those of other groups examining the costs of primary care training will
influence the federal manpower legislation in a realistic and positive way.

Irom the outset it was obvious that certain costs and benefits of the
residency program would be diflicult to measure and others would be unfeasible
or impossible without resorting to elaborate accounting systems, some of which
immediately raised the question, "is the juice worth the squeeze?" The
impact of the residency program on marketing the HMO is one such example.
or some prospective members the presence of a resident might be_a deterrent
because the prospective members expects to receive care from a fully-trained
professional in return for paying the premium. Or the residency program might
be perceived as linking the HIMO with all of the negative features of the
teaching hospital OPD., On the other hand, some people would be attracted to
an HMO with residents in training because of the desire to have a personal
physician who is also a teacher. 'This view has in fact been expressed by
severdl members of HCHP. As important as these costs might he to the HMO,

we are not attempting to measure them at this time.

We are focusing on the costs related to physician productivity in the
HMO, Data is collected for management purposes on all visits to the Kenmore
and Cambridge Centers of HCHP, These encounters are recorded as number of
single visits (15 minutes), complete check-ups (30 minutes) and long returns
(30 minutes) on a monthly basis. The total number of encounters are then
converted to the number of 15 minute equivalents in order to caleulate the
average number of equivalent visits each provider had per session, The
full-time physicians have eight sessions of four hours each per week at the
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Kenmore Center while the Cambridge physicians have nine sessions of three

and a half hours each jfF they are full-time. To achieve comparable rates,
the Cambridge physiciang'’ Productivity is calculated on the basis of adjusted
equivalent visits per four hour session. Similar calculations are made for
the nurse practitioners and primary care residents at each site. If gll

15 minute slots were filled by the appointment clerk, each physician should
see the equivalent of 16 patient visits per session. The Harvard Primary Care
Program reimburses HCHP for 30% of a staff physician's salary for each full-
time equivalent resident. The 30% reduction in patient load to allow time
for precepting the resident would be equivalent of 4.8 visits per session,
reducing the staff Physician's productivity to 11.2 visits per session.
Several factors make this direct translation erroneous. First, the primary
care curriculum includes a series of didactic sessions covering the important
topies in ambulatory medicine, Preparation for these segsions consumes
varying amounts of time depending on the instructors previous familiarity
with the topic, his or her interest in the subject matter, and the format of
the presentation. Secondly, only four sessions per week of the resident's
time is devoted to internal medicine. The other four sessions at Kenmore
(five at Cambridge) are spent in dermatology, office gynecology, minor
orthopedics, ENT, ophthalmology, and psychitry. 1In most of these areas,

the resident works with less independence than in internal medicine and seas
fewer patients who are not also seen by the staff physician., ‘Thus, the cost
to the system is shi fted toward the non-internal medicine disciplines where
the preceptor spends more supervisory-teaching time with the resident and the
resident "produces" fewer net patient visits for the system. It is in this
latter area where we are experiencing the greatest difficulty in quantifying
the impact which the resident has on the number of patients which the specialist
can see per session.

For the internal medicine encounters during July 1975 at the Kenmore
Center, the average staff physician had 12,5 equivalent visits per session
with a range of 9.8 to 17.3, The physician averaging 17.3 visits only worked
6 sessions during the month, and it is likely that he "over-booked" in order

"to see some of his returns before leaving on vacation. The 15 staff internists
worked an average of 17,2 sessions during this vacation month.  Six primary
care residents each worked an average of six sessions during this same period
with a 7.1 equivalent visit per session productivity, If the three senior
residents who had spent six months of the previous year at Kenmore and were
now returning for their one session per week follow-up are analyzed separately,
we find that they had an average of 8.3 equivalent visitg per session. The
three junior residents, at IICHP for their first rotation, averaged 6.3 visits.

Data for the Cambridge Center for the month of June, 1975 (the last
month without primary care residents) are as follows: Six internists working
an average of 25.2 sessions had an average of 13,0 equivalent visits per
session. The four adult nurse practitioners worked an average of 31.7 sessions,
seeing 8.1 equivalent patient visits per session, Part of the discrepancy
between average number of sessions worked by the nurse practitioners comparec
With the internists at the Cambridge Center is accounted for by the fact
“hat three of the four nurses work full-time and the fourth combined clinical
vith administrative responsibilities, whereas only three of the six internists
ichedule seven or more clinical sessions per week, The remainder of their
‘ime-is devoted to administration, hospital-based practice or home responsibilities,
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When analyzed separiately, the {ull-time physicians averaged 12.8 equivalent
vigits per session aund the part-time physiciuans averaged 13.6 visits.

One might argue on the Lasis of these (indings that productivity increases
as number of sessions per week decreases. I this observation were to hold
up over time and with larger numbers of physicians involved, one might then
argue that decreasing a staff internists' number of sessions to create time
for teaching might actually increase unit productivity for the remaining
sessions.

If we assume that all other factors at the two centers have equal impact
on physician productivity, the presence of residents at Kenmore can be said
to have lowered the per session equivalent visits from 13.0 to 12.5., There
were 258 staff sessions al Kenmore during this period which translates to a
loss of 129 equivalent visits for the month. Against this cost must be
balanced the equivalent visits provided by the residents During their
36 sessions at 7.1 visits per session, the residents provided care for 256
equivalent visits for a net gain of 127 visits for the month. If we further
assume that a f(ull-time resident with four internal medicine sessions per
week averaging 16 sessions per month, at 7.1 visits per session, will

senerate 114 visils per month, this can be compared with the staff internists
pradu;t1\1ty The full-time internists working 32 sessions per month at

12.5 visits per session will provide 400 Lqujvulent visits. As pointed out
earlier, the remiainder of the resident's week is devoted to more purely
educational activities so far as IICIIM is concerned, and the resident's con=
tribution in terms of added patients cared lor is mlnlmized il present at all.
There fore, we can use the equivalent visits in adult medicine alone to compare
productivity with a fully trained internist.

The 114 resident visits are 28.5)% of the staff physician encounters.
1f we include the 0.5 equivalent visits per session difference between the
center with (Kenmore) and the center without residents (Cambridge), the
resident's net productivity decreases to 27.4% of a staff internist. In
our budget calculations for this f[iscal year, the average staff salary was
$36,000 and the average resident stipend $12,000, with fringe benefit costs
bElﬂé slightly greater for the staff physician. Uased on these salary figure-
alone, the resident would have to produce 33 1/3% as many encounters to equa.
the staff physician's output on a cost-equivalent basis. The 5.9% short-fall
(33.3% = 27.4%) would then be the net cost to HCHP of the training program.
l'or ,dgh full-time equivalent resident this ;mounts to o net cost of $2124
plus fringe benelits per year,

Having said all of this, what is wrong with out method of caleculating
costs? tirst, assuming that the above data are reliable,we have not included
the cost of space. 1In order for HCHP to deliver equivalent services to its
enrollees, two residents are required to replace each stalf physieian (7.1
equivalent visits per resident session is 57% of the 12.5 visits per internist).
This figure, rather than the 28.54 value, is used for space costs because we
are here concerned only with the internal medicine space needs. Stated in
cost terms, each resident requires twice as much space as a staff physician.
With the decreased productivity per unit space, the total enrollment in a
facility using residents will have to be curtailed. During the start-up
period in the Cambridge Center, ample space is available because the member-
ship of 15,000 is cared for in a facility designed for 35,000, The space cost
now is null;fled by the benefit to HCHP of having addlt1gnal staff to increase
the capacity to keep a physician - nurse practitioner - resident team open to
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new members. This ability to avoid closing a team to new members is mainly
thought to be a marketing asset, and as such is very difficult to quantify.

Administrative costs are comparable to space costs. For each new ox
additional person required to deliver the benefit package tc subscribers,
there are additional administrative costs, i.e. processing the forms for
salary, fringe benefit and tax purposes, orienting new employees to the
center, planning appointment schedules, making space assigrments. A major
administrative cost for HCHP during the past year or two has been the staff
time required for planning the residency itself and in discussing the method
of presenting the program to membership followed by the actual presentation.

A potential cost of the residency is the possibility of a higher rate
of hospitalizations, more frequent return visits, and more frequent use of
laboratory and x-ray examinations among patients seen by residents. We have
no data yet to shed light on this question. Several confounding variables
make it unlikely that we will ever have accurate data in these areas. First,
the preceptor is actively involved in such major decisions as when to
hospitalize a patient, what laboratory studies are most appropriate, what
consultations should be requested, and how soon should the patient return.
But as anyaﬂe fémiljar with Lhe ﬂeclslnnsmaklng pracess on 1n—patlent teaching
Shlp with the amount of IESPOHSlblllty allgwed " The secnnd varlable is the
conscious pre-selection of difficult clinical problems for the resident to
follow. In order to fulfill the objectives of the primary care curriculum,
this referring of complicated patients to the resident's panel will continue.

Some of the benefits for HCHP of having primary care r381dents in
training have already been mentioned. An important one is the increased
ability of the Plan to attract staff physicians berause of the opportunities
ta teach At the present time of steaﬂy grﬁwth in Plan membership, a sig-
recrulting new phys;glans, The historical grecedent nf Grnup Health of Puget
Sound has not been lost on HCHP, which views the preparation of future staff
physicians as an important result of the residency program. Anything which
serves to limit the amount of time spent in recruitment activities by the
highest-paid physicians in the HMO is a very real financiul gain for the
practice. Hiring a physician who has been a resident is +the practice also
tends to minimize the risk involved whenever new employees are brought into
the group. Again, however, all of these factors themselves involve multiple
variables, and it is doubtful that any reliable value can be affixed to these
persorm~’. costs and benefits.

Finally, there is the benefit to society at large in having physicians
trained to provide primary care services. If this benefit is perceived as a
JUEtlflCEtan for public suppﬂrt Df prlmary care r251ﬂeney programs, the HMO
HCHP is already :ece;vlng generuus pr;vate Support from the Rabert Wc@d
Johnson Foundation because of the view that society will benefit from the
special training of physicians for primary care functions.

In summary, we have outlined an approach to measuring costs involved
in training primary care residents in a health maintenance organization.
Among the many different costs and benefits which have impact on prlma:y
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care residency iralnlngsphyslczdn productivity emerges as the central factar.
It is also the easiest factor to measure -quantitatively. Preliminary results
“from thé Harvard Primary Care Program and the Harvard Community Health Plan -
suggest that residents,at the end of their second year of training, who devote
only half of their time in the HMO to internal medicine patients, are capable
of seeing 7.1 equivalent visits compared with 12.5 for the staff internist.

When factors of different salary levels between resident and staff Physlﬁian§1 ""*

and the need for the resident to rotate through other specialties to acquire
primary care skills are factored in, the cost to the HMO of training the

primary care resident is approximately $2000 per year. As we gather addltlnnallf'?

data, the validity of this figure will be tested.
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