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ABSTRACT

Evaluative Follow-up of Former Medical Students,

Resident Physicians, and Other Health Professional Students

Participating in 1972-80 Minnesota Area Health Education Center Programs

The Project from 1972-81 improved health care in rural and underserved
Minnesota areas by providing 2,200 health-professional students (over
10 fields) and resident physicians with off campus courses and clinical
training. Other programs provided continuing education, patient education,
qualigy assurance, and minority career-recruitment. Over 3,000 thus
participated in AHEC programs.. The University of Minmesota (U of M) AHEC

Office conducted needs assessment, program planning-administration, and

“evaluation,

. The present evaluative research included follow-up of 1,500

former participants in 30 of the 40 AHEC programs, and during the period
1972-80. Also included was a survey of 40C AHEC-involved medical students
and residents.

Project impacts included:

e Improved distribution of health professionals. Follow-up

indicated 40% of former participants completing all training
are practicing in outstate Minnesota. Medical students and
residents hope to practice in rural areas and rate AHEC ‘

rotations as important to this decision.

e More primary care health professionals. For example, AHEC-

involved medical students and residents rated AHEC rotations
influential in decisions (made by 80%) to practice primary care.

e High-quality,decentralized health-professional education. Over

2,400 different training experiences were provided for health

professional students and resident physicians, About half of
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these experiences took place in rural, non-metropolitan areas, Surveyed
medical students and residents rated 90% of AHEC rotations as excellent-
good in problem range and skill development.

Additional analyses suggest the following: AHEC preceptorships
during Phase D (third and fourth years) of medical school are more influ-
ential than other AHEC-supported clinical training experiences in choice
of specialty and desired practice location. AHEC preceptorships and rota-
tions are influential in career decisions even for that minority of AHEC-
involved medical students and residents deciding against primary care in
rural areas. Even when AHEC participants' hometown type and other back-

ground variables are held constant, AHEC preceptorships rated as providing

good experience with clinical problems and rated as important to practice

location intentions--such preceptorships are related to desire to practice

in a rural area. —

Recomnmendations include: flexible federal AHEC regulations that

don't mandate decentralized training in community hospitals; a stable source

of federal support for off-campus living expenses of health professional
studeﬂts wishing to explore rural-area health-care practice; emphasis
on off-campus AHEC preceptorships during the formative Phase D period of
medical school; provisions in future national and state AHEC evaluations
for follow-up of former AHEC participants, control group designs, and

greater dissemination and use of the evaluation results.

Evaluative Follow-up
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EXECUTIVE SUMMARY

Evaluative Follow-up of Former Medical Students,
Resident Phyéiéians, and Other Health Professional Students

Participating in 1972-80 Minnesota Area Health Education Center Programs

; The Minnesota Area Health Education Center (AHEC) Project from
1;72-81 has improved health care in rural and outstate (and, to some extent,
urban) Minnesota, largely by providing about 2,200 different health pro-
fessional students and resident physicians with training opportunities
designed to encourage their later practice in rural and outstate (or
inner-city) areas. These AHEC participants--representing over 10 fields
including medicine, dentistry, nursing, dental hygiene, pharmacy, dietetics,
physical therapy, occupational therapy, social work, and clinical psycho-
logy--also represented a total enrollment of over 2,400 in AHEC-supported
preceptorships, clinical rotations, and courses. In addition, the AHEC
Project has brought continuing education seminars and presentations to
rural and outstate areas for over 1,000 practicing health professionals.

All of these activities were accompiished with the aid of $5.8 million in

federal AHEC funds. State funds for such activities continue to be very

limited.

- Overview and Research Methods

The present research study is a follow-up of a sample of about 1,500

former health professional students and resident physicians participating

in 30 of the 1972-80 Minnesota AHEC Programs. This sample represented

only half of the total group of about 3,000 participating in all 40 AHEC

13
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programs during the entire life of the project, 1972-81. Also followed
up were a comparison or “control' group of 200 former University of
Minnesota (U of M) Medical School graduates, constituting a stratified
random sample of those 1976-79 graduates who did not participate in
AHEC programs, ‘

A variety of archival data sources were used to seek the current
professional location of all 1,500 studied former participants in the 30
studied AHEC programs, ard the 200 members of the comparison group.

In addition, the nearly 500 former AHBC-involve& medical students
and residents were surveyed using mailed questionnaires., Nearly 400, or
about 80% of this group, returned their questionnaire at least partly
completed, and are called respondents.

Hence, while evidence on the geographic distribution of current
professional locations was available for all groups of former AHEC par-
ticipants, evidence on the quality and influence of AHEC-supported
educational experiences, and on current professional activities and future
plans, was availaéle only for former AHEC-involved medical students and
residents. For these latter groups were the only ones surveyed.

This report therefore focuses heavily on research results obtained
from archival and survey follow-up of these AHEC-involved medical students

and residents.

Research Questions and Answers

The present evaluative follow-up provides answers to the following

-

1. What was the Project's contribution to improved geographic

§§§tribution of health professionals?

About 40% of those 1,120 former participants in Minnesota AHEC

Q ) —1-4

questions:
|
|
|
|
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programs who have finisheh all their training are currently (as of the

follow-up in 1980) practicing in outstate areas of Minnesota (outside

the Minneapolis-St. Paul Twin Cities area), about 40% are practicing in

the seven-county Twin-Cities area, about 10% are practicing outside

Minnesota, and about 10% have addresses unknown to Project staff.

T

As of mid-1980 oni&ﬁzz% of the approximately 500 AHEC-involved
medical students and residents had completed their residenmcy training.
Among these residency completers, three-fourths are practicing in Minne-
sota; and one-third, in rural areas, outside a Standard Metropolitan
Statistical Area.

Among 347 former AHEC-involved nursing students, about half are
located professionally in rural areas. Among 72 former dental students,
one-fourth are currently in rural communities.

About 5% of the 1,120 AHEC participants who have compleféd their
training are currentiy located in a Minnesota county designated wholly
or in part as a federal Primary Medical Care Shortage Area.

If one defines smaller communities as those under 25,000 popula-
tion, then about one-third of currently practicing, former AHEC partici-
pants are now in smaller communities. This proportion is higher for AHEC-
involved registered nurses and dental hygienists.

Intended future practice locations of AHEC-involved medical students
and residents clearly favored rural areas. Nea;ly two-thirds of these
respondents indicated they would choose jdeally to practice in a rural
area in 5-10 years, after they had completed all training and any medical
service obligations.

Even though most of the respondents were still in training, the

survey indicated that AHEC participation had influenced many toward a
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decision to practice eventually in a rural area. Nearly three-fourths
of the rotations ‘and prgceptorships taken by these former medical
students and residents. were rated as either "very" or "somewhat' impor-
tant to their choice of an ideal practice location.

A majority of even those respondents who had grown up in an urban

area still preferred a rural community as their ideal practice location.

Jupm——c

2. What was the Project's contribution to improved supplies of

primary care physicians?

Among the entire group of former AHEC-involved medical students
and residents, 81% have chosen a primary care specialty. Specifically,
58% have chosen family practice; 17%, internal medicine; 5%, pediatrics;
;nd 1%, obstetrics and gynecology.

AHEC-supported training experiences were apparently influential
to many of ihese decisions toward primary care. About 60% of respondents
rated the AHEC experience as very or somewhat important to their specialty
decision. -

Additional ;urvey items allowed respondents to describe features
of an ideal practice situation for themselves in 5-10 years. The concept
these respondents hold of an ideal practice situation for themselves accords
well with the AHEC Project goals of high-quality primary care in rural and
outstate areas. For most respondents, the ideal practice situation inclu-
ded such features as a high proportion of time spent in direct patient
care; a group practice or partnership; availability of good hospitals,
consulting physicians, and other clinical support; shared call with other
area physicians; and opportunities for continuing education.

Presumably, if these former AHEC participants are offered oppor-

tunities to practice in rural or outstate areas where many of these practice

N | 16
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features are present, then these young physicians and physicians-in-
training will soon practice primary care in these areas. As noted pre-
viously, some already are. Again, of the 108 former participants who
had completed their residency training as of mid-1980, one-third were
practicing in rural communities.

Financial incentives such as income potential or availability of .
loans were not rated important in choice of an ideal practice situation
nearly as often as many professional climate and lifestyle features.
Overall, financial incentives were very or somewhat important for somewhat
over half of the respondents.

‘Opportunities to work with underserved paf{éﬁts lacking access to
adequate health care were rated as very or somewhat important to choice
of an ideal practice situation by 42% of respondents. The opportunity to
work at least part-time in a health maintenance organization was rated
very or somewhat important to this decision by only 8%. Because of the
wording of the items, these results do not indicate opposition to HMOs
or to work with the underserved. They do, however, indicate these two
features are less salient than many others to choice of an ideal practice
situation.

3. What was the Project's contribution to decentralization of

health professional training in Minnesota?

The Minnesota AHEC Project has made substantial contributions to
the decentralization of health professional training (a) by providing

outstate preceptorships, clinical rotations, and courses for health

professional students; (b) by developing and sending independent-study
materials to outstate locations; (c) by making Minneapolis-based library-

extension reference services available to students training outstate;

Q 1’7
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(d) by bringing continuing education to health professionals practicing
outstate; and (e) by encouraging and planning improved U of M Health
Sciences outreach activities.

As noted previously, when the Minnesota AHEC Project ends in
October, 1981, it will have provided or supported since 1972 a total of
about 2,400 different health professional training experiences for about
2,200 different students and resident physicians, in about 10 different
professional fields. About half of.these AHEC-supported training
experiences took place in rural, non-metropolitan areas. Continuing
education programs have also been brought to over 1,000 health prefessionals

practicing in rural and outstate areas.

4. What was the quality of health professional training offered

in programs funded under the Minnesota AHEC Project?

Efforts were made to insure that each program included in the
Minnesota AHEC Project provided high quality training and educational
experiences. Funding was contingent on each program's preparing written
training and instructional objectives, along with detailed written
plans for staffing and implementing the programs. The development of
each program was closely monitored, and charted via quarterly written
progress reports.

Evidence available from the survey of former KHEC-involved medical
students and residents suggests that AHEC-supported training experiences
were generally of excellent quality. Over 90% of all 445 preceptorships
and rotations rated (virtually all those taken by respondents) were
regarded as "excellent" or "good" in giving experience with a range of
clinical problems. Also, nearly 90% of these preceptorships and rotations

were rated either excellent or good in helping develop professional skilis.

18
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" The great majority of these clinical training experiences were in primary

care, especially family practice and géneral internal medicine.

Discussion and Additional Research Results

Results just presented from the survey of former AHEC-involved medi-
cal students and residents suggest that participation in AHEC-sponsored
preceptorships or rotations (usually in outstate areas) has made a
measurable contribution to the career decisions of these young professionals
concerning practice location and specialty choice.

Clearly, the specialty choice and practice location goals of
these former AHEC participants are entirely consistent with the AHEC
'Project goals of improved supply and distribution of primary care health
professionals, Furthermore, AHEC-program experiences have apparently
influenced the decisions of these former medical students and residents
toward rural primary care.

As revealed in the AHEC survey, the concept these respondents
hold of an ideal ﬁractice situation for themselves in 5 to 10 Yyears
also accords with the AHEC Project goals of high quality primary care

in rural and outstate areas.

AHEC-involved U of M Medical School graduates were much more likely
than a control group of non-AHEC peers to have chosen family practice as
a specialty; more likely to have obtained a government loan or loan for-
giveness agreement with incentives for later practice in a rural or under-
served area; and somewhat more likely to have taken their residency training
in Minnesota (a good index of later practice intentions). In short, AHEC
Medical School graduates seem more inclined toward primary care in rural

or underserved areas of Minnesota than their non-AHEC peers.
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It would, of course, be improper for the AHEC Project to ciaim
sole credit for the nreceding research outcomes indicating differences
between AHEC and non-AHEC graduates.

In the absence of a true control-group design--with, for example,
random assignment of medical students to AHEC-supported rural, primary-
care preceptorships vs. some other non-AHEC clinical training (e.g.,
hospital-based urban rotations)--it is difficult to assess the degree
to which many resear.h outcomes and follow-up observations have been
influenced by AHEC-program participation.

Since medical students and residents volunteered to take elective
AHEC-supported, rural primary-care preceptorships and rotations--both AHEC
participation and later career choices favoring rural primary-care could
have been produced by a pre-AHEC inclination toward rural primary care.

Several analyses conducted as part of this research do support,
however, the validity of self-reported survey ratings suggesting that
AHEC partiCipation.was influential in subsequent career choices of medical

students and residents.,

The first analysis found that AHEC-supported preceptorships and
rotations occurring during the (Phase D) third and fourth years of Medical
School (&.g., the 9-12 month Rural Physician Associate Program (RPAP) pre-
ceptorships and the 6-week Phase D Preceptorships) were rated more impor-

tant in influence on specialty choice and practice location choice than

AHEC-supported preceptorships and rotations occurring either earlier in
medical education (e.g., Phase B Preceptorships) or later (e.g., residency
rotations). This fact supports the hypothesized importance of Phase D

} as a crucial formative period during medical education, when students are

} able to apply their newly developed understanding of medical practice dimen-
\
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sions to their own career planning. Also, since the importance ratings
of AHEC preceptorships varied as expected by the notion of Phase D as
a key period, the validity of these importance ratings is supported.

In short, if importance ratings for AHEC-supported rural-area
primary care preceptorships are merely reflections of already determined
career choices, then we would not expect dramatic differences between
ratings of Phase D preceptorships (particularly, the RPAP preceptorships)

and other AHEC-supported preceptorships and rotations.

Also, if importance ratings of these preceptorships were meféiy -

restatements of a preexisting interest in rural primary care, then these

;atings'should be highest for those who have chosen a primary care specialty

and intend to practice in a rural area.

A second type of analysis showed, however, that AHEC preceptorships
and rotations were important to choices of specialty and practice location
even for a.clear majority of those who had chosen non-primary-care
specialties and non-rural intended ideal practice locations. Accordingly,
AHEC preceptorships and rotations were seen as influential even among
AHEC participants who chose specialties or practice locations different
from those of their AHEC experience.

A third type of analysis used partial correlation methods to deter-
mine for Phase D and RPAP AHEC groups the relation between ratings of AHEC
preceptorships and type of intended future practice location, while sta-
tistically controlling or hclding constant the influence of three pre-AHEC-
program background variables: type of hometown, participation in a loan
program with forgiveness for underserved-area practice, and degree of

primary-care emphasis in medical school specialty track.




Evaluative Follow-up
XXI

Ever with these three important pre-AHEC-piogram background

variables controlled, there were small but statistically significant

partial correlations suggesting that an AHEC preceptorship or rotation

that provides experience with a range of clinical problems and that

is rated as important to practice location intentions--such a preceptor-

ship or rotation is also related to a decision ideally to practice in a \
rural area, Again, the validity of rated AHEC-program influence is

supported.

Recommendations

The following recommendations, based on issues identified in the !

-report, should be considered in seeking ways to improve the ndtional AHEC
effort, and to plan and improve programs similar to those supported by
the Minnesota AHEC Project:

1. Federal regulations for programs designed to improve the supply
and distribution of healib{professionals should require decentralized
training, but should not mandate a particular form of decentralization
(e.g., regional AHECs based in community hospitals).

2. A stable federal source of funding should be established for
off-campus support of health professional students who wish to take part
of their clinical training in a rural (or urban) underserved area.

With no alternative sources. of funding for extraordinary student
living expenses connected with off-campus training, students may be

reluctant to explore health care practice in rural or outstate areas,

The students most affected by such cutbacks may be those uncommitted to,

but curious about, rural or outstate life. These are excellent target

<2

|
' students for AHEC programs,
|
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3. A high funding priority should be given to rural s primary-care
clinical experiences during the last two years of medical school (Phase D).
AHEC preceptorships and rotations during the formative Phase D
period seem for many to be;&éx;formative influences on choice of specialty

and practice location.

4. Evaluation research concerning local, statewide, or national
AHEC programs should be designed, in part, so as to provide information that
will be relevant to improving the efficiency of such programs, and their
effectiveness in meeting important AHEC objectives. Such evaluation
designs should include explicit plans (a) for disseminating (publicly
_discussing or publishing) evaluation results; and (b) for using these
results to improve AHEC programs., Specifically, future evaluatioﬂs should
emphasize follow-up of former AHEC participants, with piovision for
follow-up of an appropriate non-AHEC comparison or control group.

Recent national evaluations of the AHEC effort have included few
or no suggestions for improvement of AHMEC programs. One reason for this
absence may be that data vital to such suggestions or even to impact
assessments--namely, data based on follow-up surveys like that conducted
in Minnesota--were not collected during national evaluations.

;\




Evaluative Follow-up of Former Medical Students,
Resident Physicians, and Other Health Professional Students

Participating in 1972-80 Minnesota Area Health Education Center Programs

High quality training and educational experiences for medical
students, resident physicians, and other heaith professional students;
improved supply and distribution of health professionals in rural (and,
to a lesser extent, inner-city) underserved areas; and decentralization

of health professional training--these are the major goals of the

Minnesota Area Health Education Center (RHEC) Project, and of the national

AHEC effort,
‘ From 1972 until its end in October, 1981, the Minnesota AHEC Pro-
ject attempted to improve Minnesota health care, largely by providing
about 2,200 different health professional students and resident physi-
cians with training opportunities designed to encourage their later
practice in rural and outstate (or inner-city) areas. These AHEC par-
ticipants~-represe£ting over 10 fields including medicine, dentistry,
nursing, dental hygiene, pharmacy,%éietetics, physical therapy; occu-
pational therapy, social work, and clinical psychology--also represented
a total enroliment of over 2,400 in AHEC-supported preceptorships, cli-
nical rotations, and courses. In addition, the AHEC Project has brought
continuing education seminars and presentations to rural and putstate
areas for over 1,000 practicing heal;h prc ssionals. A total of 40 dif-
ferent programs were offered as part of the Minnesota AHEC Project. All
of these program activities were accomplished with the aid of $5.8 mil-
lion in federal AHEC funds. State funds for such activities continue to

be very limited.
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This report presents research findings from a follow-up of
about 1,500 former health professional students and resident physicians
participating in 30 of the 1972-80 Minnesota AHEC Programs. Again, this
sample represented only half of the total group of about 3,000 participa-
ting in all 40 AHEC programs during the entire life of the project, 1972~
81, Also followed up were a corzarison or "control' group of 200 former
University of Minnesota (U of M) Medical School graduates constituting a

stratified random sample of those 1976-79 graduates who did not partici-

pate in AHEC programs.

Eggislation and Background

The U of M was one of 11 university health professional training
centers receiving the first AHEC project 5-year contracts authorized

under Section 774(a) of the Comprehensive Health Manpower Training Act

©®

of 1971 (P.L.92-157, November 18, 1971). The review and reconsideration
of P.L.92-157 in 1975 resulted in new AHEC legislation on October 12,
1976; namely, the Health Professions Educational Assistance Act (P.L.94-
484), Section 781, Area Health Education Centers. Section 781 of the
1976 law contained a number of specific requirements for AHEC projects--
requirements that had not been included in the originai 1971 legislation.

Influential in the design of this 1971 and 1976 AHEC legislation was

a report by the Carnegie Commission on Higher Education, Higher Education

and the Nation's Health: Policies for Medical and Dental Education (1970).

This report made a variety of recommendations for improving health pro-
fessional education in medicine, dentistry, al}ied health, and other
fields. One of the report's key assumptions was that the supply and dis-
tribution of health professionals in rural and central-city areas away

from university health sciences centers could be improved by decentraliza-

tion of health professional education; ‘that is, by providing a greater

R5
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number of different training sites for young health professionals, and in

a greater variety of locations--particularly in underserved locations.

AHEC ‘Objectives

Again, the three major objectives of the Minnesota AHEC Project and
the national AHEC effort have been (a) high quality training for health
professionals; (b) improved supply and geographic distribution of health
professionals, particularly those in primary care; and (c) decentra.iza-
tion of health professional training. This statement of objectives gen-
erally paraphrases the goals section of the most recent federal legis-
lation enabling Area Health Education Centers (AHECs); namely; Section
.781 of P.L.94-484, Section 781 does not explicitly refer to high quality
training, but that objective is certainly implicit in the law’s desirg to
improve the "quality...and efficiency of health personnel in the health

services delivery system."

Previous Evaluative Research Concerning the Minnesota AHEC Projéct

These three objectives, and similar earlier objectives from the
original AHEC enaﬂling legislation (Sectioﬂ>774(a) of the Comprehensive
Health Manpower Training Act of 1971 (P.L.92-157), have provided the
basic structure for at least a half dozen efforts to evaluate the Min-
nesota AHEC Project. -Some of these efforts have included the Minnesota
Project as part of evaluations that‘were national in‘scope. Other evalua-
tions were focused solely on Minnesota, and supported with Minnesota Pro-

ject funds.

4

A "summative evaluation" of the Minnesota AHEC Project's activi-
ties from 1972 through 1976 was conducted by Project staff (Feldman,
Spannaus, Ward, § Welch, 1977). For each of about 40 different programs

and activities supported by the Minnesota AHEC Project during this period,
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the summative evaluation report provided descriptive and evaluative
information. Evaluative data were gathered for each program using in-
terviews--and, in some cases, rating scales--from program staff, par-
ticipants, .and/or "key informants" knowledgeable about the program.

The evaluation was ''summative' in the sense that it attempted to
assess the total quality and impact of all Minnesota AHEC programs dur-
ing a specified time pericd. The evaluation was nggmgkrectly cesigned
to be a tool of program management, concurrent with the operation of
a program. Some programs bed in fact been terminated beforz they were
evalugtgd by Feldman et al. Hence, the Feldman et al. evaluation was
not a "“formative" evaluation, although certainly much of the analysis
in thé surmative evaluation report provided compelling suggestions for
the improvement of AHEC programs that would survive the mid-1970's.

The Feldman et al. evaluation most directly addrossed the AHEC ob-
jective of high quality training. Attainment of the objective of im-
proved geographic distribution could not be directly addressed (i.e., by
tracking the geog?gphic distribution of former AHEC particpants), simply
because not enough time had elapsed to allow former participants to com-
piete training and choose professioﬁal locations. Indirect evidence, from
participant self-reports and from key informants, was used to suggest
that AHEC programs had influenced participants toward jntentions to prac-
tice in rural and underserved areas.

The Minnesota AHEC Project was included as part of two additional
evaluations that were national in scope. The first evaluation, by
Odegaard (1979), primarily addressed the AHEC objectives of decentraliza-

tion and.-regionalization of health professional training. The second,

conducted by the U.S. Public Health Service (1979), and largely using
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data analyses conducted by the Contract Research Corporation, primarily
addressed the AHEC objective of improved geographic distribution and
subply of health professionals.

Both of these national evaluations adopted curiously narrow defini-
tions of major AHEC objectives. When measured against these narrow de-
finitions, the success- of many AHEC projects, including Minnesota's,
could not be established as extraordinary.

Odegaard conducted on-site visits, and interviewed key informants,
to prepare an evaluative history of the 11 original AHEC projects that
began in 1972, Although hired by the 11 original AHEC projects; Odegaard
represented the Carnegie Council on Policy Studies in Higher Education.
This Council is the successor of the Carnegie Commission on Higher
Education, which in 1970 coined the tern "area health education centers"

in Higher Education and the Nation's Health. This Carnegie report,

which influenced legislation and accompanying regulations for AHECs,
advocated a particular form of AHECs and decentralized health professional
education, Namel;, the Carnegie report suggested that AHECs be centered
in regional hospitals, in communities remote from a state's main health
sciences training center(s).

Odegaard obviously and urderstandably adopted the narrow Carnegie
concept of decentralized health professional education--that is, regional-
ized, remote-site AHECs based in community hospitals. Not surprisingly,
Odegaard was critical of the Minnesota AHEC Project: '"The impact of the
AHEC Program in Minnesota has certainly been less than that of the pro-
grams previously described" (p. 58). Behind this global criticism, how-
ever, is only the single fact that Minnesota has not developed regional

AHECs. Nor was the Minnesota Project (or the 10 other original AHEC
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projects) rcqu1red to develop regional AHECs; the original AHEC projects
were exempted from this 1976 requirement for new AHEC projects.

Never addressed by Odegaard is the success of Minnesota (and other
AHEC-project states) in meeting the other two objectives of improved
supply and distribution of health professionals, and high quality
training,

The Minnesota AHEC Project did in fact, foster a high degree of
decentralization of healtﬁ'professional education, although not of the
Carnegie variety. This decentralization largely took the form of
preceptorships, clinical rotations, and courses--offered at a large
variety of rural and outstate locations {see Figure 1),

The U.S. Public Health Sef&icg evaluation, published and transmitted

' to Congress as An Assessment of the National Area Health Education Center

Program (1979), adopted a very narrow defiﬁition of the AHEC objective of
improved supply and geographic distribution of health professionals. This
evaluation compared, for periods before and after the implementation of
the national AHEC ﬁrogram, the total supplies of certain types of health
professionals in AHEC-project target areas with the total supplies in a
comparison group of generally similar non-AHEC counties,

The assumption of this evaluaticn design--that AHEC programs
would "turn around," or substantially improve, the total supply of health
professionals in areas where AHEC training was offered--seems unreasonable.
A given social program should be expected to have social iméact propor-
tional to the resources and the people involved‘in that program.

The Minnesota AHEC Pfoject, while substa;tially funded, still rep-
resented only a small portion of health professional training in Minne~

sota, Nevertheless, this project provided significant rural and outstate

29
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Locations at which follow-up groups received AHEC-sponsored
training, Number entries are percentages of 1,580, a sample
of all AHEC training experiences.* HSAs are Health Service
Areas (only Minnesota portions of interstate HSAs are shovm.)
(Map adapted from U.S. Bureau of the Census, 1972, p. 25-501.)
*These 1,580 experiénces represent only 30-of 40-AHEC programs;
namely, programs for students or resident physicians that
were judged to-have potentisl influence on future practice
locations. Also, these-experiences were only those documented
through 1979 or mid-1980, depending on- the program (see p. 8

and later sections of report).
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training experiences for many of Minnesota's future and current health
professionals. During the 1980's about 9% of Minnesota's 8,000 active
non-federal physicians, about 5% of Minnesota's 2,700 dentists, and

about 1%% of Minnesota's 36,000 licensed registered nurses will be former

participants in an AHEC-supported training program. (Total Minnesota

-

supply estimates for these professions are consistent with data reported
by Higgins and Lawrenz, 1980; however, the projected number of registered
nurses may be overestimated.)

Overview of the Present Evaluative Follow-up Study

Unlike the U.S. Public Health Service's 1979 evaluation design,
the design for the present re;earch does not make the assumption that
AHEC programs will substantially improve the total supply of health pro-
fessionals in areas where AHEC training was offered.

Instead, the present research measures the impact of the AHEC Pro-
ject in Minnesota chiefly by looking at the Project's own forﬁer partici~-
pants, particularly U of M medical students, and resident physicians at

U of M affiliated hospitals.

The present research is called an "evaluative follow-up" because it

attempts to assess Minnesota AHEC Préject impact using data from a follow-
up study of 1,500 former participants in.30 selected 1972-80 AJEC programs.
Selected from the total group of 40 programs funded under the Minnesota
AHEC Project, these 30 programs were those that had provided educational
’ experiences for health professional students or resident physicians, and
; that were judged to have had at least a potential influence on the career
location choices of participants.

Conducted during 1980-81, the present research was the first effort

to assess directly the impact of the Minnesota AHEC Project on the objec-
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tive of improved geographic distribution and supply of health professionals
in Minnesota. With the exception of physicians (who must travel a training
pipeline at least seven years long before exit into professional practice},
most of the 1972-79 participants in AHEC programs had completed their

*

professional training, had selected a practice location, and had begun
their health care careers.

A variety of archival data sources were used in the present research
--i.e., AHEC Project records, the U of M's Central Mail List Services re-
cords, U of M departmental records, directories of professional associa-
tions, records of Minnesota State boards licensing health professionals--
to seek the current profi.sional location of all 1,500 former participants
in the 30 studied AHEC programs. Co

In addition, all former AHEC-involved medical students and resident
physicians were surveyed using mailed questionnaires. Survey topics in-
cluded current specialty choice and professional activities; ratings of
the quality and influence of AHEC programs; and future professional plans,
including concept of an ideal medical practice situation in 5 to 10 years,
after completion of all training and any required medical service obli~
gations. Archival data sources were used to determine specialty choice
of all former AYEC-involved medical students who were not responsive to
the survey; and also to determine specialty choice of former medical
students in the non-AHEC control group.

The present research provides answers to the following questions:

1. What was the Project's contribution to improved geographic

distribution of health professionals?

2, What was the Project's contribution to improved supplies of

primary care physicians?
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3. What was the Project's contribution to decentralization of

health professional training in Minnesota?

4, What was the quality of health professional training offered

in programs funded under the Minnesota AHEC Project?

In short, the present research provides some evidence relevant to
assessiﬁéjthe Project's success in meeting each of its majer objectives:
improved distribution and supply of primary care health professionals;
decentralized health professional training; and high quality training.

The evidence for improved gecgraphic distribution is direct, in
the form of actual practice locations, for those many former AHEC
participants who have completed their training. This evidence is in-
direct, in the form of self-reportéd intended practice locations, for
those former AHEC-involved medical students and residents still in
training.

This present research also provides survey evidence relevant to
assessing the AHEC- Project's success in promoting decentralization of
health professional training; the quality of AHEC-supported training;

and the influence of AHEC programs on specialty choice and future pro-

fessional plans. The evidence on quality and influence of AHEC-supported

educational experiences is available only for former AHEC-involved me-

dical students and residents, who were the only groups surveyed.
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METHOD

This section of the report describes the conduct of the research--
including the selection of AHEduprograms and subjects for follow-up study;
selected demographic information concerning these subjects, who were former
participants in AHEC programs; the data-collection methods, including con-
duct of a paper-and-pencil questionnaire survey; and the selection of a
representative, random, ''control-group" sample of U of M Medical School
students with which to compare AHEC-involved medical students.

A description of the methods for this research is best done in the

context of an understanding of the Minnesota AHEC Project.

What Is the Minnesota AHEC Project?

This question includes several more specific questions: What were
the various AHEC-supported or AHEC-sponsored programs? What educational
experiences were offered? What was the level of participation and the
duration for each p;ogram?

Programs Funded as Part of the Minnesota AHEC Project

0f the approximately 40 programs supported by the Minnesota AHEC
Project from its inception in 1972, 30 programs have been selected for
inclusion in this research study. The 30 included programs each provided

educational opportunities for health professional students or resident

physicians designed to encourage their later professional practice in

rural, outstate, or other underserved areas of Minnesota. The remaining
programs, not included in this research, were, generally speaking, programs
that did not include work with students or resident physicians--for example,
curriculum writing projects; programs to provide consultation services to

outstate health practitioners; efforts to implement peer review and medical
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audit techniques in outstate hospitals; brief workshops for medical
students on chemical dependency; and research and administrative acti-
vities of the U of M AHEC, which is the central office of the Minnesota
AHEC Project.

Detailed descriptions of alllMinnesota AHEC programs can be found
in such reports as those by Feldman et al., Higgins (1979), and in progress
reports deliverable under the federal contracts relevant to the Minnesota
AHEC Project (e.g., U of M AHEC Program, 1977).

A listing (abbreviated in some cases) and brief description of

the 30 Minnesota AHEC programs included in this follow-up research is

provided in Table 1.

The Minnesota AHEC Project used its funds to provide different
kinds of support for different AHEC programs. For some programs (e.g.,
Phase. D Preceptorships) AHEC provided stipends directly to students to
defray expenses of off-campus living; for other programs (e.g., the
Rural Physician Associate Program--hereafter called the RPAP program)--
AHEC provided fun&s for faculty supervision of, and visits to, medical
students participating in off-campus preceptorships. For some programs,
(e.g., rural Phase D Preceptorships) AHEC was the sole source of support.
For other programs (e.g., RPAP), substantial funding, in addition to that
from AHEC, was received from other (e.g., State) sources.

Undergraduate medical education. Three of the four programs in

this category were offered to medical students at the U of M, Minneapolis
Campus: 6-week Phase D (third or fourth year) primary care or psychiatry
preceptorships with outstate physicians (the setting for the psychiatry
preceptovships was a rural community mental health center, the Five-County

Human Development Program in Braham, Minnesota); 9-12 month family practice
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Table 1

_Migegors A=C TrainingPograpy Included in the Followup Research -
- Duration of
Pregraa Particiseuts Training Durstion AMC funding
- e Educatiemal Content or - Intended of From °
Trpe Title atetus ' Type specialization setting training" (yesr) (yesr)
Phase D Precys Phase D 81 Frecp. Prim. eare, or Psychlet.  Outstate & wxd, ‘T1974-75 19041
Undergrad. hueal Physician Phase D 227 fan, Prac., Rural 9-12 o, 1974~75 1980-81
medical Asseciate {3rd yx.) . Int. Med.
oducation Phase B Precps., Phase 8 40 Pedi., Duluth & Two 3-5 1978-79 197980
Ve, Duluth Fan. Frac. rural vk, rots.
Mb;:_:”i Phase A (compitd,) 2 Prim. _care Rural 1 mo. - 3
Pa. Prac. . hots., Res. 54 Rote Fam. Prac. Rursl 1 mo, 1977-78 1930-81
Us M, Mpls, R
Graduate faz. Ned, Rec. Rets. Res. (2nd ¥T.) 33 Iat. med., amb. care St. Psul 4-6 mo. 1975-76 - 1978-79
medical Fam. Prac. Res. Pets. Res. 29 Fan. Prsc., Duluth § Four 4-6 197677 1979-80
sducation Duluth GMIC (2nd31d) - Others rarsl vk, rots.
Pediesric Ros, Rots. Res. (3zd-4th) 16 Peds., asb. cere Mpls.-St. Paul 2-12 mo., 1975-76 1977-78
Ob-Cyn. Res. Mots. Res, 3 Cb-Gyn. Mpls. 4+6 o, 1977-78 only
- Pa e L 1 Psychistry St. Cloud 6 ®0, -
Ueatal Prov. Demtistry Deut. "stdts. 26 Mot. Preventive Dentistry Mp13, Schools 2 wks, 197576 1976-77
clucatim Rursl- Swamer Deatistry Dext. stdts. 45 Precp. Dantistry Rutal 6 wks, 1974-7S 1980-81
. {Srd-4th) . (some urb.)
Prev. Demz. HYg. Dant. trg, stdLs. 115 Rot. Preventive Dentistry Mpls, Schoels 2 wks. 1975-76 197¢-77
AMult asd Geriatric Nem-bacc, M's £ Cses. Nursing Rursl no, 1972-73 1975-76
Nuzse Assoc. -
Mursiag Off-compus Bacc. snd 'S 13 Outstete Severel 1974-75 only
education Orad. Wuxsing 10 wk. cses.
Career Mobiliry, Men-bacc. WN's 59 Moorhest atea 2 yzs. 1975-7¢ 1876-77
Mosrhosd State U.
Careexr Mebility, Nom-bacc, Mits “ Rural Dep. om 1975-76 1976-77
Cell, of St. Bem. cent, WN experience
Fart, External Master's, Dacc. Mi's 148 Rochester, Seversl 1976-77 1980-81
Sch, of Mursing - ) Ouluth . 10-wk, cses, B
Part, Rxternsl Master's, Bacc. MA's 19 Mankato Seversl 1978-79 only
—Sch. af Pud, Hith. 19-wk, ¢ses.
Clinical Pharmacy Pharn. U stéts. 23 Rot. Marnacy Rural cent. Mm 12 mo. 1974-75 1978-79
Pharsacy Pield Instruction Media-  Phars. stéts. (Sth) 82 Cses. Rurel 9-12 wks. 1976-77 only
education Rural Phersacist Pharm, § Pharm, D 11 . OF Porgus Palls , 4-12 wks. 1974-75 1877-78
_Associate srea
Modular Pietetic Dietetics stéts. s1 Trainee~ Dietetics Duluth, r“ no. 1974-75 1978-79
Traineeship ship St. Clowd, etc.
Allied Occ. Therapy Occ. Thez, stdts. 3 Rote Occ. Ther. Outstate 3 »o. 197475 1978-~79
health sl PBots.
education hy. Therapy Phy. Ther. Stéts. 63 Rot. Phy. Ther. Outstete 2-4 wks. 1974-75 1978-79
hursl Rots.
Sociel Dvipat,, Sec. Wk, stéts. 4 Rot. Agency work Outstate 10 wks. 1875-76 1976-77
Us BN
Comm-U, W Meny fields, levels 52 Rot. Prim. care cliric Mpls. 10 wks. 1977-78 1978-79
Care Ct?. or more
Iater- S-Coumty Human Meny fields, levels [} Ret. Comm. moAtal hith. Sraham 4-12 vks. 197374 1980-81
disciplinary Dvipac,, Brahas
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5
a
-
b

or internal medicine preceptorships as part of the Rural Physician
Associate Program (RPAP); and one-month primary care preceptorships

for two 1972-73 Phase B (second-year) students participating in the

(SAMA-MECO®, The remaining program consisted of Phase B preceptorships
in pediatrics and family practice for second-year medical students at

the U of M, Duluth Campus.

Graduate medical education. The following programs offered 1-6

month preceptorships or training rotations to resident physicians based

in Minneap%lis residency programs affiliated with the U of M: rural

Family Practice Residency Rotations; Internal Medicine Residency Rota-

fions offered at St. Paul United Hospitals; Pediatric Residency Rotations;
Obstetrics and Gy#ecology"Residency Rotations; and a single residency

rotation at St. Cloud in psychiatry. Another program.of family practice
residency rotations was offered in Duluth, to participants in the resi- .

dency program developed by the Dulufh Graduate Medical Education Council,

Inc.

Dental Education, The Rural Summer Dentistry Program (which became

Stuéent American ﬁedical Association-Medical Education Orientation
|

|

|

l

in 1978-79 the Rural and Inner~Ci;y Dental Program) offered dental students,
’ during the summer between their third and fourth year of study, the oppor-

; tunity to work as a dental auxiliary under the supervision of a rural (or
inner-city) dentist.. The Preventive Dentistry and Preventive Dental Hy-
giene -programs. were jointly administered, cooperative programs under which
teams of dental students and dental hygiene students, respectively, pro-

vided dental screening, prophylaxis, and referral services, in Minneapolis

Public School settings, for disadvantaged children.
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Nursing education. All of the AHEC-supported programs in this cate-

*

gory provided registered nurses with off-campus courses and nurse prac-

titioner training. These programs were designed to assist the career
mobility of rural Minnesota nurses, without requiring them to spend
extensive study time in the Twin Cities or other urban areas away from
their jobs.

Four programs were offered by the University of Minnesota, Minnea-
polis Campus: the Adult and Geriatric Nurse Associate Program for non-
baccalaureate registered nurses in the St. Cloud, Wadena, and Bemidji
areas; the Off-Campus Baccalaureate and Graduate Nursing Education
Program, for registered nurses with all levels of academic preparation;
the Partially External Mastei's Program in the School of Nursing; and
the Partially External Master's Program offered by the School of Public
Health.

Two AHEC-supported Career Mobility Programs were offered at non-
Uof M campusgs--Moorhead State University and the College of St, Benedict--
to non—baccalaurea;e registered nurses., Thg§g programs also permitted
nurses to earn academic credit toward a bachelor's degree,

Pharmacy education. The Clinical Pharmacy Program offered clinical

rotations in rural central Minnesota to U of M doctoral students in pharmacy
(Pharm. D. students). The Rural Pharmacist Associate Program provided
preceptorships and rotations to undergraduate and graduate (Pharm. D.)
students, respectively, in the Fergus Falls area. The Field Instruction
Media Program provided a self-study, off-campus e;tension-type curriculum
in advanced pharmacy to fifth-year pharmacy students taking clinical

training rotations in rural areas.
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Allied ‘health educdtion. AHEC supported one-year Modular Dietetic

Traineeships at the U of M, consisting of a student-selected sequence of
several rotations at different institutions in Minnesota. U of M studein<ts
in occupational therapy, physical therapy--and several students in social
work--also had AHEC-supported opportunities to work under supervision

in outstate hospitals and agencies.

Interdisciplinary education. Each of these programs offered

opportunities, during clinical training or course work, for significant
off-campus cooperation among health professional students in different
areas, solving important health care problems. The AHEC Project sﬁpported
rotations for students in many health professional fields at the Community-
University Health Care Center, a primary-care clinic serving Indian
Americans and other economically disadvantaged people in a low-income

area of Minneapolis; and also at the Five-County Human Development Program,
Inc., a rural community mental health center at Braham, Minnesota. Stu-
dents in occupational therapy, pﬁysical therapy, and social work had the
AHEC-supported oppértunity to wo?k together at the Nat Polinsky Rehabilitation
Center in Duluth. The AHEC-supported Special Summer Field Instruction
Course on Interdisciplinary Team Building, taught by faculty from the
Minneapolis and Duluth campuses of the U of M, required students to cooper-

ate in interdisciplinary teams to study and help solve health care problems

in a field ‘setting.

Summary of programs. A total of 30 different AHEC-supported pro-
' 1
grams--involving health professionals in training, and attempting to
influence their career choices--were included in the follow-up research.

Tables 1 and 2 show the years from 1972 through 1980 during which each

program received AHEC funding. Table 2, in addition, shows the yearly
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Table 2 N
Perticipation in AHEC.Programs:
The Pollow-ip Sample s 5
- Pregrem Yoar iif participstion “Unduplicated: °
SR : - '{°:'1 foa, SOWEOL
» - - — -participation. perticipints- -
e Title 1972-73  1973.74 1974-75 1975.76 1976-77 1977-78 -197%.75 197980 for sach o eepmts
- e—— - - (n - 2 ) (O] (s (6) K¢) ® . Frogran J?P -2
T '::' D,Pr'?’.a ’ ; Yo T e T8 s 12 23 28 2° [1] - :
Undergred 1 Physcian : :
‘medicel - Asseciate’ - - -32 40 40 LT 5 40 227 227 :
education Mase 3 Precps.
ties UefM, Duluth .- e . e e - 40 o 40 . 40 i
N 2 .= == .- - o= - == 2 .. 2 .
- sFam, Prac. Bes. hots. . R .
C UstM, Mpls. ’ .- - .- -- . 23 26 s 55 54 :
Graduate  Int. Ned. Bes. Mots, - -- - 9 12 1 7 it 39 33 .
-medical Yo, Prac. Res. Mets., c »
aducation Duluth GEC 4 - - - .- 12 15 " -- I} 28
Podistric Mes, Rots. - - - ' 5 ; - -- 19 ¢
0b-Gyn. Res. Rets. - - - - - 3 - -- :;' 3 :

: L. ™ . . -1 - - - i
. " DBentel Prov. emtistry - T oee - -- ¢ 19 - 1 - ig 3:

sducsilon * Bursl ‘Swaser Demtistry . -- 2 s 1 7 20 -
. . - Prev. Dent. . - - - - 63 123 .- s -~ 186 « 185
* - Mult H'EHPmlc - A j ¢
-Murse Assec, 13 ¢ . 9 - - - - 28 2
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-sducation Grad Irsing - - 13 - - -- -- - 13 13
Career Medility, B 1
Mesrhead State U. . .. e ' 16 - - - 61 s9
Career Mebility L
Cell. of St. -bea, - - . 2 58 - - - 79 “
Part. Extoxnal Mester's
Sch. of Mursing ’ - . - - 70 32 75 I 177 148
1
b at B Witk S t S 19 19
- o Clinical Pharmecy - - [ - 2 4 s - 23 23
Pharmacy 7ield Instruction .
oducution Modis e - - - 82 e - . 82 82
. fural Pharmacist .
o Associste ) - 2 3 = 6 = .- 11 -1
N Moduler Diststic
Traimseship - - 6 9 12 12 12 - 51 s1
Allled Occ. Therapy .
hoalth Rural Rots. e - 1 s 23 3 3 - 38 38
sducation . Tharspy .
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Secisl Driput,, _ B 3 . s ~ B . . ] o
Comm-U. Hith '~ =
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Inter- S-County Hussst P e c
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sducation -Net Polinsky Rehab,
Ctr. Duluth .- . .- 3 11 - . L 16 16
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Note, -Se¢ gonersl-nete for Table 1. Por 3 programs.-Phase D Prece.torships, the Rural Physiclen Associste Pregram, and the Family Fractice Rusidency-
Atations st the Uefd,. Nisnocpelis--counts ere for the period September, 1972-June, 1980. Por all other programs, counts sre for the_period September, 1972-
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Marticipsuts repeating the same program are counted snly ence.
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were_included in the follew-up sample. The tetel perticipation in AHEC yrograms during 1979-8( was ectuslly 315. The wduplicated count of perticipants
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.

. ‘m: 15 the teta]l wndwplicated cownt of a1l participemts in el1 pregramms during the periods here specified; in short, this is the tog.ll N in the follow-
KX sample,
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participation in each program, 1972-80.

Table 2 reflects the fact that the first three years of the AHEC
Project, 1972-75, included much planning and development of programs,
with substantial student involvement coming during the 1975-76 academic
year. The zenith year for student participation was 1976-77, when 568
different students participated in 20 different programs.

During its ninth apd fiﬁal year, which has not been studied in
this research, the AHEC Project provided support for six programs that
trained about 200 students and iesidents. The;e programs are Phase D
Preceptorships and the RPAP for medical students; the U of M Family
Practice Residency Rotations; the Dental Preceptorship Program (formerly
the Rural and Inner-city Dental Program); the Partially External Master's
Degree Program in the School of Nursing; and the interdisciplinary program:
of mental health rotations and preceptorships at the Five-Cpqgt& Human

Development Program, Inc., in Braham, Minnesota.

The Follow-up Sample:

Who Were the AHEC Participants

Studied in this Research?

The participants who were subjects of this research were those
approximately 1,500 former students and resident physicians participating
in one or more of the 30 selected AHEC-supported programs during the

period under study. This period: was September, 1972, through October,

1979, for most programs. For three programs, however--Phase D Preceptor-
ships, RPAP, and U of M Family Practice Residency Rotatiomns--the period
‘ covered was extended through June, 1980. In short, this follow-up research
F studies participants during the first 7-7% years of the 9-year Minnesota

AHEC Project.
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The Follow-up Sample, 1972-80, vs. the Total Group of AHEC Participants,

1972-81

It must be emphasized that the follow-up sample of about 1,500
former AHEC participants represents -only about half of the ‘total esti-
mated group of over 3,000 expected to have taken part in AHEC programs
as of the end of the Minnesota Project in October, 1981.

Again, the Minnesota AHEC Project, from its start in 1972, has pro-
vided a total of about 2,400 different health professional training ex-
periences for about 2,200 different students and resident physicians.

In addition, the AHEC Project has brought continuing education seminars

and other educational presentations to rural and outstate Minnesota for

over 1,000 already practicing health professionails,

In short, the follow-up sample represents those:

1. Approximately 1,500 (or about half) of the total group of all
AHEC participants;

2. Who participated during specific periods, 1972-80, in 30 programs
selected from the total of 40 Minnesota AHEC programs; and

3. Who represent 1,580 (or about half) of the total number of dif-
ferent training experiences offerediby the Project during its lifespan.

The Classification of Follow-up Groups of Former AHEC Participants

The approximately 1,500 former participants in the 30 studied
AHEC programs were classified into 15 mutually exclusive follow-up groups.
This categorization of follow-up- groups for ¥;;earch study was done for
several reasons: {a) to simplify the presentation of research results
(instead of having 30 different programs for follow-up purposes, there are

now 15 different follow-up groups); (b) to simplify the conduct of the

follow-up research; (c) to take account of the fact that 8% of former
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AHEC-involved students and residents had participated in more than one

AHEC program; and (d) to reflect the fact that there were groups of
very similar AHEC-supported programs--programs that tended to enroll
the same types of students or participants, and which had similar ob-
jectives and training methods.,

The 15 follow-up groups were defined largely on the basis of cho-
sen occupation or training program as of AHEC-program participation.
Also used to classify former AHEC participants were the type of AHEC
program taken (e.g., rural rotations vs. urban rotations) and the stage
of training when participating in an AHEC program (e.g., Phase B, or
second-year of Medical School, vs. Phase D, or third-fourth year of Me-
.dical School.

The correspondence between the 15 follow-up groups and the 30
stﬁdied AHEC programs is shown in Table 3, which shows participation
in various AHEC programs by different follow-up groups.

This reorganization of the follow-up sample from categorization
by program (see T;bles 1 and 2) to categorization by occupation or dis-
cipline (see Table 3) is useful but can, of course, lead to oversimplified
perceptions of the AHEC Project. Table 3 shows that many students and
resident physicians participated in more than one AHEC program in their
own discipline, and many others participated in interdisciplinary educa-
tion programs., Table 2 shows again that 8% of participants took more than
one AHEC program,

A number of the 15 follow-up groups represent subdivisions of
larger occupational discipline groupings.

The fact that some participants took more than one AHEC program,

-

in practice, created very few classification problems, since repeat par-
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ticipants tended to take another similar AHEC program. A number of stu-
dents in traditional health-care fields (e.g., medicine, dentistry, nur-
sing, pharmacy, occupational therapy, and physical therapy) took inter-
disciplinary programs outside their own occupational field. Such stu-
dents were, however, classified with their own occupational group, not
with the interdisciplinary follow-up group (see below).

Former medical students dnd resident physicians, constituting the
largest single group of AHEC participants, were classified into four
mutually exclusive follow-up groups, according to the specific AHEC
programs in which they participated. (Many analyses also employ further
subclassification by year of graduation from the U of M Medical School--
‘i.e., 1974-77 graduates vs. 1978-81 graduates.)

The following paragraphs describe the four follow-up groups of

medical students and resident physicians.

Phaﬁe B médical ;tudents are former second year U of M medical
students who participated in the AHEC-supported Phase B Preceptorships
while -enrolled at.the Duluth Campus, or who participated in a Student
American Medical Association-Medical Education Community Orientation
(SAMA/MECO) Preceptorship--but who had not participated in any other
AHEC-sponsored undergraduate medical education program as of June, 1980.

Phase D medical students are former third- and fourth-year U of M

medical students participating in an AHEC-sponsored Phase D Preceptorship.

RPAP medical students have participated in the U of M's Rural

Physician Associate Program. (This group also includes one former
student who took both Phase D and RPAP AHEC-supported preceptorships.)

Resident physicians. had participated in an AHEC-supported resi-

dency rotation but had not previously participated in an AHEC-supported

47
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undergraduate medical education program.

Note from Table 3 that 3% (N=7) of former RPAP students also took

g

residency rotations were coordinated by the U of M's Department of Family

AHEC-supported. rural rotations during their residency training. These™

Practice and Communityiﬂealth. These seven physicians were ciassified
as part of the RPAP follow-up group, not the resident physician follow-up
group.

The decision to give priority to AHEC-supported undergraduate Phase
D training experience; (the RPAP or Phase D Preceptorships Program) over
AHEC-supported Phase B or residency training experiences in assigning
'former AHEC-~involved medical students to follow-up groups--this decision
was based on the assumption that these Phase D experiences, by their
timing in the student's training, and by their length and intensity,
had the potential for being key formative experiences in the careexr de-
velopment of student physicians. In short, the assumption was made that
these Phase D experiences had greater poteptial than either earlier
Phase B experiences or later residency rotations for influencing the
career decisions of medical students toward primary care in rural and
underserved areas. Two follow-up géoups were formed based on partici-
pation in AHEC-supported Phase D training experiences: the 80 members
of the Phase D follow-up group had all participated in a six-week Phase
D Preceptorship; the 227 members of the RPAP group had all participated
in a 9-12 momtirpreceptorship in the Rural Physician Associate Program.

Thqre was virtually no overlap between the Phase D and RPAP groups; the |

P e

single student who had participated in both programs was assigned to

the RPAP group.
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Classification of dental students. Dental students could easily

be classified into two non-overlapping groups. Dental students who took

an urban rotation had participated in the Preventive Dentistry Program

operating in the Minneapolis Public Schools. Dental students who took

rural rotations had participated in the Rural Summer Dentistry Program.

Classification of nursing students. Nursing students were classi-

fied into those registered nurses who predominantly took non-U of M

courses (namely, participants in the Career Mobility Programs at Moor-
head State University and the College of St. Benedict) vs. registered

nurses who only took AHEC-supported U of M courses as part of their

participation in the following programs--the Adult and Geriatric Nurse
kssociate Program, the Off-Campus Baccalaureate and Graduate Nursing
Education Program, the Partially External Master's Program in the School
of Nursing, and the Partially External Master's Program offered by the
School of Public Health. This division of nursing students into thos

taking U of M courses vs. those taking non-U of i courses was very dis

tinct; however, se;eral of the 123 nursing students in the non-U of M
group did take U of M courses in addition to their work at Moorhead State
or St, Benedict.

At least some medical students, resident physicians, dental students,
dental hygiene stud;nts, nursing students, pharmacy students, occupational
therapy students, and physical therapy students took AHEC-supported inter- .
disciplinary education programs in addition to AHEC-supported programs

specifically designed for their own special health professional field.

Interdisciplinary education student follow-up group. In addition

to the health professional students and resident physicians mentioned

above who took interdisciplinary training programs, there were other

49 )




 Evaluative I:‘ol’l;)w-upv
25
students in social work and other health and human services fields not
previously listed (for example, clinical psychology, school psychology,
Indian Studies, Public Health Nutrition, Health Education, Health Care
Administration, speech and communication, chemical dependency counseling)
who also took AHEC-supported interdisciplinary education programs.

These other students in social work and other health and human services
fields constitute the follow-up groups of interdisciplinary education

students. Interdisciplinary education students who took an urban rota-

tion were those who had participated in the AHEC-supported program at the

Community-Universiiy Health Care Center. Interdisciplinary education

students who took an outstate program had taken the AHEC-supported Special

éummer Field Iﬁgéruction,Course on Interdisciplinary Team Building, or had
taken a training experience at either the Five-County Human Development
Program's'mental health center at Braham, Minnesota, or at the Nat Polin-
sky Rehabilitation Center in Duluth. There was no overlap between these
two groups of interdisciplinary education students.

‘Number of &Efferent AHEC programs taken by participants in different

follow-up groups. Table 4 and Table 2 both represent the same basic fact;
namely, 8% of AHEC participants took more than one AHEC program. That is,
8% took two or more different AHEC-supported programs, or else took the
same AHEC program at least twice. An example of a participant taking the
same program twice would be a medical student who took two different
preceptorships at two different locations while participating twice in

the Phase D Preceptorship Program. Table 2 shows the unduplicated count
of AHEC participants in each of the 30 studied AHEC programs. Table 4
shows (in its column headings) the unduplicated count of AHEC participants

in each of the 15 mutually exclusive follow-up groups.
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med,  [Took Took hyg. won~ stdts, stits.thar. ther. [ Tosk sut- 11 ANEC )
Musber of programs Phase Phase RPAP  Tetal Res b stdué ban rural Yotal |stdts, JUofM UofM Total stdts.stdts.| urban state Totsl rti- H
] D TS, rot. rot. cses. Cses. rOot. Prog. ipants
) . (M=36) (N=80) (=227 (Ne 343) (N=122) (N=488) [(N=27) (N=d5) (N=72)| (N=185) [N=123)(¥e224) (de347) (N=128) (Na51) (Ned4) (Na70)] (N=29) (Ne8S) (N=114) {(M=1,499}
L} L} A} S | ) L} 18 | ) |} 3 L] A} |} | ) L L S S ) N .
1 100 4 89 86 83 86 100 100 100 100 84 87 86 | 99 100 100- 100 100 100 100 92 ‘
2 0 25 10 13 17 14 0 0 0 7 1 15 13 14 1 0 0 0- o - G 0 s
l 3 or more o 1 1 1 o 1 o o 0 0 1 o* 1 0 o o 9 o o o | o
. 5 1 :
Note. See Table 1 for definitions of AHEC programs. oce Table 3 for description of follow-up groups of participants. 5 2

S1ess than 13, but equal to, or greater than, N=l,

bicgee footnotes b and - for Table 3.
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Table 4 is illustrative of many subsequent tables in the report--~in
its column headings and in the fact that the numerical entries in the
body of the table are all percentages of the total nuﬁber of persons
(the N's in the column headings) in each follow-up group.

Table 4 shows that virtually the only follow-up groups with sub-
stantial participation in more than one AHEC proéram were medical students,
resident physicians, and nursing students. One-fourth of the Phasé D
medical student group took more than one AHEC program. Percentages of
about 10-15% of the RPAP, resident physician, and nursing student groups
participated in more than one AHEC program, or took the same prograﬁ

tyice Oor more.

Data Collection

For all 15 follow-up groups, an attempt was made to determine
durrent professional location as of early to middle 1980. Archival
data sources used to obtain addresses included AHEC Project records,
the U of M's Central Mail List Services Department, U of M departmental
records, directories of professional associations, and records of Min-
nesota State boards licensing health professionals.

Current professional location was definea as the best available

practice address, based on self-report (for surveyed follow-up groups) or

archival records. For former participants still in tzaining, current pro-

fessional location was defi?ed as the main training or residency site.

Home address was used if professional location was unknown, and if one

could assume that home and professional location were the same or nearby.
Some other demographic information on these studied former AHEC

participants was also gathered from the above archival sources.

Gy
J
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Selected Demographic Characteristics of the Studied Former AHEC

Participants

Information on sex was available for about 80% of the total follow-

up sample of about 1,500. This total group aprarently had nearly equal
- >;x male-female represen;ation: 39% male; 43% female; and 19%, sex unknown.

Among former medical students, resident physicians, and dental
students participating in AHEC programs, the proportion of males was
higher, however, about 80-90%. Also--judging from former AHEC partici-
pants--nursing, dental hygiene, and occupational therapy are occupations
predominantly filled by womeﬁ.

Information on other demographic characteristics such as race,
.age, marital status, and hometown was available for former medical stu-
dents and residents (because of the survey), but was generally unavailable
for other follow-up groups.

The average (arithmetic mean) age of former medical students and
residents was about 29, as of the survey in mid-1980--with the Phase B:
follow-up group béﬁng generally three years yocunger, and the resident
physicians being generdlly two years older, than this overall average
age.

Only about 1% of the entire group of former medical students and
residents represented racial minority groups: three former participants
were Mexican-American or Chicano, and two were Asian-American. No AHEC«‘

. involved medical students and residents in the sample are Black Americans.
Race information was unavailable for about one-fourth of former medical
students and residents.

Two-thirds of the former medical students and residents responding

to the AHEC survey reported being married. Half or more of each separate

. | 54
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follow-up group of former medical students and residents also reported
. being married: 50% of the Phase B and Phase D follow-up groups, 70% of
the RPAP group, and about 80% of the resident physican group reported

themselves married.

W

Survey of AHEG—Inyolved Medicgl.Studentgrand Resident Physicians

Because of budget and time -constraints, this research and this
report focuses heavily on approximately 500 AHEC-involved medical students
and resident physicians. In addition to archival follow-up, data collection
for the four follow-up groups of medical students and residents included
a mailed, paper-and-pencil survey.

In short, these 500 former medical students and residents were the
énly former participants surveyed--and they were the only former partici-
pants asked to rate their AHEC experiences and to describe their current

proiessional activities and future plans.

The questionnaire and cover letter sent to most of the surveyed
medical students and residents are reproduced as Appendix A to this
report. (The quesiionhaires for 1979-80 participants in AHEC-supported
undergraduate and graduate medical education programs were modified
slightly, but contained nearly all quesiions shown in Appendix A.)

Note that the content of this questionnaire survey included current
specialty choice and professional activities; current location; hometown
location; ratings of the quality and influence of AHEC programs; and future
professional plans, including concept of an ideal medical practice situa-

. tion in 5-10 years, after completion of all training and any required
medical service obligations.

Archival data sources were used to determine specialty choice of

all former AHEC~-involved medical students who were not responsive to the
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survey; and also to determine specialty choice of former medical students

in the non-AHEC control .group, described in the following paragraphs.

A "Control" or Comparison Group -of NOp-AﬂEC MedicalAStudents

To determine whether AHEC-invoived U of M medical students differed
from their non-AHEC peers in. choice of specialty and practice location, a
"control" or comparison group was selected, consisting of 200 U of M medical
students non participating in AHEC-supported undergraduate medical education
programs, |

From each of four Medical School classes--1976, 1977, 1978, and 1979--
a sample of 50 students was chosen so as to fairly represent the entire
group of 200-230 non~AHEC students within that class.
- For each class, both the non-AHEC sample and the entire non-AHEC
class membership had the same distribution (a) of men vs. women (about
80% vs. 20%); (b) of students choosing family practice vs. other primary

care specialties vs. all other specialties; (c) of hometown addresses (as

of graduaticn)in the Twin Cities vs. outstate Minnesota vs. outside

Minnesota; (d) of students selecting residency programs in Minnesota vs.

outside Minnesota. Information needed to stratify the non-AHEC random

" sample was obtained from Medical School graduation lists.

Classification of Communities by Type and Size

Scales were developed for this research so that each professional
location, course or rotation location, ¢r hometown location could be

classified by both type of community and size of community.

R4

Community data from the U.S. Bureau of the Census were used to assign
a particular size and type category to each location. For Minnesota com-
munities, 1972 U.S. Bureau of the Census data were used; for communities

outside Minnesota, 1978 data were used.

R
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RESULTS

The results of this .evaluative follow-up research will be
presented as answers to the four major research questions freviously
asked: (1) What was the Minnesota AHEC Project's contribution to
improved geographic distribution of health professionals? (2) To
improved supplies of primary care physicians? (3) To decentralization
of health professional training in Minnesota? And (4) What was the
quality of health professional training offered in AHEC Project
programs?

In other words, the results of this evaluative follow-up re-
search are classified according to the major Minnesota AHEC Project
objective whose attainment they document.

Again, these three major objectives were high quality training

. 0
for health professionals; improved supply and geographic distribution
of health professionals, particularly those in primary care; and de-
centralization of health professional training. The objective of

improved distribution and supply of health professionals will be

treated here as two objectives.
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What was the Minnesota AHEC Project's Contribution

to Improved Geographic Distribution

of Health Professionals?

This subsection will discuss the following topics related to
geographicAdistribution of health professionals: (a) the current (1979
or 1980) professional locations of former participants in Minnesota AHEC
programs, for those former participants believed to have completed their
pfofessional training; (b) the intended future practice locations of
former AHEC-involved medical students and resident physicians; and
(c) available evidence concerning the impact of the Minnesota AHEC

"Project on the intended future practice locations of former medical

students and resident physicians participating in AHEC programs.

Current Professional Locations of Former Participants

in Minnesota AHEC Programs

About 40%.9f those 1,120 studied former participants believed
to have completed their professional training as of 1980 are currently
(as of 1980) located in Health Service Area (HSA) 5 (called Metropo-
litan). (See Figure 2.) HSA 5 inciudes the five-county Minneapolis-
St. Paul Standard Metropolitan Statistical Area (SMSA), designated by
U.S. Bureau of the Census (1972).

As of mid-1980, only 22% (108) of the ;otal é;oup of 488 former
AHEC-involved medical students and residents were known (by means of the
’M AHEC survey) to have completed their residency training. Nearly half of
the 488 were apparently still in training in Hennepin and Ramsey counties

(at the U} of M Medical School; or in a U of M-affiliated or other resi-

dency program).
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Figure 2. Current professional location of follow-up.groups
of former participants in AHEC programs. Number
entries ate percentages of 1,120, the total of AHEC
participants believed to have completed their pro-
fessional training as of 1980.° Only 22% (108) of 488
former AHEC-involved medical students and residents
were. known_to have completed residency training;
these 108 are-the only former medical students and
residents included in-this figure. HSAs are Health
Service Aress (only Minnesota portions of interstate ‘

fiSAs are shown). (Map adapted from U.S. Buresu of

Census, 1972, p. 25-501)
*Includes participants. in only 30 of 40 AHEC Programs, and only to 1979-80

(see Method section).
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Of the 108 residency completers, who presumably have taken their .

first practice location, about three-fourths are currently practicing

"in Minhesota. About half are practicing in HSA 5 (sce Figure 3). (Some,
of course, may be just finishing a Twin Cities residency and may be
seeking an outstate practice location.) The remaining 22% in Minnesota
are'scattered over a wide area, with a slight concentration in HSA 2
(Western Lake Superior; which contains Duluth). There is no representa-
tion in HSA 1 (Agassiz), in the highly underserved northwest corner of 8+
the State.1 Nearly 30% of this residency completer group is apparently
practicing outside Minnesota, with the largest number (10) in Wisconsin.

A bettsr estimate of AHEC impact on the professional location of

" former AHEC-involved medical students and residents is gained by looking
at intended future practice locations. Because of the typical seven-or-
more-year perio& of medical education, many AHEC participants are still
in training; and even those who have completed residencies may not have
yet choseﬂ stable practice locations. y

Among 72 former ABHC-involved dental students, 82% are located
professionally in Minnesota (60% in HSA 5), and 15% in other 'states
(see Figure 4).

Among 347 registered nurses formerly in AHEC programs, an estimated
80~85% are still located in Minnesota. These registéré& nurses are rather
evenly distributed over the entire State (except that few are in HSA 1;
see Figure 5). Unlike physicians and dentists, AHEC-involved registered
nurses tend to be located outside HSA 5. Probably only about 10% are :

currently located in Hennepin and Ramsey counties. (Estimates are

1It should be pointed out that this part of Minnesota is generally
served by North Dakota's health professional Schools.

60
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Figure 3, Current professional locastion of 108 former medical :
students and residents participating in AHEC pro-
grams* who-also are known to have completed residency
training as of 1980. Since N is close to 100, per-
centages are not used. These 108 represent 22%: of
the total group of 488 former AHEC-involved medical
students and residents. HSAs are Health Service . )
Aress -(only Minnesota portions.of interstate HSAs - <3

are shown). (Map adapted from U.S. Bureau of Census,
1972, p. 25-501.)
*See footnote f£or Figure 2 on p. 33.
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Figure ‘4. Current professional location of the 72 former
dental students participating in AHEC programs.s
Number entries sre percentages. HSAs are Health
Service Areas (only Minnesota portions of inter-
state HSAs are shown). (Map adapted from U.S.
Suresu of the Census, 1972, p. 25-501.)

tSee footnote for Figure 2 on p. 33,
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-Figure 5, Current professional location of the 347 former
nursing students participating in AHEC programs *
Number etitries are pércentages. HSAs are Health
Service Areas (cnly Minnesota portions of inter-
state HSAs are shown). (Map adapted from U.S.
Bureau of the Census, 1972, p. 25-501)

*See footnote for Figure2 on p. 33,
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necessary because professional location was not found for 12% of regis-

tered nurses.)

For the remaining follow-up professional groups, proportions of
two~thirds to about 90% of those with known addresses were located
professionally in Minnesota, with proportions of about 30% to 75% of
those with known addresses located in the Metropolitan HSA 5, Of those
with known addresses, about haif the dietetics group is currently located
professionally in outstate Minnesota (outside HSA 5 and the Twin Cities);
about one-fourth of each group--pharmacy, occupational therapy, and
physical therapy--is located in outstate Minnesota; and about 15% of
the dental hygiene and interdisciplinary (i.e., social work and human
.services) groups aré located in outstate Minnesota (see Table5 ).

Figure 2 shows that HSA 1 (Agassiz) and HSA 6 (Southwestern) are
the areas of Minnesota least served by former AHEC participants now in
practice. Eleven counties in HSA 6 and four in HSA 1 currently have
no former AHEC participants. The only other Minnesota county with no
AHEC-training professional is Traverse, in HSA 3 (Min-Dak).

Rural, outstate, and underserved areas of Minnesota. The implicit

goal of the Minnesota AHEC Project, or any program seeking improved
distribution of health profeséionals in Minnesota, is to encourage
particibants to practice professionally in "ou{state" Minnesota; that
is, outside HSA 5 and the Minneapolis-St. Paul SMSA.

During the 1970's, HSA 5 contained half of Minnesota's approxi-
mately four million people; and also contained proportions of somewhat
over half (55-58%) of Minnesota's active, non-federal physicians, licensed
dentists, and licensed registered nurses (see Higgins & Lawrenz, 1980).

One would also encourage practice outside Olmsted County in HSA 7




Table §

Current Professional location:of Follow-up Groups
of Formcr Participants in AIEC "Programs:

AiEl{llC

-
g

Fercontages
Brdts. in soc. work,
. ) pther fislds, took |
Medicg] students snd residents - Denta] students Nursing students . interdisciplin. pr
Current Medicsl students Total, Dent. | Took Yook Phars. Diet. Occ. Phy. “Took Totel,
profcssional . [Took Took hyg. non- stdts. stdts.ther. ther. | Took out- 211 AHEC
location® Phase Phase RPAP  Total Res.b stdts, furban rural Total | stdts. UofM UofM Total - stdts.stdts.| urban state' Total [parti-
] ] res. rot. rot. cses. cses. P ‘T0t. prog. jcipants
(N=36) (N=80) (N=227) (N= 343} (N=122) (N=488) J(Ne27) (N=45) (N=72)] (N=105) N=123)(N=224) (N=347)] (N=128) (NaS51) (Ne44) (N=T70}] (N=29) (N=85) (N=114) [(N=1,408)
Ty s ] s vy Ty Ty ] 1 ) t 13 S T ﬂ L N IR
Minnesota, total 97 60 T2 72 80 73 74 r7 82 66 64 83 76 73 65 S0 80 45 4 67 ‘172
HSA 1: Agassiz 3 o o ¢ o oe 4 0 1 2 0 2 1 0 o o o 0 0 1
HSA 2: W. Lake Superior 6 4 5 5 13 7 7 9 ] 3 17 11 ] 12 2 6 2 2 7
St. Louis 6 4 4 4 11 6 7 7 7 3 1 15 10 5 10 2 6 0 2 2 6
HSA 3: Min-Dak 0 0 1 1 1 1 0 4 3 1 21 3 9 1 0 2 1 3 1 2 3
Becker 0 0 0 0 1 0¢] 0 0 ¢ 0 7 0 2 0 0 0 o 3 0 1 1
Clay 0 0 0 0 0 0 0 0 ¢ 0 s 2 3 0 0 0 0 0 0 0 1
Otter Tail 0 0 0 0 0 0 0 2 1 1 7 1 3 0 0 0 1 0 1 1 1
HSA 4: Central Minn. 0 0 2 1 3 2 0 4 3 3 23 17 19 6 16 9 7 o 7 3 8
Benton 0 0 0 0 0 0 0 2 1 0 3 8 6 1 0 2 0 0 1 1 2
Isanti ] ] 0 0 1 09 0 0 0 1 2 0 1 0 0 2 3 0 2 2 1
Stearns 0 0 1 1 1 1 0 0 0 1 12 3 6 1 1 2 1 ] ] ] 2
HSA 5: Metropolitan 89 S5¢ 60 62 38 62 59 &0 €0 53 15 .10 12 46 24 34 56 62 55 44
ik ToPe o 1 0 o 0 0 4 4 4 2 2 1 1 2 4 0o 6 0o 2 2 1
Dakota 0 0 0 0 2 o 0o 0 o 5 2 1 1 1 4 2 1 0 5 4 2
Hennepin 78 45 49 51 36 47 41 38 3 30 10 6 7 235 12 2 33 23 38 35 30
Ransey Fl 8 11 10 20 12 15 16 15 14 2 1 1 17 4 9 14 7 14 12 10
Washington 3 0 0 o0 0 09 0 2 1 2 0 0 0 2 2 2 0 0 1 1 1
HSA 6: Southwesternd 0 o 0®* 3 1 4 4 2 305 5 6 1 7 o 2 3
HSA 7: Southeastern ] 3 2 2 2 4 3 29 19 8 9 o 1 1 7
ninsted 0 1 2 2 ] 1 5 ] 0 ] 0 24 16 4 2 2 0 ] 1 1 5
Other U.S. states, total 3 40 28 28 20 27 2 1 15 17 9 13 12 23 24 2 19 24 1 14 19
“Catifornia o s 2 2+ 20170 0o o 20 o= o 2 4 o0 3! 3 o 1 1
Towa 0 4 2 2 9 2 0 0 0 2 ] 0t 0 1 2 0o o 0 0 0 1
Michigan 0 4 3 3 2 3 0 2 1 1 1] 0 0 2 0 0 3 0 1 1 1
New York 0 1 1 1 2 1 11 0 4 0 0 0 0 2 0 0o 1 0 0 0 1
North Dakota 0 1 1 1 1 1 4 0 1 0 1] 3 2 0 0 1] 0 0 1] 0 1
Wisconsin 0 8 6 6 5 5 4 2 3 8 0 4 3 2 2 0o 0 2 2 4
Locations outside U.S. 0 0 0 0 0 0 0 [ T2 ""To ~ ¢~ ) “"‘T '"‘-*—-—i---sz-—m 0 o ; " ;
Location not kmown 0 0 0¢ 0°¢ 0 o0 4 2 3 15 27 4 12 2 1,0 45 1 [ 31 15 1918

Note.
Pharm

In the present table abbreviations are:
.pharmacy, diet.rdistetics, occ, ther.soccupational therspy,

res.=resident physician, stdt-.=students, rot.=rotation, dent. hyg.=dentsl hygiene, csea,ecourses,
phy. ther.rphysicul therapy, prog.=program..

i

fcurrent professicmal location is based on the best available practice address, obtained from self-report or archival records. If the former par-
ticipent was still in training or residency, professiomal location was the main training or residency site. Home address was used if practice or
training address was nol available. Only those locations having 10 ox more former AHEC participants are listed sepsrately in this table.

P+Csee footnotes b end ¢ for Table 3.
Genlth Service Aren (HSA) 6 has not-bewn officially labeled; "Southwestern" is a reasonable mmemonic that will be used throughout tais xeport.
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(Southeastern), Olmsted County contains Rochester, home of the Mayo
Clinic.

The fact that about 40% of former AHEC participants now likely
to be practicing professionally .are located in HSA 5--this fact is not ' . K
particular’y surprising although one would hope for a lower percentage
in future fol.ow-up research, as the careers of these young, former
AHEC participants develop. Some evidence presented later in this report
suggests that for former AHEC-involved medical students and residents, 2
at least, future follow-up studies would show some migration to -out- |
state practice areas.

The Minnesota AHEC Project seeks, even beyond improved distribu-
tion of health profsssionals toward outstate areas, an improved distri-
bution favering rural areas. Generally, rural areas are more highly
deprived of health care in Minnesota than are urban areas.

The term '"rural' will be defined in this report as any area opyside
the Standard Metropolitan Statistical Areas (SMSAs) defined by the U.S.
Bureau of the Cen;us. An SMSA is a metropolitan area, defined as a
county (or group of counties) containing a city (or twin cities)

having 50,000 or more people.

Minnesota contained all or part of four SMSAs as of 1972: namely,
the five-counity Minneapolis-St. Paul area; Rochester (Olmsted County);
Duluth-Superior (containing St. Louis County in Minnesota, plus a
Wisconsin county); and Fargo-Moorhead (containing Clay County in Minne-
sota, plus a North Dakota county).

Presumably, the most highly deprived areas are the Minnesota coun-

ties designated by the U.S. Public Health Service, Bureau of Health

Manpower, as Primary Medical Care Shortage Areas (197$a, 1978¢). Most of
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these Minnesota counties represent rurial areas, but Hennepin and Ramsey ’ ;
counties in HSA 5--cOntaihing/Minneapolis and St. Paul--have been so
designated because of the severe -health care needs of their Indian
American populations ‘(see Table 6).
If one treats Hennepin and Ramsey counties as non-shortage areas,
then Table 6 shows that abou£’5% of the 1,120 former AHEC participants
now in professional practice are currently located in a county either
partially or wholly designated as a federal Primary Medical Care
Shortage Area.

Type of community in which former AHEC participants practice, Of

the 1,120 former AHEC participants now believed to have completed their
training, 58% now live in urban-area communities and 29% in rural-area
commn.ities--either inside or outside Minnesota.

Urban-area communities were classified into three types: main
city portions of metropolitan (metro) areas; "inner" suburbs, just out-
side the main city portion of a metro area; and "outer" suburbs, which
may be a town, small city, or even a rural area at the outskirts of a
metro area. All urban-area communities were included within an SMSA.

Rural-area communities were classified into two types: non-metro
area communities within 50 miles of a metro area {(SMSA); and non-metro
area communities 50 or more miles from a metro area.

O0f the 108 former AHEC-involved medical students and residents
known to have completed residency training, about 70% are now located
in urban areas (two-thirds alone are located in the main city portions
of ;et;o‘greas); and about 30% in rural areas (16% in communities iso-

lated from large SMSA cities by at least 50 miles).2

2Note that these urban-rural qompariéans include 7% of former partici-
pants with known addresses {who have completed all training) now living
outside Minnesota. ,
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o

Locations: of AHEC Training,
and Current Professional locations of Former AHEC Participants
as Yor formsr AHEC. partici- -
P y - pants,. comparisons- of AHEC 5
Pederal Shortags Aves information training location snd cur- :
. rent professional locstion d
All er part Pmlltith Infant § below Trained Practice ’
of county per patient deaths federal in county in county ,
Minnesota county designated care per 1,000 poverty : |
a8 of physician, © live births, leve}, i B
o’y ‘1977 1978 1970 Qe,s80f  (¥i,1208 A
N N ] ] . e ;
HSA 1: Agassiz
Beltrami- A1l 1,254 13.§ 17,3 o7 .2 X
Clearvater 2,967 0.0 24.0 .1 .1 ¢
Hubbard 1,433 9.4 20.7 o4 .1 .
Kittson 2,300 22,2* 13.3 0.0 0.0
Lake of tha Woods All 1,400 12,8 16.1 0.0 0.0
Mshnowsen 2,850 9.4 24,6 o1 .1
Marshall 4,467* 0.0 21.5 0.0 0.0-
Norman 3,233 14.7 17.2 0.0 0.0 ¢
Pennington 750 12.1 9.0 6 1 *;
Polk Paxt 1,714 8.7 13.0 1.5 o1 )
Red Lake 5,300* 0.0 21.2 o2 o1 ;1
Roseau ) All 2,540 24.5" 14.9 .1 .2 :
HSA 2: W. ‘Lake Superior :
Aftkin Pazt 2,183 10.0 18.3 5 o2 Y
Carlton 1,547 10.3 8.6 o7 .3
Cook 1,080 0.0 3.3 * 3 1
Itasca 1,252 21,3* 12.7 6 S
Xoochiching 1,760 31.6* 11.0 3 .1 N
Lake 1,288 4. 5.5 o2 .1 X
St. Louis 714 13.9 7.9 12,1 6.2 .
HSA 3: MNin~-Dak |
Becker 1,288 11.8 18.2 o1 .9 :
Clay Paxt 2,963 12.6 7.8 4.2 A .
Douglas 1 1] 9.3 14,7 5 .1 ,‘
Grant 3,800* 27.0* 17.3 .1 .1 N
Otter Tail 1,096 . 11.0 16.1 1.9 1.3 |
Pope 2,280 11,2 14.7 ) 3
Stevens 2,825 5.6 13.1 0.0 .2
Traverse 3,080 25.6* 17.9 0.0 0.0 i
Wilkin Part 1,483 0.0 13.4 0.0 .2 7
HiSA 4: Central Minnesota - )
Benton 3,257 12.0 10.6 1.1 2.3
Cass All 6,867* 19.2 21.4 1.3 od
Chisago 2,270 4.9 10.2 o1 .2
Crow Wing Part . 1,070 15.2 11.6 1,1 o7
Isanti 1,360 5.9 8.3 5.9 .8
Kanabec Part 1,629 31.6% 13.6 o .1 N
Mille Lacs« Part 1,415 16.1 14.5 6 6 i
Morrison Part 1,561 8.7 18.0 .9 )
Pine Part 6,333* 9.0 14,3 o1 .2
Sherburne 5,660* 15.3 7.5 0.0 2
Stearns 992 8.5 12,3 10.2 3.1
Todd 2,667 11.4 24.5 o .3
Wadana . 1,390 18- 17.4 .6 .2
Hright 2,092 | 19 10.8 1.0 .2 "
HSA §: Metropolitan
Anoka 2,076 11.5 3.4 o1 1.9
Carver 1,239 10.3 7.1 " 3
Dakota 2,482 11.3 3.5 1.3 2.1 ¢
Hennapin Part 391 11.8 4,7 21.§ 22.2
Ransey Part 506 13.1 s.1 4,0 10.0
Scott 2,195 21.1* 7.7 3 .3 )
Washington 2,511 9.6 4,90 9 9 1
(Table continued on next page) -
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Table 6 (continued)

~ For former AHEC partici-
, > Corm -pants, comparisons-of AHEC
Pederal Shkortage Area information training location and cur-
- - - rent professional location
All or part Population Infant $ below Trained Practice
of county per patient deaths federal in county in county
Minnesota county designated care per 1,000 poverty
as o‘ physician, ¢ iive dbtrths. lovoz,
1978% 1977 1978 1970 (N1 ,s80f (=1,120§
X LI ' ' '
-HSA 6: Southwestemrn -
Big Stone- 1,520 10.5 15.6 .1 0.0
Blue Earth 779 13.9 7.8 1.3 o4
Brown 1,424 §.8 12,6 .9 3
Chippewa 1,722 12.0 13.0 1.0 2
- Cottonwood- Part 2,171 17.0 11.7 3 1
Faribault 1,320 9.6 13.0 o7 2
Jackson 2,417 9.7 12.4 1 0.0
Kandiyohi 609 12.1 11.0 1.4 | .5
Lac Qui Parle Part 2,775 6.6 19.4 0.0 0.0
Le Sueur 1,378 2.7 10.2 .1 .3
Lincoln Part 1,660 0.0 19.1 .1 0.0 ;
Lyon 1,300 11.3 11.3 o4 0.0
f Mcleod 1,390 $.0 9.1 o4 .3
Martin 1,250 20.9* 9.7 .3 2
Meeker 2,030 3.3 15.8 2 .l
Murray 4,067* 15.6 14.9 i1 0.0
Nicollst 2,100 9.2 8.1 4 o4
Nobles 1,041 5.6 11.4 .3 0.0
Pipestone Part 1,867 S.2 17.0 .1 0.0
Redwood All 3,940* 6.3 15.7 .2 .3
Renville 2,638 12.0 13.5 .1 0.0
Rock 1,600 6.0 10.7 1 0.0
Sibiey 3,950* 12.2 14.4 .1 o1
Swift 1,663 14.3 18.6 3 2
Waseca 2,022 3.0 9.6 0.0 .
Watonwan 3,100 10.2 12.6 .1 oy
Yellow Medicine Part 1,763 4.7 15.5 .3 0.0
HSA 7% Southeastern
Dodge 3,425 4.0 11.8 0.0 .2
Fillmore 2,422 15.5 14.83 .3 .1
Freeborn . 1,194 5.7 8.2 .1 .5
. Goodhue 1,277 12.6 9.5 8 N )
Houston 3,620* 3.8 10.3 0.0 .1
Mower 1,259 16.5 8.6 o4 .3
Olmsted .81 13.1 S.4 5.3 5.5 N
. Rice 1,473 12,2 7.4 0.0 3
: Steele 1,257 16.3 7.6 .3 2
1 ¥abasha 1,454 25.8* 10.0 1 o
¥Winona 1,227 13.6 9.8 9 )
4
Minnesota, total 653 1.9 13.0 9.8 71.6

Note. HSAs ace Health Service Arsaa (only Mimmesota portious of interstate HSAs are shown).
8From U.S. Public Health Sexvice, Buresu of Health Nenpower (1978c).

bFrom Minnesota State Plumning Agency, Office of the State Demographer (1979 ).

SFroa Americen Medical Association (1978).

drrom Minnesota Department of Heslth (1979).

*rom U.S. Buresu.of the Census (1972).

£1,580 Tepresents the total of all AHEC trsining experiwnces for studied programs. Of these 1,580 expsriences,
97% took place in Minnasota, 1% in Wiscensin, IS in ssveral locations in Minnesota (i.e., rotating distetic
traineeships); snd for 2%, location was wninown.

£1,120 represents the-total of a1l ferimer AHEC participants studied, less those medical students and xesident
physicians still in medical training, HMemce, moat of these 1,120 are practicing hesith professionals who have
conpleted all-their training. Of these 1,120, 4% sre practicing in Wisconsin; 13%, in other locations outside
Minnesota; and fer 116, current prefessiomel lecation ia wnlnewn.

’-’ *Asterisk indicates & ceunty statistic that éxceeds & Televant federal criterion for designation of a primary
medical care shortage area. Designation 13 not slways sutematic, hewever -(Higgins & Lawrenz. 1980. vo. 31-36).

: ERIC 0
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0f the 72 former AHEC dental students, about two-thirds are known
to be in urban areas, and one-fourth in rural'areas.2

The group of 347 former AHEC-involved nursing students whose
addresses are known is currently almost evenly divided between urban and
rural areas.

Among other follow-up groups--and considering only participants
with known addresses-~the following proportions are currently located, and
presumably practicing, in ruxal areas: over 40% of former dietetics
students; about one-fourth of former dental hygiene, pharmacy, and
occupational therapy students; and about one-fifth of former=bhysica1
therapy students and students in social work or other human services fields.2

Table 7 presents a more detailed picture of current professional
location; i.e., the proportions of each follow-up group now (as of 1979~
1980) located professionally in various types of community. Again, for most
former AHEC participants, the professional location is their practice
location. But for 78% (380) former AHEC-involved me&}cal students and
resident physicians, their current professional location is their training
(medical school or residency) location. Table 8 has therefore been prepared
to show the type of practice community for those 108 former AHEC-involved
medical students and residents who have Completed their residency *raining.

Table ? shows that for the total group of 1,499 former participants
in AHECiprgraﬁgzwovaf half (54%)‘are currently located in the main city
portion of a metropolitan area. Again, a metropolitan (metro) area is a
Standard Metropolitan Statistical Area (SMSA), which is defined by the U.S.
Bureau of the Census as counties containing a city--or twin ciéies--having
50,000 or more peoples -
2Note that these urban-rural comparisons include the 7% of former partici-

pants with known addresses (who have completed all training) now living
outside Minnesota. i

A
. Al
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: Table 7
- Current Professional location-of Former AHEC-Program Participants: — ) 2
Type of Community :
f I ktdts.,ii{ soc. work,:
- bther fields, took .
- Medical students snd residents Dental studsnts Mursing students #nterdisciguﬁ. Eo‘.J
o Medical students Totsl, Dent. | Took Took Phara. Diet. Occ. Phy. Took Total, :
‘ med.  [Took Took hys. non- stdts. stdts.ther. ther. | Took out- -a11 AHEC :
Type of Phass Phase RPAP Total Res.D stdts, furban rural Total |stdts, |UofM UofM Total stdts.stdts |urban state Total jpsrti- s
Comsunity B D res. rot. rot. cses. cses. rot. Yprog. _cipants
! (=36) (N 80) (Ne227) {5=343) =27) (N=45) (N= N 2 ) o :
& (Ne122) (No488) |(N=27) (N=45) (N=72)| (4=185) KN=123) (N=224) (N=347) (N=128) (Nu51) (N=44) (N=70)] (No29) (N=85) (N=114) [(N=1,499)
s 13 s 3 13 s s L 1 3 L 13 13 S 13 1 3 1 3 s s 3 s 3 ’ I
i - )
i
) Main city portion of a B .
metropolitan (metro) srea... 94 83 85 85 69 81 52 44 47 28 19 50 39 55 41 30 57 3 sl 471 | 54 -
. “Inner” suburb, just outside )
the main city portion of t
) 2 MELIO ATER.....seeesescess O 6 1 2 7 3 4 13 10 15 5 1 3 2 0 (] 7 7 6 6 5 :
; "Outer"” suburb, which mey be a .
. town, small city, or even a
rural aves at the outskirts
of 2 MELYO ATeR.ccecccoscecs 0 1 1 1 3 R 13 11 18 3 4 4 13 10 7 10 3 13 11 7 ‘
t : :
Non-metto area commmnity l |
3 within 50 =i, of 2 L o . !
: MOLIO AT€R.sseerrocacecaanee 3 5 5 5 12 7 7 11 10 11 37 25 30 (i3 20 11 16 7 15 13 15 |
; Non-metro area commmity i
) 50 or wore-mi. from 8 ) . R
' MELYC BYCR.ccecccacevecacans 3 S 8 7 8 7 15 16 15 11 8 13 12 13 18 2 1 14 0 4 9 Pi
| |
H . \
MOt KNMOWM.eeveeennssneesaesneas 0 0 05 0° 1 0] 1s 2 7] 16 28 7 M s 12 so 9] 33 15 20 10 |
\
% |
|
|

Note. A metropolitan (metrcj area includes counties conteining a city--or twin cities--having 50,000 or more people.

v

b:Csee footnotes b and ¢ for Table 3.

®Less than 1%, but equal to, or grester than, Nel,

w—
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Table 8
Current Professional Location
of Former AHEC-Involved Medical Students and Residents
Known to Have Completed Residency Training:
Type of Community
Medical s;udents Total,
Residentsb medical student
Type of community - and residents
Phase D RPAP  Totald. N=108
N=8 N=25 N=35 N=71 :
Main city portion of a
‘metropolitan (metro)area... 6 14 22 41 64
"Inher" suburb, just outside
the main city portion of
- “etro ‘re‘...‘..-..-...... o o o 6 6
"Outer" suburb, which may be 2
town, small city, or even a
rural area at the outskirts
of‘.etro ‘rea...!........ 1 0 1 3 5
Non-metro area community .
within 50 ai. of a .
.etm ‘rea................. 1 2 3 1'2 15
Non-metro area community
50 or more mi, from a
MELTO BTCB. covvvaccsossvsos 0 9 9 8 17 “
9
Not known.c..-.-......-....... o o o 1 1 '
Note. See general note for Table 7.
0sCgae footnotes b and c for Table 3.
dIncludes 2 participants in the 1972-73 SAMA/MECO Prgceptorship Program. l
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The proportions -of the total group of 1,499 residing in other types
of communities.are as follows: 5% are located in "inner suburbs," just
outside the main city portion of a metro area (but still within the SMSA
or metro area); 7%, in "outer suburbs,'" which are towﬂg, small cities, or
even rural areas at the outskirts of (yet 'still within) a metro area
(SMSA); 15%, in a non-metro area community within 50 miles (of the border)
of a metro area; 9%, in a non-metro area 50 or more miles from a metro
area.

Hence, two-thirds (66%) of the 1,499 are located in urban areas.

The remaining 10% of former participants could not be located.

Again, if one seeks an analysis of community type only for the
1,120 former participants now likely to be in practice, then one would
remove from Table 7 statistics the 380 former AHEC-involved medical
students and resident physicians who may still be in training.

When these 380 are removed, the proportion of the remaining 1,{30
former AHEC participéﬁts-nthose presumably in practice--who live in
rural communities increases to 29%, while the proportion who live in urban
communities decreases to 58%. v

Al d

Size of community in which former AHEC participants are now located

professionally. Since often (but not always) smaller towns axe located in

rural areas, community size is highly correlated with community type (as
defined previously). If one defines smaller communities as those under
25,000 and larger communities as those of 25,000 or more--than abaut one-
third of all former AHEC participants believed to be currently practicing--
with the exception of registered nurses and dental hygienists-~are located
in smaller communities (see Tables Q and 10). About 40-45% of former
AHEC-involved registered nurses and dental hygienists are apparently

located professionally in smaller communities.
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- . Current Professional Locstion of Former AHEC-Program Participants:
Size of Community

|
)
_.Table 9

= Beati. in soc. work,

e bther fields, took
Medical students and.residents Dental students Nursing students Enterdisciplin.
Medicel students Total, Dent. | Took Yook Pharm, Diet. Occ, Phy. Took Total ,
:  [Tock Took hyg. non- stdts. stdts.ther. ther. I Took out- all AHEC
Phase Phase RPAP  Total Res.” stdts, urban rursl Total | stdts. [UcfM UofM  Total stdts.stdts.jurban state Total rti-
3 D res. | rot. rot. cses. cses. rot. prog. ipants

Size of ‘commmity 7
Ne 36) (Ne80) (Ne227) (Ne343) (N=122) (Ne488) |(Ne27) (N=45) (Ne72)| (N=185) [N=123) (Ne224) (N=347) | (N=128) (N=51) (Ned4) (N=70)] (Ne29) (Ne85S) (N=114) }(N=1,499
L\ )L\ )L\ )0_"" @s‘ )L\ @; Ls iLs (!\ 1 VL\ L\ L\ ('\ )L\ L'\ )r ) L\ 3 ) !

500,000 or more people...... 0 13 4 6 2 s o o0 o0 1 0 1 1 4 4 & o o 7 1 3 3
At least 200,000 but . . .

less than 500,000......... 86 54 62 63  -49- 59 aa 38 4w |22 7 77 I 16 25 49 | 28 40 3 |35
At least 100,000 but .

less than 200,000......... O 6 5 5 2 5~ 0 0 0 H 1 1 i 2 4 0 1 0 4 3 2
At least 50,000 but

less than 100,000......... 8 9 12 11 15 12 7 9 8 ] 6 38 27 9 16 5 9 0 4 3 13
At least 25,000 but

less thar 50,000.......... O 10 4 5 11 7 7 13 11 15 20 15 17 9 22 5 4 3 13 11 11
At least 10,000 but .

less than 25,000.......... O 4 4 3 7 4 7 7 7 18 6 3 7 13 20 0 14 10 11 11 9
At least 2,500 but

less than 10,000.......0.. 3 3 4 3 9 H 19 12 18 14 17 9 12 12 6 14 6 7 7 7 9
Under 2,500 people,ceisecees 3 3 4 3 5 4 0 13 8 6 15 15 15 7 2 2 9 10 [3 7 8

7 8 Note. Percentages may not totsl 100, due to rounding.

Y

b":See footnotes b and ¢ for Table 3.

ERIC

Aruitoxt provided by Eic: i

1
HOt KNOWN..cesovcossssossees O 0 [} 0 1 0 15 2 7 17 28 6 14 5 12 50 9 34 15 20 10
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Table 10

Current Professional Location
of Former AHEC-Involved Medical Students and Residents

Known to Have Completed Residency Tralnlng.
Size of Community
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Medical students bl Total,
Residents medical studentg
Si £ co it Phase D RPAP Total and residents
ize of commumity N=8 Ns25  N=35 N=71 N=108
500,000 or more people... 2 0 2 2 5
At least 200,000 but -
less than 500,000..... 3 12 17 27 44
At least 100,000 but
less than 200,000..... 0 0 0 2 2
At least 50,000 but
less than 100,000..... 1 1 2 9 11
At least 25,000 but
less than 50,000...... 0 3 3 9 13
At least 10,000 but
less than. 25,000...... 2 1 3 7 10
At least 2,500 but
less than 10,000...... 0 5 5 8 13
Undexr 2,500 People.c..... 0 3 3 6 9
Not knom.........c.‘g... 0 0 0 1 l 1

Note,

See general note for Table 9,

c
'“See footnotes b and ¢ for Table 3.

d s
Includes 2 participants in the 1972-73 SAMA/MECO Preceptorship Program.
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The Intended Future Practice Locations of Former AHEC-Involveéd Medical

Students and Resident Physicians

-As described in the ﬁethods section, a questionnaire survey was
used to gather evaluative data from former AHEC-involved medical students
and residents. Some of these data included respondents' conceptions of
an ideal practice situation for themselves in 5-10 years, after they
had completed all training and any medical service obligations (for
example, required military medical service, National Health Service
Corps work, or medical service to obtain loan forgiveness).

Of the 469 former AHEC-involved medical students and residents
who were’mailed a questionnaire, 83% returned their questionnaire at
least partially completed. Again, these persons are called respondents.

Surveyed participants were asked to "Indicate the type of commu-
nity in which you hope to practice in 5-10 years."” Nearly two-thixds
(64%) of respondente indicated they would choose ideally to practice in
a rural, non-metro area (see Table 11}. This proportion of former

AHEC-involved medical students and residents who would like to settle

in rural areas greatly exceeds the approximately 15% of these same personms
who are now in rural areas. Even among the 108 residency completers res-
po~~.ng to the survey, only 30% are currently in rural locations.

Also encouraging, in view of Minnesota AHEC Project goals, is the
fact that two-thirds (66%) of these respondents prefer Minnesota as an *

jdeal state for their practice location. Only 17% clearly prefer another

state. At present, 15% are undecided.

In short, one might expect a substantial migration of these former

AHEC-involved medical students and residents to rural practice locations

in 5-10 years--if these respondents have incentives and personal circumstances

that enable them to choose freely their own ideal practice location.
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" Table 11

Ideal Type of Practice Location in 5-10 Years
as Reported by Former Medical Students snd-Residznt Physicians
Participating in AHEC Programs

Medical students Resident  [Total, medical students
physicians and regidents
Type of Phasc »* Phase D RPAP Total i bed
ity 74-77 78-81 'l'otnb 74-77 78-81 ‘."atllb 74-77 78-81 'l'otllb [74~77 'l'otnlc 4-77 78-81 Total 6

grads grads grads grads grads grads ] ads grads
(Ne32) (N=13) (NeS5) (N=69) (N+42) (Ne134) (Ne178) (NeS7) (N=214) (Ne279) ((N= 8) (Ne95) KN=66) (N=223) (Ne387)
S S ] L} S ] ] S ] S S S S ] S
f
m::t;:glz::ll?:e:m; BT8R, cscecs 3 k3§ 13 16 26 4 9 26 6 10 13 18 26 6 12
“Inner” suburb, just outside t!u .
::i: city portion of ‘..efl.-?.... 0 8 2 3 2 2 2 4 2 2 13 15 5 2 S
“Outer! subuch, which may be a .
town, small city, or ever &
of .1.:::; ::.:hooutsklrts 13 ] 16 15 14 7 ] 12 10 10 38 15 15 10 11
. ommunity within
No‘;o.::oo;r:.:tro nro{. cesseesee 3 8 29 25 21 28 26 19 29 27 . 0 19 17 28 24
- OmMIN S0
M:o::tﬂ .“;:-cn nt:-:ylru?l-.- ces 47 n 31 32 33 53 48 32 47 44 13 31 29 l(; lg
. 3
Othey. Please specifys...cceccnes 0 3 2 2 2 4 2 2 0 0
pon't know 7 S s S 13 2 5 Se
. 0 0 0 13 1 2 0

Note.

Respondents answered a nusber of questions so as to
Years, after they had finished -their professional training
tice situation™ was defined as "a combination of professional sctivities, practice arrangement or work conditions, and

describe an ideal practice situation for themselves in 5-10

and any required medical service obligations. "Ideal prac-

practice location that would be idesl for you." The group N's, upon which column percentages are based, represent res-
pondents; that is, persons who returned s questionnaire at least partially completed.

8,11 but 2 wembars of the Phase B group are in a 1981-82 graduation class group. The 2 exceptions were Phase B participants
in the SAMA/MECO Preceptorship Program in 1972-73,

b'l'c»tnl includes University of Minnesota (U of M) medical students whose Year of graduation was not known,

: Total includes resident physicians whose year of graduation was not known (many did not graduate in undergraduate medicine
from the U of ¥, but came to Minnesota from other schools) plus one resident physician who graduated from the U of M

Medical Scheol in 1978.

dTonl includes an additionsl 23 former wedical students and residents participating in AHEC-supporied interdisciplinary

programs.

'Lass than 1%, but greater than, er equal to, Nsl,

Aruitoxt provided by Eic:
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Nearly half of the RPAP and Phase B groups, and nearly one-

third of the Phase D and resident physician groups, indicated a

preference for the most rural category; namely, a non-metro area

community 50 or more miles from a metro area.

Clearly, the AHEC-involved former medical students and residents
are, as a group, oriented toward practicing medicine in rural areas.

Table 12 shows, in addition, that these respondents also desire to
practice in commmities of smaller population. Over half (54%) indicated
a prefersnce for communities of less than 25,000; with 30% specifying the
range of 2,500 to 10,000 as ideal for a practice location.

Also encouraging, in view of Minnesota AHEC Project goals, is the
‘fact that two-thirds (66%) of these respondents prefer Minnesota as an
ideal state for their practice location (see Table 13). Only 17% clearly

prefer another state. At present, 15% are undecided.

Impact of the Minnesota AHEC Project on the Practice Location Intentions

of Former AHEC-Involved Medical Students and Resident Physicians ]

As part of the survey, respondents were asked to rate the importance

of up to two AHEC-sponsored preceptorships or rotations "in helping you

decide what would be an ideal type of practice location for you."
Nearly three-fourths (72%) of the 445 rotations taken by 387

survey respondents were rated as either !very" or "somewhat" important

in helping decide what would be an ideal type of practice location for

them (see Table 14).

Rotations taken during the third or fourth year of Medical School--

namely, Phase D and RPAP preceptorships--were rated as more important in

deciding upon an ideal practice location than rotations taken eariier
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. Table 12
Tdeal Size of Practice Location in 5-10 Years ’
as Reported by Former Medical Students and Resident Physicisns &
Participating in AHEC Programs
< Medical students Resident  |Total, medical students
= physicians and residents
Size of Phase B* Phase D REAP Total i b
Community 74-77 78-81 Total® 74-77 78-81 Total® 74-77 78-81 Total® |74-77 Tota1®|74-77 78-81 Total 1eud
grads grads grads grads grads grads grads grads grads
(N=32) (N=13) (NeSS) (N=69) (N=42) (N=134) (N=178) (N=57) (N=214) (N=279)|(N= 8) (N=95) (Ns66)- (N=223) (N=387) :
s L3 L3 s L3 3 t S L) 3 s
500,000 or more People...c.cececs 0 31 11 15 7 S S 12 6 7 13 11 14 [ 8
1 200,000 but less
A 00,000 e cnensaeesers 3 0 4 3 5 2 2 4 2 3| 3 16| s 3 6
000 but less
Mlestiogbutless g o o s 1oz 41 apmoomfs. 1
I
t less - :
M t;::tlgg‘ggg > covereess 6 15 11 12 19 3 7 18 & -] 0 12 15 6 9
,000. . cceennone
but less
M t;::tsgfoggome 22 15 1 2 12 10 10 4 12 2.1 o 8| 12 12 n
0 but less :
M et svereese 1923 20 20 12 28 M M2 23 o 10|12 25 19 :
1
A deast 2 e e 38 s 2 2 2 8 34 18 3% 3|13 a3 %0
4000000 0esen
Under 2,500 PEOPIC.coeecirrocsses 3 0 6 4 10 8 8 ? ? ? 0 3 6 6 5
7 8 m
DON'E KNOWaesoseranassonansevsnes 6 s 9 9 7 7 7 9 7 7 13 s 9 2
e Lood
HO ANSWET..eosnoassnsonnososnneses 0 0 0 0 2 0 1 2 0 0 13 1 3 0 1 §
<
L]
o2
Notu. See general note for Table 11. The responses in this table were to the item, "Indicate the size of the community in e
which you hope to practice in 5-10 years."” §
a,b-24dg.. footnotes a, b, ¢, and d for Table 11. 8 £

C1ess than 1%, but greater than, or equal to, N=1.
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Table 13

Ideal Geographic Area forPractice Location in 5-10 years
ag Reported by Former Medical Students and Reisdent Physcians
Participating in AHEC Programs

Medical students . Resident Total, wedical- students
_physicians and residents —_
Are Phase 3* Phase D RPAP Total )
Al by ' — .
v 777 78-81 Total® 74-77 78-81 Total’ 74-77 78-81 Total’| 74-77 Total|74-77 78-81 Totar?* <4
o grads grads grads grads grads grads vads grads grads
(N=32) (N»13) (N=55) (N=69) (N=42) (N=134) (N=178) (Ns57) (N=214) (N=279) (N= 8) (N=95) (N=66) (N=223) (N=387)
b 3 ] ] 3 3 ]
MINNesSOta. crcoersssecccocccocens 69 54 64 6 57 74 70 56 72 68 38 62 59 7 66
Another U.S. stage.
Please specify ,..ccoccececene 6 23 11 13 24 11 14 23 10 13 0 81 21 11 17
An area outside &he u.s.
Please specify®..cccccieencaes 0 0 2 i 0 0 1 0 1 1 0 1 0 of 1
DON't KNOW.ecosscoocsrscscessnne 25 23 24 23 14 15 15 18 18 18 1] 7 15 17 15
NO ANSWET ccccerssccscccasraress [} 0 0 0 5 0 H 4 0 1 13 1 5 o° 1

Note. See general mote for Table 1l. The sesponses in this table were to the item, "Indicate the geographic area in which you

hope to practice in 5-10 years.”

"b'c'dSee footnotes a, b, ¢, and d for Table 1l. ‘ﬁ"
®Less than 18, but greater than, or equal to, N=l. g

4

fm“ the respondents who specified another state, the most frequent states were Wisconsin (4% of total group of 387 ), Montans (2%), -
Michigan {1%), and Washington (1%). A total of 17 different states wers specified. Among respondents checking "another U.S. state," 19 b
’(&: of t?:% group) actually specified a U.S. region, with the most popular regions being ths Rocky Mountain States (1%) and the Upper =
west (1%). 2

x

]

Qs

SSpecified ureas outside the U.S. were Africa, Asia, and Australia-New Zealand (1 respondent each}.

CG
(W

ERIC

Aruitoxt provided by Eic:
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Table 14
nce of AHEC - Sponsored Rotation in Choice of Practice Location:

Importa
Ratings of Former Medical Students and Resident Physicians
Medical students - Resident Total, medical students
physicians and residents
a
Rating Phase B Phase D . RPAP . Total = bycud
74-77 78-31 Total®’ 74-77 78-81 Total  74-77 78-81 Total Total 74-77 78-81 Total
grads grads grads grads grade grads grads prads
(N#32) (Ne9) (N=41) (Ne51) (N=29) (N+129) (N=154 (=40 (N189) (N-237) (Hr77) | (Ne79 (N=249) (n=449
L L S ) % 13 ) ) $ 3 13 ) L 1)
Very important 13 11 32 29 41 64 60 33 50 47 22 28 45 36
Somewhat important 16 78 51 55 35 29 29 43 31 33 34 44 34 36
e
Slightly important 34 0 10 3 21 5 L} 20 10 11 17 17 11 13
Not at all important 31 0 5 4 3 2 - 3 3 .3 7 23 10 ] 13
Don’t know how important 0 0 ] 0 0 0 0 0 0 [ 1 0. 1 1
No answer 6 11 2 4 0 0 [} 3 2 2 3 1 1 1

Note. To simplify interpretation of rotation ratings, all entries in this table--except for those in the last 3 columns
--represent responses of medical students or residents who completed just 1 AHEC-sponsored rotation. See footnote £, Only
questionnaire respondents--that is, persons who returned a questionnaire st least partially completed--are represented

in this table.
This table is based on the question, "How important was this rotation in helping you decide what would te an ideal type
of practice location for you?"

2711 but 2 members of the Phase B group aro in a 1981-82 graduation class group. The 2 exceptions were Phase B participants in the SANAZMECO

zeceptorship- Program in 1972-73.
brotel includes University of Minnesota (U of M) medicsl students (or rotation ratings made by these students) whose
not known.
STotal includes ratings of rotations taken by resident physicisns whose year of graduation was not known (many did not gradvate in undergraduute
wedicinie from the U of M, but came to Minnesota from othsr schools).

drotal includes Tatings of rotations taken by 23 former medical students an

fN's in these last 3 colwmns reprssent the nusber of ratings made by 211 reaspondents to all rotations. For example, if a responde:: had two
AHEC-supported rotations, and rated both rotations using the above question, then both ratings are included here. Hence, in the last 3 columns--and
only in those columns--58 respondents are counted twice (a maximum of 2 rotations could be rated).

year of graduation was

d residents participating in AHEC-supported interdisciplinary prograns.

o 8% :
ERIC

Aruitoxt provided by Eic:

o
Qo

SS

[

d0-AXTTOd SATIBHNTEAZ,




Evéluéii&e Follow-up
' 56
(i.e., Phase B Preceptorships) or later (i.e., during residency training).
Perhaps Phase D is a crucial formative period for career decisions of
medical students; e.g., concerning the type of practice location they
would most prefer.

While self-reported ratings suggest that AHEC experiences are
important in practice location decisions, some might argue that other
factors are more important.

Type of hometown is one factor that might influence decisions
concerning practice location. Perhaps physicians simply seek a
practice location that represents the same type of community as their
hometown.

Table 15 suggests that type of hometown is an important deter-
minant of intended practice location--30% of respondents intend to
practice in the same type of ccmmunity as that in which they spent the
greatest number of years before entering medical school. But type of
hometown is not the only determinant of chosen type of ideal practice
location-particularly for those 50% of respondents raised in urban
settings (outer and inner suburbs, and cities within SMSAs). wyile 75%
of those raised in rural, non-metro communities selected rural
communities as their preferred type of practice location, only about 40%
of those raised in urban areas preferred urban areas as practice locations.

In short, 55%-75% of the respondents representing each hometown
type preferred rural areas as ideal practice locations. The most popular
single type 6f jdeal practice location, chosen by 40% of respondents,
was also the most rural alternative offéred, a 'mon-metro area community

-

50 or more miles from a metro area."

83




Table 15

Ideal Type of Practice Location in $-10 Years
for Former Medical Students and Residents from Different Types of Hometown

Home tOWN

Type of hometown

prr—

Total ~4eay

Non-metro  Non-metro "Quter" "Inner" Main cqt 1
Ideal type of practice location comiumity community suburt  suburb  portion’ g? 7.
50 or more within metro BREa "
mi. from 50 mi. of metro aves
metro area metro area
(N =102) (N = 88) (N=33 (N=36 (M=1 Y, (N = 378) . 19
% % 3 s A - 35157 L 7
Mz2in city portion.of 2 h
metropolitan (metro area)...... 8 13 18 14 15 - 13 12
"Inner” suburb, just outside the
main city portion of metro
3 T P TR R R weeaasaes 4 2 3 8 9 " 5 S
"Outer" suburb, .which may be a
town, small city, or-even a
rural area at the outskirts
of a metro ared.........c.... . 8 9 12 22 14 12 12
14
Non-metro area community within
50 mi. of a metro area......... 20 34 15 25 24 25 5
24 25
Non-metro area community
50 or more mi. from a
MELTO BI€Aeccccroccnonces Ceeanas 55 40 46 28 31 21 40 a0
Other. Please specify:........... 2 0 3 0 3 3 2 2
Don't Know.....ece. ceesceseecaacs 4 2 3 3 5 5 4 4

Note. Entries i; this iable
for whom hometown information was available,
which you hope to practice in 5-10 years."

former participants hometown information was .obtained from the questionnaire item, "Before you i
what town or city djd you. live in for the greatest number of years?" For remaining Par“c“’a“t,‘%;c'}p%%?%"{“h AL NATQata were

obtained from.U.of M;Medical Scheol graduation lists.

The dependence ‘between type of hometown and ideal type of practice location (“other" and "don't Knowi Ga%6EQXieSccgories
significance: Chi square =29.0, df = 16, p =_a.m .R‘: a2
: Py s

omitted) met conventional levels of statistical

are based on 376 former medical students and residents participatin in AH XORAIRASnTopra ns
and who also answered the question, "Indicate the § >§&¥§g*’“g}‘5g o keCopros
Such inforsation was missing for 18 former partic¥ﬂ§€§§131£§§§§95t for most

ed 'm
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An open-ended item on the survey questionnaire invited respondents
to "use the space below for any comments you may wish to make concerning
the quality of this rotation, or its influence on your choice of specialty
or practice location." A number of respondents volunteered written com-
ments suggesting the AHEC-sponsored rotations had influenced their choice
of a future practice location. Content analysis of these written com-
ments resulted in cgggg%;ies including the following: rotation provided
practical knowledge of rural medicine or rural life (written by 5% of
respondents); intend to practice in the same or §f§i1ar location or
practice situation, or with the same physician (4%); enjoyed rotation
or location (4%); and influenced or clarified choice of a practice
location (2%). In some/cases (2% of volunteered comments), the AHEC
rotation influenced choice of practice location away from a rural area.

In short, while demographic characteristics--such as hometown-- ~
were related to respondents' choice of an ideal practice location,
participation in an AHEC-supported clinical rotation (usually in a rural
or outstate area)‘seems to have made an important, independent contribu-
tion to respondents' choice of an ideal practice location.

As discussed earlier, the AHEC objective of improved geographic
distribution of health professionals may well be met among these 376 for-
mer AHEC-involved medical students and residents responding to the
survey. Nearly two-thirds (65%) hope to practice in a rural community
in 5-10 years, after completing their training and any required medical

service obligations.
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2. What Was the Minnésota AHEC Project's Contribution -

to Improved Supplies of Primary Care Physicians?

The main health professional supply and distribution goal of the
national AHEC effort and of thé Minnesota AHEC Project is to improve the
numbers and dispersion of primary care health professionals. The term
"primary care," used here and elsewhere in this report, refers to the
patient's initial medical service in the health care delivery system, and
those medical services that are performed on an ongoing basis by those

health professionals who maintain primary responsibility for the patient's

general health. Primary care health profeésionals perform a wide range of

health care services, but may refer their patients for specialized health
care services to other health care professionals or specialists.

Primary care health profeésionals include physicians in the
specialties of family practice, general internal medicine, general
pediatrics, and oﬁstetrics and gynecology; physician's assistants; and
nurse practitioners. These categories of primary health care professionals
are those listed in the interim-final regulations for AHEC programs (U.S.

Public Health Service, Bureau of Health Manpower, 1978b) and in recent

" requests for Minnesota AHEC proposals (RFPs), sent by the Health Resources

Administration (e.g., HRA 232-DM-0004 (0), June 25, 1979).

Current Specialty Choice of Former AHEC-Involved Medical Students

and Residunt Phvsicians

Three-fourths or more of nearly every follow-up group of former

AHEC-involved medical students have indicated--either via the AHEC survey

33
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or via records of medical associations~-their decision to practice a
primary care specialty. Half or more of every follow-up -group have
chosen the specialty of family or general practice (see Table 16).

For the entire group of 488 former AHEC-involved medical students
and residents, 81% have chosen a primary care specialty. Specifically,
58% have chosen family or general practice; 17%, internal medicine; 5%,
pediatrics; and 1%, obstetrics and gynecology.

About one-fifth (22%) of the Phase B (second year) medical
student follow-up groups were still undecided about specialty choice as of
mid-1980,

No other specialties were chosen by more than 2-3% (10 to 15 persons)

.in the total group of 488. Such specialties chosen by a small minority

of former AHEC participants included general surgery (chosen by 3%),

psychiatry or child psychiatry (2%), medical specialties (2%), and surgical

‘'specialties (2%).

Comparing Current-Specialty Choice of AHEC-Involved vs.

Non-AHEC U of M Medical School Graduates

In order to determine whether AHEC-involved U of M Medical School
students differed from their non-AHEC peers in choice of a specialty, a
comparison group or "control group" of 200 non-AHEC medical students was
studied. This non-AHEC group constituted a stratified random sample of
1976-79 Medical School graduates who did not participate in AHEC programs.

From each Medical School class--for the four years, 1976-79--a
sample of 50 students was chosen so as to fairly represent the entire

group of 200-230 non-AHEC students within that class. For each class,

both the non-AHEC sample and the entire non-AHEC class membership had the




TE - . Current Specialty Choice B
of Former Medical Students and Resident Physicians
Participating in AHEC Programs . .
. Medical students Resident Total, medical students
. s - physicians and residents
Phase 3* Phase D RPAP Total i -
Specialty cholee 7477 78-81 Total® 74-77 78-81 Total’ 74-77 78-81 Total® {74-77 Total® 74-77 7a-81 Tota1™*d
grads grads grads grads grads gqrads « grads grads grads
{(N*36) (Ne15) (Nebd) (N=80) (N=70) (H=147) (N=226) (N+87) (Nw240) (N=342)| (N=11) (N=122)(N=103)(N~253) (N=488)
3 3 3 s ] s ] 3 3 ] 3 3 3 3 ]
Family or general practice.......c..ee0 S0 53 64 63 61 64 61 59 63 60 55 S4 56 64 s8
General internel wedicine.cescccconsss 17 20 13 14 16 18 18 17 16 17 27 21 18 15 17
PediatricS.ecescosocrssncsoccscnasonse 0 0 2 1 4 1 2 3 1 2 0 12 4 1 - [
Obstetrics and gynecologY...cececcrsse ¢ 0 3 3 0 1 1 0 2 1 9 3 1 2 1
Ceneral SUTEETY..covevesrasacssasanses s 13 3 5 7 3 4 s 3 4 0 ()} 7 z 3
Psychiatry or child psychiatry.oeeooe. 0 7 0 1 1 3 2 2 2 2 0 1 5 2 2
Medical speciaities (e.g., allergy, - . i i
cardiology, demtololzi gastro-
erol 1mona: seases, .
:::';ooy'wry' 0 0 3 3 0 1 0° 0 1 1 0 5 |o 1 2
Surgical specialties (e.g., 01;3?“1'
mol otola ology, urology
,:c"f"m"’ 3 0 2 1 6 1 3 5 1 2 0 0 4 1 2
Emergency medicine. oooeeesrinsancnces 0 7 0 1 1 0 o° 2 0 1 0 3 2 0 1
PALhOLOEY . eesvevnsenssrnsanesnnsnnssss 3 0 3 3 0 1 0° 0 2 1 0 o |o 2 1
RAQLOLOEY. covserersnsssnsaarsossoncces 0 0 2 1 3 1 1 2 1 1 0 1 2 1 1
Other specialties (e.g., anestheslology,
neurology, preventive medicine,
research).veeeeerooresencossossnsonen 3 0 2 1 0 2 1 1 2 2 9 2 2 2 2
Undecided or
specialty not yet chosen (e.g.,
"flexible” residency, ete.)..ovnaesss 0 0 5 4 0 s 5 0 4 4 0 0 0 & 3
No information on specialty cholce..... 22 0 0 0 0 0 o 0 3 3 0 0 0 3 2
. t completing
Note. Current specialty cholce was obtained directly from respondents’ questionnaire data. For those persons no
a questionnaire, 2 Sarietyyof archival sources were used, including the 1979 directory of the Minnesota Mediral Assoclation, the gg
1979 directory of the American Medical Asscciation, and informetion suintained by University of Minnesota departments and programs. E
' [sd
"b'c’dSee footnotes a, b, ¢, and d for Table 11. g
el.ess than 1%, but greater than, or cqual to, N=1, 2
1 9&
v - e 0%
ERIC 93 =%
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samedistribution (a) of men vs. women (about 80% vs. 20%); (b) of
students choosing family practice vs. other primary care specialties vs.
all other specialties; (c) of hometown xddresses (as of graduation) in the
Twin Cities vs. outstate Minnesota vs. outside Minnesota; (d) of students
selecting residency programs in Minnesota vs. outside Minnesota.
Information needed to stratify the non-AHEC random Sample was obtained
from Medical School graduation lists.

Table ;A7 compares the specialty choices of these non-AHEC
graduates with AHEC-involved graduates from- the same classes.

Surprisingly, the total proportions of AHEC vs. non-AHEC graduates
who have apparently chésen primary care specialties (family or general
practice, interral medicine, pediatrics, and obstetrics and gynecology)
were nearly identical (83% vs. 85%, respectively). The AHEC graduates,
however, were about three times more likely than the non-AHEC graduates
to have chosen family or general practice (62% vs. 23%, respectively).

The non-AHEC graduates were twice as likely as the AHEC graduates to have
chosen internal medicine (38% vs. 18%). About one-fifth (22%) of the
non-AHEC group had chosen pediatrics, compared to only 2% of the AHEC
group.,

Despite the equal proportions of AHEC and non-AHEC graduates who
have chosen one of the primary care specialties--the AHEC group, in
general, is probably more oriented toward primary care. Some of the 60%
of non-AHEC graduates who have chosen internal medicine or pediatrics are
likely practicing, or‘prepariﬁg to practice, a subspecialty within those
two general fields. Choice of family or general practice, however,

represents a clearer commitment to primary care. o
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) " Teble 17

; R Curreat-Specielty Chelce )
of AHEC ond-nen-AEC It of M Medica] Scheol Gradustes.
Clesses of 1976-79 '

- Clesses of 1876,.1977. Tlasess of 1973, 1973
- I l' N > ] - - :, - -
Speclolty chalce AEC perticipents AMEC perticipents
= Non -AHIC] Non-AHEC
. sonple sample
. Phase D RPAP  Yetel .. AMhsse D RPAP  Tetsl
. (N 15) (Ne-70) (Ns 35) (e 97) | (N= S5) (Ne112) (N=167) (W= 99)
. ] 1 Y s A 3 ) 3 1 Y
Pamily er gemers] Procticescorracoesiaarcanacaaonacs 53 Py 0 22 62 e 3 2
fnterne] medicine. veessssassacasasacecenss 20 16 17 32 TS 21 18 .
Podistrics.cocosconrcancnsee sessssaevassnsssaases o 4 4 17 2 1 1 27
Obstetrics snd gynecology.coccoscaces vor ° 0 ° 3 2 2 2
CONOTA] SUTRETY...osercossnssrarsasnrsssssssnoneaces 1§ 7 s ? 4 3 3 3
: Psychietry oF child PIYCRIOtTY. vevreoarssaracensones 7 1 2 s ° 3 2 o
edical speclelties (e.3-, ellergy, covdlelogy. \
dermatelegy, gostreentersiegy, pilmenary
. d1senses, OLC.) oavcasranssaccacasassorasacossores 'y o ° 1 4 1 2 1
! Surgicel specieities (e.5., epthalmelogy, i
. wteloryngelegy, urslogy, OtC.)asacacasascssssrosas ° s 3 2 2 2 2 °
Smergency sedicine,.. ... eessersassssaas 7 1 2 2 ° ° ° °
PALMOISEY cocssssaronrss sasorarecaratsrsssitssenens 0 o ° 2 4 1 2 °
. RodlOlOgy. reersosrasinasrsssatssssrsrsnsssssrenssse 0. 3.2 .3 1.2 1 ' '
’ Other spociaities (e.g., mesthesislogy,
14 ] o 4 2 3 2 o
Undocided or speciaity met yet chesem
(0.8., “f1exible" resldency, otC.)eecceicccraciecs O o ° 0 . 1 2 °
Mo informtion on specisity cholcissoeiceocricsnees g ° ° ° ° ° ° °

Combined classes, 197679
AEC-perticipents
T Non-AHEC
’ sample
Phase U RPAP Tetel
N+ 71) (N=136) . (N=287)  (Ne200)
) ) [ )
61 62 62 23
" 19 13 38
1 2 2 22
1 1 1 2
¢ 4 s S
1 2 2 3
3 ) 1 2
1 3 3 1
1 1 1 1
3 1- 1 1
1 2 2 2
1 2 2 2
4 1 2 0
0 ! o* 1

Nets. 18 this tebls sad releted tables U of M medical studemts perticipsting In twe mejor AHEC-supported programe
(M porticipents) ers coupered with s stratified rendec semple of U of ¥ medics! stulents (the nen-AHEC sswpic) net
perticipating In either of the seme programe. The twe AHEC pregisas were the RPA? Progran and the Msse D Precepe
torship Progrew (fswily practice, medicing, or other primery core retstions oniy). The Medics] Scheel classes
selected vere those of 1976, 1977, 1978, snd 1979, The Non-AMEC secole vas Tandenly “islected (rem st mom-AHEC
students, 83 defined sbove, but stratified se a3 te Tepresent exch cless in terns of . speciaity (resldency) chelce
ss of graduation, howetown locution (Twin Citles ve. eutstate Misnesete vs, owtside Fismesets), ond sex. Sowe”
sesbers of the non-NV | sssple participated im ANEC supperted’preqrons subsequently ss resident physicisus:
siso, some mey heve participuted-In ANEC underpraduate medicl pregrams (e.g., Intevdisciplinary retstions)
other than RPAP or Phase D mdics! retetions. T .

Dats om specisity chelce were gomeralily obta’ned frem differemt soutces for AMEC perticipents vs. “he mencAHEC
‘_'-l arrent self-report date en specisity chelce were avellable fer AHEC perticipents whe complcted 8
W mestiornsire, Since the non NI sompls wes not serveyed, speciaity cheice date for this greep come
E lC | Medical School araduation programt.

[‘ e et 1Y, DUt sreater then, ‘st cqual te, .
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The Importance of an AHEC-Sponsored Preceptorship -or Rotation in

Current Choice of a Specialty

The fact that former AHEC-involved medical students seem more
oriented toward primary care--in particular, toward family practice-~than
their non-AHEC peers does not, of course demonstiate that AHEC-sponsored
experiences infiuenced students to choose family practice or other
primary care specialties, For many students, selection of an AHEC-
sponsored outstate preceptorship might well reflect an already existing
attitude favoring primary care.

Some self-reported survey data, however, suggest that participation

in an AHEC preceptorship or rotation was influential for many former

AHEC-involved medical students and residents in their choice of*a spe~

cialty. Table 18 shows that nearly 60% of AHEC-supported preceptor-
ships and rotations were rated as either 'very important! or "somewhat
important" in helping respondents decide upon a specialty (or subspe-
cialty).

As in deci;ions concerning an ideal practice location, décisions
concerning specialty were apparently more influenced by preceptoxships
and rotations taken during the 1ast‘two years of Medical School (Phase D)
than either earlier Phase B preceptorships $r later residency rotations.
These Phase D experiences seemed particularly important for RPAP students;
60% gave their preceptorships the highest poséible rating (very important)
for influence on specialty choice.;

,Written responses to an open-ended item requesting comments
concerning the quality and ;nfluence of AHEC rotations suggested that
AHEC preceptorshibs and rotations were important in choosing a

specialty. Content analysis of the volunteered comments resulted in

I3




Table 18

Importance of AHEC - Sponsored Rotation in Choice. of a Specialty:
Ratings of Former Medical Students and Resident Physicians

||
|

Medical students Resident | Total, medical students
- physicians. and residents
Phase B* Phase D RPAP Total
% -5 b b:c:d:f
74-77 78-81 Total 74-77 78-81 Total 74-77 78-81 Total Total 74-77 78-81 Total
Rating grads grads grads grads grads grads grads grads
(N=32) (N=9) (N=41) (N=5D (N=29) (N=123) (N=154 (Nw0) (N=189) (N=23) (N=77) | (N«78) (N=249) (N=445)
) ) ) % 1) s ) % % ) % ) 3
Yery important 3 11 37 33 62 59 60 48 47 47 16 38 34
1Somewhat important : 41 33 46 43 17 27 25 20 32 31 14 19 25
Slightly important T 25 22 7 10 14 4 6 18 7 9 9 14 10
Not at all important 22 i1 0 - 2 0 0 0 .3 4 3 20 10 10
. - e
Don't know how important 0 0 0 0 3 0 1 3 0 0 0 1 0
This question doesn't apply
to me because I'd aiready :
decided upon a specialty 6 22 10 12 3 10 8 10 9 9 33 15 18
No answer 3 0 0 0 0 0 0 0 -1 0® 9 1 2

Note. See general note for Table 14. This table is based on the question, "How important was this rotation in
helping you decide upon a specialty (or subspecialty)?" This question was omitted from the questionnaire mailed to 7

— O e iy e et et i Aan S

participants in the AHEC-sponsored Family Practice residency rotations, U of M, Minneapolis, during 1979-80.

a,b,c,d,f

See footnotes a,b,c,d, and £ for Table 14.

®Less than 1% but greater than, or equal to, N=1,
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categories or comment types that included the following: rotation
influenced or clarified specialty, residency, or career choices

(written by 5% of respondents); rotatién influenced specialty choice
toward primary care (2%); rotation confirmed already made choice of
speciaity, location, or practice situation (1%); rotation confirmed
already made choice of a primary care specialty (1%); rotation influenced

specialty choice away from primary care 1%).

Future Practice of Primary Care in Rural and Underserved Areas:

AHEC Participants' Conception of an Ideal Medical Practice

-

Situation for Themselves in 5-10 Years.

e T —

Survey respondents answered a number of questions so as to describe
an ideal practice situation for themselves in 5-10 years, after they had
finished their professional training and any required medical service
obligations. "Idéal practice situation" was defined as "a combination of
professional activities, practice arrangement Oxr work conditions, and
practice location that would be ideal for you."

As discussed earlier, two-thirds (65%) of all former AHEC-involved
medical studen%s and residents responding to the survey (including 55%
of those growing up in urban areas) indicated a rural community as their
ideal choice of practice location.

Also discussed earlier is the fact that 81% of former AHEC-involved
medical students and residents have chosen a primary care specialty. For

58%, this specialty was family practice.

e

Respondents were also asked to write additional information

concerning their ideal future professional activities in 5-10 years.

102
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In continuing to describe their professional activities, given an ideal
practice situation--6% of respondents said they'd practice a subspecialty,
in addition to théir main specialty. Also, the following activities or
practice emphases were each volunteered py 3% of respondents: teaching,
patient care, emphasis on more severe problems or trauma, and practice
in a rural area.
Responses to other, closed-ended items provided more uniform data
from respondents concerning their concept of an ideal practice situation.

Time spent in various activities. In an ideal practice situation

for themselves in 5-10 years, respondents, on the average, indicated they'd
spend about 80% of their time in care or services to patients; 13%, in
leaching; 3%, in research; 4%, in administration of a clinic, hospital,

»
or other health care facility; and 2% in other activities (see Table 19).

Preferred type of practice arrangement. Table 20 shows that

nearly all respondents, if able to select an ideal practice situation
for themselves in 5-10 years, would avoid a solo practice arrangement.

A single-specialtf group and multi-specialty group were the most popular
types of practice arrangement (preferred by 36% and 31% of respondents,
respectively). A partnership was the preferred arrangement for 22%.

Important features of an ideal practice situation. Respondents

were asked to rate the importance of each of 15 features that might, or
might not, be important to their choice of an ideal practice situation
for themselves in 5-10 years, if they had complete freedom to choose.

The following nine features were rated as either 'very important"

or "somewhat important" by at least 80% of all respondents: ''availability

¥
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Estimates

Table 19

Time Spent in Various Activities
in sn Ideal Practice Situation in 5-10 Years:

GF Former AHEC-Involved Medical Students and Residents

Medical students

Total, medical students

Please specify:®

Activity
. A - d residents
" e Resident an =
| s;:u::ii:.;:rp;;ﬁfi:;nt Phase-3* >~ 'Phase D RPAP Total physicians
‘ percentage of your time 74-77 78-81 Total® 74-77 78-81 Total® 74-77 78-81 Tota1® Total® 74-77 78-81 -rot.lb'c'd
- -would.you spend in each grads grads grads grads grads grads grads grads
| of the following activities?" (N=32) (N=13) (Ne55) (N=69) (N=42) (N=134) (N=178) (N=57)--(N=214)- (N=279)  -(N=93)  -(N=65) (N=222)" (N=384Y
M sDM S NSDMS HSDHM DM SDMSDM SOMSD M 0 MSOMSD XS
% 1in care or services % W m 171 & 18 79 79 78 78 78 18 78
to patients 11 16 18 17 12 13 13 13 14 14 16 15 15 15
$ in teaching 12 16 11 11 11 13 13 .. 13 12 12 13 13 12 13
6 11 10 11 8 11 10 8 10 10 10 9 11 10
| 3 in research 3 5 4 4 2 3 2 3 3 3 4 3 - 03 3
| 5 7 9 9 4 5 5 5 6 6 8 6 7 8
| - i
% in administration of a 4 4 6 5 4 4 4 4 5 4 3 4 5 4
clinic, hospital, or other
| health care facility 6 5 8 8 3 6 6 5 7 7 5 6 7 6
} $ in other activities. 2 1 3 2 3 2 2 2 2 2 1 2 2 2
6 2 7 7 7 4 5 6 5 6 4 6 6 5

Note.
table.

| In-response to the item specified above,
; included, "'your percents should total 100." Responden
| See general note for Table ll.

Entries in this table are arithemtic means or averages (M'

| .
\ 10 §a:0,Cade o g ootnotes 8, b, c, and d for Table 11.

ERIC

IToxt Provided by ERI

®0ther activities mentioned by 3 or more respondents were:
related to commmity heslth care ox professionai associations (6);

and teaching (3).

respondents wrote a percentage of time that wo
ts whose percentages totaled less than 85%,

uld be spent in each activity.
or greater than 115%, have been exclude

-
T

Item instructions,
d from this

s) or standard‘deviations (SD's) of the percentage estimates made by each subgroup.

studying, trai;ning, continuing education (N=27); political or social organizing
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Table 20

Ideal Type.of Practice Arrangement in 5-10 Years;
as Specified by Former AHEC-Involved Medical Students and Residents

Medical students

Total, medical students

and residents

s Resident
Phase B Phase D RPAP Total physicisns be.d
Type of 74~77 78-81 Total® 74-77 78-81 Total® 74-77 78-81 Tota1® Total 74-77 78-81 Total '’
practice grads grads grads grads grads grads grads grads
arrangement (N=32) (N=13) (N=55) (N=69) (N=42) (N=134) (N=178) (N=57) (N=214) (N=279) (N=93) (N=65) (N=222) (N=384)
. - 3 3 3 % ) 3 3 3 3 3 3 3 3 )
5010 PTECtACE.ceerererenacnsnannees 0 0 2 1 2 0 1 2 0® 1 3 2 . 1 1
Partnership..cccceivnnecnscccasnees 13 23 26 26 14 22 20 16 22 20 27 15 22 22
Single specialty group.....cco0eees 41 31 33 32 43 36 38 - ’ 44 36 37 31 46 . 37 36
Multi-specialty group.......cceeees 38 31 29 29 24 36 34 26 34 33 28 26 32 31
Other. Plesse specifyf............ 6 8 5 6 5 4 4 s 4 s -1 5 5 7
DOn't KNOW...oeeeeseessessoscassces 3 ] 6 6 7 3 4 7 3 4 0 6 3 3

e

Note. See general note for Table 11. Entries in this table are based on responses to.the item
arrangement you would most prefer...{check one)."

8,b,C,d54¢ footnoes s, b, c, and d for Table 11.

€less than 1%, but greater than, or equal to, N=l.

fother types of practice arrangements mentioned by 3 or more people were:
organization (5); and a medical school or health sciences center (5).

» ""Indicate the type of practice

-
rl

some other form of group or association (N=10); a health maintenance
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-

of good hospitals and other clinical support facilities and services" (so
rated by 98% of respondents); "opportunity to enjoy the particiular urban,
or suburban, or rural life style I prefer" (97%); "opportunity to. share
call with other physicians--so I can have adequate time for meetings,
recreation, and vacations" (96%); "opportunity to consult with other
physicians® (96%); "opportunities for continuing ézdical education" (94%);
"opportunity to practice the full range of skills and knowledge in my
specialty"” (93%); "opportunity to care for the same patients over an
éxtended period of time' (89%); "opportunitieéﬁior my ‘spouse to- pursue
employment, education or other interests" (87%); and "opportunity to provide
and supervise a comprehensive range of heaith care services for the same
‘patients" (81%). S

The other features rated, along with each group's rating of all
features, are shown in Table 21.

Financial incentives (income potential, availability of loans),
while important to respondents, were not rated ''very" or "somewhat"
important in choice of an ideal practice situation nearly as frequently

as many of the professional climate and lifestyle features already

discussed (see Table 21).

Other professional goals: Work with underserved patients, work in

health maintenance organizations. While opportunities to practice high

quality primary care in rural areas are important to many respondents,
opportunities to work with medically underserved patients or to work in
health maintenance organizations were not generally regarded as important
to choice of an ideal practice situation or location. Opportunities to

work with medically underserved- patients lacking access to health care

were rated as very important or somewhat important to choice of an ideal
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Table 23 »
Important Festures of en Ideal Practice Situation
ss Reported by Former Medical Students and Resident Physicians
Participating in AHEC Programs
Medical siudents . Resident Total, medical studemts”
physiciang and residents -
Feature Mase 3* Phase D AP Total ) ) -
b —5 b c ,¢,4
74-77 78-81 Total 74-77 78-81 Total 74-77 78-81 Total [74-77 Total |74-77 783-81 Total N
grads grads grads grads grads grads ads grads grads
(N#32) (NeIZ) (NeSS) (No69) (Ned2) (N=134) (Ne178) (N=57) (Nw214) (N2279) [(N= 8) (Me9S) |(Ne66) (Ne223) (Ne387)
) ] ] $ L I s A ] ] ) ] s s ]
Opportunity to care far the same patisnts ]
ovar an extanded period of time . ... ciheiiiieee 91 69 87 u 79 93 90 75 92 9 | 75 93 76 92 &
Opportunity to provide and supervise &
comprehsniive range of heslth care
services for the same pstionts.....c.ovicesereces 81 62 82 78 [} 81 [} 75 81 80 5 83 74 82 L1
Opportunity to «njoy the particular urban, or . )
suburban, or rurs! Jife style I prefsr........... 94 92 95 o4 100 99 99 98 98 98 75 95 96 98- Y]
* Opportunity to work with & medically underserved
group-of-pstisnts-who have lacked access to )
edequate health CBY€...coccrcerccrccrerrsccrccecs 63 9 4“4 44 43 42 42 44 44 45 | 13 35 39 44 41 :
Opportimity to practice the full rangs of
skills and knowledge in my specialty.c.cecccences 100 100 86 1] 93 94 9 as I a3 88 02 o4 92 o
Opportunities for ny spouse to pursus ampleypent, «
cducation, or other Intarests......ccccececccecee 97 85 0 80 91 86 87 1) 26 86 1) 90 88 86 87
Npportunity td earn sn iacome st least equal
to the average for other physicians with
experience and training sisilar to mine......coco g9 54 47 45 62 57 58 61 55 56 75 61 64 €5 57
Opportunity to live nsar relstivas or long-tine 7
FrieNdS.cceceeracressoorsscassrersosennssccrsoass §F 69 53 55 71 50 55 70 51 55 50 58 67 51 §5.
Opportunity to purchass or. Join sn alraady ) .
established and desirabla practice.....cccrevevve 66 54 31 36 60 55 56 56 3 52 63 44 [3) 50 50
-Availability of loans or other financial
_assistance needed to start or purchase &
PTACLICE. corerroneroorsosaatarasscrescccacetennes gg 0 31 25 14 33 29 11 35 30 25 18 12 3$ 27
Opportunity to work, during at least part
+& my practice time, in s prepaid, health
maintensnce organization..ccccicericiciceconieies g 0 6 4 7 s s s s 7 0 10 s s s
Opportunity to share call with other physicisns-- . -
A so I can have sdequate time for mestings, racres-
tion, and vacAtiONS..cccrcarececriruroricaccnrare gy 92 9 9 98 98 o7 97 97 97 P 97 96 9 %
Availability of good hospitals and other clinical
support facilities and services...ccocveerioirccee gy 92 98 97 100 99 99 s 98 98 ° a8 97 97 98 98
Opportunity to consult with other physiclans..... 100 oo g8 g7 95 95 9 95 9% 9 | & 96| 9% %6 96
Opportunities for continuing medicel education... ,q, 7 a5 G 93 9 ™ 90 9 94 s s 89 as 94
Othar feature(s)®cereeirereeineneaciiiiiieines ¢ s 4 4 17 s 7 1¢ S ™ 0 6 14 s 7
Plaase specify these othsr features:
Note. Pntries in this table are percentages of each group who checked each feature as being either '"very isportant” or .
“somewhat important” to their choice of an idesl practice situstion in 5-10 yesrs, “sfter you have finished your training and
your medical ssrvice obligations” and "“if you have complete freedom to choose." Other response altarnatives for each faature
were "slightly important,” "not at all important,” snd "don't know how important."
The N's for esch group, upon which column percentages sre based, represent the totel number of respondents; that is the number
who returned a questionnaire at least partislly cowpleted. Thesa N's wers thus not adjusted for respondents who failed to complete
individusl questiomairs itews. - s
8:5:Cudgy, footnotes a,b,c,d for Table 1.
¢
Othar festures of an idcal practice situstion written in here include professional and clinical support from collesgues and
hespitals: opportunities for subspecislty work. resesrch, teaching, fumily tife: etc. -
Q .
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bractice situation by 42% of respondents. Only 7% of respondents rated,
as very or somewhat important to choice of an ideal practice situation,
the oppovtunity to work at least part-time in a prepaid health maintenance
organization.

The Phase B medical students were the follow-up group with fthe
highest proportion (63%) rating as very or somewhat important to choice
of an ideal practice situation, the oppertunity to work with medically
underserved patients (see Table 22). The Phase B group wa; also generally
the youngest group. Only two members had 'graduated from medical school;
most were third year (Phase D) students at the time of the survey. Hope-

fully, the professional objective of work with underserved patients will

‘continue to be important for the majority of this new generation of physicians.

Impact of the Minnesota AHEC Project on the Supplies of

Primary Care Heaith Professionals

Projecting'the approximate one-third proportion of physicians in
the present follow-up sample of 1,499 to the total eventual group of 2,200
participants by rall, 1981--the Minnesota AHEC Project will have provided
during the entire period 1972-81 outstate rotations and preceptorships
for over 700 physicians in training.

Since Table 13 indicates that about two-thirgs of AHEC-invulved
medical students and residents hope to practice in Minnesota, and since
Table 16 suggests 81% intend to practice a primary care specialty--then
the Minnesota AHEC Project will eventually have made a substantial
contribution to the professional education of an estimated 400 or so

Minnesota primary-care physicians.,




Table 22

The Importance of Work With Medically Underserved Patients
as a Feature of an Ideal Practice Situation

Medical students ’ Resident Total, medical students )

n _physicians and residents
Phase B Phase D RPAP Total
. ) -t = . — -
Rating 7477 78-81 Total® 74-77 78-81 Total’ 74-77 78-81 Total® {74-77 Tota1®|74-77 78-81 Tota1®’*4
grads grads grads grads grads grads grads grads grads
(N=32) (N=13) (Ne55) (N=69) (N=42) (N=134) (N=178) (N=57) (N=214) (N=279)(N= 8) (N=05)|(N=66) (N=223) (N=387)

$ $ s L] s $ $ s .8 s % s $ $ $
Very important 13 8 18 16 5 7 6 S 10 9 0 3 5 10 8
Somewhat important 50 31 26 28 38 35 36 39 34 36 13 32 | 35 34 34
Slightly important 22 31 38 36 31 40 38 30 38 36 13 41 | 29 39 38
Not at all important 9 31 13 16 24 13 15 25 13 15 50 19 | 27 - 13 16
pon’t know how important 6 0 4 3 2 5 5 2 5 5 13 3 3 5 4
No answer 0 0 2 1 0 0 0 0 1 0° 13 2 2 0° 1

Note. Former medical students and residents participating in AHEC programs were asked to rate the importance of a number of
feati-es to their choice of an ideal practice situation or location in 5-10 years--after they have finished.their training and
medical service obligations, and if they have complete freedom to choose. (See also Table 21.) The ratings in this table were
for a feature described as, "Opportunity to work with a medically underserved group of patients who have lacked access to
adequate health care." The group N's, upon which colummn percentages are based, represent respondents; that is, persons who

returned a questionnaire at least partially completed.

"b'c'dSee footnotes a,b,c, and d for Table 11.

®1ess than 1%, but greater than, or equal to, N=1.
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Participation in AHEC programs has apparently been influential
‘n the decisions of many medical students and residents to prictice primary
care in rural or outstate underserved areas--if not specifically with
underserved patients.

The Minnesota AHEC Project has probably influenced the careers
of former AHEC participants, representing many other professional fields
besides medicine, who now live and work in rural and outstate areas of
Minnesota (see Figure 2 and Table 5). With these other groups, however,
one does not have survey self-reports that allow these former participants
to rate the influence of AHEC experiences on career decisions.

As discussed in the Introduction to tnis report, the Minnesota AHEC
froject, while substantially funded (over 5.8 million during the entire
period 1972-81), still represented only a small portion of health pro-
fessional training in Minnesota. Yet this Project provided significant
rural and outstate training experiences that probably led to improved
supplies of primary care health professionals in rural and outstate areas.

When their training is complete, AHEC-involved former medical students

and residents will probably represent nearly 9% of Minnesota's physicians.,
AHEC-trained dentists will probably'eventually represent about g%;gji

Minnesota's dentists; and AHEC-trained registered nurses, about 1%% of

Minnesota's supply of these professionals. (See Introduction also.)
+
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3. What Was the Minnesota AHEC Project's Contribution

to Decentralization of Health Professional Training in Minnesota?

The Minnesota AHEC Project has made substantial contributions to
the decentralization of health professional training in Minnesota--
largely, by providing off-campus preceptorships, clinical rotations, and
courses for health professional students; but élso by developing and
sending independent study materials to outstate locations, and by making
Minneapolis-based, library-extension reference services available to
students training outstate.

Another contribution of the AHEC Project has been the encouraging

and planning of improved U of M Health Sciences outreach activities.3

SPartly in response to evaluation reports (e.g., Feldman et al.) and

also to prepare for the possibility that one or more regional AHECS
would have to be developed in outstate areas, in addition to the central
U of M AHEC--the Minnesota AHEC Advisory Board developed a written report
and plan for improved coordination of U of M Health Sciences educational
and service outreach acitivities (Minnesota Area Health Education Center
Advisory Board, Ad Hoc Task-Force on Outreach, 1979). This report recom-
mended a Health Sciences Outreach Office, headed by an Assistant Vice
President who would report -directly to the Vice President for Health
Sciences. The proposed-organizational structure and relationships of this
Office, and. the proposed functions of this Office, were designed to pro-
vide greatér incentives and authority for more intensive,well coordinated
Health Sciences outreach activities.

In response to the initiatives of both the AHEC Advisory Board
and other Health Sciences planning groups, the position of Assistant
Vice President for Health Sciences Outreach was created in 1980. Under
the new Health Sciences organizational structure that now includes the
Outreach Office, it would be much easier now than i» 1979 for a project
like AHEC to obtain, from various schools and departments, the cooperation
and commitments needed to establish regional educational centers for
health professional students and practitioners.

- ~
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Decentralization of Training Through Off-Campus Preceptorships,

Clinical Rotations, and Courses

When the Minnesota AHEC Project ends in October, 1981, it will
have provided or supported, since its inception in 1972, a total of about
2,400 different health professional training experiences for about 2,200
different students and resident physicians, in about 10 different pro-
fessional fields.

Figure 1 summarizes the proportions of the 1,580 training experiences
(those taking place during the period, and for the AHEC programs, under
study--namely, 1972-80) that took place in each Minnesota county and
Health Service Area (HSA).

Table 23 provides a breakdown of the locatioms of these training
experiences for each of the 15 separate follow-up groups.

Table 24 shows the type of (nearly always, Minnesota) community
in which these 1,580 different training experiences took place.

About -half of the AHEC-supported training experiences took place
in rural, non-metropolitan are;s. About one-fifth of these experiences
took place in tﬁ; most rural Minnesata communities, at least 50 miles
from a Standard Metropolitan Statistical Area (SMSA) (see Table 24).

That half of AHEC experiences taking place in urban areas largely
took place in the main city portions of Minnesota SMSAs; namely, in the
cities of Minneapolis (about 20%), St. Paul (4%), Duluth (about 10%),

Rochester (6%), and Moorhead (4%). Only 3% of AHEC training took

place in suburbs.

"
}ﬁ"
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Table 23

Lecations at Whick Fellow-up Greups
Recelved AHEC-3ponsored Trainiag

- E;dn. i
- Ce
Dental pik: fields,
Medical students snd resideats #studeats Mursing studeats {° kook inter-
- Wis. preg. .
Lecation of Medics] students Total, Toek Took Pharm. Diet. Occ. Phy. (Teek Totsl, all
p 9 Took noR= tdts. stdts.ther, ther, jeut- ANRC tra.
AHEC trafaiag Phase Phese RPAP  Total les. outg. yural Totel | UefM Uefi -Totsl stdts.atdtsjstate Total jexperiences
8 D res. ret. cses. €303, (e35) 0 QieS2) Qt4) @15)&?.(5.)@'“" e1,58)
45) (e 98) (»248) (e 391) (Ne143 )eSS56)] e 4S) ©72) | (Ne127) (He227) (W=3 0121 2 »
@.\ Q; ¢ ) &\ Q-\ t\ E\ F'\ ) @\ ) ) L] L) L) L) ) [}
Ninnesota, totsl,...., 106 388 90 91 -100 $3 } 100 100 | 100 ” ” xop ” ” 100 [ 98 ... 96 14
HSA 1: Agassi: 4 4 4 $ 4 14 [3 12 ) 1 1 2 2 4
Seltrani 2 1, 1 1, 2 1 2 1 2 2 1
Pelk,.... 1 0 0 4 3 9 ¢ 1 2
HSA 2: W. Lake Superier 87 19 12 22 23 22 24 18 18 12 ) 21 9 19| 28 18 15
CorltoR.ccecesvansns 2 2 1 2 1 1 2 1 2 1
Itasce.. 2 2 2 1 2 2 1 1
St. Leulf?..iconeers 76 14 s 18 20 16 13 s 18 11 s 21 9 17128 18 12
HSA 3: Nin-Dak s s 3 103 “ 2 | s 1 12 ?
[ 1 P 3 1 1 1 “ 1 1 ‘4
OLter Tafl. 1 4 3 2 o o' | o 2 s 2
HSA 4: Ceatral Mian. 13 29 1? l’. 13 l’. 24 18 4“ 23 32 18 34 73 36140 30 24
Baxten N 1 [} [] 2 1 4 2 2 2 4 1
Coss.ouenn 2 1 2 2 s 3 1 1 1
Crov ¥Wiag 4 1 2 2 1 1 1 2 ? 1
Ises-i,, 2 12 2 s 1 [ 2 1 4y 2 1 9 171] 3 29 [3
Nerrisen 2 b} 1 2 1 1 .0 1 2 4 1
Steerns, 6 3 3 1 3 2 1 45 11 23, 3 4 [ }} 4 1 1 10
Wadeno,, e 2 1 1 2 1 ‘ s o o 1
LELY LI By 2 1 1 1 1 1 ? 1
HSA-S: Notrepelitan 10 ? ? 49 19 ? 42 H 4 4 49 L 11] 22 42 29
2 4 s 2 4 1 1
1 ] 2 - 2 2 4 1 1 1
2 3 ? 4 38 s 4 4 28 7 7121 41 21
33 [ ] 13 4
Kashingtonsoooueosss 4 < 2 1 ? 4 -1
H3A 6 Sauthwestera « 10 32 23 4 13 24 18 k4 7 s 3 2 1 14
Slue Earth 2 1 1 7 4 1
Srewn.. 2 2 2 1 2 ? 1
Chippew 4 2 3 3 2 1 1 1
Faribeult. 2 1 2 2 4 3 1,
Kendiyohis. . s s 18 3 2 1 2 1
1
HSA 7: Seuthesstesn 10 10 1 4 1. ? 11 ? 3 20 3 2 2 11 ¢ 4 14
GCoodhuBereos.e seves $ 2 3, 1 2 1
olnsted. 1 0 0 31 20 [ 2 s| ¢ 4 ¢
L 28 11 T P P 3 4 3 2 4 3 1
Minnosota, nevicsal locations R 21 o 1
Nisconsin.coressoessssss 12 1 4 3 1
Hot EROVA..cevoscrosassn 9 [ 4 ] 3 0 2 2 s 4 3
=on

Mete. The total celwm N's, upen which teble entry percentsges are hased, are each the N of different NEC-spensered training experiences in"vhich
noubers of the follew-up greup perticipated, smd for which the geegraphic lscatien of the training experionces 1s knewm. Por 3 types of training
expsrionces -- Phase D Preceptorships, the Mira] Prysiciss Asseciste Program, sad the Fanily Practice Residancy Retstiens at the U of ¥, Mimespelis ~=
counts are for the peried Septevher, 1972 - June, 1950, For a1l ether training experiences, coumts are for the period Seyteaber, 1972 - October, 1979.
Note that mewbers of o follwe-wp greup besring s parciculsy AMEC pregran Reme may have tskes AHEC tralning oxperiontes eutside that pregram. Per sussple,
the "Phase D greup” of fermer medical atvients perticipeted in a total of 98 different AHEC-spensered tralning experionces. Tevle 3
Shovs that the grest mejority of these sxprrimces were Phase D yrecepterships; however, additional retstions taken by seme nesbers of the Phase D growp
1acluded interdisciplinary retotions st a mental health  conter, later reaidency-trainiag retatiems, etc.

Of the tetal greup of 1,499 fermer AHEC fcipants, slightly over % teek mere them ewe AHEC-spenseTed experionce for which lecation was knewn.
A wexisum of twe training loinlm vas utul:ﬁ ;o:.‘nn'ldyﬂt.’

® Only lecstions of 10 or mere ANBC.spensered tralaing experiences are 1isted separately in this tabls, Of ceurse, comta frem all lacations are
reflected in the Health Service Arse (HEA) and stete totals. The fellewing 13 Minmesets counties were net lecstiens for AHEC-spensorsd trelning: in
m _l,. :::::u’,.::::'o!ﬁh Woods, Marahall, Nernen; $a HEA 3, Stevens, Trsverse, Wilkins; ia HSA 4, Sherburne; im HSA 6, Lac Qui Perle, Weseca; ia

s » » Rlee,

»

5:€ Se0 footsates B and € for Table 3.

Beceute the followiag follow-up yroups ell tosk 811 of their trainiag experiences i Hemn gToups &
opin County, these s azve been included ia thes
::; :otlll.,‘ht onitted from seperste listing by colwmn headings: 27 dental students whe tesk an urban rotzflm in the Priventive Dentistry Pmr-;.
‘m"h'\!ll nl:na students, vhe participsted in the Preveative Dentel Hygisme Pregrem; 29 students in seclal werk - oF flelds other then wedicine,
stry, nursing, allied heaith, etc. == who tesk an urbes retation at the Commmity University Health Care Conter in Minnsspelis.

® Less then 18, Wt oquel te, or greatsr them, N = 1,
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Table 24
i Locationsat Which Follow-up Groups Received AMEC-Sponsored Training: )
Type of Community
Stdts. In
soc. work,
*Dental oth, fields)
Medical students and residents stucants Nursing studsnts ::ok inter-
s.prog.
Medical students Total, Took Took Phara. Diet. Occ. Phy. Took rotal, all
4 . ned Took non- stdts, stdts. ther. ther, jout- C trainin
Type of commmity Phase Phase RPAP Total Resd stdts.]rural TotaljUofM UofM Total . stdts, stdts. |state Total fexperiences
3 D resS |{rot. cses, cSes. prog.
Qi=45) (=98) @-248)(1_(_'-391)@143)@-557)@-45) (Ne72) [N=127) (H=227) (M=354)N=128) (Ne51) (Ne4d) (He75) [Ne85) (=114](1=1,580)
s s s s s s % s s s i ] s s s s L3 s s

i;in city portion of a metro-
politan (metro ares).eeses 71 13 4 14 59

27 7 421 51 54 53 51 n 16 25 493 62 | 46

"*Inner" suburb, just outside .
the main ci rtion of
s metro arntr.,.’?.......... 0 0 0 0 0 0 o] o 0 0 2 .0 0 0 o 0 ¢

“Outer'! suburb, which may '
be a towm, smell city,
or eVen a Tursal ares

t the outskirts of ‘ .
:ntxo ml:....?.?..:..... 0 6 2 3 9 4 2 1] o 2 1 ’ 0 2 ’ 1 1 3
Non-metro area clallllmlf ty . .
:::,:ff?:f:.?,,:,:ff?,, 4 53 30 33 4 27 53 33| 46 20 30 34 4 75 40 41 31 27
Non-metro area commmity . .
50 or moxe mi, from a *
BOLTO BT8R, csccsssoscesose 24 28 54 44 27 38 38 ‘24 2 20 14 5 2 5 25 2 2 19
DOR'E KIWM.evossssessacesasss O O 9 6 0 sl o oo 3 2 0 24 2 ) 6 4] s
g
[
. [
- o
Note. The column N's, upon which tadle entry percentagas are based, sre each the N of different AHEC-sponsored iraining e riences in which mesbers s
of the follow-up group perticipated, snd for which tha_geographic location of the Training experience is known. A naxinm oi 7 tralning experiences b
was tabulsted for each participant. This table differs then from tables in which column N's Teprasent people or participants. . . o
1]
o Includes only those resident physicisns who had not-previously participated in sn AHEC-supported undergraduare medical education program (e.g., Phase ~4 %
‘ ' D, RPAP), Former participents in both AHEC-supported undergraduste medical education programs and AHEC-supported graduate medical school education ® g -
1 o programs--such psrticipants wers classified into follow-up groups according to their undergraduste AHEC program experience, )
1
1i3

d3ecsuse the following follow-up groups-sll took all of their training experiences in Hennepin County, these groups hava been included in these row
totals, but omitted from separate listing by column headings: 27 dental students who took an urban rotation in the Preventive Dentistry Program; 185
dental hygiene students, vho ‘participated in the Preventive Dental Hygiene Program; 29 students in social work--or fialds other than medicine,
dentistry, murifiig,.sllied health, etci--who took an urben “rotation at the Commmnity University Health Care Center in Minnespolis.

Q SLess then IS, but equal to, or grester than, Nel.
ERIC '

]

’ CIncludes an sdditiensl 25 former medical studemts-and residents participsting {n AHEC-supported interdisciplinary progranms,
|

|

|

|

|
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If one aéfines decentralized health professional education in
Minnesota as that taking place outside the two major health sciences
training centers in Minnesota-~-Minneapolis-—-St. Paul and Rochester--then
about 60% of the 1,580 AHEC-supported training experiences represented
decentralization to outétate locations. ‘ *

If we omit Hennepin and Ramsey counties from the list of federally
designated Primary Medical Care Shortage Areas (see Table 6), on the
grounds that only the Indian American populations of those counties are
officially underserved, then about 12% of all AHEC training experiences
took place in a county partly or wholly designated (as of 1978) as a

-Shortage Area.

Figure 1 and Table 23 show that“RHEC‘traininé expe;iences weré
very widely distributed throughout Minnesota--and throughout Minnesota
rural areas. Of the 87 Minnesota counties, 27 were locations of 10 or
more different AHEC training experiénces. Only 13 counties were not

locations for AHEC training.

The Minnesota AHEC programs with the largest proportions of
training experiences at rural sites were the Dental Preceptorship
Program, the Rural Physician Associate Program, Phase D Preceptorships,
and Occupational Therapy Rural Rotations. At least 80% of the training
experiences for each of these programs took place in rural areas. Table
23 also suggests that the training experiences for these programs were

also widely dispersed geographically.
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4, What Was the Quality of Health Professional Training

in Programs Funded Under the Minnesota AHEC Project?

Efforts were made to insure that each program included in the

Minnesota AHEC Project provided high quality training and educational

experiences., Funding was contingent on each program's preparing written

training and instructional objectives, along with detailed written plans

for staffing and implementing the programs. The development of each
program was closely monitored, and charfed via quarterly written progress
reports.

Evidence available from the survey of former AHEC-involved medical
.students and residents suggests that AHEC-supported training experiences
were generally of excellent quality. ‘

Former AHEC-involved medical students and resident physicians were

asked to rate up to two AHEC-supported preceptorships or rotations in terms

o o o m——— . ———-— - e e = we w—

of "giving you direct experience with the range of clinical problems in
the specialty area of the rotation" and "helping you develop professional

skills in the specialty area of the rotation."

Expériénce With a Range of Clinical Problems

Table 25 shows that 93% of all 445 preceptorships and rotations
rated (virtually %1l those taken, al.~) by former AHEC-involved medical
students and residents were regarded as "excellent'" or "good" in giving

experience with the range of clinical problems in the specialty. For the

great majority of the rotations, the relevant specialty was family practice
or general internal medicine. Two-thirds (67%) of the rotations alone were

rated excellent. With the exception of Phase B preceptorships (75% were
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‘Table 25
Experience With a Range of Clinical Problems
During AHEC - Sponsored Rotations:
Ratings of Former Medicsl Students and Resident Physicians

I

Hedié:X students

—

Resident | Total, medical s:udents
- _physicians and residents
Rati
ating Phase 3* Phase D RPAP Total ’
7477 78-81 Total’ 74-77 78-81 Total’ 74-77 78-81 Total’ | Total | 74-77. 78-81. Torar®sdrf
grads grads grads grads grads grads gradsf gradsf
(N=32) (N=9) (N=41) (N=51) (N=29) (N=123 (N=154 (N=40) (N=189)(N=237)|  (N=77) | (Nx78) (N249) (x=445)
11 11 11 $ % 11 11 11 $ 3 % ) s %
Excellent 28 78 78 78 69 87 84 68 77 75 57 67 71 67
‘Good 47 22 22 22 24 11 14 28 18 20° 34 29 21 26
Fair 13 0 0 0 7 1 2 5 3 3 5 4 5 5
Poor 13 0 0 0 0- 1 1 0 3 2 1 0 2 2
No answer 0 0 0 0 0 0 0 0 0 0 3 0 0 0°

Note.

See general note for Table 14. This table is based on the question, '"How would you rate

this rotation in terms of giving you direct experience with the range of clinical problems in the
specialty area of the rotation?"

a,b,c,d,fs

ee footnotes a,b,c,d and £ for Table 14.

®Less than 1%, but greater than, or equal to, N=1,

El{fC‘ 121

Aruitoxt provided by Eic:

dn-moTT04 SATIENTRAZ

i8
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“rated as excellent or good), proportions of 91-100% of the rotations taken
by each separate follow-up group were also rated excellent or good--with a
majority typically falling in the excellent range, for both undergraduate

and graduate (residency) rotations.

Development of Professional Skills

Nearly 9 of 10 (87%) preceptorships or rotations taken by former
AHEC-involved medical students or residents were rated excellent or good
in helping develop professional skills in the specialty area of the
rotation (see Table 26). Over half (55%) of the rotations were rated
excellent in this area of helping develop primary care skills. Half or
more of the rotations of nearly every follow-up group--fepresenting both
undergraduate and graduate rotations, and rotations of both earlier (1974~
77) and later -(1978-81) U of M Medical School graduates--were rated
excellent. The exceptions were Phase B preceptorships (usually in family
practice or pediatrics, in the Duluth area); 19% of these were rated

excellent.

Written Comments Concerning the Quality of AHEC-Supported

Preceptorships and Rotations

——— o e = O—

Former AHEC-involved medical students and residents were invited to
write comments concerniné the quality (and influence) of up to two
different AHEC-supported rotations. Content analysis resulted in the
following categories or types of comments concerning rotation quality.
Nearly 1 in 10 (9%) of the 387 respondents described their rotation(s)
as an opportunity for difect patient care (e.g., to learn primary,

ambulatory care; to learn interpersonal aspects of medicine, etc.).
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© Table 26 .
Development -of Professional Skills
During AHEC - Sponsored Rotations:
Rztings of Former Medical Students and Resident Physicians

l
!

Medical students Resident | Total, medical studsnte

— physicians and residents’
Phase B* Phase D RPAP Total bocd f'
7877 78-81 Total® 74-77 78-81 Total’ 74-77 78-81 Total® Total | 74-77 78-81 Total
- grads grads grads grads grads grads grads grads

(K=32) (N=9) (N=41) (N=51) (N=29) (N=123 (N=154((N=40) (N=189 (N=237) (N=77) | (N=78) (N=24B) (N=443
$ % $ $ ) $ 3 $ % $ $ $ % $ $
Excellent 19 56 51 53 72 74 74 65 61 62 49 59 57_ 55
Sood 34 33 44 41 10 22 20 18 28 26 38 27 31 32
Fair 34 11 2 4 17 2 5 18 7 K 9 14 10 10

Poor 9 0 2 2 0 1 1 0 3 2 1 0 2 2 ?

No answer 3 0 ] 0 0 1 1 0 1 1 3 0 1 1

See general note for Tablel4. This table is based on the question, "How would you rate this rotation in terms o~°

helping you develop professional skills in the specialty area of the rotation?"

2,b,¢,d,f gee footnotes a,b,c,d and £ for Table 14. -

w
,

ERIC

Aruitoxt provided by Eic:

£8

dn-moTY0F oATIMMITEAT
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Other comment categories included: good supervision by preceptors
or staff that were helpful, or generous with their time (written by 6%
of respondents); good modelst concerning doctor's role in community,
practice management, etc. (6%); general positive evaluation of the rotation
(4%); enjoyed the rotation or location (4%); poor supervision (4%); did
not enjoy rotation or location (2%); poor learning environment (2%);
observed good patient care (1%); given appropriate responsibility (1%);

poor role models (1%).
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DISCUSSION

Results of this research suggest that decentralization of health
professional education through off-campus preceptorships, clinical ro-
tations, and courses is a viable approach to improving the supplies

of health professionals. in. areas remote -from--a--health sciences center.

professional plans of AHEC-involved medical students and residents;

(b) the validity of Project impact assessments based on self-reported
survey data; and (c) recoﬁhendations for improving the national AHEC
effort, and for planning and improving programs similar to those supported

by the Minnesota AHEC Project.

The following discussion, like previous sections of this report,
focuses largely on research results involving AHEC-involved medical

students and residents.

Summary of Project Impact on the Professional Plans of AHEC-Involved

\
|
|
1
Thi.s section will discuss (a) the impact of the Project on the

Medical Students and Resident Physicians

Available evidence from the survey of former AHEC-involved medi-
cal students and residents suggests that participation in AHEC-sponsored
preceptorships or rotations (usually in outstate areas) has made a
measurable contribution to the career decisions of these young profes-
sionals concerning practice location and specialty choice.

Among the total group of 488 former AHEC-involved medical students
and residents, 81% have chosen a primary care specialty. Among the 376
within the total group who responded to the survey, 59% believed the
AHEC experience was either ''very" or "somewhat' important to their

“specialty decision.
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Among survey respondents, nearly two-thirds indicated that a rural
community would be an ideal practice location for themselves when they
have completed all training and any medical service obligations. For
72% the AHEC experience was very or somewhat important to their prac-
tice location decision. Recalf that 55% of those respondents growing
up in urban areas indicated a rural community as their ideal choice of
practice location.

A number of questions on the AHEC survey provided an opportunity
for respondents to describe additional aspects of an ideal practice sit-
uation for themselves in 5 to 10 years. ''Ideal practice situation"
was defined as '"a comﬁination of professional activities, practice
;rrangement or work conditions, and practice location that would be
ideal for you."

Specific features of the ideal practice situation, upon which
a clear majority of respondents agreed, included: (a)a high (average
78%) percent of time spent in care or services directly to patients;

(b) opportunities éo provide comprehensive care for the same patients
over an extended period; (c) availability of good hospitals, consul-
tation with other-physicians, and good clinical support facilities;

—

(d) cooperative arrangements with other physicians; including group
practice or partnership with others, and the sharing of night and week-
end call; (e) opportunities for continuing education; (f) opportunities
to enjoy the particular urban, suburban, or rural lifestyle one prefers;

and (g) opportunities for one's spouse to become involved in a school

or job in the community.

Clearly, the specialty choice and practice location goals of these

former AHEC participants are entirely consistent with the AHEC Project

]
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goals of improved supply and distribution of primary care health
professionals. Furthermore, AHEC-program experiences have apparently
influenced the -decisions of these former medical students and residents
 toward rural primary care.

As revealed in the AHEC survey, the concept these respondents
hold of an ideal practice situation for themselfgé in 5 to 10 years
also accords with the AHEC Project goals of high quality primary care
in rural and outstate areas. i

Presumably, if these former AHEC participants are offered oppor-
tunities to practice in rural or outstate areas where many of these
Rractice features are present, then these young physicians and physi-
cians-in-training will scon settle in these areas. Some already have.

Of the 108 former participants who had completed their residency training
as of mid-1980, about one-third (32%) were practicing in rural commu-
nities,

Financial inceﬁfiveg such as income potential or availability of
loans were not rated "very" or "somewhat" important in choice of an
ideal practice situation nearly as often as many professional climate
and lifestyle features (see Table 21).. Overall, financial inc;ntives
were very or somewhat important for 57% of the respondents.

Opportunities to work with underserved patients lacking access
to adequate health care were rated as very or somewhat important to

choice of an ideal practice situation by 42% of respondents. The oppor-

R

.

tunity to work at least part-time in a health maintenance organization
was rated very or somewhat important to this decision by only 8%.
Because of the wording of the items, these results do not indicate

opposition to HMOs or to work with the underserved. They do, however,
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indicate these two features are less salient than many others to choice
of an ideal practice situation.

The Validity of Project Impact Assessments Based on Self-Reported

Survey Data

While evidence suggests that AHEC programs made a measurable con-
tribution to the career development of young health.professionals, it is
difficult to assess the importance of AHEC experiences--for example, in
preceptorships and other rotations for medical students and residents--
as determinants of specialty choice or choice of practice location.
Positive survey ratings or testimonials by former AHEC-program partici-
pants--assertions that AHEC experiences were influential in career choices
toward practicing primary care in rural areas--do not allow one to estimate
the degree of such influence in relation to other influences.

In fact, all ;utcome measures--survey responses, specialty choices,
later professional locations--in research such as this are somewhat
difficult to interpret. This difficulty follows from the lack of a
true control gfoup. That is, medical students were not randomly assigned
to AHEC-supported rural primary care preceptorships vs. to some non-AHEC
clinical training experience (e.g., hospital-based urban rotations), and
then monitored with comparable follow-up data-collection procedures.
Instead, medical students voluntarily self-selected themselves to take
elective AHEC-supported primary care preceptorships in rural areas.

Under the actual conditions of this research design, subsequently
observed outcomes (e.g., survey responses, professional choices)--even
differences between AHEC-involved medical students and some comparison

" group of non-AHEC involved medical students--cannot readily be attributed

to AHEC experiences alone. For many outcomes, one might argue that
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observed outcomes and differences were due to pre-AHEC-program attributes
unique to AHEC participants--attributes already present when they volun-

teered for AHEC programs.

Differences between AHEC and non-AHEC Medical School graduates.

Clearly, AHEC-involved medical students differ from their non-AHEC peers.
As shown Rreviou§1y, AHEC-involved U of M Medical School graduates were
abéutjiﬁrée times more likely than a representative, 'control" group of
non-AHEC graduates to have chosen the specialty of family practice (62%
vs. 23%, respectively).

Additional study of AHEC vs. non-AHEC medical students revealed

that A4EC students were more likely to have obtained financial aid pro-

viding incentives for later practice in underserved and rural areas,
AHEC-involved Medical School graduates in the Classes of 1976-79 were
much more likely than their non-AHEC peers, while in Medical School, to
have obtained a federal Health Professions Student Loan or to have partici-~
pated in the associated federal Health Professions Loan Repayment Program
(34% vs. 5%, respéctively), These AHEC students were also more likely
than non-AHEC students to have obtained a State-funded Minnesota Medical
and Osteopathic Loan (12% vs. 4%). Both these federal and State loan
programs have provided loan forgiveness for medical practice in underserved
areas (the federal and State lists of underserved areas differ).

The AHEC graduates in the Classes of 1978 and 1979, but not in
the earlier Classes of 1976 and 1977, are more likely than non-AHEC
graduates to be located professionally in Minnesota. As of the follow-up
in mid-1980, most of these graduates in both AHEC and non-AHEC groups
were still in residency training., For the Classes of 1978 and 1979, 70%

of AHEC graduates and 51% of non-~AHEC graduates were training in Minnesota.
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For the classes of 1976 and 1977, identical two-thirds proportions of
AHEC and non-AHEC graduates were located in Minnesota, with some members
of this group having begun their first post-residency practice.

In short, the AHEC-involved medical students were more likely than
the non-AHEC students to have chosen family practice as a specialty, to
have taken their residency training in Minnesota (a good index of later
practice location intentions), and to have obtained a government loan or
loan forgiveness agreement with incentives for later practice in a
rural or underserved area.

Self-selection or "creaming'" as an explanation for some research

outcomes, It would, of course, be improper for the AHEC Project to claim

sole credit for the preceding research outcomes indicating that former
AHEC participants, in comparison to their non-AHEC peers, are much more
inclined toward family practice as a specialty, are somewhat more inclined

toward practice in Minnesota, and may be more likely to seek loan forgive-

......... ey

ness through practice in an underserved area (although non-AHEC graduates
may settle in these same areas for other reasons). If it made such claims,
the AHEC Project would be guilty of "skimming' or "creaming"; that is, of
drawing off a positive public relations advantage from an outcome it had
not solely produced; namely, AHEC graduates' decisions to enter family
practice in Minnesota.

Self-reported ratings of AHEC-program influence on career decisions,

Even when medical students and residents were asked. to honestly rate the
influence of their AHEC experiences on choice of specialty and practice
location, there is some question about the validity of such ratings.

How does one know, for example, that when participants say an AHEC
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program has influenced their decision to practice primary care in a
rural area that they are not unduly influenced by, or simply restating,
a possibly long-standing interest, predating their AHEC participation,
in primary care in rural areas?

v Several analyses bear on this question of the validity of self-

w8

reported ratings made during the AHEC survey. These analyses, now to be
discussed, support the validity of the ratings.

AHEC preceptorships: a formative experience during a formative

period in medical education. AHEC-supported preceptorships and rotations

occurring durang the (Phase D) third and fourth years of Medical School
(e.g., the 6—weekxPhase D Preceptorships and the 9-12 month Rural Physician
Associate Program (RPAP) preceptorships) were rated more important in
influence on specialty choice than AHEC-supported preceptorships and rota-
tions occurring either earlier in medical education (e.g., Phase B Precep-
torships) or later (e.g., residency rotations).

This fact suggests three things. First, it suggests, as hypothe-

. sized earlier in £his report, that Phase D is a crucial formative period
during medical education, when students make important career decisions.
Second, this fact suggests that AHEé preceptorships during Phase D were
important formative experiences in these career decisions. Third, because
the importance ratings of AHEC preceptorships vary in accord with this
hypothesis about Phase D as a key period, the validity of these importance
ratings is supported.

In short, 75-90% of AHEC experiences were rated as very or somewhat
important--and probably were important--to the career decisions concerning
choice of specialty or practice location. As predicted, however, AHEC

clinical experiences in rural primary care were particularly important during
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Phase D, when medical students had sufficient academic training to under-
stand the dimensions of medical science and practice, but had not firmly
committed to a specialty or practice location.

AHEC-supported Phase D Preceptorships and RPAP preceptorships were
both genéfally rated higher in importance than any other AHEC-supported
undergraduate or graduate medical education experiences. The RPAP pre-
ceptorships were given notably higher ratings than any other preceptorships
or rotations. With 60% given the "very important" rating, these RPAP
preceptorships were twice as likely as any other preceptorships or rota-
tions to receive this highest rating for helping students decide upon
both a specialty (or subspecialty) and on an ideal type of practice

location.

The importance of AHEC experiences for former medical students and

residents who have selected different specialties and types of practice

location. If importance ratings for AHEC~-supported rural-area primary
care preceptorships dere merely reflections of already determined career
choices, then thes; ratings should be highest for those who have chosen a
primary care specialty and intend to practice in a rural area.

Table 27, however, shows that AHEC training experiences were impor-
tant self-reported influences on the practice location intentions of a
majority of all respondents, including 57% of those who now intend to
practice in urban or suburban areas. Among those who now intend ideally
to practice in rural areas in 5-10 years, about 80% rated the AHEC training
experience as very or somewhat important in helping them decide what would

be an ideal type of practice location for themselves.

Table 28 shows that AHEC training experiences were important self-

reported influences on the specialty choices of over 60% of all respondents.
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Table 27

Self-Reported Influence of AHEC Training Experience
on Practice Location- Intentions, for Medical Students and Residents
Preferring Different Types of Practice Location-

P 7

' Ideal type of practice location

. Total
Non-metro Non-metro "Octer" "Inner" Main- city
Importance of AHEC community community suburb Suburb portion of
training experience on 50 or wmore within metro area
practice location intentions ni. from S0 mi, of
metro area metro area
(N=157) {N=96) {N=45) (N=21) (N=49) (N=394)
% $ £ 5. s $
Very important...eecesceoss 46 a1 40 29 18 38
Somewhat important.....cc.. 31 41 31 38 39 36
Slightly important......... 11 10 13 14 22 12
. ) ,
Not at 21l important....... 11 6 11 19 14 © 10
Don't know how ‘important... 1 2 0 0 0 1
NO @NSWET.cascecvscccccaces 1 0 4 0 6 2

Note. Entries in this table are based on respondents' answers to two survey items:

First, the question, "How

important was this rotation in helping you decide what would be an ideal practice location for you 7' (About 15%

of respondents had taken more than one rotation or preceptorship. For such respondents, the importance rating for
only one rotation--usually the most recent or most important--was used in this table.) The second item, "Indicate
the type of community in which you hope to practice in 5-10 years." ("Other," "Don't know," and '"No answer' catego-
ries for the type of community item have been omitted from separate 3isting here as column headings; however, res-

pondents in these categories have been included in the column marked "Total.')

The dependence between importance ratings and ideal type of practice location (with "Other," "Don't know," and
"No answer" categories omitted from both items) barely failed to meet conventional standards of statistical signi-

ficance: Chi square = 18.5, df = 12, p = .10.

o
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Self-Reported Inf

on-Specialty Choice,

Selecting D

Table 28

luence of AHEC Training Experience
for Medical Students and Residents
ifferent Types of Specialty

Current specialty choice

. Total
X Family " Other primary. All other
. practice care specialty: specialties
Importance of AHEC : internal medicine,
rtraiping experience in obstetrics-gynecology,
speflaity choice or pediatrics
- (N=241) © (N=88) (N= 57} (N=386)
] | ] ]
Very importante..cccecsssaanss 35 42 32 36
Somewhat important........... 22 34 28 26
“§lightly important.,..ceeeoes 10 6 16 10
Not at all important......... 10 S 5 8
‘Don't know how impottant..... ] ) 0 4 i
...dcesn't apply...
1'd already decided upon
a2 SPECialty.eesesecoocccces 19 13 11 16
3 1 5 3

- NO BDNSWET cecessscssccscccccs

: Note. Entries in this table are based ‘on (a) the best
_or archival fources; and (b) answers to the survey question,
_upon a specialty (or subspecial
For cuch respondents, the importance rating for only one ro

iused in this table.)

: The dependence between importance ratings
" and "No answer" categories omitted from the importance item)

*ticsl significance: Chi square = 10.8, df = 6, p = .09, 13

" ERIC

PN A v ext Provided by ERIC

available data on currenmt specialty choice, from survey
“How important was this rotation {n helping you decide
ty)?" (about 15% of respondents had -taken more than one rotation or preceptorship.
tation--usually the most recent or most -important--was

and specialty choice categories (with "Don't know," '*doesn't apply,"
barely failed to meet conventional levels of statis-

4]
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Those groups currently (as of the end of the follow-up) selecting family
Eractice, other primary care specialties, or non-primary-care specialties
did not differ markedly from one another in their ratings of the degree

to which AHEC preceptorships or rotations had helped them decide upon

a specialty (or subspecialty). For former AHEC participants whose current
specialty choice is internal medicine, the AHEC experiences may have been
particularly important to this choice; 83% rated the AHEC experience as
very or somewhat important in helping them decide upon a specialty or
subspecialty. '

In summary, Tables 27 and 28 show that AHEC preceptorships and
rotations were seen as influential even among AHEC participants who
chose specialties’or practice locations different from those of their
AHEC experienca. Hence, it would be unfair to assert that positive ratings
of AHEC influence were simply restatements of a pre-AHEC interest in
primary care in rural areas.,

One can also be more confident that high ratings did reflect real
influence among those many former AHEC participants who have decided to
practice primary care in rural communities.

Undoubtedly, for many medicai students and residents, AHEC experi-
ences confirmed “entative career choices that had already been made;
many respondents wrote comments to that effect, as discussed previously.
Confirmation of tentative career choices through clinical experiénce is,
however, a valuable AHEC program outcome; as is the dissuading of students
from primary care or rural-area careers while they have the freedom to
explore more suitable career options.

Another approach to assessing the validity of rated AHEC-program

influence. Partial correlation methods were used to determine for
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Phase D and RPAP follow-up groups the relation between ratings of AHEC

preceptorships and type of intended future practice location, while

statistically controlling or holding constant the influence of three

pre-AHEC-program background variables: type of hometown, participation

in a loan program with forgiveness for underserved-area practice, and

Medical School specialty track. Medical School track was scaled accord-

ing to degree of emphasis on primary care, with high = family practice

track; medium = internal medicine, pediatrics, or obstetrirs and gyne-

cology; and low = all other specialties.

With these three background variables held constant, there remained

small, but statistically significant, partial correlations between type

of future practice location and two rotation ratings--namely, importance

of rotation in helping decide upon an ideal practic: location (partial r=.29);

and rating of the rotation in terms of giving direct experience with a

range of clinical problems in the (primary care) specialty area of the

rotation (partial r=.15).

That is, ev;n when important background variablés are controlied
(treated as if unrelated to intended future practice location), an AHEC
preceptorship or rotation that provides experience with a range of
clinical problems and that is rated as important to practice location inzen-
tions--such a preceptorship or rotation is also related to a decision

ideally to practice in a rural area. Again, the validity of rated AHEC-

program influence is supported. . P

Recommendations for Improving the National AHEC Effort

and for Improving Programs Similar to Those Sﬁppgrtgd )

by the Minnesota AHEC Project

The following recommendations should be considered in seeking ways
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to improve the national AHEC effort, and to plan and improve programs

similar to those supported by the Minnesota AHEC Project:

1. Federal regulations for programs- designed to improve the sup-

ply and distribution of health professionals should require decentralized

training, but should not mandate a particular form of decentralization

(e.ge, gggiona;rAHECs:based in community hospita}s).

Decentralized health professional education can be accomplished
effectively in a variety of ways. The Minnesota AHEC Project has
’;sed outstate preceptorships, outstate clinical rotations in hospitals and
other health care settings, independent study materials sent to outstate
locations, and library extension services, based in Minneapolis, for stu-
'dents training outstate,

Regional AHECs, baseg in community hospitals, are certainly ex-

_cellent vehicles for decentralized health professional education. How-
ever, when regional AHECs are difficult to implement in view of a state's
pargicular demographics or health,care delivery system, then such regional
AHECs shoﬁld not be required. A central AHEC office administering decen-
tralized programs should continue to be allowed--unless regional AHECs
can be shown more effective than a central AHEC administration in promoting
an improved supply and distribution of health professionals in rural and
underserved areas.

Minnesota, Texas, and New Mexico are examples of states where
decentralized training was effectively accomplished without regional AHECs;
however, proposed regulations requiring regional AHECs in community hospitals
threatened the extinction of statewide AHEC efforts (see Odegaard).

2. A stable federal source of funding should be established for

off-campus support of health professional students who wish to take part

st Hden L
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of their clinical training in a rural (o: urban) underserved area.

I
l
Off-campus clinical training experiences, even those of short N 1
duration, can be very valuable to a student's (or resident physician's)

-decisicn to practice health care in rural and underserved areas. There ‘
are virtually no alternative sources of support for off-campus living

expenses (which are often éxpenses added on to yearly on-campus leases,

or room and board arrangements),associateh with short-term preceptor- f
ships and rotations. During such short-term preceptorships, the trainee

often requires considerable supervision--so it is unreasonable to require

the host preceptor or health care facility to pay the student's living

expenses.,

3. A high funding;priorip} should be given to rural, primary-care

clinical experiences during thé last two years of medical school (Phase D).

Given scarce funding résources, programs like AHEC, designed in
part to improve the supply of primary care physicians in rural areas, might
well emphasize Phase D preceptorships and other clinical experiences in
rural and outstate areas. The present research suggests that clinical
experiences during Phase D have the poténtial for being more influential
in career choices concerning specialty and practice location than either
earlier or later experiences. Phase D in medical education is apparently
a key formative period for career decision-making.

4. Evaluation research concerning local, statewide, or national

AHEC programs should be designed, in part, so as to providé information

that will be relevant to improving the efficiency of such programs, and

their effectiveness in meeting important AHEC objectives., Such evalua-

tion designs should inciude explicit plans (a) for disseminating (pu-

blicly discussing or publishing) evaluation results; and (b) for using
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these results to improve AHEC programs,

It seems unlikely that any evaluation éfmAHEC efforts could lead
either to»suggestions‘for program inprovement(or to assesSsments of pro-
gram effect{veness-:gnless such an evaluation gathered survey and follow-
up data from former (or curre;t) participants in these programs. Yet
both recent national "evaluations" of the AHEC effort--one by Odegaard
(1979) and the other by the U.S, Public Health Service (1979)--failed
to include any recommendations or impact statements pased on data sys-
tematically gathered from students and resident physicians participating
in AHEC programs, nﬁor did these two evaluations make generalizations
or suggestions concerning effec£iVe programs at the state or local level,
. Also, future evaluation designs should include an appropriate

control group, for comparison with the follow-up group of AHEC partici-

pants ’

The August, 1980, national meeting of AHEC projects was useful
in providing a forum for evaluatoérs and staff of AHEC projects to share
information concerning problems and progress in the operation (and

evaluation) of effective AHEC programs.

Lot
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B | UNIVERSITY OF MINNESOTA | Avea Hesith Education Genter
‘. Suite 344, University Park Plaza

TWIN CITIES ?
2829 University Avenue S.E.
Minneapolis, Minnesota 55414
(612) 376-3350
Dear Doctor .

¥e hope you can take some time today (right now, if possible) to complete .and return
the enclosed questionnaire in the stamped, self-addressed envelope we have provided.

By cqmple;ing this questionnaire, you will be helping evaluate a federally funded
medical e#fucation program that helped provide part of your training as a
- at the University of Minnesota.

Our records indicate that during the period ] R
you participated in the following clinical training externship or rotation:

The UofM Area llealth Education Center (AHEC), through a federal grant, helped pay for
the costs associated with this rotation and hundreds of other similar rotations
during the period 1972-1979. You ard about 350 other former and current UofM

medical students and resident physicians benefited from these rotations. AHEC paid
living expenses for some of you; for others, AHEC helped provide faculty visits

and supervision at your rotation site. All of you are receiving this questionnaire.

We at the UofM AHEC have been asked by federal AHEC officials to obtain your ratings
. of the quality and long-range impact of these rotations sponsored by the UofM

Medical School and AHEC. We have also agreed to provide these federal officials with

& group portrait of the current professional activities and future professional

goals of former participants ig::gEC-sponsored rotations.

Your responses to the enclosed questionnaire will help us provide these evaluation
and follow-up data. NWe believe you understand the need for assessing the merit

and impact of AHEC and other federally funded medical education programs. Although
your participation in this survey is completely voluntary, we hope you will want to
complete this questionnaire and share with us responsibili:ﬁgfor evaluating this AHEC
program. Such zn evaluation will also help improve future C\programs.

Your survey responses will be treated as confidential. Please do not write your

name on this questionnaire. The code number written in the upper left hand corner of
the questionnaire enables identification of those persons completing questionnaires.
Only research persons here at the UofM AHEC directly connected with this survey

will see your questionnaire. No one from the Medical School or the rotation site will
see your questionnaire or know whether you have completed it, No reports of this
research will include questionnaire response: or other data enabling direct or
indirect .identification of individuals or places. The data obtained during this
research will not be kept beyond thc duration of the study and will be used only

for the purposes .stated in this letter. .

We need your responsos to this qusstionnaire~-~whether or not you are currently employed
in patient care--and whether You live or work in a city, suburb, or rural area.
We encourage you to be frank and objective in answering all items on the questiomnaire.

¥e look forward to recoiving your qucstionnaire soon. In return for your survey
participation, we will send you a2 surmary of the survey results.

I'd be happy to answer any questions you may have about this survey, your survey
participation, or other aspects of our research. Please feel free to phone or write

ne directly.
S Yours truly,

Paul S. Higgins, Ph.U."
Associate Director for Evaluation

PSii/nldb
Enclosure F
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FOLLOW-UP QUESTIONNAIRE FOR FORMER PARTICIPANTS IN MEDICAL SCHOOL TWIN CITIES .
EXTERNSHIPS OR RESIDENCY ROTATIONS SPONSORED IN PART BY THE UorM AHEC T
5 Code Nunber (7-10) B e mesots "M
YOUR CURRENT PROFLSSIONAL ACTIVITIES 1213763350
I ﬁ;:,‘,};‘;"Q::::;";,,Z’:,‘,’;i’;i a0 YouR MEDICAL SERVICE OBLIGATICHS
pid vou, or do you, have an obligation to serve as &
ID I'm in medical school physician--
Rl:] I'a in residency training 7. In a branch of the A;med ForCfs?
1 Yes (20)

3D {'ve completed residency training

. 2 Mo
QD tther. Please explain:

@1If you answered "yes,”" please specify the actual or
expected years of this required military medical servite:
(fill in the blanks below)

- et e

: 9 -
2. What specialty are you currently practicing, or From 19___ to L (21-24) s
preparing to practice? (1f you are in residency S
training, what is the specialty content «of youxr 8. In the National flealth Service Corps?
current residency program? If you are in medical- } 8 “Yes . e ———————
school, what is your current medical school specialty, b
track?) (check one) 2 Yes, but I have decided to repay this
obligation without serving
2 I'amily or general practice
3 No
* Ceneral internal medicine ®If you answered "yes,” please specify the actual or
3 expected years and location of this MHSC service:
k Fediatrics (£f111 in the hlanks below)
7 tbstetrics and gynecology From 19____to 19___, (26-29)
Specify location, if possible:
GD ather. Please specify:
(city or town) {state or country)
CD I haven't yet officially chosen a specialty SOME BACKGROUND INFORMATION
’ 9. Befort you entered medical school, what town or city
3. Avc you board-certified in any specialties? did you 1live in for the greatost number of yoars?
(please specify) ,
1 Yos
2 [Sity or town) (state)
No
10. Mlease specify your age:
® If you answered "yes," please use the blank(s) ears old . (81-32)
below to specify your board-certified specialties: —7
- 11. Please indicate your marital status:
check one)
1 Singla or presently unmarried
(33)

4. Your main professicnal location is the place whece
you spend the most time in your practice--or, if you are & Married
still in training, it is the main site of your .
residency or medical education.

We understand that your current main professional
location is--

12. Did (does) ycur medical school's curriculum provide for
tracking; that is, were (are) students asked to eaphasize
a particular specialty area?

TeiInic, Tospital, university)

cit) t B
{city or town) 1 Yes (34)
Tstate) N No -
- Please cross out any incorrect information above and
write the corrsct information nearby. eIf you answered "yes," please use the blank below to

specify your own track or specialty emphasis during
hhat percentage of your tixe during the past 12 months  medical school: (If you zre currently a medical student
did you spend in care or services to patients? and you answered Question 2, you do not need to repeat
(£411 in the blank below) your answer heron)

Abaut percent of my time. (14-15)

5

6, Please list your 3 most important professional
activities during the past 12 months (for example,
pstient care, studying, research, teaching, etc.):

a.

b GO ON TO THE NEXT PAGE--
[-1%
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PAGE 2

A CLINICAL TRAINING ROTATION YOU TQOK, SPOMSORED IN PART BY THE Uofl! AURC

FIRST, we wish to verify our understanding, expressed
In the cover letter, that you participated in an-ANEC
syonsored clinical training rotation.
Pleasc answer the following quesrion:

¥hile you were a at the
Unlversity of Minnesota..did you participate in a
rotation

at_
with

during the lpproxi,pate preriod / to
/ ? (chock one)

b4 D Yes
(35)
2

No

3 I'm not sure

@ If you answered “no" or "I'm not sure/'you may be
unable-to complete this page of the questionnairec.
We would still appreciate your completing the rest
of the questionnaire and returning it to us.

SECOND, if you remember the rotation referred to shove,
please rate this rotation by answering the following
questions:

How would you rate this .rotation in temms of giving
you direct experience with the range of clinical
problems in the specialty area of the rotation?
(check one)

.

1 Excellent x
H Good (36)

3 Fair

[N

Poor

3. How would you-rate this rotation in terns of helping
you develop professional skills in the specialty
area of the rotation?

(check one) .

e et

1 Ixcellent
pn—

2 Good
- (37)

§ Foor

4, How important was this rotation in helping you
decide upon a specialty (cr subspecialty)?
(check one)

Very isportant

Somewhat important

Slightly important (44)

u
—t
_
4 ‘Not at all important
§ ; Don’t know how importent
2

This question dossn't apply to me, because
1'd already decided upon a specialty

Q .

ERIC.

Aruitoxt provided by Eic:

\u.;h»ﬂ

. How important was this rotation in helpinp you decide
what would be-an ideal type of -practice lacation for

you?

(checL one)

-

—_—
=x=

—

—

Very important

Somewhat important (45)
Slichtly important
Not at all important

Pon't know how important

TIIIRD, use the space below for iny comments you mway
wish to make concerning the quality of this rotation,
or its influence on your choice of sSpecialty or
practice location:

GO ON TO THE NEXT PAGE--
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PAGE 3
KUAT NOULD BE AN IDLAL PRACTICE SITUATION FOR YOU IN 5-12 YEARS?
@Please answer the questions on this pase and the next one so as to descrihe an ideal
- practice situation for you in 5-1n years, after you have finished your professional
f training and_any required Redical service obligations -(for example, required military
4 medical service, Nstional llealth Service Corps work, or medical service to obtain loan
forgiveness).
@By "ideal practice situation," we mean a combination of professional activities,
practice arrangement or work conditions, and practice location that would be ideal .
for you. 4
1. Specify or describe the specialty, subspecialty, 4. Indicate the size of the community in which you hope
or major professional activity you hope to to practice in 5-11 years:
practice, or be involved in, in 5-10 years-- (check one)
after you have finished your training and any
nedical service obligations (this specialty or b A Under 2,500 people
activity may or may not be the sane one you —
specified on Page 1 of this questionnaire): 2 At least 2,500 but less than 10,000 .
3 At least 10,100 but less than 25,000
——
4 At least 25,00 but less than 50,000
—
'y At lenst §0,00n but less than 100,000
—
6. At least 100,090 but less than 200,000
7 At least 200,009 but less than 501,000
— —_——
14 §00,090 or more people
2. In an ideal practice situation for you, what 2 Pon't hnow
percentage of your time would you spend in each of - :
the following activities? :
(your percents should total 100) 5. Indicate the type of community in which you hope to
practice in 5-10 years:
¢ in care or services to patients (check one)
% in teachin
— s (47-56) 1 the main g.i.t% portion of a metropelitsn area,
% in research (A "metropolizan area” includes counties contsining
—_— a city--or twin cities--having 50,000 or more
% in administration of a clinic, hospital, or people)
t h tacili
other hesltn care Facility 2 D An “inner" suburb, just outside the main city K
tion nf A matre
4 in other activities. Tlease speciy: portion nf & matranalitan ares -
An “outer" suburb, which may be a town, smali city,
2 D or even & rural area at the outskirts of a
metropolitan area i
100% total ) ‘ A non-metronolitan area community within 50 miles
’ af A metropolitan area
3. Indicntcfth? type of practice arrangement you would P A non-metropolitan ares community that is St or .
most prefer: more miles from & metropolitan area
{check one) IO mIA2
1 5 .
1 Solo practice ¢ D Uther. Please specify: ‘
] 't know -
i
2 Fartnership 7 on
i
3 Single specialty group 6. Indicate the geographic area in which you hope to practice
L in 5-10 years:
4 Multi-specialty group (check one)
r— 1 Mi
5 Other. Please specify: nnesota
=1 a tnother U.S. state. Please specify:
4 fon't know

t
}
|
} ERIC ,
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An area outside the U.S. Please specify:

Don't know

O OO0

GO ON TO THE NEXT PAGE--
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PAGE 4

7. Listed below are some features that might, or might not, be part of an ideal practice situation for you in 5-10
years, after you have finished your training and your medical service obligations. Rate the importance of each
feature to your choice of an ideal practice situation in 5-10 years, if you have complete freedom to choose.

How important would this feature be to your choice of an
ideal practice location in 5-10 years?

Feature (check. one boX for each feature to indicate your rating)
i Don't Know |

Very Somewhat Slightly Not at all how
important _ important_ important important Important ’

. Opportunity to care for the same patients
over an extanded peciod of tim ...c.ciisiiiieianiann

opportunity to provide and supervise a
comprehensive range of health care services
for the same PatientS.ceicecearecaerocaccacnes

opportunity to enjoy the particular urban, or
suburhan, or rural 1if: style I prefer......

Opportunity to work with a medically underserved
group of patients who have lacked access to
adequate health care.........

IR EERE R PRIERIERY FE N

Opportunity to practice the full range of
skills.and knewledge in my specialty.....oc.veieanes

Opportunities for my-spouse to pursue employmunt,
education, or other interests....c.eeccecensroraacanns

Opportunity to earn an income at least equal
to the average for other physicians with
experience and training similar to mine...

Opportunity to live near relatives or long-time

X endSe.eereeatetacencsasesoracssesatcresaraacnssans

Opportunity o purchase or join an already
est. “ished and desirable practice..........

Availability of loans or other finmancial
assistance nceded tu start or purchase a
-1 2 £ T T R R FERTEPPEPEPERER R

k. Onportimity to work, during.ar least mart
of my practice time, in a prepaid, health

maintenance organization.....civiiiiiiiiaeiiieiiiaens

Opportunity to share call with other physicians--
so I can have adequate time for meetings, recreation,
and VACAtIONS. i viieitttiaiestaittitiercitincsasreans

Availability of good hospitals and other clinical
support facilities and services.......ccciiveinianen

Opportunity -to consult with other physicians.....

Opportunities for continuing medical educatlon.......

Other £eature(S).ccceeressasecsseresosiosrsercassas oo
Please specify these other features:

[

]

N

]

-

[
[

(61)
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®If you have completed your residency and are now in practice, please complete the two items below., Skip these
two items if you are still in your residency or in medical school.

8. Please rate the overall similarity of your current
practice situation to the ideal practice situation
you have described above and on the previous page:

(check one)
1 Very similar
(?72)
2 Somewhat similar
2 Somewhat dissimilar
1 Very dissimilar
O  r4

ERI!
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9. If possible, describe one or two improvements in your
present practice situation that would be most
necessary to make your present situation ideal for
you:

TIE ENp. THANK YOU.




