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IMPROVING PHYSICIAN SFIEES IN MANAGING
MORALLY PROBLEMATIC CASES*

INTRODUCTION

The aim of this project was to determine whether physician skills ir
deai%ng W%th ﬁéi§11y Bhohiematic c]iniCal cases could be 1mproved To
address th1s question we deve]oped, 1mp1emented and eva]uated an
educat1ona1 program des1gned to 1mprove phys1c1an ab1n.t1es to manage cases
in wh1ch a moral d11tmma is embedded in a medical prob]em

Earlier work has shown a iéiéf%énéﬁip between maiéi sssésaeaa aaa
1dent1f1ed phys1c1an behav1ors that are needed to dea] successfu]]y w th
value-laden cases (Sheehan et al., 1983). Can these behaviors be taught5
Some wou]d argdi that the spec1f1c behav1ors needed to be successfu] in

treat1ng med1ca1-mora1 prob]ems are e1ther 1nborn tra1ts or 1earned in

ch11dhood and that by the t1me one is a phys1c1an, 1t is too 1ate to change.

As educators and c11n1c1ans, we be11eve that human1st1c behav1ors are sk1lls

that the quest1on ef whether we are dea]1ng w1th 1earned sk1115 or immutabie
tra1ts is more of an emp1r1ca1 quest1on than a matter of be11ef and we hope
th1s study will begin to oFoVide §omé of the data nééded to answer th?é

question.

*Acknowledgment is. gratefu]ly extendedfto Drs. Da]e Matthews Ear] H1nz

dack McCue, David Schnatz and Luis Diez-Morales for their he]pfu] comments
on an ear]1er draft of this report.



This study was designed to enhance and improve the skills needed to
treat patients with medical-moral problems. Our original goals were to:
1. Increase residents' sensitivity to the moral component
2. Enable residents to elicit morally relevant concerns
from the patient.

3. Enable residents to formulate alternative plans and
options in managing such cases.
4. Enhance residents' ability to reason and assess these

plans; that is; do some practical moral rezsoning.

5. Enable residents to realize their own values and perspectives

and to coordinate their own perspective with that of the patient,
that is; to demonstrate a genuine sharing in the process

of mutually arriving at an appropriate solution.
6. Enable residents to execute their plans, that is,
to resolve the proolem.

Our purpose was not to teach medical ethics. Courses in Medical Ethics
are beiny taught by many other groups as described by McElhinney (1978),
Callahan and Bok (1980), and Donner (1980). Our approach was that of the
educator; the clinician, and the psychologist rather than the philosopher.
Our facus was on the manner %ﬁ wk%eﬁ Fééiééﬁfé become aware of the paiiént‘s
ﬁéfai concerns; talk about them, and communicate wWith the béfiéhf in biééi
to reach some mutually acceptable solutior to the problem.

Though we were not trying to compete with philosophers, the essential

and substantive component in all of our cases and interventions was a
routine moral problem regularly seen and experienced by doctors in their
practice of medicine. Hilfiker (1983) in his poignant article, describes a
2:00 a:m: call from a nursing home about onie of his patients who has
developed a high fever. He must decide whether to hospitalize and must do

. ——

so without help. The patient's relatives have conflicting advice:

>
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the pat1ent herself was very unhappy w1th her 1ast hosp1ta11zat1on bF;
H11f1ker cons1ders what a 1awyer, a Judge, or a philosopher m1ght advise and
eone]udes that none of them can help H11f1ker experiences angu1sh and
feels héTbTéss he concludes that h1s medical educat1on did not prepare h1m

for this moment. Perhabs 1f he had had pract1ce earlier in his tiaininé in

dea11ng with similar situations and in ba]anc1ng one course of action

The d11emmas embedded in the clinical cases used in our proaect are

commonp]ace in med1ca1 pract1ce They are moral d11emmas, a]though not the
c]assic cases found in textbooks of moral ph1losobhy To be considered
mora], a d11emma must 1end 1tSE!F to What ph1losophers ca]] a deont1c
judgment (Frank n 973) A deont1c Judgment Judges a behavior to be r1ght
or wrong and ééﬁé1aaé§ that one has a duty to perform certain behaviors.

For ekambie deciding whether or not to prov1de extens1ve treatment for a
cr1t1ra]1y in, sen11e person is both a medical and moral decision.

Dec1d1ng whether to assume respons1b111ty for he1p1ng a re]uctant pat1ent

c]ass1ca?1y moral. In both s1tuat1ons the phys1e1an is faced with a moral

issue and must cons1der the r1ghts, dut1es and welfare of those affected by
the final decision:

BACKGROUND
To prov1de perspect1ve on th1s proaect, it m1ght be he]pfu] to review
the research wh1ch 1ed to 1t Our f1rst proJect was driven by a search for
a valid predictor of physician performance. We hypothesized that a
phys1c1an s 1eve1 of moral re ason1ng wou]d be pred1ct1ve of h1s or her
performance as a phys1e1an because those who were more pr1nc1p1ed in their
reasoning would also care more for their patients' welfare and perform
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better as doctors. MWe found statistically significant and meaningful
re]at1onsh1ps between moral reason1ng and phys1c1an performance among some
244 phys1c1ans from seven d1fferent ped1atr1c training programs (Sheehan et
al:; 1980): Although the correlations can be viewed as moderate, they are
consistent with the extensive 1iterature reiatfng fioFal Fessening to moral
behavior (élasi; i§§65; These f1nd1ngs are in sharp contrast to stud1es of
characteristics. such as per na11ty, grades in medical School or academ1c
abéiéaées— wh%eh have been chown to be unpredictivé of future pﬁysic%aﬁ
performance (Pr1ce and Taylor, 1971)

Our second progect (Qheehan et a] ; 1985b) was des1gned to shed 11ght
on the nature of the relationship between moral reasoning and physician

performance, and if poss1b1e, to descr1be mechan1sms er pathways of

1nf1uence We began by observing doctors work1ng with their pat1ents We
v1deotaped many 1nterchanges and spent hours analyzing these tapes We
concluded that there was too much var1ab111ty in the typ1ca1 medical
1nterchange and that cons1stency of f1nd1ngs wou]d requ1re stab111ty f the
stimulus and in the situations we observed: We therefore began to specu]ate
about the k1nd of doctor p?tient 1nterchanges 11ke1y to produce behav1ors we
were most 1nterested in observ1ng On- the bas1s of ear11er work by Sanazaro

and Williamson (1970), who found that about 10 percent of the most cr1t1ca1
med1ca1 cases were a comb1nat1on of med1cav and value problems we bégan to
creats scenarios that might be used to construct stable stimuli in fthe form
of simulated patients.

From a pool of 12 cases drawn largely from Sanazaro and Williamson's
studies, we created two scenarios. For the first case we trained an actress
to piay the role of Mrs S]ade whose 74-year o]d sen11e nother becomes
acutely i11 in a nursing home, a scenario similar to Hilfiker's. The

nursing home is not equipped to deal with emergencies. There are many

E




quest1ons about Whether or not the mcther shou]d be hosp\ta11zed and h ”””
agé’ess ve]y she shou1d be treated What is the daughter's attitude toward
keep1ng her mother alive or 1ett1ng her d1e7 Did the mother ever express
her own wishes? What is the quaiity 'e? the mother's Sié.&:éﬁt 1#?’ wiéé are

These quest1ons are there 1f the doctor is aware of them and chooses to

discuss thém;

The doctor our exper1mental subaect, is g1ven a medicai chart
descr1b1ng the mother's cond1t1an before seeing Mrs: Slade. The doctor sees
Mié; Slade as a regu]ar]y schedu1ed pat1ent but knows that she is an
actress. The doctor talks With Mrs. Slade and tries to Féséivé the problem::
Mrs. S]ade has been tra1ned to raise concerns about the doctor's position so
that we can ga1n max1ma1 1ns1ght 1nto the doctor S th1nk1ng
issues. The pat1ent Mr Jon ppears in the doctor s office suF er1ng
from what appears to be gaaa;;ﬁeaf contracted during an extramarital affair.
The med1ca1 solution is s1mp1e the vaTJe prob]em occurs because Mr Jones

does not want to inform his w1fe who by this time, has contracted the

disease: There are ?ssues of trust, re]at1onsh1ps cons1derat1ons about the

wife's expressed desire for pregnancy and the requiremer: on the doctor o
report communicable diseases:
We v1deotaped 44 fam11y med1c1ne res1dents from d1fferent TeveTs of

tra1n1ng on both cases nd scored each phys1c1an s performance us1n§ the

Moral Behav1or Analysis (MBA), an 1hstrumeht Wwe created to describe and

quant1fy the phys1c1ans performance in dea11ng w1th these cases (Sheehan

et a1 5 1985a) We féuhd that values as measured by Koh]berg s Mora]
dudgment Interview and attitudes as measured by the Role thcebt Interview
were more important influences on performance than intentions, as measured




by an interview dealing with what the physician stated were specifically
attémpting to accompiish.

relat1ng att1tudes to behav1or (Sheefa” et al., 1985b Sheehan, in press)
A sketch of these relat1onsh1p§ is shown in Figure 1. The basis of the
current proaect was to ask whether performance on the MBA cou]d be 1mproved

and if so wh1ch path through F1gure i wou]d be most product1ve To answer

th1s quest1on we developed an educational intervention in which students and

res1dents were g1ven feedback on the1r own v1dectaped c11n1ca1 performance

and had the exper1ence of praet1c1ng new performance dur1ng roTe play1ng

sess1ons, that 1s we concentrated d1rect1y on MoraT Behav1or rather than
attempt1ng to alter the structura] reTat1onsh1p as depicted in F1gure i.
THE CURRENT PROJECT

The S ple R

The experimental groups consisted of 19 family medicine residents, four
internal medicine residents and nine fourth-iéar medical students. There
was one %*Wiiy medicine resident who refused to participate, one fourth-year

student who refused and another who dropped out after the pretest because of
fam11y 111ness The four 1nterna1 med1c1ne res1dents were voTunteers from a
pooT of six who were asked The controT group consisted of 41 fam11y
medicine residents who participated in an earlier non-experimental study.

The Intervention

The exper1mentaT intervention consisted of four parté. The first part
is a pretest where the physician is assigned to deal with one of two

s1mu1ated pat1ents Att1tud1na1 1nformat1on and information about

e e ——

1ntent1ons are also gathered after the s1mu1a*1on The attitudinal

information is §athéred from the Role Concépt Interview and information
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about intentions by means of the ﬁo”st Interview isﬁééﬁéﬁ et éi . 15865

At anothér séssion, usual]y a week Tater feedback is given to each

phys1c1an on his or her pretest After a br1ef exp]anatxon of the sk1l]s we

are try1ng to teach we tﬁen view the pretest v1deotape and d1scuss the

extent to which the phys1c1an was demonstrat1ng these sk1lls w1th the

first group of phys1c1ans we focused on all five sets of skills. Duriné the

second year we decided to concentrate on elicitation skills since it is

Tog1ca11y 1mposs1bTe to complete the other tasks satisfa ctoriiy if
elicitation is done pooriy.

To sharpen the focus on e11c1tat1on we prepared a 11st of i§sies to Be
addressed in each of the two cases. These issues are conta1ned in F1gure 2;

some spec1f1c e11c1tat1on quest1ons are shown in F1gure 3. Each feedback

The th1rd phase of the 1ntervent1on is role p]ay1ng where two and
somet1mes three of the part1c1pants meet w1th one of our 1nstructors Aftér
a br1ef review of the sk1lls they are then given one of the scenarios

conta1ned in F1gure # where each Scenario descr1bes a med1ca1-va1ue

conf11ct The phys1c1ans are then ass1gned parts one plays the part of

the pat1ent one the doctor and 1f there is a th1rd the observer

Ro]e-p]ay s1tUat1ons prov1de the opportun1ty of see1ng the prob]em from

the vieWpo1nt of the doctor pétiént and observer The ab111ty to take the
ro]e of the other has been repeated]y emphas1zed as cr1t1ca1 in the
ééaéiapment of pr1nc1p1ed foral reason1ng The role pTay g1ves the
phys1c1an a chance to pract1ce under rea11stic cond1tions

The fourth phaSe of the 1ntervent1on is a posttest where each resident

encounters the second s1mu1ated pat1ent The order of the cases was randoii.

The Measunes

A subset of 26 MBA 1tems dealt w1th the va]ue component of the

10
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5atiéﬁti§ 5iasiéﬁ; as ééﬁﬁéiéa to othEr MBA 1tems wh1ch were ref]ec*1ve of

genera] 1nterpersona1 and soc1a1 sk111s. The s'bset of 26 MBA 1tems can be

grouped 1nto f1ve conceptua]]y d1st1nct components of phys1c1an behav1or

i ——

Mutua11ty F1gure 5 out]ines the MBA 1tems that make up each component

aiong With a]pha re1iabi11ties as reported in an earlier study (Sheehan et

al., 19335); A brief summary of each component fo]]ows

E11citat1on the extent to wh1ch the phys1c1an attends to and draws
from the pat1ent h1s or her concern and view of the value prob]em ﬁe found
some phys1c1ans who never acknow]edged the presence of a value prob]em and
limited their attention to the medical problem: Others were aware of the

va]ue conf11ct but were so 1ntent on exp1a1n1ng the m1crob1o]ogy of

1nfect1on that the) were unab]e to address the moral issue or learn anyth1ng

of the pat1ent S views.

MAm=1 Dazc . 1Eg a phys-'C]an S ab]]'lty to Verba]1ze the mora] 1ssue’

to 1earn the pat1ent s th1nk1ng about the 1ssue and to engage the pat1ent

in a d1scuss1on of that issue. Note, th1s is not the measure of Moral
Reason1ng der1ved from the Koh]berg Mora] Judgment Interv1ew

Formu]at1ngﬁP1ans a phys1c1an s skill in formu]at1ng a p]an of

act1on while tak1ng into account pat1ent character1st1cs, urgency and

reasonab1e a]ternat1ve p1ans of act1on

Execut1nng1ans the manner in which the physician carried out the

p1ans, considered the pat1ent s ab111ty to carry out the pian, Whether the
pat1ent needed add1t1ona1 help, made plans for f311éw-as of both the moral
and med1ca1 prob]em and- considered consequences

ﬁﬁiﬁiiiﬁg: the ba]ance between doctor and pat1ent in the 1nteract1on;
ﬁho was contro]11ng7 Was the re1at1onsh1p mutual or out of balance? Was

the physician paternalistic? Where was the locus of responsibility for




solving the preblem? Whose problem was t? Was it the doctar's aroblem,
the patient's problem, or was responsibéiity shared between the doctor and
patient?
ANALYSTS
in the énitiai prapaséi sﬁhjeots wé?é éﬁé%F oﬁh éohtroTS However
from our prev1ous proaect we were ab]e to determ1ne the sequence in wh1ch 41

of the 84 doctors were given the twWo cases and thus could use this group as
an h1stor1ca1 control Qroﬁp E1ghteen of the 41 fam11y med1c1ne res1dents
had taken Slade first and Jone S Se Cond 23 had dones first and Slade second.
To determine the re]wabxl ty of the MBA scores, we used a randomized b1otk
des1gn as described by W1ner (1971). A]] v%déotapés %h the current stﬁdy
were scored blindly by four raters. Two of these raters had also scored al]
tépes from fﬁé.éiév;éag stﬁdy' One add1t1ona1 rater had scored 18

v1deotapes from the earlier study A]l MBA items are scored W1th 1 as the
best score: Tre MBA subfest scores are the average scores ass1gned by all
éVEiTSEié rétérs An overall MBA score was also assigned by each rater with

Ana]yses were f1rst done by d1saggregat1ng accord1ng to groups
pretests and raters that 1s we Iooked at groups separatelv fam11y
med1c1ne controTs fam11y med1c1ne exper1menta1s, 1nterna1 med1c1ne
erper1menta]s and fourth:year medioal ctudents: Next we éﬁéiyied on the
basis of the pretest, that is, those who had Slade first and johes second
and those who had Jones first and Slade second: We also analyzed by rater
with five possible raters, the same four on all of the experimentai
éusjéEté; Within each group we computed pa1red t= tests on the difference
scores between pretest and posttést performance:. To examine differences

among the groups we computed un1var1ate and mu1t1var1at nalyses of
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variance on difference scores and on posttest scores alone. We used the

total pretest score as a contro] variable, and also covaried on Kehlberg's

moral reasoning score and years of residency:
Aggregate analyses were 31so done once scorer reiiability was deemed

adequate. Aggregation was done across raters, across pretest and posttest,

and groups were compared one to another by way of analysis of variance.

RESULTS

The randomized block design analysis of rater reliability was performed

on the four raters for each group separately: each of five MBA scales plus
overall performance using S1ade as a pretest and Slade as a posttest. The

reliability of the average of four ratings on Slade as pretest for Overall

performance was 0.79 and 0.77 for Slade as the posttest; the reliability of

the Elicitation scale with Slade as the pretest was 0.88 and 0.89 with Slade

as the posttest. These figures are aimost identical to what we had reported
on the earlier study (Sheehan et al.; 1985a): A1l other scale reliabilities

are ﬁitﬁiﬁ this range which suggests that we can be comfortable in
aggregating across raters in subsequent analyses. Thus, we shail skip the
presentation of data disaggregated by raters and proceed o average across
all available raters: four raters for all experimental subjects, and two or
three raters for the controls:

In the analyses that follow, the data are also aggregated across cases,
that is, ignoring Whether Jones or Slade was taken as a pretest: This was

done because the pretest to posttest differences for all experimental groups
showed improvement irrespective of case; this was not true for the controls.
Also, disaggregating by case would seriously affect statistical power as it

halves our sample.
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ANALYSIS OF DIFFERENCE SCORES

Table 1 conta1ns the mean pretest, posttest and d1fference scores by

grbubs for the f1ve MBA subscores as we]] as the Bvera]] score. Each score

is the average of scores ass1gned by all available raters. All scales were
scored 1nverse1y so that 1.0 was the hiéhést possible score: (Néte' a

1ower posttest score 1nd1cates 1mprovement and d1fferences are computed as

pretest minus posttest scores, so a pos1t1ve d1fference score shows a ga1n
from pretest to posttest ) The range of aetua] scores for the E11c1tat1on
scale was 1 0 to 3.25. The Fangé for Overall BéFFBFﬁanEé wag 1.0 t6 6;5;

between pretest1ng and posttesting: The differences are miniscule for the
controls and none are stat1st1ca11y s1gn1f1cant Aii of the differences

students: One difference, Elicitation, is significant for the family
medicine experimental group using a two-tailed test: two more would be if a
one-tailed test were used; Mutuality has an associated P-value of .08 and

P]ann1ng has a P value of 10 théSe E;Va1Ué§ can be halved for a 6ne:ta%ied

test.

A]though none of the d1fferences for the 1nterna1 medicine res1dents

are stat1st1ca11y s1gn1f1cant the size of the d1fferenc S are '6mbarabié to

those for the fam11y medicine exper1menta1 group and the fourth- year medical

students. For ékaﬁﬁié the average d1fference score for F11c1tat1on is 0 42

' for the 1ntern1sts W1th at- va]ue of. 1 58 wh11e 1t is 0: 27 w1th a t va]ue

14
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of 2.48 for the family medicine experimentals. The other difference scores
for the internists are similar to thé difference scores for the fourth-year

médica1 students but on the samp]e size of 4 the standard errors are too

Tab]e 2 shows the comparat1ve difference scores between exper1menta1s
and controls: the difference scores are the pretest to posttest differences
for experinentals aiaag the pretest to posttest differences for the
ééﬁéiaiéf These scores show the re]at1ve gains of the exper1menta1 groups

when compared to any ga1ns made by the contro]s The a]gebra1c s1gn for a]]

d1fference scores is pos1t1ve 1nd1cat1ng that pretest to posttest ga1ns wera

The extent to wh1ch these ga1ns were stat1st1ca11y s1gn1f1cant was

determined us1ng ana]ys1s of variance and s1ng]e degree of freedom contrasts

for thé tahtrals; A1l of the §ain§ for ?6ﬁrth-year aéaiea1 students eiéept
one are stat1st1ca11y s1gn1f1cant when compared to the ga1ns for the
contro]s None 6f the ga1ns for the fam11y medicine residents are
stat1st1ca11y s1gn1?icant when compared to the ga1ns for the contro]s nor
are he gains for the 1ntern1sts a]though the ga1ns for the 1ntern1sts are
genera]]y better than those for the Fam11y medicine exper1menta15'

naﬁé of the additional anaiyses, 1nc1ud1ng the use of Koh]berg s moral
reaso n1ng score year of res1dency, and pretest scores as covar1ates, or

using posttest scores alone, altered the above findings.




OISCUSSION

in a]ter1ng or enhanc1ng humanistic sk1lls there are several caut1ons
espec1=11y in the area of measurement and sample s’iectibn. The Jones and
S]ade cases are not parallel e1ther in content or :iffiéﬁlty: The kinds of
issues underlying the two cases are different. In Jones there is an ethical
issue, truth telling, but for some residents the 1ega1 code was so clear
that there was no ethical issue. In Slade there is a clear-cut quality of

life issue. Despite these and other differences betwsen the two cases, the

human1st1c behav1ors measured by the MBA could be assessed re11ab1y in both

In the selection of subjects, the contro] group represents historical

controls, data being gathered on them between 1981 and 1984 during the

course of an ear11er study We were fortunate that we had or1g1na11y

sedueneé for 41 of the 44 “"controls." The or1g1na1 proposa] was des1gned to
use exper1menta] subsects as the1r own contro]s and had no prov1s1on for a
contro] group because of costs and other cons1derat1ons The nature of the
fam11y med1c1ne ree1dency program may we]] have changed dur1ng the 1nterva1
from 1981 to 1985 With a new department head and many new facu]ty Desp1te
these caut1ons 1t is reassuring that none of the ga1ns between pretests and
posttests are stat1st1cal]y s1gn1f1cant for the control group. In fact, aii
d1fference scores for the controls are c]éée to zero and with a §;m51é size
of 41 there is little need to waiiy about a TYpe 11 error, whereas the ga1ns
for a11 exper1menta1 groups are more substant1a1, and some may fa11 to reach
s1gn1f1cance s1mp1y ?or 1ack of power

Another concern with the family medicine residents is that they are
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accustomed to having their performance videotaped and reviewed by faculty on

a regular basis: This practice was also true with the historical controls.

To the extent that criticizing ona's own performance on videotape is

effective, we may have been working on the margin of possible improvement

with these residents. If that is so, it may be even more impressive that
the intervention had such an impact on their Elicitation skills and possibly

their Mutuality and Planning as well.
The possible contamination of family medicine residents was recognized
in the original proposal and for that reason we had planned to use residents

in internal medicine rather than family medicine. Despite support from the
internal medicine faculty and adminiscration, the residents at our target

site were unanimously unwilling to participate in this project, and
expressed the view that the study was unscientific and would be of little
value to them as doctors. Four of six internal medicine residents in a

second internal medicine program did agree to participate. The family
medicine faculty and administration felt that the project was totally

compatible with their program goals and felt comfortable incorporating the

project into their educationa! pwrgram.

Nor were students part of the original design: However, in view of
the strong negative reaction of the internal medicine residents, we wondered

wWhether fourth-year students might be a more appropriate group for such an

educational program: ?GEFEE-yéiF students are familiar enough with the

hospital and clinic setting and with medical problem solving to be

challenged by a medical problem that has underlying moral issues.

Fourth-year students also are less pressiured and have fewer responsibilities

than residents. fﬁéy are far more accessible and if Eﬁé éiﬁé?iﬁéﬁf worked
Wwith them, we feit it would prepare them better for internship and

residency.
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W1th1n these 11m1tat1ons of subJects and measurement 1nstruments there
do seem to be some stab]e f1nd1ngs Spec1f1ca11y; it does seem that
human1st1c sk1115 can be affected by an educat1ona1 1ntervent1on in wh1eh
res1dents or students review and assess their performance 1n a structured
sett1ng, and can pract1ce these sk1lls through role p1ay1ng It appears
that across the board 1mprovement is poss1b1e w1th fourth year medical
students but concentration on e11c1tat1on sk1lls may be more product1ve

w1th res1dents A]though the Tab]e 1 d1fference scores for internists

internists were available for this study

Cons1stent 1mprovement in e11c1tat1on sk1lls 1s most encourag1ng If

th” Wat1ent s views on that issue, there is 11tt1e hope or opportun1ty of

eXerc1s1ng the other MBA sk1lls The other sk1lls, moral reason1ng,

formu]at1ng p1ans, execut1ng p]ans, and mutual]y arr1v1ng at a workab]e

so]ut1on, assume that he doctor is aware of and has some grasp of the

patient's perspective.

Furthermore, the fact that internists and students seemed most

§a§éééiisié to being influenced by the educat1ona1 1ntervent1on appears to

suggest two th1ngs F1rst, 1nterna1 med1c1ne res1dents mcy have exce]]ent

and second, w1thout much 1nducement fourth year students may have the most

potent1a1 and may be opt1ma11y ready frr such a program

F1na11y, desp1te the d1ff1cu1t1es we encountered in mount1ng and
carry1ng out th1s study and desp1te the 11m1tat1ons due to using h1stor1ca1
contro]s fam11y med1c1ne res1dents who may have been "contam1nated" by
prev1ous exper1ence in v1deotap1ng and er1t1c1z1ng the1r beﬁav1or, and

desp1te the 1aek of content s1m11ar1ty in the Slade and Jones csces, there

18
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do seem to be encouraging results for those interested in teaching
humanistic skills in medical school and in residency programs: Hntil thers
is evidence to the contrary, we will persist in our belief that humanistic

behavior is something that can be learned as an adult.

i

I5
oI
DI |
2|
jb
n




REFERENCES

Blesi, A. (1980) Bridging moral cognition and moral action: a critical

review of the literature:. Psychological Bulletin, 88:1-45.

Callahan, D. and Bok, S. (1980) Ethics Teaching in Higher Education.
New York: Plenum Press.

Donner, K. (1980) Teaching Bioethics: Strategies, Problems and
Resources: Hastings on Hudson, NY: The Hastings Center.

Frankena, W. (1973) Ethics. Englewood C1iffs: Prentice-Hall.

Hilfiker, D. (1983) Allowing the debilitated to die. New England

Journal of Medicine, 308:716-719.

McEThinney, T. (1578) -Survey of 80 Programs Teaching Medical Ethics in

Medical Schools. Washington, D€: 1Institute on Human Values in
Medicine:

pFiéé;'béé;;,féyja;y;t-w-j ﬁg]sgni b;E-igLEWigg Eié;; Eéﬁéﬁﬁi]]é?;ré;c;;

Mathiesen, R., Murray; S. Maxwell, J. (1971) Measurement and

Predictors of Physician Performance: Two Decades of Intermittently

Sustained Research. Salt Lake City: LLR Press.

effects on patients: a classification based on reports by internists,
surgeons, pediatricians and obstetricians. Medical care,
8:299-308.

Sanazaro, P.J. and Williamson, J.W. (1970) Physician performance and its

Sheehan, T.J. (in press) The importance of knowing when to stop ,
considering alternative structural equation models. Evaluatiocn & THe
Health Professions.

Sheehan, T.J., Candee, D., Willms, J., Donneliy, J.C., Husted. S.D.R.

(1983). Moral reasoning and clinical performance using live.
simulations.- Paper presented at the annual meeting of the American

Educational Research Association, Montreal.
Sheehan, T.J., Candee, D., Willms, J., Donnelly, J:, Husted; S. (1985
Measuring humanism in doctor-patient relations. Paper presented a

)

tions. P t the
annual meeting of the American Educatioral Research Association,
Chicago.

Sheehan, T.J., Candee, D., Willms, J., Donnelly, 3., Husted; S. (1985b)
Structural equation models of moral reasoning and physician.
performance. Evaluation & the Health Professions, 8:379-404

Sheehan; T:J:, Husted, S.D.R., Candee, D., Cook, C.D., Bargen, M. (1980)
Moral judgment as a predictor of clinical ﬁéifdfﬁahéé.i Evaluation &
The Health Professions; 3:393-404;

Winer, B.J. (1971) Statistical Princigles in Experimental Design. New
York: McGraw-Hi1l Book Company.

page 17 20




FIGURE 1
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FIGURE 2

ISSUES TO BE ADDRESSED IN THE HOWARD JONES CASE
How did the patient get the disease?
a. Who were his sexual contacts?
Does the wife know that Howard is having an affair?
Patient fears consequences to marriage if wife is told:
a: Patient does not want wife to be told.
Does the patient want the marriage to Survive?
How can_the wife be told with best results (or least harm)
to the marriage?
a. What is the degree of trust between partners?

1SSUES TO BE ADDRESSED IN THE JEAN SLADE CASE

How does Mrs. Slade feel about her mother being kept alive?

How does Mrs. Slade feel about iéiiing her mother die?
llas mother expressed any wish about how she would 1ike to be

What is the mother's quality of 1ife? What could she do befora?

What are the mother's prospects for survival in the
hospital/nursing home?
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FIGURE 3
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ELICITATION QUESTIONS

How can 1 help you today?

Could you go back through the history of your problem
and bring me up to date?

Dld anyth1ng change recent]y ‘that motivated you to seek he]p

now (not relevant to our simulated cases)?

What have you tried so far to take care of this?
What is your understanding of the problem?

What do you th1nk would hé]p7

What do you th1nk you are go1ng to have to do to take care
of this situation?

Let's focus on what we have to take care of today
Are there any quest1ons you wou]d 11ke to ask me7

Is there anyth1ng that you are worr1ed about -
that may be in the back of your mind -- that you wou]a
1ike to share with me?

Let ﬁe be sure that I understand what you have been say1ng

let me summarize. (Can come in several places in the interview.)




FIGURE 4

ROLE PLAY SCENARIO I

Gerald is a 27-year old white male engaged to Mary Ann, age 25. They are
both patients of Dr. Nylinger, a family physician in private practice.

Seven years ago Dr. Nylinger treated Gerald for mumps orchitis which =
‘resulted in aspermia and presumed sterility. -Today Gerald is arriving_in

Dr. Nylinger's office to have his premarital license application signed.
Dr. Nylinger does not _know if Gerald has.informed Mary Ann of his sterility
and believes this needs to be discussed during this visit, especially.

because Mary Ann has repeatedly spoken tu Dr. Nylinger of her desire for
children.

ROLE PLAY SCENARIO II

TWo years later Mary Ann makes an appointment with Dr. Nylinger to discuss

the fact that her gynecologist has completed a sterility workup on her and
Gerald, and has informed them that while she is completely normal, Gerald

was found to be sterile. The gynecologist informed them both that Gerald's
mumps at age 20 was probably the.cause of his sterility. Gerald has.

admitted to Mary Ann_that both he and Dr. Nylinger knew this to be the case
prior to the marriage. Mary Ann is extremely angry and upset that she had
not been informed of this fact prior to the marriage.

ROLE PLAY SCENARIO IIl

At the close of Gerald's visit, he and Dr. Nylinger agreed to have a -

three-way meeting with Mary Ann where they could discuss the impact of
Gerald's sterility on their_marital plans. Gerald, however, cancelled the
meeting. Two weeks later; Dr. Mylinger was confronted with Mary Ann's

ignorance of the situation when; during her premarital exam, she shared her

excitement over planning to start a family soon after her marriage. After

great soul-searching, Dr. Nylinger decided that his-obligation to share this

information with Mary Ann cverrode his ethic of confidentiality to Gerald.

One week iater Dr. Nylinger arrived in his office to find an extremely.

agitated Gerald in_his waiting room, demanding to be seen. Gerald confronts
Dr. Nylinger with the news that Mary Ann has broken their engagement after

learning from Dr. Nylinger of Gerald's sterility. Gerald is distraught and

believes he has been deeply wronged by Dr:. Nylinger:




FIGURE 5

OUTLINE OF MBA ITEMS DEALING WITH

HUMANISTIC SKILLS AND RELIABILITIES

ELICITATION: (Alpha =:94)

Attends to pat1ent s concerns

Acknowledges patient's expressed concerns - o
Seeks information about- patient's moral as well as medical comp1a1nt
Encourages patient initiative

Makes an effort to a1scover the pat1ent s aqenda

MORAL REASONING: (Alpha =.88)

Art1cu1ates va]ues
Grapples with moral issues
Learns about pat1ent s attitudes towards h1s/her mora] prob]em

FORM PLANS: (Alpha =.85)

D1scusses reasonab]e a1ternat1ves and/or p0551b1e future. comp11cat1ons
Encourges discussion-of patient's concerns before final closure
or 1nteract]on I

Pat1ent character1st1cs considered in med1ca1 comp1a1nt

Patient characteristics considered in moral complaint

EXECUTE PLANS: (Alpha =.91)
Asks about patient's abi1ity to. carry-out management p]an
Plans course cf action fer moral_ problem(“)

Expresses concern for med1ca1 and moral consequences to W1fe or mother

MITULITY:  (A1pha =.54)

Control of situatien
Type of master b]éﬁ
Mutuality

Locus of respons1b111ty
Master p]an )




Fanily Medicine
Controls (N = 41)

Fanily. Medicine.

Ex

Internal Hedicine
(N=4)

Fourth Tear Hedical
Students (N = 9)

WEAKS FOR PRETESTS, POSTTESTS, AND t=VALUES

Elicitation
Mutuaiity

Moral Reasoning
Planning
Execution

Elicitation
Mutuality
Moral Reasoning
Execition
Overall

Elicitation
Mutuality -
Moral Rezsoning
Planning
Execution
Bverall

Elicitation
Mitual 1t§}' :
Moral Reasonirg
Planning
Execution
Overall

TABLE 1

Er_éiéit- Pég_{iés_'_t Bj_f_

1.63
156
1.6}
1.42
1.50
2.9

t-Va les
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TABLE 2
COMPARISON OF DIFFERENCE SCORES BETWEEN EXPERIMENTAL

GROUPS AND FAMILY MEDICINE CONTROLS

Elicitation 0.218 0.362 0.510*
0 112 0:398*

Mutuality
.376 0.554+

Moral Reasoning 0.138
0 0.328*

Planning
Execution 0.128 .354 0.338

Overall 0.340

—
(82
o
o O (e A« ] Qi
.
fan
B+ +]

.620 1.220%

*p < .05 S
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