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How many cffective ways

an you think of

to give students a coneise, vet thorough,
clinically oriented overview of a complex subi

We can think of five.

New 9th Edition!
SYNOPSIS OF GYNECOLOGY

Major revisions in the discussions of hypo-
thalamic, pituitary, ovarian, adrenal, and thy-
roid hormones, management of cervical in-
traepithelial; and diagnosis of cervical can-
cers

By Daniel Winston Beacham, M D. and
Woodard Davis Beacham, M.D. June. 1977
444 pages plus FM I-XII, 47/s'" x 7°/s'", 194
illustrations Price, $11.95

3rd Edition!
SYNOPSIS OF SURGERY

Offers pertinent information on etiology
pathophysiology, clinical manifestations, diag-
nosis and differential diagnosis of a number
of surgical diseases. Stresses principles and
clinical correlation with pathophysiology

By Richard D. Liechty, M.D. and Robert T
Soper, MD; with 33 contributors. 1976,
1,160 pages plus FM I-XX, 5" x 7'/, 741
illustrations. Price, $16.50

9th Edition!

SYNOPSIS OF PATHOLOGY

Examines both general and systemic as-
pects of pathology Updated material on cell
injury, genetics, and cell structure, im-
munologic disorders, amyloid deposition,
mercury poisoning, and other key topics

By W. A D. Anderson. MA. MD
F.AC.P FCAP, FRCPA(Hon) and
Thomas M. Scotti, AB, MD 1976. 1,162
pages plus FM I-XI1. 47/a"" x 7%/s"", 433 figures
and 3 color plates. Price, $15.00

9th Edition!
SYNOPSIS OF OBSTETRICS

Explains reproductive physiology
nosis of pregnancy and prenatal care, mz
agement of normal labor and complication
before, during, and after delivery

By Charles E. McLennan, M.D. and Eugene
C. Sandberg, M.D. 1974, 520 pages plus FM
I-X, 5" x 7'/2"", 220 illustrations, including 2
in color. Price, $12.50

4th Edition!
SYNOPSIS OF PEDIATRICS

Direct and practical. Examines such perti-
nent topics as: genetics; prenatal intrauterine
factors, the newborn period, educational
growth and development; nutrition; and fluid
and electrolyte balance

By James G. Hughes, B.A., M.D_, with the
collaboration of 29 faculty members of the
University of Tennessee College of Medicine
and 5 guest contributors. 1975, 1,070 pages
plus FM |-XIV, 6" x 9, 123 illustrations
Price, $16.50
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ASSISTANT
IRECTOR

DEPARTMENT OF
GRADUATE MEDICAL EDUCATION
Saint Barnabas Medical Center, a mem
ber of the Council of Teaching Hospitals
of the Association of American Medical
Colleges, seeks an Assistant Director for
the Department of Graduate Medical Edu-
cation. Applicants should have a Ph D
degree with background in administra-
tion and education. Saint Barnabas Medi
cal Center is located in a beautiful subur-
ban community, 45 minutes from New
York City. For further information, submit
curriculum vitae to Abdol H. Islami, M.D

Saint Barnabas

Medical Center
94 OId Short Hills Road
Livingston, N.J. 07039

(201) 533-5500

Saint Barnabas Madical Center is
An Equal Opportunity Employer

University of Arizona
COLLEGE OF MEDICINE

The University of Anizona College of Medi
cine is seeking candidates with a strong aca
demic background for the posttion of ASSO
CIATE DEAN FOR-ACADEMIC AFFAIRS. The
position is available immediately. The Assoct
ate Dean will be responsible for the develop:
ment, evaluation and administration of the
curriculum; the implementation of graduate
policies; and the coordination of interdepart
mental courses. Reporting 1o the Associate
Dean are course coordinators, faculty re
source administrators and the office of med
cal education A,Tn..mu must possess either
an M.D. or Ph.D. degree in the basic sci
ences or equivalent, with experience in medi
cal education; teaching; and medical school
administration and must be qualified for an
academic faculty appointment. The Associate
Dean will be a full-time member of the Office
of the Dean but will be expected to partici
pate actively in his or her academic depart
ment, spending up to one-fourth of his or her
time as a faculty member Salary will be com
mensurate with the qualifications and experi
ence

The University of Anizona is an Equal Oppor
tunity/Affirmative Action Title IX/Section 504
Employer

Please send an up-to-date curniculum vitae to
Louis |. Kettel, M.D., Dean, The University of
Arizona, College of Medicine, Health Sci
ences Center, Tucson, Arizona 85724
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The New MCAT Student Manual (2nd edition)

Edited by Mary H. Littlemeyer and Alan C. Mauney. 1977
96 pages, softbound, $3.25 ($4 first class).

New Medical College Admission Test
Interpretive Manual

Prepared by the Diwvision of Educational Measurement and
Research. 1977. 125 pages, looseleaf, $3.00.

These are the first two in a series of official publications relating to the
New Medical College Admission Test (New MCAT).

The first, the Student Manual, 1s directed primarily to examinees and
their advisers. It is equally important, however, for anyone engaged in
the admission process since it provides details about test content and
sample tests. The specific areas of science covered on the New MCA'T
are outlined. and examples of the analytical skills being tested are de-
scribed and related to the practice test questions. General suggestions
for taking the New MCAT and guidelines for analyzing the test ques-
tions are provided. In addition to sample questions, this edition also
contains a four-hour test. llustrative of the New MCAT. with scoring
sheets and answer keys.

The second publication, the lnrerpretive Manual, was designed pri-
marily to aid members of admissions committees in the use of the New
MCAT for the selection of applicants and. also, to familiarize health
professions advisers and other groups of New MCAT users with the
basic characteristics of the test and its selection and counseling func-
tions. The material presented includes a discussion of New MCAT
development. descriptions of subtests and scoring procedures, guide-
lines to the interpretation of test results. distributions of scores from
the New MCAT administrations. and selected data from 'qh' e,

search on the new test. 7 a0 \
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about 864 pages / about 900 illustrations / about $60.00
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shorter, simplified book tailored to today's
briefer anatomy courses. The basic princi-
ples of gross anatomy presented provide an

excellent foundation. Each chapter covers a
separate region of the body, and hundreds
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431 pages / 3586 illustrations / 1977 / flexible binding, $16.50

Lippincott
J.B. Lippincott Company
East Washington Square_‘ Philadelphia, Pa. 19105
In Canaca

4B Lip Company of Canasa Utd

+ 7S hormer Awaue - Teronto Ontarc MEZ 467

The Emergence of the Family Practitioner:
An Historical Analysis of a New Specialty

Robert M. Lewy, M.D.

Abstract—The family practitioner evolved as a specialist to replace the rapidly
disappearing general practitioner. The lack of adequate postdoctoral medical educa-
tion programs for general practitioners, the changing role of the general practitoner
in relation to the specialist, and the lower status and different working conditions of
the general practitioner compared with the specialist contributed to the decline of
general practice. Those who attempted to develop the specialty of family practice
actively sought to remedy the deficiencies of general practice by providing intellec
tually rigorous postgraduate programs, by providing a unique area of expertise, and
by providing specialty status.

The introduction of the family practi- (2) showed that specialists, even though
tioner has restimulated interest in per- they were not specifically trained as gen-
sonal, comprehensive medical care. The eral practitioners, were spending much
general practitioner, a compassionate ad-  of their time in this role
viser to the family in matters of health General practice faced extinction be
and disease, represented the family’s cause of the changing nature of medical
source of such care. However, from 1931  education in the post-Flexnerian era; the
to 1974 physicians classifying themselves  changing role of the general practitioner
as general practitioners decreased from in relation to the specialist; and the dif
83 percent to 18 percent, and there was  ference in working conditions, renumer-
a concomitant rise in the number of spe-  ation, and status between the general
cialists. While the technology of medical  practitioner and the speaalist
care improved, the delivery of personal While the Flexner report resulted in a
health care did not shift in medical education that accen-
The number of general practitioners tuated its scientific and biomedical com-
continued to decline in spite of strong  ponents, no comparable Impetus was
public demand for their services. Several  given to comprehensive general care. The
large public opinion studies (1) demon-  availability after World War 11 of vast
strated the public’s highest regard for the  amounts of government and private re-
general practitioner. Weiskotten's study  search funds helped create a new type of
- academic role model, the “scientist-phy-
Dr. Lewy 15 a Robert Wood Joh sician.” Unlike the chinician, the scaientist-
. physician is primanly interested in re
search rather than climcal skills and close
sonal contact with patients. As the
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scientist-physician became the prototype
for llplllnum p;lllunl care, ncreasing
numbers of medical students chose the
scientist-physician role over the chinician
role. In a comparison of graduating Har-
vard Medical School classes in 1962 and
1970 (3), the proportion of medical stu-
dents characterized as scientist-physicians
icreased from 39 percent to 65 percent,
while medical students characterized as
clinictans decreased from 30 percent to
25 percent.

In addition to the difficulty general
practitioners had n defining a unique
arca of expertise, the model of solo gen-
eral practice created professional and
personal problems. The scientist-physi-
cian, trained to care for acute. intensive
conditions in the scientific research at-
mosphere of the umversity hospital, may
not find managing patents with self-lm-
ited, emotional, or chronic complaints
much to his hiking. The time demands of
solo 1 practice can interfere with
fami ation, and continuing edu
tion. The responsibilities of solo office
practice often encourage professional 1so-
lation. In spite of the long irregular office
hours, general practitioners often receive
less pay than specialists with shorter,
more regular hours.

General Practice Organization

In 1946 a scction on general practice
within the American Medical Association
was established to give voice to the
mounting problems and decreasing num-
bers of general practitioners. Its first
chairman, Wingate Johnson (4). foresaw
the need for the general practitioner to
evolve into the broader role of family
practitioner. The family practutioner, as
opposed  to the gencral practitioner,
should be better prepared to “emphasize
treatment of the whole man.” including
psychosocial and family problems. Un-
like the general practitioner. he should
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be more capable of relating to consultants
and of coordinating total care.

By 1947 the section had developed
into the American Academy of General
Practice. Its educational goals were to
encourage and assist physicians in pre-
paring, qualifying, and establishing them-
selves in general practice and to assist in
providing postgraduate study courses for
general practitioners. The academy tried
to implement these goals by establishing
medical school departments of general
practice, appointing qualified general
practitioners as clinical professors in the
basic subjects, instituting a medical stu-
dent lecture series in the art of medical
practice, and developing preceptorships
in general practice.

The only program of any consequence
was the University of Wisconsin precep-
torship program, which was designed to
provide medical students with the oppor-
tunity to appreciate the social, economic,
cultural, and environmental factors in the
practice of personal medicine so as to
interest them in careers in general prac-
tice. However, a critical review of the
30-year experience with the preceptor-
ship program revealed no evidence that
it ever encouraged students to enter the
field of general practice (5).

By 1956 1t became evident that the
Academy of General Practice was not
successfully meeting its educational ob-
jectives. The Executive Committee of
the Amenican Medical Association re-
quested that the Council on Medical Ed-
ucation in Hospitals form a study group.
the Committee on Preparation for Gen-
eral Practice, to analyze objectively and
make recommendations for the best
preparation for general practice. The
committee, in its 1959 Report of the
Commutiee on Preparation for General
Practice (6), recommended the formation
of several pilot two-year graduate pro-
grams specifically designed to teach gen-
cral practice

The Fanuly Pracutioner/Lewy
Residencies

I'he proposed general practice programs
were designed to ensure the ability of
the physician to provide medical care for
all family members. To maximize experi-
ences in personal and continuing care,
the core of the educational programs was
designed around the continuous. care of
sclected patients. During the first 18
months residents had an integrated ex-
perience in learning the basic diagnostic,
therapeutic, preventive, and rehabilita-
tive aspects of clinical medicine and pe-
diatrics. The final six months were re-
served for obstetrics or further training
in a medical or pediatric subspecialty

Sixteen programs in general practice
were imtially approved. These were rap-
idly expanded to 165 programs offering
783 positions by 1963. With only 47
percent of the available positions ever
filled and with over half of these filled by
foreign medical graduates. the general
practice residency programs were the
least sought after chinical residency
Within 10 years most of the general
practice programs had closed.

The general practice residency pro-
grams failed because they did not address
the major problems facing the new “spe-
cialty™: the absence of an academic base.
the undefined role of the general pracu-
tioner in relation to the specalist, and
the difference m working conditions and
status between the general practitioner
and the specialist

Those who developed and adminis-
trated the general practice residency pro-
grams did not take the steps necessary to
define and develop a body of knowledge
unique to general practice. Often the
programs were located in hospitals unaf-
filiated or only penpherally affiliated
with university teaching centers. There-
fore. the developers were not able to
teach general practice in medical schools
to generate any substantial research in-
terest, or to change the outmoded model
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of the 1solated solo general pracutioner
with little access to programs of continu-
ing education.

The residency programs themselves,
although often carefully thought out,
were not structured to allow the resident
a umque identity as a general practi-
tioner. Because the resident was required
to rotate among the traditional special-
ties, he quickly became a “'second class’
physician on every service. Experienced
general practitioners were often not even
members of the teaching staffs at the
institutions, and so by default much of
the teaching was left to specialists

Commissions

By the early 1960s it seemed clear that if
general practice were 10 Survive, a ree-
valuation of the function of the gencral
practitoner in the medical care system
was necessary. Ward Darley. executive
director of the Assaciation of American
Medical Colleges. concerned that the
practice of medicine was too slow in
broadening the emphasis from the diag-
nosis and treatment of episodes of illness
to the areas of prevention and rehabilita-
uon, stimulated an assessment of the
direction of medical care Recognizing
that fragmentation of medicine into spe-
cialties increases fragmentation of patient
care, he became a strong advocate for
the concepts of comprehensive and fam-
ily medicine (7)

At the same time four independent
study commussions set out to explore the
future of general practice. The commis-
sions underscored the continuing need
for some type of physican to deliver
comprehensive. continuing health care
However, they concluded that if general
practice were to survive, changes in the
future training and functioning of general
practitioners would be necessary

The World Health Organization
(WHO) Expert Committee on General
Practice met in July 1963 to assess the
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current and future status of general prac-
tice and to consider what improvements
might be made to keep those in the field
abreast of modern knowledge in medi-
cine. Its report, Training of Physicians
for Family Practice, reccommended that a
postgraduate study program specifically
designed to meet the needs of the general
practitioner should include mechanisms
for continuing education, research in
family medicine, and the teaching of
medical students. To increase the effec-
tiveness of the model of solo general
practice, the practitioner should be
trained to work with auxiliary and para-
medical personnel (8)

The American Public Health Associa-
tion and the National Health Council
formed the National Commission on
Community Health in 1962 to explore
the impact of the changing patterns of
health and disease. The Task Force on
Comprehensive and Personal Health Ser-
vices, chaired by Isadore Ravdin, de-
scribed the role of the personal physician
in upgrading health care services: the
personal physician should be trained to
deliver comprehensive, continuing, and
preventive care; he should be responsible
for coordinating all sources of health care
to result in an integrated program; and
he must be considered a specialist and be
given status, renumeration, and profes-
sional privileges equal to other specialists
©)

In the carly 1960s the American Med-
ical Association, concerned with the state
of postgraduate medical cducation, re-
quested the Citizens Commuttee  on
Graduate Education. chaired by John S.
Millis, president of Western Reserve
University, to conduct an external review
of the nation’s internship and residency
programs. The Millis report (10) became
a forerunner of the development of fam-
ily practice residency programs, and Dr
Millis became known as the grandfather
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of family practice. The committee rec-
ommended that the term “‘general prac-
titioner,” devoid of its once revered sta-
tus, be discontinued and “‘a monument
be built to him.”

Few hospitals and few specialists have
considered comprehensive and continu-
ing care to be their responsibility, and
few general practitioners are qualified to
fulfill this role. In order to provide com-
prehensive care of a higher quality than
that rendered by the general practitioner,
the personal physician must be expert
not only in the biomedical aspects of
care but also in the psychosocial aspects
of care, and he must be able to focus on
the whole person residing in a complex
social milieu. The personal physician
must also be expert in the diagnosis and
treatment of illness and in *‘symptomatic
and rehabilitative care that helps a person
to maintain or to return to as high a level
of physical and mental health and well
being as he can™ (10).

Following the failure of the general
practice residency programs and encour-
aged by the Millis inquiry into graduate
medical education, the Ad Hoc Commit-
tee on Education for Family Practice of
the Council of Medical Education of the
AMA was appointed in 1964 to review
the AMA’s policy regarding the future
of general practice and to recommend
further educational changes in the train-
ing of general practtioners. The ad hoc
committee recommended five guidelines
for the graduate education of physicians
intending to become primary care spe-
cialists (11):

1. Because teaching should stress
comprehensive and continuing patient re-
sponsibility rather than the episodic han-
dling of acute conditions, mere rotation
among the services would not be suffi-
cient. The graduate program should be
divided so as to provide time on the
specialty services as well as on a compre-
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hensive and continuing service, subse-
quently known as the model practice
unit.

2. In addition to the traditional medi-
cal specialties, a new body of knowledge
that constitutes the bulk of the program
should be taught. Although good primary
care physicians acquire much of their
skill and wisdom from experience, there
1s a body of knowledge that can be taught
which will facilitate their becoming out-
standing primary care providers. This
new knowledge, even though not yet
fully defined nor developed, should form
the theoretical framework for holistic
care.

3. Surgical experiences should con-
centrate on emergency care and the man-
agement of preoperative and postopera-
tive p;ﬂlL‘nlS.

4. The level of training should be
equal to that of other specialties. To
equate the new specialty with others, a
specialty board that gives certifying ex-
aminations and confers diplomate status
should be established.

S. There should be the opportunity
for individual variations in the graduate
programs.

The independent study commissions,
in agreeing on a conceptual change in
the functions of the general practitioner,
had more difficulty identifying that
changed function with a new name. The
reports of the WHO expert committee
and the Ad Hoc Committee on Educa-
tion for Family Practice consistently re-
ferred to “family physicians and family
practice.” The National Commussion on
Community Health used the term “per-
sonal physicians,” while the Millis report
favored *‘primary physicians.” Millis spe-
cifically objected to the term “family
practice” because he felt family relation-
ships were not necessary to the functions
of such a physician. Nevertheless, despite
his objections. the term “family physi-
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cian.” as described and defined in the
Willard report. gamned widespread ac-
ceptance as the name of the new physi-
cian specialist who would “provide med-
ical care within one or more specialty
disciplines in medicine, would assume
responsibility for providing continuous
and comprehensive care for the individ-
ual patient within the family contexture,
supplying portions of that care himselt
when appropnate and coordinating por-
tions obtained by referral or consultation
with other physicians and allied health
personnel™ (11).

To define the actual content of family
medicine, the Committee on Require-
ments for Certification, chaired by Carol
Whitten and composed of representatives
from the American Academy of General
Practice and the AMA Section on Gen-
eral Practice, met in 1966. The core
content of family medicine was designed
not only to give the family physician a
basic knowledge of all arcas of medicine,
but also to present the family physician
with a broad approach to illness i ity
behavioral, social, and environmental as-
pects. In addition to traming in the clini-
cal aspects of medicine, the core content
of family medicine included a wide range
of areas of mmportance, including re-
search and pracuce evaluation and the
economic. legal, administrative, and cth-
1cal aspects of patient care (12)

Evolution of Specialty

The evolution of a new specialty requires
a definition of content, the development
of graduate training programs, the devel-
opment of specialty departments in med-
ical school, the establishment of stan-
dards. the development of mechanisms
to ensure adherence to the standards,
the development of continuing education
programs to ensure maintenance of these
standards, and the generation of research



878 Journal of Medical Education

programs to further the unique body of
knowledge

McWhinney (13) refined the content
of family practice as proposed in the
Whitten report (12). It was McWhinney's
contention that the unique field of action
of family practice 1s finding the “earliest
departure from normal " He felt that the
famly physician must be able to evaluate
symptoms. signs, and diagnostic tests;
know the prevalence, incidence, distri-
bution, and natural history of disease:
know the physical and mental develop-
ment of human beings from birth to adult
hife; understand human behavior and psy-
chodynamics; and understand the social
influence on the presentation of disease.

By the late 1960s many of the requisite
steps necessary for creating the specialty
of family practice were well under way.
The Whitten report defined and outhined
the basic content of family medicine. The
Willard report outlined the form of grad-
uate and undergraduate training pro-
grams. Although 1t was still too early to
establish standards and develop mecha-
msms to ensure adherence to those stan-
dards, continuing education and research
were emerging as major components of
the new specialty

In view of the severe limitations of the
general practice residency programs, sev-
eral major organizational changes were
recommended in the formation of the
family practice programs. The residency
program would have 1o extend to three
or even four years instead of two to
make the length of training comparable
with that of the other specialties. The
family practice resident, rather than just
rotating through the various specialties.
would remain on and be idenufied with
the family practice service throughout his
traimng. He would learn relevant aspects
ot other speaialties through joint consul-
tations or by spending time on their ser-
vices. A major part of the residents’ time
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would be spent in the model family prac-
tice unit, where the unmque knowledge
and skills of family practice could be
taught by experienced family practition-
ers. To emphasize that the discipline 1s
distinct from other clinical departments.
at least some of the programs would be
based in a separate unit within the uni-
versity. As a result of these steps. family
practice as a specialty could more easily
compete for prestige, honor, and aca-
demic status than could general practice
as a non-specialty.

Description of Residencies

Three essential and unique features of
the family practice program distinguish it
from the previous general practice pro-
grams as well as from the other specialty
programs: the model practice unit and
the inclusion of behavioral science and
community medicine into the curriculum.
The model practice unit serves as the
major teaching base for the resident.
Through progressive responsibility within
the model practice, the attitudes, con-
cepts. and skills of family practice are
taught. The resident is responsible, under
supervision, for providing continuous and
comprehensive care to a group of patients
who should represent a cross section of
the community. Emphasis is on ambula-
tory patients, disease of high incidence.
chronic disease, health maintenance. and
rehabilitation. The resident is responsible
for his patients who become hospitalized
or for those who might require home
care. The model practice unit requires a
nucleus of fulltime family physicians
equivalent in position and status to other
clinical faculty.

Community medicine provides the res-
1dent with an understanding of the health
needs of a population. As an applied
discipline 1t is based on epidemiology.
biostatistics, and environmental health
Increasing the awareness of the heaith of
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the community is expected to be trans-
lated into greater awareness of the re-
sources and needs of a region. A greater
appreciation of the health patterns of the
community should lead to a greater un-
derstanding of the health needs of the
individual (14)

The social and behavioral sciences
should foster a more holistic approach to
medicine. Sociology, anthropology. and
psychology should form the basis for in-
tegrating cultural, social, and psycholog-
ical elements entering into health and
illness. An approach to the training of
family practice residents in behavioral
science developed by Bock and Egger
(15) calls for the family physician to
develop skills of people management and
a continuing relationship with the patient
as an individual,, as a member of a family,
and as a member of a community

Board of Family Practice

The first battle regarding the new spe-
cialty of family practice occurred over
the creation of the Board of Family Prac-
tice. Later there were disagreements
about the type of traming programs and
the basis for accrediting residency pro-
grams. The general practice  group
strongly wanted a Board of General Prac-
tice. However. in view of the previous
failure of the gencral practice residency
programs. they agreed upon a compro-
mise Board of Family Practice. The gen-
eral practitioners thought that a formal
division of labor between primary and
secondary care would reduce the role of
the primary care provider to a friage
officer. Surgery was cited as an issue
The general practitioners wanted more
emphasis on surgical expenience instead
of family-oriented experiences. They re-
ferred to those trained only in family
medicine as “medical eunuchs

Internists and pediatnictans. who pro-
vide pnimary care as part of their work

8§79

also opposed a division of labor. Their
opposition centered on whether this new
specialist would threaten their terrtory
in primary care

The specialty boards in pediatrics and
internal medicine responded by develop-
ing a dual cerufication in family medi-
cine. A combined four-year hospital-
based program. two years in pediatrics
and two years in internal medicine. would
prepare the physician to practice family
medicine. This move, which was in no
way intended to produce tamily physi-
cians. was widely interpreted as a method
of frustrating the infant Board of Family
Medicine

By 1968 the AMA Commitice on
Medical Education established a Family
Practice Committee to implement the
Willard report (11). By carly 1969, 15
pilot residency programs in family medi-
cine were approved. Concurrently. the
Committee on Requirements ftor Certifi-
cation of the American Academy of Gen-
eral Practice (AAGP) was finahzing
plans for a family practice cerufying ex-
amination. In early 1969 the AAGP and
the AMA set their requirements for
board eligibility. Shortly thereafter, the
AMA approved family practice as the
newest medical specialty

The onginal 135 pilot programs grew o
321 fully approved family practice resi-
dency programs with 4.675 residents in
training and 11.000 cerufied family prac-
titioners by 1976 Of the 119 U.S, medi-
cal schools. 78 currently have depart-
ments of family practice, 15 have divi-
sions of family practice, and an additional
seven are actively considering some type
of family practice program

Farly Difficulties

As the family practice programs devel-
ed 1 the early 1970s, several of the
-d prerequisites of fam-

sriginally con
ily practice training remained only par-
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tially fulfilled. The programs had difficul-
tics in being university based, implement-
ing curricula in community medicine and
the behavioral sciences, and recruiting
experienced teachers of family medicine

Although the majority of medical
schools have departments or divisions of
family medicine, the vast majority of
family practice residency programs re-
main based in community hospitals unaf-
filiated with medical schools. The devel-
opment of many small, isolated, non-uni-
versity-affiliated programs may or may
not represent a desirable trend

Although community medicine and be-
havioral science became identified as
areas of knowledge essential to the family
practitioner, no uniform process exists
whereby the content of those fields could
be taught. While some programs virtually
1gnare community medicine, others, usu-
ally those affihated with university de-
partments of community medicine, pre-
sent formal units in the content areas of
community medicine. Similarly, no proc-
ess, guidelines. or standards exist to teach
the behavioral sciences. Again training
varies among programs. Some. following
the Bock and Egger model (15). present
integrated units, while others merely rely
on the skills of a consulting psychiatrist
or social worker to teach the behavioral
sciences in relationship to clinical medi-
cine. Others experiment with behavioral
modification techniques, biofeedback,
and transcendental meditation.

To avoid the pedagogical pitfalls of
the general practice programs, experi-
enced family practitioners were to be the
teachers in the developing family practice
programs. Because of the rapid prolifer-
ation of the residency programs, a severe
shortage of qualified teachers of family
medicine quickly developed. To alleviate
the shortage, the Society for Teachers of
Family Medicine and the American
Academy of Family Physicians have been
working to upgrade teachers’ skills and
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have been actively recruiting qualified
teachers of family medicine from an in-
creasing pool of recent graduates.

Early Successes

The family practice programs were suc-
cessful in establishing university depart-
ments of family practice, introducing
family practice to medical students, es-
tablishing a research base in family med-
icine, establishing programs of continuing
education, and attracting residents.

The introduction of departments or
divisions of family medicine into nearly
100 of 119 U.S. medical schools has
legitimized family medicine as an aca-
demic discipline. Academic departments
of family medicine, by providing role
models of family practitioners and by
encouraging undergraduate medical edu-
cation in family practice, assure a future
supply of family practitioners. Research
in family medicine, particularly in health
care delivery and education for family
practice, is increasing.

Family practice has successfully pi-
oneered in continuing education. The
Board of Family Practice requires 300
hours of continuing medical education
and a recertification examination every
six years. Although no data are available
to measure whether these requirements
actually bring new knowledge to the phy-
sician that can be used to improve patient
care, other specialty groups are looking
into similar requirements.

The creation of a new type of family
physician with specialty status, with an
academic base. with a specific and unique
skill, and with a well-defined role in the
medical care system has contributed to
the early success of family practice.
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Student Decision-Making and Performance
In a Flexible-Time Curriculum

Robert A. Barbee, M.D., and Sarah M. Dinham, Ph.D.

Al

stract — Three consecutive classes (213 students) entering the University of Ari-

zona College of Medicine under a flexible-time three-year curriculum were provided
the option of extending their program by a year or more. Of the 30 percent who
availed themselves of this option. a majority did so because they desired a better
personal or academic “life-style™ rather than for specific academic reasons. Most
continued to pursue medical interests during the free time which became available to
them. Through none of the usual admission data was it possible to predict which
students would choose to extend their program. At the time of graduation students
completing the curriculum in three years achieved scores on the Part II examination
of the National Board of Medical Examiners comparable with those earned by
students who extended for a four-year program. Nonacademic factors may be of
greater importance than academic factors in student acceptance of accelerated

curricula

In the past several years virtually all
American medical schools have under-
taken extensive analyses of their curn-
cula. For some schools the result has
been an organizational change either to-
ward or away from argan system instruc-
tion. For others curriculum reassessment
has led to increases in elective opportun-
ities tor students. In most cases the ques-
tion of curniculum duration. raised at
least in part by the presence of federal
financial icentives, has been much de-
bated. As a result of various chang
curriculum duration the traditional four-
year curriculum has become only one
alternative for achieving the M.D. de-
gree. Also available have been four-year

Dr Barhee is associate professor of internal
medicine and Dr. Dinham is director, Office of
Medical Education. University of Anzona Coliege
of Mediane. Tucson

programs offering an option for three-
year completion. three-year programs
with options for four years, and three-
year programs with no planned options.
according to a report of the Three-Year
Curriculum Study undertaken by the As-
sociation of American Medical Colleges.
The availability of programs offering
flexibility of curriculum duration has
meant that many students have had op-
portunities to select their rate of progress
toward the M.D. degree for their own
reasons.

In January 1972 the faculty of the
University of Arizona College of Medi-
cine voted to inaugurate a flexible-time
three-year curriculum. beginning with the
class entering in August of that year
Under the new curriculum all students
entered a program which permitted com-
pletion of the requirements for the M.D
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degree in 34 calendar months. At any
time, at the student’s option, the program
could be lengthened to three-and-one-
half, four. or even five years to suit
individual needs and interests. This re-
port concerns the students in the first
three such classes who exercised their
option to extend their program. In it the
authors describe in detail the process of
program extension; review demographic,
attitudinal, and performance compari-
sons of students who extended their pro-
grams with those who did not; address
the issue of predicting which students
will be extenders; and offer conclusions
concerning student responses to a curric-
ulum of flexible length

Three-Year Curriculum

During the College of Medicine’s first
five years (1967 to 1972) the curriculum
was patterned on the traditional four-
year model in which departmental basic
science courses were taught during the
first two years, followed by a year of
clinical clerkships and an elective fourth
year. The three-year curriculum insti-
tuted in 1972 represented both a 10
percent decrease in total contact hours
and a shortening of the summer vacation
periods.  Basic science courses  were
taught during a S6-week Phase 1. clerk-
ships in a 48-week Phase I1. and both
clinical and basic science clectives in a
36-week Phase I11.* At matriculation.
this curriculum plan was explained to
students, and their option to extend the
program was described. The procedure
for extending a program was as tollows.
When in the student’s opinion it would
be beneficial to extend. the student peti-

*Some changes and rearrs

tioned the Curriculum Committee, re-
viewed the decision with the associate
dean, and planned an alternate program
Although others were involved in the
discussion, the decision was made en-
tirely by the student. Because of the
structure of the basic science curriculum
and the fact that departmentally taught
courses were offered only once a year, a
student’s decision during Phase 1 to ex-
tend his program often required a full
added year prior to the start of clinical
clerkships and lengthened the total pro-
gram to four years. A student’s decision
to extend the Phase 11 or Phase 111 pro-
gram typically lengthened the total pro-
gram by only a few weeks or months
Most students who extended their pro-
grams did so during the period that they
were studying the basic sciences, gener-
ally making their deasion within six
months after entering medical school

Methods

In February 1970, two years prior to the
faculty decision to make a curnculum
change. the Anzona Longitudinal Study
was imtiated. This study has tocused on
student  performance  and  curriculum
evaluation factors measured betore and
after curriculum change. Data collection
has included admissions data such as de-
mographic information, undergraduate
grade-point averages, and Medical Col-
lege Admission Test scores as well as
data collected at several points in the
curriculum wsing the following instru-
ments: National Board of Medical Ex-
aminers (NBME) minitests and the Ca
reer Attitudes Inventory and Medical
School Environment Inventory (the latter
two were developed as part of the
AAMC Longitudinal Study of the Class
of 1960). A questionnaire concerning
chool expectations and
e 15 also admimstered

students’ medical
advance kno

during the first orientation day in an
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attempt to assess such variables as aca-
demic  confidence, alternative career
thoughts, and student perceptions of fac-
tors which might contribute to success in
medical school. The NBME Parts 1 and
II examinations are administered to all
students at the end of basic science course
work and in April preceding their gradu-
ation,

For students who extended their medi-
cal program beyond the standard 34
months, extensive personal interviews
were conducted to learn the specific rea-
sons for the decision to extend. When it
scemed appropriate, instructors were
also questioned concerning the students’
academic performance. It was possible
to identify three primary reasons why
students chose to extend their programs;
(a) quality of life—the student’s desire
to improve the quahty of personal or
academic life by decreasing the time de-
mands of the program; (b) hcalth—a
specific illness (for example, coccidioido-
mycosis), pregnancy, or accidental injury
preventing the student from maintaining
a full academic load; and (¢) academic—
cither overt failure of a course or a
decision to drop one course so that mar-
ginal performance in the others might be
improved.

The data analyses were conducted to
test hypotheses of differences between
“extending” students and students re-
maining in a standard 34-month pro-
gram. Statistical analyses for group dif-
ferences for the vanous demographic,
attitudinal, and performance variables
were performed using chi-square and
one-way analysis of vanance procedures.
Results
Among the 213 entering students in
1972, 1973, and 1974, 64 (30 per cent)
chose to extend their programs beyond
the standard three years. Numbers for
cach class and the reasons they gave are
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shown in Table 1. Except for the 1972
class, in which health reasons were given
with unusual frequency, the vast majority
extended because they wanted a quality
of life which the three-year program did
not provide them. Concerns for a more
well-rounded social life and a desire for
a less intensive academic pace predomi-
nated. Rather than fearing academic fail-
ure, several students felt that they would
achieve more academic depth by extend-
ing their program of study.

Analysis of admissions data for the
extenders and their entering classmates
revealed few differences. Not surpris-
ingly, students extending for academic
reasons had scored lower (p = .05) on
two Medical College Admission Test
(MCAT) subtests; students extending be-
cause of academic difficulty also had ex-
pressed during orientation somewhat less
confidence in their ability to meet the
demands of medical school (p = .05).
Demographic  characteristics, ~ career
choices, and performance on the NBME
test during the orientation period were
virtually identical for extenders and non-
extenders.

A second series of analyses focused on
students entering Phase 11, the clerkship
phase, of the curriculum (this group con-
sisted of students making normal prog-
ress through the standard three-year pro-
gram, plus students from the preceding
class who had extended their program
and consequently were entering clerk-
ships a year “behind). Extenders and
their classmates were compared using the
NBME minitests (administered at the
end of traditionally first-year and second-
vear courses) and the NBME Part | ex-
amination. There was no difference in
performance between the extenders and
nonextenders on the minitest. On the
NBME Part | examination extenders out-
scored nonextenders on some subtests.
and the reverse was true on other sub-
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tests; these results varied from year to
year for the three classes studied. For
only one class was there a difference for
NBME Part I total. When the students’
reasons for extending their programs
were considered. students who extended
for academic reasons had lower NBME
Part I total scores (p = .05) than did
cither the other extenders or the three-
year students

Another area of study concerned how
students used the time made available by
extending. Categories of students’ activi-
ties are listed in Table 1. Some attended
school only part time, and some did not
register for one semester.

The flexible-time curriculum  was
planned to permit not only basic science
students but also students in their clinical
years to extend their programs. As the
students reached their clerkships and
then their elective courses, however,
fewer than expected extended their clini-
cal work. Only seven students in the first
three classes extended their clinical edu-
cation for six months or longer; this
choice meant that they graduated in De-
cember or January and made special in-

ternship arrangements. A somewhat
larger number of students extended their
clinical work by six to 18 weeks. The
students extending during the clerkship
and elective phases of the curriculum did
so primarily to take advantage of unique
chnical opportunities

In the flexible-time curriculum a grad-
uating class was composed of students
who progressed at the standard rate
through the 34-month program plus oth-
ers who began carlier and extended to a
longer program. At the time this article
was written, NBME Part 1l data were
available for two of these “mixed”
classes: the class graduating in 1976 con-
sisted of 43 threc-year nonextending stu-
dents and 25 students who had extended
their programs, and the class graduating
in 1977 consisted of 60 nonextending
and 26 extending students. [n four of the
six NBME Part 11 subscores as well as in
the total score, the class of 1976 nonex-
tenders outscored extending students (p
= .05); there was no difference between
those extending because of academic ne-
cessity and those extending tor other
reasons. Class of 1977 NBME Part I

TABLE 1
NUMBERS OF EXTENDING STUDENTS, REASONS FOR PROGKAM
EXTENSION. AND STUDENTS” AcTiviTies DURING
Free Time N THE UNIVERSITY OF
ARIZONA THREE-YEAR FLEXIBLE-
Time Mepicat CURRICULUM

Student Characteristic

Number extending

Reasons for extending
Quality of life
Health
Academic problems

Activities during free Ume
Required course work only
Required and other course work
Other

* Two of these stud

reasons and one for & cars

hange

dropped from school permanent

Entering Class
1972 1973 1974
N ) (N=71) (N=T1)
22 22 20
12 15 1%
6 1 0
4 6 2
1 16 12

or academic
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results showed no differences between
extenders and nonextenders. Data on the
house staff performance of these gradu-
ates are not yet available

Discussion

The idea that a medical student may
choose, or even be encouraged to indivi-
dualize, the time taken to carn the M.D.
degree is relatively new in American
medical education; traditionally, the de-
gree has been carned in four years unless
academic failure, 1ll health, or a com-
bined-degree program supervened. To-
day, in most schools with flexible-time
curricula the standard four-year program
is shortened to three years for certain
students, usually upon the approval of
the appropriate administrator or faculty
committee. Depending upon the school,
up to a quarter of a class may be allowed
or encouraged to exercise such an option.

This report concerns the opposite ar-
rangement —extending a program from
three years to more. under guidelines
understood by the student prior to ma-
triculation. When the 34-month curricu-
lum was implemented at the University of
Arizona College of Medicine, it was
clearly understood that not all students
would find the pace compatible with their
learning style, carcer goals. or intellec-
tual capacity. There was no way to pre-
dict student response to this option, nor
was 1t possible (o anticipate the manner
in which the basic science faculty would
implement a shorter curniculum. As the
first class progressed through us first
hil\lc science courses and encountered
several examinations, the percent of stu-
dents choosing to extend from three to
four ycars approached 30 percent. A
majority reached this decision for quality-
of-lfe reasons. For the most part these
students expressed a desire to spend
more time tn nonmedical pursuits rather
than to endure the rigorous imtensity of
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the three-year curriculum. Time for fam-
ily, social life. and nonacademic activitics
was most frequently cited. Other stu-
dents, fewer in number but equally vocal,
felt that the quality of their academic
experience would be enhanced by a more
lewsurely pace. In most instances students
in this group chose to do basic research
during the free time available to them.
Only four students were required to re-
peat the basic science phase because of
academic failure. Several in the quality-
of-hfe category, although passing all
courses at the time of their decision to
extend, expressed concern that failure
might occur if they did not lighten their
academic load. Gross anatomy and his-
tology were the courses most frequently
dropped for this reason.

Following the experience of the first
three-year class, students in subsequent
classes tended to make their extending
decision earlier in the year; a few did so
during the first two weeks of classes. The
previous class’ part-time students were a
major influence; they were clearly enjoy-
ing a more leisurely academic pace and
were perceived by the new students to
have a better quality of life. By the time
the third class entered, almost all extend-
ing students were expressing quality-of-
life reasons for their decision.

Except for a somewhat lower prior
academic performance among students
who extended because of academic fail-
ure, there was no way to predict who in
an entering class would choose the option
to extend. Neither gender nor marital
status correlated in any way. A question-
naire administered duning orientation to
assess students” perceptions of how well
they would perform also failed to predict
those who would extend Only subjective
impressions based upon interviews with
students could be used in the search for
predictor variables. For many extending
students fatigue appeared to be a domi-
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nant factor. For some of the brightest
students, extending their curriculum of-
tfered an opportunity to satisfy a desire
for the academic qualty that might be
missing in the three-year program. A few
members of the faculty who did not favor
the new curriculum tended to reinforce
this feeling by implying that the students
would be better prepared for their clinical
work if they slackened their pace. A
critical factor among the quality-of-life
students appeared to be a reluctance to
allow their medical education to domi-
nate their overall life-style, both during
medical school and for the future. Al-
though these students expressed a dedi-
cation to medicine, they appeared to
resent the fact that it might preclude
them from enjoying what they viewed as
a well-rounded personal life

Students who continued through the
15-month Phase I, the nonextenders, in-
cluded several who were older than their
classmates. Many also cited financial and
time considerations in moving toward a
three-year graduation. Individually, stu-
dents not extending appeared to be more
achievement oriented and less question-
ing of their education

Proponents of traditional four-year
curricula have suggested that the advan-
tages include time for reflection and as-
similation of material. There are no ob-
jective data upon which to judge this
alleged advantage. When members of the
first three-year graduating class were sur-
veyed concerning the extending option,
the great majority expressed satisfaction
with their decision not to extend. Most
indicated that given the opportunity for
such a choice, they would again make
the same decision

At least on the surface it would appear
that a major objective of the flexible-
time curriculum was accomplished — 10

allow cach student 1o progress at a pace
commensurate with his desires and capa-
bilities. Most students made decisions
which were well thought out and ar-
ranged well-planned  alternative  pro-
grams. They achieved an acceptable level
of achievement while progressing at thei
Own pace.

A significant hmitation i the tlexible-
time arrangement was the fact that basic
sciences courses were offered only once
cach year; students, therefore, were re-
quired to wait several months after drop-
ping a course before 1t was again availa-
ble to them. Not only did this leave them
with time on their hands, but also it
caused many faculty members to become
uncasy about “part-ime” medical stu-
dents, since to some faculty members a
student’s program extension represented
a curricular failure. Most students ex-
tending during the basic sciences part of
the curriculum spent their ime very pro-
ductively; only a minority took the mini-
mum number of classes required 1o com-
plete the basic sciences. Students who
extended during their climcal work used
their time prnimarily for clinmcal work
“Late” graduation did not greatly ham-
per students in thewr internship arrange
ments; all obtaied quite adequate posi-
tons

Certainly, a flexible-time curriculum is
not without problems. most of which are

difficult to assess objectively However
the University of Arizona curriculum has
provided an opportunity for studying an
important clement of student decision-
making and 1ts effect on academic per-
formance. From all available data, it ap-
pears that students are cntirely capable
of determiming their own pace without
significant detriment to either their com-
mitment to medicine or their academic
perdormance



Evaluation of Clinical Training in the Community

Michael J. Gordon, Ph.D., Ralph R. Hadac, and C. Kent Smith, M.D.

Abstract— An evaluation approach is presented that is designed to deal with the
complex educational problems associated with community-based teaching. Such
problems include using instructors with limited training in teaching, ensuring compar-
ability of student experiences, monitoring students’ performance in dispersed settings,
and maintaining adequate communications among involved parties. The approach is
based on a careful delineation of information needs and data sources followed by the

design and strategic combination of eval

luation 1nstruments in order to promote

efficiency in data collection. An application of the approach is described for an

undergraduate clerkship in family medicin

e taught at multiple sites at the University

of Washington School of Medicine. Nine instruments are described for eliciting
information from four sources to satisfy the needs of five groups associated with the
course. Sample results are presented suggesting that the approach is effective and
may prove useful to others involved with teaching in dispersed settings.

Just a few years ago medical students
typically began their medical education
with two years of preclinical training in
lecture halls, libraries, and laboratories.
They then spent their last two years of
training on the wards of university-affili-
ated teaching hospitals. After an explo-
sion of new teaching approaches. today’s
medical student begins meeting patients
in his first year. These carly encounters
increasingly take place in the offices of
community physicians and often extend
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to nursing homes, neighborhood clinics,
social agencies, and patients” homes.

This rapid change in undergraduate
medical education has taken place in
response to a number of social and eco-
nomic demands affecting health care de-
livery and training. A shift in social em-
phasis toward primary care produced a
need for new primary care teaching sites.
Various cost control programs and ad-
vances in medical technology have re-
duced the number of hospital teaching
cases available. At the same time de-
mands for greater availability of health
care have markedly increased medical
student enroliments. Finally, the rising
costs of medical education have made
the bedside teaching approach formerly
preferred by medical school faculty an
expensive luxury.

A partial answer to these demands has
been found by sending medical students
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beyond the walls of the university medi-
cal center for portions of their training.
Physicians practicing in the community
have been entrusted with a progressively
larger share of the responsibility for
training medical students. These physi-
cian-teachers are attracted to this ex-
panded role primarily by personal satis-
faction derived from their student con-
tacts.

These recent changes have been hailed
by many as an enlightened response to a
number of rational demands. However,
others have warned that medical schools
are in danger of returning to pre-Flexner-
ian apprenticeship programs devoid of
scientific discipline and freed from the
elaborate safeguards which have served
to make American medical education the
world standard in quality

Critics have raised a number of serious
issues to challenge the concept of com-
munity-based teaching: (a) community-
based teaching faculty typically have only
tangential ties to the umversity and little
or no formal training in teaching; (b)
students dispersed in widely varying sites
are likely to have experiences of limited
comparability, (¢) there is little opportu-
nity to monitor the quality of the stu-
dents’ educational experiences in dis-
persed settings, and (d) adequate com-
munication between university-based
course coordinators, community-based
faculty, and students 1s difficult to main-
tain.

Such criticisms are hard to disregard.
Thus, it is particularly important that off-
campus training programs develop com-
prehensive systems of evaluation in order
to monitor their effectiveness. The pur-
pose of this paper is to present an evalu-
ation approach designed to meet the
unique needs of community-based clini-
cal education programs and to describe
the implementation of such an evaluation
system in the context of one such course
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Course Description

The exemplar course, entitled Continuity
Clerkship and introduced in 1974, s an
elective for second-year medical students
at the University of Washington School
of Medicine. Each student spends one
morning a week in the practice of a
physician preceptor for a period of nine
continuous months. Students typically
see patients with their preceptor, gradu-
ally assuming greater involvement in the
patient care process as they gain skills
and knowledge through their other
course work. Each student becomes
closely involved with a special group of
“longitudinal care families,” one of
which is selected 1o be the subject of a
student report focusing on comprehen-
sive, continuous care for the family

The four objectives of the course are
to teach an approach emphasizing conti-
nuity and comprehensiveness of health
care, to teach the application of selected
clinical and procedural skills, to provide
exposure to clinical manifestations of
basic principles learned in the core curric-
ulum, and to introduce some aspects of
family practice management. Students
enrolled in this elective also enroll in an
accompanying weekly seminar series.

Evaluation

Evaluation of the continuity clerkship
begins with the premise that evaluation
is the collection and analysis of informa-
tion for the purpose of making decisions
(1). To this e¢nd a decision grid was
designed (Figure 1) which identifics the
decisions to be made by students, precep-
tors, the controlling department, course
coordinators, and those supplying future
funding. These decisions are divided into
three time periods: prior to the course,
during the course, and subsequent to the
course. The grid also identifies the kinds
of information needed to make all the
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Deaisions refated to a nine-month continuity clerkship at the University of Washington School

of Medicine and associated information needs

of decision-makers at three points in time.

(Information needs determine evaluation methods.)

decisions that could be foreseen in the
evaluation of this course. It thus serves
as a table of specifications for the devel-
opment of specific evaluation strategics.

With evaluation specifications in hand,
course developers designed methods to
permit cach source of information to be
used in addressing several information
needs. Conversely, each need was ana-
lyzed to identify all of the available infor-
mation- g.llhum;, methods which could
help in satisfying the need. Although
these procedures appear complicated, the
initial rationale and planning permitted
the developers to devise an evaluation
system which minimized the collection of
data and maximized the utilization of
data collected.

Figure 2 presents a concise summary
of the resultant system. It shows the
cross-referencing ndex of information
needs.  the  appropriate  information
sources. and the methods and instru-
ments devised to gather the necessary
mformation. Each information need was
served by an average of over three inde-
pendent methods. and cach method was

used to satisfy an average of over three
information needs. Details of the system
are described in subsequent paragraphs.

A comprehensive evaluation system
must provide effective mechanisms for
transferring information from those who
possess it to those who require it in order
to make decisions. However, an effective
system cannot be limited to a set of
written evaluation instruments. Open
communications among all participants is
equally necessary, and this requires pro-
vision for face-to-face discourse. Thus.
the continuity clerkship includes weekly
seminar meetings between students and
coordinators and bimonthly meetings be-
tween preceptors and coordinators. The
evaluation instruments described in the
following paragraphs serve the purpose
of more systematically collecting data,
often of a quantitative nature, which are
not readily accessible by verbal means.
They also serve as checklists to ensure
that key information is adequately gath-
ered.

In the discussion that follows, emphasis
has been placed on a description of the
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written instruments since the use of meet-
ings and discussions for evaluative pur-
poses is commonplace. In most cases the
instruments themselves are less impor-
tant than the systematic approach em-
ployed to satisfy informational nceds. A
strategic combination of instruments pro-
vides necessary information with a mini-
mum of disruption and duplication. The
system presented here consists of nine
instruments utilizing inputs from stu-
dents, preceptors, patients, and course
coordinators

STUDENT-ORIGINATED EVALUATIONS

Evaluation information from students 1s
obtained by means of four instruments.

Student experience logs and summary
reports— Students arc asked to record
selected details about each patient con-
tact on a special log form. Information
reported includes a description of the
medical problem, level of student partic-
ipation, site of the encounter, and type
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of patient. The logs are turned in weekly
and prepared for computer processing
which permits quarterly summary reports
of the clinical experiences for cach stu-
dent and for the course as a whole.

Course coordinators use the log data
in evaluating the adequacy of preceptor-
ship sites and the range of student expe-
riences. The logs have helped preceptors
compare the experiences that they offer
students with the expeniences provided
at other sites. The extent to which course
objectives are being met and changes in
levels of student involvement can also be
monitored by means of log summary re
ports. Students have reported that the
summary reports provide a useful record
of the depth and breadth of their clinical
experiences. Some examples of intorma-
tion provided by the log summaries are
shown in Table 1.

In the first year of use, 1974, the logs
identified a number of problems. Longi-
tudinal care patients were found to be
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TABLE 1
SELECTED SUMMARIES DESCRIBING NUMBER AND KIND OF PATIENT
CONTACTS FOR 35 STUDENTS ENROLLED IN A NINE-MONTH
CoNTINUITY CLERKSHIP AT THE UNIVERSITY OF
WASHINGTON SCHOOL OF MEDICINE,
1975-1976

Problem management
Total no. of problems
Average no. of problems per
student
Level of responsibility
(in percent)
Primary
Assisted
Observed
Type of patients (in percent)
New patients
Ongoing patients
Longitudinal patients
Procedures
Total no. of procedures
Average no. of procedures
per student
Level of responsibility
(in percent)
Pnmary
Assisted
Observed
Site of expenence
No. of patient contacts at
cach site
Office
Hospital
House call
Nursing home
Emergency room

difficult 1o obtain. Some preceptors failed
to increase the responsibilities of students
as they progressed through the courses,
and there were virtually no house calls
made by students. As a result of infor-
mation provided by the logging system,
course coordinators have been able in
many cases to ofter suggestions to resolve
indicated discrepancies and to enrich the
students’ experiences. Problems common
to many preceptors, such as obtaining
longitudinal care patients, were ad-
dressed at meetings with the preceptors

Fall Winter Spring
Quarter Quarter Quarter
1.007 1,094 526
27 31 16
20 34 42
35 39 3
46 27 22
68 59 64
23 32 30
9 9 6
281 218 99
7 6 3
29 46 45
30 33 32
41 21 23
1,060 1,003 495
120 138 67
2 9 5
21 2 13
2 ~ 2

in which remedial actions were formu-
lated.

Student progress reports— Periodically
throughout the year, students are asked
to complete a brief evaluation form which
surveys satisfaction in each of 10 areas.
including level of responsibilities, degree
of supervision. pace of patient contacts,
and family orientation. Open-ended
comments are also solicited, and the form
is used by the course coordinators as &
preliminary ing mechanism which
allows students to voice their concerns
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before they turn into major problems.
The data have shown that at any particu-
lar time approximately 10 percent of the
students are experiencing some discom-
fort in their preceptors’ offices. By dis-
cussing the situation with students, the
coordinators have often helped students
to openly approach their preceptors. In
unusual cases it has been necessary for
the coordinators to intervene in the rela-
tionship between student and preceptor
in order to facilitate a more satisfactory
arrangement.

Student assessment of training site—
This form is completed by students at
the end of each quarter in order to eval-
uate the strengths and weaknesses of the
individual preceptorship sites. Students
are asked to rate the adequacy of the
preceptor, his staff, and his style of prac-
tice. These forms are used by coordina-
tors to assess the quality of training in
each preceptor’s office, to provide the
basis for specific feedback to the precep-
tors from the coordinators, and to plan
educational activities for the preceptors.
With the students’ permission copies of
the evaluations are returned to the pre-
ceptors. In several cases where verbal
exchanges between the student and pre-
ceptor have failed to resolve difficulties,
written comments by the student have
had a greater impact in facilitating
changes.

Longitudinal care report— The experi-
ence logs demonstrated that the task of
obtaining a small panel of patients to be
the special focus for longitudinal care is
not easy. In pursuit of this goal students
are asked to prepare a brief wntien re-
port based on their longitudinal patient
contacts. The report has helped to focus
student attention on the longitudinal as-
pects of the care they provide and has
spurred students to cultivate more inten-
sively relationships with patients and
their families. The reports demonstrate a

9
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surprising degree of insight by the stu-
dents. Preceptors who have not been
able to arrange for longitudinal care of
families have gained greater enthusiasm
after reading the reports of students other
than their own, and the number of stu-
dent/patient encounters designated as
longitudinal has steadily increased since
this requirement was initiated. Thus, a
project originated to allow preceptor and
coordinators to evaluate a student’s grasp
of longitudinal care concepts has been
instrumental in encouraging both stu-
dents and preceptors to focus more :
tion on this important goal

ten-

PRECEPTOR-ORIGINATED EVALUATIONS

Three instruments are used to acquire
information from preceptors.

Preceptor progress report— A meeting
of coordinators and preceptors is held at
approximately two-month intervals. At
each meeting preceptors are asked to
complete a brief questionnaire to provide
the coordinators with information on the
current status of the preceptorships and
any problems which may be emerging
This form, like the student progress re-
port, is intended to allow the coordina-
tors to facilitate informally the relation-
ship between preceptors and students.
The form also provides the coordinators
with information on loss of office produc-
tivity and economic impact due to the
student’s presence. This information has
proven useful in establishing levels of
preceptor compensation and for docu-
menting requests to granting agencics
which provide partial support for this
important teaching activity. Preceptors
have reported an average productivity
loss of about 25 percent during teaching
periods. Significant departures from this
norm, high or low, have proven to be
predictive of student dissatisfaction
These reports have generally indicated
an extremely low inadence of problems
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but have provided an opportunity to clar-
iy issucs on the same day they are pre-
sented.

Preceptor  feedback to students— Pre-
ceptors who are new 1o the teaching role
often find that confronting students with
direct feedback 1s an uncomfortable task.
With the help of students, a feedback
form was designed which is intended to
be used as the basis for quarterly discus-
sions between preceptor and student.
Students also complete the form as a
self-evaluation so that preceptors and
students can compare impressions of the
students’ performance and progress. In
this way students and preceptors can
jointly acknowledge problems and prog-
ress and can clarify differences in percep-
tion. The form has proven to be useful
as a vehicle for planning new experi-
€nces, revising supervisory procedures,
and atherwise modifying the experience
to make it more rewarding for both the
preceptor and student. On occasion stu-
dents have used this opportunity to en-
courage the preceptor to become more
demanding in his teaching.

University of Washington (UW) student
evaluation form— At the completion of
cach term preceptors are asked to return
an official evaluation form which be-
comes a part of the student’s permanent
medical school record. The most impor-
tant function of these forms s their use
in building a narrative for the dean's
letter of recommendation to residency
programs. The close working relation-
ships which normally develop between
students and preceptors and the proce-
dures for providing mutual feedback de-
seribed previously give students ample
opportunities 1o correct deficiencies and
weaknesses, and the reports seldom con-
tain revelations which have not been pre-
viously discussed with students
PATIENT-ORIGINATED EVALUATIONS

Patient feedback 1o students — Second-
year students are often unsure of their
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role with regard to patients. A brief
questionnaire given to patients has been
helpful in allowing students to sce them-
selves as patients see them. Personal
characteristics such as dress or manner
have occasionally been brought to the
student’s attention by the patients in this
manner. For the most part the form has
been useful in bolstering students’ confi-
dence by indicating that patients are ac-
cepting them in their new, but still un-
comfortable, physician role.

COORDINATOR-ORIGINATED EVALUATIONS

Sute visit reports—The course coordi-
nators periodically make visits to training
sites while the student is attending. The
report format outlines the procedures
involved in a site visit so that each pre-
ceptor knows in advance the topics which
will be covered, the observations that
will be made, and the office staff who
will be interviewed. The format of the
report has served as a checkhist for each
preceptor to review the educational ex-
perience he is offering; to present prob-
lems, concerns, or comments to the co-
ordinators; and to help in the arrange-
ment of an orderly and pleasant visit to
his office.

Conclusions

Off-campus clinical courses such as the
one described in this paper are acknowl-
edged to require more elaborate evalua-
tion than campus-based courses, which
have closer faculty scrutiny and exist
within the framework of a formal com-
munications network. The following par-
agraphs recap the issues challenging com-
munity-based medical school teaching
and summarize the role of evaluation in
meeting these challenges for one such
course.

1. Community-based faculty typically
have only tangential ties to the university
and little or no formal training in teach-
ing. The evaluation system described has
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demonstrated how community faculty
can be made aware of educational issues
and be provided with needed educational
skills such as planning, pacing, and giving
feedback to students. Faculty members
have responded to this approach with in-
terest and rapid improvement
Students dispersed in widely varying
sites are likely to have experiences of
limited comparability. Experience logs
and other data have demonstrated that
the majority of off-campus settings have
provided students with experiences com-
parable in breadth. number of clinical
encounters, and levels of responsibility.
Penodic comparisons of each training site
with the average have identified maverick
sites. In some cases maverick sites repre-
sented unusual conditions well worth un-
derstanding and preserving. In other
cases discrepant teaching settings repre-
sented teaching problems to be resolved.
3. There is little opportunity to moni-
tor the quality of students’ educational
experiences in dispersed settings. In the
evaluation system described, educational
quality 1s monitored directly or indirectly
by six of the nine instruments discussed
(all but those involving informal feedback
to the student and the Umiversity of
Washington evaluation form). Observed
data are consistent in dcmonsn:mng a
high level of educational quality. Com-
munity-based teachers are notable for
their enthusiasm for teaching, an clusive
factor demonstrated to be highly corre-
lated with both student satisfaction and
learning
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4. Adequate communication between
university-based coordinators,
community based faculty, and students is
difficult to maintain. The system de-
scribed demonstrates that communica-
tion can be mamtained adequately
through a carefully conceived program
which includes student seminars, precep-
tor meetings, and simple evaluation re-
ports. The evaluation data and their in-
terpretation have served an invaluable
function in identifying the issues and
problems about which it is important to
communicate

5. Finally, the evaluation system has
served two additional unanticipated func-
tions of great importance. The system
was an integral part of the course devel-
opment conducted with the course faculty
members and thus served to underscore
the seriousness with which the objectives
of the course were to be approached
Also many commumty faculty members
were at first uncomfortable i playing
such a central role in the chimeal traming
of students. Two vears later the evalua-
tion results attest to their ability to mect
this challenge. They now assume their
enlarged responsibility not only with the
confidence of the medical school faculty
and administrators but also with well
deserved pride in thewr accomphishments

course
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A New Teacher in Medical Education:
The Family Nurse Practitioner

Len Hughes Andrus, M.D., Mary O’Hara-Devereaux,
Bill D. Burr, M.D., and Janet L. Mentink

Abstract— At the University of Califorma, Davis, family nurse practitioners who are
faculty members in the Department of Family Practice have proven to be effective
teachers of medical students and family practice residents. These faculty members,
new to the medical school scene, have demonstrated competency in the teaching of
clinical medicine within their area of expertise, are extremely well received and
sought after by students, are effective role models as clinicians in the education-
service settings, and expose trainees to and prepare them for the team concept in the

delivery of care

Family nurse pracutioners have played
an increasing role in the teaching of med-
1cal students, residents, faculty, and prac-
ticing physicians over the last six years in
the School of Medicine at the University
of California at Davis. In this article the
authors report these activities, discuss
some of the problems and issues involved
with nonphysician clinical faculty mem-
bers, and state their conclusions as to the
positive impact this process has on physi-
cian education.

Medical Student Education

Since the inception of the Department of
Family Practice in the School of Medicine
in 1970, the faculty has been developing

Dr. Andrus is professor and charman of the
Department of Family Practice, Ms. O'Hara-Dev-
ereaux is lecturer and codirector of the Family
Nurse Practiioner Program, Dr. Burr is assoaate
professor and acting director of the Famuly Practice
Residency Network, and Ms. Mentink is a lecturer
in the Famuly Nurse Practitioner Program. All are
at the University of Califorma, Davis, School of
Mediane.

and implementing educational programs
in primary care for a variety of students.
The department houses a Family Practice
Residency Program and Family Nurse
Practitioner Program, and the faculty 1s
responsible for teaching patient evalua-
tion to freshman medical students. The
department offers a variety of electives
for medical students throughout their
four years, with emphasis on interdisci-
phnary learning experiences in the belief
that the health care team is the most
effective and efficient means of delivering
primary care. The first attempt at achiev-
ing this goal was the development in
1970 of a family advocacy course in
which a medical student, a family nurse
practitioner (FNP) student, and an un-
dergraduate pre-health-science student
formed a team that worked with a family
over several months. The purpose of the
course was to give the student team mem-
bers experience in functioning as an ad-
vocate for the family and to teach them
about family dynamics. This course was
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rated highly by the students, and its inter-
disciplinary nature was particularly valu-
able as the students found that they have
unique and complementary backgrounds
and experiences to offer to one another
and to the family. Early experiences with
the course and the problems and issues
that arose when students from different
disciplines and different levels of skills
worked together emphasized to faculty
the importance of teaching the interdis-
ciplinary process to beginning medical
students whose premedical training is
usually the antithesis of the team effort.

The next step was to form interdiscipli-
nary course committees in the depart-
ment to assure input from both medical
students and the FNP faculty. The devel-
opment of interdisciplinary environments
in which the faculty can critique, plan,
and implement a curriculum is an educa-
tional experience for the faculty as well
as for the students

In 1972 the FNP faculty developed an
intensive week-long program for the
teaching of physical assessment, Intro-
duction to Patient Evaluation for Family
Nurse Practitioners, which required *“pa-
tients™ on whom the FNP students could
practice their new history-taking and
physical assessment skills. The FNP stu-
dents and faculty launched a program
aimed at recruiting volunteers from the
general campus and the medical student
population. This was known as the *“Lend
Your Body™ program. The response was
favorable from the general campus and
from the freshman medical students. The
medical students proved to be particu-
larly good subjects; they were able to
give the FNP students valuable feedback
about the techniques and the comfort of
the examination. The medical students
also found the program beneficial as it
not only served as a chnical laboratory
where they could learn physical exami-
nation techniques from FNP faculty but
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also gave them the opportunity to expe-
ricnce a physical examination from a
student clinician. Later in the year when
the medical students began to learn to
do physician examinations. they made a
reciprocal request of the FNP students

As a result of these imitial activities, an
educational exchange has evolved be-
tween each new class of ENP and medical
students.

The women medical students found
they had much in common with the pre-
dominantly female FNP students and fac-
ulty. The students organized some special
“rap” sessions concerning the role of
women in medicine. Special physical ex-
amination sessions were added to the
medical school curriculum at the request
of the second-year women medical stu-
dents to develop pelvic examination
skills. FNPs were patient models for the
examinations and acted as instructors
with the M.D. faculty

These activities have gencrated other
cooperative learning experiences among
the health science students. One example
of reciprocal effort occurred when the
first-year medical students organized for
FNP students an anatomy review using
cadavers. The success of the student ex-
change activities is demonstrated by the
fact that some medical students prefer 1o
have FNPs as preceptors for their carly
learning experiences in - history-taking
and physical examination skills. Because
FNP education focuses on these clinical
skills, the faculty s hughly competent in
teaching begimning medical students

Residency Education

FNP faculty members participate in joint
practice with residents in the Family
Practice Residency Program at the U
versity of California, Davis, Sacramento
Medical Center. This team relationship
in the care of patients offers an excellent
opportunity for several different types of
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learning experiences. The FNP is able to
teach the resident many unique skills and
attitudes common to nursing education
as well as those she has developed during
her traning as an FNP, for example,
management of chronic illness, care of
the elderly, health screening, counseling,
and family planning.

ENP faculty members have helped the
residents gain experience and confidence
in making home visits. Residents rarely
have had exposure to the home environ-
ments of their patients and frequently
feel uncomfortable with this very impor-
tant aspect of family practice. They also
have the opportunity to learn about pre-
natal patient education by working with
an FNP faculty member who 1s coordina-
tor of the Home Style Delivery Program
in which the pregnant mothers are deliv-
cred in a room with a home-like setting
at the Sacramento Medical Center. In
this setting the resident has a team edu-
cation experience in pre-, intra- and
post-partum care.

The FNP faculty also contributes to
resident education by participating in
medical audits of the problem-oriented
medical record.

ENP students who are on the resident’s
team join in these educational experi-
ences under the guidance of the P
faculty. They assist in evaluating the res-
ident’s interviewing skills by critiquing
with him videotaped interviews with pro-
grammed patients; the residents do the
same for the ENP students. In addition
to partucipating i scheduled teaching
conferences for residents, the FNPs in a
master’s degree program have presented
papers at both the first and second annual
University of Calitornia at Davis Famuly
Practice Resident Research Conferences

It is evident that FNP faculty are im-
portant and productive educators in the
FNP residency program. Acceptance by
the residents has been very positive. and
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it 1s felt that this success is enhanced by
the mutual trust and respect gained from
team practice.

Continuing Education

There are two major areas of formal
continuing education experiences  for
physicians which are sponsored by the
Department of Family Practice. One is
the annual Family Practice Refresher
Course, which is planned for both the
family physician and family nurse prac-
tioner. It includes topics of common in-
terest to FNPs and family physicians, and
special sessions of interest to each group
independently are arranged. This type of
programming provides the physician par-
ticipants with a view of health care that
they would not ordinarily receive in a
postgraduate medical education confer-
ence. The FNP faculty members take an
active role in planning and securing fac-
ulty for some of the sessions. For exam-
ple. they have presented popular sessions
for the physician participants on preven-
tive care and psychosocial aspects of care
in community health practices.

The other major formal continuing ed-
ucation program is the preceptor educa-
tion workshops for practicing physicians,
which prepare them for the role of clini-
cal teacher of medical students. family
pracuce residents, and FNP students.
The FNP faculty has major responsibility
for designing the workshop format and
content.

Although both these formal programs
have been viewed as successful by partic-
ipants and faculty. the single most effec-
tive educational experience for physicians
has been an 18-month preceptorship in
which an FNP student works with a phy-
sician in his office. This arrangement
produces a long-term teaching relation-
ship between the physician and the De-
partment of Family Practice which pro-
vides many educational opportunitics, for
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example the once-a-month, day-long site
visit of an FNP faculty member to the
FNP student and physician preceptor in
the field for the purpose of both teaching
and evaluating the team. During this visit
there is a two-way educational exchange
between the visiting FNP faculty member
and the physician about the educational
program as well as the matter of patient
care. In addition, the FNP faculty mem-
ber seives as a channel through which
medical school resources such as litera-
ture and names of referral sources can
be tapped by the physician

Problems and Issues

There is a growing consensus that health
care is best delivered by an interdiscipli-
nary team of professionals, especially in
the primary health care arena. In spite of
this, few health science schools have cd-
ucational opportunities of an interdisci-
plinary nature for their students. This is
a result of the development of schools
for the health care disciplines that are
administratively and educationally 1so-
lated from one another. One remedy to
this situation is for schools of medicine
actively to recruit and appoint nonphysi-
cian clinical faculty to their departments
in order to expose medical students and
residents to other points of view and role
models. This exposure sets the stage for
the student physician’s acceptance and
understanding of the role of others in the
provision of health care services. One
example is the utibzation of the family
nurse practitioner for teaching history-
taking and physical examination to fresh-
man medical students as described here

Educational value is but one advantage
of interdisaiplinary cooperation. Cost ef-
fectiveness is another. It is becoming
increasingly apparent that the era of
abundance of federal and state dollars
for health science education is rapidly
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coming to a close. The existence now of
separate schools and faculties within the
health sciences is an expensie structure
to continue. Legislators and educational
planners at top administrative levels are
encouraging health science faculties to
seek ways of working together in teaching
in order to avoid duplication of eftort
Many manpower development grants for
primary care professionals. particularly
the family physician, primary care nurse
practitioner, and physician’s assistant.
encourage projects to address the need
for integration and efficient utilization of
faculty and educational resources

There are some problems related 1o
opening medical school faculty to such
nonphysician members. Medical school
committees dealing with appointments,
promotions. and merit salary increases
may find the consideration of family
nurse practitioner candidates for the pro-
fessorial series problematic under usual
criteria for appointments. These commit-
tee members need to be educated con-
cerning the skills and role of the FNP,
and they must develop appropriate crite-
ria and guidelines for them. Another
problem relates to salary Salary scales
for physician faculty members vary de-
pending on which specialty they repre-
sent. This salary is related to the private
marketplace in that it reflects the income
level of the physician specialist practicing
in the community as well as the income
the physician faculty member generates
for the school. As long as this system
prevails, FNP salary scales should he
developed in a symilar manner.

The most difficult problem of all will
be attitudinal. Although the number of
nonphysician faculty members w ho teach
in clinical programs has increased in re-
cent years, most of them have been in
the social and behavioral sciences, espe-
cally i clinical psychology Other non-
physician clinicians, such as podiatrists,




900 Journal of Medical Education

have been accepted by some medical
schools and not by others. Although
FNPs are medical clinicians who have
demonstrated competence, they may ap-
pear to some medical faculty to be usurp-
ing a role better filled by a physician. At
the Umiversity of California, Davis, ac-
ceptance of this new teaching role of the
FNP has ranged from that of extreme
enthusiasm by the medical students who
are the recipients of the teaching to com-
plete rejecuon by some medical school
faculty members who question the appro-
priateness of nonphysicians teaching chin-
ical skills to medical students. Experience
at Davis has shown that even the most
skeptical faculty members, after having
direct experience working with the FNPs.,
become strong advocates of these new
clinical faculty members. In addition, the
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FNP faculty members have proven to be
not only effective team members in pro-
viding medical services but also valuable
academic colleagues in participating in
programs of continuing education for
family practice residents, fellow faculty
members, and physicians in private prac-
tice.

Although the physician faculty mem-
bers enjoy teaching basic skills to medical
students, many prefer and are more en-
thusiastic about their diagnostic and
treatment teaching responsibilities in the
curriculum; therefore, they have come to
welcome supplementation of their teach-
ing activities by the family nurse practi-
tioner, who is able to teach history-taking
and physical examination to medical stu-
dents in an enthusiastic, relevent, and
easily understood manner.

A National Survey of Medical School Obstetrics
And Gynecology Departments. 1965 to 1975

William N. Spellacy, M.D., Sharon A. Birk, and William C. Bulhi

Abstract — Representatives of 108 departments of obstetrics and gynecology com-
pleted a written questionnaire 1in 1976 designed to assess the changes that had
occurred in the teaching resources of the departments for the years 1965, 1970, and
1975. There was a statistically significant mcrease in the number of students per
clerkship during that decade. In addition, there was an increase in the numbers of
full-time faculty members, residents, beds, and patients. As a consequence, the
teaching ratios improved. This might explain in part the increased numbers of
medical students selecting obstetrics and gynecology as a career.

Recently, both federal and state govern-
ments have pressed medical schools to
increase the size of their classes (1)
There are many potential problems re-
sulting from such increases, and occa-
sionally these are not dealt with by long-
range planners. For example, in the clin-
ical departments the increased numbers
of students may result in diminished
teaching effectiveness unless more faculty
members, beds, and patients are also
added. This problem, along with the na-
tional trend toward a reduced number of
births., may uniquely affect departments
of obstetrics and gynecology. The present
survey study was undertaken to provide
deans and chairpersons with a firm data
base describing the current situations of
their departments and trends during the
past decade. The survey assessed the

ort i

s adapied from a pres
< iation

medical student teaching resources, that
15. the numbers of full-time faculty mem-
bers and the ratio of faculty to students
and the number of residents, beds, surgi-
cal and obstetrical procedures, and cur-
riculum hours. It 1s only with such infor-
mation that correct planning decisions
can be made for the teaching activities in
reproductive medicine during the next
decade

Methods

In the fall of 1975 a 20-item guestion-
naire was developed, and it was mailed
to the chatrperson of cach of the 112
medical school departments of obstetrics
and gynecology on January 19, 1976
After eight weeks only 67 questonnaires
were returned; therefore, the remaining
45 departments were contacted again.
During the next six weeks the 1otal num-
her of respondents had reached 90, and
after three more mailings the total was
108 (96.4 percent).”

sepont do ot
It Georgetown
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All of the data submitted were re-
viewed; and where apparent inconsisten-
cies existed, the department was recon-
tacted in order to clarify the answer. For
some items the chairperson felt no re-
sponsc was appropriate; therefore, fewer
than 108 cntries exist for most items
The data were placed on punch cards
and appropnately analyzed with the aid
of a computer. Determinations were
made of the variable frequencies, means,
and standard error of the means. Where
comparisons were made between differ-
ent years, determinations were made of
the cntical differences using the Tukey
test for multiple comparison procedures
only on matched pair data (N=62) (2).
Those comparison means which were
based upon a smaller number of depart-
ments were, therefore. different from
those describing each year. The probabil-
ity (p) values were taken from two-tailed
tables. and only values of less than .05
were considered to be significant.

Results

The size of medical school classes has
increased dramatically over the past dec-
ade. The mean number of students per
class changed from 999 to 115.0 to
148.2 in the years 1965, 1970, and 1975,
respectively: and the difference between
cach increment s statistically significant -

Vor. 52, NoVveMBER 1977

(the critical difference is 7.7 [p < .001]).
During the same years the duration of
the core clerkship rotation has not signifi-
cantly changed (1975 mean, 6.9 wecks);
thus, the number of medical students on
each clerkship rotation has significantly
increased (p < .001). The mean numbers
of students per clerkship rotation for the
years 1965, 1970, and 1975 are 15.9,
16.3, and 17.8, respectively. The per-
centage of schools having 6 to 15 students
per rotation has decreased from 61.6
percent to 45.1 percent, while the per-
centage having 21 to 25 students per
rotation has tripled (5.0 percent to 15.2
percent) and the percentage having more
than 30 students per rotation has more
than doubled (3.3 percent to 7.7 percent).

There has been a gradual movement
toward a full-time teaching faculty in all
academic departments. The mean num-
bers of faculty members for departments
in 1965, 1970, and 1975 are 6.4, 8.8,
and 11.3; and each change is siginficant
(p < .001). The frequency of different
size faculties by schools for these years is
shown in Table 1. It can be seen that the
percentage of units having less than five
has decreased and the percentage having
11 to IS has almost doubled.

The numbers of residents being trained
in abstetrics and gynecology through uni-
versity programs have significantly in-

TABLE 1
NUMBER 0F FULL-TiMi FACULTY MEMBERS IN DEPARTMENTS
oF OnsterRics aND GyNEcoLoGY IN U.S. MEepicaL
Schoois, 1965 1o 1975

Schools, by Year

Time Faculty R 1970 1965
No. Percent No Percent No Percent
Less than 5 20 192 20 256 30 492
6-10 36 U6 8 487 21 144
11-15 26 250 10 128 8 131
16-20 s 7.7 B 103 2 33
21-28 1n 10.6 2 25 0 0n
26-30 3 29 o 00 0 0.0
Total 104 100.0 7_ 100 61 100.0
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TABLE 2
NUMBER OF RESIDENTS IN DEPARTMENTS OF OBSTETRICS AND

GyNEcoLogy In U S. MEDICAL ScHooLs, 1965 1o 1975

chools, by Ye

Hoge 1965
Residents
Percent
Less than 5 2 19 4 5.1 6 10.0
6-10 15 143 14 17.9 13 21.7
11-15 24 229 25 321 18 30.0
16-20 24 22,9 13 16.7 11 18.3
21-25 17 16.2 12 154 11 183
26-30 12 11.4 5 6.4 1 1.7
More than 30 11 10.5 55 6.4 0 an
Total 105 100.0 78 100.0 60 1000
TABLE 3

NUMBER OF OBSTETRICS AND GYNECOLOGY BEDS IN DEPARTMENTS OF OBSTETRICS AND
GYNECOLOGY IN U S. MEDICAL ScHooLs, 1965 10 1975

1975

Schoals, by Year

1970 1965

No. of Beds — — e - =
Obstetrics  Gynecology Obstetrics Gynecology Obstetnis  Giymesalogy
No Percent No. Percent No. Percent No Percent No  Percent No
Less than 25 6 6.1 20 20 8 7 QL5028 311 5 89 14
26-50 38 38 4" i35 36 Na2 432 27 36.5 2§ 446 23
51-75 24- 2472 190 1958 T 1498 LR o
76-100 11 e b At 10 4 8 10 8 6 8.1 b 0.7 s
101-125 7 781 6 63 s 4.1 s 68 7 2.5 3 55
126-150 6 (188 RS 1048 A .1 13 540 0 0
151-175 5 S 2 2.1 3 4.1 2 2T, 1 1.8 1 1.8
More than 175 2 24088 1.0 2.7 1 14 3 54 1 1.8
Total 99 1000 96 100.0 74 1000 74 1000 S6 1000 S§S 1000

creased during the past 10 years (p <
001). The mean numbers in the depart-
ments for the years 1965, 1970, and
1975 are 13.8, 16.4, and 18.7. The dis-
tribution of these numbers is shown in
Table 2, and 1t should be noted that the
percentage of programs training less than
10 residents decreased by one-half while
the percentage training 26 and more rose
12.8-fold (1.7 percent to 21.9 percent)
during that decade

As the medical student class size and
teaching personnel increased, the space
needs of obstetrics-gynecology depart-
ments also increased. The changing num-
ber of obstetric beds is given in Table 3

During the decade there was no signifi-
cant change in the number of obstetric
beds per department, with the mean
numbers for 1965, 1970, and 1975 being
70.2, 67.8, and 69.5

The number of gynecologic beds did
significantly increase during these y

ars,
as is seen in Table 3. The percentage of
units having more than 125 gynecology
beds almost doubled during the decade
(3.6 percent to 7.2 percent). The mean
numbers of gynecologic beds per depart-
ment for the years 1965, 1970, and 1975
were 49.1, 53.5, and 56.9 (p < .001)

The total number of deliveries per 3
in the university obstetncs-gynecology
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departments has not significantly changed
over the past 10 years. The mean annual
number performed per department in
1975 was 3.891. The distribution of de-
liveries for the schools is shown in Table
4.

As the number of full-time faculty and
residents and the number of gynecologic
beds increased between 1965 and 1975,
so did the number of gynecologic surgical
procedures; and the increase was signifi-
cant (p < .001). The mean numbers of
minor surgical cases for 1965, 1970, and
1975 were 1,150, 1,485, and 1,846. The
percentage of departments doing more
than 2,000 minor cases per year was
more than tripled from 1965 to 1975
(10.5 percent to 32 .6 percent).
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The number of major gynecologic op-
erations performed per year in university
hospital obstetrics-gynecology  depart-
ments also significantly increased during
the last decade, and the data are shown
in Table 5. The percentage of units with
more than 1,000 major cases per year
doubled from 1965 to 1975. The mean
numbers of major operations per year
for the departments in 1965, 1970, and
1975 were 784, 1,024, and 1,418 (p <
001).

The time that obstetrics-gynecology fa-
culties have outside their core clerkship
to teach reproductive medicine is impor-
tant. Most schools provide curriculum
hours during the basic science years and
some elective time in the senior years.

TABLE 4

Numsir oF DELveries PEr YEar IN U.S. MEpIcAL ScHooL
Hospitats. 1965 10 1975

Schools, by Year

No. of Deliveries

Per Year 1975 1970 1965

No Percent No Percent No Percent

Less than 1,500 15 144 12 15.6 8§ 13.6
1.501-2,500 24 23.1 20 260 17 28.8
2,501-3 17 163 10 13.0 9 153
3.501-4.500 15 144 9 117 6 10.1
4,501-5.500 @ 67 9 1.7 B 5.1
5.501-6.500 12 1175 4 32 6 101
4 38 =) 38 4 6.8

5 49 1 13 %) 5.1

More than 8.500 5 49 9 ihE7 B 51
Total 104 100 0 77 100.0 59 100.0

TABLE 5

NUMBER OF GYNECOLOGIC MAJOR SURGICAL PROCEDURES PER YEAR IN
U.S. Mepicar Schoor Hospirats, 1965-1975

Schools, by Year

No.of Procedures

er 1975 1970 1965

No Percent No Percent No Percent

Less than SO0 16 17.8 18 40 18 462
S01-1.000 28 311 16 301 10 256
1.001-1,500 19 2L 1o 189 5 12.8
1.501-2,000 g 78 4 75 ' 10.2
2.001-2.500 10 i1 1 1.9 1 2.6
2.501-3.000 2 22 1 19 1 26
More than 3,000 8 s 3 5.7 0 00
Total S0 1000 53 1000 39 100.0
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The ability of department faculties to
teach the increased material content,
such as sexuality, contraception, neu-
roendocrinology, reproductive physiol-
ogy. and primary health care of women,
is aided by having this additional curric-
ulum time. The mean number of nonelec-
tive, nonclerkship hours for the obstet-
rics-gynecology departments significantly
increased from 18.6 to 51.6 hours from
1965 to 1975. In addition, there is a
more effective use of the time during the
clerkship (3). A consequence of this may
be the significantly increased number of
students deciding to enter the field of
obstretrics and gynecology (4). This
changed from a mean per school in 1965
of 4.3 10 9.6 in 1975 (critical difference
1.5;p < .001).

Discussion

Major changes have occurred in medical
education during the past decade; and in
order to be able to plan for the future
and to be certain that the quality of the
educational experience in reproductive
medicine is not altered, periodic assess-
ments of these responsibilities and re-
sources must be undertaken. The 1975
national medical school survey, which is
summarized n this report, was an at-
tempt to gather the data so that this
assessment could be done. Unfortu-
nately. there are no prior comprehensive
surveys of departments of obstetrics and

gynecology available for comparison
The data presented here may, therefore,
serve as a benchmark for future compar-
1son studies.

The results of this survey suggest that
although the responsibilities for teaching
obstetrics and gynecology have signifi-
cantly increased during the past decade.
especially in terms of student numbers
and curriculum content, the resources
(personnel. space, and material) to ac
complish the teaching have also -
creased. This trend should be continued
in order that medical students be better
equipped to understand and partake in
the management of world population
control and female health assessment and
care
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A Systematic and Comprehensive Approach
To Teaching and Evaluating Interpersonal Skills

Marsha Grayson, Catherine Nugent, and Stuart L. Oken, M. D.

Abstract— This study addressed one problem with current methods for teaching and
evaluating interpersonal skills: the failure to include a wide range of behaviors
reported in the literature as contributing to patient dissatisfaction and noncompliance..
To address this concern, the authors developed a comprehensive interpersonal skills
training program and a pretest-posttest evaluation. The tests were administered to
two student groups, one of which received the interpersonal skills instruction. The
student group exposed to the training exhibited a significant positive change from
pretest to posttest. Additionally, the change for this group was significantly greater
than the change for the group not exposed to interpersonal skills instruction.

With the advent of specialized medicine
and technology, patients have become
increasingly dissatisfied with the care
they receive. Studies of patient satisfac-
tion reveal that patient discontent. ex-
pressed verbally as well as through litiga-
tion, is often the result of ineffective
communication between patients  and
their health care providers (1-3). More-
over, recent patient compliance studies
indicate that the practitioner-patient re-
lationship affects patients’ adherence to
medical regimens (4-7).

The traditional philosophy of medical
education  presupposed that  students
could not be taught how to interact with

The study reported here was supported by the
Robert Wood Johnson Foundation and the Max €
Flesschmann Foundation

Ms. Grayson is an instructor, Ms. Nugent 15 4
training coordinator, and Dr Oken is an assistant
professor, Health Associate Program, Johns Hop-
kins University School of Health Services, Balu-
more, Maryland, Dr. Oken also 1s an assistant
professor, Department of Psychiatry and Behay-
1oral Sciences, Johns Hopkins University School of
Medicine

their patients and that a reasonably ma-
ture and intelligent individual would
learn the required skills through experi-
ence. Thus, educators assumed that stu-
dent practitioners developed effective
communication skills during the ume
spent on clinical sites with patients. How-
ever, recent studies indicate that mere
exposure to patients does not improve
students” ability to attend to the variety
of behaviors required for effective prac-
titioner-patient interaction (8-9).

Recognizing that the traditional ap-
proach in this area has been of question-
able effectiveness. a growing number of
medical curricula have included material
relating to interpersonal skills. In a few
cases researchers have attempted to mea-
sure the efficacy of teaching interpersonal
skills. While these investigators generally
report a significant increase in student
learning after instruction, the training
and evaluation concentrate mainly on
empathy skills (10-12)

Although empathy 1s crucial to the
practitioner-patient relationship, it is
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only one of the skills required to facilitate
communication with patients. Lack of
empathy has been cited as a major source
of patients’ discontent; however, satisfac-
tion and compliance studies document
additional practitioner behaviors that in-
hibit effective interaction: using technical
language; failing to provide adequate in-
formation; viewing the patient as a dis-
ease possessor rather than a person; and
disregarding the patient’s dignity, pr-
vacy, and comfort (4-7, 13).

Thus, the practitioners’ ability to struc-
ture and organize questions effectively,
to recognize their own and their patients’
behavior, to be aware of and attend to
the environment, and to provide, clanfy.
and summarize information all play a
significant role in the communications
process. These interpersonal skills cannot
be viewed in a vacuum; each needs to
be assimilated into an integrated teaching
and evaluation program incorporating a
wide range of behaviors.

The study reported here was designed
to examine student learning from inter-
personal skills instruction and to address
the need for comprehensively teaching
and evaluating these skills. An instru-
ment, Hopkins Interpersonal SKills As-
sessment (HISA), was developed to as-
sess students’ observations and interpre-
tations of a variety of discrete interper-
sonal behaviors. Prior and subsequent to
the interpersonal skills training. this test
was administered to two student groups —
one group which received the instruction
and a second group which did not
Subjects
As the instrument for the pretest and
posttest 1s the same, a significant and
positive change might be due to retesting
To ensure that any such change would
not be attributed to famiharty with the
test, the HISA was administered to two
student groups: 33 health associate stu-
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dents from the Johns Hopkins Umversity
who received Interpersonal Skills Train-
ing (IST) and 38 physician’s assistant
students from another university who did
not receive Interpersonal Skills Training
(No IST) until after this study was com-
pleted. With this latter group, the learn-
ing effects of the HISA can be deter-
mined. For example, if the No IST group
does not show a signficant gain from
pretest to posttest, then a significant gain
for the IST students would not be due to
a test-retest effect.

Both student groups are tramned to
perform a wide range of primary care
tasks and receive instruction in the bio
logical-medical and psychological-socio-
logical sciences. To integrate the biomed-
ical and psychosocial aspects of health,
the health associate curriculum is divided
into a modular structure relating to de-
velopmental hife cycles (from birth to
dying and death). In addition to this
basic structure, there are a few clinical
courses which introduce matenal inde-
pendent of the modular sequence. The
first semester skills course emphasizes
those clinical skills required for initial
patient assessment: interpersonal, his-
tory-taking, and physical examination
skills. During this time the instruction 15
continued on clinical sites where the
health associate students experience di-
rect patient contact.

In the physician’s assistant program,
the first semester courses emphasize the
basic sciences but also include one course
on human behavior and another on phys-
ical examination skills. The students are
not exposed to a course on interviewing
until their second semester.

The health associate students and the
physician's assistant students took the
HISA pretest at the beginning of their
two-year program in September 1975
and the posttest at the end of their first
semester in December 1975.
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Interpersonal Skills Training

Teaching interpersonal skills challenges
the medical educator with a body of
information which cannot be formulated
into discrete patient prescriptions. Inter-
personal skills instruction should prepare
the students to respond with flexibility
and creativity to the diverse individuals
and situations they will encounter in
practice. Training in this area requires
that the student practitioners explore
their own feelings and attitudes and de-
termine how these color their perceptions
of patients’ behavior. Maximizing com-
munication between practitioner and pa-
tient is the goal of interpersonal skills
training.

COURSE CONTENT
To achieve this goal, the following objec-
tives were pursued in the course: (a) to
provide the student practitioners with the
understanding and ability to deal with
their own emotions as these affect the
practitioner-patient interaction, (b) to
provide the student practitioners with the
ability to analyze patient and practitioner
behaviors which occur during interactions
(for example, verbal and nonverbal be-
havior), and (¢) to provide the student
practitioners with methods for facilitating
the flow of informaton in patient en-
counters (for example, arrangement of
setting and facilitative responses)
Interpersonal skills were defined as a
set of behaviors that focus on the trans-
mission and reception of information in
a practitioner-patient interaction. To de-
lincate these behaviors, five categories
were defined encompassing 35 behaviors
The five categories and one behavioral
example within cach category follow: ob-
servance of social amenities (introduces
self to patient in a respectful and friendly
way). sensitivity to patients’ feelings (fol-
lows up on nonverbal cues). interchange
of mformanon (summarizes what patient
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has said to clarify for both patient and
practitioner), organization and structure
of interview (effectively and smoothly
moves from one major area of question-
ning to another), and attention to envi-
ronmental factors (seats self in an appro-
priate manner in relation to the patient)

COURSE PROCESS

The initial course activities facilitated the
students’ exploration of their own knowl-
edge and experience while identifying
those areas warranting further attention.
Using the students’ previous experience
as a starting point, the faculty introduced
sensitivity-type exercises, readings, lec-
tures, practice, and videotaped inter-
views with playback in order to supple-
ment and increase students’ abilities in
interpersonal skills.

For example, a five-part exercise was
designed to facilitate the students’ under-
standing of their emotions as these im-
pact on communication with patients and
to provide the students with methods for
dealing with difficult patients. The stu-
dents were faced with increasingly com-
plex tasks as they moved from each step:
(a) using a structured questionnaire, stu-
dents individually identified their own
personality traits; (b) through a guided
interview with a classmate. students ex-
plored and amplified their personality
traits and assessed ways in which the
traits might affect clinical practice; (c)
during a followup lecture/discussion, stu-
dents examined the relationship between
their personality traits and motivations
for becoming a helping professional; (d)
through a feeding exercise. students ex-
perienced their responses to helping and
being helped: and (e) to synthesize the
above information, the students devel-
oped a detailed psychodrama in which
they portrayed the type of patient and
the type of care-delivery situation in
which they anticipated the greatest diffi-
culty.
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Throughout the course, sessions were
designed to translate cognitive informa-
tion into skills. An example of this is the
use of trained patients in small-group
videotaped practice interviews. Each
practice interview group was composed
of one faculty member. one student-facil-
itator/camera-person, and one student
interviewer. During the practice session
the student interviewer stopped the inter-
action with the patient whenever the in-
terviewer felt the need for guidance or
information from the attendant faculty
member and student. During these
breaks the student interviewer received
assistance with regard to both the process
and the content of the patient interview.
When the interview was completed. the
videotape was reviewed to facilitate ex-
ploration of the interviewer’s behaviors

In addition to these and other in-class
activities, students received further in-
struction from chinical social scientists
during their patient encounters on chnical
sites. The clinical social scientists taught
interpersonal skills, psychosocial aspects
of case histories, and health education
skills. While interpersonal skills instruc-
tion on clinical sites continued through-
out the curriculum, the core in-class
training began immediately after entry to
the program and continued for two
months, totaling approximately 18 hours

Measurement Instrument

The HISA was designed 1o measure the
direction of student learning from the
interpersonal skills instruction. The in-
strument was derived from the educa-
tional objectives of the course. thus pro-
viding continuity between instruction and
evaluation. The HISA assessed the stu-
dents’ ability to perceive and interpret
interpersonal  behaviors during video-
taped simulated patient-practitioner in-
teracuons

A medical practutioner, behavioral sci-
entist, and traming coordinator designed
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the HISA cases, scripts, and multiple-
choice questions. The test included four
videotaped nterview segments between
health practitioners and patients, with
trained actors and actresses playing both
roles. The health practitioners in each
scene portrayed appropriate and inap-
propriate interpersonal behaviors. These
behaviors were drawn from the five cate-
gories utilized in course development
social amemties, sensitivity (o patients’
feelings, interchange of information. or-
ganization and structure of interview . and
attention to environmental factors. In
each scene the patient presented a health
problem common in primary care medi-
cine: back pain, locahzed swelling. vene-
real disease. and headache. In addition
the patients simulated affective states fre-
quently observed in patients: pain, de-
pression, fear, and anxiety

Following cach interview segment stu-
dents were asked muluple-choice ques-
tions requining them to dentify appropri-
ate and nappropriate behaviors and o
explain the consequences ol the behay-
1oral techniques shown i the mterviews
For cach multiple-choice guestion there
was one correct answer and three to tour
incorrect answers. Students recewved i
score of one for each correct answer and
a score of zero for each incorrect answer
Additionally. students were asked 1o rate
each interview segment on a scale of one
to 10 to elicit their evaluation of the
overall quality of each pracutioner-pa
uent nteractuon

Results

The effects of the intervention were as-
sessed by companing the mean scores of
the two groups using student’s f-tests.
Table | provides a comparison of the
pre- and post-HISA scores for both
groups. The IST students scored signifi
cantly higher on the posttest than on the
pretest, The most s
curred for those students who scored

gnificant changes oc-
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lowest on the pretest; for this group the
lowest pretest score was 12 and the high-
est posttest score was 16.

As shown on Table 1, the mean score
of students who did not have instruction
in interpersonal skills (no IST) did not
change significantly from pretest to post-
test. As measured by the HISA pretest,
the two groups were comparable in their
initial perceptions of appropriate and in-

TABLE 1
CoMpaRISON OF MEAN HISA PRETEST AND
PosTTEST RESULTS BETWEEN THE STUDENTS
EXPOSED T0 INTERPERSONAL SKILLS
TrAINING (IST) AND THE STUDENTS
NoT EXPOSED TO INTERPERSONAL
SkiLLs TraNiNG (No IST)
IST No IST

Mean Score Group Group t Score
N=33) (N=38)
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appropriate  interpersonal  behaviors.
However, after exposure to the interper-
sonal skills training, the IST group scored
significantly higher than the student
group which did not receive the training.

Table 2 presents a comparison of the
two student groups’ scores for the five
interpersonal skills categories which were
the conceptual framework of the instruc-
tion and the HISA. The group exposed
to the instruction showed a significant
and positive mean change in three of the
five categories: organization and struc-
ture of the interview, sensitivity to pa-
tients’ feelings, and interchange of infor-
mation.

The IST students showed the greatest
mean change from pretest to posttest in
the first of these categories, organization
and structure of the interview. This cate-

E:;:::l :é;z :;";i :31 '5:7"'. gory ipcludcs cog'nitivc skjlls such as sum-

Change +1.88 4009 =218+ marizing for patients, using open versus

1 Score +~301° +0.53 closed questioning, and avoiding lead-

*p< 001, ing questions. The IST students’ scores

tp<.05. also increased in the category. sensitivity
TABLE 2

Compakisos oF ME

HISA PRETEST AND PoSTTEST RESULTS FOR FIVE

INTERPERSONAL SKILLS CATEGORIES FOR THE STUDENTS EXPOSED TO
INTERPERSONAL TRAINING (IST) AND THE STUDENTS NOT EXPOSED
T0 INTERPERSONAL SKILLS TRAINING (No IST)

Mean
Interpersonal Skills Categories Pretest
Score
Organization and structure of
interyiew
IST 430
No IST 4.18
Sensitivity to patients’ feelings
ST 806
No IST 7.82
Interchange of information
IST 333
o IST 297
al amenities
181 1.48
No IS 1.39
Attention o environment
151
No IST
*P< 01

Mean
Posttest Mean Change 1 Score
ore
SAT +0.91 +3.42°
445 +0.26 +1.01
890 +0.88 +2.47°*
8.13 +0.32 +0.95
g2 +0.49 F2.27"
318 ~0.21 +1.07
1.91 +0.42 +0.72
087 =053 —2.37%
439 -0.03 -0.15
416 -0.18 +0.77
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TABLE 3
COMPARISON OF PRETEST AND POSTTEST RATING OF EACH INTERVIEW fOR
THE STUDENTS EXPOSED TO INTERPERSONAL SKILLS TRAINING (IST) AND
THE STUDENTS NOT EXPOSED TO INTERPERSONAL SKILLS TRAINING

(No IST)
Mean Mean
Interview Pretest Postiest Mean Change 1 Score
Score Score
One
IST 3.15 245 0.70 2.95*
No IST 3.05 3.08 +0.03 +0.07
Two
IST 533 4.75 061 1501
No IST 4.79 439 =039 +1,11
Three
IST 497 433 —0.64 248
No IST S.11 505 -0.08 -0.14
Four
IST 8.67 8.73 +0.06 +0.19
No IST 9.00 8.84 +0.16 +1.58
*P< .01
<05

to patients’ feelings. Behaviors in this
category are in the affective domain and
include facilitating expression of patients’
feelings. expressing empathy and under-
standing, and recognizing and avoiding
practitioner bias and discomfort during
the interview. The third area which
showed a positive increase in student
learning for the IST group. interchange
of cognitive information, includes both
affective and cognitive skills, for exam-
ple, cnsuring patient understanding,
summarizing for the patient, and using
vocabulary consistent with the pauent’s
background. The positive change ob-
served in these three categories suggests
that learning occurred in both the affec-
tive and cogmtive domains.,

The scores of IST students did not
change significantly m the two remaining
categories: observance of social ameni-
ties and attention to environmental fac-
tors. In fact. analysis of the individual
items in the first category showed that
students” scores decreased significantly
with respect to one of the specific behav-
iors: explanation of the practitioner role

Although no significant increase was ob-
served in the second category. the IST
students’ scores did improve for one spe-
cific behavior included in this category:
the effects of the seating arrangement on
the interaction

The pretest-posttest scores of the stu
dent group that did not receive the inter-
personal skills instruction showed no sig-
nificant change in four of the live cate
gories. However, n the arca of social
amenities, these students’ scores  de
creased significantly from pretest 1o post-
test

Both student groups were asked o
assess the overall quality of cach of the
four mterviews presented in the HISA
This question was designed to obtain a
measure of the students’ perception of
the practitioner interviewing style in cach
interview segment. The first three inter-
views were examples of poor practi-
tioner-patient  interactions  while  the
ted an appro-
3

fourth interview represe
priate interaction. As shown in Table
the IST students’ ratings showed a signifi-
cant negative change for the first three
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interviews, demonstrating their ability to
assess appropriately the qualtity of these
interviews. For the fourth interview a
positive change was anticipated: how-
ever, the students’ ratings did not change
from pretest to posttest. Thus. these stu-
dents perceived the fourth interview as
an appropriate interaction both before
and after the interpersonal skills course.
However, the scores of the students with
no interpersonal skills training did not
change significantly for any of the inter-
views.
Discussion
Although there has been a recent surge
of interest in interpersonal skills in medi-
cal education, Simpson (14) maintains
that many institutions continue to believe
the myth “‘that merely leaving students
around patients for a time is likely to be
good for them and they are bound to
pick up all sorts of balanced social view-
points from exposure to the ‘splendid
animals’ by some sort of intellectual os-
mosis.” However, this myth has been
seriously questioned by investigators.
Barbee and Feldman (9) observed that
students in chnical training actually de-
creased in their interviewing skills when
not exposed to instruction. Helfer and
Ealy (8) studied all classes of medical
school, including residents. They did not
find a pattern of increasing ability in
interviewing skills with increasing years
of chinical practice

In the present study the interpersonal
skills training included classroom activity
and patient contact in simulanion and
chinic. The studies cited and the results
shown here indicate that these two com-
ponents play an integral role in the learn-
ing of interviewing skills. The students
exposed to interpersonal skills training
showed a significant positive net change
in their ability to perceive and interpret
interpersonal  behaviors. However, the
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students who were not exposed to inter-
personal skills training showed no signifi-
cant change. Thus, it would seem that
without formal training in interviewing.
students cannot adequately acquire these
skills.

Various training programs to increase
student-practitioners’ competence in in-
terviewing and evaluation of these pro-
grams have focused on a specific arca
within the domain of interpersonal skills
Rasche. Bernstein. and Veenhuis (10)
assessed changes in students’ ‘“‘under-
standing™ responses. To measure changes
in empathy skills, Werner and Schneider
(11) utilized the Affective Sensitivity
Scale. Adler and Enelow (15) measured
the change in students’ cognitive learn-
ing, while Pacoe and colleagues (12) used
empathy. attitude, and personality mea-
sures to show a change in student learn-
ing. In the study reported here the inves-
tigators evaluated a wide range of behav-
iors from the affective and cognitive do-
mains.

The students exposed to interpersonal
skills training showed positive and signifi-
cant learning in three of the five interper-
sonal skills categories; the positive
change in the organization and structure
category is particularly encouraging. in-
dicating that the instruction addressed a
significant problem that the students en-
counter in their early interviewing work
The results for the two categories in
which the students’ scores did not im-
prove provide objective information for
modifying and refining the curriculum by
emphasizing these behaviors in the inter-
personal skills course. Thus, the results
demonstrate how a pretest-posttest based
on course objectives, such as the HISA.
provides continuous feedback for further
curriculum development.

In the future the students’ varying
levels of expertise will be stratified on
the basis of their HISA pretest scores
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Following this stratification, the students
will be directed to instruction commen-
surate with their varying abilities in this
area. Similarly, the posttest will be used
to distinguish those students who do not
improve after instruction. These stu-
dents’ scores will be examined in con-
junction with their clinical site evalua-
tions to determine the areas that may
warrant additional work

A variety of forces affect the student
in training. It would be presumptuous to
assume that the IST students obtained
these skills as a result of a single interper-
sonal skills course. It would also be erro-
neous to conclude that the students ob-
tained these skills through clinical expe-
rience alone. Rather, the instruction was
the focus of a concerted curricular effort
to train competent and humane practi-
tioners. Enhancing students’ ability to
perceive and interpret interpersonal be-
haviors is the first step in an on-going
program to improve patient-practitioner
communication.
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The Effect of Certain Rater Roles

On Confidence in Physician’s Assistant Ratings

Fred J. Dowaliby, Ph.D.

Abstract — Previous research on the psychology of confidence suggests that the more
confident a rater is in his judgment the more accurate is his rating. The purpose of
the present study was to investigate possible differences among raters in their
confidence in competency ratings which they had provided. Results indicated
significant differences due to the rater’s interpersonal role with the ratee and the
particular aspect of competence rated. Greater simple structure of competence
ratings when adjusted for rater confidence is also shown. Rater confidence is
discussed as an index for rater selection and as a moderator variable for competence

ratings.

A vast amount of research on the psy-
chology of confidence was performed
during the early 1900s. An examination
of that literature (for example, references
1 and 2) suggests that the more confident
a rater is in his judgment the more accur-
ate is his rating. In many of those studies
inanimate objects were rated in terms of
certain physical properties (for example,
pressure, weight, length of lines, and
tone) for which objecuve and reliable
measuring devices were employed in gen-
erating cniterion data. The results gener-
ally indicate that the amount of confi-
dence in ratings is positvely related to
the accuracy of ratings. In interpreting
these findings, Seward (1) suggests that
“speed and accuracy are the objective,
and confidence the subjective accompan-
iments of completeness of data.™

A measure of raters’ confidence in his
ability to provide performance ratings

Dr. Dowaliby s research associate, National

Technical Insutute for the Deaf. Rochester. New
York

could provide useful information if raters
systematically vary depending on their
role and relevant contact with the ratee.
Such systematic variations between raters
should reflect the completeness of rele-
vant information available to the rater
and, therefore, the accuracy of underly-
ing judgments.

As expressed by Dowaliby and Andrew
(3)%

One way in which raters differ is in
terms of their relationship with the ra-
tees. (That this would affect the accuracy
of ratings) 1s plausible to the extent that
different rater-ratee relationships result
in varying amounts of pertinent infor-
mation being available to the rater. For
example. it might be the case that (med-
ical) faculty members would best be able
1o provide ratings of medical knowledge.
whereas clinical coordinators would be
In a better position to provide ratings on
clinical aspects

Moreover. it is also likely that an indi-
vidual rater’s confidence in his ratings
would vary depending on the aspect of
competence rated. The underlying prem-
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ise 1s that no single rater has complete
knowledge of a ratee in terms of all
aspects of competence being rated in
applied situations. The research on rating
scales performed at the University of
Utah (4) in which different rating scales
for evaluating attending physicians were
completed by different types of raters
(for example, patients and head nurses)
underscores this perspective.

There would seem to be at least two
applications of a measure of rater confi-
dence. One might be to provide infor-
mation for the selection of raters. Such
an application would be particularly fea-
sible if it were shown that certain classes
of raters systematically varied in terms of
their expressed confidence in providing
performance ratings. A second applica-
tion would be to use a measure of ex-
pressed rater confidence as a covariate
for performance ratings. Adjusting com-
petence ratings in terms of rater confi-
dence should remove differences be-
tween raters due to the availability of
varying amounts of relevant information..
These applications follow from Seward’s
position that confidence is the subjective
counterpart to completeness of data.

The purpose of the present study was
to investigate possible differences in rater
confidence among raters whose primary
role with the ratee was either professorial
or administrative or that of an employer.
It was hypothesized that significant dif-
ferences among these three types of ra-
ters would be observed in terms of rater
confidence. It was also hypothesized that
such differences would vary depending
upon the particular aspect of perform-
ance rated. Certain aspects of adjusting
individual performance ratings in terms
of rater confidence were also explored

Method

The ratces were 354 physician's assistants
who were scheduled to complete their
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formal training programs within three
months or who had just completed their
formal programs within the preceding
three-month period

RATING SCALE
Fifty-one aspects of physician’s assistant
competence were derived from the re-
sults of a critical ncident study conducted
for the National Board of Medical Ex-
aminers in 1960 by the American Insti-
tute for Research. Each of these aspects
comprised the stem of a competency rat-
ing item. Each aspect was presented on a
separate page of the rating booklet and
each had six adjectives as responsive al-
ternatives. The first page of the rating
booklet provided a set of instructions to
the rater and requested him to indicate
his primary relationship with the ratee
The second paragraph of those instruc-
tions focused specifically on the confi-
dence scale which was placed dircetly be-
low each competency rating item. In cach
case the confidence scale read, “Your
confidence in the above rating.” This was
followed by five adjective-type response
alternatives, ranging from “mimimal” to
“maximal.”” Raters were instructed to
check the “unable to judge™ circle if they
felt totally unable to judge the ratee in
terms of that particular rating item. They
were asked to complete the particular
rating item 1f they felt at least minimal
confidence 1n so doing and then to indi-
cate their confidence in their rating

PROCEDURE

The director of the physician’s assistant
training program in which each ratee was
or had been enrolled was contacted and
asked 10 identify and request ratings from
a faculty member who was sufficiently
knowledgeable about the ratee’s clinical
performance. Of the 620 rating bouklets
mailed. 354 were completed and re-
turned, representing @ 57 percent return
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rate. Integer values of zero and one
through five were assigned, respectively.
to indicated rater confidences of unable
to judge and minimal through maximal
confidence. Thus. 51 numerical repre-
sentations of rater confidence (one per
l'l)lanIL'l'lL"\ rullng 1tem) were aval able
from cach of the 354 rating booklets
returned. The following analyses were
performed on this data base.

Results and Conclusions

A principal factor analysis of the data
base was performed in order to explore
the dimensions of rater confidence and
to reduce the 51 expressions of rater
confidence 1o a more parsimonious set
for further analyses. Several varimax ro-
tations of varying numbers of factors and
expressions  of confidence were per-
formed in an exploratory fashion The
final solution consisted of 47 expressions
and three factors which were interpreted
as: (a) a medical/clinical aspects factor
that correlated with expressed rater con-
fidence in providing ratings of medical
knowledge, judgment, and other aspects
of clinical competence; (b) a personality
characteristics factor that correlated with
expressed rater confidence in ratings of
various personality and ability traits: and
(c) a patient-related factor that corre-
lated with expressed rater confidence in
providing ratings of aspects of mterac-
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tions between physician’s assistants and
their patients. These three factors ac-
counted for 57 percent of the common
variance of 47 expressions of confidence.
This was not surprising and suggests that
rater confidence in performance ratings
may vary depending on the particular
aspect of competence rated.

Factor scores were then generated for
cach of these three factors by a conven-
tional regression (*‘complete estimation’
[5]) method. This technique yields factor
scores in standardized form with a mean
of zero and a standard deviation of one.

Raters were requested to indicate their
primary relationship with the ratee in the
space provided on the first page of the
rating booklet. On examination of that
information, the investigators found that
260 of the 354 returned booklets were
classified into one of three rater role
categories: professors/instructors (n =
131), administrators (n = 103), and phy-
sician employers (n = 26). The remain-
ing 94 were not unequivocally classifiable
and were, therefore, excluded from the
following analyses.

A two-way mixed effects analysis of
vartance was performed on the factor
scores, with the rater role as a fixed
effects variable and competence aspect
as a random effects variable. A summary
of the results is reported in Table 1. As
shown. a significant rater role main effect

TABLE 1
SUMMARY OF RESULTS OF ANALYSIS OF VARIANCE OF RATER
CoNFIDENCE 8Y THREE RATER ROLES AND THREF

PECTS OF PHYSICIAN'S ASSISTANT

COMPETENCE

Source of Vanance Ss
Mean 0213
Rate role (A) 59.790
Errar 200593
Competence aspect (B) 2394
AsB 31.877
Error 485978

p< .01

df MS F

! 0.213 -

2 29.896 38.300*
257 0.780 =

2 1.197 1.266

4 7.969 8.429*
514 0.945
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and a significant role by competence as-
pect interaction were observed (ps <
01). The competence aspect main effect
was nonsignificant. The means and stan-
dard deviations for each of the rater roles
by competence aspect are shown in Table
2. Significant specific effects were exam-
ined using post-hoc Sheffé contrast tech-
niques. The results of contrasts per-
formed on the rater role main ecffect
indicated that both professors/instructors
and physician employers expressed sig-
nificantly greater confidence than did the
administrators in providing competence
ratings across all of the included aspects
of physician’s assistant competence (p <
01)

This finding 1s consistent with the view-
point that expressed confidence of a rater
in his ratings is indicative of the amount
of relevant contact between the rater and
the individual rated. Program administra-
tors have less contact with physician’s
assistant students than do either profes-
sors/instructors or physician employers
Presuming that the amount of pertinent
contact between a rater and ratee influ-
ences the amount of relevant information
available to the rater, the results are also
consistent with Seward’s (1) summary
statement that “confidence is the subjec-
tive accompaniment of completeness of
data.”

The role by competence aspect inter-
action was similarly analyzed for signifi-
cant specific effects. The results indicated
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that both professors/mstructors and phy-
sician employers expressed significantly
greater confidence than administrators in
providing performance ratings of both
medical/clinical aspects and personality
characteristics. The physician employers,
however, expressed significantly greater
confidence than both the professors/ine
structors and administrators in providing
ratings of patient-related aspects of phy-
sician’s assistant competence (all ps
0r).

This finding is also consistent with the
preceding discussion since physician cm-
ployers have more opportunity to ob-
serve their assistants working with pa-
tients than either program administrators

or professors.

Previous relevant contact between o
rater and the ratee is probably a neces-
sary but not sufficient condition for ac-
curate performance ratings. The validity
of underlying judgments would seem to
be influenced effectively by the amount
of relevant interpersonal contact. The
results of the present study suggest that a
rater’s expressed confidence in his ratings
reflects relevant contact. As has been
noted, one use of such information could
be the selection of raters. The present
study suggests that, overall, administra-
tors of physician’s assistant training pro-
grams are the least qualified to rate phy-
sician’s assistants. This is noteworthy in
that administrators are often asked to
provide such evaluations

TABLE 2
NUMBER OF RATERS, MEANS, AND STANDARD DEviations oF Rater CONFIDINCE FOR
Eacn Compivation 0fF Ratrk Rove, By CoMPETENCE AspPict

0. of Medscal/Clin
aters Aspects

Rater Role -y
Mesn sD

Professonal 131
Administrative 103
ployer

Aspect means

«

smpeicnce Aspect
[ater
Personlity PatientRelated oy
Charscteristics Aspects oy och
Mea sSD 5D
0127 0 901 0078 1198 0.167
18 i) Yss 0199 0790 0378
. 0,565 0567 0595 0.273
o 0061 0.0%%
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TABLE 3
SUMMARY OF ARBITRARY TFSTS OF THURSTONE'S PRINCIPLES OF SIMPLE STRUCTURE FOR
VARIMAX FACTOR ANALYSES OF RAW, MULTIPLICATIVELY-WEIGHTED,
AND SiMPLE LINEAR REGRESSION RESIDUAL RATINGS

Principle”

Each row of the factor matrix should
have at least one zero

Number
(rows) with at least

Weighted Method

Simple
Unadjusted  Multiplica- _ Lincar

Test Statistic tive Regression
Residual

Per- Per- Per-

focem e S cemt

of items 18 41.0 20 454 43 977

one Ji| = 10

If there are m common factors, each Number of factors 2333 1 16.0 4 666
column of the factor matrix should (cols) with at least
have at least m zeros 6= .10

Far every pair of columns of the factor
matrix there should be several vana-
bles whose entries vamish in one col-
umn but not in the other

For every pair of columns of the factor

nix a large proportion of the vari-

ables should have vanishing entries in
both columns when there are four or

more factors

For cvery pair of columns of the factor
matrix there should be only a small
number of variables with nonvanish-
ing entries in both columns

* Taken from Reference §

The results of additional analyses sug-
gest that such expressions of rater confi-
dence could also serve as a covariate for
competency ratings. The raw competency
ratings and two methods for combining.
for each of the items, the competency
rating with the confidence rating were
compared. The two combining methods
were a “‘multipheative” and a “'regression
residual™ technigues. The multiplicative
method consisted of the simple multipli-
cation of the competence ratings by the
confidence rating individually for each
item. The regression residual technigue,
also on an item-by-item basis, consisted
of the arithmetic difference between the
raw rating and the rating predicted by
the simple linear regression of the com-
petency rating on to the confidence rat-
ing. The resulting three sets of ratings
(unadjusted raw, multiplicative. and

Number of pairs of 21 32 20 3.0 70 10.6
loadings per item
with one |r| = .10
and other [r| > .50

Number of pairs of 20 30 8 12 70 10.6
loadings per item
with both [r| = .10

Number of pairs of 0 00 0 0.0 01
loadings per item
with both |r| > 50

regression residual) were separately fac-
tor analyzed. The same principle factor
analysis, using a six-factor solution and
varimax rotations, was employed for each
set.

The same factors appeared in each of
the three solutions, which were compared
in terms of the simple structure of the
factor patterns. This concept is generally
discussed as an ideal property of orthog-
onal factor patterns and breaks down
into Thurstone'’s  five principles (5).
Those principles and corresponding test
statisties are shown in Table 3. The appli-
cation of those tests to each of the three
factor patterns yielded the results shown.
As 1s indicated, the regression residual
method conformed markedly better to
the principles than either the other com-
bining method or the raw ratings. This
means that there is markedly greater

Rater Confidence/Dowaliby

simple structure to the factor pattern
from the regression-adjusted competency
ratings and suggests that competency rat-
ings may be more accurate if rater confi-
dence 1s approprately taken into ac-
count. The effects of these and other
adjustments on psychometric properties
of competency ratings, such as reliability
and validity, should be addressed by fu-
ture research.
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A Comparison of D.O.

And M.D. Student Performance

Thomas J. Stachnik, Ph.D., and Ronald C. Simons, M.D.

Abstract— The performances of students from two medical colleges, one allopathic
(M.D.) and one osteopathic (D.O.), at Michigan State University in a first course in
psychiatry are compared. Although the M.D. students had scored significantly
higher on the Medical College Admission Test, there was no difference in examina-
ton performance in the psychiatry course, which included measures of both basic
information and of skill in diagnostic clinical application.

The Michigan College of Osteopathic
Medicine became a component college
of Michigan State University (MSU) in
1969 and moved to the MSU campus in
East Lansing in 1970. An allopathic*
college of medicine had been established
at MSU in 1966. Both schools have em-
phasized humanistic and family-practice-
oriented medicine. The relationship be-
tween the two schools was an intricate
one, with independent administrative
structures and independent student selec-
tion procedures and yet with many shared
departments, mostly preclinical ones. For
this reason and because the osteopathic
college was the first to become part of an
aceredited  unmiversity, @ circumstance
likely to be repeated elsewhere if the
MSU experience 1s successful, the situa-

Dr. Stachnik and Dr. Simons are both assocuate
professors of psychiatry in the College of Human
Medicin: d the College of Osteopathic Medicine
at Michigan State Umversity, Fast Lansing

* “Allopathic™ is the term used by osteopathie
physicians to refer to their M.D. colleagues since
“medical” can refer to both. Unfortunately, though
n0 better term exists, allopathic has never caught
on, perhaps becsuse it carnies to most cars an
undeserved cultish connotation

tion in East Lansing received considera-
ble interested scrutiny. The initial history
of the two schools was detailed in a series
of articles by John Walsh in Science dur-
ing 1972 (1-4).

The likelihood of competition between
the schools was remarked on by Walsh,
who noted: “The presence on the same
campus of two schools of medicine, one
training M.D.’s and the other doctors of
osteopathy (D.O.’s), would seem to
guarantee a sibling rivalry along the lines
of Cain and Abel” (4). Walsh quoted
the dean of the osteopathic college as
acknowledging that “a lot of practicing
D.Os thought the move to MSU was a
plot to sell us out to the state medical
society™ (4). Walsh also noted that “as a
medical minority group the D.O.’s tend
to be cohesive and hypersensitive about
second-class medical status™ (1)

Some segments of the M.D. commu-
mity expressed concern about the extent
to which osteopathic medical schools.
previously independent of the university
system, had absorbed the lessons of sci-
entific medicine. There was also concern
about the academic aptitude of the stu-
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dents themselves. Were osteopathic stu-
dents largely unsuccessful applicants to
allopathic schools and hence likely to
perform less well academically than their
allopathic counterparts?

A comparison of Medical College Ad-
mission Test (MCAT) scores of the two
groups of students would seem to justify
that concern (Table 1). The 40 separate
means presented in Table 1 can be
viewed as 20 pairs of scores, each pair
consisting of the D.O. and M.D. mean
scores for an MCAT subtest for a given
class cohort. If neither the D.O. nor
M.D. students consistently scored higher,
one would expect that in approximately
10 of the pairs the D.O. mean would be
higher and in the remaining 10 the M.D
mean would be higher. But the M.D.
mean is higher in 17 pairs and the D.O.
mean higher in only three

Furthermore, the three instances
where the D.O. mean is higher all occur
on the quantitative subtest (years 1971,
1972, and 1975), yet over the full five-
year period performance on the quanti-
tative subtest favors the M.D. students
(542.4 to 554.0). This is explained by
the fact that the D.O. superiority in
1971, 1972, and 1975 was 2, 3, and 8
points. respectively, while the M.D. su-
periority was 36 points in 1973 and 35
points 1in 1974 Not only the direction
but also the magnitude of the differences
in the pairs of scores on other subtests

suggests that M.D. students should be
superior to their D.O. counterparts.
While the only instances of D O student
superiority are the differences of 2. 3,
and 8 points, the three largest differences
favoring the M.D. students are 56 (Ver-
bal Ability, 1974). 46 (Science, 1973),
and 45 points (Science. 1974)

For the past four years the authors
have taught in both medical colleges.
During that time they failed to note any
consistent differences between the aca-
demic performance of M.D. and DO
student cohorts; both their classtoom and
clinical performances appeared to be so
strikingly similar that a close comparison
of examination scores would be needed
to reveal differences it any existed. Of
course, the most significant comparative
questions concern the effect graduates of
cach of these schools ultimately will have
on the nation’s health, and these ques-
tions involve considerations of  geo-
graphic deployment and choice of prac-
tice activity as well as those of medical
competence. To date, only academic
competence can be reported on; other
more salient measures must remain for
the future. However, since the authors
thought their data might contribute 1o
alleviating some of the concern about
D.O. competence alluded to carlier, they
chose to make and to report all of the
comparisons possible

The data presented in this paper were

TABLE |
Mean Mepicat Cortece Apmission Test (MCAT) Scoris Fox “,“ asnp M.D
STUDENTS AT MICHIGAN STATE UNiversiTy, 1971-1975

Entering T P
e pal Ab Quanty
ooy __ Verbal Ability _Quant
DO MD Do

524

$30

530

571

MCAT Scor

Science

e Abilit
MD Do MD
22 496 a2y
coy 526 €1
P 505 559
e ) s04
63 539 549
544 S170 5428
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drawn from examination results in an
introductory course in psychiatry. As it
happened, psychiatry was the first clinical
department voting to be administered
jointly by the two colleges and thus was
the first clinical department to present
students in the two schools with compa-
rable instruction and comparable evalua-
tion. The comparisons come from a post
hoc analysis of test score data gathered
in the course of routine instruction rather
than from an expressly designed experi-
mental procedure; a testing procedure
designed specifically to compare D.O.
and M D. student cohorts theoretically
might produce different results. How-
ever, it is doubtful that such a politically
sensitive procedure will soon be carried
out. In fact, a number of reasons were
suggested as to why the present compari-
son should not be made, one being a
widely held impression that the number
of minority students was higher in the
osteopathic college and that as an educa-
tionally disadvantaged group. they might
be expected to do less well. However,
Table 2 shows that the percent of minor-
ity students admitted to the D.O. pro-
gram was markedly lower from 1971 to
1973 but that in 1974 and 1975 the
numbers and percentages of minority stu-

TABLE 2
NUMBER AND PERCENT oF MiNoRITY® STU-
DENTS IN THE D O AND M.D. ProGrams
AT MICHIGAN STATE UNIVERSITY

1971-1975

No. of Total Percent

Enter-  Minonity No.of Munority

ing Students Students Students

Clasy ———— o ——

DO. MD. DO. MD DO MD
1971 2 17 37 85 5 20
1972 6 13 69 89 o 15
1973 8 19 76 9 11 20
1974 21 25 84 106 25 23
1978 20 28 v 105 20 24

* Minority 1s defined as male/female students
who are members of the following racal/ethnic
groups: black, Chicano, Puerto Rican, Cuban, na-
tve Amencan, and Asian Amencan
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dents being admitted to the two colleges
were very similar.

Method

Psychopathology was taught in a partially
self-instructional format, supplemented
with minilectures, illustrated audiovisual
material, and small-group discussions,
with M.D. and D.O. student cohorts in
separate but virtually identical courses.
The initial course format (Format I) was
used for two years and then massively
revised (Format II).

FORMAT 1

The students taught under Format I were
D.O. students (N = 67) just completing
their first year and M.D. students (N =
39) in the middle of their second year.
There were two instructors in the D.O

class and two i the M.D. class; one
instructor was common to the two
classes. Students were assigned readings
in Redlich and Freedman'’s The Theory
and Pracuce of Psychiatry (5). On com-
pletion of each week’s reading students
took a self-test of items which empha-
sized points the instructors considered
most important. Answer keys were pro-
vided. Once each week the class met for
two hours in discussion sections (half of
the class with each instructor) to watch
illustrative audiovisual material and to
clarify issues raised by the readings.

FORMAT 11

The students taught under Format II
again were D.O. students (N = 77) just
completing their first year and M.D. stu-
dents (N = 83) in the middle of their
second year. There were four instructors
in the D.O. class and two in the M.D.
class; one instructor was common to the
two classes. The text used was Modern
Synopsis of the Comprehensive Textbook
of Psychiatry by Freedman, Kaplan, and
Sadock (6). A self-instructional work-
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book (7) was also employed which not
only contained self-test questions and an-
swers but also detailed paragraph-by-par-
agraph instructions on what information
was to be learned from the reading as-
signments in the text. Audiovisual mate-
rial and short clarifying lectures were
presented in one-hour weekly sessions to
the entire class, and weekly one-hour
small-group sessions (half the class with
each instructor) were again used for dis-
cussion and clarification as in Format I
Format II has been described in greater
detail elsewhere (8).

FINAL EXAMINATIONS

The final examinations in Format 1 as-
sessed both knowledge of basic informa-
tion and skill in diagnostic clinical appli-
cation. Knowledge of basic information
was assessed with objective test items
(matching, completion, multiple-choice,
and true/false) drawn largely from the
self-test items in the workbook. Out of a
possible 82 points on basic information,
73 were common to the M.D. and D.O.
examinations and are used for the present
comparison. Videotapes of patients with
various behavior disorders and paper-
and-pencil case vignettes were used to
assess diagnostic acumen. The same vid-
eotapes and case vignettes were used to
test both groups of students

The final examinations in Format 11
again assessed both basic information and
clinical application. Objective test items
were used to assess knowledge of basic
information, but, though comparable.
items were not identical on the D.O. and
M.D. examinations. The items were
comparable in that they were drawn from
the same item pool (workbook), were
addressed to the same topics, and within
those topics generally tested the same
concepts (those considered to be most
important and/or most readily assessed
with objective test items). The applica-

tion portions of the D.O. and M.D
examinations employed videotapes and
case vignettes as in Format 1 and again
were identical for the two groups

Results and Discussion

The results of the D.O. and M.D. stu-
dents’ final examination performance un-
der Formats I and II are presented in
Table 3. The most striking feature of the
results is the similanty in the perform-
ance of the two groups The largest dif-
ference in the six comparisons presented
1s 2.2 raw score points on the basic
information portion under Format 1 (73
total points were possible) and favors the
D.O. students. At the customary two
decimal places the difference falls just
short of significance (p > .05). Although
four of the five remaiming comparisons
favor the M.D. students, differences are
miniscule and none are statistically sig-
nificant

The fact that the M D. students, who
as a group had substantially higher
MCAT scores. performed no better in
the course than the D.O. students can be
explained in at least two ways. One ex-
planation 1s that MCA'T scores are poor
predictors of academic performance, an
hypothesss for which support is readily
avallable in the literature (9). Further-
more, since the psychopathology tests
included a chinical application portion
and no component of the MCAT directly
measures potential clinical competence,
the predictive value of the MCAT scores
would be further dimimshed. An alter-
native explanation is that specific features
of the psychopathology course limited its
potential for the discovery of real differ-
ences in academic competenice between
the groups. The fact that the comparison
described in this paper was made in an
introductory course constituted & limiting
condition. Like most introductory courses
in chinical subjects, this course is designed
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TABLE 3
FINaL EXAMINATION SCORES IN PSYCHOPATHOLOGY FOR D.O. AND
M .D. STUDENTS AT MICHIGAN STATE UNIVERSITY,
1971-1975

Format It Format 113
Scores
DO M.D. D.O M.D
Basic Information
Mean® 633 61.1 741 754
SD 74 7.89 5.88 5.79
Chnical Application
Mean*® 143 14.7 11.9 121
S.D 32 3.69 227 1.97
Combined Basic Information
and Chnical Application
Mean® 776 7557 859 874
SD 4.72 8.97 7.31 6.63

* A combined estimate of the standard error of the difference between the
means (for Format 1—1.1, 48, and 1.3, respecuvely; for Format 11-0.9, .34,

and 1.2) was obtained as follows

s

P
o
O T

4t values for the three comparisons are 198, 74, and 1.42; degrees of

freedom: N, + N, — 2 = 104 None of the ¢

is

£t values for the three comparisons are 1.34, .54, and 1.25, degrees of
freedom: N, + N; — 2 = 158. None of the ¢ is I

to help a large group of students learn
some new terms and rudimentary skills
in the hope of making a subsequent clerk-
ship @ more profitable experience. It can
be reasonably argued that the range of
scores produced in an ¢lementary course
is artificially narrow (most students learn
most of the matenal, few students do
very poorly) and thus potential differ-
ences in student abilities do not emerge
Further, in the self-instructional format
which was used to convey most of the
new information covered in the course.
students were told exactly what it was
they were to know, and tests were
straightforward assessments of their com-
prehension and retention of this specified
body of material. A more conventional
lecture course with long reading assign-
ments in which students must determine
what matenal is important and, there-
fore, hikely to appear on tests might not
vield the same results

Conclusion

The authors have reported here on stu-
dent performance in the only course in
which it has been possible to collect com-
parative data in a systematic fashion.
However, they have had the opportunity
to teach and work closely with many
M.D.and D.O. students in a wide variety
of clinical, academic, and research set-
tings. Though no hard supporting data
can be presented, the authors’ strong
impression is that the within-group vari-
ance greatly exceeds that which exists
between groups, and they predict that a
more extensive comparison between the
two groups (should it ever be politic to
perform one) would confirm this impres-
sion.
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COMMUNICATIONS

Continuing Medical Education: Establishing
Requirements and Coordinating Teaching Activities

Vincent A. DeLuca, Jr., M.D.

Continuing medical education (CME) is now
the “in thing" in medicine and, as a result, 1s
growing rapidly. Many organizations have
been involved in CME actvities with httle
apparent integrated activity. These organiza-
tions presently include the newly organizing
Liaison Committee on Continuing Medical
Education (LCCME), the Amencan Medical
Association (Physician’s Recognition Award).
community hospitals, medical schools, state
medical socicties, and medical specialty soci-
cties. It would seem appropriate to coordinate
efforts and develop guideline definitions of
CME.

LCCME

The LCCME, when becoming functional,
should continue the existing policy of the
AMA of evaluating and accrediting medical
societies to conduct site visits of hospitals and
other medical groups for the reciprocal pur-
pose of evaluating CME programs and grant-
ing aceredutation. The LCCME should define
the cnteria by which an organization can
become accredited. In general, an accredited
organization should have the ability to pro-
vide meaningful CME for certain physician
groups. In addition, the LCCME should work
with medical specialty ties and encourage
them to develop general CME guidelines for
its individual members.

Medical Specialty Societies
Medical specialty societies include such di-
verse groups as the Family Practice Academy,

Dr Del g is associate clinical professor, Yale
Uniscrsity School of Medicine: director of medical
education, Gnffin Hospital. Derby, Connecticut,
and chairman of the Continuing M al Educanon
Committee of the Connecticut State Medical Soci-
ety

American College of Physicians, American
College of Surgeons, and American Gastroin-
testinal Association. These groups are best
qualified to develop CME guidelines for their
members. Grassroot chapters of these medical
specialty societies, for example, state chapters
of the American College of Physicians, would
be better qualified to determine, recommend,
and monitor the CME needs and patient care
performance of their members than national
organizations. The guidelines developed by
the medical specialty socicties should be co-
ordinated by the LCCME.

Hospital CME Committees

The general guidelines developed by the spe-
cialty societies can be further implemented at
alocal level in hospital settings in conjunction
with hospital CME committees. The hospital
CME committee would then attempt to de-
velop appropriate and meaningful CME pro-
grams for its physicians by use of the medical
speaalty  guidelines. In  addition, specific
CME programs in each hospital developed by
these committees would be influenced by data
obtained from medical audit data, profes-
sional standards review organization data,
sclf-assessment examination. and hospital pa-
tient care performance of the physicians with
hospital appointments.

The hospital CME committee should have
representation from its major physician spe-
cialties. that s, family practice, general medi-
cine, surgery, pediatrics, and ophthalmology -
With the guidance from these medical spe-
aalty groups and with appropriate use of the
guidelines obtained from the specialty socie-
ties, the hospital CME committee could then
develop an individual profile of CME activi-
ties and the patient care performance of cach
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physician. The CME commuittee would then
refer the data on each physician to the hospi-
tal medical department in which he has an
appointment. The chief of each department
would then be responsible for evaluating the
data and making appropriate recommenda-
ton for each physician biannually to the hos-
pital executive committee for reappointment
to the hospital staff and for reviewing the
extent of the physician’s hospital privileges

The in-hospital setting may not be applica-
ble to certain physician groups. such as physi-
cians without hospital appointments or physi-
cians who are in a highly specialized arca of
medical care. In these special situations the
medical specialty organization to which the
physician belongs would be responsible for
making proper CME and patient care evalua-
tion of its members.

Physicians’ Recognition Award

The Physicians’ Recognition Award (PRA) is
sponsored by the American Medical Associa-
tion and 1s obtained by physicians on a volun-
tary basis by means of completing an applica-
tion which documents CME activities for the
three-year period immediately preceding the
application.

In order to obtain certification, a physician
must acquire 150 credit hours of CME activi-
ties, which are divided into categories |
through VI. Category I can only be acquired
from an institution accredited by the AMA;
Category II can be obtained from nonaccre-
dited institutions; Categories 111 and IV can
be obtained from publications (papers and
books) and exhibits: Category V can be ob-
tained from nonsupervised individual CME
activitics. such as use of audiovisual materials,
reading journals, providing consultations, pa-
tient care review, and selfassessment; and
Category VI involves other meritorious learn-
ing experiences. In order to obtain an avard,
a physician must have at least 20 hours of
Category | yearly

Category 1 is further defined as being “a
planned program of CME with sufficient
scope in depth coverage of a subject area or
theme to form an education umit that s
planned. coordinated, admunistered and eval-
uated in terms of educational obje ey that

LCCME

Primary
Accreditation

CME
Activities

e

Medical Schools

National Medical
Speciaity Societies

and patient care parformance

3

State Med
Specially S

Hospitals

Ficure 1
Pussible interaction of arganizations and insty
tutions involved with continuing medical edu
cation (CME) activities. The LCCME s the
Liasson Committee on Comtinuing Medical
aton
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give a defined level of knowledge or a specific
performance skill 1o be obtained by physicians
participating in the group.”

There has been value to this categonzation,
primarily because it has sumulated institutions
to obtain credit for their programs and to
evaluate more objectively the kind of CME
activities which they are sponsoring How-
ever, it is quite apparent that Category I
requires considerable redefinition so that it
meets more amply the needs of the CME
activitics of physicians. At the present ume
Category I is too restrictive and would be
better replaced by the specific determination
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of the educational needs of a physician by his
medical specialty group as previously de-
scribed

Also at present a physician’s CME activities
arc automatically recorded when he files an
applicaton for a PRA. However, it would be
more meaningful if the CME activities of
cach physician were assessed and evaluated
in conjunction with hospital CME commit-
tees, medical specialty societies, or the state
medical society .

Figure 1 illustrates the potenual coordina-
tion of CME acuvities and medical nstitu-
tions.

Office for Women in Medicine: A

Katherine Alden Finseth, M.D.

An innovative program, the Office for
Women in Mediaine (OWM), has been devel-
oped at Yale Unwersity School of Medicine
o aid professional women in overcoming
some of the barners which they face in the
traditionally male-dominated medical profes-
sion.

A variety of problems face women entering
medicine as well as ather professional fields.
Among those discussed in the literature are:
lack of visible role models (1); difficulty es-
tablishing and maintaining mentor-protegee
relanonships (1); exclusion from informal
communication  channels  (2).  debilitating
Umicro-mequities™ in daily hfe (3); lower sal-
aries (4); discnimination in hinng. promotion,
and recogmtion (4): imited access to oppor-
tunities for carcer advancement (5); and the
existence of a narrow range of medical spe-
lties tradionally considered “acceptable™
for women (1. 4. 6). Numerous factors also

SR

Dr Finseth 1s assistant professor of public health
and haison ofticer for women at Yale University
School of Mediane and medical director of the
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Model for Social Change

discourage women from considering the med-
ical profession even before application to
medical school (1). The OWM has elected to
concentrate its efforts on assisting women at
the medical student, postdoctoral trainee. and
faculty levels.

Description

At the recommendation of the advisory Med-
ical School Council, the administration ap-
proved in 1975 the creation of an Office for
Women in Medicine at Yale. The OWM 1s
staffed on a full-ime basis by a staff assistant
and part-time by three women medical school
faculty members; the latter also serve as hai-
son officers (LOs) for women between the
School of Medicine and the associate provost
of Yale Unwersity who is responsible for
minority and women's affairs. One of the
LOs s the official director of the office. which
has a madest budget to carry out its activities

Programs and acuivities of the OWM have
been developed on an ad hoc basis and also
with specific reference to findings in the liter-
ature on women in the professions. The fune-
tions of the OWM fall into several broad
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areas: negoliating grievances, Increasing visi-
bility of women i medicine, and providing
soctal and professional support.

Yale was faced with a number of necessary
changes (7) by the passage of Title IX of the
Education Amendments of 1972, which pro-
hibits sex discrimination n educational insti-
tutions receving federal funds. An LO has
worked closely with the medical school ad-
ministration in identifying areas of noncom-
pliance with Title IX and rectifying these.

NEGOTIATING
The OWM receives grievances regarding
treatment of women at the medical school - It
also initiates and carries out investigations of
possible ““class-action™ grievances on the ini-
tiative of the LOs. In cases of alleged discrim-
inatory practices (for example low salaries or
delayed promotions for women faculty mem-
bers), an LO explores possible courses of
action and appropriate channels for formal
complaints. If the aggnieved party wishes, an
LO can accompany her to provide support
during her discussion with others or even act
on her behalf if she feels unable to confront
others regarding the discrimmnatory inaident(s)
Specific remarks of actions disparaging to
women are noted from time to time. Cumu-
latively, these have a discouraging effect on
women professionals” morale (3). The OWM
seeks to identify such episodes and delivers a
prompt, although politely worded, repn-
mand

INCREASING VISIBILITY

The OWM carries out a number of widely
publicized activities designed to mncrease the
visibility of women students. trainees, and
faculty members to each other and to the
medical community in general Weekly lunch-
eon meetings for medical students feature
women faculty members and house officers
The OWM sponsors a series of guest lectures
by prominent women in medicine, with co-
sponsorship of the various academic depart
ments. A pictonal exhibit, “Women as Heal-
ers.” was featured at the Yale Medical L
brary in 1976. The LOs speak in person and
and

through the news media to @

communi
cal pre

groups about women in the medi-

ession
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Women on the Yale School of Medicine
faculty are concentrated in the lower rescarch
and academic positions. and this low faculty
status contributes to their “mvisibility ™ The
OWM strives to involve more women in the
administrative deaisions of the medical school

in order to enhance thetr status as a group

PROVIDING SUPPORT

Because of the exclusion of women from
traditonal “*old-boy ™ networks ot information
and referral, medical women are further ham
pered in professional advancement. The
OWM has been seeking to fulfill several of
the functions of an “old-gurl™ network unul a
critical mass of women is available in the
profession to maintun this interchange with
out assistance; these functions relate to faculty
job placement, employment for spouses when
one member of a dual-career couple s re-
cruited to Yale, grant procurement, and ori-
entation to the New Haven community  In
addition, the OWM mamtains a small library
of materials on women in medicine

Through its various activities and by virtue
of having an identifiable, comtortable office
space, the OWM  provides channels for
women in the medical community to meet
and talk with other women. The assumption
is that as women become acguainted i an
nformal setting. they will find it casier to
establish mentor-protegeé and supportive re
lationships with cach other The OWM his
also  coordinated more  formal  “'support
groups” (8) for discussion of concerns in the
development of a professional identity and
the resolution of conflicts between profes-

sional and personal goals

Discussion

The most important clement in the success of
the OWM has been the school’s provision of
staff assistance and a modest amount of space
and funding

The system of LOs linking the as
provost’s office with each of the schools
the university (for example, Law, Medicine
Art 2nd Architecture. and Yale College) en-
hances the position of the medical school's
LOs in speaking for women's concerns within

MoCLate
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the School of Medicine. This arrangement
also permits idenufication of problems which
affect women throughout the university

The Standing Committee on the Status of
Women, which is chaired by one of the LOs,
identifies problems affecting women 1n the
medical school, advises the LOs on various
matters, and works closely with the deans in
policy development. Its diverse student and
faculty compaosition provides a broad base for
making strong recommendations to the ad-
ministration. Among the issues which have
been considered by the committee during the
past two years are pregnancy and parenthood
leaves of absence, on-call rooms for medical
students, shared-schedule residencies, house
officer recruitment and selection, reproduc-
tive health hazards at the medical school. and
affirmative action.

The growing body of literature on women
in medicine and their performance and prob-
lems attests 1o the need for concrete assistance
for women entering medical careers. Knowl-
edge and concern, however, are not enough
Tangible administrative support, faculty time
commitment, and the involvement of a

VoL. 52, NOVEMBER 1977
model of how these factors can be combined
within a medical school to have an impact on

the lives of women in the medical profession.
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Medicine, Humanities. and Integrating Perspectives

K. Danner Clouser, Ph.D.

Given slightly ambiguous data. not everyone
sees the same pattern nor reads into them the
same signs. And this author may be more
jittery than most, Nevertheless, the faint pat-
tern he perceives emerges from the conjunc-
tion of three independent opinion pieces re-
cently appearing in a leading medical journal,
The New England Journal of Medicine. Noth-
mg 18 wrong with the articles individually;

Dr ﬂuusu is professor of humanities at the
College of Medicine, Milton 8. Hershey Medical
Center, Hershey . Pennsylvamia

rather the cause for concern is what might be
read into them, or the impression they convey
when seen as a group.

Franz Ingelfinger (1). though not speciti-
cally discussing humanities, deplores attempts
10 make physicians jacks-of-all-trades and not
masters of medicine. Arthur Dyck (2) tells of
an emerging ficld called “medical ethics™ and
Harvard University's progress in this field
Anthony Moore (3) refers to medical human-
ities as “a new medical adventure” and de-
scribes his course on classic literary works

Communications/Clouser

But out of this otherwise harmless trio one
might be sensitive to the following pattern. In
Ingelfinger’s piece there seems to be an as-
sumption that all this extramedical knowledge
which soc is expecting a physician to have
requires the “‘adding on” of bodies of infor-
mation, the accumulation of more facts, the

lation of more specialties. And Dyke
seems to accentuate this by bringing word of
sull another speciality (medical ethics) being
elaborately developed and added on as yet
another requisite of an adequate medical ed-
ucation. Moore then swings to the other ex-
treme, presenting a whimsical potpourri
course where ideas scatter | dandelion
seedheads in the wind. Can these extremes
be our only alternatives?

Old Facts— New Understandings

One of the harsh realities of medical educa-
tion 1s information overkill. The daily dump-
ing of facts threatens to suffocate even the
best of students. Consequently the strategy of
the humanistic disciplines must be not to add
additional knowledge but rather to help the
students process and reflect on the facts and
concerns  with  which they are already
swamped. Disciplinary perspectives should be
integrated into medical education and not
simply added as additional bodies of knowl-
edge or facts to be remembered. The human-
istic disciplines should ennch the student's
medical knowledge, their clinical skills, and
their creative curiosity about medical matters
In an art course perceptions could be
sharpened, and sensitvities to visual stmuli
and their implications could be heightened
influences on  perception caused by our
moods, beliefs, and theories could be vividly
experienced. In histonical analysis students
could enlarge their medical knowledge by
studying the changing, evolving nature of
health and disease and the integral role of
social, economical. and political factors on
such changes, they could come to a much
deeper understanding of the doctor-patient
relationship by teasing out the influcncng
vanables and the histonical roots. Through
the imaginations of novelists, playwrights. and
pocts, students could encounter the experi-
ence of suffering and the means of surviving,
they could analyze the portrayed roles of
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physicians and thereby piece together thew
own selfimages. In doing philosophy, the
students could develop a knack of discerning
and explicating pivotal conceptual points and
of discovening and questioning underlyving as-
sumptions; students might once again be ex-
cited by the conceptually interesting and curi-
ous aspects of medicine.

In short, art, literature, philosophy, his-
tory, law, and rehgious studies must cach
pursue its subject matter and method with
respect to medicine. developing perspectives
and skills relevant to the practice of medicine
This 1s not so much an added body ot knowl-
edge as a restructuning of a student’s cognitive
and conative apparatus through which expe-
rience is perceived, understood, and assimi-
lated. Perhaps it 1s hike the commonly re-
ported psychotropic drug effect on perception
whereby old familiar sumuli impinging on the
senses are nevertheless seen in a new hght,
with heightened sensitvity and in creatively
new relationships.  Medical  schools — hike
other professional schools —are conceptual
ghettos, we can get locked into seemng the
world, ourselves, and others in a single. uni-
form way. To remain alert, perceptive. un-
dogmatic, and open to new clues, we need to
be immersed now and agan in other perspec
tives. How salutary it would be to go from
total immersion in @ gross anatomy labora
tory, where a mechanistic view of the body 15
rightly and necessanly engendered. 1o a liter
ature course in which the students are led by
great artists and waters (some physicians) (o
expenence other ways of viewing the human
body. There has been considerable rhetoric
about treating the patient as a whole person
What better way to impart substance to this
expression than through the bumanities; what
better way to accomphsh it than by first
treating the medical student as a whole per
son

Teuchers and Teaching

The method of doing all this s important,
Two extremes must be avoided, neither of
which. used exclusively or togethes, would
accomplish the goal. One is the occasional
and fleeting appearance of “the humanist™
lightly scasoming grand rounds. panel discus-
sions. or corndor conversations. The other is
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the large lecture course in which there is
simply another daily deluge of information
on the already submerged students (worsened
by bringing in a series of guest lecturers, each
a specialist in the topic for that day)

Rather, these ends can be achieved only in
small discussion groups, where there is oppor-
tunity for back and forth pursuit of a point,
where a participant’s argument in the fifth
week can be showr to be contradictory to
one he gave in the second week, where stu-
dents can learn to articulate and to disagree
with each other amiably and creatively. The
point 1s to entice and to help the students in
thinking creatively, persistently. and ngor-
ously.

Lastly. all this requires dedicated teachers
who are willing to spend the time to teach in
small groups and really get inside the student’s
head. The humanities teacher must be con-
stantly involved in the medical world (reading
its Journals, sitting in its classes, attending its
panels and lectures, and serving on its com-
mittees) and must not be ov rly concerned
with his purist, professional peers who look
askance at what they regard as disciplinary
dilution. Of course, the teacher must do his
share of scholarly work, but his priorities
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must be in order. Useful interdisciplinary
scholarship grows from immersion at the in-
terface —from helping, teaching, interacting,
and listening .

However, a solid foundation of courses
and occasional clinical involvement are not
enough. Years ago the comment generally
heard was, “Why don't students get all this
before they come to medical school?” Now
one mostly hears, “Why isn't this material
integrated throughout medical school during
clinical years, residency, and continuing cdu-
cation?” This integration will take considera-
ble skill and experience in order to meet real
needs while avoiding contrivance and interfer-
ence. To be sure, this is but one small part of
medical education, yet one well worth doing
and worth doing well .
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Using Ratings of Primary Care Tasks
As a Guide to Making Curricular Decisions

Larry A. Sachs

In this report the author describes the use of
survey results as an aid in making decisions
concerning curriculum development. In addi-
tion, he compares the responses from a group
of graduating medical students with the re-
sponses from a group of community ph
ctans regarding agreement of opinion con-
cerning primary care practice.

Mr. Sachs is a rescarch associate in the Division
of Rescarch and Evaluation in Medical Education,
Ohio State University College of Medicine, Colum-
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Background

The primary care component of the under-
graduate medical curriculum has remained
vaguely defined. Thus, a five-year study® was
begun in 1975 at the Ohio State University
with the goal of developing, implementin,
and evaluating a family-oriented primary care

Pn\. Ths study, IthdFlmﬂy-Oncnl:d l>rmuryM Care

+ I8 supported in part by grant 05DO00622-
Pﬁm from the Burcau of Health Resources De-
;\S t ent of Health, Education and
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component for the senior clerkship portion of
the curriculum. One major component of the
developmental process was to identify knowl-
edge, skills, techniques, and attitudes impor-
tant to the practice of primary care and to
determine the adequacy of preparation in
these areas under the existing curriculum

Method

A questionnaire consisting of a sample of 26
items, chosen by the project faculty on the
basis of possible importance in primary care
practice, was constructed. It was hoped that
an examination of these selected items could
provide valid decision-making information for
this curriculum development.

Graduating medical students in the 1976
class were asked to rate cach item on its
importance to the practice of a primary-care
physician according to the following scale: 1
= essenual, 2 = very important, 3 = impor-
tant, 4 = somewhat important, and 5 =
minimally important. Additionally, they were
asked to rate each item in terms of how well
the present curriculum had prepared them in
that regard. The scale values were: 1 = very
well prepared, 2 = well prepared. 3 = pre-
pared, 4 = somewhat prepared, and 5 = not
at all prepared

The 1dea was to investigate student prepar-
edness in relation to item importance. A
major concern, however, was whether stu-
dents could accurately assess importance
Two recent studies have venified that this was
a valid concern. DeRoy (1) reported large
differences between the amount of emphasis
faculty members feel should be placed on
elements of an autopsy and the amount of
emphasis students perceived in autopsies they
observed. London and Green (2) showed
substantial agreement between family medi-
cne residents and family medicine faculty on
the tasks that a family physician should do
However, when a group of physicians whose
specialties were not family practice rated the
same tasks, their ratings differed markedly
from those of the family medicine residents
and faculty

A group of practicing physicians from cen-
tral and southeastern Ohio were asked to
rate each of the 26 items in terms of s
importance in their own primary care prac-
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tice. The physicians in this sample were ones
that might serve as preceptors, or at least
have some contact with the students, when
the proposed family-oriented primary care
curriculum moved mnto its community-based
component. Thus, a direct comparison of the
students’ importance ratings with that of com
munity physicians could be made

Results

A total of 156 fully completed student ques-
tionnaires and 53 faculty questionnaires were
returned. Item mean raungs are given in
Table 1. Over 80 percent of the stems had
means of less than 2.5, indicating that the
physicians and students rated those items as
very important to essential. There s agree
ment between the two groups on the relative
importance of the items. with the rank order
correlation of the 26 physican importance
means and the student importance means
being 90

Of major concern was the relative differ-
ence between the importance ratings and the
preparedness rating for cach item. Direct
comparisons were confounded by the ditfer-
ence in the scale values, Theretfore, a lincar
transformation was used to convert the stu-
dent preparcdness means to the “same distri-
bution" as the physician importance means,
and a second linear transformation was uscd
to convert the student preparcdness means (o
the “same distribution™ as the student impor-
tance means  Differences between item im-
portance and preparedness were then ana-
lyzed. The same pattern emerged when using
the physician importance ratings in computing
the differences as when using the student
importance ratings. The items identified as
needing the most improvement in student
preparcdness relative o importance  were
emergency management of powsoning and
drug overdose, emergency management of
acute truumatic injury, and development of
effective office arganization and management
techniques. The items with the best student
preparedness relative to importance were per
formance of spinal tap, placement of unnary
catheters, and management of normal preg-
nancy and delivery. The remaining 20 items
all had difference scores of less than one
standard devistion uait
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Conclusion uable information by reviewing cach item
individually and in relation to the other items
The results of this survey will also be used as

base-hne data as an aid in evaluating the

TABLE 1
I1EM RATINGS OF IMPORTANCE BY COMMUNITY PHYSICIANS AND BY SENIOR MEDICAL
STUDENTS AT OHIO STATE UNIVERSITY (1976) AND OF PREPAREDNESS
BY THE STUDENTS

In this study agreement existed between sen-
1or medical students and community physi-
cians on the importance of selected 1tems in

Physician Student Student the practice of a primary care physician. If effectiveness of the family-oniented primary
Tiem (N'=53) (N = 156) (N=156) the 26 items are dichotomized on importance  C4F¢ curriculum after it has been fully imple-
Men D Mem  SD. Mem 5D to abore avarsge, dull el avermes R e LB
e 2 3 ¢ cular revis
Techniques for establishing patient/doctor relation- 158 .93 1.79 90 2.66 1.04 ths;l'“g'[:d::i ;T:i‘rj:; :;:hé"u::;‘:;d‘:":]:\ have been successful in helping to strengthen
Kn:‘\?l‘:dgc of techniques used in securing patient 2.3 1.00 213 .92 362 102 were only somewhat prepared on many of e ‘::\\L‘;::\[ Mspiiiedasdn smaninl
compliance with health measures the items. Discrepancies between importance P
Use of antcipatory guidance at various develop- 2.69 99 2.62 96 3.76 .88 ratings and preparcdness ratings were viewed References
mental and aging states as providing valuable informaton for curricu- 1. DERoy, A K. The Autopsy as a Teaching
Counseling in sex education and family planning 243 1.14 2.30 90 3.58 1.05 lar decisions. For example, the faculty has Learning Tool for Medical Undergraduates J
Counseling concerning aleoholism and drug abuse 266 109 235 89 . 383 91 planned a strong emergency management ex- _ Med Educ , SL:1016-1018, 1970
Use of diagnostc approach 1o evaluate prominent 175 01BN B 5 W 3 6 S 058 .01 perience for the projecia deasionimadelint k‘o-\lnnwlk L. and Green, L. A Do Famiily
; o ata e L e edicine Residents and Their l\z;fm\ Have
Um lkcnbe i e mh e Rt 11\:’\7mmun Goals? J. Med. Educ., 52:140-142
Formulation of a general management plan for 155 75  1.69 70 299 91 TOIRCL iR IS R 68 L SRR )
discases frequently encountered
ledge of ind and co of 1.68 96 2.04 88 3.18 98
roufine immunizations
Performance of spinal tap 249 LS 227 1.09 2.56 i1t
Placement of uninary catheters 249 1512 2.62 1.16 2.69 1.17 A Diagnostic Aid for Medical Education
Removal of foreign bodies from eyes SO T - R 0[R2 1018 °
Management of abscesses 223 95 230 1.01 3.20 1.05
Management of burns 2.36 1.00 281 1.02 357 199 N
Management of upper respiratory illness 158 37 190 .90 2.46 82 Richard B. Friedman, M.D., Ellowise Beatty,
FrRRania Hiseases sichil L2 cal 1o oI 95 3.5 98 Donald Korst, M.D., and Patricia Friedman
as acne, P.\(\Thhh, eczema
Diagnosis of acute abdominal pains and the referral 1.30 57, 1.54 66 2.62 76
for surgical treatment
Diagnosis und treatment of venereal disease 194 1.08 1.83 78 2.58 83 An important part of a physician’s climcal  of medical traiming remams dependent an the
Management of normal pregnancy and delivery SHSERLI5 0141 L2086 92 training involves developing the ability to  students” developing diagnostic skill through
Emergency management of poisoning and drug 1.75 88 183 90 3.51 84 formulate medical diagnoses. Training . first-hand patient contact and observing sen
overdose medical problem-solving traditionally be, ior physicians. Through years of intense daily
:jz“""ﬂ""‘.‘ ingemetyQEACsI NI pARE nluny 1 ;’3 ;‘”‘ 1,86, -B8 ::7 96 at the end of the second year of medical — patient contact, the young physician develops
Foin o anilnmanty e e e LR e e 22 Ll school with a course in physical diagnosis and — his own “data base™ of symptom probabilitics.,
. Bhydiciuns = A o BTy = continues through postgraduate medical train-  disease incidence. and factor conrelaton
Appropriate referrals to other professionals such as 2,45 91 244 103 3.53 100 Ing : Rescarchers developing automated diag-
allied health, clergy. social workers While considerable effort has been ex-  nostic systems have been cognizant of the
Knowledge and use of health agencies. programs, 277 95 2.54 1.02 4.18 90 pended both in analyzing how a physician  scaraity of hard numerical data for their med-
services goes about medical problem-solving (1 3)  ical data bases. Therefore, they have limited
Knowledge of various health payment plans such 349 95 2.64 1.09 4.65 68 and in formulating computer models to mimic  their efforts o small medical subarcas (4-7)
s Blue Cross, Medicare, Medicaid effectively this process (4-7). very hittie has  Engle and colleagues (8, 9), recognizing the
Development of effective office organization and 240 1.08 247 1.08 4.56 73 been done to develop improved methods for  limited scope of previous attempts at a com
management techniques s the teaching of diagnosis skill. This element  puter-based diagnosis, decided to develop a
Aremgelteg B0 5% 5 215 34 328 62 3 system capable of handling a general spectrum

* The “average item”

standard deviation of these means (not the average of the 26 item standard deviations)

mean 1s the average of the 26 iterm means, and the standard deviation is the
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of hematological disorders. While their Baye
sian Dhagnostic Model (HEME j primarily
aimed atf assisting physicians in determining o
correct patient diagnosis, it 1= apparent that it
of the medical dats base
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that had previously not been available for
clinical teaching. In addition to producing a
ranked listing of differential diagnoses, the
HEME program presents a detailed analysis
of the five most likely diseases. For each of
these disorders it prints: the score received
by that diagnosis (0 to 100), a listing of
patient findings that favored that diagnosis, a
listing of patient findings which were against
that diagnosis, a hsting of suggested tests not
already done on the patient that would favor
the diagnosis, and a listing of suggested tests
not done that would be against the diagnosis

The ability to present a detailed analysis of
diagnostic reasoning for a particular case is
valuable in teaching medical diagnosis since it
permits the student to follow the detailed
logic that goes into a final medical diagnosis
The HEME system provides this detailed
analysis and was, therefore, combined by the
authors with a bnief questionnaire which con-
sisted of that subset of historical (57), physical
examination (47). and laboratory (67) items
normally gathered by the student on the day
ol admission

Method

The program was made available to all third-
year medical students rotating through the
Hematology Service at the University Hospi-
tals of the University of Wisconsin Medical
Center (18 beds) during a 15-month period.
The students were instructed to submit all

VoL. 52, NovEMBER 1977

few hours the resulting HEME case analysis
was returned to the students. The students
were then free to examine the computer anal-
ysis, compare it with their own formulation,
and discuss it with the house staff and/or
their tutors.

Results

During the tral period 52 cases were submit-
ted for computer analysis. Four percent of
these patients were eventually found to have
nonhematological disorders or ones not in
the model’s data base. Of the remaining cases,
the computer analysis of the admission data
included the correct final diagnosis 1n its de-
tailed formulation in 80 percent of the cases.
In each of these cases it provided the student
with a detailed symptom-by-symptom analysis
of the correct diagnosis. In 16 percent of
these cases the program correctly ncluded
the final diagnosis in its detailed analysis when
the student had failed to include it in his own
formulation.

Although 1t was requested that students
enter only cases for which there had been no
prior diagnosis or therapy, the scarcity of
such cases, coupled with the student’s desire
to use the program, resulted in the finding
that the majority of cases entered had been
previously diagnosed. Only one quarter of
the cases were truly previously undiagnosed
and untreated. For these cases the computer’s
dlﬂl.n.nuaI diagnosis listing of the first five

new undiag i cases for puter evalua-
tion. The umversity hospitals serve pnimarily
as a referral center, often admutting patients
already diagnosed at other hospitals. There-
fore, only a small minority of cases seen and
reviewed fell into this category. Each tme a
new and undiagnosed patient was admitted to
the service, the student would work up the
patient in the tradiional manner and wnite
s findings and formulaton in the chart
Once this was completed, he would fill out
the computer intake questionnaire listing only
those findings and laboratory data already
recorded in the chart and in no case returning
to the patient for additional data. Each morn-
ing all completed questionnaires were col-
lected, keypunched, and entered for process-
ing on a Univac 1108 computer. Within a

1 bil . based on inital histor-
lcal ph\s!cal examinations, and laboratory
data. contained the correct final diagnosis
more often (87 percent) than that of the
student (57 percent).

At the conclusion of their rotation, all
students who had access to the program were
asked to fill out a questionnaire soliciting,
their impression of the value of the system
Eighty-mine percent of those responding indi-
cated that they had submitted at least one
case 1o the program and that it took an
average of 14 minutes to complete the intake
questonnaire. They were then asked to rate
vanous elements of the program on a scale
from zero (excellent) to five (very poor)
They found the data forms casy to understand
(1.13) and easy to complete (1.08). They
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rated the case analysis printout as accurate
(2.18) and easy to understand (1.57). They
felt the program was definitely useful for
educational purposes (1.64), thl the differ-
ential diagnosis listing (1.93) and symptom
analysis (1.86) were most useful, and that the
addinonal test suggestions were helpful
(2.14). When asked whether they had dis-
cussed the case analysis with anyone, 57 per-
cent of the students indicated they had talked
1t over with members of their house staff, and
35 percent had done so with a senior staff
member

Conclusion

Computer diagnosis can assist the clinician
through its ability to present a detailed diag-
nostic analysis of data collected on a patient
In addition, 1t has the ability to document
clearly and comprehensively the logic behind
its differential diagnosis, which makes it an
excellent tool for teaching medical decision-
making
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The Need for a Health Science Audiovisual Resource List

Malcolm H. Brantz and Paul M. Mcllvaine, Ph.D.

The University of Connecticut Health Center
Library’s Learning Resources Center (LRC)
maintains an audiovisual (AV) collection of
approximately 2,500 titles exclusive of audi-
ocassette journals. Medical educators. both
within and outside the health center, use
these resources heavily in their teaching pro-
grams. A key philosophy of the LRC in
providing its services is: The next best situa-
ton to owning an AV program is being aware

Mr. Brantz 15 the duector of the Learning Re-
sources Center in the Lyman Maynard Stowe Li-
brary at the Univeruty of Connecticut Healts Cen-
ter, Farmington. Dr. Mclivaine i & librarias io the
Learning Resources Center

of its existence and availability. As a result of
this philosophy, the LRC has acquired and
uses an extensive collection of health science
catalogs. umion lists, and bibliographies
Through experience in providing reference
services 1o LRC patrons, the authors have
defined a major recurring problem. This is
the lack of a single comprehensive reference
10l which lists the productions of the nearly
1,000 health science AV distributors. With-
out this reference tool there is an awareness
gap between currently marketed health sci-
ence AV programs and the medical educators
One reason for this gap is the rapid increase
in the number of audiovisual producers over
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the last few years. Another factor is the
widely held assumption that audiovisual ma-
tenials are inherently different from print in-
formation. There are differences; however, a
number of descriptive characteristics are com-
mon to both. Both have title, physical descrip-
tions, production or publishing dates, ab-
stracts, intended audiences, and prices and
can be arranged by subject categories. The
above characteristics are used to alert educa-
tors of currently marketed print matenals

One example, Books in Print (1), 15 an
annual compilation of the offerings of 3,800
U.S. publishers listing approximately 430,000
books. Arrangement is by subject, title, and
author. This reference tool 1s found in vir-
tually every library and in many book stores
throughout the country. There is a similar
wol for medicine, Medical Books in Print
(2), which lists over 28,000 books. However,
there are no comparable reference tools for
health science AV materials. Most health
science professionals are aware of the Na-
tional Library of Medicine’s AVLINE proj-
cct. AVLINE s not a comprehensive listing
of health saience AV matenials but is a highly
selective histing of nationally available quality
programs (3).

There are only four possible ways to locate
an AV program. One way is to search AV
producers’ catalogs. A second way 1s to rely
on special listings. such as subject bibliogra-
phies, resource books, and union lists. How-
ever, these are aiways limited in scope,
quickly dated, and never comprehensive. A

NINE TRANSACTIONS
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third option is to produce an AV program
Problems inherent in in-house production
arise from the duplication of effort by repeat-
ing existing programs. Also most expernienced
AV producers will agree that it takes consid-
erable amounts of time and money to produce
quality programs. Finally, the searcher may
contact a colleague. Yet the colleague face
the identical problem—the lack of a single
comprehensive tool lising AV programs.

The most commonly used of these four
methods is the searching of health science
AV catalogs. Over the past three-and-one-
half years the LRC has actively sought health
science AV catalogs to be incorporated into a
comprehensive catalog collection. Extensive
use of this resource has uncovered some
shortcomings with the catalogs

Survey

A recent survey was undertaken to define the
shortcomings (4). The study was based on a
random sample of 640 producers’ catalogs in
the LRC. The researchers analyzed the fol-
lowing bibliographic elements in each of 64
sample catalogs: title, physical description,
subject index. title index, summary . audience,,
and date of production. While all producers
gave utles and most gave physical descrip-
tions, only a quarter of the catalogs had title
indexes, and less than 20 percent provided
subject indexes. The title and subject indey
are helpful to the educator in finding an AV
program quickly. Roughly half of the catalogs
contained a program summary, audience

s

SIX TRANSACTIONS

HEALTH SCIENCE AV
AV PRODUCER PRODUCER

HEALTH SCIENCE
AV PRODUCER

COMPREHENSIVE HEALTH
SCIENCE AUDIOVISUAL
RESOURCE LIST

Ficure 1

Medical educator’s and audiovisual (AV) producer’s information exchange reduction as a

result of a comprehensive health science resource list
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level, or date of production. These elements
are central in making sound judgments as to
which AV program will meet the needs of the
medical educator. In addition, using catalogs
is extremely time-consuming and unproduc-
tive and probably leads to some needless
production

Discussion

Catalogs will always remain a major market-
ing tool for producers of health science AV
programs. Their impact can be improved by
including the elements from the above survey.
But even with the improvement of catalogs,
there still remains a major awareness gap
between the productions of medical AV pro-
ducers and medical educators. Furthermore,
producers have no unified sure way to publi-
cize their product to all potential users as do
the publishers of books

Conclusion

To bridge this awareness gap. an AV refer-
ence tool should be compiled which includes
a subject index. an alphabetical utle listing,
and a distributors’ directory. The alphabetical
title listing should include physical descrip-
tions, sources, and summaries. Both public

930

and private health scence AV producers’
programs should be included. To assure cur-
the resource toal should be an annual
tion which lists recent productions
Such a reference tool will simplify the selec-
tion process for the medical educator. This
simplification is demonstrated in Figure 1,
which is based on an illustration by Cravens
and colleagues (5)

The LRC 1s in the process of establishing
an AV data base. It now contams 5.000 utle
and new programs are continually being
added. The purpose of this project s to
establish an up-to-date lisung of AV pro-
grams,
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Interpersonal Process Recall: An

Innovative Technique

Elissa P. Benedek, M.D ., and Christine M. Bienuek, M.D.

The transformation of a medical intern to &
first-year psychiatnic resident is a complex
and emotionally charged process. Problems
inherent in this transition and techniques for
achieving it have been extensively d
in the psychiatric literature. In this paper
three specific skills are described which the

cussed

novice psychiatnc resident must begl
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learn: interviewing techmques, sell-observa-
tion. and empathy  In addition, curriculum
effective in accelerating the learning proce
that 15, “interpersonal process recall” (1PR)
(1). is discussed

Traming techmgues for achieving the three
objectives are varied and not mutually
sive Miller and colleagues (2) point out that
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ency trasning and corresponding mel
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the educ lopmental goals of
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authors to believe that the goals of interview-
ing, innate self-observation, and empathy can
and should be enhanced by specific training
for residents. Although IPR has been used as
a technique with teachers, court personnel,
medical students, counselors, and police offi-
cers, it had not yet been widely used in the
teaching of psychiatric residents. Following is
a description and evaluation of initial efforts
in the use of this technique in a psychiatric
training program

Course Description

The basic IPR course was taught initially at
the Ypsilanti State Hospital in the fall of
1974 by two experienced instructors in 14
two-hour sessions, divided into two units. The
participants included first-year residents in
general psychiatry and some child fellows
(trainees in child psychiatry). Their back-
grounds were highly diverse and included,
among others, a pediatrician, a surgeon, an
car-nose-throat specialist, a board-certified
psychiatrist, and a resident who had just com-
pleted medical school
The complete course matenal, including
all units, consisted of six hours of prepackaged
film and videotape, a student manual, “Influ-
encing Human Interaction,” and reprints of
several basic articles describing the course
and practical uses of it. A brief description of
the course itself is contained in the introduc-
tory statement of Umit 1
« -« the basic purpose of the lessons you
are about to engage in 15 1o teach you to listen
mare closely. to become more deeply involved
and 1o respond o another in such a way as to
encourage that person to go further. to explore
deeper, to cooperate, and to change We will
help you achieve these skills through a series
ol specific learning experiences, each of which
is designed to help you achieve a certain dy-
namic interviewer developmental task

Comments by residents about this unit were
interesting and varied from the expression of
gratitude by the more naive residents for
providing them with speaific techniques for
responding to patients to & more sophisticated
questioning of the appropriateness of using
these techniques with severely disturbed pa-
tients and children. The residents were then
instructed to try out what they had learned in
their daily interactions with patients, staff,
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friends, and relatives; this subsequently led
into a lively discussion about these personal
experiences. Here many of the anxietics of
the transition from the medical model to the
psychiatric model surfaced, and the residents
found they were not alone in their concerns.

The second unit, a two-hour block, was
introduced via a videotape lecture in the
following manner:

This next umit is designed to help you further
tune your third ear. The ability to help a client
know some of his more subtle messages, moods
and feelings . . . 1s determined by two factors
First is practice at labeling feclings, especially
interpersonal feelings— finding words for
the general characteristics of gut level emotion.
Second 1s the ability to overcome your own
resistances to becoming involved in a psycho-
logically inumate and meaningful way with
another human being

This is achieved by using a series of filmed
simulation exercises; the trainces are in-
structed to imagine themselves alone with the
person on the screen and to let that person
have an impact on them. They are then asked
the following types of questions by the in-
structor: What did you feel? What were your
bodily sensations? When else in your life did
you feel that way? What did you think? What
would you do or say? What would you really
like to do or say? What did you think the
person was feeling and thinking about you?

A laboratory expericnce served to begin
the process of self-exploration by the resi-
dents. They could comment about their feel-
ings while watching the films and while listen-
ng to others describe their own experienc
This led to useful discussions about similari-
ties and differences in responses and about
the manner in which age. sex, social class,
and other background facts affected the reac-
tions of participants. Frequently. these obser-
vations produced emotionally charged disclo-
sures about a resident’s personal background.
At such times some of the residents wanted
these discussions to continue further. while
others were clearly relieved when the leaders
concluded the session

In the next few units the students were
taught the core of the training program. First.
they were asked to interview another traince
about a personal problem as in the first unit
This time the inverview was videotaped. At
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the conclusion of the tape the student inter-
viewer was joined by the instructor, who
acted as the “inquirer.” The videotape re-
cording was played back, and the inquirer
encouraged the student-interviewer to relive
the interview experience 1n as much depth
and detail as possible, thereby helping the
trainee to remember what he was thinking,
feeling, and fantasizing at the ume of the
interview . The inquirer was careful not to be
judgmental or to convey any criticism or
evaluation to the student. The goal of the
inquirer was to promote learming of the pro-
cess of empathy, interviewing techniques, and
self-observation by the trainee.

As the residents reviewed the videotapes,
they could observe their interview strategies
and be explicit about their goals. They recog-
nized subtle messages which they neither re-
cewved nor reacted to because of fear of
involvement with their peer-client. On one
hand. the residents developed increasing
group unity and said that they looked forward
to coming to the IPR sessions where they
could meet as a group and explore personal
feelings, concerns, and anxietics. On the
other hand, they looked to the group to
structure how much personal exploration
would be allowed by the instructor. Some
asked that IPR be developed nto a therapy
group experience, while others commented
with some anxiety that therapy was not the
stated goal of the course. Since, in fact, the
course had been explicitly defined as a train-
ing experience in interviewing skills, self-ob-
servation, and empathy and not as group
therapy, the trainces frequently had to be
reminded of the previously determined con-
tract

The next developmental task consisted of
teaching the student the inquirer role, which
was described by Kagan (1) as confronting
and assertve but not judgmental. The
trainees learned the inquirer role by doing
and by modeling, with the instructor acting as
expeditor and resource person. As soon as

Ol

this role was mastered, the tramees began to
act as inquirers for their fellow students: They
also started to work in mutual recall sessions
where both student-therapist and student-pa-
tient recalled thoughts, feclings, and fantasies
stimulated during the interview - Additonally,
videotapes were shown of experienced thera-
pists working with actual clients i mutual
recall sessions

Evaluation

Although the course was not evaluated for
mally, the ressidents were surnveyed as to their
attitudes about the traming expencnce. In
addition, supervisors who watched these resi
dents during anital sessions were  gueried
about changes they perceived subsequently
Generally, the residents expressed pleasure
in the course and the methods of teaching. In
particular, the co-instructor method seemed
useful in that residents were given more indi-
vidual attention and were exposed to alternate
viewpoints. The co-instructor format also as-
sured continuity of the course in the event of
absence of either instructor due to lness or
vacation. The residents commented that no-
where in their prior training had they been
encouraged to look at themselves and at their
resident peers. After the novelty of being
videotaped wore off, they mentioned that
they were able to percenve mannensms and
ways of interacting with others that would
have been impaossible for them to learn with-
out the techmeal aid of the videotape ma-
chine. They also noted the growth of the
majonity of the residents in techmical skills,
particularly empathy, sclf-awareness, and in-
terviewing techmques, which had been the
primary aim of the course
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Testing Physical Diagnosis Skills with Videotape

Paula L. Stillman, M.D., Darrell L. Sabers, Ph.D.,

Doris L. Redfield, and Dennis Stewart

Many techniques have been developed to
assess physical diagnosis skills, but none of
them is entirely adequate. The value of a
short-answer written examination is limited
Tests using shdes or photographs do not allow
for the demonstration of movement, which is
important to many diagnoses. Ideally, the
evaluation of physical diagnosis skills should
include the examination of actual or simulated
patients (1) and should be observed by faculty
physicians using objective scoring cnteria
Such a method would be costly in terms of
physician time, and it would be difficult to
achieve a high degree of interrater and intra-
rater reliability for the evaluators

Elaborate videotape testing systems have
been developed to incorporate motion., still
pictures, and sound nto test stimuli. The
most widely used systems have been in driver
training and licensing. Actna Life and Cas-
ualty has produced the National Driver's Ex-
amination, the Drivotrainer System, and the
lowa DrivoTEST  The DnvoTEST system
was developed at the Transportation Safety
Research Center. University of Towa, in 1971
for administration to driver license examinees
and consists of a videotape test with feedback
after cach response and computenzed scoring
The expense of these systems has precluded
their widespread use in classroom instruction
In fact, the DrivaTEST System is so expensive
thatitis currently not used at all

An inexpensive videotape testing system
has been developed by members of the De-
partment of Pediatries and Department of
Medical TV-Cinematography at the Univer-
sty of Arizona College of Mediaine. In this

Dr. Stllman is currently coordinator and Dr
Sabers and Mrs. Redfield are educational consult-
ants tor the Preparation tor Clinical Medicine Pro-
sram. Dr Stillman is also assistant professor in the

epartment of Pediatrics. Mr. Stewart is program
manager, Department of Medical T'V-Cinematog-
raphy. All are at the University of Arnizona College
of Mediane, Tucson

paper the authors describe the development
and validation of a test using this system to
assess observational skills which are important
for accurate physical diagnosis.

Description

The system is designed so that visual displays
for each item appear on a color TV monitor
At the completion of each display a multipl
choice question appears on the monitor. The
machine then stops (“still-frames™) to wait
for the student to respond to the item  When
the student presses one of the four buttons
on a responder box, the answer is recorded
and the videotape 1s restarted. The correct
answer is then displayed with an explanation
of that answer. Any related instructional ma-
terial may be presented at this point. All
examinees hear the same explanation regard-
less of the option chosen. The feedback is
thus a linear program to ensure uniformity of
instruction. This type of feedback has been
shown to be cffective in enhancing student
learning (2. 3).

When this project was initiated. commer-
cial sull-framing cquipment was available but
costly, and so engineers from the Medical
TV-Cinematography Department modificd an
available videocassette player (SONY model
number VP 1000) so that it was capable of
still-framing. A responder box (H.S. Cover
Company, Buch . Michig; e
an IBM punchcard was attached to the modi-
fied equipment to enable students to control
the amount of time between presentation of
Ttems and to record responses

The SONY VP 1000 had been purchased
n 1975 for $900. The responder box plus
parts for the modification cost $125 in 1976.
and about five hours of an engineer’s time
was needed for installation. A team of media
specialists spent approximately 60 man-hours
10 prepare and record the instructionsl and
tesung matenal. General maintenance of the
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equipment is estimated to be approximately
costs in-

043

data on the validity of a test, the test was

$50 annually, with no add 1
curred due to the modification. The media
specialists estimate that they can produce a
major revision in the program in about 15
hours and could develop an entirely new test
and instruction package in less than 40 hours
A similar system can be easily set up at any
medical center. The cost of implementation
would be dependent upon the availabihty of
existing equipment

Test Development

Faculty members of the Department of Pedi-
atrics identified physical findings with which
they thought every student should be familiar
Included were common skin rashes, gross
birth defects, and normal and abnormal neu-
rological reflexes. Visual displays such as
slides, X-rays, videotape segments, and film
strips were produced or located for each item
More than 100 ttems were selected and re-
corded on videotape. A multiple-choice ques-
tion was written for each item. Several of the
questions required recall-type answers, but
most called for interpretation or problem-
solving responses.

To provide data for item selection, medical
students enrolled in a pediatne clerkship at
the University of Anizona College of Medicine
took the test individually and in small groups
The best 40 items were retained based on an
item analysis and subjective evaluation. Con-
tent validity of the resulting test was ensured
by checking the extent to which the final 40
1tems represented the onginal table of speci-
fications. The final 40 items were thus judged
to be content relevant, statistically sound
and casily displayable on videotape

Validity and Reliability

The vahdity of an achicvement test is based
on the analysis of content; the above proce-
dure satisfied the critena tor content vahdity
Because comparison of performances of
groups expected to differ provides additional

ad tered to individuals belonging to four
groups: pediatne residents at three different
stages of traming and third-year medical stu
dents. The results are as follows: medical
students (N = 35), mean of 7.14, S.D. 7.4;
first-year residents (N = 12), 78 8, 9 8; sec-
ond-year residents (N 11), 81.8, 119
third-year residents (N = 7). 85.7. 4 1. These
results indicate a trend for higher lesels of
training 1o correspond with higher mean
scores. This trend, significant at the 01 level,
provides evidence of the validity and the
rehability of the test. Test rehiability was also
estimated by use of the sphit-half technigue
A coefficient of .77 was obtamned for the 65
examinees.

Conclusion

This testing system 1s a relatively inexpensive,
valid, and reliable method for assessing stu-
dent observational skills in physical diagnosis
The test is administered individually . allowing
the student to take as much time as needed
to answer without affecting or being affected
by other students. An individual test has a
3[’1\'\.‘“1[ advantage in a medical school where
it as difficult to convene large groups of stu
dents for concurrent examinaton. Medical
students and house staff have reacted favora
bly to the videotape exammation. This testing
lc;‘hnlquc is applicable to ficlds other than
medicine and can serve as a supplemental
instructional device
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Experiences with a Combined Perinatal Clerkship

IFor Third-Year Medical Students

Carl W. Trygstad, M_.D., and John Buster, M.D.

Third-year students at the University of Cali-
fornia at Los Angeles School of Medicine
spend six weeks in pediatrics and six weeks in
obstetrics/gynecology clerkships. In the past
both clerkships have been offered at cach of
the four UCLA-affiliated hospitals which
have responsibility for third-year student in-
struction. Because of the close working rela-
tionship of the faculty in pediatrics and ob-
stetrics at one hospital, it was decided to
teach appropriate scgments of these two
clerkships, utilizing an integrated perinatal
approach. The objectives of the program were
1o compare the results of teaching obstetrics
and pediatric neonatal medicine as a perinatal

clerkship, receiving coordinated experience
in obstetrics, the neonatal nursery, and the
pediatric outpatient clinics, including a well-
child clinic and an acute ambulatory walk-in
clinic. In the traditional clerkships obstetrics
was taught as a separate component of the
obstetrics/gynecology clerkship. In a similar
manner neonatal and ambulatory pediatrics
were taught as a component of the pediatric
clerkship.

Teaching rounds for the perinatal aspects
of the combined clerkship were made by a
team consisting of faculty from both pediatrics
and obstetrics. Examples of topics discussed
on these rounds were problems with blood

continuum with the results of the trad
separate clerkships and to assess the benefits
and habihties of the use of this integrated
approach to teaching.

Description

During the academic year 1975-76 two com-
bined clerkships were ‘offered at Harbor Gen-
eral Hospital. The combined clerkships were
alternated with two traditional clerkships.
Students who chose both pediatrics and ob-
stetrics/gynecology rotations at Harbor Gen-
eral Hospital were randomly assigned to
cither the combined 12-week clerkship or to
the tradinonal separate siv-week clerkships.
A few of the latter group elected to take one
of the clerkships at otber hospitals and were
excluded from further analysis. During the
12 weeks of the combined clerkship the stu-
dent spent three weeks in gynecology and
three weeks on the pediatric inpatient ward
This was similar to the traditional separate
clerkships In the remaining six-week period
the students took the perinatal part of the

Dr. Trygstad is associate professor of pediatrics.
University of California, Los Angeles, and Dr.
Buster is assistant professor of obstetrics and gyne-
cology there They codirect the Pennatology Clerk-
ship at Harbor General Hospital, Torrance, Cali-
forma

group 1 ibility and ] Jaun-
dice, infectious diseases of the perinatal pe-
riod, an approach to respiratory distress based
on both maternal and fetal factors, and care
of the infant born to a diabetic mother. When-
ever possible, the students followed the ex-
pectant woman from the prenatal clinic
through delivery and made daily visits to both
the mother and infant in the postpartum pe-
riod. In addition, opportunity was available
for follow-up in a well-child clinic for some of
the infants whom the students had delivered.
During the neonatal segment of the tradi-
tional clerkship the students saw all infants
who arnived in the nursery, but no emphasis
was placed on obstetrical problems or the
condition of the mother during the prenatal
or intrapartum period. Obstetrics was taught
separately. During the entire clerkship a daily
one-hour seminar schedule was maintained in
which pediatric and obstetrics/gynecology
subjects were discussed on alternate days. In
the traditional clerkships separate pediatrics
and obstetnies/gynecology seminar schedules
were maintained.

Evaluation

Subjective evaluations of the perinatal clerk-
ship by faculty and students and objective
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evaluation were undertaken. The latter con-
sisted of an analysis of scores on examinations
of the National Board of Medical Examiners
(NBME). In addition, individual objective
examinations were given by the faculties of
both the Department of Pediatrics and the
Department of Obstetrics/Gynecology

Analysis of NBME Part 1 examination
scores showed that there was no difference
between those students who took the com-
bined clerkship and the group which took the
six-week pediatric and obstetrics/gynecology
clerkships at this hospital. Analysis of NBME
Part 2 examination showed that those stu-
dents who took the combined clerkship had
significantly better overall scores than those
students who took either pediatrics or obstet-
rics in the traditional clerkship (p < .05,
Student’s t test for nonpaired values). The
average scores on the individual pediatnic or
obstetric su p on the ion
for those students who took the combined
clerkship were higher than were the scores of
those who took separate pediatric and obstet-
ric/gynecology clerkships; however, the dif-
ference was not statistically significant. There
were no significant differences between the
two types of clerkships in relationship to the
numerical grades subjectively given to the
students or in the departmental wntten ex-
aminations.

Conclusions

Experience with a combined perinatal clerk-
ship has led the authors to believe that this
teaching approach has numerous advantages
but also some disadvantages. The learning
experience of following a woman through
pregnancy and delivery and taking care of
her newborn infant in the nursery has a great
appeal to students and faculty. The faculty
members feel that this might be the normal
sequence which the students would be ex-
pected to follow when they enter practice
The combined clerkship also allowed flexible
use of space and faclities for teaching and
permitted students to make up portions of
the clerkship which they missed because of
illness. In addition, the extended pericd of
ume with an integrated house staff and facully
gave a better chance for subject

tive evaluation

045

and also for feedback to the students in rela-
tonship to their performance

Onc of the disadvantages of the clerkship
related to the lack of day-by-day correlation
between the lecture-seminar topics and the
current chinical experience of individual stu-
dents; the students would have liked the sem-
nars to have been given repetitively during
the clerkship so that they could have attended
the gynecology seminars while on gynecology,
the pediatric seminars while on pediatrics,
and the peninatal seminars while on the peri-
natal part of the clerkship. The faculty did
not think 1t was feasible to give repetitive
seminars to small groups of students and
preferred to devote extra time to the com-
bined perinatal rounds

A second problem was that there had been
some confusion by the students as to what
was expected from them carly in the clerk-
ship. This was true especially for those stu-
dents who took the combined clerkship at the
beginning of their junior year before expen-
encing some of their other major clerkships
This confusion was related to the students’
feeling that in the combined clerkship they
had too many roles at one time and that it
would be casier to cope with a more lmited
body of knowledge. However, the major
problem with the clerkship seemed to be a
lack of distinct faculty role models. Although
the rounds in the pennatal portion of the
clerkship were given jointly by & pediatric
and an obstetrical faculty member, there was
a lack of individuals with expertise in hoth
obstetrics and neonatal mediaine, This has
been noted at other schools which have at-
tempted similar integrated clerkships * Hope-
fully. a resident training program in which
first-year pediatric residents spend time on
the obstetrical service and first-year obstetrics
residents spend ime in the pediatric neonatal
nursery will alleviate this problem in the fu-
ture

As a result of the advantsges, even though
they may be partly subjective. the combined
clerkship was adopted for the following scu-
demic year and was the only third-year expe-
nience in obstetrics/gynecology and pediatrics
offered at Harbor General Hospital

* Pers mmumcation {rom Jobn A, La
mont, M.D . Mcaser U 197




EDITORIAL

The VA-Medical School Relationship

The relationship between the Veterans Ad-
ministration and the medical schools goes
back to 1946. In that year the VA adopted a
policy to affiliate its hospitals with medical
schools under the general understanding that
in those hospitals the VA would retain full
responsibility for the care of patients, includ-
ing professional treatment, and the medical
schools would accept responsibility for all
graduate education and training

That the relationship has been mutually
beneficial was strongly reaffirmed in a recent
report of the National Academy of Sciences
(NAS), Health Care for American Veterans
Released on June 3, 1977, the report repre-
sented the culmination of a three-year study
of VA medical faclities conducted by the
Assembly of Life Sciences of the National
Research Council (NRC), the latter an arm
of the National Academy of Sciences. The
Veterans Admunistration had been directed
by Congress in 1973 to negotiate an agree-
ment with the NAS for the landmark review.

Pointing to the VA-medical school relation-
ship, the repart asserts. ““The VA policy of
affiliating with medical schools . . has re-
sulted in an extensive, complex, and varied
pattern of mutual dependence: of VA hospi-
tals on medical schools for physicians, and of
medical schools an VA hospitals for resources
essential for educational and research pro-
grams. These relationships have been benefi-
to all parties concerned

“For the VA, the affiliation relationships
are very closely related to the quality of acute
mpatient care in VA hospitals. In the sample
of hospitals studied . . . the only examples of
outstanding quality of care were found in
hospitals that are highly affibated. The only
hospitals found to be delivering inadequate

This editorial is based on a summary of proposed
testimony by the Association of Amenican Medical
Colleges” before Congressional committees on the
report of the National Academy of Sciences, Health
Care for American rany, and on actions taken
by llhc AAMC Executive Council on September
16, 1977

care were unaffiliated. For the medical
schools, the VA affiliations are important
primarily because their educational programs
require access to acute-care patients to teach
medical students and to train residents

The quality of care furnished to the nation’s
veterans has improved, and the educational
enterprise has been promoted.™

Another positive view of the benefits flow-
ing from the affiliation relationships recently
was expressed by an ad hoc committee of the
Association of American Medical Colleges
(AAMC). That committee, established to ad-
dress issues of concern to both the Veterans
Administration and the academic medical
centers, met in Washington, D.C, on January
25, 1977, with senior VA officials.

Looking to the future, existing affiliation
agreements between the medical schools and
the VA should be strengthened, and, where
none now exists, new agreements should be
developed if sufficient funds can be made
available 1o support new affiliations without
compromising present ones. In the process of
strengthening ties, it is important that sharing
agreements be expanded and that the VA
regionalization program be implemented

Authorized by Congress in 1966, sharing
agreements permitted and encouraged VA
hospitals  with underutilized, specialized,
scarce, and costly resources to share those
resources with academic medical centers,
community hospitals, and chnics. Not only
the VA but also the health care community
at large has reaped substantial benefits from
the sharing agreements. The concept of VA
regionalization has been promoted through a
senes of legislative actions over the last 10
years. Those actions were intended to en-
hance the efficiency of the VA health care
system through the most effective use of all
resources available to the Veterans Adminis-
tration 1 a specified area. The regionalization
structure currently comprises 28 medical dis-
trctes

In summary, the Assaciation concurs with
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the findings of the National Academy of Sci-
ences study regarding the importance of the
VA-medical school affihation agreements in
improving the health care of the veteran and
the research and educational programs of the
Veterans Administration. It urges the exten-
sion, expansion, and strengthening of affilia-
tion agreements through, among other means,
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more extensive sharing agreements and the
selective, discrete. and sensitive implementa-
tion of the VA regionalization program. Fi-
nally, the Association agrees with a recom-
mendation of the report, Health Care for
American Veterans, calling for a jont VA-
medical school study of affiliation agreements
for the purposes of long-term planning
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edical School Applicants

And Acceptees and of College Students

Recent newspaper articles have compared
the family income levels of medical students
with the income levels of all U.S. families
The conclusions these articles draw suggest
that medical schools accept relatively few low-
income students and a rather large percentage
of high-income students. Comparisons of in-
come for all US. families with the family
income of accepted medical students alone,
however, ignore the fact that medical schools
can select students only from the applicant
pool and that the applicant pool is drawn
from those who complete the programs of
college studies required by medical schools
for admission. This Datagram, therefore, ex-
amines the income levels for all U S. families,
for families with third- and fourth-year college
students (who make up the pool of potential
applicants), and for families with actual appli-
cants and acceptees to medical school. The
examination is based upon income data from
the 1974-75 academic year.

The data in Table | indicate that the low
income range, that is, families with incomes
under $10,000, covered 36 percent of all
US. families, 19 percent of families with
third- and fourth-year college students, 15
percent of families with medical school apph-
cants, and 12 percent of families with medical

the least disparity, with 42 percent of all U S.
families, 39 percent of families of third- and
fourth-year college students, 36 percent of
families of applicants, and 35 percent of fam-
ilies of acceptees. The highest income range,
$20,000 and over, showed the greatest dis-
panty, with 22 percent of all U.S. families,
42 percent of families of third- and fourth-
year college students, 49 percent of families
of medical school applicants, and 54 percent
of families of acceptees. Again, the greatest
margin, 20 percentage points, is between all
U.S. families and families of third- and fourth-
year college students, and the smallest, 5
percentage points, between medical school
applicants and acceptees.

Another illustration of the income differ-
ential between the groups under consideration
is made through a comparison of median
incomes. Although the median family income
of $20,900 for accepted medical school appli-
cants is 62 percent higher than the median
income ($12,900) of all U.S. families, 1t 1s
only 17 percent higher than the median family
income ($17,900) of families of third- and
fourth-year college students, and only 6 per-
cent higher than the median family income
($19,700) of families of medical school appli-
cants. (Medians are computed from percent-

school acceptees. In this group a diff ce
of 17 percentage points exists between all
U.S. families and those of third- and fourth-
year college students (undergraduates), 4 per-
centage points between families of third- and
fourth-year college students and applicants,
and 3 percentage points between families of
medical school applicants and acceptees. For
those with family incomes under $5,000, the
differences were ceven less, with the greatest
difference, 6 percentage points, being be-
tween all US. families and families of third-
and fourth-year college students and the least,
1 percentage point, being between medical
school applicants and acceptees. The middle
ncome range of $10,000 to $19.999 showed

age g umform distribu-
tion of percentage points for the income inter-
val in which the median falls.)

In summary, medical schools do accept
slightly smaller percentages of low income
students and slightly larger percentages of
high income students than are represented in
the applicant group. The percentage of low
income families in the medical school appli-
cant group 1s also smaller than among families
of third- and fourth-year college student pop-
ulation. However, the greatest disparity in all
family income categonies occurs between the
third- and fourth-year college students and all
US. families. It appears that relatively few
individuals from low income families and rel-

048

Datagram

940

TABLE 1
FamiLy INcoME oF AL U.S. FAMILIES, OF FAMILIES WiTh THIRD- AND

FourTH-YEAR COLLEGE STUDENTS

SCHOOL APPLICANTS

ND

AND OF FamiLiEs oF MEDICAL

OF FAMILIES IN VARIOUS INCOME RANGES

A AllUS. Fami-
Family Income i

Under $5,000 13
$5,000-9,999 23
$10,000-14,999 24
$15,000-19,999 18
$20,000-24,999 10
$25,000 or more 12

ACCEPTE . BY PERCENTAGES
Families of Families of Medical School
Third-and =———

Applicants for  Acceptees for
]*IJ;A 774

1976-77%

7 3 4
12 10 8
20 20 19
19 16 16
15 16 13
27 33 37

* From Money Income and Poverty Status of Famulies and Persons in the United

States: 1974, Series P-60, No. 99, July

1975, U.S. Bureau of the Census.

+ Denved from School Enrollments—Social and Economic Characteristics of
Students: October 1975, Series P-20, No. 1 303, U.S_ Bureau of the Census
% Based on data compiled by the Association of American Medical Colleges

from respy to the J

ying the Medical College Admission

Test application. Includes only the 29,671 applicants and the 12,758 acceptees to
the 1976-77 first-year class who took the MCAT in 1975 and reparted gross

combined parental income for 1974
units. Percentages for acceptees do not

atively large numbers of the individuals from
high income families attain the educational
level of the third- and fourth-year of college
The data suggest, therefore, that the family
income levels of accepted medical students
are controlled more by the family income
levels of those who reach the educational
level of the third- and fourth-year of college

Includes those with independent family
add to 100 due to rounding

and those who apply to medical school than
by the selection critenia of the medical schools
themselves

Roprert ). Boegsew, director, Diviston of
Student Programs, Association of American
Medical Colleges, Washington, D .C
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Recent Trends in Medical Education. EvLiz-
ABeTH F. Purcerr (Ed.). New York: Josiah
Macy, Jr. Foundation, 1976. 277 pp
Cloth, $7.50

Recent Trends in Medical Educanon may
be considered a sequela to the Changing
Medical Curriculum; both are publications by
the Josiah Macy, Jr. Foundation representing
compilations of papers presented at confer-
ences held in 1970 and 1975 respectively
The difference in the titles of these two con-
ferences reflects a shift in fundamental issues
confronting medical schools. While medical
cducation was concerned in the 1950s and
1960s predominantly with how young physi-
clans should learn what everybody agreed
they ought (o learn, today the issue i1s the
physicians themselves, their role in the health
care system, and the goals of medical ¢duca-
tion. The carlier cra resulted in many mani-
festations of curriculum reform. Today's em-
phasis may eventually lead to a different kind
of physician and a new system of medical
care. Moreover, if this is the underlying trend
in medical education today, we see in this
book only a few isolated examples of efforts
that are not simply responses to pressures
exerted from outside the medical education
system,

As in the past, the premedical education/
admission process is overshadowed by the 3:1
ratio of applications to actual admissions to
medical schools. The situation is aggravated
by the dearth of tools for assessing the per-
sonal characteristics desirable in candidates
for medicine, by the issue of minority repre-
sentation (which incidentally has gained suffi-
cient prominence to be before the U.S. Su-
preme Court), and by the cynicism of premed-
ical students regarding their college educa-
tion, Efforts to improve the interface between
premedical and medical undergraduate edu-
cation are under way through the revision of
the Medical College Admission Test, the
search for noncognitive assessment tools, and
4 better definition of the premedical under-
graduate curriculum i ats relatonship to
medical education. In the light of special
admission programs. it is somewhat surprising

to learn that the accepted applicant 16 1975
still came from the same socioeconomic back-
ground as in 1970, and that medical schools
seemed to favor a traditional, production-ori-
ented individual over the mnovative. self-pro-
pelled adventurer. A major change s evident
in the proportional and absolute increase in
women admitted to medical school.

The two major curriculum changes dis-
cussed 1n this volume are the three-year cur-
riculum and the independent study programs.
The three-year curriculum, introduced by sev-
eral schools under pressure from state legi
tures, is presently under critical national re-
view. There seem to be serious problems with
the shortened program unless it is accompa-
nied by careful interdigitation with both
premedical and graduate medical program
planning and accords to each student the
freedom of choosing an individualized time
schedule for reaching the stated objectives. It
is suggested that shortened (or lengthened)
curricula should be paired with independent
study programs in which the pace of learning
is part of the development of the student’s
self-directed learning style assisted by the fac-
ulty and the availability of various learning
and testing resources. Regionalization of
medical and other health professions educa-
tion has been initiated by numerous medical
schools. These efforts involve networks of
universities and hospitals within a state, as
exemplified by linois, or the mobilization
and sharing of resources throughout an entire
geographic region, as with the WAMI Pro-
gram (Washington. Alaska. Montana, Idaho).
Both regionalization and independent study
programs place new responsibilities on medi-
cal school faculty. Successful programs de-
pend increasingly on precise definitions of
mstitutional educational objectives, effective
student evaluation procedures. and skillful
program administration by the college or the
school. They also require the fullest engage-
ment of new technologies in communication
and learning resources

With diversification in medical education
and the abandoning of lockstep curricula.
individual student evaluation becomes criti-
cal. The Naticnal Board of Medical Exam-

950

Book Review

iners (NBME) has greatly refined and ex-
panded its capability to measure cognitive
skills, while also exploring new methods for
assessing  professional  competence.  The
NBME's success in this respect will have a
significant impact on further developments at
all levels of medical education

The most far-reaching future changes m
medical education probably will derive from
social and technical developments which oc-
cur outside academic medical institutions. The
increasing demands for more adequate pri-
mary health care and for a better interdigita-
tion of health care with other social services
have spurred medical schools to reas some
of their institutional goals and objectives
These changes are not limited to curncular
adjustments but involve patient care resources
and interaction with the commumity as a
whole. Equally important 1s the potential im-
pact on medical education and practice of full
and innovative applications of computer tech-
nology. Unless well-reasoned efforts are un-
dertaken to link our enormous technological
capability with emerging patient care systems

sl

and medical education, our adjustments will
remain piccemeal and probably inetfective

In many respects, Recent Trends in Medical
Education 1s an implicit if not explicit appeal
to the medical education establishment for
such an effort. A certain reluctance or anxiety
on the part of some of its members to tace
realities 1s apparent not so much from what
1s said as from what is omitted

The volume touches only margmally on
the relationship of undergraduate to graduate
medical education and remains totally silent
on the issue of insttutional responsibility to
help the pracutioner mamntain his compe
tence. It 1s hoped that the Josiah Macy, JIr
Foundation will explore this new trontier in
medical education and assist the medical edu
cation community in facing this new challenge
more openly

EMANUEL Sutir, M.D . direcior, Division
of Educational Resources and Programs, As-
sociation  of American  Medical  Colleges,
Washington, D.C.
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LETTERS TO THE EDITOR

Premedical Advising: Williams

If, as a result of Dr. Bruhn's Communication,
‘The Ills of Premedical Advising.” in the
August 1977 issue of the Journal of Medical
Education, he is not buried by a pile of irate
letters, it will be only because the postal ser-
vice lost them. It is just exactly his arrogant
attitude and sweeping generalizations that in-
funate well-intentioned premedical advisers,
those of us trying to assist a serious group of
young people who wish to enter medical
school today. Williams College has been edu-
cating premedical students for many years
Of the 54 members of the class of 1977 who
applied, nearly 80 percent were accepted at
45 different medical or dental schools across
the nation

Space limitations prevent my discussing
fully the philosophy behind premedical advis-
ing and career counseling in general. I do
wish, however, to challenge several of his
points

He says. “Studies of successful applicants
to medical school indicate that admissions
committees are effective in selecting students
who succeed academically in medical school ™
In talking to Wilhams graduates who have
gone on to medical school, I generally get the
impression that the work there is not very
challenging intellectually but rather that there
1s just a lot of it. An alternative interpretation
of this remark is that regardless of whom one
selected from the vast majority of applicants,
they would “'succeed academically.”

Under “Problems.” he says, “Superior stu-
dents who will *make 1" are felt not to need
advice " If an emotionally mature student
with demonstrated academic ability has de-
cided that he or she wants to apply to medical
school, why should I advise that student away
from this decision? I can and do
specific schools where I feel the
good chance of admission, based on the ex
perience of previous Williams applicants. Has
Dr. Bruhn, by
toal17

stud

recently spoken

» 1s having trouble

Bruhn does not seem to comprehend how
hard it 1s to make undergraduates listen o
suggestions that they look into other health
professions when they have their hearts set
on the M.D. I have convinced a few to apply
to dental school, but optometry, pharmacy,
podiatry, and inhalation therapy are so far
removed in the student’s mind from medicine
and dentistry that itis almost hopeless to try

Dr. Bruhn says, “There are no professional
or institutional rewards for being a premedical
adviser.” This belittles the very sincere efforts
made by many colleges to do this advising
properly. I receive a stpend in addition to
my regular teaching salary, and I have secre
tanial help I disagree totally with his sugpes
tion that advisers should be free ot teaching
Presumably, he would agree that the four
vears spent in getting an M. D are educational
i nature. It 1s the faculty members at the
undergraduate institution who best know the
strengths of the students in an cducational
context, and they are best suited to evaluate
the applicant’s intellectual strengths for med
ical school

He says, “Premedical advisers may have
httle or no idea of the curniculum changes

in the basic sciences in medical school
Thank goodness for the superb annual publi
cation of the Association of Amernican Medi-
cal Colleges, Medical School Admisston Re
quirements . This publication attempts to put
some order into the various curnicular pro
grams that face the student applying to a
dozen or more schaols

Under the “Applicant Pool” section, |
out that over the past three
Williams students have been
different medical and dental
schools, and we have seven such applicants in
the current group. Far from discouraging
them, | have for almost 10 years worked
closely with such students. | find it hard to
believe that Dr. B re of the
s vising a raciully
al students. We reg-
ed  with
an those of white students

d The black students have

group of pre

have black s

ents accept
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much to offer; they usually have worked hard
and deserve their opportunities, but it is not
easy to cope with the two standards of admis-
sion

Under “Conclusion,” [ disagree that “pre-
medicine and medicine are worlds apart.”
The sizes of the budgets and campuses differ
markedly, but the entire eight-year period 1s
really a continuum. with increased focus in
the latter years on human health care. The
first-year medical student wears a white coat
but 15 really hutle different from the college
senior in maturity. The attitudes of medical
schools have tended to exaggerate the differ-
ence, and | would welcome any increased
communication between the undergraduate
colleges and medical schools. Remarks such
as Dr. Bruhn's are not helpful in this regard.

There are presumably colleges around the
nation where severe budgetary restrictions
make it impossible to offer effective and in-
formed premedical advising, but there are
many dedicated indwiduals who put a tremen-
dous amount of tme into this work .

James F. Skinner. PH.D ., s professor of
chemistry and premedical adviser, Williams
College.

Premedical Advising: Toledo

In the August 1977 issue of this journal Dr.
John G. Bruhn paints a rather negative pic-
ture in the Communication, “The Tlls of
Premedical Advising.” 1 would like to add
that there are groups trying to narrow the
gap between the medical schools and the
premedical adviser. For example, the Na-
tional Association of Health Profession Ad-
visors meets jointly each year in the same
location as the AAMC Annual Meeting. The
national organization is supported by four
regional organizations. In the Central Region
we meet every other year with the regional
Group on Student Affairs AAMC. In the
joint meeting last spring, admissions officers
and premedical advisers discussed the new
Medical College Adnussion Test. The other
major topic jointly discussed was financial aid

Vor. 52, NovemBer 1977

for medical students. In Michigan, there is a
Council of Deans which meets with premedi-
cal advisers every fall, rotating the meeting to
each medical school campus every third year.

Looking to the 100 major supphers of
medical school freshmen as listed in the Oc-
tober 1974 1ssuc of the Journal of Medical
Educartion, 1 find that Alpha Epsilon Delta is
present on more than one-third of the cam-
puses. This national premedical honorary so-
ciety now has over 110 active chapters which
disseminate information to the premedical
students on their campus. All AED sponsors
are volunteer faculty members who are highly
interested in students. They would all wel-
come the recognition and support of the medi-
cal schools in their area.

One final word about advisers who do not
recommend students with grade-point average
(GPAs) below 3.4, From the University of
Toledo in 1977, 26 students were accepted
into medical schools granting the M.D. de-
gree. Three of those students had GPAS be-
low 3.4, and I would not want any one of
them to be left out of medical school because
all three were very rich in the noncognitive
factors that Dr. Bruhn desires. Some schools
are looking for this kind of student, at least
i Ohio.

James R. STEBBINS, premedical adviser,
University of Toledo

Future of Pathology

I would like to take issue with Dr. Goodale
and Dr. Gander regarding the Delphi study
of pathology department chairmen on the
future of pathology (November 1976 issue of
the Journal of Medical Educanon). Several
points anise in the reading of this; unfortu-
nately, objections also ari

1. Of 143 chairmen requested to partici-
pate. apparently only 31 replied. Is this barely
22 percent response sufficient to provide valid
or ymportant data? The 31 who did reply
have clearly selected themselves out of the
general mass of chairmen of pathology. and
this in atself suggests the possibility of an
clement of bias. Were the 31 perhaps over-
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concerned about the future of pathology. or,
as one might deduce from some of their
responses, simply uncasy in the practice of
being chairmen of pathology? What was it
that caused the 112 supposedly responsible
other chairmen of pathology not to reply?
Did they feel that the study was not worth
their ime, are they simply unconcerned about
the future of pathology, or does their nonre-
sponse reflect a confidence in the practice and
future of pathology not shared by the 31 who
did reply?

2 Some of the responses shown by this
select group of chairmen carry doubtful and
maybe unfortunate implications. For exam-
ple. most of the 31 who rephied considered
that “the pathologist will play a resurgent
role in medical student education by bridging
the gap between the basic sciences and clinical
medicine.” The mmplication here, not pres-
ently supported by data or references, is that
(a) there 1s indeed a gap between the basic
sciences and clinical medicine, (b) this gap is
somehow inappropriate or improper and
should and could be bridged. and (¢) pathol-
ogists in general are at least partly to blame
for this. Many pathologists and chnicians, and
indeed pathology chairmen, might not whole-
heartedly agree with any of these three points.
It is easy to see how such feelings might anse
in the mind of a pathologist who 1s in any
way a “failed chnician,” or one hounded by
an ignorance-guilt neurosis

3. Amongst the 31 who responded, there
seems to be an opinion predominant that
“increasing subspeciahization will occur in an-
atomic pathology " It is arguable that subspe-
cialization can be a form of professional vice
To attain the stature of a “superspecialist”
carries with it an aura which deters challenge,
averts discovery of weaknesses, and protects
a soggy ego Such stature may comfort the
idle 1n that they can thereby avoid the hard
work of remaining familiar with the rest of
medicine. Furthermore, it 15 one lorm of
entry into the club of frequent world travel w
a variety of meetings, this in itself. of course
may also represent a device to avoud the
horrid task of having to do an ordinary day’s
work and the responstbility of making chini-
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cally relevant decisions. These comments re-
fer mostly to the pursuit of a subspecialty to
the exclusion of more general acuvity. 1 be-
lieve there to be the greatest difference be-
tween this and the alternative pattern of
professional actvity, but no such distinction
was made in the paper

4. Perhaps my greatest concern was that
some of the implications were not tllustrated
in a way which ensures that other than pathol-
ogists would fully understand them For ex
ample, “For pathology to remain a viable
medical specialty, pathologists will need o
define clearly their roles in the practice of
medicine,” was thought hikely to occur by 88
percent, and 94 pereent thought that it should
occur. I worry about the possible reactions of
a nonpathologist who reads this. Will he as-
sume that the majonty of these chairmen
who replied are not clear about themr roles in
the practice of mediane? Will he further
assume from this that nonacademic patholo-
gists are also significantly unclear about their
roles in the practice of medicine? Or. on the
other hand, will he assume that this indirectly
ind!
the 78 percent of the chairmen who did not
reply are by contrast pertectly clear about
their own roles in the practice of medicine as
well as the roles of the nonacademic patholo-

ates the mare reassuring conclusion that

gist?

S. Finally, I cannot help wondening how
far the small minority of chairmen who replied
and, indeed, other academic pathologisty
might compare with their nonacademic col-
leagues as prophets of the future, A recent
American Medical Assocation study  has
shown that nonteaching nternists function
better at service work than do teaching intern-
ists. Is it possible that nonacademic patholo-
gists. with their ears very close (o the ground
may similarly be able 10 perform better than
this minonty selection of their academie col-
leagues at predicting pathology futures?

T. ) Mucker, M.D., F.R.C.P(C), direc
wr of laboratories, Chedake Mospitals, M-
Master University School of Medicine, Haml
wn, Ontane, Canada
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Bedside Teaching

The conclusion of the arucle by Hill and
colleagues, “Teaching in Chinical Surgery
At the Bedside or in the Seminar Room?”
in the July 1977 issue of this journal, suggests
that seminar teaching 1s comparable with bed-
side teaching when the results are analyzed
by written tests of cognitive information

I do not take exception with the fact that
specific factual information can be taught by
a variety of techniques, but I seriously ques-
tion the implications that the advantages of
patient contact teaching are intangibles. The
development of skills of observation, the cor-
relation of physical findings and clinical obser-
vation with the chinical problem, the demon-
stration by the faculty physician of a physician
role, the interaction of physician and patient

Vor. 52, NoveMBER 1977

in problem-solving, and many other aspects
of patient-oriented teaching can and should
be treated as speaific learning objectives

There is no doubt that 1t requires more
effort and logistical organization to provide
the patient setung for repetitive teaching of
certain clinical problems. All too often we
center on the evalution of only the cognitive
aspects of this complex learning situation.
Rather than reduce our instruction laboratory
to a seminar setting, I would suggest that we
should spend more time studying ways to
analyze the various aspects of complex clinical
instruction and design methods for looking at
cach aspect objectively.

Rovranp FoLse. M.D., professor and chair-
man, Department of Surgery, Southern Illinots
University School of Medicine.
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NOTABLE MEDICAL BOOKS

Here is a most attractive volume that de-
scribes 130 major medical classics. the first
editions of which are in the umique rare
book collection of the Lilly Library at
Indiana University

From Hippocrates to Florey, each not-
able book is described by medical historian
Wilhlam LeFanu, Emenitus Libranan of
the Royal College of Surgeons. Each con-
tnibution is illustrated by a significant
example from the book or related matenal

Designed to suggest antiquity and bound
in fine linen, this 275-page two-color book
will be treasured by all lovers of medicine
literature., or history. An unexcelled gift, a
valuable reference, it is available at a sub-
sidized low price of only $6.00 postpaid

Send your order to

El Lilly and Company. Dept. MC340

Application for Associate Dean-
ships of Student Affairs, Basic
Science, and Clinical Affairs,
are now being accepted by the
New England College of Os-
teopathic Medicine. The os-
teopathic college will open Sep-
tember, 1978, at St. Francis
College in Biddeford, Maine.
Send for applications at
Office of the Dean
New England College
of
Osteopathic Medicine
St. Francis College
Biddeford, ME 04005
or
call 1-282-1515
The deadline for application

COMMUNITY AHEC:

Western North Caroling Community-
based Arca Health Education Center,
responsible for 16-county area and af-
filiated with State University Medical
Center, is secking a full-time Director
Must be an M.D. with experience in
administration, medical practice. and
nter-disciplinary — educational  pro-
grams. Strongly recommend that qual-
theations include  experience  with
posteraduate  continuing  education
program development and implemen-
tation for physicians and other health
professionals. If mterested, please
forward up-to-date Curniculum Vitae
o F. Maxton Mauney, M.D., Vice
President-MAHEF, Inc., and Chair-

man  of  Search  Committee, 501
Biltmore  Avenue, Asheville, NC
28801

An equal opportunity employer.

“ P.O. Box 100B and reference acceptance is De-
Indianapols, Indiana 46206 | cember 15, 1977.
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“Every doctor of medicine licensed to i
medicine or surgery within this stategll";cl?ce
apply to the state medical board for a cer-
tificate of triennial registration. . ..The appli-
cant shall include satisfactory evidence to
the board that in the preceding three years
the practitioner had completed 150 hours of .
continuing medical education...”

To help you fulfill specialty society, medical
association, and state board CME requirements (like
the Ohio statute quoted above), the Network for
Continuing Medical Education (NCME) offers:

"+ 10 hours of programming a year that qualify for AMA
Category 1 and AAFP Prescribed or Elective credit;
- a computerizad record of your CME activity; )
« the conv: 22 of outstanding medical education at
youi b sl 0n videocassette every two weeks.
] witz Category 1 topics for 1977:
zrgency Workshop
‘‘ons of Adult-Onset Diabetes
veatment of Ovarian Cancer
“orkshop i
LG TAsnopause
« Diagn: ~yperthyroidism
« Clinical iImmunology Update
Faculty for NCME programs are drawn from the

nation’s outstanding medical schools and teaching
hospitals.

The cost? Surprisingly low. Because of continuing
support from Roche Laboratories, subscription fees
cover little more than the costs of raw videocassette
stock, mailing, and handling.

For detailed information about this unique service,
complete and mail the coupon below. Or pass this
advertisement on to a colleague with responsibility for
continuing education at your institution.

Detach here.

Please mail to:
NCME/15 Columbus Circle/New York, N.Y. 10023.
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