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If you equate
quality texts with
increased learning. . .

Here are 7 good reasons
to turn to Mosby:

New 2nd Edition! IMMEDIATE CARE OF THE
ACUTELY ILL AND INJURED. Edited by Hugh
E. Stephenson, Jr., A.B., B.S., M.D., FA.C.S.;
with the editonal assistance of Robert S. Kemp-
ton, A.B., B.S.,, M.Ed.; with 29 contnbutors
Reorganized for added convenience and up-
dated to reflect contemporary advances, this
edition again focuses on immediate care situ-
ations — those first moments after an emer-
gency medical problem develops. Chapters
on cardiopulmonary resuscitation and animal
and insect contact are extensively updated
The author also includes a new chapter on
the alcoholic patient, and concludes all chap-
ters with helpful question and answer sec-
tions. May, 1978 Approx. 288 pp., illustrated
About $10.00.

New 9th Edition! MEDICAL PHARMACOL-
OGY: Principles and Concepts. By Andres Goth,
M.D.; consulting co-author, Parkhurst Allan
Shore, Ph.D. The new edition of this classic
reference retains its comprehensive coverage
of all aspects of medical pharmac ology. Com-
pletely updated and revised, it also features a
new emphasis on pharmacokinetics wherever
appropriate. Section | deals with general prin-
ciples: drug receptor; interactions; drug me-
tabolism; and induction. Three rt*mmnln‘_\: sec-
tions discuss drug effects on the CNS, general
anesthetics, and drugs affecting the cardiovas-
cular, respiratory, gastrointestinal and endo-
crine-reproductive systems. July, 1978. Ap-
prox. 768 pp., 112 illus. About $20.00

A New Book! DRUGS: How They Act and
Why. By Alex Gringauz, Ph.D. Logically orga-
nizad, this new book first introduces the fun-
damentals of biochemistry and drug action,
then proceeds to increasingly complex topics.
Throughout, the primary focus is on the major
drug groups. You'll also find timely informa-
tion on experimental drugs and recent drug
research results. The author describes drug
interactions separately, and includes relevant
physiology when appropriate. Extensive foot-
notes clarify concepts and define key terms
January, 1978. 356 pp., 145 illus. Price, $14.95.

New 2nd Edition! ATLAS OF THE FACE IN
GENETIC DISORDERS. By Richard M. Good-
man, M.D. and Robert J. Gorlin, D.D.S., M.S
Extensively revised and expanded, this 2nd
edition is more than triple the size of its
predecessor. Introductory chapters discuss
such topics as modes of genetic transmission,
embryology of the face, and head and facial
measurement. Remaining chapters examine
and explicitly illustrate more than 200 specific
syndromes. Disorders are grouped according
to their mode of transmission-autosomal
dominant, autosomal recessive, x-linked,
chromosomal and uncertain. March, 1977. 600
pp-, 1,181 illus. Price, $59.50.

A New Book! GASTROINTESTINAL PHYSI-
OLOGY. Edited by Leonard R. Johnson, Ph.D.;
with 4 contributors. Clinically correlated
throughout, this concise new book offers an
excellent, contemporary review of the tradi-
tional topics related to the digestive system. It
begins with a thorough introduction to gas-
trointestinal  endocrinology Subsequent
chapters are divided into sections on motility
secretion, and digestion and absorption. The
final chapter examines the entire digestive
system and shows how the various processes
studied beforehand affect blood flow to and
from the gastrointestinal tract. September,
1977. 174 pp., 108 illus. Price, $7.95.

A New Book! DISEASES OF THE TEMPORO-
MANDIBULAR APPARATUS: A Multidisciplinary
Approach. Edited by Douglas H. Morgan
D.D.S.; Willam P. Hall, M.D.; and S. James
Vamvas, D.D.S., F.A.C.D.; with 33 contribu
tors. For the first ime, one book examines all
aspects of TM] disease and provides a compre
hensive, multidisciplinary discussion based on
15 years of research and the expertise of
distinguished contributors. Four major sec
tions discuss: basic science aspects; diagnosis;
treatment; and related areas. A key chapter
discusses biofeedback as a useful adjunct in
treating TM] disorders where an obvious ana
tomical deformity is not present. September
1977. 496 pp., 480 illus. Price, $42.50

New 5th Edition! PHYSICAL DIAGNOSIS:
The History and Examination of the Patient. By
John A. Prior, M.D. and Jack S. Silberstein,
M.D.; with 13 contributars. Widely respected
throughout four previous editions, this out-
standing book again presents all information
essential for a thorough physical diagnosis
The authors approach the subject from a phys-
iologic standpoint, and emphasize the impor-
tance of assessing each patient as a unique
individual. The expanded section on medical
history now includes four separate chapters
the intellectual process of diagnosis; medical
history; chief complaint and present illness;
and past, family, social, occupational history
and systems review. May, 1977, 520 pp., 479
illus. Price, $17.95.

Call us!

For more information on these and other
Mosby texts, or to have a sales representative
contact you, simply call (800) 325-4177 and ask
for the College Department. (AB0144)

MOSBY
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Information for Contributors

Features. The Journal of Medical Education considers
four types of papers from contnbutors major articles,
communications. briefs, and letters 1o the editor. Major
articles include reflecuive, perspective writings and fully
documented reports on major studies involving and af
fecting medical educstion Communications and briefs
provide « medim for rapid publication of new ideas
repurding programs and techniques and of preliminary
findings. Letters can be on any subject related to medr
cal education

Requirements. Mujor articles are mited to 15 double
spaced typed pages of text, 15 references (unless # litera
ture review). and five tables or figures und must be ac
companied by an abstract of no more than 150 words
Communications are limited to four double-spaced
typed pages of text with no tubles or figures or to three
double spaced typed pages of text with one table or fig-
ure, references 10 communmications are lhimited to 10
Briefs are himited 1o 250 words and do not carry tables.
ligures, [ootnotes, or relerences Letters Lo the editor are
limited 10 three double-spaced typed pages of text with
no Lables, ligures. footnotes, or references (cited publica
tions can be dentified in text). All copy . including refer
ences. tables, and legends, should be typed double
spaced on letter-sized white paper with standard mar
ns

All manuscripts, except letters, should be writien 1n
the third person, and all should be submitted in dupli-
cate Poor reproduction copies will not be considered
Munuseript titles must not run more than two Journal
lines, and all articles should contain subheads of two or
three words cach Footnotes should be kept to 4 mini-
mum and should be no more than two or three lines in
length A1l authors should be fully dentitied in one suc
cinct paragraph Only doctoral degrees should be histed

Each table, diagram, hgure. and photograph should
have a legend and should be understandable independent
of the text Each table should be typed on a separate
sheet. Simple tables shauld be wntien into text in narra
tive form. Vertical rules are not used 1n tables. only
straddle horizontal rules joiming two or mare columns
are permissible Al dlusrations must he professionally

drawn and lettered. und the lettering should be in u type
large enough that 1t will be legible when the illustration
s reduced 1o fit 4 Journal page Either the original art-
work or 4 good. high-contrast photograph of the artwork
should be submitted Idenuify each figure by number
Only published material specificully cited in the text
should be included in the reference section References
should be listed in the order in which they are cited in the
text and must be submitted 1n accordance with the style
followed 1n current issues of the Journal. including. in
urder author, ttle. journal abbreviation (Cumulative
Index Medicus form). solume number. inclusive page
numbers. and vear. book references should also in-
clude cditors. edition. publisher. and place of publica-
won A detailed sivle sheet of instructions for listng
references is available from the editor
General Information. Personal acknowledgments are
not published. The first dictionary (Webster's) spelling
for all words 1s used Italics for emphasis should be
avoided Outline presentations are nol acceptable
Authors should study a few recent issues of the Jour=
nal for additional guidehines on style and format. Special
apply 1o supy and the editor
should be queried before lengthy material s submitted
Because of the volume of manuscrpts received by the
Journal and because less than half of the contributions
can be uccepted for publication. no more than one paper
by u given author will be considered at @ time, and no
more than one paper on a given project will be con-
sidered Two-part articles also should not be submitted
All contributions are reviewed by the Editorial Board
for acceptability. All munuscripts accepted for publica
tion are subject (o editing and condensation by the edi-
tornal stall Edited copy 1s sent 1o the suthor Galley
proofs also are mailed to authors for cheching and
should be returned within 24 hours alter receipt
Reprints. Reprint order forms are sent to the author
4t the same time us galles proofs. Repnnts must be or
dered at this tme and are not available at a later date
The Journal editonal office docs not maintain a file of
reprints Reprints must be ordered 1n multiples of 100:
prices depend on the length of the article

Correspondence

Address all correspondence regarding manuscripts
editorials, and letters to the Editor at the Editoral
Office. Assocration of American Medical Colleges. One
Dupont Circle, N W . Washington, D C 20036 Address
correspondence concerning subsenptions and change of
address 10 the Business Office, Association of American

Medical Colleges. One Dupont Circle, N W . Washing
ton, DC 20036 Address all correspondence concermng
advertising 1o Williums & Wilkins Company, 428 East
Preston Street. Balumore. Manyland 21202 Address
requests for reprints to authors of articles. mor to the
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MEDICAL GROUP PRACTICE MANAGEMENT
Center for Research in Ambulatory Health Care
Administration, Medical Group Management Associ-
ation and American College of Medical Group
Administrators

Written by individuals with a wealth of practical
experience, this text is a coherent guide to the organ
ization and control of today's modern group practice
It guides the reader through the pragmatic, funda
mental functions of amodern day group; the manage-
ment theory encompassing these functions; and the
health care system as a whole $20 00

MANAGING HEALTH CARE DELIVERY

A Training Program for Primary Care Physicians

Mark S. Plovnick, Clark University, Ronald E. Fry,

Massachusetts Institute of Technology, and Irwin

Rubin, Harvard University

A teaching guide for training physicians in basic
skills and , this book focuses

on the management of day-to-day care issues. It

stresses the relevance and usefulness of management

IMPROVING MEDICAL PRACTICE AND HEALTH

CARE
A Guide to
in Quality and C E:

John W. Williamson, M D., Johns Hopkins University
This guide to quality assurance literature offers an
information management strategy to assist health
care professionals in coping with the problems of
relevance, validity, and accessibility of current health
sciences information §25.00

FUTURE DIRECTIONS IN HEALTH CARE

A New Public Palicy

Edited by Rick J. Carlson

Critical issues which will affect the formulation of a
new, broader and more comprehensive public palicy
for health—including medical, environmental, socio:
cultural, and behavioral factors ca $15.00

EVALUATION IN MEDICAL EDUCATION
Past, Present, Future
Edited by Thomas Samph, Ph.D. and Bryce

skills for physicians and includes y 12
hours of management training modules which have
been successfully field-tested in several primary care
residency programs

In preparation ca. $1500
DELIBERATIONS AND COMPROMISE
The Health Act

of 1976

Edited by Lauren LeRoy and Philip R. Lee, M.D ,
Health Policy Program. University of California,

San Francisco

A concise summary of the public deliberations that
preceded passage of the new health manpower
law—includes comments by the senior staff member

of each health ttee involved d bing the
issues and policy options perceived by his subcom
mittee $22.50

EVALUATION OF BEHAVIOR THERAPY

Issues, . and

Alan E. Kazdin, Pennsylvania State University and

G. Terence Wilson, Rutgers University

An appraisal of the efficacy of behavior therapy and

of research strategies for outcome evaluation —specific

s for future es 1o treat-
ca. $15.50

ment evaluation

Detailed descriptions af these titles, including
contents and order forms, are available Please send
your request to. Ballinger Bookbriefs, 17 Dunster St.,
Cambridge, MA 02138.

Te M.D., National Board of Medical
Examiners and American Board of Family Practice

Far-reaching discussions of the roles that specific
organizations and institutions connected with the
professional responsibilities of physicians can, will
or might play in the future with regard 10 evaluation
of medical education ca. $20.00

MEDICAL STUDENTS, MEDICAL SCHOOL AND
SOCIETY DURING FIVE ERAS

Factors Affecting the Career Choices of Physicians
from 1958 to 1976

Daniel H. Funkenstein, M.D., Professor of Psychiatry,
Emeritus, Harvard Medical School

Identifies and measures the relative importance of
factors which influence the career choices of modical
students and physicians—special emphasis on factors
leading to the choice of primary care and/or practice
in a medically deprived geographic area. ca. $16.50

NURSING PERSONNEL AND THE CHANGING
HEALTH CARE SYSTEM

Edited by Michael Miliman. Conservation of Human
Resources, Columbia University

Leaders in the nursing profession, scademic experts,
officials of state and federal agancies, and represen
tatives of the employers and purchasers of nursing
ervices consider the future supply of nursing per
future demands for nurses and likely changes
ca. $12.00

sonnel

ole of professional nurses

71132

Ballinger Books may ke ordered in the US by
calling our special Toll Free Number 1-800-528-6050
Ext. 874 (/n Arizona, calt 1-955-9710 Ext. 874
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MEDICAL SCHOOL ADMISSION
REQUIREMENTS, U.S.A. AND CAN-
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UAL. Prepared by the Division of Edu-
cational Measurement and Research.
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MEDICAL EDUCATION AND MED
ICAL CARE: A DYNAMIC EQUI
LIBRIUM. Proceedings of a Fogarty
International Center Conference 140
pages, $4.00. (JME Dec. 1973 Part 2)
REPORT ON MEDICAL
FACULTY SALARIES
ally; new edition available in January
About 60 pages, $5.00

WRITTEN SIMULATIONS ON AS-
PECTS OF MEDICAL INSTRUC-
TION. Six simulations. $4.00 each,
$18.00 for complete set; reduced rate for
multiple copies. Direct orders and
queries to AAMC Division of Faculty
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THE DEVELOPMENT OF ACA
DEMIC MEDICAL CENTER RE
LATED HEALTH MAINTENANCE
ORGANIZATIONS: A STUDY OF
FIVE PROTOTYPE APPROACHES
150 pages, 1974, $4.00

MEDICAL PRACTICE PLANS AT
U.S. MEDICAL SCHOOLS: A RE-
VIEW OF CURRENT CHARACTER-
ISTICS AND TRENDS (INTERIM
FINAL REPORT). 2 Vols. (225 pages),
1977, $10.00.

MINORITY STUDENT OPPORTUNI
TIES IN US. MEDICAL SCHOOLS
1978-79 (5th edition). Edited by Juel L
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PERSPECTIVES IN PRIMARY CARE
EDUCATION. Edited by James I. Hud
son and E. Shepley Nourse 250 pages,
$5.00. (JME Dec. 1975 Part 2)

PARTICIPATION OF WOMEN AND

MINORIT ON U.S. MEDICAL
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ING IN ACADEMIC MEDICAL CEN
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MEDICAL EDUCATION: INSTITU-
TIONS, CHARACTE
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PROGRAMS. A BACKGROUND PA-

PER. 39 pages, 1977, $3.00
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SORS. 50 pages, 1977, $2.50

MEDIA UTILIZATION AND NEEDS
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HEALTH EDUCATION. By D. Robert
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School of Education. Assistant Professor, in
Instructional Technology with Commitment
to the Health Professions; will provide an
opportunity for combining competence and
interest in media design systems with adult
learning and involvement with the health
professions. Candidates should have an
eamned doctorate in Educational Media or
Instructional Design with a demonstrated
ability 1o produce scholarly research and writ-
ing and with an interest in developing funded
research. Other qualifications include: dem-
onstrated ability to teach undergraduate
courses in educational media; ability to de-
velop and teach graduate courses in instruc-
tional design with emphasis on systematic
instructional development in higher and adult
education; demonstrated interest in health
professions education, especially clinical in-
struction and evaluation (experience very de-
sirable). Salary commensurate with training
and experience. Initial argcmlmenl on July
1, 1978. Duties begin Fall Semester (late Au-
gust). Applications will be received until Feb-
ruary 28, 1978. Direct written applications and
inquiries to: Dean Ira J. Gordon, School of
Education, 037-A, 101 Peabody Hall, Univer-
sity of N.C. at Chapel Hill, N.C. 27514; direct
phone inquiries to. Dr. Hunter Ballew, Chair-
man Instructional Technology Search Cte 919
966-3291

The University of N.C. at Chapel Hill is an
Equal Opportunity Employer

The University of New Mexico School
of Medicine invites applications for po-
sition of Chairman of the Department
of Radiology. Candidates must be phy-
sicians with demonstrated abilities and
experience in leading a teaching, re-
search, and service program in Radiol-
ogy. Applicants should submit curricu-
lum vitae and any other supporting
documents to Robert E. Anderson,
M.D., Professor and Chairman, Depart-
ment of Pathology, Chairman, Search
Committee; Basic Sciences Building;
University of New Mexico Medical Cen-
ter; Albuquerque, NM 87131. An equal
opportunity/affirnative  action ~ em-
ployer.

Senior Associate, Office of Research in
Medical Education and faculty position,
Department of Pediatrics and Depart-
ment of Preventive Medicine and Com-
munity Health, The Unwersity of Texas
Medical Branch, Galveston, Texas.

The Office of Research in Medical Edu-
cation is seeking a staft member who
will work primarily with the Department
of Pediatrics on curriculum and evalua-
tion projects relating to the depart-
ments’ graduate and undergraduate ed-
ucational programs.

Requirements: Doctoral degree in edu-
cation or educational psychology and
experience in educational evaluation
Experience in health professions educa-
tion is highly desirable. Contact: Mg
Haroro G. Levine, The University of
Texas Medical Branch, UTMB substation
P.O. Box 146, Galveston, Texas 77550

We are an equal opportunity title IX
employer MIFIH.

Director For Extramural Education Program De-
velopment: The University of Louisville invites
qualified applicants for the position of Direc-
tor for Extramural Education Program Devel-
opment and appropriate faculty appointment
depending on the person applying. Person
selected will be responsible for innovation of
the Area Health Education programs, assisting
Health Sciences Center units in curriculum
development, promoting Area Health Educa-
tion System concept, facilitating submission
of grant requests to the state Council on
Higher Education, preparing Health Sciences
Center Area Health Education System budget,
Improving ongoing projects, coordinating
medical, dental, nursing, and allied health
programs The candidate must possess one of
the following degrees M.D., D.M.D., D.D.S
Ph.D. in nursing or allied health disc iplines.
Nominations or resumes should be directed
to:

William P. VonderHaar, M.D

Assistant Vice President for Health Affairs

(Community and Regional Health Care

Programs)

Unwversity of Louisville

Health Sciences Center

500 South Preston Stre

Lousville, Kentucky 40232

An Equal Opportunity [Affirmative
Action Employer
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AAMC DIRECTORY OF
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New (5th) Edition
Rhoads TEXTBOOK OF SURGERY

Principles and Practice

Edlled%y JAMES D. HARDY, M.D., with 279 contributors e

Dramatically overhauled, this edition should be the most successful of a we! l-g—g e

text. Reorganized into three major sections— General Principles of Surgical raiL(, :«nr

Specific Lesions and Dysfunctions Involving Various Organs and Parasurgical an

siderations —the approach for the first time nsprablem-aneknlea Virtually all importa

roblems in surgery are dealt with in this outstanding worl

PR 2354 pnggsr: / 1738 lllustrations / 313 tables / 5th edition, 1977 / available in

1 or 2-volume format: 1 vol. $38.50 / 2 vol. $45.00
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Results of the NIRMP for 1977

John S. Graettinger, M.D

Abstract— The results of the Nauonal Intern and Resident Matching Program for
the past four years show a steadily increasing number of positions offered and filled
in the primary care specialties. The number and percentage of unmatched US
students decreased. The number of foreign medical graduates matched remained
constant. Marked differences in the numbers of positions offered and filled were
found among the vanous regions of the country

The numbers of positions offered and
filled by graduating students from U.S
medical schools (USS) and by others in
the National Intern and Resident Match-
ing Program (NIRMP) for the vyears
1974, 1975, and 1976 were presented in
a recent report (1). The results showed a
decreasing ratio of numbers of positions
offered to the increasing numbers of USS
and also that the preference of the major-
ity of USS who participated in the match-
ing program was for primary care resi-
dencies. Since 20 percent of USS did not
obtain positions 1n the first year of grad-
uate medical education through the
match in 1976, a study was made of the
types and location of residencies obtained
by them outside the NIRMP. The per-
centage distribution of essentially all USS
among the various types of specialty pro-
grams was not significantly different from
that found among all students who
matched. What follows is a description
of the results of the NIRMP in 1977
These data, when compared with those
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of the past three years, make evident the
trends in the relatonships among the
numbers and kinds of positions available
and the preferences of USS for them

Results

Participation and success rates in the
NIRMP for the first year of graduaite
medical education (GME-1) for all apph
cants in 1977 are shown in Table 1. The
numbers of USS and North American
graduates (NAG)* who applied to, par
tcipated in, and successfully matched i
the NIRMP 1n 1977 were greater than
the corresponding numbers in 1976 (1)
Ninety-two percent of 279 “fifth path-
way " students successfully matched The
percentages of unmatched USS and NAG
were lower than they were in 1976, The
number of applications from and active
participants who were non-U S -nation
als and graduates of non-U.S. medi-

sclude graduating students from U S

Canadian medical school!
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TABLE 1
Par in the I Intern and Program in 1977
uss* NAG® FMG* Total
gt No Percent  No.  Percemt  No  Percent  No Percent
Applicants 13,385 100 799 100 4814 100 18,998 100
Withdrawals 1,487 11 254 32 1.403 29 3,144 1

Active Participants 11,898 89 545 68 3411 71 15,833 83
Matched 11,172 94 458 84 1,130 33 12.760 80
Unmatched 726 6 87 16 2,281 67 3,094 20
Total 11,898 100 545 100 3411 100 15,833 100

* USS = graduating students from U.S. medical schools; NAG

North Amencan graduates (see first

footnote in text), and FMG = Non-U.S -national graduates of forcign medical schools

cal schools (FMG) decreased by over
1,000. Essentially the same number of
FMG matched as in the past three years;
therefore, the percentage of FMG who
successfully  matched increased. The
number of USS who withdrew after initial
enrollment was the same as it was in
1976. The number of individuals who
were eligible but who did not enroll has
not yet been determined
The numbers and distributions of USS,
NAG, and FMG who matched into the
various types of programs are shown in
Table 2. Sixty-six percent of USS chose
the generalist specialties. The percent-
ages of all applicants and of USS who
matched in the generalist and primary
care specialtiest were greater than the
percentages that the numbers of positions
offered in these specialties represented
of total positions offered. The percent-
ages of all applicants and of USS who
matched in the support specialties® and
flexible residencies, however, were less
than the percentages of positions offered
in them. The distribution of the NAG
among types of programs was similar to
that of USS, but the distribution of FMG
differed strikingly. FMG continued 1o be

T “Generalist” specialties are defined as family
practice, general pracuce. nternal medicine. ob-
stetries, and pediatnes. “Primary care” speaalt
include all of the generalist specialties except ob-
stetries and general practice. “Support” speaalties
include anesthesiology. pathology. physical meds-
ane, and diagnostic and therapeutic radiology

concentrated in pediatrics, general sur-
gery, pathology, and flexible residencies
and to be less represented in the other
generalist and surgical specialties than
USS or NAG

The numbers of positions offered and
filled by all applicants in cach type of
specialty from 1974 through 1977 are
shown in Table 3. The abohtion of the
free-standing rotating internship in 1975
and 1ts replacement by flexible residen-
cies resulted in a drop in numbers of
positions offered from 1974 to 1975 de-
spite increases in the generalist special-
ties, in psychiatry, and in the support
specialties. Despite a decrease of 829 in
total positions offered since 1974, there
has been an increase of 2,392 positions
offered in the generalist specialties. Since
1974 the number of USS matched in-
creased by 1.948; the number who
matched into the generalist specialties
increased by 2274, and 326 fewer
matched into all other types of programs.
The percentage filling of all programs
increased from 61 to 77 percent; and.
with the exception of general practce.,
all types of programs in the generalist
specialties were over 80 percent filled in
1977

Eighty-nine percent of USS who par-
tuapated in NIRMP (95 percent of those
who successfully matched) obtained a
residency in the type of specialty which
they had listed as their first choice. An-
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v, and Puerto Rico:  1.1:1 in the Mideast Coast, but 1 4.1 in

87
T other 6 percent of participating USS were  and Nevada: Northwest— Alaska, ldaho,
“__, R o P oo N ® o e unmatched; 583 (81 percent) of the un-  Oregon, and Washington
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& I e s e R e = regions of the country. ratios of graduates ulation in the Mideast Coast to 2.0 n
£ SEREECXECNaiRERE2Ra0 5=
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Spectalty
Family practice
Internal medicine

Gener

specialties

and Lousiana; Plains—lowa. Kansas.
Missouni, and Nebraska: Mountam—
Colorado. Montar North  Dakota,
South Dakota. Utah, and Wyoming:
Southwest — Anzona. Cahfornia. Hawaii,

# The positions obtained by the additional 2.000
graduates (1/100.000) who were unmatched or
who withdrew are not yet tabulated. a study of the
1976 graduates who obtsined positis
the match showed that they were eve
among the regions

was 1.2:1 nationally but below 1:1 in the
Mideast Coast and Plams and only 1.1:1
in New York-Jersey

The number of graduates from the
schools of all regions who matched into
the positions offered in cach region
ranged from 5.1 in the New England
2.2 in the Northwest, These
USS filled 76 percent of the positions
natonally. from 99 percent of the pos-
tions 1n the Northwest to 62 percent in
the New York-Jersey region. Nationally.

region 10
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The generalist specialtics in the matching program in 1977. The left col-

region — expressed as ratios per 100,000 population —who matched nto the

generalist speaialties natonally, the lines above the column represent the

twtal number of graduates matched The middle columns represent the

number of posinons offered in the generahst specialties for each region

and also show the number of positions in programs which attracted one or

more US graduates. The right columns represent the number of US

students from all regions and of non-U S students who entered the GME-1
posttions offered in each region

86 percent of USG programs were filled
by USS: only in New York-Jersey and
the Midwest was the filling of positions
below 80 percent

In addition to the filling of positions in
the generalist specialties by USS, 902
(57 percent) of the NAG and FMG whao
matched entered these programs; the
great majority were in the New England,
New York-lersey. Mideast Coast and
Midwest regions. Over half of them en-
tered USG programs. The filling of USG
programs by all applicants nationally was
89 percent; in the Southeast, Nidwest.
Midsouth. and Plains the filling of posi-
tions was below 90 pereent

Discussion

These NIRMP results for 1977, when
compared with preceding years, docu-
ment the choice of the increasing num-
bers of USS for positions in the primary-
care-generalist specialties and the excel-

lent response of the hospitals that offer
programs in graduate medical education
in providing increasing numbers of posi-
nons in generalist programs. However.
several problems can readily be identi-
fied. Programs in the generalist special-
ties that do not attract a single U.S
medical school graduate —while other
programs which do match U S graduates
are well filled —would seem to be of less
than adequate quality as judged by USS
and those who advise them. Although
their accreditation as potential sites for
graduate medical education may be ap-
propriate, they are not actually serving
this role. Since they attract only non-
U.S -medical-school  graduates, their
continued accreditation for medical edu-
cation can be jusufied only if more phy-
sictans who will practice in the generalist
specialties are required than will be pro-
vied by U.S. graduates now entering
these specialties. These non-USG pro-

NIRMP Results for 1977|Gracttinger

grams should not continue to be ac-
credited since they use limited educa-
tional resources and distort the data on
available positions

Although there is no consensus on how
many USS should be entering the gener-
alist specialties, it would seem to be
appropriate that there should be enough
positions available in quality programs to
match the number of USS whose first
choice 1s in a generalist specialty. If the
non-USG programs are subtracted from
the total offered, the number of positions
available nationally in the generalist spe-
cialties approaches the number repre-
sented by the two-thirds of USS whose
first choices are for such residencies

Despite an approximate balance be-
tween supply and demand for all posi-
tions in generalist specialty programs in
the national data. the phenomenon of
over 500 unmatched students whose first
choice was for a generalist specialty
makes 1t clear that regional differences
are signficant

Ideally. all of the graduates from each
region should obtain positions in their
first choice of specialty. and the number
of USS entering the GME-1 programs in
cach region—those retained from the
schools in the region plus those recruited
from schools in other regions —should be
approximately equal to the number of
graduates from the medical schools of
the region. Actually. as has been noted
89 percent of USS obtained a position in
the specialty of their first choice in
NIRMP in 1977 Furthermore. the num-
ber of graduates who entered the GME-
1 programs in the generalist specalties
in the New England region exceeded the
number of graduates from that region
who entered the generalist specialties na-
tonally by 11 percent, Southeast by 8
percent, Mountain by 17 percent. South-
west by A2 percent, and Northwest by 13

percent; but the other five regions sus-

S0

tained net losses at the intertace between
undergraduate and graduate medical ed-
ucation

The adequacy of a given number of
positions 1n each region s difficult to
assess because of difterences in number

of graduates. dilferences in the desires of

USS to remain in a region, and the vigor
of efforts to retamn them.§ Despite these
limitations, several regional differences
in the adequacy of positions in the gen-
cralist specialties seem evident. In the
Mountain and Northwest regions the few-
est positions per graduate were otfered
and the highest percentages of filled po-
sinons and of unmatched students oc-
curred. In the New England and South-
west regions. which had the next highest
percentages of filled positons, the per-
centages of unmatched students were av-
These four regions recruited the
greatest numbers of graduates from other
regions and three of the four retained
the fewest numbers of their own gradu
ates; region IX had both the highest
retention and recruitment rates among
all the re
have been otfered in these four regions

ons. Mare positions might well

The situation was quite different in the
Mideast Coast and Plains regions, which
had the next highest percentages of filling
of all USG programs and of those i the

generalist spectalties. These regions pro
duced the greatest numbers of USS but
offered the lowest ratios of positions per
graduate and had the lowest total num-
bers of USS in GME-1 positons, low
reorut-

retention rates, and the lo
ment rates among the regions. An in-

ly of the adequacy of numbers

gion with respect 10 51
parson of the location
y obtaned by each
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crease in the number of positions that
are altractive to USS in these regions
would seem to be desirable.

The GME-1 positions offered in the
New York-Jersey. Southeast, Midwest,
and Midsouth regions were less well
filled. Both the total numbers of positions
offered and the number per graduate
were low in the Southeast and Midsouth
regions. In cach of these four regions the
retention rates for their own graduates
was average or above, but their recruit-
ment rates from other regions were quite
low. In these regions increased numbers
ot positions which will attract U.S. grad-
uates from ather regions and still higher
retention rates for graduates of their
schools are necessary.

A marked contrast was found between
the filling of the positions oftered in the
generalist specialties and the filling of
positions in ather specialties, with little
differences among the regions. USS filled
only 44 percent of all of the positions
offered in the support specialties. and
over ane-third of the positions offered
were in non-USG programs. In general
surgery only 62 percent of all positions
offered were filled by USS, and 18 per-
cent of the positions offered were in non-
USG programs

The problem of the adequacy of the
numbers and Kinds of first-year residen-
cies is thus quite complex. Regional and
local study and action will be required to
provide adequate and appropriate posi-
tions for USS in graduate medical educa-
tion. As long as the trends of chowes
exiibited by USS for types of residencies
during recent years continue, it would
seem unlikely that even by increasing the
numbers of USS would the positions of-
tered in the support specialties and in
general surgery be filled  adequately
Since the oftering of these positons rep-

resents a need for professional personnel
o render patient services, vanous other

oL. 53, FEBRUARY 1978

approaches to meeting the problem of
service needs should be developed:
among the options which might be con-
sidered are the employment of nurse-cli-
nicians, assistants to physicians, and sal-
aried house physicians (3)

Nonparticipation of some students and
some programs continued in 1977. Some
students did not apply initially or with-
drew because of January to March grad-
uation, to go into the armed forces, to
negotiate along with their spouses outside
the program, to accept a position In a
nonparticipating hospital, or to accept a
position in a participating hospital in a
program which did not participate. Some
programs in the smaller specialties of-
fered their first residency year at the
GME-2 level, while other programs in
the same specialty offered their first year
of residency to graduating students
through the NIRMP. Several major pro-
grams in psychiatry continued to offer
their GME-1 positions outside the match.

Programs which do not participate
commonly require contracts from stu-
dents at the beginning of their senior
years or even considerably carlier. As a
result, those in charge of these programs
do not have the opportunity to recruit
some of the excellent candidates who
want to postpone their final decisions
until as late as possible in their senior
years, in addiuon, this early deadline
causes considerable stress to the students
who want to apply both to programs that
participate in the match and also to some
which do not

In the author’s view. the resolution of
the problems identified in this and other
studies (1-3) can best be accomplished
with the leadership and conjoint action
of the faculty. staff. and managers of the
medical school hospital cxvnxﬁlc\cx that
provide undergraduate and graduate
medical education. accredit [;rngr:]ms
through their significant functions as

NIRMP Results for 1977 |Graettinger

members of the haison committees, and
set the standards for the specialties
through their major roles in the specialty
boards and societies
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External Examinations for Internal Evaluation:
The National Board Part I Test as a Case

Marcia Z. Wile, Ph.D.

Abstract—The appropriateness of the Part I examination of the National Board of
Medical Examiners to evaluate second-year curricular performance of students at
Case Western Reserve School of Medicine was examined. Review of the June 1974
examination by 37 faculty members revealed that 85 percent of the items reflected
the content of the second-year curriculum and that 60 percent could be answered
from information provided in the second-year teaching. Two-thirds of the items were
related to the content of the first-year curriculum, and half could be answered on the
basis of first-year material. The school’s faculty used the study data in making

policy-changing decisions.

The original purpose of the National
Board of Medical Examiners (NBME)
was to develop certification examinations
for the practice of medicine which would
be accepted by state licensing boards (1).
Three required examinations for certifi-
cation were subsequently created, two of
which (Parts I and II) can be adminis-
tered to undergraduate medical students.
A majority of American medical schools
requires that students take these exami-
nations, and the results are used for
promotion andfor graduation purposes
(2). This use of the NBME examinations
has expanded the role of the NBME to
include the evaluation of undergraduate
medical education programs (3).

Although the NBME examinations
have been used to measure the effective-
ness of medical school curricula, few
studies have been reported regarding the
congruence of these exammations with

Dr Wile s assistant professor of medical educa-
tion research at Case Western Reserve Universing
School of Medicine, Cleveland, Ohia

an individual school’s curriculum. The
NBME conducted a study in 1968 to
determine the relevance of the Part 1
examination to current curricula of U. S.
and Canadian medical schools. Ninety
percent of the items were considered to
represent knowledge appropriate for the
basic sciences, and 65 percent of the
items were determined to contain essen-
tial content (4)

Medical school faculty at the Univer-
sity of Minnesota participated in an in-
vestigation to assess the relationship be-
tween a NBME Part I examination and
the school’s basic science curriculum. The
results indicated a consistency of most of
the items from this one examination with
the curricular content. The reviewers ac-
cepted the content of the NBME exami-
nation as a standard by which to evaluate
their curniculum (5).

In this paper the author describes a
study in which the NBME Part I exami-
nation was reviewed in terms of its rela
tionship to the curniculum of Case West-
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ern Reserve University (CWRU) School
of Medicine and to the performance of
first- and second-year students there
CWRU students have been required to
take NBME Part [ and Part II examina-
tons since the introduction of interde-
partmental organ systems teaching in
1952 (6). Imually, students took Part I
at the completion of their basic science
activities in the third year and Part 11 at
the end of the fourth year. The faculty
wanted to determine whether the stu-
dents could qualify on a national cerufi-
cation examination created by an exter-
nal independent agency. Scores were re-
corded but were not used tfor promotion
or graduation decisions. With the curnc-
ular revision of 1968 came a change n
the use of the Part | examination. The
basic science curriculum was shortened
to two years, and the students were re-
quired to take Part I at the end of the
second year. Part [ served as the school’s
second-year comprehensive examination
and results were used to determine pro-
motion to the third year. This examina-
uon functioned as an internal evaluation
for promotion purposes in addition to an
external examination for certfication
purposes

In 1970 the NBME changed its policy
to permit students to take Part I at the
end of the first year (7). Between 1971
and 1974, 56 percent of the first-year
students who took Part I passed the ex-
amination. These students entered the
second year of medical school having
passed the comprehensive examination
without having expericnced the second-
vear curriculum. Since a considerable
number of first-vear students could pass
the Part I examination. its appropriate-
ness as a means of internal assessment
for the second year was questioned

This concern about the NBME Part
Cxamination as an evaluative mstru

resulted in a pilot study conducted b

03

the author in 1974, Eighteen faculty re-
viewers considered percent of the
items 1n the June 1973 NBME Part |
examination to be related to the second
year curriculum. Informaton sufficient
to answer 53 percent of the items was

provided in the second-year teaching. An

expanded study the next year was de
signed to answer the following questions

1. To what extent does the NBMI
Part 1 examination correspond o the
content of the first-year (Phase 1) and
the second-year (Phase 2) curriculum of
the CWRU School of Medicine”

2. To what extent does the teaching
in the Phase 1 and Phase 2 curnculum
provide information necessary (o answer
the ttems in the NBME Part I examina
tion”?

3. What is the level of performance of
first-year and second-year CWRU medi
cal students on all items reviewed?

Method

The seven subtests (anatomy, behavioral

sciences, biochemistry, micrabiol pa-

. pharmacology. and physiology )
of the June 1974 NBME Part | examina
uon were reviewed by 15 Phase 1 and 22
Phase 2 faculty members representing all
subject  committees  (interdisciplinary
teaching units) of the first two years
Each person judged every item as being
relevant or not relevant to the content of
his particular subject committee. I the
item was related to the subject commit-
tee’s content, the reyiewer indicated one
of the following

1. Whether information necessary 10
answer the item was taught in the subject
commuttee he represented

2. Whether information necessary 1o
r the ttem was not taught an his
ject commitiee
3. Whether the reviewer did not know

her information necessary Lo answer
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the item was taught in his subject com-
mittee.

The reviewers were requested to iden-
tify those items which they considered to
be ambiguous or trivial or had an incor-
reet answer indicated. Phase 2 faculty
members were also encouraged to specify
areas taught in their subject committee
which were not tested by this particular
NBME examination.

Individual faculty reviews were sum-
marized to generate a final judgment for
cach of the 988 items of the total test. If
al least one faculty member considered
the item to be relevant, it was categorized
as relevant. If at least one reviewer indi-
cated the relevant subject was taught
the 1tem was classified as being taught.
Each item was assigned to one of four
categories: not relevant, relevant and
taught. relevant and not taught. and rel-
evant and don’t know whether taught
Assignments were summarized for Phase
1 items, Phase 2 items, and combined
Phase 1 and Phase 2 items.

Examination performance of the 121
CWRU second-year students (class of
1976) and the 16 CWRU first-year stu-
dents (class of 1977) who had taken this
examination was obtained from the
NBME, which reported the percentage
of correct answers on each item for the
local groups and the national reference
zroup. Total test and subtest mean scores
obtained by first-year and second-year
students were caleulated for Phase | and
Phase 2 items assigned to the four cate-
gories, and comparisons were made be-
tween the first-year and second-vear stu-
dents’ performance .

Results

The number and percentage of total test
items which were assigned to each cate-
gory are reported in Table 1. Approai-
mately two-thirds of the items were re-
lated 1o the first-year curriculum and 83
percent were related to the second-year

Vor. 53, FeBruary 1978

material. Information necessary to an-
swer 51 percent of the items was taught
in the first year, and 60 percent of the
items could be answered based on In-
struction provided in the second year
Overlap occurred because of the nature
of organ systems teaching in which some
second-year material builds upon first-
year content. When the reviews of the
Phase 1 and Phase 2 faculty were com-
bined, approximately 97 percent of the
items were related to the content of one
or more Phase 1 or Phase 2 subject com-
mittees, and it was concluded that mate-
rial sufficient to answer 85 percent of the
items was included in the curriculum of
the first two years

The proportion of items in each of the
seven subtests which were related to the
content of Phase 1, Phase 2. and the
combined Phase | and Phase 2 curricu-
lum was determined and 1s summarized
in Table 2. More items were associated
with the Phase 2 subject committee con-
tent and were given curricular emphasis
The greatest representation was in physi-
ology, followed by pathology and anat-
omy, and the least was in microbiology

Phase 2 reviewers listed topics taught
i their subject committees which had
not been covered in the NBME exami-
nation. Among the identfied topics were
head and neck anatomy and neuroanat-
omy. child development and adult psy-
chopathology . valvular disorders, esoph-
ageal and intestinal motility and associ-
ated pathophysiology, and mechanisms
underlying development of acidosis 1
renal disease. The reviewers also desig-
nated those items which were ambiguous.
trivial, or of poor quality. Many of these
ttems identified by the CWRU faculty
were included in the 41 items deleted by
the NBME on the basis of the perform-
ance of the key validanon group. which
was a sample of the candidate reference
group. ltems which had a low percentage

correct value or a low discnmination in-
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TABLE 1

Categorization of 988 Items in the June 1974

NBME Part | Examination According to

Case Reserve L y Curricular
Phase |
No Per
Items not relevant 315
Items relevant and taught 501
Items relevant and not taught 118
Items relevant and don't know 54

* Phase | refers to the first-year curriculum
Phase 2 refers to the second-year curriculum
1 Phase 1 and Phase 2 refers 1o the first two years

by 37 Faculty Members

= Phase 2 Phase | and Phase 2¢
nt 7\.- N Percent
31 9 146 148 27 2.1
s07 S90 597 840 S50
119 243 40 121 12
55 9 09 u 0o

of the curriculum

TABLE 2

Distribution of June 1974 NBME Part | Subtest

Items Related to Each Subtest and Taught in the

CWRU Medical Curriculum

Subtest \uh\\\::x Il'\ln:m\ ‘\”
Anatomy 143 66
Behavioral sciences 135 1
Biochemistry 144 111
Microbiology 136 112
Pathology 146 55
Pharmacology 140 47
Physiology 144 109

* Phase 1 refers to the first-year curriculum
+ Phase 2 refers to the second-year curriculum
¥ Phase 1 and Phase 2 refers to the first two years

dex were reviewed by NBME personnel
and test committee chairmen, who then
decided whether the items would be
ehiminated

Mean scores were calculated for first-
and second-year student performance on
Phase 1 and Phase 2 items in the first
three categories listed in Table 1. A ¢
test for independent samples was used to
compare differences in mean scores of
first- and second-year students for items
in cach classification. The results of these
analyses are summarized in Table 3

Second-year students achieved statisti-
cally higher scores than first-year stu-
dents in three categones: items relevant
to the second-year content with teaching
provided 1n lh}; second vear. items rele-
vant to the first-year curniculum but not
taught in that year, and 1tems not rele-
vant to the .1\;\r vear curriculum. The

Phase 1* Phase 2t Phase 1 and Phase
Percent  No Percemt No. Percem
462 11 77.6 130 g
0.7 83 615 83 ol 4
77.1 64 444 130 o0
824 24 17.6 118 868
7 16 795 133 911
33.6 75 53.6 104 743
53 17 813 142 a8 6

of the curniculum

TABLE 3

Comparison of Performance of CWRU Second-
Year Students with CWRU First-Year Students
in Selected Item Categories

Phase | items
Not relevant i} 581
Relevant and taught S01 087
Relevant and not taught 18 253
Phase 2 items
Not relevant 146 0,64
Relevant and taught " ]
Relevant and not taught 41 041
cate higher scores for
tive £ test values indicale
at students

higher performance by the second-year
students in the second category could re-
flect curnicular emphasis 10 Phase 2, and
higher performance n the third category
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suggests items not related to Phase |
content could have been relevant to the
Phase 2 content.

Results of 7 test comparnisons indicated
that both first- and second-year students
obtained significantly higher scores on
items whose content was related to the
Phase 1 curriculum and taught than on
items whose content was related to the
Phase 1 curriculum and not taught (first-
year students. r = 747, p < 001; sec-
ond-year students, r = 4.58; p < .001).
Sccond-year students achieved  signifi-
cantly higher scores on Phase 2 related
and taught items than on Phase 2 related
and not taught ttems (¢ = 3.20, p <
01). There was no difference in the
mean scores of first-year students on
items related to Phase 2, with or without
teaching.

Discussion

Ihe information generated by the faculty
review of the NBME Part [ examination
revealed that much of what was asked
Was not taught in the second-year curric-
ulum and significant areas taught in
Phitse 2 were not tested by this mina-
ton. Yet the NBME Part | served as the
sceond-year comprehensive examination
This disparity between the content of the
NBME examination and the CWRU cur-
riculum influenced students 1o spend a
great deal of ume prepanng for the
NBME examination. und they were di-
verted from participating in the CWRU
curriculum dunng the tinal months of
the second year. Inasmuch as half of the
NBME items could be answered on the
basis of Phase | o I, as many as
one-fourth of the first-year students were
able to pass the second-year comprehen-
sive before they entered the second year

The results of this study were pre-
sented at a faculty-student colloquy in

i

i
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June 1975. Discussion and feedback gen-
erated by this meeting resulted in two
recommendations:

1. That the faculty no longer require
CWRU medical students to take the
NBME Part [ examination

2. That a required Phase 2 compre-
hensive examination be created by the
faculty to be administered at the comple-
tion of Phase 2

Following extensive discussions at two
October 1975 meetings, the general fac-
ulty voted to accept these recommenda-
tions, starting with the class of 1979

Conclusion

The review of the NBME Part I exami-
nation by the CWRU faculty had an
impact in decision-making and determi-
nation of school pohcy. Although the
NBME examinations had been required
for more than two decades, there had
been no systematic review of these ex-
aminations in relation to the CWRU cur-
riculum. As a consequence of this study,
the faculty recogmzed that the NBME
Part 1 examination was appropriate for
licensure but inappropriate for internal
student evaluation. The faculty decision
emphasized the fact that internal evalua-
tion of CWRU students is the responsi-
bility of the school's faculty and should
not be left 1o an outside agency.
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Measuring the Medical School

Learning Environment

Robert . Marshall

Abstract—Medical educators’ growing concern over the high level of student stress

has heen accompanied by a shift in their
stress s increasingly seen as a problem

conceptualization of the problem. Student
resulting from the individual’s interaction

with the learning environment and not as an indication of personal deficiency. This
shift has made evident the need for an instrument capable of assessing the significant
dimensions of the medical school learning environment. This report describes how
the Medical School Learning Environment Survey (MSLES) was developed to
measure aspects of the learning environment relevant to student stress. Results of
the first administration and plans for future projects using the surv ey are discussed.

Instruments assessing the learning envi-
ronment in medical schools have received
wcreased attention in the medical educa-
tion literature (1. 2). This interest has
been spurred by an altered conceptuah-
zation of the dynamics of student stress
and its impact on learning. Early invesu-
gations in this area grew out of the as-
sumptions of the medical model of men-
tal illness. With stress seen as an indica-
ton of a deficiency within the student,
the focus of research was to idenufy the
set of personality traits associated with
differential levels of experienced stress
This approach had one significant weak-
ness: by emphasizing individual differ-
ences in ability to cope with the demands
of medical education. the uniformity of
student dissatsfaction with the high level
of experienced stress was not addressed

Mz, Marshall is a research assistant in the De-
partment of Health Saiences Education. the Uny-
versity of Health Saences The Chicago Medica!
Sehool ;

More recent investigators of the prob-
lem (3, 4) have emphasized an ecosystem
approach which does not assume preex-
isting individual deficiencies 1o be the
cause of stress. Instead, attention has
shifted to the educational process as a
whole, that is, to the interactions be-
tween the students and their learning
environment. The ecosystem model 1m-
plies that stress can be due to deficiencies
within individuals, deficiencies within the
€nvironment, or interactions between in-
dividuals and the environment

At the Chicago Medical School stu-
dents reported dissatisfactions and prob-
lems f" adjustment with a frequency and
severity similar to those reported else-
where (5, 6). To plan appropriate inter-
ventons in the educational program and
to assess their impact, systematic mea-
surement of students’ perceptions of their
learning environment was necessary. The
Medical School Learming Environment
Survey (MSLES) was developed for this
purpose

o8
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Construction of the MSLES

Pace and Stern’s (7) work with the Col-
lege Charactenstics Index (CCI) laid the
foundation for later learning environ-
ment questionnaires. Hutchins (8) was
the first to adapt existing instruments to
the medical school context. Rothman's
(1) Learning Environment Questionnaire
(LEQ). one of the more recent cognitive/
affective climate instruments, provided a
partial basis for the MSLES. Four of the
MSLES’ seven scales were adapted from
the LEQ: Breadth of Interest. Student
Interaction, Orgamzation (goal direc-
tion), and Flexibility (authoritarianism)
Three new scales were developed from
discussions with students regarding their
areas of concern: Meaningful Learning
Experience, Emotional Chmate, and
Nurturance. A description of the compo-
sition of the scales follows

Meaningful Learning Experience— This
scale assesses the degree of perceived
relationship between the demands made
of students in courses and the knowledge
and skills perceived by students as impor-
tant in becoming a physician. In discus-
sions with the author about the difficul-
ties medical students have in coping with
the huge quantity of course work, stu-
dents pointed out that their problem was
not merely the volume of material. They
explained that it would be easier to de-
vote such large amounts of time to study-
ing if the matenal bore more relation to
their perceived needs as future physi-
cians. Two factors were idenufied that
would make the learming experience
more meaningful: a clearer relatonship
between basic science and chnical mate-
rial and a greater emphasis on utiizing
the higher cognitive processes, speafi-
cally, understanding concepts and princi-
ples and using problem-solving skills, for
example, gathering data to test hy-
potheses and arrive at conclusions

[}

The scale includes items such as
“Courses develop skills in formulating
and testir
clusions.™
ship between what they are studying and
the Kinds of situations they will meet
when they graduate.”

Emouonal Climate— This scale mea-
sures students’ affective responses 1o the
learning environment and includes items
such as: “The ecducational experience
tends to make students feel anxious

hypotheses and drawing con-
Students can see the relation

The literature on students’ experiences
in medical school indicated that students
often react to their medical training at a
basic feeling level It was important
therefore, that the MSLES not be hmited
to items that call for an intellectual as
sessment of the relauve strengths and
weaknesses of the educanonal program

Nurturance — The purpose of this scale
15 to determine the students’ perception
of the extent to which the school supports
its students by caring or providing assist
ance. A number of students felt that one
of the more significant aspects of the
learning environment was the degree 1o
which the faculty and admimstration
communicated concern for students. This
feature was seen as espectally important
because of the implications tor the man
ner in which students learn 1o express
support and concern for their patients
The Nurturance scale includes items such
as: “When giving criticism or answering
aquestion, faculty appear to be genuinely
interested in helping the student

As has been noted. the remaining
scales were adapted from the LEOQ

Breadth of Interest — This scale assesses
the degreec to which the environment
fosters interest and actvity in medicing
n the broadest sense and allows for inter-

ests outnde of mediane, for example,

‘Faculty emphasize the personal as well

as the technical aspects of health care
Student Interaction — These tems are
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intended to reveal the nature of student
peer-relations. for example. “Students
spend time assisting each other.™

Orgamzanon— This scale disuinguishes
between orgamized, purposetul, planned
acuvity and uncoordinated. disorganized.,
diffuse acuvity. tor example, “Students
are able to orgamize course material into
a cohesive whole.”

Flexibility — These items assess the pat-
tern of school control as it affects the
students’ learning experiences. The items
distinguish between flexible, changing,
open systems and closed. ngid, static
systems, for example, “Curricular and
administrative policies are inflexible .

ITEM SELECTION

There are 50 items on the MSLES. The
survey was Kept brief because medical
students place a premium on their free
time. It was expected that the sacnifice of
reliability associated with a shorter in-
strument would be compensated for by
s_ludcn(,\‘ mereased attention 10 a ques-
tonnaire that could be completed n a
relatively short ume .

Approximately one-third of the items
on the MSLES were new; one-third were
taken directly or adapted from the LEQ,
one-third were taken directly or adapted
from other instruments (7, 9-12) The
latter ttems were selected by the author
according 1o the following criteria: clar-
ity. absence of emotionally charged
words, and direct relevance to the medi-
cal school setting .

In order to reduce response set. about
one half of the items describe undesirable
charactenisties, for example, “Students’
anxiety hinders them from achieving up
1o their full potential ™ Three faculny
members from the Department of Health
Sciences Educaton at the Chicago Medi-
cal School independently rated the char-

actenstic described in each item as desir-
able (positive) or undesirable (negative).
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Items were included in the survey only if
the three faculty members’ ratings
agreed. The scores for negative items
were reversed when computing the scale
scores; thus, a “high” response to a neg-
ative item was made equivalent to a
“low™ response 10 a positive item

Some of the scales were seen as assess-
ing more complex institutional character-
istics than others; thus, the number of
items comprising each scale was not uni-
form. The range was from 10 items for
the Organization scale to 4 items for the
Breadth of Interest scale.

Since problems of adjustment to the
medical school learning environment are
more frequent and severe in the initial
years of medical training, the MSLES
was directed toward problems and con-
cerns typical of the basic science years.

RESPONSE FORMAT

As the MSLES was developed, attention
was given to avoiding the contamination
of responses by a “desirability halo ef-
fect ™ Mitchell (13) argued that students’
responses on environmental surveys are
often shaped 1o be consistent with their
global impressions of their school. He
suggested that one of the reasons for the
existence of a halo effect 1s that students
are asked to make judgments on the
basis of insufficicnt evidence. When stu-
dents tend to choose responses that are
most in accord with their general percep-
tion of the environment on the desirabil-
1ty continuum. the learning environment
Instrument 1s measuring only one dimen-
sion of the learning environment rather
than the set of dimensions that it was de-
signed 10 measure

To minimize this effect. a response
format was used for the MSLES that
departed from the typical disagree-agree
answers i two ways. First, a response
choice, “insufficient information,” was
offered. Second. instead of responding
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to statements along an agree-disagree
dimension, students were asked to indi-
cate the frequency with which they expe-
rienced the behavior or attitude in cach
item It was expected that by formulating
their responses in terms of frequency of
occurrence rather than in terms of
strength of opinion, the students might
be less influenced by underlying attitudes
toward the school. Students were given a
four-point scale from which to select their
response: seldom, occasionally, more-of-
ten-than-not, and very often

The second section of the MSLES pro-
vided the means to check for the presence
of a halo effect. In this section the stu-
dents rated the desirability of each item
from —2 to +2. A significant correlation
between “perceived frequency of occur-
rence’” and “desirability” suggests a ten-
dency to respond in terms of underlying
attitude toward the school. The correla-
tion may also be viewed as an indication
of the degree to which the school meets
the needs identified by students as being
most important.

Method

The study took place at the University of
Health Sciences/The Chicago Medical
School. Pilot work was conducted n
three allied health science programs
physical therapy. radiological science.
and medical technology. After the
MSLES was administered and scored.
discussions were held with students and
faculty in these programs. The results
were presented, and students and faculty
gave feedback on the vahdity and useful-
ness of the mstrument. These discussions
led to editorial changes n items that
were ambiguous and elimination of items
that did not tap a significant feature of
the learning environment. Then, toward
the end of the 1975-1976 school year,
the first-vear medical students filled out
the MSLES. Students not in attendance
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during the mitial adminstranon were
contacted by mail and asked 10 hill out
the questionnaire. In all. 93 students
returned the questionnaire  (approsi-
mately 75 percent of the class)

Results

Since this was the first administration of
the MSLES, various means ol determin-
ing reliability were used. The following
rehiability analyses refer to the percenved
frequency section of the MSLES

Cronbach's (14) alpha was used to
determine the internal consistency of the
whole survey and the seven individual
scales. Cronbach’s alpha is similar to the
Kuder-Richardson 20 except that it is
not hmited to dichotomous variables
The original form of the MSLES had 56
items. Six items had low item-scale cor-
relations and were dropped from the
survey. The reliability of the whole sur-
vey using the remaining S0 items was
92. The relability of the individual
scales ranged from 85 for Emotional
Climate to 70 for Breadth of Interest, a
scale consisting of only four items. Spht
half reliability was used as an additional
index of the degree to which the MSLES
was consistent in the response it evoked
within individuals, The Pearson product-
moment correlation (r) between a stu-
dent's mean score for all the even nems
and all the odd items was 86

Another indication of the reliability of
the MSLES was the degree of agreement
between two independent samples. The
sample of 93 students was randomly di-
vided in halt (on the basis of whether
their survey had been assigned an odd or
even number) creating two independent
samples. The mean for cach item was
computed separately for each group
Over the S0 items the correlation (r)
between the item mean for the odd sty
dents and the item mean for the even
students was 93, There also was consid-
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erable agreement between the responses
given on the first administration and the
responses 1o a second administration
given six months later to the succeeding
freshman class. The correlation (r) be-
tween the item means for the two admin-
istrations was .82,

SCALE MEANS

The scale means and standard deviations
are presented in Table 1. The relative
strengths and weaknesses in the learning
environment are reflected in the range of
scale means on the perceived frequency
section of the MSLES. The range was
from 1.9 (meaningful learning experi-
ence) to 2 8 (nurturance). The mean for
all S0 items was 2.3,

The homogeneity of the scale means
from the desirability section of the
MSLES is apparent in Table 1. The desir-
ability of the characteristics expressed in
the items comprising each scale was uni-
formly high. The range of desirability
scale means was from 1.3 1o 16, The
mean for all 50 1tems was 1.5 The cor-
relation hetween the perceived frequency
and desirability ratngs of each item was
not signiticant.

VALIDITY

Cronbach (14) states that the approach
used 1o assess @ test’s vahdity is hest
determined by the type of mference for
which the test will be used. The MSLES
was designed to delineate significant di-
menstons of the medical school learnming
cavironment. Content validity would,
therefore, appear to be an applicable
criterion; that is. “Do the items truly
sample the most salient features of the
learning environment?™

New items on the MSLES were added
10 response 1o issues randed by students
and faculty i informal discussions, and
the uniformly high desirability ratngs of
the seven scales confirmed that the tems
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tapped important dimensions of the
learning environment

The patterns of strengths and weak-
nesses produced by the MSLES paral-
leled reports in the literature of students’
experiences and concerns at other medi-
cal schools (3, 4). This similarity pro-
vided further evidence of the test’s con-
tent validity

The differences among the means of
the seven perceived frequency scales sup-
ported the argument that the students
are, in fact, responding to the content of
the individual items compnsing each
scale. The nonsignificant correlation be-
tween perceived frequency and desirabil-
ity also indicated that the students were
not merely responding in terms of a
global attitude or “halo effect.”

Finally, there were indications that the
MSLES was sensitive to differences
among educational programs. At the
time that the MSLES was administered
to students in the three allied health sci-
ences programs, one of the programs was
undergoing major changes. including a
change in its director. Another program,
in contrast, was known for the high qual-
1ty of its teaching, organization, and com-
mitment to students. The second pro-
gram scored higher than the first on all
seven scales. The mean on the whole test
for the first program was 2.6 compared
with 3.2 for the second program

Discussion

Baird (15) discussed various functions of
surveys which measure university envi-
ronments. He disunguished between in-
struments that vield general knowledge
and those used for input in a decision-
making process. Ultimately. the MSLES
will serve both functions. At this point
the instrument has been used only in an
imual attempt to describe the learning
environment within a medical school
The analyses from the first administration
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TABLE 1
Results of the First Administration of the Medical School Learning Environ-
ment Survey to 93 First-Year Students at the Chicago Medical School,
April 1976

Perceived Frequency® Desirability

Scale — 2 it

Mean SD Mean sD
Nurturance 28 LS 3s
Student interaction 26 13 a0
Organization 25 14 39
Flexibility 25 14 40
Emotional climate 23 16 35
Breadth of interest 20 57 1.5 42
Meamingful learning expenience 19 47 1.6 R}

* Scale: 4 = very often, 3 = more-often-than-not, 2 = occasionally, 1 = seldom
= very desirable, =1 = desirable, 0 = neutral, -1 = undesirable
=2 = very undesirable

le

indicated acceptable levels of reliability teristics not necessarily related to the
and validity. Repeated admimstrations  problem of student stress.

over the course of a school year will
yield further information about the sta-
bility of students’ perceptions. Compara-
tive data from other medical schools will
provide a greater understanding of the
significance of specific scale results and
allow for interpreting scale scores in
terms of strengths and weaknesses. The M., MorsE, P, K., Lisserr, R
MSLES s also suited for studies examin- A, DALLMAN, J. J.. and McDoNaLp, T
ing the relationship between satisfaction F. Use of the Learning Environment
with the learning environment and aca- Questionnaire  to Assess  Curricular
demic performance. With the accumula- tll‘;';‘-“" Jo Med, Fikae,, 48:840-845
tion of such knowledge, it will be appro- i ”‘“"m\ M. T xod Lner. C.Ni Prob-
priate 10 use the MSLES in an ongoing  lems and Concerns Among Medical Stu-
process of decision-making and evalua-

References

Rotuman, A. I, and Avoapt. F. The
Development of a Learming Environ-
ment: A Questionnaire for Use in Curric-
ulum Evaluation. J  Med  Educ,
1970

"~

dents, 1975.J. Med. Educ., 51:619-625,
tion. Students’ responses to the MSLES 1976 } "
should suggest possible interventions to Rosexsexo, P. P. Students' Perceptions
Py it The and Concerns during Their First Year in
improve the learning environment. The Medical School. /. Med. Educ., 46:211
impact of these interventions could then 218, 1971
be measured by subsequent administra- Apsett, C A Psychological Health of
tion of the MSLES Medical Students in Relation to the Med-
A final area for further development ::.le;:m:::l\';“‘,‘:ﬂu'“ el
of the instrument will Ill\}\l\g‘ expanding McGure. F. Peycho-Social Studies of
Its scope in two ways. First, items ad- Medical Students: A Critical Review. J
dressing the problems and concerns of Med. Fduc ., 41:425-445, 1966
the clinical years will be added. Second, 7~ Pack. C. R., and Steewn, E. G. An Ap
. % & Saamrnmant of Fevehios
Bealty A it tork il bece prosch to the Measurement of Pyche
2 logical Characteristics of College Envi
veyed to ascertain significant features of acats. ] e Povch, 407
the learning environment that are cur- 1958
rently omitted, espeaally those charac- 8 Hurciins, E. B. The AAMC Longituds-

IS

w

9-2




104 Journal of Medical Education

<

. Hatein, AL W,

. Proven, T

nal Study: Implicatons for Medical Edu-
cation. J. Med. Educ., 39:265-277,
1964

Student Instrucnonal Report. Princeton,
New Jersey: Educational Testing Serviee,
1971

and CroF1. D B. The
Organizational Climate of Schools. Chi-
cago. Midwest Administration Center,
The University of Chicago, 1963.

. and DRESSEL. P. Assessing
Academic Press. Improving Coll. Univ
Teaching, 21:93-97, Spring 1973.
Steece, J, House, E., and Kewins, T

5

. Mnchere, J. V

VoLr. 53. FEBrUARY 1978
An Instrument for
tional Climate Through Low Inference
Student Judgements. Am. Educ. Res. J.,
8:447-466. 1971

Assessing  Instruc-

The Influence of a De-
sirability Halo Effect on Ratings of Insti-
tutional Environment. J. Educ. Meas.,
10:195-203, 1973

CRONBACH. L. ] Essenuials of Psycholog-
ical Testing (Third edition). New York
Harper and Row, 1949

Bairp, L. L. The Functons of College
Environmental  Measures.  J. Educ

Meas., 8:83-86, Summer 1971

Participation of House Staff in Group Practice:
Experience at a Tertiary Care Center

Patrick S. Pasquariello, Jr., M.D., Mary D. Ames, M.D.,

and Herbert S. Lustig, M.D.

Abstract—In order to improve patient care, provide better teaching in an ambulatory
setting, and establish research opportunities for faculty statf, the medical clinic of
the Children’s Hospital of Philadelphia has been developed into a group practice
The entre house staff is involved in this project, and 1t appears that the endeavor
has resulted in improved patient care and house officers who are better prepared for
outpatient problems. Some of the difficulties are discussed.

The Medicare and Medicaid amendments
to the Social Security Act provided for
increased services to the medically indi-
gent. This imposed an obligation on
training programs to maintain the man-
dated services for the designated benefi-
ciaries. The implications of this legisla-
tion were such that teaching institutions
had to reevaluate their ambulatory ser-
vices so that comprehensive medical care
could be provided to the community. At
the same time proper teaching for house
staff and educational research opportun-
1ues for faculty had to be ensured.

The administrators of the teaching pro-
gram of the Children’s Hospital of Phila-
delphia designed an outpanent clinic as
part of a group practice. It 1s anticipated
that through the chinic the hospital can

Dr. Pasquariello s associate professor of peds
atncs at the Children's Hospital of Philadelphia
Dr. Ames is director of ambulatary service
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provide comprehensive medical care for
the community. improved outpatient
training of house staff, and a source of
research material for the faculty. This
appears to be the first instance of an
entire house staff being included in such
a project, although 1n various programs
throughout the country individual house
staff members have been included in
group situations (1-3)

Since the inception of the group prac
tice concept at the Children’s Hospital
July 1973, the house staff of 60 doctors
has been divided into five groups, desig-
nated “A™ for Monday through “E™ for
Friday. Each group includes house offi-
cers of each pediatric tramning level (lirst
year of traiming [PL-1] through the third
vear [PL-3]) and has an administrative
staff. The house officers are assigned 1o
and remain in the same group unul com-
pletion of thewr tramming period at the
Children’s Hospital
attends the medical chinic on the same
afternoon of the week throughout the
fraiming program and so can
cate to his patients when he is available
This enhances continuity of care

The house officer

sily indi
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Administrative Staff

The adi ratve staff consists of a
group leader who is a geographic full-
time staff member of the Children’s Hos-
pital involved in the general practice of
pediatrics, pediatricians in the general
practice of pediatrics in the community.
and a quahfied child psychiatrist. A social
worker 1s available at all times. Nursing
and sceretarial staff serve all the groups

The group leader’s responsibilities in-
clude the supervision of the overall care
of the patients in the group, consultation
for the house officers, direction of the
conference prior to each chinic, and man-
agement of logistical and administrative
problems. Each chart is audited by the
group leader or his representative. and
difficult cases are discussed with individ-
ual house officers.

Group leaders meet cach month to
discuss inpatient and outpatient services
and to exchange ideas for providing bet-
ter patient care. In addition. they coor-
dinate the evaluations of house staff per-
formances that are made periodically by
the attending staff physicians. These re-
sults are subsequently discussed with in-
dividual house officers.

The community pediatricians attend
the conference prior to cach clinic and
discuss their experience in handling office
situations. They are avalable for consul-
tation to the house staff during the clinic
and provide direct patient services when
there 1s a patient overflow .

The psyehiatrist is a participant in the
pediatric-haison project of the Children's
Hospital and the  Philadelphia Child
Guidance Clinic (4). He provides an op-
portumty tor on-the-spot consultation re-
garding the emouonal and psychological
aspects of disease: in additon, he teaches
the house officers interviewing  tech-
niques and methods of intervening in

sttuations that might produce an emo-
tionally unstable family constellation He
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is available to the members of the group
by telephone for problematic situations
that might arise at times other than clinic
hours.

The psychiat:
ucational program by using videotaping
and direct observational techniques. Two
office visit sessions are recorded for each
house officer of the PL-1 level. The first
occurs during the early months of his
training period and the second approxi-
mately six months later. On each occa-
sion the videotape is reviewed by the
group leader, the psychiatnist, and the
house officer. Suggestions and comments
are made regarding interviewing tech-
niques and physical examination skills
The two sessions are compared. and the
house officer’s progress is determined
The initial response of the new house
officers to the videotaping sessions is
often one of uncertainty and suspicion.
but these feelings are usually altered at
the time of the discussion of the case.
The second videotaping session is often
recorded with zeal and confidence. The
house officers have learned to appreciate
this teaching technique and will often ask
1o have a difficult case recorded so that
1t might be more thoroughly discussed
with the staff. These results are in accord-
ance with those found by Stoeckle and
colleagues (5). The second-year house
officers also are instructed by the psychi-
atrist. He visits each house officer’s office
as a silent observer in order to criticize
constructively the house officer’s inter-
viewing techniques after the session has
concluded. These observational visits are
made at least twice during the year

t contributes to the ed-

House Officer Staff

The house officer staff consists of mem-
bers of each training level. When a house
officer’s group is serving in the clinic, his
prime responsibility is to the clinic and
not the service to which he is assigned
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The PL-1 officers assume responsibility
for the medical care of the patients of
those house officers in their group who
left the institution the year before, thus
providing patients with group continuity
although the physician himself changes.
In most instances this assures that the
patient is cared for by the same physician
for a maximum of three years. The PL-1
physician 1s also assigned well babies,
preferably six weeks of age, and patients
for follow-up from the inpatient services
and emergency room. Patients with diag-
nostic problems are assigned as well as
those requiring preoperative. school, and
routine yearly examinations. Return pa-
tients are scheduled at 30-minute inter-
vals, and new patients are allotted one
hour. A maximum of six pauents are
scheduled by the appointment clerks un-
less the house officer makes special ar-
rangements

The PL-2 house officers are also as-
signed to well babies but are given more
difficult and complex medical and emo-
tional cases. One hour is allotted for
patients with these complicated prob-
lems, and the house officers are encour-
aged to use several visits to complete the
patient workup in order to uulize their
time efficiently and to see their full
schedule of patients. Usually seven pa-
uents are scheduled for these house offi-
cers during cach clinic session unless pre-
Vvious arrangements are made to see more
patients at the discretion of the house
officer. Follow-up patients from inpatient
units which require the service of more
expenenced physicians (for example, n-
tensive care units and the clinical re-
search center) also contribute to the PIL-
2 physician’s patient complement

PL-3 physicians are assistant chief res-
idents who are responsible for the super
vision of patient units and those house
otficers who are parucipants in the am-
bulatory tellowship program. This level

physician s given eight of the most com-
plicated medical and emotional cases
cach chinic session. When these house
officers are on inpatient services, they
are not given the full complement of
patients since the demands of supervising
these units often interfere with the ade-
quate evaluation of problematic situa-
tions. The PL-3 physicians also act as
consultants to the PL-1 and PL-2 house
officers

Each group (“A" to “E") is composed
of approximately 12 house officers, most
of whom are on the PL-1 and PL-2 levels
The hmited number of patients seen by
cach house officer during chnic sessions
reduces the emphasis on service and al-
lows more time to be devoted to teach-
ing. Formerly. the service function ook
precedence over teaching, and as a result
the clinic provided a less than optimal
learning expenience

The house officer occupies the same
office each week. This 15 found 10 he
necessary since patients and parents scem
to idenufy their doctor by the particular
office he occupies. His name 18 placed
both at the head of the corridor in which
his office 15 located and on the door of
his office. Each office has the standard
cquipment and supplies. Fach corndor
has a treatment room and a supply room
where immunizations and other needed
materials are kept. A small laboratory 1s
available for the use of those in chinic

Patient Population

The patient population of the group prac
uces is derived from many sources. Pa
tents admitted (o the hospital on inpa-
tient services who were not previously
members of one of the group practices
become members of the group practice
of the house officer 1o which the patient
1s assigned. The medical ma
this patient is the direct responsibility of
that house officer’s group leader. When
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patients who are members of a particular
group are admitted to the inpatient ser-
vices, they are treated by a house officer
of that group. When this is not possible.
the house officer who follows the patient
regularly in clinic is notified. and he
maintains contact with the patient and
his parents during the hospital stay. Ar-
rangements for posthospitalization care
is then made with that house officer.
Well babies are referred from the nur-
series of hospitals affiliated with the Uni-
versity of Pennsylvania School of Medi-
cine, neighborhood clinics refer patients
with medical problems, and local schools
refer children with learning disorders. In
addition, community physicians refer pa-
tients with complex problems for consul-
tation. In these instances the house offi-
cer contacts the referring physician by
telephone and then follows up with a full
written report.

Each patient 1s issued a plastic identi-
fication card indicating the group’s iden-
titying letter. Parents are encouraged to
remember the name of their child's doc-
tor and request that he be called if the
patient is brought to the emergency room
with an acute illness. If this physician is
available, he will take care of the child.
If this is not possible. the pauent s
treated; and follow-up is arranged with
the patient’s own house officer during
his ¢hinic session

Parents of the patients are instructed
to telephone their child's physician dur-
ing the regularly scheduled chinic for re-
sults of laboratory studies and progress
reports. They are also urged to call their
physician for any acute illness or any
concerns that may arise during the re-
mainder of the week. If a specific physi-
cian is not available, calls are referred to
the house officer on duty in the emer-
gency room. Telephone contact with the
child’s physician often proves adequate
to handle simple situanons. thus clim-
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nating multiple unnecessary clinic and
emergency room visits.

Since the group practice concept was a
new one in the community, there was a
period of poor acceptance. This was evi-
denced by an attendance rate of 35 per-
cent of those who actually kept their
clinic appointments. At the end of four
years this figure had increased to 68
percent.

The patient population provides useful
material for educational research projects
conducted by members of the faculty,
such as the Lead Poisoning Prevention
Program and the Sickle Cell Screening
Program.

¢ Itation and Confi

Consultation by subspecialists are usually
obtained during the tume of the clinic
visit. This has two advantages: first, the
patient does not have to return weeks
later for a specialty chinic visit; second,
the consulting physician provides the
house officer with a first-hand learning
experience. In instances in which consul-
tation is not possible during the clinic
Visit, appointments are made for the spe-
cialty climic, and the house officer whose
patient requires consultation 1s encour-
aged to attend this clinic with his patient.
Specialty chinics are held dunng the
morning so as not to interfere with the
afternoon clinic session set aside for each
group

Group conferences are held prior to
cach afternoon group clinic to discuss
difficult cases. topics that are not usually
encountered or stressed duning inpatient
teaching programs. or the management
of disorders that require outpatient care.
Each conference session has a prear-
ranged topic so that a hvely discussion 1s
facilitated. The pediatricians engaged in
private practice are especially helpful in
these sesstons. and the child psychiatnist
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flavors the discussions with his views and
suggestions

Discussions and Conclusions

When the group practice concept was
instituted at the Children’s Hospital of
Philadelphia, 1t was necessary to alter
the poor image that was synonymous
with “medical chinic.” Formerly, the
chinic rotation had been frustrating to
house officers because of the low propor-
tion of patients who kept appointments
the large number to be scen, and the
absence of continuity of care. There was
little teaching. and supervision of house
officers was often relegated to junior staff
physicians, many of whom were part-time
practicing physicians. Similarly, those re-
sponsible for the organization of the am-
bulatory pediatric training programs had
found them to be tedious and unreward-
ing.

In order to create interest and enthusi-
asm 1n the group practice, the following
changes were instituted. The group lead-
ers were chosen from the full-time senior
staff whose major interest was in the
ficld of general pediatrics. These physi-
cians are present within the hospital con-
fines during most of the day and thus can
be available to members of the group at
all times for discussion and consultation
of inpatient and outpauent cases

As has been noted. it was felt that the
medical chnic should be considered a
teaching experience rather than one
which solely provided services, therefore
the number of patients to be seen during
cach clinic was himited. This produced a
serious backlog of clinic appointments
for new patients and those returning for
follow-up visits. To alleviate this situs-
uon, another group (Group 6) was
formed. This group 1s composed of
trained pediatricians who are hired on a
part-time basis to provide complete and
comprehensive care for the patients they

service and who are compensated on a
fee-for-service basis

Another source of concern was the
reluctance on the part of the house officer
to leave his pnmary service in order to
attend the clinic. Now it is stressed that
when the group clinic is in session, it has
priority over all other duties, and the
care of the patients on other services 1s
the responsibility of the other house offi-
cers assigned there. Rotations are deter-
mined by computer methods so that usu-
ally no more than one member of a group
15 assigned to a particular service at any
one time. On the rare occasion that two
group members are on the same service
and attend the chinic at the same time,
they alternate in the clinic every other
week. House officers assigned to cnitical
arcas such as nconatal intensive care
units or newborn nurseries are not ex-
cused trom the chnic, and the other house
officers on those servic

s are responsible
for medical coverage there

The group practice concept has gener-
ated enthusiasm among the house staff

An  esprit-de-corps  has  developed
among members of each group which has
resulted i bener trained house officers
and improved patient care

By providing continuity of care, house
officers have been exposed 1o a varicly
of sitwanons which are difficult o man-
age: but the availability of consultative
assistance allows them to sort out and
solve these problems (6). Continuity of
care also enables the house officer to be
better acquainted with the dynamics of
the families of his patents. It has been
shown that a physician is less likely 10
hospitahize a child if he is confident that
the parents can handle a particular prob
lem. This benefits the system. the child
and the family

In addition, continuity of care permits
the parents and child to idenufy with a
speafic physician. Objections have been
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raised that short periods of continuity of
care are not valuable; but the availability
of the same group physician to a particu-
Jar family over a period of one to three
years represents a significant contrast to
the episodic. fragmented, and impersonal
care received by patients prior to the
establishment of the group system

Practicing pediatricians continually en-
counter complex and difficult medical
and emotional situations. They fre-
quently are frustrated by their inability
to coordinate the care of an especially
difficult problem or frequent referral to
secondary or tertiary care centers. It is
expected that exposing house staff mem-
bers to various medical and emouonal
problems, both actually and hypotheti-
cally, will teach them how to manage
these problems. If the frustration level of
practicing  physicians can be lowered,
there may be a decrease in the excessive
number of US. physicians leaving the
practice of medicine.
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Medical Students’ Orientation

Toward the Chruni('all_v 111

Nancy G. Kutner, Ph.D.

Abstract —Medical students receive little

chronically ill persons, and physicians, therefore, tend to ha

alternative long-term care arrangements

training specifically directed toward care of
¢ httle knowledge of
Morcover, the negative attitudes toward

chronic patients which were observed by Becker in the 1950s sull seem prevalent

among medical students. Little interest
which focus on the chronically ill or

is expressed by medical students in fields
d. Restructuring of medical education is

necessary in order to promote more concern among physicians with the needs of the

chronically ill.

Physician ambivalence with respect to
treating chronically ill patients was iden-
tified by sociologist Robert Merton (1)
20 years ago. According to Merton, an
“ideal norm™ of the medical profession
1s that physicians should not prefer one
type of patient over another, but the
“real norm™ 1s that the most rewarding
experience for the physician is the effec-
tive solution of a patient’s health prob-
lems —resulting in physician preference
for patients who respond well to thera-
peutic efforts. Because of the dramatic
shift since 1900 in the nature of major
disease categories m our society, how-
ever, this preference among physicians
creates a

serious health problem

In 1900 the major discases were pri-
marily infectious, for example, influenza.
pneumonia, and tuberculosis: but by the
1970s, and even as early as 1940, the
major diseases were chronic or nominfec-
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tious, for example, heart disease, cancer,
and stroke. Chronic health problems now
affect a large segment of the US. popu-
lation. The National Center for Health
Statistics (2) estimates that there are cur
rently more than one milhon beds n
skilled nursing homes and extended care
facilities, and an additional 26 million
noninstitutionalized persons suffer some
limitation of activity due to chronic dis
ease or impairment

Increased longevity of persons with
chronic health problems. n addition to a
growing proportion of elderly population
in the United States. requires evaluation
of alternative systems of long-term care
and the active interest of the medical
professional n such evaluation. How-
ever, physicians themselves have ac-
knowledged that “most practicing phys
cians have hittle experience with the range
and types of possible long-term care set
ungs, including the type of services that
may be available 1o assist a person 1o
remain in his own home™ (3) There are
not enough physicians specifically trained
to deal with the needs of chronscally sl

111
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persons, and persons receiving care fre-
quently are not appropriately placed so
they will receive the type of care they
really need.

An even more basic problem 1s an
ambivalent or even negative attitude on
the part of physicians toward chronically
ill and elderly patients. This attitude
seems to be acquired as part of the so-
cialization experience of students in med-
ical school. judging from Becker's (4)
classic study. a medical student’s journal
of his clinical rotation experiences (3).
and observations by the author during
interviews conducted in 1975-76 with
students enrolled in Georgia's two medi-
cal schools. Negative attitudes toward
the chronically 1ll have been observed
among interns (6) as well as among un-
dergraduate medical students. In addi-
tion, it has been suggested (7) that phy-
siclans’ reluctance to get too involved
with the field of genatries. and their
preference for treating younger people
for whom “happy™ outcomes can be pro-
jected, “is really rooted in the denial of
their own aging.” Such attitudes further
contribute to physicians’ reluctance to
take an actve role in the provision of
long-term care needed by the chronically
il and aged.

Students’ Specialty Interests

Beeker's (4) observations of medical stu-
dents at the University of Kansas School
of Medicine in the mid-1950s suggested
that student attitudes toward patients
were largely drawn from two sources.
The first source Becker termed “student
culture™ (perspectives developed by stu-
dents which helped them cope with their
particular status in medical school): the
second source he termed “medical cul-
ture” (ideas which are part of the gencral
culture of the medical world). Some atti-
tudes described by Becker deal specin-
cally with the chronically il patient.
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sometimes referred to as a “crock™ by
the students he studied. Physicians’ pref-
erences for dealing with acute, as op-
posed to chronic, health problems were
viewed by Becker (4) as a widely shared
facet of medical culture: “where the phy-
sician’s work does not afford (at least in
some symbolic sense) the possibility of
saving a life or restoring health through
skillful practice or losing them through
ineptness, the physician himself lacks
some of the essence of physicianhood.
This perspective furnishes a basis
for classifying and evaluating pauents;
those patients who can be cured are
better than those who cannot.” A related
idea drawn from student culture was the
distinction between the acute stage of
illness as “interesting” and educatonal
for students and the long convalescent
stage which gencerally “*produces no new
increments of information or clinical ex-
perience” (4)

Another  widely shared sentiment
which seemed to be drawn from medical
culture was distaste for patients who were
judged to be directly responsible for their
own illness; students may “feel little sym-
pathy for paticnts who become diseased
as a consequence of their own actions or
neglect™ and may “think that patients
who do not follow medical advice more
or less deserve what they get” (4)

These atutudes toward chromically ill
patients are apparently sull a part of the
value system absorbed by students in
medical school. As noted earlier, during
academic year 1975-76 the author di-
rected a study of medical student careers;
subjects were 338 students enrolled in
Georgia’s two medical schools, Emory
University School of Medicine and the
Medical College of Georgia. Equal num-
bers of women and men were included in
the study Because of the investigators
particular interest in female medical stu-
dent careers, an effort was made to con-
tact every woman currently enroiled in

The Chronically 1ll| Kutner

the two medical schools; and an equal
number of men were randomly selected
Personal interviews were conducted by
the author and two research assistants
with the majority of subjects; 80 first-
year students, who had only been ex-
posed to medical school for four months,
completed a self-administered question-
naire which was adapted from the inter-
view schedule and requested similar in-
formation

Dislike of patients with chronic prob-
lems requiring long-term, follow-up care
was frequently mentioned by Georgia
medical students as a negative aspect of
specializing in internal medicine or family
practice —despite the marked popularity
of these two fields at both medical
schools. Some students had seriously
considered entering internal medicine or
family practice but deaided against these
fields because of the frustration of not
being able to cure patients and because
of the long-term care required. Instead,
these students chose fields such as pedi-
atrics in which you can work with happy
patients; surgery, in which you can “fix
something”™ and make patients well; or
anesthesiology. in which patient care 1s
short term. Even students who decided
to specialize in internal medicine admit-
ted that the mability to cure and the
chronic nature of many of the discases
with which the physician must deal had
discouraged them from choosing that
field, and it was clear that they were not
looking forward to this aspect of their fu-
ture practice.

An additional parallel to Becker's
study was the finding that chronically il
patients were frequently viewed by med-
ical students as largely responsible for
their health problems and likely to be
poor compliers with the physician’s direc-
tions and advice. People who “abuse
their bodies™ by such behavior as eating
too much, smoking toa much. or drinking
too much were negatively viewed; more-
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over, such people were expected to go
out and do the same things again after
being treated by the physician. By con-
trast, children were regarded by many
students as much more mnocent and ac-
ceptable patients.  Students  who  ex-
pressed this view were. understandably,
strongly drawn to pediatrices as a field n
which to specialize

Of the students sampled at the two
medical schools in Georgia who had
made a definite selection of an area in
which to specialize (primanly fourth-year
students), none had selected a field such
as physical medicine, genatries, theuma-
tology. or nephrology which focuses on
chronic health problems requiring long-
term care

Students were asked, at the beginning
of the interview or questionnaire. to in
dicate n order of interest the four spe-
cialties in which they were most inter-
ested in terms of their career in medicine
Among the 338 students sampled at the
two schools, three mentioned rheumatol-
ogy. two mentwoned physical medicine,
two mentioned geriatrics, and one men-
tioned nephrology as specialties in which
they were interested. These four special-
ties were 10 no case the student’s first
nterest, however. For the two students
interested in genatries (a first-year man
and a fourth-year woman), this field was
their second area of interest after internal
medicine. There is a good possibility that
the two students iterested in genatrics
will devote considerable time to caning
for genatric patients, since they viewed
both geriatries and internal medicine as
involving heavy patient contact and ex
posure to a wide vanety of problems and
diagnostic challenges There also seemed
to be & good possibility that a first-year
woman interested in physical medicine
might specialize in this area, since she
named physical medicine as her second

rea of n

1 and also indicated that

she was 1 :d with the use of “o
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feedback™ in rehabilitation because of its
emphasis on patient “self-help.” For the
five remaining students, however. the
possibility of their practicing in the fields
of physical medicine, rheumatology, or
nephrology seemed rather remote, de-
spite their expressed interest in these
areas.

Internal medicine (straight medicine
excluding subspecialties such as cardiol-
ogy or neurology) and family practice
were named by 40 to 50 percent of the
students sampled at both schools as their
preferred fields of speciahzation. Rea-
sons for these preferences clearly did not
include the prospect of working with
chronically ill persons. When asked to
indicate what features of their preferred
specialty most attracted them, students
leaning toward internal medicine were
most likely to cite the challenge of diag-
nosis. Students drawn to family practice
were intrigued with the possibility of total
patient care and of working with whole
family systems.

Ward experiences during the student’s
clinical years no doubt reinforce the val-
ues to which students are exposed in
both the medical and student cultures.
John MacNab, writing under a pseu-
donym about his experiences as a third-
year medical student, described his rota-
tion through internal medicine (5). Like
a number of the Georgia medical stu-
dents interviewed, MacNab was increas-
ingly demaralized by the amount of re-
petitive “seut work™ and especially by
the seeming futility of his ¢fforts to help
ald people who had a “catalogue of af-
tlictions™ and people who “eat 100 much.
drink oo much, smoke too much. and
exeraise oo hittle.” He concluded that
“most admissions demand @ lot of work
with very little teaching in return,” and
in short, “it looks as if this field has
fewer satisfactions than most others™ (5)
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Modifying Students’ Attitudes

It 1s possible that certain restructuring of
medical education could bring about a
more positive orientation among students
toward treatment of the chronically 1ll.
Early in this century medical teaching
and practice became dominated by the
so-called “‘Flexnerian model,” which
stresses knowledge of the sciences basic
to medicine and much attention to labor-
atory and diagnostic procedures (8. 9)
This is still believed to be a sound model,
and many medical advances are attrib-
uted to it. At the same time the Flexner-
1an model of medical education. which
continues to prevail i U.S. medical
schools, has been cnticized for producing
physicians “more concerned with disease
than with patients, more with medical
cure than with health care” (8). This
kind of orientation among physicians is
not compatible with the needs of chroni-
cally ill patients.

One way in which physicians could
more adequately meet the needs of many
chronically ill patients would be to utilize
at-home patient care. Increasing atten-
tion has been given in recent years to the
possibility of caring for chronically il
persons in their own homes. It is argued
that an estimated 15 to 35 per cent of
the elderly who are currently in institu-
tions such as nursing homes could more
appropriately be cared for at home
Home care ideally would allow the pa-
tient to remain in a supportive environ-
ment: it would also be less expensive and
would avoid the disfuncuonal physical
and psychological consequences attrib-
uted to excessive care

Current underutilization of the home
care alternative is largely aunburable to
physicians’ lack of education about 1t
Home care consists of services provided
by a team of medical and paramedical
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personnel, and there is consensus in the
medical literature on the value of a team
approach to the needs of patients with
chronic health problems. The physician
can utilize input from paramedical per-
sonnel to identify factors (for example,
home environment) affecting the course
of a patient’s illness. However, as Schu-
man and Willard (10) note, “‘unfortu-
nately, the role of the nurse, the social
worker, or the physician associate as a
‘laboratory” for confirming clinical obser-
vauons and as partners in treatment has
not been taught in most medical
schools.” A multidisciplinary team, by
supplying different kinds of relevant
data, can provide insight into different
aspects of the patient and his illness
And it 1s possible, according to Schuman
and Willard (10), that ““the physician will
be rewarded by finding challenging prob-
lems concerning prognosis that will in-
crease his interest in chronically 1ll and
clderly patients.”” As Miller (9) notes,
however, “the present-day diagnosis-ori-
ented physician too often has neither
the inclination nor the training to be
involved 1n the complicated team-ori-
ented treatment program for his patient.’

There 1s little indication that our sys-
tem of medical education has as vet be-
gun to turn significant attention to pro-
ducing a greater number of “‘manag
ment-oriented.” as opposed to diagnosis-
oriented. physicians. Because a large
proportion of the chronically ill are el-
derly persons, some ferment. “although
extremely  limited,”  currently  exists

within the medical community on behalf
of introducing genatric medicine into
medical education curricula (11). Robert
N. Butler, director of the Nanonal Inst-
tute on Aging, in 1976 smid he believed
that medical schools should offer a re
quired course in introductory geriatric
medicine. supplemented by practicums.

115

workshops. and clinics (11). Training
programs involving undergraduate medi-
cal students would have the potential of
shaping atttudes toward, and developing
expertise in, treatment of chronic illness
and genatric problems carly in physician
careers. At the present nme only 32 out
of 114 medical schools in the United
States offer genatrics as an elective, and
none makes it a requirement for students
Moreover, as Michelmore (7) has said,
few formalized programs exist i this
country “where a physician can receive
post-graduate traiming in genatne medi-
cine as well as in the community and
institutional aspect of this special field.”

Judging from medical students’ atti-
tudes toward chronically 1l patents de-
scribed by Becker (4) and evidenced by
medical students in Georgia n 1975-76,
1t 1s important that student-physicians
have the opportunity to perceive rewards
in the treatment of patients who require
long-term care. Physicians who are dedi-
cated to fields such as rehabilitation med-
icine or gernatric medicine agree that
rewards are involved, although these are
much different from the “immediate re-
sults™ which can be attamed in an arca
such as surgery or emergency room med-
icine. Miller (9) maintains that “it s a
rewarding expernience for a physician to
operate as the steward of a treatment
program i behalf of a chronically il
patient. during exacerbations with their
resultant increase in disability, through
treatment in the general hospital, then in
the extended care facility, and eventually
in the patient’s own home

An intensive study of 27 fourth-year
medical students ar Case Western Re
serve University (12) indicated that al-
though students held unfavorable expec
tations rding the chronically ill, their
tual experience showed they could
learn and could find personal satisfaction
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by treating such patients. Because of the
demands on medical students’ time. it
would be impossible for them to follow
fully the progress of a chronically ill
patient and thereby have the rewarding
experience described by Miller (9). If.
however. the student were able to play a
part in the return of a patient to his own
home, helping to plan for and evaluate
the maintenance —even for a short period
of time —of the patient in that setting, 1t
is possible that the student would develop
a desire to continue to play a role in
effecting such an outcome for the chron-
ically ill. Such an experience should serve
to make more understandable the con-
cepts of “whole patient medicine™ and
“‘comprehensive care.” which sound ap-
pealing but often may secem to lack em-
pinical referents.

Medical students have only a short

period of time in which to be exposed to
various  specialties  of medicine, each
highly developed in atself. The students
view their rotations during the clinical
years as furnishing opportunities to see
how their own personalities and interests
mesh with the demands and activities
involved i each of the fields. Some stu-
dents are reinforced n their original in-
clinations, while others are surprised to
find that a specialty does not entail what
they had expected. Role madels provided
by the particular medical school can play
an amportant part in student reactions to
particular specialty areas (13). Between
40 to S0 percent of the students at both
medical schools in Georgia who partici-
pated in the author’s study cited interac-
tions with faculty as having been a posi-
tive influence on their specialty prefer-
ences. Students can be significantly influ-
enced by the way that a specalty 18 “pre-
sented™ within their medical school: thus,
much p 1 for co i g posi-
tive onentations toward the treatment of
chronic ilness does exist
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Conclusion

Despite evidence of increased interest
among medical students in entering the
field of family practice or family medicine
(9, 14), with its emphasis on treating the
whole family as an interrelated system
and in truly delivering primary care by
dealing with the needs of the whole per-
son, concern for the needs of the chroni-
cally 1ll and aged sull seems to be largely
absent in medical school. The author’s
recent interviews with students indicated
that the challenge of diagnosis remains
one of the strongest attractions for the
large number of students drawn toward
mnternal medicine, and marked dislike
was expressed for the “unhappy.” that
15, chronically ill patients they expected
to encounter as internists. Little interest
was expressed in fields such as genatrics
or physical medicine. All of this suggests
that the care of chronic patients will
continue to be largely left to physicians
who have no special training or motiva-
tion to deal with their needs unless some
needed restructuring of medical educa-
tion curricula occurs.

A 1973 conference (15) specifically
addressed the issue of teaching about
chronic illness and aging, examining the
potential for such teaching inherent in
such contexts as the nursing home, the
chronic discase hospital, and home care
setings. Regardless of context, however,
1t was agreed that successful teaching pro-
grams must be able to overcome the
problems of cultural/gencrational gap be-
tween medical students and older pa-
tients and the frequent lack of encourag-
ing role models for students among their
own medical school faculties

Medical students are generally taught
to think n terms of a single dmgn;v\h
(11). If problems of the chronically ill
and aged were presented in terms of
multiple  diagnosis,  student-physicians
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might perceive more challenge in work-
ing with such patients. One physician
(11) has also pointed out that any area
of medicine is likely to acquire an un-
happy connotation if the majority of
cases encountered involve chronic prob-
lems. For example, pediatrics would have
a much different image “if the only ex-
perience that the medical student had
was treating mentally retarded children
or physically ill children ™ Lack of profes-
sional rewards perceived in working with
geriatric patients is probably accentuated
by the fact that medical students have
little opportunity to see the health and
strengths of older people; there are no
preventive checks or penodic checkups
under Medicare. Similarly, students sel-
dom are involved in the successful return
of a chronically ill patient to his own
home and community and in planning
for the maintenance of the pauent in
that setting

It 1s possible that a more holistic ap-
proach to teaching about chronic illness
would be effective; if students could have
a positive experience in treating chroni-
cally ill children. toward whom their mi-
tial attitude is more likely to be positive .
perhaps the students would then develop
more positive attitudes toward the care
of chronically i1l adults and the elderly
And as onc physician has argued (15)
“if we can somehow, in a respectable
tashion. impress upon him that it is n-
deed his responsibility as a healer —the
medical student is very emotional about

being a healer—that his responsibility
includes the healing or the care for the
chromcally ill, I think we will have done
a great deal. We don’t do this in a regular
fashion

It 1s true that development of health
care professionals other than physicians
within the context of an improved system
of health care delivery, may go far in
relieving the current unavailability of
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care for the chronically ill. For example
nurses, based on ther daily, itensive
interactions with patients, may be best
able to judge when a hospitahzed patent
is ready for home care. And there are
recent accounts of the effectiveness of
physician’s assistants in providing long-
term care (16, 17). It 1s the physician,
however, who retains ultimate responsi
bility for the patient’s outcome, and other
health care professionals are not hikely 1o
be anxious to assume this responsibility
themselves. Generating among as many
medical students as possible increased
and sustained interest in chronic illness
and in the comprehensive care required
by such illness should become one of the
most important objectives of medical ed-
ucation
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The Nurse Practitioner as a Teacher
Of Physical Examination Skills

Paula L. Stillman, M .D., Josephine Gibson, Daniel Levinson, M.D.,
Jane Ruggill, and Darrell Sabers, Ph.D.

Abstract—The service role of nurse practitioners has been widely recognized (1)
However, their potential as clinical instructors of physical examination skills has not
been appreciated. This article details a new first-ycar medical school course n
physical examination in which nurse practiioners are key members of the mstruc-

tional team.

The process and outcome of medical ed-
ucation have been the focus of entical
review in recent years. One area of the
curriculum which has received increasing
attention is the teaching and evaluation
of basic physical examination skills (2)
All medical schools teach this subject.
but instructional methods vary. At the
inaugural meeting of the Task Force on
Physical Diagnosis held at the Associa-
tion of American Medical Colleges meet-
ing in San Francisco, November 12,
1976. participants from approximately
40 Amencan medical schools convened
to discuss the teaching of physical diag-
nosis.* It was agreed that the teaching ot
physical diagnosis deserves greater em-
phasis than s generally evident in medi-

Dr. Stillman is coordinator, Mrs. Ruggill s a
rescarch associate. and Dr. Sabers is an educational
consultant for the preparation for chinical medicine
program. Dr. Levinson 1s associate professor of
family and community mediane. All are at the
University of Anzona College of M
Mrs. Gibson is the director of t
noner Programs and associate professor of nursing
at the University of Anzona College of Nursing

* Complete mi
n the first author

ailablc

s of the mecting are
from

cal school curricula. Six entical instruc-
tional problems were identified

1. There are too many medical stu
dents compared with the available clinical
facilities

2. There are oo few patients for stu-
dents to examine

3. Recruitment of interested and ener-
getic instructors 1s often ditficult because
this activity has few academic rewards at
most medical schools

4. Each climeian, using an individual-
1zed approach, emphasizes what he con
siders most interesting and relevant. This
results in a lack of umform expernence
for the begimmng student

5. Few objecuve evaluation instru-
ments are available to assess a student’s
proficiency and knowledge

6. Faculty preceptor time mught be
more efficently used if this course could
be effectively taught by other health-care
personnel

Historical Background

The problems identified at the natonal
task force meeting also existed at the
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University of Arizona College of Medi-
cine. Basic physical examination skills
were taught to the 90 first-year medical
students n the fall semester of the first
year in a course entitled “Preparation
for Clinical Medicine.” Four students
were assigned to a climeian for a 14-hour
preceptorship. The major goal was to
teach the students to perform a screening
examination on an asymptomatic adult.
Students practiced newly acquired skills
on classmates and on hospitalized pa-
tients when possible and appropriate. At
the completion of the course students
who performed inadequately were not
always idenufied and were permitted to
proceed 10 more advanced training even
though they lacked a sohd foundation in
elementary techniques.

To remedy major deficiencies, the fac-
ulty of the physical examnation course
modified its design in 1976

Course Structure

The new course 15 a highly structured.
sequential, competency-based program
devoted 10 teaching students the basic
sereening examination of the asympto-
matic adult. Nurse practitioners function
as key members of the instructional team.
In the course students use @ required
textbook, “A Guide to Physical Exami-
nation™ (3). and supplemental protocols
developed by the faculty.

The primary learning objectives are
clearly outhined. At the completion of
the course the medical student should be
able to:

1. Apply the skills of observation, pal-
pation. pereussion. and auscultation to
elicit objective data descnbing the struc-
ture and function of the human body

2. Use chinical instruments to obtain
accurate data.

3. Describe bodily structures and func-
tions with standard medical vocabulary

4. Conduct a screening physical exam-
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ination on an asymptomatic adult in no
more than 30 minutes in a sequence
efficient for the examiner and comforta-
ble for the patient.

5. Summarize and record the findings
of a physical examination

6. Correlate normal physical findings
with basic anatomy and physiology .

The clinical practices and terminology
included in the textbook (3) are followed.

The course is divided into nine two-
hour sessions. Each of the first seven
sessions focuses on the assessment of a
major organ system. The last two sessions
are used for practice and evaluation. Be-
fore the students arrive for cach session,
there s a brief preparatory meeting with
participating nurse practitioners and the
course coordinators. The examination
protocol for the session is reviewed with
emphasis on areas which should receive
special attention. Any problems with
course administration are also discussed
When the students arrive, there is a short
orienting lecture by a physician accom-
panied by a videotape demonstrating the
examination for that session. The re-
mainder of the time 1s spent in a small-
£roup practice session.

The nurse practitioners supervise the
medical students, observing them as they
examine cach other using the protocols
The nurses assist the students in devel-
oping proper basic physical examination
techniques. give continuous feedback to
the students on their progress, and offer
remedial help when indicated. At each
session two or three physicians are avail-

able to the nurse practitioners to answer
questons. but the physicians do not pro-
vide pnmary supervision of the medical
students. This permits a considerable re-
duction in physician time compared with
the previous year's program in which 23
physicians were present at each session
The nurse pracutioners work in pairs: a
student nurse practitioner, who 1s a re

istered nurse, and a graduate nurse prac-
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titioner are assigned to the six medical
students in cach group. This requires 15
nurse practitioner teams. All the nurse
practitoner students and most of the
graduates have learned physical exami-
nation skills from the same physician who
directs the medical student course. That
physician has personally observed each
of the nurse practitioners performing a
physical examination and has certified
their competence. The course provides a
highly uniform. closely supervised edu-
cational experience for medical students.

Course Evaluation
Assessment at the conclusion of the
course includes:

1. Student ability to pertorm the basic
physical examination

2. Student ratings of the course design
and their nurse practitioner instructors

3. Nurse practittioner ratings of the
course. Because a secondary goal of the
program is to provide continuing nursing
education. the nurse practitioners are
asked to assess improvement in their
skills as a result of participation

Results

For the final evaluation each student is
required to perform a complete physical
examination on a classmate observed by
a nurse practiioner who evaluates the
student’s performance using a compre-
hensive objective checklist. The checklist
includes items histed in the weekly proto-
cols and items dealing with the profes-
sional interaction between physician and
patient. Each student is required to com-
plete 80 percent of the items successfully
The evaluating nurse practitioner has not
previously supervised the student being
examined

In the first year of the program (1976)
the preset cntena were surpassed by 30
students (92 percent of the class). The
remaining students receved remedial in-
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struction and were required to repeat the
exammation until they met those stan-
dards. The faculty rated current students
as being more skilltul in physical exami-
nation techniques than previous students.
Because there had been no objective
evaluation of students 1 prior years, it is
not possible to document this statistically

Eighty-three  students  completed  a
course evaluation questionnaire  These
questionnaires are routinely used by the
College of Medicine to monitor courses
and thus provide data for direct compar-
ison with the previous year's course,
which utilized physician preceptors. The
results of the student questionnaire ndi-
cated that in 1976 students rated the
significantly more favorably than
did the 1975 class i the following arcas.
the sequence of the course within the
total first-year curnculum. both  the
quantity and quahty of feedback r
from preceptors during the practice ses-
sions, and the balance between “watch-
g a physical examinaton being per-
formed by the preceptor and “doing”
the physical examinaton on their part-
ner. Students in the 1975 class felt that
they had spent too much ume watching
When asked whether thewr nstructors
should continue to teach future classes,
the 1970 students rated their nurse prac-
r's

cours

ned

tioners higher than the previous ye
students had rated their physician in-
structors. The ratings of the two classes
were simular in terms of student assess-
ment of their performance of the screen-
ing physical examination. There was no
area in which the 1976 course was rated
lower than the previous course

One of the anuapated oulcomes of
this program was to engender in future
physicians @ positive attitude toward
nurse practitioners. At the beginning of
the course 44 percent of the students
stated they would be very hkely 1o hire a
nurse practitioner if they were in practice
and had a large patiemt load. At the
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completion of the course 68 percent of
the students responded similarly. Be-
cause the difference in these percents is
significant at the 01 level by the r test of
proportions for dependent samples. it
was tentatively concluded that medical
students developed a more favorable at-
ttude toward nurse practitioners during
the course. The long-term effects cannot
be assessed until these students have
completed their medical training and are
ready to enter practice.

As has been noted, at the conclusion
of the course cach nurse practitioner
completed a course evaluation guestion-
naire. Results indicated that 96 percent
of them felt that their knowledge of phys-
ical examination skills had improved. 83
percent agreed that their ability to per-
form a physical examination had im-
proved, and 87 percent said that their
ability to supervise a physical examina-
tion had improved as a result of partici-
pation in this course  Eighty-seven per-
cent felt that they had the necessary
knowledge to answer questions posed by
the medical students during the practice
sessions. This last conclusion was sup-
ported by 74 percent of the students.
There are no data available with which
1o compare these responses, but it is
obvious that the nurse practitoners re-
sponded favorably to their role as instruc-
tors.

Discussion

In 1962 Seegal (4) documented a signifi-
cant lack of medical student ability in
basic physical examination skills. In 15
years of observing graduates of leading
medical schools, he could not find one
who recalled performing a complete
physical examination under faculty su-
pervision. The primary chmical data ob-
tained by these young physicians con-
tained frequent, often senous errors both
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of omission and commussion. Almost
identical findings were reported recently
by Wiener and Nathanson (2). Engel (5),
summarnizing 17 years of informal inquiry
of students of more than 50 North Amer-
ican medical schools, “encountered few
who can report being monitored in the
interview and physical examination of
more than one or two patients.” The
continuing educational neglect of the
basic physical examination skills may re-
flect the highly specialized chnical inter-
ests of many umversity faculties and, as
Engel suggests, an accelerating emphasis
on medical technology .

A logical and appropriate response to
the need for greater supervision is the
use of primary care climaans as clinical
instructors. The nurse practitioner is one
such chinician who, by training and prac
tice, relies for problem-solving relatively
more on data derived from interview and
physical examination and less on sophis-
ticated laboratory tests than does the
university-based physician. The nurse
practitioner, and other “‘new practition-
have been a part of the health care
delivery scene long enough to establish
their competence as clinicians (6-8)
Their inclusion as members of an instruc-
tional team appears to be educationally
sound.

The acquisition of reliable and efficient
examnation skills is, of course, only one
link i a chain of learning processes
needed for the maturing of the student
into the physician. Concepts of profes-
sionalism, correlative basic saience, per-
ceptive observation, and sound climical
reasoning are essential to give meaning
to the unprocessed clinical data of the
interview and physical examination. In
these areas faculty members respond with
genuine enthustasm. Without meticulous
attention to the details of observation.
palpation. percussion. auscultation. and
sequence of examination, however, all
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subsequent skills cannot yield valid chni-
cal conclusions. Realistic acknowledg-
ment of the differing characteristics and
interests of nurse practitioners and the
specialty-oriented medical school facul-
ties and a joining of the two into an
instructional team may restore clinical
observation to its proper place as the
foundation of clinical practice.

T'he segment of the Unmiversity of An-
zona curriculum that has been described
emphasizes physical examination of the
healthy adult. The focus in subsequent
segments is on the regional specialty ex-
aminations and the identfication and in-
terpretation of pathological findings in
patients. The physician faculty of the
College of Medicine was recruited to
serve as preceptors for the teaching of
these latter skills, which can be best
taught by physicians; and no difficulty
was encountered in enlisung faculty par-
ticipation

For other schools wishing to institute a
similar program, there are several poten-
tial problems. Students should be fully
aware of the scope of the examination
before forming their groups. The major-
ity of students readily accepted working
in groups of six, all examining each other
under the supervision of two nurse prac-
titoner instructors. However. some stu-
dents requested to work in pairs in order
to have more privacy. A few students
objected to any form of peer examina-
non. Even though the nurse practitioners
were all trained by the same physician
and were certified as competent i per-

forming a basic physical examination
they were not homogencous in knowl-
edge or skills. Monitoring is required 10
€nsure consistent, competent instruction

Conclusions

Nurse practitioners as members of an
instructional team can make a significant
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contribution to the teaching of basic
physical exammation skills to first-vear
medical students and can ensure that
cach student achieves a mastery level of
performance. Early exposure to the role
of the nurse practitioner appears to en-
hance students’ atutudes toward them
Nurse practitioners are able to improve
their skills by participating as instructors
and evaluators

This program has addressed itself 1o
the six eritical instructional problem arcas
previously identified.  Unlizanon  of
skilled nurse practutioners to teach and
evaluate physical examination skills tor
freshman medical students frees physi-
cian tme for other endeavors. The need
for locating suitable hospitalized patients
for these fatiguing and sometimes un-
comtortable examinations has been elim-
inated by having students learn and prac-
tce their beginning skills on fellow class-
mates. In addition, the students experi-
ence what it 1s like to be a patent. The
course offers a highly structured and uny
form learning experience 1o medical stu-
dents in an effort to ensure that they
enter their clerkships  proficient and
knowledgeable in basic physical exami-
nation skills
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Physician’s Orders, Use of Nursing Resources.
And Subsequent Clinical Events

Robert L. Vautrain and Paul F. Griner, M.D.

Abstract— Orders written by medical residents to be carried out on newly hospitahized
patients were reviewed to determine the frequency of vital signs orders. Subsequent
clinical events requiring the nurse to contact the house officer were then determined
by daily follow-up. No relationship was found between the frequency of imtial vital
signs and the probability of a subsequent vital-sign event. However, the probability
of a subsequent non-vital-sign event was 3.8 times greater among patients with
frequent initial vital signs than among all others. Since orders requesting the frequent
determination of vital signs appear to predict clinical events other than vital-signs
events, such orders may be wasteful of nursing resources. In addition, other skilled
observations may be neglected. These data suggest that physicians should request
nurses to use more efficient and appropriate methods of clinical observation

The rising cost of hospital care is gener-
ally recognized as a major cause of health
care inflation. Escalating hospital costs
have resulted in critical analyses of the
efficacy of various medical practices (1-
3). For example, excess utilization of
laboratory services has been shown to be
a factor in the high cost of hospital care
(4. 5). Less attention has been directed
toward possible excessive use of other
hospital resources. Nursing services, for
example, comprise a major share of hos-
pital budgets. It thus seems appropriate
to examine the extent to which these
services are efficiently used

Many of the actvities of the nurse are
programmed through the written orders
of the physician. For example, the physi-

Mr. Vautrain is 3 fourth-year medical student
and Dr. Griner is professor and acting chairman
Department of Medicine, University
School of Medicine and Dentistry, Rochester, New
York

cian customarily states both the nature
(that is, temperature, pulse, blood pres-
sure, and respiration) and frequency of
vital-signs observations of patients; this
represents a conscious allocation of nurs-
g time. I it is assumed that frequent
vital signs are ordered for patients who
may develop vital-signs abnormalities, a
clear correlation between the two should
be demonstrable. Such a finding would
be positive evidence of appropriate allo-
cation of nursing resources. On the other
hand, absence of a correlation would
suggest musallocation  of nursing  re-
sources and the need to reassess this
traditional approach to patient observa-
uon

The authors cxamined this thess by
determining the relationship between vi-
tal-signs orders and the frequency and
nature of subsequent chnical events
among patients hospitalized on the med-
ical service of a large teaching hospital
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Methods

The admission orders for vital signs were
determined for 120 patients consecu-
tively admitted to the general medicine
floors of Strong Memorial Hospital.
Rochester, New York. Such orders are
written almost exclusively by the first-
year medical resident assigned to the
patient. A request for vital signs cvery
four hours or more frequently was arbi-
trarily designated as ““frequent.” All clin-
ical events occurring within the first 10
days of hospitalization were recorded.
Chinical events were defined as changes
in patient status brought to the attention
of house officers by nurses as requiring
or possibly requiring the intervention of
the house officer and which were de-
tected by nurses as the result of their
direct observation of the patient includ-
ing the assessment of vital signs. Clinical
events were classified as vital-signs events
(aberrations of temperature, pulse, res-
piratory rate, or blood pressure) and non-
vital-signs  events  (for example pain,
bleeding, dyspnea, nasogastric tube, en-
dotracheal tube, catheter problems, vom-
ing. and unreponsiveness)

The relationship, if any. between fre-
quent versus infrequent vital-signs orders
on the one hand and subsequent vital-
signs and non-vital-signs clinical events
on the other was examined in the form
ot fourfold tables The sensitivity and
specificity of frequent vital signs for sub-
sequent chinical events and the probabil-
ity of a chnical event given the frequency
of vital signs were determined from these
tables (6). The significance of any appar-
ent differences was assessed by chi-
square analysis with correction for conti-
nuty (7).

Results

In general, temperature, pulse, resprra-
tion, and blood pressure were ordered as
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a block. Approximately two-thirds of all
patients (81) had these vital signs ordered
at least every four hours, 11 every four
to six hours, 16 every six hours, 11 every
eight hours, and one daily. For 90 of
these 120 patients, the house officer had
noted on the orders that he wished to be
called if aberrations of vital signs oc-
curred and/or other clinical events took
place. Forty-nine percent of patients also
had orders written for measurement of
intake and output

Following is a listing of the vital-signs
events that occurred and the number of
patients involved: fever, 13; hyperten-
sion, 4; bradycardia, 3; hypotension, 3;
tachycardia, 2; and arrhythmia, 1. The
following comprised the non-vital signs
events: chest pain, 3; oligunia, 3; head-
ache, 3; dyspnea, 3; shaking chill, 3;
unresponsiveness, 2; bladder catheter, 2;
emesis, 2; fell out of bed, 2: nasogastric
tube, 2; hemoptysis, 1; rash, 1; bloody
stool, 1; hematemesis, 1, hematuria, 1;
paresthesia, 1; and endotracheal tube. 1.
In three instances where both vital-signs
and non-vital-signs events were observed.
the vital-signs  component was more
promient and the event was classified
as a vital-signs event for the purpose of
subsequent correlations with vital signs
frequency.

Of the 62 patients hospitalized for at
least 10 days, 17 had vital-signs events
while 20 had non-vital-signs c\Lnlx Only
5 patients had events of both kinds, cach
on different occasions. The occurrence
of the two Kinds of events was independ-
ent and uncorrelated 5

Vital-signs frequency was not corre-
lated with the subsequent occurrence of
wital-signs events. Eleven of 17 patients
with vital-signs events had frequent vital
signs ordered as did 31 of 45 patients
without vital-signs events Frequent vital
signs were thus neither partcul

arly sen-
Siive nor very specific predictors of sub-
sequent vital-signs events (65 percent and
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31 percent, respectively), and patients
with infrequent vital signs were as hikely
to have a subsequent vital-signs event as
those with frequent vital signs (30 per-
cent and 26 percent, respectively). On
the other hand, frequency of vital-signs
observations appeared to correlate well
with non-vital-signs events. Eighteen of
20 patients with non-vital-signs events
had frequent vital signs ordered as op-
posed to only 24 of 42 patients who did
not have such events. The sensitivity and
specificity of frequent vital signs (90 per-
cent and 43 percent, respectively) were
thus greater for subsequent non-vital-
signs events than for vital-signs events
Patients with frequent vital signs had a
four times higher chance of having a non-
vital-signs event than did those with in-
frequent vital signs (43 percent versus 10
percent, respectively). This association
was significant at the .025 level

Discussion

Rapidly escalating hospital costs have led
investigators o attempt to ferret out
areas of conventional hospital care that
are not cost cffective. This preliminary
study continues that strategy by focusing
upon the utilization of nursing resources
by the physician. To show that this is an
element of nursing care that deserves
consideration, it 18 also necessary 1o es-
tablish that the cost of this task is signifi-
cant. Informal but systematic observation
of nurses carrying out vital-signs obser-
vatuons on the medical floors of Strong
Memonal Hospital yielded an esumate
of four minutes per reading 1ncluding
transcniption time. For a 24-bed floor
the measurement of vital signs on pa-
tients every four hours requires 9.6 hours
of nursing ume each day

The finding that taking vital signs fre-

quently did not predict t subsequen

development of vital-signs events but that

it did correlate

well with subsequent non-

vital-signs events suggests that the fea-
tures of a patient’s chinical presentation
which elicit the examiming physician’s re-
quest for frequent vital signs are the
features of a sick patient and are not
limited to anucpated abnormalines of
vital signs per se. The use of frequent
vital signs thus seems to be a standard
mechamsm for ensuring frequent obser-
vation of the patient

Since the collection of vital signs rep
resents a time-consuming and thus costly
aspect of nursing care, the physician
should request frequent vital signs when
appropriate  but should also have a
method for requesting simple, fast obser-
vation or questioning of the patient o
ensure carly detection of other important
climcal events. Data from this study sug-
gest that such a change in the usual
request for nursing observation of pa-
tients would not only conserve a valuable
resource but also permit a sharper fo-
cus upon anticipated clinical events than
1s imphied through vital signs orders per
se
Thus. it appears that there 15 a need
for further evaluation of the efficacy of
physician-directed nursing tasks. Such
evaluations should examine the extent to
which alternatives to traditionally  or-
dered but inefficient nursing tasks influ-
ence outcomes of patient care 10 addition
to addressing 1ssues of costs
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The Effects of Monitoring
The Use of Gentamicin in a Community Hospital

David N. Gilbert, M.D., Nancy M. Eubanks, and Joanne M. Jackson

Abstract— This report describes the effect of a combined education and monitoring
program on the use of gentamicin in a community hospital. The use of gentamicin
was evaluated in 82 patients prior to an education program and in 80 patients after
the education program. The results indicate that the attention focused on gentamicin
by the study significantly improved the valid indications for treatment from 75
percent to 87 percent (p < .05), increased the pretreatment use of bacteriologic
cultures from 85 percent to 97 percent (p < .05), increased the use of alternative
less toxic antibiotics from 36 percent to 75 percent (p < .05), and increased the
frequency with which serum gentamicin concentrations were requested duning therapy
from 28 percent to 56 percent (p < .001). Thus, the data support the tenet that the

ways antibiotics are employed in community hospitals can be altered

Various national organizations and lead-
ers in the field of infectious diseases have
expressed concern over misuse of anti-
biotics. It was the hypothesis of the au-
thors that it is possible to improve anti-
microbial therapy by focusing the atten-
tion of the community hospital physician
on one specific antubiotic rather than by
controlling the distribution of the anu-
biotic or anubiotics in general. They
studied gentamicin as a representative,
very effective but potenually toxic, and
expensive anubiotic. Previous studies
have dealt with the general overutiliza-

This investigation was supported by Contract
223-74-3034 from the Anu-Infectuve Drug Division
of the Food and Drug Administration

Dr. Gilbert 1s associate professor of median
the Universty of Oregon Health Saences (
and director of medical education st Provid
Medical Center land, Oregon. Ms. Eubanks

tion of anubiotics (1-9). Only one report
of an analysis of the validity of speafic
indications for antibiotic use was identi-
fied (2). Rarer sull are attempts to mod-
ify documented deficiencies in physicians'
use of anumicrobials via education (10)
There appear to have been no prospee-
tive studies of antibiotic prescribing prac
tices in the community hospital environ-
ment.

Materials and Methods

Fisher's exact test for the comparison of
two proportions was utilized for the sta-
tistical analyses that were performed

PREEDUCATION SURVEILLANCE

A period of surveillance was necessary In
order to identify deficiencies in the hos-
pital use of gentamicin by members of
the medical staff. The investigation was
undertaken without notifying the 230
members of the medical staff of the spe-

129
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cifics of the study. They were told only
that “an antibotc study™ had been ap-
proved and that an occasional blood sam-
ple might be required from their patients.
All patients for whom gentamicin was
preseribed were entered into the study
regardless of the number of doses of
gentamicin subsequently  administered.
In those instances in which the patient’s
attending physician did not request serum
levels, the investigators collected serum
for determination of peak serum concen-
trations (11). The peak serum gentamicin
concentration was accepted as valid only
in those nstances in which the nming of
the serum collection was known to be
appropriate. All reports of serum genta-
micin concentraton determinations were
placed in the patent’s chart. The report
ships indicated that the desired therapeu-
tic range for a peak serum gentamicin
concentration was four to eight pg/mi.
The appropriateness of therapy was
judged by critena established prior to
the imtiation of the study. In essence.
the criteria required either the suspicion
of. or laboratory confirmation of, an in-
fection caused by an acrobic gram-nega-
tive bacillus, The climical indications for
the use of gentamicin were judged after
it was determined whether the drug was
prescribed for empiric. specific. or pro-
phylactic use. The empiric use of genta-
micin was defined as the preseription of
gentamicin i those climcal circumstances
where speafic bactenologie culture and
sensitivity data were not available. A
specific indication for gentamicin was de-
fined as the use of the drug when bacte-
riologic culture and sensitivity data were
available at the time gentamicin was pre-
scribed. A prophylactic indication was
defined as the use of gentamicin for a
patient without active infection but con-
sidered to be running a risk of developing
an infecuon secondary to a contemplated
diagnostic or therapeutic chinical maneu-
ver
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The criteria for appropriate pretreat-
ment cultures were established prior to
initiating the study. In general, an appro-
priate culture was defined as a culture of
the body fluid or site suspected as the
source and/or site of infection, for exam-
ple, urine for suspected urinary tract in-
fection

EDUCATION PROGRAM

An education program was carried out in
order to inform all members of the med-
ical staff of the results of the preeduca-
tion surveillance study. Each member of
the medical staff was mailed a complete
summary of the results. In addition, a
series of seminars involving a total of
135 physicians was held during which
the study results were presented and dis-
cussed. Subsequently, a checklist for the
use of gentamicin was prescribed. The
checklist was sent to the nursing station
from the pharmacy each time a new
gentamicin PTL'\CI'IPUUH was received It
was intended that the checkhst serve as a
continuous reminder to the patient’s phy-
sician as to the appropnateness of pre-
treatment cultures, the value of serum
drug levels, and the importance of moni-
toring renal function. The checklist pro-
cedure continued during the posteduca-
ton study.

POSTEDUCATION SURVEILLANCI

Two months after completion of the ed-
ucaton program all patients for whom
gentamicin was prescribed were entered
mto the study, and the indications for
the gentamiain therapy were analyzed
The criteria used to judge the uppf‘\pn-
ateness of therapy were the same as those
used in the preeducation phase. If genta-
micin serum levels were not ordered. the
mvestigators obtained serum for this pur-
pose

One of the investigators (D N .G.) was
active as an mfectious dr

ases consultant
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in the hospital throughout all phases of
the study. The infectious diseases con-
sultant was not involved in the care given
any of the patients included in this study

RENAL IMPAIRMENT

The frequency with which tests of renal
function were performed was analyzed.
As an arbitrary standard some assess-
ment of kidney function was considered
to be approprate if gentamicin was given
for three or more days. The patient was
considered to have developed renal im-
pairment if the serum creatinine concen-
tration increased above 1.5 mg/100 ml
to a value at least double the pregenta-
micin therapy creatinine concentration

Results

Eighty-two patients were evaluated in
the preeducation study during a five-and-
a-half month period. One patient of ev-
ery 85 admitted to the hospital received
gentamicin. The 80 patients in the post-
education study were accumulated over
a period of three-and-a-half months. In
this peniod one patient of every 55 pa-
tients admitted received gentamicin. The
preeducation group of 82 patients con-
sisted of 43 males and 39 females. Only
one patient was under the age of 12,
which reflects the hospital’s small pediat-
ric service. In the posteducation group
there were 42 males and 38 females,
with only two patients being under the
age of 12

The distribution among the subspecial-
ties of the physicians prescribing genta-
micin was similar in the preeducation
and posteducation study groups. The in-
ternal medicine residents and the hema-
tologic subspecialists prescribed genta-
micin more frequently than other mternal
medicine groups. The urole
eral surgeons used gentamicin more fre-
quently than other surgical speaal

1sts and

o
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PRETREATMENT CULTURES
There were 59 patients treated empin-
cally in the preeducation study. Cultures
of potentially infected body fluid were
obtained prior to the mitiation of genta-
micin therapy in 50 of the 59 patients
(85 percent). A unne culture was not
obtained prior to treatment for one pa-
tient considered to have a urnnary tract
infection. Cultures were not obtaimned
from five patients suspected of having
intraabdominal infections at the ume of
surgery . Two surgical wound infections
were not cultured, and one patient with
suspected bacteremia did not have blood
cultures obtained. The concept of appro-
priate pretreatment cultures was stressed
during the education phase of the study
In the posteducation study appropriate
cultures were obtained from 64 of 66
patients (97 percent) treated empircally
prior to their receiving gentamicin. One
patient with a suspected pneumonia and
one patient with an intraabdominal ab-
scess did not have appropriate cultures
prior to therapy

In the preeducation study group 32 of
the 59 patients treated empinically had
positive cultures for potential pathogens
In virro antibiotic susceptibility studies
on these 32 pathogens demonstrated that
in 18 mstances gentamicin was the most
effective and potentially least toxic anti-
microbal agent. In 14 instances sensitiv-
ity testing demonstrated the availability
of equally effective but potentially less
toxic antimicrobial agents. In only five of
the 14 instances (36 percent) was an
alternative antibtotic substituted for gen-

tamicin. In none of the mne patients
where gentamicin was continued  was
drug allergy a problem. In three of the
nine patients £. coli was the pathogen
isolated, and the E. coli was susceptibile
to ampcillin. In two instances an ampicil-
lin-susceptible Proteus mirabilis was the
patho,
to cephalothin was found in one instance

ehuiclla species susceptible
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Staph. aureus susceptible to methicillin
was found in one instance. Group A
streptococcus  susceptible to  penicillin
and a variety of other antibiotics was
found in one patient. Lastly, one patient
had a mixed infection with Klebsiella
species and E. coli. Both isolates were
suscepuble to cephalothin,

The advisability of switching to a less
toxic but equally effective antibiotic on
the basis of the results of in vitro sensitiv-
ity testing was stressed during the educa-
tion program. In the posteducation study
36 patients had potential pathogens iso-
lated from appropriate specimens sub-
mitted for culture. In 12 of these 36
patients, gentamicin appeared to be the
drug of choice based upon in virro suscep-
tibility testing. In 24 of the 36 pauents a
less toxic, equally effective alternative
agent was idenufied. In 18 of the 24
patients (75 percent) gentamicin was dis-
continued and therapy initiated with the
alternative antibiotic.

THERAPEUTIC INDICATIONS

Using the criteria estublished before the
study began. the investigators analyzed
the validity of presenbing gentamicin. In
six of the 82 patients in the preeducation
group and in tive of the 80 patients in
the posteducation group there were in-
sufficient data available to judge the ap-
propriateness  of gentamicin therapy

These patients were not included in the
analysis. When the remaining 76 patients
in the preeducanon study group were
compared with the remaming 75 patients
in the posteducation study ETOUp. It was
discovered that the percentage of patients
with valid indications for gentamicin in-
creased from 75 percent to 87 percent
(p < .05).

PEAK SERUM CONCENTRATIONS

In the preeducation study there was a
ttal of 46 valid peak gentamicin concen-
tration determinations. In half of these
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patients the peak level was less than four
pg/ml, a concentration which is consid-
ered subtherapeutic. There were no pa-
tients with peak gentamicin concentra-
tons above eight pg/ml. These results
confirmed the unpredictability of genta-
micin peak serum concentrations. The
need for determination of peak gentami-
cin serum concentrations to ensure ther-
apeutic efficacy was stressed during the
education sessions. There was a statisti-
cally significant increase in requests from
hospital staff physicians for serum genta-
micin concentration determinations from
28 percent in the preeducation study to
56 percent in the posteducation study (p
< .001).

RENAL IMPAIRMENT

In the preeducation study 56 of the 82
pauents were treated for longer than
three days. and in the posteducation
study 54 of the 80 patients were treated
for longer than three days. In the preed-
ucation study 28 of the 56 patients
treated for longer than three days had
tests of renal function performed, and in
six of the 28 patients a deterioration in
renal function was observed. In the post-
education study 36 of the 54 patients
treated longer than three days had tests
of renal function after initiaton of gen-
tamicin therapy, and in two of these 36
patients a deterioration in renal function
was observed. The hospital records of all
patients who developed impaired renal
function were analyzed to determine the
possibility of gentamicin-induced renal
injury. In ail eight patients the complex-
1ty of the patient’s diseases and therapy
made it very difficult to prove the etio-
logic role of gentamicin in the patient’s
renal impairment.

Discussion
The study reported here involved rela-

uvely few patients and was carried out
over a brief penod of time. It was not
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the intent of the investigators to deter-
mine whether sustained long-term changes
occurred in the ways gentamicin was pre-
scribed. Rather it was their intent to
attempt to modify. if even for a short
period. the uulizatuon of gentamicin via
a combined education and monitoring
program. The results support a positive
influence of the program. No other stud-
1es to date have demonstrated a defimte
effect. short-term or long-term, of such
educational efforts. In fact, a report of
the most recent study of this type, con-
ducted in a teaching hospital, describes a
negative result (10).

T'he increased frequency of gentanicin
usage in the posteducation survey was
unexpected. Hopetully, this pattern rep-
resents  physician  confidence in their
knowledge of correct indications and
contraindications. This interpretation is
supported by the increased percentage of
indications judged to be valid in the
posteducation study

The expenimental design does not al-
low the conclusion that the education
program produced the beneficial changes
observed. It is certainly possible that the
changes observed were the result of the
medical statf’s becoming av
education program, and then by the chart
checklist, that the usage of gentamicin
was under investigation. A change n
behavior as a result of the awareness of a
research project has been termed the
Hawthorne effect (12-14). The results
of the studies reported here are consist-
ent with the Hawthorne effect. However
the authors do not feel that it makes any
difference whether the education pro-

are via the

gram or the awareness of a study in
progress produced the observed changes
in physician behavior. The point is simply
that the behavior did change so as t
improve the physicians” usage of genta-
micin

It would have be:

en helpful to measure
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this was not possible because compara-
tive studies with experimental aminogly-
cosides were initiated, tobramyein was
licensed for clincal use, and the compo-
sition of the medical staff changed

The present study produced statisu-
cally significant changes in gentamicin
usage n four areas

1. Physicians appeared to have a
clearer conception of appropriate indica
tions for gentamicin therapy since the
percentage of valid indications for the
use of the drug increased

2 Appropriate cultures were obtained
more frequently prior o gentamicin
freatment
3. The use of alternative. less toxic
antibiotics increased. The preeducation
study indicated that physicians i the
hospital were either not familiar with or
were uncomfortable with the concept of
altering empiric antibiouc therapy after
specific bacteriologic culture and sensitiv-
ity results became available

4. There was an increase in the use of
peak serum gentamicin levels as a labo.
ratory guide to the adequacy of gentami-
cin dosage

Not all of the deficicncies observed
during the preeducation study were influ-
enced 1n any major way by the attennon
given gentamicin. During the preeduca-
tion study the data indicated httle sensi-
tivity on the part of the medical staff
regarding the potential nephrotoxicity of
gentamicin. Renal function was assessed
infrequently after the initiation of genta-
micin therapy  Despite emphasis on this
point during the education program and
by means of the checklist which was
subsequently placed on all patenms’
251 INCrease in moni

charts. only a mos
ng of renal function was detected in
tents

posteducation sTuc
The data generated by this study sug
t that phy sted 10
mprose the

ans can be mouy

1 utilization of an
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COMMUNICATIONS

Minority and Nonminority Medical Students’
Perceptions of the Medical School Environment

Henry C. Johnson, Ph.D

Understanding how students perceive the
learning environment could provide valuable
information about factors that may influence
performance. However, we may need to un-
derstand how the general learming environ-
ment is perceived by different groups of stu-
dents (1). For example. ratings of the univer-
sity chimate have been found to differ for
black and white students . Black students con-
sistently perceived the university climate more
negatively (2). Others have suggested that
the perceptions of minority and nonminority
students toward the medical school environ-
ment differ. In addinon, perceptions of the
attitudes of faculty members have been noted
as a factor that can influence the performance
of minority students (3)

The purpose of this study was to investigate
differences between the perceptions of minor-
ity and nonminonty medical students of se-
lected environmental concepts. Especially
there was interest in a difference between the
student groups on the faculty-related con-
cepts

Methods

First-, second-, and third-year ninonty and
nonminority students in 1974 and first-year
minonty and nonminanty students i 1975 at
the Rutgers Medical School were asked to
rate concepts representing the medical school
environment
and 62 nonminority medical students were

The responses of 40 minonty

tcal School (RMS), admunistration (ADM),
instruction (INS), faculty (FAC). fall wioral
assistance  (FTA), faculty review sessions
(FRS), special teaching program (STP). and
summer program (SUM)  Each concept was
rated using the same 10 bipolar adjective
pairs and weighted from one for least positive
to seven for most positive It was possible,
therefore, 1o obtain a maximum score of 70
and & mimmum score of 10 for any concept

Principal component analysis was used to

examine the communality of concept lactor
loadings for the two groups and to determine
which
that accounted for the most varation. The

adjective pairs loaded on the factor

same adjective pairs (good-bad, fastslow,
strong-weak, active-passive, sharp-dull, inter
esting-boring) contrnibuted the most variation
and loaded on factor one for both student
groups. The scaled score obtained by sum
ming across these adjective pairs was subse
quently used as the dependent varable in

analysis of vanance procedures

Results

Similar loadings on twao factors emerged from
the concept raungs. The first factor ac-
counted, respectively, for 57 percent and 61
percent of the vanance for the minonty and
nonmunority student groups. RMS, INS,
ADM, and FAC were the concepts with high
est loading on this first factor, thus, the factor
Perception of the Medical School
!

o na

Enaviror
Perceptic f ¢

FTA. FRS, STP, and SUM were the concept

i on this factor

in the first fa
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tion significantly higher (F = 44, p < .04)
than nonminority students; the means ob-
tained were 26.30 and 23.13, respectively.
Nonminority students rated faculty signifi-
antly higher (F = 4.3, p < .04) than minority
students; means were 33.48 and 30.36, re-
spective On the concepts in the second
factor there were significant differences on
the special teaching program (F = 13.52,
p = 001) and summer program (F = 40.16.
p < 001). Mean ratings of the special teach-
ing program were 36.39 and 31.49, respec-
uvely. for minority and nonminarity students:
mean ratings of the summer program were
40 .84 and 29 .73, respectively.

Discussion and Implications

The two student groups differed in their per-
cepuions of four of the eight concepts rated.
Minority students tended to have more posi-
tive attitudes toward the concept of adminis-
tration than nonminority students and less
posiive attitudes toward faculty. The later
difference indicates the need to increase the
positive interaction between minority students
and faculty Not surpnsingly, these results
also indicate that minonity students are more
posiuive toward the remedial program than
nonminonty students. This higher regard for
the remedial programs may be due to the in-
teraction and personal contact the students
have with the program staff members who
have cultivated skills in relating the students’
problems. The fact that there was no differ-
ence between the groups in their rating of fall
tutorial assistance and the fact that both
wroups rated this concept higher than facs
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concepts support these assumptions. That is
it appears that where nonminonty students
have contact with special program staff, such
as through tutonal assistance, their percep-
tions are similar to those of minonty students

The implications of this study are that
special programs may be a source of positive
wlentification for minority and nonminority
medical students. In addition, the fact that
minority students have less positive percep-
tions of the faculty than nonminority students
suggests that they may have more difficulty
interacting with faculty These perceptions
may also impair the desire of minonty stu-
dents to seek out faculty and obtain construc-
uve feedback important for their continued
development

Improved faculty-student interaction may
do much to indicate to minority students that
they are accepted and to alleviate much of
the uncertainty that they feel. Such an in-
crease in faculty-student interacuon and a
decrease n uncertainty could have an as-
tounding influence on the performance of
minority medical students.
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Student and House Officer Evaluation:
The POMR Approach Compared with Other Methods

Raymond L. Milhous, M.D., Mark D. Aronson, M.D.,
David M. Tormey, M.D., and Carol P. Ostrowski

The problem-oriented medical record (POMR)
has been used widely in the past few years as
a method for charting and for evaluation of
chinical proficiency. A number of investigators
(1-6) have reported their use of this system
for medical student and house officer evalua-
tion and have supported Weed's hypothesis
that the POMR can provide an objective and
valid evaluation of a student’s clinical skills
(7

There have been no published reports of
attempts to correlate evaluations based on
the POMR with standard medical student and
house officer evaluations. Neither have there
been reports of the utilization of a nurse
reviewer for chart audit for such evaluations

Methods

A registered nurse, using criteria based on
the problem-oriented medical record. retro-
spectively reviewed 216 records of patients
admitted to the Department of Medicine of
the Medical Center Hospital of Vermaont be-
tween August 1975 and March 1976, Thor-
oughness in completing the data base was
judged by noting the presence or absence of
eight parts of the history and nine nems of
the physical examination. The problem list
was evaluated by reviewing 15 physical and
laboratory parameters for inclusion either
separately or as a part of other problems on

This study was supported by the National Fund

for Medical Education (grant 105/73)

Dr. Milhous 1 pre r and chairman, Depart
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the problem list. Documentation of initial
plans, goals, and patient education for cach
problem and of consistency of follow-up of
each problem was monitored by review of the
initial work-up, progress notes, and disch
summary

Cases were selected for audit if the patients
were admitted directly to the general medi-
cine service, were worked up by the interns
or acting interns participating in the study,
and stayed at least five days in the hospital
Readmissions (less than six months) and ad-
missions for terminal care or disposition were
excluded. The reliability of the data collected
by the nurse auditor was vahdated by inde-
pendent physician audit of 200 items, and the
two data bases showed a greater than 90
percent agreement Twelve internal medicine
interns and 13 junior and semor medical
students participated in the project

Separate scores for thoroughness of com-
pletion of the data base, for the problem list,
for plans, and for follow-up were compiled
for cach individual by averaging the percent
age of items completed for each section of
the POMR . These scores were compared with
scores obtained by gradmg narrative depart-
mental evaluations and dean’s letters using a
smmarized

six-point scale. The dean’s letier
the student's overall academic performance
up to the fall of his senior year

The POMR audit scores w
pared with the scores the student  had
achieved on the Verbal Ability, Quantitative
Abudliry
subtests of the Me
Test (MCAT). G
using Kendall's
nature of the departmental and dean’s evalu

e also com-
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Results

There were no significant correlations be-
tween the scores on the POMR audits and
the scores on the traditional student evalua-
tions except that the medical students’
“plans” scores correlated positively with nar-
rative departmental evaluations (p < 015,
tau 0.45). Plans scores for the interns corre-
Jated inversely with MCAT Science scores (p
< 01, tau —0.52). a result which could not
be explained.

The data developed by the POMR audits
formed a profile of patient care on the medical
service. The mean score for completion of
the data base was found to be 91.6 percent,
for the problem list, 84.8 percent; for initial
plans, goals, and patient education. 51 5 per-
cent; and for follow-up, 75.0 percent. Parts
of the record most frequently not included
were a description of the average day (in-
cluded 65.7 percent of the time), plans for
cach problem (57.0 percent). goals (26 4
percent), and patient education (17.6 per-
cent).

Discussion

Medical students’ and interns’ thoroughness
n keeping problem-oriented medical records
was evaluated and compared with standard
forms of evaluation in this study That the
POMR evaluations did not correlate well with
the standard evaluations 1s not surprisng,
given the complexity of the medical student
and house officer evaluation process. The
study does suggest. however, that thorough-
ness in charting 1s probably a minor varable
i overall evaluation, at least in the case of
interns,

Thoroughness is a characteristic which most
clinicians recognize as vital to good-quality
medical care. It is not a trait that necessarily

Vor. 53, FeBruAry 1978

reflects intelligence but one which when ap-
plied by an intelligent clinician 1s likely to
improve patient care. Should medical schools
or house officer training programs see fit 10
consider this trait more carefully, meaningful
evaluations could be carried out using the
evaluation methods reported here

The nurse reviewer who assisted in devel-
oping the evaluation system and carried it out
needed only mimmal physician supervision
She was well accepted by faculty and students
on the medical unit. It was concluded from
this experience that further exploration of the
role of the nurse in evaluation of students
and house officers is warranted
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Primary Care Experience in an Internal Medicine Residency

Ernest Peaslee, M.D., and George A. Sarosi,

Departments of medicine are under pressure
to train more primary care physicians. Gen-
eral medical journals have published a num-
ber of articles describing changes in traiming
programs designed to produce more internists
skilled in primary care (1-4). Similarly, the
University of Minnesota’s Department of
Medicine has developed a new ambulatory
care clinic in order to present a more attrac-
tive and realistic view of practice than was
formerly available

The authors thought that a study comparing
the spectrum of patients seen in the traditional
hospital-based part of the program with the
patients seen in the clinic would be instruc-
uve. There 1s a paucity of data on just what
constitutes the experience of a medical resi-
dent in his training. In a comparable report
Knaus and O’Leary describe the inpatient
experience n a straight medicine internship
at George Washington University (5)

Program Description

The first two vears of the three-year progl
in internal medicine at the University of Min-
nesota involve primary patient responsibility
Third-year residents serve as consultants in
the medical subspecialties and have httle ex-
posure to primary care

Each resident rotates through the Minne-
apolis Veterans Administration Hospital, the
University of Minnesota Hospitals (including
its divisions of the Vanety Club Heart Hospi-
tal and Masonic Cancer Hospital), and either
the St. Paul-Ramsey Hospital or Hennepin
County Medical Center. In addition, in 1975
76 mne residents each spent four months it
the new ambulatory care clinic at the Miller

a member of the Se
at the Duluth Clinx
s chief of the D

I V e

M.D

Division of United Hospitals, a private hos-
pital in St. Paul

In his first year as a resident the first author
(E. P.) spent five months on the gencral
medical wards at the Veterans Hospital, three
months at University Hospitals and  tour
months at the Hennepin County Medical Cen
ter (two months in the emergency room and
two months on the male medical service). In
his second year the author spent six manths
at the Veterans Hospital, two months at the
University's Varnety Club Heart Hospital and
four months in the new ambulatory care clinic
at United Hospitals

Methods

The author kept careful records of his patients
throughout his entire primary care exper
ence, which dated from June 24, 1974
through June 30, 1976, Patients were catego
rized by age, sex, race, the particular hospital
and setting of care involved, disposition, and
primary and secondary diagnoses

Results

During his 18 months of inpatient expenence,
the author was responsible for 687 patients
There were 604 males and 83 females, reflect
ing the extensive time spent at the Veterans
Hospital and also on the male medical service
at Hennepin County Medical Center. There
were only 19 non-Caucasian patients

One-sixth of the patients required an inten-
sive care unit. 69 were n the coronary cire
unit and 45 were in the medical intensive
care unit

Twenty of the 657 inpatients died. Eight
y or terminally il
d. Five patients

een of them were crtca

and their death was expe
d from cancer

Eaghty-sin percent (588) of th
dmitted from home. Eighty
and 18 were admitted

patsent

me

wer

from nursing b

harged 1o a nursing home

rom home ar
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TABLE 1
Demographic Data and List of Major Diagnoses of Patients Seen by a
Medical Resident During 24 Months® of Primary Patient Care, 1974-1976

No. of Patients

Data and Diagnoses

General characteristics

VoL

53, FEBRUARY

18 Months of Inpa- 4 Months of Outpa-

tent Medicine

tient Medicine

Number of patients 687 180
Male 604 52
Female 83 128
Non-Caucasian 19 2
Age

Less than 30 40 41

Over 80 18 15
Number of deaths 20 0

Primary diagnoses by subspecialty
Cardiovascular 206 45
Gastroenterology 112 15
Oncology 79 7
Pulmonary 49 8
Infectious disease 45 21
Alcohol withdrawal, drug abuse 45 0
Hematology 41 5
Rheumatology 30 20
Nephrology 22 0
Endocrinology 21 16
Neurology 12 11
Psychosomatic illness 10 18
Peripheral vascular disease 6 1
Dermatology 4 1
Miscellaneous 5 12
Maost frequent primary diagnoses

Atherosclerotic heart disease 88 14
Alcohol withdrawal 37 0
Chronic obstructive lung disease 31 4
Lung cancer 31 1
Hypertension 31 22
Valvular heart discase 30 6
Peptic ulcer disease 20 3
Aleoholic liver discase 18 ]
Pancreatits 18 1
Pocumonia 17 0
Chronic renal farlure 17 0
Diabetes mellitus 15 8
Anviety or depression 10 17
Degenerative jont discase 4 12

* Paticots seen duning two months of emergency room rotation are not included

n the analysis

Nearly one-third of the inpatients had a
primary cardiovascular diagnosis. Gastroin-
testinal disease was the second most prevalent
duagnosis (16 3 percent) and oncology third
with 11.5 percent Pulmonary discase, hema-

1978

equally represented with between 40 and 50

patients cach

In contrast 1o the inpatients. the patients
seen in the medicine clinic were predomi-

twlogy, infectious disease. and drug abuse.
including alcohol withdrawal, were about

nantly female (71 percent). Also proportion-
ately more older and younger patients were
seen in the clinic (Table 1),

Communications|Peaslee and Sarost

The subspecialty categorization of the out-
patients resembles that of the inpatients in
several respects and contrasts with it in others
Cardiovascular disease was by far the most
common in both groups. Problems with infec-
nous disease, rheumatology. and endocrinol-
ogy. however, were seen two or three times
more frequently in outpatients

Discussion

The large number of patients (687) the author
managed 1s noteworthy. Residents may tend
to assume that private practice is less ngorous
In this regard the report of Burnum, a practic-
ing general internist, is sobering (6) In an
l1-week period in his practice he admitted
161 patients to the hospital, had Y01 office
visits, and made 1,394 hospital visits. In a
representative workday he performed three
annual examinations, evaluated one new pa-
tient, saw 12 returning patients, and visited
20 hospital patents, including two admitted
that day. He estimated his patient load 1o be
in the 85th percentile of practicing internists

The author encountered a broad spectrum
of disease, although the commonly accurning
discases in the fields of cardiology, gastroen-
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terology. and oncology dominated the case
load. Based on the number of patents seen
and the spectrum of diseases managed. no
changes scem warranted in the traming which
the author and his peers received in inpatient
care except to provide a better halance be
tween male and female patients

The newly developed ambulatory care
chinic supplemented well the traditional inpa-
tient experience available in this residency
program

References
1. Hurst, J. W The Trwining of Pamary Care
Internists and Primary Care Subspecialists at
Emory University Schoal of Medicine. Am /
Med , 60:603-613, 1976
Gororr, A H., et al Residency Tramning in
Primary Care Internal Mediewe Ann Int
Med | 83:872-877, 1975
Crepe, R.H  Pnmary Medical Care and
Training Programs in General laternal Medi
cne. Am. J. Med., 61:156-158, 1976
Hamerstan, D Primary Care and the Depart-
ment of Medicine. Am. J Med., 60:464-470
1976
KNaus, W A and O'Leasy. DS Analysiy
of a Medical Internship /. Med Educ
50:1033-1037, 1975
Bursus, 1 F What One Internist Does in His
Practice. Ann Int. Med ., 78:437-434, 1973

&

”

o

T

Lorrin M. Koran, M D, Pierre M. Hahn,

*aching Medical Students About Observer Variation

Andre A. Varma, M.D., and Leonard Whue, Ph.D

To develop fully their diagnostic skills, medi-
cal students must recognize the imited rela-
bility of the observations on which diagnoses
are based. Moreover, with professional stan-

When this study Jane
associste professor of psychiatry
of York at Ston b
He 15 now acting asso
Stanford Medical
Hahin is resesrch

Varm

dards review organizations empowered (0 ¢s-
tablish norms for reviewing the quality of
medical care (P.L 92-603). the medical
s nieed 10 appreci

profession and its regul
ate the observer vanation inherent in chnical
data and judgments and in the review proc-
cwes themselves (1-5). In order to sensitize
second-y ear medical students 1o abserver var
ation. a two-and-a-half-hour lshoratory was
introduced into the seven-week, full-time pro-
gram of stedy of the psychobiology system
taught by the faculty of the Departmest of
Psychiatry and Behavioral Scicoces a1 the
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State Umiversity of New York at Stony Brook
School of Medicine. Adlerindependently pro-
posed a similar laboratory but presented no
data (6). In this paper the authors report
data and experiences that may be uselul o
other instructors.

Method

Thirty-six  second-year  medical  students
viewed a color, sound film presenting a ma-
nometer column of mercury falling 15 nmes.
with synchronous Korotkoff blood pressure
sounds. The students were tld that this film
presented the systolic and diastohe blood
pressures of 15 patents and were asked to
record the pressures fo the nearest milhimeter
of mercury on a standard data form The
manometer is calibrated in steps of 2 mm. of
mercury with major divisions every 10 mm
“Diastolic pressure™ was defined as the point
at which Korotkott sounds disappeared. In
fact, the tilm (“Blood Pressure Readings,™
M-1580, Navonal Audiovisual Center, At-
lanta, Georgra) shows six blood pressure
readings repeated in random order and three
unrepeated readings. Students were seated
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from 4.3 10 9 8 meters from the screen in a
semidarkened room in five rows of six to
cight students There was clearly audible
undistorted sound in the back row. The sereen
image size was 1.2 by 1.6 meters. The film
was stopped after the first blood pressure
reading (the “practice” reading) to make sure
that all students understood the directions

After the film the students worked for an
hour on problems involving regression toward
the mean, sensitivity, specificity, and decision
analysis, while the instructors analyzed the
blood pressure data. The results were then
presented and discussed along with the an-
swers to the written problems

Results

Table 1 shows the mean, mimimum, maxi-
mum, variance, and standard deviation of
students’ readings of systolic blood pressure
for cach t (the interobserver variation)
Although the r for one systolic pressure
(No. 13) was 40 mm. of Hg, ranges of 6 to
26 mm. were the rule, and the exceptionally
large range probably represents an instance
of mattention. From the mean standard devia-

TABLE 1

Degree of Variation Readings of Systolic Blood Pressures (mm of Hg) by
Second-Year Medical Students at SUNY Stony Brook

of

Sample

. No-.o Maxi- Sample
Trial No Stu- Meun Memimum o Varihcet  Stan ard.
nte Deviationt
P kF} 119.5 16 122 159 1.20
i 36 157.1 152 160 6 00 245
3 36 1158 112 18 240
3 30 136.2 130 156 11.09
4 36 149 5 148 158 7.7¢
3 16 1558 140 160 11.70
6 36 107.9 104 110 376
7 o 119.7 s 122 234
8 36 1149 112 118 1 .88
9 36 107 4 160 m 7.62
1 o 108 4 13 1ie AL
11 3o 145.0 140 156 818
12 3s 1456 13 156 1421
13 1o 1364 107 147 32.712
4 3n 167 6 158 171

* “Practice”™ blood pressure

¥ Average vanance = 8 32,

# Because the average vanance gives an unbissed cetmate of the
the sumple of measurements whereas the average of the standard deviats
not, the mean standard deviation (2 92) 1 calculated by taking the square o

the average vanance

varabdity of
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tion the average 95 percent confidence limits
(=1.96 umes the mean standard deviation)
for the students’ observations can be calcu-
lated. On the average, 95 percent of students’
observations fell with =57 mm. of the group
mean

For diastolic blood pressure readings, the
largest range was only 16 mm. of Hg (No. 1)
On the average, the sample variances were
smaller than those for the systolic readings
indicating a smaller variability From the
mean standard deviation of the diastolic read-
ings (2.33 mm.) it can be concluded that, on
the average, 95 percent of students’ observa-
tions fell within =4.6 mm. of the group mean

The vanances of the differences between
individual students’ observations of the re-
peated systolic and diastolic blood pressures
(the intraobserver variation) were also calcu-
lated. The mean intraobserver standard de-
viauons (3.7 mm. systolic and 2.5 mm. dia-
stolic) agree well with that found by Dixon
and Johnston (2.7 mm.). They had 13 fourth-
year students take repeat readings of their
partners’ blood pressures (7). From the two
mean standard deviations it can be concluded
that, on the average, 95 percent of students
read the second of the paired blood pressures
within =7.2 mm of Hg of their first reading
for systolic pressures and within =4 8 mm
Hg for diastolic pressures. Like physicians in
clinical studies (8). the students showed ter-
minal digit preferences The terminal digits
“8" and “0" were markedly overrepresented,
whereas the terminal digits 1" and “3" were
markedly underrepresented

Discussion

Because of time hmitations, results were pre-
sented in the discussion perod tor only two
pairs of systolic and diastolic readings. The
data were used 10 illustrate the magnitude of
interobserver and intruobserve
this task and 10 open discussion of digit pref-

sriation for

erences in blood pressure readings, sources
of variation in blood pressure data the

ubiguity of observer variation in clin

d interpret
Multiple sources of ¢

fiffere

servations

nons

143

the “bouncing” quality of the mercury col
umn’s descent, and seating location In fact,
seating location was not an important variable
since the mean readings of students in rows
one and two were usually within = 1.0t 1 5
mm. of those in rows four and five. and the
differences were usually not statistically or
chinically significant. Additional sources of
observer variation in chinical measurement of
blood pressure were also mentioned failure
to calibrate the sphygmomanometer periodi
cally, ulung the mercury column away from
its calibrated angle, the precision and clann
of manometer scale markings. the precision
to which the blood pressure 1s read. cuff
length and width. arm position, and rate of
cuff inflation and deflation (8). These sources
of variation add 1o variations induced by
changes in the patient’s physiological state
Intraobserver varation was noted to be of
the same order of magnitude as interobserver
vanation, whereas i many studies 1t s
smaller
in ather chmcal tasks were briefly mentoned
(3)

The ranges for students’ observations of
the 15 blood pressures were similar to that
observed among several physician observers
(15 mm. of Hg) in an epidemiological study
of hypertension (9) This suggests that the
blood pressure film provides a task approxi-
mately as difficult as actually measuning blood

nally, studies of observer variation

pressures

Although the students in the present study
were presumably exposed to issues of mea
surement error and unreliability i college
science courses, they had not considered these
issues with regard to chnical data, When
confronted with the data generated n th
laboratory exercise, they experienced a brict
reluctance to accept the implicd uncertainty
Once this initial reluctance passed, however
a spirited discussion followed which, the au
r tolerance for

thors believe, marked a greate
ambiguity and greater understanding of
uncertainties confronting the pr
sican haps the apparent
short laboratory will encourage othets 1o ex

icing phy
of thy

nstizing stud

plore methods of s
observer varisuon. More rel
hods, data, and judgments

result
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The Geographic Distribution of Dermatologists

And Residency Programs

David L. Ramsay.

M.D., Melvin Krasner,

Vincent J. O'Sullivan, Jr., and Peyton E. Weary, M.D.

Many factors are thought to nfluence a phy-
sician’s choiee of practice location; among
them are professional factors such as demand
for medical services, access to hospitals, and
presence of other specialists and support ser-
vices. Climate. recreational facilities, qualiry
of Jocal schools, and other nonprofessional
considerations are also important. One no-
table influence that has been the subject of

I‘hu effort was supported by contrsct 231 -
(021 with the Division of Medicine . Burrau n{
Health Manpower, Health Resources Administra-
:’:;:‘ Department of Health, Education, and Wel-

The article was adapted from a paper presented
at the Manpawer Conlference of the Association of
Pm{:ssnn of Dermatology held in conjunction with
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?kdlﬂl Colleges, San Francisco, November 11

Dr. Ramsay 1s assistant professor of dermatology
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lnsl Mr. O'Sullivan served as @ rescarch assstant
Dr. Weary is chairman of the Department of Der-
matology a1 the University of Virgma School of
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study .

several investigations dealing with physicians
in general 1s an individual’s prior exposure to
an area during childhood or during medical
school. internship, or residency training
Weiskotten and co-workers (1) reported
that of the graduates of Amencan medical
schools 1 1950 who had residency training.
63 percent located their practice in the state
of their residency traming, 48 percent in the
state of internship, 42 percent in the state of
medical school attendance, and 53 percent in
the state of residence before entering medical
school. Similarly, Mason (2) m a study of
1960 graduates of medical school reported
that 43 percent of those surveved were prac-
ticing in the state in which ther medical
school was located and 52 percent in the
state n which they resided during their final

vear of graduate education

Method and Results

In order 1o determine whether a similar rels-

information on

3,000 dermatole
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can Board of Dermatology and listed in the
Directory of Medical Specialists (3) was cross-
tabulated by computer during 1976

Among the four vanables under study —
state i which birth, medical education, in-
ternship, and residency occurred —the strong-
est influence on location was residency train-
ing. Forty-five percent of dermatologists in
the sample were located in the state in which
they had received residency tramning. a pro-
portion generally consistent with the findings
for physicians in general described carlier A
somewhat weaker relationship was found be-
tween present location and place of intern-
ship. with only 42 percent remaining in the
same state. Not surprisingly, the proportion
of dermatologists located in the same state as
their medical schooling was only 37 percent,
and an even weaker relationship (32 percent)
was found for place of birth

Since the behavior of recent graduates s
the crucial element in considering the effec-
tiveness of alternative policy options, derma-
tologists who graduated from medical school
between 1960 and 1969 were examined sep-
arately. Similar to the findings for all derma-
tologists, residency tramming was the most im-
portant factor influencing physician location,
with 45 percent of the dermatologists in the
subsample being located in the same state as
their specialty training. Among the recent
medical school graduates the effect of the
other three variables was somewhat weaker
than that found for all dermatologists: 39
percent were located in the state of internship
35 percent in the state of medical school. and
32 percent in the state of birth

Similar analyses were conducted using the
nine census divisions rather than states as
geographic units. As cxpected. this resulted
in a somewhut stronger relationship. Fifty-
seven percent of dermatologists who com-
pleted medical school between 1960 and 1969
were located in the same

cographic division
as their residency traimin

51 percent in the
dvision of internship. 47 percent in the divi-
sion of medical school. and 45 percent in the
division of birth. Agamin ress
had the str t influence. ra
71 percemt in the Pac Dinvesic
percent in the West North Central D 3100
As further !
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TABLE 1
Distribution of States, by Dermatology Training
Capacity and Dermatologist-to-Population
Ratio

Average No of Der

Py oo per S
Number of residency
o
[} 134 16
1 1.47 17
2 1.60 v
3 182 3
4 or more 198 s
Number of ressdency
I
0 1 08¢ 16
1-19 148 23
20-39 183 6
40 or more 231 5

* Excludes military programs

# Excludes dermatology residents

¥ Includes New Jersey with 139 dermatologists.
the majonty of whom are located i the New York
metropolitan area. I New Jersey 15 excluded, the
ratio drops 1o 1.44

bution of dermatologists, the number of rest
dency programs and residency positions per
state and the corresponding dermatologist-to-
population ratios are presented m the table
A positive correlation of 46 cxists between
the supply of dermatologists relative to popu
lation and the number of traming positions im

a state

Discussion

A rudimentary step in oblamning a more cven
distribution of physician spectalists 1y assem-
bling and disseminating appropriate nforma-
tion regarding distribution. To this end, the
American Academy of Dermatology has ev
tablished o placement bureau and has distrib-
uted to all training programs a wall-sized map
depicting the distribution of dermatologiv
relative 1o population scross the United
St

es
The research reported earl
avenue for providing @ more even distri
bution in the country. The data sppear to
t relationship between th

suggests an

indicate a

trsimung and physician
uggests that modifying
v sub-

locauon of

distributs

ency oSN
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stantially alleviate  distnibution  problems;
however, caution 15 necessary in interpreting
these findings, particularly if viewed as a basis
for policy-making

Both the strong relationship between place
of residency and place of pracuce for individ-
ual dermatologists and the positive correlation
between residency positions and dermatolo-
gist-to-papulation ratios among states are sub-
ject 1o alternative explanations. Individuals
may select the site of their training on the
basis of preferred practice location; therefore,
changing the site of residency may not have
the desired effect on eventual practice loca-
tion. The heavy concentration of dermatolo-
LISts in & state may be as much a cause of the
many residency positions as their effect. Res-
idency programs may be likely to develop in
places where there is a rich pool of practition-
ers from which an excellent and diverse clini-
cal faculty and attending staff can be drawn
Nevertheless, 1t is likely that a trainee’s aceli-
matization 10 an area and the establishment
of carly professional relationships there play
an amportant part in the practice location
decision.

Many of the medical schools without a
residency program in dermatology appear to
be located in relatively underserved areas.
and it would be appropriate to consider estab-
lishing residency programs at some of these
wstitutions. The fact that mne schools do not
have a department or division of dermatology
at all hinders the proper traiming of primary
care physicians in the fundamentals of der-
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matology, a ficld which accounts for over five
percent of all ambulatory visits (4). This omis-
ston may also discourage students from select-
ing dermatology as a carcer, thus perhaps
contributing to a relative scarcity of dermatol-
ogists in the arca

Another approach to alleviating local
shortages, especially in arcas where establish-
ng residency programs would be undesirable
for any number of reasons, would be to
ntroduce one-month work experiences or ex-
ternships in such areas as part of existing
training programs. Under such a system resi-
dents would get virtually all of their training
as they currently do, but they would be en-
couraged or required to have a professional
experience in an underserved community as
part of their graduate medical education. Such
an approach may achieve some of the benefits
of distributing residency training without the
possible attendant inefficiencies
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To Teach Medical Students About Psychiatry

Herta A. Guaman, M.D., and Joel Paris, M.D.

For most medical students psychiatry is a
brief interlude in a curnculum which empha-
s1zes a concept of illness based on molecular
and cellular biology . In the short time availa-
ble to them, teachers of psychiatry can em-
phasize at least one of two objectives

| Teaching psychiatry as a medical spe-
calty. This could involve an emphasis on
phenomenology or dynamies or both; the
approach implies that psychiatry is as relevant
and scientifically sound as surgery and should
be taken just as senously. The goal 1s 1o
produce physicians who can recognmize and
manage depression and schizophrema

2. Teaching the psychosocial aspects of
medical illness. In this view psychiatry would
be forgotten by students if they see it as a
specialty enurely separate i theory and in
pracuice from the rest of medicne Because
many teachers of medicine and surgery are
primanly onented toward teaching about the
physical aspects of illness and tend to down-
play psychosocial factors in its etology and
treatment, the psychiatry rotation may be the
student’s only exposure to this important as-
pect of medicine. In this case the goal is to
produce physicians capable of providing truly
comprehensive care (1, 2)

These two objectives should not be mu-
tually exclusive. Whereas psychiatry can and
must be taught as a discipline comprising a
particular body of knowledge, it also has
much to contribute to understanding the psy-
chosoqal and psychosomaue aspects of any
physical illness (3)

Program Description

The psychiatry rotation at the Jewish General

of McGill University medical students a single
exposure of eight weeks in the third year
Since 1972 1t has attempted to tullill both the
objectives described here. To expose students
to chinical psychiatry, there are outpatient
and emergency expenences for all. with addi-
tional options of mpatient work or child psy-
chiatry To teach psychosoaal aspects of med-
1cine within a psychiatric consultation service
15 difficult because the student group is oo
large to observe or help carry out consulta-
tions, and rounds where the students have
never seen the patient prove to be boring
Morcover, consultation 15 often requested
only on grossly disturbed patients, therefore
the tendency to ignore more usual psycholog-
ical problems is remnforced

For this reason ordinary medical patients
and their families are used for teaching P
tients are selected by nurses as well as doctors
because resistance o interviewing can be
higher among physicians, whose education
does not put as much emphasis on the human
responses of patients as does nursing educa-

uon

Contact 1s made with interested head
nurses on medical, surgical, and gynecological
floors who are willing to provide patients or
familics. Patients are sclected on the basis of
their ability and willingness to talk; only the
severely ill are systematically eacluded. The
interview s designed to sensitize students 1o
the reciprocal interaction among the patient
the family, and medical personnel. It is usu
ally done by the psychigtnst, with a question
period open to students

On the whole, charting - both nursing and
medical - gives grossly inadequate informi
tion about psychosoaal or behavioral factors
in disease, and one of the ponts made in
teaching 15 that this refl
medical blind spot. Companson of the patient
information revealed in a half bour interview
with the usual remarks in the chart, such as

15 a0 important
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“patient admits to one pack of cigarettes and
two beers @ day” or “parents and siblings
alive and well,” s illuminating

Interviewing a Patient

I'he following example llustrates an interview
with a patient. A school teacher in her carly
30s suffered from regional ileitis. She was a
constant problem for the staff because of
controlling. watchful behavior. When she was
sent for an ntravenous pyelogram, she in-
sisted on knowing the incidence of complica-
tions of the injection and commented critically
on the technician’s ability to do the procedure
properly. Several umes she picked up medi-
cation errors by nurses as she always counted
and checked out cach dose before taking 1t
This patient demonstrated both the personal-
ity type associated with her psychophysiologi-
l disorder (4) and the management problem
with this personality type as described by
Kahana and Bibring (5).

Interviewing the Family
Observing and interpreting the complexities
of family interaction are difficult; therefore,
the psychiatry instructor begins by presenting
u videotaped rather than a live family inter-
view After they have watched one tape in
this way, the students see several live inter-
views with families of patents on medicine,
surgery, gynecology. and obstetries services.
Later, the students participate in a simulation
in which several of them role-play family
members while another plays the role of the
interviewer. Previous experience (60) with this
madality has been corroborated; it 1s usetul
for internahzing concepts of family dynamics
and tor permitung the students to practice
mtenviewing techmques. Probably the simu-
Tated family 1s one of the most popular of the
teaching sessions

Families were usually interviewed with the
patent. However, sometimes the patient was
physically unable to participate. The following
15 an example of such an interview

The father, mother, and 1o-year-old sister
of an 18-vear-old athlete who was quadnple-

following a pal fent demon-

strated the reactions of many such fambes,
They discussed whether or not o tell the boy
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about the hopelessness of his ulumate prog-
nosis. During the interview they fluctuated
between denial and acceptance of his situa-
tion. They demonstrated the importance of
the various kinds of support they had been
receiving —from the extended family, mem-
bers of families of other such patients, their
church, and their community. They also dem-
onstrated how people can initially use doctors
as scapegoats for their frustration, anger, and
shock at such a tragedy and how medical
personnel must be aware of this process in
order not to become defensive or angry in the
face of such blaming

Discussion

Exposure to individual and family interview-
ing seems to be serving a useful purpose for
these medical students It promotes an aware-
ness that the psychological, the physical, and
the familial are interrelated aspects of peo-
ple’s responses to illness

What has been most striking 15 that the
students” imitial skepticism concerning  the
probable importance of life events in precipi-
tating some physical illnesses (7) quickly turns
Into acceptance as a succession of interviews
demonstrates the remarkable frequency with
which patients and their families have recently
had to cope with such events as moving.
getting a new job, being under greater pres-
sure at a job, losing a parent or a close
friend. or having an older child leave home
Morcover, these young medical students reg-
ularly express a wish 10 conduct interviews
themselves. although they are not expected
to do so. When they are invited 1o interview
a patient. they prove themselves equal to the
task despite their relatively brief expenence

The student response to this experience
has been consistently positive. as measured
both by informal end-of-rotavon feedback
meetings and by formal raung sheets filled
out by 12 successive groups of students over
a three-year period. What 1s not clear 1s the
long-term impact of the experience (1). Some
students who were enthusiastic about this
aspect of their psychiatric rotauon have been
observed as interns and residents descnbing
cases in the usual mechamstic fashion of a
modern physiaan. However, as consultant

Communicanons/Guiman and Paris

psychiatrists the authors have found it fairly
easy to resurrect their empathic understand-
g of pauents, whereas 1t 1s difficult to do
the same with those who have never been
exposed to the expenence described here
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Resource Identification: A Use

Of Psychiatric Res

William H. Sledge, M.D.

The last decade has witnessed an expanding
interest in student evaluation of faculty. Re-
cently psychiatric educators have been inter-
ested in specifying the goals of residency and
evaluating how these goals are met (1). In
this time of psychiatric education funding
changes, the move to a four-year program.
and an increasing emphasis on accountability .
it seems appropriate to examine the use of
residents’ evaluation of faculty to idenufy and
describe academic resources. The thesis of
this report is that such an undertaking can
well serve the psychutric residency educa-
tional task

The hterature addressing precisely what
student evaluations measure about teaching
and learning s filled with controversy. Rippey
(2) notes student ratings of teac
are multi-dimensional and interact with the
environmental character of the school™ and
i the question is not to accept or reject

The question is how to make use of [student
evaluations]
Dr. Sledge is assis

Yale University Sch
Cony ucut

chiatry

t professor of ps]
e >

New Haves.

idents” Evaluation of Faculty

Resource Identification

In any academic faculty various members will
have different talents, skills, and knowledge
which may be more appropriate to one situi-
tion than another Furthermore. in psychiatric
residency education, teaching abilities are in
umately tied 1o personal qualities of the
teachers (3. 4). This 15 especially true in
psychotherapy supervision, where the rela
tionship between the supervisor and supervi
see is often an object of scrutiny as is the
relationship between the resident and patient
As teachers vary in their strengths, so rest
dents vary in their educational nceds and
their ability to respond usefully to different

faculty personalities. The educational task ¥
further complicated by the fact that pevchist
nts {more so than r in other

Tic re

medical speciainies) go through a develop-
mental proces a1 entails changes in profes-
stonal skifls an as well a 1 Lmes
in personainy developmental pre
(3-5) may mani iself n varying abifitic

4

and/or blocks in the residents” Je

example. if part of the process involves doubt
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about professional competence, the resident
may be especially vulnerable to developing a
defensive, inflexible stance in relationship 1o
a teacher who may be either unresponsive or
inappropriately responsive to the resident’s
professional self-esteem. with the result that
the resident’s sense of doubt and incompet-
ence is exacerbated. Thus, the process of
matching faculty resources with resident
needs can become problematical

An Example
By systematically collecting resident ratings,
the program director can become aware of
which faculty members are valued by resident
subgroups, such as first-year residents, ad-
vanced residents, or troubled residents. An
example of such a situation from the author’s
experience of coordinating resident evalua-
non of faculty involved several senior super-
visors within the department who generally
had reputations as wise chnicians and excel-
lent teachers. Yet it was noted that their
average supervisor rating was not so high as
one might expect. When the ratings were
erouped 1nto first-year versus advanced resi-
dents, there was a dichotomization of the
raungs in some cases. First-year residents
frequently had difficuliics in the form of com-
plaints about lack of collaborative involve-
ment and feelings ot battered self-esteem with
these supervisors while advanced residents
tended to rate the experience quite helpful.
When other supervisor ratings were exam-
ined, the reverse phenomenon was found,
that is, some supervisors did much better with
hrst-year residents but not so well with ad-
vanced residents. who complained that the
supervisor was oo directive or had too many
preconceptions
This function of resource identification 15
1o be differentiated from a process that ar-
tempts to identify “good” and “bad” teachers
either tor personnel actions or for a resident
“consumer guide ” While i some situations
it may be important to adentify especially
effective and/or especially ineffective teach-
ers, resource wentification asks and attempts
to answer the question of what are the effec-
tive match-ups berween faculty and residents
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Problems
There are. of course, problems with this pur-
pose. There is the validity and reliability
issues of student ratings (most researchers
seem to agree that student ratings are reliable
but there is great debate over the valdity
issue, with the majority tending to favor the
view that students’ ratings of faculty are valid
indicators of faculty effectiveness 6, 7))
There is also the problem of designing a
meaningful format with useful questions. Pre-
cisely what will be asked must be determined
by the educational goals and values of the
department and the purpose(s) of the polling
However, a mixture of specific, behaviorally
related and global, impressionistic questions
is helpful in learning why and how a particular
teacher may be valued by his students

Once the goals of the evaluation have been
formulated and the data collected, other
problems remain. One potential problem is
the availability of the results of the evaluation
The resident group may favor widespread
availability of the results, and some faculty
may resist publication. Another problem 1s
the tactful use of the information; some fac-
ulty may not take well to the notion that they
cannot do everything equally well. There is
also the problem of whether or not evaluation
should be anonymous. There are no easy,
general solutions to these and other problems
Each case must be resolved individually ac-
cording to its merits and within the context of
the history and values of the training setting
The training director must find a way to
balance the needs of the department against
the needs of various groups (faculty and resi-
dents) and individuals

Conclusion

Systematic ratings of the faculty by residents
in a psychiatric training program can be useful
in wdentifying academic resources because res-
idents are in an unigue posttion to provide a
measure of who in the faculty has spe
skills that may otherwise
traimng director, as the

0 unnotced

dinator of re
sour nd needs. must define how the eval
uation may be emploved to discover educa-
nonal resources and must utiliz:

results of
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the evaluation in a meaningful fashion, Fur-
thermore, the program director must decide
to what extent resident responses are valid
and to what extent the solutions suggested are
in the service of avoiding learning problems
or furthering professional growth

Although psychiatric residency training has
been the focus of this report, it may be
possible that the use of student ratings in
other settings can also serve the function of
resource identification
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Teaching Psychiatry to Medical House Staff:

Report of a Weekly Conference

Stephen B. Shanfield, M.D

Most psychiatric education of the primary
physician is directed toward the teaching of
medical students or the continuing education
physicians (1-5). Neglected 15
psychiatnic teaching of hospital house staff
members in traiming 10 be primary care phy
sicians. This report deals with a weekly . hour
long seminar held from July 1974 to June

of practicing

1976 for medical residents in a county hosp
tal. This program. supported by the chief of
medicne. was well attended by the medical

house staff rotating through the hospital for

two-month periods

Goals and Rationale

e goals were to assist th

ber in mng facility
Dr. Shanficld is assstant
nt of Psyehia -

M

n understanding how psychiatnic ditficulties
are part of medical problems. in learning the
use of psychotropic medications. in being ahle
to provide support and continuity of care

and in developing skill in communicating with

a psychiatnist and knowing when w refer o
patient to him. It was hoped that as technical
medical psychiatne issues were mastered, the
more subtle and complicated psychosocial is
sues and dynamics would be discussed. includ
g the understanding of the ¢motonal re

1w patients that nterfered with appro

on onvelil
n psychiatr

4 management because many medical

have significant psychiatric probler
re often not disgnosed and not trested
y treated (6 Few of these

0t 1o be referred to

1d are Best trested by a knowl
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Content
I'he emphasis was on the most common prob-
lems that the residents encountered. The top-
jes were outlined at the beginning of the
rotation. There were three sessions on the
diagnosis and medical management of depres-
sion; one session on chronic psychosis and
exacerbations, with an overview of the phe-
nothiazines; one session on the assessment
and management of the patient with chronic
pain; one session on the alcoholic patient.
and at least one session devated to a discus-
sion of one of the residents” “waorst cases.” a
proven method for reducing anxiety n the
treating physician (8). Also covered was the
sociopath discussed i the context of the pris-
oner patient, staff relationships and how they
alfect patient care. the dying patient, and
disability assessment

The residents’ own patients were inter-
viewed cach week by the author and later by
the residents, who kept a particular goal in
mind. Examples of the goals were: What is
the diagnosis? What are the problems of
living? What feelings does the patient evoke?
The use of their patents enabled them to
participate actively in their own learning (9).
Some general readings were recommended

Observations and Outcome

‘Those most interested i the conference were
the interns, who were closest to the patients
and wanted 1o improve their treatment skills,
and the second-year residents. who wanted 10
improve their deficits in psychiatric manage-
ment betore leaving the residency. No one
was able to apply adequately his medical
schoal knowledge of psychiatric diagnosis and
management.

Initially. but with decreasing frequency.
the house staft had no cases to discuss. The
author used the time to teach the management
of patients with common diagnoses and the
use of medications as well as commaon frustra-
wons. Oaly patients with the most severe
psychiatric symptoms were presented by the
residents for group discussion. These prob-
lems were used to Hustrate the less severe
and more comman symptomatology present
in their other patients. Over ume. a broad
range of patients were discussed, the residents
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became able to diagnose psychiatric problems
with ease, and their use of psychotropic med-
ications grew to an increasingly sophisticated
level Initially, the drugs were often not used
when indicated and frequently when used
were given at too low or too high a dose.
Phenothiazines for chemical restraint began
10 be given instead of sedative hypnotics. The
latter had been used particularly in the geri-
atric group. The prescription of tricychic anti-
depressants increased markedly following the
introduction of this seminar

The house staff members were encouraged
to discuss among themselves the frustrations
they experienced with patients. All individual
statements of difficulty were generalized, and
the elements common to all were emphasized.
These efforts were seen as supportive and
increased participants’ willingness to share
problems. Their openness in discussing these
issues was surprising

During the “worst-case’ seminar those pa-
tients with whom the residents felt most frus-
trated and helpless were interviewed. Many
of these patients were or had been in treat-
ment with a psychiatrist or in a psychiatric
facility  Many currently not 1 psychiatric
treatment had refused to return to such treat-
ment. Often these patients had serious medi-
cal problems as well as severe psychiatric
symptomalogic states, particularly chronic de-
pression and anxiety. They were frequent
users of the emergency room, and many were
abusers of multiple drugs. They were often
bounced about from clinic to chnic and were
regarded as being unpleasant. The house staff
became aware of how a patent’s feehngs of
hopelessness and helplessness were conta-
gious and paralyzed therapeutic involvement.
thereby causing in the resident a helpless rage
with an attendent guilt and withdrawal from
the patient. Over ume the residents learned
to manage these feelings better, and this in
turn produced more efficient and helpful care
The high level of skiil and the dedicaton n
the management of these patients became
very impressive

Dying patients were also interviewed. Rec-
ognition of therapeutic limits was helpful 1n
the management of such patients

Conflicts about disability recommendauons
were discussed: these were a source o Mt
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uing difficulty for the resident. He often felt
pressured into making a formal statement
about the patient’s inability to work despite
the fact that he had minimal guidehnes or
experience on which to hase this statement

While no formal evaluation of the program
was undertaken, there were systematic inqui-
ries made of the residents as to the growth of
their psychiatric skills. These changes in be-
havior were corroborated by the medical staff
The house staff members reported that as a
result of the semnar there was a decrease in
dhagnostic procedures, including surgery, and
that they were better able to talk to their
patients. They stated that their interviewing
had improved as a result of secing and domng
nterviews in front of colleagues and that they
felt they knew when to refer patients to a
psychiatrist. All of the goals of the weekly
conference were met

Discussion

A weekly hour-long psychiatric conference
for house staff members is seen as valuable
and 1s recommended as a part of the education
of all primary care physicians. The lack of
competence in psychiatric issues at the pri-
mary care level is in part due to the absence
of such programs. Attendance at the confer-
ences was mandatory for all medical house
staff in contrast with continuing education
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programs in psychiatry which reach only a
selected portion of the medical community
Psychiatric education during house staft years
1s essential to the tramning of the primary care
physician
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EDITORIAL

Why Bother with Informed Consent?

Based on the title of this editorial, one might
conclude that the concept of providing medi-
cally informed consent ts cither optional or
new  From the very onset, let me point out
that both implications are false. Morally and
legally, the requirement for and the provis:on
of informed consent have existed to some
degree for many years

Prior to 1960, the physician basically felt
bound only to inform the patient that a pro-
cedure or procedures were being performed
and. hence, obtained the consent based upon
that rather simple exchange; the patient was
simply made aware that a procedure was
being done. However, in 1960, this rather
simplistic approach changed drasucally as a
result of Nathanson v. Kline. It was from this
case  that the medical profession became
aware of the need 10 provide much more
information to patients; this resulted in the
creation of the so-called “collateral risk doc-
trine ™" Simply stated. the decision said that
not just a physician but also the patient must
possess basic knowledge about proposed pro-
cedures 10 make an assessment as to the risk
mvolved. Indeed, the patient must be “in-
formed™ if he or she, alang with a physician,
is to be capable of ratonally deciding for or
aganst surgery based upon risk

Following this decision of Nathanson v.
Kline, there were numerous law suits brought
forth which atiempted to define how much
must be told patients by doctors, but ob-
viously none has yet accomplished this objec-
uve, The battle rages on and the question is
unsettled

Certainly much of the recent and current
actvity in this area s embodied in that general
movement atoot in this country known as
onsumensm and specifically in that move-
ment’s concern with the “nght to know "~ In
the medical profession, it is expressed in the
fequirement for voluntary informed consent-
giving on the part of the patient. Of course. 1t
B expected that an enlightened public will
keenly concern aself with disclosure tssues.

1

3

sunshine laws, and so forth. And such interest
and activity have only been heightened by
the recent revelaton of past political conceal-
ments that occurred n our capital. If for no
other reason than these, we as a profession
must “bother” with informed consent

In the years immediately following the Va-
than v. Kline decision, it appeared that possi-
bly the “standard of practice” doctrine might
settle the quantitative question of how much
the patient needed to be told by the doctor
The standard of practice doctrine as it applied
to informed consent in essence meant that
the doctor was required only to disclose to
the patient those informational items that
were ordinanly and usually provided m a
general geographic/jurisdictional area. How-
ever, as a legal concept apphicable to informed
consent, sigmificant legal challenges were pre-
sented. In 1972 the cases of Cobbs v. Grant
i California and Canterbury v. Spence n
Washington, D. C | ehminated the standards
of practice concept as an answer to the 1ssue
of information quantity. These two decisions
beyond question solidly affirmed the patient’s
right to sclf-determination regarding collat-
eral risk in those two jurisdictions. Based on
these two cases, therefore, 1t now appears
that the court will hold doctors bound to
“reasonable disclosure

As a medical educator and an operating
surgeon, [ think I now know what is expected
by our judicial system; I simply do not know
how to accomplish it. | cannot determine
what constitutes reasonable disclosure, and
quite trankly the courts have not helped. By
its simplest anterpretation, to be informed
means to be knowledgeable. However. as we
Kknow. knowledge is relatve and never abso-
lute, not for the doctor and least of all for the
layman on medical 1ssues. None of us knows
everything about anything Hence, the ques-
ton of disclosure to the patients boils down
to how much or to what degree The courts
will not or most likely cannot tell us how
much disclosure s adequate And even 1if
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they could, the likelihood for mnconsistency
among courts 1s a foregone conclusion. Where
are we then? Very simply, we are at the
mercy of juries, judges, and arbitrators.

But as dismal as my outlook may be, I do
nonetheless believe there is a faint flicker of
light at the tunnel’s end. I believe we can
reduce our nisk greatly by Increasing  our
knowledge and understanding of the issues
For example, simply knowing some of the
situations in which mformed consent is either
difficult or impossible to obtain s essential. It
behooves us 1o completely understand state
laws on mental competency and age limita-
tions. The latter 1s of particular importance

to those who perform abortions and/or pro-
vide contraceptive services to minors Cer-
tamnly our affinity for misadventure is reduced
if we are knowledgeable of particular areas of
past difficulties, for example, the question of
witnesses, supplemental documentation, risk
versus benefit explanation

Clearly the 1ssue of informed consent is an
unsettled one; however, we must nonctheless
continue the travail; we must bother with
informed consent

Hesgy W Foster, Jr. M.D
Editorial Board

member,



BOOK REVIEW

Comparative National Policies on Health
Care. M I Roemer. New York: Marcel
Dekker, 1977. 252 pp. Cloth, $16.75

In an ymmediate sense this book is the
outgrowth of a teaching project on interna-
tional health sponsored by the Association of
American Medical Colleges. However, Mil-
ton Roemer has studied the subject matter of
this book for more than a quarter century.
while serving as a health consultant n several
dozen nations. In that sense the book 1s the
outgrowth of a major portion of a leading
scholar’s professional life. Professor Roemer

is uniquely qualified to prepare a comparative
study of health care systems. As such this
volume helps to fill a large gap in the hitera-
ture, which has traditionally placed little em-
phasis on 1nternational comparisons of the
structure and performance of health systems
Two frameworks for classifying the infor-
mation relevant to this topic are used to keep
the book within manageable limits. Firs
broad categories of health system components
are specificd. These seven aspects of health
systems are described in separate chapters:
““Economic Support for Health Service
health manpower (separate chapters for phy-
sician manpower and other health personnel).
“Health Facilities,” “Delivery of Medical
Care,” “Delivery of Preventive Services,”
“Health Care Regulation.” and “Health Ser-
vice Admmistration and Planning ™ In addi-
tion o these chapters, the book includes an
mtroductory  chapter and a final chapter.
“Some National Health System Panoramas ™
This concluding chapter utilizes the second
classification framework as a basis for a more
detailed discussion of representative national
health systems. Five predommant forms of
health organization and examples of cach arce
surveyed in the chapter: a free enterprise
system —the Umted States. a wellare stare
system —Norway, a transitional  system —
Peru, an underdeveloped country system —
Ghana; and a socalist system—the Soviet
Union.

The first chapter discusses the health ser-

vice components and the orientations of the

tems described above. The next
Economic Support for Health Sery-

health
chapter,
ices,”” explores alternative financing mecha-
nisms to pay for health services. All nations
use one or more of the following financing
methods: personal payments, charity, indus-
try contributions, voluntary nsurance, social
insurance, and general tax revenues. The rel-
auve importance of each payment method in
various nations is then compared. In most
countries, rising shares of national wealth are
being devoted to health purposes, and in-
creasingly they are denved from social insur-
ance and general tax revenues

Health manpower is the subject of the next
two chapters. In the chapter on physician
manpower, the history of the physician is
described as are the issues involving distribu-
tion, specialization, and the roles of medical
schools, medical societies, and medical ethics
The chapter which follows considers tradi-
tional (nonscientific) healers, nurses, dental
personnel, several categories of auxiliary per-
sonnel —for example, pharmacists, midwives
and others, and “doctor substitutes.” The
latter are not the same as physician’s assistants
n the United States: instead, they essentially
have independence as primary health work-
ers. Their role is emerging as an important
one. particularly in poor, rural societies. In
China following the 1965 Cultural Revolution
a short traiming program was developed to
teach basic and elementary curative and pro
venuive services to the “barefoot doctors.”
The program has been very successful and
has been endorsed by the World Health Or-
gamizauon for other underdeveloped nations

The history, sponsorship. types. and func-
tions of hospitals are discussed. and regional
health centers and other specialized care facil-
ties are mentioned in the chapier on “Health
Facilities.™ Hospitals in the United States,
Belglum, Nigena, Brazil, and Poland are
compared. It 1s interesting to note that nearly
one-third of hospital beds in the United States
and Belgium are for mental patients (32.1
and 33.0 percent. respectively) while only
4.3 percent of the beds in underdeveloped
Nigena are for such patients. Other compari-
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sons help to explain the broad variations in
hospital sponsorship, staffing, functions, and
activities that may be observed worldwide

Health delivery 1s surveyed in chapters on
medical services and preventive services. It is
noted that “fee-for-service™ 1s so entrenched
mn the free enterprise delivery systems that it
15 used even where payment has been collec-
uvized through third-party arrangements.
Morcover, welfare state systems usually retain
the private practitioner as the principal source
of primary care delivery. The socialist coun-
tries. on the other hand, gencrally provide
primary  services  through  state-operated
health centers; socialist health systems also
emphasize primary care services for children
Dr. Roemer observes that specialized services
for the aged and chromically ill are rarely
available in transitional or underdeveloped
nations, although those services are common
in free enterprise, welfare, and socialist health
systems. The author asserts that dental serv-
ices are generally inadequate even in the most
affluent socteties.  Family planning. child
health, and environmental and communicable
disease control programs are also considered
in this section of the book

Chapters 8 and 9 compare health regula-
tion, planning, and administration Regula-
tory controls covering health professionals
health facilities, and drugs are discussed Stu-
dents in health administration and public ad-
ministration will find these chapters of partic-
ular interest

While this reviewer found Comparative Na-
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tional Policies on Health Care 10 be a useful
book. 1t 1s not without defects. Most of the
matenal is merely deseriptive and not analyvt
ical in nature. For example, the author does
not evaluate the impact of different health
systems on the efficiency or effectivencss of
health delivery within those settings The
reader s to0ld how health services are orga
nized in different countries, but he does not
casily get a sense for what works well and
what does not. The book is part of & relatively

new senes, “Political Science and Public Ad

ministration.”™ Yet sources are not annotated
and there 1s not a single footnote. Additional
readings are listed at the close of cach chap-

ter. There are several views abou:
my own preference 1s for explien identifica

ton of the sources for crucial or specific
information or data

More surprising is the virtual absence of
any hgures, tables, charts, or graphs  The
book contains but one figure and one table
A comparative study such as this lends itself
to the comparison of a variety of information
While comparisons do oceur throughout the
text, they essentially are absent w tabular of
graphical form. This is bothersome  Sull
Comparanve Nanonal Policies on Healih Care
15 a useful book

Ricuaro € McKissin, Pu D assistant

professor of economics and assistant professor

unisiration, Wichia State
RKarisas

of health care

University
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LETTERS TO THE EDITOR

The Educational Specialist

As an educational specialist, I was personally
disappointed to see that one of the results of
the AAMC Faculty Development Survey
(Preluminary Report of the Faculty Develop-
ment Survey, Special Report, Division of Fac-
ulty Development, Association of American
Medical Colleges, March 1977, unpublished
and for limited distribution) showed that in
terms of influence and assistance on instruc-
tional issues and problems. educational spe-
cialists ranked second from the bottom of a
list of eight possible “influentials.”* The fol-
lowing question was asked: “How often do
you seek assistance/advice on instructional
issues and problems from the sources listed
below?™ The responses were: faculty —col-
leagues within my department (Y3 percent),
current students (83 percent), faculty —col-
leagues outside my department (74 percent),
former students (73 percent), the hiterature
(73 percent), department chairperson(s) (61
percent). educational speciahist(s) (28 per-
cent), and assistant or associate dean for
educational or academic affairs (12 percent)

Admittedly, the question asked on the sur-
vey did not deal with the fact that such
persons are not readily accessible in a major-
ity of medical schools. However, since my
business 1s that of assisting i the solution of
mstructional problems. I took a second look
at current models for faculty development
and speculated that the educational specialist
might increase his effectiveness by broadening
the scope of his target

How can the real “influenuals.” faculty
colleagues within one’s own department, and
both current and former students be mobi-
hzed for the improvement of nstruction” |
believe many schools are within a stone’s

throw of having a feasible system in action
Let me illustrate using our own institution as
an example. At the University of Connecticut
Health Center, students are used consistently
as members of teaching commuttees and as
evaluators of instruction. Some students are
substanuially involved in the curnculum dur-
g their four years at the Health Center. We
even have the title of “educational officer

for some of these students Others assume
more ad hoc roles. Occasionally these stu-
dents become involved in educational discus
stons with members of the Department o
Rescarch in Health Education, and occasion
ally they attend faculty development semi
nars. After graduation the Health Center
employs some of its graduates for junmior fac-

ulty positions In some cases, these junior
faculty provide unusually valuable nsights
since they have completed the entire curricu-
lum and have a perspective of the curniculum
and its effects on students which 18 unique
Furthermore, the bushy-tailed jumor faculty
member can sometimes have an mflucnce on
the curriculum far beyond his credentials sim
ply as a matter of default since more senior
compatriots are quite willing to allow mis
guided youth to spend itself on such ament
ties

In view of the findings of the AAM(
survey, it might be productive to formalize
the procedure described above . What would
be the effects of deliberately mvolving both

top achieving and activist students in faculty
development activities with the mtention of
recycling them as faculty members following
a variety of externships?’ The student involve
ment should not be burdensome to them
Some of the better students would find such a
progrum only shightly more tme-consuming
than their current level of participation as
academic officers and possibly less ime-con-
suming than the activities of the official class
activist. Such a program would provide edu

cation officers and other ested students

18 into the research on education,

and consequently they might become more

ntelligent consumers of their own educations
more thoughtful critics of their programs, and
for filling the ranks
ulties. By being

maore capable apprentices
of tomorrow’s medical

exposed 1o educational thinking a1 an carlier

homegrown faculty members might form
I links among educational specialists and

epartments

Rosexr M. Rugpey, Pu D, professor, De
pariment of Hesearch in Health Education

Unaversity of Connecticur Health Center
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Health Care Model

Dr. Smulkstein’s article. ~A Model for Teach-
ing Comprehensive Health Care.”™ in the Sep-
tember 1ssue provides educators in primary
care with an excellent structural concept for
teaching comprehensive health care. [ would
suggest, however, that in order to make this
model functional in residency training pro-
grams, specific eriteria for delivering compre-
hensive care and specific behavioral objec-
tives to be achieved by residents need to be
developed

In order to meet the goals of (a) function-
ing as a physician in an ambulatory/hospital
setting providing continuous and comprehen-
sive health care to an identifiable cohort of
patients, (h) providing each patient and fam-
ily with quality, comprehensive care to in-
clude concerns regarding their physical, emo-
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staff or in self-exaltation over colleagues In
ume, haughtiness and arrogance may become
major characteristics of all interpersonal rela-
tions, including private affairs

It is possible to understand this phenome-
non by analyzing the mouve that brings us to
study medicine and then to persist in its
practice. The claims that it is a respectable,
interesting, profitable profession and one that
enables us to help our fellowman are all
correct; but on a more profound level, the
motive behind them all 1s the self-satisfaction
they provide and their contribution to the
strengthening of the ego. Many of our col-
leagues will hesitate to admit that, with all
our joy at the recovery of a patient, our
satisfaction comes mainly from the knowledge
that we made that recovery possible

Within the physician-patient relationship,
the patient’s standing is characterized by de-

tional, sociological, and r litative health,
and (¢) functioning as a coordinator of the
health care system, specific critenia need to
be developed for the content of a complete
data base by age groups, the urgency in
acquiring all of the identitied data in a specific
time period, methodology of health hazard
identification, the frequency of heaith main-
tenance visits based on identified health risks,
methodology in deahing with compliance
problems, an efficient recall system. appropri-
ate utilization of consultants, and appropriate
utihzation of other health professionals.

Only after these enitena are developed can
meaningful behavioral objectives be designed
10 be used to evaluate the progress of res-
dents as well as the outcome of the effect of
e care in the v of pa-

)
tients senved.

Merite N Wegsius, M Do direc
Famuly Medicine Ressdency Program, Univer-
sty of Washingron School of Medicine.

The *Mini-God™ Syndrome

Arrogance s a rather common taling among
physicians, especially, it seems. in large hos-
paals and central mics Quewardhy . 1t s
expressed in vanous behavioral patterns. such
as belittiement of the patient or the nursing

d and faith. It is difficult at tmes to
conceive the degree of dependence, as, for
instance, in the case of the patient who allows
the surgeon to take him into the operating
room, to anesthetize him, and to do with him
as he thinks suitable The knowledge that the
physician will do his best and that the well-
being of his patient 1s his primary concern
justifies the trust of the patient in him. There
is no doubt that such a relationship is ideal
for medical treatment, for the physician is
free to deade and act purely upon his best
professional  judgment.  This  relatonship
should not be influenced by the patient’s
social or economic status; in the sick bed, all
are equal

The great power which the physici:
sesses and which 15 frequently

N pos-
forced
tends to create a fechng of supenonty . In
everyday life we may encounter similar phe-
nomena in vanous craftsmen whose services
we require. But the physician, who deals with
the life and health of his fellow creatures.
builds a self-image of a “Mini-God " Lack of
adequate self-cniticism and a healthy sense of
proportion enables the nevitable develop-
ment of arrogance — perhaps no maore than an

unpleasant sude effect = but there s also dan-
ger of the development of disrespect for hu-
man hife and health

This phenomenon can be uprooted quite
casily on condition that every one of us s

Letters to the Editor

conscious of 1, 1s persistent in his self-re-
straint, and remembers to treat every fellow
human bemng with due honor. Thus, we shall
improve ourselves and gain respect as human
beings and not just as good professionals. In
no way do I preach self-devaluation; rather,
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let us build our image and reputations as
physicians upon real, scienufic, and medical
achievements only

A. STERNBERG, M D
Center, Petah Tigva, Israel
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“Every doctor of medicine licensed to practice
medicine or surgery within this state shall. ..
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...”
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P ey e To help you fulfill specialty society, medical

e " P s "‘\ association, and state board CME requirements (like

AR e : ; the Ohio statute quoted above), the Network for
Continuing Medical Education (NCME) offers:

12 hours of programming a year that qualify for AMA
Category 1 and AAFP Prescribed or Elective credit;

+ a computerized racerc of your CME activity;

- the convenier:ce of ouisianding medical educationat
your hospitsi cin #deco2ssette every two weeks.
Some typicai iR Tezaory 1 topics for 1978:

- Ophthalmol:
- Osteoporcsis
« Transfusion: &ic. :Jomponents
- Five Phases of ~Acisia vy ciial Infarction
- Abnormalities of ivienstruziicn
» The Automobile Casualty
- Anemiain Middle Life
Faculty for NCME programs are drawn from the

nation’s outstanding medical schools and teaching
hospitals.
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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
advertisementon to a colleague with responsibility for
continuing education at your institution.

Detachhere.

Please mailto:
NCME/15 Columbus Circle/New York, N.Y.-10023.

Name " Title

Hospital Name : ’ PHGRE

Address ’ _ (Area Code + l\.lumber)
City State Zip

We have videocassette playback equipment
0 %" U-matic O Betamax . O Other (Please specify)

O We do not have videocassette playback equipment
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