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Role Models for Women Medical Students
Nancy A. Roeske, M.D., and Karen Lake

Abstract— Research about women physicians indicates that career/family conflicts
modify professional involvement. At a large midwestern medical school, 192 women
medical students were asked their ideas about women physicians as role models. The
first- and second-year women differed significantly in their thoughts from the third-
and fourth-year women. The former were acutely aware of an identity crisis as a
woman. Their anxiety was projected into a need for a fourth-year elective with a
woman physician. The third- and fourth-year women had little interest in working
with a woman physician. Because of their anxiety regarding a physician’s responsibil
ity for patients, the competency of the physician was the major concern of these
women; the sex of the teacher was irrelevant to their educational objectives

Increasing numbers of women are enter-  schedule, which would enable her to
ing medical school. However, there are maintain involvement in medicine while

still relatively few women physicians.
Thus, many women medical students
have not had an opportunity to know a
woman physician prior to entering medi-
cal school. This situation has led to ques-
tions regarding the need for women phy-
sicians to serve as role models for women
medical students. The assumptions are
that contact with a role model will maxi-
mize the woman medical student’s even-
tual involvement in medicine and mini-
mize the emotional distress experienced
during medical school (1-3). The experi-
ence theoretically should enhance the
integration of the woman student’s femi-
nine self-concept with the physician’s
role. A related assumption is that a
woman will desire a flexible education

Dr Roeske is professor, director of undergs
ate curriculum, and coordinator of medical ¢
tion, Department of Psychiatry, Indiana Unive
School of N e. Indianapolis. Ms. Lake 15 a
graduate of Education, Indr-
ana Univeruty, Bloos

she is assuming other responsibilities,
particularly for her children. These as-
sumptions are based upon the following
facts: the career-family conflict of women
physicians has resulted in their less-than-
full-time commitment in medicine, and
the presence of children has been the
most significant factor influencing the
time a woman devotes 1o her carcer (4)
The purpose of this paper is to review a
group of women medical students’ stated
desire for contact with women physicians,
their participation in a senior elective
program with women physicians, their
current plans for a family, and their de-
sire for a flexible education schedule

Background

In the fall of 1973 between 40 to 70
women medical students at Indiana Uny
versity School of Medicine began meeting
one evening each month. The majority of
the women were first- and second-year
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students. Because the women expressed a
desire for contact with women physicians,
the senior author initiated a plan which
evolved into two programs: (a) monthly
dinner meetings in which women physi-
cians were invited to talk about their
professional and private lives and (b)
senior electives with women physicians.
The women students developed a ques-
tionnaire which was sent to all of the
women physicians in the state. The physi-
cians were asked whether they would of-
fer a one- to three-month senior elective
for medical students. The letter explained
the women students’ interest in working
with a woman physician who might offer
a role model demonstrating one woman'’s
method of integrating personal and
professional responsibilities. Thirty-six
women physicians agreed to participate
in this program, which has been in exis-
tence for two years. The group included
women in private practice, academia, re-
search, administration, and public health
These electives were included in the sen-
ior elective book, which describes all ed-
ucational programs for the senior year.

VoL. 52, June 1977
Results

In the spring of 1976 questionnaires were
mailed to 192 women medical students;
145 questionnaires were returned (76
percent). The age range of these women
was 21 through 34 years. The number of
students who returned the questionnaires
was lowest in the first year (29 of 52) and
highest in the fourth year (27 of 32).
The students were asked their current
area of interest in medicine (Table 1). As
might be anticipated, the majority of
first- and second-year students were un-
decided about their area of interest. A
role model’s potential influence upon the
women appears inherent in this fact
alone. The women were most interested
in internal medicine and family practice.
The two other specialties of major inter-
est were pediatrics and obstetrics and
gynecology. One might speculate that the
women medical students’ interest in ob-
stetrics/gynecology reflects the feminist
emphasis upon the need for women phy-
sicians in this specialty. These women
medical students differed from their

TABLE 1
CURRENT PLANS FOR CAREERS IN MEDICINE OF WOMEN MEDICAL
STUDENTS AT INDIANA UNiversiTy, 1976

No. in Each Class

Area of Interest

Freshman

Pediatrics 2
Psychiatry 0
Internal medicine 3
Family practice S
Prevenuve medicine

and public health =
Genetics 2
Obstetrics/gynecology 0
Undecided 15
Radiology 0
Hematology 0
Neurology 0
Dermatology 0
Pathology 0
Surgery 0

Total 29

Sophomore Junior Senior
- 6 6
P 4 2
3 B 9
i/ a 4
0 0 0
0 0 0
& 4 3!
21 9 1
1 0 1
1 0 0
1 0 1}
0 1 i
o 2 0
a 4 0
44 45 27
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peers of the past 50 years whose areas of
interest were pediatrics, psychiatry, and
internal medicine (4)

The parental occupations (Table 2)
were similar to those reported in studies
of women in medicine over the past 30
years (5-8). A majority of the women’s
fathers worked at professions and occu-
pations which call for a university degree;
therefore, these women medical students
originated from a narrow sector of Amer-
ican society. In each class approximately
one-half of the women who responded
had mothers who worked outside the
home. The majority of the employed
mothers were teachers in elementary or
high schools, and most of the remainder
were secretaries or professionals in the
health care fields (nurses, social work-
ers). Therefore, these mothers presented
a model of combining a career with fam-
ily responsibilities.

A significant shift in the number of
married women is evident when the first-

TABLE 2

OccuPATIONS OF INDIANA UNIVERSITY WOMEN
MEDICAL STUDENTS' MOTHERS AND FATHERS,

1976
No. of Students’
Occupation S AR
Mother  Father
Physician 1 11
Other health professions 12 9
Other professions s 40
Proprietor or manager 3 25
Homemaker 63 0
Education 32 13
Sales 1 6
Military 0 3
Secretary 20 1
Farmer 0 11
Transportation/communica- 1 5
tion

Service worker 0 4
Skilled worker 0 s
Semt or unskilled workes 2 ;i
Student 1 0
Retired or deceased/occups- 4 2

tion not given

401

TABLE 3
Occupations oF Hussanps oF 145 WomeN
MEDICAL STUDENTS AT INDIANA
Universmry, 1976

o of S ents
Occupation Hoi of Siedent

Husbands
Medical student 10
Dental, pharmacy student 5
Other student 8
Physician Ll
Other health professions )
Other professions 18
Manager 2
Education 1
Military 1
Skilled 0
Not given 1

and second-year classes are compared
with the third- and fourth-year classes
One-third of the first-year women were
married; two-thirds of the fourth-year
women were married. The majority of
these women had spouses of comparable
educational attainment (Table 3). In this
regard they differed from their mother's
marital pattern. But the married women
medical students resembled the general
pattern of previous generations of women
physicians’ marital choice of a profes-
sional husband (4)

The women had a total of 11 children
Five were born while the women were in
medical school; the six other children
were between 10 and 15 years old. In the
women’s opinion, the most advantageous
time to have children is after completion
of all training. The overwhelming first
choice of all the women was to postpone
having children untul after residency
training. The second choice was during
residency training. This desire to post-
pone childbearing until the latter part of
the formal medical education is reflected
in the women’s wish to have the option
for a flexible education during internship
and residency training

The reasons given by the
postpoming the birth of their children
were the possibility of less pressure from

wmen for

w
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one’s profession with the completion of
training and a desire to be able to spend
time with the children. The women stated
that bringing up children was an impor-
tant job, especially during “the crucial
early years of life.” The women’s com-
ments about children were permeated
with remarks indicating an interest in
spending time with children, a sense of
responsibility for the care and education
of children, and a desire to enjoy chil-
dren. But they voiced concern that if they
were in medical school or residency train-
ing, their studies would be *‘seriously ne-
glected.”” On the other hand, most
women indicated the importance of hav-
ing a child prior to age 30. Some women
directly stated their concern about the
increased risk of fetal mortality and mor-
bidity if they were an “older primipara.”
A flexible residency program offers a
possible solution to this conflict between
profession and children. Only one mar-
ried woman mentioned that her husband
took part in the decision of when to have
children.

A comparison of first-year students
with fourth-year students reveals a re-
markable shift in expressed interest in
working with a woman physician. While
99 percent of the first-year women ex-
pressed such an interest, only 66 percent
of the fourth-year women did so. Only
two of the fourth-year respondents had
taken senior electives with women physi-
cians. None of the third-year respondents
planned to take this elective. With three
exceptions the women who expressed no
interest in working with a woman physi-
cian were single. The three married
women medical students who would not
consider working with a woman physician
were in an academic honors program and
intended to become academicians and/or
researchers

Many women expressed reservations
about secking the elective experience
merely to be with a woman and pointed

VoL. 52, June 1977

out that the criteria for choosing an elec-
tive preceptor should include the physi-
cian’s knowledge, ability to teach the stu-
dent, and the type of experience with
patients. The women commented that a
knowledgeable physician who had attri-
butes of sensitivity, kindliness, and un-
derstanding of the patient as a person
could be either a woman or a man.

The important differences in the
women's responses to the question about
a senior elective become apparent when
the answers are compared by year. The
first-year women were overwhelmingly in
favor of working with a woman physician.
They focused on knowing a woman who
has survived medical school and was
happy as a woman physician. The third
and fourth-year women had made the
same statements in 1973 when they were
first and second-year students; therefore,
they appear to have changed their atti-
tude and focus. For example, the first-
year women commented:

I'am interested in learning how women
physicians cope with the problem of
being physician, wife, and mother and a
woman in a predominantly male field. I
am sure that I could benefit from such an
experience and perhaps find ways that I
can cope with these problems through
others’ experiences . . . I feel that I need
more female physician role models. I find
myself referring to physicians as
is discouraging that all of my professors
also use “he" when referring to physi-
clans.

Second-year women students said:

After being swamped by the male ap-
proach to medicine, 1t might be interest-
ing to see iIf women physicians differ any
in their attitude toward patients and any
special problems they run into in their
practice. . I would like to have time
with women physicians, since I am still
confused as to the exact approach to use
with patients and special problems, and
would like to sece how women physicians
handle themselves. 1 would really
like a role model to see how women doc-
tors can handle a practice. By the ume 1

Role Models for Women/Roeske and Lake

am a senior maybe I will be more com-
fortable in my role, and I may opt to-
wards other electives. It is extremely hard
1o say now 1 feel a need for a female
role model. I think it would be a great
help to see close-up another woman in
medicine, especially a married woman
who has been able to carry out her prac-
tice

One woman said her husband helped
her very much around the house but that
she would like to talk to another woman
physician “‘to see how another woman
balances her practice, running the house-
hold, and still have time” to enjoy her
husband, see friends, and have time for
herself

Some women stated they already had
“a plan for myself.” Nevertheless, these
women wished to compare this plan with
a married woman physician’s experience
Several women said, “There is a bond
which is between women and can offer
emotional support.”

The third- and fourth-year students
emphasized a physician’s knowledge and
capability as a teacher and the students’
educational objectives. As has been
noted, these factors were considered to
be critical criteria, and they superseded
earlier concern about the sex of the phy-
sician. Third- and fourth-year women
made the following statements:

I'have had little complaint about learn-
ing possibilities with physicians who are
men . . . I have enrolled in an clective
with a woman but not because she 1s a
woman but rather because I have heard
she gives a good elective. I would not
seck out a woman for her sex only 1
find 1 am more concerned with the medi-
cal experience offered than the sex of the
physician Women residents with
whom [ have worked have, in general,
been more difficult for me to work with
than men

Three women who objected to the em-
phasis being placed upon initiating spe-
cial education programs for women made
such statements as, “'I just want to be a
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medical student . . . Women in medicine
are accepted when their achievements,
both individual and collective, merit it."
Fourth-year women students who had
considered, but not selected, senior elec-
tives experience with women physicians
pointed out the following
There are more electives available with
men physicians in the field in which 1
wanted experience 1 didn't feel a
particular need to take advantage of this
opportunity I didn't care to single out
an elective experience to take on the sole
basis of the sex of the preceptor. My first
concern was the quality of the expernience
Picking an elective on the basis of the
sex of the preceptor is being discrimina-
tory and not in the best interest of educa-
tion I was exposed to several women
physicians during my senior year. I would
not necessarily recommend seeking a
woman physician to do a rotation with
The quality of any rotation depends
upon the quality of the person that |
worked with, and this was not, in my
experience, sex related
Only one senior woman medical stu-
dent commented that working with a
woman physician during her senior year
gave insight into coping with family and
career. This woman had a baby in the
middle of her senior year

Discussion
The relatively low return rate of the ques-
tionnaire from the first-year students 1s
thought provoking. It may be that since
few of these students are married and
since the questionnaire focused upon ca-
reer/family conflicts and their resolution,
the women thought the questionnaire was
not applicable to them. On the other
hand, it was the first-year women who
expressed overwhelming interest in the
senior elective program with women phy-
sicians. In this behavior they resembled
the women's group which had been in-
strumental in initiating the concept three
years earlier.

Another contributing factor 1o the low
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return rate of the first-year students may
be the fact that their areca of medical
interest was still unknown. Therefore,
the question about planning one’s future
education may have been difficult. How-
ever, the 80 percent return rate of the
second-year students who also indicated
indecision about their future area of in-
terest raises questions as to this explana-
tion. It may be that second-year women
feel more comfortable about their incipi-
ent physician role and, thus, less
threatened by questions about them-
selves.

As has been noted, most of the women
students, like their counterparts of pre-
vious decades, originated in families
where the educational and social back-
ground might suggest that emotional sup-
port was available to the women stu-
dents. But the responses of the students
with a professional father and mother
who worked outside the home could not
be differentiated from the responses of
the students whose fathers were not
professional persons and whose mothers
had not worked outside the home. Two
factors could be affecting the women’s
comments: the parental emotional sup-
port was inadequate to counteract the
women's anxiety, and the maternal role
model was insufficient since the mothers’
occupations  (secretary, schoolteacher,
nurse, social worker) did not challenge
traditional male occupations.

The women are married to men of
equivalent educational and occupational
level. Although these women did not
spontancously mention the emotional
and financial support provided by their
husbands, the importance of this support
has been noted by researchers (5, 9, 10)

The women have the personality char-
actenisties  of  self-reliance.  self-confi-
dence, and self-awareness reported by
other researchers (5-7, 9). Two person-
ality evaluations, Personality Factors In-
ventory and the Edwards Personal Per-
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formance Schedule, had been adminis-
tered to all entering first-year students
between 1973 and 1976. According to
these evaluations, the women are asser-
tive and desire autonomy and achieve-
ment. They are also sober, intelligent,
emotionally stable, forthright, and imagi-
native persons.

In spite of strong personality attributes
and educational, economic, and social
support systems, many women entering
medical school experienced a crisis in
identity. Their comments were similar to
the comments reported by other authors
(1-3, 11, 12). The women had antici-
pated the commitment to medicine with
its implied separation from the past.
However, they had not anticipated the
extent of the psychological conflict; the
level of anxiety; the confusion about
identity; or the feelings of inadequacy,
alienation, loneliness, and depression.
They were emotionally shaken by the
confrontation with faculty, who referred
to physicians as “he.” As one woman
student noted with dismay, *I am begin-
ning to think of physicians as ‘he.’” She
was alarmed by her changing self-percep-
tion. Another disquieting attitude of
some male faculty is one of covert exclu-
sion of women from the student body
through the referral to a woman as “girl”
or “lady.” Either label conveys an
impression of a woman’s inability to be-
come a member of the profession.

Because of her high level of anxiety,
the woman student is susceptible to mis-
perceptions of male behavior. Her reac-
tions may compound the complexity of
the problem. The identity disequilibrium
and paucity of women physician teachers
in the basic science departments (13) lead
beginning women medical students to a
search for a role model or an interest in a
senior elective with a woman physician
But by the third and fourth year.
women's anxiety focuses on their ability
to care for patients. Thus, extensive and
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intensive relationships with physicians
who are perceived as exceptionally com-
petent is the prime consideration in the
choice of a senior elective. In addition
the woman’s experiences with patients
are of critical importance and nurture her
sense of self as a physician. Clinical work
reinforces her understanding that knowl-
edge 1s the basis for coping with anxiety
about adequacy and competence. The
opportunity to take care of patients is an
expression of a traditional feminine role

The majority of these women have a
strong interest in the maternal role. But
since they perceive medicine as a de-
manding profession, they plan to wait un-
til they have finished their formal educa-
tion before having children. In these
thoughts and attitudes they are similar to
the women of previous decades, and they
are espousing the position of medical
school faculties (10, 14-15). It might be
questioned whether they have been led to
believe that it is impossible to be a good
mother and simultaneously to be n-
volved in a rigorous academic program.

If these women adhere to their current
plans, they will be interested in a flexible
involvement in their profession during
the child-bearing years. Their practice
pattern should emulate those patterns of
previous women physicians with children,
that is, working part time or not at all
when the children are less than five years
old. However, the current social empha-
sis on small family units (less than two
children) and the current interest in a
married couple having no children may
mean that these women will experience
less disruption of their careers than
women of previous decades

Conclusions

The concept that a woman medical stu-
dent needs and wants a woman physician
as a role model oversimplifies the issue
This study indicates that when a woman
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medical student experiences a crisis n
self-concept, she seeks a person who rep-
resents a successful resolution of that
conflict. The first conflict is whether a
woman must possess the traditional char-
acteristics of masculinity in order to be-
come a physician; the second conflict 1s
whether the woman has sufficient knowl-
edge and skill to function as a physician;
and the third conflict is whether the
woman can combine the physician role
and mother role. The woman medical
student clearly prefers to resolve the first
two identity crises before she has the con-
flict between profession and mother-
hood. The decision to resolve one conflict
at a time appears to be related to the
woman’s desire to excel in each role
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Personality Changes in a

Of Women Physicians

Sample

Lillian Kaufman Cartwright, Ph.D.

Abstract— Personality changes in a sample of 49 women physicians who graduated

from the University of California, San Francisco, School of Medicine were measured

by psychological tests and interview procedures. Differences between psychological
test scores on entry and 8 to 11 years later were not great in magnitude, but they were
consistent. The nature of the changes pointed in the direction of greater effectiveness

in the area of work and achievements,

more introspection, more certainty about

goals, and more awareness and acceptance of traditional role demands. Correspond-

ingly, there was a diminution of strivings
The most frequently cited changes by t

for success and needs for impressing others
he women physicians were increased self-

confidence and greater self-acceptance followed by more awareness of nurturant,

loving feelings in themselves.

This paper concerns changes in personal-
ity over time in young women graduates
of the University of California, School of
Medicine, San Francisco. The methods of
measuring these changes include psycho-
logical testing as well as phenomenologi-
cal or self-report interviews.

The progressions and shifts that take
place in students’ lives following health
education experiences have provided a
common interest area for researchers in
personality, sociology. and medical edu-
cation (1-3). Studies focusing solely on
female physicians are sparse owing to
their small numbers in the profession as
well as to the usual barriers and difficul-
ties inherent in conducting all longitudi-

This paper is based on a program of research in
medical education carried out at the Institute of
Personzlity Assessment and Research, Univeraty
of California, Berkeley under a grant from the Rob-
ert Wood Johnson Foundation

Dr. Cartwright is a medical specialist at the inst-
tute

nal research. Currently reseachers con-
ducting investigations involving women
doctors have primarily surveyed and re-
corded therr career patterns, that is, prac-
tice characteristics, hours worked, and
specialties chosen (4-6) Attempting to
explain distinctively female career pat-
terns (for example, more part-time work,
more carcer interruptions, attracuon to
certain specialties, and preferences for
salaried positions), the concepts of role
strain, role conflicts, and role reconcilia-
tions have been advanced (7, 8).

Some attention also has been paid 1o
admission characteristics and to academic
performances in medical school (9). The
attitude of others toward women physi-
cians represents an additional research
facet (10). However, the impact of medi-
cal training on the personality of the
women students has received little sys-
attention. Although anecdotal
and case study material exists (11), quan-
titative indexes of change using multiple

tematic
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methods are rare in the literature. The
current study is an attempt to fill this gap.

Method and Sample

The sample includes 49 women physi-
cians, all of whom were first interviewed
in 1968-69, while they were students at
the University of California, San Fran-
cisco, School of Medicine. Several re-
ports (12-14) on findings obtained then
have previously been published. In 1972
a larger follow-up was initiated by the
Institute of Personality Assessment and
Research in Berkeley (15); 1,195 men
and women medical students and appli-
cants who were students between 1951
and 1967 were studied. As part of this
follow-up, each of these 49 women physi-
cians was again seen by the writer in a
two and one-half hour structured inter-
view.* In addition to the interview they
were asked to retake two tests completed
upon entry to medical school: the Cali-
fornia Psychological Inventory (CPI)
(16) and the Adjective Check List
(ACL) (17). Further description of the
sample can be found in Table 1, which
provides current information relating to
the subjects’ marital status, age, number
of children, and specialty choice.

Results

Table 2 gives means and standard devia-
tions an the CPI for the sample. Forty-
two of the 49 took this test on both occa-
sions.

Statistically significant changes have
oceurred, although, as indicated in Table
2, they are small. Three of the scales

* The original interviews were held with 58 stu-
dents, who represented 98 percent of the women
students from the entering classes of 1964 through
1967, Nine of these were omitted from the current
study because of death or withdrawal from medical
school or because they could not be contacted for
the second series of interviews
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revealed a downward shift, at the .05
level or better: Capacity for Status, So-
ciability, and Good Impression. Interpre-
tational guidelines for the CPI (18) sug-
gest that these changes reflect a reduced
concern with prestige and success, the
reactions of others, and adaptability for
its own sake. There is less need to create
a good impression and be concerned with
others' evaluation of the self. In this
sense the group appears to be both more
self-accepting and introspective. On one
scale, Achievement via Conformance,
there is an upward shift significant at the
.05 level, suggesting more acceptance of
role demands, more diligence and re-
serve, and greater tolerance of highly
structured situations. This change must
be evaluated within the context of the
total profile configuration in which
Achievement via Independence, Intellec-
tual Efficiency, and Psychological-mind-
edness remain very high (Achievement
via Independence is the peak elevation of
the profile); thus, independent appraisals
and actions as well as insightfulness and
general effectiveness have not been relin-
quished or even slightly diminished.

Both the entry CPI and the current CPI
are indicative of superior functioning in
all areas measured by the inventory, in-
cluding the interpersonal, intrapersonal,
and achievement domains. The changes
noted are best interpreted as subtle shifts
in emphases. The current profile depicts
a group which is assigning more weight to
inner beliefs and values.

ADJECTIVE CHECK LIST

The Adjective Check List consists of
300 adjectives; subjects are asked to
check those which are self-descriptive.
The means and standard deviation of the
subjects’ scores are presented in Table 3.

As was the case with the CPI, the
amount of absolute change in scores is
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TABLE 1

DESCRIPTION OF SAMPLE OF 49 WOMEN PHYSICIANS, GRADUATES OF

UniversiTy oF CALIFORNIA, SAN Francisco (U
MEpICINE, 1968-1971
Variables

Current Mantal Status
Marned
Single
Divorced
Husband 1s physician
Have children
Medical Specialty
Pediatrics
Family medicine and general practice
(including emergency room)
Internal medicine
Psychiatry
Radiology
Eye, ear, nose, throat
Pathology
Anesthestology
Dermatology
Public health
Surgery

TABLE 2

No

20
20

F). ScHooL OF
ON SELECTED VARIABLES

Percent

CALIFORNIA PSYCHOLOGICAL INVENTORY RAW ScoRES 0F WOMEN
PHysiciaNs TESTED AT ENTRY AND AFTER GRADUATION,
UCSF ScHoor oF MEDICINE, 1968-1971

* Mean scores compared using the 1 test

At Entry
Seale s SieEa) N
Mean* sD

Dominance 30.08 5.70
Capaaty for Status 24 03t 3.22
Sociability 27.05% 4.56
Social Presence 3974 S 64
Self-Acceptance 23 64 314
Well-Being 37.79 421
Responsibility 3382 3.60
Soaalization 38 85 437
Self-acceptance 11 54 6.55
Tolerance 27.18
Good Impression 20.18%
Communality 2531
Achievement via Conformance 2974
Achievement via Independence 25.51
Intellectual Efficiency 43 44
Psychological-mindedness 14.26
Flexibility 140
Femininity 21.6

After Graduat
(N = 42)

Mean*

29

29

6
87
92

S

A L W A

68
43
07
04
03

63

51
24
55

34
a9
o0
73
71

409
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TABLE 3
ADJECTIVE CHECK LIST STANDARD SCORES OF WOMEN PHYSICIANS
TesTED AT ENTRY AND AFTER GRADUATION FROM UCSF
ScHooL oF MEepiCINE, 1968-1971

At Entry After Graduation
Seale (N = 30)* (N = 42)
Mean* SD Mean* SD

Number Checked 53.60 9.47 5243 8.62
Defensiveness 48.13 10.18 54.13% 9.61
Favorable 54.57 10.67 59.00F 12,75
Unfavorable 48 .87 1041 45.03 898
Self-confidence 5337, 12.17 55.10 12.34
Self-control 5027 9.02 56.43% 9.07
Lability 52.70 79kl 49.83 9.57
Personal Adjustment 49 87 10.38 53.57 10.68
Achievement 54.70 12 40 57.70 11.79
Dominance 52.43 12.51 56201 12,52
Endurance 52.13 11.52 58.60% 11.39
Order 51.97 10.00 58.47% 10.14
Intraception 53.13 7.89 57.33% 10,92
Nuturance 48.10 933 51.20 9.41
Affiliation 4577 11.32 48.40 11.63
Heterosexuality 50 80 11.21 51.97 9.73
Exhibition 48.70 9.97 47.43 10.61
Autonomy 52 87t 1112 49.90 10.52
Aggression 51.13 9.40 49.87 9.36
Change 52.53% 11.06 45.73 10.83
Succorance 47 80+ 10.07 44.03 10.88
Abasement 47.37 10.12 45.60 12.07
Deference 46 37 11.35 48.57 9193
Counseling Readiness 5S:77 7.88 56.63 948

* Means compared using the r-test for correlated means

tp= 0l

tp= .05

** Not every incoming class took the Adjective Check List, thus accounting for
the discrepancy between the number of entry and graduation inventories

not large, although 10 scales show statis-
tical significance at the .05 level or bet-
ter. Upon entry the women scored higher
on the following scales: Autonomy,
Change, and Succorance. Currently, they
are scoring higher on the Defensiveness,
Favorable Adjectives Checked. Self-
Control, Dominance, Endurance, Order,
and Intraception scales. Together, the
ACL and CPI findings suggest that the
work sector of the lives of these 42
women appears to be enhanced by habits
leading to the orderly carrying out and

completion of tasks. (The greatest abso-
lute change occurred on the Order scale.)
The women appear to have more control
over their lives. They are more planful,
more thoughtful, less risk-taking, and less
subject to mood fluctuations and desires
for variety and change than they were at
entry to medical school, and they seem to
have grown more conservative. At the
same time there is an increased sensitivity
to inner cues and directions and less de-
pendence on others for help, orientation,
and guidance. This tendency to be inner-
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directed does not preclude caring for oth-
ers or being protective and concerned
when appropriate

INTERVIEW DATA

In the second series of interviews, the
subjects were asked: “How has your con-
cept of yourself evolved since entry into
medical school? How would you describe
yourself now? What kind of changes have
occurred?” The 49 women offered ap-
proximately 1.95 changes each. Table 4
sums up the content of these self-reports.

Sixteen percent believed they did not
change much or that the changes were
essentially external rather than internal; a
representative comment may be cited:
“There i1s not much change literally. In
my third year I got skinnier but basically
I'm the same person—I don't think I
could change much.” Approximately 10
percent were aware of important
changes; one such comment may be
noted: “There has been tremendous
change —1I could write three pages on it
My personality i1s much more relaxed,
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and I am accepting myself. 1 have much
more self-confidence.”

The leading change noted by the
women was increased self-confidence and
security; almost half of the group re-
ported such increments. The gist of the
comments they made 1s that they felt
more independent and secure — leading
to a more realistic recognition of talents,
Iimitations, and needs. Several illustra-
tive remarks follow:

I have a firmer idea of what I get out of
life and what I give. I am much more
secure. I found I have a flair for lite
I am much more confident. I am doing
my own thing and successful at it 1
am more self-confident for sure —and
more mature. [ have more gray hair I'm
more sure of what 1 want to do and 1 can
do it. I am finding where I'm most com-
fortable, not where I think people want
me to be

The second leading change involved
feeling more loving, compassionate, un-
derstanding, and considerate; 36.7 per-
cent of the women reported such feelings.
Some of the women connected this feel-

TABLE 4
REPORTED CHANGES IN PERSONALITY IN 49 WOMEN GRADUATES OF
UCSF ScHooL of MEDICINE BETWEEN ENTRY T0 MEDIcaL
ScHooL aND 8 70 11 YEARS LATER®

Nature/Degree of Change G, By
Nature of Change
More self-confidence, self-acceptance, maturity 23 469
More loving, compassionate, understanding, con- 15 36.7
siderate, feminine, nurturant
More professional, better work habits, more value 16 2.6
placed on being a physician
Clearer goals, more aware of what one wants, less 11 224
influenced by others
Happier and more contented 11 22.4
More aggressive, more militant 2 4.0
Miscellaneous 2 a0
Degree of Change
Aware of great change s 102
Aware of little or no change 8 163
* Subject: re permutted to cite as many changes as they wished; 1 95 was the

mean for the group
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ing with their experiences of motherhood
(20 women now have children) and with
being married (37 women are married).
They say:

I'm a lot happier now. I have had

many good experiences with my chil-
dren—more than any woman can expect
and good experiences with my husband —
I feel more comfortable, more loving,
more nurturant Personally, I've
really had the chance to learn a lot about
love. I can love in satisfying ways. . . . 1
am not sure I can remember myself then
Having small children, that’s the biggest
change; it made me grow up a lot. I had
to get used to the idea that a little helpless
thing 1s relying on me. You don’t get
rewards or medals; it reduces you to what
you really are; it gives you a little humility
about yourself Motherhood 15 a tremen-
dous job, and yet it goes unrecognized
and unrewarded

Approximately one third of the women
(32.6 percent) noted more competency in
the work sector of their life —they felt
like *‘professionals.” The following re-
marks are illustrative:

Medically I've evolved. 1 am more
aware of how medicine fits into people’s
lives, how they respond to treatment and
costs. I have a more individualized view
of what medicine is ...1 know what kind
of practice I want and | know how to use
it. I want to be a professional and a
mother. | want to learn to cope with
both. I find I lean more toward an aca-
demic environment 1 have become a
conscientious physician—1 am a “physi-
cian,” not just a “doctor.”

Among the less frequently cited
changes were having clearer goals (22.4
percent) and feeling more happy and
contented (22.4 percent). Two subjects
believed they had become more militant
and aggressive and allied with the goals of
the women's movement. Also salient is
the fact that no woman reported changes
which were essentially negative or that
implied a diminution of skills or deterio-
ration of affect. Overall, changes re-
ported were nearly always positive.
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To illustrate the nature of the individ-
uals involved, one vignette is presented:

Dr. S. P. is an otolaryngologist who
resides in the Midwest and is currently
working 32 hours a week in a salaried
position. She sees about 20 patients a day
in her office. Her work is gratifying to
her, and she can’t imagine doing anything
else. Although she is single and does not
have family responsibilities, she feels that
her work week is ideal. She believes be-
cause she has been an extremely consci-
entious and responsible student all her
life, she had missed out on many experi-
ences. However, now her personal free-
dom is more than adequate —she 1s doing
what she really likes to do and has estab-
lished a harmonious balance between
work and recreational activities. Pres-
ently, she takes classes in the crafts and
home-buying and enjoys many outdoor
sports. In retrospect, she believes she has
been a late starter—always putting off
activities that were not related to profes-
sional accomplishments. When asked
how she has changed, she said:

I was not comfortable with myself as a
whole. 1 had a big gult trip about how I
had to be the best. But I learned you
can't be the best unless you spend all your
time on it. Although I feel I may have
disappointed some mentors who believed
I had promise as a rescarcher and acade-
mician, 1 believe | have made the best
choice for myself. I feel more at ease with
myself and at peace with everyone else. [
enjoy life.

Specificity of Changes
Overall, the data reported here reveal the
following:

1. The work sector of the women's
lives has become more developed, differ-
entiated, and rewarding. Achievements
in work, disciplined habits related to suc-
cessful work outcomes. and satisfactions
connected with accomplishment and pro-
ductivity continue to be an extremely im-
portant aspect of the subjects” lives
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2. Currently, the subjects are more in-
ner-directed and more responsive to in-
ternal cues for orientation. Correspond-
ingly, they are less dependent on others
to define their goals. They experience
less need to gain approval from others in
order to ensure personal worth. Social
expressiveness and striving for success
and high status appear to be diminished.

3. They seem to be more controlled
and settled; they are relatively less likely
than before to take risks and seek out
spontaneous and novel situations. They
appear to be more conservative in out-
look.

4. Last, perhaps going against the ex-
pectation that professional women may
become masculinized by the medical edu-
cational process, they report feeling more
compassionate and nurturant toward oth-
ers. Many of the married physicians are
finding the traditional feminine roles of
wife and mother very rewarding.

Do these changes come from specific
influences connected with medical educa-
tion and practice, or do they merely re-
flect growing older and learning to cope
with the vicissitudes of life faced by all
women?

Before trying to unravel the nature and
some of the causes of the observed
changes, there are two caveats. First, the
changes under discussion were observed
at the group level, although the individ-
ual interviews provided considerable case
material supporting the general findings
Second, all change 1s relative to a begin-
ning. At the outset of her professional
training, the woman medical student was
different from other groups of educated
women with respect to personality traits
and self-concept: she also differed from
male medical students in personality and
career motivations (12-14). In order ta
be accepted to medical school at the ume
this sample entered (1964 1o 1967),
women needed to be more independent,
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ambitious, and concerned with achieve-
ment than their peers; the general social
milicu of the 1960s did not support the
entry of women into medical school to
the extent that it does today. Currently,
these same attitudes and stances may be
less relevant and necessary to the actuali-
zation of the present professional and
personal goals of the study subjects,
given a more encouraging social chimate

Because there is no adequate control
for this sample of women, the support for
the concept that the changes occurring in
the group are unique and specific to them
is of necessity speculative. Two empirical
studies, however, have some bearing on
this hypothesis: Gough and Hall (2) stud-
ied the CPI changes of health profes-
sional students (male medical students,
male dentistry students, and female
nurses), comparing their on-entry scores
with their scores upon graduation. The
pattern of change observed in the sample
of women physicians in the present study
is different; however, it should be noted
that the time between the two testings is
greater for the sample reported on here
The study (19) by Grupp. Ramseyer, and
Richardson of the effects of age on cer-
tain scales of the CPI lends additional
support to the concept that the changes in
CPI patterning observed among women
physicians 1s not due to age alone

On logical grounds there 1s good rea-
son to suppose that the change patterns
reported are specific to young women
physicians or perhaps more broadly to
young women in a taxing profession that
demands personal commitment, respon
sibility, and a high capacity for independ-
ent action. The young adulthood of such
women is also the time when needs for
and responsibilities connected with gain-
g intimacy, building family ties, and
raising children are greatest. The harmo-
nious integration of the professional role
with th e of woman, wife, and mother

i
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is a difficult task imposing considerable
challenge to the individual. Approxi-
mately one half of the 49 study subjects
did report moderate to severe role strain
at least part of the time. Despite the
stresses that they felt, they succeeded at
evolving coping strategies for bringing to-
gether the different sectors of their life. It
could be argued that it is the many and
varied demands that they choose to meet
that enable them to continue developing
their capacities for resiliency and inde-
pendence and to fulfill, at least occasion-
ally, the demands for subordinate, defer-
ential, and rule-obeying role enactments.
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A Comparison of Personality Types
Among Female Student Health Professionals

Agnes G. Rezler, Ph.D., and Joanne Marengo Buckley

Abstract—The purpose of the study reported here was to focus on the personality
traits of six groups of women students in medicine, pharmacy, medical technology,
physical therapy, dietetics, and occupational therapy. The Myers-Briggs Type Indica-
tor was administered to all groups to measure Extroversion-Introversion, Sensing-
Intuition, Thinking-Feeling, and Judging-Perception. Results show that (a) medical
students in contrast to the other five groups are guided more by thinking than feclings
in their approach to work and people and (b) pharmacy students prefer well-planned,
routine work in contrast to occupational therapy students who like changing situations
and flexibility. Some implications of these findings for the health team are mentioned

In the present era when increased atten-  gle groups of health profession students.
tion is being focused on women in all In addition, previous research has uti-
professions, it is of interest to examine lized different kinds of personality tests,
the unique characteristics and career making comparisons across groups diffi-
choices of female health professionals. cult; and few studies concentrating on or
Previous research has shown that person- including women students have been re-
ality characteristics are strongly involved  ported (3-10).
in vocational choice and professional spe- The purpose of this study 1s to identify
cialization (1, 2). Since each health and compare the personahty traits of fe-
profession has an approach to health care  male students in the fields of medicine,
which is unique in purpose and perspec- pharmacy, medical technology, dietetics,
tive, it is likely that each field would at- physical therapy, and occupational ther-
tract people with distinctive behavioral apy. Use of the same test to measure
characteristics. personality will permit direct compari-
A brief review of the literature, under- sons of these six groups of women stu-
taken to identify major trends in the per- dents.
sonality patterns of women students in
the health professions, indicates that pre- Method
vious research in the area has focused

All female students enrolled in six health
primarily on measuring personality in sin-

professional schools and colleges at the
University of lilinois Medical Center dur-

ing 1973-74 were requested to partici-
DR b PRl o M, Bk 52 pate in the tudy. The number of studeots
tional Development, University of Llinois at the NOU present at the time that the invento-
Medical Center. Chicago ries were administered was negligible
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The number of students in each sample is
as follows: medicine, 43; pharmacy, 79;
medical technology, 22; physical therapy,
35; occupational therapy, 31; and dietet-
ics, 20.

The Myers-Briggs Type Indicator
(MBTI) was administered to all students.
This is a 166-item, self-report, forced-
choice inventory which measures the fol-
lowing characteristics stemming from the
Jungian personality typology (1):

Extraversion-Introversion (E-I)—*"E"
people attend to the outer world of peo-
ple and things in action, making confi-
dent use of trial and error. “I" people
focus on the mner world of ideas and like
to reflect at great length before action.

Sensing-Intuition (S-N)—*'S" people
tend to be realistic, practical, observant,
fun-loving, and good at remembering and
working with facts. “N” people tend to
value imagination, inspiration, and possi-
bilities and are good at new ideas, proj-
ects, and problem-solving

Thinking-Feeling (T-F)—*“T" people
tend to analyze, weigh the facts, and
think that impersonal logic is a surer

guide than human likes and dishkes. “F"

people tend to sympathize, weigh the

personal values, and feel that human
likes and dislikes are important.

Judging-Perception (J-P)—*"'J"" people
live in a planned, decided, orderly way,

aiming to regulate life and control it. “P*

people live in a flexible, spontancous

VoL. 52, June 1977

way, aiming to understand life and adapt
to 1it.

Each of the four bipolar scales of the
MBTI yields continuous scores from zero
to 200. For example, an E-I score of 125
indicates a tendency toward introversion
while a score of 85 indicates 2 tendency
toward extraversion. The strength of a
tendency is shown by a score’s proximity
to 100, with zero and 200 representing
the strongest tendencies toward opposite
poles on each scale.

Results

The mean continuous scores of students
from each professional group were com-
pared using analysis of variance. Table 1
displays the means and standard devia-
tions of MBTI scores for each group of
female students.

Significant differences among groups
are found on two scales: Thinking-Feel-
ing (F = 4.67, p < .001) and Judging-
Perception (F = 4.014, p < .002). Post
hoc comparisons (Scheffe test) revealed
significant differences on the T-F scale
between female medical students and two
other groups: occupational and physical
therapists. On the J-P scale significant
differences emerged between mean

TABLE 1
MEANS AND STANDARD DEVIATIONS 0F SCORES GAINED ON THE MYERs-BRIGGS TYPE
INDICATOR BY Six GROUPS OF FEMALE STUDENT HEALTH PROFESSIONALS AT THE
UNiversiTy oF JeLinois Mepicat CENTER, 1973-74

MBTI SCALES*

. No
T S
Mean SD

Medicine 43 97.88 2318
Pharmacy 79 99.30
Medical Technology 22 10918
Physical therapy 35 9374
Dietetics 20 99 .50
Occupational therapy 3t S8R9

Extraversion-Introversion, $-N
¢-Perception.

S-N T-F J-P

Mean sSD Mean S.D. Mecan SD

107,97 1991 9723 20.67 96.53 26.20
99.08 25.74 10541 19.67 86.11 2428
9591 2832 106.82 24.86 89.45 2947
10123 27.05 116.60 19.68 101.91 29.28
98.50 109.10 21.56 9370 2368
100.74 114.74 15.89 107.77 25.74

Sensing-Intuition; T-F = Thinking-Feeling. and J-P =

Personality Types/Rezler and Buckley

scores obtained for female pharmacy stu-
dents and occupational therapists

When results are interpreted within the
framework of the MBTI, the average fe-
male medical student is more likely to
prefer reckoning with situations in an an-
alytical, logical manner. In contrast, the
allied health student groups, and physical
and occupational therapists in particular,
showed a tendency to base decisions on
1ssues of personal importance and values
In work situations thinking types are gen-
erally decisive and objective but may thus
seem hard-hearted; feeling types, on the
other hand, are prone to be considerate
of others and subjective in their deci-
s10ns.

Although pharmacy students showed
the strongest predilection toward Judg-
ing, medical, medical technology, and
dietetics students, on the average, share
with pharmacists a common preference
for the “judging” attitude. Women phar-
macy students are apt to have a strong
preference for an orderly environment,
planning what needs to be done and fol-
lowing through according to schedule.
On the other hand, female occupational
therapists, and to a somewhat lesser ex-
tent physical therapists, prefer to lve
spontaneously and will adapt easily to
changing situations.

High standard deviations are present in
each group across all four scales (Table 1)
and serve to indicate that a wide range of
personality types are represented within
these populations of female health
professional students. Individual follow-
up of students whose MBTI profile de-
viates greatly from group means may
contribute information on personality as
it relates to speaialty choice or satisfac-
tion with one’s career. In addition, MBTI

mformation could also be valuable i ¢
reer counseling and educational decision-
making, since dissatisfaction with clinical
experiences might be traced to conflicts
between aspects of personality and the
roles and functions of a parucular health
field.
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Internal Review as a Means of Maintaining
Quality Education in a Medical School

Harold G. Levine, Bill R. Brinkley, Ph.D.,

and George T. Bryan, M.D.

Abstract—In order to focus attention on

education, the University of Texas Medical

Branch at Galveston adopted a system of internal review. The process was initially
conducted for courses in the basic sciences by an ad hoc dean’s committee consisting
of representatives from the teaching faculty, administration, and student body as well
as experts in medical education. As a consequence of the experience with the review
of the basic science courses, the internal review process was applied to the clinical sci-

ence courses and the elective programs at
process have resulted in improvements

UTMB. The activities of the internal review
in instructional procedures and structural

changes in the medical school's approach to educational planning, implementation,

and evaluation.

Medical schools must pursue multiple ob-
jectives (research, patient care, educa-
tion). The danger exists that objectives
relating to education may be slighted in
attempting to satisfy other objectives. In
order to avoid the neglect of the direct
educational components of medical
school, various methods of increasing
awareness of the importance of these
components have been attempted. These
include establishing new schools with em-
phasis on teaching, decentralizing medi-
cal education in favor of community-
based programs, or endless reshuffling
and reorganization of curriculum time.
The first method is not available to long-
established schools, and community-

Mr. Levine is director of the Office of Research
n Medical Education, Dr. Brinkley 1s director of
the Division of Cell Biology, Department of Human
Biological Chemistry and Genetics, and Dr Bryan
is acting dean of medicine and former associate
dean for curncular affairs, the University of Texas
Medical Branch, Galveston i

based programs are not feasible for all
instructional goals and have particular
problems of their own. Reshuffling of
curricula often has little effect on instruc-
tional improvement.

Evaluation specialists and educational
administrators have hoped that evalua-
tion of student outcomes would lead to a
process of instructional improvement—
an approach popularized by Tyler (1).
Unfortunately, as Wergin (2) has pointed
out, this approach often has not resulted
in the hoped-for program improvements.
Although many explanations can be
given for the inadequacies of the Tyler
model, which are summarized by Wergin,
one of the most obvious is that institu-
tions are often not organized administra-
tively either to plan performance assess-
ment of programs or to respond to such
assessments when they are made.

Reported here are some methods de-
veloped at the University of Texas Medi-
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cal Branch (UTMB) to facilitate atten-
tion to educational effectiveness through
a process of internal review. Although
the particular procedures and results are
partly a reflection of the resources, his-
tory, strengths, and weaknesses of a par-
ticular institution, some basic principles
emerge from the experience which may
have implications for educational 1m-
provement at other medical schools

External-Internal Review

One method of assuring that educational
quality is not sacrificed because of com-
petition from other organizational objec-
tives is accreditation. Accreditation is a
process in which some external experts,
using a set of standards, evaluate the ef-
fectiveness of educational programs. Ac-
crediting organizations focus on means
and processes as opposed to program
outputs. External accreditation has sev-
eral advantages. It is generally compre-
hensive, it gives attention to influences
on outcomes that go beyond simple mea-
sures of cognition, and it provides an
overall view of program functioning.
Evaluation experts have been critical of
accreditation as lacking validity because
it is based on judgments which may be
unreliable and because the standards
which accrediting organizations use are
often of tenuous relationship to program
consequences (2).

The advantages of setting standards as
a method of dealing with the problem of
multiple objectives are so persuasive that
some system of accreditation seems to be
essential in maintaining educational qual-
ity. However, the intermittent nature of
the evaluations of external agencies and
the superficiality of their knowledge of
the problems leave much to be desired. If
a group of faculty, students, administra-
tors, and educational experts within the
institution can perform a process of re-
view of educational programs, appropri-
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ate attention to education as an institu-
tional objective might be facilitated.
While this process resembles internal ac-
creditation, it is better described as re-
view since the process as described here
does not involve any explicit sanctions
that can occur in the accreditation proc-
ess.

Program Development

In 1970 the faculty of UTMB developed
and implemented a new curriculum which
had, as one of its innovative features,
interdisciplinary courses as well as
courses organized along disciplinary
lines. The interdisciplinary courses — cell
biology, neurosciences, introduction to
patient evaluation, integrated functional
laboratory, endocrinology, immunology,
medical ethics, and introduction to clini-
cal medicine —share the curriculum with
traditional basic science courses in anat-
omy, biochemistry, physiology, pathol-
ogy, microbiology, pharmacology. and
preventive medicine and community
health as well as with clinical courses.
After a few years it became evident that
some faculty members found it difficult ta
adjudicate the demands on their time and
energy based upon their commitments to
their disciplines and to the interdiscipli-
nary courses. In order to resolve these
conflicts, a retreat was held for the basic
science chairmen and interdisciplinary
course directors. From this meeting the
realization emerged that an ad hoc com-
mittee should be appointed by the dean
to study problems regarding the basic sci-
ence curriculum

This committee, which was to be small
and contain mostly members active in
basic science mstruction, had five mem-
bers, three of them chairmen of interdis-
ciplinary courses and two of them coordi-
nators of other basic science courses. The
associate dean for curricular affairs and
the director of research in medical educa
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tion were ex officto members of the com-
mittee, and the Office of Research in
Medical Education (ORME) provided
staff services. After a change of deans,
there was some hesitancy about the fu-
ture of the committee and its relationship
to the faculty curriculum committee, a
large body with one elected member from
cach department; however, the curricu-
lum committee did not consider its func-
tion to be that of curriculum evaluation.
After some deliberation the dean en-
larged the ad hoc committee to include
the chairman of the curriculum comittee,
two clinicians, and two sophomore stu-
dents. Later, two freshman students were
added. The charge to the ad hoc commit-
tee for review of the basic science core
was to review the content and sequence
of basic science material, review instruc-
tional material to reduce overlaps, review
student evaluation procedures, suggest
examination schedules and course con-
tent sequence, and recommend to the
dean of medicine areas of potential im-
provement in the total basic science core.

The committee decided to obtain an
overview before attempting to perform
the task of detailed review of instruc-
tional materials. The responsibility for
examination schedules and course con-
tent sequence became an ongoing func-
tion of the committee, which acted
mainly as a facilitative body in discussions
of scheduling and as a judicial body which

blished certain guidelines for sched-
uling time and examinations; strong justi-
fication was required from course instruc-
tors to permit deviations from the estab-
lished guidelines.

The committee decided to pursue its
other charges by requesting specific in-
formation from those who were responsi-
ble for cach course. In the case of the
interdisciplinary courses this was the
chairman of the course committee; in the
case of the disciplinary courses it was

Vor. 52, June 1977

either the departmental chairman or an
individual who had been designated by
the chairman as course coordinator, or
both.

The procedure followed was first to
request that the course coordinator or
chairman answer 25 questions covering
six basic areas: administration, faculty in-
volvement and orientation, curriculum
planning, evaluation of teaching meth-
ods, evaluation of student performance,
and future plans.

These answers were circulated to the
committee, which then met to discuss the
answers with the representatives of the
course. Subsequently, members of the
committee, and especially the students,
wrote reactions to the report and the dis-
cussion. The representatives of ORME
then summarized the results of the dis-
cussion in a report to the committee. The
chairman and the ORME staff distilled
the discussion into a short report to the
course coordinator and chairman indicat-
ing strengths, weaknesses, and sugges-
tions for change. Reactions to the com-
mittee evaluation were solicited from the
course representatives; and the commit-
tee, when appropriate, responded to the
reactions. This process was repeated for
15 courses in a period of a little over a
year.

In February 1976 the committee mem-
bers met for two days to summarize their
recommendations to the dean. Recom-
mendations included detailed discussion
of the following: strengthening the role of
course coordinator, resolving conflicts
between institutional objectives and de-
partmental objectives, increasing the
specificity of the information provided to
students on what was expected of them,
improving the quality of instructional and
examination materials and methods, pro-
viding methods of increasing the inter-
change between the basic and clinical sci-
ences, establishing a committee to per-
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form long-range curriculum planning,
and vesting the responsibility for continu-
ing monitoring of curriculum effective-
ness in a reorganized curriculum commit-
tee.

Effects on Policy

A few months after the ad hoc committee
for the review of the basic science core
was established, the dean appointed a
similar committee to review the core clin-
ical sciences. The committee responsible
for the elective programs began to review
these programs also. Both of these com-
mittees have utilized techniques similar
to those used by the basic science core
committee. Therefore, for several years
the individuals responsible for educa-
tional policy formulation and implemen-
tation were involved with internal curric-
ulum review. As a consequence, those
nvolved voiced considerable dissatisfac-
tion with the existing educational plan-
ning and decision-making process in the
following areas:

1. Most of those responsible for edu-
cational policy-making seemed to be
caught up in day-to-day operations to the
point that the responsiveness of the insti-
tution to external pressures for change
was sluggish and intermittent.

2. The curriculum committee, which,
according to the faculty bylaws, had stat-
utory responsibility for all matters of pol-
icy relating to the curriculum, seemed
unable to perform its function, and so
these duties had been assumed by the ad
hoc dean’s committees

3. When educational changes were
proposed. the faculty members often
found themselves confronted with a
choice of change or no change, without
any opportumty to choose from among a
variety of options

Therefore. at the Apnl 1976 faculty
meeting the dean of medicine made two
proposals for reform, The first proposal
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was that the faculty bylaws should be
amended to permit constituting a new
standing commuttee called an acadenmic
planning committee, elected by the fac-
ulty, with the following charge: to review
problems and opportunities related to the
educational process that might have sig-
nificant impact on the school as a whole,
to consider in detail the possible solutions
and to evaluate their probable effects,
and to present to the faculty feasible al-
ternatives with the committee’s recom-
mendations or advice. The second pro-
posal was to amend the faculty bylaws to
charge the curriculum committee to con-
cern itself only with those facets of educa-
tional policy related to the implementa-
tion and evaluation of the curriculum

In October 1976 the academic plan-
ning committee was established and the
curriculum committee was reorganized,
The reorganization consisted of (a)
changing the make-up of the committce
to ensure that the members were those
responsible for the educational planning
and implementation in each course (in
most cases this was a faculty member who
had been designated the course coordina-
tor) and (b) dividing the committee into
two subcommittees, one for the clinical
courses and one for the basic sciences,
each of which also included student rep-
resentatives  and
ORME.

Atits first meeting in November 1976,
the basic science subcommittee agreed
that cach course coordinator would re-
spond to the 25 questions originally de-
veloped by the ad hoc committee. The
subcommittee also agreed that student

representanives  of

reaction to each course would be solicited
on evaluanon forms developed jointly by
the students, the course coordinator, and
the ORME staff. Each monthly meeting
e subcommit would be devoted 1o
a review of one of t

courses so that

every course would be

iewed on a pe-
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riodic basis. In effect, the procedures
originated by the ad hoc committee have
been adopted as an ongoing function of a
faculty committee supported by provi-
sions in the faculty bylaws.

Effects on Instruction

Many of the effects of the review process
are long-term and impossible to predict at
the present time. Most of those involved
agree that there have been significant im-
mediate effects of internal review on in-
struction, on those participating as re-
viewers, and on the course coordinators
and chairmen of the courses reviewed.

These effects include the following:

1. The importance of the course coor-
dinator’s function has achieved increased
recognition, as has the need to obtain
course coordinators who have the inter-
est, energy, personal qualities, and re-
sources to perform the role. Existing
course coordinators have had their roles
strengthened, and new course coordina-
tors have been sought who exemplify the
qualities desirable in such individuals.

2. Influential faculty and administra-
tive personnel are  demonstrating
heightened appreciation and understand-
ing of student attitudes toward the in-
structional system in medical school, they
have made stronger efforts than in the
past to alleviate some of the major de-
pressants of student morale and to im-
prove student rapport with faculty. This
concern has stimulated increased atten-
tion on the part of many faculty members
ta the students’ needs for clear under-
standing of course objectives and for ex-
aminations based on these abjectives.

3. Faculty members are demonstrating
increased  willingness to  consult cach
other across course and departmental
lines for the ultimate improvement of stu-
dent learning.

4. Changes have been made 1n course
procedures to improve learning oppor-
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tunities (for example, adding autopsies to
the pathology course).

Evaluation

Do the effects of the internal review
process described here facilitate the long-
term educational mission of the medical
school? An answer to this question re-
quires determining the validity of the cri-
teria used in conducting the review. A
second obvious question is whether the
effects are worth the time and effort of
the individuals involved or whether a
simpler method would suffice.

In regard to the first issue most of those
involved believe that the process has
been facilitative and that the standards
are valid. The general agreement on the
validity of the standards probably reflects
the fact that the standards arose from
assumptions regarding management (for
example, the need for accountability, ap-
propriate authority, and resources) and
education (for example, the need for con-
cern with individual differences, rapport
with students, attention to objectives, ac-
tive rather than passive learning, and
well-organized instructional material).
These assumptions are supported by logic
and experience; they were generally ac-
cepted by both those reviewing and those
being reviewed.

The validity of the standards is influ-
enced by the intelligence and sympathy of
those applying them. One danger of peer
review is that one’s peers may avoid too
rigorous application of standards to avoid
the consequences of having these stan-
dards applied to them—the mfamous
buddy system. On the other hand, too
rigorous application of process require-
ments, such as student-faculty ratios.
could make a review process either a
mindless exercise or an opportunity for
some zealots to impose their methodol-
ogy on a group of peers.

Problems in applying the standards are

Maintaining Quality Education/Levine et al

created by the fact that some are more
important than others, and in certain sit-
uations the standards may conflict with
one another. Thus, maximizing student
morale may not necessarily maximize stu-
dent achievement

A further problem with review process
standards is that the temptation may exist
to be satisfied with the appearance of
effectiveness, as demonstrated by adher-
ence to established procedures, without
looking for concrete evidence of changes
in the learners

Although this comment may seem to
contradict the earlier reservations regard-
ing Tyler's work, the main remedy for
these problems is an emphasis on learner
outcomes as a criterion for evaluation
Ultimately, the primary significance of
the internal review process may be that it
prepares the stage for appropriate atten-
tion to outcomes as a method of evalua-
tion. Most of the data medical schools
collect on learner outcomes are not in a
form that would make them useful for
evaluating the effectiveness of the in-
structional process. Some of the most im-
portant standards set for the internal re-
view process are those which relate to the
existence and effectiveness of outcome
measures, such as objectives and valid,
reliable evaluation methods. Internal re-
view is not a substitute for outcomes eval-
uation but is a method of setting the stage
for obtaining outcome data or a means of
facilitating educational improvement in
the absence of such data.

In regard to the second question relat-
ing to cost benefits, there is simply no
substitute available for the careful institu-
tional self-analysis that the process de-

scribed implies. With this preliminary 1n-
ternal review as a base., it should be possi-
ble to calculate the cost benefits of a
continuous review process.  Funding
agencies will have a strong interest in
such information

Implications

While the curricula of other medical
schools may differ from UTMB’s mixed
system of interdisciplinary and discipli-
nary courses, the problems of mantain-
mng attention to the educational mission
of the school in the face of competing
missions is not unique. The experience of
UTMB seems to indicate that some proc-
ess of internal review will stimulate in-
creased interest on the part of faculty to
1ssues of course management and quality
control in selecting and unlizing instruc-
tors, instructional maternials, and evalua-
tion methods. Involvement in the review
process also seems 1o increase interest
and involvement of faculty in problems of
curriculum planning, design, and imple-
mentation. Furthermaore, the process cn-
courages reform in a way which supports
the faculty’s need for involvement and
autonomy. Peer pressure may sometimes
be a slow and timid method of inaugurat-
ing educational change, but changes ac-
complished in this fashion are most apt to
be permanent and effective
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‘Fifth Pathway’ in New York State Medical Schools

Barry Stimmel, M.D., and Harry Smith, Ph.D.

Abstract— During the academic year 1975-76, 259 students were enrolled in *“fifth
pathway” programs in New York and New Jersey. An analysis of students participat-

ing in programs in New York state schoo

Is revealed that a majority (87 percent) had

received their undergraduate training at the Autonomous University of Guadalajara.
The choice of graduate training of these students was similar to that of American

graduates; however, the proportion of fif

fth pathway students selecting primary care

specialties was significantly smaller than that of their American trained counterparts.

Although the desirability of the fifth path

way has been a topic of frequent discussion,

it is anticipated that for the next several years increasing numbers of students will be

participants. It is, therefore, important

to “develop, at least on a regional level,

uniform standards for admission and performance to assure the quality of this

educational experience .

Enrollment in a foreign medical school
has become an increasingly viable alter-
native to those American citizens ex-
tremely motivated toward the study of
medicine but unable to gain admission
into an American medical school. Al-
though it is difficult to obtain precise fig-
ures, it is estimated that perhaps 5,000
American students are currently enrolled
in foreign medical schools: one school,
the Autonomous University of Guadala-
jara, is reported to accept up to 800 stu-
dents annually (1).

Almost all these students plan to re-
turn to the United States to practice
medicine. The most frequent route into

Dr. Stimmel is chairman of the Subcommittee on
COTRANS and Fifth Pathway of the Associated
Medical Schools of New York and associate dean
for academic affairs at the Mount Sinai School of
Medicine of the City University of New York. Dr.
Smith, also at the Mount Sinai School of Medicine,
is chairman of the Department of Biostatistics

the American educational system is for
the foreign medical school graduate
(FMG) to receive the M.D. with subse-
quent certification by the Educational
Commission for Foreign Medical Grad-
vates (ECFMG). Certification is con-
tingent upon passing an ECFMG exami-
nation and is required by most states
for licensure.

In an increasing number of instances,
however, there are students who have
completed the formal curriculum in a for-
eign medical school but have not received
the medical degree. This usually relates
to the additional requirement of a year of
social service or extra clinical training
prior to obtraining the M.D. degree, a
condition considered to be unduly harsh
by most American citizens because the
clinical year is often conducted under ht-
tle or no supervision. In June 1971, in an
attempt to alleviate this problem, the
Council on Medical Education of the
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American Medical Association (AMA)
published a policy statement recognizing
a program that has come to be known as
the “fifth pathway™ which would permit a
year of clinical training in this country for
the American FMG under the supervi-
sion of an American medical school (2)
Successful completion of this year would
allow entry into medical graduate train-
ing either through individual negotiations
with a particular residency program or
participation in the National Intern and
Resident Matching Program (NIRMP)
without the necessity of ECFMG certifi-
cation. Unfortunately, although more
than five years have passed since the
AMA’s policy statement, inadequate
data currently exist concerning the num-
ber of students enrolled in fifth pathway
programs or the outcome of these stu-
dents with respect to graduate training
In an attempt to better define enrollment
and outcome of students in fifth pathway
programs in New York state, the follow-
ing study was undertaken under the aus-
pices of the Associated Medical Schools
of New York.

Methods

All 10 of the medical schools in New
York state participated in this survey to
identify students enrolled in fifth pathway
programs of all affiliated institutions for
the academic year 1975-76. Comparable
data for enrollment were also obtained
from the two New Jersey medical schools
Demographic analysis of foreign medical
school attended, home state of residence,
and choice and location of specialty
training was performed. Comparative
data with respect to choice of specialty
training of graduates of American medi-
cal schools were obtained from the
NIRMP. All data were analyzed by the
chi-square test for homogeneity, with a
level of .05 or less required for statistical
significance
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Results

During 1975-76. a total of 259 students
were enrolled in fifth pathway programs
in eight medical schools in New York
and New Jersey, with 250 (97 percent)
completing the course in June. The re-
maining 3 percent represents those indi-
viduals who enrolled in midyear, along
with two persons who did not satistactor-
ily complete the program

The 11 foreign medical schools at-
tended by the 163 students enrolled n
New York state programs are listed n
Table 1. The Autonomous University of
Guadalajara accounted for 141 of the
163 students (87 percent). Mexico, not
surprisingly, was the predommant coun-
try of onigin (88 percent) (Table 1), Sey
enty percent (114) of these students had
home residences in New York or New
Jersey

TABLE |
FOREIGN, MEDICAT SCHOOLS ATTENDED BY
Fiern PATHWAY PARTICIPANTS 1N Npw
YORK STaTE AND Tk CountRils

oF ORIGIN, 1975-76
School/Country Ne 1 Students
School
Autonomous University of 141
Guadalajara
Far Eastern University of 4
Philippines
University of Bologna 4
University of Brussels ]
University «
University of 2
University o

Kasturba Medical € 1
Total 163
Country of Ongin
Mex 143
France ;
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TABLE 2
CHOICE 0F GRADUATE TRAINING OF FIFTH PATHWAY STUDENTS
Versus Namionwipe Distrisution oF ALl OtHer NIRMP*
PARTICIPANTS, 1975-76

Fifth Pathway Students Nationwide
Graduate Programs New York _ New Jersey i .
No  Percent  No. Percent
Primary Care
Family practice 12 TiEa0 62 1405 11
Internal medicine 56 36 4 38 39.5 4,579 3
Obstetrics-gynecology 12 78 6 6.2 640 5
Pediatrics 11 71 6 6.2 1,323 11
Spectalues
Psychiatry 10 6.5 4 42 420 3
Surgery 29 188 25 260 2,156 177
Surgical specialues
Other 13 84 1 1.0 491 40
Other
Rotaung flexible 11 721 10 104 1,201 10
Total 154 100 96 100 12,215 100

* National Intern and Resident Matching Program

TABLE 3
SeLecnion oF PriMARY CARE GRADUATE
ProGraMs: FIFTH PATHWAY STUDENTS
(FPS) VERSUS NATIONWIDE
Distrisution, 1975-76"

New York
New York- .
g Nationwide
2 New Jersey
Fugracik Combined
No Percemt  No Percent
Primary Caret 147 59t 7,947 651
Speaialty Case§ 82 33 3.067 25
Flexible 21 8 1,201 10
Total 250 100 12215 100

* Nationwide distribution = all other NIRMP
participants

T Chi square

£ Pnmary care = internal medicine, family prac-
tice, obstetnes-gynecology, and pediatrics

§ Specialty care = all other speaialty training pro-
grams

7.73,2df.p < 05

An analysis of graduate training pro-
grams selected by the 154 students in
New York state schools completing the
program compared with fifth pathway
graduates of the New Jersey College of
Medicine and nationwide data on all
American medical school graduates 18

presented in Table 2. There is no evi-
dence of a difference in selection of indi-
vidual specialties between fifth pathway
participants trained in New York and
New Jersey and those graduates from
American medical schools; more than
one-third of the students in all threc
groups sclected internal medicine. A
comparison of students selecting primary
care specialties (Table 3) does reveal a
difference between fifth pathway gradu-
ates in this study and graduates from
American medical schools, with the for-
mer selecting primary care specialties less
frequently than the latter (P < .05).

Discussion

The desirability of fifth pathway pro-
grams as an approved educational tract s
frequently debated. Although the pro-
gram received AMA approval in 1971,
the Association of American Medical
Colleges in 1975 rejected a proposal to
endorse it; and only 15 of 114 (13 per-
cent) schools have agreed to sponsor
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these students.® Individual states have
been somewhat more accepting, with 19
having passed legislation approving the
fifth pathway. An additional 16 states
accept students successfully completing
this program as applicants for licensure
(3). This lack of enthusiasm has resulted
in an inadequate data collection system
for monitoring student enrollment and
quality of individual programs. As an ex-
ample, although only 259 students were
estimated by the AMA to be enrolled
nationwide in this program in 1975-
1976, 297 participated in the NIRMP in
that year (4). Furthermore, in New York
and New Jersey alone 259 students were
registered during that academic year,
with 250 students successfully completing
the program as of June 1976. Commenc-
ing with the 1977-78 academic year, an
estimated 308 students will be enrolled in
programs in these two states.

Although a wide variety of foreign
medical schools have been represented
by students participating in fifth path-
way programs in New York state, those
students attending the Autonomous Uni-
versity of Guadalajara account for §7
percent of all enrollments.

The reasons for American students
entering the fifth pathway program who
already have an M.D. degree from a for-
eign medical school are unclear but may
be related to their desire to obtain a fur-
ther year of chinical training prior to for-
mal entry into the U.S. medical educa-
tional process or perhaps to better their
chances of matching later in the NIRMP.
In this regard the NIRMP data for 1976
indicate the success of fifth pathway stu-
dents with respect to matching. The per-
centage of such students who  were
matched versus those who were not is

secretary, Office of
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similar to that of all American medical
school graduates (4). It is also unlikely
that those students participating i this
program who already obtained the M.D
are doing so because of difficulty in pass-
ing the ECFMG examinations; in most
U.S. medical schools a passing score in
the ECFMG examination is @ prerequi-
site for participating in the fifth pathway

There has been an active lobby at many
state legislative levels for laws to compel
medical schools to expand the number of
students enrolled n the fifth program
and to facilitate state hcensure of stu-
dents who successtully complete the clini-
cal year
arguments on behalf of the program are
based on the assumptions that such stu-
dents (a) will be mare likely to enter
primary care specialtics and (&) will tend
to practice in areas where they have ob-
tained their training (5). In New York,
which is a debit state with respect to num
ber of physicians trained versus number
remaining in the state, this argument is
quite appealing to the legislature

The data for the 1975-76 academic
year indicate that 70 percent of students
enrolled in New York state programs had
home residences in New York and New
Jersey. Seventy-six percent of those stu-
dents who finished the program remained
in the New York-New Jersey area for
their residency traiming as compared with
46 percent of students with out-ol-state
residences who remained 1 New York
State (P < .05). Unfortunately, compar-
ative data are not available with respect
to graduates of New York state medical
schools. In addition, it is too early 1o
determine whether these students will ul-
tumately practice in New York state upon
completion of graduate training

Two of the more persuasive

In reviewing the various choices for
specialty  training undertaken by fifth
pathway participants and all graduates of
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American medical schools, a small but
significant difference does exist; primary
care was selected less frequently by the
former group (P < .05). No difference
was noted with respect to the distribution
of the several primary care specialties
The significance of this finding must be
tempered with the possibility that gradu-
from New York state medical
schools may tend to choose primary care
less frequently than those graduates from
other states. Until comparative data are
available, the relevance of this finding
remains to be determined.

ates

Conclusion

Data collection with respect to students
participating in fifth pathway programs.
as well as outcome concerning these stu-
dents, 1s far from optimal. Despite the
controversy regarding the quality of the
undergraduate  medical education  re-
ceived by these students and the desira-
bility and/or need for this program to
redress existing imbalances in the provi-
sion of health care. it is apparent that for
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the near future increasing numbers of
students will be participants. In order to
evaluate the quality of education re-
ceived. as well as to develop uniform
standards for admission and perform-
ance, it is essential that appropriate mon-
itoring systems be established. The Asso-
ciated Medical Schools of New York have
moved forward to address these matters,
developing a uniform policy with respect
to admission and quality of education of
all fifth pathway programs within the
state of New York.
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The Questionnaire as a Data-Gathering Device:
Medical School Response Patterns

William C. Hilles, Ben R. Forsyth, M.D., and Henry J. Poricn

Abstract —In this article the authors present the findings of a study of the process by
which medical schools’ internal information systems respond to external question-
naires. A representative sample of six medical schools was selected for the study
which was conducted under the joint auspices of the Association of American Medical
Colleges and the Bureau of Health Manpower. Department of Health, Education,
and Welfare. The process for completing four national questionnaires was analyzed
following site visits and detailed documentation at each school. An overall objective
of the study was to estimate the effect of this process on the quality of data supplicd. A
number of problems with the process which inhibited the provision of reliable data
were found. These are highlighted and corrective action suggested both for the
institutions completing the questionnaire and for the sponsoning agencies

The Management Systems Development
Liaison Committee was established by
the Association of American Medical
Colleges (AAMC) several years ago to
provide guidance and consultation to its
member institutions in the development
of management systems. One of its spe-
cific charges was the review of the process
by which a medical school’s information
systems respond to external question-
naires.

This study was supported in part by the Burcau
of Health Manpower, Department of Health. Fdu
canon, and Welfare under contract with the Asso-
ciation of American Medical Colleges, however
any conclusions and/or recommendations made do
not necessarily represent the view of this agency

Mr Hilles is associate director of the Division of
Operational  Studies, Assocuation of Amencan
Medical Colleges, Washington. D C. Dt Fory
associate dean for long range planning. Divisic
Health Sciences. U ermont College of
Medicine, Burlington unng
riod of this study. served as a part-u
ant in the Division of Operstional
graduate stude veorge Wash
Washington

There were four major objectives of
the study. The first was an attempt to de-
fine the method by which the institutions
obtained the data with which to respond
to these questionnaires. The second ob-
jective was to assess the adequacy of the
mstructions. including the purpose of the
questionnaires. The third poal was 10 de-
termine the usefulness of the aggregated
data to the institution responding to the
questionnaures, The last objective was an
attempt to evaluate the adequacy of the
feedback of information to the respond-
ing institution. An overall objective of
the entire study was to estimate the effect
of the process of responding o these
questionnaires on the quality of data ulty
mately supplicd

Method

Six medical schools representing a broad
spectrum of internal information systems
were selected for this study. three are



490 Journal of Medical Educaton

private and three state-owned institu-
tions. The latter were closely affiliated
with their respective parent universities
and were dependent upon the university
as a data resource, whereas the private
schools were loosely affiliated with their
parent institutions and much less depend-
ent upon them as a data resource. All of
the six schools employed their own staffs
10 complete the questionnaires.

QUESTIONNAIRE SAMPLE

The following national questionnaires
were selected for the study since 1t was
felt that they were representative of ques-
tionnaires received by most medical
schools and taken together covered a
broad range of types of data: The Ameri-
can Medical Association/Association of
American  Medical  Colleges’  Liaison
Committee on Medical Education Ques-
tionnaires (LCME) (Part [— Financial
and Part 11 —General Information). the
AAMC Survey of the Impact of Proposed
Federal Fund Cutbacks (a  one-time
“erash™ effort), and the Office of Educa-
tion’s Higher Education General Infor-
mation Survey (HEGIS) covering both
callege and university physical facilities.
These questionnaires require information
concerning medical school financing, en-
rollment. curriculum, and facilities.

SURVEY METHODS

A site visitors’ checklist was developed
and used as a guide during the interview
process at the six schools. Tt covered top-
1cs relatng to the receipt of the question-
naire, respondents’ preparation of re-
plics. generation of data. completion
process, and usefulness of the question-
naire 1o the institution,

T'he site visit team met with those indi-
viduals from each school who had the
responsibility for providing data for the
particular questionnaire under study. In
addition, the team met with that individ-
ual assigned responsibility for coordinat-
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ing the completion and review process for
the questionnaire. During the meetings
between site team and school staff. it was
emphasized that the process of supplying
the data was being studied and that no
attempt was being made to audit or to
verify the actual responses given on the
questionnaires.

ANALYSIS OF DATA

A detailed descriptive site visit report
which was a general review of the re-
spondents’ responses to the inquiries of
the site team was prepared. following
which a detailed examination of the prob-
lems encountered by the respondents and
some proposed solutions to these prob-
lems were offered. In addition, a problem
matrix was developed to enable a cross
comparison of responses from each medi-
cal school.

Results

The questionnaires under review, except
for the HEGIS, were received by the
medical school deans.

The HEGIS questionnaire was sent by
the U.S. Office of Education and had no
single entry point to the medical educa-
em. Accordingly. the question-
naire was received by a state agency, par-
ent university. medical school dean. or an
organizational unit within the medical
school.

Once the questionnaires were re-
ceived, they were routed to those best
able to complete them. Virtually no frag-
mentation of the LCME 1 (financial).
“Impact.” nor HEGIS questionnaires oc-
curred. The LCME 11 (general), how-
ever, was subdivided and answered at re-
mote points throughout the insutution
because of the varied nature of data re-
quested on this survey instrument.

GENERAL ADMINISTRATION
A great vanety of types of personnel
were found to be involved in the response

The Questionnaire/Hilles et al

process, including faculty, general and
academic admunistrators, administrative
assistants, and clerical/secretarial staff
For the most part the coordinators were
professional administrators while the pri-
mary respondents were administrative as-
sistants

Problems occurred when the question-
naire was subdivided and sections sent to
other offices for response. This usually
resulted in the loss of the cover statement
containing the goals and objectives. The
work time necessary to complete the
questionnaire was estimated to vary be-
tween several hours and weeks depend-
ing on the complexity of the question-
naire, the degree of data reconstruction
from source records. and the sophistica-
tion of the institution’s data retrieval sys-
tem

For the repetitive survey intruments —
LCME (Parts I and II) and HEGIS —the
respondents felt that the deadlines set by
the sponsoring agency were reasonable.
The impact survey was sponsored by the
AAMC in order to obtain information
with which to respond to a Congressional
hearing concerned with funding of medi-
cal schools; therefore, the time available
to the schools was very short.

GENERATION OF DATA

The source of data for LCME [ and
HEGIS differed depending upon the de-
gree of affiliation of the medical school
with the parent university. In those insti-
tutions closely affiliated with therr uni-
versity. a significant portion of the data
needed for these two questionnaires was
not readily available nor in a format
needed by the schools. In the other insti-
tutions the data for these two mnstruments
were more readily available since it was
generated internally. Almost all of the
data for LCME II and the impact ques-
tionnaire were generated internally by
the medical school

In general. all six schools had to recon-
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struct their data in order to complete the
questionnaires. Most of the schools re-
quired that their data systems be readily
available to meet their own internal man-
agement needs. Unfortunately, the de-
sign of these systems could not be ecasily
adapted to respond to the external re-
quests. The reconstruction process re-
quired consisted of file scarches, mathe-
matical computations, typing. and anfilvi-
ical review. Unhappily. this process occa-
sionally introduced sigmficant errors and
omissions into the questonnmre  re-
sponses

The instructions for the questonnaires
were generally thought to be clear There
were few definitional problems in the
LCME I, HEGIS. and impact surveys
However, there were major definitional
problems for much of the student and
faculty data encompassed 1 LCME 11

USEFUL

ESS

Once the questionnaires were com
pleted, they had little
tion for internal management purposes
Further, the respondents claimed that
they seldom had an opportunity to use
any of the questionnaires as a source

seneral applica-

document when responding to other ex-
ternal surveys, Rather than take data
from these secondary sources. the re
spondents preferred to use the data from
primary sources, reconstructed il neces-
sary

Discussion

The medi school functions 10 an in
creasingly complex environment. s de-
cision-making process involves larger
numbers of individuals and organizas-
srnatives, and
ater sophistication in the development
d use of mangement technigques. Con

tional activities. more al

currently. there are demands for an ever

nount of mstitutional data

expandir

External requests for data place an addi-



492 Journal of Medical Education

tional load on administrative resources
which are often marginal in their ability
to deal with the large amount of informa-
tion required. Under such conditions it is
not surprising that medical school admin-
istrations, harassed by requests to com-
plete external questionnaires. rely on
their staff assistants to distribute and co-
ordinate the assembly of the necessary
data. As a consequence the quahty of the
information provided often deteriorates
to the point that the data that are gath-
ered are of little use to either the request-
ing or responding institution.

In addition, the turnover of medical
school administrators has a deleterious
effect on the continuity and integrity of
mstitutional data provided to external
questionnaire  sponsors. However, the
role of the deans’ support staff in coordi-
nating such data over time is often a wel-
comed stabilizer. The reassuring words of
one veteran staff assistant to a dean indi-
cated that while she was “now with her
third dean™ over an 11-year span, she
was confident that she knew how *'to par-
cel out” sections of a questionnaire to
clicit reliable data.

The uneven or uncertain quality of
much of the data has serious implica-
tions for the requesting organizations
since these organizations often rely
upon these data to formulate their own
pasitions as well as to influence national
and/or local policies. The results of this
study emphasize the many problems asso-
ciated with data collected by national
questionnaires and raise some guestions
concerning polices and positions devel-
oped solely on this information. To aid
n resolving some of these problems, the
duthors offer the following recommenda-
nons:

1. The sponsoring agency should ensure
that those responsible for completing its
questionnaire  are  thoroughly  familiar
with its purpose and objectives as well as
the ulumate use o which the data will be

VoL. 52, June 1977

applied. This can be accomplished by
providing each respondent with a state-
ment detailing 1ts purpose. objecctives,
and utility.

2. When new questionnaires are submit-
ted or there are major revisions to exist-
ing ones, the medical schools should be
given fair warning, thereby enabling
them to prepare for these changes

3. The medical schools should inform
the sponsoring agencies of those ques-
tions and/or questionnaires that request
duplicate information. These repeated
questions and redundant surveys should
be eliminated. Furthermore, the institu-
tion should not hesitate to call upon the
AMA and the AAMC to assist in clarify-
ing definitions or instructions used in
their questionnaires. In addition, ques-
tionnaires that could be answered by the
AAMC with data previously supplied
should be sent to the Association,
thereby releasing the resources of the
medical school for other uses.

4. There are some serious definitional
and instructional problems with many
questionnaires. and these issues should
be clarificd by the responsible organiza-
nons.

5. The prnimary respondents seldom re-
ceive feedback reports from the sponsor-
ing agency. One type of feedback report
which many in the schools felt would be
useful would be an array of data that
would show one school’s response com-
pared with that of the other institutions.
A study should be undertaken to identify
and explore those arcas in which compar-
ative statistical reports would be benefi-
cial.

6. A single entry or recording point in
cach school for all questionnaires may be
uscful in coordinating repetitive requests
for data as well as in routing feedback
reports.

The lack of usefulness of these surveys
1o the internal management of the institu-
tions is unfortunate, but it may be the
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inevitable result of imposing a single re-
porting mechanism upon a heterogene-
ous group of schools.

As has been noted, medical schools
which rely extensively on parent universi-
ties as the data resource often find the
university data system inflexible and una-
ble to meet the school’s information
needs. This problem is most prominent in
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the financial data systems. Because of the
seriousness of this deficiency, it 1s recom-
mended that the problem be addressed
on a national level and that the parent
universities be urged to allow the medical
schools greater access to their computer-
ized information systems in an attempt to
assist the schools in satisfying their own
local management needs



Attrition from General Practice: Career Patterns
Of Toronto Medical School Graduates

Mary A. Fruen, Ph.D., Mary Chipman,

and Jan W. Steiner, M.D.

Abstract— Reported here are the results of a study of the degree to which medical
careers in general practice versus specialization are pursued by graduates of the
University of Toronto Faculty of Medicine in the first six years after the completion of
their internships. The retention rates in general practice and residency are documented
on an annual basis using the life table method. The annual rate of attrition from
general practice dropped substantially after the first three years. Fifteen percent of the
initial general practice group dropped out during the first year, 10 percent of the
remainder in the second year, and 8 percent of the rest in the third year. In each of the
subsequent three years, the attrition rate was 4 percent, 4 percent, and 2 percent,

respectively.

Medical career selection has profound
importance beyond its significance to the
physician and his prospective patients.
Information on individual career deci-
sions, taken collectively. provides input
for institutional decision-making by med-
ical educators and health care planners.

The maldistribution of medical man-
power geographically and among the var-
ious areas of medicine has provided im-
petus for numerous longitudinal studies
of correlates of career choice in medicine
(1-4). Most investigators have predicted
career choice at a single point in time,
generally near the end of medical school
However, in an unpublished cross-sec-
tional study of careers of graduates of the

Dr. Fruen is assoaate director, Medical Col-
lege Admissions Assessment Program, Assocation
of American Medical Colleges. Ms. Chipman is
assistant professor, Department of Preventive Med-
wine and Biostatistics. and Dr. Steiner 15 assocate
dean for planning and operations. both at the Unw-
versity of Torento Faculty of Medicine

University of Toronto Faculty of Medi-
cine. 57 percent of the graduates claimed
1o have finalized their career choices fol-
lowing the completion of medical school
This finding suggests that information on
the prediction of career choice at a given
point in the training or career continuum
is of little value in decision-making if
choice beyond that point may be unsta-
ble.

Although, as noted, the career choice
of medical students has been extensively
studied. few investigations have explored
the stability of this choice following medi-
cal school. Notable exceptions are the
studies by Boverman (5) and the Associ-
ation of Amencan Medical Colleges (6).

Boverman compared actual career ac-
tivities of graduates of 10 classes from the
University of Chicago School of Medicine
with the career decision each individual
had reported at the end of his senior year.
three to 13 years earlier. Thirty-one per-
cent had shifted their career choices over
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this interval. However, Boverman points
out the lack of generalizability of these
findings, postulating greater than normal
stability in the career choices of Univer-
sity of Chicago graduates.

Hutchins (6) surveyed interns from rep-
resentative samples of American medical
school classes of 1960 and resurveyed
them four years later. The choices of two-
thirds of those in the sample were re-
ported to have been maintained, but no
further specific figures were given. Thus,
Hutchins’ reported results were hmited
and left questions on the nature and tim-
ing of changes

Another type of related study involves
reasons for career changes by physicians
Crawford and McCormack (7) and
Harvey (8) investigated the reasons phy-
sicians left general practice to pursue
other career interests.

Crawford and McCormack questioned
89 physicians on their reasons for leaving
Virginia practices in primary care, that is,
general practice, general internal medi-
cine, and pediatrics. By far the greatest
complaint, expressed by two-thirds of the
group, was overwork. However, the tim-
ing of these career changes was not
noted, and practice conditions may not
be comparable with those of subjects
used in this study.

Harvey (8) reported that the “*‘most im-
portant” reason for leaving general prac-
tice in Ontario related to long hours of
work (33 percent), and the next most fre-
quently mentioned reason was that the
spectrum of problems faced in general
practice was too broad (23 percent)

No repeated follow-up to determine
medical career stability over tume has
been reported. To provide preliminary
data on the usefulness of conclusions pre-
viously based on longitudmal prediction
studies of career choice, the present au-
thors describe the extent to which general
practice and residency training programs
are pursued and the rates of artrition
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from each. The results should be useful to
health manpower planners in their pro-
jections and analyses

Methods

The data included in this study are on the
career activities as of September 1 for
classes graduating from the University of
Toronto Faculty of Medicine from 1965
through 1971 for each year from the year
of internship completion through 1972
Thus, the study results in data for seven
surveys for the first class (1965) and six
surveys for the second (1966) through
one survey for the class of 1971 For
example, in 1966 graduates of the 1965
class were surveyed on their current
professional acuvities. Through 1972,
they were resurveyed annually along with
subsequent classes. September 1 after in-
ternship completion was chosen as the
date for the initial survey because by
then most graduates should have been
established 1n their post internship activ
ity

In the first survey of each class cach re-

spondent was classified into one of the
following three major categories: “'gen-
eral practice.” including general practice,
Armed Forces Medical Corps, and emer-
geney medicine; “residency trammg. " in
cluding any program related to qualifica-
ton to enter chinical practice following
receipt of the M.D - degree and internship
completion. for example, specialty train-
ing programs covering residencies and
fellowships but not graduate work in the
basic sciences; and “other.” including
any activity other than general practice or
residency training, for example, research
teaching. administration, and nonmedical
work

The general pracuce and resident groups

=d on an annual ba

were folloy 5 on Sep-

tember 1 by me
tables™ that w the number and per-
of 1 group which remain
e beginning of cach year and the

ans of two separate “hife

he initia

B8
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attrition from that group during the year
The BMD computer program (9) was
used for the analysis.

In this study the starting point of each
medical graduate’s career was the Sep-
tember 1 following completion of intern-
ship, and the usual end-point for each
graduate was the first major change in his
career or status. For example, individual
graduates who entered general practice
immediately after internship were fol-
lowed until they left general practice, the
study ended, or they were lost to follow-
up, whichever came first. In this way 1t
was possible to study the rate at which the
group of graduates beginning general
practice was depleted and similarly the
rate at which those beginning in residency
training programs left these programs in
successive years.

Results

Response rates by graduating class are
shown in Table 1. Complete professional
activity data for all survey years were
obtained from 1,053 graduates. 94 2 per-
cent of the sample. Partial data were
available for an additional 24 graduates,
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2.1 percent, for a total of 1,077 gradu-
ates, 96.3 percent of those included in
the study.

For all classes combined 47.2 percent
entered general practice following intern-
ship. 48.7 percent undertook residencies.
and 4.1 percent were involved in other
activities (Table 2). The proportions en-
tering general practice and residency pro-
grams were nearly equal except for the
class of 1965, which was atypical in that
32 percent began in general practice and
62 percent in residency.

The life tables showing “‘survival’ rates
in general practice and residency training
appear as Tables 3 and 4. These tables
document the number withdrawing from
cach group and those lost to follow-up for
the first six years after internship.

Of the 508 physicians who entered gen-
eral practice after internships, 15 percent
dropped out within the first year (Table
3. Figure 1); in the second year, 10 per-
cent of the remainder left general prac-
tice; in the third year the figure was 8
percent; and in the three subsequent
years, 4 percent, 4 percent, and 2 per-
cent, respectively. Thus, there was a
gradual decline in the rate of attrition

TABLE 1
RATE 0F REsPoNSE BY CLASS 10 SURVEYS ON CURRENT CAREER
ACTIVITY FROM THE YEAR OF INTERNSHIP COMPLETION
TurouGH 1972 For UNIVERSITY OF TORONTO
Mepicar GRADUATES IN 1965-1971

Graduar-

ing Class  Class Size fAl@ .
Percent
1965 126 96.8
1906 157 955
1967 132 924
1968 179 ug 4
196w 171 947
1970 169 864
1971 184 98.9
Totals 1,118 1.053 94.2

*Complete Responses

Partial Data T8l Complete and

artial Data
No. Percent No. Percent
3 2.4 125 99.2
B 1.9 153 974
8 6.1 130 98.5
4 2 173 96 .6
5 2:9 167 97.7
1 (] 147 87.0
0 00 182 98.9
23 21 1,077 963

“Complete responses from September of year of internship completion

through 1972,
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TABLE 2
INITIAL CAREER ACTIVITY AFTER INTERNSHIP BY UNIVERSITY 0F TORONTO
MEDICAL ScHOOL GRADUATING CLASSES oF 1965 10 1971

’ Activity
car of L T o o Il
No.Re o
Gradua- Spondryy _ General Practice _ Readenyy ;
No  Perent  No  Percent

1965 125 40 320 78 624 7

1966 153 I 75 490 s

1967 130 65 500 s9 454 6

1968 173 89 514 78 451 6

1969 167 85 509 78 467 4

1970 147 72 490 0 476 5

1971 182 84 462 87 478 Al

Total 1,077 S08 472 535 487 43

TABLE 3

ATTRITION FROM AND SURVIVAL IN GENERAL PRACTICE DURING EACH YEAR BY UNIVERSITY OF
ToronTo MEDICAL GRADUATES WHO ENTERED GENERAL PRACTICE FOLLOWING INTERNSHIP

Number Proportion
Years® Fol- = i &
“‘“‘"fhlli’,““"’ Pr]urlu(zi"::!r%cv Dropping ~ Lost to Fol-  Dropping «  Cumula Stndard
ginning of Outt low-ups Out§ SIYVIDE tivett rror
Year

0-1* S08* 72 84 15 85 85 02

-2 352 33 56 10 90 76 02
2-3 263 18 65 08 92 70 02
34 180 6 59 04 96 67 03
4-5 115 4 44 04 a6 64 03
5-6. 67 1 45 02 98 63 03

* First one-year interval began September 1 following internship completion
T Known to have left general practice dunng the year

# Includes those for whom data are missing, as well as those whase graduating class was part of the

study only through the beginning of the year

§ The ratio of those dropping out during interval to those “exposed to risk.” that s, those in group at
beginning of interval less one-half those dropping out plus those lost to follow-up

since internship

from general practice; the “‘survival”
curve decreases in slope after the third
year of practice. Overall, 63 percent of
the initial general practice population re-
mained at the end of the sixth year

The life table results summarized m Ta-
ble 4 and Figure 1 give the attrition from
and survival in residency traiming pro-
grams. During the first year following
completion of the internship. 18 percent
of those who had mitally entered resi-
dency programs dropped out of residency

The proportion surviving or “survival” rate is the complement of the proportion dropping out
The cumulative survival rate is the proportion remaining in the same professional actvity group

training and in the second year after in-
ternship. 10 percent of the remander left
training. Comparable proportions for the
next four years were 8 percent, 34 per-
cent, S1 percent. and 50 percent, respec-
tively. At the end of six years only 10
percent of the study population remained
in the residency programs which they had
entered immediately after internship
Clearly, varied proportions leaving resi-
are attributable to the different
ths of standard resic

ncie
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TABLE 4
ATTRITION FROM AND SURVIVAL IN RESIDENCY TRAINING DURING EACH YEAR BY UNIVERSITY
oF ToronTo MEDICAL GRADUATES WHO ENTERED RESIDENCY TRAINING FoLLOWING
GRADUATION®

Number
Years Follow-  In Residency

ing Internship Training at Be-  Dropping  Lost to F
Out low

ol-

ginning of ow-up
0-1 525 86 87
1-2 352 34 g
2-3 267 18 58
3-4 191 57 46
4-5 88 38 26
5-6 24 10 8

Proportion
DIOPPInE  Surviving  Cumulatve  Signdard
18 .82 .82 02
10 90 74 02
08 92 68 02
X+ 66 45 03
51 49 22 03
50 .50 10 03

* For explanation of headings, see footnotes in Table 3.

— INTERING GENERAL PRACTICE
—— DAERING RESIDINCY PROCRAM

i e

CUMULATIVE PROPORTION REMAINING (%)
§3

3 ¥ 3

° 1 2 1 . s v
TEARS AFTER INTERNSHIP

Fioure 1
Cumulative proportion of University of To-
ronto medical graduates remaining in resi-
deney training and general practice following
internship.

Discussion

The life table approach is advantageous
for such a longitudinal study of attrition
from groups because the results from
later cohorts do not have to be available
for the total study period before com-
mencing analyses. Thus. the results are
more umely. Also, those individuals for
whom some data are missing can be in-
cluded up to that point at which the first

missing data appear. All “‘survival™ infor-
mation is used, up to the closing date of
the study or the period the individual is
lost to follow-up, increasing the precision
of results by reducing the standard error
of measurement. This also reduces the
selective bias which might occur if these
subjects were not included (10).

These life table results must be inter-
preted with some caution. They do not
document the return to general practice
of those few individuals who left tempo-
rarily. Nor. since respondents did not re-
port the reason for dropping out. do they
identify those who leave to enter a family
practice residency. Though few in the
graduating classes in this study entered
these residencies following a period of
practice, family practice residencies are
becoming more popular and may have
greater effects on future results.

The life table results on survival in resi-
dency training are difficult to interpret.
Residency programs range in length from
two to seven years depending on the spe-
cialty. Therefore, except in the first re-
survey when no dropout could have com-
pleted the program, it is impossible to
separate those who left having failed to
finish programs from those completing
residency training and entering speaalty
practice.

General Practice Attrition/Fruen et al.

A major disadvantage of the life table
approach is the bias arising if subjects are
lost to follow-up. Those who have left
their practices might be more difficult to
locate for survey purposes than those
maintaining practices. However, in this
study response rate was so high that this
difficulty presents little concern

The decline in the rate of attrition from
general practice after the third year of
practice is an important finding for health
manpower planners. Apparently, indi-
viduals find out fairly quickly whether
they will be satisfied in general practice
and committed to that field. Temporary
sojourns in general practice could also be
part of a premeditated carcer plan
rather than the consequence of any nega-
tive reactions to general practice itself

In any case, even though a physician
might discontinue general practice. both
the physician and the health care needs of
society could be fulfilled by his temporary
service 1n the field. The physician, after
only a year of internship as required post-
graduate training, may gain valuable
practical experience in general practice,
increased earnings, and temporary res-
pite from training. At the same time, the
temporary general practitioner may help
to alleviate the physician manpower
shortage in the primary care sector.

These results should be useful to cur-
riculum designers in medical education.
who might consider the extent of career
change in determining the appropriate
balance between required core material
and clectives. Data such as these might
also be useful in assessing the impact of
given undergraduate curriculum in the
medical school environment upon carcer
choice

The data on the timing of departure from
general practice, as supported by further
study. will aid health manpower planners
in making projections and anticipating
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manpower needs which cannot accurately
be done on the basis of initial carcer ac-
tivity alone. Knowledge on the tming of
departure from general practice might
also be useful to those seeking to inter-
vene 1n this decision. Further data are
needed which document the reasons for
leaving general practice so that practice
conditions might be mmproved or incen-
tives to maintain the general practice ca-
reer provided.
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Students’ Attitudes Toward Cancer:
Changes in Medical School

Harold B. Haley, M.D., Huynh Huynh, Ph.D.,
Rosalia E. A. Paiva, Ph.D., and Isabel R. Juan, Ph.D.

Abstract—This study focuses on the development of attitudes toward cancer during
medical school. Under consideration were: (a) attitudes toward the patient’s inner
resources to cope with a serious illness such as cancer, (b) attitudes toward the value
of early diagnosis, (c¢) attitudes toward the value of aggressive treatment, and (d)
belief in immortality and preparation for and acceptance of death. Changes occurred
throughout medical school, especially during the clinical years. More change appears
to be related to medical education and experience than to personality. The findings
have important implications for the education of medical students.

When a student enters medical school,
he brings attitudes and beliefs partially
accounted for by his personality traits,
familial-cultural-religious  background,
and past education and life experiences.
In school his beliefs and attitudes un-
dergo changes resulting from medical ed-
ucation; interaction with peers, physi-
cians, patients and others; and his per-
ception of society’s expectations of the
medical profession (1). After medical
school his attitudes predispose him to cer-
tain actions or behaviors in his practice.
The quality of medical care he gives his
patients is a reflection of the attitudes he

“This study was supported by U. S. Public Health
Service grants HS 00645 and HS 01430

Dr Haley 1 associate dean, University of Vir
ginia School of Medicine in Roanoke Dr Huynh is
assistant professor of education at the University of
South Carolina College of Education in Columbia
Dr. Pava is associate professor of medical educa-
tion, Southern Tlhnois University School of Medi-
cine, Springlicld. Dr Juan is a research consultant
in Evanston, Tlmois, and was formerly visiting asso-
cate professor of psychology, Northwestern Uni-
versity

has toward himself, the sick, disease, and
life in general. Together with expected
attitudinal  changes during medical
school, changes in personality traits,
needs, and values must be considered.
Gradual decline in idealistic and humani-
tarian values along with increasing cyni-
cism and need for autonomy and inde-
pendence have been noted (2-4). Perri-
cone (5) found that though students be-
come less humanitarian after medical
school, they simultancously become
more socially concerned. A drop in be-
nevolence and leadership has been ob-
served during the psychiatry residency
(6). The Association of American Medi-
cal Colleges’ longitudinal study covering
medical students from 28 schools re-
vealed a drop in theoretical values and a
rise in economic and aesthetic values (3).
These changes may relate to shifts in atti-
tudes.

The present study focuses on the devel-
opment of attitudes toward cancer and
cancer patients as medical students pro-
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ceed through medical school. Answers
were sought to the following questions:

1. How do cancer-related attitudes
change in medical school?

2. How are attitude changes related to
intellectual achievement, values, and
open-mindedness measured upon en-
trance to medical school?

3. How are attitude changes related to
changes in values and open-mindedness
occurring in medical school?

4. How do attitudes of medical school
graduates differ from those of practicing
physicians?

Measurement of Attitudes

Emphasis was placed primarily on can-
cer because reactions toward this disease
often are strongly manifested. Instru-
mental in the study was the Cancer Atti-
tude Survey (CAS) (7). Based on 600
statements expressing attitudes relating
to the care of cancer patients, a prelimi-
nary CAS form was given to a group of
163 physicians, 89 medical students, and
13 laymen. Factor analysis of the re-
sponses resulted in the identification
of three major attitudinal dimensions,
namely: (a) attitudes toward the patient’s
inner resources to cope with serious ill-
ness such as cancer (CAS 1); (b) attitudes
toward the value of early diagnosis and
aggressive treatment (CAS II); and atti-
tudes toward personal immortality and
preparation for and acceptance of death
(CAS I11).

Content examination of the items in
CAS II and other nonfactor items, along
with correlational analysis of all of these
based on data from a new sample of 94
physicians, suggested that CAS II may be
separated into two distinct components
dealing with early diagnosis (CAS IHa)
and aggressive treatment (CAS Ilb), re-
spectively. Statements comprising the
two subscales and the loadings obtained
in subsequent principal component analy-

S01

ses are listed in Table 1. A positive load-
ing indicates a favorable attitude,
whereas a negative one points to the re-
verse. Items defining CAS I and CAS 111
are listed elsewhere (7)

Subjects and Procedure

As part of a longitudinal study, a bat-
tery of psychometric instruments, includ-
ing the CAS, was administered to stu-
dents entering five medical schools in
1966 angd the same five schools plus two
more in 1967. The schools were selected
to give wide vaniation among students in
demographic, socioeconomic, ntellec-
tual, and biographic factors. The students
were retested with the CAS at the end of
their sophomore year and again with the
complete battery at the end of their sen-
ior year. Complete freshman-senior data
were obtained for approximately 430
subjects

Other instruments in the battery were
the Gordon Survey of Interpersonal Val-
ues (SIV) (8), designed to assess an indi-
vidual’s needs for support, conformity
recognition, independence, benevolence
and leadership; the Allport-Vernon-Lind-
zey Study of Values (AVL) (9). which
measures the prominence of six evalua-
tive attitudes in personality: theoretical,
economic, aesthetic, social, political and
religious; and the Rokeach Dogmatism
Scale, Form E (10). Bath the SIV and the
AVL are forced-choice instruments; that
is, the sum of the scores of each subject
on each instrument is & constant. This
particular characteristic causes singularity
in the correlation matrices, To bypass this
obstacle, one scale would have to be de-
leted from each instrument. Preliminary
consideration suggested that the SIV
recognition scale and the AVL political
scale contributed the least to individual
differences. They were omitted from all
analyses

Intellectual achievement of students
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TABLE 1
CANCER ATTITUDE SURVEY STATEMENTS COMPRISING ATTITUDES TOWARD EARLY
D1AGNOSIS AND ATTITUDES TOWARD AGGRESSIVE TREATMENT

Principal
Scales Component
oading”
CAS Ila: Attitudes Toward Early Diagnosis
Complete history and physical is usually unnecessary in everyday practice ~.66
Proctoscopic examinations should be required n routine physical examinations despite +.60
their difficulty for the doctor and discomfort for the patient
T'oo often doctors are so busy working with sick people that they can't be expected to do - 60
screening procedures and routine complete physical examinations on all who walk into
their offices
Every person should have a complete physical checkup annually +.63
A physician can be so discouraged by the low cure rate of cancer that he will not feel the - .48
need to do routine “cancer tests,” especially when he is so busy working with sick
peaple
Obtaining routine Pap smears 1s more the patient’s responsibility than the doctor’s =.52
CAS IIb: Attitudes Toward Aggressive Treatment
Pelvic exenteration is such a mululating procedure and has such a low cure rate that there =3P
15 very hittle indication for its use
Only some cancer patients should be treated aggressively —-.64
Aggressive treatment of cancer frequently subjects the patient to illness, pamn, and -.78
expense without much actual benefit to him
Patients with cancers of low five-year survivals (for example, esophagus, lung, stomach, -.59
pancreas) are not improved by aggressive treatment
Therapeutic attempts to control a cancer’s progress should continue for as long as the +.44
patient can be kept alive
Radical surgery for cancer is rarely indicated in patients over 70 years of age -.58
In patients with prostatic cancer the results of estrogen therapy are so good that if side +.28

effects oceur, they should be disregarded

* Positive loading indicates favorable attitudes; negative loading, unfavorable.

was assessed by their Medical College
Admission Test (MCAT) scores.
Change score for each student was de-
fined as the difference between the scores
obtained at two testings. Studies of mean
change for both the freshman-to-sopho-
more and  junior-to-senior periods on
each CAS measure were performed via
the Hotelling T# statistic followed by post
hoc individual comparisons between con-
secutive testing scores (11). To convert
mean change into percentages of subjects
with specific patterns of observed change
and no change, classification based on the
traditional 27 percent rule in item analy-
sis was used (12). If, for any given CAS
measure, o is the standard deviation of
all change scores. a subject would be said
to have experienced a decrease. no

change, or an increase on that scale if his
observed change score was less than
—.61c, between —.61lc and .6lo, or
greater than .610, respectively. The Ho-
telling T* statistic and post hoc individual
contrasts were also used to evaluate mean
changes in open-mindedness and in the
SIV and AVL scales. A level of a = .05
was used as the indicator of a significant
post hoc test.

To explore the relationship between
changes and other catalytic factors, linear
regression analysis was carried out on the
partial covariance matrices, with fresh-
man components in the change scores
being held constant. Analysis of this type
has been recommended by several au-
thors (13, 14). 1t allows for the control of
differences in the first testing and. there-
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fore. reduces possible ambiguity in the
relationship being sought. Similar meth-
odology was used to assess the relation-
ship between attitude changes and shifts
in the remaining variables.

To shed light on the possible generation
gap between medical school graduates
and practicing physicians, attitudes of the
seniors in the present sample were com-
pared by the Student’sr test with those of
a sample of 186 physicians. These physi-
cians were chosen from the two groups of
physicians whose responses were used in
the construction of the CAS and from
another group of 64 attending staff mem-
bers of Memorial Hospital for Cancer
and Allied Diseases in New York. The
186 doctors were selected so as to re-
flect the specialty preferences expressed
by the seniors and included family physi-
cians (21 percent), internists (36 per-
cent), surgeons (28 percent), and others
(15 percent).

Results

The results are presented in four separate
sections to answer the four questions put
forth in the introduction

ATTITUDES, VALUES, DOGMATISM

Examination of the responses to each of
the items comprising the CAS scales re-
veals that, with the exception of CAS I11
(attitudes toward death), the proportion
of neutral responses tends to decrease as
students move through medical school
(Table 2). This is especially true for CAS
I1a and CAS 1lb, dealing with early diag-
nosis and aggressive treatment. In CAS |
little change takes place between en-
trance into medical school and the end of
the sophomare year. The decline in CAS
1 occurs during the clinical years, possibly
being related to exposure to patients. For
the items in CAS IIl the proporton of
neutral responses remains essennially the
same in the three testing occasions. The
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greatest  discrepancies in neutral re-
sponses are found between freshmen and
sophomores on both CAS 1la and 11b and
between sophomores and seniors on CAS
1Ib alone. Overall, the data indicate that
as medical education and cxperience
progress, students display more definite
sets of attitudes directly related to patient
care (CAS Ila and IIb)

For comparison purposes the proportion
of neutral responses for the previously
mentioned sample of 94 physicians 1s also
given. The closeness of the percentage of
neutral responses for physicians and sen-
iors, particularly on CAS ITa and CAS
II1, 1s apparent. In the case of CAS 111
this consistent attitude pattern perhaps
has 1ts root in the rehigion-bound content
of many of the items. For many people
questions about death and immortality
possibly remain unsettled, and ume has
no solidifying effects

Table 3 reports the mean and standard
deviation of each CAS measure at the
freshman, sophomore, and senior years
The magnitude of the Hotelling T° stats-
tics indicates that as a group the subjects
underwent changes in all four attitude
areas throughout medical school traming
Overall change in CAS [. however, up-
pears to be the most substantial. Past o

analysis (at a = .05) revealed that during

TABLE 2
AVERAGE PERcENTAGE OF NEUTHAL RESpONSES
10 CAS Scare Items For 441 Mroicat
Stupents rroM Five Schoows Stupien
LONGITUDINALLY AND FOR 94
Puysicians

Medical Student
Sl — - Physi
y:m, Soph  gonigy  ciams
109 100 G ) 42
11.6 32 13 41
319 144 6.3 2.1
1

1B k4 138 1

See text for descrip
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TABLE 3
MEANS, STANDARD DEVIATIONS, AND HOTELLING T FOR CANCER ATTITUDE
SURVEY SCALE ScORES OF STUDENTS FROM FIVE MEDICAL ScHOOLS
MEASURED AT FRESHMAN, SOPHOMORE, AND SENIOR YEARS

(N = 441)
Year
Scale - = — " "Holclling T**
Freshman Sophomore Senior
CAS1
Mean 6796 70 831 76.837 24543
SD 11.76 12.32 11.25
CAS [la
Mean 38 74 38.00 36.60% 53.37
s.D 583 6.24 6.67
CAS IIb
Mean 3492 33.843 32.22% 45.37
SD 5.52 6.96 7.66
CAS I
Mean 4336 4329 45.051 27.80
SD 9.45 862 898

* Differences across years are stanstically significant (p < 01) for all scales.
tMean higher than preceding (post hoc comparison at a = .05).
# Mean lower than preceding (post hoc comparison, at a = .05).

both the freshman-sophomore and the
junior-senior periods there are increases
in CAS I and decreases in CAS IIb. The
analysis also points out that the average
subject changed his score in CAS Ila and
CAS 1L only during the last two years of
medical school, with the former decreas-
ing and the latter increasing during this
period.

Following are the percentage of students
in various patterns of attitude change and
no change from freshman to senior year
of medical school: CAS I—decrease 9.3,
nerease 51.9, no change 38.8; CAS
Hla—decrease 33.3. increase 16.5, no
change 50.2; CAS Ilb—decrease 42.2,
increase 17.9, no change 39.9; CAS 111 —
decrease 17.7, increase 31.9, no change
S0.4. The proportion of students with
attitudinal shiftings is greatest for CAS 1
and CAS 1. This finding agrees with the
data presented in Table 3 in that mean
changes are more substantial in these two
scales than in CAS Ila and CAS 111.

Not only did the students change their
attitudes pertinent to patient care. but

also they experienced changes in values
and open-mindedness. Table 4 lists the
means and standard deviations of the var-
iables measured by the SIV, AVL,
and Rokeach Dogmatism Scale at both
the freshman and senior years. The mag-
nitude of the Hotelling T* statistic docu-
ments the overall change in the above
variables. Post hoc analysis (at a = .05)
indicated that the group means for SIV
support, benevolence, and leadership
and AVL economic and social values re-
mained stable. The analysis also showed
that increases occurred in SIV independ-
ence and AVL aesthetic values and in
dogmatism. These findings are consistent
with those reported by Hutchins (3).
even though there is a 10-year lapse be-
tween the two studies. The decline in
dogmatism was replicated in a study of
students entering the University of Min-
nesota School of Medicine (15)

FRESHMAN CHARACTERISTICS

The results of the analyses performed
to answer the question. “How are attitude
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changes related to intellectual achieve-
ment, values, and open-mindedness mea-
sured upon entrance to medical school,”
indicate that these factors (as assessed by
the instruments used in the present study)
are significantly related to changes in all
attitude areas except CAS Ila. However,
the multiple correlations obtained indi-
cate that the freshman characteristics un-
der consideration only explain approxi-
mately 4.8 percent of the variance in the
changes for CAS I, 6.3 percent for CAS
1Ib, and 10.2 percent for CAS III.
Thirteen statistically significant corre-
lations were found between individual
freshman vaniables and CAS changes but
many seem to be artifactual. Apparent
exceptions are the correlation between
CAS I and AVL social (+), and those
between CAS III and AVL rehgious (+),
social (+), and economic (—) values.

PERSONALITY CHANGES

Overall changes in open-mindedness
and values showed some relationship to

o

0.

@

shifting in all attitude arcas but CAS 1b
and accounted for about 9.6 percent of
the variance in the changes for CAS 1,
4.8 percent for CAS Ila, and 11.6 per-
cent for CAS 11 The two most meaning-
ful correlations between changes in indi-
vidual vanables are between open-mind-
edness and CAS 1 (attitudes toward pa-
tients’ psychological resources) and be-
tween AVL religious value and CAS 111
(attitudes pertinent to death and dying)
No significant relationships were found
between changes on any of the SIV val-
ues and changes on the CAS scales

SENIORS AND PHYSICIANS

Table 5 presents CAS data for the sen-
1ors and the 186 practicing physicians
Significant differences were found on all
scales with exception of CAS 1. The
data reveal that seniors placed relatively
more value on the patient's psychological
resources (CAS I) and less emphasis on
carly diagnosis (CAS Ila) and aggressive
treatment (CAS 11b)

TABLE 4
MEANS AND STANDARD DEVIATIONS FOR PERSONALITY VARIABLES® OF
StupENTS FROM FIVE MEDICAL ScHOOLS MEASURED AT FRESHMAN
AND SENIOR YEars (N = 451)

Senior
Variablet - e e
Mean SD Mean sD

SIv

Support 14.81 5.19 15.92 5 66

Conformity 10 541 557 863 534

Independence 197 596 21 .88¢ 506

Benevolence 19.04 5.89 17 86 6.00

Leadership 14 66 644 14 40 598
AVL

Theoretical 692 £ 90

Economic 831 829

Aesthetic 8.70 8.3¢

Social 752 72

Religious 10.03 16 14
Rokeach

Dogmatism 145 98¢ 222 137.03

* Overall change measured by Hotelling 7 38 (p < 01)

TSIV Gordon Survey of Interpersonal Values, AV] Allport, Vernon
Lindzey Srudy of Values

t Larger mean (post hoc comparison sign o the 01 level)
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TABLE 5
MEANS AND STANDARD DEviaTions oF CAS
Scores FOR 441 SENIORS FROM FIVE
MEDICAL SCHOOLS AND FOR 186

Prysicians
Subjects
Scale —_————————  Test
Seniors  Physicians
CAS 1
Mean 76.83 69.45 6.55*
SD 11.25 16.13
CAS Il
Mean 36.60 39.95 =900
SD 6.67 763
CAS 1Ib
Mean 32.22 38.57 -8.97*
SD 7.66 9.03
CAS 11
Mean 45 05 4389 1.37
SD 8.98 11.20
fpe
Discussion

Medical students undergo changes in atti-
tudes related to patient care. These
changes occur in two distinct phases
During the first phase students learn the
basic medical sciences and acquire didac-
tic knowledge of diagnosis and treatment.
Exposure to medicine occurs primarily in
the classroom within well-structured situ-
ations. By the end of this phase students
are more definite in their clinical atti-
tudes and manifest increasing respect for
the patient’s ability to handle his illness
and decreasing belief in the efficacy of
aggressive treatment, More substantial
changes occur during the second phase.,
the clinical years, when the training is
hospital-based and geared to the practical
aspects of medical care delivery. Students
are stimulated to make decisions con-
cerning diagnosis and treatment and to
evaluate the consequences. Direct con-
tact with patients and heightened aware-
ness of the limitations of medicine proba-
bly are among the important factors re-
sponsible for the changes observed dur-
ing this phase. The changes in attitudes
may well reflect the real world of medi-
cine as perceived by a more protession-
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ally mature student as opposed to the
somewhat unrealistic conceptions held
when entering medical school.

The personality traits that the student
brings into medical school and the per-
sonality changes that occur while in
school account to a small extent for
changes in some attitudes. Attitudes to-
ward the patient’s emotional strength in
handling a serious illness (CAS 1) and
beliefs about death and immortality
(CAS III) evolve throughout medical
school regardless of the intellectual abil-
ity of the student (as measured by the
MCAT) or the various personal needs he
may seek to gratify in his daily interaction
with other people (SIV). The only vari-
ables relevant to these attitudes seem to
be what the student perceives as the most
important and satisfying values in life
(AVL) and the degree to which he opens
himself to others (Rokeach). The pat-
terns of relationship exhibited by such
variables appear to be congruent with the
interplay among various values as de-
scribed by Allport and colleagues (9).

Students entering medical school in re-
cent years appear to be more socially
conscious and active than their predeces-
sors. The realization of the worthiness of
individual human beings in a technology-
oriented environment and the awareness
of many unsolved problems of society are
just a few factors involved in this attitude
and behavior shift. Also there are indica-
tions that medical schools are placing
more emphasis on humanitarianism in
the training of physicians and are con-
sciously seeking socially aware students
(16). It is not surprising then that recent
medical school graduates hold sets of atti-
tudes different from those of physicians.
More awareness of human emotional
strength and selective reliance on the
value of clinical technology may be the
trend among the younger generations.

The minimal correlation of personality
and value changes with changes in CAS

Atntudes on Cancer/Haley et al

Ila (diagnosis) and the absence of any
correlation of these same factors with
CASIIb (treatment) strongly suggest that
attitudes toward early diagnosis and ag-
gressive treatment of cancer primarily re-
sult from education and experience. The
importance of the implications of this
finding for the development of specific
clinical attitudes during the medical edu-
cation process is apparent and in agree-
ment with Rezler’s conclusions (1). It is
the responsibility of medical educators to
identify and define desirable and undesir-
able attitudes and then plan, implement,
and reinforce educational experiences
that build and encourage desirable atti-
tudes and discourage undesirable ones
The most important factor in clinical atti-
tude development may be faculty behav-
ior in care of patients. If students-becom-
ing-physicians are to be accurate, thor-
ough, and persistent in their diagnostic
approach, they should be nstructed by
faculty members who practice in this
manner. Similarly, if treatment of cancer
1s to be aggressive, students should sce
positive outcomes for patients from ag-
gressive treatment. In many schools the
first exposure to the effects of cancer
takes place in the autopsy room. The
students’ perceptions resulting from such
experience should be counter-balanced
by simultaneous encounter with patients
*“cured” of cancer. An appropriate set-
ting might be a follow-up tumor chnic
where the student can recognize the med-
ical, supportive, and communication
roles of the physician as well as the necds
of the cancer patient

If education affects attitudes, educa-
tional experiences should be purposeful
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A Dynamic Primary Care Curriculum
Based on the Problem-Oriented System

Richard E. Bouchard, M.D., and Henry M. Tufo, M.D.

Abstract—The audit of behaviors of health care providers is a valuable tool for
learning the essentials of primary care and health care delivery. At the University of
Vermont a dynamic curriculum has evolved from the student audits of the practice
sites where the training takes place. Evaluation studies to date indicate a positive
effect on career goals leading to primary care specialties and a desire to practice in
rural settings in underserved areas. This approach to teaching primary care has proven
to be effective and has gained high acceptance with the students. They learn that audit
is a valuable means of self-education as well as a method for providing quality

assurance to the patient.

The audit of medical care in primary care
practices has proven to be a valuable tool
for teaching the essentials of efficient
health care delivery to medical students
at the University of Vermont. Practice
standards and methods are continually
revised based on the audit of the provi-
ders of care. The curriculum is likewise
updated based on student audits of their
experience in each practice.

Over 140 students have completed pre-
ceptorships in primary care. The five
practice sites involved in this preceptor-
ship are organized on the basis of the

The preceptorship training program described
hete was supported by PHS traming grant 01-D-
000020-04 from the U.S. Department of Health,
Education, and Welfare, Region 1

Dr. Bouchard is professor of medicine at the
University of Vermont College of Medicine, Bur-
lington, and project director of the preceptorship
training program in primary ambulatory care Dr
Tulo s an associate professor of medicine at the
College of Medicine and director of the primary
comprehensive care unit. Both are members of the
Assoctates in Comprehensive Health Care, Given
Health Care Center. Burlington

problem-oriented system (1, 2), defined
here as requiring each practice group to
have written “‘Principles of Practice”
(2), to utilize the problem-oriented medi-
cal record (3), and to have an ongoing
audit in effect. The students are rapidly
integrated into the health care team of
paramedics, nurse practitioners, and
physicians and provide direct patient
care for ambulatory private patients.
Most of the learning is dependent on
their taking an active role both in audit-
ing the preceptors and in being audited
themselves. In addition to learning to
provide personal comprehensive care
with emphasis on long-range planning,
they analyze a defined system of medical
care which provides quality assurance for
the patient, continuing education for
providers, and cost containment.
Preceptorships in primary care are not
new. The University of Vermont College
of medicine offered preceptorships in pri-
mary care from 1932 to 1952. Following
review by the Curriculum Committee in
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the mid 1950s these preceptorships were
dropped as having failed to achieve their
goals since less than 10 percent of the
graduates were pursuing careers in family
practice. It was feared that unstructured
preceptorship experiences might be hav-
ing negative effects on career choices in
primary care. In response to the growing
shortage of primary care physicians, the
University of Vermont has explored new
approaches to the teaching of primary
care by the development of a model pri-
mary care practice facility and expanded
educational opportunities. In 1970 and
1971 a few students spent one or two
months at the Promis Clinic in Hampden
Highlands, Maine. With the receipt of
federal funding in the form of a man-
power grant from the U.S. Public Health
Service in late 1972, the program was
expanded to the point that there are now
opportunities for all students to elect pre-
ceptorships at any one of the five precep-
torship sites.

Description

During the 1972-73 academic year only
the Promis Clinic in Hampden High-
lands and the Given Health Care Center
in Burlington, Vermont, accepted stu-
dents. During the following year the Cas-
tleton Medical Center in Castleton, Ver-
mont, was added, and during the third
year of the program the William Beau-
mont Health Care Center in Peru, New
York, and the solo practice of Dr. Wil-
liam Allard in Montpelier, Vermont,
completed the preceptorship sites The
sites were carefully selected to fulfill the
following requirements before students
could participate:

1. The problem-oriented medical rec-
ord is the organizing principle in the prac-
tice

2. Each group must have a wrntten
practice agreement which defines goals
and objectives for patient care and com-

mitments to medical actions as well as the
responsibilities of all members of the
team. This agreement is entitled “*Princi-
ples of Practice™ and is shared with the
students at the beginning of each precep-
torship. The students evaluate the pre-
ceptorships and the practice at the end of
each month in terms of how closely the
predefined goals and objectives described
in the “Principles of Practice™ are fol-
lowed

3. An internal audit system must be in
effect in each practice so that students
may take an active role both in auditing
and being audited.

4. Changes in the preceptorship are
based on the student audits. These audits
are fed back to each group monthly and
are reviewed at an annual meeting of the
students and preceptors.

Much of the inital effort was expended
in assisting the various practice groups in
implementing a problem-oniented system
of care which included a system of inter-
nal audit. The problem-oriented system is
a set of organizing principles which pro-
vide the framework for a defined system
of health care. Because the system is ex-
plicitly defined, it can be audited, and
audit can be used to bring about contin-
ued improvements n the quality ol care
being delivered. The principles on which
the system 1s based are commitments Lo
medical actions. These medical actions
are effected through the problem-ori
ented record, which is the principal tool
of the system and is used for communica-
tion and audit. Following are the basic
components of the problem-oriented sys-
tem and record:

Data base—The data base (history,
physical, physiologic measurements, and
laboratory data) must be explicitly de-
fined because this definition provides the
universe of facts from which a list of
problems are developed and also pro-
vides the basis for auditing. The content
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and size of the data basc is dependent on
the needs of the population being served
and the resources available to serve that
population. Since there is no “‘best"” data
base and since the resources available dif-
fer from practice to practice, the data
base will also differ. The rationale for
selection of items in the data base should
be clearly stated so that it can be readily
reviewed and changed dependent on the
results of audit,

Problem list— An agreement must be
made that all pertinent medical, social,
behavioral, and environmental problems
of the patient will be listed. (Problems
refer to both what the profession consid-
ers as important and what the patient
thinks is important.) Because of the po-
tential interaction among problems, the
principle of listing all problems is a fun-
damental component of this system. The
problems list serves primarily as a protec-
tion for the patient to ensure that no
problem is treated out of context. This
listing must be updated to reflect accu-
rately the level of resolution of each
problem. There must be a single prob-
lems list for each patient, and it must be
dealt with as an integrated whole by all
concerned with patient care.

Plans—Plans must be developed for
each active problem in the context of the
total problems list. The treatment goals
must be stated for each problem. The
self-care responsibilities of the patient
and the means for educating the patient
must be clear.

Follow-up — Follow-up care must be
organized by numbered and titled prob-
lems and should ensure that problems are
clficiently pursued to the highest level of
resolution possible.

Audit—The problem-oriented system,
like any other system, demands a feed-
back loop to ensure continued improve-
ment. To be successful, the audit must be
educative and not punitive. In health care
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the quality control mechanism is audit.
Audit is the process of comparing ob-
served behavior with standards. The
feedback is supplied to individuals by the
regularly scheduled audit of representa-
tive examples of performance. The audit
is based on the ground rules agreed to in
the *‘Principles of Practice.” Continuing
education is provided through positive
reinforcement of problem-solving skills.
Quality control is assured by an audit of
outcomes of people served by the system.
The feedback loop serves as a means of
evaluating and correcting standards of
health care through the use of informa-
tion generated by the operation of the
system.

The major goal of the preceptorship is
to prepare students for the efficient deliv-
ery of primary care five years hence. Em-
phasis is placed on reduction in costs of
care through the organization of health
care information and the utilization of
paramedical assistants, nurse practition-
ers, and management personnel. The im-
portance of patient education is stressed
and exemplified by sharing the medical
record with the patient (2). The students
are strongly encouraged to explore the

g and fi ial aspects of
medical practice. Cost containment is
stressed.

Method

Senior medical students who elect the ro-
tation in primary ambulatory care must
spend at least one month in the program.
A two-month rotation is required for stu-
dents majoring in family practice. This
clective is available to students from
other universities when there are open-
ngs in the schedule.

Whereas there is general agreement as
to the goals and methods at each of the
five practice sites, minor variations in
implementation exist due primarily to the
resources available. The description

Primary Care Curriculum/Bouchard and Tufo st

which follows is of the preceptorship at
the Given Health Care Center, where
one-third of the students have matri-
culated

The Given Health Care Center is the
primary care model practice facility es-
tablished by the University of Vermont in
1971 to provide comprehensive care for
adult patients and teaching and research
facilities in health care delivery. The
practice group is made up of five intern-
Ists, two nurse practitioners, SiX par-
amedical assistants, a practice manager,
part-time auditor, and the necessary sup-
port personnel for doing the scheduling
and staffing the record room and labora-
tory. The patient population grew from
4,000 in 1971 to 12,000 in 1976, with an
average of over 100 patient visits daily.
Most of the house calls are made by a
nurse practitioner. Because of teaching,
research, and administrative duties, the
five internists provide the equivalent of
four full-time practitioners.

Prior to starting the preceptorship, the
students receive a copy of the ““Principles
of Practice” of the Given Health Care
Center. The students are also given a
description of the goals of the program
and are encouraged to arrive with a set of
their own written goals and expectations.
The first two days are spent on detailed
orientation, with emphasis on the roles of
the nurse practitioners, paramedics, cler-
ical auditors, and practice manager. This
is supplemented by ample time for dis-
cussion, observation, and participation in
cach of these positions. Direct patient
care for acute episodic iliness starts the
first day with the introduction of acute
illness protocols. The patients are exam-
ined by the students following a specific
prdtocol. This is immediately audited by
the preceptor, and corrections are made
when indicated. The students promptly
begin to audit the charts of their precep-
tors, who review the audit and give the

students feedback. The first complete
work-up that the student performs is a
taped case from the practice. This is thor-
oughly audited by the preceptor, with
emphasis on the problem formulations
and plans.

The students usually complete their
first comprchensive examination on a
new patient at the end of the first week
They perform both the screening exami-
nation, usually done by a paramedic, and
the physician portion of the examination
The screening portion of the examination
is audited by the paramedics, and the
procedural and clerical audit are per-
formed by the audit clerk. The preceptor
performs the analytic or professional au-
dit. Each patient seen by a student for
comprehensive examination is also exam-
ined by a preceptor within a week. The
accuracy of both the historical data and
the physical findings s vahdated, and the
patient is mailed a copy of the completed
work-up. This is usually the first time the
student has shared a record with his pa-
tient.

During the second week the students
observe the preceptor and nurse practi-
tioners giving follow-up care to estab-
lished patients. Emphasis is placed on the
use of discase protocols and flow sheets
for the care of chromc illness. The stu-
dents perform follow-up care audits on a
sample of the patients seen. Both the
physician preceptor and the nurse practi-
tioners must respond to these audits,
making appropriate corrections in the
chart.

The students are required to respond
to each audit of their work and to do over
any portion of the completed work-up
which is not felt to be analytically sound
or appropriate. The audit provides a
ready indication of where the student is
having problems, and appropriate read-
ng is assigned to correct deficiencies in
knowledge. The major emphasis in the
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daily audit sessions is on the analytical
ability of the student. This is accom-
plished by challenging the problem for-
mulation and the plans. The audits
quickly illuminate areas of disagieement
or misunderstanding, and this directs the
discussion to areas of need. Improved
efficiency in the teaching and learning
process 1s a direct result

The major emphasis throughout the
program is on the care of the ambulatory
patient. The students accompany the pre-
ceptor on nursing home rounds and are
invited to attend all business and man-
agement meetings. Hospital rounds are
not encouraged, although students may
follow any patient they have seen in the
office who is subsequently hospitalized.
Each student keeps a checklist of his
achievements as the rotation progresses
The preceptors review the checklist at the
end of each week to ensure that reasona-
ble progress is being made.

At the end of the preceptorship experi-
ence the students are encouraged to write
their own principles of practice, which
they can file for future reference. In addi-
tion, they are required to write an evalua-
tion and critique of their experience at
each practice site and are asked to com-
pare this with the goals they submitted on
the first day of the preceptorship; con-
structive criticism is strongly encouraged.

Results and Evaluation

To assist in the evaluation of this pro-
gram, preceptors keep a permanent file
on each student. This file includes a list of
all patients seen for acute episodic care
by diagnosis. Copies of two comprehen-
sive patient evaluations with the attached
audits are also kept along with reports of
all audits performed by the student and
any special projects completed during the
preceptorship. The students’ critiques of
their preceptorship experience, as well as
the preceptors’ evaluation of the stu-
dents, complete the file
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The students’ critiques are reviewed by
cach preceptorship group at the end of
each month. The preceptorship program
1s frequently modified based on the rec-
ommendations received from the stu-
dents. After three years of updating and
modification, this program is significantly
different from the initial one; thus, a dy-
namic curriculum based on feedback
from students is operative. Many of the
disease protocols now in use have been
designed by students as special projects,
and much of the patient education mate-
nial has also been received and revised by
students.

Audit has been a most useful tool in
helping students recognize their own de-
ficiencies. Most of these deficiencies do
not result from lack of knowledge; but
when this is the problem, it is easily rec-
ognized and corrected. Most errors are
the result of lack of thoroughness in col-
lecting and organizing data or of impre-
cise logic in integrating data. The latter is
most apparent in writing of patient care
plans.

The prompt feedback and response to
audit have provided powerful reinforce-
ment to the learning process. The stu-
dents have proven to be excellent audi-
tors of care. Because they begin by audit-
ing their own preceptors, they promptly
look at audit as a positive experience.
The audit utlizes professional pride to
induce motivation for change. This has
proven to be an extremely valuable re-
source to tap because it provides intellec-
tual and emotional capital for further de-
velopment. The discipline involved in
prompt feedback and the insistence on
the statement of goals have strengthened
the students’ ability to formulate logical
long-range plans.

A companson of the charts produced
by students in 1973 with those produced
in 1976 revealed very significant im-
provements in the clarity of the records.
A review of the audits which had been at-
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tached to each chart indicated that the
auditors had improved tremendously.
The preceptors in 1976 were more uni-
form and specific in their audits. Thus,
while searching for a change in student
performance, the investigators discov-
ered a change in the preceptors’ perform-
ance, which, in turn, was reflected in the
students’ performance. The preceptor-
ship program has thus been effective in
improving the teacher. Since one of the
original goals of the program was to pro-
vide a strong role model for students, this
change in preceptor performance may be
the most important contribution. It is not
the first time that the teacher has learned
more than the student.

Career Choices

In May 1976 a brief questionnaire was
mailed to the first 67 students who com-
pleted the preceptorship program (gradu-
ating classes of 1973, 1974 and 1975).
Forty-one responses were received by
July 1, 1976. More than half of the re-
spondents were either in family practice
residencies or already involved in family
practice, and one-fourth were in general
internal medicine residencies. Eighty-
three percent of the students responding
had chosen careers in primary care. Sixty-
one percent indicated a preference for
practice in rural areas, and half of the
students said they preferred to practice in
underserved areas. Each graduate was in-
vited to make comments and recommen-
dations for changes in the preceptorship
program. Eighty percent responded by
making strongly favorable comments, rec-

w
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ommending either no change or minor
changes in the program. One-fourth of
the graduates recommended a longer pe-
riod of preceptorship time as part of the
medical school curriculum

Costs

One of the advantages of a defined sys-
tem of care is that even un educational
program can be designed to fit the re-
sources, in this case the budgetary limits
of a medical school. This preceptorship
was designed so that one hour of par-
amedic or nurse practitioner time and
one hour of physician time each day arc
devoted to supervising and auditing the
work of two medical students. A reim-
bursement formula based on real costs o
the participating practice groups wis
worked out. The program costs came to
between $1,000 and $1,100 per stu-
dent month for administration,, evaluation,
student travel and living expenses, and
reimbursement of the preceptors for the
time spent. If two students should be as
signed to each participating practice site
each month, the costs would be further
reduced
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Quality in Medical Practice: A Student Program

Mohan L. Garg, Sc.D., Werner A. Gliebe,
and Warren M. Kleinberg, M.D.

Several recent reports described the experi-
ences of the handful of medical schools which
have initiated programs in the teaching of
quality assurance (1). This

in evaluation, and pertinent physical findings
related to the diagnosis. Five guidelines were
established to let students determine whether:

d; was ded and

will provide an updated report of the suc-
cesses and failures of the quality assurance
program at the Medical College of Ohio dur-
ing 1975-76.

Description

Initially, students were introduced to the con-
cept of staging of discases (2), that is, break-
ing down a given discase entity into several
degrees of severity. They were also intro-
duced to the concept of “tracer” conditions
(3), which when evaluated can serve as an
indicator of the overall effectiveness of the
system’s medical care. Subsequently, the
technique of assigning “weights” to 1solated
segments of the care provided (4) was ex-
plained to them. This was done so that stu-
dents could then develop a weighted minimum
care plan for a tracer condition. The task of
stage definition served to help students to de-
lincate more precisely the appropriate man-
agement plan in the treatment of the tracer
condition.

Subsequently, students were provided the
charts of two mpatients and two outpatients
for evaluation, based on the minimum care
plans and audit criteria which they derived.
Nine guidelines were outlined for the chart
review. Four were designed to identify disease
stage, posttive and negative items in the medi-
«cal history, the tracer condition and its utility

The work reported here was supported in part by
a grant from the Natonal Fund for Medical Educa-
tion, Hartford, Connecticut
Dr. Garg is an associate professor, Mr. Glicbe is
a research assocate, and Dr. Kleinberg is assistant
fessor, all in the Department of Community
tedicine, Medical College of Ohie at Toledo.
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backed up by subjective and objective record-
ings, minimal diagnostic workup (based on
students’ protocols) was carried out, adequate
therapy was initiated, patient education was
carried out, and outcome of care could be
determined from the audit.

Using these guidelines, the students sub-
mitted written evaluations of each patient
chart. A summary rating scale was also de-
vised for the students and completed by them
for each of their audit patients.

Evaluation

Table 1 provides the distribution of scores

igned by stud to five el of care
during their audits. The most striking feature
of the table is that more than 75 percent of the
charts audited were rated as being poor or
indeterminate in patient education. This was a
significant di d

y for the 2

ing in written evaluations such as.
“Patient education not even alluded to in this
chart.”

Conclusions in the students’ written reports
also indicated what they had garnered from the
project. After some general comments point-
ing out the i 1 y b inp
and outpatient charts, one student concluded
the following: “It would seem that many of
these deficiencies would be overcome if stan-
dards were set up for the clinics whereby each
student or physician would know precisely
what information must be sought and re-
corded. Then appropriateness of treatment
followup and outcome could be much more

h hly d using this d asa
tracer.” Thus, some students began to see the
need for changes and to make specific recom-
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TABLE 1
PERCENTAGES OF 49 STUDENTS' QUALITY RATINGS FOR SELECTED
CompPONENTS 0F MEDICAL RECORD

Ratings* History  Physical
Excellent 16.3 224
Average or good 347 408
Below average 163 143
Poor 123 1222
Indeterminate 204 103

Diagnostic  Treatment  phatent
204 204 41
408 469 41
163 163 143
12.2 10.2 204
103 62 571

* Scale of from 1 (excellent) to S5 (indeterminate)

mendations which would enhance the quality
of care available for all patients, a significant
achievement

As expected, not all elements of the pro-
gram succeeded. The staging tool was not
found to be useful for the students since the
data base was often insufficient to determine
the stage. Of course, this in itself is a comment
on a “structural” component of the quality of
care provided. Difficulties were also encoun-
tered for the assignment of weights to individ-
ual procedures. Students did not yet feel com-
petent to delineate precisely the relative im-
portance of a given procedure in patient man-
agement. This problem is comparable with the
experience at Michigan State University re-
ported by Greenbaum and Hoban (5).

As this comment illustrates, some students
also did not feel the tracer concept to be valid
for generalizing about the quality of care, an
essential theoretical point: “The concept of a
tracer condition is good only in the restricted
sense that it indicates the quality of diagnosis
and care of only that specific discase. It would
be dangerous to extrapolate from these find-
ings and use them as an assessment of health
care in general "

While some disputed its theoretical vahd-
ity, other students did find 1t to be somewhat
useful. One student said: ““As a time saving
device, the tracer concept was found to be
quite valuable . It can be argued that the use of
a tracer 1s more a measure of bookkeeping
ability than quality of care given. . . If such
audits do no more than encourage careful
record keeping, their use is justfied ™

Conclusions

The students were hesitant and uncertain act-
ing as an auditor, a role for which

incompletely prepared and one  which
threatens the popular conception of “the doc-
tor is the best judge of his work ™ Yet the
students perceived themselves to be involved
in the practice of medicine and not simply in
performing a hypothetical exercise. In fact,
three patients benefited directly from the stu-
dents’ evaluations. Two hypertensive patients
were reevaluated after deficiencies in their
management were pointed out to the attend-
ing physician, and they are now in better con
trol. One additional patient with a poorly con-
trolled seizure disorder has been in good con
trol since the audit disclosed an inadequate
medication regimen. The reinforcing value of
the three cases contributed to the students’
perceptions of the audit process

The positive change in students’ perspectives
toward the review process is illustrated by the
following representative comment of another
student: “Although it will make me nervous, |
wouldn't mind if my charts were audited and
the results told o me. If I'm not practicing
medicine that 1s up to current standards, |
want to know about it. Hopefully, PSRO will
be a further incentive for all doctors to keep
up with currrent knowledge ™ Thus, it can be
concluded that despite students’ initial, tenta-
tve resistance, significant strides were made
in modifying their perspectives on the review
process and the general purpose of profes-
sional standards review organizations
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A Management Development Course for Physicians

Mark S. Plovnick, Ph.D., Ronald E. Fry, and Irwin M. Rubin, Ph.D.

The increasing cost and complexity of operat-
ing today’s health care or has re-

One obstacle to more widespread interest in

sulted in a corresponding increase in interest
by the health care industry in more effective
management of these systems. While adminis-
trators of hospitals and other delivery organi-
zations have traditionally been involved in de-
veloping their management skills, members of
the health professions themselves are now be-
coming increasingly aware of their own needs
for more management skills if they are to
participate more effectively in the admunistra-
tion of health care systems (1),

While much of this interest has focused on
institutional management (that is, hospital or
medical school administration), an awareness
of the relevance of management skills has
begun to filter down to physicians at the deliv-
ery level. For example, the American Acad-
emy of Family Practice suggests in its require-
ments for residency programs that up to 35
percent of residents’ time be allocated to
“community  medicine and  administrative
services mcluding health service administra-
tion and electives."

The work described in this paper was supported
:\p agrant from the Robert Wood Johnson Founda-
on

Dr Plovnick is an assistant professor of manage-
ment and organization sychology at Clark Univer-
sity, Worcester, Massachusetts. and a researcher on
the M h Institute of Technology Sloan
School Health Management Project, Cambridge
Mt Fry is a tescarcher on the M ' T. Sloan School
Health Management Project, and Dr. Rubin is a
senior lecturer at the Harvard School of Education,
L_‘lmbndfc‘ and a codirector of the M 1T Sloan
School Health Management Project.

2 d y phy has
been a somewhat limited perception by many
ph of what * " is and how
1t could improve their effectiveness as health
care delivers (2). This is due in part to the
absence of any formal exposure to manage-
ment or administrative training in the tradi-
tional medical education process. In an effort
to provide a more accurate understanding of
the rel and useful of
education to physicians and to train physicians
in some basic management skills and tech-
niques, a management course for physicians
was developed and tested by the Health Man-
agement Project at the Massachusetts Insti-
tute of Technology Sloan School of Manage-
ment (3). The remainder of this paper is a de-
scription of the content and field-tests of that
course..

Course Background

The relevance and potential uscefulness of
management skills for physicians grow as the
complexity, ambiguity, and unpredictability
of the dical i . thereby
making the coordination of health care re-
sources more necessary and more difficult

Physicians in primary care setungs, particu-
larly those utiizing many different types of
physicians and other health professionals.
seem to face a more complex, ambiguous, and
unpredictable environment than most. There-
fore, the management course under discussion
was designed specifically for physicians in pri-
mary care settings and was offered on an ex-
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perimental basis at three pnmary care resi-
dency programs

Course Content

The course addresses itself to the needs of
physicians to coordinate their own and others’
resources in the delivery of care. This coordi-
nation or management of care does not in-
clude such areas as accounting and budget
control but rather the day-to-day management
of health workers delivering care. In this con-
text the course focuses on developing physi-
cians’ skills in such areas as defining and allo-
cating the responsibilities of different health
workers in delivering patient care; resolving
conflicts between physicians and other health
workers (for example, nurses and social work-
ers), resolving conflicts between physicians
and administrators, and dealing with the de-
mands of the leadership role often expected of
M.D.s

These arcas are addressed in six weekly
sessions, each consisting of a combiation of
lectures, discussions, case studies, exercises,
and simulations and each requiring approxi-
mately two hours

Session 1. Factors influencing the coordina-
tion of care — One of the most difficult obsta-
cles to the coordination of care in primary
care settings is the absence of a systematic way
of viewing the inherent problems involved
Often this leads to a focus on the symptoms of
management problems rather than the prob-
lems themselves and to “crisis management”
atmosphere. In this session participants learn
a framework for diagnosing the basic issues
involved in coordinating primary care and are
introduced to a systematic approach to resoly-
ing these issues

Session Il. Managing goal conflicts —Be-
cause of the often ambiguous nature of the
task(s) involved in delivering quality compre-
hensive health care, health workers often do
not have a clear and shared understanding of
the specific objectives of the system in which
they are working. In this session participants
are introduced to methods of clarifving their
own and others’ goals, methods of ident
conflicts  bets
mechamsms for resolving or managing these
goal conflicts

ving
een individuals' goals, and

517

Session 11l. Managing role conflicts —Many
of the difficulties experienced by primary care
physicians nvolve conflicts between vanous
health workers concerning their relative re-
sponsibilities or abilities to perform the tasks
involved in delivering primary care. Time and
energy are often wasted in struggling with and
not resolving these tssues. This session intro
duces: (a) a framework for identifying “role”
conflicts and how they relate to the delivery
task and (b) a conflict resolution structure for
resolving role conflicts and defining health
worker roles

Session IV. Allocanng decision-making re-
sponsibility—Many types of decisions are
made in the delivery of primary care. How
these decisions get made, however, is seldom
systematically managed, although many of the
problems of coordinating care are directly re
lated to the decision-making process. This ses
sion develops a framework for determining
what decisions are made, what constitules
“good™ decisions, who should make them,
and how resources should be coordinated in
the decision-making process

Session V. Organization structure and de
sign—Tradional models of organization
structure are often inappropriate for the deliv
ery of primary care services. These structures
can increase the difficulty of effectively coor
dinating care delivery. This session explores
the problems resulting from mappropriate or
ganization structures and  develops  ap-
proaches to the design of more effective sys
tems for primary care delivery

Session V1. Managing the change proces -
Health care today is characterized by many
pressures toward change of existing patterns
and the introduction of new ones Some un-
derstanding of how people, arganizations, and
systems change s essential to being effective
at mitiating and maintaining change
s10n focuses participants on some of the basic

This ses

concepts and skills involved in identifying
needs for change and developing effective

strategies for implementing change

Field-Test Sites

Field-tests of the course were conducted dur
ing 1975-76 at two family practice residency

programs and one combined primary care
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medicine and pediatrics program. One family
practice program utilized a family practice
center within a large hospital for residents’
clinical experiences. The other family practice
program and the primary care program uti-
lized neighborhood and community health
centers in addition to a hospital-based family-
practice/primary-care  center for residents’
clinical experiences

All three programs utilized a variety of
non-physician health workers in their practice
settings, including nurses, nurse practitioners,
social workers, and community health work-
ers.

Approximately 50 faculty and residents
from the three sites participated in the course
Generally the course participants rated the
sessions as both relevant and useful In addi-
tion, the majority of participating physicians
recommended that a course of this type be
included in the core curriculum of their resi-
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dency programs.* Although the evaluation re-
sults are at this time suggestive at best, they
do seem to indicate that this type of manage-
ment training may be a useful addition to
medical curricula.
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The Comparability of Clerkship Experiences

In a Variety of Locations

Irene Gross Klintberg, Ph.D., and Nathaniel Givner, Ph.D.

Numerous approaches have been used to
evaluate clinical clerkships in medical educa-
tion (1-3). While interest has not been con-
fined 1o any specific type of clerkship, review
of various studies suggests that the iniual or
primary clerkships in such specialtics as medi-
cine, pediatrics, surgery, obstetrics and gyne-
cology, and psychiatry have received particu-
lar attention. Studies which assess such clerk-
ships in a designated specialty seem to be
based on the ption that \ clearly

while students may complete the “‘same” pri-
mary clerkship, they frequently do so at dif-
ferent hospitals, clinics, and health care facili-
ties. Thus, inherent in the structure and orga-
nization of the primary clerkship, and for
many other clerkships as well, is the potential
for significant differences in educational expe-
rience and learning outcomes despite the fact
that conceptually the primary clerkship has
been viewed as an experience in which all

d will, with minor differences, receive

defined, and comparable entities were under
m\csugnuon On the contrary, however.,

" Dr. Klintberg is director of educational research
and services and assistant professor of medical and
educational administration; Dr. Givner s assistant
professor of medical and educational admunistra-
ton. Both are at the Um\emly of Nebraska Cel-
lege of Medicine,

the same degrec of exposure 10 similar prob-
lems and L ities that are thought to

be relevant to the overall goals of the clerk-
ship. Although the potential for experiential
differences seems obvious, there have been
few, if any, studies directly concerned with the
importance, effects, and degree of variability
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of student expeniences and learning outcomes
in the primary clerkship

Variability in Clerkships

In reality, the apparent assumption that
training is similar in various locations may be
in error due to several factors. Within certain
limitations the student is free to select a clerk-
ship from a number available at different loca-
tions which have distinctive characteristics
based upon variations in patient populations,
emphases of practice groups, and types of
patient problems. Also, by its very nature a
clerkship is partially unstructured and thus
would tend to encourage experiential differ-
ences between clerkship sites. Consequently,
it would be surprising, if not totally unex-
pected, that students at different clerkship
sites would receive the same degree of expo-
sure to similar problems and clerkship activi-
ties with resultant overall comparability of ex-
periences. In view of such influences, it is
essential that potential differences in expern-
ence and learning outcomes be recognized,
evaluated, and judged by medical educators
to determine whether the range of vanability
identified is acceptable by departmental stan-
dards

First, one must ascertain those actitics
which vary and those which remain stable
across time in order to assess the degree of
comparability between clerkships. Hopefully,
such efforts will provide answers to such ques-
tions as: Does the amount of time accorded
specific activities vary significantly among
clerkships that are a part of the same primary
clerkship program? Thus, is the amount of
time a student spends in a given actvity in
large part a function of the particular clerk-
ship he has selected? How stable are the dif-
ferences which characterize a clerkship over
time? Can certain clerkships be identified as
having greater stability over time than others?
1f so, what are the speafic characteristics of &
clerkship which determine variability or sta-
bility?

Where extreme varability between clerk-
ships is found, a number of ramifications are
apparent. Selection of a specific clerkship
takes on greater significance for the student
since the patients encountered and the
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amount of exposure to specific clerkship activ-
ities — the very determinants of learning out-
comes —become direct functions of the clerk-
ship chosen. Since it is largely within the con-
text of clerkships that foundations for later
training are laid, excessive vanability of expe-
rience may preclude the acquisition of a uni-
form minimum level of knowledge and skills
which is vital to all students. Furthermore, the
primary clerkship 1s the most extensive, il not
the only, direct experience that some students
will have in certain disciplines; consequently,
significant differences in learning activities
may result in the fallure of students to obtain
certain fundamental experiences cntical to
their medical education

Practical Implications

By obtaining answers to questions posed pre-
viously, a profile could be developed describ-
ing the activities which charactenze cach
clerkship and the stability of these activities
over time. Profiles of each clerkship could be
continually monitored for validity and accept
able levels of rehability. Obviously, such in-
formation would allow program directors 1o
pinpoint with greater precision differences be-
tween clerkships, to “flag” possible problem
areas for further study, and to account mare
accurately for differences in learning out-
comes which are found . Information resulting
from these or similar analyses could alsu be of
practical benefit to students. Such profiles not
only would enable a student to select clerk-
ships with emphases most congruent to his
learning needs and specialty interest but also
would allow him to do so with greater assur-
ance that his expectations will be met since his
decision would be data based rather than
founded on rumor and hearsay. By capl
ing on both similanties and inherent diffe
ences in clerkships, it would be possible o be
more responsive to the educational needs and
interests of students

The necessity of assuring comparability of
clerkshup expenences is of critical importance
not only to the basic clerkship program but
also 1o all subsequent clinical training. Failure
to identify real and significant differences in
primary clerkshup training may result in fail
» structure subsequent clerkships which
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are compauble with the entering skills of the
individual student. For instance, suppose that
a student has just completed a primary clerk-
ship in surgery and chooses to begin an ele
tive clerkship in the same area. Typically,
through a process akin to trial and error, the
clerkship supervisor slowly begins to “get a
feel” for what the student already knows and
can do and then proceeds to provide whatever
training 15 required to meet entry level per-
formance standards of the clerkship. Only
after this imtial observational assessment can
the student truly participate in, take advan-
tage of, and be exposed to the real and unique
educational opportunities offered by the more
advanced surgical clerkship. Although this
capsulized description of the clerkship process
is no doubt exaggerated, the fact remains that
undue time is often wasted in the “getting to
know you™ period. On a practical level a pro-
file of the primary clerkship may have better
cquipped the supervisor to structure initial
training to the student’s entening level of
knowledge so that he can more quickly and
cfficiently obtain the educational expenences
for which the clerkship was designed
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Conclusion

Variability of experience in clinical clerkships
is neither inherently good nor bad. On ocea-
sions such vanability may result in some of the
less desirable effects which have been noted.
At other times such differences may lead
to beneficial and enriching educational ex-
periences. Once the specific objectives for a
clerkship have been identified, however, an
important aspect of program monitoring
would appear to be an assessment of vanabil-
ity of experience and the degree to which 1t
fosters or hinders the development of the
basic competencies which have been defined
by the clerkship objectives
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Clinical Learning Without Prerequisites:

Students as Clinical Teachers

Douglas A. Rund, M.D., Keith Jacoby, Ph.D.,

Since 1971 senior medical students have onigi-
nated and taught an elective course in physical

The work reported here was supported by the
Clinical Scholar Program of the Rnhsgt\\\ vod )‘uhl:r-
son Foundation. This matenal was presented at the
Fourteenth Annual Conference on Rescarch in
Medical Education at the 86th Annual Meeting of
(lhr_”r\/\\\(, Washington, D C.. November 6
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sity School of Medicine, Stanford, California; He 1s
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Ohio State Univeraty, Columbus. Dr. Jacoby is

Dahl, and Halsted R. Holman, M.D.

diagnosis to entering students at the Stanford
University School of Medicine. It has been
one of the most oversubscribed courses in the
first year. The students unanimously reported
that they enjoyed the course more than any
other, that it made the basic sciences more
comprehensible, and that they were well

assistant professor of health sciences education at
the University of California Medical Center m San
Francisco, ahl was a rese. associate and
graduate student in drama at Stanford University
and Dr. Holman is professor of medicine at Stan-
ford University Schoo! of Mediaine
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equipped to work in clinical settings early in
medical school. Tt was the opinion of the tu-
tors that the students were as well prepared as
the students taking the traditional faculty-
taught course, but this had never been exam-
med by a comparison study. The study re-
ported here was intended to test the ability of
these first-year students against that of stu-
dents from the regular course. This compan-
son was not designed as a rigorously con-
trolled experiment in educational technigues
but rather as an evaluation of two ongoing
courses. Hopefully, it will serve as a prelude
to full-scale experimentation

Methods

Two groups were compared. The experimen-
tal group consisted of 17 first-year students
who were chosen randomly from volunteers
In the control group were 17 second-year stu-
dents from the regular faculty-taught course
who volunteered to take the examination. Be-
cause both groups consisted of volunteers
from their class, previous grade-point aver-
ages, Medical College Admission Test scores,
and sex of both groups were compared. There
was no significant difference between the two
groups, and each group was representative of
its class on these parameters

Procedure
The experimental subjects were assigned in
pairs to senior medical students and received
instruction in physical diagnosis for two quar-
ters. Each tutor designed and taught his own
course, and each group determined the fre-
quency and content of its learning sessions
one two-hour session per week was the mini-
mum. The content of the course was tradi-
tional physical diagnosis exclusive of neuro-
logical and pelvic examination. Students knew
that they would be expected to take a history
perform a physical examination, and write the
results in the standard format and that their
skills would be compared with those of sec-
ond-y
ulty-taught course

The contro! subjects took the standard
physical diagnosis
ond-year curnculum. The duration of
half quarters. The

car students concurrently taking the fac-

course as part of their sec-

course was one and on

)
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student-teacher ratio was four to one, and the
time requirement was four hours per week

Evaluation

One month after their respective courses the
subjects were tested. The evaluation consisted
of a multiple-choice and fill-in test, a standard
written case analysis of an hour-long ¢ncoun-
ter with a programmed actress-patient, a sub-
jective rating of the student by the actress on
mterviewing skills and human warmth, and an
assessment of attitudes regarding paticnts us-
ing the Osgood semantic differential (1)

All data were analyzed using Student's 7
test for comparison of groups

Results

There were no significant statistical differ
ences in the performances of the experimental
and control groups in the cognitive measure-
ments, with the exception of the vocabulary
multiple-choice test on which the second-year
students performed better than the first-year
students. Both groups did equally well i the
written case report of the simulated patient

The subjective ratings of the students by
the actress-patient showed that first-year and
second-year students did equally well as
groups. There were outstanding individuals in
bath groups, and the best students from cach
group were virtually indistinguishable

A comparison of first-year and second-year
scores on the Osgood semantic differential
vielded lines which were nearly identical for
both groups. First-year and sccond-year stu
dents did not differ significantly i their esti-
mation of themselves or of patients. The simi
larity of the two groops enabled the investiga
tors to combine them and compare the stu-
dents’ ratings of themselves with their ratings
of patients in gencral. There was a significant
difference  The students consistently rated
themselves in more complimentary terms than

they rated patients

Throughout the study male and female sty
dents did not differ significantly on either cog:
nitive ar affective vanabl

Discussion

that a sumple, low-cost

The study indica

of instruction for first

ar students is
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as effective as the present one. The student-
taught course has the additional advantage of
stimulating the senior students to review and
practice their own skills in history-taking and
physical assessment

This study had two major flaws One was
that students were chosen randomly from vol-
unteers and not from the entire class, the
second is that the Hawthorne effect was oper-
ative, since the students knew that they were
an experimental group (2).

The study does, however, suggest areas for
further investigation: the effect of early clini-
cal learning on performance in subsequent
basic science courses, the value of attitude
assessment and interviewing skills in selection
of medical students (3, 4), and the educa-
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tional benefits of a medical student teaching a
course in his senior year (5).
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A Program To Introduce Medical Students
To the Problem of Child Abuse and Neglect

Christian M. Hansen, M.D.

Physicians traditonally have had difficulty
with the problem of child abuse and neglect.
For a variety of reasons they are often unable
to recognize the problem and to admit that it
exists. Frequently, they are also unaware of
legal requirements to report such occurrences
and lack familianity with the public protective
service agency in their state.

In an effort to help future physicians over-
come these problems, a pilot summer project
under the auspices of the Protective Services
Resource Institute has been developed at the
College of Medicine and Dentistry of New
Jersey-Rutgers Medical School over the last
two years. The Protective Services Resource
Institute is a federally funded demonstration
project which actively supports protective

Dr. Hansen is assistant professor, Department of
Peduatrics, College of Medicine and Dennustry of
New Jersey-Rutgers Medical School, Piscataway,
?nd staff pediatrician, Protective Services Resource
nstitute

services programs and sceks innovative ap-
proaches to the problems of child abuse/ne-
glect. In the summer of 1976 eight medical
students were assigned to district offices of the
New Jersey Division of Youth and Family
Services for eight wecks. The Division of
Youth and Family Services is the state agency
legally ible for child pi ive serv-

P

ices in the state. The students, who had com-
pleted at least one year at Rutgers Medical
School, worked alongside professional social
workers with families in which abuse and ne-
glect were potential or actual problems.

Medical students rarely have an opportu-

nity to look at the social as well as the medical
problems of the patients they see. This project
gave them that opportunity.

Project Description

The students visited the homes of families
under the division’s protective services super-
vision, They helped caseworkers to observe
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the children’s state of health and assisted with
any referral procedures which were necessary

The students were required to keep a daily
log of their activities. The following excerpts
from these logs give a good description of
what they did:

1 helped a mother register her son at an after
school program . . . Removed a child from a
school and took him to a hospital pediatric
clinic to be admatted for child abuse Con-
tacted a health officer concerning high lead
levels in a child Met with a health depart-
ment inspector to examine a home intenior for
possible sources of lead paint for child with pica

Discussed birth control with Mrs. D
Contacted a service for homemakers Went
out on a home visit to a hospital concerning R ,
17 months old with a bite mark and a hema-
toma on arm Spent half a day in a youth
house and in court Spent the morning
talking with D., who was very depressed and
needs continuing medical care but can't get it

Brought a child to hospital but abuse was
unsubstantiated . . . Spoke with the family of
D, an anorexia nervosa patient Requested
a long bone survey on T. because of suspected
abuse

During the initial orientation sessions
the students were asked about what they
hoped to accomplish over the summer
They expressed an interest in learning
about home environments, assisting casc-
workers in helping families, having a new
exposure to other classes of people, un-
derstanding some of the reasons for abuse
and neglect, providing health teaching to
families during home visits, understand-
ing how social agencies work, and learn-
ing interviewing techniques

Each week the students met at the Pro-
tective Services Resource Insutute for
training sessions covering various aspects
of their work. The training included infor-
mation about the division, medical and
legal problems, and values and attitudes
These weekly sessions were an outgrowth
of attempts to overcome a problem which
surfaced in 1975 during the project’s first
year: the need for the students to have a
chance to share their feelings with a col-
league, ecither within or outside the
agency. Most of the students in 1975 were
able to discuss feelings and frustrations
with their more expenenced casework
colleagues Others were less able to share
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their anxicties, especially if they felt that
their feelings were unusual. When they
observed their coworker's ability to con-
trol their reactions to tragic human situa-
tions, some students felt uncasy. These
weekly sessions also provided training in
the kinds of skills the students would be
called upon to use in their day-to-day
work

In addition, each student helped to give
a presentation on medical aspects of
abuse and neglect or a related topic at the
district office in which he worked. This
permitted the students to synthesize the
bits of information that they had been
collecting into an organized, cogent for-
mat It also allowed workers in the district
office to benefit from the knowledge and
experience of medical students

Evaluation

As part of the program evaluation, super-
visors of the students in the district offices
were asked to descnbe their reactions to
the students. One commented as follows

The student brought with her an open mind
and the willingness 1o observe and participate
in all cases referred to our unit These cases
included categories of sexual abuse, physical
and emotional neglect, physical abuse, failure
to thrive, and varied medical problems
She became as concerned about the problems
the families were having as any soctal worker,
and, most important, she gamed the needed
sensitivity to know that no one agency is of can
become the prablem-solver of cure-all

Another said

The student had sole casework responsibil-
ity in a difficult and anxety-producing casc
which involved getting the mother of four chil-
dren committed to a psychigtric hospital for
diagnosis; planning for the care of the children;
and coordinating the activities and information
flow between several other agencies, neigh-
bors, and family members. He did an excellent
job, rendenng social services to this family in
crisis in @ concerned humane manner, with very
pusitive results. Ordinanly the depth of re-
sponsibility would have been carricd by an ex-
perienced worker, but the rapidity of the crisis
ment plus the student’s willingness to
ase influenced the supervisory de-
tet the responsibility remain with him

An addituonal attempt to evaluate the pro-
gram nvolved asking the students whether
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they felt that there were any ways in which the
experience changed their views of social prob-
lems.

One student commented as follows: “Now [
really know everyone has, given certain con-
ditions, the potenual for abuse. With every
expenence I injected myself and made it rele-
vant to me; I considered what I could have
done. I know I gained more empathy for peo-
ple.”” Another said that the program showed
him how complex some family problems can
be and how long periods of time are required
for the shightest improvement

Finally, one student indicated that the ex-
perience had made him more sympathetic and
understanding of the problems families have,
especially of the problems children have
growing up in far-from-ideal homes, and how
society may add to these problems.
Conclusion
This summer project provided a group of
medical students with community training in
child protective services and in other aspects
of public agency casework. The students were
affected by what they saw . They were pleased
and disappointed with some physician re-
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sponses, they were discouraged by the multi-
plicity of problems that some families face,
and they were encouraged by the efforts of the
staffs of some agencies to assist. They were
idealistic about the possibility of making social
changes which would improve the state of
people’s lives, and at the same time they were
a bit cynical about bureaucracy and the abuse
of some public services.

It is difficult to determine whether or not
this experience will have a permanent, posi-
tive effect on the students in improving their
knowledge about, attitudes toward, and prac-
tice with family social problems. Neverthe-
less, exposing the future physician to the
professional social worker is an important part
of training because increasingly the physician
will be a part of the network of family and
social services. It will be crucial that he under-
stand the contribution that the social worker
and other professionals can make toward the
management of family problems. It is espe-
cially important for students to have this expe-
rience early in their medical education so that
the sensitivity and understanding it engenders
can become the foundation upon which their
further training 1s based.

Note-Taking and Information Recall:

An Empirical Study

Jerry R. May, Ph.D., and Paul R. Miller, M.D.

Students frequently ask whether physicians
should take notes during the pat at inter-
view. Educators usually answer the question
based on their subjective preference rather
than on data. Sigmund Freud characteristi-
cally took no notes during interviews but re-
hied on his memory to write notes later that
evening. Several medical and nonmedical in-

Dr May 15 an assistant protessor of behavioral
sciences and Dr. Miller iy a professor of psychiatry,
both in the Division of Behavioral Sciences. School
of Medical Sciences, University of Nevada. Reno

terviewers have continued to use this ap-
proach, A recent book on medical interview-
ing suggests that the decision to take notes
should depend upon how comfortable the pa-
tient feels about it (1). Proponents of this
attitude tend to believe that the doctor-patient
relationship is of primary importance in the
interview and that note-taking detracts from
it. Other educators and clinicians believe that
important data are lost if record-keeping 18
based on later recall. Dr. Lawrence Weed
{2). the creator of the problem-oriented medi-
cal record, stated that “the medical record 1s
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not the record of medical practice: it 1s the
medical practice.”

The goal of the project reported here was
to compare the amount of recorded informa-

tion from a medical interview by note-taking

versus no note-taking

Method

Forty-six freshman medical students took part
in the study during an Introduction to Clinical
Medicine course

A 15-minute videotape interview with a 40-
year-old married female who described her
symptoms of migraine headache and some of
her life history (“personal profile”) was
shown separately to each of three randomly
chosen groups. Group 1 was instructed to take
notes during the videotape of the medical in-
terview and to write immediately the perti-
nent data from the interview. Group 2 took
no notes during the interview and was asked
to write the pertinent data immediately
Group 3 took no notes during the interview
and was asked to write the pertinent data
seven days later. The authors developed a list
of 51 items from the interview that they be-
lieve were pertinent.

Results

Group 1 (15 students) had a mean recall of 32
items; Group 2 (15 students), 22 items; and
Group 3 (13 students), 9 items. The standard
deviations were 2.26, 5.74, and 4 17, respec
tively. A one-way analysis of variance re-
vealed that the mean number of items recalled
depended upon note-taking and the time
elapsed between doing the interview and re-
cording the pertinent information, F (2, 40) =
68 .48, p < .001. Staustical comparison of the
means between the three groups showed that
Group 1 taking notes during the interview and
recording them immediately after was supe-
rior to Group 2 not taking notes during the
interview and recording them immed
after (r = 6.14, p < .001) and Group 3 taking
no notes during the interview and recording
the pertinent data one week later (r = 17.97
p < 001). Group 2 was superior to Group 3
t=6.60,p < 001). The amount of variance
nted for by the taking of n

act

note-taking was 76 percent as cz
Omega square (3)
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Data from three students from Group 3 were
dropped because these individuals recalled in-
formation from the wrong interview, thus,
they confused the specific patient with an-
other patient’s symptoms. Although a com-
plete content analysis will not be reported
here, tt s interesting that one of the most
frequently forgotten pertinent items was the
patient’s name

Discussion

The results of this study suggest two major
considerations.  First, note-taking tacihtates
recall. Second, there is a progressive decay of
memory recall with the passage of ume be
tween the interview and the recording of data
Recall of information is an essential compo-
nent of quality clinical care. These hindings
suggest that medical records will probahly be
more complete and more accurate if notes are
taken during an interview and recorded im
mediately

The study was a preliminary effort to design
a project that would allow the manipulation of
note-taking to account for a large proportion
of the vanance. The videotape interview pro-
vided an excellent means of reducing the vari-
ability of the interview. The next step in the
research strategy will be to have each subject
interview a hve patient. This will approach
chnical reality more closely

The present data do demonstrate the supe
rority of note-taking for recall of important
information. The authors suggest that educa-
tors teach students how to take notes without
this acuvity interfering with the doctor-patient
relationship. Since bath patients and their
medical records are essential to the medical
practice, 1t follows that developing a relation
ship with the patient and simultancously ob-
tamning accurate medical records are critical
skills to be learned
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EDITORIAL

The Evaluation of Administrative Performance

Assume that you have just been invited to
visit a large academic medical center for the
purpose of reviewing the administrative per-
formance of the health center vice president
and the deans of the health professions col-
Jege. The review committee has been asked to
draw up its own criteria. What are the ques-
tions that should be answered? What are the
outcome performances that should be mea-
sured?

A debate currently rages in

programs, resources, students, faculty, sala-
ries, and facilities; recognized high quality of
students, faculty, and programs; balanced
budget; and respect exhibited for the adminis-
trator by the faculty, the board of trustees,
and the cc . While the r's
success may at first appear obvious to review-
ers, upon closer analysis it becomes evident
that success within the institution being re-
viewed 1s more closely related to a time penod

circles concerning the relative importance of
the personal qualities of the individual admin-
istrator versus his business performance capa-
bilities. Theodore Levitt, in the July 1974
issue of the Harvard Business Review, sug-
gested that there really is not a “right”” way for
a manager to operate or behave. There are
only ways that are appropriate for specific
tasks of specific institutions in specific situa-
tions faced by administrators with specific
temperaments and styles.

Probably half of the review team would
agree that the personal qualities of the man-
ager are the most important consideration.
Despite the difficulty involved in

in the institution than to the individual per-
formance of its current administrator. The
health center’s performance is a combination
of past leadership and the economic condi-
tions of the state and the country. Paul Dres-
sel (Handbook of Academuc Evaluation,
1976) suggested that the assessment of the
university’s productivity 1s a complex task as
university management changes from year to
year and the style of management goes from
one scheme to another.

Today's vice president is more than a hand-
maiden of the former administration. The
management of day-to-day operations, as the
decisions of previous administrations are

characteristics of a personal nature, all of lhe
team would hkcly agree to w:m:h for certain
lead i demo-

cratic, pcnmssivc. participative,

fified and carried out, is a significant fac-
tor in the institution's development. Admit-
tedly, it is difficult to evaluate this moving
plcmrc It takes approximately three years to

distant, and directive. One reviewer might
well suggest that it really is difficult to evalu-
ate administration because of the difference in
the amount of power various administrators
are given. The nature of the hierarchy pecu-
liar to the institution is a comphicating factor

The other half of the review team would
likely stress measurement of the current prog-
ress of the health center. Are new buildings
being built? How many department chairman
vacancies are there? How many research dol-
lars are awarded each year?

Michael Cohen and James G. March, in
their review of university presidents (Leader-
ship and Ambiguity, 1974), point out that
reliable criteria by which to measure adminis-
trative success are relatively few. In their
study, success measures included: growth in

a new prog| and five to seven
\cars to plan and bulld a new building. There-
fore, evaluation of the current administrative
performance must emphasize the administra-
tor's ability to prepare the institution for the
next few years. Martin Kenneth Starr, in his
Production Management, Systems and Synthe-
sis (1964), pointed out that long-term plan-
ning includes the and de of
a totally new enterprise. Accurate an
tion of changes through precise planning is the
only way long-range synthesis can be
achieved. The planning approach utilized by
the vice president or dean is a very important
factor in the success of the academic insttu-
tion. The comments by Bernard M. Bass in
the March 1977 issue of American Psycholo-
gist are most helpful in this matter. He suggests
that we have a great many laboratory studies
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but only a few practical examples of the fact
that group decisions are better than those
made by individuals. He suggests that in a
five-year study of industrial firms considering
the location of 118 plants, the best possible
decisions were those made by a committee or
task force, and decisions by a board of direc-
tors or executive committee were seen as
more effective than those made by an individ-
ual executive. Michael Maccoby, in The
Gamesmen (1976), indicated that in his re-
view of managers today’s gamesman is driven
not to build empires but rather to organize
winning teams. Reviewers, therefore, would
do well to note the administrator’s ability to
enlist and take into account the cumulative
wisdom of advisers

After considerable discussion, the review
team would probably reach a compromise po-
sition on the issue of personal qualities of the
individual and the business performance of
the institution. Both of these elements could
be brought to light in a management review
concerned with the institution’s ability to initi-
ate and respond to opportunities that meet its
overall purpose.

Five identifiable arcas should be considered
in such a review:

1. The stages of institutional development
Key elements to be taken into account in the
evaluation of leadership were outlined by
Larry Greiner in a review of studies of institu-
tional growth in the July 1972 issue of the
Harvard Business Review. The evaluation di-
mensions include: the age of the organization,
the size of the organization, the stage of evo-
lution, the stage of revolution, and the growth
rate of the industry. The juxtaposition of all of
these elements at any given point in the insti-
tution’s growth narrowly prescribes appropri-
ate management actions

2. Leadership behavior. Ralph Stogdill
summarized leadership and group perform-
ance behavior research in his Handbook of
Leadership (1974). Three basic types of lead-
ership styles are identified: (a) Person on-
ented, (b) autocratic-restrictive-task oriented,
(c) socially distant, directive. and structured
Neither person onented nor autocrs
strictive-task oriented leadership 15 o
ently linked to productivity. Structunng ex-
pectations is the single pattern that contrib-

w
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utes positively to group productivity, cohe-
siveness, and satisfaction. Rescarch concern-
ing the interaction of the values, personality,
and behavior of the leader with those of sub
ordinates is scarce. However, several studies
suggest that extreme homogeneity i leader-
follower characteristics may be dysfunctional
to exercise of leadership and group perform-
ance

3. Goal achievement. The goals of an insti-
tution are the means to achieving the purpose
of that institution. They are signposts along its
planning continuum. The clarity of the
expression of each goal and the understanding
and support of the goals expressed by other
administrators, faculty, and students can be
measured, The implementation plan for each
goal and the estimated time frame should be
well thought out. Past performance i the
form of an administrative batting average for
goals achieved can be obtained

4. Selection of personnel. There are sev-
eral questions to be answered. What are the
qualifications of the new appointments” What
1s the competency level of the individuals who
are promoted? Are the criteria for promo-
tions clearly defined? How are individuals
deemed incompetent handled? Does the ad-
mimstrator appoimnt well qualified individuals
to the administrative leadership positions? To
what extent is the administrative team a ho-
mogeneous group?

5. Planning performance. The outcome
performance of an institution 1s determined by
the stage of development of that institution,
the leadership behavior exhibited, the appro-
priateness of and support generated for the
institutional goals, the selection of personnel
to carry out the goals, and the ability of the
administrator to plan properly for the desired
outcome performance. Are the night goals
being set? Is there room for innovation in the
organization, and is innovation planned for?
The curriculum innovation at Case Western
Reserve University School of Medicine sev-
eral years ago was no accident, The research
development at the University of Washington
School of Medicine in Seattle in the last sev-
eral years is more than just good Juck

R W Incresorc, Pu D
Member
Eduorial Board



DATAGRAM

Income Analysis of University-Owned Teaching Hospitals

The AAMC Department of Teaching Hospi-
tals recently conducted its sixth annual survey
of income, expense, and general operating
information for university owned teaching
hospitals. The survey questionnaire was
mailed 1o 63 hospitals, of which 61 re-
sponded. However, due to unanswered ques-
tions, incomplete responses, or unprovided
comparative data, the tables that appear be-
low have been constructed on the basis of
fewer than 61 responses. Questions used for
this year’s survey (which was based on fiscal
1975 data) were selected to provide continu-
ity with the surveys and Datagrams of pre-
vious years. Last year's (fiscal 1974°s) survey
questions were altered from cash base to ac-
crual income reporting. This practice was con-
tinued for the current survey.

Hospitals Receiving State Funds

Thirty-eight of the responding university-
owned teaching hospitals were awarded state
appropriations as a source of income during
fiscal 1975, For these institutions, such appro-
priations represented their largest single
source of income, totaling in excess of $296
million, or 22.4 percent of all income received
by those facilities awarded state appropria-
tions (Table 1). Although state appropriations
as a percentage of total operatung income
were slightly higher in 1975 than during the
previous year (21.2 percent in 1974), the
trend over the past six years, while not com-
pletely unitorm, has shown a steady dechne in
the percentage contribution of state funds to
the budgets of the responding teaching hospi-
tals; for example, state appropriations consti-
tuted approximately 26 to 28 percent of the
total income of teaching hospitals awarded
state funds in fiscal years 1970-72. At the
same time, Medicare's percentage contribu-
ten to the total income of these institutions
has continually risen and in fiscal 1974 re-
placed Blue Cross as the second leading
source of income for university-owned teach-
ing hospitals receiving state funds.

n

Thurty-five of the 38 publicly owned univer-
sity teaching hospitals* that reported source
of income data were awarded state funding,
while only three of the 21 privately owned
institutions received such appropriations. The
dollar amount of state appropriations ranged
from just above $900,000 to more than $18.6
million. Nineteen of the 38 teaching hospitals
(50 percent) that were awarded state appro-
priations received between 1 and 20 percent
of their operating incomes from such funds,
34 percent (13) of these hospitals received
between 21 and 40 percent of their incomes
from state funds, and only six of these institu-
tions (16 percent) depended upon state ap-
propriations for between 41 and 60 percent of
their operating incomes. Comparing these fig-
ures with those of previous survey years (Ta-
ble 2) further illuminates the declining role
played by state appropriations in the budget
of responding hospitals. In fiscal years 1970~
72, between 60-68 percent of the responding
hospitals awarded state funds received over
20 percent of their total operating incomes
from such funds, whereas in fiscal 1975 only
SO percent of such hospitals had state funds
account for more than 20 percent of their
incomes. The mean state appropriation
awarded to the responding teaching hospitals
in fiscal 1975 was approximately $7.8 million.

In many cases, state approprations func-
tioned as a third party payer and provided the
necessary dollars, at least in part to support
the provision of services to partial pay or indi-
gent patients who would otherwise be unable
to afford such services on their own. While it
is not possible to distinguish, in the strictest
sense. between patient care and educational
approprations, state funds apparently were
utilized for teaching purposes at a number of
the responding hospitals. The problem of
making the distinction 1s compounded by the

* The University of California hospitals and clin-
ics at Los Angeles, San Dicgo. and San Franasco
were treated as publicly owned facilities for pur-
poses of this survey and analyss
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TABLE |
SOURCES OF INCOME OF UNIVERSITY-OWNED TEACHING HOSPITALS
WHICH WERE AWARDED STATE APPROPRIATIONS
(IN THOUSANDS OF DOLLARS)
Fiscal 1975 (N = 38) Fiscal 1974 (N = 30) Fiscal 1973 (N =« 28)
Source - - —

Amount* Percent Amount* Percent Amountt Percent
State appropriation 296,415 22.4 190,138 21.2 164,925
Blue Cross 195,129 14.7 126,656 14.1 119,724
Commeraal insurance 13.1 123,543 138 109 841
Seli-pay 85 101,423 Y1 57.154
Medicaid 125 115,247 12.8 110,789
Medicare 18.1 148,145 165 92 876
County appropriation 13 13,679 1.5 10,488
City appropriation 1 0 0 3ss |
Additional welfare 1.2 15.209 I% 10,144 14

payments
Other 108,999 82 63,535 7. 49303 68
Total 1,323,744 100.0 897,575 1000 725,599 100 0

* Reported on an accrual basis
T Reported on a cash basis

TABLE 2

PERCENTAGE OF RESPONDING TEACHING

HospitaLs BY PrOPORTION OF TotaL
OPERATING INCOME RECEIVED
FROM STATE APPROPRIATIONS,

1970 TurouGH 197

Percentage Total Operating Income
from State Appropriations

preas 1-20 2140 41-60 61-100
Per  Per  Per  Per
cent  cent  cent  cent
1975 (N = 38) 50 34 16 0
1974 (N = 30) 43 40 17 0
1973 (N = 28) 47 32 21 0
1972 (N 35 35 27 3
1971 (N = 3 32 4 15 91
1970 (N = 30) 40 27 33 0

* Reported on a cash basis for 1970 through
1973 and on an accrual basis in 1974 and 1975

t One hospital in first year of oper:
100 percent of its operating income from state ap-
propriations

100 received

fact that hospitals contracting with the state
provided specific types of services 1o certan
groups of patients (for example. those receiv-
ing radiation therapy or psychuatne care) and
do not always refer to funding for such ser-
Vices as state appropriations

Table 1 identifies

gregate

penod from f

fiscal 1975. Although the relative importance
of state appropriations as a source ol ncome
has been diminishing over the six survey
years, the percentage of total operating in-
come accounted for by state appropriations
remained relatively stable over the three-year
periad presented in the table It s also inter
esting to note that self-pay as a percentage of
total income has been generally dechining
since 1970, the first survey vear, with the
marked exception of 1974, Relative increases
in income from Medicare seem fo have
countered the downward trend in the contri
bution of state appropriations. The other
sources of income appear to have remained
relatively stable as proportions of the total

Haspitals Receiving No State Funds

The sources of income for those responding
teaching hospitals that were not recipients of
state approprations for the period (rom fiscal
1973 through fiscal 1975 are presented in
Table 3 Blue Cross’ contribution to the total

operating income for teaching hospitals with-

out state funding, though remaining fairly sta

ble over the three-year period, still repre
of income in OHscal
care payments a

ome continued 10
nt) and may

the leading
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TABLE 3
SOURCES OF INCOME OF UNIVERSITY-OWNED TEACHING HOSPITALS
WaicH WERE NOT AWARDED STATE APPROPRIATIONS
(IN THOUSANDS OF DOLLARS)

Fiscal 1975 (N = 21)

Fiscal 1974 (N = 24) Fiscal 1973 (N = 15)

Source
Amount* Percent

Blue Cross 205,218 260
Commercial insurance 137,062 17.3
Self-pay 91,967 11.6
Medicaid 108,962 138
Medicare 194,802 246
County appropriation 1,555 0.2
City appropriation 778 0.1
Additional welfare 6,491 0.8

payments
Other 43,833 5.6

Total 790,668 100.0

* Reported on an accrual basis.
1 Reported on a cash basis.

Amount* Percent Amountf Percent
186,123 26.4 88,573 25.8
106,118 15.1 56,124 16.4

89,158 12.7 30.663 8.9
90,481 12.9 51,443 15.0
168,500 23.9 67,991 19.8
1,383 02 144 0
859 0.1 433 Bl
6,094 09 3,727 1.1
55,173 7.8 44,200 129

703,889 100.0 343,298 100.0

TABLE 4
SOURCES OF INCOME BY TypE OF CARE IN UNIVERSITY-OWNED
TeacHING HoserraLs, FiscaL 1974 anp 1975*
(IN THOUSANDS OF DOLLARS)

Fiscal 1975 (N = 50)1

Fiscal 1974 (N = 46)}

Source Outpatient Inpatient Outpatient Inpatient
Amount  Percent Amount Percent  Amount  Percent Amount  Percent
Blue Cross 25,731 104 341,369 239 14,760 8.8 273,733 238

Commercial in- 25,501 104 251,431
surance

17.6 13,887 83 180,120 15.6

Self-Pay 60221 245 105,846 74 45064 269 138,916 12.1

Medicaid 39284 160 211,807 149 21,209 127 163,235 142

Medicare 37,184 15.1 368,960 259 30,328 18.1 270,002 234

State appropri- 21,557 88 61.928 43 20324 122 62,282 54
ations

County appro- 2,780 11 7,880 06 1.064 0.7 3,057 03
priations

City appropria- 345 0.1 619 <.1 406 03 453 0
tions

Additional wel- 2,305 0.9 19,868 1.4 1,819 1.0 14,902 13
fare payments

Other 31276 127 56,400 40 18,571 11.0 45,313 39
Total 246,184 1000 1426108 1000 167,432 100.0 1.152,013 100.0
* Data reported only for those hospitals able to separate income into i and outpati &

t Income reported on an accrual basis for 1974 and 1975

source of income. The “self-pay™ category,

such income sources as overhead from spon-

which increased sub lly as a p 2
of total operating income between 1973 and
1974, appears to have leveled off in 1975,

sored p workman’s P %
and government contracts for pauent care)
continued its decline over the three-year pe-

while the “other™ category (which includ

riod as a p of the total operating

Datagram

income. Commercial insurance and Medicaid
as percentages of the total income had de-
creased dunng fiscal 1974 but appear to have
reversed this downward trend in fiscal 1975

Income By Type of Care

The increased percentage contributions of
Medicaid and commercial insurance patients
as sources of income for inpatient and outpa-
tient services are highlighted in Table 4, which
compares the sources of income for the re-
spondents by type of care for fiscal years 1974
and 1975. The increases in Medicaid and
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commercial insurance for 1975 were offset by
percentage decreases in self-pay and state ap-
propriations as income sources in both the
inpatient and outpatient arcas. In fiscal 1975,
Medicare revenue varied for each type of
care, increasing its share of mpatient opera-
ting income to 25.9 percent from 23 4 per-
cent, while decreasing its share of outpatient
income from 18.1 percent to 15.1 percent

Josepn C. Isaacs and Jupy Tuomas,
AAMC Department of Teaching Hospitals,
Washington, D.C



BOOK REVIEW

Medical Education and the State: The Chang-
ing Pattern in Ten Countries. RoNALD N
Cumisne. Bethesda, Maryland: Fogarty In-
ternational Center, 1976. 142 pp. Cloth,
$4.40 (DHEW Publication No. [NIH]76-
943)

The topic of this book is important and
certainly needs discussion among medical ed-
ucators as well as legislators. An earlier publi-
wn from the Organization for Economic
Cooperation and Development attempted to
report on problems and opportunities in med-
ical educaton for countries with national
health programs. That report and this book
suffer from the same defects, which stem ac-
tually from the virtues of the authors. Those
who are best able to examine and discuss
these problematic areas, the most experi-
enced, generally are also encased in the tradi-
tional armor of their views on medical edu-
cation and medical care. The emphasis in the
discussions then tends to focus on the difficul-
ties that the medical educators have with the
state: since the state reflects society’s values,
the financing often interferes with traditonal
attitudes and approaches of the medical edu-
cators.

Christie has an abundance of the creden-
tials required for an analyst of state impact on
medical education. He has been a professor of
medicine in Britain and Canada, a medical
school dean in Canada, and a professional
observer in a dozen countries and many dozen
medical schools. His book suffers from the
weight of this authority. The book is excelle

tions or to visualize any different form that
medical education might take, given the exist-
ing and growing powers of the state in this
field

For Christie, the medical educational sys-
tem 1s not what might be changed; it's the
state’s role in funding. To him the state is the
source of funds, not policy. The public is to
give the money; the medical schools and the
medical educators will supply the rest.

First, the virtues of the book. Despite the
reference to “10 countries,” the basic com-
parisons touch five in detail: the United King-
dom, the United States, Canada, Australia,
and Sweden. He did visit 10 countries over a
four-year period, and there are appendices
with briefer observations on New Zealand,
Finland, Ireland, Denmark, and Norway. Be-
cause of Dr. Christie’s background, the priori-
ties are relayed in the order in which the
subjects are treated: We begin with “Financial
Support of Education,” go on to “Financial
Support of Research,” *Regulation of Profes-
sional Standards,” “Medical Schools,” “Ex-
penditures,” “Medical Manpower,” “Teach-
ing Hospitals," and “Laboratory Services n
Teaching Hospitals,” and wind up with “Fam-
ily Practice and Community Medicine,” *“Un-
dergraduate Curriculum,” and “*Postgraduate
Education.™

In the areas he knows best his views and
conclusions are wise and apt. He wnites:
. most effective is a dean with wide execu-
tive authority who can be eniticized at faculty

ings for any d he makes and who

of 1ts Kind, but one should not look 1o it for
answers to the hard questions of how to deal
flexibly and usefully with the increasing bur-
den of public pressures on medical education
10 produce solutions to society’s medical care
problems and of how medical schools can re-
spond flexibly to the need to maintain tradi-
tional standards under such pressures. It s,
however, informative, reasonably objective (1
will demur on this a bit later), and deals with
the critical issues at the intersection of the
forces of medical education and the state. It
fauls 1o distill from these observauons conclu-
sions as to the value of state controls, if they
have any, and it fails to suggest accommoda-

must have the agreement of his faculty before
making any major decision.” And, “Lack of
effective leadership is a more common com-
plaint than arbitrary or despotic leadership. It
remains true that a poor chairman can quickly
spoil a good department.” He provides in-
tersting data on the relative numbers of full-
time faculty in the different countries and var-
iations in operating costs. The United States
and Sweden. for example, have roughly one
full-time teacher per student; in Canada the
ratio 1s 1 1o 3: in Australia, 1 to 10; and in the
United Kingdom. 1 to 16 Expenditures re-
flect equally wide variations. Operating costs
for Canadian schools are half of those of the
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United States, British schools about a quarter
of those of the United States, and Australian
schools about a third

Christie fails to comment on the implication
of these figures on the quality of the product
Are Australian medical school graduates less
capable than U.S. or Canadian doctors? Are
U.S. doctors 16 (or even four) times better
than British? Two or three times better than
Canadian? Ten umes better than Australian?

Sir Oliver Lodge 1s credited with the com-
ment that if a deep sea fish were to engage in
scientific research, the last thing he would
discover would be water. So Chnistic never
questions the axioms of his geometry. Al-
though he sees the growing separation, both
functional and geographic, of the medical
school from the university, he still staunchly
holds to university-based medical education
The gnp of the shibboleths leads to some
ludicrous contradictions, sometimes on the
same page. For example, he writes: “In gen-
eral, the Universities appear to be only too
glad to be rid of the heavy financial burden
and other complications of medical education
and the medical schools have flourished under
this arrangement.” This 1s followed by, “If
academic and educational standards are to be
maintained, it seems important that the medi-
cal school should be affiliated with the Uni-
versity.” To some degree this seems to stem
from his bias against medical education in
socialist countries, where support for medical
education is drawn from the ministry of
health. He believes only the ministry (or de-
partment) of education should support medi-
cal education, out of fear of “'the nisk of taking
medicine away from its academic environment
and reducing it to the level of a tramning col-
lege.” Which is the evil to be shunned at any
cost

Corollary to this is his axiomatic support of
the principle that a medical school must en-
gage in medical research. He 1s candid about
the Jevel of most “research” in medical
schools. He says: “Few of those mvolved in
academic departments will admit even to
themselves that their research is pedestnan or
unprofitable, and those departments en,
in mediocre research are sometimes the

recognize excellence in others ~ Nevertheless
on the next page. he writes that “the valus of
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research is in providing teachers who can give
undergraduates a practical grounding n the
scientific background of medicine.” Pedes-
trian approach? Mediocre grounding?

In every country in the world, people cry
out for more or better medical services, easily
accessible, digmfied, and of modern quality
Can medical schools utilize the state’s interest
to modify the rigidities of their traditional
forms to accomplish this? Or 15 1t something
doctors in practice and medical educators
should ignore and let society adopt other
mechanisms to achieve? Should the medical
educator fix his eye only on the future, wiping
out disease in the next generation” No jam
today?

It 1s disappointing that Dr. Christie did not
come to grips with this tension in the field
This is one of the reasons he cannot deal
adequately with “Fanuly Pracuice,” although
1t is a chapter itself; he is bemused with the
traditional concept of the hospital as the
teaching locus. He states that “the nursery for
learming primary care 1s sull the hospital’
although we know so well that to glonfy the
hospital as the center is to muinimize ambula-
tory care and even climinate 1t from practical
consideration among the graduates

He takes too many things for granted as
given —for example, absolute numbers as in
dicators of manpower shortages, rather than
addressing himself to system defect cormec
tions and alternative means of care. Which s
also why, perhaps, he misinterprets the role
and function of the physician’s assistant and
utters a comment of the most arrant sexist
quality. He sees the physician’s assistant
(male!) as a potential competitor to the doctor

in private practice, while with the nurse “with
being fe-
male, “this hazard does not anse.” And he

special traming and expenence,

ends the chapter on that note: “The nurse
practitioner. rather than the medical associ-
ate. seems to be the best answer to the clinical
belp which s needed by the general practi-
tioner if his work 15 to become more effective

age of family doctors

in relieving the sho
anding the differences and the sim-
cal ed-

state support of that education is

Und.

vaches 10 med

larities in na

ucatic

important. Such knowledge us and

r countrics 1o improve and expand the
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system of medical care and aid in the struggle
against discase, disability, and untimely
death. It is no help to that understanding to
ignore the responsibility of medical education
to social need, attending only to the public
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responsibility to medical education as visual-
ized by the educators
GEORGE A. SILVER, M.D.
Professor of Public Health
Yale University
School of Medicine
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LETTER TO THE EDITOR

Evaluating Medical Students

A recent conversation with one of our sen-
jor medical students caused me to reflect on
the nature of our evaluation processes of stu-
dents. This medical student had spent some
time in my office reviewing evaluation reports
of his junior clerkships. Following his review,
he commented on several items to me. He
observed that one of his evaluation reports in
pediatrics was made by a faculty member
whom he had never met. Presumably, this
faculty member had lent his or her name to
observations which other members of the staff
in a more junior status had passed on.

The second observation related to a rating
of a deficiency in the utilization of original
literature and hbrary resources. The student
indicated that he recalled the single event
which he believed was responsible for this
observation. He had been asked one day on
rounds to review some material on a particu-
lar subject and somehow failed to obtain the
requisite information by the time rounds came
the following day. There had only been one
such event during the clerkship. Apparently, a
global judgment was made on the basis of this
single happening.

Following this conversation, later the same
day, I reviewed cssments with another stu-
dent who had served on a pediatric service
divided into two subspecialty areas cach of
three-week durations. One report was glow-
ing, with an outstanding in every category.
The other report was a mediocre one with
comments that the student was “flip and chil-
dish™ at times. This contrasted with the pre-
vious ranking of excellent “emotional matu-

1 certain that these observations could
be repeated ad infinitum 1n medical schools all
over the country. The hazards in the observa-
tions of the clintcal work of medical students
are great. There are the limitations of brief

contact, particularly with senior facuity mem-
bers, who often rely on resident physicians for
appraisal of a student. Obviously, new clinical
assignments are situations in which the medi-
cal student has a high anxiety level because of
his new role and his place in the hierarchy of
the medical team. Further, it would appear
that if we are to make assessments as to the
“emotional maturity” of the student, analyze
his character structure, and assess his moral
nature, we should have the humility to note
that such processes require more time, a more
neutral setting, and a setting which is free of
the contribution of the individual nature of
faculty members and resident physicians. The
student does not operate in a human vacuum,
and his behavior may very well be responsive
to that of the faculty. There are surely many
circumstances in which the student is reacting
to some kinds of provocations with behavior
that would otherwise not be in evidence.

We need to recognize the seriousness of
assessments often made hurriedly to complete
reports and which then become a part of the
student’s permanent record. We know that
letters that are sent from the dean’s office in
support of residency applications utilize this
information heavily, and casual statements
may significantly affect a student’s career and
future life.

I would, therefore, make a plea that all
medical schools which have not done so to
study thoughtfully the nature of the evalua-
tion process of students as well as residents in
clinical training and to pay particular heed to
those elements which deal with assessment of
personality and character structure. It is only
if we continue to review the procedures that
we follow in our institutions that we can
properly fulfill a legiimate, humanistic role

ALpert Lieaman, M.D., assistant dean.
University of North Dakota School of Medi-
cine
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