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ABSTRACT

To develop skills ani understanding of
interdisciplinary teamwork, the University of Miami's Department of
Pamily Meiicine and the school of Rursing conducted a project
involviny 10 teams of wmedical, nursing, and social work students. The
orimary objectives of the project were: (1) to instill and maintain
positive attitudes in student physicians, nurses, and social workers
toward interdisciplinary teamwork in the delivery of comprehensive
health care, and (2) to increase mutual understanding of the
differing orientations and skills of these professions. Based on data
collectel ty sech means as closed-circuit television and objective
testing, significant differences between experimental and conatrol
qrowps were not revealed., Howewer, the camparison group showed somwe
significantly less favorable attitudes toward certain concepts.
Subjective evalwations from students, preceptors, and families
indicatel project success. The study points to the need for =ore
opportenities for student teams to work together early in their
professional education and has implications for curricular
wodifications im health professional schools. Evaluation forws are

appended. {JS)
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ABSTRACT

The University of Miami's Department of Family Medicine and the School of
Nursing demomstrated a ome year (1970-71) pilct health tem educational
project. The primary cdjectives were to imstill swd meintain positive
attitudes in students towsrd imterdisciplimary teaswork snd comprehensive
health care, sad to increase umderstanding of the different oriemtations
ad skills of these health professions. Tem stwient temms, each compused
of one medical, mursing amd social work studemt, supervised by faculty

ors from the three disciplines, provided comprehensive health care
for ome family per teama.

The prograa conteat for experimental student teams euphasized delivery of
total health care tArough implewentation of a family health care plam.
Preceptors supervised through closed-circuit television amd one-way nir-
ror, sasd by regular team cemferemces and seminars.

Significamt differences between experimentzl and comtrol groups were aot
revealed through objective testing, although the comperison growp (mom-

choosers) showed some significamtly less favorsble attitudes toward cer-
tain concepts. Subjective data, evalustions from stwdemts, precsptors,

ad families, indicated project success. This stwly points to the need

for more opportwnities for stwdemt teams to work together early in their
professional edwcstion and has implications for curricular wodificatioms
in heaith professional schovls.
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implementation of the student health team comcept is sn innovstion in cur-
rent health education Jespite mmerc.; suggestioms in the literaturel-6
that students should learn and work together if they are to perticipate
lster in effective interprofessions]l tesmwork. Lesding edurators’-8 sdvo-
cate reaching students early in their professional edxation to sffect
attitudes and behaviors positively, and to avoid stereotyping amd role
rigidities. To develop skills and understanding of interdisciplinery team-
work, the University of Miami's Departaent of Family Medicine amd the
School of Warsing demomstrated a2 ane year pilot psrject. Ten student
hea th teams, each corposed of ome sedical, mursirg amd social work stu-
dent, supervised by a faculty preceptor tesm from the three disciplines,
ded crnlasin health care for one fasily per team (October through
May, 1970-71).

The primary cbjectives of the project were: 1) to instill and mmintain
positive sttitedes in stuiemt physiciams, murses and social workers toward
interdisciplinary teamwork in the delivery of comprehensive health care;
snd 2) to incresse mstwal wwierstanding o’ °he differing orieatations and
skills of these professioms.

Selection of Stwlemts: Forty-five of the first sesr class of medical stu-
s ( volumteered for the project. Of these 45 chousers, 10 were
randonly assigned to the experimental growp for the project, amd 12 were
assigned to the control growp. A comparison growp of 14 stwiemts was ran-
Jomly selected from the 70 am-chovsers ia the cless. Comtrol amd comper-

ison growps perticipeted omly ia pre smd post-project attitwde testing.

Experimsental (10), comtrol (10), snd comperisom (9) mursing stwleats were
chosen in the sase masmer frox the introdectory mursing course. Since
only two first year gradeate social work stwiemts were svsilable for the
project, it was mecessary to sssign them to five teans eoch amd n0 comper-
isons were possible.

Setting: A sodel family practice wit, withia the medical cemter, was
utilized. Fadly medicine has operated this wmit since 1965, combining
undergraduate snd gradeste tesching with delivery of comprehemsive fanily
health care %0 a brosd. socicecomgmic spectrum of private, fee-puying fam-
ilies. The Center is modern, well equipped amd staffed to deliver care
to appruximately 1,000 famllies. Closed ciromit television amd owe-way
mirror facilitated stwient observation amd teaching without inhibiting
the patient or comstricting stwlent imitistive.

P_r*g&nte‘t: Ten families were chosen who were new to the Center and
willing to with stwlents in s evening climic. Visits with families
over the seven month period ramged from five to 12 per tean. The initial
visit for every team was a family orientation seeting in which the three
stedents interviewed the total fmily im order to learn sbowt their social,
nedical snd family history. A faily health care plan was thea designed
with short sad long term geals in each problem srea identified by the sta-
demnts or family. This plaa guided succeeding health ssintenamce visits
and was sodified to meet the fanily's developing needs.
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Tesss conferred with faculty preceptors (physician. nurse, social worker)
before and after each subsequemt visit to discuss the family's problems
and needs, and the implementation of the heslith plam. Studemt's feelings
and perceptions sbout family imtersctions, ss well as sbout other team
sceders and their roles were also discussed. In sddition, 2 momthly stu-
dent-di rected seminar was ho)ld with students snd preceptors oR concepts
of health tesm, comprehensive heslth care snd family medicine, amd other
topics of stwdent interest.

Miective Evaluation: Objective weasures were related to sttitwde chamge.
Emﬁ-aui, control snd comparison growps were measured at the begimming
and end of the project on the Medical Attitudes Scale, used in the Pammond
avd fern Colorado stuly? (35 items), Fora E of the Rokeach Dogmatise Scalel0
(40 items), smd om 10 concepts wsing Osgovd’'s Semsmtic Differemtialll.
Concepts relevamt to the sims of the project were chosen. Mhe same 15
bipolar adjectives were used to evaluate each comcept.

Deta Analysis: Data vere smalyzed by miltivariste smalysis of variamce,
testing £ smommt of chamge pre to post, om all scales, betweem experi-
mental snd control groups. In sddition, experimemntasls amd comtrols were
compared with the non-chooser comperison growp. Attitedes of mursing and
sedical stwients were compured st the end of the program to see how they
differed, smi separate evalustions for the msdical and mursing growps
showed amoumt of chinge pre to pust for esch growp.

Subiective Evaluation: Subjective data inclwied evaluations from students,
preceptors, amd families. At the conclusion of the project, a psychologist

(outside rater) interviewed students individwmlly for their fimal evaluve-
tion of the project. Preceptors evaiuated esch stwdent on a rating scale
ad reported informl ispressioms. The families relsted their reactioms
concerning their health care snd roles of the students on their health tesm.

RESULTS
Pre and post data were avsilsble om 61 sedical snd mTsing students.

(b?tive Evalustion: In gemeral, there were few differences between ex-
perisental comtrol growps. Using a total score on the Nedical atti-

tedes test, Dogaatisa Scale, smd factor scores on the 10 Semamtic Di ffer-
entials, the grouwps were mot significamtly d&ifferemt statistically (P<.13).

Wen the experimental, control, aad cosperisom groups were evalwated, they
vere foumd to be significamtly different in their comcepts of (Semmmtic
Differemtial) PSYOWSOMATIC MEDICINE, WURSE, INDIGENT FAMILY, FAMILY MCD-
ICINE smd SOCIAL WORKER. Differences were all in the directiom of being
sore positive for those who chose the family medicime elective (experi-
sentals smd comtrcls). Growps did mot differ om overall Medical Attituwdes,
Dogmstisa, or corcepts of PATIENT, DOCIOR, SOCIALIZED MEDICINE, or MEALTH
TEAR; however, trends were sguin toward the choosers comsistemtly having
more positive sttitwles.

Comparisoms of medical snd mursing students from the experisemtal growp

revealed their post sttitwde scores significamtly differeat at P<.001.
Tsble 1 shows 12 selected varisbles. As cam be seem there were no differ-
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ences in terms of Medical Attitudes amd Dogmetisa, although nurses tended
to be slightly more dogmatic. Scores used from the Semantic Differential
are the evaluative factor scores which Osgood has stated indicate attitude.
At the 1\ level of significance, the concepts of MRSE and SOCIAL WORKER
were seen mote favoraobly by nursing tham by sedical studeats. As the pro-
ject focused om interdisciplinary teams, how each studemt viewed other
team members was importamt. It is interesting that nurses held more pos-
itive views of both MIRSE and DOCTUR, tham medical students held of them-
selves snd nurses. The nurse rated tesm membders as NUKSE 59.6, SOUCIAL
WORKER 58.1, snd DOCTOR S7.3 while nedical students rated the team, DOCTOR
56.5, NURSE S1.2. and SOCIAL WORKER S1.1.

TABLE 1
Comparison Detween Mudical and Nursing Stwdemts
On Twelve Selected Varisbles

VARTABLES “WEDICAL STUDENT NOSE t-TEST
B S.D. M S.0.
Medica: Attitude 108.60 6.57 109.13 412 0.20
Dogmatism 116.10 17.86 120.75 23.31 0.48
Evaluative Factors (S.D.)
Rospital 50.10 7.8 $8.2S 4.97 2.55%
Psychomatic Medi cine $2.30 8.37 56.50 5.98 1.13
Nurse 1.20 6.05 $9.63 3.16 3.55%
Indigent Family 43.10 9.86 41.50 8.65 0.3
Family Medicine $7.80 4.24 58.38 6.55 0.23
Patient 48.%0 7.63 45.13 2.7 1.9
Social Worker $1.10 6.24 58.13 4.9 2.70°*
Doctor $6.50 4.64 57.2% 4.37 0.35
Realth Tess $5.40 5.93 $7.13 6.® 0.60
Socialized Medicine 38.50 13.35 $5.13 7.0 3.16°*

*"p <.01 by Univariate t-Test
NOTE: Msltivariate Differemce using all these varisbles P<.00]
Lower Scores on Medica: Attitwies = sgre favorable to comprehensive
care
Higher Scores on Dopmatisa = more dogmetic
Higher Scores on Semmmtic Differemtial = more positive

Subjective Evaluation: Althowgh difficult to assess withost coatrols, pre-
ceptor aad stedent self-evalwstions indicated that sttitwie amd behavior

changes occurred in stwients perticslarly in the srea of learning to sppre-
ciate and relste to each others' disciplines. Major gains stated by stu-
dents were: 1) beconing ssare of the emotional correlates of physical
illmess; 2) wnderstanding family interaction and its sstwml effects; 3)
learning that canbined knowledge leads to better patieat care; s 4)
sppreciating the importamce of a social worker on the health temm.

Other data which support swccess of the project are that nime of the 10

experinental medical stwients elected to care for their families smcither
year, even though the tesm project had terminated. This fact conbined
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with a stated preference for family or general medicine as a career choice
for six of the students is a further indication of project success. All
the families elected to remain with the Fmily Health Center for continued
care because of this positive experiemce.

It has been Jemomstrated that it is difficult to measure chamge in attitude,
results might have been more significamt if bdehavior rather tham attitude
were measured. Plams for the use of a dehavior checklist with all groups
did not meterialize due to lack of funds snd opportwmmities for comtimwed
odservation of stwdents' climical behavior o other services. Puture pro-
jects should inrlude behavior msasures such as observational ratiag scales,
clectives amd c.iver choices for all growps.

In some studies non-choosers have deen used as comtrols. Our deta would
suggest that this is a risky procedure since there were di fferences between
those vho did or did not chovse a Family Medicime elective. In this study,
saall sample site wss a limiting factor. The fiading of a K13 difference
between experiseatal snd comtrol growps vith such a saall sawple could sug-
gest differences might be found if a larger ssuple had been svailabie.

e wide ramge of differences in sttitwles of medical students and murses
although possidly sttributable to sge, sex, and educatiomel levels, poinis
to the need for mure sad better commmicstion smomg health professiomels.
This limited project indicates that it would be vaiwsble to have mure op-
portumities for combined learning snd working together for stwdents frem
the different heealth disciplines. Studies of this type heve further impli-
cations for curricelar chamge in medical snd other health professional
cchools.
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APPENDIX A

PRESENTATIONS AND PUBLICATIONS

A paper describing this pr- -2t was accepted and presented at the 10th
Annual Conference on Resmiiéd: .= Medical Education, held in conjunction
with the 82nd Annual Mesting s &:® Association of American Medical
Colleges, November 1, 1971. “The paper was published in the proceedings
of that conference.

A similar condensed manuscript has been submitted to the Journal of
Medical Education and accepted for future publication.

An article titled, "An Interprofessional Student Health Team Experience

in a Family Clinic" was published by the nursing journal, Nursing Outlook,
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?ﬁﬁ’*ﬁ” tmu.otuyo!-htuludou‘uuulmbhtbulud
think about & nusber of secial asd medissl questions. e

ssch statament belov is your persomal opimiom. Ue have tried to cover meny dif-
ferent points of visw. You will find yotrself stromgly ia faves of
disagree strongly vith others. TFor scme statements youet opinion will mot be as
clear cut. Whichever vay you feel asbout any of the statements you caz be certsin
that & good many people feel the way you do. _l_c_'%c__t_o. gugry ftem. After
all, no knovledge, but only your opinion is involved. quic your

diate veaction to the statement is probably the best ons. Read ecach statement
csrefully. Below it avre five possible ansvers. Choase the ansver you think best
vepresents the way you feel and place a check mark in the evace provided.

1. HOW DMPORTANT DO YOU THINK IT 15 YOR THE DOCTOR TO KNOW THE EFFECT OF THE
PATIENT'S TLLNESS ON HIS PAMILY IN ORDER TO PROVIDE ADEQUATE TREATMENT?

Not important at all
Pretty unimportant
Not so important
Pretty important

Very important
2. THE GREATEST SERVICE A PHYSICIAN CAN PROVIDE I8 IN POLLOWING LONG TERM HEALTH

Strongly disagree
Disagree
Undecided

Agree
Strongly agree

3, 1IN MEDICAL PRACTICE TODAY THERE ARE SUFFICIENT SPECIALISTS SO THAT A PHYSICIAN
IN GENFRAL PRACTICE SHOULD NOT ASSUME LONG TERM RESPONSIBILITY FOR HIS PATIENTS.

Completely disagree
Disagree

Undecided

Agree for the most part
Completely agree

4. THE MEDICAL SCROOL SHOULD TRAIN STUDENTS FOR SPECIALTIES RATHER THAN GENERAL
PRACTICE.

Disagree completely
Disagree
Undecided

Agree
Agree completely

[
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NW“M“AMICW“WMNW“W’M
MDOIRS OF A FANILY BANMER THAN PATIENTS AS DOIVIDUALS?

Definitely not
o

Undecided
Yes
Definitely yes

MOST IMPORTANT FUNCTION OF THL PRYSICIAN IS T0 DOEDIATELY RELIEVE
SUFFERING OF THE PATIENT. .

Strongly disag ee
Disogree
Undecided

Agree
Strongly agree

IN A GENERAL PRACTICE THERE IS NO REASON TO STRESS GOOD HEALTH AND PROMOTE
DISFASE PREVENTION SINCE THE AVERAGE PATIENT ONLY WANTS TO PAY FOR THE
ALLEVIATION OF HIS DISEASE.

For practically no cases at all
Por very few cases

For some cases

For most cases

For practically all cases

HOW PRACTICAL DO YOU THINK IT IS FOR A DOCTOR IN CLINICAL PRACTICE TO TAKE
TIME TO POLLOW UP PROVOCATIVE CLUES OTHER THAN THE PRESENTING SYMPTOM.. ?

It is alwvays impractical
It ‘s usually impractical
Undecided

It is usually practical
It is always practical

0 YOU THINK MEDICAL TRAINING IN THE CLINICAL YEARS SHOULD CONCENTRATE MOST
P THE STUDENT'S TIME ON EVALUATION AND TREATMENT OF SPECIFIC DISEASE PROCESSES?

Definitely not
No

Undecided

Yes

Definitely yes

A SPECIALIST SUCH AS AN OTOLOGIST, GYNECOLOGIST, PSYCHIATRIST, ETC., GENERALLY
WOULD BE LESS EFFECTIVE ON A ROUTINE HOME CALL THAN A GENERAL PRACTITIONER.

Strongly disagree
Disagree
Undecided

Agree

Strongly agree




11.

12.

13.

14,

15.

16.

NWWWUA)@I&SW!M.MWWM’!NLM
INVOLVED IN THE TREATMENT OF PATIENTS PARTICIPATE IN CASE DISCUSSIONS REGARD-
SION

&
?
A
=)
g
&

Almost never
Not very often
Quite often
Usually
Almost alwys

0 WHAT EXTENT DO YOU TMINK A MEDICAL DOCTOR IN A CLINICAL TEAM SHOULD CONSULTY
ITH THY TEAM MIMBERS, SUCH AS SOCIAL WORKER, PSYCHOLOGIST,, ETC., BEFORE MAKING
IC DECISIONS IN THE MANAGEMENT OF THE PATIENT, SUCH AS DISCHARGE, REFERRALS,

PRONOUNCED CHANGES IN THERAPY?

RESS

In none of hir cases
In some of his cases
In about half of his cases
In most of his cases
In nearly all of his cases

IMPORTANT DO YOU THINK IT IS TO RAVE NONMEDICAL SPECIALISTS INCLUDED ON
REATMENT TEAM IN A MEDICAL SETTING?

& 1111

>
-3

Not important at all
Pretty unimportant
Not so important
Pretty important
Very important

THE. MEDICAL DOCTOR IN A CLINICAL TEAM CONSISTING OF PSYCHOLOGIST, SOCIAL WORKER,

NURSE, THCRAPISTS, AND TECHNLCIANS SHOULD TAKE A DECIDEDLY DIRECTIVE RATHER
THAN COORDINATING POSITION IF TREATMENT 1S TO BE EFPECTIVE.

Strongly disagree
Disagreec
Undecided

Agree

Strongly agree
HOW IMPORTANT DO YOU THINK IT IS FOR A PHYSICIAN TO ACTIVELY PARTICIPATE IN
ORGANIZED STATE PUBLIC HFALTH PROGRAMS?

Not important at all
Pretty unimportant
Not so important
Pretty important
Very important

A MEDICAL DOCTOR IS FREE TO DECIDE WHETHER OR NOT HE WANTS TO ACCEPT THF
OP1NION OF A CONSULTANT.

Alumost never
Seldom
Undecided
Quite often
Almost always

13




12.

18.

19.

20.

21.

22,

GENERAL CLIMICAL PRACTICE A MEDICAL SOCIAL WORKER IS UMNECEZSSARY PROVIDED
EXPERIENCED MURSE IS AVAILABLE,

EE

Disagree completely
Disagree

Undecided

Agree for the most part
Agree completely

T

A MEDICAL DOCTOR SHOULD ACCEPT THE OPINION OF A CONSULTANT WITHOUT RESERVATION.

Never

Scldom

Undecided

Most of the time

Alvays

111

APTER A PIIYSICIAN HAS FXPLAINFD THE MEDICAL DIAGNOSIS AND PROGNOSIS OF A
PATIENT TO HIS RELATIVES UE REPERS THE FAMILY TO THE SOCIAL WORKER FOR FURTHER
DISCUSSION OF TIIEIK REACTIONS TG THE PATIENT'S DIAGNOSIS AND ILLNESS. HOW
GOOD A PRACTICF DO YOU THINK TH1S IS?

A very poor practice

A somewhat poor practice
Uindecided

A fairly good practice
A very good practice

A PATIENT'S ABILITY TO PAY POR MEDICAL SERVICES SHOULD NOT INFLUENCE TREATMENT
GIVEN BY THE DOCTOR.

Strongly disagree
Disagree
Undecided

Agree
Strongly ‘ec

ADEQUATE TREATMENT CANNOT BE DONE UNLESS PERSONAL RELATIONS WITH PATIENTS ARE
KEPT TO A MINIMUM.

Disagree completely
Disagree

Uncecided

Agiee for the most part
Agree completely

A DOCTOR GENERALLY SHOULD REFUSE TO CARE FOR PATIENTS THAT DEFINITELY INDICATE
UNFAVORABLE RESPONSE TO TREATMENT.

Completely disagree
Disagrce

Undecided

Agrece for the most part

Completely agree

[T
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Mot very often
Quite often

About half the time
Almost alvays
Alvays

IN GENERAL PRACTICE A DOCTOR SHOULD RLFUSE TO TREAT PATIENTS WITH DISEASE
PROCFESSES BECAUSE HE IS NOT INTERESTED IN THEM. 70 WHAT EXTENT DO YOU AGREE?

Strongly disagree
Disagree

Undecid:

Agree

Strongly agree

DO YOU THINK A DOCTOR SUOULD PEEL FREE TO REFUSE THE CARE OF PATIENTS WHO
HE THINGS WILL BE URCOOPERATIVL?

— __ He almost never should refuse
e usually should not refuse
Undecided
He occasionally should refuse
He almost always should refuse
GENERALLY THE MORE ILLNFESSES A DOCTOR SEES THE LESS CONCERXED HE WILL BE WITH
THE SUFFERING OF PATLENTS.

Completely disagree
Disagree

Undecided

Agree for m. U part
Completely agree

HOW MUCH SHOULD A DOCTOR TRY TO FIND OUT ABOUT THE PERSONAL PROBLEMS OF U1S
PATIENTS 1N ADDITION TO PROBLEMS RELATED TO THEIR ILLNESSES?

Hardly anything at all
Very little

Not so much

Very much

As much as possible

1IOW MUCH DO YOU THINK PATLENTS CAN CONTRIBUTE TO THE TREATMENT PROCESS DURING
THEIR ILLNESS?

Practically nothing
Very little

Only a limited amount
Quite a lot

A very larg. amount




29.

30.

3.

32,

33.

34,

DO YOU THINK THAY IN A REGULAR OFFICE PRACTICE A BUSY DOCTOR CAN PROVIDE
TIME TO YALK WITH FACH INDIVIDUAL PATIET ABOUT PROBLEMS OTHER TWAN MIS
DOEDIATE COMPLAINTS?

Almost never
Not very often
Undecided
Usually
Almost alwvays

PEOPLE WHO ARE INTERESTED IN PSYCHIATRY RAVE EMOTIONAL PROBLEMS OF THEIR

Disagree completely
Disagree somewhat
Undecided

Agree sonevhat

Agree completely

THE GREAT MAJORITY OF SO-CALLED MENTAL DISORDERS CAN BE TRACED DIRECTLY TO AN
UEREDITARY TENDENCY OF SOME SORT.

Disagree completely
Disagrec somewhat
Undecided

Agree somevhat
Agree completely

Disagrce completely
Disagree somewhat
Undecided

Agree somevhat
Agree completely

AN FMOTIONAL UPSET SHOULD BE AS ACCEPTABLE AN EXCUSE POR MISSING A FINAL
EXAMINATION AS WOULD A SEVCRE COLD.

Disagree completely
Disagree somecwhat
Undecided

Agree somevhat
Agree completely

A SOUND PRACTITIONLR RESERVES HIS TIME FOR REALLY ILL PERSONS RATHER THAN
NEUROTIC ONES.

Disagree completely
Disagree somewhat
Undecided

Agrec somewhat
Agree completely
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1LE FXCLUSIVE USE OF SIMPLE REASSURANCF. AND PLACENS (e.g., sugar pills and
other palliative techniques) 1N THE TREATMENT OF XFUROTICS IS JUSTIFIED IN
VIIZ' OF THE LACK OF EVIDLNCE CONCERNING THE EFYECTIVENESS OF MORE COMPLICATED
Thi RAPY.

Disagree completely
Disagree somevwhat
Undecided

Agrece somewhat
Agree complctely

USEFUL FOR SOCIITY 10 DIVIDE PEOPLE INTO CATEGORIES OF “SAME" OR “INSANE."

Disagree completeldy
Disagree som:what
Undecided

Agree somevhat
Agree completely

PATIENTS ILL WITH FPMOTIONAL DISORDERS NUMBER MORE THAN THE
PATLENTS IN OUR HOSPITALS FCR ALL THE MEDICAL AND SURGICAL
TOGLTHIR,

Disagree completely
Djsagrec somevhat
Undecidcd

Agrce comewhat
Agree completely

LEUAVIOR PATTERNS CAN BE ALTLRED AT MOST ANY LIFE PERIOD--IN CRILDHOOD ,
ADOLESCLNCE, AND ADULTHOOD.

Disagree completely
Disagree somewhat
Undecided

Agree somewhat
Agrce completely

PSYCHIATRIC KNOWLEDGE 1S ESSENTIAL TO THE TREATMENT OF MORE THAN HALF or THE
PATLENTS A PHYSICIAN SEES IN HIS PRACTICE.

Disagree completely
Disagree somevhat
Undecided

Agree somewhat
Agree completely

INTELLECTUALLY GIFTFD CHILDREN ARE LIKELY TO BE WEAK AND RETARDED PHYSICALLY
AND IMOTIONALLY UNSTABLE.

Disagree completely
Disagree somcwhat
Undecided

Agree somewhat
Agrce completely




41.

42.

4).

4.

43.

46.

Definitely not
Mo

Undecided

Yes

Definitely yes

HYGIENE, OFTEM DEFIXED AS THE SCIENCE OF NEALTN, IS AS MDCH A SCIDICE AS
INTERNAL MEDICINE AND PEDIATRICS, .
Disagree completely

Disagree

Undecided

Agres

Agree completely

SPFCIFIC KNOWLFDGF. NECESSARY POR PREVINTION OF DISEASE IS S0 LIMNITED AY ™S
SIAGE OF DEVELOPMENT TUAT THL TIME OF A PRACTICING PHYSICIAN IS MUCH BETTER
SPENT IX CURATIVE MIDICINE,

Completely disagree
Disagree

Undecidced

Agree for the most part

Completely agree

FOR A WELL-ROUNDED MEDICAL EDUCATION, WORK IN PEDIATRICS ANXD SURGERY I8
DECIDEDLY MORE IMPURTANT THAN WORK IN PREVENTIVE MEDICINC.

Strongly disagree
Disagree
Undecided

Agree
Sitrongly agree

PREVENTIVE MEDICINE NECESSITATES A DEGREE OF UMDERSTAXDING OF PATIEXT'S
ATTITUDE TOMARD HEALTH AND DISEASE THAT IS UNUSUAL IN THE CURRENT PRACTICE
OF MEDICINE.

____ Completely disagres
Disagree

Undecided

Agree for the most part
Completely agree

IN PRESENT DAY PRACTICE THE DEMAND FOR TREATMEXT OF DISCASE 18 80 GREAT THAT
HARDLY ANY TIME CAN BE SPAKED TO COMCERN OMESELY WITH PREVENTION" OF ILLKESS.

Complotely disagree
Disagrece

Undecided

Agrce for the most part
Completely agree



4.

48.

49.

NOU DEORTANT DO YOU THIMK IT IS FOR A PMYSICIAN YO PARTICIPATE 1N PROGRANS OF
ACCIDEMY PREVENTION?

SINCE

Mot important at all
Pretty unimportant
Mot so importaat
Pretty important
Very impertant

PREVENTION OF DISEASE 1S DIRECTLY RFLATED 7O TME PROPERYIES OF DISTASE

ITSELP, THERE IS 30 SPECIAL REASON TO TEACH THE PREVENTIVE ASPRCTS IN SEPARATE
COURSES .

T
|

THIRE

Disagree completely
Disagree

Undecided

Agree

Agree completely

15 LITYLE VALUE IN STRESSING PRINCIPLES OF DISEASE PREVENTION AS PERSOMAL

NABITS OF MOST ADULY PATIENTS ARE SO FIRMLY ESTASLISUED THAT TIE POSSIBILITY
OF EPFECTING MORE LASTING CHANCE 1S RATHER UNLIKELY.

Disagres completely
Dissgree

Undecidod

Agree

Agres completely

ENTION OF DISLASE AS A NEDICAL ACTIVITY IS PRIMARILY THE RESPOMSIBILITY

OF NEALTH DEPARYMENTS RATHWER THAN THE RESPONSIBILITY OF BEDSIDE PHYSICIANS.

Disagree completely
Disagree

Undecided

Agree for the most part

Agreec completely




The iollewing (s & study of
of impevtent secisl end peveensl
yous persens] opinien. s have t¢
you mey {ind yeureself agreeing stvesgly
otvengly vith othevs, and perhaps uncertais
vith eny statemsnt, you ¢ be
Mark coch statemsnt i the
vith {t. Plesse mark overy ene
feel {n sach case.
+11 1 agvee 8 little «1: I disagres 8 little
+2: 1 egvee ou the whele «3: 1 disagres e the whele
+3: 1 agvee very mmch «3: 1 disagres very much

1. The United States and Busois have just sbeut nething in commen,

2. The higheot form of goveramsnt 15 & demscrasy and the highest form of democrecy
1o & goveramsat twan by these whe sre mset istelligest.

3. Bven theough frecden of spesch for sll groups is & vertinhile gesl, it {s umfor-
tenstely neceseary to restrict the freedem of certaiam political groups.

4. It 1o ealy nstursl that & persen weuld have & mush better scqueintamce vith ideas
he bolioves in then with ideas he Sppeses,

S. ¥on on hic ouvm 1o & helpless and uisereble cresture.
6. Pundamsntslly, the werld we live ia (s & pretty lenssems place.
7. Moot posple just dean’'t give s “dam” for ethere.

8. 1'¢ 1the 1t 1f I could find comoens vhe weuld tell ms hov to selve my personal
”‘-o

9. It s eanly natursl for & pereen to be rather fearful of the future.
10. There is oo mush to bo done and o0 little time to do it in.
Once I got wvound wp in & heated discussion I just eam't otop.

In ¢ discussion | ofte. find 1t mecessary to repest mpself seversl times to make
sure 1 an boing wndersteed.

In & hoated discuseion I genervelly becoms se abserbed ia what I am going to say
that I forget to listen teo what the others are saying. 4

It 1o better to be & dead heve tham teo be & live coward.

Mile I den’'t 1ihe to admit this oven to uyself, sy secret ambition is to become
s grest man, like Einstein, ov Becthoven or Shahospesre.

The mais thiag ia 1ife is for a persca te want to do semsthing impertaat.

4




(Appendix C cont.)

If given the chance 1 would do something of great benefit to the world.

In the history of menkind there have probably been just a handful of really
great thinkers.

There are a number of people I have come to hate because of the things they stand
for.

A man who does not believe in some great cause has not realiy lived.

It is only vhen a person devotes himself to an ideal or cause that 1life becomes
neaningful.

Of all the different philosophies which exist in this world there is probably
only one vhich {s correct. '

A person vho gets enthusiatic about too many causes is likely to be a pretty
‘“wishy-vashy" sort of person.

To compromise with our political opponents is dangerous because it usually leads
to the betrayal of our own side.

When it comss to differences of opinion in religion we must be careful not to
compromise with those who believe differently from the way we do.

In time like these, a person must be pretty selfish if he considers primarily
his own happiness.

The worst crime a person could commit is to attack publicly the people who
believe {n the same thing he does.

In times like these it is often necessary to be more on guard against ideas put
out by people or groups in one's own camp than by those in the opposing camp.

A group vhich tolerates too much differences op opinion among its own members
cannot exist for long.

There are two kinds of people in this world: those who are for the truth and
those who are against the truth.

My blood boils whenever a person stubbornly refuses to admit he's vwrong.
A person who thinks primarily of his own happiness is beneath contempt.

Most of the ideas which get printed nowadays aren't worth the pater they are
printed on,

In this complicated world of ours the only way we can know what's going on is
to rely on leaders or experts who can be trusted.

1t is often desirable to reserve judgment about what's going on until one has
had a chance to hear the opinions of those one respects.

<1




36.

37.

38.

39.

40.

f (Appendix vc cont.)
3=

In the long run the best way to live is to pick friends and associates whose
tastes and beliefs are the same as one's own,

The present is all too often full of unhappiness. It is only the future that
counts.

If a man 48 to accomplish his mission in life it is sometimes necessary to
gamble "all or nothing at all."

Unfortunately, a good many people with whom I have discussed important social
and moral problems don't really understand what's going on,

Most people just don't know what's good for them,

&)
&




10.

11.

12,

13.

14.

15.

active

reputable

serious

chaoi'ic

foolish

important

deep

boring

emotional

valuable

weak

unsuccessful

regressive

positive

harmonious

Appendix D
HOSPITAL
: : : : : : ¢ passive
: : : : : : : disreputable
: : : : : : : humorous
: : : : : : : ordered
: : : : : : ¢ wise
: : : : : : ¢ unimportant
: i : : i : ¢ shallow
: : : : : : ¢ 1interesting
: : : : : S : rational
: : : : : : : worthless
: : : : : : : strong
: : : : : i : successful
: : : : : : : progressive
: H : : H : : negative
: i i : i : : dissonant
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6.

7.

9.

10.

11.

12,

13.

14.

15.

active

reputable

serious

chaot:ic

foolish

important

deep

boring

emot ional

valuable

weak

unsuccessful

regressive

positive

harmonious

DOCTOR

passive

disreputable

humorous

ordered

wise

unimportant

shallow

interesting

rational

worthless

strong

successful

progressive

negative

dissonant



10,

11.

12,

13.

14,

15,

active

reputable

gserious

chaotl:ic

foolish

important

deep

boring

emotional

valuable

weak

unsuccessful

regressive

positive

harmonious

NURSE

)

9]

passive

disreputable

humorous

ordered

wise

unimportant

shallow

interesting

rational

worthless

strong

successful

progressive

negative

dissonant



9.

10.

11.

12.

13.

14.

15.

active

reputable

serious

chaoi'ic

foolish

important

deep

boring

emotional

valuable

weak

unsuccessful

regressive

positive

harmonious

PATIENT

passive

disreputable

humorous

ordered

wise

unimportant

shallow

interesting

rational

worthless

strong

successful

progressive

negative

dissonant



active

reputable

gserious

chaot:ic

foolish

important

deep

boring

emotional

valuable

weak

unsuccessful

regressive

positive

harmonious

SOCIAL WORKER

passive

disreputable

humorous

ordered

wise

unimportant

shallow

interesting

rational

worthless

strong

successful

progressive

negative

dissonant




6.

7.

10.

11.

12.

13.

14.

15.

active

reputable

serious

chaot:ic

foolish

important

deep

boring

emotional

valuable

weak

unsuccessful

regressive

positive

harmonious

FAMILY MEDICINE

<8

*d

passive

disreputable

humorous

ordered

wise

unimportant

shallow

interesting

rational

worthless

strong

successful

progressive

negative

dissonant



10.

11.

12.

13.

14.

15.

active

reputable

serious

chaot:4c

foolish

important

deep

boring

emotional

valuable

weak

utusuccessful

regressive

positive

harmonious

INDIGENT FPAMILY

oe

passive

disreputable

humorous

ordered

wise

unimportant

shallow

interesting

rational

wvorthless

strong

successful

progressive

negative

dissonant




PSYCHOSOMATIC MEDICINE

1. active : : : : : passive

2. reputable : : : : : : : disreputable

3. serious : : : : : ¢ humorous

4. chaoric 2 : : 2 : ordered

‘

5. foolish : : : : : : wise

6. important : : : : : : : unimportant

7. deep : : : : : ¢ shallow

8. bdboring : : : : H : {interesting

9. emotional : : : : : : : rational
10. valuable 2 : : 2 : worthless |
11. weak : : : : : : strong
12, unsuccessful : : : : 2 : successful

13. regressive : : progressive

negative

14. positive

: dissonant

15. harmonious




active

teputable

serfous

chaot-fc

foolish

important

deep

boring

emotional

valuable

weak

unsuccessful

regressive

positive

harmonfious

INTERDISCIPLINARY HEALTH TEAM

passive

disreputable

humorous

ordered

wise

unisportant

shallow

fnteresting

rational

worthless

strong

successful

progressive

negative

dissonant




active

reputable

serious

chaotic

foolish

important

unsuccessful

regressive

positive

harmonious

passive

disreputable

humorous

ordered

wise

unimportant

shallow

fateresting

rational

wvorthless

strong

successful

progressive

negative

dissonant




PRECEPTOR EVALUATION

Resident's Name

Preceptor's Name

Appendix E

Date

DIRECTIONS: Please circle the point on the scale under each question that best

describes the resident's behavior at this time.

beside the first and last point on the scale.

Some sample behaviors are listed
As you will note, 1 = thc most po-

sitive response and 5 = the lcast positive response. If you think the rcsident
only partially demonstrates some of these behaviors, sclect some point on the scale

continuum between 1 and 5,

SECTIONS } - DOCTOR- PATIENT RELATIONSHIP

OVERALL ATTITUDE TOWARD PATIENTS

Shows int~rest in patient as @
person, is warm, friendly, but
professional in attitude, non-
judgmental tcward other cultures
and styles of living.

Does not seem interested in pa-
tients, except as they represent
disease, is not friendly, warm,
or understanding, appears judg-
mental and biased with patients.,

1 2 3

STUDENT'S ABILITY TO COMMUNICATE WITH PATIENTS

Uses clear appropriate questions
and responses, uses language
patients can understand, picks
up on verbal and non-verbal cues,
is able to establish positive
relationships through use of ef-
fective interviewing skills.

Cannot relate to patients ef-
fectively, misses non-verbal
cues, does not use appropriate
language that patient under-
stands.

CONTINUITY OF CARE | o

Is sensitive and responsible

to total patient needs,
recognizes importance of seeing
patients regularly for health
maintenance, providing for follow-
up, planning for future health
care based on previous patient
contacts and knowledge of

family.

Seems to understand only the
immediate situation and relates
care to that rather than a con-
tinuum of need.

[
~y
w

33

o m—— - ——— —— b m—— e . -

cm e e mmm meva trm e e o

——




Prcceptor Evaluation (continued)

COMPRENENSIVENESS OF CARE

Is complete in taking a history
and physical, considers health
education and preventive care,
social and emotional aspects of
health and illness, patient

nceds as well as demands, and can
discuss these concepts with team
as well as patients.

o S e L S e T T NS

?age 2

Is diseasc oriented, focuses
on medical problems alone.

FAMILY ORIENTATION

Understands how family inter-
action, motivations, and roles
affect health and illness of
all family members, sees family
as the unit of care.

Does not seem to see value
in family orientation, fo-

" cuses only on the patient

and his problems.

STUDENT'S ATTITUDE TOWARD TEAM MEMBERS

Is able to work effectively with
other team members, is friendly,
cooperative, responsible, depend-
able, has positive attitude to-
ward team approach.

Appears to have a negative
attitude toward working
with other members of the
team. '

COMMUNICATION WITH OTHER TEAM MEMBERS

Is able to relate to team mem-
bers professionally, communi-
cates ideas effectively, keeps
team iurormed concerning his
knowledge about the patient and
family, and consults with other
team members concerning their
knowledge and perceptions.

o

Does not communicate with team
members, is unable to relate
or relates on a personal but
not professional level, does
not use information from other
team members,

s ewepuoges
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.
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Preceptor Evaluation (continued) _ . Page 3
UNDERSTANDING OF TEAM FUNCTION
Knows how various team members Shows little or no understanding
function, appropriately consults - of roles of team members, does
with team, exhibits behavior con- not use team approach.
gruent with a comprehensive ‘ . . ;
physician role. ' :

1 2 3 4 5

"FLEXIBILITY IN TEAM FUNTTION
Is secure enough in his role as a Must always be the 'leader" of f*
team member to recognize which : the team, is unable to share '
member of the team should be more or delegate responsibility for
involved at which point in time. ) patient care, does not seem to
and able to share medical treat- appreciate the value in team

ment with others whose services approach.,
may be called for, recognizes

this kind of approach as practical

and useful in delivery of health

care. ' '




" .Appendix F
»

FAMILY EVALUATION

1. The most ;mpqrtépt things our student health team accomplished were

2. My major problems are

3. My family's major problems are

. My own state of health is

4
5. My spouse's state of health is_
6

. This experience with health care L o

7. During this expérience my impression of nurses

'8." During this experience my impression of social workers

9. During th‘is experience my impression of doctors

10. Educational preparation of health professionals nowadays is

11. I think the reasons for this are

. 12." Comprehensive health care should

13. This student health team project was really

14, At the end of this experience our family

15. - The positive aspects of this prégram for my family were

16. The negative aspects of this program for my family were '

17. Some suggestions I have for the student health team project are

18, If I was in charge of this program I would




10.
11.

12,

13.

14.

15.
16.

17.

- 18,

19.
20.
21,
22.
23,

24.

25.

. fa

Appendix G

Student Evaluation Questionnaire

The most important thing my team accomplished was

I never realized before that nurses

I never realized before that doctors

I never realized before that social workers

Implementation of the goals for our family's care was

Comprehensive family health care should

A team coordinator should be

Our greatest success with our family was in the area of

~

The faculty member who contributed the most was from the field of

At the end of this experience our family

This student health team experience was really

Members of my profession
to family care in the area of

can make an important contribution

Faculty participation was most meaningful when

In the future I think the interdisciplinary health team concept will

Educational preparation of nurses nowadays is

I think the reason for this is

After this experience I see myself in relation to my profession as

Educational preparation of social workers nowadays is

I think the reason for this is

I think that’ educationally speaking this experiencé was

I see myself in relation to patients as

Educational preparation of physicians nowadays is

I think the reason for this is

Common educational experiences of physicians, social w~rkers and nurses
include

should

If I wvas in charge of this clinic I would

37




13'

14.
150
16.

170

18.

APPENDIX H

: FAMILY EVALUATION

The most important things our student health team accomplished were

My major problems are

My family's major problens are

My spouse's state of health is

During this experience my impression of doctors

' I think the reasons for this ére

My own state of health is

This experiehce with health care

During this experience my impression of nurses

Durihé this experience my impression of social workers

Educational preparation of health professionals nowadays is

Comprehensive health care should

This student health team project was really

" The positive aspects of this program for my family were

At the end cf this experience our family

The negative aspects of this program for my family were

Some suggestions I have for the student healtir team project are

If T was in charge of this program I would

<8
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Appendix I

INTERPERSONAL BEHAVIOR CHECK-LIST

Directions: Place a check next to each item that describes a behavior

of the student during a single incident of patient care.
(This may be an in-patient, private, ward or ambulatory
visit.,) If the behavior camnot be evaluated, mark the
item N/A. Use a_0 if behavior was not accomplished but
was applicable.

V=Positive

O=Negative

NA=Not Applicable

1, : : Reads chart before seeing patient

2, : Individualizes the patient (calls him by name, looks in his
face, etc.)

3, : ¢ Introduces himself

4, : Explains purpose of his presence

’ 5. : : Introduces patient to other health team members present

6. : : Is pleasant (smiles, shakes hands, etc.)

7. : Allows ample time to hear patient's complaints

8. :: : Appears alert and attentive (uses verbal and non-verbal
responses) _

9., : : Is calm (does not exhibit tremulousness, hyperactivity,
pressure for speech, etc,)

10. : : Uses words that patient can understand

11, : : Aanswers patients questions fully

12, : Inquires about patients understanding of instructions y

13, : Does not impose personal beliefs upon actions of patient

14, : Is responsive to non-verbal cues, such as demonstrations of
pain or discomfort (interprets to patient or discusses with
observer.,)

15. : : Asks questions concerning social and emotional history

16. : : Explores patient's (feeling and concerns, fear, stresses,
family problem. )

17, :====: Gives explanation of procedures

18. : : Keeps patient draped to avoid embarrassment

19, : : Attends to patient's comfort (by being physically gentle)

20, : Seeks to determine health needs of the family as well as the
patient and plans intervention

21, : : Explains and utilizes community resources (medical,surgical,
psychiatric consultation, legal aid, social or medical services,
voluntary agencies, etc.)

22, : Encourages patient and familv to participate in planning and
giving care (gives adequate instructions, encourages preven-
tative care, uses demonstration and educational aids)

23, : : Explains any delay or need to leave patient waiting

24, : Terminates session by using patient's name, walking to the

door with patient, etc.
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Appendix J

PRESENT PROBLEM AREAS

FAMILY HEALTH CARE PLAN

TREATMENT
LONG TERM GOALS

SHORT TERM GOALS.

PROCESS OR MODES OR
INTERVENTION APPROACHES

EVALUATION AND/OR
. RESULTS

O e e TR T
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