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This report is the product of éﬁtwo-and:bneahalfgy ~
year feasibiliﬁy study and initia] planning project, carried
out under a contract between the U. S. Department of Health,
Education, and Welfare (Buréau of Health Resources Development)‘
and the University of the Pacific (UOP) at Pacific Medical
Center (PMC) in San Francisco. Initial support was given by
PMC and suppl€émental support was extended by UOP,
of this study was to develop and examine.the'conceﬁt of a rew
kind of interdiscipligary school of health professions.

-

The ‘intention

This report describes the School of Héalth Professions
(SHP) and specifies the requirements for its implementation.
The views expressed in this document are those of the project
staff, and do not necessarily represent the official poﬁition *
of the Department of Hehlth$'Eduoation,‘%pd Welfare.
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INTRODUCTION

A new School of Health Professions, the subject of this report,

- represents an evolutionary immovatiom in heatth professions education —
Ithas ‘been’ desighed to- addregs commonly recoghized deficiencies in

the educatlon of health professlonals and in the contemporary delivery
of health care. The School focuses on primary health care, inter-
professional education and cam-deliven", and self-paced curricula. It
is the express aim of the School to establish an environment in which
learning and teaching are stimulating, creative, and hwﬁa:nizing

experiences

The major features of the new School of Health Professmns include :

A variety of kinds of health professionals eduq:ated

~

. together in one school by one faculty;

A curriculum focused on primary care, with most
clinical traiping to occur in ambulatory-care

settings, including one or more model ciimicalt wnits

to be aeveloped by the School; ‘

A faculty trained.to have teaching as well as health-
care delivery and research skills; )
Faculty employment based upon continuing excellence in
performance of educational, patient care, and research
responsibilitjes that are outlined in contracts between
each faculty member and the School;

A team-learning setting that provides, students in the
various profe.ssions with opportunities to develop inter- .
personal and 1nterprofe5510na1 relationships and to

practice communiication sk111§ in the context of pertinent .
patient problems; L-a»[ ‘

A modular curriculum organized around specific batient
problems and p.rofessional tasks;

A curriculum that recognizes individual differences

" . among students and provides increased student responsi-

bility for learning through permitting students

-

“
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flexibility in the sequencmg and’ pacmg of the1r
leaming activities;
® © A comprehensive evaluation system that mcludes self-

" as part of the educational process;

evaluation and is designed to prov1de rapid feedback N

‘ ° Student progress “evaluated on the basis of conpetence in
.problem-solving in the comtext of spec1f1c kinds of
patlent-care situations., .

~

The' School's response to some—of the major problems in contemporary
health-care delivery and health professions-education follows:

S

1. HEALTH CARE PROBLEMS -

INDIVIDUALS' NEB'IB FOR PRIMARY, COMPREHRENSIVE, PATIENT-@'NTERED
HB’ALTII-CARE' ‘SERVICES HAVE BEEN' NEGLECTED NITH I'HE INCREASED

Y

SPECIALIZATION AMONG HEALTH-CARE PROVIDERS
'Ihe School of Health Professions will educate students to deliver

imary—heaiﬁrcarr*th’arrs—to—provrde—ﬂre“kmds*tsf health sevvices

that are necessary to prevent and resolve frequent, everyday héalth-

care problems. Primary-care professionals have the first contact with

a patient as he enters the health-care delivery system, and assume
responsibility for that patient's continubus, on-going care. (including -
referrals to other professionals and specialists, as needed). Primary- ‘

- care providers focus on the total patlent as a human belng rather than

on isolated organs—or—d:rsabrlltles. - . .
The rapld prollferatlon of new categories of health-care providers,

in combination with outmoded methods of &'gamzmg health-care delivery .
has frequently prevented various professionals from unders tanding
one another's responsibilities and capabilities and from recognizing the
ways in which they can advantageously work together as a team to '
improve patient care. : k

The concepts and practice of mterprofessmnal commm1cat10n,
cooperation, and team work can be effectively fostered by their being _
introduced at.the student level. The School of Health Professions
curriculum is constructed around interprofessional educational and

_patient-care eicperiex;ces. SHP's instructional modules, based largely

2 8



on primary-care patient problems, will incorporate the appropriate
professional roles for each of the categories of health professionals
educated within the School; when the skills of various health professicnals
are needed to prevent or resolve a primary health-care problem, their
IESpeCtive 101es and interactions will beé reflected in th%/éhared learnlng

—= experiéﬁéé§41ncorporateﬂ intoeach Instroctional moc R
Interpersonal and interprofessional commumnication skills are
essential to the humanistic,delivery of health care,‘and they will be
an integral part of the SHP curriculum. Students will have to =~
- demonstrate competence’ in commmication skills in order to graduate.
The School'é\emphasis on team health-care delivery is reflected in - .

'several ways:

2 . ,
- By creating one School with one faculty composed of ;
multiple kinds of hea%xh professionals; ( o e

%ﬁ; By having the clinical faculty practice in teams;
'- By providing multiple team (i.e., interprofessional)
. skill-development experiences, and by requiring —~

= \ students to demonstrate related competencies; and
- By distributing educational-.decision-making
responsibility among.faculty representativeé of all of
the health professions educated in the School.

.

II. PROBLEMS IN HEALTH PROTESSIONS EDUCAT&ON

THE CURRICULAR CONTENT OF HEALTH PROFESSIONS SCHOOLS IS
FREQUENTLY ONLY INDIRECTLY RELATED TQ THE KINDS OF HEALTH-CARE PROBLEMS
THAT STUDENTS WILL FACE UPON GRADUATION.

’

. The SHP curriculum will be constructed using data concerning
primary health-care problems and the professional tasks and knowledge
needed to resolve these problems Thus, it will reflect the primary- »
care problems with which students will be confronted as practitioners.
Basic science information, frequently taught without explicit
regard for its application and with an emphasis on recall alone, will .
be presented as the building blocks required to prevent or resolve
patient problems. Students will he required to demonstraté conpetence

in the application of basic science information. The emphasis ~

P
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on its application makes basic science information relevant to the
practice of health care. .

The focus on patient problems also widens the scope’of what may
be considered as basic science information - to include not just

biomedic TitICES, i penavioral science th

humanities as well. These latter d15c1p11nes are v1ewed as basic to
competent health-care delivery. .

HEALTH PROFESSIONS CURRICULA ARE FREQUENTLY NOT ADAPTABLE AND
RESPONSIVE ENOUGH TO CHANGES IN HEALTH~CARE NEEDS. ’

SHP will institute a continuing audit of practitioners' records
to determine shifts in society's primary health-care problems, and the
curriculum will be periodically updated to reflect the findings of
this audit. The modular organization of the SHP curriculum will
facilitate the updating and revision in an incremental and non-dis-
ruptive mamner. : c e

v )

- — 'EXISTING PROGRAMS OF HEALTH PROFESSIONS. EDUCATION OFTEN_UNDER~——

EMPHASIZE SEVERAL IMPO:XNZ‘ LEARNING PRINCIPLES.

The curricular strudture of the School of Health Professions will
adhére to the followmg progre551ve principles of .learning:

o Students leamn best when they are intemally motivated.
Students will be permitted and encouraged to sequence
their curriculum to the extent possible and advisable.
They will be able to participate in decisions involving

o the ofganization and processes of their education.

o Students will have freqixent“oppo:;tmitiés to monitor,
their own progress through self-%valuatmg techniques
J incorporated into each instructional module. !
) Students learn at varying rates. The SHP curriculum is
time-variable; students will be able, within a broad
range of acceptable time periods, to adjust the.pace of
their progress to their individual leaming styles and

P
1

.needs
Students learn best when they understand the ObJeCtIV'es )
of thelr education. Each instructional module (i.e., each

1"10 / F
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health-care problem studi€d) will include specific
performance objectives. Throughout and at. the end of
each module, students will be evaluated on their

demonstrated competencies in perfornu‘ng these objectives.

A STUDENT'S PROGRESSION THROUGH A HEALTH PROFESSIONS CURRICULUM
IS OFTEN BASED LARGELY UPON THE AMOUNT OF TIME HE SPENDS IN AN
EDUCATIONAL ACTIVITY RATHER THAN UPON HIS DEMONSTRATION OF COMPETENCY
IKCZKT/ION OF .éPECI’FIC KNOWLEDGE AND SKILLS.

IN THE APPLI

The curriculum for each of the professionals educated by the
School of Health Professions will be based upon a predetermined
definition of the basic competencies required to functibn in the roles
that each will later assume—~as a professional, care-provider. A
student's progress in the curriculum will be evaluated on the basis of
his demonstration of competency and application of knowledge rather
than solely on the basis of time spent. Frequent self-monitoring by -
students, and feedback and advising by faculty, will facilitate the
evaluation of each student's progress and.the early recognition and
remediation of any learning difficulties encountered.

, FACULTY SELECTION AND PROMOTION IN,HEALTH PROFESSIONS SCHOOLS OFTEN-
GIVES INADEQUATE EMPHASIS TO INDIVIDDALS' DEMONSTRATED INTEREST AND ﬁ
COMPETENCE IN TEACHING AND PATIENT-CARE. - ‘ ;

_ The faculty of the School of Health Professions will'be required . [f/ '
to demonstrate competence in the various roles of teacher, adviser, and v
pnmary care provider. Faculty will receive training in educational ‘
'processes during an extensive orientation program and on a continuing
basis dunng their employment. SHP's policies regarding faculty
selection and promotion will stress excellence in education, while also

ae -
«

s

recogriizing patient-care and research competence.
=' :Faculty role models appropriate to the goals of the:School's ¢
feducatlonal program are of paramount 1mportance during he%lth studgnts'
wndergraduate educational program. Therefore, the SHP facu?ty will be
i composed chiefly of primary-care practitioners from the several

e professions educated by the School; in the School's clin;cal seftings ,

wt

i
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S T bbd;;f thvl;report will elaborate on the concepts presented
' in this introduction and specify and evaluate the means for their
inplementation. More detailed information is supplied in the
Appendices in Volume II.
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*

The School of Health Professions is designed to educate

potentially any kinb of health-care provider. Six have been chosen to .

t

comprise the initial student body: primary-care physician, przm@gy-
care dentist, nurse practitioner, clinical pharmacist, graduate soczal
worker, and a new type of professional herein named the health care
coordinator (HCC). Of the six, the social worker and the cljnical

pharmacist will receive only part of their education within .the School.

Although in part arhitrary, the selection of these initial six types
was based on the recognition that each possessed skills essential for

primary care and could, together, compcse a logical care-delivery team. '

Programs for additional categories of providers can be added as
necessary and desirable. . .

, -
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. | CHAPTER 1
HEALTH PROFESSTONALS TO BE TRAINED

.
4

I. THE SELECI’ ION OF PROFESSIONS

& To fac111tate the planning ef a multi- dlsc1p11nary schpol that
v mcorporates many- educational innovations, a limited muer of
p;g‘ofesu_cms had to be selected around which initial plgnnmg and
implementation could be focused.
Six professm’ns - all of which were determined to be appropnate
to the School's focus on primary anbulatory care and on the team
: dellvery of care. - "were selected:

~ To receive all of thelr professional education W1th1n SHP -
. - @ Primary-Care Physician '
) ‘o Primary-Care Dentist -
) - e Murse Practitioner R
a o Health Care Coordlnator ' LT

: (a .new health professmnal category, deflned below)

To receive Lnly part of their profess,lonal education at_ SHP -

v 3 . ~

" @ Social Worker ;
e (linical Pharmacist ¥

<

- Initially, many other professions were considered. The selection .
_of ‘the above six was made after consideration of the following factors;
(’1) ‘current anci projected health care needs; (2) health manpower needs*;
. ' (3) polltlcal issues; (4) financial requirements; (5) professmnal
' 11censure and accreditation; (6) employablllty of graduates; and (7) -
, " various factors pertment to p0551b1e 1mp1ementat10n of the School at
UOP/PMC '

8 ®

*¥The planmng staff's analysis of the health manpower situation in
\California was included in the interim report prepaged for BHRD in
Novenber, 1973, entitled "Report qn a Fea51b111ty S for.a School
of Health Professmns " -

7" , 3 4 ’14
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II. DESCRIPTION OF THE SIX PROFESSIONALS

It is important to note. that all graduates of SHP will be com-

J petent to participate, as is appropriate to their respective pro-
- fessions, in the prevention and resolution of patients’ frequent
'everyday" health-care problems. Primary-care providers who graduate
from SHP will be able to assume I‘GSpODSlbllltleS in the provision of
ongomg and coordinated care. 'I’he SHP's emphases on the team delivery
of care and on commmication skills will ensure that graduates' focus
will be on the total patient.

A. -Primary-Care Physician

-

The physician graduating from the SHP will be competent to assume
responsibility for the pieventlon and management of a wide range of
_primary ambulatory-care medical problems as well as associated m,-
patient care. For unusually c ex problems, the prlmary-care phy51-
cian Will consult with|, or refer a patient to, a specialist, but he
will ‘retain the respofisibility for the contlnuous medical care of the
patient. _

It appears quite likely that fuzure M.D. graduates will be re-
quired to spend at least three years in posfgraduate training pro-
grams. Increasmg numbers of post-graduate programs are being devel= "
oped spec1f1ca11y in primary-eare areas (e.g., family practlce
general pediatrics, 'general internal medicine), However whatever may.
be the future, SHP will prepare its M.D. students to be capable, upon
graduation from SHP, of carrying out the basics of primary care.
Additional supervised training will further refine the skills Z)f the
SHP M.D. graduate and satisfy licensure or other requirements.

Students for the M.D. program will be selected from apphcants
who have met the licensure requlrements of the state in which the
School is-established. -’ o S

)

B. . Primary-Care Dentist

"The dentist graduating from SHP will be one who provides primary
dental care, rather than specializing in any one area of dentistry.

8/
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The characteristics of present dental graduases appear to be consis-,

Jtent with a career .in primary care in that th general dentist is the

first contact that the patient makes when seeking professional dental
care, is responsible for providing continuous eare, and is trained to
provide preventive care. The use of expanded duty dental auxiliaries
has enabled the primary-care dentist to become increasingly more
involved with the total health care of the patient and to have a
greater responsibility for the care of the head and throat areas.

By irtue of the SHP curriculum, which is organized around \
patient health probleme and emphasizes a team approach to health care,
the SHP. dental graduate will be able to 1dent1fy a greater number of
health-care problems and to manage them or, when necessary, to refer
them to _the approprlate practitioner. ’

Students for the D.D.S. program will be selected from app11cants

_who have met the licensure requirements of the state in which the
-School is established.* - ’

~ '~

.. - -
C. Nurse Practitioner - s

/1

The role of the nurse practitioner is one that combines'some of
the functlonS'performed by physicians with some of those character-
istic of ambulatory nursing. Upon graduation, the nurse pract1t10ner
student will be competent in the advanced clinical skills needed to
perform such functions as: triage; providing patient- educatlon per-
forming complete, systematic health assessments prov1d1ng pre-natal,+
~post-partum, and well-baby, care; aging minor acute and simple -
chronic illnesses according to pgmiitermlned protocols; and managing -
routine well-patient preventlve dic1ne

Students admitted to the nurse practltloner currlculum will be
registered nurses, though not élecessarlly‘*graduates of a "baccalaureate
program. Most will have had éflng experlence in pr1mary-care )

settings.

#The precise relationship that would exist with the University of the
Pacific School of Dentistry if SHP were implemented at UOP/PMC remalns
to be determined; however, assuming that the SHP dental program's
accreditation and acceptab111ty for licensure would derive from the
UOP School of Dentistry, students admitted to the SHP dental program
will need to be mutually acceptable to the two Schools. (Further dis-
cussion of accreditation and licensure is found in Chapter 10.)

16 9 | o
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D. Health Care Coordmator A New Health Professmnal - - v

.health care system, and the accompanymg need for strengthenmg the

"related to acce551b111ty not perfomed systematlcally by any one health

The SHP proposes. to define and- educate a new "kind’ of health , ".- ' s .
professmnal that has been named a health care coordinator" (HCC) \
need for thls profession arises from the growing canplex;.tles of the

continuity of 1nd1v1duals' health-care semces

-Simply stated, the HCC w1’11 introduce a patlent to the health-care
system and make certain that the patient receives the full range of" -
health services he requires. This role will -include those flmctmns

professmnal _
The HCC will haVe a case ‘1load of patlents and depéndmg upon the
specific health-care, setting (e.g., HMJ-type settlng, group practlce),
the duties of. the HCC', at the time of his ;uutlal conta.ct with a patient,
could encompass: reglsterlng the patient, mfommg him of avamlabie
services, determining whé'ther financial gu1dance is necessary, and, o
in general, becoming a contact 1n the health-care system that w111 '
remain constant and available to the patlent. A S
Once the patient has been introduced 1nto the system, the HCC'

. ..
; P g >

, duties could mclude the followmg securmg medical _records’ from e .. N ',):

other sources (e.g., hospitals), checkmg on cenmleteness of the y
medical record and arranging for the appropnate addltlons and, ii
general, responding to patlents needs with relnforcement of theraples .
and information about relevant resources for the patient (e ey . e
f1nanc1a1 counseling, social and psych010g1ca1 semces, etc.). In e ‘, .
essence, the job of the HCC will be to attend to the administrative 5"* '

"needs of the patlent acting as a constant contact in the system and as .

a pivotal point to facilitate a wide usage of avallable resources

The plamning staff is concerned about the c;eatlon of new health
professional categorles, and particularly about the potent1a1 & ‘ d
employablllty of the health care coordmator W1th the mcrease in
group practices and health maintenance organizations, and with’ the =,

~ advent of nationalized health insurance, the availability of employ-

ment oppot:tunities for individuals with the specific skills of the HCC
should be quite high. Furthermore, it is likely that persons seeking .
HCC training will have been practlclng medJ.cal a551stant9, dental '

10
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assistants,’ medical receptionists, orderlies, etc., prior to their

ﬂenrollment in the School's HCC program;’ this previous experlence in

addition to theif SHP tra.mmg, should secure their emplojability.
It will be eSsentral to further' mvestlgate the role of thls new-

health nrof'essmhal prior to training the Hee” 1n the School A pllot Lo

pro;;ect has been desagned to determine which functlons should be
inctuded in the role of the HCC and whether these functlons can be °
competently performed by one health professional. 'Ihls study or a
comparable one must be completed before the cumc.ulum for the HCC can
be determmed ’

E. Social Workér

The social worker‘will be trained in psycho-social skills and wilT
_provide the needed linkage between the patient and \{arlous comnunlty
resources and medical facilities. The decision was mde to educate
graduate rather than undergraduate social work students because masters- °

- degree social workers are able to deal\as independent professionals with
“health- re1ated problems, especially psycho-social and non-organic ones.

Social work students will receive only part ofitheir education at.
the School of Health Proféssmns Arrangements wlgk‘t be made with local ’
graduate schools of soc1a1 work to allow some swd’émts to recelve
their.clinical .field worlg at SHP, utilizing the School's clinical
fa,éilities, while reoe_iving their degree from the graduate school to
which they' were admitted Graduate social work programs include
mstructlon in conmunlcatlon skills and recognize and emphasue the

.-need for soc1al workers to interact effectlvely with other health

“piofessionals. Therefore, their students should have little

- dlfflculty in adaptmg to the SHP program even though they do not

recelve their corrplete professional educatlon in it.

) F. Clinical Pharmacist

The clinical pharmacist, ‘having considerable professional
é;c’pertise in drug therapy and yathophxsioiogy and ready access to the-
patient's'~hea1th’ record is a valuable member of a professional team
prov1d1ng'“pr1mary car% Some of the functions of the c11n1ca1

. 18
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pharmacist ificlude providing current drug information to the health-
care provxder and consumer at’ the time drug therapy decisions are being
made, and nﬁnitoring the patient s drug therapy

Like the social work student, pharmacy students will receive only
part of their training at SHP. If SHP is inplemented at UOP/PMC,
students for the-SHP program will be drawn from those students in the

UOP School of Pharmacy's Doctor-of- Pharmacy program (clinical

pharmacy specialization) who are interested 1n receiving their clinical
1nternsh1p éxperience at SHP. X

I;i. INCORPORATING ADDITIONAL PROFESSIONAL CATEGORIES
: AND PROGRAMS INTO THE CURRICULUM

The ,School of Health Professions has beén flanned to accommodate
additional professional training programs and continuing education
programs in response to changing health-care ‘and health manpower needs.
There are at least three additional .categories of health professionals

t could be ?dded to the School: those concerned with primary care
‘e.g., podiatrist); those associated with an assistant or associate-level
KHraining (e.g., dental a§sistant)} and those associated with geconda}y
éor tertiary care (é g., medical technolpgist). Continuing education
programs could also be added. :

l! "

A%
¥

el
¥

Additional programs can be added to the Scho;l with relative ease
o/ because the curriculum is centered around health- care problems and
f’profe5510na1 tasks, instead of traditional courses. Incorporating new
programs would not require developing new courses or new schedules.
Instead, the £0110w1ng major steps would apply ‘to 1nc01poraﬁang any
" new program into the School of Health Professions curriculum. They are
applicable to tne addition of any category of health professional:

e Acquiring data to provide initial estimates of the
~ type, prevalence, and priority of health-care °
problems faced by practitioners of the given proféssion,

“ and comparing then1w1th SHP's already €xistent proBLgm
e 11$t, ’ ’ , . #
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e Identifying the tasks for the pl"oposed professional

and comparing them with the School‘s already enstent

task lists;
e Designing additional curricular modules and/or ;khng

the finctions of the health.professmnal catego’:y to

existing modules, as appropriate; - .
e Modifying the composition of the Schooi's heal/th-

delivery. teams in the School's anbulatory ca;e‘

. Settings;
., o Meeting pertinent accreditation. and licensure
. *
requirements, i
-;’n
Y D
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+
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CHAPTER SUMMARY

“ The curriculum is designed to prepare students to deliver:the
specific kinds of primary-care services required in their professional
practice. Consequently, the curriculum centers around each student's
learning and demonstrated mastery of explicit performance objectives
derived from the most common or preventable patient problems and the
related professional tasks. The curriculum is time-variable. Both
clinical and non-¢linical learning experiences will be interprofessional,
self-paced, and closely supervised by a faculty whose principal
professional interests and competence lie in education for primary-
care., SHP-operated primary-care clinical units, in both urban and
rural settings, will be developed to provide high~quality patient care
and a model learning environment for the students. The skills needed
to communicate with patients and other health professionals, as well
as the skills needed to be an independent and life~long learner are
emphasized throughout the curriculum. The performarice objectives for
patient problems and professional tasks are grouped into individual
learning modules, each presented by means of a multiprofessional study
guide that includés description of the learning experiences, needed
learning resources and the evaluation procedures. Study guides for
hypertension, diabetes mellitus, and obesity.have been developed as
prototypes.

1




QHAPTER 2
CURRICULUM

. I. INTRODUCTION

Y

The major goal ‘of the SHP curriculum is to prepare studerits to .

deliver high-quality primary anbulatory care. Several as‘smrptions have

guided its development

-

e Competent health practltloners must bring approxmately
equal blends of humamsm, sc1ent1f1c knowledge and
technical expertise to the care 'of patients:

. Competent health professionals must have the skills

a

and motivation to be continuous learmers.

e ‘Competent health professionals must be able to
commmicate and work well with each other and}patienj;s , ‘and
to deliver high-quality continuing and comprehensive'
care. ) ' o

e Each student learns best at his own rate and .in his,
own way. o .

- o The competence of a health professional cannot be .

assessed from evaluation of his knowledge alone; evaluation

‘must also include the frequent measurement of his .

performance in clinical settings.

To,n;eet its goal, the curriculum was determined enq;irically by
examining what is actually needed for practice and estimating the
relevant background information needed for wnderstanding. The )
substance of the curriculym was derived principally from data on th:e"
high-priority primary health-care problems that pmfe‘ésionals face, |
and from the tasks that they perform while providing health care in
ambulatory settmgs ,

The curriculum, based on these problems and tasks will be
organized into modules rather than into courses. A module consists of
all the learning and evaluation exf)eriences organized for a particular

15
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high-priority health-care problem.. Forsgach module, a study guide .
will be prepared. The study guide spec;%ies the associated tasks, the
" performance objectives related to the tasks, the appropriate faculty, the
clinical resources and experiences, evaluation criteria and materials,
and includes references to pertinent texts and/or self-instructional .
materials. .The study guide document, itself a part of the module, is

a road map for the total niodule. ‘The module study guides, which include
spec1ally developed clinical exanples and opportunities for practicing
tlhe relevant skills, are the principal vehicle arownd which students
will organize their leaming. Study guides incorporating roles for

HCC, dental, and medical students, have already been developed for
diabetes mellltus hypertension, and obesity.® (The guides appear 1n
Appendix 1.) ’

There will also be modiiles based upon certain general or . ¢
prerequisite areas - such as interviewing skills, physical examination
skills and general office procedures - depending upon the profession.

To meet the assumptions listed above, the modules emphasize both
the humanistic and the scientific/ technologlcal components of care.

The modules themselves provide’ experiences for the student that will
develop his self-learning and commmicatiof skills as well as permit

him, within realistic limits, to determlné his own rate and sequence.
Although it is impossible to provide truly individualized instructional
materials, individual variation in learning will be encouraged and
supported throigh the use of a faculty adviser. The flexibility of a
- modular curriculum and of competency-based testing permits increased
opportunities for moblhty between professions. This flex1b111ty may

also fac111tate the progress of educationally disadvantaged students.

Evaluation' for leamlng, as well as for certification’ by the

School, is included in each module. These -evaluations enphasue

relevant performance rather than simply rote learning. Each module
includes opportunities to apply the knowledge learned, practice |
important skills, and receive corrective feedback, with progress
measured on the basis of competent performance, not on time spent.

4

* as specified in the contract Scope of Work, BHRD Contract NO1-PE-24238

-
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) 4
II. CURRICULAR STAGES ,

‘, To conceptualize the flow of instruction, the curriculum for L
ot‘nree of the six professions - the dental student, health care ‘

_ coordinator student, and medical student - has been outlined.*

/ It is important to note that the curricular st‘ages shown have been
developed for planning and organizational purposes. The reader should
not infer fixed intervals or milestones between stages. The major
features of each stage for the three categories of h‘éalth.pmfessions
students are listed in Table 1. (The clinical wnits referred to in

" Table 1 and in the accompanying text are explained in Section V of
this chapter.)

Stage 1, Orientation, will average two weeks for the health care
coordinator student, and eight weeks for medical and dental students.
This stage includes an assessment of each student's previously acquired

5 skills and knowledge in the health field. As a result of this assess-
Jément, some students, may be exempted from areas in which they have already
achieved competence; and others may be found to require remedial -
'instruction. Each student's preferred learning style will also bﬂe as-
gessed. Students and faculty -explore various health-care '”systems N econoyg’c
and ethical issues of health care, and the organization and resources
of the School of Health Professions. - '

At this stage, students begin to gain expériefce and guidance in’
the development of self-learning skills, and commmication and interview-
ing skills. Two kinds of student-teams are formed: the intraprofessional -
team, which consists. of students in a single health profes.sion':h épd the
interprofessional team, which contains members from each of the
professionai categories trained in the School. A faculty adviser will

; be associafed with each team. .These teams continue to leamn and work .
i *  together throughout most of the curriculum. . |, , - :
’ _ During this period, the student and the School will mutually  +
I ) determine whether or not the student should continue in the School. This
opportunity - either to withdraw without prejudice or pressure or to
remain - is a unique feature of this orientation period. It should be
emphasized that before admission, applicants will have béegl"l' well” .

| i . % 35 specified in the contract Scopé of Work, BHRD Contract NO1-PE-24238
wc Nt




TABLE 1
CURRICULAR STAGES FOR THE SHP CURRICULIM

«

Stage 1 - ORIENTATION
v - assessment of students' background, skills, knowledge, and
leaming style
: - initial experience in commmication and interviewing skills,
scientific language and learning skills ,
- opportunity to withdraw from School ' i

St& 2 - AQQUISITION OF IO‘JONLEUSE AND SKILLS IN SCIENCES BASIC TO HEAL'IH

- Biomedical and clinical sc&ences (

- - behavioral sciences and conumm1cation skills ’
- physical exam skills, technical procedures, record-keeping .

Stage 3 -<PRACTICE WITH INTENSIVE -SUPERVISION

M.D.: - skills in problem-formulation and broblem—Sblving
- reflnement of history-taking and physical exam skills
- occurs principally in c11n1ca1 units

D.D.S: - - commmication skills in patlent \eare

- assignment of first patients, under close faculty
supervision

- occurs principally in general dental school clinic
HCC: - commmication skills, patient-screening, systems of
d appointment and record-keeping, and telephone techniques

Stage 4 - CLINICAL UINIT EXPERIENCE ! _ y

-

) - refinement of clinical and pa‘tient-c,are skills

P " - increasing responsibility for patient care

/ - interprofessional health-delivery teams comprised of
students and faculty R

Stage 5 - (for M.D. only) SPECIAL INTEREST EXPERIENCE (Optional)

- in-depth experiencé or remediation p
- 'may be start of post-graduate tra.mlng iy,




e

oriented to the distinctive aspects of the SHP and\the possible 7
problems that-4 student unaccustomed to a relatively wnstructured i ’
learning program might have.  The re-evaluation during orientation will
be based on new information galned from actual expenence and not from
any wnexpected events or a reappraisal of admissions data.

Stage 2, Acquisition of Knowledge and &1115 in Sciences Basic
to Health, will last approximately three and one-half wonths for the’
health care coordinator student, and eleven or twelve months for dental
and medical students? At the end of this period, the medical and dental
student will have acquired sufficient knowledge to be able td pass the
current Parts I of the National Boards of Medical and of Dental
Examiners, or thelr equivalents. All students w111 acquire the basic
. knowledge and skllls related to health-care problems and the professmnal
tasks *needed to ;esolve them. During small g&’oup sessians, team and

cammmication skills will be leamed through exploring group processes

(shlftmg Ieadershlp, conflict 1dent1f1cat10n and re rjo‘lutlon& and -

énce, and%mdependence) R
of fthe learning will occur- through the self-instructional

mo tudy guides described earlier.in this chapter. Although the

study guides specify stbstantial readin_g and independent study, they

also include planned activities wit:fi"'other students, with the student's

adviser, and with reSource faculty (see Chapter 3), and experiences in_— ' "
Each* module includes opportunities for self- -
There

=

clinical seetings
evaluatlon as well as for certification at the end of the module.
will be a module study guide for each of the high-priority problems
(see Section III of this chapter) as well as\for certain general or .
prerequisite areas, dependlng upon the category of profession (. g,
interviewing skills, phy51cal examination skills, general office

procedures).

During this stage, students will begin to’acquire the knowledge
basic to thelr understanding of normal and abnormal biological processes
ﬁld\the methods used to diagndse and manage health-care problems.
Leamlng will occur at the level appropriate to a given profession. (For
example, the knowledge of metabolism needed by the health care
coordinator ¥tudent with respect to didbetes will be differep#®from
that needed by the medical student.) Dental [students will have
substantial experience in a dental technique 1al')eratory. . /

27" \ 19 ':fs' ]‘\‘
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Students will begin to practice writing and mamtaa.mng problem
' oriented patiént records and will also begin to develop awliting
? . skills. Much of their practical experience will occur in a clinical
. wit (see Section V'of this chapter) with real or simulated patients.
- " " Initially, they will have substantial patient involverent, but little -
patient-care responsibility. Respons‘ibility will increase with
demonstrated competence. 7 \

To progress to Stage 3, SHP students will be required to demofiStrate ]
competence in both basic science and clinical skills per\tinent to )
their profession, as defined by the module, study guides. Competence for

S the health care cdordinator student will'be in terms of familiarity with
essentigl Voc;bulary and with basic health-care problems, and
satisféctory completion of simulated experiences in appointment and
records systems and in the screening of patients' complaints. For the

. dental student, compe tence will be in terms of the capacity to work
wnder, close superV151--- with patients in the dental clinic. A medical

- ' student will be required to demonstrate capacities for increased

responsibility for patient care, for carrying out a general history and
physical examination and for fornulatmg statements of patients'’
problems at the student's level of understandﬁ@. A variety of

‘measures, including performance in each of the module study guides,

personal observation, and written examination, will—form the basis for

certification of a student's readiness for. Stage 3. .
Stage 3, Practice with 'Intensive Supervision, will average two and -

one-half months for the health care coordinator, ten months for the  ~

dental Student, and six months for the medical student.

i For the medical student, there will be increased experience in the

day-to-day examination and [ ollow-wp of patlents and a gradual increase

in responsibility for direct patient care. Therg will be emphasis on

therough formulation of patient problems and on problem-solving logic.

It is at this stage that .the student will begin to refine his know-

ledge and clinical skills in-order to assume greater, full-time

: responsibility for pa'tients in Stage 4,

' Most of the Stage 3 expene‘rges will be in the School's c11n1ca1 units -

‘(see Sectlon V of this chapter) or w1th anbulatory patlents in a

Ll
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setting that provides professional role models for exemplary primary-
care delivery. If necessary for logistical reasons (such as limited
patient availability and time), inpatients may be the focus for some of

Py
“

-the 'leaming activities during this Stage, , ' : .

t’'should be re-emphasized that there are no rigid boundaries
between stagee, particularly Stages 2,3, and 4. For example, for
one-half day per week a student with-an interest and demonstrated- '
competence in hypertension @and in the relevant history-taking, physical -
examination, and commmication skills) may begin to see selected
hypertensive patients in the clinical wnit. This could occur prior to
his having daily responsibilities in the/clinical unit and having
progressed through all of the patient-problem mpdules. . .

A dental student's Stdge 3 experiences will take place primarily
in a general dental school clinic. He will continue his work in the
sciences basic to health and will be assigned his first patient wunder
close faculty supervision. There will be substantial empahsis on
commmication skills required in patient care as well as an introduction
to each of the dental specialty areas. |

In Stage' 3, the health care coordinator student will continue to
refine hls ccmmmmatlon skills (including patient screening, in person \
and by »telephone) and to study various récord-keeping systems. Students will
also begin to leamn about general and third-party billing and payment
procedures. I\nueffect, these will be on-the-job experiénces with close
supervision that will allow the student to experience some of the

‘functions and pressures of his profession without the full responsibility.

Stage 4, C11n1cal Unit Expenence, will last an average| of five and
one-half months for the health care coordlnator student, and twelve

.to thirteen months for medical and_dental students.

In this stage, each student will fuinction as a menber. of multi-
professional health-care delivery team comprised of students and facukty
in the various professions educated in th7 Schoel (including those .
receiving only pdrtial training - such as’social worker.and- ~_
pharmacist - at SHP). The teams will operate in each of several
clinical units to be developed by the School. (See Sectlon Vof
this chapter.) Initially there will be three clinical umits, one

-
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.and inexperieénced students. However, students of all levels will be trained
" in all three wnits. Students may also acquire additional ambulatory-care ex-

A

located centrally on the medical center campus on which the School is

located, another in a nearby underserved urban ares, and the third in a

rural J(remote) getting. Generally, students will begin at the central .
clinical wnit, w.here supervision and range of faculty are the greatest,

and then move to the urban and rural wnits. Students will retum

o;éasiona}ly to the central clinical wnit either for¥ remediation or to /
receive more s'oiahisticated experience in delivpring urban care. It is

expected that the central clinical wnit will have a mix of expe;‘iénced

perience in facilities other than the clinical wnits (see chapter 11).

Students will assume increasing‘responsibiiity for patient care
gradually. Their perfc‘>rmance will be monitored t.ﬁrough their patient
records and by direct observatiomn. :

During Stage 4, medical students will acquire hospital experience
focused around ‘inpatient problems related to primary care, including
referral and follow-up after hospitalization, and management during
hospitalization where appropriate. Clinical unit patients whoare
hosptiélized will be followed, but not directly managed, by the responsible
clinical teams o ©

Stage 5, Special Interest Experience, an optional stage, exists
only for the medical student and is estimated to last approximately ) i
two and one-half months. Its purpose is to provide students an
opportunity for in-depth experiences 'in an area of 'interest (e.g.,
clinical research, basic science, humanities) elected by the student
after discussion with his adviser. It may include remediation
experiences to correct student deficits as necessary. It would be the
last stage before graduation and might be used as the start of post- '

graduate training.
»

ITI. EMPIRICAL DERIVATION OF THE CURRICULUM

Pl

Curriculum development proceeded from a study of the frequent and
high-priority health-care problém's in primary ambulatory care and from
the professional tasks needed to resolve these 'pr.bblems, rather than
from a subject matter or organ system base.

,‘ _2; o' ' ' § /\X
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A. Health-Care Problems

The problems for which people seek primary health care are a logical
basis for defining the SHP graduate's future professional experiences
and for developing an educational system.

Although not ideal, patient diagnoses consti }%the most reliable
source of such data available on a large scale. “The National
Ambulatory Medical Care Survey (National Center for Health Statlstlcs,
DHEW, 1973)* involved 23,407 visits and 431 physicians in ambulatory
settings. Table 2, based on preliminary data from only 13,712 visits,
shows the 41 most frequent (i.e., highest incidence) diagnoses in the
study. Utilizing Williamson's system of setting priorities
(Williamson, et al, 1968), these diagnoses can be arranged in a
priority order that reflects both incidence and the potentially
preventable disability associated with each diagnosis. (Appendix 2
illustrates the application of this procedure for the top 20
diagnoses.)

An additional and perhaps more desiFable source of data is °
patient complaints or reasons for v151ts Due to codmg differences

_‘'among various health-care dellvery 51tes suff1c1ent1y 1arge conp051te

" data sources of these complaints are not yet available: There are,

¥

however, individual sets of data from each of several medical sites.
(Bain, S.T., and, Spauldlng, W.B., 1967; Clute K.F., 1963; Cross, H.,
1972, Hodgklns K., 1966 and Peterson’et al, 1955). Table 3
represents a systematlc collatlon of these data and mfleets the leading
problems (i.e:, patlent conplamts) that are not covered 1n the list

of 41 diagnoses, - ot

Module study guides (see Appendlx 1) w111 be constructed for each

'of the 41 diaghoses from the National Arrbulatory Medical Care Survey -

and the thirteen problems shown in Table 3 (as well as for such areas as
communication skllls) " These study guides-will form the nucleus of

“the curriculum for all students. The 41 med1ca1 dlagnoses represent

appronmately 67% of the diagnoses mth Wthh the M.D. (and nurse
pracf:ltloner) -graduate will 11ke1y be confronted With the addition
of the thirteen mechcal problems to these’ 41 dragnoses, it is hlghly
probablé‘ that about 80 to-QO% of the problems such’ graduates will face

o

*This and other source citations throughout the report are- keyed 'to
the reference lists that appear at the ends of 1ndJ.v1dua1 chapters.

\ . ,
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TABLE 2

MEDICAL DIAGNOSES IN ORDER OF INCIDENCE
Total Visits = 13,712

PR Q
s No. Diagnoses - ' . # of Diagnoses % of Total
1 Surgical Aftercare 904 6.59
2 Medical Examination (inc. well baby and 874 . 6,37
child care) '
3 Acute Respiratory Infection; Common Culd 507 3.70
4 - Spralns ‘and Strains of Back; Vertebrogenic Pain
Syndrome; Displacement of Intervertebral . g
Disc . 485 3.54
5 Lacerations and Wounds; Contusions; Injuries 478 3.49
6 Essential Benign Hypertensmn 462 3.37-
7 Neurosis . 405 ©2.95
8  Antepartum Care y 391 2.85
"9 ° Acute Pharyngitis; Acute Tonsillitis 358 2.61
10 Chronic Ischemic Heart Disease " 291 . 2,12
‘ 11., Arthritis; Rheumatoid Arthritis; Osteoarthrltls
f o - and Spondylltls ) 275 2.00
! 12" . Diabetes 254 1.85
* 13 Orthopedic Aftercare 208 1.52
" 14 Dermatitis 198 1,44
| et Acute Otjtis Media 194 1.41
. %@& Fracture of an Extremity - . 191 1,39
ﬂ‘ ¥~ Hay Fever 187 1.3%
3 1&7{,' Medical Aftercare 186 1.36
. “19: Obesity ' 184 1.34
A 420 Bronchitis 181 1.32
w%_‘ﬁ%fw Synovitis, Bursitis and Tenosynovitis ° 160 1.17
- %#32. Gastroenteritis 143 1.04
-~ 23" Acne and Seborrhéa . . 131 ' .90
2 Cystitis ] . 124 ’ .90
25 Sinusitis 115 .84
6 Asthma : . 114 .83
27  Menopausal Symptoms i10 . .80
28 Strains and Sprains of Hip and Lower Extremity 109 .79
29  Visual Refractive Error 100 .73
30 Influenza ' 98 < .71
31 Viral Warts , 96 .70
32 Menstrual Disorders ‘ : 95 - .69
33 Disorder of the Female Breast . 84 S .61
' 34 Peptic Ulcer . . 81 .59 '
35 Disorders of Prostate ' - 80 ) .58
36 Anemia, ‘ ‘ 79 .58
37 Personality Disorder . 71 ) .52
38+ Hemorthoids . 63 .46
39 Heart Failure : 55 .40
40 Cerbrovascular Disease ° . 51 .37
41  Acute Myocardial Infarction - ' 50 ' .36
) - Total 67.21%
R S . _ . ) . .

- . (Adapted from National Ambulatory Medical Care Survey,
National Center for Health Statistics, DHEW, Rockville, Maryland,

unpublished data, 1974)
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¥ . TABLE 3

: ~ COMMON MEDICAL PROBLEMS (Reasons for Visit)*

1. Depression

2. Conversion R_eaction .

3. Anxiety ‘
Marital and Sexual Probléms

5. Abdominal Pain

Headache \

Fatigué

. Cough . S ' . .

7
W o N O

Dizziness |
', ‘ 10. Fever of Unknown ()rigin

7

11. Alcoholism** !

> 12. Drug Abuse** . ; N
13, School Problems**

* Not in order of priority or incidence. See text for explanatiem of sources.

* These problems are wgénerally under-recorded in patient charts; and their
1isting reflects the belief of one of the staff that their importance

warrants inclusion.. 3
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have been defined. It is likely that they will be able to handle the
1¥maining 10 - to=20% of problems not on these lists by virtue of their
ability to transfer knowledge and skills. In 1eafnirig .about one
problem (such as obesity), students must also leam about related but
less frequent problems (such as Cushing's Syndrome). Patients with some of
‘these 10-to- 20% wlisted problems would be referred to other prdfessionals
for secofidary and tertiary care after inital ‘triage.

It should be emphasized that students will not be learning the
rote diagnoses or management of several dozen patient problems, but
rather, a systematic and thorough approach to treating patients w1th
problems.,

Some of the diagnoses and problems identified above, however, do
not encompass appropriate roles for all six of the professions to be
educated initially in the Scliool, and the list may overlook some
important problems.or diagnoses in which the other~than-medical
professions do play significant roles. Since the two sources of the
data noted ¥bove were medical and not derital care-delivery sites, they
. do not reflect adequately the future professional life of a dental

.;.student. Likewise, if the HCC, pharmacy, and social work students are

to be concerned with the whole person, these curricular content
sources may not reflect their future rolegg adequately either.

Therefore,, additional data, on dental care and on those problems
most frequently presented to an HCC and social worker that are not
medical-dental in origin, will need to be determined. This determination
will also be made for "'unique" pharmacy or nurse practitioner problems.

There is at least one recent study that contains data showing
-reasorfs for people's seeking dental care (Kilpatrick, etpal, 1972;
Kilpatrick, 1974). Table 4 shows the preliminary data from this study
in sligﬁtly modified form. afI_‘he eleven dental problems shown constitute
80% of the likely experiences of a primary-care dentist. Modules for
these eleven p‘roblemsﬁ, plus the dentist's responsibility in some of the
modules concerning the 41 medical diagnoses and thirteen problems noted
above, provide the basis fqr the dental curriculum. - ’

HCC, nurse practitioner, sociaikv;ork, and pharmacy curricula will

involve fouf'curricular sources concerning primary care: medical ,
diagnoses, medical problems, dental prablems, and problens specific to
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TABLE 4

OOMMON DENTAL PROBLEMS (reasons for visit)
Total Visits = 1,679

No. Problem . . ‘ % of Visits,
1. Fillings' ' ' 23.9 N o
) 2. Periodic exam " 19.0 %

3. Dental prophylaxis i 17.9 o
" 4.  Extraction T 5.2 i
5. X-rays (not full mouth) . 3.3 ¥

6. Post-surgical treatments 2.8

7. Initial oral exam 1.7

8. Preparation of crewns ‘ 1.7

9. Patient question or quick check 1.5

10. Temporary filling . . . . 1.4 B
11. Adju§mnt of conpfete denture 1.3 3}@ ’

- Total 79.7

Kl

(Adapted from Kilpatrick, K., et al : "ﬁ)cpanded Functions of
Auxiliaries in General Dentistry: A Computer Similation," Health Services
tResearch 7, pp. 288-300, 1972 plus personal commmications, Nov. 1974.)

S
.




each professional category. 'Pzpvidiné curricular elements for the HCC,
nurse practitioner, social worker, and pharmacist students in dental as
well as in medical areas should enlarge the capacity of the graduates

in these professions to help patients receive truly comprehensive care.

B. Professional Tasks

The functions or tasks that a health professional perfomms in
working with patient‘:s and in helping to diagnose and maﬁage health-care
problems can provide important data for developin'g a relevant
performance-based curriculum. A variety of groups have studied health-

~ caré tasks (Buréau of Health Manpower Education, D.H.E.W., undated;

© Golladay, F., and Smith, K., 1973; Johns Hopkins Medical Institutions,
1972; Gilpatrick, E., 197Z; and UCLA Division of Vocational
Education, 1972). 'Iheéé studies generally employ a variety of
methodologies, including observation, interviewing, and questionnaire
techniques. Such methods can yielq, for each health professional to
be trained, task profileé that provide data on the frequency of
performance of a given task and the percentag;, of time involved in
performing that task. 'Tasks' can inglude not onlf psychomotor skills,
but also the more sophisticated behaviors involved in decision-making,
clinical judgment, and the application of concepts. Some examples of
tasks associated with the physician and illustrative of this range are:
"remove—sutures," "observe for patient's need to ventilate feelings,"

and "evaluate signs and symptoms of congestive heart failure."
Task lists have been acquired from various studies (University of
the Pacific, 1973; American Association of Medical Clinics, 1973;
Gilpatrick, E., 1974), and used in the development of the module study
guides. For each high-priority health-care problem, those tasks most
appropriate to that problem are selected for inclusion in the module.

Thus, a study guide includes what is most relévant and can best be
learned with respect to that particular problem. The specific tasks
associated with three typical problems - hypertension, diabetes mellitus,
and obesity - are listed in the sample study guides for those problems
in Appendix 1.° . B - .
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IV. THE ORGANIZATION OF THE CURRUCULUM INTO MODULES

High-priority patient-problems and their associated profe'ssional
tasks will form the basis from which the modular curnculum is .
developed. The module study guides form the core of the curricutun.

A discussion of the advantages of using modulé study guides as the method
for organizing the curriculum is found in Chapter 8. :

The study guides are developed first by 1dent1fy1ng those tasks
that are needed to resolve the health-care problem or diagnosis of
the particular module. Next, based upon these tasks, performance
objectives. are designed that reflect the knowledge and skills necessary
to perform the tasks.® These.performance objectives proyide a gmde
accord.mg to which the student's competence can be evaluated.

Flna.lly, the specific learning experiences (mclud;ng readlng and text
references, practice, clinical experiences, faculty sessions and

-evaluation procedures) are specified, planned and developed.”

Development of each study gulde will be carried out by content experts '
in that particular field in conjunctlon with prlmary-care providers
and specialists in educational ‘design. ’ '
Module study guides will be developed for the bulk of the formal,
curriculum, which includes the patient prob~1ems and diagnoses and such
areas as commmication and interviewing skills, medicali audit,
physical examination skills, maintenance of problem-oriented records,

13

and general office procedures.
The curriculum-development process is described in further detail

in Chapter 8.

A. Student Use of Module Study Guides

ModuleAstudy guides will be used primarily in Stage 2 of the '
curriculum. Using the module study guides, the student, with the

* For one of the prototype study ggldes in Appendix 1 - hypertension -
the tasks were added afterward in & trial to dgtermine how necessary
task statements were to the deve10pment of performarice obJectlves
Results were inconclusive. One staff member, experienced in the writing
of objectives and the analysis of medical functions, believes that
adequate module study guides can be developed w1thout the use of tasks.
He would rely solely on objectives generated by primary-care providers
after reviewing a list of essential areas to be covered. However,
relying more on expert opinion ahd less on data may increase the risk
of development of a curriculum further removed from what 1s actually
needed to provide care.

Chapter 8 contains further discussion of the methods that can be
used in selectlng the tasks relatéd to each patient problem,
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guidance of his faculty adviser, can individualize his course of study.
Time limits dre set to monitor the rate of student progress. Thus,
‘students having difficulty keeping within expected time periods can

be identified early, and appropriate remedial steps can be taken. This
flexible approach is supportive of entry-exit, md.1v1duallzed pacing and
sequencing, and competency-based testing.

Although students may proceed on an individualizcd basis through
the modules, there are predetemmined minimm levels of competence re-
quired for each module.

Students may elect to take advanced work in areas of special
interest and indeed will be encouraged to do so, but they will still be
held responsible for demonstrating prescribed, required competencies in
all the modules. For' example, evéry dental student will have to
demonstrate predeterfnined levels of competence that will be identical
for all dental graduates. However, each'dental student will differ from
all others in that he will progress at a self-selected pace (within
limits) and might pursue certain areas beyond the levels of required
competence. The educational plan should not be interpreted as conferring
complete freedom upon the student to choose what he wants to leam.
Actually, the student makes his-sequencing selections from the
required curriculum in a particular health professional category. Thus,
variability will occur in pace, in sequence, and in overall expertise,
but there will be no variability in the minimm required levels of’
competence. |

B. Relationship to Basic Science

To satisfy the curricular requirements of the SHP, students. will
learn the basic sciences not as, discrete disciplines, but as concepts
and facts indisber;sable in dealing with pat{ent problems. The module
study guides contain basic science material where it is felt it will
" have the most relevance to patient care, thereb,)g;ijetter ensuring its
application, retention, and transfer. 1In addition, incorporating the
basic science content in this manner eliminates some of the extraneous
material and redundancy common to curricula organized in a discipline
format. The modular format permits a student - using a study guide,
his adviser, ‘and the resource faculty - to pursue basic matenal in
: as much depth as is reqmred or de51red
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C. Inclusion of Self-Learning and Commmnication Skills

Self-learning and commmication skills are‘integral, valued compunents
of the basic curriculum. They dre emphasized throughout each patient-
problem (or diagnosis) module study guide as well as being the subject of
module study guides relating specifically to them.

As the student progresses through the modules, he acquires and refines
the skills of a continuogé self-learner. He practices assessing his
own knowledge and performance, comparing his performance with standards,
and taking steps to remedy any performance deficits. He learns to
determine how much he already knows and how much more he needs to
learn. Auditing of the student's patient care will be a major mechanism
used in the modules for developing these self-leaming skills.

Likewise, practice of skills in commmicating with patients and
other health professionals is built into the study guides with specific
opportunities for feedback. Health professionals; competent in such
commmication skills as listening, reassuring, and confronting, can help
patients to recognize and verbalize problems and to feel comfortable in
expressing them. Other commmication skills involve verification of
what the patient is &ommunicating before acting on that information. The
health professional must be able to convey information to patients and
be sure that the message is understood. With respect to commmication
among various health professionals, stress is placed on skills that
facilitate the expeditious sharing ‘of information relevant to patient
problems. These include such skiils as clarifying, supporting, and
identifying emotional factors impeding commmication as well as record-
keeping and reporting. .

In the modules, commmication skills will be learned and practiced
in situations integral with the clinical skills needed to resolve or
manage health problems. For example, a patient might state verbally
that he is not worried about his major complaint and yet show visible
signs of an anxious‘depression. Students will be taught to recognize
incongruities in patient behavior (simulated or real) and a student's

. success in doing so can be measured and evaluated (e.g., using video-

tape feedback). Other examples are contained in the study guides in
Appendix 1. . :
39
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V. THE CLINICAL INITS . .

‘. Crucial to the implementation of .the entire educational plan is a
clinical setting .desigried to provide primary ambulatory care-of high
quality and to provide students with an‘ongoing relationship with

* particular patient population. The design of the clinical wnits will
.compnse features of current outpatient care systems with features that
‘probably will predominate in future prsnary ambulatory health care,.such
as interprofessional team-care delivery. Their design must provide enough
flexibility to allow students different levels of pétient contact and
responsibility consonant with their changing responsibilities and skill
level; at the same time the clinical wnits - as responsible 1nst1tut10ns ¢

" and as educational models of health-care delivery - must render care of
a quality that is consistent with the professional and humanlstlc

- goals of the’ SHP. y .
The clinical wnits will be a locus for continuous primary health
care for a relativelf stable population of ambulatory patients A '
unit can either be tied to a fajor health-care institution or hospital
or be an independent anbulatory—care facility. Appropnate out-

_ patient or inpatient resources for,secondaly and tertlary care will be

" available for referral at all clinical wnits. Each unit w111 be self-
contained and staffed with teams of fully trained menbers of each
profession in the School, plus other professionals needed to complete the
range of desired services; for the purposes of 111ﬁstrat10n, such a,
team might include physicians, dentists, dental assistants, social

’? workers, nurse P itioners, health cate coordlnators and clinical
pharmacists. The precise numbers of faculty and non-faculty staff for
each unlt will be determined by the spec1f1c service and»teachlng
conmtments of that wnit. :

+-The clinical wits, in wh1ch SHP students' major anbulatory-care
f clinical experience will occur, will be of three types: @ central *
clinical wnit at or near the School (in the case of UOP, at Pacific
Medical Center in San Francisco), an urban c11n1ca1 wnit, and 4 rural
clinical wnit. One of each of these klr;ds of wnits is ideally required
early in the School's operation. Prelimind¥y estimates of size,
. /locatlon, sté,fflng, and other features are 1nc1uded in Appendlx 13 final
v ) L : ;
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" health professions into such aree?attlces A major response to this

-

details will evolve as operation begins.* As the urban and rural units

_each serve different populations, the staffing pattems will be

different from that of the central wnit. For example, the rural wnit
will probably have a much smaller team, and access to secondary and
tertiary care will be less direct. s’ '

Those faculty deliverihg care in the wit will function as a
major support to the student, helping him to move through thé curriculum
toward masteyy of his requlred competencies. A faculty adviser in the
clinical it will play a major role in the student's continued
learning dunng Stages 2,3, and 4. The responsibilities of the faculty
adviser are explamed in the following chapter. Specific exanples of .
the adviser's role are included in the module study guides in Appendix 1.
. At any given tie each student.in a clinical imit will have a
different. det of capabilities from any other student. However, by the
time they are certified by the School, all students will have achieved
required devels of competence in every area. Within the context of a C,
contmumg responsibility for patient care and a stable cadre of . :
faculty, the clinical unit makes it possible for the student to learﬁ o
at his own pace. As a student demonstrates his capabilities fQr smm.ng s
increased respon51b111ty Yor direct patient care, he will gradqua}y '

become more involved in thé day-to-day delivery of that care. R -; S
e ¥I. CURRICULAR FLEXIBILITY AND CAREER MOBILITY e 4 '
The Ack of clear and wnobstructed paths for career progms'smn ‘ o ﬂ’ e

in the health professmns is a problem draw1ng increasing atténtlon. , ,‘ - ;. '

Career mob111ty, both vertical and lateral, is recognized : as desn'able B .«» "-;};
for any professmn, and effo are being made to organlze the a111ed

problem is the provisionof such e cational options as recycling . B
through an entirely new ed‘atlonal program, partic1pat1ng in on- the-gob
training, and utlllzlng prof1c1ency and equlvalency testing. -

The School of. j{ealth Professions, thmugh its modular, competency- ’ | o

based t1me vanable curriculun, prov1des a meaﬁs for exlstl;ng health
- e 2 — .

* Further discussion about various aspetts of the development of’ the
SHP ¢linical wnits is contalned in Chapters 11,12, and 13 of ﬂ'llS report. ‘

R ’ L ? ' ‘.'_. .\ ' /‘ A 'e."
. . . 33 : oo -

41 ?
~d . . ‘
' ] PN . N
, . - . '
- e . \
. » s

. n




‘The module study guides, with their specification of performance
... objectives, will expedite evaluatlon and "testlng out" during the

, resources of the School. The student will receive credit for his

A-‘ ' ]
professionals, as well as for individuals without expenence in health L
care, to be matriculated with' due recognition and credit for appllcable
work experience and 7 pnor education. Likewise, the flexibility of the’
SHP cm'nculmn makes elther a md:.flcatlon in héalth career goals or
an mterrupt:.on in schoolmg for the purpose of work a v1ab1e option for
students. ’ . -
In order to receive "credit" for his previous education and

experience, the student st demonstrate specified levels of nerformance

orientation period so that students with pnor experiencg in onejhealth
profession (e.g., nurses aidesg ex-corgsuen, various auxiliaries or
assistants) can,by demonstrating their competence in the professmn to
which they aspire ,av01d unnecessary repetition of' "subJect matter "
Similarly, should a student have meaningful reasons for changing
his career, such.a ‘change would be accommdated if possible within the

demonstrated competence in any of the tasks and problems common to both
his former .and newly selected professions, and by testing out, will be
able to transfer some portlons of his learning. expenence to his new
professmnal preparation. For example, if an ,SHP medical student decided that
he preferred to become a nurse practitioner, he would need to“‘?'demnstrate
competence only in those areas of performances required by the nurse
practltloner program that he had not already accomplished in the

medical student program. Once he hdd gained certification as a nurse

_practitioner by the School, he woild be prepared for licensure or

P \

certification by external agencies.” - "o o

Some students, for financial or other reasons , may wish to exit -
temporarily during the course of their training“to work.at an intermediate
level w1thln their own professnonal tracks. For example, a student
pursuing a career as a dentlst may decide to leave school té work as a
dental technician. He w111 need to find work cempatible with his
present level of training and permissible under éxisting llcensmg and
certification regulations. At a later date he could resume his "dental
program. Since there may'be some difficulty in placlng students as

’
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assistants, pa{rticul:arly in salaried positions, practicing pmfessic;nals
who are aff111ated with the School will be encouraged to provide work
experiences €or students in thelr practices.

"An interruption of schooling in order to work as an assistant in
his professional field, enables the student to practicé and apply the
skills he has learned to a real-life setting. This kind of apprentice-
ship will provide him with an opportunity to test the merits.of his
career choice before totally committing himself to that careeér.

During this period, the student .can develop a concrete identification
with his profession and possibly éxperience professional ' ‘ )
responsibilities that he may be wnable to assume in his more carefully

structured and supérvised clinical training.

@ . ’
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faculty. are discussed. There are three major roles for faculty:

.- HOY . o

CHAPTER SUMMARY

* r

.

The roles and responsibilities, selection, and orientatjon of C—

adviser to individual students and teams of students; resource

faculty in specialized areas;: and the primary-care clinician. Faculty
will be selected primarily on the basis of their commitment to ,
education and primary care. In addition to the usual methods of Ty
selecting faculty, great effort will be made to evaluate a potential

faculty member's demonstrated performance as a teacher.

At the time of initial employment, a contract will be negotiated,
spec:.f:.cally delineating the responsibilities of both the faculty member
and the School and including the criteria and procedures for judging
the faculty .member's performance. Once hired, there will be an
orientation period of approximately two months during which the new
faculty member will become familiar with ‘the educational plan of the -
School and begin to develop the personal relat:.onships necessary for ‘
its successful implementation.

> )
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CHAPTER 3
) R FACULTY

I. JINTRODUCTION

‘ The highest priority of the faculty of the School of ﬂea]@h;Prg-
fessions will be the education of students. This is the implied goal

of.all institutions of higher education, but in health professions

education in.particular, teaching has often been regarded as sec-
onciary to research or patient care with respect to faculty selection,
advancement and tehure. IneVitably, faculty are caught in a career
conflict; a faculty member may"h"e hired ‘to teach, but he is rewarded
for his publications and research. 1:ven where high priority is given
to faculty members' teaching and educat10na1 capabilities, the *
fact that these are not (or at least are not thought to be) as ea's; to
evaluate as patient-care and research capabilities, makes it difficult
to carry out a reward system- centered upon individuals' educational

strengths.

Better methods’ for measuring faculty effectiveness - e.g., utiliz-

.ing student performance as the basis for measurement - are currently

being investigated. ° Such methods may provide a basis for constructing
a system of faculty selection dnd reward (see Chapter 6). Perhaps.the
most important outcome of these efforts will be to make ‘the interde-
pendence ‘o_f faculty and student performance apparent. This inter-
dependency - the bond between faculty and students for learning and
delivering patlent care - will -be a cornerstone of the School of Health

’ Professions.

The faculty of the School, of Health Professions must be committed
to the SHP educational philosophy, including prioritfe§ in education,

' patient-care, and research, and to a fundamental interest in primary

health care. Although education and primary care will be the central
concerns of the faculty, biomedical research will be encouraged, though
primarily outsi-de of the School itself (e.g., within the central uni-
versity ora separate‘research institute). - Research in education and

1 \ , .38 . :
- ' 47 - .




. . : ’ h . |
in health-care delivery will be encouraged within the School itself.
-Faculty will be responsible for sharing their interests and the
results of their studies with colleagues. . (

0
<

II. DESCRIPTION OF FACULTY ROLES
- "AND RESPONSIBILITIES

-

, Both the full- and-part-time faculty will participate in a ra‘nge -
of activities, including t.eadu'.ng,' advising, curriculum development, '
patient-care, research, and various administrative functions. The
~ . majority of the full-time faculéy effort will be devoted to aqtivities

related directly to thé School's educational program.* Teaching
will be primarily in small groups and sem:fnai‘s, both within and out-
side of the clinicdl units. , _

In addition to faculty with backgrounds in clinical, basic, and
behavioral sciences, there will be a small mmber of faculty with .
specific expertise in educational design and evaluation.

The SHP faculty will interract with. students in three‘ principal

- roles; a given faculty member can serve in more than one role.

ADVISER - There are two distinct kinds of adviser responsibilities:

: ojﬁgxdent Advisers: 'I'he‘ responsibility of a faculty member in the"
student adviset role will he to help individual students in planning,
sequencing', and paéing their educational programs. In this cai)acity,
the student adviser's functions are consultative and evaluative in
nature. Activities for advisers include: ('1) helping the student re-
fine his career'goals.and guiding him in the design of an appropriate

: educational p;ogralnﬁ (2) helping the; student acquire self+learning
*  skills; (3) informing the student sbout available and suitable educa- .
;tibnal materials and faculty resources; (4) working with the student to

establish a model- for‘ interpersonal _relationships, as a step ‘toward

; P ;
*In Chapter 12, the assumption made for purposes. of projecting SHP's
operating budget, is that 70% of faculty time (averaged across profes-
sions and individuals) will be spent in the School's educational ‘pro-
' ‘ grams and the remaining 30% will be spent in patient-care or research
- activities not involving students (but considered .essential for pur- <
poses of faculty members' maintaining their educational competence).
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_achieving the humanistic goals of the School; (5) helping-the student
determine whether his educational needs are being met; and (6) evaluat-
ing and providing feedback to the student with respect to his professmnal

[}

competence. . : : S

" @ Team Advisers: The function of a faculty member in the team ad-
viser role_fwill be to encourage group leamning experiences in intra-
professional or interprofessional teams, including in the context of
learning and delivering patient-care in the clinical units. The ad-
viser will help to identify and coordinate appropriate learning re-
sources as the needs of the team dictate. By encouraging cooperation
rather than competition among team members, the a&viser will help to
establish the necessary enviromment for practlcmg a team dellvery oﬁ N
health care. '

Both the student and team adviser roles will be filled pri.marily
by faculty members (representing all thé professions educated in. the
School) experlenced in the delivery of ambulatory care. Although it is’
not expected that advising will be any individual faculty member's
full -time activity, it will probably be undertaken largely by faculty -
who are employed full time in SHP; the additional respon31b111ty of
advisers will npst likely be clinical and adnumstratnre.

The student adv:Lse{ role requires a close relationship between
individual students and advisers, especially during_the orientation and
early stages of the curriculum. The development of ¥his Telationship
will facilitate dealing with problems and difficulties that might arise
anytime during the student's enrollment at SHP. Likewise , the team
adv1ser will assist interprofessional and intraprofessional teams
throughout their SHP experience, although the specific membership of
the team will change from time to time as students’ progress through
the c:urrlculmn. -

{

RESOURCE FACU‘LTY The responsibf¥ity of faculty in the resource role
will be to facilitate the student s acquisi#tion of specialized skills
or knowledge (e.g., blochemstry, drug counseling, gastroenterology,
group process). This can be accomphshed in a variety of modes, in-
cluding individual consultation with the student in the clinical unit
on a patient problem, small group seminarson.a specific medical content
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- question, individual consultation on a basic science principle, or a

team consultation on group process techniques. (Faculty with expertlse ;

in behavioral and biomedical sciences, in medical and dental specialties,

“and in education will also function as content experts in developing and

up_d_a_ting the School's. curriculum. Further discussion of the role of

these contept experts" is included in Chapter 8.)

The functlons of the resource faculty could be assumed by either

part-time or full-time faculty nenbers. Because of their probable back-
—grounds in clinical specialties or biemedlcal and behavioral sciences,

those faculty who function in a resource role within SHP would, in

addition to this role, be most likely to be mvolved in 'research or
patient-care. .
PRIMARY-CARE CLINICIAN RoLE ~ There are two distinct responsibilities
subsumed by this role: teacher and practltloner The essential function
for either is to serve as a primary-care practltloner model (physician,,
" dentist, health care coordlnatot, etc:) for the student.

° Primary\‘-Care Clinicién/Teacher: The faculty funttioning in this
role will instruct and supervise students working in the clinical wnits
and other ambulatory-care facilities affiliated with the School. . Ad-
vanced students mll ‘probably spend nuch of their time in the clinical

2 un1t learning and belng closely ,supemsed by these ‘faculty.

e Primary-Care Cllmcmn[l’.ractltloner In this role the faculty
member will assume the I‘eSPODSIblllt)’ for the continuity of health -care
delivery in the clinical wnits, as a practicing health-tare prov1der.
In contrast with the clinician/teacher role, faculty functioning in
the role of the clinician/practitioner will be teaching in the context
of pr0V1d.1ng patient care, rather thari directly supervising students'
dellvery of patlent care. Students in the early stages of the-
curriculum (e.g., Stage 2) would likely spend much of their time in-the
central .,11n1cal wmit obsemng and learning from faculty who are
functlonlng in th__d;nman/.practltlon role. . .
Although there are two distinct pri ry-care ctiniciln roles, it

is probable that one 1nd1v1dual could alternate between the two roles
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even within the time span of one day (e.g., teachmg/supemsmg students
in the morning; providing health care - with students observmg in an
afternoon clinic). This arrangement would assure a continual balancé
of theory and practice for the faculty meni)ers serv1ng in the pnmary
care clinician role. N

Inchv:.duals who assume the respon51b111t1es of the primary-care
clinician role will usually be full-time SHP faculty menbers.

.

ITI. FACULTY SELECTION

A.  Recruitment

The wniqueness and specificity of the three major faculty roles
will necessitate the mplementatlon of ,an active and extenswe faculty
recruitment program. Recruitment will be aimed at 1dent1fy1.ng and
attracting individuals who possess the very specific and special at-
tributes that are required to ensure successful inplenentation of the
School's educational plans. Faculty with the following major charac- .
teristics will be recruited: | '

e ADVISER and PRIMARY-CARE CLINICIAN FACULTY: Primary-care
providers who wish to devote substantial time to education, can dem-
onstrate basic teaching or other educational skills, possess -good com- °
mmication skills, and wish to practice their profession as a member
of a health-care delivery team. '

' Faculty with adviser responsibilities will also need to be adept
in counseling ax;d group process skills. :

® RESOURCE FACULTY: Primarily secondary-or tertiary-care
prov1ders or biomedical or behavioral scientists who are able to
relate their specmllzed knowledge to the problems of prond:mg primary .
“health care. o

+ Since SHP will want to attract students who are representat,lve of
all socio-econamic backgrounds and to encourage .students to practlce in
underserved areas, the recruitment program will make a major effort to
identify, as. prospective faculty, minorities, wamen, and health pro-
. fessionals ‘currently working, in undersérved commmities. C,
© The geographical scope of the School's faculty recruitment program ‘

‘
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m;l depend updn, the School's s:kte and the particular circumstances

under which it is implemented. For a School establlshed at UOP/PMC,
recruitment of clinical and basic sciences resource faculty will begui
within the confines of the Pacific Medical Center area - e. g., from the
staffs of Presbytenan Hdspital and the Institutes of Medical Sciences,
and from tbe facultles of the LDP "Schools of Dentistry and of Pharmacy,
(the latter 1ocated in Stockton, California) - and, when necessary widen
béyond it.* Eaculty who will, assume adviser .and primary-care clinical
roles would be recruited both locally (San FraJ}cisco area) and nationally.

B. Selection Process

The kinds and mmbers of faculty openings will be determined by
the School's educational program (rather than, for example, by con-
siderations of. individual professmnal or disciplinary strength or
prestige).’ Once a faculty opening is identified, the initial step in
the selection process will be the-formulation, by the administration
and faculty, of a _job description specifying the responsibilities and
candidate qualifications for that specific opening, in terms of the
major roles desg¢ribed above, -All reviews of candidates will be in
the context of these spec1f1c job descrlptlons.

Usual methods of screening (such as cunlw]{mn vitae, written
and verbal recommendations, and publications) will be employed in the
preliminary stages of selection. Promising candidates will be inter-
viewed by faculty, students and administrators. A final decision to
hire will not be made without a¥assessment of a candidate's perfor-
mance. One method that may be used to .assess performance - resources
péa.'nﬁtting - will be visits to prospective faculty members so that on-
site observations can be made Examples 6f' candidates' skills in
commmication and education will be observed or rgvieweci and the opinions
" of their current students and/or patients will be solicited, Alternative-
ly, prospective‘ facul;y' could prépare videotapes, or partiéipate, while
visiting SHP, in smulated situations that reflect the ones they will
encounter in thelr prospective, faculty r0les.

P Y

*See Appendix 15 for a description of the institutions comprising the
Pacific Medical Center. conplex. ’
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C. Hiring .

Once an offer is made and accepted, the new faculty member, and
representatlves of the faculty and admnustratlon, will jointly develop
‘a contract. ‘The contract negotiated at the time of initial employment
will clearly delineate the responsibilities of the faculty member
and the responsibilities of the School. The formal contract will
specify: .

o The faculty member's respective responsibilities in

. teaching, patient care, research, and administration;

e The criteria and procedure for measuring and evaluat-

ing the faculty member's performance in each of his
areas of responsibility, including the designation

. of those individuals responsible for the measurement
and evaluation, and the frequency with which the
evaluation will occur;

o The faculty member's salary, fringe benefits and

potential options for additional income;

e The means by which the faculty member may became %

canpetent in the educational areas required.

-

The contract will be periodically updated and subject to ammual
renewal; a contract will be renewed automatically provided that the
faculty member meéets his contractually agreed-upon perfommance criteria
(and assuming the School's continued need for his kind of skills and

‘expertise). : .

Improvement of the Selection process w111 be dependent upon eval-

uation based on the performance of the faculty selected (Bolton, 1973).

III. FACULTY ORIENTATION AND 'I'RAINING

Because there are no exact precedents for the School of Health
Professions, most of its faculty will not have been accustomed to the
distinctive educational .plan of SHP, and many faculty members will
have to learn new kinds of teaching roles and new ways of relating to
students and admuustrators An effective faculty orientation and

* continuing training program will be designed to facilitate new faculty

44
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members' transition to the SHP enviromment and to assist them in improv-
ing the1r teaching and educational skills. ' ' ©
) Durlng orientation, faculty will be :mtroduced to the details of
the SHP educational plan, including the curricular modules and the -
evaluation system. Faculty will participate in the further refinement

" of the’curricular materials, and will became'sufficiently familiar with
their contents‘to utilize them effectiVely. The prlmary-care clinician
and admsory faculty in partlcular, will need to learn their respective
respon51b111t1es as incorporated into the'§ar1ous study guides.

The orientation will include an assessmént of a faculty member's
instructional skills, and assistance in improving these skills wiil be
prov1ded as needed. Each faculty*member will, with the help ‘of educa-
tional specialists, staff,and other faculty members map out a con-
tinuing education program for himself, to be followed after thé con- \
clusion of the orientation period. On-the- -job training in the process
of education will be available to all faculty.

Simnce the faculty will be working in small groups durlng the
or1entat10n program, it it likely thdt an analysis of group process
and team efforts will begin at this stage. In addition, the faculty -
will begin training experlences for the teaching of a team approach to -
primary care. The development of faculty teams is essential if faculty
members are to serve‘as desirable role models for students. Thus, this
preparation will serve two purposes: the faculty will become skilled
in teaching team care, and the faculty will be able to work as a team
. to resolve common educational problems. ‘Faculty training of this nature
is presently belng undertaken by the Institute of Health Team Develop-
ment in New York. The Instltute is a likely source of future assistance
in preparing SHP faculty to teach 1nterd15c1p11nary team approaches.

A period of approximately two months will be requlred for the
" orientation. At the end of this period, the respon51ble admmlstratlo??
and faculty representatives will' review the faculty member s- performance
and discuss any needed addltlonal educatlon or practice: The initially
negotiated contract will be reviewed and any mequired changes will be .
incorporated. (For example, a change in a responsibilities mdy be -
necessary if the composition of fhe faculty or curriculum has changed.)

.




{
B\

(; * )
.
4 4 . B LT

STy - .
Clarity about each faculty member's roles and expectations, a
system of rewards for educational as ‘well as patient-care and re-

search excellence, and the provision of\@fh -job traln:mg in ed-
ucational processes will all be essential to attract:mg and retaining

the kinds of faculty to implement the School of Health Professions.

-
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CHAPTER SUMMARY® * ° o,

- ’ . s’ <« . . ! p

The criteria and procedures for 'student selection are éiscussed..

Efforts will be made to choose students who have, in addition to
satlsfactpry intellectual skills, major interests in’ primary-care

.

-

delzyerg and the hapability and motivation to assume responszbility

for their own learning jin a relatively unstructured envi ronment.

’ emphaszs will be upon selecting students who will succeed as

-

practitioners (rather than solely as students). . .

The

. N . .
Following-an active recruitment program and an initial screenink

»

for satisfactozy 1nte1£e¢tual a.bllle, candidates w111 be selected for
interviews on the basis. of attitudinal and motivational characteristics

that can be assessed from a review of written application materials. .

Final se1ect1.on wi,ll be made based upon persona!%atezvienrs. .

»

Membership on the adpu.sslons comm.lttee will be dra.wn from all

academic levels and professions-on-the faculty, as well as from
students and community representatives.

-

Co
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I. INTRODUCTION: THE STUDENT BODY .

The educational proaram of the School of- m Professlons :
suggests that SHP will be most attractivé and most appropriate for~
students who ‘are: . - ‘
o Interested in a career in primary-cate delivery;

e Intellectually and emotionally capable of. succeeding in
a self-divected, self-paced, relatively unstructured .
curriculum, and who are particularly motivated to assume. . L

" responsibility for their.own 1eamning; 3 7

0 .Knowledgeable of the problems of current h'ealth-‘care R

/ " delivery, and‘desirous of making improvements in it; )

o /ble to commmicate well with others; ‘

o Empathgtic and caring toward others; . . . . . _ ’ e
e Emotionally mature and flexible. ' | ' ' .

A

A 5tudent body with these klnds of chemcgls cs 1s 11ke1y to
include a large ‘number of students whose backgroi include work _ .
experlence or formal tralnmg in‘health care and ther service- orlented i ‘
act1v1t1es,, paI"t1C1pat10n -in 1rmova1;1ve educatlonal programs, or , .
involvement,in independent academit projects. The precedmg con51d-
erations will shape the School’s adrnlssmns,process and guide the
self-selection that operates among its potentlal applicants. This, .
chapter describes the principies 'and procedures of student se1ect10n o

" that are approBriate to the School of Health Professlons

. ¢ . «
4 ’ 1 - .

. “ s
’ .
.

11. PRINCIPLES OF snmmxi’rsswcrlow

Y

A c1ear1y formulated and effect:.ve studént recruitment and selec-
tion program will be needed to ensure that the students -admitted to the
School are those most likély to become the kinds of’ profess:onals for '

: whom the School'ls de51gned conoemed and competent pmmary-care . ’
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pmﬁdem who can'effectiyely utilize team methods of c-are deli_'very, and

who are committed to a continual assessment and improvement of their

professmnal competence. This -~ a student s probable career future, ' .-

'rather than his predlcted capablllty strictly as a health professions.

student. - will giide the establlshment and jmplementation of the SHP

" sélection process. -

. This last po:Lnt ﬂeserves underscormg. Admssmn to health ptofes~

. sions educational programs is often based heav11y on an appllcant s

prior academic achievement, as defined and nbasured )% grade point

averages and performance on various standard.lzed tests. Yet, there is

no ev1dence that academc excellence in and of itself predicts the

nature or quallty of an m&1V1dual's subsequent career performance.*

.Records of appllcants pnor hlgh acadennc achievement have .been shown,

at the most, to correlate with high academlc achisvement within the

‘professio education program. High aCademc achlevement prior to )

admission not been shown to correlate w1th the clinical competence

of the individial either wh11e a student or later as a préfessmnal p

provider. ‘ : . - .
‘While our understanding -of the factors that de'cermme a stud.ent’ -

fe551ona1 career performance is 1mprec15e the SHP w111 make the .

rtant assumptlon that, assumlng adequate mtellectual capablllty, ‘the,

tudent characteristics that correlate most strongly with clinical

| competence are ones involving motivation, . character, an& comtutment -,

' attnbutes that are not necessanly matched with academic supemorlty
The mtentlonal congruence of the Schocr].'s performance-based ‘.: LS

-an‘mculum and’ evaluation procedures with the. ant1<:1pated nature of its .

graduates professmnal prag;tlces should closely t1e success as a ) '

student to competence as a practltmner. Thus, the School"s student~ -

selection cntena w111 emphas:Lze the factoi‘s that appear to be Lo -

strong prereqmsnes for dellvemng h1gh quality’ pa]:yént care, which
) _are largely non*cogmtlve ones. ) " . - *

v ’

.
-t

o Howevev, there is no mtentmn to dlsregard ‘the “relevance and mpor-
"Atance of an appllcant’s academic and mtellecml ‘capabllltles to his -

*-Tt is recognl,zed that there is po umiversal agreement on what

. ehnstitutes a "good" provider of health care. | Certainly, insofar as

SHP is concerned, the definition includes good judgment, empathetic

' relatlonshlps with pitients, effectiveness in team-care; delivery of '
_ health serv1ces, and ded1¢ation to self-evaluatlon and continuous 1ea.m1ng.

g
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competence as a health-care provider. The SHP selection process will
‘regard the académic achievements and intellectual capabilities of its _
applicants in a perspective that recognizes that becoming a health
professional requires a high level of intelligence -and perséverance
(both 0f which can be at least estimated by traditional measurements . ‘
_of academic performance), but that’ superlor academic capabilities are '
not ‘required to mzallfy an applicant for SHP. -
Accordingly, a minimm standard of academi¢/intellectual -
capablllty, as measure& by grades and/or various standardized examinations,
will be established for each of the,curricula'within the School. The
final level at which to set the prescribed academic, s,tandards can be
" determined only after the.analysis of longitudinal.data on the per-
formance of SHP students and gradoates. The sole purpose of the
’ standard will be to identify those applicamts who are sufficiently
mtelhgent and academcally capable to sUcCeed in the SHP cumculum,
its purpose is not to arb1trar11y~ reduce the 'sjze of the’ appllcant pool
to a predetermlned size or 'td limit it to only those who. are the very
: hlghest agademlo achievers. . . o .

-

III. A ‘SUGGESTED PROCESS FOR SELECTING STUIENTS

I
-

A.  Introduction . . ,
The following framework is intended to illustrate- the appllcatlon
of the above principles of student selection: Steps and details will.
"be ref1ned or changed once the decision to implement the School is
» made. Nbreover, once operational, the process itself'will be carefully
] " evaluated to improve its functioning and the acmracy. of its precilctlons.
LT The process outlined is intended to apply generally to all of the '
School's professional currlcula, specific vanatlons required from
.curficulum to curriculum are not -discussed. The- procedures apply most
L . directly to students who will be’ officigl SHP students i.e,, ) —
' medical, dental, health care coordinator, ‘and nurse practltloner o
students: Admlssmn to the SHP phase of tralnlng for’ soc1a1 work and
phamacy students, (who will bp official students of other 1nst1tut10ns
and receive only part of their professmnal educatlon at SHP) will be R B
o based upon. cntena 51m1ar to those used in selectmg o£f1c1a1 ) B

® ° - ’ " . ’ .
‘ 750‘ . .y ?4 . ’r‘?\ A " ‘

o ’ . o
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SHP students, although the sele'ction procedures can be, less formal.*

B. —The, Procedure
" SteprOne: Recruitment Program . } o

. ‘The -selection process will begin with an active student re- ,' .
“  cruitment program designed to attract _thosé individuals in whom the -
School is particularly interested and to discourage those for whom the
School of Health Profedsions is not appropriate and whose c];ancés for
acceptance are negligible. ' Lo
'The recruitment pro has two paramount responsibilities. The
. first is to attract as large'a number as possible of qualified
-applicants from all socio-economic backgrounds. The second is to com-
~ mmicate as clearly and /"thoroughiy as possible SHP's educational
' environment (including its experimental nature), educational requirements,
.~ and oﬁqr expectations }fpr its students. Caution will be necessary te
prevent prospective appﬁlicanjcs from misconstruing the School's flex-
ibility in admissions /criteria and in educational programming as

leniency in either regard. ' - “

Y

. | étep Two: Ini'ti»ezl Screening
" .An academic/intéllectual ‘standard (as measured by past academic .
expé;‘iengé and/or résults on "stargdardized tests) for each professional
* program W111 be used as an initial screen of all gpplications - tq
. eliminate app?licm?c’s whose intellectual ability does not appear to be
. ¢ high enough for successful performante both as students and: as
- E .compe'tent health-zare providers. " ; . '

'.'Step Three: &'he Secand Scréen - Selection for Interviews

CeE » Offers pf~'é7£r|ﬁs§ion will be limited to applicants who have been

‘ inter\i:ibeyed, and therefore, the basis wpon which interviewees are ,
i " selected'is c¢ritical. " This selection (from among all of these who
B have passed the initial academic Screen) will be based Lpon a review

of written #pplication materials. This second review will evaluate and
J L °t PR / ’ . i

L 2 . : \
T/icceptance of 'social work and phammacy stidents-into SHP will, of
course, require thé agreement of the institution from which a student
-will earn his professional degree; for a School implemented at’ UOP/PMC,

represgntatives of the UOPSchool of Pharmacy and the UOP School of
Dentistry will participate in the selection of students for the SHP

. " dental and phapmacy programs. - .
gnd phara Y
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rank applicants in accordance with predeternuned cntena of the follow-
ing kind: ~

o . Probablllty of pursuing a career as a primary-care
provider (a prediction that is currently dlfflcult
to’ make) ; - =
. e  Capability of engaging in self d1rected leaming;* &,
| Satisfactory verbal skills; ... .. ~ '
° Prior efcperience in or with heé.lthf care, OT an
awareness of the realities of contemporary health
v care delivery; ‘ .
® Potential to adapt to a Vanety of roles and levels
_ of responsibility in the health-care dehvery system, -3
‘ e  Pertinent educatianal background (such as partlcularly
relevant subject matter or methods of- educatlon) ;

° . P051t1ve and empathetic attitudes toward others.

The degree to-which each appllcant has exceeded the minimum
academic/intellectual standard for his professional programis not
among the factors to be taken into account. To prevent th%nptatmn
to give pndue weight to an appllcant s dcademic ach1evement per se, -
this information could be excluded from the app)J[ch,ant's application
docket dnce the. 1n1 tial screening has beem compl ’

. In-addition to a standard wntten,appllcatlydocments that
oould be -used in selecting applitants for interviews include written’
‘reconmrendatlons (strucfuréd and non-structured) from job supervisors, .
teachers and personal associates; supplemental questlonnalres' and,
possibly, non-cognitive assessment insfruments The reliability and
va11d1ty of some of .the information prov1ded from these sources is
subject to question and experimental study; great care will be required
to use such information in a fashion consonant with its: reliabilfty

- |
:

L d
[

* As evidenced for example by participation in independent study,
programs, self-initiated academic projects, and hlgh quality independent ~
research or thesis work; non-cognitive assessment instruments, useful
in predicting 1ndependent instructiornal leamlng stvle preferences, .

- could pdssibly be used as well.

¢ -
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and validity.* ‘

'The composition of the interviewee "pool" is crucial to a success-
ful selection process. To maximize the reliability of selecting this
group by means of, an evaluation of éritten materials, substantial
attention will be given to refining and prioritizing the proposed list
of selection criteria, and to developing written aocungntation that
will facilitate accurate judgments of the extent to which an applicant
meets those criteria. ‘ - . ‘

‘The quality of the applicant pbol and.ﬂ;'% availability of School
resources will influence the decision as to whether to hold the mumber
of applicants interviewed to an arbitrary mmber or, alternatively, to .
offer interviews to only those whose appliqation materials meet o
or exceed a certain predefined rating. ’ ' ’?~>
"Step Four: Interviewihg and Final Selection .

The interview will play a particularly significant role in the

" seléction process. Despite current studies questioning the validity. ‘

or necessity of interviewing applicants, the SHP planning staff believes

that it is indispensable to interview all SHP applicants who are being .
seriously considered. Interviewing is the only - albeit far from fool-

proof - way in which the School can obtain the information and feedback -
required to evaluate the applicant's suitability for SHP, and in which

the applicant can evaluate the appropriateness of SHP to his needs and .

interests. ‘ .
An interview can help to assess ;@tributes and capabilities that

cannot be adequately jﬁdged from pape& credentials alone: the apﬁlicant'é

interpersonal commmication skills, his judgment, his motivation, his -

problem-solﬁing skills, his suitability to the SHP learning enviromment,

and his potential to relate warmly and comfortably with patients, faculty: '

* and peers. (This latter consideration is especially. significant in view

-of SHP's emphasis on prebaring its.students to become providers of human- ;.

istically oriented patient care.) If possible, role-playing exercises
L} r * v

*Further, it refognized that the primary motivation for some appli-
cants to have engaged in some of the health-care and inndvative educa-
tional activities mentioned above may have been to acquire "admission
tickets." Though a distressing factor, its relevance is wncertdin; .
for example, ng matter what the applicant's original mgtivation to spend
a summer working in a health-care clinic, his actual behavior and
experience in that setting may be gll that matters.
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or’ tests that will assess inroblem-solving abilities (not unlike patient
management problems) could be utilized Buring interviewing to discermn an
applicant's ability to function well in health-care. settings.

The direct observations of behavior and persona:llty possible only
in a person-to-person meeting can help to dlscr:unlnate positively among
many qualified applicants whose paper quallflcatlens are similar,
Conversely, as a negative selector, the ihterview can serve as a safe-s
guard to the School, and ultimately the- pTxblic, by eliminatidg from
further consideration any applicant s whose behavior during the mter~

V1ew signals unresponsweness lack of warmth or poor judgment.
- A standardized form_for rating interviews will be developed. All
applicants whose rating equals or exceeds a predetermined level will,
by definition, be considered acceptable for admlsslon to the School. If
the predetermined minimm - which should be set mdependent of the
number of applicants interviewed and of the mumber of avallable places s
- has been set high enough, 1t is unlikely that ‘there will be any
validity in trying to make further discriminations among the individuals
in this group of acceptébie applicants.” Therefore, should the mmber
of acceptable epplicants exceed the mumber of offers of admission to be
made, the final selection will be made on a strictljr random basis.

- Many significant details - such as ‘speeification of the relative
importance of various non-academic sglection criteria and of the most
-reliable way of evaluatmg applicants against those criteria (both in

the review of appllcatlon materials and inm the interview) - have been
omitted from the above description of the-student-selection process.
This omission reflects the planning staff's belief that such details
are best left. td those who will implement the selection process and to

__ its recognltlon that in some cases, greater specificity needs to await

the results of more extensive research both within and out51de of the
School of Health Professions. ) _ »

C.” Admissions Committee : R n .

The ¢ comp051t10n ‘of the admissions committee Wlll reflect the goals )

of the School and of its, selectlon process. Menbershlp will be drawn
from all academic.levels and all professmns on the faculty, and (as
they -become avallable) from students. Commmity representatlves )

=
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(including patients, potential patients, and organizatiom with a

stake in health professions education and health-care services) will

also be included. The composition of the cammittee should be shifted

from time to time, as needed, to reflect the current emphasis of the
. School. To ensure both heterogeneity and contimuity, the comittee's
. \ membership could rotate on a staggered, three-year basis. -

An orientation pz:ogram will be developed for oncoming admissions
comittee members. The purpose’ of the orientation will be to clarify
the goals and procedures of the student selection process and to help
members mterpret and apply admissions cr1ter1a in an umfom a manner
as p0551b1e. -

As the School grows in eXperience and complexity, new problems
will arise, and alternative means of student selection may become
-apparent. THe comittee will review anmually its policies and
procedures and make appropriate changes. As will be true of all
components of the SHP, thg, committee will assemble a data base and
‘develop instrumentation to refine the selection process. These data
and instruments will serve not only the needs of the School of Health
Professions, but those of the broader health proféssions education
comimity and of the.general public, afl of wham are increasingly
aware of the extent to which imprévements in health-care delivézy o
are dependent upon reorienting the procedures by which future health
. ‘ professionals are c}{osen. |

.
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The School s organizatzon and'gpve¢nance are aeszgned to be
congruent‘w:th its goals anq funCtApns, The roles, responszbzlzties,
and accountability of students, faculty, d@nd administrators will be
defined and reviewed annually Jn an-effbrt to make more explicit the
criteria for decision-making. A new ‘groyp named the "SHP governing
body"” will constitute the~f1na1 fiscal and policy-making structure.’
It w111 formally relate” to .the parent unzverszty dnd its external

voe N

aaffilzated research, patlent-care, -and educatlonal entities.

. s o ?

Internally, the Scbool 'S organiZatlon ‘will not be based on a
departmental structure, but rather will -follow the form and function

"

of theweducatzonal plan.
N "module commi

‘The organlzatzonal structure includes a
For purposes of

.
-

-‘b‘

[mc;

[Arurron poidesy enc
S

.,; .

» _44'.‘. f

ie"” and a "professjons committee.”

health—care and d §c1p11nary research 'aepartmental organization and

*“dentztg will be, maintained -in- affilzated znstztutzons. ,
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ORGANIZATION AND GOVERNANCE .

JAG

. INTRODUCTION: THE OBJﬁCfIVES OF THE ORbANIZATION
OF THE SCHOOL OF HEALTH PROFESSIONS |

The School of Health Professions must be organlzed to function

respon51b1y and responswely for its internal and extemal consti-

tuents.

basic rationale of the School of Health Professions will be one that:

.- needed);

An organizational and governance plan in concert with the

Il s

Maximizes cb’fr‘immicqfion;
Involves interested and affected parties in decision-
I3 v
making; .
FEN 7 .
Avoids. a rigid structure that precludes reasonable
change; ' '
Places authority for educational matters within the
faculty; T

Preserves the School's multiprofessional emphasis in all

programmatic decisions and in curriculum implement-ation;
Provides for ad hoc groups ar task forces to deal wn:h

spec1f1c definable issues (and to disband when no. longer

. ¢ .
Deterniines criteria for accountability, and proyvides a

~ mgchanlsm for feedback and evaluatlor} for a11 component

-~

groups within the School; - o

Prondes for an orderly transxtlon C\f power as people and
programs change, s »t

Clearly 3551gns advisory and dec151on-mak1ng respon51-

bilities (to individuals &nd groups within and, outside of

the ‘Séhool , as appropr(iate) concerning: (1) academic
affairs (instruction, curriculum development, selection

‘.
A )




_and promotion of students, and selection, assignment RS
- and promption of‘faculty),‘(zb fiscal management and

allocation of resources, (3) organization and delivery

of patient-care services, and (4) management of

. research.

v

The organizational structure must be suff1c1ently specific and
defined to protect the educational plan and ensure academic freedom ]
while being general and flexible enough to recognize the need for and
even encourage change. The organization must provide’ a mechanism
whereby patients, students, faculty, non-professional employees, and

“those segments of the private and publié sector that suppori the |
_ School financially have a clear” opportunlty for real involvement in
. the.decision-making process. '
It is assumed that the School of Health Profe551ons will be 1m-
plemented within an existing academie Health center. The organlza-
tiohal plan must, therefore, delineate the Schopl's relationships
with at, least four groups : the parent or Sponsoring wmiversity;
affiliated- hospltal(s) and ambulatory—care fac111t1es adjunct re-
search 1nst1tute(s), and the: surroundlng communlty ’
One of the wique features with which the School's internal
organizat10na1 structure must deal is facuaty governance within a
multi-disciplinary context; a way must. be fond to give adequate
. voice to the legitimate needs of the faculty in each of the various
professions while preventing ynwarranted'splintering of the faculty
along profe551ona1 lines. It is also essential to assure that part-
. time faculty are glven appropriate and- reallstlc representation in
governance and decision- maklng. - ot

. There are no ex15t1ng models that seem ent1re1y approprlate for
either the internal or the external o;ﬁanlzatlon of SHP, The basic
"tenets of the SHP efganizational planjmust evolve from experience
with traditional models and an awareness of their strengths and weak-
nesses, from consultation with expgrts, and from the formulation of
‘alternatives or optlons. The development of a plan will require con-
tinued study and discussion by a small but representative group of the
SChool's initial faculty ‘and administrators. ’
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The organlzatlonal guidelines that are pre$ented in th1s chapter :
are based upon a desire to relate the School's structure to its
‘fhnctlons. The achievement’ of this objective' w111 entail modifica-
tions to the traditional forms of organization -and governance in
. health professions education institutionms. However; the organiza-
- tiond¥ structure and the major academic and administrative policies‘

of the Schrool of Health Prefessions’'must be congruent with thgse of -5

"-

the wniversity-with which the School affiliates. . .
~ - - o . R - A
® .. -, II. RELATIONSHIPS WITH AFFILIATED ORGANIZATIONS L
S AND EXTERNAL CONSTI'IUBNC"’ L - ‘
A c1ear and appropriate delineation of responsibilities and PR }\
authorlty between the School and its several affiliated patlent care,, o

educatlonal, and research organizations is eesentlal to the goals of.

SHP A means of obtaining ‘the guidance of other affected external

groups and 1nd1v1duals 1n the determination of SHP pr10r1t1es mist .
also be developed o —J/fﬁ\\\ .

The flnal fiscal and;major-pollcy decision- maklng responsibil- )
ities for the School will be vested in a group named the SHP governlng ‘ -
body, dhlch-wmll be- establlshed early in the School's development. ) S
The governlng bo w111 serve as the official: 1ink between the o
School's.internal ohmponents’ and- its Varlou§ affiliatdd and external -
comstituenties. Whatevér the local circumstances under which the
School is implemented, its governing body should:be comprieed minimally,
mally, of :epresentatlves of its parent un1ver51ty, ef the ambulatory-

X care hosp1ta1 reSearch and major educational 1nst1tut10ns with

wh1ch it affillates and communlty leaders and lay people repre- K
senting patients. The governing body will help (in concert with °
students, faculty, and alumi) to ensure the School's surcess and
aecountablllty to the public, to br1ng pertxnent experlence and per- >
spective to the review of the School s policies, and tr present to
the School's adninistration, faculty and students, the pertlnent
1nterests and concerns of the commmity and of groups not represented
on the governmg body. - . .

The SHP governing body could either be formed from an existing

‘ - N A ~ .
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structure, such as a university board of regents, or be develaped as
a new, free-standlng body. .The external organizational structure A
proposed in ‘this chapter (see Figure 1) is based upan a newly formed
"governing bedy ™ i.e., the SHP governing body will relate its activ- .
ities to the School's parent university and to its affiliated re-
search, oatient~care, and educational entities, but it w‘ill function
autonomously from the boards of regents (direttafs, trustees) of any
of these institutibns.,: : ﬂ

All members of th : overning body w1rve for ‘finite
terms, and their reappointments will bgTegulated. All initial and

subsequent members will be selected by the respectlve governing
' boar%s of the parent uruversﬁy, the affiliated hosp1ta1 the '
affiliated or adjunct research organlzatlon(s) the varlous other

affiliated clinical and educational organizations, and commumity

organizations An individual designated to serve on the SHP governing:

body need-not be a, member of the ,governlng board or an employee of the :

organization by which he is selected, though he should be able to

represent the v1ews of that organization. It 1s anticipated that those

who are selected to mémbership on the SHP go\(ernlng body will be
primarily commumnity 1eaders and representat1ves of the professlons’ be,mg

tra_lned in the School. - * Y

It is essential that members of .the SHP gorvemmg body be par-
ticularly, and perhaps singularly, commltted and dedicated to the .
goals of the School. Imnnovation in education requires constant modi-
" fication and rethjnking; individuals with simultaneous responsibili-
t1es or comm1tments to-other educatlonal .1nst1tut10ns would find thein-
selves rapldly over-committed and frequently confronted with potent1a1
confllctlng mterests and prlor1t1es between SHP and the other (com-
peting) ipstitutions..> * - - .

The orgamzatlons that appomt members to the SHP governing
. body will retaln authorlty in those areas with which they are tradi-
. tionally and appropriately' concerned; thus, academic appointments to
SHP will be handled through the parent miversi‘t)"; research appoint-
ment$ and activities will be handled by the yresearch’ organization{s) ;
and patient-care. pollc.les and serv1cé"$afnd appointments to hospltal
", staff and departments will be the prov1nce of the ﬁertment hosp1ta1 '

’ ~
-
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health serviees orgamzat:.on. ‘ ” . e T
. The SHP" governing body will relate to the School’s chlef
: admlmstratlve offlcer through an SHP orgmzatlonal council (see‘ .
Flgure 1); the orgamzatlonal councﬂ will include ‘the academic vice- A
pre51dent of the parent umversn:y and the respective vice- presnients .. Lo
of education for the affiliated hosp1ta1 héalth services and reSearch L PR
organlzatlcns The chief admm1strat1ve offlcer pf the School would
be a member and the chairman of the organlzatlonal tounc11 N I
- The arrangements descrlbed above “for the Schoo:L’s reIatlonshlps S
with its aff111ated orgamzatlons and extemal constltuem:les repre- .
sent only ome of several potentlaily workahle arrangements. A nunber '
of optional structures for the School's "extemal organization" .- e E
with reference spec1f1ca11y to a School’ 1np1emented at’ UOP/PMC - are
presented in Appendix 4, Lo . \ % , R
- Formal 1égal rela’?ionshlps will be requued ‘between the School
and each of the health-dellvery mstltutlons -with.which it aEflllates
for the purposes of student educatlon A sample formal afflllatlon
agreement is mcluded in Appendlx 5, L :

*

- - R . P

X m. IN'T'ERNAB ORGANIZATION OF THE SCHOOL OF HEALTH PRéPEssonS

L 3 -

. . ’ P
[N . . ,e

A. -~ Faculty, Student, and Administrator Roles and PrlorJ.t js -

-

. - '

The interndl drgamzatlonal structure proposed for the ,“ool of
~ Health Professions is deslgned to make it possible for faculty, 1o
students, and adnunlstrators to fulflil their respect;we maJor resi:on- : o
51b111ties and pr10r1t1es as descrlbed. below: | . LT g

e “Facu culty: " -SHP faculty will be responslble For- developmg R
. w, and providing the educatlon\al e:gperlences Trequired by : - R
the curriculum. . Members of the faculty 'w112L enggge in © . o
patlent care and/or researchnf(l e, Ieducatlgnal clfm sl
cal, or b10med1ca1) 3s- appi‘"oprlate .to each faculty . ‘v. S :
member's backgromd to his’ needs for professmna.l growth S
Iand development, . and to the priontles of the School : ..
"Faculty ~members will also help to develop a governance ‘ ’
- plan that sPecﬁ?les authorlty, respms:.bllltles, and

v ‘ "r
PN 4 . ‘”’ ’71 [ N
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] accomtabz.},lty, and w111 be respon51ble for abldJ.ng o _i

e bry ‘the plan so- developed _ : : ; l

" »-Bach faculty member will relate to the adminis- -
tration through a formal contract (specifying respon-

~ sibilities, 'terms of performance, and means of
evaluatmn) ‘which will be the ba515 upon which a
faculty mémber's performance will be" Jt\dg&(L&ld upon . R
- which hiscontinued employment and pfomotlon w111 be ' '
baseda ~' 4 ‘- . ; ‘

f PN * »

LA

-‘\« . ‘Stud'ents All SHP students wlll accept responsibility
" fer their own education and for effectlvely contribut-
.+ ing to the ‘selection -and prouﬁotlon of students and ‘

faculty This. Jatter reSppns1b111.ty 15 nof .an ac- + '
cepted pa.‘actlce in’ many schpols. Although “the respon-

s1b111ty mll r@uare students .to invest suff1c1ent '

flme and' effort beydnd that requlred for reaching o
their str:Lctly edueatlonal goals, it will increase . el '

_ " and 1mprove conmnmlcatlon between faculty and students, :

. '.'q and is consldered by ,SHP to be an mtegral part of . '~ .

~

becommg a professional s . . .

Y

AdItunJ.strators. ‘fhe prlmaQ'y fUIlCthIl of the admlms- . ‘ T
) ) trat10n 14 th fac:thtate .the educatlonal act1v1t1es . . ‘
-+ . -of the School. SHP: admmlstrators will: (1) fac111- BN
tate the” vnteractlon of faculty and students 1n the
pursulf, of the School’s goals; (2) suggest, gulde and
present options in prlorltles %nd suggestlons ‘for KO .
change, (3) pI‘OV,’Lde the atmosphere and support ~for - . N
faculty and: students to, cont;.nuaﬂy ’c‘,larlfy goals; ™ P o
. (4), relate to the, SHP g’ovemlyng‘ f;ody concemlng their
performance of contractual expeqtam:les (slmllar to the L N
way in which, fac:ulty w111 relate to the admmlstratlon),
(S) become 1nvolved w1th all segments ‘of the School
. and commlnlty in establishlng pollcy, sett:mg prlom- . '
AN tles and developmg prog’rams and' (6) be the account-
"' able dfficers for .the School - for its management and ’ : o
N . ;“ 72 . . ". R . ¢
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' its continuing functioning ‘and support.

3

B. The SHP Internal Organization5‘\Struetufe and Function

The proposed 1nternal structure for the School of Health
Professions is illustrated in Figure 2

. The departmental organization famlllar to dental medical, and ..
other health professions schools will be avoided in SHP; departmental \
structure, " wherein each department has its own internal goals in re-

~ search and graduate training, would be contrary to the SHP goal of

providing education for the team de11very of primary health care.

Howeyer, the need for sgme administrative structure along pro- .

_fessional lines for the purposes of health -care delivery, research,

. +and graduate educat1on is recognlzed Hosp1tal and spec1alty groups )

aff111ated 'with the School will maintain departmental organlzation and

.1dent1ty Slmllarly, the affiliated research institutes w1ll maintain ~
their organlzatlonal structures organlzed around disease, organ, or °

basic science d15c1pl1nes. However, the internal - organlzatron of the
" Scheol 1tself will not be based upon a departmental strueture, SHP
'fagulty w1ll_be able to maintain professional, f1nanc1al, and academic

associations with pertinent departments outside bf the Sthool, while

worklng.ln a non- departmental arrangement within the School..

There are a variety of ways in which the faculty could be orga-

nized for advlsory and decision-making purposes. For example, the
_ various stages within the SHP curriculum (see Chapter 2) mlght be used,
as the basis upon which several committees could be developed

LI l

Another, more traditional, way would be to have one commlttee cons1s- N

ting of representatloneof basic scientists and of clinicians, Other

, possibilities would be to use organ systems or typical departmental

structures as the mode of faculty representatlon for -advisory and

-decision-making purposes. . )

The organlzatfonal,pr1nc1ple selected for the School is ne1ther
of the above; 1nstead the basis upon which faculty advisory and dec1- '
sion- mak1ng groups will be formed ‘will be the pat1ent-prdhlem modules
-Upon which the curriculum is based. W

A module committee, whose membérship will,be.composed of, and" ~

.73
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L FIGURE‘ 2 : .

PRD\POSED INTERNAL ORGANIZATION .
FOR A ©.
SCHQOL OF HEALTH PROFESSIONS -

| CHIEF
.  ADMINISTRATIVE
OFFICER

W ) EXECUTIVE

COMMITTEE

MODULE
PROFESSIONS . ) . -~ (PATIENT-PROBLEM)
COMMITTEE . . _ -~ COMMITTEE
’

STUDENT
BODY




elected by, faculty, students and educational personnel, will be
created; it will be responsihle for the development of instructional
materials, the evaluation and implementation of clinical experiences,

.interprofessional educatien, and the final student evaluation for the

respective modules. As considerable overlap of involvement in- the
modules being developed will exist; a formula will need to be
established to regulate the distribution’of faculty, students, and,
support personfiel on the module committee so that adequate and
appropriate distribution can be assured.

The professional 1dent1ty of* SHP facult)" members will be recog-
nized through the establlsh(nent of a professions committee, whose
membership will be composed of, and elected by, faculty from each of
the professions educated .in the School. The professiohs comittee
will be charged with specific responsibilities relating to health
care (e.g., handling conflicts over areas of professional responsi-
bility and authority). It is probable that both inter- and intra-,
professional .subcommittees will be forﬁied to deal with matters such
as licensure (and re11censure) of students and' faCulty, new. research
developments dr act1v1t1es “and employment conditions. The varioys'
administrative concerns of the faculty, such as space, support per-
sonnef\) travel, and changlng a551gnments will be handled through
the professions comm1ttee .

The professions.committee and the module committee will be the
prime source of elected representatlves to the SHP executive

T

committee. The executlve committee is the senior decision- ma.king and |

advisory body to the central administration. It will meet, at fre-

\
quent and regular intervals, w1th the chief administrative officer and -

others from the School's adm1n15trat;on. The executive committee will
set general internal School policy guidelines, in cpordinatien with
the chief administrative officer, and review and recommend appoint-

ments and promotiorig of both faculty and sfudents.

The third sour‘ce of executive committee members will be repre- .
sentatives from the facultY and student body who will be placed on the

© executive committee by general e1ectien For purposes of initial, dlS'
~ cussion, it seems that weighting the representation of various constit-.

uencies on the executive committee would be.desirable. (For example,

T 69D
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representatlves from the module committee, profe551ons commlttee and -
P ' from the faculty "and students could be distributed at 4: 2 1; thus, an
executive committee of fourteen members, plus the’ chlef.admlnlseratlve
officer, would be composed of eight members from the module committee,,
. four members from the professions committee and onerrepresentatlve
s each from thé faculty and students.)

The central administration has ngt been specified beyond the
chief administrative offiéer By creatinglabels (e.g., dean, asso-
c1ate dean president, vice- pre51dent etc. ), a set of expectatlons
is created as to the style ‘and, activity of these individuals.that may
not be consistent with functional needs of the School of Health

Professions.

Each committee {professional, module and executive) will 'have
both advisory and decision-making roles. The professions committee
will have decision-making responsibilities in health care, and the

v module committee will have decision-making responsibilities in
 curriculum implementation and interdisciplinary education.- The
executlve committee must establish with the chief admlnlstratlve “officer - .

e

-

a clear understanding of their respectlve dec1510n-mak1ng g§5p0n51b1l1t1es. L
It shall be the duty and.power of the faculty, ‘through its - '

elected representativgs on the executive, professional and module com-

mitfees; to’ recommend to the exequtive committee, and particularly to

the administration or chief administrative officer, management deci-

- sions regarding the pelicy, goals and organization of the School, the
welfare of its faculty, and the School's performance of teaching, re-
search, and service functions. The faculty shall formulate and
determine educational policy. The faculty and students shail also
formulate and recommend student admissions requirements, determine
criteria for student promotion, and shall recommend tc the SHP- govern-
ing body the granting of appropriate degrees

. From time to time, ad hoc or task force groups, prlmarlly of
faculty and administrators, will be created.to handle specifically de-
fined and critical issues for which consideration by the executive,
professions, or module committees would be inadequate or inappro-
priate. To prevent creating niéidity and excessive complexity in the
School's organizational structure, these groups should be disbanded as N
’ ' 76 '
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soon as they have accomplished their Aexpressqr purposes. ~ Such commit-
tees may be established and their membership detemined by the chief
adm1n1strat1ve officer, by the executive committee, by the profess1ons
committee, or by—the—module—emmttee Unless. an ad hdc group' s
spécific chatge logically precludes students every ad hoc group will
include one or more student representatlves

Y

v, GENERAL ACADEMIC AND A]MI‘NISTRATIVE POLICIES

* ‘When members of specialties, re'searchi)rgm'izations or patient-
care departments outside the School are assigned educational functions
within the School of Health Professions, their primary responsibility
will be the'education of SHP students; other responsibilities’and
duties will be of secondary consideration during the -time of assign-
ment. Each year faculty members of the SHP will negotiate the extent
of their respective time commitments and responsibilities and their
means of compensation with the School's chief adm:r.nlstratlve officer,
and with the director of the ;;rofessmns or module commnittee and
the chairman of’fthelr (external) pat1ent care or research department

if applicable. .

A faculty ember may first be recruited by an educational program
within the School or by an btltside patient;care or research depart-
ment. If recruited by an educational program within’ the School, he
‘may choose to have a secon&faﬁ“fy‘ appointment within the appropriate ex-

ternal department.
.¢ The School of Health Profess1ons has the respon51b111,t'y to docu-
“—ment, record, and evaluate 1ts educat10na1 plannmg and implementa-
tion. To this end, educat10na1 health-care and behavioral research
shall be mtegral parts of the School and 1ts first research prlorlty.
waever,_sgrentrsmiﬂr amajor interest in biomedical research will
also be encoJraged o become: involved in the School. "For example the
Institutes of Medicdl Sciences (IMS) are an 1ntegra1 part of the geog-.
raphy and atmosphere of Pacific Med1ca1 Center in San Francisco. If.
the - School were implemented at UOP/PMC, negotlatlons for time and
space (for biomedical\research) with the" IMS would be .carried.out hy
. prospective faculty members and by the chief administrative officers

77
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of the School and of IMS. (See Appendix 15 for g description
of the several institutions conprising the Pacific Nbdical Center
complex.) , . '

Faculty pollcy w111 conform in general to the statement of
governance of colleges and wniversities in the American Association of
University Professors documents and reports (1971), with the exception

of tenure. As traditionally applied, .tenure means continued support

of a tenured individual, regardless of his performance of duties; onlyh'

immo;'él behavior or program deletion are considered legitimate grounds
for dismissal. In the School of Health Professions, a faculty mem-
ber's continued emplc;yment with the School will be subject to annual
renewal; his employment will be renewed- automatically, provided that
he has met the contractually agreed-upon performance criteria (and
assuming the School's continued need for the skills and expertise of
.the faculty member). It should be emphasized that over the long range,
the demonstration of excellence and creat1V1ty beyond the simple
meeting of minimal performance criteria from year to year will be
expected. This approach is mtended to assure qual,lty perfomance by
_ faculty w1thout sacrificing freedom of expression.

To permit the _expression of a réasonably broad range of views by
those who will have to 'abide by the School's govemance, the writing
of spécific by-laws for the School of Health.Professions should await
the arrival of the initial faculty and administrators who will .
implement the School, and should be reviewed by students when the
School opens.’ R
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T Evaluation is particularly important for the SHP since many of

the School's concepts are éxperimental and dependent ‘upon systematic
Systematic procedures are described and

assessment of performance.
illustrated for evaluation of students, cun‘lculum, faculty,

. administrators, and the organizational structure. .
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(HAPTER 6 - . % :
* . s ¢ ) ) " - * . '
. - EVALUATION ‘
. .
o I. INTRODUCI‘ION ) ‘ ,
- . The evaluatlon system at any educatlonal 1nst1tutJ.on is one of ‘ <t

1ts most 1mportant components It is part1cular1y 1mportant for the’ ' vl
School of Health Professmns many of whose concepts are exper:unental‘ ’
and dependent upon systematic assessments “of performance )

The SHP defines evaluatlon as the prdcess of descr1b1ng some
person, process, event, or product and judging its worth with respect -
to an explicit or implicit standard (Stake, R., 1967) Such Judgments
should usually provide informatlon useful for decision- maklng. )

Some evaluative act1v1t1es occur informally as the student
proceeds through the program Evaluation experts have termed this
formative evaluation since it helps form the instructional program.
Students use the informal feedback obtainable from faculty contact and

practice examinations to alter their study habits and devote increased
time and.effort to aréas of deficiency- Faculty closely monitor « .
educational progr:ams as they wifold to discover where. faculty effort' ‘
needs to be increased or redirected, or where additional resources need

* - v

to be brought- forward. . . o . . .
At penodlc dintervals, it is necessary to make basic declslons
about students or programs which require -a more formal athenng and
we1gh1ng of evidence. These evaluations are called s tive™ .
. ‘evaluations. Since both the achlevements of "the students and the effec-
_ t1veness of the programs, faculty, admlmstrators, instructional
- resources and ‘materials 'must, undergo evaluation, the School will
, have four types of evaluation in progress at all times:,, ‘() formatlve
evaluatlon of students (2) formatlve evaluatlon of programs, faculty,
admlnlstrators 1nstruct10na1 resources and mater1a1s, (3) sumative
. evaluation of studernts; and (4) sumative eyaluatlon of programs, ) 'y
faculty, admlnlstrators, instructional resources and matenals. '

7/ * -
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1. PRELIMINAW EVMUATIVE PROCEDURES

Some prellmnaxy steps essential to an effective- evaluatlon
: pziocess have already been performed in the course of planning the
School of Health Professmns , and thlS report reflects some of them.
‘It is desirable that any mew program and any revision of enstmg
programs in health professions education be able to answer the following
‘ questlons ‘ ' '

.

-
N

° What are the program s goals and objectives in terms
of both instructional process and student pérformance?
e Are these goals and objectives approprjate and | '
congruent with the demands of the present hea.lth-eare '
system" | . - . '

e Is the edicational system that is planned to reach these
goals appropriate, feasible, and practical in terms of
cost-effectiyenees, the state of present-day knowledge
about Kealth«'-care systems, the organization of medieal
education, and the principles of learning? o

"> ¢ What assumptions are made. in desigriing the system?

o -What methods are used to test these assumptions and then
to modify the program accordingly? - , )
What data are to be collected regarding the program?

e Vhen should reassessments of the program be made?

How can mprovements and. changes in the program be made .

after it is, undexway"

. - III. PROPOSED FORMS. AND METHODS OF EVALUATION ' .

-~ A Introduction ’ L

'I‘wo evaluation biases should be made explicit to "the regdet. )
The fl!‘St is the need for frequent and agreed-upon feedback concerning
performarice, regardless of whether the subject is ‘students, :
currlculum, faculty, administration or orgamzatlon The second is
that éuch feedback is infinitely more likely to-change behavfor in
desired directions if the peopje affelted agree beforehand ‘on the
frequency and kind- of feedback and criteria mvolved "

&
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B. Evaluation,of Students

 The evaluation of studerg-ts will have three maj8r goals. The
first and most obvious will be ensure that each student demonstrates.
the competenc1es explicitly required by the School. The second goal
will be ‘to provide each student, with frequent opportunities to assess

. his own progress. The third will be to prov1de the faculty with

frequent evidence €onceming each student's progress. The second goal
should be achieved by virtue of the numerous self-eyaluations in each
module study guide (see Appendlx 1 for examples) and the third goal
should be achieved by 'v1rtue of the coonunications system described in
Chapter 7. Therefore, this section focuses on the first goal - i.e.,
assuring that the student. demonstrates the required competencies.

*  The, evaluation of student achievement ranges from informal nods or
words of approval to the certifying examinations found in each module

' study guide. The choice of assessment YeVice or procedure will be suited
. to the kind of competemcy being evaluated. For example, if recall

-

of knowledge were important to a.particular objective; a multiple

choice, true/false, or matching question format would be used since
these are most suitable for evaluating this type of/competence. If one
wished to measure a student's ability to apply m?onnatlon one could
select a Case Study Problem format, (Fleisher, D.S., 1972 for an

example, see pages 34- 36 of the Obesity ModyZe Study Guide in Appendix 1. )
If problem-solvmg or clinical judgment ig’being assessed, then one could
select a Diagnostic or Patlent Mahagemept Problem, (setlizr written or
computer simulations (Helfey, P.E., a’d'Slater _C.H., 1971; McGuire,
C.H., and Babbott, D., 1967; Williamson, J.W.; 1965 Harless W., et al,
1971) or an audit of the student's actions in patient records (Weed, L.L.,
1972) . For psychomotor skills (e.g., opthalmoscopy), non-written
simulations are appropriate (Arsham,' G., Colenbrander, A., and Shivey,

B., 1973).‘ Also, simulated patients can be utilized to evaluate
commmication skills. Various simulation problems are ‘included in the
modules so that students can gain practice and feedback in informal
settings prior to encountenng such problems m férmal certlficatlon .

_situations.
The achlevement of" at‘tltudlnal ‘goals can be measured in three maJor

[
ny S . .
< ]‘ .
hd I
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for~deficiencies. Thls can be done by faculty observatlon, infoymal

'e'ffectiven_ess of student- patlent-tfaculty interaction are examples- of
“areas to be studi€d. Data sources w111 include dlrect observatlon, .o .

PR - - - - . ;

-
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ways: by questlonna:Lre, through structured role-playing exerclses or

-

* through structured oral examinations. The major attitudinal assessments .- "

will be mde by faculty (especially adnsers) and by fellow students.

The evaluatlons in the School of Health, Professions will emphasize

appllca?aon and problem-solving much more than recall of 1nformat10n.
It’*sho l' - enphasued that in all tases, acceptable levels of

performance wir{ 'be predetermlned before an evaluation is conducted

This ensurés a criterion-referenced approach. A student 1E1ther succeeds -

or fa to demonstrate a particular levél of performance: -If he

he has the oppo‘rttmlty to repeat (ylthm 11m1ts) unt11 he is
able to demonstrate mastery . . .

1

c. Evaluatlon of Cnmculum - o ] . '\ N

’ ” g ’ 4 .

; It is highly de51rab1e to monitor the day %0-day operation of, the

currictum so that changes can be made dunng the program to correct .

discussions w1th students student quevonnaures, anfl analysis of

. student perfomance on practice qulzzes For the clinical, aspects of

the curriculum, data w111 be gathered from patJ.ent records and charts,

informal observatlons and patlent opinion. .
The major curricular components to be evaluated are the modules, ,

' both 1nd1v1dua11y and in the context of the full currlculw The

effectlveness of each module, 'the clarlty and appropriateness of
instructional materials, "and ‘the sequencmg and pacing of student study
are; examples of areas to be evaluated. Sources of ‘data will 1nc1ude

*student performance dunng each module and ‘Zh the c11n1ca1 muts, v ) .
. student atti tudes toward the instructional mateﬁals 1eam1ng . o

experiences, curricular organization, and faculty performance, and
faculty opinion reéard'ing ease of inplementation and student prqblems.

_ ’ghe e@cational corrponents of. the -clinical wnits are a second . P
major subject for curricular evaluation. The ease, eﬁf1c1ency, and

-

interviews, and questignnaires. . . , . .-
Practice proflies systematlcally derived from pat:.ent records
will prov1de current information.on changes in 1nc1dence or prevalence

’ v - o A ’ LN
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of health care ‘problems and d:Lagnoses Such changes qou.ld then be,

used to <pdate the curnculum . . -
At regular intervals ?e g, yearly), student faculty, and |/

administrative tepresentatives will review data on such joverall 1's_sues

as the following: = -
o Are the ong al curricular objectives. stlll appropriate? :
' ;‘5‘?@ . If not, wha changes need to be fade and‘why"
g,

e What evidence is there thaf thé students are accomplishing
' the’ ob'jecti, es? Is the evidence adequate or is more .
needed? - L C . d
e What do the students and faculty think of the-curriculum?
Why do they fegl the way they do? If-student or faculty
“cortents are not acted upon, why not? ) o +
o How U fective has the faculty been in plannmg instructien
and in’ relatmg”to students? o . . \ ay
Are the program goals still appropriate? . ) ) ' ’
Are the goals, objectives, and 1nstruct10nal methods At

y,

® o

still congruent" L N : o ..
imat- changes in the objectives,’ instructional procedures ' )

and evaluation methods need to be made in response to
_data from student performance and opmlon'?

e What new data nust be gathered?’

c./_

‘ . v

‘5‘ can demonstrate the requlred collective competenc1es*1n o reasonable

. perlod of time. . Beyond that, hewever, the School will gather data on

"L the expenence of its graduates in temms of placement and success in

1:he1r pra,ctlce settmgs and the extent to which the currieular goal ™
“of developing l}felong leamers is-being tulfllled

The measurable goal of the curriculup 1sd‘mpa1‘e graduates who ) J

-~

b

®-p. Evai‘t’zation of Paculty - ' ‘ " - . ) . -

7 .
' Assessmg faculty competence is a complex and controverslal task. . \
* Withs respect to a iaculty menber's educatlonal efforts, several \ v j'_‘ '
pOSSJ.bllltleS exist. The ultimate measure‘ is the amount and rate of . .
l.eammg of the students -for whom he accepts respon51b11)i . This may L

appear paradox1c’al in a school that professes to place the maJor bur’den .
- . - - ,84 ", 3 . .‘(\.‘ e
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l
-of respon51b111ty for 1earn1ng on 1ts students. The explanatlon 1s ] ]
that while it is the student's respms1b1,«11ty to 1earn, it is the .t s
responsibility of the faculty - espécially of the faculty advisers - to” '

1 i ’
guide and com';.sel students to leam more efficiently on their own. ) N
Faculty respons1b111t1es for fac111tat1ng student leamning are spec1f1ed
in a faculty performance proflle (see Chapter 7). =~ -\ ° ’

_ Other mdes “of evaluat;mg fatulty educational efforts 1nclude the
. followmg 1) student feedback malnly 1n the fom of questlonnalres,
(2) anal)'51s of t.he amowunt of time spent in educat10na1 act1v1t1es )
] (admsqu, individual and small- group teaching, creat:.ng -module study
guides, and service on éducational cormuttees), and (3) analysis of the . -
} quality of these educat10na1 endeavors. It is mportant to emphasue
that' teaching will not be evaluated on the basis of comparison with an -
ideal, because :chere is no_ one best way to teach. Rather, there are
many educational styles and methods which, ultimately promote learning, .
and: each faculty member will be evaluated individually, in ‘texms of his  -..
ab111t1es to’ manmlze his strengths (and minintize his weaknesses) in ‘
‘ a551st1ngf students to achieve th1er 1nd.1v1dua1 leamlng goals

.

expedi tiously.
A faculty menber's research will be evaluated by those of his peers E
who are quallfi‘ed to perform such an evaluatlon. The pat1ent care . '
activities of the faculty ‘cén be evaluated in much the same way that
was . suggested for students - i.e., by means of pat1ent care record-
audits. ‘Patient interviews, and p0551b1y patlent cenpllance studies, -
can also be used. :
Faculty reappomtment;, promotlon, and salary increases w111 be -
based upon an. 1nd1v1dua1's satlsfactory progress in the course of )
frequent feedb*ack of evaluative information. To the greatést extent ' .
. .p0551b1e, faculty eyaluation mst be. conceived of as a p051t1ve method
. of enco'uraging and‘gui_ding indivi% to improve the1r educatlorral
. effectlveness, its potentJ.al for,being -regarded or used in a pejorative "
Aor pth.t:Lve way should be avoided . For the system to be 1np1emented
Jin this splrlt.requlres ‘that the School make ava11ab1e adequate , |
resources: (e g., inrservice tralnmg) to enable faculty menbers’ té ce
", improve’ the1r performance in accordance w1th <the feedback and direction
they receive in the, evaluation P /ocess

v L
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E. Evaluatlon of Administrators - , .

3

Admlnlstrators in the EHP are concelved of as fac111tators and
' coordmators Therefore ‘wherever possible, the ‘specific respon51-
b111t1es "of each admmlstrator will be deflned in an 1nd3,v1dqa1
performance ‘profile (see Chapter 7). Each profile will contain state-
ments referrihg‘to the timing, frequency, and criteria for the review . .
( of the administrator's performance; these reviews will provide feed- n
back to the administrator and become springboards for corrective
actions'on his part. The reviews should be available to those“ in the -
School 10 whom the admmlstrator is u,‘ltlmately responsible and

'accompable .

.

F. Evaluation of Organizational 'Structure e j . .

o

. A review mechanism will be incorporated into each é“rganiza'tibﬁal ’
mode utilized in the School. - For’ ‘example, suppose' an ad hoc growp: oo
1s given the task of defining a senes of problems, putting them 1n RS .
pnonty order’ and- suggesting optlons for. thelr.solutlon In the L ,
formatlon of such a growp, some written Statement should be made ’ T
'regdrdlng review of ’the arou work (i.e., the fiming, frequency, and : ’
criteria fer~the review). Thi 5 philosophy will’ be applied to as many.'
organlzatlonal arrangements as posnble :

.
- M «

These orgamzatlonal reviews are unfamlllar to many and/may prove
sdifficult to 1mp1ement at the beg1nn1ng " A organizational develop-
! ment -consultant, hired gver a six- “month to .a-full-year pe'riéd to work
7 with “the School's 1n1t1a1 faculty and admmlstrators might prove very |,
' helpful in creatmg these organlzatlonal reV'Lew mechanisms, His
assmtance“ﬁould be best rendered before the School opens. The
. consultant s 1nvolvement with the School should be ‘extensive enough
to ensure his famlllanty with its objectlves and the continuity of hlS
advice, but not.so frequent or éxtenswe that he loses his out51de,

-

objective pefspective.. . . : A

’
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) CHAPTER SUMMARY, - ‘

)
’ - A

A -comminications system that specifies the flow of information

\between and an‘roz;g the peoplé invelved in the School is dutlined;
There are three basic kinds of information - administrative,

Instructiorfal, and evaluative = that are useful to administ.r\ators,
facu‘ltg_, studefts, and/or non-faculty practitioners. - The Chapter

describes these'.thrée kinds of information and the ways in which
they will be utilized to maintain and improve, communicatipns .
witAin the School. A .7

. i . . :
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CGHARTER 7 . '
COMMUNICATION SYSTEM - ’
8

I. INTRODUCTI

.

For the.curriculum and associated evaluation system described in
the preceding pages to Gperate, relevant administrative, instructional
and evaluativé information must flow to and among the people involved
in the School. This chapter describes the functlons of the people

., (administration, faculty, students, and outside practitioners),.the
kinds of information involved (administrative, 'instructional, and '
evaluati\‘/e),v and the commhicatibns system which allows access to this
information. Systematic advance planmning of the flow of information in -
the School should increase the likelihood of having a good commmicatiord
system, something rarely achieved in most health professions schools.

I1._ PEOPLE: _ AIjNIINISTRATION, FACULTY, STUDENTS, PRACTITIONERS

A. Administration <

The -roie of the School's administrators is to facilitate the
educatlonal, ‘patient-care, and researth activities of students and
facully. The administration will develop, and maintain an admlnlstr@tlve
system compatible with an malmdual d curriculum. This implies the - -,
need for administrative representatlves to be actlvely mvolvedan
curriculum planning, as well as in’ continuous commmication among
studehts, faculty, and outside practitioners. * ‘ ‘

v/

B.  Faculty ) ' ’ g I
‘ The faculty of the.School will function in at least o;e of three" :
major roles: as admsers, as resource ‘faculty, ¢and as pnmary—care i
clinician teachers and practitioners (see Chaptér 3). The ad\nser is
respon51b1e to hJ.S individual student’ and td an intra- and/or inter- oo
professmnal team. - The a4v1$er is the student's maJor resolrce as he . Coa
progl)e’sses through each module.  The TesQurc faculfcy gf the Sch'oo_l

« . , . » 14
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‘(e g., basic scientist "Sehavién"al scientist, clinical specialist, and

clinical sc1ent15t in any profession) is conpnsed of content experts

whose respon51b111ty is to facilitate the student's acquisition of -
~ specialized skills or knowledge in any given discipline., The pri 31- -
' care clinician faculty deliver and teach patient care within the School,
and supervise- students delivering care.

C. Students ) a PR

The student's goal in the School is to become a competent.health
professional. He has responsibilities as a self-directed leamner and as
a team member. His relationship with his adviser is of particular
importance in his educational experience With the adviser's help,
~ hewill progress through his educational program and gradually develop
) . the skills of an independent leamer. As he does, he will be able to
select and pace his leaming experiences, evaluate his progress and
‘id‘éntify deficiencies. When the student feels he is ready to be
certified by the School in ‘a particular performance area, he can
schedulé his examination and evaluation time with his adviser. LT

D. Practitioners (Non-Faculty)

This group is to cogsist of graduates of the School, plus -
o gradua‘tes of other schools, who are involved in coniinlﬁng educatioxf at
l SHP or who are providing feedback about the health-care system and i
patient needs by means of conducting self-audits of@atlent records and
of maintaining préfiles of their practices. These two npchamsms will
provicie SHP with the data needed to maintain a curficulum that continu-
ously reflects current health-care pl:oblems and needs.

ITI. INFORMATION: ADMINISTRATIVE, INSTREUCITONAL, EVALUATIVE

The. data accessible ‘to faculty, students, practitioners, and
adnumstrators are categorlzed as administrative, 1nstruct10nal and
evaluative. Because of the extensiveness of the desired commmication
system, information will be made retnevable through computer terminals

L . : ,
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A.__Administrative Infoymation

trachtlonaI methods such meetings, memoranda, and bulletlns In

addition, two computerlze data files will nake certain kinds of

administrative 1n_fonnat19n \available to those involved in the School. '~

One of these files will provide operationap data, including

organizational, fina’ncial,‘ managerial, and other infarmation apout

the School. The other file will provide health manpower information, '

such s educational requirements, employment opportunities, job

descriptions, and salary ranges for the various health professions. ’ -

— Some of the gdministirative miq%mat;on will be disseminated by

‘This information will i<eep the School apprised /6f changes in health
manpower needs and will also be available to assist students.

"8, Instructional Information . -

A'library/leaming resources center will house most‘of the ‘ .

instructional materials, indexes, and catalogs_*(e.g., of curricular
problems, tasks, and learning resources) needed by the’ students, facﬁlty,
and educational _support staff of the School. Information essential to
the curriculum of the School Will be available through annotated T
learning resources catalogs, which list the avallable instructional

*;eeourees and mternals and indicate “their 1ocat10n Instructlonal .
materlals per se may or may not be computer-based and will 1nc1ude
textbooks module study guides, other self-instrictiomal units, °
simulations, descﬁptions of clinical-experiences with patients, and
films. Computer-based materials. can be obtained locally or.made hd ) #
, available through the Lister Hill National Network of Biomedical .
Commmication. It is the 1ntent10n of the School of I—(ealth Professions _4'
toutilize existing educational materlals whenever appropriate and .

'~ available. o 7
) . \ . <y * ¢y

4

C. Evaluative Infonnatlon

Much- of the evaluation matenals w1,11 also be hot.sed ih the 11brary/

learning resource center. EvaIuatlon materials will includg smula‘tlons
~df health-care 51tuat10ns and forms for recording éhrect observatlons,

* " as well as written and oral examinations. The module-study gu1de 77 *

o4
<

o

*See the followmg ,@ﬂrapter for a dlscussmn of the relatlonshm of the
| various catalogs to the -module study, guides. *
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catdlog will be orgamzed according to patlent problems diagnoses,, T

cand certain other functional areas (e.g., general offlce procedures) T
Bach module study guide includes self-assessment and f1na1 certlfacatltrn 1
materlals (see Appendlx 1 for sa:rple study guides) .- C‘ertlfymg

examlnatlons will also be indexed and retrievable independent of ‘the y
study guides. R A L

. There are several hew and distinctive components to the Evaluatlon -
Infomatlon files: '

. -

4

e  The performance profiles (students faculty, adnumstrators) A
perfonnance profile describes the respon51b111t1es of each student ’
faculty member, and major administrator. ' Based- pmmanly on the module
study guides, each student will have a performance profile that
identifies the degree' of proficiency to be demor;strated before receiving
d degree or certificate in his chosen profession _from ‘the School. The
student uses this profile to direct and pace his own learning experience.
Feedback from a variety of self-evaluation instruments and 'teéhniques ,‘
as well as from peers and faculty members, will -help him to assess and
monitor his progress

Bach faculty menber and adpinistrator also has a performance °
proflle These profiles, are developed Jomtly with those respon51ble

L]

) for his-hiring as part of the contract, and are modified over time.

« ¢ An adviser's perfoymdnge profile will specify tasks related to involve-
. ment with students. A resource fac:ulty member's proflle will malnly
reflect tasks related to the “content areas for which he is respon51b1e
A prmary-care clinician facu.ltykmenber s performance proflle will
descnbe patlent care “and student-supervision responsibilitiés. The "
administrator profile 1dent1f1es tasks related to managerial and
organizational responsibilities. The performance profile varies w1th
each faculty member and administrator and changes as his I‘GSpODSlbl,:!.ltles
are altered. = ' : :) ’ ; ' e

o + The self-evaluation charts (students, faculty, -administrators), .°. '
Each.ég.umm will maintain a'self-evalulation chart composed of the )

self-aSsessment sectiong of the study guides, and other areas listed in .

his performtance profile; the information will be proprietary to the

individual. F’I’he results of every self-evaluation session will be
. ‘recorded on the chart. This allows the 'student to evaluate the skills

L] 3
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in which he must demonstrate competence to monitor his progress. through  _ . _ __
his educational program, and ‘to determine when he is ready to be
certified in a partlcular area. ' : .

A s1m11ar self-evaluation chart will also allow a faculty mexrber or
adm1n1strator to evaluate h1s own competence systematlcally in the’ L
tasks specified in his performance- profile, and to correct any
deficiencies. This system helps to ensure ‘a high level of performance.

Similarly, a (non-facul /) pr \tit'one may keep performance
profiles and self-evaluation charts regard.mg his contlnulng edycation
and medical audit activities. . o : -
.o The certification gchart (students). Each student will have a '
cert1f1cat10n, chart, which lists the obJectlves he must meet in order
to obtaln a degree or certificate fiom the School The objectives are
1dent1cal to the Student's performance prof11e but the ‘certification
chart includes h1$ performance records.” With the certification chart
the student can moni tor h1s progress: throughout his educational Jprogram,
The chart 1nd1cates areas in which he has been certified, thgse in
which he has attempted unsuccessfully to certliy and those not yet

* .

attempted : . . .
.. «  The time“effort chart (students) The time-effort chart will
’ _tell ya student how much’time and effort he has expended as he progresses
_through the curriculum. This informat'ion will be re'corde_d and available
/ + in both His self-evaluation and certification charts..
" e A Eractlce profile (practitioners). Prpfessmna‘l Feéalth; Care
providers who are affiliated with the School will maintain Andividual
practice profiles, which will prqvide an analysis of their practices in »
terns of the kinds of health problems seen most frequently. A
practice profile will include such information as the sociological ,
background of pat1ents thg setting in which patients are encountered, .
and the patients' presenting conplamts and diagnoses. This kind of

. information will be reviewed perlodlcally and used to make changes or ~
Ay

-~

modifications in the curriculum. ~ .

e Curriculum information. Data to provide an 1nd1cat10n of
how well the curriculum is functioning will be kept 1n the evaluation .
infonpation files. The data include descriptive and evaluative . .
informatidn about the curricular design, the process (e.g., l'eﬁgth of

s

) “" '.
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tme requ&red to cenplete—a—ew&eular meclule¥h and the outcome (e £,

" the number of students certified in a given module).

IV CDMW[NICATIONS SYSTEM: INTERACTION OF PEOPLE AND INFORMATION -

A giomputer system will make: it possible for the people in the
School "to have access to the available information. The data w111 be,
- stored in a School of Health Professions computing facility and will be
made avixi lable through strateg1ca11y located conputer terminals. The
system \;nll also have access to educational materials stored in other'
health selences computing facilities throughout the country. = 1

Table 1 indicates each individual's degree of authorized access
to both computerized and non-computerized information available in the
School's data bank. Access is defined in te'rms of the ability of a_ .
particular kind of personnel either to view or to change' the data in R
the various files. For example, the chart shows that a faculty menber
has wnrestricted access for v1ew1ng all data in the health manpower
file found in the administrative information section of the data bank
" However, he has rio authonty to make changes in this data. As
another example, a student can only v1ew and change part of the self-

evaluation file - namely his own. , '

The logical flow of computerized information among ednlinistrators,
- faculty, students and practitioners has been developed and is
described in Appendix 6; a flow chart details how the commmications

system can be used to v1ew information in thes files (consultatlon mode), .

to assess and judge (evaluatlon mode), and to change or update °
information (file maintenance mode). :

Thus, important data will be available systemtlcally to those who
need it fer planning and decision- ma}<1ng within the School. The
expliciteness‘of the system should facilitate clear commmication and .’

al,low*appropri.ate changes Within thé system to be made with relative ease.

—
~
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TABLE 1

-

g

INFORMATION - INDIVIDUAL ACCESS AND AUTHORITY —
FOR A SCHOOL OF HEALTH PROFESSIONS

"r
INFORMATION AIMINTSTRATION | FACULTY STUDENT PRACTITIONER
. View Change View- | Change View Change View 01angg_
ADMINISTRATIVE SECTION ’ .
Operational Data All All | Part ‘| None Part None Part None
Bealth Manpower Data All All All None All None . All None
HSTRUCTIONAL SEETION ! ' .
Leaming Resources " .
| Catalog All Nons {111 Part All Pa.rt All Part
Task -and Problems
Catalog * All None. All Part. Al Part All |* Part
Instructional ! :
N tooials LAl None \\ Al | .Part mp | Part | Al Part
:VALUATION SECTION b - \ j ‘ 3
Module Study Guide - ; :
All ‘Part All P No All Part
+ Catalog _ R . art ALl = ) 'P
Evaluation Magerials Al | “Nome A1l Part All Part Al Part
Performance Profile af | Part {-m1 | Part | Al | Mone | Al | Part
Self Evaluation , - °
Self-Dyaluation | pare | part' | Part | Part: | Part | Part | Part | Part
. Certification Chart 'All None All Part All None e All Part
Time and Effort |y . | Nne | part | Part | part | Part | Part | Part
Chart Lt - >
Practice Profile M1 | Nme | ML { Nme | Al Nohe | At | Part
Qurricul Braluation | iy | None | Al | Part | AL | Neme | A1 | Part
N .
s . ] i t
ST ecess - ) " Authord ™oL
" AL - Ungestricted ) VTT.W'_SZ , e
"PART - Restricted * CHANGE .
NONE - No access
L] { . ~
- (\ ~
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CHAPTER SUMMARY ' .
] . .
. This chapter and the related appendices outline and.discuss the
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steps required to develop the full curriculum.

These steps inglude-

systematic methods for'identifying and updating the patient problems

. and professional tdsks and creating the module study guldes. a
cost-effectlve approach for the. development of each study gulde ’

]
,centered around a Qne-day workshop,:ls described. v
A
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CHAPTEI'S - ,
DEVELOPMENT OF THE CURRICULUM ~ .

Tt 7 7TTIC T INTRODOCTION

The primary feature of the School of Health Professions curriculum
is the use of module study guides based‘upomenq)'irically derived
patient problems and professional tasks. The module study guides have
been described earlier; they include specification of tasks and the
performance objectives related to the tasks, of specifie faculty
available, of appropriate clinical resources, and of evaluation criteria
and materialsy and include references to textual.and/or self-instructional
materials. Three prototype modules have been prepared to guide and
refine the steps needed for full curriculum QeveIOpment. (See Appendix 1.)
A curriculum organized around high-priority health-care problems
can provide a student with basic biomedical, clinical and sociological
. knowledge, and the moti‘vation for continuous learning. In effect, the
student acquires necessary knowledge in the context of health care
problems rather than in a form,that must later be independently
integrated or g¥&Pacted for applicability. The curriculum stresses a
general approach"to problems and problem-solving, not simply the
soluttens to the specific high- prlorlty problems chosen for the modules.
To develop the curriculum, several steps are requlred

o Health care problems for each of the professmns educated 7
by the School must be carefully identified by a logical
system that allows for updating and revision. These
problems are the focus of the clrriculum content, but they
do not exclude addi tional problems and situations (e.g.,
general office procedures, patient audit). '

- o The professional tasks needed to deal with the specified
' health problems must be identified and, like the health-
care problems, continuously .updated. :I'hose professional
! functions needed to accommodate anticipated future health- -
carg delivery needs will dlso be included.

84 S

97 .

—

e el ———— bt A o R T Y A e A




" : - - hafiiand
o o
- .
1 T -~
M Pra h ‘
. S |

f

o 'Module study guides, based uopn problems and tasks, ‘must .
1 ‘be developed and the acconpanying learning and evaluation
. resources must be acquired or developed. The study guides |,

and armmamnno m.tenals_mclude_the_sqeau&c,_clmcﬂr

- = -- ———__ . humanistic, and sociplogical information basic to Wﬁ,“ e

- ) - 9

the variqus professions, as well as the backgrownd related

Jto the commmication and self-learning skills that are

integral to the School's curriculum. The content in the

module study guides can be cross-referenced in a matrix -

of basic and clinical science categories,- in order tg ‘
demonstrate the comparability of the content in the SHP N
curriculum to that.of standard curricula. )

' II. BACKGROUND - N

/

_ Early planning for development of the School of Health Professions
. curriculun was based on the possibility that students ‘could leam /
about one health-:care'problem or professional task at a time (e.g.,
a student might decide to study the task "examine eyes with ophthalmo- )
scope," outside of the context of amy particular problem), These =~ *
problems and tasks were. to-Pe, catalogued and cross-referenced, so that
it would be possible for a student to determine which tasks were.
 particularly relevarnt to particular problems, and vice versa: ’
N ‘ Additionally, a student could consult the problem catalog and discover
* which other categories of health professions students in the School
were involved with that problem and identify the particular task and |, T
responsibilities of those particular students. For the student to learn
about the particular problem or task, he would consult the 1earr11ng
resources catalog for that particular problem or task.

‘ The learning resources catalog was a precursor to the development \
of the module study guides. In substance, a page in the leaming ' -
resources catalog was like the skeleton of a particular module study
guide. The catalogs have been de-emphasized as curriculum development -

. proceeded, being replaced in large measure by the module study guides.
- . Appendix 7 gives examples of the various kinds of catalog pages that
' * were considered. ) .

: " ) - - - » Tt
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The module study guides have solved several of the deve.lopmental
and operational problems associated with using these catalogs,
particularly for the professional tasks (See Appendix 8 for a

—_—MWMMMJ}AMMW the
___#WWI@_‘JM been clustered into one
problem-oriented study guide, This resolves the ''clustering problem"
discussed in Appendix 8 and provides an efficient use of student and
. faculty time and resources. It does place some restriction on the
student's seqflenc;ing of learning particular tasks, but preserves the
option to learn about the problems in the preferred sequence. The use
of study guides as the curricular organizing principle produces some
additional benefits. The module study guides explicitly describe the
learning experiences /and evaluation methods and place them in a’
desired sequence. This description and sequencing facilitates efficient
* planning for use of resources. The study guides should also prevent
certain potential problems of curriculum implementation. For example,
faculty disputes over "time'' or ''coverage' should be minimized, since
students will learn to select what they need from the multiple "

<«

resources specified in the study guides.

I111I. MODULE STUDY GUIDE DEVELOPMENT

Prototype study guides were created for three patient I}r;oblems/ \
diagnoses: obesity, diabetes mellitus, and hypertension. (ThHe study
guides appear in Appendix 1.) They were created in order to, examine the
feasibility of using problems and tasks to develop modules, to study
the method of development to judge the utility of the study gmdes,
and to provide exp11c1t examples of the SHP .curriculum. ‘

" The follow1ng discussion reflects the experience galned durmg the
: development process A more detalled explanatlon of the de\relopment of

' the threé:sample study guides is presented .in Appendix 12

pa A, Identification of Health Caire Problems

The method for identifying health-care problems and for determining
, problem priorities disc¢ussed in Cﬁapter 2 is feasible arid desirable for
| curriculum development. In fact, the use of anbulatory-care records

>
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and patienf-prOblem data! fof educational purposes s has been suggested and
supported by other health profession educators. (Lewis, C.E., 1973).
- However, useablerand re11ab1e héalth-care data covering the frequem:y
- eﬁdatagm::,e.s,—p;eel;lem1 ﬂéeeﬂp—lm requiredw ‘Mjﬁr—d‘lfflﬂlltles
in existing data are mcons:.stencz.es in coding among different providers, ---——1
and limjtations of the eqding system itself - such @s inadequate codes
for patient complaints, Symptoms, or family problems. Howeve'r, groups
are beginning to expaﬁd the coding systems to mclude these categoriés
(Froom, J.4 undated; McFarlane, A.H., 1971).

To prevent the problem lists‘from'becoming obsolete, patient-care
data from the: School of Health Professions clinical wnits, as well as ~
from other health-care facilities, will be regularly reviewedand
analyzed by experts in each problem area for new or changing health-

care needs.
In additjon, it is proposed that the graduates of the School of
. Health Professions maintain updated practice profiles reflecting the
: health-care prbblems faced in their everyday activities. Other health
professionals in primary-care settings dlso will be encouraged to
_ provide the 'School periodically with lists-of the patient health
problems with which they are confronted. These data can provide a .
comprehensive list of probleme reflecting a particular practice profile.
The commmications system described in Chapter 7 has the capacity to
store each of these practice profiies As any reported profile is fed
into the computer, the system can store and display these data and fiag
> significant changes within each practltloner s profile. The system can
".also flag changes in proBlems common to the profiles of several e
practltloners Pemodlcally, the flagged reports from the computer will
be reviewed to evaluate changes in problem/diagnoses frequenc1e§1 and to
determine the dlfferent tasks reqmred to deal with the new problem
proflles; This 1nformat10n w111 'be used for mod.lfylng and updatlng the |
‘curriculum, as well as for continuing education programs for
prac’éitioners. o

. B, IIdentification of Professional Tasks

There are many groups engaged in systematlc comprehensive analyses

160
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of the tasks currently pefformed b'y health professionals (Gilpatrick E.,
1972; B.H.M.E., undated; UCLA Division of Vocational Educatlon 1972;
Golladay, F., and Smith, K., 1973). In the development of the curriculum

. and ‘the three prototype modules, the most extensive sources of task

- ". ,

data were Technomics, Incorporated (McLean, , Virginia),the Health Services

Mob111ty Study (HSMS) (New York City), and ‘the-American Association 6f
Medical Clinics (Alexandria, Virginia). Orlgmally, Technomics , -
developed and pronded the ‘SHP planning staff with a matrix of tasks J
performed by the categories of .professionals to be educated in the
School. A representative excerpt of this matrix and a 51mp11f1ed
listing are presented in Appendix 9 Attachments I and II to the 1973
""Report of a Feasibility Study ; for a School of Health Professions"
(University of the Pacific, San Franc1sco) present the complete
matrices and are available upon request.’

—-The early experiences with the.Technomics tasks (see Appendlx 10)
provided substantial insights into the use of tasks for curricular
development. Subsequently, '"task descriptions' and 'extended task
names'" developed by HSMS have been used, as well as tasks from the
American Association of Medical Clinics. Examples of the HSMS task ’
descriptions and extended _task names ‘are included in Appendix 11. The’
HSMS tasks were derived prlmarlly from work’ done in a primary ambulatory
care clinic that used a team approach for care- dehvery. The American.
Association of Medical Clinics tasks were deve10ped from a large group
practice and are similar to the original Technomics tasks.

¢

C. Developing The Module Study Guides

Once the health-éare problems, the professional tasks, and the

important communication and self-directed learning skills are identified,'

the study guides can be developed. Development will be rendered

"substantially easier by the current efforts of other health professions

schools to detvelop, classify, and evaluate instruttional materials.
This kind of deye_lopment 1s also being undertaken by the joint
Educational Materials Project of "the Association of American Medical
Colleges, the Amer:ican Association of Dental Schools, and the National

" Library of Medicine/National Medical Audio-Visual Center (National

.71'08@ -
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Library of Medicine,1974).
Development of each study guide will be carried out by 'a team of
content experts (e.g., bg’.omedical scientists, behavioral scientists,

clinical scientists, and administrators, as appropriate to the problem),

~ primary-care practitioners, and educational design speciaiists. The
bulk of this development will occur prior to the School's opening by
teams of full-time faculty and consultants. ¢
Once a problem for a given module has been selected, the collection
of tasks from the data bank will be reviewed one by one. The initial
task-selection process can be carried out by staff supervised by an
appropriate health professional with knowledge of the particular
problem. A task is selected from the pool for inclusion in the module-
if it meets the first criterion below and af ‘least one of the remainiﬁg
. ‘three: ) ' ' "‘\ S o
o - It muat be adm:nlstratlvely feasible to leam the task
in this, particular module,and
e The task must be critical to patient outcome for this
particulark'problem ees OT ‘ '
e The task must be specific to, or uniquely important for,
this particular problem... or ‘ .
¢ The task must not be more appropriate to a different

high-priority problem.

a Taeks to be used in other study guides are choselji from those remaining

in the'pool. L. . ’
Followimg identification of the tasks, performance objectives for

each task will be written, specifying the kind of performance that’the
student is expected to learn in order to demonstrate his compe'tence in
that particular task. The reader is Lz;_eferred ‘to the study guldes
presented in Appendix 1 for exanpleg,. Writing of performance obJec;’cives
will be carried out by the primary-care practitioners in conjunction
with the educational design specialists. (As a trial, one of the proto-
type study guides was developed in large part without using tasks;
instead, performance objec’tives were developed directly from the
problem. This is discussed in Appendix 12; see,also, the footnote

under Section IV in Chapter 2.
102
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Once the tasks and performance ocbjectives have been de\;eloped they
will be reviewed, refined, and rewritten 1nd1v1dually by the cohtent
experts and by the prlmary-care prac‘tl.tloners In addlmon, omitted
tasks and obJectlves w1ll be added, and mappropnate ones w111 be

deléeted, based on the opmlon of the reviewers, i

The next step will be creation of the stuay guide by those primary-
care clinician- faculty who have mﬁJor responsibility: for the particular
module, working in consultationl with the educational design specialists
and the content experts. This group will outline and describe the
learning experiences and evaluation procedures needed, to achieve the

~ 7 performance objectives. Once‘a first draft of the study guide has been
developed and distributed to all those involved, a one-day workshop.will
be held. The primary goal of this worKshop is to refine the study
gmde ‘and Tesolye_any.. controvers:Les among- pnmary care practltloners and
content experts, Additional content experts, or pnmatly-care practitioners
and students will bé invited to thls workshop for their input. Based
on the workshop, the faculty with primary responsibility for the module
and the staff will make the suggested ‘changes and prepare the module

Any additional development of evaluatlon or audio-visual

™ materials will also be completed at this time. Listing and cross-
referencing of the tasks in the module can then be wndertaken for the
development 'of the task and problem catalogs |
) This cycle will be repegted until study guldes have been develOped

' . for all the high~ prlorlty problems and dlagnoses.t Most of the relevant
tasks will have already been '1ncorporated into the appropnate patlent-
problem modules. The remalnmg' tasks may themselves form additional

. modules (e.g., admlmstratlve‘ skllls, reco,rd%eepmg skills).

In developing the dlabetes hypertensmn and obeslty study guides,
it became apparent, that. there were certam skills that would very '
11kely be necessary as prerequisites to any of the patient-proflem
modules. Prelimina;y experienoe'wi'th this developmental process suggests
thaf when the initial critical mass' of :E-acu]ety arrive (during the’
School's Development Stage - see, Chapters 11 through 13), and begin to
develop the curriculum, it will be important to agree at the outset on
a standard age-rrelated da’ta base that will be collected routinely for /
all patlents Then history- takmg and phys1ca.1 examination study

) | ’ 1 G\d .
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= ~or1ente“a' patlent record and oh how m-m‘cﬁﬁﬁm“ty o

_problems, a discussion of _the workshops held in connection with each of i

! .
&

SR ) . ' \
guides based on this standard data base should be developed for medical
and dental 'students, along with a general procedures study guide for

héalth care coordinator students. In addition, it will be desirable to

develop module study guches on how to prepare and maintain a problem- )

st

care.
The experimce gained in cieating each of the t"riree initial module

study guides is described and analyzed in Appendix 12, whose contents
include tﬁe rationale for the selection of the three initial pdtient

the modules, and a description of how primary-care and content
§pecialist consultants were utilized. ‘

.
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: ; CHAPTER SUMMARY
'Tbe support and participation of a broad spectrum of health
professionals was actively sought during t%e course of the present
feasibility study at UOP/PMC. The means utilized, including initial
commu.nicat.iops, review/preview meetings, more formal meetings, and
the development of a local Task Force are described and evaluated.
. An assessment of local support is included.
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N INVOLVWI' OF HEALTH PROFESSIONALS .
v IN SHP PLANNING

I. INTRODUCTION

Frbm the outset, the SHP Plamung staff recognlzed that the active
part1c1pat10n and “suppdrt -of a broad spectrum of national and local

“health professmnals were essential to the School's planning and im-

plementation. Individual health professionals and representatives of
pertinent ‘professional, educational and govermmental organizations

" could make crltlégl contributions into the School's design and provide

advice and asslstaixce in meeting the standards of accredltlng, Iicens-
ing and funding institutions. . ‘
This chapter discusses the ways in which outside health profes-
sionals were involved in the planning process, both generally and with
régard to a School that would be located, specifically at UOP/PMC.

% . TII.” INVOLVEMENT OF LOCAL AND NATIONAL
’ © . HEALTH PROFESSIONALS
“A.__The First Year of Planning (Sumer 1972-Fall 1973) .

[

" From the Ppeginning, the planning staff encouraged outside health
professionals to participate in SHP planning activities at whAtever
level they wished. During the first week of the project (late swmfef 1972),
the SHP staff met with a mmber of health professionals in the '

* San Francisco area who had expressed interest in the proposed School

It became clear that the extent of interest and copmitment by these
professionals varied, dependlng upoh. the amount of time ayailable

to them and the extent of the School's potential impact upon their re-
spectrv/ professions. A small mmber. of individuals both from with-
in and outside the UOP/PMC complex (see Appendix 15), were very inter-
ested in the concept of the School and became directly involved in
planning and decision-making, often commiting substantial time and
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energy. Other professmnals expressed interest and approval ) ‘

of the SHP concept and planning, but did not involve ‘theinselves
«directly in plannlng activities; these individuals expressed acdesire
;\. ‘o be kept informed of the planaing staff's progress.
The staff also"recognlzed the need to J.nform, fand where appro—
" priate, to involve in the planning, representatlves of various nation-
: al, regiopal and state professmnal sot1et1es, federal and state
; fundlng agencies, private foundatlons, and the Callfornla State
Leglslature ahd the U.S. Congress. -
, The goal of the p1ann1n§ staff was to establlsh a commmication
" flow that wotild result in a continual, productive mteract;lon among
the above kinds of professmnals and organlzatlons concemlng the
design and implementation of the School. The plahning staff . estab-
lished severdl methods for creating this ideal situation: weekly
review/preview group se551ons in which the most actively committed
and ifvolved group of health professionals could participate; meetings
. and personal contacts’, primarily with local health professionals and
“health professmnal groups; 1str1.but10n of reports on the SHP and its
progress (including ‘the 1str1bution of the mimites of plamning ses- )
sions); and group meetmgs ‘with the health pmfessmnal faculty and ' .
staff of the University of the Pacific’ ‘and Pacific Medical Center.
Most of these methods of commnication and participation were used
throughout the course of the SHP planning and feasibility study.

.

Initial Commumnications with Health-Profe‘ssmrials The plannlng
staff recognized the importance of establlshlng and malntam:mg contacts
with representatives of a wide range of health professions, especially
until such time as the specific categories of health professionals to
be educated by SHP were established. The QbJectlves of these initial
contacts inclitded: . _ -

e Informing professionals of SHP plans, obtaining their

reactions, and learning of their respective professions!' .

L

y ' 1nterest in belng involved in further planning; "ok
L e Obtalnlng their comments about the advantages and dis-
\ B _ advantages of the SHP plans for the1r répectlve
T professions; | .
o 109
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(B Obtalm.ng their suggestions for overcommg any forsee-
able disadvantages; and <
/ @ Obtaining their suggestions concernlng the tlmJ:ng of
+ further contacts with représentatives of their professions
and with accreditation and licensing bodies..

T The planning staff contacted orgénizations connected w1th the

" following kinds of health professionals; physician, physician's

assistant, medical assistant, medical receptionist, dentist, dental
auxiliary, registered nurse, nurse przictitioner, licensed vocational
nurse, nurse's aide, podiatrist, pharmacist, social \;vorker, dieticiai, -
physical therar;ist, medical technologist and health care administrator.
Some of the indivﬂiuals with whom commumnications were established
early in the project assisted fthe SHR. planning staff in determining
the spec1f1c categories of professionals for which the School would be’
initially planned (see Chapter 1). er the selection had been
compléted, the participatiqn of representatives of professions that
were not being included decreased, while the involvement of representatives
of the selected professions increased. The contnbutlons to plannlng
of local representatlves of the California Nurses Association and of

“the National Association of Social Workers were particularly extensive.

(Representatives of these two professional organizations are also
serving on the UOP/P&VIC Task Force, discussed below.)

Re.view/Preview Meetings.- Each Thursday during the first year of .
the plamning, the SHP staff conducted a three-hour meeting open to any-
one who .wished to attend. These sessions were designed to keep the' most
committed professionals informed of the prev:fous week's progress and to

»

prev1ew activities for the following two weeks.
The "prev1ew" was designed to allow those in attendance to ~
identify areas of interest in which they would like to become actlvely
involved. If an attendee of the review/preview session was attracted
to a paxticular activity, he could approach the planning staff member
who was responsible and arrange to participate in that activity.
Although many hef:tlth professionals were regular attendees-at the
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review/preview sessions, few became involved beyond the extent of
attending the meetings. During the first year, while the planning
staff was developing formative aspects of the Schogl, it was dif-
ficult to productively involve individuals who coul§ not be on hand
full time to participate in the confinual, often eduled, inter-
change of ideas. As the nature of the planning began to shift, in the
' project’s second year, to the elaboratlon and refinement of the con-
ceptual plan and to considerations of the School's mplanentatlon, the
level of involvement by outside professmnals - especially those from
UOP and PMC - rose. .

&=
Meetings with Health Professwnal Groups. Early in the flrst

year, the SHP planning staff met'with the Interprofessional Relatlons
Committee of the San Francisco Health Professions Council to present
" the concepts of the School "of Health Professions. This session re-
sulted in an agreement between the Interprofessional Relations Com- .
mittee and the planning staff to establish formal and systematic com- . o
munications between the two groups. One of the members of the SHP staff, )
designated as a representative to the Interprofessmnal Relatlons :
Commnittee, attended monthly meetings and presented progress Treports.
Later in the year, the planning staff returned to the Council with
a follow-up presentation of the SHP plan as it Had evolved.

A meeting with a mmber of San Francisco Bay Area professiénals
actively involved in innovative health professions. training programs

was held at Pacific Medical Center. There was no formal follow-
up to this meeting, but commmication links were established with

many of the participants, including a group from the new Health and
Medical Sciences program’at the Berkeley campus of the University
of California. ® - ‘

During the first year; a series of four meetings was held with |
large groups composed of representatives of several health professioné.
" The meetings were designed to disseminate information and to offer
. an opportunity for involvgment, to those who were unable to devote
considerable time to the planning. The plamning staff believed it
was essential to encourage those attending these 'meetings to partici-
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‘pate in SHP planning as fully as possible and at the level with which
they felt most comfortable. Therefore, each meeting was designed to
be informative, to encourage participation, apd to engage thé at-
tendees in formglating ideas for the School's planning. The formats
of the various meetings and the names of attendees can be found in
the planning staff's November 1973 "Report on a Feasibility Study for
a School of Health Professions" (prépared for the Bureau of Health
Resources Development, HEW). s
Distribution of the Minutes. During the first ;ear of plan-
ning, the minutes of each SHP planning session were distributed to
a selected list of professionals for the purpose of keeping the

\ .. recipients informed of day-by-day deliberations and progress.
In the initial stages of the project,.the planning staff de-
\ "? voted a great deal of time to team-building and group-process activity

in an effort to orient one another to their respective philosophies
‘and idéas: Unfortunately, mimutes could not convey the importance
of this process, and they were more detailed than necessary for a
general audience.” In retrospect, it seems that this means of com-
munication with outside participants should be used with greater

, discretion, and that greqtér care should have been, given to both the _ %
preparation and the distribution of the minufes. ‘

M €
. LY

Contacts with Health Professional Faculty and Staff at UOP/PMC.
Three meetings were arranged during the first-.year to share the plans
for the School with the staff and faculty of Pacific Medical Center
_and the UOP<Sghool of Dentistry. The initial meeting introduced the
members, of the SHP planning staff and briefly discussed some o% the
early concepts of the proposed School. A subsequent meeting, attended
by over 200 professionals from PMC and the’UOP School of Dentistry,
- reviewed progress of the planning. The third presentation was de-
signgd to enlist the direct support .and involvement of faculty and
staff at PMC/UOP. The active support of some of these individuals .
was reflected in their subsequent membership on the Task Force
(discussed below) that was created to consider implementation of a
School of Health Professions at UOP/PMC. .

Ll
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B. The Second Year of Plamning (Fall 1973-Fall 1974)

The contacts established during the first year of planning
were maintained in the second year; in addition, a mumber of new in-
dividuals became involved in planning, and a mumber of new channels
of ccnmmlcatlon were opened.

Health pmfessmnals were informed of the progress of plamung
through the staff's November 1973 'Report on a Feasibility Study for
a School of Health Professions." This report was distributed to
.over 200 people (including health professionals, basic scientists,
clinicians, educators and legislators) for reactions. Review of these
reactions enabled the planning staff to identify areas of the plan-
ning and feasibility study that needed elaboration or modification.

The' planning staff also made a mumber of formal and informal
presentations of SHP plans to California State legislators and their
staffs and to various govermmental aéencies and private foundations.

The” published Research in Medical Education proceedings of the
1973 annual meeting of the Assoc;matlon of American Medical Colleges
included a paper entitled "A School of Health Professions: A Model
for Health Sciences Education," that was presented by the SHP plan-
n_mg staff in November 1973. ThlS paper served as a means by which

Athe plamn.ng staff conmumcated the concept of the SHP to many physicians |
and'medical educators who were unaware of the study. . . k o N

A mumber of formal censultants were engaged - especiall); fn the
second year - to assist the SHP staff in assessing the educational and | .
financial requirements of the School of Health Professions. These con-  ®
sultants, who encampass a wide range of expertise (e.g., ~lhe‘a1th ed- '
ucation admimistration, anbulatory-cai'e delivery, program evaluation)
and represent a wide range of professions, prov1ded valuable input
to the design of 'the School an\d/ere also able to help the staff to
view its progress from a critical and objective perspective. Equal-
ly important was the fact that many of the consultants also served as
informal commmication links between SHP and health professmnéls in
many parts of the nation, helping to keep these heal#h professionals
informed of SHP planning progress and to ellic:it périodic feedback

. for the SHP stgsf. .
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In the Spring and Summer of 1974, a mmber of health profes- . . “a
1s and students in the San Francisco area (including many from )

devéloped by the planning staff. (A description of their involvement
luded in Chapter 8; names of individual participants are listed

I | III. mvowﬂvm OF HEALTH PROFESSIONAL
FAGULTY AND STAFF AT UOP/PC: _THE SHP TASK FORCE ,

A Background

As teported abOVe, durmg the initial year of pla.nnlng, the SHP
" staff held several meetings with the faculty and staff of the Univer- )
sity of" the Pacific School of Dentlstry and of Pacific ‘Medical Center
- to explain the SHP concept and to ‘solicit attendees' interest and
« .. » approval. - . ?
h Followmg the completlon of the- November 1973 "Report’ ona
Feasﬂuhty Study for a Sclool of Health Professions," the SHP plan-
, ‘ning staff and various other UOP and PMC representatives felt that
* ' planmng had evolved to a point where it was desirable and possible
to give careful cdnsideration to the requirements for implementing the
" " School at UOP/M The need to broaden leadership and responsibility @  ___.

for SHP. plannlng beyond the cofe planning staff and to include key
representatives of both‘Pacific Medical Center and the University of the
Pacific was also felt. Consequently., in Décember 1973, a Task Force _ -
. for “the Qonslderathn of a School of Health Professions was established
4 as .2 formal means of increasing the involvement of SHP's potential
' const1tuenc1es in, the planning and mplementmg of a School of Health
- Professions- at UOP/PMC _
The Task Force, still actlve, is comprised pr1nc1pa11y of ‘rep-

' resentatives of*the followmg _poténtial host and sponsoring institu- -
tions: Presbyterlan Hospltal (PMC}; the Institutes of Medical Sciences;
the University of the Pacific central campus; the University of the
Pacific School of Dentistry; and the Univei‘sity of the Pacific School of
Pharmacy. Repres"e'ntatives of pertinent professions not already in-
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cluded in the preceding constituencies (i.e., health care coordinator
- -and sdcial worker) are alsq inciuded on_the' Task Force. (A list qf
’I'ask Force merbers is found in Appendix 13. ) )

. The point of departure for the- Task Force was the November 1973
Report, which Task Force members reviewed and cnthued On the as-
sumption that the Task Force would, be in basm agreement with the
philosophy of the November 1973 Report,. Task Force menbers were charged
(see Appendix 14) to: form a plan™for the implementation of 8 School |
of Health Professions; ‘to help identify the resources réquired and
available to carry out the implementation; to design a timetable for
implementation; to formulate recommendations; and to assume responsibility
for commmicating the Task Force's ‘progress and flndlngs to its, various
constituencies and to other interested groups.

<+

B. Task Force Activities

. The Task Force participated extensively in the next stages of plan-
ning for a School of Health Professions. - The full Task Force met nine
times from December, 1973, through June, 1974. A mumber of Task Force
subgroups were formed and also met frequently throughout those seven
months. The SHP Planners acted as support staff to the Task Force and
its subgroups. ‘

While many members were initially reticent to: support the SHP
philosophy or the implementation of the School at UOP/PMC, the Task
Force's deliberations culminated in an unanimous recomendatlm that
the member's respective const1tuenc1es approve the SHP plan and'
endorse its implementation at IDP/PMJ

Task Force members also endorsed the planning of a clinical unit
at PMC. They further agreed to keep the Task Force constituted in-
definitely in order to pramote its various recammendations, and to
review and assist the SHP planning staff in centi refinement of
the educational plan, specification of the School's flrmncz.al re-
quirements, and completion of a plan of implementation. -

The SHP plamming staff comp11ed the Task Force's dellberatlons
and recammendations into the "Report of the Task Force' (Append:x 13),,
which was adopted‘by the Task Force on June 21, 1974,
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) Task Force members have invested a substantial amount of time
interest and commitient is evidenced not only by the. time they have -
devoted to formal Task Force and subgroup meetings, but also by the ’ /
ad hoc 3551stance that many of them have rendered to the SHP planning

staff and 1ts consultants,

l

i ) . |

and effort in considering a School of Health Professions. Their « - |
|

|

\

\

|

IV. FUTURE INVOLVEMENT OF HEALTH-PROFESSIONALS

If the School of' Health Professions is established at lDP/PMC,
the Task Force will be maintained and perhaps enlarged, and its members
will assist in the School's further development and implementation.
Wherever it is implemented, because of the School's experimental
and pioneering aspects, it will be appropriate to convene an advisory «
group comprised of npationally prominent health professionals and
_educators and of local consumer representatives. This group would
provide guidance to the School's initial administrators and faculty, and,
at the same time, serve as a commmication link between the School of
Health Professions and pertinent organizations throughout the nation.

' . o
S o
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CHAPTER SUMMARY ‘n

-

) Requzrements for accredJ.tatJ.on and graduates' licensure for a
School of Health Professions located in California are reviewed. Few
difficulties in gaining the required forms of approval are anticipated.
The only potential problem might be the dccreditation of the primary-
care medical curriculum, whose content and curricular approach appear
quite different from conventional medical undergraduate education
programs. Possible ways to resolve this problem are discussed.

o
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CHAPTER 10 .,
ACCREDITATION AND LICENSURE CONSIDERATIONS

I. INTRODUCTION

The School of Health Professions departs from traditional health
professions education in a number of significant ways; its uniqbeness
will require careful scrutiny by the public and private institutions that
are involved in the School's accreditation and in the examination of its '
graduates for prdfessional licensing.

Accreditation, which is non-statutory, refe'rs to approval of an
educational program by a national or regional non-governmental body that
is officially designated by the U.S. Office of Education. Licensing, a
statutory procedure that varies widely from state to state, refers to a
state's aﬁproval of an individual to practice his profession in' fh?.t
state; it generally requires a candidate to-have graduated from a
program that is approved by the licensing board or agency and to pass a
special examination. The factors governing accreditation signhificantly
affect licensing and vice versa. Decisions in these two areas are
based upon public policy as well as educational considerations. The
wording of both governmental statutes and accreditation guidelines
generally leaves broad latitude for interpretation.

The rapld evolution of new categones of health professionals has

4

created a problem for state 11censmg boards and their related training
programs. The emergence of nurse practitioners, nurse midwives,
physician assistants, and of physjician extenders in general, provides

a case in point. Many of these p};ysician extender training programs
have already produced graduates, ylet some states (such as Cahfonua)
have no licensure requirements specified for them, or are presently

in the process of determining whether licensurg will be required.

The SHP curriculum contains the essential components required to
educate competent primary-care providers. If the School is implemented,
the tasks of those involved in implementation will include working with
accrediting and licensing bodies to clearly commmicate SHP's
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.cufric'ula.r content .and stijucture and trate how they meet
pertinent licensing and accreditation standards, and to develop options:
or solutions to any obstacles that the accred.1t1ng or 11cen51ng bodies
might pose. . ‘ '

An examination of SpElelC licensing and accredltatlon requlrements
and of ‘their appllcatlon to SHP follows. The discussion is based upon
Q review of wntten d‘ocuments on 11cen51ng and accredltatlon,
consultatlon with a lawyer expert in the field of health manpower, and .
staff attendance at conferences concerning licensure and accredltatlont
l\bst of the discussion relates to a School that would be 1mp1emented in ©
the State of California, at UOP/PMC '

-

IT. PROBLEMS AND POTENTTAL SOLUTIONS

A.  Medical Curriculum .

1. Length of Curriculum: There -are prescribed accreditation and |
licensing requirements for the minimm length of phy51c1an training
programs. The Liaison Oommttee on Medical Education (LQME), the
accrediting body for undergraduate medical education, requires.at least
32 months (Liaison Committee on Medical Educatlon, 1973, p. 2). In )
Ca11forn1a, a graduate of a med.1ca1 education program needs to have
completed 33 academic months and a mmlmum of 4,000 hours to be eligible
to apply f‘or licensure (California Board of Medical Examiners, 1972-73,
'p. A-37); other states havexdifferent legal specifications, although
often the state accepts accreditation standards in 'this regard. .

While the SHP program is time variable and there are, therefore, no
predetermmed lengths of study for any curricula, it is expected that
SHP medical students will.spend, on an average, 146 instiuctional 'weeks ,
(=33 months), of S0 hours each (i.e., hours spent in various individual S
and group learning eicperiences), to complete their program. This
yields an average program length that exceeds both the national
accreditation and the Califomia licensure requirements. ’

If & student were «able to demonstrate competency in all the areas
required by SHP prior to the 32 or 33 months of academic work (e gy A ‘
student with previous health- care‘g‘xperlence or applicable educatlonal
tralnlng), the student might- serve as a supervised intern for the.. rést |
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of that period, and the School would delay degree-conferral unt11 the
student had completed the minimm time requlred for 11cen51ng and

®accreditation. In effect,’the School and the student would have

complied with the stated time requirements. This approach has already
been used by other institutions. Some’medical schools now pérniit
students to substltute an 1ntemsh1p year for the fourth year.

Another (though more remote) possibility would be to petition the
11censmg agency to exempt students from minimin time reqlurements as
long as they had met the School's requirements for graduation. As far
as California licensure regulations are concerned (i.e., in view of their
advocation of educational innovations), such a consideration appears to
be o;fen Were such exemptions permitted, individual petitions might be

-required initially; however, the exemptions could be granted eventually

-on a blanket basis. )

2. Curricular Content: . Review of accreditation and licensure
requ1rements (Llalson Committee on Medical Educatlon, 1973; California
Board of Medical Examiners, 1972-73) indicates a crucial problem thdt
mst be resolved relative to curricular content: how the SHP med.1cal
cm‘rlculmn, with its absence of courses per se, can be related to the
specific and lengthy list of content stbjects and’ total hours suggested.
or requ.*ed by licensing and accred.ltatlon bodies. '

One means would be to prov1de content comparlsons between the
proposed problem/task-oriented curriculum of SHP and the licensure and
accreditation subject requirements, by cdtegorizing the tasks, skills,
and knowledge specified in the curricular modules into the corresponding
subject headings used in the regulatiéms. b

Another approach would be to petition for exceptions to specific
content requirements on the basis of SHP's béing an experimental
program whose ultimate credibility will be demonstrated by the compara-
bility of its graduates with those of other medical schools. At least
two medical schools (i.é., Ohio State University and the University of .
I1linois/Urbana) have implemented elements similar to those of the
curriculum propose'd for SHP; the satisfactory performance of their
graduates on examinations of the National Board of Medical Examlne‘rs
constitutes a precedent upon which SHP's request for exceptlons to both
specific content and currjcular length could be based .until SHP began

graduatlng its own students. 1 20
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3. Educational Innovations: There are no explicit constraints ta
educational innovation as far as accreditation is concerned. In fact,
the guidelines encourage innovation (Liaison Committee on Medical

. . . . /. .
Education, 1973). However, receptiveness toward innovation does not

guarantee acceptance of the specific kinds of ignovations proposed for

SHP. The LOME and the pertinent state licensi ody will require a \/ .
thorough explanation of SHP's innovative features and of the means by

which the competence of the School's graduates will be ensured.

Where applicable, the explanation of the proposed inngvations will
include: (1) evidence that portions of the program have already been
successfully implemented by others (e.g., Chio State Univel(‘sity,
University of Illinois/Urbana, ﬁmster University); (2) assurance that,
if necessary, M.D. graduates wiill demonstrate that they can pass any -
external evaluations or examinations that are requiréd by other schools
(such as those of the National Board of Medical Examiners); (3) emphasis
on the fact that each component of the School is being approached from
an eyperimental posture and that a mumber of studies and evaluative

" mechanisms will be employed to ensure the quality of the educational

pr&gram; and (4) assurance that hypotheses will be coniinually tested
by collecting data that compare the performance of SHP students and

~graduates with explicit and measurable levels of performance. Care

will be requlred to avoid the implication that the proposed School is a

panacea for all problems in health professions education, and to stress,

instead, that it should be viewed as an attempt to provide its students i

with high quality education which addresses the health-care problems that

they will confront as practitioners, and which is responsive to.

students' individual learning requirements. ‘
4. Equivalency Testing: "Equivalency'' (or proficiency) testing e

refers to a policy whereby advanced standing is accorded to students who

can demonstrate prescribed levels of competence in a given area. It is

- a means for the student to "test out" of a subject area, thereby earning

exemption from certain formal coursework or other kinds of fixed

requirements in a given area.

There are no written statements in the medical accreditation or
licensure regulations (California) that would prohibit an institution's
providing its entering students with the opportunlty to "pass out" of
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certain requirements on the basis of demonstrated competency or S
proficiency. However, the absence of written constraints should not be
construed to mean there are none. For example, if a licensing body were
. Ftrict in requiring each medical student to spend 33 months in under-
; - graduate medical education, how would it rénct, for exarrple, to the
case of a former hospital corpsman who was able - by virtue of demonstrat-
" ing certain competencies acqulred in his experience prior to entenng
SHP - to meet SHP's reqmrements for graduation in as few as sixteen
months? This is closely related, of course, to the question ( discussed
above ) of SHP's meeting accreditation and licensure requirenments ’E
concerning the length of the medical education program. “One of the
crucial issues involved is the licensing and ‘accrediting bodies' ~ -
acceptante of the School's methods for assess}ng students' sonpetenues
and of its ch01de of the specific, competenc1es that will be réquired
for graduatlon P ks .
1 Resolving these matters will probably require rr)égotiations between .
.+ .. the School of Health Professions and the accrediting and licensing
+  ,bodies. The fact that many existing medical schools already accept a s
g student's 'demonstratg'or"l of equivalericy in lié'u of his completion of
formal course fequirements, and the fact that there is a growing trend
toward emph3515 on ab,llity to.perform (rather than 'simply on an amount
of time assumed,to be necessary to reach acceptable levels of
performance) should provide some support for SHP's position. .
To’ eliminate the necessﬂy for separate accreditation, the planmng ,
v staff considered the p0551b111ty of implementing the medical cumculum y
as part of an already existing and accredited medical school.' This
approach would assure M.Dv students a chance to receive their degree and
- _be e11g1b1e for licensure even in the event that the experimental and *
innovative program failed. However, changing thé attitudes of faculty ‘ _
" and admmlstrators of an existing school to permit innovations of the °.¢ * ,,"-L' A
i type” and magmtude proposed by the School of Health Professions would R o
" be extremely difficult. Moreover, one of the prices of locating the

.
Y

program in an enstmg medical school might be an abandonment of the n _
1nterprofes%ona1 nature of SHP. Welghmg these considerati the BV
staff concluded that the medical curmculum should be 1mp1emented as | S Wl
part of a separate School of Health Professi¢ns, /conelusmn that ‘1_0 )
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_necessitatés meeting the same requirements for accreditation as any
’ new medical school. . ‘ ¥

© B. Dental Curriculmm

Problens related to accreditatioh of the SIP dental cwrriculum and
\ to the e11g1b11rty of its graduates for ligénsing. will be minimal if

" SHP is :anlemented at IDP/PMJ as an innovational program closely

. affiliated with the UOP Schiool of Dentistry. From all indications it
appeare that the Council on Dental Education of the American Dental
Association (the accrediting ‘body for dgntal schools) would approve
of the proposed SHP dental curriculum and of its belng affiliated with
the WOP* School of Dentistry. :

The California Board of Dental Examiners is the state agency
charged with approving new dental programs with respect to the eligibility
of its graduates.for licensure. The Board may, in lieu of conducting
its own mdependent investigations, accept and adopt the flnd:mgs of
the Council on Dental Education (California Board of Dental Bxamners,

- Title 16, Chapter 10, 1973, p.'49); as the Unlversuy of the Pacific
w . School of Dentistry is accredited by'the Counel-} on Dental Educatlon, it
'is wnlikely that the SHP dental curriulum would have any difficulty in
obtaining the approval of the. Callfomla ‘Board of Dental Exammers
Review of accreditation materials indicates that the Cowmncil on  ~
‘ . ‘ Dental Education permits educational innovations and the granting by -
dental schools of advanced placement credit (A.D.A. Counc11 on Dental
,Educatlon, 1_973) Thus, it is reasonable to assume that the accredltat;on
7. of an SHP dental program established elsewhere than within an already
R establlshed dental school would also not be jeopardized by v1rtue of
1ts mnova;clonal nature. ~

VAN

c.' Health Care Coordlnator Curnculum

’ At present, no educatmnal programs for health care coord.mators

" per se, e:ast, even though the nece551ty for thls new type of health -

" . professional is recogmzed (as evidenced by numerous on-the-job training , - =

- programs for patient-counsels, pﬁmnt advocates or patient-representatives).
(5fifomia has -enacted Assenbly Bill No. ‘1503 (Chapter No. 1350,

g e 23
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1972) whlch delegates the responsibility for approving educational
programs for new health professions to the State Board of Health, The
full implications of the State Board's approval of educational programs
for_any given new profession are not specified; however, such legislation
does suggest that it will be highly desirable ’(arlzd probably necessary) to
‘ obtain the éoo;ieration and' support of the State Board of Health prior to
initiating the SHP health care coordinator program or any-educational
program for a new kind df health professional.

.

D. Nurse Practitioner Curricuium )

Currently, there are no mechanisms f T éccrediting nurse practitioner
education programs in Ca11forn1a Nurse practitioner programs are’
d351gned according to the area of practice or specialty; SHP's program
will emphasize family care. Although there are no accreditation standards
per se, there are professional standards, specific to specialty areas,
that must be met. To make certain that SHP meets these professional

. standards, it will conitinue to consult with faculty members of existing
nurse _practitionér programs and representatives of appropriate boards or
agencies g and tg maintain close contact with the Director of Nursing
Education, of the California Nurses Association.

California has no licensure requirements for nuise practitioners.
However, the activities of nurse practitioners are 'mgulatfzd to some
extent by Assembly Bill No. 2879 (Chapter No. 9130, 1974), which broadens
the Nurse Practice Act - which is concerned with regulation of registered

-

nurse practitioners. Some of E%:ﬂgltlonal functions that mkrse

d practitioners perform, but thé‘t'; e not encompassed by A.B. No. 2879,
can be legally covered by A.B. No. _1503" (mentioned above -in connection
with the helath care coordinator program), which authorizes the
California State Department of HealfY to approve experimental health
manpower pilot projects that teach new skills to existing categories of

%

health-care personnel (such.gs nurse practitioner skills to R.N. 's').
. X

Y

-

E. Social Work Cuz;‘iéurwn ‘< g - : °

o There is curmnt'ly no licensing required for graduate (masters-

»
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nurses - to include many of the functions that are now being’perfommed by '
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degree) social workers in Califormia. Graduate social work educational’

‘programs are accredited by the national Council on Social Work
_ Education. Since SHP does mot plan - at least initially - to itself

grant social work degrees (but, rather, to offer the clinical field
training for students enrolled in graduate social work programs at
other local institutions), it will not have to obtain-its own
accreditation from the national Council. Since many of the SHP
principles concerning health care and education seem particularly'
congruent with principles of graduate social work curricula (see Chapter

'1) the accreditation status of the institutions whose students*

participate in the SHP program should not be adversely affected (and
could be enhanced) by virtue of affiliation with the School of Health

‘Professions.

[}

F. Clinical Pharmacy Curriculum

The School of Health Professions will offer clinical experiences to

" students enrolled in the Doctor-of-Pharmacy programs of other institutions.

If SHP is rmplemented at UOP/PMC, students partm'lpatlng in the SHP ‘
program will be students of the Unlversrcy of the Pacific School of
Pharmacy. ' «°

_ As long as students in the SHP phannacy curnculum are receiving
their degrees from their parent, ‘accredited institutions, the School of
Health Professions will not need to address ac;redi'tation requirements
directly, As in the case of the social work student, tlie SHP portion
of the pharmacy studerit's education will need to be consonant with the
objectives of the educational institution in which he is enrolled. If
this is the case,affiliation with SHP should cause no dlfflculty
concerning the parent institution's accreditation or the e11g1b111ty of

its graduates for }icensure.

III. SUMMARY. AND CONCLUSIONS

Legal and accreditation réqu'irements must be met in order to
implement the §chool of Health Professions. Meeting the medical
education accreditation requirements will be potentially problematic,
but not impossible. For a School of Health Professions implemented at

I
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UOP/PMC, the SHP dental program could be implemented as an experimental
program under the University of the Pacific School of Dentistry, in
which case legal and accreditation requirements should be easily met.
Moreover, accreditation and legal (for California) standards for
undergraduate dental education also suggest the acceptability of the
SHP dental curriculum if implemented separately from an existing dental
school. .

There is presently no accreditation , at least 1n Califomia, for

<

nurse practitioner programs, and no accreditation or direct legal

requirements for health care coordinator programs,pér se. However, there

are various professional standards and potential legal requirements that

bgth the nurse practitioner and the health care coordinator programs

will need to meet. Neither of these two programs will be designed with-
. out the consultation and approval of appropriate public and private
agencies. _

Finally, with respect to SHP's social work and phammacy programs,
the pri;nary’responsibility for fulfilling legal and accreditation
requlrements will rest with the 1nst1.tut10ns from wh1ch students are
sent to SHP for part of their training.

The various approaches that have been presented for resolving
potential problems related to SHP's meeting accreditation and state - ,
legal requirements can be categorized as follows:

= e  With ample resources 'and a strong commitment, the

o School could petition for changes in the wording or
interpretation of “current legal and accrediting require-
ments to permit the implementation of its educational
programs without many of the present constraints.

e ~ With fewer resources, the Scllool could demonstrate
its compliance with existing legal and accreditation ’
requirements by correlating subject matter and hours
of study in the School of Health Professions
. ¥ curriculum with any course content or length of study h L.

specified in partleular accredltatlon or state licensing

e With respect to.the medical program, the School could
126 ' . | '

[
P
; L " " . requirements.
}
| 111




1

.

e yn——— — o e

seek temporary approval fromthe pertinent licensing

’ " body for SHP graduates to sit for licensing examinations
on the basis that the program, while experimental, will
eventually be able to demonstrate its comparability
with other undergraduate medical education programs.

Licensing and accrediting bodies have broad latitude in the
interpretation and application of their respective standards. The
receptivity of these agencies to the School, of Health Professions will
depend, in part, upon a continuous interchange of information between

*  representatives of the School and those of the pertinent licemsing and
accrediting bodies as the Schog), is being planned and developed.

The regulations governing Mealth manpower are currently a subject
~of national debate that promises fexg? legal and, possibly, fewer
accreditation restrictions on innovative education in the future. Since
the School of Health Professions has been designed to respond to
primgry and changing health-care needs, ithe climate appears opportune
for implementation.’ -,
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_ INPLEMENTATION OF THE SCHOOL OF HFALTH PROFESSIONS

L)

CHAPTER SUMMARY
o .. .

Implementation of the S¢heol of Health Professions will occur in
three stages: a Feasibility Study and Initial Planning Stage, a
Development Stage, and an Operatiocnal Stage (with a Start-Up Phase
preceding full-level operations).

.

-
1

The Development Sﬁage begins with the parent university's initial
commitment to implement the $chool of Health Professions. During the
two—-and-one-half-year development stage, the initial faculty will be ,
hired, financial resources will be marshalled, construction and
remodelling will be undertaken, necessary organizational and
institutional policies and procedutes will be defined, the curriculum,

. the clinical units, and the related évaluation, communication and

R support systems will be developed, and the first students will be
selected. Program initiation and expansion will occur gradually over
a five-year Start-Up Phase of operation. In Year One of qperétlon, ten
primary-care phgszczans and ten primary-care ‘dental students will enter,
who will¥be joined in Year Two by eight health carc coordinator students.

. Nurse practitioner, social worker, and clinical pharmaczst students will
be phased in during Year Three. In Year Six the School will reach.its

full enrollment of 360.'

* A major focus of the School's first several years will be the
expansion and improvement of team—delivered primary-care services.

A PERT-type chart, diagramming the early steps of implementation,
is included. The implementation plan presupposes that the School of
Health Professions will be located at an existing academic health

‘center rather than be created as a completely de novo educational and

patient-care center. - Cr
~
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. CHAPTER 11
. IMPLEMENTATION OF THE SCHOOL OF HEALTH PROFESSIONS
- ' 1. INTRODUCTION

Many of the key tasks and concerns- related to implementing a
" School of Health Professmns havé been discussed in preceding chapters
of this report. The. pr°sent chapter places these and additional 3
considerations into a logical and chronological framework. A formal \
inplementetion plan is presented at the conclusion of the chapter.
This chapter should be read with the following points in mnd

o The 1mp1ementat10n plans are predlcated on the .
assumptlon t}}at the School of Health'Professicns
would (1) be developed as part of, or in clase
affiliation with, an existing wniversity; (2)' be
able to affiliate with an existing nearby hospital
for its students' inpatient experiences; and ‘(3) be
situated in a medical center characterized by pre-
existing strength in clinical specialties and bio- .
medical sciences, but by relative weaknesses in the .

. areas of primary-care education and services. '

/ Thus, implementation of the School will not

| require creating either a new teaching hospital or a £
new institution of higﬁer e:iucation, but it will ‘ . .5 o

requlre strengthen:mg and developing new resources in

primary-care education and services.

® It has been difficult to develop implementation plans \
without reference to a known and familiar setting.
For this reason, much of the planning for implemen-
tation has been 1n.f1uenced by the local UOP/PMC
. context (see Append:.x 15, wh1ch describes the UOP/PMC
setting). However, the plans can be generalized to \7
‘many other potential sites and sets of circumstances. '
e The plans focus on those facets of implementation
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that will be unlque to a School of Health

P} ofessions, and de-emphasize the steps that are part

‘ ot launching any new health professmns
edueational enterprise.

° The implementation planning places greater emphasis
upon program-development than upon facilities-develop-
ment. This\imbalance is partially redressed in
portions. of Chapter 12, in which the'facilities
required for a School of Health Professions are
discussed. It is .pertinent to emphasize here that in

* comparison with traditional health education programs
(especially medical apd dehtal)_, the School of
Health Professions will require relatively less space
and equipment for biomedical research and laboratoxy
teaching, but relatively greater amownts of space and
equipment for self-instructional purposes®

o ~ (Chapter 12, which deals with financial considerations,
complements the implementation plans presented -in ’
this chapter, since the Costs and funding prospects for

. the ‘continued development and early operation of the
" ~School are fundamental components of its implementation.

Unless otherwise stated, all designations of specific years refer

to the academic year, which begins in July of the year shown.

L)

II. THE CONCEPTUAL FRAMEWORK:OF A PJAN FOR IMPLEMENTATION

A. - Introduction ’

This section of the chapter outlinesrthe basic conceptual frame-
work for the implementation of a School of Health Professions and
discusses some of the ways in wh1ch the planning staff's understanchng
of the requirements for 1mp1ementat10n has evolved. !

A diagram of the development and implementation process is shown
in Figure 1. The diagram is based on a timeline, beginning with the
initiation of a feasibility study and ending with the existence of a
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- fully operational school. Specific dates have been omitted from the
diagram to keep it as general as possible. With respect to the School's
possible implementation at the UOP/PMC site, the beginning point oX the
diagram is summer 1972 (the onset of the BHRD-supported feasibility
study), and the projected "end point" is scheduled to be in Fall, 1982
(the pmjected date for achieving full enrollment) .

. The figure 1 diagram is divided into three major stages. The
lengths of the bars representing each of the stages are in proportion
to their probable durations for a School implemented at UOP/PMC.

AN

o : "
B. . The Three Stages of Implementation

1, First’ Stage: Feasibility Study and Initial Planning is
the stage that, insofar as the current project is concemed, is now
drawing to completion; the contents of this report indicate the scope
of activities undertaken during this first stép toward eventual
implementation. At least in the case of this project, the two tasks
of determining the School's feasibility and of carrying out initial
planning for the échool are closely, interrelated, even though, in theory,
they could be separated from one another.

2. Second Stage: The Development Stage, is defined as
beginning ét'sgch a time as (1) SHP's sponsoring university has made
an initial commitment based upon the School'§ educational feasibility
to implement the School, and (2) there is a reasonable assurance of ‘
sufficient funds to sustain the School's development.

The follqwmg major activities will be undertaken during the
Development Stagé, which lasts, from two to two-and-oné-half yeérs:

Initial faculty will be hired;
e  Financial resources will be marshalled;
° Required construction and remodelllng pI‘UJeCtS
will be undertaken; o ;
L Various academic and administrative policies and
. programs (including faculty training programs, faculty
governance, and internal organization structure) '
will be defined and implemented;
133
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o The Sd'looll's relationships with other pertinent
‘o institutions and groups-- in'c_ludiﬁg pertinent accredit-
ing and licensing bodies - will be developed or
strengthened;
e The SHP curriculum (primarily the modules) and related
evaluation, \conmunications and student support
. systems will be developed
¢  The SHP clinical units and aff111ated clinical
resources will be identified and. developed
e The first students will be selected.

N Discussion of the organization and development of the clinical
> ! units is contained in Section III of ‘this chapter.

o A number of one-to-three-yéar developmental prOJects, for Whlch
fundang and sponsorshlp by private foundations and governmental agencies
could be sought, have been identified- for inplementation during the
Development Stage. A list of eight such projects appears in Table 1.
Each of these projects\ is.aimed toward designing, clérifying, testing, -
or implementing a key facet of the School's curriculum, clinical wnits,
lor general educational plan. All of the projects are scheduled-to-
begin .one or two years -before the School's projected opening, though
seme will continue beyond that® time.

. The kinds of pilot activities identified by these proJects w111 “be

» undertaken in the course of the School's developnen%regardless of
whether or not outside sources can be found for their support. However,
outside support will enable a project to be carried out on a larger
scale and more systematically than will be the case if it must be
supported entirely from the 'School"s educational budget. Outside
sponsorship will also help ensure national dissemination of projectq
results. (See Chapter 12 for further discussion of projected costs and

b income for the School's educational program.) - ‘

Estimated project costs are included in Table 1 as a means of .
conveying the proposed scale for each project. The costs represent the
most desirable level of activity - i.e., that which is likely to be
possible only with assistance from outside funding agencies.

.+ As plazlni;ng and development continue, this initial list of develop-
mental pmjec;s may expand or contrac'tdin response to the discovery, ‘

134
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,, TABLE 1 ‘ .
PROPOSED DEVELOPMENTAL PROJECTS FOR A SCHOOL OF HEALTH PROFESSIONS
5 \ .
- l R M .t v,
. ESTIMATED
BEGINNING S ANNUAL
PROJECT YEAR® DURATION COST
HEALTH CARE COORDINATOR: 2 years
ROLE DEFINITION AND prior Y 1 year $ 75,000
CURRICULUM PLANNING (1975)
'MODULE FIELD-TESTING 2 years ‘
(using students from prior . 1 year $ 50,000
established schools) {1975)
CLINICAL UNIT DEVELOPMENT 2 years .
(Central Unit): Education prior 1 year $100,000
- and Health’Care in a Primary -~ (1975) o :
Ambulatory-care Setting -
VO ~
CLINICAL UNIT IMPROVEMENTS 1 year ..
(Central Unit): Functional prior . 3 yéqrs ﬂ $150,000
Interactiop with Tertiary - - (1976) - . .
PN ‘Care and Prepaid Group
Practice s .
] - ) ”
TEAM TRAINING . 1 year A .
(Students from established prioxr . 1 year . $-50,000
schools utilizing SHP . (1976) ‘ k
modules) A
INTERDISCIPLINARY EDUCATION: 1 year N
Determination of Optimum prior 3 years $100,000
Content and Context (1976) :
[l ~ s
. FACULTY TRAINING PROGRAMS-- 1 year
DESIGN AND OPERATION - prior 3 years $ 75,000
’ (1976) h
' A
CONTINUUM OF ‘EDUCATION: 1 year  (* .
SHP and Continuing Education prior . 2 years $ 75,000
(1976) .

<

" { *Expressed relative to scheduled opening date for the School. The dates in

' yparentheses refer to the implementation timetable for a School of Health'
Professions at UOP/PMC. Yeaxs shown refer to academic, yegrs

beginning in July of the calendar year indicated. - -
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" by those responsible for the School's further development, of new needs '

and funding possibilities. Thus the list is only prellmmary

It is useful to divide the Development Stage into two‘gh. es: the
Developmental Phgse and the Implementation Phase. Many of the' ™ . ..

developmental prgjects will be starfed in the Developmental Phase.
During the Ingplementatlon Phase, the various components. of the School
that wére plan!ﬁd and organized during the preceding stages in the

..School's development will be put into effect in ant1c1pat10n of the

School's opening. For example, the recruitment of the additional
faculty required for the School's Operational Stage {see below) will

begin; the student recruitment and selectlon program will be activated

and the flrst group gf students, selected and the detalls of space
assignment and scheduling will be worked out.

Since these kinds of tasks will not be undertaken until it is
certain - barring unforeseen circumstances - that the School will in
fact open at a designated point irf"timé, the "boundary’' between the
developnental and nfplementatlon phases of the Development Stage cam,,
be described as® the pomt at which the sponsoring wniversity makes its
final, offlaal decision goncemmg the School's opemng This final
decision 1s, in tum, predlcated upon the umver51ty s being reassured
of .the adequacy of income to cover the operating and capital costs of
the School's development and initial operation, and upon the existente
ofe-reasonable assurance that the School will meet pertinent
accreditatfon and legal. r‘e'c#uirements (see Chapter ld). (This final
decision contrasts with the sponsoring university's initial commi tment
to implement the School of Health Professions - the commitment that was
sufficient to begin the Deve opment Stage.)* N '

.

AN

* It should be pointed oyt that the Development Stage, as it is defined
in -this implementation framework, does not conform precisely to the
formal definition’ velop nt" used by the Liaison Committee on.
Medical Education (LCME) of the AMA and the AAMC. For a school to neet
the LOME*s definition of "in development,” the school must have, among
other.things, the "(f)ormal commitment by a sponsoring body, such as a
university or, a state legislaturg, to establish a medical school," and
"(£)irm assurances of financdal upport for bothcohstruction and

" operation”" (form "Medical Education in the United States, 1972- 1973,",

JAMA, Educational Number, Vol. 226, No. 8, November 19, 1973, -page
03). These two prerequisites.a similar to those designated'in this
ch;gter as defining the onset of the implementation phase of the

‘ . Development Stage. . - oo -
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3. Third Stage: The Qgeratlonal Stage begms with the '
matriculation of the School's first students. The Start-Up Phase of
the Opez:atlmal Stage covers the years pnor to reachmg the projected
full enrollment level (see Sectzon III ‘of this chapter) In the case of
the School's being :anlemented at UOP/PMC, the Start- Up FPhase covers .
the five years from 1977 through 1981.

. The convention of designating the transifion from the Deve lopment
to the Operational Stage as being the matriculation of the School's
first students obscures the fact that the curriculum, programs, and
-clinical wnits of the School of Health Professions will contlnue to be
"under development'' well beyond the date of the School' _official open-

. ing. While a similar statemeng could pe made for all new educational
institutions and programs, the.observation is especially pertinent to the

. School of Health Professmns , due to the School's 1nnovat1ve and

. experimental nature and its plan to remain responsive to changmg
educatlonal and health-care needs. Thetefore, to be complete, the

. purv1ew of the "plan of 1mp1ementagon" needs to extend beyond the

'ﬁff\

The implementation framework discussed #bove. incorporates an

evolution in the planning staff's conceptualization of the requirements

.;...for the’ further development of the School of Health Professlons ’
espec1a11y concemmg the role of the proposed developmental pro;ects

These developmental projects, most of which were 1dent1f1ed early

in the course of the current fea51b111ty study (and labeled "pilot"

_or "demnstratlon" projects) are now ‘Viewed - the ava.11ab111ty of .

- funding aside - as being appropnately deferred wntil after the pro-
spective sponsonng institution has actually made an initial commit-
ment to implement a School of. Health. Professmns and as definitely
be1ng preparatory steps to the eventual openlng of a School of

- Health Professions. ks )

' This point of view represents a shlft from the eariier concept that
these pro;ects could be - and at tlmes even should be - conducted p_______ ‘

to the sponsorlng unlver51ty's initial cormmtment for 1np1ementat10n,

- ? w
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and that operatlon of these projects would provide” concluswe ev1dence -
as to the School's overall feasibility. .
" Both theoretical and practical con51derat10ns persuaded the
planning staff to alter this concept. The theoretical consideration is -
‘that many dbf the features of the proposed School are already being
_successfully carried out at existing schoohls' the wiqueness of SHP
lies 'in its at‘tenpt to combine those features in one institution and
into a whole that is intended to be greater than the sum of its parts.
Thus, the co ncept of a School of Health Professions cammot “be tested,
nor can the School ditself be 1np1e§nented ‘in 4 partial way,
P ) . The practical consideration is that mamy of the developmental
projects would be difficult to conduct in a way that would be meaning-
" ful and directlyfuseful in establlshlng a new school without the
knowledge, at the time they were be1ng conducted, that a School of
Health Professions was in fact going to be opened. The clinical wnit
" and téali training projects illustrate thls_pomt it would be difficult
v to recruit clipician faculty to orgamze a clinical wnit to accommodate
— -major educationial as well as care- de11ve1y fUIlCthDS unless it were
expected that the school for whose purposes the wit's operatlons were
being designed would actually be opened. ) ‘

Another related concept that was considered feasible'by some, but
which has now been discarded, 1s the notioh that it'might be possible to
implement a School of Health meessmns solely by drawing upon sources
. of outside, restricted-purpose funds for the execution of a series of
specific "'p1lot" studies and prOJects which in and of themselves would
eventuate in an operating School. The staff now recognizes that such:
heavy reliance upon this p1ecemeal method of funding and conductlng.
program-develbpment is neither desirable nor fegmble, particularly for
a school as complex and experimental as the School of Health Professions

!

[}

III. GROWTH OF THE SCHOOL: Y
PROGRAM INITIATION, STUDENT ENROLIMENT, ' ’ ,
AND CLINICAL UNITS: DEVELOPMENT ‘

L)

" Programs for the SHP's initial -six categories of students Wlll
be phased in as follows (years in parentheses refer\to mplementatlon

at Uop/ PMI) ‘ 13 8

’




Year Program Program No. of
- Initiate . . ' Students in . :
. R First Entering
Year 1 h ® Primary-Care Physician . 10 .
-, (1977) ) anaxy-Care Dentist 10
. . .  Year2 . o Health Care Coordinator 8
T (1978)
'  Year 3 ° ' e Nurse Practitiemer - 4
(1979) e -Social Worker 4
o (Clinical Pharmacist 4
‘ . - " Student 'enrollmept‘prejections for the first six years-of the
Lo School's operation are presented in.Table 2. Opening gnroilmept will be
v \ 20 students; full enrollment, to be reached in ‘the sixth operational
e year, is estimated at 360 full-time equivalents. Maximm “class" sizes

P for both the medical and the dental programs will be reached in the
fourth operational year; the maximm class sizes for the health care
coordinator, nurse practitioner, social work, and pharmacy programs
will be reached in the sixth operational year. :

The. SHP educational approach makes it likely that some of the

" students will be attending on a part-time basis, so that the. actual

number of students enrolled at any time will likely exceed 360.
Denvatlon of Preliminary Enroliment PrOJectlons " The pmjectlons
of program starts and of student enrollmént are preliminary. Insights

" and experiences gained in the course of implementing the School,

) °decisions to incorporate programs for additional kinds of profess:.ons,

and various external factors (such as nat10na1 and local manpower

policy, political events, financial developments » and accreditation
requirements) could all affect the School's. pro;ected growth pattem
Ba51ca11y, the projections of the absolute and relative pace of
development of the School's several professional curricula are the
result of an attempt to balance a nunber of 1nf1uenc1ng factors. Among
the chief considerations’ taken into account were:, the lead-tlme‘
requlred to develop and test out the SHP.curriculum and related systems;
the probahle funding situation (costs and potential income) ; allegiance
to interprofessional learning and to faculty and student team health-

Rt N
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TABLE2 o]
¢ ¥ ESTIMATED STUDENT ENROLLMENT .~
' RA

T SCHOOL OF HEALTH PROFESSIONS .
L ENROLLMERT® - o :
..'v. . N . i 1Y
' PROPESSIONAL’ © START-UP PHASE oo wz.:.mmmommu
’ . Year 1 Year 2 Yedr 3 Year 4 Year S | Year 6 & on )
y o, (1977) (1978) (1979) (1980), (1981) (1982) -
- PRIMARY~CARE R e
PHYSICIAN . s e )
1st Year® | 10 -] 20 30 - [+s0®  |.s0o -7 | s0 ‘
2nd Year Ll e - 20 30 7] 50 Joso '
3rd Year - - J w00 200 )30 -1 s0 i
Total Physician 10 30 {+~ 60 . 100 | 23 |, . 150
PRIMARY-CARE " N P |\
DENTIST ’ . e _ ;
1st Year® 0.0 | 18 20 . | 30 30 30
2nd Year - 1 10 15 ‘P20 - A4 30 30 .
. 3rd Year - o= 10 15 . 20 30
Total Dentist [, 10 25 | -4 .65 80 ' 90 -,
. A ", ‘ co
HEALTH CARE ’ : . . <] *
, COORDINATOR S e s 8 , 20 [, 30 " 45 . 60%
NURSE .PRACTITIONER - SRR 4 8 | , 14 2098 L
. SOCIAL WORKER ~— -~ . 4] 8 14 204
CLINICAL PHARMACIST - T "4 A g 14 2054
ToTALS 20 . 63 ‘137 ¢ 219 297 360 LT
s ’ . ¥
a';xprglud in full-time student equivalents. '
' b”cm:" years or "levels" are lpeéified for purposes’of clarity and comparability only.
They are based on an average projected curriculum length of 146 instructional weeks (48
per calendar year). This should not be interpreted as contradicting. the SHP principle ‘
. of time-variable, competgncy-baged curricula. The remaining four categories of students
are assuped to complete their respective programs in an aveéagc of 48 instructional weeks.
cspecj.,fic dateé, expressed n scodemic yooary, refer to _imbleuhtation of ‘SHPL at UOP/PMC. o .

d'rha first yéar'in which the maximum projected entering class enrollment is achieved.
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care dellvery, the mterdlgltatlon of student and. clmlc:al learning -
‘ expenence requirements with the smooth functloxung of the propesed
SHP clmlcal wits} and, finally, the pace at which the c11n1cal units
and other anbulatory-care programs and fac111t1es can be organized.

The last factor was judged to eﬁt the greatest influence on
the pacing of program- development, whereas the immediately preceding
factor - the interdigitation of the students' clinical education
requlrements with the functioning of the clmlcal units - wgs deemed to
be the most conplex to analyze ‘and evaluate at thls point in the process
of plannl\ng\a School of’ Health Professions.

“ Clinical Uhits Devélopient: Figure 2 presents the pn‘nc1pal
assumptions. about the pacing of the developnent of the clinical wmits
(for a School ulplenented at UOP/PNE) that Were taken into account in
proyectlng program-initiation and student enrollment.

] ‘The central clinical urit (_‘ocated it or close ,to the School'
teachmg fac111ty) -will be orgamzed first,” It is intended to be the
most highly developed of the f}u'ee types of SHP clinical wnits in term$
of specialty back-up, prox1m1ty to inpatient facilities, and utilization
" of prepayment mechanisms. It would also probably be .the site of the
greater portion of students' glinical wnit, experiences - especially

' \their most formative ones. ' - :

For a School implemented at UOP/PMC, the central clinical wnit
would be created from PMC's Jpresent outpatlent clinics. To turn current ;
c11n1c services into a model School of Health Professmns clinic w111
" include: mcreasmg the space (possibly-building a new fac111ty) ‘
ayailable for instructional _purposes; expanding the patient population
and instituting the kinds of services required to attract patiénts wjth
the kinds of primary-care problems “addressed by the SHP curriculum;
determining prec1se staffmg patterns (faculty and non-faculty c11n1c
staff and students); ] mtroducmg School of Health Professions faculty
care-providers into the un1t, initiating interprofessional team care;
and restructyring care- delivery and admnlstranon (including modifying
the patlent-records system) to-accommodate a large nunber of students
in the chn;Lc. Ideally, the central. (PMC) clinical unit will also be
able eventually to convert from a fee-for-service to a prepayment-plan
. basis of operetlon , 141 .
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\ FIGRE 2.

PROPOSED TIMETABLE . ..
. . ~ FOR THE DEVELOPMENT ' OF
+ AMBULATORY-CARE CLINICAL UNITS"

i

1975 and 1976: Creation of Central (PMC) Clinical Unit begins with
the establishment'of team-care delavery by SHP faculty
in the PMC outpatient clinics.

v
t

17 Central (PMC) Clinical Unit continues operations with
= . ' the addition of SHP medical and dental students.
' Experience gained contributes to the subsequent develop-
ment of the Urban and Rural (remote-site) Clinical
. Upits.

19:78: e Health Care Coordinator students are mtroduced 1nto )
the Central C1 1n1ca1 Unit.

Operatlon. of Urban and Rural (remote-site) Clinical
Units is initiated -"faculty but no students.

1979: .- Urban and Rural Clinicéil Units continue operation

R . with :Lntroductlon of SHP students (all six professmnal‘ .
. B ' categorles) ) ‘
r-\.
. © . 1980 and 1981: A1l three Clinical Units continue to expand dnd improve

operations in pace with the. %xpan;ion of SHP student
enrollment (full enrollment level is reached-in 1982).

%

. *for. a School mplemented at UOP/PMC :
T - 142
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) ~ established clinical operations serving reasonably stable patient

>E

For purposes of plamning and cost pro;ectxons, a number of broad
operatmg assumptions have been made regardn.ng "the creation of the .
urban and rural (remote site) clinical um.ts. The most important of
these g.s that whatever the particular "base" from which either an urban ,
or a rural clinical wnit is formed, to comply. with the timetable in
_Figure 2 it mst include a pre- ex15t1ng patient population which is
appropnate, with relatively minor expansion, for the SHP educational
program, with regard to the San Francisco Bay rea, the creation of the
requl51te patient population de novo would probably be neither
administratively, politically, nor f1nanc1ally feasible, This operating '
. premise nearly precludes any rouQe other than the acquisition of already

populations. Even then, the development of model SHP urbar and rural
clinical units will be a demanding task, and one ﬂlat may | take a
" number ,of years. . N
In light of the preceding observatlons, it is possible that students'
) "remote site urban and rural clinical experiences will (at least mltlally)
be acquired in a number of existing care-delivery programs with which SHP
will affiliate for thetpa‘rticipatidn of its students and their SHP
faculty preceptors. For the rural experience this might ‘mean, for
eicample, assignments to, solo practitioners, rural group practices,
rural clinics, and commmity hospitals. Regardless of whether these
kinds of assignments end up as temporary substitutes or as permanent ,
replacements for "the envisioned SHP model urban and rural clinical
wnits, they will be selected on the basis of their capacity to serve
the educational objectives of pm\;iding health-care experiences in
socio-economically and medically underserved patient, populations and of
providing students an opportunity to leam to adapt team care-delivery
to a given patient population.

As indicated above, the. School is planned to open with only 20
students in the medical and dental programs, and to phase-in the
remaining four programs over a two-year period., Thereafter, enroll-

ment in all six programs will be increased gradually wntil full size is
reached in the sixth year of operation. This conservative growth
pattem recognizes the desirai):lli,ty of implementing the wnique inter-
professional curriculum on a gradual and manageable scale, of allowing

Y
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.sufficient time to establish team-care delivery in the clinical wits

before all six categories of students and professionals are absorbed |
into the units, and of expanding enm]qient only as qmckly as the
development of appropriate clinical experiences permits. A
Beginning the medical and dental programs two years ahead of the
hurse practitioner, social work, and pﬁmacy programs will help
compensate for the discrepancy in the lengths of the, various professional
programs. It is adsumed that health care coordinator, ﬁurge practitioner,

.social work, and phammacy students will require, on the awerage, one

year to complete their respective programs, and will have assumed major
patient-care responsibilities within the course of tMéir program.
Medical and dental students are esfimated to require an average of three
years to complete their programs and to achieve the competence required
for assuming major responsibilities for patient care (Stage 4 of their
curriculum, as described in Chapter 2) at about the end of their second
year. Therefore, by the time the initial group of nurse practitioner,

‘social work, and pharmacy students are admitted to SHP, the initially

admtted grow of medical and dental students w111 be available to
seérve with them on patient-care delivery .teams. .
The opening of the health care coordlnator program 1s postponed
until the School's second year of operation in order. to permit
completion and evaluation of the results of.developmental work in
clarifying the health care ceordinator's role (one of thé developmental
pmjectg). Initiation of the health care coordinagor program at as
early a date as possible is critically important for the development of
student heal th-care delivery teams and for the purpose of clarifying
the ways in which student health care coordlnators and their professional
(faculty) counterparts interract in their pivotal roles in patient- care
delivery in the central clinical wunit. - ’

n
wd

IV. THE ROLE OF THE FACULTY IN IMPLEMENTING
THE SCHOOL OF HEALTH PROFESSIONS

The key features of facul{:y participation in developing and
implementing a School of Health Professions are described below. The °
description is restricted to faculty activities during the Deve}ment
Stage, s0 that instruction of students is not included. '
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A, Facul‘ty Composition

_ During the Development Stage, the faculty will be comprised
primarily of primary-care providers represemting, minimally, the : ~
professions to be trained in the School of Health Professions. . (In the
case of the health care coordinator, a new profession, the faculty
representafives might be drawn from individuals with experience in
Wit managerial or similar patlent-care oriented administrative
positions,) In addition, a a number of individuals w1th experience and
competence in curriculum evaluation and instructional design will be
included as full-time members of the faculty. A small number of
bioﬁedical and behavioral scientists, mainly on a less than full-time
basis, will also be included. . '

As will be true of faculty hiring in general, selectlon criteria
for faculty for the Developmept Stage will emphasize demonstrated
interest in teaching and curriculun development and expertise in
patient care (or research), since it is probable that the faculty who
join the School during the pre-operational period will stay on to
assume instructional responsibilities when the School opens.

The decisions- concem:mg the prec15e number and kinds of faculty
hired during the Development Stage till be governed by the curriculum-
developrent and eventual instructional requirements of the School and
by the other kinds of d&Velopmental work required, rather than by
professional disciplinary strength, departmental pre§tige, or similar
considerations that are of lesser relevance to the basic goals of the
School of Health Professions. The precise faculty pattern that was
developed for purposes of ‘estimating Development Stage costs is

. included in Chapter 12z

B.  Faculty Activities

Each-of the primary-care providers on the faculty will spend the
majorlty of his time establishing team-care delivery and other changes
in c11n1c Operat'.tons in the central c11n1ca1 mit (preparatory to
mtroducmg SHP students into the wnit), and develgping the modules and
evaluat:.pn materials required for implementing the curriculum. The
rema:mmg time will be spent in other developmental or administrative

l4l) 129 "'"




°

activities (e.g., developing faculty governance plans, student
B ' jadmissions) The educatlonal specialists on the faculty will devote

: their entire time to assisting in the development of the module study
guides and study and evaluation materials and in developing and ]
conducting faculty training programs designed to strengthen teaching -
effectiveness and instructional-development skills. . N

The faculty will play the predominant.role in developing the . - .
School's curriculum, a process that will center around developing modules
for the kinds of patient problems and aiaglldses discussed in Chapter 2.
Until SHP has its own students, students of other health professmns V
schools will be consulted in designing the curriculum. ‘

The greatest responsibility for defining and devéloping the
curricular content will be held by the faculty members who are primary-
care practitioners representing the various profeésions tp be trained
in the School. Biomedical scientists, behavioral scientists, clinical
specialists and subspecialists, administrators, educational specialists,
technical support sfaff: and- students will be drawn upon as resources,
as will many consultants from outside of the School. This distribution
of responsibility applies not only, to the curriculum-development effort
that will occur prior to the School's opening, but to.all subsequent
curricular updating and revisions as well. ;

The development of the curriculum and clinical leaming expeﬁences
for the health care coordinator, nurse practitioner, social work, and
pharmacy programs will continue into the first two years of the School's
operation (i.e., when the1:e are only medical and dental students - and,
beginning in the second year, health care coordinator students as well).
During these two start-up years (1977 and 1978 for a Sohool implemented
at UOP/PMC), faculty for these four other professions will complete the
development of the curricula for their yespective pmfessions, initiate
t;a]n instruction and team health-care delivery for the medical and
dental programs, and, with other faculty, p;repare for the eventual
integration of the curricula for all six professions. In the School's
second year of operation, faculty in all professions will begin to
organize team-care in the rural and urban clinical units as we11 as
P continue to 1mprove and expand ‘the patient-care and educational

L . components of ithe central clinical wnit.

Q ¥ ’ j'.' .
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V. AFORMAL TMPLEMENTATION PLAN
FOR A SCHOOL OF HEAETH PROFESSIONS

A. Introduction

‘The contract with the Bureau of Health Resources Developrient
requires the preparation of a formal plan of nnplementatlon for a .
School of Health Professions.” This plan, presented in Figure 3, is
the immediate result of planning sessions held in June, 1974, but
incorporates the results of earlier planning sessions and of interim
modifications. It contains some specific references to lDP)PNE,fbut
is readily generalizable to other settings.

The plan is ‘a reasonable temporal and logical statement of the
effort involved in implementing a School .of Health Professions. It
puts in visual perspective many of the issues dealt with in the
earlier chapters of this report’ and incorporates some additional
gonsiderations as well, However, the plan is not entirely self-
sufficient; the text of this chafpter and the plan are complementary -
rather than congruent - to one another. ‘

B. Explanation of the Plan

-

The implementation plan (Figure 3) conbines‘ some feat.:ures of PERT
technique with the traditional timeline-type of presentétion. Each boxéd
entry represents a milestone (i.e., a goal or acconxplishment) . All )
comnecting lines indicate criti€al segdenée in the direction indicated
by the arrow: A dotted line merely implies the critical ordering of
events; a solid line between two boxes implies, in addition, an
intervening activity that must be performed in order for the second of
" the two goals to be achieved. No attempt hes Been madé to attach
specific dates to the plan, but the horizontal distances between boxes
are intended to apprenmate the estlmated relative times required to
" complete various compdnents of implementation. )

Whenever p05'51b1e , separate lines of progression are presented for
each of the various components of the development and implementation
process (e g., development of educat;onal support resources, faculty
development); these 1ines are arranged vertically. ‘ 'I'nus, .the horizontal
“Maxis" of the plan relates the various 1mp1ementat10n co;rponents to

147
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one another temporally, while the system of lines and arrows relates
these components to one another 10g'1ca11y .

The Plan begins at a point in the planning pr. quivalent to
the state that the planning at UOP/PMC had reached in early’
1974 - that is, about two years after the beginning of the feasib 1ty
§,tudy ‘and ends with the matriculation of the School's first student.
For a School of Health Proféssions implemented at UOP, this end point
occurs in 1977. Since the ""development'' process will continue well
beyond the School's official opening, the conclusion of the
implementation plan with the matriculation of the School's first
students is somewhat arbltrary,

" The plan in F1gure 3 is divided into three maJor "phases." The
"Planning Phase" is congruent with the final part of the Feasibility
Study and Initial Planning Stage portrayed in F1gure 1; the Plan's
"Developmental' and ''Implementation" Phases are roughly congruent with

[

the two phases of the same names that constitute the Development Stage

shown in Figure 1. . .
- The plan is on the next page. KA
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3 IMPLEMENTATION PLAN o " oo
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v - FORA
. P _
) . SCHOOL OF HEALTH PROFESSIONS , .
The Implementation Plan is to the right. Directions for reading: A
the Plan are ‘as follows: - ’, . ( .
Time: \flows from left to right. v . _ .
Goals (milestones): shown in boxes. « -
Critical Sequence of Events: All lines indicate critical
sequence. Solid lines indicate the existence of ‘one or more
intervening activities that influence the lapse of time .
between two comnected goals. ] . .
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.- CHAPTER 12 g -
FIMNCIAL Cﬁ‘lSIIERATImS '
e . PERSO!WEL AND OTHER RESOURCE NEEDS : .

. COST AND INCONE PROJECT IONS

Yoo

S IR CHAP'}'ERSUMMARY

Tlus chapter presents flnanclal proJecfflons for the School of

Health Professions. Cost estimates are based upon the optimal SHP : )
. \

educatlona”.l pi'ogram, whereas .1ncomé\ ‘projéctions have intentionally

been kept conservatlve , , a
A iy . ¢ ‘ . ‘ ’ C e
« ( g )
o v Ogtatmg expenses and'd .me have been & veiope'd for
et a 2= -1/2-year Developtpezgt Stage, and for: a 5-fear Start-"Up Operat.lonal
T ._Pha.ée, as well as for full ope tional (full enrdliment) level. Al

w7 " ‘costs sx‘iowns are. for the ‘School! ‘educational program; it has been S0
" g ‘asstimed ' tHat the School's patient-care and résedrch programs will " L
AR f self—supportlng. "The p.l‘O_JéCtl ns of operaflonal .¢Osts were

e veloped from a \tborough analgs1 “ofMS?IP students’ _1.nstr‘uct.lonal
needs, from Whrch the facult’y requ'rements were determzned. . .

g " The e&imates of ogeratlng 1ncome‘ Were deVeIoped from' ..

- "c’-*"’f' _; Interpretations of current and prospectlve trends in the support of .
SR Rl ‘heaith professJ.ons education and. from, add.itlonal cphszderat.lons .
e concern.mgz the kinds of income Jthat might be a,vaJ.lable to the 5chool

of Heazth Professaons in partzcular. -

5 ey
' -

e

‘ . The School s cagztal fundrrig needs are based upon a determnation g ,
T b of the space *rezjuzred to support the Sch?ol 's- educational pz!’ogi'ans.

L

. o '.“ : The chapter concludes “W.ith a comparJ.son of pro_jected costs and
v T Vindome .,...d an evaluat:.on of* some vof the kéy factors that may, .over
’ t:he next few years, s.zgnzﬁ:.caﬁtlg affect the projections: developed
o ,m this studg. The 'evaluatlon of tﬂese factors suggests that, the
! e .S‘chool s fl/rnancla% prOSpects may be bettér than those suggested J.n .
P this studg.— N A S L T S -




CONTENTS . —
of )
(HAPTER 12 s

In view of the length and complexity of this chapter, the follomng
lists of tables and of the organization of the textual material is

. provided:

N - ) mr .Iv
Section I  INTRODUCTION (Scope of Chapter) -

Section IT  MAJOR ASSIMPTIONS
Section III CQOSTS OF THE SCHOOL OF HEALTH PPOFESSICNS.

t

A. Background: Methodology for Cost-Accounting and
Cost-Development in Health mees;ions Education.

B. Cost Projections for SHP: Presentation and
‘Discussion . : e

1. Operating Costs (Full Operational Level;
. Development Stage; Start-Up Phase, v
Conclusians)

2. Capital Costs - Educational Space and ,
Funding Reqmtements :

Section IV. INCOME FOR THE SG‘!OOL OF HEALTH PROi’ESSImS

A. Background: H1stonc Trends in Suoport for
Health Professions Education

B. Development of Income Projections fqr SHP
Section V.  CASH~FLOW AND CONCLUSIONS ) ) -

2 .
Rk o

.

-

(Each major Section begins on a - L
new page.)

" TABLES AND FIGURES

- E]

Figure 1 Definitions of Student Learning Experiences for SHP

Table 1(A-F) Estmateg Curricular Schedules (for each of six
categories of students)

Table 2 Annual Operating Expenses / Full‘level Operation

Table 3 Development Stage Faculty Reqmrements for a School
of Health Professions -
Table 4 Annual Operating Expenses / Dévelopment Stage '
Table 5 mnnual Operating Expenses / Start-Up Phase ¢ - o
Table 6 Summary of Capital Cosps and Space Reqtutements for a

School of Health Professions at Full Operational Level

Table 7 Estimated Schedule of Capital Expendltutes for a
School of Health Professions

Table 8 Projected Income - Non-Capital Items / for a School *
of Health Professmns

-~ Table 8 Comparison of Annual Operating Expenses sand Incorm,

by Year- \
\ Table 10 Estimated Capital Fmancmg Needs for a SChool of
Health Professions by Year. >

. 157 i _ o &

.




GﬂuﬂER 12
FINANCIAL CONSIDERATIONS
e Personnel and Income Projections

‘e Cost and.Income .Projections N
4 s . - r»
, . I. INTRODUETION. =

%;mchapter is the result of an extensive effort to wnite the
complex onents of the SHP educational pl ith specific 'eetimates
of personnel and other resources in order to develop realistic calcu-
lations of costs and income. The projections are based on careful
and prolonged exammatlon of the SHP programs as they will be - rather
than upon the appllcatlon of conversion-factors to cost data from
other schools. Both operatlng and capltal fund requlrements have been
considered. B
Projections of gperating (non-capltal) xpenses and income will

be presented for the ‘School at full operational .level (i.e., full~
enrollment), and for each of 7% preced:mg years of development and
start- up.* \ . .

. The estimated operatmg expenses for-the School at full oper-
ational, level have been developed from program spec1f1cat10ns and
methodology - descrlbed in this chapter - that are consonant,with the

. educational plan, philosophy and curriculum described in preceding

sections of this report. The pro;ected expenses for each of the years
of the Development Stage and of the Start-Up Phase relate to the
scheduling and other considerations for the School's mplementatlon

_that were presented in the preceding chapter.

The ‘financial projections deal primarily with the School's

educational budget, The estimated costs and income for all patient-

care and research that is not related to the instruction of SHP

students are referenced only-indirectly, because it is assumed that
. _ ) ) ) _

1)

AFor a School impJemented at UOP/PMC, the developinent'penod is
projected to begin'in 1977, and full enrollment is projected to
be reached in 1982. .

K 1 \)-8

A
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R
the School's budget will be required to cover only those items that

are connected with its educaticnal programs,,CThls p01nt will be
ampllfled in follow1ng sections of this chapter )

It should be pointed out that the projecting of operatlng income
fonwmhe School has been partlcularly difficult, due, in large part,
to the heavy reliance of health professions educatlona; 1nst1tut10ns
upozgﬁugligigespecially federal) support, and the high level.of
uncertainty and contingency connected'with the future of public
support of healtH:professions education (HPE). As will be reemphasized
in Section IV, the income estlmates have been 1ntent10nally kept .

-

conservatlve .
In confbrmance w1th state budgetlng convent;ons, estlmates of

gperatlng expenses and income for all years are presented in 1974-
» dollar 1evels The use of a consistent dollay level assumes thdﬁ*‘ ' y
inflation w111 affect'both.costs and income equai¥y Capital fund
requlrements which,: -até broken down into a five- -year investment
scheduleu are presented both in mid-1974 dollar levels and at the
infldted doliar amount anticipated for the year of actual expendlture -

) Unless otherwise noted, all 5pec1f1ca11y designated years in this *5.‘. SN
. Chapter ‘refer to the’academic year begmmng in July of the.year shown. ~ . .,

A - -

S

S

“{
’
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M . ~content knowledge can be utilized on a part-time basis.* :
S SN : . ) LT, ¥
~ - .. ~ Relatively few-areas of the nation include the sorts of

- L - individuals 'rgqui‘re:i fo meet these specific needs regarding , . X ,;
e N LN ‘:‘ ?\ = : . : . N . -1. J "r
NP SHP resotircé faculty; ‘exalmlles include the Northem California - - . Vo
" - Bay area, Log Angeles, Boston, Chicago, Philadelphia and New 7 - o
York.,:~ Tt . T AT o
LN - : Pl

. than is warranted by either the quality of their work or the School's N N

II. MAJOR ASSUMPTIONS

, The budge:t estimates for the School of Health Professions were
cieveloped within the context of several fugd'zmental assumptions, listed
below. Their full implications and significance will become apparent
when the detailed projections are presented and discussed in Sections -
III through V of the chapter. The assumptions ares -

e The ,éost projections are not tied to any one specific site
for SHP, although adaptations of: the generalized estimates to
a-UOP/PMC location are provided where useful. The projects
do assume, however, that the School will be established in

' an existing acaden;ic health-care center that contains, minimally,
a medical library, a teaching hospital and a dental school.

‘o There exists locally, a group of individuals with the

' range of skills required of the School's rééource'faculty,

including in medicine, dentistry, and biomedical sciences ) .
- (e.g., protein cl;xéglists, egdocrinol_o'gis‘ts,' endodontists)." .
+ >+ The full-time faculty Tould be recruited from anywhere in °
t,h‘e nation. However, it is important that individuals with
L Both the -special expertisé and' tKe comiitment ta education
' _ required to be SHP resource *faculty already' exist in close . BiE
. = geographic proximity ito the School so that their essential ., ER

&

Wb R - -

> s - 1l ‘ s
- -t 2 . P -~ S N : ; -
. - . - Lhl . < Lo
L 3 o e . ae ‘ R , .
PRA S L] . - [ o
Y . ~ . . R -l r
P %

*The employmeht 6f most resource faculty on a part-fime. - rather.thah on T- .-

a full-time - basis is consistent with ‘the "School's~general educational -~ .

and faculty policies (see Chapter 3). It is alSo tost-effective, 4n that v, &

(1) it can reduce the School's costs fer faculty. sdlaries, swport staff . &

and space, and (2) it potentially reduces thé need and related cost. - .~ % ::

(applicable to full-time faculfy) arising from having to continue‘ta 1. L L
~d

'

suppoft individudls at a higher level or for,a longer period of )timef\%—

»
during” the early stages of the School'$ develeopment and operations, X
when frequent reassessments, of program and faculty needs dre likely .-
to occur. ¢ o . 2 L. -
S X 61
. ' . 136 _ L

.. > . ' \ -
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rogrgn needs. This kind of flexibility js particularly important 2 :&;"‘%TJ
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e The School will be an independent wnit in the academic health-
care center, mth its own students drawing on other imits or
programs for resource faculty and various services and paying
only the incremental costs (mcludmg direct and indirect items)
for services, rather than, &' portlon of the overall costs
according to a common variable such as student numbers.

e The School will use (in addltlon to its own clinical wits) _
many existing clinicial resources such as hospitals, clinics,
and doctors' offices for its educational programs. It is
assuned that only the increaséed operating costs of these
facilities resulting from the ‘zpre§ence of SHP educational
programs - rather than a proportional amount of the facilities' -
overall operatmg costs - will be bome by the School This -
assumption is consistent with the kind of financial arrangements
that generally exist between U. S. health professions schools
and their affiliated clinical resources. - ’

e The School w1],1 not‘have to bear any portion of settmg w the
patient-care programs in its clinjcal wnits. Such costs inClude
both the promotional expenses and the losses that may"be ;incurred
auring the units' first years of operation when expenses will
. likely exceed income. ’ ‘ C “

e Cost .and income estlmates are made on the basis of the six
Erofessmns selected for the initial SHP student body the
four that w111 be fully educated w1th1n the School (prlmary-
care physician, primary-care dentist, health care coordinato?,
nurse practltlon,er] and the-social worker and clinical phama-
cist (whlch represent the kinds of professionals who could be

. partially educated by the Scheol in conjunction w1th other
-established educat‘lonal 1nst1tut10ns) . . -

A

The cost and 1ncome estlmates do not take doctoral programs,

\

-

mtemshlps, m51denc1es, fellowshms, tralneeshlps, or
contmumg eduCatlon prograns into con51derat10n although-it \
is ant1c1pated that these kinds' of programs will either already
exist wherever the School is locatecl or be adrled in the fgture- .

&
1




. e ooas necéssary fox the cormleteness or enrichrent of the i)rincipal‘
2 L SHP progra:ms It must be assumed that if any of- _theser prograns .
.. were added. t5, or begame affiliated with, SHP durlng the time’ '
s covered by the budgét projections in thls report,’ that they
ould: be self-supportmg . * )
: . The exact mterrelatiohshlp of the SHP program to medical
:\ 're31denc1es, especially in primary-care areas such as family
N practlce and. mtemal ﬂ\ed.lqme has not been established: It
-1s probable that in the .early yeats, residents' participation
in the SHP educatlonal process (of medical and other kinds of
students) will be mlnlmal-even though residents may provide
. some cbntent assmtance - m view of the fact that re51dents
, o prev10us educa‘tlonal emenences will have been so .
d1fferent fro?n those belng prov1ded in the School of Health

x

’ Professmns oot ' £ , _
' j_»', . - The reépens1b11ity ~of the School's basic suence (bio- Ve
medical . aml beha\noral) resource faculty, insofar as their - N

-

el .conmltment toSHP is “toncemed, will bé to SHP students,
rather than to graduate (i. e. , Ph.D.) student education. 'I‘he & ’
' ,' non'departnental 1ntema1 structure of the: School should help .
foster thlS’ gnentatlon. ‘Also 2+ .it is llkelyh that several of
e e 1Tid1v1duals h1red to function as basic science resource )
s faculty for the School W111 be <;11n1c1ans , whose major '
L onen‘tatlon outs:.de of SHP 1s ‘toward. resident or fellow edu-
catlon rather than_ research and bas:.c science graduate edu-,
As 15 the case in all hea.lth professmns schools faculty

aﬁd othe'n enp],c:yees of the School will be involved in the: .
. three majér areas of eglucatlon, patlent-care and research.
S ‘ . " The School's budg/et ,will ‘remmerate all employees of the

. *-8chool of Health Px;ofesslons fully for effort (assumed to be
L T eqial to time) involving the School's educational programs, .~ {

' ‘bt only fqr that effort;. it has been assumed that resear‘éf;/

- . and patlent7care w111 Be self-supporting. Educational- o
* progran activities include: student contact and

-

) [
o
y

* . - . , rly \ . 138 . .
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_ School of Health Proféssiohg is that orice the School's
“ ."Start-Up operational Phase begins, salary and general

L]
.

preparation time, curriculum-development, and related
admihistrative and' committee, work (any of which will at times
1nv01ve some overlan with patlent care or research activities).

‘ Based ‘on a 40-hour profe551onal week, faculty members Wll?’\

* be expected to comiit, on an average, a total of 70% of their

SHP time to eduational activities and the remaining 30% to
patient caré and/or research. The 30% level of effort ds
con51dered -to be essential for the faculty's maintenance of
its educational and profé551ona1 excellence, .
The' financial support of health Drofé551ona1 faculty,

. particularly in med1ca1 schools, 1is uﬁﬁhly complex and may
include money from four Or TOTE MAjOT Sources, including p
the school's budget, blonedlcal and educational gesearch
grants, trammg grants, and patient-care fees. The
assunption made in developing the financial needs for the _

. ‘expenses atfribgtablg to either research or natient-care,

I
LV

.\\

activities will be covered by non-School sourees of income
(principally research grants and natient care fees). Thus,
-on the average,” a full-time facil ty member will require direct
support from the School for 70% of his overall effort. The
faculty will, of course; be comprised of individuals with

. many différent patterns of'effort and suonort -- stemming
from the1r vaxylng sklls, time commitments to SHP, and - /
CapaCLtles to attract outside funding. i

‘The School's space and capital fund requlrements are limited.
to 1nscructlona] instructlonal supnort and instruction- related
spacg, plus to that portlon of addltloral resedrch or

patient care space that is,co 1dered related or essential

to the School's educationalpﬁrogram. The development of other
patient-care or-research space i; not considered to be the

<

" School's financial respongibility.

In -the cao}tal cost projections, all required space will
be assumed to be created by new construction rather than by

L4

remodelllng of exlstlng snace.
- . o lGl .

13y N
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] Section III is d1v1ded 1nto two m‘mupal narts (A) d brief
. backgromnd on the methods used in.cost: accounting health professlons
’ education; and (B) a major presenta‘tlon and discussion of the develop-
ment of the costs. for the kind of School of- Health Professions that has been
- discussed in this report. The first part is intended 'to help-the

reader evaluate the cdst data for SHP data developed in“the Second - .~

-

f A.' Baclgground Methodology for Cost—Accomtmg and Cost Development
R N in Health-Professions Educations ‘ , S

A !
y »

‘' 1."Introduction: Techriques for the analysis and development of /\\.
: the"costs of education of health professionals have advanced recently \
Wlth the Dubllcatlon of two major studies of costs of health professlons
education: the Association of Amerlcan Medlcal Colleges' 1973 report,-
Undergraduate Medical Education/Elements-Objectives- Oosts (1973), angd the
Natlonal Academy of Sciences, Institute of Medlc\lpe/'s\IQM Teports
-entitled Costs of, Education in the Health Professions. The I.0M.'s =
v appi'?ach. to cost-development is similar to, the one that has been i

“-Used for-the School of Health Professions. :

. A maJor P blem identified in both of ‘these basic HPE cost studies
" is that health ofessions schools have multiple, interrelated Droducts,_::

.
.

-
£

and that 'the educational costs can Vary quite widely (espec1a11y in
medical schools), dependlnﬁunon the amownt of effort alloeated to each °
spec1f1c kind of output or task. A medical schopl for example 'has
outputs ‘of at least medical students, residents, ;nesearch and pat1ent/
care, and 1t is extrenely difficult to allocate total costs accurately

-

among each of these outputs. .The addition of several otheT, categones
of students - such as in the case of the School of. Health Professions - #

b _‘? iy

ey

part. : ' - : e

, <. *makes cost- allocatlons evén more d1ff1cu1t, particularly within the ¢ \
~, & '
.-School's educatlonal program itself. Clearly, exp11c1t1y stated Lo
. asstmptlons and definitions concemlng categonzatlon of act1v1t1es

‘ IIL. COSTS OF THE SGHOOL OF HEALTH PROFESSIONS , l

»
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g/re ‘éssential to any_di‘scus’sion of IIPE costs, so ‘that results can be
recomputed if different assumtions or judgmeﬁts are desired. “
2. The Institute of Medicine Study:* The I.0.M. cost study, .’ '
authorized by the Comprehensivé Health Manpower Training Act of 1971,
analyzed data from a nationwide .sample of 82 schools in the eight

professions of medicine, dentistry, ostéopathy, ontometry, pharmacy,
podiatry, veterinary medicine, and nursing, in_an effort to estimate
the averaée annu‘a‘l cost of educating studenté‘;:o the fi,}'s:,t professional
degree in each of these- respective professions. .- ,
& The I.O.M:'S' metﬁBESfc?éy for deter{nining,_‘the' costs of education
for each kind of program'was based upon anal;'sis of faculty activities
(fagulty effort study); the assignment of direct faculty costs was
developed from its findings of the percentage of faculty-effort in
each of the following thirteen activity c;ategories (T.0.M., Pts. T

and -II, 1974, p.28):

‘i

N

- ACTIVITY. DETAIL -

Teaching Activities -

(1) Teaching - - Formal téaching, classroom .
» L o ‘ Jectures, etc. - ©
- +(2), Preparation for § . All teaching preparation
Teachjing - activities
(3) Curriculum Develop- Teaching support
.ment* and Evalua- activities
tion o .o .
.o , K '
Joint Activities ’ S, , '
(4) Joint Teaching and Patient care with students
' Patient Care . - . present *
" (¢ontinued on next page) ' .

‘% ¢ , -

Y

.

-*A.concise explan}ition of thé I.0.M, ap'pzjoach, covering additional
points to those made.here and in later parts of.this Chapter, can be
found in the "Introduction” to’the April, 1974, unpublished version of

4

"~ Pazt III of the report. on’ the I.0.M. Study.” .The full bibliographic -

_this Chapter.

Citation for the Study is in the ref@me list at the conclusion of * .«

165, b ' '

» .
[ - -
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(5) Jblnt Research and

Research Activities -
- (6) Independent Research’ “

-
AY

Patient-Care Activities -
(7) Patient” Care .

»

‘ [
. " (8) Hospital/Clinical
") ' Admimstratlon
" General SupEort Act1v1t1$
9) Administration .

. ,
(10) Service =~ ° -

L

"(11F Professional Develop-.
B ment

. (12) Writing

-

(13) Absence .

2

§

Teaching =~ ; -

= »

Research with students
present )

v

Research with no students
present”

q

a

Patlent care in any set-
ting; no students - : 1
present - -

Genéral administrative
act1v1t1es

Semce to pro?esslon -and
to outside -organizations

\ A Y

Professicnal writing,
other than research
findings ¢

Sickness; vacations, etc.

A " - -

The I 0.M. ‘assigned the other costs of the schools studled
largely on the basis of .the percentage dlstrlbutlon of the faculty
effort. .In the clmlcal setting, onl¥ the 1ncremental costs were

: mcluded as part of the education costs. Thus, the educatlon of
medical students did not’ bear a percentage of costs of pat1ent care .

+ unless the patlent care was directly affected by the presence of stuy- '
®
dents. Also thé Study did not include any @uted educational costs;

such as the cost of volunteer faculty. Costs, for top1cs taught out- A
side’ the health professmnal schools tpeﬁs\exlye”s were also not
‘included.’ i ‘ - .

The patlent-éare activities that wer¢ included in the L.0.M.'s
educatzlon _cost were restricted-to those involving clinical instruc-

- tion, "he amount of research effort mcluded in the education cost !
" . was de\.ermmed by judgement: of a panel of experts in the\pertment '

ST e
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profe551ons -

The- most important 1tem in, the I.0.M.®Study was the identifica-
t10n "of the net education expenditure, which is deflned as the full
cost of the education program 1ess revenues gssignable to those por-
tions of research and patlent care considered (by I 0.M. ) to be essen-
tial to the education for a particular profe551on The 1. 0.M.'s net
educatlon expenditure does not, therefore, represent full resource .
costs in the .economic sense; it merely Trepresents the unfunded'portlon

-~
-

of the education costs.
The 1.0.M. findings, based on the 1977-1973 academlc year (FY 1973),

" showed the cost of education varylng‘extqp51ve1y between the highest- and

the lowest-cost schools in any given profession. The ratio for, phar-.

-macy was the highest-- 3.6:1. For medicine and dentistry, the ranges

were 2.7:1 and 2.6:1, respectively * In all cases, the I.0.M. Study
showed faculty costs to constltute the single laégest element in the in-
struct10na1 cost;’ for those profe5510ns pertlnent to SHP, the percent-
ages ‘'were;: pharmacy -/}0 dentistry - 36 %; and ‘medicine. : 43%.%*

-

3. The Association of Amerlcan Med1ca1 Colleges Study Like the
1.0M., the A.AM.C. cost study (1imited’ to undergraduate medical edu-
cation) started’from the perspective that the undergraduate medical .

education process is broadly composed of elements of 1nstruct on,
clinical activity, and regearch. In determining educational osts ,- the
A.AM.C. followed an approach similar to I1.0.M.'s, except that\ithe
A.AM.C, attempted to consider the full resource cost of the under-
graduate (M.D.) medical education program , which is significant y dif- .
ferent from the net educat10na1 expendltures 1dent1f1ed by the 1.0.M.

Study., - ' .
The A. A M.C.'s full resource\gost is defined to’ 1nc1ude all of the.

. goods and services required for the undergraduate medical educatlon '

program, including the components of patient care and of research con-

.sidered by A.A.M.C. to be essentlaJﬂ&o the schoolst educatfghal pro- A

o

grams. Some of these represent 1tems that are currently contrlbuted
>N -

*These ratios were derived from data on’ p xiv of Parts I and II (bound ‘:
in ‘one volume) of the I.0.M.-Study.. *. . . . 2 .

" “**These percentages™ were derived from. the costs of 1nstruct10n for

these respective profe551ons in Parts I and II of the I.0.M. Study.
143
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freely (e.g., services of volunteer faculty), others are itemé that are

génerally not paid for (e.g., the extra costs to hospltals 1ncurred by

the presence of studentsl,whlle still others are costs that may_be presently

borne by educational units other than the medical school. '

The A.A.M.C. identified a greater portion of research cost than

+did the I.0.M. as being part.of the cost of the medital'education:in

that the A.A.M.C. considered a major involvement in research to be a

necessary ingredient of the medical education program'éno,therefore;

an activity that a school would have to fund, "along with its other

educatlonal costs, if its research fundlng by outside agencies were discon-

tinued or,reduced Similarly, a sense of uncertainity about the futuré

of arrangements governing health-care payments to hospitals resulted in .

"A.AMC.'s also including in its educatlonal costs a greater portlon

of pat1ent~care act1v1ty than did the I.0. M.

B, Cost Projections for SHP' Presentation and Discussion

- This maJor part of the chapter covers both the operatlng ex- '
penses and the capltal fund requirements “for a School of Health Pro-..
f6551ons Annual operatlng costs are presented for the School at L ¢
full operatlonal (i.e., full- enrollment) level, and also for each N
of its development and start-up ‘years. ) )

-« AT .cost estlmates are de;;ved from the SHP educational plan as

interpreted through the ‘basic assumptions that were included in
Section II.
development methoéblogy will be thoroughly explained, but greater
detail can be fdund"in Appendices 16 A Cnd 16-B.

The educational program spec1f1cat10ns and the cost-

All program

spec1f1cat10ns ghould be régarded as e

not as'prescribed "coursés of study.” -

stimates and as. averages,and

e~

-
-

W

Since the School's developmental. and start-up expenses .are closely -
related to its full-operatiocnal-level operating needs, the develop- .
ment of the full, operational level costs Will be considered first. Following

a brief introduction; the Cost.projections are presented and explalned L0

.n the order shown at the top of the following page.

.

»
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Operating Costs i . . ' L
o ‘ § Full Operat1onal Lever ) R - .

N §§ Developnenx Stage (prlor to C .
arr;val of - first students) ’ .

. 'ggg Start-Up Phase (prior. to . e
. full student enrollment) . -

§§§§ Disclssion , .

Capital Gosts - Educat10na1 Space © - . - T
andfbmding Requirements : : oL ’

C ﬂ'_l, QEF,BATI{\ECﬂbTS R

-

-

The development of SHP's operating costs followed an apprOach 51m11ar
to the one used by I:0.M. to estimate average per student costs in 7
several different professions. This approach part of the Institute
Study s "constructed-cost" method, regards the fUndamental building block
' in the determination of the educatlon cost to be the specific instructional

-

and instruction-related activ1t1es of the faculty L )

The applicdtion of thls ,kind of cost- development process to the
School of Hé“th Profe551ons enta1ls first determ1n1ng the School s re- ~
quirements for faculty size. These requ1rements are der1ved from an .

e - >

‘ana1y51s of

:.Studéhts 1nstructlonal needs, whlch are, in tirn, . .
based upon: (1) the number of students enrolle in _
.. each’professional program, and (2) the amount of. time . el

each~studentrspends in each of several modes of tudent/ D
instructor “interaction (referred to as "student
~ ’ -experiences")

. - . d Of .;,/,_\" .-, \ . (.

- The amount of faculty involvement in patient-care an
“ research ‘activity that is essentlal to the School's

¢ .

- educatlonal program.. ; N .
. . ' A : ‘
FolloW1n§ th1s analy51s of faculty Tequirements, the next step . ‘ .
in the process” ig to determlnesthe School's requlrements for the £ollow- 5
ing four pr1nc1pal cost items: - ‘ . ’ "

- [y

. PErsonnel and Materiel support requirements for,facylty:and
students (e.g., -library, educational resources)

*The method is explained beginning on page‘169 of'hart II1 of the U,
IOMSmWrwut 169 s I

- . - o . . " [ ’
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. ¢ Other dquct ,operatlonal needs (e g., supphes travel,
telephone) o ) . .o
) Adminlstratxgn and -general support reqh1rements (e g,
' cllnlcal resources mlnor remodelllng) °

Jo Indirect flxed cost; 1tem-needs {e.g., ut111t1es)_

- 5

‘ " The costs for such student -support items- as housing, health
care; and recreatlcn have not been pro;écted it is assumed that
these act1v1t1es will be operated from student - fees. (Nor has an} )
provision been made for the constructlon of fac111t1es relafed to
these items.) The cost pro;ectlons also do not include any specnflc
line item for faculty and student_ traneportatlon to and from rural

clinical education sites nor for temporary student housing at those sites.*
_The distinct advantages of the constructed*cost methodology Cpre-

’ v1ewed ab;;e), and the reasons ‘for its use 1n this study, should be
- pointed out.  The chief merit of the method - _which builds costs from
”the ground up' from spec1f1cat10ns concernlng stgdent/lnstructor inter-
'ractions and the components of the educational program - is that the+r ~
cos!'pfS;EEtlons it produces are accurate reflections of a school's ln-i
structional program. A second advantage is that the approach_;equlres
educators to clarify their educationmal goals and instructional methods
“and requirements much more precisely than is usually done. - .- .
‘ “Finally, the’ method can be utilized not only to develop comprehen-
sive, 16ng-rdnge cost pro;ectlons for a new school or program, but dlso
to add’clarity to curricular and budgetary evaluation and revision of op-
erating brograms; the method can be used to easily analyze the marginal
budgetary impact of contemplated changes in instruction or curriculum .
or to 1solate and highlight ex1st1ng high-cost areas that mlght warrant
furtHer examination, - )
These several appllcatlons of the constructed»eost ‘method make
it particularly useful to new and developlng -schools, and espec1a11y to
" ones as untraditional and experimental as the School of Health Professions. .-

4
.

i - B - : _
*The. general operating expenses estimate should be adequate to cover
this of faculfy and studert transportatlon but not the temporary
student housing (which, unfortunately, frequently represefits a sub-

-.stantial out-of-pocket expense to health professions students in pro-
grams that include- extensive c11nleal work at remote sites.)

’ 170
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Y § OPERATING COSTS --°FULL OPERATIONAL.LEVEL - ;
f -
Introduction °

Prejections of the SHP's total operdting expenses are very
directly related to its faculty costs: faculty compensation was '
found to be the most important component of the cost of instruction
in all of the professions studied by the I.0.M., and faculty '
activities govern the requirements for almost all other cost items,
including secretaries, tethnicians, miscellaneous direct expenses,
and physical facilities. Therefore, the f,mdanentﬁl unit for the
development of the School's operating expenses is the full-time
equivalent (F.T.E.) facultj\requirement,

Derivation of Faculty F.T.E.

>

The constructed-cost method used to develop SHP's, faculty re-
quirements is based upon estimates of the following kinds of

specifications for each of the six professions:* -

e Numbers of enrcdlled students;
Average length of the curriculum; - ..
Kinds and frequency of‘various sfident learning experiences,

.
3 ' £
M

°
A assembled into "curriculum schedules'; .
e MNumber of students in a growp for each kind of student'learning

-experience, and the mumber of faculty required for each kind
of learning experience; .

e Faculty prepafation and evaluation time required for each

? faculty/s:tudent contact hour, for each kind of studentnlearm .
ing experieﬁce; ‘

-

*Most of the program specifications - such as the "curriculum schedules"

~ or the estimated lengths of each of the professional curricula~ have .

not been stressed in earlier parts of this report, since they were

" developed for the primary purpose of providing precise enough

estimates for developing costs by the particular method that will
be explained. In view of the high degree of flexibility in the SHP
educational program,.it needs to be strongly emphasized that these

- and other kinds of "program specifications' are meant to represent

estimates and avera[ges only, and not prescribed(or even necessarily
S -

typical)pathway ough the curricv.}xlllm.. ‘ —
171°-
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e Distribution of overall faculty effort among education - .
.+~ (instruction and instructien-related or instructional ' T
. " support activities), patient care, and research, mcludlng
, ,the maximm instructional effort rgquired per full -time
’ ; equlvalent faculty ' '

-
4

. The specifications used for SHP are as follows:
- Enrollment and Avera rage Length of Curriculum: At full operatlonal
level the School w1ll contain 360 students distributed as follows

-

1° *.

Average ‘Average ' Total .

T l Enrollment Program Length Average Atnual
Kind of Student per Level (in academic weeks) Enrollment.’ .o
"o Primary-Care Physician 50 146 (approx. 3 acad 150 )
« years) .
Primary-Care Dentist 30 146 ' ~ 90
Health Care CoordinaFo; , 60 48 (approx. 1 acad. 60
: | ‘ year) .
Murse Practitioner . 20 48 ", . 20 .
Social Worker -20 . 48 ¢ <0200
Clinical Pharmacist 20 . 48 - v A ) 20 ’

- + ‘
e . . T °
A . _

1

(The word "level," rather than ''class)' is used in the above
- inset to preserve the notion of SHP's time-variable curricula. For
the three programs for which curricular stages -see Chapter -2-- have
been outlined, the student enrollment is shoim by level instead of
" . . by Stage, so that comparisons with more conventlonal HPE programs
can be made. ) 4 :
The full-operational level enrpl]ment prOJectlons are based on
the assumption that the School must be an economical and effective . -
unit, The numerical dlstrlbutlon of students among the various pro-
* fessional programs reflects, in part, the, balance required for the
clinical units, which will form the major portlon of the School's

clinical education program. g




For purposes.of cost projections, the length of the prdgrams )

, for primary-care medlcal and dental students has been estimated at
about three full-time academic years containing 146 weeks of. instruc-
tion ?approxihafely 48 weeks per year),* '"Full-time' means 50 hours
per week in SIIP learning activities kdiscussed ' low) The -minimum
length for. each the medical and dental programs will probably be 132
full- time weeks It is assumed that dnost students will complete the
program in somewhere between 132~and 146 weeks. The amount of time
that students might collect1yely spend beyond 146 weeks is assumed to

_be offset by the amount of collective time below 146 weeks, so that
.no_additional F.T.E. faculty will be needed for those Students who
take longer. than 146 weeks to complete the curriculum.**

The program length for health care coordinator, nurse practition-
er, social work, and pharmacy students has been estimated at 48 full-
time (50 hr./week) weeks. It is estimated that few if any ‘of these
students will require longer than 48 weeks to complete the program and

L4

that some may complete it in less time.**

— Student Learning Experiences: To better Visualizeathe several
curricula and to develop basic specifications for use in the deri-
vation of the School's faculty requirements, a total of fourteen ,
distinctive kinds of learning experiences have been projected for
students—ln_the_yﬁrious SHP programs *Each kind of experience implies

‘a spec1f1c mode of 1nterract1on between students and instructors
. (and as shown in Appendix 16-A, also 1mpl1es a spec1f1c level of
faculty time required, and, therefore, of faculty cost) ~The learn-
ing experiences, 1nclud1ng the very 1mportant one of self-learning

*For the medical currlculum, the 146 weeks 1ncludes'Stage 5 of the
“curriculum, which is optional (see-€hapter 2), but 1s ‘included for
the generat1on of financial prOJectdons . -

**Since faculty will be paid for a 48-week worklng year, the faculty -.
F.T.E. requirements would not be reduced even if - as is unlikely -
the average program duration turmed out to be significantly below 146
weeks—for medicine and dentistry-and/or significantly below 48 weeks
for ‘any of the other- four professions.

¢ ' . . T
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'atr‘ld' studéf are: g e,
' - Lectures ) v - = Inpatient Experience
o enu:nars and Practlcums ' = Hospital-Based Experience
' A- Sma],lermes . LT - Emergency Room Exper{ence
= Patient ‘Care-Related i - Dental Techruque Lab.
. 'ﬁﬁfgn,ues - Clinical ¥ '+ Dental School Clinic Experlence
A o e Aet1v1t {os: - “.. = Resource Consultatlon 5
v Conferences and Skllls- «' Advising Consultation - *
VTR, Development - 5 s .
ley ’rd . - Self-learning and Studying
N Cilmzcal. Units (wi thout Faculty) \
s N m '\Other Ambulatory-Care 7
* Expémence

v Preuse 1n1t10ns of each of these kinds of learnlng act1V1t1es,

' ‘i'iri's,}pdgif@ the’ f{. evant group size, are.provided in Flgure 1.

. ‘1,_ JATIN ,t

2 Estm:i‘éea,_ Currlculwn Schedules: Assumptions have been made con-

: "cernmg é"i?lev;,ége number of hours per week that a student 1g111

aspenc} 1n. g ;6% the above kmds of 1eam1ng experlences. The result- *

mﬁ weekl: ; ’1cu1um schedules" are based on an asSumption that

eath studén ]:g, spend 50 hours$ per week in various SHP learning act- .
1\

%

X 1v1t1es 5, »a él v\‘lflcant portion of which ‘includes self- leamlng Coup-
‘ l:.ng the SQ *hours per week with the previously stated assumptlons
" out‘\ the Q.Verqge program lengths for each of the six professional .

% ograms -y:Le gls a* total of 7300 hours per student for the medlcal and

,——

fogr progrgms\ eqlt)]} care coordinator, nurse practltloner, social work

ﬁnd Slinicht phiarmacy). - ; : - )
\.'I'he ‘Weékiy turrq.culum schedules are shown in Tabl'es ‘1-A through

1- F“begmnmg on ’page 153, For the med1cal dental,and health care

coofdilnator stﬁden\ts,ﬁhe schedules are dlfferentlated by the curricu-

lar’ stages expiamne?} imChapter 2. :

4\(

> - Fé‘m‘zlty Work Yeafq Dlstrlbutlon of Effort: The work:year -
fora @p;ll ﬁll{lé "faculty niember is considered to be 1920 hours (40
hours péi; week fbr 48 w lgs) The dlstrlbutlon. of these 1920 hours
that 1s \c0n51dered ppr nate for the School ‘of Health Professmns,

\ \. o . :“F\‘f s . : N . ’




_ . FIGURE 1~ B : .
mammms OF STULENT LEARNING msmmcss FOR SP L

. LECIURES One instructor mpartmg mformatmn to a large growp ¢«

of students fincludes grand, romdsj. ¥ -
o ° SEMINARS AND PRACTICIMS: Regular seminars and pract1cu:rs, .ich .

‘ are sessions of swpervised practice of manual skills'and te
niques - e.g., giving injections, practicing interview sk1115 -
or science labs, number of students is' about 20-2s.

o, . SMALL GROUPS: Greater student/faculty mteractmn thap in seminays ]
(average §1ze gr‘oup about 8 students for one faculty menber) T . .-

o PATIENT CARE-EELATED ACTIVITIES - CLINICAL WNITS: ‘onsists of | . - -,
student observation of gare-delivery by faculty (including by . . :

" consulting specialists) and of supervised care-delivery by N ‘
" students; number of students per group is 6 for-medical and -
+  dental. students and 8 for others (based upon instructional e .
"5 component oniy of joint patient-care/teaching act:.\n.ty) g e L,

¢ _ TEAM ACTHVITIES: CCNFERENCES AND SKILLS-DEVELOPMENT - CLINICAL UNITS:
" Includes inter- and intraprofessional student team conferences . ¢
¢ for discussion of specific patient cases and for development of .
generalized interprofessional teams sk1lls, nunber of students per N '

grpwp is 6.
LR

e . OTHER AMBULATORY-CARE EXPERIENCE Students' dbservation of care- .,
delivery of their sumervised dehvery of care in ambulatory settings
cther than the SHP Clinical- tmts, same’ group size as for the .
patient care-related activities 1n the c1m1cal wnits. . '

“e  INPATIENT EXPERIENCE:. Consists of traditional ward clerkships and E _

related activities. ™ i . a )

o . HOSPITAL-BASED EYPERIENCE: Congists of observatwn and some .o
practice participation in various administrative‘systems, for the
primary purpose of acquiring familiarity with the relations}up
between- inpatient and au atient care. .

» t

e  EMERGENCY ROOM BXPERIENCE' Oons:.sts .of observation of, and pr'acfice
in, patient screening and patient flow, 'for purposes of stre'ngthmmg C
'tnage skills. . - . - .

B 2 ‘ .

e ' DENTAL TEGINIQUE LAB: Same kinds of leaming eJqJenencefs as in - -

typ:.cal dental school technique 1ab. - ‘

¢  DENTAL SCHOOL CLINIC EXPERIENCE: Supemscd delivery of care by a
students in a dental school c11n1c (as d;stmct from the SHP ’ .
) cl:.mcal ‘wits). o . -

- -

. RESOURCE (IWSULTATION Interaction between student and faculty .
menbers” (average of 2 students with one faculty member) to deal .
. with "conteit” in biomedical sciences, behavioral sciences, and °
- clinical sciences, and with other kinds of content approprigte to
- the studenit professional category concemed; occurs withm and
outsfde of the clinical wnits. .

" e~ ADVISING CONSULTATION:. One-~to-one " mt'eract:.on betwgen student and
primary-care clinician adviser faculty concerning. the “con'tent' of .
primary-care delivery and the student's edycational process, and 7 i
progress (e.g.’, evaluition, goal setting, remedial worlc), occurst -
~withm and outside of the clintcal un1ts.

;e SELF-LEARNING AND STUDYING EWITHOUT FACULTY)» The time th'e.studént

- """ spends in reading, _working with various, self-instructiohal s

' maferials, performing self:evaluafions, etc. This is’'the only kind -

+ of learhing experience not pertinent to the computation of faculty ‘
* instructional reqmzemenﬁs (and to the faculty FIE derived therefrom) ,

P .‘ - P . . 1/0 ' : .:\1 .n
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"and that was used for cost projections, is: = ~

»}“
e

- - ] .

o
S

Student Contact and Instructlonal ',

Preparation and ‘Evaluation (including - 55% (1,056 hours _
' }1n clinical settlngs) . - per year)
i Curr1culum Development ; 1 J 55 . . T
‘ Administrétion and“Committees, 5 . o 10% N
" Research_and/orPatient Care o 30% .
"L .. . . L | 1009\*\

Hours in excess: of 40 per week, Wthh would be spent in research
patient care, and profe551ona1 development, are beyond the def1n1tlon
of a full-time faculty member's time commitment to SHP.

The Student Contact and Instructlonal Preparat1on/Evaluat1on
time const1tutes the instructional program; that, plus the add1t1onal
total 15%- effort devoted to curriculum development and to adm1n1stra-

)

tion and commlttees constitutes the 70% of overall faculty effort that g

is &1rectly related to the School's educational program (and that
portion of*tﬁe faculty's compensatlon that is borie by the School).

The 303 -effort in research and/or patlent care is the amount
con51dered to be appropriate for the faculty s maintenance of pro-
fessional competence. As 1nd1cated in preceding sections’ of this Te-
port, the research conducted in SHR will include research in eddcatlon
and in methods of care-delivery, and in clinical’and behavioral
sciences, a5 well as biomedical résearch. L * '

The faculty effort distribution.used for SHP is similar to that
used in the I.0.M.'s constructed-cost model for medical afid dental
schools fI.O.M., Pt. III, 1974, p. 172), but the SHP distribution*

includes somewhat higher percentages for student instruction.

- Determination of Faculty Requirements: The following brief

.

r

L3

“#This distribution of faculty time is an average across all
1nd1v1duals and all profess1ons.

A
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TABLES *-A THROUGH t-F:
' Explanatory Note

Tables 1-A through 1-F, on the following pages, show the esti-
mated number of student hours per week in the various kinds of learn-
ing experiences that were defined in Figure 1. . ’

+“In actual fact, the number of hours in each type of experience will
fluctuate from week to week; what the tables show are averages over the
estimated duration of an entire curricular stage (in the case of the
medical, dental, and health care coordinator éurricula - Tables 1-A
through 1-F), or over the estimated duration of the entire curricular
program (in the case'of the remaining. four professional categories -
Tables 1-D through 1-F). Thus, with reference to medical students, the
1.8 hours per veek that are depicted in Table 1-A as being. spent in
patient care-related activities (which amounts to 14.4 hours for the ¢
estimated 8-week duration of Stage 1) could be distributed as follows:
. 3 hours in one week, 2 hours in another week, and 5 hours in a third
week, with the remaining 4.4 hours spread over the remaining 5 weeks of
the Stage.

. ™ \ )

It should be reemphasized that both the number of weeks per
professional program (or per curricular Stage) and the distribution of
student hours among the various Kinds of leamning experiences are
estimates and averages' to begin with. Given the flexibility of the
SHP curriculum, the actual amownts of time spent in given learning -~
activities and the total ampunt of time spent in completing the SHP
program will differ from student to student, with varying degrees of
resemblance to the estimated schedules depicted in Tables'1-A through I-F.

, .
/ . ,
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TAELE 1-A ,
ESTIMATED \CURRICULUM SCHEDULE FOR PRIMARY-CARE MEDICAL STUDENTS, . ,

ok )

2 *

-.‘ S - / .
5 o
. -~
N AVERAGE STUDENT HOURS PER WEEK
. ‘ TYPE OF —
Stage 1 Stage 2 Stage 3 | Stage 4 Stage 5
L IN XPERIENCE i . .
EARNING E : (8 weeks) | (52 weeks) | (23 weeks) | (53 weeks) | (10 weeks)
¢ ! L (optional)
7 <
Lectures 3 3 - 2 --
 Seminars & practicums 3.2 2 -, 3 -~
. »
Small groups 4.8 2’ - 2 v -
- l -
Patient care-related . .
, activities -~ clinical units 1.8 3.6 T12 . 16.8 6 .
Tean acg:iv'ities (copferences ' K
and skills-developrent) - 0 ) W
clinical units ) .8 1.5. 5 7 2.5
' - ] .
Other ambulatory-care 3 :

8 experience 3 2 - 3 i 10
Inpatient experience 3 3 10 . 10 -
Resource  corsultation - . .9 1.1 ‘1.5 1.7 1

N . ‘ . 4
Advising consultation 1, 1‘ 1 3 1 1
Self-learning & studying . s
(without faculty) 28.5 29.8 20.5 13.5 19.5
a ‘ \ *
" | TOTAL HOURS “PER WEEK ¥so.0 50.0 " 50.0 50.0 50.0
o ’ *
L)
1 !
. o Ve
. -
s A Y
o 178 \ ,
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o TABLE 1B

ESTIMATED ¥ CULUM SCHEDULE FOR PRIMARY-CARE DENTAL STUDENTS
. e ’ . . b_
K . ) v .
R , . AVERAGE STUDENT HOURS PER WEEK
B ﬁ TYRE OF A -
e ; Stage 1 Stagé 2 Stage 3 - .{. Stage 4
- LEARNIN PE. . *
- s N G EXPERIENCE (8 weeks) (46 weeks) .| {39 weeks) (53 weeks)
Lectures T3 4 3 ~2
> ’ . - o, . N\
Seminars & practicums . <8 3.2 4 1.2,
Small groups 9 —— ) 2 1.8
. 2 . . -
N Patient care-related : ] R
" activities - clinical units -3 - 4.8 - 21
. N . LN
Tedm activities (conferences '\/ : .
and skills-development) - : 4
clinical units S 1.2 2 - 8.7
Otner ambulatory-care . ! . l’
experience - t 4 \‘ -- -
° ' l .
Dental school clinic X . ] -
. experience . - - - <L 20 + -
Dental technique lab. | -t 20 . - - p
‘L
Resource consultation 1 71 , 1 bl d
Advising consultation . 1 1 a' 1 i T g
o . ‘ A ¢ y
Self-learning & studying, . - v -
. {(without faculty) 25.8 10 T 19 13.3°
: . i
TOTAL HOURS PER WEEK 50.0 @ 50.0° 50.0 .| 50.0 .
3 b )
. ‘ .
‘ K % .
. + | S . '
[ " ] ~O ' <
17 9, -
. ’ /155 . ,
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* . . "TABLE 1 ~C '
< ESTIMATED CURRICULUM SCHEDULE FOR HEALTH CARE CQORDINATOR STUDENTS
: e ' - -
k‘i : - -
e . . AVERAGE STUDPNT HOURS PER WEEK
. TYPE OF
’ -. N ’ . .
: . Stagg 1 Stage 2 Stage 3 Stage 4
LEARNING E .
N XPERI}:NCE (2 weeks) +(14 weeks) (10 weeks) (22 weeks) .
. Lectures . o] 28 - 10, -2 5
’ N Seminars & pracat.:icums 6 ., 6 . 4.8 ‘s
Patient care-related e, .
' activities - clinical units 6 4.8, 12¢ \ 11.2
Team acjivities (conferences o !
‘ ‘and skills-development) - ~ 7 = . .
' . clinical units ¢ .2 - 2 5 5.5
@ . - e ’
Emer en(:% room 'experience 1 . . 3 3 3
: " | Hospital-based experience * 1 4 3 3
 Resource consultation 3 7 .8 7
) . . Adv1§ing‘consultati0n - oS—, S, “5"
4 ‘ ) .
¢ . L
'Self~-learning & studying . N IR —p
e (without ficulty) .- 12.4 19 18.94 16.1
’ ; L . - - : . P . [
.o TO'I‘A.E. 'HOURS PER WEEK 50.0 50.0 50,0 - 50.0
\ - . . - . [
- ." . < - . *
Y ’ . ~ oy
vl C : - |
R ' . ° * ’
- . - ¢
r " ¥ S ’ U?}‘ ° * - v
5 , \ ]
- . \ . . ) \ * . ¢ . ~ - \— N L] .
. . L ' :
- A i * s ", . /
. c » % . a 4
’ ) ' 4 <7 ‘“ . -~ 7 : :
! ’ . . . @, 2
I [N - l 8 {) ’ R
. . 156 ., ' . .0
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TABLE 1-D-

> v M
ST IMATED CURRTCUI UM SCHEDULEFORHURSE PRACTITTORER—STUDENTS -
* » * . . -
P - P e e - —_— g ey
N - AVERAGE
‘ STUDENT HOURS |
* TYPE OF "LEARNING EXPERIENCE - « N PER WEEK
¢ -
tectures ‘o K .
* ,Seminars & practicuas 4 ’ ! B
- “ <
’ . Patient care-related acgivities - clinfcal units 13 "
Tean activities (conferences and skills- P .
, development) - clinicaldunits 4.5 ’ h
’ - »
) Other acbulatory-care experience ' » 2
. = .
» .
. Resource consultation . 1.6 .
. Advising consultation .5 ¢
. Self-learning ‘& studying {(without faculty) 20.4 : . .
/. - v ) . .
) | TOTAL HOURS PER WEEK . 50.0 . . :
. — S < 7 B
. - TABLE 1 ~E , . .
N - . - N »
* ESTIMATED CURRICULUM SCHEDULE FOR SOCIAL WORK STUDENTS [
S , N s v, ‘
. J B
. \ AVERAGE N . *
5 STUDENT HOURS
. ‘ TYPE OF LEARNING SRFERIENCE -~ PER WEEK .
- N * - *
‘ -, * ¢ . -
’ . Lectures . . 3
:, . , s . "
. | Seminars & practicunms " ) .
S~ - . Y
. Patignt care-rclated activities - clinical units 10.8 7
Team activities (conferences and skills- - i . ”
. development) - clinical units 4,5
. - L}
. | otner ambulatory-care expétignce - 6
t ‘ ’ . - :
et Resource consultation : N 1 :
. N
, Advising consultation . ' .5 ~
. . b » ¢ R
Self-learning, & studyang (without faculty) - 39.2 3
1 - Ed
K} 2
B - TOTAL HCURS PER WEEK o . . 50.0 N ’
, . ‘ [ N . t * .
- - . Ty . v R .. - -
» . o
IS . 5 . TABLE 1 ~F .
. .- B . »
. 14 3 )
- _ ESTIMATED CURRICULUM SCHEDULE FOR CLINICAL PHARMACIST STUDENTS .
+ ‘A ” N * .
) M 1 . . ’ *
PN . AVERAGE - . . .
~ P . STUDENT HOURS * . ¢
~ TYP® OF LEARNING EXPERIENCE PER WEEK - .
. . S :f ¢ Iw .
, A Peticﬂt‘ care~related activities -~ clinical units 19,2 R .
. .- A . ! . - . - )
. . Tean activities (conferences and skills~ o co .
. . , o ) evelopment) - clinical imats . . 5 ° ' 8
‘e ¢ - .
. - . -v | Resource~consultatian . N 1.7, : -,
. : . . . » .
. ' Advising consultat\ion LN .3 ‘
: Self-learning & studying (without facuity) 23.8 ;
A ! . 4 *
¢ * . [, R . .
, S L TOTAL HOURS PER WEEK 50.0 1 8
v - . - . ., v
ERIC, - : g 157 . I
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explanatlon of the usual way of determlm.ng fawlt)c requirenents
for unlver51ty-1eve1’1nstmet19n is included to highlight the very

- different method used” in this study. Faculty requirements are.

ordinarily developed from a series of' formilae based upon student
credit hours (mmber of students multiplied by credit houts for

each course) per fachlty member, with an allowance made for the course
.1eve1 (freshmen through graduate') . Additional allowances may be

" made for so-called high-cost areas (e. g., biology. and englneermg)
Included in the formula requirements is an allowance for the mainten-
-ance of professional competence, 1nc1udmg some research. )
, Though they have come to be generally accepted in umversiﬁes )

~ throughout the cpuntry, such formula computations have specific limi-

tatiéns, arising primarily from the variation among academic disci-
plines. They have major limitations with respect to health pro-
fessions schools (principally because of the clinical compbnent of
instruction), ynd they have not I;ee}i applied (except partially in one
or two cases) to medical and dental schools nor to many other health
professions schools. -Credit-hour based cost computa‘tions are, in
any event, 1napp11cab1e to SHP, which has no courses or predetermined
cm1cu1mn per se. . oo
A major variable in the cost pro;ectlons for HPE lies in the
clinical area of instruction, where the size of the instructional
group varies widely, as between review of patient diagnosis (with
one student pef faculty ménber) to grand rounds (with fifty students).
.Furthermore, in ¢lifiical ins’gmction, the faculty member is both
teaching and prov1dmg patient care at the same time. An additional
complex1ty in determining HPE faculty requlrements is the existence
of a wide varlatlon among clinical settings - between, for example,
an outpatlent in a c11n1$c, and a—hospltallzed patient in an 1nten51ve-
care unit. | ‘ .
SHP's faculty. instructional recmlrements have been developed by
applylng a set of- assumptlons about faculty preparation/evaldation .
7 time for.each k1nd of leam.l.ng experience to the curriculum 'schedules
for each profe551on. The resul‘f_s were then further factored by the

%
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mm;:w that could be4aughtbpone facu—lt)z mems

b}

-

.

’ generated by this procedure is 110 9 F.T.E., broken, down by program,

. ‘were fonnulated separately for eachjpf the six profe551ona1 curricula,

berfor that pa 1cﬁgarggeafﬁiﬁ§45i56f15nce Fhe . "group size"). - ..
The methods and results of translat1ng the average weekly curr1cu-

lar schedules for 1nd1v1dua1 students (shown 1n Tables 1-A througH 1- F of

this chapter). 1nto the total annual studeént hours for the Schodl, and *

from there, into the School s total annual faculty instructional hour

requlrements, are presented in full deta1L in Appendlx 16-A, Tables <

3 and 1, respect1ve1y. The assumptlons about group size and faculty

preparatlon/evaluatlon,tlme for each of the student learnlng activities,

by profession, are 1nc1uded in Table I~ in Appendlx 16-A. .y :
Table 2 in Appendix 16-A shows. the conversion of faculty instiuc- '

tional hours into the School's faculty F.T.E. requirements, The . °

cenversion is done by equating one F.T.E. with every 1056 hours'of re- .

qulred instruction (which is the 55% of' the tetal 1920 hdurs per - '

-year ‘that is assumed to be devoted to 1nstruct10na1 act1v1t1es)

- Faculty Numbers. The tota1 annual faculty F.T.E. requ1rements T

, as follows: '

Program . "F.T.E. Faculty , e
Medical . 48.9. S o
Dental- ~. ‘ 31.5
Health Care Coordinatar 13.8 |
" Nurse Pract1t10ner 5.7 .
Soclal Work - s 56 &

h ) Clrn;cal Phammacy s g Lo '.' :

¢ — ——

110.9 F.T.E. - \~

Slnce the learning exper1ences and student-hour distributions ’

.the method used to determlne the faculty F.T.E. makes rt appear as

though all teaghing in a given curriculum is done by faculty of that
respective profeasion{_and that all student learning groups are intra-
professional. The approach being used for deriving SH?'s‘faculty F.T.E. .

N -
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~ Tequirements could be easily adapted to incOrporate Speciiic assumptions

. - magy very subtle - upon co$ts that could be expected from a variation.

concerning the amount of Miofessionﬂ education (and, also, to in-
corporate differeéntiations between such instructional categories as clin-

ical and basic science), but it was thought that such specificity would - |
be of questionable gccuracy. ‘Furthemmore; as explaiﬂeci in the footnote*, ; |
it appears that this additional kind of specificity would'not. materially . |
affect the faculty requirements and costs that have been developed for

.thié Teport.

The actual faculty will be comprised of individuals with both full-
and part-time commitments to SHP, but ng specific breakdown between full-
and péirt-.time faculty. members has been made. There are a mmber of efiﬁec;s

in the ratio of full- to part-timé faculty members; but most would be
fairly minor, and it was thought to be premature and arbitrar-)f at this -~
point to make a definite+assumption about thi% ratio. . Lo
- For most of the cost projections in this chapter, afl\‘l {a i have
been considered to be full time 'l(i.e: ) ;equa], to the F.T.E.‘)\,\\‘ﬁsiﬁss‘ ;y‘
tion that should notzsignificantly affect the accuracy of cost préjectidps.

#Many of the kinds of student learning experiences outlined“above are not
only able to be interprofessional activities, but,-in fact, are intended '
to be so most of the time (especially for example, various -clinical learn-. -
ing experiences). ST ) ' ' o

» Since: (1) the definitions of ‘each learning experience and of their -

- respective ,estimated faculty preparationi times are constant across the

six ‘SHP curricula, (2) the maximum group sizes (student/faculty ratios) L
for the given learning experiences are frequently the same (or nearly so) - |, -
from profession to profession,and (3) the.faculty composition and ayerage

. salaries used in'-the cost projections (as described later in the text)
intentionally allow for interprofessional education (e.g., the*assump- .

tion that salafy for nurse practitiéner—p;ogram faculty 15 on' the high_
side to'éover, fof some of the instruction of nurse practitioners peing
given by Ph.D. basic scientists and/or-M.D.'s), the "intel,'g}‘ofes‘siopal-f
ization' of the six currigula 'should not alter the costs projeCted by this
study in any substantial way. . . . B

_ It will be potentially cost-reducing in those cases where' the ‘part- ",
ieular learning activity can absorb large numbers of' students and where
the maximum group size is pot rzched by stude from ong profession alone
-.lectures are'godd examples -(dssuming, of co , that the activity is
appropriate for students of more than dne profe ion). However, such sit-

.uations will be relatively rare in SHP, in light of the School's emphasis

on sfiall group and individual learning experiences. .. -

W

>

L] 4 ' ¢

LA 0.
L - .
. Fod \
- . ;'1-8[1. . .
* . . - [S
. .
. .
» ’ PRV
. .
* .




A very rough est1mate, “based on the School's educational plan and del-
ineation of faculty roles (see Chapter 3)_.is that no more than one-third
of the total faculty effort would be undertaken by faculty members em-
ployed on a less than full-time-basis. As stated previously, individuals
with many of the requitred resource skiilé, such as membrane physiologists,
~ gastroenterologists, and orthodontists, are assumed to be available in
the geographic area around the health center at which SHP is located, ‘and
therefore, would be available on a part-time basis.

No separate item for consultants appears in the full-level operatlng
budget. However, it is probable that a small portion of the cost amounts
projected for faculty would be used instead to hire consultants.

- Faculty Salaries: The average estimated faculty salaries have been
Categorized by profe551ona1 program rather than by faculty members' res-
pective backgrounds “(such as, Ph.D. - basic scientist, nurse practition-
er, M.D. - clinician, etc.). 3 i

Where app11cab1e, salaries are based on the FY 1973 (acad.yr. 1972-73)
salar1es in the I.0.M. Study, increased by at least 8% to adjust to a
FY 1974 base, and, in some cases, further increased to allow for ‘the non-
standard specialty mix of tﬁe/faculty for a given program (e.g., the
fact that some of the teaching of social work students will be done by
"M.D.'s). - . ' \ ’
The salaries used for the cost projegtipns Qnaintained at 1974~dq11ar

]

* 1levels for all years$) are: L .

[ N P ’ 4 .

Program Q Average Salar1e4§j1974 level)

Medical ' $28,000 (I.0.M., FY 1973= 25,900)
* -Dental N 25,000 (I.0.M., FY 1973= 21,9671

Health Care Coordin- i ”

ator 16,000

Nurse Practitioner 18,008 '
L Social Work 18,000 R ‘
C - Pharmacy \ . ¢ 20,000 (I.O.M., FY 1973= 16,500)

s
. / , ' »
. v , ’ <
Zb a . , v




o .. Although-the fatulty in the School wiil not, as-explained above, strictly -
follow these groupings (e.g., it will include biomedical and behavioral
scientists and educational design specialists_as well), the formulation

of average salaries has made aﬁ}owance for this fact. .
. - Salary Costs: The total annual salary, cost at full operatlonal

level is $2,688,900 (of which only 70% is assumed to, be borne by the

School budgeg).

The costs are broken down by program as follows:

Average Eaculty Total Annual .
Program Salary F.T.E. Salary Cost
Medical 28, 000 48.9 1,369,200
’ Dental 25,000 - . 315 787,500 . .
* . Health Care | o '
. Coordinator 16,000 13.8 220,800
: Nurse Practitioner 18,000 Y 102,600
Social Work 18,000 5.6 100.,000
’ .- Phamacy " 20,000 5.4 108,000
' TOTALS 2,688,900

110.9

»

The Annual Qperatlng Budget - Faculty and Other Costs ' l

- The follow1ng explanation of the derlvatlon o} the SHP | operatlng
'costs is keyed to the full- -operational level annual budget presented
in Table 2. The personpel items in Table 2 have been assigned to either
the educatlonal budget or to'the research and patient-care budget -
(assumed to be self-supporting), according to cr1ter1a explalned below.
The educaticnal budgét is the one that the School itgplf must support.
The educational budget at full operatlonal level,ls $4, 638 342 per year,

Direct Cost Items: The direct cost 1¢ems approx1mat1ng’$3 600,000
per year are as follows: . C e

Personnel - Total anmuai educational budget cost, ='$2,613,199.

() culty: Total annual educational budget cost = §l 882(230,
* which is 70% of the total direct (i.e., excluding frlnge ‘bene-_
'\ + . fits) faculty salaries of $2 688,900. * .

2

#As shown under the 'Total Dollars" coluin of Table 2, The total of
$2,688,900, renders an average fesulty salary of $24 246,

S - c .Lf;t) * ‘ ¢

. .. ¢
,
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: ' 3 TABLE 2 . - -
. g ’ ¢ .
' . < ANNUAL OPERATING EXPENSES
- . . "+
F OPERATION ,
, (1974 dollars)
- . 4 . * : . L
. Q -
‘ ~ ) .
—_— I - .
. \ L) g
‘ . ’ EDUCATIONAL (SHP) RESEARCH & PATIENT-CARE ¥ N )
: . . BUDGET BUDGET TOTAL
. “EXPENSE CATEGORY . \of \ of !
[Total Cost Dollars Total Cost Dollars DOLLARS
L DIRECT EXPENSES , . -
PERSONNEL i N
i
Salaries R . ,
. \ - [ et b
\E’nculty :110.9 mb_, 708 1,882,230, + 300 806,670 2,688,900 .
-Clerical staff @ $8,800 | 65 FreP 57v 326,040 43y o 245,960 572,000 .
* Technicians @ $10,000 1 37 FTEP 208 74,000 \ 80% 296,000 370,000
coe Subtotal Salaries N 2,282,276 - A 1,348,630 | 3,630,900
g Pringe Benefits (@ 14.5% of’ Salatie:a) 330,929 . : 195,552 526,900 .
- . e
’ Subtotal Personnel s 2,613,199 \ 1 1,544,182 4,157,381 .
t SUPPLIES & EXPENSES (@ 7% of Educational- - .
. Budget Salaries) -k - 159,759 i » N/AS N/ ‘
- . A . B o, _— . s
CENTRALIZED SUPPORT ACTIVITIES . T s
l (Personrei & Matcrials) - - . ' ..
-~ * Labrary s R ' 103,000 v - .- .
. Py . ~ .
* * Educational Resources ) 372,600 \ *® . .
' 4
. . School Adninistration . i 350,000 )
| o . - N .
. Subtotal Centralized Support Activities 825,600 ~, ,
. i
SUBTOTAL DIREGT EXPENSES . 4 3,598,558 N/A N/A
GENERAL OVERKEAD (3 154 of Direct Expenses) © .s39,78a] AT #.
- - L
\
) CLINICAL RESOURCE COSTS N 500,000 - N/A H/A
e . M . I Y . . v
XOTAL COSTS (Educational”Budget) , . 4,638,342 Y ON/A NJA'
. —_—— B ———
. . , — R
. -
. . 4 » - i
. . . *
. e
. 4 ’ — . A .’ .
2 That is, beginning with the first year of full enrollment, which is proj:.’c:ed to be rgached in the School's e
sixth year of opcration {1392 for a School implemented at UOP/PMC). y ~
b .0 . )
. From page \ .o . ’
. ‘ . . 1
.- ;

X ¢ N/A » not calculated because not applicable at- thig t{me or net talculated,

d'Includes maintenance, utilities, space, pugchasing costs, and central univcrsi:y adnministration. .

.
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A b The edugi onéli faculty“‘sal%try cost (th1s t:une including
L 14.5% fr e bgqefltsb Qs‘tltutes approx:mately 52% of
Co the tota% ajmual educatx‘ Qal loperatlng budget excluswe of
‘ C e
. the cllrhcag eso&a‘tes é em, * ' e
4
. . . & Clerical: wTetal a.nnu{rlaeduc ‘tional-budget direct salary :
, - g e
3. ‘ cost™ (. é./, EKCJ.USJNQHQf f*rn}ge benef1ts) = $326,040,

A total of ‘68 F, ’L‘.E, zprOJected, mth 57% allocated to the .
educatlona‘l bud)get (baéfeﬂ upon t]}e assumed need for one clerical
- F.T.E. for e.\rery '3 ;ﬁacélty F "I‘ Es\ for education) and 431;
, L. -allocated to time ’resea:ech’ andv pat:a,ent care budget (based
A UpOR one clér:r.cal F.T.E: ’fdér ¥very 4 faculty ¥.T.E. for .
. “ research and patl\enticarej 'The! salary cost distributipn
follows the:F T.E. ﬂgstrlbutmn‘g The estlmated average
salary1s$8800.,\ g E'!”,' - o,
. ¢ ,Technlclans\ 'I‘otaI annual § gatlonab budget direct salary
. . , cost (exclud.mg fr1nge benefxts) = $74 000. -
" A total of 37 F:.'I“? E (base*d upon one technician F.T.E. to ' o
every 3 faculty F, T E. ) 1s ;prOJeﬁted with 20% of the F.T,E. P
A effort and éala'ry cost allocated the educational budgetc, ‘
o . co "and 80% to ﬁfé‘ research buélget., Eﬂ\ere may also Be addltlonal
. ) 'rtechn1c1an$ . no;ne of }hose tlmef‘ﬁ.s involved with the Schools's
educational’ program, vﬁro are .funded totally from research and/or
: ’ _ ‘ ) pat1ent c!afte) The estlmated av rage salary is $10,000.
o ‘ e Fringe Bgneflts Total a:mua,l,, ucational budget cost- = $330,929,

calcula’te{i’ at an’ :gverage of 2%.50 of the educat10nal~ budget ° :
' Ne ports.cm of the tot,al of e//dfrect salary cost for faculty,
-t f cler1ca1, and techn1c1an ersonnel i
. . S@plles/ and E)g)enses - ’;l‘o al ,&’Bnual educatmnal budget cost =
Ce o159, 759‘ / ' j_ff | : : -
B *The e)Stnnated cl,mical resou‘ﬁ;eg éést is Just under 10% of the Schools s
annual operatlnga/cfpsts. a 9/’, /" ,//:U




mls covers such. itéms as travel, -postage, teIephone etc. -
The cost is estlmated at 7 of the educat10na1 -budget portlon of the
direct salary cost (i.e.,"7% “of $2 282,270). <

Centralized Sunnort Activities - Total annual educational budget
cost = $825, 600 * . This consists of three major expenditure
subcategorles each of which includes both nersonnel and- materlals

@ Libra rx Annual estlmated cost $103 000 whlch repres-
ents only the 1ncrementa1 ¢ost incurred by an ex1stmg 11b-
rary for SHP needs. ' The estimate is consistent with the

L I-0M. study estimate of $418 000 total cost; including
. . space charges, for a medical 11brary for a Schodl with 100
el . students in each class (1. O M., Pt. III’ 1974, p.222).

.o n

L , 0 Educatlonal Resources: Annual estlmate $372 600, com- . _ °
prised of $171 750 persorninel cost, $163, 350-for computer

K

costs, and $37, 500 for cher direct operatlng expenses % .

s

. E
.
¢ ’ . . < L P . 2 oo

. *Dprfhglits full operé%ional 1eve1; the School's various centralized
~ suppért activities will probably receive additiondl support to that
’ shown in Table 2 from overhead costs assigned té research and from the
. . " resident education budget. ' . ,
‘ i ’ h , ’II a'

**The educational |resource estimate was calculated‘es follows:

.

Personnel: ' ‘ ' . \
5 professionals@ $20,000 £ $100,000
5 support personnel @°$§10,000 50,000 ,
frlnge beneflts (14.5%) ‘ 21,750
]
‘ $171,750
' Computer: | o - . -

Lease @ §$5,000/year ©§ 60,000 .
Student-~Use Time - 103, 350. .

A » ‘ N 163,350

Other Direct Operating Expenses:
(25% of direct salaries) - $ 37,500 )
. ) 37,500

’ . - - $372,600
- 183 ks

16€
? L ]




- '
. 3

4 . ‘ — _ .

g = ~%h£?&tem=consists—}afgely—eé%eémputer=aéeivitiesf:andf;;--—;-—4=;;f'
the acquisition. of various audio-visual and other self- ° :
1nstruct10na1 materials to meet the School's special re-

‘o qulrements in these areas:

e School Administration? Annual éstimate = $350,000. This

. item covers the personnel and expenses associated with the P

' ' _ offices.of the chief administrative officer and of student
services. (Central activities. such as purchasing are in-

* cluded within the genéral-overhéad provision). ' (

9

2
(4

- General- Overhead - General overhehd covers suchaitems as main-
tenance, utilities, space, purchasing costs, and central university
I administration. The overhead is calculated at 15% of the direct ed-
\ ucational budget costs of $3,598,558, and amounts to $539 784, annualLy

.W Clinical Resource Cost - The clinical resource cost estnnated at
$500,000 per year is an allowance to affiliated in- and outpatient
clinical education facilities, (incltiding, possibly to the patient-

- ¢are services of the School's own .clinical units), to cover ‘the ]
' addltlonal patlent care expenses these facilities incur because of the . .
! " presence of SHP students (e.g., extra supplies and/or support per- .°
sonnel). Tradﬁtionally;amedicafzénd nursing school have not had to
. pay~this cost, but a figure has been included to be conservative. (This -
figure should not be misconstrued as the projected cost of patient-
. care at these sites, a figure that is faregreater and assumed to be
supported from the‘respectire@patient-care institutions' income for .
services.)* ' ) C

-

*The $500,000 annual cost is based on the assumption that the School
will be able to both build and operate its own clinical units accord-
1ng to the timetable presented in Chapter 11. If this is not the case,
the School'will probably incur a larger clinical Tresources expense -
-than that shown, but will, oﬁ course, experience a reduction in its
capital budget. If, the School is able to operate its own units but
unable to build its own fac111t1es, 1t“W11% incur rental -expense by-

yond those provided for in the current cost prOJectlons

“
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. Introduction ' e . . - /

. It is assumed that in the dental school elinic; the cost of the
additional dental assistants required to work with SHP's dental stud- -
ents will be offset by the patient fees collected by the clinic.

The operating budget has not been.allocated among each of the six
professional programs. However, the cost by program-could be equated
roughly with the program-by-program allocatlon “of the d1rect faculty ,
costs. That allocation has been developed, and was. shown ear11er . Lt
“under the subheading of 'Salary Costs." It should be cautioned - '
 that this kind of estlmatlon loses its valldlty if any one or more e
of the six professional programs is "w1thdrawn;’ because the total
educational cost ‘of the remaining programs would not drop in precise
proportion to the decrease in the enrollmént. The spec1f1c|effect on
the total budget would depend upon the part1cu1ar program and the mum-
ber of students deleted., . i .- SO

“~

.

.+ §5 *OPERATING, COSTS™ DEVELOPMENT STAGE =~ - S
. . Y . ¥ R ' .
* ¢ . . - ¥

. M . . -

_ As explarned in the precedlng chapter, the Development Stage be-
gins, ds soon as, a un1ver51ty commits 1tse1f to 1mp1ement1ng ‘a School .
of Health Professions. This’ commitment will have been based upon a, :” o
- conclpsion that the School is. educatlonally and flnanclally fea51b1e, -
" and profe551onally aCCeptable. Jt would understandably be pre11m1nary, fn\'
1nsofar as all such maJor)undertaklngs are subJect to mid-stream can- "
cellation or cutbaéks caused by unforseen or altered clrcumstances. DU
é:§ The maJor act1v1t1es and goals of the Deve10pment Stage were .
delineated in Chapter ... To umarize, the Stage is projected to ‘; e
last 2~ 1/2 years. Those, of its actmv1t1es with’ the. most dIrect and . )
obvious f1nanc1a1 1mp11cat10ns are as follows . C

‘o Short ‘and long range fundlng will be sought dnd f1nanc1a1

a plans w111 be Heveloped for the School and its cllnlcal
upitsy: . a_-c # e, R
/ . s

L e e Lo

-t




o The faculty will -be recruited and gradually brought on

d board; -

e A major portion of the detailed’ curriculum (the modules e
and related evaluation and- self-lnstructlon\ﬁ materials)

" . and the’ communlcatlon and student~support systems will

be developed. (Curr1c11um development for those R |
programs scheduled. to ppen in the second and third year
of the School's operation will continue into the Start-Up -~
period.)*

o The identification and initial operation of clinical-units '
and affiliated clinic reSources will begin Psee the time-
table in Figure 2, Chapter 11); - .

g [} The student admlssi%ns system will be de51gned and put into -

' operatlon, and ' h

¢ A number of develqpmental projects concerned w1th testlng,
refining, and demonstration of various aspects of SHP's ed-

A T
’ uCatlonal and care-delivery programs (both within and out- .
. ) ~Slde of the. c11n1ca1 un1té) w111 be conducted STt .
»> ‘ 4 . ) / , .
- P . . * t . /

S *FacuIty hired durlng the latter paft of, the Development Stage wisd each
' spend about two months in the faculty-orientation program describ
. . ... An Chapter 3. Participation in developing 'the curriculum modules -
W in the gourse of which they will become‘famlllar with the ph11050phy
‘o \ and workings of the SHP: ‘programs - constitutes a 51gn1flcant portion ,
) - . of new faculty members' training. This means that only a minor por-
' tion of thé'School's training program represents a ''16ss" .in terms of’
productivity to “the ‘School. The principal source of any '"unusual" .
. . costs connected'w1th faculty tralnlng stemsg instead, from the time-
.. - ‘ commltment of. the‘educatlonal spécialist faculty to improving the teach--
-7 . ing ability of new (as wéll as continuing) faculty, and* from a rela- «
t1ve1y extensive recruitment program (which may include not orily 1nter- '
| views of ‘each ‘gandidat at-the-School of Health Professions itself,
o . but 2150 travél by one or. more SHP persemnel to the candidate's current -
Lo work location. 'However, ‘the predominant amount ‘of either one- or two- Ty

way travel related-to. recrultment will involve the prlmary-care provider
. faculty only, most of the requlred resource faculty are assumed to be
i already available locally) - - N




-

" To adequately manage these major undertakings within 2-1/2 years
presupposes that at ledst as much advance conceptualizing and planning
- has already taken place as that represented in this present studf. If
one started out with less matured ideas and/or less consensus as to
—————T“‘———‘——if————the—Schooi*51najor—goé1s and -desigr, a considerably tonger—time would
~4444~4———;;———~4444be—¥equiredv——{Nataraily§;quitEfapart’fTom this consideration, the
' School's scheduled opening could be delayed by any mumber of other
financial or political factors.) ) “

Assuming a 2-1/2 year Develspment Stage, the first six months will
be devoted almost entirely to (1) raising funds for the various
developmental projects and to (2) identifying funding sources and

,securing pledges for longer-tem financial support.

A total of S F.T.E. faculty - who would carry out some of the
administrative as well as the educational work - plus one key adminis-
_trator are prajected for this initial six-month deve10pmental period
(wh1ch on a UOP/PMC-implementation timetable would run from January
through June, 1975). At the conclusion of the six months, the major
emphasis will shift to full-scale faculty-recruitment, curriculum
development and clinical unit development (as explained in Chapter 11);
this will be the appropriate time to mdke certain that representatives

of all of %Ee professions for which the School is being planned, are

added t core faculty.* : -(. .

) As is true in the case of the School at full. operatlonaltievel,‘

- , " the costs for the Development Stage are influenced prlmarllyfby the
faculty requltements For each development year, the faculty salary
cost will be the single largest expense item, and most of the pzher N
cost items (¢.g., supplies and expenses)'are elther dlrectly or in- )
directly dependent upon faculty F.T.E. ”

*See the Afterward to this report for a commentary from the SHP planning

staff on the des1rab111ty of ensuring that the plarnning group - and by

logical extension - the Development Stage faculty and staff be multlv ,
professzonal B ) L . -

}——
- .
s
<
£




.Faculty Needs h \ ‘ S oy )
Introduction: Table 3 itemizes the faculty F.T.E. and number estifnated
l«for each" of the years of the Development Stage. The projections are
broken down by year and by :the type of faculty, and the estimates are

correlated with the projected opening dates for the six professional /

' educatlon - programs. As shown in the Table, the full-time faculty com-__

. plement will probably begin at 3, grow to 8 for the 1975 academic
year, and expand to 11 for the 1976 academic year For this final
year of ‘the Development Stage, it is necessary to have recruited and
on board, "in training}' nearly all of the faculty required for the
first year of instruction(Start-Up Phase).*

Faculty Effort and Support: It is assumed that 100% of faculty effort - N
whether in curriculum development, clinical unit operations, or var-
ious other school-development activities - will be directly related to
the §chool s educational program.
- If faculty are able, during thlS period, to generate some income
- from patient-care or from research fundlng sourcés, this fact will not
alter the’ School's total faculty and other F.T.E. requlrements, which,

R —form Development-Stage, -are -the F.T E., fmnl%thoseaetmme&mf
T wlL are con51dered part af the, educat:roﬁal program However, with respect
) a“ to nmnbers such out51de J.;yeme Would" mcrease the nunber of P Qle

TN

" to'be accommdated If the var:.,ous developnental pro;)ects (concern- “.. i oy
L " A 1ng educatlonai aind care deleex;y research 'i'ather than blqmedlcal re— R
P search) obtain ﬁmdmg ,from butsidé 'souregs s that they can e cori~ \t‘
C ) L ducted at tﬁel'r opt:unaI; leVel they too, would produce persorne} and ; : ':

N *An explai'la‘ti'og ofagréw‘th 4in faculty F.T.E, between the. Tast year. of the -
. ~Deve10pmen’c "Stage and the.first yehr of the.Start-Up Phase is.included
' B 1n the nresentétlon ‘of ‘the Start- Up. budget 1ater 1p- the’, chapxer i:
’**’I‘hls facter was not built intg the’ space es‘czn;atés Fﬂmat are dlscussed
. in-Sectj ’gn . However, part-time. faculty‘ - flxkely\ to be’ ~researchers .
R c“lmu;al spec,lallsts - will probably be able to ‘suppo¥t.some or,all
. . of theit, additional space, and eqy.upment need% from the. dlrect ‘costs or . :
Lo e Qverhead'-onnthel\r grants. e R AR R
R N " Lt : . . . e
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) B -~ ‘f »l . - o . rd t‘
TYPE | Dnidal Fise 7| oo Second - pvmaar | s
; . . . One- *inal L
. OF oo Rl ,- (Einaly} | pROpRSSIONAL|' |
- . o Year: . Yeii A LA 'pm@,a,g
J FACULTY ) awary - . (19 S) R ear- -
- ‘ June,1975)° ! Cfamgs o s OEST
. R . IR F.1.E. ~ No. af F..T.E. “* No. of
. i .
NN .. S )\ oLt ~Ind1vxduals ! Individuals
N e N , ) A ’ P T
. [ 3 v v N . . N s - :n . s > ] u K
‘ N . ) . e : ‘.." d ¢ .« F:]
cTy . Jo  JfPhysicians *° _ ?ﬂ N S 3 9%
. . 2 ' . . ) . N
o < .. lpemtists . ‘..o 4, : 3. 3% ‘5 e
. . L. h . oL - 3 . \ &
» . . . - - N . > u -
L. \ tidalth Carg N : o
L2 P gy - - A e ]
TEIN3ators— : ~ Z i F 4
~ -;f .‘f.v .. no.t : ¢ .
. \utse Practitionérs srecified | ! 1 : 2
) Social Workers Lo Nl B 1.1 ° 2

Fharmacists -~ '

- . Riomedical and N N
Bechdvioral Scientists RC 2% :

) Educational Design R
’ Specialists ; .

I 4

. 5 F.T.E. 16 11 F.T.E 28

J : TOTALS (3 full-time; |(approximately (approximately :
. ‘ 2 part-time) |8 full-tinme; 11 full-time;
. ’ , 8 part-'tine) 17 part-nm:')
LI N B L4
L 3Consultants are not included-in this table; however. gmvxs:.on fbr,.th appears .
. in the Development Stage operanhg budget ‘ . e : .
- bThe first six types of facultv and their requlred complements are ategonzed according :

2 to the program for which they are principally hired ranheap than P d;scxplmary
bagkground, though often they wpuld be SYTNOnymous . -

ific dates (expressed in, J(.adn'_nmc. yerars)
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. @ = . -
space requirements in addition to those included in the Development Stage

estimates ‘discussed below.

The Development Stage Budget --Faculty—and- Other Costs— — -

Jhe_cgupggrg_qp_gtajigﬁauudgg;_ﬁbl the Development_Stage is_in

Table 4. Explanations of individual entries will be given only for

~ _ those items for which.the assumptions or explanations proyided for

the full-operational level budget (Table 2) are inadequate or inapp-

t.licable for the Development Stage. The costs for the entire 2 1/2-

-y

year Development Stage, %ncluding totals by year and by budget item,
are delineated in Table 4.

Personnel: The average faculty salary used for Development Stage
projections is $28,750, which is appfoximately 19% above the éverage
full-operational level salary ofl$24,246. (Both salaries aYe quoted
at 1974-dollar levels). The highe% average salary is based upon the .
need to attract especially sophistocated and éxperienced faculty
for this critical period in the School's educational and administrat-
ive development. ’

. with recruitment, particularly of the high-calibre individuals fieeded

w

The clerical needs are based approximately upon one secretary
for each faculty F.T.E. plus jgwo higher level assistants for the entire
faculty, representing a riclier level of. clerical and, general assistance
than that provided at the School's full operational level.. ’

Supﬁlies and Expenses: This item, heavily dependent upon the

number of personnel, is calculated at 15% of direct salaries, com-

pared with the 7% used in projecting this line item for full operational
level. The higher rate is required to cover the additional material
and travel expenses - especially related to faculty recruitment -
iﬁéﬁrred during the School's development years.

Faculty Recruitment: A small amoupt for the initial half-year , -
.of the Development Stage is included to cover extra expenses involved

to initiate the School. The Supplies and Expenses line item (at

196
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TABLE 4 ,
ANNUAL OPERATING EXPENSES®

DEVETOPMENT STAGE

. A . (7% dollars) - - S— - e
- B
N i)
FIRST FULL SECOND FULL TOTAL
| INITIAL ONE-HUF YER DEVELORMENT DEVELOPMENT, YEAR DEVELOPMENT
EXPENSE CATEGGRY (CVWURY-JE, 1573)° k (1979) (1876) STAGE COST
0 ! ; (24 Years)
F.T.E. 4 wollars F.T.E., Dollars F.T.E. Dollars
DIRECT EXPENSE | . \ 1 '
. ) X 1
PERSONVIL X , i
Salaries c ' : ) ]
Faculty ¢ $28,750 5, 71,875 .| 11 316,250 17 488,750 876,875
. Clerical/Adnsnaistration Staff ' ) | \
4§ 8,800 5, 22,000 & | 70,400 ° 37 ) 149,600 242,000
s $12,000 2 _, _12,000 __2_ 2 24,000 2 1_23,000 . -_60,000
Subtotal Salaries 105,875 410,650 662,350 1,178,875
. 4 {
Fringe Benefits (8 14.5% of Salaries) 15,352 59,544 96,040 | ° 170,932
Swtotal Persomnel ) 121,227 470,194 758,59 1,349,812 .
SUPPLIES 4 EAPENSES (4154 of satarics) 15,881 61,598 99,353 176,831
FACULTY RECRUITVENT 10,000 - - . 10,000
A
CONSULTANTS . . .
Funding : . 20,000 | 30,000 10,000 60,000
Academzc : -- 30,000 40,000 70,000
Scbtotal Consultants ) g 20,000 60,000- 50,000 130,000
+ | CENTRALIZED SUPPGRT ACTIVITIES, . ’
(Personnel and Matesials) .
Library - 20,000 59,715 79,715
Educationzl Resources” . 75,000 270,000 345,000 .
School Adninistration ? 30,000 . , loo,000 -~ 200,000 330,000
Subtotal Centralized Support Activities 30,000 195,000 529,715 754,715
SUBTOTAL DIRECT EXPENSES 197,108" 786,792 1,437,458 2,421,358
GENERAL OVLRHEAD (@ Lﬂ of Dn'cct ‘Expenses) . 29,566 « . 118,019 215,619 - 363,204
REMODELLING 10,000 50,000 50,000 110,000
L]
TOTAL COSTS PER YEAR (4 Year) 236,674 954,811 1,703,077 (24 Years) 2,894,562

.

aT)m amounts represent the full| expenses of the Drvelomcnt Stage (i.c.
ticcated-to—the SH-budget~="— =

activitics), 31t of which—ar

aca

bDates {cxpressed 1n

o
ERIC ,

0

s rela:ing to patient-caro 4nd rescarch as well as cducatioml

ic years) m parentheses refer to the propo:cd timctable for a bchool wmplemented at UOP/IMC,

g



b |

15% of salaries) in the Table 4-budget is-assumed adequate to en-
compass any such recruitment-related expenses incurred during the re-

maining two years of the Development Stage.

Consultants: Provision is made for consultants to assist in both

- ---——— fund-raising and academic activities: -Buring the Development Stage espec=,— —

ially, there will be certain kinds of tasks for whtch*xt—tSﬂpmeferabke'"" - ==

to obtain assistance on a consultant, rather than on a full- or evéh

part-time faculty basis - e.g., id the case of a part1cu1ar individs

ual with whom 3 long-term facultyggamnlunpnt would be premature, or

in the case of a type of activity in which the objectivity and perspec- }

tive of a consultant would be preferable to that of faculty, who are

more deeplyli:Tiﬁged in the School's day-to~day actiyities. ‘
Centralizéd Support Activities: The gradual increase in library

expenses 6§;r the 2-1/2 years provides for the staff and inventory ]

bu11d-up that is necessary for the‘;aculty s use in developlng the -

curriculum and for general prepardtions for the arrival of students

A relatively Ia;ge cost increase in the final Development Stage year

nrgyldes. in addition, for the hlrlng of additional Dersqnnalafbx;tha,

speC1f1c task of cataloging the SHP currlculum (explained in Chapters'
2, 6, and 8). As indicated below, the 11brary 5 cost can be expected
to drop in the first year of the School's operation. This is because
the major one—time—oniy preparations shouid have been tompleted by
the t'ce_the School opens. . \

e Development Stage Educational Régources estimates are intended //

,t0 tover the costs of an expanding staff of computer programmers

and suﬁport personnel and of increased needs for computer-programming

" time related to developing the curriculum and to the implementation

of the evaluation and commnication systems described in Chapters 7 and 8.
The cost$ are approximately 25%’in 1975, and 100% in 1976, of the .
annual educational resources amount in the fhll—opérational level o
“budget (exclusive of the portion thereof that covers students' use -

~of compufers in self-study activities). p

- +. 186 -
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The amount shown for School Adminiétrati@n‘is intended to

accommodate the concentrated effort during the early part of the
Development Stage on organizing the School and on obtaining financial
support. The doubling of thlS line item amount from 1975 to 1976

" selection program.

—preceding chapter is sumarized at the top of Table 5. The bottom

Ib I'e.!.dte(l pl.l.llld.fl.l)’ o dle UpE tIUH of Stl‘.ldEIIt IECIUI ent an

- O —

Remodelling: The Remodelling costs are 1n¢1uded,1n the operatlng
budget only in the Development Stage. They are for minor remodelling of
temporary quarters that will need to be rented until the School's
permanent space is completed (see Section III. B,.below). The rent

. will be covered from General Overhead.

~

§5§§ DETERMINATION OF OPERATING EXPENSES - START-UP PHASE

Introduction

——

The Start-Up Phase covers the 5-year period from the time the
school opens until it reaches a full enrollment of 360 students. The
‘planned program-initiation and expansion, schedule introduced in the

half of Table 5 delineates the annual educational program operating

budget for the Start-Up Phase. For a School 1mplemented at

UOP/PMC, the Start-Up Phase runs from 1977 through 1981.
-QhewStart-Hp—Phasefﬁnms a logical brldge between the major o

developmental effort of the Deqelopment Stage and the relatively

stabilized instructional (and other activities) of the School at’ full-

level operations. The maJor factors determlnlng personnel and other

needs for each of .the five start up years are: @y the contlnuatlon,

well into the early operationdl years of the School, of curriculum~-, -

clinical unit-, and general school-development work; and (2)  the .

gradual expansion of the instructional requirements as the n&ﬁber

of rprograms and students increases. The amount of ''developmental’

work will taper 6ff gradually over the Start-Up period until, py

~ the time the School reaches full enrollment level jin the sixth- -

. 199
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L

operational year, the proportion of personnel time budgeted for cur- |
riculum development (5% for faculty), supplemented by the 10% of
faculty time budgeted for varicus committee and administrative tasks,

f

_will be adequate for SIP's ongoing developmental needs. The assumption

: : tart-Up-Fhase—is the
g—faculty effort-andsupport—forthe S he

same one that was used to estimate full-operational level staffing
needs and operating expenses: facuity will spend, on the average, 70%
of their time in activities rclated to the School's educational pro-
gram and the remaining 30% in patient care and/or research not directly
related to students; only 70% of their salaries will need to be cov-
ered by the School's budget.

Faculty Needs . U

The faéulty‘requirements govern the operating budget for the
start-up years,as they do through out the School's existence. The
faculty F.T.E. shown at the top of Table 5 increases gradually from
30 in the School's first year of start-up to 101 in the final start-
up year.* (The comparable faculty F.T.E. for full operational lcvel ¥

s

-

is-110.9). Each % T-E—is-defined a5 one full-time-faculty member

(or theAeqﬁivalent in part-timers) who works 70% of his time in e&ucation.
While the faculty F.T.E. increases absolutely over the five

years of start-up, -there is a gradual reduction Sf the F.T.E.-to-

student ratio. Howevif, the facnity F.T.E. ?or any given start-up

year is always greater than that which would be required solely for

[N

the purposes of meeting students' instructional needs. Even in &
new school with fewer immovative and extensive developmental and

*As shown in Table 5, Year One of thc Start-Up Phase requires a
total of 30 faculty F.T.E., (where gach F.T.E. is defined as devoting
70% of effort to SHP's educaticnal.program) whercas the facuity
E.T.E. for the final year of thc Development Stage (where F.T.E.

is defined as 100% of effort to education) was 17 (Table 3}. /There-
fore, the increase in the educaticpal program faculty strength be-
tween the final year of the Dcveiopment Stage and thd first year of
the School's opefation is fxom 17 F.T.E. to 21 F.T.E. (i.e., 70%

of the 30 F.T.E. that showsin Table 5).

-
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" period of expanding enrollment, to have faculty employed éor a full

1

faculty-training requirements than SHP, it"is normal, Qg;ing the

year ahead of the time that they are required for the insﬁ@uctionﬁl
load., This permits faculty extra time for teaching prparation, and
also enables them to pldy a strong role in defining the Schcol's

‘curriculum.*_

first Start-Up year, and at 5% above the average for the second
year, and at o / -ond

L

The Start-Up Phase Budget - Faculty and Other Costs

The operating budget for the'Start-Up Phase educational pro-
gram is shown in Table 5. The annual operating budget for the
School's full operational level (i.e., Year 6 and on of the School's
operation) is presented in the extreme right-hand column of Table 5
for comparative purposes. ﬁg,a w%:/. ‘

A discussicn of key aspects concerningﬁihe dévelopment of the
personnel and financial requiremerits for the SHP ‘Start-Up Phase y
followsy. . ' -
Faculty Effort and Salary: Average faculty salaries have been
projected at 10%.above the full-opcrational level average for the

Start-Up year - $26,671 and $25,458, respectively. The average
salary of $24,246 is projected for all subsequent years.

Clerical Effort anh Support: The‘clerical support for the
School's educational program remains at the same level for the first
two Start-Up years as during the last full year of development.
Hoﬁever, there will be a greater number of élerical individuals,
since the budget amounts shown for Start-Up (TabléyS) apply to the

-

*During ‘the Start-Up Phasec, it is probable that the faculty ‘will devote
a greater amount of total time to their instructional activities than

. will be the case when the School is at full operational level. This is

because the newly added members will be unaccustomed to some of the

instructional modes emphasized by the School.
, .

'
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educational portion of clerical effort oﬁiy,Awhich is estimated at

57% (as in the case of full-operating lefeijf'fhe remaining 43%

of 'clerical effort" is involved in the Schoel's—patient-care and ‘
researchvpmgr_grns_,_aud_neither_u__thve_cosxjo? (by _implication) the F.T.E.

for this portion is showp in Table o

&

'j absolute terms.

-1is presumed to be partially involved in at least one of the latter

While the absoluteéZg;:g of clerical support for the educational ~—

program continues to incre from Year Three through Year Five of
the Start-Up Phase, the estimated cost {in Table 5) is based on a
gradual reduction in the amount of clerical support per faculty.

Techniciary Effort and Susport: The technician F.T.E. subsumed
by the c?;zidfn Table § }espresents solely those technicians needed
for the e
technicians involved in research or patient c?;e are not shown at

dtional program. Additignal F.T.E. as well as cost for

all. One-hundred percent of these .educational-program technicians’

salaries are drawn from the School's budget during Start-up. Tech-

nicians for patient care or research would all Pe additional individ-

uals to those who are involved solely in the educational program, *
“As in the case of clerical staffing, the ratio of education- pro-

gram technicians to faculty and to student F.T.E. decreases over

the course of* the Start-Up period, though the F.T.E. increases in

Supplies and Expenses: These are estimated each year at the level
of 15% of total direct salaties (camgared with 7% budgeted at full

_Gperational level).

Centralized Support Activities: The cost for each of the three
major centralized support activities increases gradually over the five
years of Start-Up. In the cases of educational resources and school

*The difference between the way of representing technician vs. faculty
and clerical F.T.E. during the Start-Up Phase stems from the fact that .
any one individual technician is assumed to be fully involved in only
one of the School's three major activities (education, patient-care,

or research), whereas an individual faculty (and clerical staff) member

two activities as well as in eduqatioﬁy

,
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: .
" administration, the expense estimates for the initial Start-Up
year are already close to the annual estimate for Year 6 and on '
(full operational level) of the School's operation, since the major
costs were incurred during the preceding Development Stage. The .

A — — , first Start-up year TUSts for -dle—l“.tb_*z'a_zz*a're—lwe*—ﬂtan—they‘-were he—tib AL the
y- s==— -~ for the final" year of the Development Stage, since, aS"mentloned pre- < ——
viously, the major one- t1me only preparations will have been completed

\

. " before the School opens.

4

Clinical Resources This item was explained in the discussion of
. the full-level operatlon budget. The graddﬁl 1ncrease of the clinical
resources cost from $50,000 to $375,000-over the five years of Start-Up
- . is in Seugh proportion to the projected enrollment expansion.

-

§§§§ DISCUSSION

1]

‘The final conclusions regarding the prospects of financing the
operations of a School of Health Professions must take into account the
’é entire hudgetary picture - income as well as costs. Income projections
b "are deveToped in the following major section of this chapte%;'éhd the.

final section, ""Cash Flow and Comiclusions,' will draw together the
. 1mp11cat10ns of both the cost and.income projections.

As concerns strlctly the‘cost side, however, it is abpropriate
to observe here that the costs of the educational program - $4,638,342
per yeay for 360 students - for a, School of Health Professiéhs '
1mp1emented under the condltlons and assumptions outlined in this chapter,
appear-to be modest (though the School will certainly not/be in-
expensive), despite the School's heavy emphasis on sm%ll group and
individualized (i.e., relatively expensive) ‘modes of nstruction. The
relatively high start-up expenditures are related to the major '
curriculum-developmenf and clinical-develqpmeng activity required for the
chool. The chief factor offsetting these costly features is the
;Fhool's comparative decmphasis ypon expensive biomedical research and
laboratory learning. The School’s interprofessional aspect, whiéh’igj“‘w

fundamental to its educatlonal program, turns out to be relatlvely
insignificant in tqnms of cost. (See -the explanatlon in the footnote

. on page <
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‘ . I S .
It must be reemphasized that the major assumption-undérlying all
of the cost &sfimates was that wherever the ‘School weré implemented,

the costs borne by the School wopld be only the incremental -
costs to ex1$t1ng programs and resources that are cfieated by the
presence of SHP students. -Naturally, the opérating expenses would be
immensely d.1fferent and greater for a Schéol developed\vutua.lly de novo,
**  so different that any comparisons with the cost projections developed
‘ in this study would be meaningless. ‘

One way %o put the SHI' costs in perspective is ;to compare them
v w1th the cost oI the hAMI (Washlngton Alaska, Montana, and Idaho)
". regional megllcal educatlon program, directed by the University.of

Washington. That program, which began in Summer 1971 with

approximately 40 F.T.E. medical students, and has grown to an annual
level of 60 student F.T.E., will have amounted to a total incremental
cost to the University of $6,000,000 (Bemnett, R., 1974).

.
., x

8

‘e

. H R ! @

2, Caggra CosTs - Eﬂ(éATIONAL SPACE AND FmLBEmuBEm‘
Projections of captlal coSts are derived from estimates of the

, Schcol's space reqmrements at full operatlonal level. Est}mates have

been made for space at the School itself and at its- various cllm.cal
51fes (1 €., hospitals and the three clinical wnits). The estimates

"include only the major spaces required, ‘based on experience in AP
planning a large number of health professmnal schools. For both the
School and its clinical sites, only the cost of additional space ’

K requlrea for educational (. e., instructional, 1nstruc§i@.$lat‘ed

" and ;ms‘tructlonal :upport) purmmoses is indicated. * . : T

As méntioned under Section II, a major assumption is that SHP

will be located in an existfng academic health center that includes

such resoufces as a hospital w1th in- and outpatient services, a health

sciences Iibrary, an audltor:unn or large lecture rooms, a dental school

general univefsity adm1nlstrat10n space, and maintenance space, all of
\ which represent core space to which the additi‘on&snace required by

_SHP can be added. Another important cost-related assumtion (similar
205
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to that underlymg nroJectlons of the School's operating. expenses) is
that the School will bear only the incremental costs of creating the

- additional space rqu.lred for purposes of SHP, rather than a prorated
portion of the total cost based on some arbitrary factor such as student
enrollment. .

Regardless of its location, the intent of the plans for a School
of Health Professions_ includes minimizing the need for the construction
of new facilities through the efféctive use of already existing ones -
whether through rempdelling or through use of presently under-
utilized but satisfactorily designed space.

Though it is assumed that most potential sites for a School of
Health Professions will have some utilizable space available; the '
capital projections for this study were not developed with any specific
site consistently in mind, and they do not include any estimated .

. -allowance for existing and underutilized space- that would he freely

available to ‘SHP; in this regard, the space requirements can be )
considered to be more generous'than cessary. Furthernore, all
rcapital costs developed in this chapter are based totally upon new
construction; 1f space for remodelling is available; it will reduce the

costs requirements developed in this study.*

The capital co¥t and space requirements for the School's fully
operational educational program are sumarized in Table 6 on the following
page. (The detailed standards and gomputations for these requirements
are shown in Appendix 16-B.) Space and cost estimates are presented
in terms of ranges, in anticipation of modificatiens in program
specifications that might occur during_the course of further planning
and development and in order to reflect an expected variation in
tircumstances pertaining to alternative locations for the School.

¥ ]

*For example, if SHP is located at UOP/PMC, conversion of some of the
truss space at Presbyterian Hospital into instructional areas (as a
substityte for building equivalent space de novo) might be possible, and
it woulg represent some reduction in costs. i

¢
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P TABLE 6 ) ’
. \ SUMMARY OF CAPITAL COSTS AND SPACE REQUIREMENTS
FOR A SCHOOL OF HEALTH PROFESSIONS e .
. ~y a N
AT FULL.OPERATIONAL LEVEL® . -
. o 3
- <
a
SPACE REQUIRRMENTS
’ KIND OF SPACE Educational Areas® CAPITAL OOSTS
2 (in _net square feet) ,
» - - . : ¥ . b
Minimm Maximzn Minimm Maximm
i . ¥
SPACE AT SCHOOL N
‘ . Instructional Areas® | 18,000 22,000 s 7
) Dental School Clinic? - 3,000 5,000 ) ,
, Faculty Space (Offices and Labs)® 40,000 60,000 : .
) Animals 5,000 8,000 ~ N/A N/A
' Educational Support Space _ 6,000 8,000 - .
Library® ¥ 5,000 7,000
Admirmistration ) 2,000 5,000 '
! ) General Support and Maintenance’ N
, g;icesup e 12,000 18,000 v v ,
‘ ¢ _ Subtotal Space-at’ School \ 91,000 133,000 . $17,450,000®  $25,323,000P
. - T,
SPACE AT CLINICAL SITES .
(Educational Space Only) R ) T
. .
Hospital® . 2,000 3,000 . T : WA
Clinical Units® - Central, Rural, o N/A ) ‘l
, " and Urban 14,000 19,000 { a
, Subtotal Space at Clinical Sites 16,000 22,000 - - ¢ 2,507,000 § 3,372,000 .
< ¥ - .
. TOTALS . . . 107,000 155,000 $19,850,000°  $28,695,000°
/\ net sq. ft. net sq. ft. . N

ry

-

*periyation of all figures is found in Appendix 16-B. - . ) _
' bIn mid-1974 dollar-levels. These costs are from Appendix 16-B, Table ], which did not itemize costs for %
each of the kipds of space corprising the total space at the School and at the Clinical Sites.

o™

S Educational” refefs to instructional, instructional-support, or ipstructionally related space.

. d‘l‘he space shouﬁ for the Dental School Clinic would not be needed if the School were implemented at UOP/PMC,
vhere a dental school clinic already exists; one assumption concerning the irplementation of SHP at UOP/PMC..
is that the UOP dental school's enrollrent would be reduced by a mumber equal to the enrollment in SHP's
dental program, thereby freeing adequate spacs for SP dental students' dental‘clinic leamning activities.
(The same comment applics to the den*al technique lab, snace, which 1s part of the Instructional Areas item;
See Appondix 16-B),

CSpace requirenents for these items ara itemized in Appendix IG-B, Table 1.
-~ . P -
T~ O (
. o . )
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_ new health’ brofessrons schaol must “place its emphasis upon acqulrlngs- ol T

- for hospital beds, g

. the estimates cover only that amount of research space necessary to - 7' -

“o‘ . . - ‘l N ) - .
f ’Ihe space estlmates 1n Table 6,ref1ect severaI key £eatures of the ST Ly

Schodl’s educatlonal program and phllosophy One example is the f S

- . 3.
! . v

dlstmctlve nature of SHP‘s clmical educatlon program. Ordmanly, ,a

either d1rect1y or by afflllatlon - inpatient hospltal facilities and a [RRREe
requ151te ‘mamber of beds, and it need not concern 1tse1f as extens:wely P
with the development of 51zeab1e outpatlent facilities. -In contrast, - ¥ ‘
SHP's explicit empha31$ on p r_z care reverses these enphases, o '3,7’-, e ok =
resulting in a far greater need for ambulatory-care facility snace than_ A

The researth space portlon of the "Faculty Space" requlrement that.: . i,’.-,.;lf

s shown in Table 6 is 11115trat1ve of the fact that the School's'.

major emphasis is on education and patient care rather than research Tl

support the amount and kmds of research assumed necessary to the SHI?J :J_‘
faculty! s mamtenance of its academic competence p051t‘19n' an_d to the..
School”s capablllty to attract new faculty, t

'Ihe Schooi's emphasis on primary care will aut

. r 1
. * . B
! . 4

t1ca11y reduce the -

research grants.)

Finally, in comparison with more traditional Schools) the ' .

fac111t1es such as laboratories, and relatlvely high require
the kinds of fac111t1es (e.g., carrels) needed for self-lea
activities, . N \A . B :

s¥able 6 shows an estimated range of 107,000 to 155 000".net square .
feet of educational space; the corresponding estlmate ‘of camtil costs \ L. o
(‘?‘974 dollar levels) is apnroximately $20,000, 000 to $28,000,000. T T




30 ': ol An estmma'ted flve -yean sdaechﬁ.e of .a';otal i:ap:;tal mvestment qf \..{ e

,' e ﬁ. Scfhool W111 not bear the_costs of: settmg ‘up the patient-care . I

”'. ’ pro;ect_lons of the School's agltal cbsts aré based on the 51m11ar et

oo costs of the stmctly patient-care sp’ace requ:.red for the overaIl T

“ ,Stage, is prese,nted in ’I’able- 2. ‘The schfdﬁle is pr,esented in bo.th 1974
S pnce,s andat pnces mflated by 8f per. &ean P,resentatlon of caplta’i

S or prlvate money. 'Ihe }.m/estmeni: tlmetable 1s reIated to the _‘;_" - ;;;_,:.

»,," ., R B . o
. o a - PR .o C ot \)

N .,

$23,0(§b 000, begmnmg with: the first yeat: of - thg Schqol s BeVeIopmnt L

costs’in temms pf ‘the cost am:1c1pated ,ét tl’re actu,al time of ~“ 2
expenditure (the rlght han& cglumh of ztﬁe Table) 1s uSeful for L = :A il J",
p‘rotraymg capltal zeqmzemen'ts in ten,\s of con,stmctlon grants bonds,

o'

J -
( assumptlons presented m’ th‘is amf the Jprécedmg chapte‘r concemmg . .
the pace of growth of the Schoo.l afnd '.df its clinical fauhties. e

. AS was 1nd1¢ated in Sectlon 15¢ ,of thls chapter, the School's “‘% B
er tlgg cost pro;ect,wns have becn hSased on the a.ssumptlon that the Y

(a.b Oppose.d to the eddcatlonal) progrgms of its cllmcaI units.  The _ T

’

’ - . “,

assumptmn that the School's budget ué‘lll not have to beaz‘ the construcnon

“1
-~

program,” erther in the case of a h Spltal or “of the chm.cal mlts‘ e

i
I3 v

OrLthe assumptlon that, the School‘s major affillated hospxtal includes -

o outpgztlent cl;mlcal fac111t1es from whlch the SHP centra‘l c11-n1ca1 uq,lt

- <7 . Clinical nits o zooo 000+, #0000 T 0

can be .developed (see Glapter 11), only‘ the’ mcrementad sgace‘reqmrements’

NE fqr SHP's éducational needs " at ‘thc céntral” unit have been Jncluded 1n A

.. the cost’ estlmates for the clmlc.a'l unlts. .(See Apnen’dix. 16 -B. ‘er R
greater detalls on the déyelopment ‘of space and ;:Onstrucflgn . . ,
requ1rements )* S A R N T i

. . . v
- . » ios < . ks S T > PN PN -
‘. L ‘ “a s v . - « N
,

*The cost of the patient-care space fdr the ‘overall program would - vary . .
widely from site, to site, aependmg upon the avallablllty of airea&y . j

. eXisting patient-care resoqrces.‘ If all” necassary pattent-gare.” . | v
facilities had to be copstructed de novo, +the cost range for the' . s o
cortstruction of all three kinds of clinicad amits and of a hospital of - e
250 beds. (the approximate, number ;required for SHP ‘edutational pregram’ -
at full operatlonal level) and -of the requlred SHI? c11n1ca1 tnits. would . .

ﬂ. ‘l

- be approxmateﬁly as follows N P T L y e .

Al

. - « - < .
- '~ .

S * Hospital - . $30, 000, 000 $40,800,000 Vel

-

. ' m . . ' (54 M .
B . @: - o 20”) . P M . 2%
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AR A ~  TABLE 7
o' . ., N 0 " :
- . . ,
" o v T e . ESTIMATED SCHEDULE OF CAPITAL /
[ o . -

A - EXPENDITURES FOR A

St ao T SCHOOL OF HEALTH PROFESSIONS
S ‘ (Amounts rounded to nearest thousand)

‘v

h.
= ] .
L -
e ’
s LT ”
5:'-: N ';" -t .
g '.'.::'g)~:‘ -t R Lo
« ‘ P '."“' . 3 . [}
O 4 A 2%
T o 3 .
a1 S .
2! ‘?. “",'
S = T e T )
‘ N N P - ..
SRl T YRR DOLLAR AMOUNTS
! ! N e - ‘s ) ., .
Voo T At 1974 Prices At 8%/Year Inflated Prices
o, '3 v ‘
K [T o . fom

IS

. ;‘i‘gar'1a"'(;975)b o 750,000 810,000
v Year 7..(1976) | © 4,000,000 4,666,000
T Year 30 @97P -+ . 7 6,000,000 . 7,558,000
'Yedt 4 (1978). . 6,000,000 8,163,000
Year 5. €1979). 7 . 6,250,000 93183, 000

R A 23,000,000 30,380,000
"‘q—‘&h’- /\ 4 ¢ )
t.' ,..( 5 e -
. "», | ++.." ZCorrespending approximately with the first full year of the
. v - + '+ . Development Stage described in Chapter 11.

., .
T - bAll ,specific calendar dates, expressed in academic years,
T ' refer to a School that would be implemented at UOP/PMC.

¢ 4 . -
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- IV. 'INCOME FOR THE SCHOOL OF HEALTH PROFESSIONS

This section of the chapter-covers three major tomics in the
£511owing order: historic funding trends for health professions
education (HPE); \‘\the way which income ‘was estimated for the School of
Health Professmns, and the pro;)ectlons themselves. Income for capital
as well as for operatlng expenses is considered but operating income is

covered more ;horoughly ¢

A, Background: Historic Trends in Support for Health Professions
Education

1. Federal Support: The fundirfg of health‘.professions education
. - (HPE) in this country is now largely dependent'upon federal and state
’ appropriations. The following brief review, which includes several
legislative landmarks; suggests some of the trends in HPE support that
" were taken into consideration in developing the specific SHP income
pro;ectlons that will be presented below.

Federal aid for HPE began in the mid-1940's with 1arge federal
investments in the biomedical sciences authorized in amendments to the
Public Health Sérvice Act. These amendments authorized the Department
‘of Health, Education, and Welfare, through the National Institutes of
Health, to conduct extensive biomedical research in programs established
throughout the cowntry, particularly- in medical schools. ’Resealjch grants

constituted the main federal investment in health professional schools
* for the two decades of the 1950's and the 1960's, and as the flow of
federal research funds increased, $chools responded by expand.mg their
e faculty and programs.

The propartion of medical school income related to federal research
rose from 11% in 1947 to 42% in 1968, and by 1968, approximately 33%
the total faculty salary budget for the nation's medical schools was
supported by the federal government's research and research frainiﬂg )
grants (I.0.M., Pts. I and .II, 1974, b. 1). This empha515 on biomedical
research led to increased pressure for specialization by the faculty of

| medical schools; such pressure was probably one of the principal ‘factors

% * 2i1 :
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contributing to the decision of a majority of the nation's medical
school graduates to enter specialty training and practice. \

. The momentum in research continued well beyond the time that
federal legislation began to provide explicit support for the
tducational (in contrast to the research) component of medical and
other health professions schools. Thé first major development in
this latter direction was the Health Professions Educational Assistance
Act of 1963 (Public Law 88-129) and related legislation, which auth-
orized matching grants for the construction of health HFoféssions schools ,
and loans for students in several of the health professions.

Shortly thereafter, Congress enlarged the nation's commitment
to HPE in response to predictions of a healtir manpower shortage.
The Health Professions Educational Assistance Amendments of 1965

(P.L., 89-290) and related legislation offere&igrants to five
categories of schools orn the basis of the schools' agreeing to
increase enrollments, and guaranféed loars for low-income students
who would be unable to complete their professional education without
financial assistance. i -

‘The Health Manpower Training Act of 1968 (P.L. 90-490) essentially ‘
extended the provisions of the 1965 law to include the eight professions :”
of medicine, osteopathy, deqtisf??T‘nursing, optometry, pharmacy,
podiatry, and veterinary meédicine, and to provide scholarshipi'és well

"as loans to students with financial need.

This legislative emphasis was cbntinued in the two major health
manpower laws of 1971: the Comprehensive Health Mannower Training Act
(P.L. 92-157), and its companion'Nurse Training Act (P.L. 92-158),
which introduced federal "capitation" grants - i.e., ofoerating (non-
capital) grants made to scﬁools training the aforementioned eight

categories of health professionals. The size of an individual school™s
grant was based principally upon the size and expansion of its student
enrollment, hence the term "capitation." '
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The 1971 laws expired on June SOL,1974,‘but; as of January 1975,

. 1its provisions are still in effect under a continuing resolution of the )
;Cbngress. Several major health manpower bills were given extensive
consideration during 1974, but the,curreﬁt (i.e., the 99th)Session of
Congress ended without passing new legislation.' It is highlv likely
that the successor legislation to the 1971 lawém§ill retain capitation
provisions for the several kinds of health professions (with the possible

uexception of pharmacy), and probably extend capitation to allied heélEh

* and "physician-extender" professions as well. However,qon the basis of

the major legislative alternatives considered in 1974, i£ is probable
that the next legislation will change the nature of the current con-
ditions and incentives for a school's receipt of capitation money.
Eligibility is exnected to involve a school's contributions toward
correcting publicly perceived problems in health~care delivery and
education, especially geographic and specialty mﬁldistribution (including
the insufficient number of primary-care providers) PRestrictions on
student-selection ahd/or on the location or tyne of graduates' practice,
the development‘of interdisciplinary and remote-site training nrograms,
and strict stipulations cbnce;ning supplemental support for health

2 professions educational programs from fon-governmental (e.g., .university)
— © ————sources;are—the prineipal-kinds—of conditions included in the 1974 bills.

The federal health manpower and education laws of the late 1960's
also initiated support, through,HEW for "special projects" -- short-term

research, demonstration, or training projects related to innovative
health professions programs, and administered through the Bureau of
Health Resources Administration. Similar funding éuthority is expected
to be continued in new federal health professions manpower legis-
lation. ~ A significant po?tion of the activities that will be conducted
in the School of Health Professions is of this nature.

Recent federal actions indicate that, with specifie exceptions,
hiomedical research expenditure - once so jnfluential for medical schools'

"~ fimancial picture - has reached a plateau (with potential for a decline

R13 ..
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due to inflation). Research funding hae moved toward the investigation
of categorical problems, administered in the form of contracts (rather
than in the form of grant support for 1ndiv1dua1 research projects,
which can be better"used than contracts, as general faculty support)
The National Institutes of Health contlnue to be the major supporters
of biomedical research in this country, ana it is ant1c1pated that

the: School of Health Professions w111 over the years, attract the1r
suppqrt for spec1f1c biomedical research programs *

r * ' .

-~

<

Federal involvement in patient care*also has hén magor dm- '
plications for the financing of HPE., The advent of Medicare and
Medicaid in the mid-1960's provided.medical school faculty and practltloners
with reimbursements for the care of patients from whoin they had’ previously
received little or no payment. Subsequentiy, income from patient
care has been used by many health professional schools to support
portiops of their educational programs. Federal funds for- patient
care have conflnued to increase, but constralnts have been placed on
their use; while federal monies and patient care funds furnished by
individuals and insurance companies can now be used to support the
patient-care activities of the faculty, in the near future they will
no longer be able to serve as direct support for the School's educational

‘ +

" programs.

It is impossible at this point in time, to predict the impact
of national health insurance on the budgets of health professions
and educational institutions, but it is likely to be a significant
one and to further restrict the activities that health-care dollars

can support.

’

Federal health professions 1egislation for the last decade has
supported, for the major health professions, the construction of
educational-purpose buildings, including faculty space for resgarch

. considered essential to sustain high quality education. The provision
of low-interest loans (as opposed to direct grants) is likely to

' This support would contribute to the research portion of the total part
of SHP's operating expenses that is attributed to the patient-care and

research budget.
190
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Continue, if any support’at all is provided; the loan route has been
. gaining increasiﬁg interest from federal ficials.B Some of the '
}egislgtion‘proposed in 1974 included supﬁ%?% for educational buildings
Federal support for construction of facilities for general .
) research was almost totally discontinued several years ago, although
certain categorical areas are still eligible.
While the Hill-Burton law expired in 1974, the major reduction
that hag‘bcqurred in tb% average patient étay in hospitals has left
most>cqmmuniti§s with an excess of hospital beds, and has consequentiy
reduced the pressure for federal support for the construction of

. . ca e b
inpatient facilities. .
2. State Support: There is growing pressure for state support

j of private health professions schools - especially medical schools.
Legislators are keenly aware that there are many areas in dire need of

A healtﬁ professionals, that mogt training programs have many more
qualified applicants than available places, and that p;ivate schools
have some difficulfy in ‘attracting students because of the state schools’
lower (subsidized) tuition rates. Some states (New York, California,
Wisconsin, Pemnsylvania, Ohio, I1linois) have attempted to subsidize:
private medical schools in order to maintain or increase student numbers
without building new public health professions schools. Both the )
publication of the Carnegie Commission on Higher Education's 1970 report,
Higher Education and the Nation's Health, and the emergence of the
Véterahs Administration into medical education have prompted state
legislatures to give increasing attention to health professions education.
It is expected that an expanding and increasingly mobile population '
coupled with the continued maldistribution of physicians, will continue
to influence state legislators to subsidize private schools, particularly

~ those emphasizing primary-care as a cost-effective measure.

‘ In California,. the "Grunsky Bill,' enacted in 1973 (Senate Bill
No. 576, Chapter 1112), appropriated money for the State to enter into
_contracts with the State's three existing private medical schools to
expand their enrollments. Thrqugh application of a fornula that ingludes

% . . . 4 . ‘ . .

In fact, legislation enacted as this report is being completed

provides federal money for the construction of free-standing outpatient
facilities, especially in areas of need. ‘ ‘

¢
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consideration of the level of federal capitation, more than $10,000

per year per student has beer}: granted for much of the recent enrollment- |
expansion in the State's private schools. ) }

3. Private Foundations: Foundations have long been the principal |

source of "'risk capital";for the development of new schools and educational

programs. The provisions of The Federal Tax Reform Act of 1969, especially

its "contmumpayouf'pronsmn, have helped stimulate foundation
_ support. The second largest foundation in the world The Robert Wood

Johnson Foundation (Prmceton,\ New Jersey), has made sizeable grants

for the development of primary health-care programs, generally ones
')

. " associated with wniversities.
Future changes in the Tax Reform Act will probably have the

result of encouraging foundations to maintain a diversity of programming,

including support for innovative educational programs. Such foundations

as the Bruner, Spencer, Macy, and Milbank Foundations have already

shifted program activities toward innovative programs of health professions

education and health care delivery. The Comonwealth Fund, the Fleishman

Foundation, and the- Kellogg Foundation . also maintain a contmulng

maJor interest in health-care delivery programs through grants sueable

enough\ﬂto be of considerable value to developing schools. Thus, a con-

servative approach for the School of Health Professions to take must - ,

include the development of proposals to these institutions where a

pattern of giving has emerged that would indicate support for creatlve

ideas in the educational process. Foundation support is usually for

stﬁudy or development purposes only and should not be considered as ongoing
a support. Co ) ¢ ‘
However, private charitable fou%tlons have been increasingly
hard hit by increasing applications and decreasing resources Although
current tax statutes reduire continued expénditure, of funds (e.g., the
continued payout provision), the economic picture of 1974-75 has sharply
reduced actual dollars available from most foundations.

*'Ihe "continuing pay-out"provision specifies a certain percentage of funds
per year that private founditions must distribute for programs (as opposed
to investing those funds). Under The Tax Refom Act of 1969, that per-
centage has increased annually from 1969 through 197;

' - © 192
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On the other hand, one potentially important facet of private foundation
giving to HPE that is not evident in the preceding discussion of'hisporical
trends concerns the 'planned liquidation" of many currently
operating charitable foundations. This refers to a scheme whereby
a foundation's founders determine it to be socially desirable (‘maxi-

mm mileage" for dollars), to "abandon'' all of their funds for final
distribution to charitable causes, within a predetermined time period. /
There are several large foundations that have stipulations of this type

. that will be coming to maturity in the late 1970's. One example is

the Fleishman Foundation, located in Nevada, which was incorporated

in the 1930's and stipulated the liquidation of its "instrumeht“

by 1980.
4. Trends in other Sources of Support: There are several

other important sources of support whose background will be discussed
later along with the explanation of the specific assuﬁﬁtibn; used

in making the income projections for SHP, or whigh have already

been sufficiently covered in preceding portions of this chapter They
include patient-care income, sponsored educational resegrch anq’

demonstration projects, corporations, private donations, and
student tuition. . \‘

In focusing on federal, state, and private foundation sources -~ *
. of support for HPE, the preceding sketch of historical trends has cévered
the three sources that have the greatest direct bearing on the School's
financial feasibility and, that, at theé same time, are controllable
or easily predictable by the School.* ’

The net outcome of the trends described above is that health
" professions education has come to rely increa§ing1y upon a com-
.bination of federal and state support, in private as well as in public
schools. A reasonable forecast for the future insofar as operating
expenses are concemned is that(1) All schools will need to rely

*In contrast, student tuition, while also monetarily of great signifi-
cance, is at least partially directly controllable by the School
(though still highly dependent upon the level of direct support to
the School and on the availability of loans and scholarships for
its students).




' AN
increasingly on state support,(2) that new schools will need to

find significant amounts of‘private donor and foundation support,
and (3) that federal support will be tied ‘to;increased 'progranmatic
and cost-sharing requirements. The prospects for state and foundation
L support to SHP are difficult to predict, but\on the whole, appear
favorable notw1thstand1ng the current poor state of the econamy.

v

B. Development of Income Projections for.SHP

This section begins with a discussion of the scope and context of the
‘income, projections made for SHP and concludes with a detailed presentation
of thd's’éﬁprojectibns, including a discussion of the explicit assumptions
used in. their derivation. The projections for the School's non-capital
1ncome are presented in Table 8. _ -

R Context Scope of SHP Incame Pnojecti%nS' «The' discussion

and presentatlon of the income projections in this chapter relate -

prlmarlly to income for the School's operatlng educatlonal expenses, '

rather than to its capital fund requlrements or 1t;£at1ent-cere or
. research expenses. Specific yéarly estimates have been generated
4 , for the School's educational.operating budget needs broken down
into the Development Stage, the Start-Up Phase, and Full Operational
Level, for easy comparison with the cost projec'tiohs presented .
earlier under, these same grouplngs '

The mcome projections can only be interpreted in the context _‘

of the mmedlate future and of spec1f1ca11y designated calendar - v
years rather than - as was possible for the cost projections - in e .
terms of relative, nen-specified years (i.e., Year 1,2,3, etc.).
This is due to the quitkly changing and highly wmpredictable state‘ ) e
of financing for HPE (as suggested by the trends outlined above), E
which makes it imperative to base income prOJectlons upon the assunptlons- N

~ ~ considered valid for a particular period of time. All inco pro;ectmns vy
V“\ | for operating expenses are expressed in 1974-level dollars. T ','* VY ‘-'.'Q-L “
Even within the above limits, reliable and valid pro;ectlons ',*; Ly,
of income are exceedlr'ély difficult to make. _This is true for, ex1st- R . )
ing schools, but it is particularly so for a neu( school “for a :' ‘ '&f.,,. P \vt'..i
new kind of school. With these cbservatioms in mind,, tiy Stgew l ;
.’ ¢ . . N W el
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planning staff decided to keep all non-capital income projections
on the conservative side. No effort has been made to arbitrarily
balance the School's operating budget. All assumptions about
public funding are based upon laws, priorities, and precedents that
now exist or (as in the case of prospective federal legislation)

are judged liicelif to exist. Any interpretation ﬁequired to relate
existing legislation to the unique circumstances of SHP has been
made conservatively and cautioysly, including as much verification
as possible with'knévrledgeable health professions educators and
public officials. -

Furthermore, the probability of SHP's attracting significant
amounts of unrestricted staté', federal, and private donor support,
at levels far beyond those camsidered realistic 1ﬁ terms of existing
1dws may well be high, once a-definite decision to go ahead and
implemefit a School of Health Professions is reached. This is
especially so since the School's educational and patient-care
philosophy seem cong.ruent with current public priorities. None-
theless, no income of this kind has been included in the SHP cost
projections.

Estimites regarding private individual and foundation giving
for mresti‘icted use ¥~ the least predictable - have also been
kept exceedingly conservative. Such possible ""bonanzas" as suggested
by the "planned 11qu1dat10n" features of .certain large, -charitable
foundations (described above).haye not been taken into account.

The .non-capital income estﬂnates do not_ include apy contri-
butions from corporations. * Busingss, has cantributed to HPE. -
ever, its contributions have beg;'nnupally in the forms of
student scholarships and M6ans‘and grants for constructing libraries
and laboratories, rather than in the form of direct operating sup-
port to schools. (There is reason to assume that corporations w111
continue to make similar kinds of contributions, a fact that is
relevant to consideration of"financing SHP's capital funding program, (

g

®
In contrast with specific sponsored projects, as explained later.
‘ - Q . :

. : 220

196




™

and to SHP's ability to attract economically disadvantaged students,
but not to the development of projecticns for the School's non-

-]

gggltal income.) ' .

For practical reasons, all assumptions related to state sources
of support are based upon one state only - California.
It should be. pointed out again that one fundamental assumption
underlying the projections of income, as of costs for the School
of Health Professions is that the Patient-care and research activities
connected with the School but not directly a part of-its educational
programs, will be self-supporting. (For example, it has been
assumed that 30% of.the School's faculty salary cost - the largest
single component of the School's operéting budget - will be sup-
ported fram income that is generated specifically by or for those ‘
activities. If actual experience shows this to be an erToneous
assumption, then the financial situation of the School will be
altered significantly from that shown in these estimates. (Personal
Communication, Roger Bennett, University of Washington, January, 1975).
2. Income Projections for SHP: The SHP income projections.
for the SHP operating (non-capital) budget are presented in Tablé 8,
- in which inccme is categorized by type or source'of support, under
the following headings. o .

-

® Per-Capita-based funds:
// - Tuition -
- (Capitation . . ‘
e Sponsored Educational Projects
- From Federal sources

- From State (California) sources '
- From Priyate Foundations ’

® Rasic Operating Support :

-  From Federal Sources

. . . -  From State (California)

d ) -  From Private Foutidations
- From Private Donors

\

Table 8 breaks the estimated income down by year, starting
with academic year 1975. Subtotals for the Development Stage, for
the Start- Up Phase, and for each of the Full Operation (full enrolliment)

.

- ’
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years(i.e., 1982 and on) are shown. In the income- (as opp'(;sed to
cost) projections, the Development Stage covers only the two full
years of that Stage - i.e., beginning with academic year 1975,
without specifying a source for the approximately $237,000 needed
for the initial one-half vear of development, (January - July, 1975)
. (See Table 4). Othe;rvi:.se the cost and the income estimate tables
(Tables 2, 4 and 5 forf costs, and Table 8 for income):are con-
structed on an identical framework.

As shown in Table 8, the total pro;ected non-capital income
for the Develcmnent Stage (final two years only) is &785,000, and
for, the five Start-Up years (1977-1981), it is $11,082,000; :
at fu11 operatlonal (full-enrollment) level, the annual projected
mccmc is $4,078,000. (All amounts are m 1974-dollars). It
should be reemphasized that these flgures are wedded to the spec1f1c
time period of 1975 5 1982. ) B

( -

An explanation of the specific assmﬁ;ims'md ybases from
which ‘the income projections in Table 8 were derived follows:

e Student Tuition:
- Background: In both professional and general
higher education, present tuition levels'are far below the costs.
of education, and in state schools, tuition may cc;ver less than

—\Qn percent of the total costs: As the financial difficulties of

higher educatlon increase, both yubllc and private institutions
are raising their tultlon, especially for high“cost programs and
" for programs in hlgh earnmg capacity professions such as medicine

w t.

and déntlstry

- Assumptions for SHP Armdal tuition rates
will be set as follows {1974~ dollar levels)

. Primary-Care Physician | $6,500
. Primary-Care Dentist . $6,500
" Health Care Coordinator .- $3,500
* Nurse Practitioner . . $4,500 R
- . .- 8ocial Worker : 4 $4,000 .
RE ’ ‘Pharmacist: T $4,000 ’

These levels are con51demd to be reasonable espec1a11y 1f~ﬂiP is

22¢ | o
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. i |
part of a private university. /The tuititn at some private 1ib3ra1
arts colleges already exceeds some of the tuition projected for - .
some of the SHP programs. As a point of reference the I.0.M® )
annual net education expenditure (which is less than the full re-
source cost) of $9,700 per student for undergraduate medical educa-
tion programs (I.O.M.,Pts. I and II, 1974, p. 90).*
) For purposes of projecting income, certain assumptions regard-
ing the assessment of tuition charges had to be made in light of
the time-variable nature of the School's curricula. The assumptians .
were that tuition would be based on the 11-month éstimated average
length of SHP students' academic year. For each year, the total.
tuition amounts were computed by multiplying the number of students
| by the approprlate rate. No allowance ‘was made for rebating a
portion of tuition to students who complete a ""curricular year" in
| less t}_1an eleven months or for an incremental charge to those who
; reqtiire longer, than eleven months. (In actual fact; it would probably
- be ‘the School's policy to collect additional tuition from students ,
who_exceed. the eleven months but not to refund tuition to students &
" who complete their curricular year early. Thus, the amoimts calculated
may mderestlmate the total potent1a1 mc'ome from student tultlon )

) Federal Cap1tat10n

- Background: Amounts are based on the best
possible prediction as to the provisions in new legislation, and,
‘on the assumption, that SHP would meet all Tequircd cond_itioné» of
e11g1b111ty/ 2

. - Assunptlons for SHP Capitation will be
available for the phy51c1an and dental programs only (not for pharmacy), .
) at the annual rate of $2 000/student, starting with the first year

*An explanatlon of the I.0.M. study, mudlng a definition of net /
educatlonal expendlture is fomd in Sectlon 11 of this chapter. ’
.. . #*This is.a falrly safe assumption, since most of the likely condltlons
for federal capitation - e.g., primary-care educational programs, .
remote-site clinical tra1n1ng, and the improvement of geographic
maldistribution of prospective students and graduates - are already
integral parts of the School's proposed educational and student-

» selection programs. 223 ' '“'z
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_ provisions to SHP or by separate enabling legislation, state

" in Table 1 of Chapter 11, all of which would be concluded by 1979.

of operation.
e State Capitation:
- Background: The current relevant legislation

is the Grumsky Bill ,~exp1ainéd under Section IV.A, above. Its ,
provisions directly concern already existing private medical schools}

but since its purpose is to encourage medical school enrollment-’
expansion, it is assumed that either by extrapolation of the Bill's

"capitation'' funds would be ayailablé to SP. )

¢ - Assumptions for SHP: $8,000 per medical v
student per year begiming with Start-Up, and continuing through
Full-Operational Level,

¢ Sponsored Educational Projects:

’ - Background: These refer to short-temm,
limited-pui'pose educational development and.demonstration grants,
of which the developmental projects listed in Chapter-11 are primary’
exanples. . . . :

The principal supporters of these kinds of projects will probably
continue to be the federal government under its various categorical
grant programs,and private foundations. =~

The relationship 6f 'tﬁe:é,e kinds of outs'iQe-supported activities
to the levels of effort and expenditure built into ‘the School's .
operating budget was pre;}siewed briefly in Chapter 11, and will be
explained more thoroughly hére. The only projects of this kind
that have been specifically identified for SHP are the eight listed

*'Ihis assumption is prbbably the least conservative of those made in

this study because technically, the Grunsky Bill provides ‘funds for only
‘that number of medical students,who aré in addition to the previous
year's enrollment. The assumpticsi made for SHP was that funds would . '
‘be awarded on the basis of thé-tgtal medical student enrollment in :
each year. (One offsetting factor, however, is that the estimated _
annual rate of $8,000 per student is below the maximum authorized level.)

B
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However, it has been assumed fo¥ purposes of pro;ectlng 1ncome of
this kind, that a number of beneficial projects Wlll contimue to be
designed and funded throughout the School's existence. 7heir total
income,relative to the rest of the School's income, would probably
peak in the early start-up years (when many éxperimental and testing .
activities will be required), and then level off to#a fairly stable
.mmwdjgml.' ' ' '

- Assuwtions for SHP: The projects

from which the Table 8 - income projections were derived included

the eight developmental projects (Chapter 11) covering the years

1975 through 1978 (plus a small amount of estimated funds in support

of family-practice physician training programs, as authorized

under California's Song-Brown Act - Senate Bill No. 1224, Chapter 1176).
Estimates of total spcnsored educatlonal pro;ects income were made

for each of the years 1979 through, 1982 " these estimates are

considered to be minimm, especially as regards the annual projections
at’ full operational level. '

To compute the portlon of the total income from spmsored
sources that could be attributed to the School's budget, an assumption
was made that each project represented approximately double thec
anownt of effort for similar activities that would occur within
the bounds of the School's regular operating programs and costs.
Therefore, income from the spensored projects is considered as
offsetting the School's operational expenses in a given year to an
amount equal to one-half of the projects' combined total direct costs,
with the remaining half of the income fépreéenting a sel%-paying
add-on to the School's regular ongoing educational activities. In
addition, for those projects assumed to be federally sponsored,

100% of the indirect cost income (figured on top of the total costs)
was counted as an offset to the operating expenses of the School's
educational program. The indirect costs were calculated 4t 32.5%
of the total direct project cost. i ]

As shown in Table 8, the total sponsored-pro;ect income has
been assigned to federal, state, and prlvate‘foundatlon sources. The

220
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state. portion includes,for 1977, 1978, and 1979, funding assumed
to be available under the Song-Brown Family Practice Physician -
' 'I‘ralm.ng Program Act; the very modest amounts shown for 1980 and
. on are not related to specific laws or categorical funding programs,
but based on an assumption that California will continue its interest E
in fm'ﬂwnng innovative approaches to health professwns \
education.
The allocation of the remaining major porticm of sponsored-
project income between federal and private foundation sponsors was
based on a proj ect-by-project decision as to the more probable of >
these two funding sources. This detail is acknczwledged to be \
somewhat arbitrary, but the planning staff found such specificity
" necessary to developing reality-based income estimates. In any ~.
event, the amount of income projected should not be significantly
affected by the changes that will obviously occur in the specifics
of project-design and/or sponsorship when the School is actually implemented.
‘ The sponsored-project incame included in Table 8 is only that
portion '"available to SHP" - i.e., that portion that can be legiti-
mately considered as an offset to the operating budget. (A 'slightly
elaborated version of Table 8 appears in Appendix 16-C: that table
shows the actual calculatlons used to develop the ""available-to-SHP

\ portlon.") ‘
e Basic Operating Support - Background and
/ Assumptions Concerning SHP Income Projections:’

The income categorized under this major heading is not tied
tc specific projects, but is available -for support of the School's
regular operating programs. The background and assumptlons on
which projections of this type of income were made. are discussed
below:

- Federal: The federal source of basic
operating support in Table 8 &nsists of "Start-Up" funds, or
their equivalent.'Start-Up" grants,authorized by the 1971 Com-
prehensive Health Manpower Training Act(which expired in 1974 , S




but is technically still in effect under a continuing resolution -
of Congress) providéd basic support to new medical and dental schools.
Grants are available for a maximum of four years, beginning with
the year prechiné the School'saoéening, and running through its
third year of operation. The size of grants is based upon a
formula that is tied to student enrollment and to a decreasing
per-student rate over the four year period. '
It is assumed that new health manpower legislation will include ~
some form of Start-up or equ1valent funds for one or more kinds of

new health professions schools. T
However, in light of the unpredlctablllty of such prov151ons,

the federal ''start-up'' income estimates used for SHP were 'developed

in a general way rather than being computed accordihg to any assumed

éﬂ?oliment-based fornula. Income from this source was projected

as lasting through only the second operational year of the medical

and dental programs. The projected amounts, by year are: 1976 - $200,000;

1977 - $260,000; 1978 - $190,000:

- State: There is curren#ly no state legislation
in California providing general operating support for health pro-
fessions education schools (other than the Grunsky Bill support
to private medical schools, income from which has been categorized
under '"Per Capita" forms of funding). Therefore, only a minimum
amount of general.state support has been projected: $100,000
assumed to. be used for general planning purposes and classified in
' Table 8 under '"'State Planning Grant' (1975 - 1976). There are
precedents in California for the passaée of special legisldtion
to provide planning grants to developing schools.

- PrivateYqundatiops: Private Foundations

do occasionally make general, non-restricted grants to cover general
¢ 4 . . ' .
educational programs, includlng“those in health, and especially to new

enterprlses but-their support is more frequently in the form of
specific sponsored prOJects, as discussed above. A conservative estimate
of $50,000 per year from nrivate foundations, beginning in the School's

opening year (1977), has been included in the SHP non-capital income
T . , .

projections.




=~

, « - Private Donations: Finally, estimates have
been made of unrestricted non-capital income from private donors.
Traditionally, medical schools have attracted the interest of

_philanthropists because of the impact that medicine and medical |

education have on the health and well-being of the nation.
+ It is hoped that mechanisms will be developed to illustrate

- the merit of the SHP's advanced educational ideas well enough to

attract gifts from prlvate individuals (for capital as well as for
developmental, ongoing operating expenditures). Prospects for such
support appear high in the San Francisco Bay area, for example,
which has a long tradition of support for medicine and education.
However, in keeping with the conservative approach to SHP income
projections, only $§0,000 per year, beginning in the School's opening
year, has been estimated for private donations. (Private donors are
usually more interested in funding construction projects than
supporting ongoing educational programs.)

.

Grouping of Income by 'Degree of Certainty" - In light of the
high degree of contingency related to income forecasts, the kinds
of income projected in Table 8 have been reclassified according to
the assumed degree of probability of their receipt by the School of
Health Professions. Table 2 in Appendix 16-C shows the detailed
reclassification of the total Table 8-income, by year into three
major subheadings: I. Assured; II. Likely Additional Income; and
III. Possible Additional Income. The figurés presented on the next
page, summarized from the Appendix 16-C table, show the impact of
this "probability" grouping upon the total incéme projectionms.

Since the "Maximm" income estimates from Table 8 are judged
to be conservative to begin with, it is considered Very likely that
SHP will in fact obtain at least as much income as shown 1n Table 8
(though obviously not from precxsely those sources that were used
in order to dévelop the estimates). Therefore, the 'probability-
of-receipt' classification should be regarded as‘a 'prudent-man" |
approégh - a preparation for the worst possible contingency.
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) - Likely =~ Possible  Max. Projected
Time Assured Addt'l Addt'l Income
Period Income Income Income - (from Table 8)
Development : .
tage :
,» 1976) 0 372,000 413,000 785,000

‘Start-gp
se

ZI§?7-1981) 4,295,000 2,845,000 3,942,000 11,082,000

Full Oper-

ation(Full-

enrollment)

Level

(1982..%) 2,020,000 728,000 1,330,000 4,078,000

In producing the "probébility-of-receipt" analysis summarized
above, income from Table 8 was assigned as follows:

I., Assured Income: Tuition only
II. Likely Additional Income -

- Federal Capitation
- Federally Sponsored Educational Pro;ects

- Indirect Cost Recovery from Federally
Sponsored Projects (explained above)

: . III. Possible Additional Income

. - Feder4T Start-Up Monies
- State-Sponsored Educational Pro;ects
- State Planning Grant
- State Capltatlon
/ - Foundation Support for Operations
- Foundation-Sponsored Educational Projects*
' Private Donatlons (unrestrlcted) _ -

! !
. " In producing, this particular grouping, no changes were made ' to
the assumptions®about specific levels of income from any source or

.

s

e

*1 e., that portion (50%) of total grant that is con51dered as an

.- offset to the School's operating expenses. .
:x ‘ 228 . ¢
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The sources of capital funds’ for educational space'construction
needs have not been investigated extensively. It is likely thdt mest
of the financing will be in~the form of gonventional or public
(especialiy federal) loans. A wide variety of methods for financing
the School's captial funding needs is possible. One distinct possibjlity
is that the School of Health Professions will be able to attract
sizeagble contributions toward the construction of specific buildings
from private donors with a particular interest in the SHP's unique
educational goals. )
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V. CASH FLOW AND CONCLUSIONS

This comcluding section ties together the projected costs and

'inc;me for a’'School of Health Professions and discusses several of the o~ '
factors that could substantially alter these projections in the next . .
T several years. - ™
A comparison of the annual operating costs and income appears in
Table 9, Table 10 provides a cash flow forecas} for the School's ¢

capital funding requirements.

A.! Comparison of Costs and Income . L .

As shown in Table 9, there is a projected operating deficit of
" approximately $2,000,000 for the 2 1/2- year Development Stage, and
a deficit for the 5-year Start-Up Phase of approx1mate1y $3,000,000.
At full operational level, there is a $560,000 annual deficit.

The School's capital funding needs, computed with costs at a .,
compounded 8% annual rate, is for a total of $30,380,000 over a 5-year \
period. (The same capital projection totals $23,000,000 when all annual
amounts are kept at steady, mid-1974 dollar prices; see Table 7.) '

" B. Discussion /

in the judgment of the SHﬁ\plannlng staff, the projected oneratlng

deficits do not impose severe obstacles to the implementation of a
’ School of Health Professions. \

It should be reemphasized that (1) cost and income projections were
developed independent of one ano;her, (2) the (income projections were
purposely kept conservative, and (3) cost projections were developed
from specifications that incorporated all components ofwthe optimum. SHP
"educational plan, without programAcutbacks or compromises that mlght
well have brought the operating budget into balance. '

The Chapter has been as explicit as possible about the assumnﬁ1ons
anq methods used to develop the School's budget pgggectlons. However, . “:>
development of assumptions was sometimes difficult, and in the case of
income, frequently based on expert guesses. In view of the
contingent nature of all budget forecasting, it is appropriate to ,
point out and evaluate'a number of major factors that might, over the

- ¢ . ., ~ ‘i.
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) w " Estimated Estimated ey .
& L EXPENSES TOME o . DEFICIT .
DEVELOPENT STAGE : N ‘ . .
. (Famuary-July, 1975) . 237,000 - d +¥ 237,000 ~r
, 19755 . 955,000 187,080 768,000
1976 X ' 1,703,000 598,000 ‘ 1,105,000 .
sbdtal 2,895,000 785,000 - 2,110,000
v S
START-UP PHASE p -
’
R 19m 1,797,000 1,444,080 653,000 i
1978 . 2,207,000 1,523,000 . 654,000 N
s 1979 2,703,000 1,945,600 758,060 .
' . 1980 ’ 3,287,000 2,860,000 . * 427,000 ,
1981 ) 4,230,000 _ 3,610,000 . 640,000 .
’ ¥
’ Subtotal - 14,244,000 * 11,082,000 3,162,000 )
. . ; .
. FULL OPERATIONSL LEVEL '
' 1942 and an . 4,638,000 4,078,000 560,000 ’
(ful? enroliment) per year per year } per year
. . Yo
7 -
/ . .
- \ S . 4

he soamts in the"'Expenses" colum “are from Tables 2, 4, and 5, The amownts in the "Income' colisn ‘are fm Table 8,
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-
b'rhis is essentially, but not strictly,

a cash flow staterent- for the following reason: It is assumed that both cost

and income inflation will keep roughly apace of one another. However,

due to the varying

speed with which the effect

of each kind,of inflation will be realized, it is probable that the School’s receipt of income will lag behind its
payment for cxpenses for any given tixe period. .

yeat begiming in July, 2nd relate to the finctable for implementition of

€A11 full years refer to the nudemi‘c.
the School of Health Professions at UOP/PAC,

<
ot .. dmhe snecific source of income has not been identified; it can be assumed that ssound¥ equaling the projected expenses
vy for this one-half year can be found. N . R
. / ’ :
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* of this chapter (''Estimated Schedule of Cap1ta1 Expendltures for. a Schdol

‘ -
TABLE 10
ESTIMATED CAPITAL FINANCING NEEDS
- FOR A SCHOOL OF HEALTH- PROFESSIGNS,
- ) BY YEAR
(Amounts rounaa to nearest thousand)
All entries are expressed at levels 1nf1ated by an estlmé,ted ' '
8% per-year rate of inflation. ~ ‘ { - i
0' S c . v 5 .
" YEAR . * CAPITAL NEEDS® . S
Year 12 (1975)°. " 810,000 - o
Year 2 (1976)" , 4,666,000 . \ ’
“Year 3 (1977) ‘ . 7,558,000 . - .. -
- Year 4 (1978) 8,163,000
Year 5 (1979) . 9,183,000 - - o
, ' 30,380,000 . A
L4 ’ P ’ ' .( I '; .
s, . - &”:‘ 4 . PR §
. b ’ ot
. ?‘ M
4Corresponding approximately with the flrst fuil year of the Development .
tage descrlbed in Chapter 11. ‘v 5. e
bAll spec1f1c calendar dates expressed in ac ‘ﬁu years, -'refer te_ ) S
a School that would be 1mp1emented at-UOR/BMC . . S
“This colum corresponds prec1se1y with the r1ght~hand column oﬁTable 7 _'7
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: indicated in Section IV) that there w111'be an increase in the scope
' and number. of -conditions placed on school receipt or use of thdse

‘been mentioned in previous parts of this chapter; others are béing

" significant factor§ that could have negatlve effects ujon’ the pro;ected

,/, -
* . .

-

next several years, significaritly alter the SHP budéet f)icture.. that .’ )
has been developed in this report. Some of the considerations have .

introduced here for the first time. The factors ire ‘grouped according

to whether their anticipated impact upon the financial prospects of SHP

is negative; mprediétaBl‘e (or neutral), or pdsitive. Maturally, no
conclusions can be drawn conceming those factors whose impact is .
currently unp'redictable; however, in the. staff"s judgment, the potentially .
p051..1ve factors.,outwelgh the negatlve ones. A discussion of these
several factors follows: . _ )

‘1.', Potent1a1 l negatlve factors: There are at least two

SHP budget. Both would affect all health professmns schools, or at
least all new or prmdsed ones,’, and not simply the School of Health
Professmns

The first factor is. the conditions that may be attached to,
_federal support for health professmns education (HPE). Even assuming
_ that federal funding continues at approximately the levels forecast,

for the SHP income prOJectlons in this study, it is probable (as ‘ .

funds " Sone schools may mterpret these condltlons as pmgramuatlcally
. or financially restr,lctlng and thersfore not accept ‘the availuble funds;
in other cases the federal officiais who dlspense the funds may flnd
1nst1tut10ns to be 1ne11g1b1e . )
Thls con51derat10n ts most ipmediately reélevant to the future of . .
. fedetral cgltation (as discussed in Section 1V), but it applies to o
other forms of pehdmg federal support for HPE as well.: KRR A " .
" The $econd major factor mt_h a potentlally riegative effect upon S
. the budgets of health professmns schools, including SHP, is. the )
current decllnmg and unpredictable state of hlgher educatzon 1n E . ""77 N
genera.l The increasing finantcial predlcament of libéral¥arts ‘colieges C
; has 1mp11cat10ns for- the ava.11ab111ty of sunpprt fOr HPE smce both L RS
 genéral ‘and professmnal hlﬁer educatlon programs frequently compete« ) o "
fpr the same dollars. W e T

. . L. ‘e . L N . . PRI
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v <, et o Wi
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The competition for educational support from the federal and
state govemments foundations, and individual dénors is very, ‘stiong.
The 'potential support_for almost any new educational venture As

the total amounts of ava.11ab1e dollars is simply not keening apace with
the demand for the1r use. SR ¥

2. Unpredictable Factors: There are two potentlally s:.gmflcant ,

factors in the HPE picture whose implications are currently ncertain

» -

_or unpredictable. These need to be kept in mind so tha.t the f;manczal
projections developed 1n this chapter can be reexammed as the1r

implications do become clear. cee
First is the general future of publ;c suoport for the educatlonal

patient-care, and research programs that are carrled out in academc

health centers. Since health nrofessions educatlon has come to rely

mcreasmgly upon federal and (more recently) state govemmnts for 1ts

support, any maJor funding cutbacks in these Sources w111 force schodls

to substantlally curtail their current programs unless they can f1nd

offsettmg funds from other sources. S : ' :
The nature of federal (and also state) suoport for HPE is, presently

i " »amdergoing basic changes, with 1mp11_catlons that are far fr,om clear.’

Thus, it is therefore virtually -'impos'sible to predict the o\;erall net

effect that will result from prospectlve changZes in’ thé nature of
public support for HPE. But it is Ln'fquestlonable that the mpact of
. probable changes will ‘be immense. '
- The second potentlally important but unpredlctab;[e factor is
closely related to the one above. This is, the "correctness" of the

y -

' basic assumption that the non- instructional resedrch and patient- care

o and that the School will need to find funds for its educatlonal programs

) a maJor .role in financing. all . thrge .of the maJor activities conducted
' , m academlc health centers, the valldlt}’ of thls fmdanental asstn'nptlon
used in developmg the SHP budget IS inghly dependen.t upon future trends

:Ln feéderal support. L ~ . - .
"7 . This isgue has two facets, The flrst is the total leveI of the

’ cpnblned £md.1ng avallable (form a11 sou’rces) for: all three kmds of

. PR N @

therefore imcertain; qu1te apart from the merit of individual programs,. .

act1v1t1es of the School of Health Professmns will be self-supDOrtmg, .

only ‘Since-the federal govermnent “thyough COuntless mecha‘nlsms plays .

re




activities. The second is the” ¢gree to which funds ‘assighed or
' appropnated to any one of these activities can or bay ‘actually be used
for any other. For example, me.dlcal and dental schools have often used
income from patlent care and research to subsidize then' edicational
budgets; however,. the decline in’ federal blomedlcal Tesearch doilars,
and ant1c1pated increased restnctlons on the use of patlem, care mco'ne
for educational urposes can be expected to. make it difficult’ for SHP to
sd:suhze, its educat10na1 program from either of these two sources (and,
in the most pe551mlst1c case, could méan a curtallment i the School's
pat1ent~care and/or research act1v1t1es) However, patlent—care income
may still end up. being mdlrectlz contnbuted ‘to,ward a schOol'
educatlonal program expenses via a we11 6051gned and “profltable" faculty
_serV1ce plan, whereby faculty return a certaln percentage of the1r
professional service fees to-the School. * )

3. Potentially Positive Factors There are two bmad consuleratmns
that suggest that the financial prospects.for a Schooi of Health : .
Professmns might be much -greater than they appea‘r to be from the
pro3ect10ns developed at this time. . e

"The first cOn,cems the general conservatism used in developmg the
School's budget needs. A conservatwe apomach was applied not oruy to.
the income pro;ections but to the oSt - pro;yec‘cmns 3s wells” Not only
was the operatmg budget based on the ideal SHP educat:.onal program, it
.. 'also mcluded costs for éeverai 1'tems _that health professmns schools
very frequen‘tly do not have to pay.
© were included in the SHP budget are clzmcal resource payments and
full cmmensatzon of a11 faculty (i.e., no volunteer faculty) 'I’hese *wo
| items constltute & significant pOrtmn of the School's annual opé*atz,ng
" ejpenses: it is est’:nnated titat the, use of’ volunteer faculty could reduce
. the School's annual buiget by -as ruch - as S to 10% and the cllm;cal ‘
‘resource cost (at £ul1- operatlonal Jevel) const1t11tes apuronmtely 10%
of the total annual operatmg budget. (Tbe onussmn of any allowance

* This possible source of mcome for SHP's. educatmnal budget was not
* taken' ifito account in the'Jjncome projections developed ‘in this réport.. .
Faculty service plails areréferred t¢-again ird the final chapter ‘of this

report (Chapter 13--"'Summation - Réinaining Tasks'), in connectlon mth a .,

dlscussmn conceming the fmancmg of the Sc.hool’s clmzcal tnu:ts

’I’wo slmflcant ones that . .

.
-
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forr volmteet féeuitg s, :mtentlonal because it was félt that | - a4
"—f e voltin‘f:_eers ceuld r;ot reasanably be expected to.have the kmd of tlme g
’ and Gomind tment £’ SHP that 'is requlred for effectlve mzplementatlon of

dhé specdt'Sip edicational progran.) S

.2 2
.

>

y 'Iﬁe second major favorable prospect for the School's flnancl-al o
i - p1 cture 1s the fact that the Scﬁool's P rities are s:un,llar to those of |
g the pubhc, as_ expressed by both consumers gnd public¢ officials. These
pnonues afre pnmary care; 1mproved pat1ent-access to health services;
:urproved orgaz;:.zatmn of heaith -care dellvery, mcreased utilization of .
allled health professmnals and "physician- extenders"' a broadening of health;
related research to include investigations into the proV1510n of care (1n
' add.1tloh to’ solely biomedical research); and the eh:mnatlon of lock-
' step cumcul..r programs that make it dJ.fflcult for e1ther financially:

’

dlsadvantaged or educatlonally mdependent students to pursue careers

N .

" in'the ‘health pmfewns. L : . " e e
' If .the salient and dlstmctlve features of the School can be
clearly conveyed, it seems hlghlv nrobable th,at the Schqol"can w1n .

pi‘ononents who will not only value its' philosophy but who can a1so~

prov1de sufficient financial support to make its 1mp1ementatlon a -

‘e 3 1 . o
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‘CHAPTER 13

*

3
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C . SUMATION: REVAINING TASKS

) CHAPTER SUMMARY ‘
Significant aspects of the School of Health Professions that

require additional consideration, clarification or testing are
discussed, These include: further considerations of curricular
details; the development and implementation of continuing education
programs; testing of the student-selection process; 1mp1ementatlon

of an affirmative action program; careful design of a student services
prograny systematic analysis and prediction of student flow and
scheduling; and further detailed plan.ning concerning the education,
patient-care, and financial aspects of the proposed SHP clinieal units.




CHAPTER 13
‘ . s SUMMATION: REMAINING TASKS
™~

I. INTRODUCTICN

The present report reflects the results of a two-and-one-half-
year examination of the concept and implementation of a School of
Health Professions. The School's key educational features and financial
'reqﬁirements have been identified, described, and evaluated. . e
_ However, the work is not finished; a number of significant aspects
of the School require more consideration, c1ar1f1cat10n, or testmg
than was possible or appropriate in the context of the study ly that is .
now drawing «to its conclusion. Some of these remaining tasks have
. clearly been suggested in preceding chapters of this report (especially
with regard to the developmental projects discussed in Chapter 11).
The purpose of this chapter is to take inventory 6F some of the most
significant items that remain in need of further specification or
resolution and to suggest the means by which they should be approached.
It is hoped that this chapter will also provxde an accurate and
useful perspective from which to view the accomplishments of the .
present study, and that it can provide a point of departure for those
who are iriterested in pursuing. the implementation of the coneepts and
- plans, that are presented in this report. C ,

o ' II. SOME REMAINING OONSIDERATIONS
I 3

A. Development of Curriculum for Nurse Practitioner, Social Worker,
and Clinical Pharmacist Students .

Delineation of a sample curriculum for these ﬂl-ree health
pmfessmnals was not 1nc1uded in the BHRD-contract scope of work; the
‘ three sample mdule study guides on diabetes mellitus, hypertensmn, anci
.+ obesity. (mcluded as Appendix 1), include health care coordinator,
- medical and dental students only. The curriculum for the reméiq@g
three kinds of students will be based on an 1dent1ca1 modular approach,

p—
< .
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" and these three categories of students can easily be incorporated mto
the modules and study guides in. the manner described in Chapter 8.

A second aspect of curriculum development for these professmns
includes a re-examination of the initial‘ list of high-pri'ority
patient problems and diagnoses presented in Chapter,2. The Te-
evaluation will determinie whether the list of patient problems .
developed in this current study omitted any problems or diagnoses that
members of these professions frequently cohfmnt, but that were not ,
identified because they are not strictly "medical” or "'dental
problems. This determination 'should not be made wntil faculty for
the nurse practitioner,( social work, anq pharmacy pmgrafrs have joined
the faculty during the Development Stage. The $ame re-examination
) process is, of course, equallly applicable to the further development
" of the medical , dental, and heal th care coordinator cﬁrrieilla.~

4 R v r

B. The Health Care Coordinator . ' C ' .

The functlons of the health care coordlnator, a new category of
health-care prov1der, are less clearly defined than those of the othér
professionals proposed:for 1,n1t1a1 education by the School of Health
Professions. o

Some of the d1ff1cu1ty in def1n1ng the health care coordlnator 5
functions stems from the planning staff's reticence, on the one ‘hand,
to ascnbe to any one individual the full range of coordination
functions that are required (e. 8., various clerical, adnunlstratlve,
and interpersonal functions), along with an equai reticepce to assign
. these functions to more than one person, since anf further proliferation
' of the number and kinds of prov1ders potent1a11y magmfles the problems
of coordination. -

Further Spec1fication‘of the responsibilities of the health care
. coordinatof will be determined by (1) examining the problems and
* successes of existing providers whe have similar patient-care
responsibilities (e. g., the Family Health Workers at the Dr. Martin
Luther King Jr., Health Center in. New York; the Patient- Peprcsentatives
recently 1ntroduced Ain the Outpatlent Clinics at Pac1f1c Medlcal Oenter) s
and (2) insights galned through experience in the. School's ‘Heal th-
care delivej settings, 1nc1ud1ng the specific developmental projects
dlscussed in"(mapter 11.- : :
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Experimentation will avoid the pitfalls of a purely '"theoretical
approach to determining the role of the health care coordinator.
First, without reference to experience within an actual health-care
delivery setting, it is easy to' lose perspectiire and to (inappropriately)

, ascribe to the health care coordinator (and to the health care-
" coordinator curriculum) all those finctions required for the team-
" delivery of health care that are not performed by one of the other

kinds of professmnals represented in the student body.
Secondly, the opt1ma1 list of a health care coordinator's

duties vis-a-vis patients and co-prov1ders is highly dependent upon

the spec1f1c staffing, patients, services, and organization of the

given clinical setting. This fact increases the need to address this

issue through e}cperinentation in a specific health-care delivery -

system.

1

-

C. The Cun'icula'r Stages

A description of the curricular stages concept developed for the
medical, dental and health care coordinator programs was presented
in Chapter 2.

The concept of curricular stages arose in response to a nurber
of closely interrelated needs. These included visualizing the content
of each of the professional curricula; estimating the probable
duration of each curriculum; planning the flow of students and patlents
through the curriculum and the clinical wnits; quantifying 1nstructlona1
and facility requlrements in sufficient detail to determine costs; and
determining educationally désirable sequehce restrictions in the -
curriculum. , .

The delineation of these stages helps - in fact, may be requued -
to proceed with deta::.led educational and fmanc1a1 plannlng However,
the implications of the concept of stages for the SHP principles of
self-pacing and self-sequencing have not yet been fully clarified.

- Further theoretical and practical considerations of the meaning and

the uséfulness of the curricular stage concept w111 be required ine

* developing the School's educational prograns. The applicability of

the curricular stage concept to the nurse practitioner, secial work, and
pharmacy programs should- also be examined. . '

-4

o

: RN V) _
, | 242 .. .

|




> ~
. AT ) L 4
- M - .
. v ’ .

D. Development and Implementation of the Continuum-of-Education Concept

This continuum refers both to the availability of the SHP!
curriculum for use in continuing edutation programs for practicing
health-care providers and to the use of information from practitioners'
practices in updating the SHP curriculum.

The increasing attentlc}n to recertification, relicensure, and
proFe551onal standards rev1e$ is expanding the demand for continuing
education programs, and immediate consideration should be given to !
implementing the contlnuumrof%égucatlon conponent of the School of
Health Professions. ’ c

The module self-instruction’ and self?assessment features of the
SHP curriculum lend -themselves to easy adaptation to cont1nu1ng
education. The curricular materials should be directly utlllzable
. by practitioners, facilitating the\economieal use of the School's
resources. . Thus, the addition of the continuing education component
should have a Tinimal effect on the other programmatic and financial
aspects of tne School that have been efamined and presented in this
report. v . N .
Utilization and peer review will be a likely nkans through'which
the experience of the health professionals, in the form of patlent
records and other practice data, can be obtained by SHP for use in
curriculum revisions. This. informtion, along with comparable data
obtained from SHP's graduates,lwill insu;e‘that the School's "/’f
"' curriculum is responsive to changing health care needs. '

E. Student Selection Criteria and Processes

The pfinciples guiding formulation of student-selection criteria
/and processes congruent.w1th SHP objectives were presented in Chapter 4.
However, the specific ‘criteria and procedures for their application
need to be estahlished by ‘the Sthgol's 1n1t1a1 faculty and administrators.

r v
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_ The fundamental challenge vis-a-vis' student selection will be

to develop and apply standards that. can successfully identify students
who are most likely to become competef}‘l: practitioners with a commitment
to. team-oriented, humanistic patient care.’ Particular attention will
also need to be given to developlng methods for assessing an applicant's
capability to handle the SHP curr1culum, and to assessing those factors,
such as judgment, motivation, commmication’ and pertinent experience)
upoh which final selection should be based. ' ‘

~ . -
' L . 7&:
* . . . - T

F. Affirmative Action Program (Students and Faculty) hOUES

Further development of educational and student support services =~ =
is necessary to ensure SHP's commitment to providing employment and
educational opportunities to capable individuals from ali socio- |
economic groups. 7 .

Attalmnent of this goal qumres modifications in the traditional
methods of recruitment of both faculty and students, in oider to attract
. a sufficiently large pool of qua11f1ed apphcan‘ts from varied back-

" grounds.
" Many features of the proposed School of Health Profes:n%)s. appear
. to be particularly appropriate to thé needs of educationally dis-
advantaged students. These include the emphasis on self-pacing, self-
evaluation, and small-group, individualized instruction and advising, as
well’as an intentional reduction in the high-pressure and competitive
atmosphere that pervades the.student environment in many health ‘
professions ,schools. s

The unstructured nature of the curriculum may be disconcerting
to students who are faced with the challenge and responsibility of an
individualized program at the same time that they are.trying to master
its conteni. The resolution of this paradoic probably rests in the
provision of plentiful tutorial and advising time. This is costly, and
it therefore requires that a firm priority be placed on its provision.

In add1t1en to educational support, significant amounts of social
and financial support are requlred to help students from educat1ona11y
and/or soc:Lo-economlcally dlsadvantaged backgrounds. These support
mechanisms must be available from the outset. '
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G. Student Services ., .

L

It is probable that the unique academic program and structure
+of the School of Health Professions will create distinctive social,. .
physical and psychological'inbacts on students. The effects of éielf-‘
directed and self-instructional leaming, of heavily intérprofessional

p 'le'arning, and of individualized educational ‘programs cennot be fully
‘predicted _prigr to implementation. In theory one would anticipate that
student administrative and personal services would need to be more
sensitive, extensive,- ar}d far-reaching than those customarily
provided in more traditional health professiohs educational settings.

A broad range of non-academic support semces, including
counselling (career, financial, psychologlcal), campus anél clinicals
site housing, academic schedulmg, stqdent health services, financial
assistance, transportation, and child 'care must be provided to support
the distinctive learning environment of the School of Health =
Professions.

Student services are often seen as being of secondary importance
to strictly academic functions. However, in the School of Health

—_— Professions they will be an integral part of the Scheol's educational

pregram. Student's pérti'cipationl in the on- géing evaluation of the .
. School should help assure that the support services are adequate to -
the1r perceived needs. L . s
’ The initial delmea‘ﬁ'&rand d651gn of student services should '
occur, dunng the Development Stage so that adequate and appropriate - .
seryices are in effect by the time the initial students arrive.
Thereafter, the*scope and effectlveness of the various services
should be continually reexamined as experience during the School's
eariy operational years begins to indicate the full-range non*academic
ramifications of the School's innovative educational environmeht.

[}
»

H. Student Flow and Scheduling . : P? ,

Both the interrelatedness of the many components of the SHP
educational plan and the School's determination to avoid predetermined
sequenci;xg - of either clinical or non-élipical learning experiences -

may lead to complex logistical problems. A total absence of predictable '
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student’ flow in and olit of the clinical unlts and in and among the
— 1warlous modes of leaming experiences is adminisfratively and financially
,111190551b1e and, where the prov151on of patient care is concemed,
i intolerable. Therefore, some restnttlon on sequencmg of leaming
will be neqmred . CN \
It is impossible to v15ua112e completely the outer boundaries of
students' f1ex1b111ty in mo\rmg through the curriculum without .
actually implementing portions of the curnculum. Sophisticated methods
of flow simulation may be required to identify any 1ogistical restr:lctions
) ~on students' f1ex1b111ty T , . {
N . Theoretically, it is anticipated that the achievement of
satisfactory ‘flow patterns will ‘BE require numerous restrictions
that conflict with the SHP curricular principles of self-pacing and’
self-smwﬁcﬁng.-. It seems likely that certain learning péttems or
- progressions will - because of their ‘intemal logic - begin to be
foIlowed with enough regularity by enough students to be used as
basis for predicting and acconmo;latmg student flow. Moreover, it
will become easier to predict student flow once students reach the
pomt of assumlng major responsibilitigs for patient-care in the

c11n1ca1 unlts. « L

I. SAP (linical Units - Development, Staffing, Financing, and -
Student Utilization '

. * A5 discussed in Chapter 11, development and orga‘nization of
model clinical wnits will constitute a major activity of the School's
development and early’ operational Stages, The following discussion
relates some important concems regardmg the development of these
units and their relationship to “the School's educatz:onal programs.

s

A * Urban and Rural (Remote- 81;}9: Clinical Units: To date, v
clinlcel unit planning has concentrated on’ thé proposed central clinical

14

o unit; the chare,cteristics of the urban and rural uni'ts and their

_» contrjibutions to SHP currlcular obJebtlves have been only broadly
-deflned (see Appendlx 3):

., Ideally, the planning, design, and development of the three kinds .

" of units shouldoccur in parallel fashion te’avoid distortion in the

‘. balance of the experiénces that each provides for SHP students.

'
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Immediate attentiok should, therefore » be glvén to bmngln_g spec1f1- ‘
cations and plans ¥or the urban and riral - wits. te'a conparab]fe B ,"I'_ L

‘level with those for the central clm:,cal urut e ':J S

.
ll

e 9

3

s

-

=%
-

2. Fac111t1es Development The sites, for the vanous chmcal R o

wnits need to be identified, and the spec1f1c plans’ for: remodelllng or , S e

nstructing.must be developed and implerented. R I ';,'»
more and more components of the School of Health Profess;ons _"-:,'.'," L
fall intoe place in the course of the School‘s operafloﬁ 1t ‘ BN E

’’’’’’’

aff111at10ns with a vanety of ambulatory pnmry care oriem:ed _
health-delivery sites in rural and urban areas may be used ntil the ,:-"" T
School's urban and rural cliniéal un1ts alfe« aquuately developed . ‘LQ' . T

LY

3. Staffmg The initial’ staffmg of -the clmlcal units by , ‘ :
SHP faculty was “discusged in Chapter. i1, . Staffmg By the additional =~ * ' |
klnds of prov1ders,‘1nclud1ng house staff as wetll as by students now 4 ‘

.needs to be formulated v _ o0 : P ::_'--'7".'
Preliminary patterns must be deﬂg&/,as z pomrt of departure DU
for beginning—the 0pera,t10n' of the SHP cllmcal un1ts‘ Howwer, the ‘* ;

optimal patterns will only emerge as a re$ult of the emenence galned _
in the developmental and early oneratlonal years- of the.Schoe,, 1n . . Co
response to the School's educatlonal programs -and to the nee’ds of the '.'\. .',{ S B
-commmnities being served. . . " ; o - ‘, . ' .“f/;. S

The staffmg plan outllned in the "Report of fhe Task‘ Force for“ ’ o
Oon51derat10n of a School ‘of Health Profess;Lons" ~(mcluded as .,
Appendix 13) is a preliminary. attenpt to develop a part1a1 staffmg \:: CL

v - .t

pattern for the School!s - central" cllnlcal un1‘t ,only 2o TR
> The establlslunent of staffmg tfattems sﬁbuld not overlook the K S .
need to "schedulé into cllnlc operatmr% a. suff1c1ent amount of t1me ‘ ) ]
reserved exclus1Ve1y for conferences among the Vanous prov1de-rs N .
involvedrin the treatment of individual patients. Fallure to’ ‘make . such R
time available results in, ad -hoc and fragnentary conmunlcatlons among v v
the providers, a 51tua't10n :&hat. 15 detrlmer(tal to genume, ) _‘:,‘.‘--‘f:‘

comprehenswe team-care de11Very PR et T
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’ ":_:~'~ 4 Team-Dehyery of ‘ana:ry Heal‘th Ca.re There is.np one model .
héalth ce-re dellvery team, The c0np051t16n ‘of tbe téam and: the .
dlstributmn of f'mctzons among its menbers w111 vary accorchng to the o - '
S gerfe:ca]. Settmg 01' spec1f1c s:.tuatlen, ;- SR Sow
'_: e The several categones of health pmfeSslonals that have been - - - .7
. selected f;pr SI{P m.lI 'be able to form workable teams in the clmcal"t i_j . o
un1t settmgs engxszoned for the School though they nnght S ' L
canst;.tute' the tétal team.' Expenmentatwn wlthjiéan care 1n SHP ) :" " _
chmcal dmts should produce patterns of dellvery ‘that. a.re optunal R
for ead1 of t}mSe umts, -but itwill not necessanly prov1de a ' N —..:5 R
..Nprescnption for thé optl.mal ma}mer of care- dellvery in othef prlmary- g ' ’
care dehvexy sett;mgs. It Wlll be cntzcaI to &tlpuiate, at the out- -
set, 4, ,set of speclfic crltena by whzch a partlcular team compo51t10n

_amd, its funcnorung cdn. be systematlc;ally evaluated as a ba51s for S .

,,,,
‘<

1nst1tutm,g needecF 1nprovements. R S
. Because graduates of SHP will be worklng in a w1de variety of
settmgs and w;.th @ vanety of kmds of healfh ymfess:.ena.ls, the SHP
cummlun for each of the professmns w111 eJrzph,asme the acqua,sulon of
_ cor;petencies in mterproﬁessmnal comrmmwatlon and orgamzat:tgnal _'
skllls, so that graxhxates will: be able te determme the team approach
that zs optmum for a glven settmg or patlent. o

.'4 ’ - 5.

""‘ S Interplay of Educat.wn and Care-Dehvery . The plannmg of

_ clmu:ai umts needs to take' Into account the fact that the .
partlclpatlon by students in any heal’t:h- care dellvery system necessarily o
- a alters the general nature and dehvery patterns of that system.. As a / B
conseqvuence, the énvironnent 4n mat the student is’ observmg and
Ieammg can “only be’a rrodel of care- delivery 1n an academlc setting.
. This obser\tatlon has partlcular 1np11cat10ns or the School of ° »
H’ealth Professmns 'W1th its heavy re11ance upon atory-care ’, -
- clJ,n:Lcal tr alnmg (especmlly in the central c11n1ca1 umt), because
t}le degree of dJ.StOI'thIl from a ""real world" model of anbulatory health
care mcreases ‘in proportlon to the nunbers and kmds of students in
the de11very system. . . - '
In mtegratlng the mstructlonal and the patient-care obJectlves
,of the cllnlcal units, con51derab1e sophlstlcahon will be required to
assure that thls ths’tortmn is clearly Tecognized and minimi zed.
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. that Spec1,f1c areas of the SHp educatlonal plan (e.g., the design of the
G * ‘clinical un.lts the faculty training program) required testing and

1-.--‘.' v demnstratlon in- order to be ~adequately evaluated and effectively ‘
T L ¥ blended 1nto the total structure of the School With neither a '
‘f ) , contlnuoUS source of funding nor a commi tment from a. wmiversity to
e L mplement theé School, it was 'difficult to evaluate such features and,

" " therefore, in our op:mlon, to enhance ‘the Lsefulness of the project. The

- combination of being. unable to move from theory to action and of belng
o : i ”: concerned .over the uncertain future of the School interferred with the
‘ mmentum of our planmng through siphoning off both emotional energy and
v v .' time that had to be spent - in seeking fund.mg to_expand and contlnue,
Lo our woik.
v" . The dlff;culty of obta1n1ng ‘continued funding and an institutional
e " cormrutme t. to implement are closely interrelated. Several attempts were

. made to sol1c1t funds for purposes of demortstration or implementation of

;"-"‘, o the School of Health Professmns. These efforts have turned out to

. ‘ 5-"°;' . be’ 2 class1c "Catch 22" situation: without a reasonable certamty of

, , ‘ flnanc.lal support a small private; university (such as the- thver51ty of

the Pac:l.f.'uc), is unlikely to commit itself to implementing a Schodl of .
7: Health Professmns in fear of Jeopardlzmg its existing programs. Yet, .

Ve T Lmless and ‘wntil the’ unlver51ty makes such an initial commitment,

By s
r‘-.

a0 {omdatlons, government agencies, and various private sources of funding
K

'/r/"’-

are uncferstandably cautious about promoting any further developmental
’ /x work Though'our only direct éxperience has been in the context of one

, & ’parttcular university,.a similar financial dilemma would probably
' v pertam in the ‘cas¢ of any: potential SHP implementation site and
f__ o sponsor, kS % hough the specrflc sougce of the caution would vary .
‘ ' ,,f,‘" ¥ ,. Mldely frgm instltutlon to institution (with some common considerations
S " ) # affectlng most private versus public tmiversities, most small Versus
large ories and so forth). ' ,
: /4 .+ The’ cautlon underlymg this pred1cament is very understandable,

énd was, in this stage the development of the SHP concept, probably
N e mavaldable. We were, after all,"experimenting - attempting to break

'l “"‘;’ p,ew ground. " But we hope that the completion of ¢ our work, as’reptesented
‘ Ly by thas report, will now-make it possible for the School of Health )
Professmns to obtain both the. funding and the institutional’ SpOl‘lSOrShl]‘) -

)
"‘,.11 ~ . » [ S ()lv -
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whether at UOP/PMC or elsewhere - needed to become an operatlng

reality.

* Constitution of the Planning Staff. .

The clinical backgrounds of the members of the senior planning
‘staff are medical. This fact tended to cz_'eate a de‘fiﬁite, albeit
"recognized, disproportionate planning emphasis on the physician-
training aspects of the Schodl's proposed educational plan. To counter
this tendency,'ile attempted to involve non-physician health professionais
as much as possible, either on a consulting or a volunteer basis,
especially in the selection of initial professions to be trained in
thc School and in the development of the sample curriculum. As
effective as such involvement was in our case, such mtemttant
involvement is \generally not s‘atlsfactory, because it tends to limit
those involved to reacting to ideas that have already been shaped and
developed rather than permitting them to part1C1pate in their initial
formulation. e

It would have been very valuable, once the initial categories of
professionals to be educated by SHP were selected, for representatives
of each of the selected pmfessa.ons to have been enployed as full-time .
members of the planning group. In this way, their uttltudes, knowledge, N
and backgrounds would have infiuenced more directly the form of the
School and helped to assure a consistently :}ﬁterprofessional focus to
the course ahd content of the plannirg. . o

* Team-Development . .

From the outset, we made a conscious decision to try to develop

' _into a planning team that would function with rotating leadership and

make all important decisions en a group basis. The commitment to
‘organize ourselves in this manner was an attempt to im./estigate‘the
potential strengths and weaknesses, of an organizational model in whick
decision-making responsibilities are broadl); distributed. It whs hoped
that our insights into this process would be’useful in formulating the
organizational model for the School of Health Professions. i
. The immediete result of this investment in team-building was gn )
“extensive sharing of information and feelings among 6urse}y'e,s; with the -

-

‘.
N . '
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consequence that conmunlcations W1th one another were probably better
than in similarly assembled groups.

However, as in any group, philosophic

and stylistic dlfferences did.exist among individual menbers and these. . -

at times mterfereé with effective team-bulldmg, desplte conscientious

v

-efforts to reach our common goal. . .
Retrospectlvely; we feel that our dlfficuﬁ:les couLd have been *.
L " minimized and our'positive results ma:anuzed%*lf yye had, early ip
. ‘ ' the \§tudy, retained a consultant §k111ed in group, 'orocess and team- .
oA ' ' developmnt. y '

-

? -

-

, to the plannmg staff throughout the course of the study,ﬂ could haVe

mersed in
planmng the School - could not prov1de but wh1ch would ha e helned
“us"to accompllsh our team goals more. fully _ .

o

A\

-
3

¢»

Such a consultant, who would have contlnued to relate 1ntermlttant1y

¥
- . *

-\'o

-
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i " This docunent reflet:ts the conbmed effoz‘ts of nmyyeople.. )
© would like to express our speC1al gratxtude to the followmg people and
. , . toall those who contr:,buted thelr thoughts and 1déas to this, study
" This, study began w1th the generos:tty and support of Cllfford
- Schwarberg, Jr.,. and the ideas of W1111am Anderson, Gary Arsham,, LeRoy
" Cagnone,, \l&ugust Colenbrander, John Ganble, James Haloonb Howard Myers, ‘
Lt ( ’-Fred Ramsay, Bruce Splvey, and Gedrge’ Z. W1111ams., . v';.:_ G
o Active part-tlme fembers of the planning Staff mcluded Aug\.'tst K
. , Colenbrander, Sandra Hel’lman and Howard‘ Myers. Each 'w,as an 1nportant

’ . .. |
! ,-n -

resoutcé rfor the plan Lo . R ST i
Roger.Bennett pmnded coﬁtmual help befdre an,d dunng the stixdy . .
.as a 'financil éonsultant > and much, more.. Other consultants my:luded )
- Paul Brucker, Donald Flnk Edward Plynn, Eleanor Gl‘%:atnck Tere51ta \
" Hernandez, Itzhak Jacoby, ], Paul Jolly, Harold' Levine, Onnsfme ‘McGuire, .
Robert Parks Gerald Perlmut’ter, Evert Reer:mk Ruth Roen'er, Terry Rogers,
Shelden Rovin, Laura Sheppard SteVen Weiner,’ and Avzum Yed1d1a.. St
, ConSultants for the: development of the module study guldes vere: -
Kelth Oohn,JRLJemleMersole,lJmathan Felriberg, Robert Massad Robert
Mlddleton, Linda Nave, Robem: Rakel George Bobsm‘ ‘and Alva Wheatley. .
-Many people in the: Un1vers1ty “$F the Pacific and Pauf:Lc Medical
. Center .were invaluable. We should l1ke 'to slngle out Clifford,
S Schwa'rberg, Jr., for contmued SUpport, and Martin Brotman, Al:rstal‘r
5 ’ McCrone, Lymn. Fontaine, John Gamble, James Pride,. Carleton Mathewson,
. and George Z. Wllllams for then' partlcularly act;we interest in the
N project. The Ad Hoc'Conmttee of the Unlvers1ty of -the Pac1£1c Board
of Regents, organlzed to cons1der mplement‘atlon of a’ School. of Health "
. Professions, helped us clanfy our th1nk1ng. Many of the Unlver51ty s :
adnnmstrators devoted considerable time and interest to our, efforts; :' o
we wish to thank especially Stanley E. McCaffrey, Presulent,,and ‘ L
¢ Clifford L. Dochterman, Cllfford Hand, and Robert R. Winterberg. N
- Members of the SHP Task Force composed -6f ‘lhlverslty of the =~ = -
Pacific and PaC1f1c Medical Center personnel and of others from the San T
Franc1sco Bay Area “deserve a spec1al ac‘lmowledgment for thelr time and *
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engrgy spent in numerous sessions with the planners. Members and
aitemates not élre%dy mentioned include: Roger Burgess, Allison.leak,
Eva Maas, John Niebauer, John Osbomn, Byron Pevehouse, Marianna PiecK,
Betty Gillespie Pollack, Ivan Rowland, David Schutes, and Lois Scully.
_To Alice Ring, Milton Kelly, James King, and Mildred Snyder our
thanks for clarifying our thoughts and generally offerihg support, and
our thanks also to Irv Rubin for generously shanng his mtenals on
V-health- team development. ,
, Several schools and institutions wete visited dunng the course of
the study. Among these people who helped us by prov1d1ngwsuccessfu1
examples of some of the concepts proposed in this report were Daniel
Bloomfield, William Sorlie, Thomas Gamble, and others.at the University
of the ]_leinois/l}fbana, and James Griesen, Robert Folk, Rébert Beran,
and Gregory Trzebiatowski at Chio State. Richardson Noback and others
'a,t the Ihij:versity of Missouri/Kansas City likewise helped in this regard.
* '‘Our appreciation is exténded to all ‘those who graciously welcomed
us to various clinical sites in San Francisco and in the East - .
espeaally to L1nda Clever at St. Mary's (San Franusco) Jo Bouffqrd
at the Inst;ltute for Health Team Developmegt (New York City), Thomas
. del Banco arid Tony Komaroff at' Beth Israel Hospital (Boston)-, and

Archie ‘Golden at the Johns Hopkms School of Hea;Lth ‘Services. - - '
. ‘(Baltlmoxe) ; : ' . .
Our grat1tu:1e is warmly extended to George E. Mlller, whose ) y o n

' presence and influence Were felt throughout the study
Our special tha.nks go,:to Mary S. Burkhart, Lynne Peek, and Jenny
_ Comwell who prov1ded stenographlc and moral support and general \-’
‘ :."‘assmtance throughout to Nancy Jatkson who kept the affairs of the o
5 group ‘in order, and to Frank" Cameron, "who prov1ded ed1tor1a1 a551stance
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' SITES VISITED ST 7,
i " In conductlng this study, v151ts were made’ to the following -
educational 1nst1tut10ns and patlent care facilities: T,
) ®  Beth Israel Anbulatory Care Center - _ ‘
Boston, Massachusetts : ‘ ‘
v e , . ! A ]
: o Institute for Health Team Development
d . . Bronx, New York
e The Johns Hopkins University 3
¥ School of Health Services '
' " Baltimore, Maryland
o McMaster University ‘
o . Ontario, Canada o,
' e Dr. Martin Ifuther Klng, Jr,, Health Oenter S
, Bronx, New York )
. e. Ohio State Ur11ver51ty . : ﬂ '
R o Schdol of Medicine . . - .
. . Independent Study Program ' d
' : s ‘." . .4':‘.001131’111.15, Ohlo ’ .‘_ '\ _' s . '1- .
‘ o ' University of Illinois .- . *
, ce o :
. . T College of 'Medlcme,. ) o . _—
A K R Sthool of Baslc Medlcal Sc1ences ' e '
R s ; Champalgn Urbana, Illln01s g N

R L ' ' ' Vancouver, Br;tlsh Oolebla . o .
VNN T Canada . v ‘ : . 4

. ) ,
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G e, Umvers1tyf of Missouri, - < - SN
A : ' .+ School pf Medicine, ey ]

' . a ) - ‘Kansas' Clty, MlssourL : S T l

t . . e '.Unlversny .of British Oolunbla. .o S




BIBLIOGRAPHY C

A -
3 “ - ‘

Alpert, Joel J. and Charney, Evand. The Education of Physicians for .
Primary Care. TIHEW Publication No. (HRA) 74-5115. Washington,D.C., -

™ - u-t, oo

i

American Association of Medical Cliniés. Prototype Staffing Model for
Evaluation and Job Design in Group Practice Primary Care Settings.
Alexandria, Virginia, 1975. (Unpublislied churpentﬁ

- American Dental Association Council on Dental Education. Procidures
for Evaluation Requirements and Guidelines for Dental Education
Programs. Chicago: 'American Dental Association, 1971. -

Association of American Medical Colleges. ''Cost Estimates of the

' Undergraduate Medical Education Program--The Association's - ’
Findings and Those of the Imstitute of Medicine," A.A.M.C. ‘ .
Memorandum #74-22, Washington, July 5, 1974. (Memorandum.)

*  Association of American Medical Colleges. Undergraduate Medical Education
' Elements/Objectives/Costs: Report of the Commission on the ‘ .
Financing of Medical Education (Charles C. Sprague, Thairman).
Washington, D.C.: The Association. 1973. ‘ ’

Bain, S. T. and Spaulding, W. B. "The Importance of Coding Pfesenting
Symptems,' Canad. Med. Assoc. J., 1967, 97:953-959. . . :

Board of Dental Examiners. Dental Practice Act with Rules and Reg-
ulations. State of California Department of Consumer Atfairs. ..
Sacramento, 1973. .. . B

Board of Medical Examiners. Laws Relating to the Practice of Medicine
and Surgery, Podiatry, Dispensing.Opticians, Physical lherapy, . 4
Psychology, Hearing and Physician's Assistants, State of
California Department of Consumer Affairs. Sacramento, 1973.

\ .

L3

Bolton, Dale L. Selection and Evaluation of Teachers. -Berkeley: : o .
McCutchan PubIishing Co. 1973, _ : o ‘

Bureau of Health Manpower Education.” "Functional Task Analysis™ C
-, Cooperative Study Group,' Bureau of Health Manpower Education,
. Department of Health, Education, and Welfare. Bethesda, undated. .
(Photocgpied.) ' . _
, Carter,.Grace M.; Chu, David S. C.; Koehler, John E.; Slighton, Robert L.;,
- and Williams, Alpert P. Jr. Federal Manpower Legisiation T {
and the Academi¢ Health Center: An Interim Report.™ R-1404-HEW o
- Prepared for the Health Resources Administration/and~the Office
. of the Assistant Secretary for Planning and Evaluatioh of the . _
) iD'epartment of Health, Educaion, and Welfare. Washington, D.C., - B
' 974. : ) "
~ 258 ~ -

Q ‘ . o - 1




. , . .
Clute, K. F. The General Practiticmer. _Toronto: University of Toronto
Press, 1863. . : ~

Cohen, Harns S. and ‘Miike, Lawrence H. Developments in Health Man-
ower Licensure: - A Follow-up to -the 1971 Report on Licensure /\
and Related Health isersonne% Creaéntlalmg THEW ‘Publication -
*No. (HRA) 74-3101. Washington, D.C.: Department of Health, . .
Q;Educqtlon, and Welfare. 1973. . ,

Cross, H. "The Problem-Oriented System in Private Practice in a Small
« Town," The Problem-Oriented System. Edited by W. Hurst and’
‘ H. K. Waller. New’ York: Medcom Press, 1972 .

Froom, J. "An Integrateﬂ System for the REcordmg and Retrieval of
Medical Data In ArPrimary Care Setting," (Parts II and III)
University of Rochester, nghland Hospltal Rochester, undated.
(Mimeographed.) - ,

Gilpatrick, E. Health Services Moblllty Study,. Fmal Regort October,
1967 through March, 1972, Technical Report II, New York: The
Research Founaatlon, City University pf New York, 1972.

Goldberg, Puth, "Soc1al Worker Care Aid M.D.s by Indentifying I Patlents ,
Hidden Trowbles," American Medical News,” October 21, 1974, p. 17

'Goldstlne, Dora, Ed. Read:mgs in the. Thepry. and Practice of Medical
. Social Work. Chicago:- University of Chicago Press, 1954

Golladay, F. and Smith, K.! "Health Manpower Planmng and EfflClent
‘Health Manpower Utiliza Project,”" Health Economl@s Researc;h
Center. Madison, 1973. 1Q%ho’cécomed) ‘ .

D 4

Gullion, C. and Gilpatrick, E. The Design of Curriculum Guidelines ’for .
. Educational Ladders Using Task Data. Health Services Mobility
Study Working Paper No. 1I. New York: Hunter College and The
Research Foundatlon, City University of New.York, 1973.

\

\ Hodgkln, K. Towards Earller D1agr1031s Edmburgh and I.ondon E &S . ’
L1v1ngston4;Ltd 1966. - ' . .

Instl_tute for Health Team Development M'Curriculum for Inter-»
d:Lsc1plmary Faculty Tralnlng," New York 1974. - (Unpublished
Docment Y . . R . o

. -Institute of Medicine, Natlonal Academy f Sc1ences Report of 'a-
Study/Costs of Education in the. [—(galth Professidn, Parts 1 |
L and II. Publication No. (HRA) 74-32. MWashington, D.C.:
) U.S. Department of, Health, Education, and Welfare Health R
Resources Admlnlstratlon January, 1974 . )

© * Institute of Medicine, Natlonal Academy Of Sc1ence . "Report of a ) '
Study/Costs of’ Education Jq.’n -the Health Professions, Part III "

(Preliminary) U. S. Department of Health Educatlon, and - '

Welfare, Health Resources Admmlstratlon Washmgton Apnl 1974

(Unpublished Edition.) ,

‘ . 2 25).)

+



The Johns Hopk:ms Medlcal Institutions. "A Task Inventory for Non- . l
Physician Health Teams in Prlmary Care," Baltimore, Maryland,

1972 (Mimeographed.) .
. , :
X Kilpatrick, K., et al, 'Expanded Functions of Aux111ar1es in General . p
s+ Dentistry: Computer S:um11at10n," Health Services Research, T
‘ 1972, 7 288-3003 ~ '

Lewis, C. E. "Information for Planning and Evaluatmg the Educatign of  # -
’ Health Manpower," Medical Care, 1973, 11:81- 86. ’
“ & N ’ ' Lo

Llalson Committee on Medical Education of the American Medical
"Asseciation and the Association of American Medical Colleges.

"Functions and Structure of a Medical School," /1'972 and 19737 Lo
{An Unpubhshed Statement ) ] , r~
, Lipnan,-Anthur G., '"Clinical Pharmacy: Specialty or Norm," Hogital ’_' . )
M, 1974, 9:257. ;\ ¢
N . aied M ! > s R .

rlane, A H., et al. Computeriied Ambulatory Patient Records.
3 Volumes) Ontario: Department of Family Medicine,
McMaster University, 1971. .

M

"Medlcal Educatlon in the United States, 1972- 1973 " JAMA Educatmnal
Namber, 1973, 226:903.

g111 George. ,"Introducmg the Medical Social Worke«x/\i\merican v
. Medical News, October 21, 1974, p 16 ( : N

National @enter for Health Statistics. "Natlonal Ambulatory Medical Care
) Survey," DHEW Rockville, Maryland, 1974, (Unpublished %,tf o)

Mational - Oommlssmn on Accrediting, American Med1ca1 Association,
Association of Schools of Allied HealthrProfessions. Study of
Accreditation of Selected Health Educational Programs ssion
R?Eort. Washington, D73 National Commission on Accrealtmg, 1972,

Natlonal Library of Medicine. Report on Educational Materlals Prolect .
s '

. Dé\relgment "Bethesda: Nat10na1 Library of Medlcme,

Parks, R. and Parks, P, "Job Analy51s Techniques for ﬁulldmg Operation °
Manpower Models in the Health Care Delivery Industry," Paper -. :
presented at N.A.T.0. Conference on,Manpower Planning Models, '
Cambrldge, U.X., September 10, 1971. ' .

. Pemell N. Y.; Drof1tt J. R.; and Hatch, T. D. Accredltat“lon and

Certification in Relation to Allied Health Manpower. N.I.H.

" Publication No. 71-192. Washington, D.C.: U.S. Goverrment
Printing Office.." 1971.

’{ . Peterson, 0. L.: Andrews, L P.: Spam, R. S.: et al. An Anaiytical
tudy of North Carolina, General Practlce,"d J, Med. Ed., (Part 2)
' S 1955 31:1-165. 1, ; 26U .

- 14

\ .
. D . 4
. B .
. . . - . -~
» £ e
- . ' 1 . LN - . ‘
‘w B -
. . . . .
A .
.
. .
,




o~

'i‘echnomic_s-, Inc. .Job Analysis Tegchniques for Restructuring Health

’ , . -Manpower Education and Training in the Navy Medical.Department.
Springfield: National Technice]l Infermation Service, U.S.
" Department of Commerce,. 1972 :

L)

Technomics Inc. 'Reliability and Validity Tests for Data Col],ected

' " Using Inventories,' Excerpted from Summary of Fourth Year
Activity - A System Approach to Navy Medical Education and -
Training. Virginia, 1973. (Unpublished Document.)- T

Department of Health, Educatlon, and Welfare.. B_ggort on |
» Licensure and Related Health Personnel Credeptialing.

Washington, D.C.0 T. S Governrert , Printing~Office. 1‘971 4

UCLA Ditidion of VocatlmaIMm. UCLA Aliied flezlth Professmns
vject Task Inventories. Santa MonlcaL UC}:.A 1972

Un:u(ers;g of the’ Pacific. 'Reporton a Pea51b111ty Study for a
: ool of ‘Health Profession$,' (Attachments I and II)
San Francisco, 1973. (Unpublished Document.) a0

Weed, L. 'Medical Records, Medical Education, and Patient Care.
Chicago Year Book Medical Publishers, 1971

W1111amson, J#.: Alexandert, M.: and Mlller, G. E "Priorities 1n
Patient-Care Research and Contlnumg Medlcal Educa*mn',
) JAMA 1968 204:303-308., .




