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This,report is the product of a two-and-one-half ,,_

year feasibility study and initia. planning project, carried

out under a contract between the U. S. Department of Health, t

Education, and Welfare (Bureau 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 suppApental support was extended byq0P. The intention

of this study was to develop and examine the concept of a new

kind of interdisciplinary school of health professions.

This report describes the School of Health 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 position

of.the Department of ealth Education, `sand Welfare.
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ImrRoliucTION

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

represents an evolutionary &a:Nation ill health i.aufessions education.

1-Vbas7-beeri designed-fa -addtels commonly recognized deficiencies in

the education of health profesionals and in the contemporary delivery

of health care. The School focuses on primary health care, inter-

professional edUcation and care-delivery, 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 humanizing

experiences.
...,

The Major features of the new School of Health Professions include
,

A variety of kinds of health professio.nals educated

together in one school by one faculty;

A curriculum focused on primary care, with most

clinical training to occur in ambulatory -care

se ttin.gsTInolu-ding-ane- 4 SO'

.t.

III

to be developed by the School;

A faculty trained. to have teaching as well as health-

care delivery and research skills;

Faculty employment based upon continuing excellente in

performanCe of educational, patient care, and research

responsibilities that are outlined in contracts between

each faculV member and the School;
1

A, team-learning setting that pro'vides, students in the

various professions with opportunities to develop' inter-

personal and interprofessional relationships and to

thecommunication skilli.in e context of pertinent
1_

patient problems;

A modular curriculum organized a-round specific patient

problems and professional tasks;

A curriculum that recognizes individual differences

among students and provides increased student responsi-

bility for learning through pertitting students

7
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flexibility in the sequencing and pacing of their

learning activities;

A comprehensive evaluation system that includes,self:

evaluation and is designed to provide rapid feedbaOk

as part of the educational process;

Student progress evaluated on the basis of competence in

problem-solving in the context of specific kinds of

patient -care situations.

The School's response to sore-of-the major problems in contemporary

health -care delivery and health professionsedUcation follows:

HEALTH CARE PROBLEMS

INDIVIDUALS' NEEDS FOR PRIMARY, COMPREHENSIVE, PATIENT-CENTERED

HEALTH -CARE 'SERVICES HAVE BEEN' NEGLECTED WITH THE INCREASED

SPECIALIZATION AMONG HEALTH -CARE PROVIDERS.

The School of Health Professions will educate students to deliver

priniary health aie that is, to prdehekirdsufhaaltheivices

that are necessary to prevent and resolve frequent, everyday health-
.

gmeproblems. 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 continuous, on-going carejincluding

referrals to other professionals and specialists, as needed), Primary -

care providers focus on thtotal-patient as a human being rather than

on isolated organs-Or-disabilities.

The rapid proliferation of new categories of health-care providers,

in combination with outmoded methods of o anizing health -care delivery

has frequently prevented various professionals from understanding

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.

The concepts and practice of interprofessional communication'',
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 experiences. SHP's instructional modules, based largely



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 professionals

are needed to prevent or resolve a primary health-care problem, their

respective rSTET-and interactions will be ref ecte in a ared learning

---e-xico-rporar-eZ-iritireactr"--rii-s-tructra'rratriz

Interpersonal and interprofessional communication skills are

essential to the humanistic, delivery of health care, `and they will be

an integral paTt of the SHP curriculum. Students will have to

_demonstrate competence'in communication skills in order to graduate.

The Schoolemphasis on team health-care delivery is reflected in

'several ways:

By creating one School with one faculty composed of

multiple kinds of health professionals;

By having the clinical faculty practice in teams;

By providing multiple team (i.e., interprofessional)

skill-development experiences, and by requiring

students Lademonstrate related competencies; and

By distributing educational decision- making

respdnsibility among faculty representatives of all of

the health professions educated in the School.

II. PROBLEMS IN HIALIII PROFESSIONS EDUCATION

THE CURRICULAR CONTENT OF HEALTH PROFESSIONS SCHOOLS IS

FREQUENTLY ONLY INDIRECTLY RELATED TO THE KINDS OF HEALTf -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 studenis 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 be required to demonstrate competence

i5 the application of basic science information. The emphasis

9 3
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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 scape'of what may

be considered as basic science information - to include not just

11 1111 .11 e - A-14D11 o sciene zne

humanities as well. These latter disciplines are viewed 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 manner.

'EXISTING PROGRAMS OF HEALTH PROFESSIONS EDUCATION-OFTEN UNDER-

EMPHASIZE SEVERAL IMPO T LEARNING PRINCIPLES,.

The curricular strbwture of the School of Health Professions,will

adhere to the following progressive principles of learning:

'Students learn best when they are internally 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

the organization and processes of their education.

Students will have frequennoppotunities to monitor,

their own progress through self-valuating techniques

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 learning styles and

.needs.

Students learn best when they understand the objectives

of their education. Each instructional module (i.e., each

4
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health-care problem studii7d) will include specific

performance objectives. Throughout and at. the end of

each module, students will be evaluated on their

demonstrated competencies in performing these objectives.

A STUDENT'S PROGRESSION THROUGH A HEALTH PROFESSIONS CURRICULUM

01,

IS OFTEN BAS D LARGELY UPON THE AMOUNT OF TIME HE SPENDS IN AN

EDUCATIOA ACTIVITY RATHER THAN UPON HIS DEMONSTRATION OF COMPETENCY

IN THE APPLI TION OF SPECIFIC KNOWLEDGE AND SKILLS.

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 function in the roles

that each will later assume es a professionals 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 amd.the early recognition and

remediation of any learning difficulties encountered.

FACULTY SELECTION AND PROMOTION IN,HEALTH PROFESSIONS SCHOOLS OFTEN-

GIVES INADEQUATE EMPHASIS TO INDIVIDNLSI DEMONSTRATED INTEREST AND

COMPETENCE IN TEACHING AND PATIENT-CARE.
4

The faculty of the School of Health Professions will'be required

to demonstrate competence in the various.roles of teacher, adviser, and

primary-care provider. Faculty will receive training in educational

processes during an extensive orientation program and on a continuing

basis during their employment. SNP's policies regarding faculty

selection and promotion will stress excellence in education, while also

recognizing patient-care and research competence.

`:Faculty role models appropriate to the goals of the School's

educational program are of paramount importance during health students'

undergraduate educational program. Therefore, the SHP factirty will be

composed chiefly of primary-care practitioners from the several

professions educated by the School; in the School's clinical settings,

5
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th will practice in interprofessional teams--

* * *

I

body of this-report will elaborate on the concepts presented

in this introduction and specify and evaluate the means for their

implementation. More detailed information is supplied in the

Appendices in Volume II.
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GIAP1ER I-

HEALTH PROFESSIONALS TO BE TRAINED

CHAPTER SUMW.RY

The School of Health Professions is detigned to educate
potentially any kind of health-care provider. Six have been chosen to

comprise the initial student body: primary -care physician, pri*Ey-
care dentist, nurse prActitioner, clinical pharmacist, graduate social

worker, and a new type of professional herein named the health care

coordinator (HCC). Of the six', the social worker and the clinical

pharmacist will receive only pa1t of their education within the School.
Although in part arbitrary, 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 provideis can be added 45
necessary and desirable.

*
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CHAPTER 1

HEALTH PROFESSIONALS TO BE TRAINED

R.

I. THE SELECTION OF PROFESSIONS

'To facilitate the planning of a multi-disciplinary school that

incorporates Irony, educational in.novations , a limited number of

professions had to be Selected around which initial planning and
Y ;

implementation cou,ld be focuied.

Six professions all of which were' determined to be appropriate

to the School's focus on .primary ambulatory care and ,on the team

delivery of care.- were selected:
,

.

To receive all of their professional education within SHP

Primary-Care Physician

Primary-Care Dentist

t- -o Nurse Practitioner

Health Care Coordinator

(a,new health professional category, defined below)

To receive /only part'of their professional education at SHP

Social Worker

Clinical Pharmacist

Initially, many other professions were considered. The selection

of the above six was made after consideration of the following factors;

(1)current and projected health care needs; (2) health manpower needs*;

(3) political issues; .(4) financial requirements; (5) prdfessional

licensure and accreditation; (6) employability of graduates; and (7)

various factors pertinent to possible implementation of the School at

UC)P/PMC.

,*The planning staff's analysis of the health manpower situation in
\California was included in the interim report prpp ed for BHRD in
November, 1973, entitled "Report on a Feasibility S fora School
of Health Professions."

-14
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II. DESCRIPTION OF THE SIX PROFESSIONALS

It is important to note, that all graduates of SHP will be can-

; petent to participate, as is appropriate to their respective pro-

fessions, in the prevention and resolution of patients' frequent,

4everyday" health-care problems. Primary-care providers who graduate

from SHP will be able to assume responsibilities in the provision of

ongoing and coordinated care. The SHP's emphases on the team delivery

of care and on communication skills will ensure that graduates' fops

will be on the total patient.

A. -Primary-Care Physician

The physician graduating from the SHP'will be competent to assume

responsibility for the prevention and management of a wide range of

primary ambulatory-care medical problems as well as associated

patient care. For unusually convex problems, the primary-care physi-

cian will consult with', or refer% patient to, a specialist, but he

will'retain the responsibility for the continuous medical care of the

patient.

It appears quite likely that future M.D. graduates will be re-

quired to spend at least three years in postgraduate training pro-

grais. Increasing numbers of post-graduate programs are being deve1=-'

oped specifically in primary-eare areas (e.g., family -practice,

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 of the

SHP M.D. graduate and satisfy licensure or other requirements.

Students for the M.D. program will be selected from applicants.

who have met the licensure requirements of the state in which the
.School is established.

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.

1
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The characteristics of present dental graduates appear to be consis-,

tent 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 care, 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.

Bjr Virtue of the SHP curriculum, which is organized around
.

patient health problems and emphasizes a team approach to health care,

the SHP .dental graduate will be able to identify a greater number of
f....,

health-care problems and to manage them or, when necessary, to refer
..

them to the appropriate practitioner.

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

who have met the licensure requirements of the state in which the

School is established.*

C. Nurse Practitioner

The role of the nurse Practitioner is one that combines some of

the functionsiperformed by physicians with some of those charaCter-
.

is-Lc of 'ilibulatory nursing. Upon graduation, the nurse practitioner

student will be competent in the advanced, clinical skills needed to

perform such functions as:' triage; providing patient education; per-

forming complete, systematic health assessments; providing pre - natal ,4

post-partum, and well-baby,care aging minor acute and simple

chronic illnesses according to p determined protocols; and managing

routine well-patient preventive midicine.

Students admitted to the nuiSe practitioner curriculum will be

registered nurses, though notznecessarily*graduates of a baccalaureate

program. Most will have had

settings.
A

ing experience in primary-care

*The precise relationship that would exist with the University A the
Pacific School of Dentistry if SHP were implemented at UOP/PMC remains
to be determined; however, assuming that the SHP dental program's
accreditation and acceptability 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, ?



D. Health Care Coordinator: A New Health Professional.

The SHP proposes to define and-educate, a new'kindOf health

professional that has been named a Illealth care coordinator" '(HCC).

need for this profession arises from the, growing complexities of the.

health care system, and the accompanying needfor strengthening the

continuity'of individuals" healthcare services.

"Simply stated, the HCC will introduce a patient to the health-care

system and make certain that the patient receives the full range of

health services he'requires. This role willinclude those functions

related to accessibility not performed systematically by any one health

professional.'

The HCC will have'a case-loadOf'patients, anddepending'upon the

specific health -care, setting (e.g.,'HMO-tyidt setting, group-7practice)4;

the duties of, the 1-1CC:at the time of his initial contact with apatient,

could encompass: reglitering the patient, informing hin.of available

services, determining whether financial .guidance La necessary, and,

in general, becoming a contact in'thehealth-caresystem,that

remain constant and available to'the patient.

Once the patient his been introduced into the system, the liCe's

duties could include the following: securing medicalrecords'fram

other sources (e.g., hospitals), checking on'completeneSS of the

medical record and arranging for the appropriate additions, and, in
.

general, responding to patients' needs with reinforcement_c& therapies._

and information about relevant resources for the patient (e.g.,

financier counseling, social and psychologiCal services, etc:). In

essence, the job of the HCC will be to attend, to the administrative

needs of the patient, acting as a constant contact'in the systeldandas

a pivotal point to facilitate a wide usage of available resources.

The planning staff is concerned about the creatian.of new health

professional categories, and particularly about the potential

employability of the health care coordinator. With the increase in

group practices and health maintenance organizationi, and with'the

advent of nationalized health insurance, the availability of employ-

ment opportunities for individuals with the specific skills of the ECC,

should be quite high. Furthermore, it is likely that persons seeking

HCC training will have been prctiCing medical assistants, dental

10

rt
*1 >,.



4

assistants,' medical receptionists, orderlies, etc., prior to their

enrollment in the School's HCC program;' this previous experience, in

. addition to their SHP training, should secure theirlemployability.

It Will be essential to further` investigate the role of this nevi-

health nrofessiohal prior to training the 'ICC in the. School. A pilOt

project has been designed.to determine which functions should be
.

included in the .role of the HCC and whether these functions can be

competently performed by one health professional. This study or a

comparable one must be completed before the curridUlum for the HCC can

be determined.

E. Social Work&r.

The social worker will be trained in psycho-social skills and will

,provide the needed linkage between the patient and.wrioUs community

resources
Asources

and medical facilities. The decision was madeade to educate.

graduate rather than undergraduate social work students becaUse masiers-

degree social workers are able to deal-as independent professionals with

health-related problems, especially psycho-social and ion- organic ones.

Social work students will receive,only part 9#3their education, at.

the School of Health Professions., Arrangements 41 be made with local',
P

graduate schools of social work to allow some stuftts to receive

their, clinicalfieldWbrk at SHP, utilizing the Sc4Ool's clinical

facilities, while receiving their degree from the graduate school to

which they were admitted., GradUate social wotk programs include

instruction in communication skills and recognize and emphasize the

need for social workers to interact effectively with other health

"0,ofessionals. Therefore, their students should have little

difficulty in adapting to the SHP program even though they do not

receive their coiliplete professional educatidh in it.

F. Clinical Pharmacist

The clinical pharmacist, having considerable professional

expertise in drug therapy and pathophysiology and ready access to the-

patient's"-healthirecord, is a valuable member of a professional team

providing primary car Some Of the functions of the clinical

18
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pharmacist ijiclude providink current drug information to the health-

care provider ana consumer at'the time drug therapy decisions are being

made, and Monitoring the patient's drug therapy.

Like the social work student, pharmacy students will receive only

part. oftheir training at SHP. If SHP is implemented at UOP/PMC,

students for theSHP program will be drawn from those students in the

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

pharmacy specialization) who are interested in receiving their clinicalt
internship experience at SHP.

INCORPORATING ADDITIONAL PROFESSIONAL CATEGORIES

AND PROGRAMS INTO THE CURRICULUM

TheoSchool of Health Professions has been 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 added to the School: those concerned with primary care

e.g., 'Ixdiatrist); those associated with an assistant or associate-level

4 raining (e.g.,odental assistant)F; and those associated with secondary

(or tertiary care (e.g., medical technologist). Continuing education

'programs could also, be added.

Additional programs can be added to the School with relative ease

:1 Ilecause the curriculum is centered around health-care problems and

;,:professional tasks, instead of traditional courses. incorporating new

f programs would not require developing new courses or,new schedules.

/ Instead, the following major steps would applyto ipcorporafing any

new program into the School of Health Professions curriculum. They are

applicable to the addition of any category of health professional:

Acquiring data to provide initial estimates of the

type, prevalence, and priority of health -care'

problems faced by practitioners of the giVen profession,

and comparing thein with SHP's already existent proqemlist;
`2=
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Identifying the tasks for the proposed professianAl

and comNring them with the School's already existent

task lists; .

Designing additional' curricular modules and /or riding

the functions of the health professional categdry to

existing modules, as appropriate; 2

Modifying the composition of the School's heaith.-

delivery teams in the School's ambulatory care

,settings;

iWeting pertinent accreditation. and licensure

requirements.

20
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GRAPIER 2

cuRtualuti

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-clinical 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 performance objectives for
patient problems and professional tasks are grouped into individual
learning modules, each presented by means of a multiprofessional study
guide that Includes description of the learning experiences, needed
learning resources and the evaluation procedures. Stddy guides for
hypertension, diabetes mellitus, and obesity have.been developed as
prototypes;
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CHAPTER 2

CURRICULUM

,
I. INTRODUCTION

The major goal 'of the SHP curriculUm is to prepare students to .

deliver high-quality primary ambulatory, care, Several assumptions have

guided its development:

Competent health practitioners must bring approximately

equal blends of humanism, scientific knowledge, and

technical expertise to the care'of patients,.

Competent health professionals must have the skills

and motivation to'be continuous learners.

'Competent health professionals must be able to

communicate and -work well with each other and : patients, 'and

to deliver high-quality continuing and comprehensive

care.

Ech student learns best at his own rate and in his.;

own way.
I .

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 meet its goal, the curriculum was determined empirically by

examining what is actually needed for practice and estimating the

relevant background information needed for understanding. The

substance of the curriculum was derived principally from data on the

high-priority primary health-care problems that professionals face,

and from the tasks that they perform while providing health care in'

ambulatory settings.

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 experiences organized for a particular

15
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high-priority health -care problem. Foriach module, a study guide

will be prepared. The study guide specifies 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 module. The module study guides, which include

specially developed clinical examples and opportunities for practicing

the relevant skills, are the principal vehicle around which students

will organize their learning. Study guides incorporating roles for

HCC, dental, and medical students, have already been developed for

diabetes mellitus, hypertension, and obesity.* (The guides appear in

Appendix 1.)

There will also be modLes based upon certain general or

prerequisite areas such as interviewing skills, physical examination

skills and general office procedures - depending upon the profession.

To net the assumptions listed above, the modules emphasize both

the humanistic and the scientific/technological components of care.

The modules themselves provides experiences for, the student that will

develop his self-learning and communication skills as well as permit

him, within realistic limits, to determir4 his own rate and sequence.

Although it is impossible to provide truly individualized instructional

materials, individual variation in learning will be encouraged and

supported through the use of a faculty adviser: The flexibility of

modular curriculum andof competency-based testing permits increased

opportunities for mobility between professions. This flexibility may

also facilitate the progress of educationally disadvantaged students.

Evaluation' for learning, as well as for certification'by the

School, is included in each module. These evaluations enphasize

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.

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

To conceptualize the flow of instruction, the curriculum for

three 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 stages 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 health professions

students are listed in Table 1. (The clinical units 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

skills and knowledge in the health field. As a result of this assess-

'sent, some students, may be exempted from areas in which they have already

achieved competenceiand others may be found to require remedial

instruction. Each,student's preferred learning style will also be as-

fessed. Students and faculty-explore various health-care systems, econonac

and ethical issues, of health care; and the organization and resources

of the School of Health Professions.

At this stage, students begin to gain experiefce and guidance in

the development of self-learning skills, and communication and interview-

ing skills. Two kinds of student-teams are formed: the intraprofessional

team, which consists. of students in a single health profession, and the

interprofessional team, which contains members from each of the

professional categories trained in the School. A faculty adviser will

be associated With each team. These teams continue to learrl and work

together throughout most of the curriculum. ,

During this period, the student and the School will ,mutually

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 sllould be

emphasized that before admission, applicants will have bell well

* as specified in the contract Scope of Work, BHRD Contract N01:-PE-24238
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TABLE 1

CURRICULAR STAGES FOR THE SHP CURRICULUM

Stage 1 ORIENTATION

assessment of students' background, skills, knowledge, and
learning style

initial experience in comiunication and interviewing skills,
scientific language and learning skills,

opportunity to withdraw from School I

Stage 2 ACQUISITION OF KNOWLEDGE AND SKILLS IN SCIENCES BASIC TO HEALTH

biomedical and clinical scjences

M nu- behavioral sciences and communication skills

- physical exam skills, technical proCedures, record-keeping

0

Stage 3 -PRACTICE WITH INTENSIVE 4PERVISION

M.D.: skills in problem-formulaion and broblem-golving

refinement of history-tayng and physical exam skills

occurs printipally in clinical'units

D.D.S: - communication skills in patient,t'f.are

assignment of first patients, under close faculty
supervision

occurs principally in general dental school clinic

HCC; communication skills, patient-screening, systems of
appointment and record-keeping, and telephone techniques

Stage 4 CLINICAL UNIT EXPERIENCE

refinement of clinical and patient-care skills

increasing responsibility for patient care

interprofessional health-delivery teams comprised of
students and faculty

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

- in-depth experience or remediation

may be start of post - graduate training 47%
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0

oriented to the distinctive aspects of the SHP andthe possible

problems' tiiaI.CsTudent unaccustomed to a relatively unStructured

learning program might have. The re-evaluation, during orientation will

be based on new information gained from actual experience, and not from

any unexpected events or a reappraisal of admissions data.

Stage 2, Acquisition of Knowledge and ills in Sciences Basic

to Health, will last approximately three and one-half months 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 to pass the

current Parts I of the National Boards of Medical and of Dental

Examiners, or their equivalents. All students will acquire the basic

knowledge and skills related to health-care problems and the profeSsional

tasks needed to resolve them. During small group sessions, team and

communication skills will be learned through exploring group processes

(shiftkhg leadership, conflict identification and rerlution,ond
,

Bence aridfindependence).

of tthe learning will occur - through the self-instructional

c tudy guides described earlier in this chapter. Although the

study guides specify substantial reading and independent study, they

also include planned activities witrother students, with,the student'S

adviser, and with resource faculty (see Chapter 3), and experiences in

clinical settings. Each module includes opportunities for self-
.

evaluation as Well as for certification at the end of the module. There

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, depending upon the category of profession (e.g.,

interviewing skills, phyical examination skills, general office

procedures).

0 During this stage, students will begin to acquire the knowledge

basic to their understanding of normal and abnormal biological processes

arthe methods.used to diagnose and manage health-care problems.

Learning will occur at the level appropriate to a'given profession. (For

example, the knowledge of metabolism needed by the health care

coordinatortudent with respect to dihbetes will be differefrom

that needed by the medical student.) Dentalistudents will have

substantial experience in a dental technique laboratory.

7. 19 1
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Students will begin to practice writing and maintaining problem -

oriented patient records and will also begin to develop atiliting

skills. Much of their practical experience will occur in a clinical

unit (see Section:V.of this chapter) with real or simulated patients.

Initially, they will have substantial patient involvement, but little

patient-care responsibility. Responsibility will increase with

demonstrated competence. /
To progress to Stage 3, SHP students will be required to demon6trate

competence in both basic science and clinical skills pertinent to

their profession, as defined by the module, study guides. Competence for

the health care cdordinator student will'be in terms of familiarity with

essential vocabulary and with basic health-care problems, and

satisfactory completion of simulated experiences in appointment.and

records systems and in the screening of patients' complaints. For the

dental student, competence will'be in terms of the capacity to work

under, close supervision 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 formulating statements of patients'

problems at the student's level of understandca: A variety of

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

personal observation, and written examination, willform the basis for

certification of a student's readiness forStage 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.

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

day-to-day examination and 41low=up of patients and a gradual increase

in responsibility for direct patient care. There will be, emphasis on

thorough 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 patients in Stage 4.

Most of the Stage 3 experiences will be in the School's clinical units

1(see Section V of this chapter) or with ambulatory patients` in a
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setting that provides professional role models for exemplaryprimary-

care delivery. If necessary for logistical reasons (such as limited

patient availability and time), inpatients may be the focus for some of

,thelearning activities during this Stage.

It'should be re-emphasized that there are no rigid boundaries

between stages, particularly Stages 2,3, and 4. For example, for

one-half day per week a student with,an interest and demonstrated:

competence in hypertension (old in the relevant history-taking, physical

examination, and communication skills) may begin to see selected.

hypertensive patients in the clinical unit. This could occur prior to

his having daily responsibilities in the/Clinical unit and having

progressed through all of the patient-pr6blem modules.

A dental student's Stage 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 under

close faculty supervision. There will be substantial empahsis on

communication 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 his communication skills (including patient screening, in person

and by telephone) and to study various record-keeping systems. Students will

also begin to learn about general and third-party billing and payment

procedures. In effect, these will be on2the-job experiences 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, Clinical Unit Experience, will last an averagelof five and

one-half months for the health car; coordinator student, and twelve

to thirteen months for medical and dental students.

In this stage, each student will function as a membeiof multi-

professional health-care delivery team compiised of students and faculty

in the various professions educated in thi School (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 Section lrof

this chapter.) Initially there will be three clinical units, one

21
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located centrally on the medical center, campus on which the School is

located, another in a nearby underserved urban area, and the third in a
o

rural ,(remote) setting. Generally, students will begin at the central

clinical unit, where supervision and range of faculty are the greatest,

and then move to the urban and rural units. Students will return

occasionally to the central clinical unit either fot remediation or to

receive more sophisticated experience in delivpring urban care. It is

expected that the central clinical unit will have a mix of experienced

,and inexperienced students. However, students of all. levels will be trained

in all three units. Students may also acquire additional ambulatory -care ex-

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

Students will assume increasing' responsibility for patient care

gradually. Their performance will be monitored through their patierit

records and by direct observation.

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 who'are

hosptialized will be followed, but not directly managed, by the responsible

clinical team./

Stage 5, Special Interest Experience, an optional stage, exists

only for the medical student and is estimated to last approximately

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.

III. EMPIRICAL DERIVATION OF THE CURRICULUM

Curriculum development proceeded from a study of the frequent and

high-priority health-care problem's in primary ambulatory care and from

the professional tasks needed to resolve these problems, rather than

fromra subject matter or organ system base.
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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.

Alt,hough not ideal, patient diagnoses constit "the most reliable

source of such data available on a large scale. "The National

Ambulatory Medical Care Survey (National Center for Health Statistics,

DREW, 1973)* involved 23,407 visits and 431 phySicians in ambulatory

settings. Table 2, based an preliminary data from only 13,712 visits,

shows the 41 most frequent (i.e., highest incidence) diaghoses 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 diagnosil. (Appendix 2

illustrates the application of this procedure for the top 20

diagnoses.)

An additional and perhaps more desiiible source Of data is

patient complaints or reasons for visits. Due to coding differences

'among various health-care delivery sites, sufficiently large composite

data sources of these complaints are).iot.yet available: There are,

however, individual sets of data from-each ofseveral medical sites.

(Bain, S.T., and, Spaulding, %%B., 1967; Cute, K.F., 1963; Cross, H.,

1972; Hodgkins, K., 1966; and Peterson'et al, 1955). Table 3

represents a systematic collation of 'these data and refAits the leading

problems (i.e:; patient complaints) that are not covered in the .list

of 41 diagnoses, .

Module study guides (see Appendix 1) will be constructed for each

of the 41 diaghOses from the National, Ambulatory Medical Care Survey

and the thirteen problems shown in Table 3 (as well as for such areas as

communication skills). "These study guides.w11 form the nucleus of

the curriculum for all students. The 41 medical diagnoses represent

approximately 67% of the diagnoses with which the M.D. (and nurse

praciitioner),graduate will likely be confronted. With the addition

of the thirteen medical problems to these41 diagnoses, it is hi 1y

probable that about 80-to-90% of the problems such"graduates will face,

*This and other source citations throughout the,report are keyedto
the reference lists that appear at the, ends of individual chapters:

.
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TABLE 2

MEDICAL DIAQ4OSES IN ORDER OF INCIDENCE

Total Visits = 13,712

No. Diagnoses

1 Surgical Aftercare
2 Medical Examination (inc. well baby and

# of Diagnoses .% of Total

904

874
Child care)

3 Acute Respiratory Infection; Common Cold 507
4 Sprains'and Strains of Back; Vertebrogenic Pain

Syndrome, Displacement of Intervertebral
Disc 485

5 Lacerations and Wounds; Contusions; Inj4ries 478
6 Essential Benign Hypertension 462
7 Neurosis

. 405
8 Antepartum Care

di
391

9 Acute Pharyngitis; Acute Tonsillitis 358
10 Chronic Ischemic Heart Disease 291
11 Arthritis; Rheumatoid Arthritis; Osteoarthritis
i,,, and Spondylitis 275

,

12'1 Diabetes
--

254
13 Orthopedic Aftercare 208
14. Dermatitis 198

Acute Otitis Media 194

1

1 3, Fracture of an Extremity
, 191

' Hay Fever 187
1. $;,' Medical Aftercare 186
19.i Obesity 184

-..4-6 -q(l''Bronchitis . 181
.1 7T4-

;,Ar, 1V Synovitis, Bursitis and Tenosynovitis 160
(4t22'.... Gastroenteritis 143
43" Acne and Seborrhea, 131
24 Cystitis 124
25 Sinpsitis 115
26 Asthma. 114
27 MenopauSal Symptoms 110
28 Strains and Sprains of Hip and Lower Extremity 109
29 Visual Refractive Error 100
30 Influenza 98
31 Viral Warts 96
32 Menstrual Disorders 95
33 Disorder of the Female Breast . 84

' 34 Peptic Ulcer . , 81
35 Disorders of Prostate 80
36 Anemia. , 79
37 Personality Disorder 71
38' Hemorrhoids 63
39 Heart Failure 55
40 Cerbrovascular Disease 51
41 Acute Myocardial Infarction 50

6.59
6.37

3.70

3.54
3.49
3.37

2.95
2.85

2.61
2.12

2.00

1.85

1.52
1.44
1.41

1.39

1.36

1.36

1.34
1.31
1.17
1.04
.90

.90

.84

.83

.80

.79

.73

.71

.70

.69

.61

.59

.58

.58

.52

.46

.40

.37

.36

Total 67.21%

(Adapted from National Ambulatory
National Center for Health Statistics,

unpublished data, 19
7-

24

Medical Care Survey,
IREW, Rocicville, Maryland,

74)
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TABLE 3

COMMON MEDICAL PROBLEMS (Reasons for Visit) *

1. Depression

2. Conversion Reaction

3. Anxiety

4. Marital and Sexual Problems

5. Abdominal_Pain

6. Headache

7. Fatigue

8. ,Cough

9. Dizziness

10. Fever of Unknown Origin

11. Alcoholism**

12. Drug Abuse**

13, School Problems**

4

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

* These problems are generally under-recorded in patient charts; and, their
listing ref'ects the belief of one of the staff that their importance

warrants inclusion.,
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have been defined. It is likely that they will be able to handle the

Amaining 10 -to.:20% of problems not on these lists by virtue of their

ability to transfer kfiowledge and skills. In learning.about one

problem (such as obesity), students must also learn about related but

less frequent problems (such as Cushing's Syndrome). Patients with some of

theSe 10-to-20% unlisted problems would be refeYre4 to other professionals

for secondary 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 with

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 School, and the list may overlook some

important problems .or diagnoses in which the otherrthan-medical .

professions do play significant roles. Since the two sources of the

data noted 'above were medical and not dental 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 role =adequately either.
.41r

'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

-reasons for people's seeking dental care (Kilpatrick, egal, 1972;

Kilpatrick, 1974). Table 4 shows the preliminary data from this study

in slightly modified form. The eleven dental problems shown constitute

80% of the likely experiences of a primary-care dentist. Nbdules for

these eleven problems, plus the dentist's responsibility in some of the

modules concerning the 41 medical diagnoses and thirteen problems noted

above; provide the basis f9F the dental curriculum.

HCC, nurse practitioner, social work, and pharmacy curricula will

involve four curricular sources concerning primary care: medical

diagnoses, medical .problems, dental problems, and problems specific to
.
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TABLE 4

COMMDN DENTAL PROBLEM (reasons for visit)

Total Visits = 1,679

No. Problem % of Visits.,

1. Fillings' 1 23.9 --

2. Periodic exam 19.0

3. Dental prophylaxis 17.9

4. Extraction 5.2
r

5. X- rays (nat full mouth) 3.3

6. Poit-surgical treatments 2.8

7. Initial oral exam 1.7

8. Preparation of crowns 1.7

9; Patient question or quick check 1.5

10. Temporary filling 1.4

U. Adjustment of compfete denture 1.3 4

Total 79.7

(Adapted from Kilpatrick, K., et al : "Expanded Functions of
Auxiliaries in General Dentistry: A Computer Simalation," Health Services
f-Research 7, pp. 288-300, 1972 plus personal communications, Nov. 1974.)
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each professional_ category. 'Providing 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 theseprofessicns to help patients receive truly comprehensive care.

B. Professional Tasks

The functions or tasks that a health professional performS in

working with patients an'd in helping to diagnose and manage health-care

problems can provide important data for developing a relevant

performance-based curriculum. A variety of groups have studied health-
_

care tasks (lufeNU of Health Manpower Education, D.H.E.W., undated;

Golladay, F., and Smith, K., 1973; Johns'Hopkins Medical Institutions,

1972; Gilpatrick, E., 1972; and UCLA Division of Vocational

Education, 1972). These studies generally employ a variety of

methodologies, including observatiOn, interviewing, and questionnaire

techniques. Such methods can yield, for each health professional to

be trained, task profiles that provide data on the frequency of

performance of a given task and the percentage of time involved in

performing that task. "Tasks" can include not only 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:

"removesutures," "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 relevant 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.

V
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IV. THE ORGANIZATION OF THE CdRUCULUM INTO MODULES

High-priority patient-problems and their associated professional

tasks will form the basis from which the modular curriculum is ,

developed. The module study guides form the core of the curriculum.

A discussion of the advantages of using module study guides as the method

for organizing the curriculum is found in Chapter 8.

The study guides are developed first by identifying 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 provide a guide

according to which the student's competence can be evaluated.

Finally, the specific learning experienCes (including reading and text

references, practice, clinical experiences, faculty sessions and

evaluation procedures) are specified., planned, and developed.'

Development of each study guide will,be carried out by content experts

in that particular field in conjunction with primaiy=care . providers

and specialists in educ4tional,design.

Module study guides will be developed for the bulk of the formal,

curriculum, which includes the patient problems and diagnoses and such

areas as communication and interviewing skills, medical audit,

physical examination skills, maintenance of problem-oriented records,

and general office procedures.

The curriculum-development process is described in further detail

in Chapter 8.

A. Student Use of Module Study Guides

Module study 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 'des in Appendii 1 - hypertension -
the tasks were added afterward in,, trial to determine how necessary
task statements were to the development of performance objectives.
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 without 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 and less on data may increase the risk
of development of a curriculum further removed from what is actually
needed to provide care.

Chapter 8 contains further discussion of the methods that can be

used in selecting the tasks-related to each patient pioblem.
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guidance of bis faculty adviser, can individualize his course of study.

Time limits ire 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, indivUhmlized pacing and

sequencing, and competency-based testing.

Although students may proceed on an individualized basis through

the modules, there are predetermined minimum 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, every dental student will have to

demonstrate predeterMined 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 learn.

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 minimum 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 indispensable in dealing with patient problems. The module

study guides contain basic science material where it is felt it will

have the most relevance to patient care, therebrbetter ensuring its

application, retention, and transfer. In'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 glide,

his adviser, Land the resource faculty - to pursue basic material in

as much depth as is required or desired.
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C. Inclusion of Self-Learning and Communication Skills

Self-learning and communication skills are integral, valued components

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 continuous self-learner. He practices assessing ki.s

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-learning skills.

Likewise, practice of skills in communicating with patients and

other health professionals is built into the study guides with specific

opportunities'for feedback. Health professionals; competent in such

communication skills as listening, reassuring, and confronting, can help

patients to recognize and verbalize problems and to feel comfortable in

expressing them. Other communication skills involve verification of

what the patient is communicating 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 communication

among various health professionals, stress is placed on skills that

' facilitate the expeditious sharing*of information relevant to patient

problems. These include such skills as clarifying, supporting, and

identifying emotional factors impeding communication as well as record-

keeping and reporting.

In the modules, communication 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 anxiouvdepression. 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.
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V. 1HE CLINICAL UNITS ,

Crucial. to the,implementation of..the entire educational plan is a

clinical setting designedto provide primary ambulatory care,of high

quality and to provide students with'anongoing relationshipwith\1

particular patient population. The design of the clinical units will

comprise features of current outpatien care systems with features that

probably will predominate in future p ry ambulatory health caresuch

as interprofessional team-care delivery. Their design must provide enough

flexibility to allow students different levels of patient contact and

responsibility consonant with their changing responsibilities and skill

level; at the same time the clinical units - as responsible institutions

and as educational models of health-care delivery must render care of

a quality that is consistent with the professional and humanistic

goals of the' SHP.

The clinical units 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 Major health-care institution or hospital

or be an independent ambulatory- care facility. Appropriate Out-

patient Or inpatient resources for, secondary and tertiary care will be

available for referral at all'clinical units. Each unit will be self-

contained and staffed with teams of fUlly trained members of each

profession in the School, plus other professionals` needed to complete the

range of desired services; for the purposes of illistration, such a,

team might include physicians, dentists, dental assistants, social

workers, nurse-p-Tasttioners,.health care coordinators, and clinical

pharmacists. The precise numbers of faculty and non-faculty staff for

each unit, will be determined by the specific service andsteaching

commitments of that unit.

-The clinical units, in which SHP students' major ambulatory-care

clinical experience will occur, will be of three types:'a central

clinical unit at or near the School (in the case 0f UOP, at Pacific

Medical Center in San Francisco), an urban clinical unit, and as rural

clinical unit. One of each of these kisiaS of units' is ideally required

early in the School's operation. PreliminaTy estimates of size,

/location, staffing, and other features are included in Appendix 13; final

4
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detail's will evolve as operation begins.* As the urban and rural units

each serve different populations, the staffing patterns will be

O different from that of the central unit. For example, the rural trait

will probably have a much smaller team, and access to secondary and

tertiary care will be less direct....,'

Those faculty delivering care in the unit will finctionas a

major suppbrt to the student,'helPing him to move through the'curriculum

toward.maste of his requireil,competencies. A faculty adviser in the

cliniCal unit '11 play a major role in the student's continued

learning during Stages 2,3, and 4. The responsibilities of the faculty

adviser are explained in the following chapter. Specific examples of

the adviser's role are included in the module study guides in Appendix 1.

.At any given tine each student ,in a clinical -unit will have a

different. stet of capabilities from any other udent. However, by the

time they are certified by the School, all st is will have achieved

required-levels of cotpetence in every area. WI the context of

Continuing responsibility for patient care and a stable cadre of

faculty, the cilinical unit makes it possible for the student to lead

at his own pace. As a student demonstrates his capabilities f r assuming

increased responsibility for direct patient care, he will gradUal

become more involved in the day-to-day delivery of that care.

..',:'

f; VI. CURRICULAR FLEXIBILITY AND CAREER ICBM'S'
, ,

, ,

The ilck of clear and unobstructed for career progression -.,'

in the health professions is a problem drawing increasing attention,/

Career mobility, both vertical and lateral, is recognized ':sAesirable.'*, ...
.

for any profession, and effo are being made to orgadtzetheallied.

health professtcas into such dreer attires. A major response to this

problem is the provision-of such e rational options is recycling

through an entirely new eddrational prograin, participating in on-the-job
;

,

training, and utilizing proficiency and eiiiiiiralency testing: .

.-:..

The School Ofsliealth 'Professions, through its modular, competency -

based,
--..

tine-variable- Curri"culinneprovides,a`teans for existing health

r 9

r.

* Further discussion about various aspettS of the development of.the.,

SHP clinical units is 'contained in Chapters 11,12, and'I3'46f,,this report.
. '1.

. , . .
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professionall, as well as for individuals without experience in health

care, to be matriculated with' due recognition and credit for applicable

work experience and prior education. Likewise, the flexibility of the
t ,

SHP curriculum makes either a modification in health career goals or

an interruption in schooling for the purpose of work a viable option for
. .

students.

In order to receive "credit" for his previous education and

experience, the student must demonstrate specified levels of performance.

.The module study guides, with their specification of performance

objectives, will expedite evaluation and "testing out" during the

orientation period so that students with prior experiencp in oneohealth

profession (e.g., nurses aides4 ex-co rpsnen, various' auAliaries or

assistants) can,by demonstrating their competence in the profession to

which they aspire,avcid unnecessary repetition of"subject matter.."

Similarly, should a student have meaningful reasons for changing

his career, such.a'Ehange would be accommodated if possible within the '

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

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 portions of his learning. experience to his new

professional preparatiori For example, if an medical student decided that

he preferred to become a nurse practitioner, he would need tedemonstrate

competence only in those areas of performances required by the nurse

practitioner program that he had not already accomplished in the

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

practitionet by the School, he woad be prepared for licensure or

certification by external agencies:

Some students, for financial or other reasons, may wish to exit

temporarily during the course of their training-to workjt an 'intermediate

level within their own professional tracks. For example, a student

pursuing a career as a dentist may deCide ,to leave school to: work as a

dental technician. He will need to find work compatible with his

present level of training and permissible under existing licensing and

certification regulations. At a later date he could resunehis dental

program: Sinte there maybe some difficulty in placing stUdents as

4

r

34

42'-



s.

. -

assistants, particularly in salaried positions, practicing professionals

who are affiliated with the School will be encouraged to provide work

experiences 40r students in their practices.

An interruption of schooling in order to work as an assistant-in

his professional field,. enables the student to practice and apply the

skills he has learned to a real -life setting. This kind of apprentice-

ship will provide himyith an opportunity to test the merits. of his

career choice before totally committing himself to that career.

. During this peilod, the student can develop a concrete identification

with his profession and possibly dicperience professional

respen-sibilities that he may be unable to assume in his more carefully

structured and supervised clinical training.

JO,
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CAPER 3 lies'

FACULTY .

CHAPTER SUMMARY

The roles and responsibilities, selection, and orientation of
faculty. are discussed. Thereare three major roles for faculty:
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
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,
specifically 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 relationships necessary for
its successful implementation.
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CHAPTER 3

FACULTY

I. INTRODUCTION

The highestprioritrof the faculty of the School of Heal4KPro-

fessions will be the education of students. This
'

is the implied goal
IBS

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

education in.particular, teaching has often been regarded as sec-

ondary to research or patient care with respect to faculty selection,

advancement and tenure. Inevitably, faculty are caught in a career

conflftt; a faculty member maylie hired to teach, but he is rewarded

for his publications and research. .Even where high priority is given
*

to faculty members' teaching and educational capabilities, the

fact that these are not (or at least are not thought to be) as easy to

evaluate, as patient-care and research capabilities, makes it difficult

to carry out a reward system centered upon individuals' educational

strengths.

Wetter 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 and reward (see Chapter 6). Pethaps the

most important outcome of these efforts will be to make the interde-

pendence of faculty and student performance apparent. This inter-

dependency the bond between faculty and students for learning and

delivering patient 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 priorities 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 outside of the School itself (e.g., within the central uni-

versity or a separate research institute). Research in education and
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in healthcare delivery will be encouraged within the School itself.

.Faculty will be responsible for sharing their interests and the

results of their studies with colleagues. 's.

II. DESCRIPTION OF PARTY ROLES

AND RESPONSIBILITIES
4

Both the full- andpart-time faculty will participate in a range

of activities, includinteadhing,- advising, curriculum development,

patient-care, research, and various administrative functions. The

majority of the full-time faculty effort will be devoted to activities

related directly to the School's educational program.* Teaching

will be priMarily in small groups and seminars, both within and out-

side of the ainial units.

In addition to faculty with backgrounds in clinical, basic, and

behavfOral sciences, there, will be a small number 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:

Student Advisers: The responsibility of a faculty member in theft

student advisei role will he to help individual students in planning,

sequencing, and pacing their educational programs. In this capacity,

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 program; (2) helping the student acquire selfblearning

skills; (3) informing the student about available and. suitable educa-,

tional materials and faculty resources; (4) working with the student to

establish a model-for interpersonal_telationships, as a step toward,

*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' ro-
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 professional

competence.

Team Advisers: The function of a faculty memberin the team ad-
.

viser role will be to encourage group learning 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 el-touraging cooperation

rather than competition among team members, the adviser will help to
Al

establish the necessary environment for practicing a team delivery of

health care.

Both the student and team adviser roles will be filled primarily

by faculty members (representing all the professions educated in. the

,School) experienced 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 responsibility of

advisers will nest likely be clinical and administrative.

The student adviser role requires a close relationship between

individual students andadvisers, especially duringrOle orientation and

early stages of the curriculum: The development of Ihis "relationship

will facilitate dealing with problems and difficulties that might arise

anytime during the student's enrollment at SHP. Likewise, the team

adviser will assist interprofessional and intraprofessional teams

throughout their SHP experience, although the specific membegship of

the team will change from time to time as students-progress through

the curriculum.

A
RESOURCE FACULTY - The respons ty of faculty in the resource role

will be to facilitate the student's acquisition of specialized skills

or knowledge (e.g., biochemistry,, drug counseling, gastroenterology,

group process). This can be accomplished in a variety of modes, in-

cluding individual consultation with the student in the clinical unit

on a patient problem, small group seminars on.a specific medical content

40

49



.

question, individual consultation on a basic science principle, or a

team consultation on group process techniques. (Faculty with expertise.

in behavioral and biomedical sciences, in medical and dental sp7ialties,

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

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

these "content experts" is included in Chatter 8.) .

The functions of the resource faculty could be assumed by either

part-time or full-time faculty members. Because of their probable back-

- grounds in clinical speCialties or biemedical and behavioral sciences,

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

addition to this role, be most likely to be involved'in,research or

patient-care. '

PRIMARY-CARE CLINICIAN ROLE - There are two distinct responsibilities

subsumed by this role: teacher and practitioner. The essential function

for either is to serve as a primary-care practitioner model (physician,,

dentist, health care coordinator, etc..) for the student.

Primary-Care Clinician/Teacher: The faculty furiCtioning in this

role will instruct and supervise students working in the clinical units

and other ambulatory-care facilities' affiliated with the School.
.

vanced students Will-probably spend much of their time in the clinidal

unit learning and being closely supervised by these,faculty.
,

Primary-Care Clinician /Practitioner: In this, role the faculty

member will assume the responsibility for the continuity of health-care

delivery in the clinical units, as a practicing health tare provider.

In contrast with the clinician /teacher role, faculty functioning in

the role of the clinician/practitioner will be teaching in the context

of providing patient care, rather than directly superviSing students'

delivery of patient care. Students in the early stages of the

curriculum (e.g., Stage 2) would likely spend much of their time in'the

central clinical unit observing and learning from faculty who are

functioning in. thg_dinicianipractitionlr role.

Although there are two digtinct priillary-care clinician roles, it

is probable that one individual could alternate between the two roles

41
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even within the time span of one day (e.g., teaching/supervising students

in the morning; providing health care - with students observing - in an

afternoon clinic). This arrangement would assure a continual balance

of theory and practice for the faculty members serving in the Primary-

care clinician role.

Individuals who assume the responsibilities of the primary-dare.

clinician role will usually be full-tiMe SHP faculty members.

III. FACULTY SELECTION

Recruitment

The uniqueness and specificity of the three major faculty roles

will necessitate the implementation of,an active and extensive faculty

recruitment program. Recruitment will be aimed at identifying and

attracting individuals who possess the very specific and special at-

tributes that are required to ensure successful implementation of the

School's educational plans. Faculty with the, following major charac-

teristics will be recruited:

ADVISER and PRIMARYIGARE 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-

munication skills, and wish to practice their profession as a umber

of a health-care delivery team.

Faculty with adviser responsibilities will also need to be adept

in counseling arld group process skills.

RESOURCE FACULTY: Primarily secondary -or tertiary-care

providers or biomedical or behavioral scientists who are able to

relate their specialized knowledge to the problems of providing primary

'health care.

Since SHP will want to attract students Who are representative of

all socio-economic backgrounds and to encourage, students to practice in

underserved areas, the recruitment program will make a major effort to

identify, as prospective faculty, minorities, women, and health pro-

fessionals currently working, in underserved communities.

The geographical scope of the School's faculty recruitment program
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will depend upon the School's site and the particular circumstances

under which it is implemented. For a School established at UOP/PMC,

recruitment of clinical and basic sbiences resource faculty will begin

within the confines of the Pacific Medical Center area - e.g., frain the

staffs Of Presbyterian HOspital and the Institutes of Medical Sciences;

and from tile- faculties'of the UOPSchools of Dentistry and of Pharmacyi

(the latter located in Stockton, California) - and, when necessary widen

beyond it.* FaCulty who'willassume adviser.and primary-care clinical

roles would be recruited both locally (San Francisco area) and nationally.

B. Selection Process

The kinds and numbers of faculty openings will be determined by

the School's educational program (rather than, for example, by con-

siderations of, individual professional 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 described above. All reviews of candidates will be in

the context of these specific job descriptions.

Usual methods of screening (such as curriculum vitae, written
ti

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 arassessmeni of a candidate's perfor-

mance. One method that may be used to.assess performance resources

pe,mitting - will be visits to prospective faculty members so that on-

site observations can be made. Examples of candidates' skills in

omununication and education will be observed or reviewed and the opinions

of their current students and/or patients will be solicited. Alternative-

ly, prospective faculty could prepare videotapes, or participate, while

visiting SHP, in simulated situations that reflect'the ones they will

encounter in their prospective faculty roles.

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

Once an offer is made and accepted, the new faculty member, and

representatives of the faculty and administration, 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:

The faculty member's respective responsibilities in

teaching, patient care, research, and administration;

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;

The faculty menber's salary, fringe benefits and

potential options for additional income;

The means bY which the faculty member may became 4
competent in the'educational areas required.

The contract will be periodically updated and subject to annual

renewal; a contract will be renewed automatically provided that the

faculty member meets his contractually agreed-upon performance criteria

(and assuming the School's continued need for his kind of skills and

expertise).

Improvement of the Selection process will be dependent upon eval-

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

III. FACULTY ORIENTATION AND TRAINING

Because there are no exact precedents for the School of Health

Professions, itost 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 administrators. An effective faculty orientation and

continuing training program will be designed to facilitate new faculty
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members', transition to the SHP environment and to assist them in improv-

ingtheir"teaching and educational skills.
.

During orientation, faculty 'will be introduced 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 materials, and will becometsufficiently familiar with

their contents'to utilize them effectively. The primary-care clinician

and advisory faculty in particular, will deed to learn their respective

responsibilities as incorporated into the irarious study guides.

The orientation will include an assessment of a faculty member's

instructional skills, and assistance in improving these skills will be

provided as needed. Each facultrmember 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 tW con-

clusion of the orientation period. On-the-job training in the process

of education will be available to all faculty.

Since the faculty will be working in small groups during the

orientation program, it it likely that an analysis of grobp process

and team efforts will begin at this stage. In addition, the,faculty

will begin training experiences 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 edutational problems. 'Faculty training of this nature

is presently being undertaken by,the Institute of Health Team Develop-

went inNew York. The Institute is a likely source of future assistance

in preparing SHP faculty to teach interdisciplinary team approChes.

A period of approximately two months will be required for the

orientation. At the end:of this period, the responsible administration

and faculty representatives will review the faculty member'S.performance

and discuss any needed additional education or practice: The initially

negotiated contract will.be reviewed and any required changes will be

incorporated. (For example, a change in a responsibilities may be'

necessary if the composition of the faculty or curriculum has changed.)
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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 he -job training in ed-

ucational processes will all be essential to attracting and retaining

the kinds of faculty to implement the School of Health Professions.
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CHAPTER 4

STUDENTS.

r,.

.4

CHAPTER SUMMARY'

4

The criteria and procedures for.dtudent selectiori are discussed.
Efforts will be made to choose students who have, in addition to
satisfactOry intellectUal skills, major interests in'priliary-care

' delivery and the 4ppabilitY and motivation to assume responsibility
for their owl learning An a relatively unstructured environment. The
emphasis will be upon selecting students who will succeed as
practitioners (rather than solely as students).

Zollowing-an active recruitment program and an initial screening0

for satisfactory intellectUl ability, candidates will be selected for
interviews on the basis. of attitudinal and motivational characieristiCs
that can be assessed from a review of written ap lication materials.,
Final selection.will be made based upon persona interviews.

Membership on the admissions committee will be drawn-from all
academic levels and professions..on the faculty,.as well as from
students and community representatives.
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CHAPTER 4

STUDENTS

I. INTRODUCTION: THE STUDENT BODY .

The educational program of the School of- ea Professions ,

suggests that SHP will be most attractive and most appropriate for-
,

students:who'are:

Interested in a career in primary -cde delivery;

Intellectually and emotionally capable of. succeeding in

a self-directed, self-paced, ielatiyely unstructured

curricurum, and who are particulirly motivated to assume.

responsibility for their.own'ilearning;

Knowledgeable of the problems of current he alth-care'

delivery, and'desirous of making improvements in it;

Able to communicate well with Others;

Empa*tic and taxing toward others;

'4) Emotionally mature and flexible.

.

A student body' with these kinds of racterip cs
!iglikely

to

include a large'bumber of students whose backgr. include work

experience or fonital.tainipg in-health care and Cher service-oriented

activities,, participation-An ipnovative,edUcational programs, or

involvement, in independent academit projects. The preceding consid-

erations will shape the School's admissiong_process and guide the

self-selection that operates among its potential applicants. This

chapter degcribes the principles'and procedures of student,selection

that are "appropriate to the School of Health Profession5,

II. PRINCIPLES OF 'STUDENT-SELECTION

A clearly formulated and effective' student recruitment and selec-

tion program will be needed to ensure that the students-admitted,to the

School are those most likely to become the kindg of'profesiiOnals for

whom the 5chool'ig'degigned: concerned and co4etent Taimary.:Caie

4"
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providers who can 'effectively utilize team methods'of care delivery, and

who are committed to a continual asseSSnent'and improvement of their

professional competence. This - a student's probable career future,
1

rather than'his predicted Capability strictly'aS a health professions.

student,- 411 guide theestablishment and implementation of theSHP

selection process.

This last point deserves underscoring. Admission to health profes-

sions educational programs is often based, heavily on an ;applicant's

prior academic achievement. as defined and Measured by grade point

averages and performance on various standardized tests. Yet, there is

no evidence that academic excellence in and of itself predicts the

nature or 'quality of an _individual's subsequent career performance:*

.Records of applicants' prior high academic achievement have -been shown,

at the most, *correlate with high'academicachieveMent within the

professiojl edudation program. High. academic adhievement prior to
. ,

Admission not been shown to cotrelafeyith.the clinical competence

of the individual either while:a student or a professional

provider.

While our understanding.of the,factoxs that determine a student's

rofessional career performande is imprecise, the SHP will make the
/ . ,

rtant assumption that, assuming adequate intellectilal capability, *the

tudent characteristics that correlate most strongly with clinical

competence are ones involving motivation, charactet, and cone atment

attributes that are not necessarily matched with- academic superiority.
,

, =

The intentional congruence of the Schooi's peXforbance-based

-curriculum and' evaluation prbcedures with the anticipated nature of'its
w

graduates' professional pr4tices should clbiely tie success as a

student to competence as a practitiOner. Thus, the 'Sr:hoof's, student-1

selection criteria will etphasize the factors-that appear to be

strong prerequisites for delivering highciulity'patient care, which
, 1

are largely hoircognitive'dnes.

However, there' is no intention tb disregard-the'ieleirince and inpor-

tance of an amlicant'S academic and intellectual capabilities tohii

*-It is -recognized that'theie is io universal. agreement on what
constitutes a "good''' rOider of.:health care. Certainly, insofar as
$HP is concerned;, the deinition,includes good. judgment, empathetic
relationships with' patients;.,,effectiveness in team=care;delivery of

' health services, and dedidaton to .self- evaluation and continuous learning.

. '



ccepetence as a health-care provider. The SHP selection process will

regard the academic achievements and intellectual capabilities of its

applicants in a perspective that recognizes that becoming a health

professional requires a high lexel of intelligence and perseverance

(both Of which can be at least estimated by traditional measurements

of academic performance), but that superior academic capabilities are

not -required to qualify an applicant for SHP.-

Accordingly, a 11111LiIIIUM standard of academic /intellectual

capability, as measured by grades and/or various standardized examinations,

will he established for each of the,curricula.within the School. The

final level at which to set the prescribed academic, standards can,be

determined ort1y after the.sanalysis of longitudinal., data on the per-

formance of SHP students and graduates. The sole purpose of the

standard will be to identify those applicants' who are sufficiently

intelligent and academically capable to succeed in the SHP curriculum;

its purpose is not to 'arl,iitrarily reduce the.stze of tho' applicant pool

to a predetermined side or tcit limit it to only' those who. are the very

highest academia achi6rers.

TIE. A Su GGEST'ED PROCESS FOR SELECTING' STUDENT'S

."

A. Introduction

The folic-wing framework is intended to illustratcr:the application

of the above principfos of student selection: Steps and details will.

be refined or changed once the decision to implement the School is

made. Moreover, once operational, the Process itself will be carefully

evaluated to improve its functioning and the accuracy of its predictions.

The proceis outlined is intended to apply generally to all of the

gchoor's professional curricula; specific variations required from

-curriculum to ,curriculum ,are not -discussed. The procedures apply most

directly to students who will be'official SHP students i.e.,

medical, dental, health care coordinator, and nurse practitioner

students: Admission to the SHP 'phaie of training for'social work and

pharmacy students,, (who will bg official studentsOf other institutions

and re Ceive only part .of their profesSional education at SHP) will be

based upon criteria sirilar to those used in selecting ogficial

.

;
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SHP students, although the selection procedures can be, less formal.*

B. -;TherProcedUre

`.44e."

Stel*One: Recruitment Program

-*The selection process will begin with an active student re-

cruitment program designed to attract those individuals in whom the

SchOO1 is particularlyrinterested and ta discourage those for whom the

School of Health Profegsions is not appropriate and whose chances for

acceptance are. negligible.

The recruitment pro has two paramount responsibilities. The

first is to attract as 1 rge, a number as poisible of qualified

applicants from all sotio-economic backgrounds. The second is to oam-
,

municate as clearly and/thoroughly as possible SHP's educational

environment (inCluding its experimental nature), educational requirements,

and other expectations /for its students., Caution will be necessary to

prevent prospective applicants from misconstruing the School's flex-

ibility in admissions /criteria and in educational programing as

leniency in either regard.

Step Two: Initi 1 Screening

,.An academic/int llectualStandard (as measured by past academic

experience and/or suits on-standardized tests) for each professional

program will be used As an initial screen of all applications - to

elithinat6 applicants whose intellectual ability does not appear to be

high enough fors litcessful performance both as students and as

competent health-Ore providers.'

Step Three: e Second Screen Selection for Interviews

Offers of ssion will be limited to applicants who have been

interliiewed, and therefore, the basis upon which interviewees are

selected'is grifical. This selection (from among all of these who

have passed theimmitial academic screen) will be based upon a review

of written application materials., This second/revr will evaluate and

f.

*Acceptance of social wdrk and pharmacy stUdents into SHP Will, of
course, requi thb Agreement of the institution from which a student
will earn his rofessional degree; for a School implemented at' UOP/PMC,
represpntative of the UOPSchool of Pharmacy and,the UOP School of
Dentistry willIpartitipate in the selection of students for the SHP
dental and pharmacy programs.
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rank applicants in accordance with predetermined criteria of the follow-

ing kind:

. Probability of pursuing a career as a primary-care

proilider (a prediction that is currently difficult

to'make);

o' Capability of engaging in self-diredted learning;*

Satisfactory verbal skills;

Prior experience in or with hedlth,care, or an

awareness of the realities.of contemporary health

care delivery;'

Potential to adapt to a variety of roles and levels

of responsibility in the health-care delivery system;"

Pertinent educational background (such as Particularly

relevant subject matter or methods of' education);

.Positive and empathetic attitudes toward others. '

The degree to-which each applicant has exceeded the minimum

academic/intellectual standard for his professional.prograltIs not

among the factors to be taken into account. To pretent the Ttiiiptation

to give undue weight to an applicant's academic achievement der se,
this information could be excluded from the amkicant!s application

docket Once the, nitial screening has been compl'

. In addition to a standard written applicatid documents that

Could be-used in selecting applidants for interviews include written '

recommendations (structure'd and non-structured) from job supervisors,

teachers and personal associates; supplemental questionnaires; and,

possibly, non-cognitive assessment instruments. The reliability and

validity.of some of.the information prOvided from these sources is

subject to question and experimental study; great care will be required

to use sudh information in a fashion consonant with its' reliability

* As evidenced for example by participation in independent study,
programs, self-initiated academic projects, and high quality independent
research or thesis work; non-cognitive assessment instruments, useful
in predicting independent instructional learning style 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 written materials, substantial

attention will be given to refining and prioritizing the proposed list

of selection criteria, and to developing written documentation that

will facilitate accurate judgments of the extent to which an applicant

meets those criteria.

The quality of the applicant pool and t availability of School

resources will influence the decision as to whether to hold the number

of applicants interviewed to an arbitrary number or, alternatively, to

offer interviews to only those whose application materials meet

or exceed a certain predefined rating.

'Step Four: Interviewing and Final Selection

The interview will play a particularly Significant role in the

selection 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 fttributes and capabilities that

cannot be adequately judged from paper credentials alone: the apPlicant'S

interpersonal communication skilli, his judgment, his motivation, his-

problem-solVing skills, his suitability to the SHP learning environment,

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 preparing its. students to become providers of human-,:,

istically oriented patient care.) If possible, role playing exercises

r

*Further, it recognized that the Primary motivation for some appli-
cants to have engaged in some of the health-care and innovative educa-'

tional activities mentioned above may have been to acquire "admission
tickets." Though a distressing factor, its relevance is uncertain;
for example, nq matter what the applicant's original maivation to spend
a summer working in a health-care clinic, his actual behavior and

. experience in that setting may be all that matters.
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of tests that will assess problem-solving abilities (not unlike patient

management problems) could be utilized curing interviewing to discern an

applicant's ability to function well in health-care. settings.

The direct observations of behavior and personality possible only

in a person-to-person meeting can help to discriminate positively among

many qualified applicants whose paper qualifications are similar.

Conversely, as a negative selector, the interview can serve as a safe;

guard to the School, and ultimately the - public, by eliminatieg from

further consideration any applicant whoge behavior during the inter,

view signals unresponsiveneSs, lack of warmth, or poor judgment.,

A standardized form .for rating interviews will be developed. All

applicants whose testing equals or exceeds a predetermined level will,

by definition, be considered acceptable for admission to the School. If

the predetermined minimum - which should be set independent of the

number of applicants interviewed, and of the number-of available places -

has been'set high' enough, it is unlikely that 'there will be any

validity in trying to make further discriminations among the individuals

in this group of acceptable applicants.1 Therefore, should the number

of acceptable applicants exceed the number of offers of admission to be

made, the final selection will be made on a strictly random basis.

Many significant details - such as 'specification of the relative

importance of various non-academic selection criteria &Id of the most

reliable way of evaluating applicants against those criteria (both in

the review of application materials and in the interview) have been

omitted from the above description of the.stuolent-selection process.

This omission reflects the planning staff's belief that, such details

are best left.tO those who will implement the selection process and to

its recognition that in some cases, greater specificity needs to await

the results of more extensive research both within and outside of the

School of Health Professions.

C.' Admissions Committee

The composition'of the admissions conimittee Will reflect the goali
. ,

of the SchoOl and of its., selection process. Membership will be drawn
. .

from all academic_levels and all professions .on the faculty, and (as

they-become available) from students. Community representatives'
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(including patients, potential patients, and organizations with a

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

alsb be included. The composition of the committee should be shifted

from time to time, as needed, to reflect the current emphasis of the

SChool. To ensure both heterogeneity and continuity, thecommittee's

membership could rotate on a staggered, three-year basis.

An orientation program will be developed for oncoming admission

committee members. The purpose' of the orientation willbe to clarify

the gOals and procedures of the student-selection process and to help

members interpret and apply admissions criteria in an unifoin a manner

as possible.

As the School grows in eicperience and complexity, new problems

will arise, and alternative means of student selection may became

,apparent. The committee will review annually its policies and

procedures and make appropriate changes. As will be true of all

components of the SHP, the committee will assemble a data base and

'develop instrumentation to refine the selection process. These data

and instruments will serve not only the nee6 of the School of Health

Professions, but those of the broader health professions education

conrimity and of the general public, ail of wham are increasingly

aware of the extent to which impiOvements in health-care delivery,

are dependent upon reorienting the procedures by which future health

professionals are chosen.
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,CHAPTER 5

ORWIZATION AND GOVERNANCE

'2:6APTER:StIMMARY,'
1'

The School's organization andrOvernance are designed to be
congruent,with.its 4bels'ang furittOnS,, The roles, responsibilities,
and accountability of students,faculty, Oa administrators will be
defined and reviewed annually in *effisrt'to make more explicit the
Criteria for decision-makin4: '4'new-grpiup named the "SHP governing

body ", will constitute they fiscal and policy-making structure.

It will formally relateto,the parent university and its external

affiliated research, patieit-Care,and educational entities.
7,

.

Internally, the School's organiiationvill not be based on a
departmental structure, but rather will'follow the' form and function

of_tlie_ectucationa/ plan. 'The organizational structure includes a

committee and a"professjons committee." For, purposes of

Rea/Or-care and 47ciplinary rvsearch, dePartmental organization and

.1tidentity wills be maintained dn'-affiliatad.inAitutions.
.
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CHAPTER'S ,

ORGANIZATION AND GOVERNANCE

I. INTRODUCTION: THE OBJECTIVES OF THE ORGANIZATION

OF THE SCHOOL OF HEALTH PROFESSIONS

The School ofHealth Professions must be organized to function

responsibly and responsively for its internal and external consti-

tuents An organizational and governance plan in concert with the'

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

Maximizes communication;

Involves interested and affected parties in decision-

making;

, Avoids,a rigid. structure that precludes reasonable

change;

Places authority for educational matters Within the

faculty;,

Preseryes the School's multiprofessional emphasis in all

programmatic decisions and in curriculum implementation;

Provides for ad hoc groups or task forces to deal with

specific definable issues (and to disband when,no,longer

needed) ;

DeteiMines criteria for accountability,,and proyides a

mp4ianism for feedback ana evaluation for 'all component
,..-

groups within the School;

Provides for an orderly transition cf power as people and'.

programs,change;

Clearly assigns advisory and,decision,making responsi-

bilities (to indiViduals and groups within and, outside of

the School, as appropriate) concerning: (1) academic

affairs (instruction, curriculum development, selection

56
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and promotion of students, and selection, assignment

and promotion of faculty), (2) fiscal management and

allocation ,pf resources, (3) organization and delivery

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

research.

The organizational structure must be sufficiently 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 providea mechanism

whereby patients, students, faculty, non-professional employees, and

, those segments of the private and publid sector that support the

School financially have a clear"opportunity for real involyement in

the decision- making process.

.It is assumed that the School of Health Professions will be im-

plemented within an existing academie health center. The organiza-

tional plan must, therefore,' delineate the School's relationships

with at, least for groups: the parent or sponsoring university;

affiliated-hospital(s) and ambulatory-care fadilities; adjunct re-

search institute(s); and the surroUnding.community.

One of the unique features with which the School's internal

organizational structure must deal is faculty governance within a

multi-disciplinary context; a way must.be found to give adequate

voice to the legitimate needs of the faculty in each of.the various

professions, While preventing pnWarranted'splintering of the faculty

along,professional lines. It is also essential to assure that part-

, time faculty are given appropriate andrealistic representation in

governance and decision-making. 4'
r

There are no existing models that seem entirely appropriate for

either the internal or the external oanization of SHP. The basic

'tenets of the SHP organizational plarOmust 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 options. 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 organizational guidelines that are presented in this'chapter

are based upon a desire to relate theSchool's structure to its
e

functions. The achievement .of this objective`will entail modifica-
s

tions to the traditional forms of organization'and governance in

health professions education institutions. HoWeVer;.the,organiza-

..tionaYstructure and the major academic and administrative policies

of the School of Health Professions' must be congruent with those of

the universit-with which the School affiliates.
6

II. RELATIONSHIPS WITH AFFILIATED ORGANIZATIONS

AND EXTERNAL CONSTITUENCIES

A clear and appropriate delineation of responsibilities and ,.

authority between the School and its,several affiliated patient-care,.

educatiOnal, and research organitations is essential to the goals of,

SHP. A means of obtainingthe guidance, of Other affected external

groupS and individuals in the determination of SHP priorities must

also be'developed. .

,' .

The final fiscal and,major-policy decision-making respdnsibil-

ities for the School will be vested in a group named the SHP governin?

body, which will be.established early in the School's deVelOpmeht.

The governing bo will serve as the official,link between the

cil!School's ,internal Oinknents' and its various, affiliatdd and external -

constituencies. Whatever the local circumstances under which the

School is implemented, its governing body should'be comprised, minimally,

orally, of representative's of its parent university, ef the ambulatory-
, r

L

care, hok3ital, research, and major educational institutions with .

( i

which it affiliates, and community leaaets ancilay people repre-

senting patielits. The governing body will help (in concert with

students, faculty, and alumni) to ensure the School's success and

accountability to the public, to bring pertinent experience and per-

spective to the review of the School's- policies, and tr,present to

the School's adMinistration, faculty and students, the'pei-tinent

interesis -and concerns of the community and of groups not represented

on the governing body.. .

The SHP governing body could either be forMed from an existing

l
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structure, such as a university board of regents, or be developed as

a new, free-standing body. The external organizational structure

proposed in this chapter (see Figure 1) is based upon -a newly formed

governing NAT= i.e., the SHP governing body will relate its activ-

ities to the School's parerit university and to its affiliated,re-

search, patient-care, and educational entitiest but it will function

autonomously fiOm the boards of regents (dire . trustees) of any

of these institutions.'

All members of the-SHP,g7erning body wi W rve for finite

terS, and their reappointments will b= e:ated. All initial and

subsequent members will be selected by the'respective governing

boards of the parent university, the affiliated hospital, the

affiliated or adjunct research organization(s), the various other

affiliated clinical and educational organizations, and community

organizations. An individual designated to, serve on the SHPgoverningt

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

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

represent the. views of that organization. It is anticipated that those.

who are selected temembership on the SHP governing bodjr will be

primarily community leaders and. representatiyes of the professions beink

trained.in the Sdhpol.
4

It i& essential that members of .the SHP &overili'ng body be par-
.

ticularly, and perhaps singularly, committed and dedicated to the

goals of the, $chool. Innovation in education requires constant modi-

fication and rethplciiig; individuals with simultaneous responsibili-

ties or commitments to-other educational. institutions would find thein-

selves rapidly,over-committed and frequently confronted with potential

conflicting i*rests and priorities between SHP and the other (cam-

peting) institutions..%

The organizations' that aj)point members to the SHP governing r

body ;111 retain authority in those areas With which they'are tradi-'

. tionally and appropriately concerned; thus, academic appointments to
,

SHP will be handled through the parent university; research appoint-

.- mentS and activities will be handled by the yesearc organizatiam(s) ;

and patient-carepOlicies and serviceildnd appointments to hospital
4

staff and departments will be the proyince of the piertinent hospital

69
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.
health services organizationt

SHP.governing body, will' relate to.the.Scho011schief

administrative officer through an SHP organizational council (mer,' -

Figure 1); the'organizationaicoUncil will include 'the academic vice-

president of the parent university and the respective vice-prisidentA

of education for the affiliated hospital'healthservices and'research

organizations The chief administrative officer of the School tioilld

be 'a member and the chairman of the organizational Council.

The arrangements described above 'for the. School's relationships

with its affiliated organizations and external constituenpieirepre-
,

sent only one of several potentially workaile arrangements. Anumber

of optional structures for the School's "external organization" ,-

With reference'specifically to a School'impleMented atUOP/B4C -.are ..-,

presented in Appendii 4. \
Formal legal relationships will be reciUireebetWeen the School,

and each of the health-delivery institutions-Witl4ich itffiliatps,
I

for, the purposes of stuOent education. A sample formal affiliation:

agreement is included. in Appendix 5.

INTERNAL ORGANIZATION OF THE SCHOOL OF HEALTH PROFESSIONS

A. -Faculty, Student, and Administrator Roles and Priorities
.

The internal organizational structure proposed,for thellOol of'

Health Professions is designed to,make it possible 'for faculty,:

students, 'and administrators to fulfill their fespectii.re major respon-,

sibilities and priorities as deScribedbelow:

Faculty::-SHP faculty' will be responsible ior.developing

andiroviding the educational ex0eiienceS 'required by, .

the curriculum., Members of the faculty'will,,,engage in

patient-careand'or researtht(i.e:deducational, clbi- *1'

. .

cal, or biomedical) as'Appfi5pridX0",to each faculty % 'v.

Member's background
, .

, to hiS'needi for'professionai growth
.

#

and development, .arid to the priorities of the kiwi.

Faculty members will :also help to develop a goveinance",

plan that Specifies authorityr responsibilities, and,
-,

,. 7, 1 \
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accOuntability, and will be responsible for abiding

by'-the ,plan so-developed.

Each faculty 'member _will ,relate to the ,adminis-

trafion through a formal contract (specifying respon-

sibilities, terms of performance, and means of

evaluation), which will be the basis upon which a

faculty member's performance will-be'judge(Landupon

which his -continued 'empfoypent and promotion-will be
-

based/
-

It
t' -Students:: SHP studentS will accept responsibility

for their own education and for effectively contribut-

ifig to the selection.and.Promotion,of students and

-"faculty. This. latter retponsibi-lity. nOf -an ac-.

cipied-pVacti6e schpols Although the respon-

'will *uire -students s.to invest ,sufficient , .

,
Pme and effott beyond that .retjuited"for reaching

thelr-strictly educational goals, it will increase

and improVe communication between faculty. and students,

and is-considered .by ISHP-to be an integral' pait of

becoming a professional.
; '. '

. . ;

-.. AdininistratOrs: The Primary ftinction of the adminis-

tration 'it t6 faciliftte the educational activities

--, -.,- . -of the School., SHP"-idininistrators will: (1)-facili-

tate the'lliteraction of fatuity and students in the .

pursuit of the Scfidol ' s joals ; (2) suggest, gdide , and
.

presenti., options in, priorities Iricl

,

Suggestions for
, .

chalge; ".(3) proVide the atmospher,e and SUppOrf-for% ..

, faculty -and students to dorrtinua-1-15r--61arify goals; '

:,(4), relate to thp.,.SHP governing body concerning their

performance of contractual expecttwies (similar to the
, , . ,

way in which, faculty will relate to the adMinistration);"

- .. 1, (t).. become inicolved with all Segments of the School
0 .

- ., and corn bnity in establishing policy,; setting priOri-
,.-; , -...

ties, and developibgprogranis; and" (6) 'be the account-

able Officer's for ,the Schail -- for its management and
. .4 < r
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A

its continuing functioning' nd support.

..
B. The SHP Internal Organization: \Structure and Function

,

The piOposed internal structure. or the School of Healtli

Professions is illustrated in Figure 2.

The departmental organization familiar 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 foIthe team de livery .of primary health-cafe.

kowever, the need for some administrative structure along pro-
..

jessional lines for'the purposes of.health-care delivery, research,

and graduate'education is recognized. Hospital and specialty groups

affiliated with the School will maintain departmental organization and
.

identity. Similarly, the affiliated research 'institutes will maintain

their organizational structures organized around disease,'organ, or

basic science disciplines, However, the internal. organization of the

School itself will not be based upon a departmental structure, SHP

faculty will -be able to maintain professional, financial', and academic

associations with pertinent departments outside Of the Sthool,'while

workings non- departmental arrangement within the School..

There are a variety of wars in,which the faculty could be orga

nized for advisory and decision-making purposes. For example,'.the

various stages within the SHP curriculum (see Chapter 2) might be used.

as the basis upon which several committees could be developed.

Another, more traditional, way would, be to have one Committee consis-

ting of representation6Of

pos'Sibilities would be to

structures as the mode of

decision-making purposes.

The.organizatfonal,principle.selected fOr the Schbol As neither

of,the above;.instead, the basis upon which faculty advisory and deci-

sion- making groups will be formed will be the patient - problem Modules

-upon which the curriculum is based.

A module- committee, wh'ose membership wiil,be.conposed of,

basic scientists and of clinicians. Other

use organ systepls or typical departmental

faculty representation foiadvisory'and.

.

. 63

-

and''

s



I i.
1

I4,

FIGURE' 2
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ROPOSED INTERNAL ORGANIZATION

FOR A
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elected by, faculty, students and educational personnel, will be

created; it will be responsible for the development of instructional
4 -

materials, the evalUation and implementation of clinical experiences,

interprofessional education, 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 personnel on the module committee so that adequate and

appropriate distribution can be assured.

The professional identity'of'SHP faculty members will be recog-

nized thiough the establiskent of a professions committee, whose

membership will be composed of, and elected by, faculty from each of

the professions edUcated.in the School. The professions committee

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 for* to deal with matters such

as licensure (and relicensure) of students nnd'faCulty,neW-research

developments or activities, and.employment conditions. The variops

administrative concerns of the faculty, such' as space, support per

sonne travel, and changing assignments, will be handled, through

the professions committee.

The professions.committee and the module committee will be the

prime source of elected representatives to the SHP executive

committee. The executive committee is the senior decision-making' and

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

quent and regular intervals, with the chief adminiStrhtive officer and

others from the School's administration. The executive committee will

set general internal School policy guidelines, in cpordination with

the chief administrative officer, and review and recommend appoint-

ments and promotiorip of both faculty and students.

The third source of executive committee members will be repre-

sentatives from the faculty and student body who will be placed on the

executive committee by general election. For purposes of initial.dis-

cussion, it seems that weighting the representation 9f various constit-

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

o 5



representatives from the nodule cbmnittee, professions committee; and-

from the faculty and students could be distributed at 4:2:1; thus, an

executive committee of fourteen members, plus the'chief.administratiVe

officer, Would be composedOf ei.ght membeiS from the module committee,

four members from the professions committee and one representative

each from the faculty and students.)

The central administration has n2t been specified ,beyond the

chief administrative offiCer. By creatingabels (e.g., dean, asso-

ciate dean, president, vice- president, etc.), a set of expectatiOns

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 shave

both advisory and decision-making roles. The professions committee

will have decision-making responsibilities in health care, and the

module committee will have decision-making responsibilities in

curriculum implementation and interdisciplinary education. The

executive committee must establish with the chief administrative officer

a clear understanding of their respective decision making responsibilities.
*

It shall be the duty and power of the faculty, through its

elected repregentativos on the executive, professional and module com-

mittees, to'recommend to the executive committee, and particularly to

the administraiibn or chief administrative officer, management deci-

sions regarding the policy, 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 shall also

formulate and recommend student admissions requirements, determine

criteria for student promotion, and'shallrecommend tc the SHP. govern-

ing body the granting of appropriate degrees. .

From time to time, ad hoc or task force groups, primarily of

faculty and administrators, Will be createdto 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 rigidity and excessive complexity in the

School's organizational structure, these groups should be disbanded as

I.
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/
soon as they have accomplished their express purposes. 'Such commit-

tees may be established, and their membership determined, by the chief

administrative officer, by the executive committee, by the professions

committee, or by-the-module-ecmmittee., Unless an ad hcic group's

specific charge logically precludes students, every ad hoc group will

include one or more student representatives.

W. GENERAL ACADEMIC AND AMINISTRATIVE POLICIES

_
hen members of specialties, reiearch organizations or patient-

care departments outside the School are assigned educational functions

within the School of Health Professions, their primary responsibility

will be theeducation of SHP students; other responsibilities'and

duties will be of secondary'consi4eration 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 administrative officer,

and with the director of the profesSions or module committee and

the
.
Chairman of (their (external)" patient-care or research department,

!

if applicable.

. A faculty ember may first be recruited by an educational program
. .

within the School or by an outside patient-care or research depart-

ment. If recruited by an educational program within'the School, he

may choose to have asecondary appointment within the appropriate ex-

ternal department.
, ,

The School of Health Professions has the responsibility to docu-

_ Illell p record, and evaluate its.,educitioni planning and implementa-
-

tion. To this end, educational, health-care and behavioral research

shall be integral parts of the SchOol and its first ,research priority.

However, scientistsdritiaTanftajor interest in biomedical research will

also be encoilraged o becomeinvolved in the School. For example; the

Institutes of Medic .1 Sciences (IMS) are an integral part of the geog-.
4

2

raphy and atmosphere of Pacific Medical-Center in San Francisco. If.
_ .

the-School were impl -nted at UOP/PMC, negotiations for time and

space (for biomedical research) with thetIMS would, be.carried.out by

prospective faculty me bers and by the chief administrative officers
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of the School and of EMS. (See Appendix 15 for q description

of the several institutions conprising the Pacific Medical Center

complex.) ,

Faculty policy will conform in general to the statemenr of

governance of colleges and universities in the American Association of

University professors documents and reports (1971), with tL exception

of tenure. As traditionally applied, tenure means continued support

c.

of a tenured individual, regardless of his perfOrmance of duties; only.

immoral behavior or program deletion are considered legitimate grounds

for dismissal. In the School of Health, Professions, a faculty mem-

ber's continued employment with the School will be subject to annual

renewal; his employment will be renewed-automatically; provided that

he has net 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 creativity beyond the simple

meeting of minimal performance criteria from year to year will be

expected.: This approadhis intended to assure quality performance by

faculty without sacrificing freedad of expression.

To permit the expression of a reasonably broad range of views by

those who will have to 'abide-ET the School's governance, the writing

of specific 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.-
6
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CHAPTER 6

EVALUATION

CHAPTEP,summApy

Evaluation is particularly important for the SHP since'many of

the School's concepts are experimental and dependent "upon systematic

assessment of performance. Systematic procedures are despzibed and

illustrated for evaluation of students, curriculum,.facultj,
administrators, andthe organizational structure.

9
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CHAPTER 6

EVALUATION

I. INTRODUCTION

The evaluation system at any educational institution is one of

its most important components. It is particularly important for the'

School of_ Health' Professions, many of whose concepts are experimental'

and dependent upon systematic assessments-of, perfOrmance.

The SHP defines evaluationas the pideess of describing some

person, process, event, or product and judging its worthwith respect

to an explicit or implicit standard (Stake, R., 1967). Such judgments 4

should usually provide inforMatiOn useful for decision-making.

.Some evaluative activities 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 habitg and devote increased

time and.effort to, areas of deficiency: Faculty closely monitor

educational programs as they unfold to discover where. faculty effort

needs to be increased 'or redirected, or where' additional resource: need

to be brought-forward.

At periodic intervals, it is necessary to make basic decisions

about students or programs which requirea more formal atherink

weighing of evidence. These evaluations are called su tive

*evaluations. Since both the achievements of'the students and the effec-,

tiveness of the programs4.facUity, administrators, instructional

resources and 'materials mist undergo evaluation, the School will

have four types of, evaluation in progress at all times :'(1) formative.

evaluatiOn of students; (2) formative evaluation of programs, faculty;

administrators, instructional' resources and materials; (3) summative

evaluation of students; and (4) summative evaluation of program's,

faculty, administrators, instructional resources and materials.

69

8 0



../

4

4

II. PRELIMINARY EVALUATIVE PROCEDUPET

Some preliminary steps .essential to an effective evaluation

prlocess have already been performed in the course of planning the

School of Health Professions, and this report reflects some of them.

It is desirable that any new program and any revision of existing

programs in health protssions education be able to answer the following

questions:

What are the program's goals and objectives in terns

of both instructional process and student performance?,

Are these goals' and objectives appropriate and

congruent with the demands of the present health -care

system?

Is the educational system that is planned to reach these

goals appropriate, feasible, and practical in terms of

cost-effectiyness, ,the state of present-day'knowledge

about kealth-care systems, the organization of medical

education, and the principles of learning?

What assumptions are made, in designing the system?

-What methods are used, to test these assumptions and then

to modify the program accordingly?

What data are to be ,collected regarding the program?

When should reassessments of the program be made?

Ho4, can improvements and changes in the program be made

after if is, underway?

-

III. PROPOSED FORME AND METHODS OF EVALUATION

..-, AL: , Introduction

Tko evaluation biases should be made explicit to the 'reader.

The' first is the need for frequent and agreed-upon feedback concerning

perforpance,regardless of whether the subject is 'students,

curriculum,. faculty, adiinistiation or organization. The second. is

that Such feedback is infinitely more likely to-change behavior in

desired directions if thepele affleCitedagree beforehand on the

frequency andkind,oifeedback.and criteria involved.

4'
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B. Evaluation,of Students

The evaluation of students will have three major goals, The

first and most obvious will be ensure that each student demonstrates

the competencies. 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 provide the faculty with

frequent evidence concerning each student's progress. The second goal

should be achieved by virtue of the numerous sell-eyaluations in each

module study guide (see Appendix 1 for examples) and the third goal

should be achieved by virtue of the communications system described in

Chapter 7. Therefore, this section focuses on the first goal

assuring that the student.demonstr4es 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 ideirice or procedure will be suited

to the kind of competemcy being evaluated. For example, if recall

of knowledge were important to a particular objectivef a multiple

choice, true/false, or matching question format would be used since

th'ese are most suitable for evaluating this type *Competence. If one

wished to measure a student's ability to apply iaormatiOn, one could

select a Case''StudyP/oblem format. (Fleisher, p.s., 1972; for an

example, see pages 34-36 of the Obesity Mod e Study Guide in Appendix 1.)

If problem-solving or clinical'judgment i being as sed, then one could

sefeci a Diagnostic or Patient Maftagene t Problem, oth r written or

computer simulations (Helfer, P.E., alid Slater, C.H., 1971; McGuire,

C.H., and Babbott, D., 1967; Williamson, J.W.i 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 Sdvey,

B., 1973). Also, simulated patients can be utilized to evaluate

communication skills. Various simulatiOn problems are included in the

modules so that students can gain practice and feedback in informal

settings prior to encountering such problems in formal certiffcation

situations.

The achievement of.,attitudinal'goals can be measured in three major

71
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ways: by questionnaire, through structured role playing exercises, or

through structured oral examinations. The major attitudidal assessments

will be 'iiiade by racalty.(especially advisers).aha by fellow students.

The evaluations in the SChool Health,Professions will emphasize

applica Ian problem-solving much more than recall of information.

ItSho emphasized that in all eases, acceptable levels of,

performance 'be,predetermined before an evaluation is conducted.

This ensures a criterion-referenced approach. A studentleither succeeds

Or fa. to demonstrate a particular level of performance: If he

fit he has the oppatunity to repeat (within limits) until he is

able to demonstrate mastery.

Evaluation of Curriculum '

It is highly desirable to monitor the day -to, -day operation ofthe

curriCluni so that Changes can be made during the program to correct
, --

for deficiencies. This can be done by faculty observation; informal

discussiohs with students', student que onnaires mAanalysis of

student performance on practice quizzes. For the clinical aspects of

the curricunm, data will be gathered from patient records and charts,

infdtmal observations, and patient opinion.
_

The major curricular components to be eValuated are the modules,/

both individually and in the context of the furl cuiricul4p. The

effectiveness of each module, the clarity and appropriateness of

instructional materials, hand' sequencing and pacing of student study
.

are examples of areas to be evaluated. Sources of data will include

-student performance during each module and 'kA the clinical units;-'

student attitudes toward the instructional Mdt flals,learping

e±periences, curricular organization, and faculty performance, and

faculty opinion regarding ease. of implementation and student problems:

The educational comp.onents of the clinical units are a second

major subject for curricular evaluation. The.ease, efficiency, and

effectiveness ofAudent-patient=ifaculty'inteaction are examples. of

'areas to be stu8I6d. Data sources will include dirpct observation,

interviews, and questionnaires.

Ptctice profiles'systematically derived Troth patienrfecords

will provide current informationon changes in incidence or prevalence

'.;.S2Itt
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to

,`of health-care trroblems and diagnoses. Such changes could then bem
,

used to update the curriculum, ,

At regular intervals !e.g:, yrly), student, faculty, and

administrative representatives _will review data on such :oVerall issues

as the following: s

Are the orig al curricular objectives, still appropriate?

If not, wha changes need to be blade and'why?

What ,eviden e, is there that the students are accomplishing

the' objectives? Is the evidence adequate or is more

needed? .

ir

hhat do the ,students and faculty think of ,the,curriculum?

Why do they feel ,the way 'they do? If student or faculty

comr:ot6 are not acted upon, why'lloe?

How ftctive has the faculty been in'planning instruction

and in'rlliiineto students?
.

Are the program goals still appropriate?

Are the goals, objectives, and -instructional methods

still 'congruent? 4

}vat changes In the objectives , instructional, procedureS

and evaluation methods need to be made in response to

data from student performance and opinion?

What new data must be gathered?'

The measurable goal of the curriculum istotrepare graduates who
t

can dellionstrate the required collective competencies' in 'al reasonable

period of time. .
Beybnd that, however, the SChool will gather data on

the experience of its graduates in ternis of placement and success in
their practice settings and the extent to which the .currieular

'of developing lifelong learners isbeing fulfilled.

' D. V Evaluation of Faculty

Assessing faculty competence is a complex and controversial task: .

With, respect to a faculty member's 'educational efforts several ,

; possj.bi li ties , exis t . The ultimate measure is the amount rate of

learning of the students -for whom he accepts responsibill This may

appear paradoxical in a schdol that pAfesses to place the major bUrdden

.
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1-

,

of responsibility for learning on its students. The explanation is

that while, it is the student's responsibility to learn, it is,the

responsibility of the faculty - especially of the faculty adirisers - to

guide and counsel, students to learn more efficiently,pn their own.

Faculty responsibilities for facilititing student learning are specified

in a faculty performance profile (see Caapter 7). \'
. ,

Other modes of evaluating fatuity educational efforts include the

following: (1) student feedback,^mainly in the form of questionniirgs;

(2) analysis of the mount of time-spent in educational activities`

(advisirigs individual and small-group teaching, creating-module study,

guides, and service on educational committees); and (3) analysis of the

quality of these educational endeavors. It is important to emphasize

that' teaching will not be evaluated on the basis of coMparison'with an

ideal, beCause there it 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, intem of his
..

abilities to'maximize his strengths (and mininuzehj.s weaknestes) in

assisting, students to achieve 'thier individual learning goals

expeditiously.

A faculty member'S research will be evaluated. by those of his peers --

who are qualified to perform such an evaluation. The patient-care

activities of the faculty'can be evaluated in much the same way that

was.suggested for students - i.e., by means of patient-care record-.

audits. 'Patient interviews, and possibly.patient 'cenpliance studies,

can also be used. .

01.-

Faculty rebppOintment, promotion, and salary increases will be

based upon an. individual's satisfactory progress in the course of

frequent feed*k of evaluative information. TO the-greatest'extent

posSible, faculty evaluation must be" conceived of as a Pogitive method

Of encduraging and gUi4ing,indivicit to iMprove 'their-educational

effectiveness; its potential forfbeing -regarded or used:in a pejorative'

Aor Punitivel way should be avoided For the system to be iMplemented

,in, this spirii.requiresihat the School ,make available adequate, :

resources. ,"(e.g., in- service training) to enable factilty.metbeis't6

improve' their performanCe'in accordance ifith.the feedback and direction

they receive ih the evaluation pr cess:

'1
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Evaluation of Administrators

Administrators in the SHP'are conceived of as fadlitators and

coordinators. Therefore, wherever possible, the specific responsi-
.

biiities'of eaoh.administrator will be defined in an individual

performance. profile (see Chapter 7). Each profile will contain state-

ments referring to the timing, frequency, and criteria for the review

of tyre administrator's performance; these reviews will prOvide feed-

back to the administrator and become springboards for corrective

actions'on his part. The reviews should be available to those in the

SchOol to whom the administrator is ultimately regponsible and

accountable.
;0-

F. Evaluation of Organizational 'Structure

.,

.
A review mechanismwill be incorporated into each Organizational

.

mode utilized in t)e Schobl.' For, 'example, suppose an ad hoc group,: ....---
is given the task of defining_a series'Of problems, putting .them in

i;riority, O'rder'and.suggesting optiOns fdr. their.iolUtiono In the

formation'of such a group, some written Statement should be made
.

)1 . -.

regarding review of 'the grO' work (i.e., the timing, frequenCY ) and

criteria forthe review). Thi philosophy will'be applied to as many.
. .

organizational arrangements as possible.

These organizational reviews are unfamiliar to many and/may prove ,

)difficult to impleMent at the'beginning. 'Arr organizational develop-

s ment consultant, hired lyer a six72month to a'fx111-year period to work

'with 'the SchoOl's initial faculty and admdnist:ratorS, might prove very

helpful in'creating these organizational review Bechanisms. His

assistanceoUldbe best rendered before the School opens. The

consultant's involvement with the Scboolshould be'extensive enough,

to ensure his familiarity with its objectives and the continuity of his

advice, but not.so frequent or Nitensive that he'lose; his outside,'

objective pefspective..
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CHAPTER 7

,COICNICATION SYSTEM

CHAPTER SUMMARY,

A.commUni;cationS system that specifies the flow of information
between and among the people involved in the School is autlined;
There are three basic kinds of information - administrative,

A ,

instructiodal, and evaluative .1 that are useful to administzators,
facility, students, a ,nd /or non-faculty practitioners. -The Chapter

describes these%three kinds of inforthtion and the ways in which
they will be util±zed to maintain and improve. communiatipns
witfiin the School. %"

P
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CHAPTER 7 ,

COMNICA I ON SYSTEM

I. INTRODUCTI

t.

For the, curriculum and associated evaluation system described in

the preceding pages to Operate, relevant administrative, instructional

and evaluative information must flow to and among the people involved

in the School. This chapter describes, the functions of the people

(administration, faculty, students, and outside practitioners),,the

kinds of information involved (administrative,-instructional, and'

evaluatiire), and the communications system which allows access to this

information. Systematic aclva'nce planning of the flow of information in

the School should increase the likelihood of having a good communication

system, something rarely, achieved in most health professions schools.

IT. PEOPLE,: ADMINISTRATION, FACULTY; STUDENTS, PRACTITIONERS

A. Administration

The role of the School's administrators is to facilitate the
1.-

educational, 'patient-are, and research activities of students and

faculty. The administration will develop, and Maintain an administrative

system compatible with an inaividual d curriculums Thisjnrplies the'

need for administrative representatives to be actively involved In

curriculum planning, as well as in'continuous communication among

stuaents, facultyf and outside practitioners./
B. Faculty

The facility of the.Schobl will function in at least one of three`

major roles: as advisers, as resource\faculty,(ftnd as primary-care, s

clinician teachers, and practitioners (see Chapter 3). The adviser is

responsible to his individual students and td an inta- and/or inter -

professional team. ,The adviser is the student's major resource as he

progresses through eachrodule. The resource faculty of the §chool

-
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'(e.g., basic scientist;-behavioral scientist, clinical specialist, and
-

clinical scientist in any profession) is cognised of content experts

whose responsibility is to facilitate the student's acquisition Of

specialized skills or knowledge in any given discipline., The primary .

care clinician faculty deliver and teach patient care-Within the School,

and supervise students delivering care.

C. Students

The student's goal in the School is to become a competent.health

professional. He has responsibilities as a self-directed learner and af

a team member. His relationship with his adviser is of particular

importance in his educational experience. With the adviser's help,

he will progress through his educational program and gradually develop

the skills of an independent learner. As he does, he will'be able to

select and pace his learning experiences, evaluate his progress and

identify deficiencies. When the student feels he is ready to be

certified by the School in'a particular performance area, he can

schedule hisexaminatiOn and evaluation time with his adviser.

D. Practitioners (Non Faculty)

This group is to cepsist of graduates of the School, plus

graduates of other schools, who are involved in continuing education at

SAP, or who are providing feedback about the health-care system and

patient needs, by means of conducting self-audits oftpatient records and

of maintaining prdfiles of their practices. These two michanisns will

provide SHP with the data needed to maintain a curriculum that continu-

ously reflects current health-care problems and needs.

III. INFORMATION: ADMINISTRATIVE," INSTRUCTIONAL, EVALUATIVE

The, data accessible'to faculty, students; practitioneri, and

administrators are categorized as administrative, instructional and

evaluative. Becaus,e of the extensiveness of the desired coirinunication

system, information will be made retrievable through conputer terminals

whenever practical. L

i8
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_Administrative Info t an \\

Some of the aadminis rative in tion will be disseminated by

traditional Methods such meetings memoranda, and bulletins. In

addition, two computerize data files will Make certain kinds of

administrative information available to those involved in the School.

One of these files will provide'Operational data, including
e

organizational, financial, managerial, and other infaxmation about

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

such as educational requirements, employment-opportunities, job

descriptions, and salary ranges fOr the various health professions.

This information will keep the School apprised Of changes in health

manpower needs and will also he available to assist students.

B. Instructional Information

A'library/learning 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, faculty,

and educational support staff of the School. Information essential to

the curriculum. of the SchoollWill be available through annotated

learning resources catalogs, which list the available instructional,

resouroes.and materials and'indicate their location:' InstructiOnai

materials per se may or may not'be computer-based and will include
I\

textbooks; module study guides, other self-instrtictional units,

simulations; descriptions of clinical experiences with patients, and

films. Computer-based materials, can be obtained locally or. made

available thYough the Lister Hill National Network of Biomedical

Communication. It is the intention' of the School of Fealth Professions

to_utilize existing educational materials whenever appropriate and

available.

C. Evaluative Information,,

. . ,

Much-of the evaluation materials will also be housed in the library/

learning resource center. Evaluation materials will include simulations

,-Of health-care situations and forms for recording direct observations;

as well as written and oral examinations. The module-study guide
at

''See the following' apter for a discussion of the relationship of.the

various catalogs to ;he-module study, guides.
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catalog will be organized according to patient problems, diagnoses,,

and certain other fdnctional areas (e.g general office Piocedures).

Each module study guide includes self-'assessment and final certificatiOn

1

materials (see Appendix 1 for saApie study guides).- Certifying

examinations will also be indexed and retrievable independent of the

study guides. -

,

. There are several hew and distinctive components to the Evaluation

Information files:
6.

.

The performance profiles (students, faculty, administrators)'. A

performance profile describes the responsibilities of each student,

faculty member, and major administrator. 'Based.primarily on the module

study guides, each student will have a performance profile that

identifies the degree of proficiency to, be demonstrated before receiving

a degree or Certificate in his chosen profession from `the School. The

student uses this profile to direct and pace his own learriingexperience.

Feedback frail/ a variety of self-evaluation instruments and techniques,

as well as from peers and faculty members, will help him to assess and

monitor his progress.

Each ,faculty member and administrator also has a perfOrTance
4)

profile. These profiles, are developed jointly with those responsible,,

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

tr ( An adviser's performance profile will specify tasks related to involve-

ment with students. A resource faculty member's profile will mainly

reflect tasks relatedto'the content areas for which he is responsible:

-A, primary-care clinician facultyLmember's performance profile will

describe patient-care-and student-supervision responsibilities. The

administrator profileidentifies tasks related to managerial and

organizational responsibilities. The performance profile varies with

each faculty member and administrator and changes as his responsibilities

are altered.

The self-evaluation charts (students, faculty,. administrators,

Each will maintain a'self- evaluation chart composed of the

self- sessment sectiono of the study guides, and other areas listed in

his perfollitaace profile; the ,informatidn Will be proprietary to the

individdhl. The results of every self-evaluation session will be

recorded on the chart. This allows the student to evaluate the skills

80 92'
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in which he must demonstrate competence to monitor his pmgreas through_

his educational program, and to determine when he is ready to be

, certified in -a particular area.

A similar self-evaluation chart will also allow a faculty member or

administrator to evaluate his own competence systematically in the°

tasks specified in his performance- profile, and to correct any

deficiencies. This system helps toensure'a high level of perforMance.

Sitiiarly, a (non faculty) practitioner may keep performance
.

profiles and self-evaluatiOn charts regarding his continuing education

and medical audit activities.

The certification ;hart (students). Each student will have a

certification chart, which lists the objectives he must meet in order

to obtain a degree or certificate from the School. The objectives are

identical to the Student's performance profile, but the' certification

chart includes hit performance records: With the certification chart

the student can monitor his progress, throughout his educational program.

The chart indicates areas in which he has been certified, th9se in

which he,has attempted unsuccessfully to cerii 'and those not yet

attempted.

The iime=effort chart (students).' The time-effort chart will

tell )a student how much' time and, effort he has expended 4s he progresses

.thr-ough the curriculum. This information will be recorded and available

: in both his self-evaluation and certification charts

A practice profile (practitioners). Pr9fessional)plealth;care

providers who are affiliated with the School will maintain,individual

practice profiles, which will provi.de an, analysis of their practices in

terms .of the kinds of health problems seen most frequently. A

practice profile will include such information as the sociological

background of patients, th setting in which patients are encountered,

and the patients' presenting complaints and diagnoses. This kind of

information will be reviewed periodically and used to make changes or

modifications in the curriculum.

o. Curriculum information. Data to provide an indication of
.

how well the curriculum is functioning will be kept in the evaluation

information files. The data include descriptive and evaluative.

information about the curricular design, the process (e.g., length of

A
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time required to complete -e-a-currieular modulet- and -the outcome '(e.g. ,

the number of students certified in a given module):

IV. COMMUNICATIONS SYSTEM: INTERACTIM.OF PEOPLE AND INFORMATION'

A Computer system will make'it possible for the people in the

School o have access to the available information. The data will .

stored n a School of Health Professions computing facility and will be

made available through strategically located computer terminals. The
.

-

system *Till also have access to educational materials stored in other'

health sciences computing facilities throughout the county.

Table 1 indicates ea individual's degree of authorized access

to both computerized and n -computerized information available in the

School's databank. Access is defined in terms of the ability of a,.

particular kind of personnel either to view or to change.thOrata in

the various files. For example, the chart shows that a faculty member

has unrestricted access for viewing all data in the health manpower
A

file found in the adndnistrative information section of the data bank.
.

However, he has no authority to make changes in this data. As

another example, a student can ,only.view and change part of the self-

evaluation file namely his own.,

The logical flow o? computerized information among administrators,

faculty, students, and practitioners has been developed and is

described in Appendix 6; a flow chart details how'the communications

system can be used to view information in the%files (consultation mode),

to assess and judge (evaluation mode), and to change or update'

information (file maintenance mode).

Thus, important data will be available systematically to thosebwho

need it for planning and decision-making within the School'. The

expliciteness'of the system should facilitate clear communication and

allow%appropriate changes within the system to be made with relative ease.

s,
7
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TABLE 1

INFORMATION INDIVIDUAL ACCESS AND AUTHORITY

FOR A SCHOOL OF HEALTH PROFESSIONS

INFORMATION
.

IAtMINISTRATCN rikcIELTY SIUDERT PRACTITIONER

View

,

Chan e View- Chan.e View View than e

ADMINISTRATIVE SECTICN

All

All

AlI

All

Part '

All

None

None

Part

All

None

None

Pa;-t

, All

. '

None

None

Cperatlonal Data

Health Manpower Data

AnucrictieeiloN i

All

All

.All

None

None
$

None

All

All

All

Part

Part

.Part

All

All

All

Part

Part

Part

,,

All

All ,'

All

Part

Part

Part

Learning Resources
Catalog

. Tasiand Problems
$

Catalog

Instructional
,

Materials

EVALUATION SECTION iv

All

All
All'

.

Part

All

None.

All

A11

-,

' Part

'None

Part

Part!

None

None

N9ne

None

All

All

All

Part.

All

Part

All ,

All

Part

Part

Part

Part'

Part

,
Part

None

Part

All

All

All

Part'

All

Part

Aal

All

.

Norge

Part

None

.

Part

None

Part

Note

None

All

All

All

Part

.All

Part

All

All

;Part

.

rart

Part

.

Part

Part

part

Part

Part

Module Study Guide
Catalog

Evaluation Materials

Performance Profile

Self Evaluation
'

Self-Evaluation
Chart

Certification Chart
n

Time and Effort
Chart ,

Practice Profile

Curriculum Evaluation
Data

\

\

KEY: Access -
ALE- Unrestricte4
'PART - Restricted ' CHANGE

NONE - No access

-

9:5-
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CHAPTER 8

DEVELORENT QF THE CURRICULUM

CHAPTER SUMMARY

I

V,

This chapter and the related appendices outline and discuss the
steps required to develop the full curriculum. These steps inplude
systematic methods for'identifying and updating the patient problems

_ and professional tasks and creating the module study guides. A,
-cost-effective approach for the.development of each study guide ,
,centered around a one-day wor74ghop1 --is described..
7

9 13

I
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CHAPTtr8

DEVELOPMENT OF THE CURRICULUM

I INT1 NC ION

The primary feature of the School oflHealth'Professions curriculum

is the use of module study guides based upon- empirically 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 specific faculty

available, of appropriate clinical resources, and of evaluation criteria

and materials; 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 development. (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 motivation 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 4,40!cted for applicability. The curriculum stresses a

general approach to problems and problem-solving, not simply the

soluiiens to the specific high-priority problems chosen for the modules.

To develop the curriculum, several steps are required:

Health-care problems for each of the professions educated

by the School must be carefully identified by a logical

system that allows for updating and revision. These

problems are the focus of the curriculum content, but they

do not exclude additional problems and situations (e.g.,

general office procedures, patient audit).

The professional tasks needed to deal with the specified

health problems must be identified and, like the health

care paoblems, continuously,. updated. Those professional

functions needed to accommodate anticipated future health--

care delivery needs will also be included.

84
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'Module study guides, based uopn problems and tasks,:must

'be developed, and the accompanying learning and evaluation

resources must be acquired or developed. The 'study guides ,

and accompaqin metPriils inrludP the scientific, clinical,

:humanistic,. and sociological information basiC-I4LeacLo1-----

the varir4us professions, as well as the background related

to the communication 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 bask and clinical science categories,.in order to

demonstrate the comparability of the content in the SHP

curriculum to that.of standard curricula.

II. BACKGROUND

Early planning for development of the School of Health Professions

curriculum was based on the possibility that students could learn

about one healthtcareproblem 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 any particular problem). These

problems and tasks were,t0.%xcatalogued and cross-referenced, so that

it would be posSible for a student to determine which tasks were,

particularly relekraht to particular problems, and vice -versa:.

Additionally, a student couldonsult the problem catalog and discover

which other categories of health professions stuaents in the School

were involved with that problem and identify the particular task and ,

responsibilities of those particular students. For the student to learn

about the particular problem or task, he would consult the learning

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 learning

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.
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The module study guides have solved several of the developmental

and operational problems associated with using these catalogs,

particularly for the professional tasks. (See Appendix 8 fora.

ri - .

__tascksAa12vants,orob-lem have been clustered into one

problem-oriented study guider 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 seqUencing 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 end 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 theyineedfrom the multiple

resources specified in the study guides.

III. MDEULE STUDY GUIDE DEVELOPMENT'

1

Prototype study guides were created for three patient problems/

diagnoses: obesity, diabetes mellitus, and hypertension. (The 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'guides,

and to provide "explicit examples of the SIP .curriculum.

The following disCussion reflects the experience gained during the

development process, A more detailed explanation of the development of

the thredsample study guides is presentedin Appendix 12.

A. Identification of Health Care Problems

The method for identifying health-care problems and for determining

Problem priorities discussed in Chapter 2 is feasible and desirable for

curriculum development. In fact) the use of ambulatory -care records
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and patient- problem datT for educational purpos s has been suggested and

supported by other health profession educators C.E., 1973).

However, useablfcand reliable health-care data covering the,frequency

of-diagnosor,, prob4emsila0--eemp-laiRts, is required; -Major- difficulties

iR existing data are inconsistencies in coding among different providers,

and limitations of, the Coding system itself such is inadequate codes

for patient complaints, .s*toms, or family problems. However, groups

are beginning to expanethe coding systems to include these categories

(Froom, J.', undated; McFarlane, A.H., 1971).

To prevent the problem lists,from'beomning obsolete, patient-care

data from thOchool of Health Professions clinical units, as well as

from other health-care facilities,'will be regularly revieweeand

analyzed by experts in each problem area for new or changing health-,

care needs.

In addition, it is proposed that the graduates of the School of

Health Professions maintain updated practice profiles reflecting the

health -care problems faced in their everyday activities. Other health

professionals in primary -care settings also will be encouraged to

provide the 'School per'iodicalV with lists of the patiellt health

problems with which they are confronted, These data can provide a,

comprehensive list of problems reflecting a particular practice profile.

The communications system described in Chapter 7, has the capacity to

store each of these practice profiles. As any reported profile is fed

into the Computer, the' system can store and display these data and flag

significant changes within each practitioner's profile. The system can

-also flag changes in proftems consul to the profiles Of several

practitioners. Periodically, the flagged reports from the computer will

be reviewed to evaluate changes in problem/diagnoses frequencies)6,mnd to

determine the different tasks required to deal with the new problem
, -

profiles. This information will'be used for todifying and updating' the

'curriculum, as well as for continuing education programs for

practitioners.

B. Identification of Professional Tasks

There are many groups engaged in systematic comprehensive analyses

hit)
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of the tasks currently performed by health professionals (Gilpatrick, E.,

1972; B.H.M.E., undated; UCLA Division of Vocational Educations, 1.972;

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 Ince ',rated (McLean, Vliginia),the Health Services

Mobility Study (HSMS) (New York City), and the-American AsSociation of

Medical Clinics (Alexandria, Virginia). Originally, Technomics

developed and prchided.the,SHP planning staff with a matrix of tasks

performed by the categories of.professionals to be educated in the

School. A representative excerpt of this'matrix and a simplified

listing arpiesented 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 Francisco) present the complete

matrices and are available upon requeSt.'

--The early experiences with the.Technomics tasks (see Appendix 10)

provided substantial insights into Y.heuse-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 end extended task names are included in Appendix 11. The'

HSMS tasks were derived primarily from work done in a primary ambulatory

care clinic that used a team approach for care-delivery. The American

Association of Medical Clinics tasks were developed from a large group

practice and are similar to the original Technomics tasks.

C. Developing The Module Study Guides

Once the health-Care 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 develop, classify, and evaluate instructional materials.

This kind of development is also being undertaken by the joint

Educational Materials Project of"the Association of American Medical

Colleges, the American Apsociation of Dental Schools, and the National

Library of Medicine/National Medical Audio-Visual Center (National
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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., biomedical scientists, behavioral scientists,

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

primary-carepraCrittaMit, and educational design specialists. 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 nodule 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 particulai

problem. A task is selected from the pool for inclusion in the module -

if it meets the first criterion below and at least one of the remaining

three: A.

, It must be administratively feasible to learn the task

in this, particular module,and

The task must be critical to patient outcome for this

particular'problem... or

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 Tasks to be used in other study guides are chosen from those remaining

in the pool.

Following identification of the tasks, performance objectives for

each task will be written, specifying the kind of performance thaethe

student is expected to learn in order to demonstrate his competence in

that particular task. The reader islreferred*to the study guide

presented in Appendix 1 for examplepe Writing of performance objectives

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 objectives were developed directly from the

problem. This is discussed in Appendix 12; see,also, the footnote

under Section iv in Chapter 2.

102
89



Once the tasks and performance objectives have been developed, they

_ will be reviewed, refined, and rewritten individually by the content
,

experts and by the primary-care praciltioners. In addition, omitted

tasks and objectives will be added, and inappropriate ones, will be

deleted, based on-the opiniOnof the reviewers.-

The next step will be creation of the stu y guide by-those primary-

care clinician. faculty who lave major responsibility: for the particular

module, working:in consultation 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

performance objectives. Once'a fir5.t draft of the study guide has been

developed and distributed to all those involved', a one -day workshop.will

be held. The priinary goal of this workshop is to rifine the study

guide and resolve-mry..controversiesamong primary-care practitioners and

content experts Additional content experts, or primary-care practitioners
,

and students will be invited to this 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 evaluation or audio-visual

materials will also be completed at this time. Listing and cross-
...

referencing of the tasks in the module can then be undertaken for the

development of the task and problem catalogs.

ThiS cycle will be. repeted until study guides have been developed

for all the highzpriority probleths and diagnoses..Most of the relevant

tasks will have already been incorporated into the appropriate patfent-,

problem modules. The remaininetases may themselves form additional

modules (e: g., administrative Skills,-rdbardleeping skills).

In developing the diabetes, hypertension, and obesity, study guides,

it became apparent that.there_were certain skills that Would very

likely be necessary as prerequiiites to any of the patient-proelem

modules. Preliminary eperienCe with this developmental process suggests

that, when the initial critical mass of faculty arrive (during the'

School's Development Stage see,thaPterS 11 through 13), and begin to

develop the curriculum, it will be,important'to agree at the outset on

a standard age related data base'fhat will be collected routinely for //
4

all patients. Then history-taking and physical examination study

0,:i
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guides based on this standard data base should be developed for medical

and dental students, 'along with a general procedures study guide for

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

develop module study guides on how to *prepare and maintain a problem-/
oriented patient-retord and on how- to audit records-for qualitytf

care.

The experience gained, in creating each of the three initial module

study guides is described and analyzed in .Pppendix 12, whose contents

include the rationale for the selection of the three initial pdtient

problem, a discussion of the workshops held in connection with each of

the modules, and a description of how primary-care and content

§pecialist consultants were utilized.

I
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CHAPTER 9

INVOLVEMENT OF HEALTH PROFESSIONALS IN SHP PLANNING

CHAPTER SUMMARY

support and participation of a brOad spectrum of health
professionals was actively sought during tle course of the present
feasibility study at UOP/PMC. The means utilized, including initial
communications, 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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CHAPTER' 9

INVOLVEMENT OF HEALTH PROFESSIONALS

. I. INTRODUCTION

FrOM the outset, the SHP Planning staff recognized that the active

participation ansupp&tof a brOad spectrum of national and local
,

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

plementation. Individual health professionals and representatives of

pertinent'prOfessional, educational and governmental organizations

could make criti01 contributions intolthe School's design and provide
4

advice and assistance -in meeting the standards of accrediting, Iicens-

ing and funding institutions.

This Chapter discusses the ways in which outside health profes-

sional's were involved in the planning process, both generally and with

rega-a-to-a-SChoOl that would be locat4specifically at UOP/PMC.

II."' INVOLVEMENT OF LOCAL AND NATIONAL

HEALTH PROFESSIONALS
I

A. The First Year of Planning (Summer 1972-Fall 1973)

From the ,beginning, 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 summer-1972),

the SHP staff met with a number of health professionals in the

San Francisco area who had expressed interest in the proposed School.
. 4

It became clear that the extent of interest and capnitment by these

professionals varied, depending upon the amount of time available

to them an4 the extent of the School's potential impact upon their re-,

spectiprofessions. A small number of individuals both from with-

in and outside the UOP/PMC complex (se,e,Appendix 15), were very inter-

ested in the concept of the Schapl and became directly involVed in

planning and deciSion-making, often commiting substantial time and
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energy. Other professionals expressed interest and approval

of the SHP concept and planning, but did not involve-theinielves

.directly in planning activities; these individuals expressed &desire

to be kept informed of the planning staff's progress.

The staff also''recognized the need, to informand where appro:-

priate, to involve in'the' planning, representatives of various nation-
.

al, regional and state professional sdtieties, federal and state

j funding agencies,- private foundations, and the California State

Legislature and the U.S. Congress.

The goal of the planning staff was to establish a communication

floW that woul4 result in a continual, productive interaction among

the above kinds of professionals and organizations concerning the

design and implementation of the School. The planning staff.estab-

sqveral methods for creating thii ideal situation: weekly

review/ptevieW group sessions in which the'most actively committed

and involved group of health professionals could partiCipate; meetings

and personal contacts; primarily with local health professionals and

health professional groups. istribution of reports on the SHP and its

progress (including the istiibutiph.Of the minutes of planning.ses-

sions); and group meetings with the health professional faculty and

staff of the University, of the Pacific'and Pacific Medical Center.

Mbst of thesemethods of communication and participation were used

throughout the course of the MP planning and feasibility'study.

Initial Communications 4.th Health Professionals. The planning

staff recognized the importance of establishing and maintaining 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 objectives of these initial

contacts included:

o Informing professionals of SHP plans, obtaining their

reactions, and learning of their respective profesiions'

interest in being involved in further planning;

Obtaining their comments about the advantages and dis-

advantages of the SHP plans for their rikpective

professions;

.0( 10 9
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o. Obtaining their suggestions for overcoming any forsee-

able disadvantages; and

Obtaining their suggestions concerning the timing of

' further contacts with repiesentatives of their professions

and with accreditation and licensing bOdies..

'3 The planning staff Contacted orginizations connected with the

f011owing kinds of health professionals; physician; physician's

assistant, medical assistant,. medical receptionist, dentist, dental

auxiliary, registered nurse, nurse practitioner, licensed vocational

nurse, nurse's aide, podiatrist, pharmacist,cial worker, dieticiad,

physical therapist, medical technologist and health care administrator.

Some of the individuals with whom communications were established

early in the project assisted (the SHP, planning staff in determining

the specific categories of professionals for which the School would be'

initially planned (see Chapter 1). ler the selection had been

compldted, the participation of representatives of profess ions that

were not being included decreased, while the involvement of representatives

9f the selected professions increased. The contributions to planning

of local representatives 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/PMC Task Force, discussed below.)

Review/Preview Meetings. Each Thursday during the first year of

the planning, the SHIP 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 previous week's progress and to

preview activities for the following two weeks.

The "previee'was designed to allow those in attendance to

identify areas of interest in which they would like to become actively

involved. If an attendee of the review/preview session was attracted

to a particular activity, he could approach the planning staff member

who was responsible and arrange to participate in that activity.

Although many health professionals were regular attendeesat the

-96
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review/preview sessions, few became involved beyond the extent of

attending the meetings. During the first year, 'le the planning

staff was developing formative aspects of the Sch 1 it was dif-

ficult to productively involve individuals who coul not be on hand

full time to participate in the continual, often eduled, inter-

change of ideas. As the nature of the planning beg to shift, in the

project's second, year, to the, elaboration and refinement of the con-

ceptual Alan and to considerations of the School's implementation, the

level of involvement by outside professionals - especially those from

UOP and PMC - rose.
ts:

Meetings with Health Professional Groups. Early in the first

year, the SHP planning staff metwith the Interprofessional Relations

Committee of the San Francisco Health Professions Council to present

the concepts of the School'of Health Professions. This session re-

sultedin an agreement between the Interprofessional Relations Com-

mittee and the planning staff to establish formal and systematic com-

munications between the two groups. One of the members of the SHP staff,

designated as a representative to the Interprofessional Relations

Committee, attended monthly meetings and presented progress reports.

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 number of San Francisco Bay Area professionals

actively involved in innovative health professions, training programs

was held at Pacific Medical Center. There, was no formal follow-

up to this meeting, but communication 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 professions.

The meetings were designed to disseminate information and to offer

an opportunity for involvement td those who were unable to devote

considerable time to the planning. The planning 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 the at-

tendees in formillating ideas for the School's planning. The forMais

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" (prepared for the Bureau of Health

Resources Development, HEW).

Distribution of the Minutes. During the first year 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 ideas. Unfortunately, minutes 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 greater care should have been,given to both the

preparation and the distribution of the minutes.

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 11013.9hool of Dentistry. The initial meeting introduced the

metbers,of the SHP plaping staff and briefly discussed some of 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-

signed to enlist the direct support and involvement of fadulty and

staff at PMC/UOP. The active support of some of these individuals

was reflected in their subsequent member8hip on the Task Force

(discussed below) that was created to consider implementation of a

School of Health Professions at UOP/PMC.
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B. The Second Year of Planning (Fall 1973-Fall 1974)

The contacts established during the first'year of planning

were maintained in the second year; in arldition, a number of new in-

dividuals became involved in'planning, and a number of new channels

Of communication were opened.

Health professionals were informed of the progress of planning

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 elaboratidn or modification.

The planning staff also made a number of formal and informal

presentations of SHP plans to California State legislators and their

staffs and to various governmental agencies and private foundations.,

The-published Research in Medical Education proceedings of the

1973 annual meeting of the Association of American Medical Colleges

included a paper entitled "A School of Health Professions: A Model
0

for Health Sciences Education," that was presented by the SHP plan-

ning staff in November 1973. This paper served as a means by which

the planning staff communicated the concept of the SHP to maw physicians

and medical educators who were unaware of the study.

A number of formal consultants were engaged.- especially in the

second year 7 to assist the SHP staff in assessing the educational and

financial requirements of the School of Health Professions. These cot-
.

sultants, who encompass a wide range of expertise (e.g.,,health ed-

ucation administration, ambulatoryicaredelivery; program evaluation)

and represent a wide range of professions, provided valuable input

to the design df the School arid--ereaiso 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 communication links between SHP and health profeSsionals in

many parts of the nation, helping to keep these healih professionals

informed of SHP planning progress and to elicit peribdic feedback

for the SHP sta.
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In the Spring and Sumner of 1974, a number of health profes-

si Is and students in the San Francisco area (including many fran

UOP PMC) helped to prepare and review the three module study guides

dev loped by the planning staff. (A description of their involvement

is laded in Chapter B; names of individual participants are listed

in the study guides inclUded in Appendix 1 to this report).

III. INVOLVEMENT OF HEALTH PROFESSIONAL

FACULTY AND STAFF AT UOP/PMC: THE SHP TASK FORCE

A. Background

As repOrted above, during the initial year of planning, the SHP

staff held several meetings with the faculty and stiff'of.the Univer-

sity of the Pacific School of Dentistry and of PacifiC`Medical Center

to explain the'SHP concept and to'solicii attendees' interest and

. approval.

Following the completion of the,November 1973 "Report'on 'a

Feasibility Study for a School of Health Professions," the SHP plan-,

"ring staff'and various other UOP and pMC representatives felt that

planning had evolved to a Point where it was desirable and possible

to giv'e careful Consideration to the requirements for implementing the

School at UOP/PMC. the need to broaden leadership and responsibility

for SHP planning beyond the cote planning staff and to include key

representatives of both'Facific Medical Center and the University of the

-Pacific was also felt. Consequently, in December 1973, a Task Force _

for-he Consideration of a School of Health Professions was established

as a formal means of increasing the involvement of SHP's potential

constituencies in, the planning and implementing of a School of Health

Professions.at'UOP/PMC.

The Task 'Force, still active, is comprised principally of rep-

resentatives ofthe following,potential host and sponsoring institu-

tions: Presbyterian Hospital (PMC) the Institutes of Medical Sciences;

the University of the Pacific central campus; the University of the

Pacific School of Dentistry; and the University of the Pacific School of

Pharmacy. Representatives of pertinent professions not already in-
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cluded in the preceding constituencies. (i.e., health care coordinator
-and sdcial worker), are also included on.the' Task Force. (A list of

Task Force members is found in Appendix 13.)

The poitt of departure for theTask Force was the'November1973

Report, which Task Force members reviewed and Critiqued. On the as-

sumption that the Task Force would, be in basic, agreement with the
philosophy of the November 1973 Report,. Task Force-memhers.were charged
(see Appendix,14) to: form a plan' for the implementation of a School
of Health Professions; -to help identify the resources required and

available to carry out the implementation; to design a timetable for

implementation; to formulate recommendations; and to assume responsibility
for communicating the Task Force's progress and findings 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 number of Task Force
subgroups were formed and also met frequently thrcughout those seven
months. The SHP plannerS acted as support staff to the Task Force and
its subgroups.

I.
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 recommendittion that
the member's respective constituencies approve the SHP plan and
endorse its implementation at UOP/PMC..

Task Force members also endorsed the planning of a clinical unit
at FMC. They further agreed to keep the Task Force constituted in-
definitely in order to promote its various recommendations, and to
review and assist the SHP planning staff in continual refinement of
the educational plan, specification of the School's financial re-'.
quirements, and completion of a plan of implementation.

The SHP planning staff compiled the Task Force's deliberations
and recommendations into the "Report of the Task Force" (Appendix 13),
which was adopted'by the Task Force on June 21, 1974.
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t,. Task Force members have invested a substantial amount of time

and.effort in considering a School of Health Professions. Their I\
interest and commitment is evidenced not only by the time they have

devoted to formal Task Force and subgroup meetings,..but also by the

ad,hoc assistance that many of them have rendered to the SHP planning

staff and its consultants.

IV. FUTURE INVOLVEMENT OF HEALTH-PROFESSIONALS

If the School of Health' Professions is established at U3P/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 pationally 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 communication link between the School of

Health Professions and pertinent organizations throughout the nation.
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CHAPTER 10

ACCREDITATION AND LIW'ISURE CONSIDERATIO%s

CHAPTER SUMMARY

Requirements for accreditation and graduates' licensure,for a
School of Health Pr6fessions located in California are reviewed. Few
difficulties in gaining the required forms of approval are anticipated.
The only potential problem might be the Accreditation 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.

r1
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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 uniqueness

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 professional licensing.

Accreditation, which is non-statutory, refers 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 approval of an individual to practice his profession in' that

state; it generally requires a candidate toliave graduated from a

program that is approved by the licensing board or agency and to pass a

special .examination. The factors governing accreditation significantly

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 rapid evolution of new categories of health professionals has

created a problem for state licensing boards and their related training

programs. The emergence of nurse practitioners, nurse midwives,

physician assistants, and of physician extenders in general, provides

a case in point. Many of these p ,ysician-extender training programs

have already produced graduates, *t some states (such as California)
.1.

have no licensure requirements specified for them, or are presently

in the process of determining whether licensure 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 communicate SNP's
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curricular content an4 structure and trate how they net

pertinent 'licensing and accreditation standards, and to develop options

or solutions to any obstacles that the accrediting or licensing bodies

might pose. .

An examination of specific licensing_ and accreditation requirements

and ofheirr, application to SHP follows. The discussion is based upon

A review of written d6cuments on licensing and accreditation,

consultation with a lawyer expert in the field of health manpower, and.

staff attendance at conferences concerning licensure and accreditation.

Nbst of-the discussion relates to a School that would be implemented in

the State of California, at UOP/PMC.

II. PROBLEMS AND POTENTIAL SOLUTIONS

A. Medical Curriculum

1. Length of Curriculum: There-are prescribed accreditation and

licensing requirements for the minimmilength of physician training

programs. The Liaison Committee on Medical Education (LCME), the

accrediting body for undergraduatemedical education, requires.at least

32 months (Liaison Committee on Medical Education,.1973, p. 2). In
ti

California, a graduate of a medical education program needs to have.

completed 33 academic months and a minimum of 4,000 hours to be eligible

to apply for licensure (California Board of Nbdical Examiners, 1972-7Z,

p. A-37); otherstates have"different legal specifications, although

often the state accepts accreditation standards in'this regard.

While the SHR program is time variable and there are, therefore, no

predetermined lengths of study for any curricula, it is expected that

SHP medical students will,spend, on an average, 146 insttuctional.weeis

( =33 months), of SO hours each (i.e., hours spent in ,various individual

and group learning experiences),

yields an average program length

accreditation and the California

to complete their program. This

that exceeds both the national
A

licensure requireMents.

If a student were .able to demonstrate competency in all the, areas

required by SHP prior to the 32 or 33 months of academic work (e.g.,°A

student with previous health-care 1perience or applicable educational

training), the student might- serve as a supervised intern for the.rest

. .119
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of that period, and the School:would delay degree-conferral until the

student had completed the minimum time required for licensing 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 permit
4

students to substitute an internship' year for the fourth year.

Another (though more remote) possibility would be to petition the

licensing agency to exempt students from minimin time requirements 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 (lien. 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

requirements (Liaison Committee on Medical Education, 1973; California

Board of Medical Examiners, 1972-73) indicates a crucial problem that

must be resolved relative to curricular content: how the 'SHP medical

curriculum, with its absence of courses Eel se, can be related to the

specific and lengthy list of content subjects and"total-hours suggested_

or required by licensing and accreditation bodies.
N,

One mans would be to provide content comparisons between the

proposed problem/task-oriented curriculum of SHP and the licensure and

accreditation subject requirements, by categorizing the tasks, skills,

and knowledge specified in the curricular modules into the corresponding

subject headings used in the regulations.

Another approach would be to petition for exceptions to specific

content requirements on,the basis of SHP's being 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.e., Ohio State University and the University of.

Illinois/Urbana) have implemented elements similar to those of the

curriculum proposed for SHP; the satisfactory performance of their

graduates on examinations of the National Board of Medical Examinets

constitutes a precedent upon which SHP's request for exceptions to both

specific content and cur Ocular length could be based.until SHP began

graduating its own students. 120
105



3. Educational Innovations: There are no explicit constraints to

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 ikovations proposed for

SHP. The LCME and the pertinent state licensiNAody 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 innovations will

include: (1) evidence that portions of the program have already been

successfully implemented by others (e.g., Ohio State University,

University of Illinois/Urbana, ,ifc-Master University); (2) assurance that,

if necessary, M.D. graduates will demonstrate that they can pass any

external evaluations or examinations that are required 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

arreverimental posture and that a number of studies and evaluative

mechanisms will be employed to ensure the quality of the educational

program; and (4) assurance that hypotheses will be continually tested

by collecting data that compare the performance of SHP students and
, -

-graduates with explicit and measurable levels of performance. Care

will be required 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

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

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 opportunity to "pass out" of
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certain requirements on the basis of demonstrated competency or

proficiency. However, the absence of written constraints should not be

construed to mean there are none. For exaAple, if a licensing body were

rtrict in requiring each medical student to spend 33 months in under-

graduate mediCal education, how would it react, for example, to the

Case of a former hospital corpsman who was able by virtue of demonstrat-
.

ing certain competencies acquired in his experience prior to entering

SHP to meet SHP's requirements 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 requirements

concerning the length of the medical education program. 'One of the

crucial issues involved is the licensing and'accrediting bodies' ,

acceptance of the School's methods for assessing students' competencies
o

and ofits choide of the specific,competencies that will be required

for graduation. r.

Resolving these matters will probably requirerpOgotiations between

the School of Health Professions and the accrediting and licensing

,,bodies. The fact that many existing medical schools already accept a %

student's demonstration of equivalency in li44 of his completion of

formal course ;equirements, and the fact that there is a growing trend

toward emphasii:On a1 4iIity to,perfolm (rather than simply on an amount

of time assumed;tobe necessary to reach acceptable levels of

performance) should. provide some support for SHP's position.

To*eliminate the necessity for separate accreditation, the planning

staff considered the possibility of implementing the medical curriculum

as part of an already existing and accredited medical school.' This

v.

approach would assure Ma students a chance to receive their degree and
,

be eligible for licensure even in the event that the experimental and

innovative program failed. However, changing tq attitudes of faculty.
'

0
..

and administrators' of an existing school to permit innovations of the =
- _

.type'
i

and magnitude proposed by the School of Health Professions would'
.

i

be extremely difficult. Moreover, one of the prices of locating the
,___

,

program in an existing medical school might be an abandonment ofthe
. ,

interprofes4pnal nature of SHP. Weighing these considerate, the ./

staff concluded that the medical curriculum s ould be implemented, as ,

41
part of a separate School of Health Professi nse aoareilusionai %,

12
10

n
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necessitates meeting the sam6_,requirements for accreditation as any

new medical school.

B. Dental Curriculum

Problems related to accreditation of the SHP dental curriculum and

to the eligibility of its graduates for liOnsing will be minimal if

SHP is implemented at UOP/PNC as an innovational program closely .

affiliated with the UOP School of Dentistry. From all indications it

appears that the Council on Dental Education of the American. Dental

Association (the accrediting body for dental schools) would approye

of the Proposed SHP denial curriculum and of its being affiliated with

the UOP School of Dentistry.

The California Board of Dental Examiners is the state agency

charged with approidng new denial programs with respect to the eligibility

of its graduates /for licensure. The" Board may, in lieu of conducting

its Own independent investigations, accept and adopt the findings of

the Council on Dental Education (California Board of Dental Examiners,

Title 16,- Chapter 10,,1973,. p. '49); as the University of the Pacific

School of Dentistry' is accredited bythe Co unoli on Dental Education, it

is unlikely that the SHP dental curriculum would have any difficulty in

obtaining the approval of the .California Board of
4--
Dental Examiners.

Review of accreditation materials indicates that the Council on

Dental Education permits educational innovations and the granting by

dental schools of advanced placement credit (A.D.A. Council on Dental

Education, 1973). Thus, it is reasonable to assume that the accreditation

of an SHP dental program established elsewhere than within an already

established dental school would also not be jeopardized by virtue of

its innovational nature.

C. Health Care Coordinator Curriculum

At present, no educational programs for health care coordinators

per se; exist, even though the necessity for this new typb of health

professional is recognized (as evidenced by numerous on-the-job training
/

,programs for patierit-counsels, pftient-advocates or patient-representatives):,

dgf ifornia has -enacted Assembly Bill No. '15d3 (Chapter No. 1350,

.e '123
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1972) which 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 (and probably necessary) to

obtain the cooperation 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 Curriculum

Currently, there are no mechanisms fr- accrediting nurse practitioner

education programs in California. Nurse practitioner programs are'
)

designed according to the area of practice or specialty; SHP's program

will emphasiie family care. Although there are no accreditation standards

pase, there are professional standards, specific to specialty areas,

that must be met. To make certain that SHP meets these professional

standards, it will continue to consult with faculty members of existing

nurse practitioner programs and representatives of appropriate boards or

agencies,Rand tq maintain close contact with the Director of Nursing

Education of the California Nurses Association.

California has no licensure requirements for nurse practitioners.

However, the activities of nurse practitioners are regulated 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

nurses to include many of the functions that are now beineperformed by

nurse practitioners. Some of t additional functions that n4rse

practitioners perform, but at' not encompassed by A.B. No. 2879,

can be legally covered by A.B. No.,1503*(mentioned above-inbconnection

with the helath care coordinator pro ram), which authorizes the

California State Department of Heal&to approve experimental' health

manpower pilot projects that teach new skills to existing categories, of

health-care personnel (such4as nurse practitioner skills to R.N.').
/.

E. §ocial Work Curricurot 1

There is currently no licensing required for graduate (masters-
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degree) social workers in California. Graduate social work educational

programs are accredited by the national Council on Social Work

Education. Since SHP does not 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 implemented at UOP/PMC, students participating in the SHP

program will be students of the University of the Pacific School of .

Pharmacy.

As long as students in the SHP pharmacy curriculum are receiving

their degrees from their parent, 'accredited institutions, the School of

Health Professions will not need to address accreditation requirements

directly. As in the case of the social work student, the SHP portion

of the pharmacy studefit'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 difficulty

concerning the parent institution's accreditation or the eligibility of

its graduates for ,licensure.

III. SU*ARt AND CONCLUSIONS

Legal and' accreditation requirements must be met in Order to

implement the 'School of Health-Professions. M6eting the medical

education accreditation requirements will be potehtially problematic,

but not impossible. For a School of Health Professions implemented at

11 25



UOP/PMC, the SHP dental program could be implemented as an experimental

program under the'Uhiversity of the Pacific School of Dentistry, in

which case legal and accreditation requirements should be easily net.

Nbreover, 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 in California, for

nurse practitioner programs, and no accreditation or direct legal

requirements for health care coordinator prograns,pase. However, there

are various professional standards and potential legal requirements that

Nth 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 pharmacy programs,

the primary responsibility for fulfilling legal and accreditation

requirements will rest with the institutions from which 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:

With ample resources and a strong commitment, the

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 constraint's.

With fewer resources, the School 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

specified in particular accreditation or state licensing

4 requirements.

With respect to.the medical program, the School could
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seek temporary approval from the pertinent licensing

body for SHP graduates to sit for licensing examinations

on the basis that the program, while'experimental, will

eventually be able to deionstrate its comparability

with other undergraduate medical education programs.

Licensing and accrediting bodes 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 licensing and

accrediting bodies as the Schoil is being planned and developed.

The regulations governing Aealth manpower are currently a subject

of national debate that promises felier legal and, possibly, fewer

accreditation restrictions on innovative education in the future. Since

the School of Health Professions has been designed to respond to

primary and changing health-care needs, the climate appears opportune

for implementation:
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CHAPTER 11

IMADWATION OF THE SCHOOL CF HEALTH OROFESSIONS

CHAPTER SUMMARY

Implementation of the Saool of Health Professions will occur in
three stages: a Feasibility Study and Initial Planning Stage, a
Development Stage, and an Operational Stage (with a Start-Up Phase
preceding full-level operations).

The Development Stage begins with the parent university's initial.
commitment to implement the School 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 evaluation, communication and
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 operation, ten
primary-care physicians and ten primary-care dental students will enter,
who will1be joined in Year Two by eight health care coordinator students.
Nurse practitioner, social worker, and clinical pharmacist 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.
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CHAPTER 11

IMPLEMENTATION OF THE SCHOOL OF HEALTH PROFESSIONS

I. INTRODUCTION

Many of the key tasks and concerns related to implementing a

School of Health Professions hayt been discussed in preceding chapters

of this report. The.present chapter places these and additional

considerations into a logical and chronological framework. A formal

implementation plan is presented at the conclusion of the chapter.

This chapter should be read with the following points in mind:

The implementationplans.are predicated on the ,

assumption that the School of HealthProfessions

would (1) be developed as part of, or in close

'affiliation with, an existing university; (2)1 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 higher education, but it will

reqUire strengthening 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 hag been influenced by the local UOP/PMC

context (gee Appendix 15, which describes the UOP/PMC

setting). However, the plans can be generalized to

'many other potential sites and sets of circumstances.

The plans focus on those facets of implementation
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that will be unique to a School of Health

Professions, and de- emphasize the steps that are part

of launching any new health professions

educational 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 efacilities

required for a SChool of Health Professions are

discussed. It is.pertinent to emphasize here thgt in

comparison with traditional health education programs

(especially medical and dental)) the School of

4; Health Professions will require relatively less space

and equipment for biomedical research and laboratory

teaching, but relatively greater amounts of space and

equipment for self-instructional purposes*

Chapter 12, which deals with financial considerations,

complements the implementation plans presentedin

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 ot4erwise stated, all designations of specific years refer

to the academic year, which begins in July of the year shown.

II. THE ODNCEPTUAL FRAMEWORK,OF A PLAN FOR IMPLEMENTATION

A. Introduction

This section of the chapter outlinesithe basic conceptual frame-

work for the implementation of a School pf Health Professions and

discusses some of the ways in which the planning staff's understanding

of the requirements for implementation 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 okthe

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 projected 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.

B. The Three Stages of Implementation

1. First'Stage: Feasibility Study and Initial Planning is

the stage that, insofar as the current project is concerned, is now

drawing to completion; the contents of this report indicate the scope

of activities undertaken during this first step 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 School are closely interrelated, even though, in theory,

they could be separated from one another.

2. Second Stage: The Development Stage, is defined as

beginning at such a time_as (1) SHP's sponsoring university has Made,

an initial commitment based upon the School's educational feasibility

to implement the School, and (2) there is a reasonable assurance of

sufficient funds to sustain the School's development.

The following major activities will be undertaken during the

Development Stage, which lasts, from two to two- and - one -half years:

Initial faculty will be hired;

Financial . resources will be marshalled;

Required construction and remodelUng projects

will be undertaken;

Various academic andadministrative 'policies and

,,programs (including faculty training. programs, faculty

governance, and internal organization structure) Y

will be defined and implemented;
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The School's relationships with other pertinent
.

institutions and groups- = includiAg pertinent accredit-.

ing and licensing bodies will be developed or

strengthened;

The SHP curriculum (primarily the modules) and related

evaluation, communications, and student support

systems will be developed;

The SHP clinical units and affiliated clinical

resources will be identified and, developed;

The first students will be selected.

Discussion of the organization and development of the clinical

units is contained in Section III of this chapter.

A number of one-to-threelrear developmental projects, for which

funding and sponsorship by private foundations and,governmental agencies

could be sought, have been identified for implementation during the

Development Stage. A list of eight stichsprojects appears in Table 1.

Each of these projects is,aimed toward designing, clarifying, testing, -

or implementing a key facet of,the School's curriculum, clinical units,

or general educational plan. A11 of the proje$ts are scheduled-tm

begin ,one or two years .before the School's projected opening, though

some will continue beyond that time.

The kinds of pilot activities identified by these projects will be

undertaken in the course of the ,School's development4regardless 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 project

results. (See Chapter 12 for further discussion of projected costs and

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 planning and development continue, this initial list of develop-

mental projects may expand or contract in response to the discovery,
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TABLE I

PROPOSED DEVELOTENTAL PROJECTS FOR A SCHOOL OF HEALTH PROFESSIONS

.

.

PROJECT BEGINNING DURATION`'
ESTIMATED
ANNUAL
COST

HEALTH CARE COORDINATOR:
ROLE DEFINITION AND
CURRICULUM PLANNING

2 years
prior
(1975)

1 year $ 75,000

MODULE FIELD-TESTING
(using students from
established schools)

2 years
prior
(1975)

1 year $ 50,000

CLINICAL UNIT DEVELOPMENT
(Central Unit): Education
and Health'Care in a Primary
Ambulatory-care Setting

-

2 years
prior
(1975)

,

.

1 year

.

$100,000

P
CLINICAL UNIT IMPROVEMENTS
(Central Unit): Functional
Interaction with Tertiary
'Care and Pi'epaid Group
Practice

.

1 year
prior

(1976)..

3 years $150,000
.

.

TEAM TRAINING ,

(Students from established
schools utilizing SHP
modules)

.

1 year
prior .

(1976)

\

.

.

1 year , $,50,000

INTERDISCIPLINARY EDUCATION:
Determination of Optimum
Content and Context

1 year
prior
(1976)

3 years

'..

$100,000

FACULTY TRAINING PROGRAMS.
DESIGN AND OPERATION .

1 year
prior

(1976)

3 years $ 75,000

CONTINUUM OF'EDUCATION:
SHP and Continuing Education

1 year
prior
(1976)

.

'ot

,
2 years $ 75,000

*I *Expressed relative to scheduled opening date for the School. The dates in
%parentheses refer to the implementation timetable for a School of Health,
Professions at UOP/PMC. Years shownxefet to academic, years
beginning in July of the calendar year indicated.
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by those responsible for the School's further development, of new needs

aid funding possibilities. Thus the list is only prelimindry.:.'

It is useful to divide the Development Stage into t;iralAiases: the
.

Developmental Php.se and the Implementation Phase.. Many of the''

developmental prWcts will be staffed in the'Developmental Phase.

During the Implementation Phase, the various components.of the School,

that were' plank} and organized during the preceding stages in the

School's development will be put into effect in anticipation 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 selection program will be activated

and the first group olf students. selected; and the details of spce

assignment and scheddling will be worked out.

Since these kinds of tasks will not be undertaken until it is

certain barring unforeseen circumstances - that the School will

fact open ac a designated point idtim0, the "baundarr" between the

deVelopmental and iiipleMenttionphases of the Development Stage cane

be described asthe point at which the sponsoring university makes its

final, offici41 decisiovoncerning the School's opening. This final

decision is, in turn, predicated upon the university'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 existence

o reasonable assurance thy t the School will meet pertinent

aqpreditatitan and legal. r+irements (see Chapter 10). (This aria

decision contrasts with the sponsOring 'university's initial commitment

to implement the School of alth Professions - the commitment that was

Sufficient to begin the Eeve apmeni Stage.)*

* It should be pointed o th

inthis implemen tion anew

formal definition velop
Medical Education (LCME) of th
the LCME'S definition of "in de
other.things, the "Mormal co

university or.a state legislatu
"(f)irm assurances of finanalal
operation" (form "Medical Educat
J_ AMA' Educational Number, Vol. 2'2

03 Thesq two prerequisites:a
ch ter as defining the onset of
Development Stage.

t the Development Stage, as it is defined
rk, does not conform precisely to the
nt" usecrET the Liaison Committee on.
AMA and the AAMC. For a school to meet
lopment," the school must have, amang
tment by a sponsoring body, such as a

e, to establish a medical school," and
upport for bothicohstruction and.
on in the United States, 197Z-1973,",

No. 8, November 19, 1973,page
similar to those designated'in this
e implementation phase of the

1.0
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3. Third Stage: The Operational Stage begins with the.

matriculation of the School's first students. The Start-pp Phase of

the Operational Stage covers the years prior to reaching the projected

full enrollment level' Lsee Section 311 of this chapter). In the case of

the ,School's being inplbmented at 00P/PMC, the Start-Up Phase covers
. . . ,

the five years frOm 197 through 1981.

The convention of designating the transition from the Development

to the Operational Stage as being the matriculation of, the School's

.first students obscures the fact that'the curriculum, programs, and

clinical units of the School of'Health Professions will continue to be

"under development" well beyond the date of the School'f.official open-

ing. While a similar statero4 couldje made for all new educational

institutions and programs, the. observation is especially pertinent to the

. School of Health Professions, due to the School's innovative ana

experimental nature tnd its plan to remain: responsive to changing

educational and'health-care needs. Theiefore, to be complete, the

purview of the "plan of implementation"- needs to extend.beyond the .

School' first year of operation.

sion

The implementation framework discussed d6o*.incorporates an

evolution in the planning staff's conceptualization of the requiiements

for the further development of the School of Health Professions,

especially concerning the role. of -the proposed developmental-projects.

These developmental projects, most of which were identified early

in the course of the current feasibility study (and labeled "pilot"
,

or "demonstration" projects) are now viewed - the availability of

funding aside -ias being appropriately deferred until after the pro-

spective sponsoring institution has actually made an initial commit-

ment to implement a School oolealth.Professions and as defpitely

being _preparatory steps to the eventual opening of a School of

Health Professions.

This point of view represents a shift from the earlier concept that

these projects could be 7. and at times, even should be - conducted pribr,

to the sponsoring university's initial commitment for implementation,

r
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and that operation of these projects would provide-conclusive evidence

as to the School's overall feasibility.

Both theoretical and practical considerations-persuaded the

planning staff to alter this concept. The theoretical. consideration is

that many Of the features of the proposed School are already being

successfully carried out at existing schools; the'uniqueness of SHP

lies'in its attempt to combine those featured in one institution and

into a whole that is intended to be greater than the Sum of its parts.

Thus, the concept of a School of Health Professions cannot be tested,

nor can the School itself be implmented.,.1.n a partial way. .

The practical consideration is that many of the developmental

projects would be"difficult to conduct in away that would be meaning-

ful and directlt useful in establishing a new school without the

knowledge, at the, time they were being conducted, that a School of

Health Professions was in fact going to be opened. The clinical unit

and teaki training projects illustrate this_point; it would be difficult .

to recruit clinician faculty to organize a clinical unit to accommodate

---najor educational as' well as care-delivery functions unless it were

expected that the school for whose purposes the unit's operations were

being designed would actually be opened.

Another related concept that was considered feasible'by some, but

which has now been discarded, is the notion that it'might be possible to

implement a School of Health Professions solely by drawing upon sources

of outside, restricted-purpose funds for the execution of a series of

specific "Pilot" studies and projects, wiliCh in and of themselves would

eventuate in an operating School. The staff now recognizes that such..

heavy reliance' upon this piecemeal method of funding and conducting,

program-development is neither desirable nor feasible, particularly for

a school as complex and experimental as the School of Health Professions..

III. GROWTH OF THE SCHOOL:

PROGRAM INITIATION, STUDENT ENROLUYENT,

AND CLINICAL UNITS- DEVELOPMENT

Programs for the SHP's initial six. categories`of students.. will

be phased in as follows (years ,in parentheses refeco implementation

at UOP/PMC):
138
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Year Program Program No. of
Initiated Students in .

First Entering
C, Group

Year 1 Primary -Care Physician 10
(1977) . Primary -Care Dentist 10

Year 2 Health Care Coordinator 8
(1978)

Year 3 o Nurse Practitioner
. 4

(1979) Social Worker 4
Clinical Pharmacist 4

Student enrollment, projections for the first six yearsof the

School's operation are presented inTable 2. Opening enrollment will be

20 students; full enrollment, to be reached ih.the sixth operatibnal

year, is estimated at 360 full-time equivalents. lAsiximamt"class" sizes

for both the medical and the dental programs will be reached in the

fourth operational year; the maximum 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.

Derivation of Preliminary Enrollment Projections: 'The projections

of program starts and of student enrollmgnt are preliminary.' Insights

and experienceS gained in the course of implementing the School,

°decisions to incorporate programs for additional kinds of profeksions,

and various external factors (such as national and local manpower

policy, political events, financial developments, and accreditation

requirements) could all affect the Schoors.projected growth pattern.

Basically, the projections of the absolute and relative paCe of

develoliment of the School's, several professional curricula are the

result of an attempt to balance'a number of influencing factors. Among

the chief considerations taken into account were:. the Jead-tin*

required to deveiop,and test out th Siicurriculum and related-systems;

the probale funding situation (cos and potential income); allegiance

to interprofessional learning and to faculty and student team health-

.
9
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TABLE 2

ESTIMATE) STIVENT thiROLIFENT

FpR A ",

SCHOOL. OF HEALTH PROFESSIONS

.:;...

PROFESSIONAL
CURRICULUM

ENROLLMENT& . .

START-UP PHASE . - ENROLLMEPULL NT
LEVEL

,

Year 1
(1977)

c
Year 2

(1978)

Year 3
(1979)

Year 4

(1980)

Year 5
(1981)

- Year 6 & on
(1982)

PRIMARY-CARE
PHYSICIAN

1st Year
b

2nd Year
3rd Year

Total Physician

PRIMARY-CARE
DENTIST

1st Year
b

2nd Year
3rd Year

Total Dentist

HEALTH CARE
COORDIKITOR

NURSE.PRACTITIONER
.

SOCIAL WORKER

CLINICAL PHARMACIST

TOTALS

10

--
--

0
--

. .

-

10

..

.

.7

.

10

,-

--

--

20

20
la
--

,

l'

10

.

.

'

30

25

4.!.

8

--

--

63

.

..

t

'

.

30

20

10

60

...

.

20

15..

10

'45

, 20

4

.

4

.

137

.

s-.

.,

.

.

,

,

1

d
50
30

20

100

.

,

.

30
d

20 -

5
. 65

30

8

8

8

.

219

, 50

50

.,

30
.

30

30

20

..

,

130

80

45

14

14

14

297

r

50

50
50

30

30

30

'

. 150

90

604

204

204

-20qa

360

.

.

.

aExpressed in full-time ptudent equivalents.
. .

b
"Class" years or "levels" are specified for purposes'of clarity and ccaparability only.
They are based on an average projected cUriiculum length of 146 instructional weeks (48
per calendar year). This should not be interpreted as contradicting.the'SHP principle
of time-variable, oompetency=baqed curricula. The remaining four categories of students
are assumed to complete their respective programs in an average of 48 instructional weeks.

c
Speciic datei,expressect in ecodomk yemml, refer to ,implementation of SHP, at UOP/PMC.

dme first year-in which.thi maximum projected entering class enrollment is achieved.
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care delivery; the interdigitation of student and.clinical learning

experience requirements with the smooth functioning of the proposed

SHP clinical units, and, finally, the pace at which the clinical units

and other ambulatory -care programs and-facilities can be organized.

The last.factor was judged to eiht the greatest influence on

the pacing of program-development, whereas the immediately preceding

factor -.the interdigitation of the students' clinical education

requirements with the functioning of the clinical units was deemed to
-4

be the most complex to analyzelana evaluate at this point in the process

of pluming a School of'HealthProfessions.

*'Clinical chits" Development: Figure 2 presents the principal

assumptions.ibout.the pacing of thedevelopment of the clinical units

(for a School *demented at MP/PIC that were taken into account in

projecting program-initiation and student .enrollment.

-The central clinical unit ElOcated at or close,to the' School's

teaching facility)-will be organized first: It is-intended to be.the

most highly developed of the tree types of SHP clinical 'units in terns

of specialty back-up, proximity to inpatient facilities, and utilization

of Prepaynent mechanisms. It would also probably be4the site of the

greater portion of students' clinical unit, experiences especially

their most formative ones.

For a School implemented at UOP/PMt,the central clinical unit

would be created from PMC's,present outpatient clinics. To turn current

clinic, services into a model'School of Health Professions clinic will

include: increasing the space (possibly - building a new facility)

available for instructional. purposes; expanding the patient population

and instituting the kinds of services required to attract patients with

the kinds of primary-care problems addressed by the SHP curriculum;

determining precise staffing patterns (faculty and non-faculty clinic

staff and students); introducing School of Health Professions facUlty

care-providers into the unit; initiating interprofessibnal team care;

and restructuring care-delivery and administration (including modifying
\

the patient-records system) to-accommodate a large number of students

in the clinic. Ideally, the central.(PMC) clinical unit will also be

able eventually to convert from a fee-for-service to a prepayment-plan

basis Of operation. -' 141
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FIGURE 2

PROPOSED TIMETABLE

FOR THE DEVELOPMENT' OF

rAMBULATCRY-CARE CLINICAL UNITS*

t.

1975 and 1976: Creation of Central (PMC) Clinical Unit begins with

the establishment of team-care delivery by SHP faculty

' 1977:

in the PMC outpatient clinics.

Central (PMC) Clinical Unit continues operations with

the addition of SHP medical and dental students.

erience gained contributes to the subsequent develop-

ment of the Urban and Rural (remote-site) Clinical

. Units.
'OS

1978: Health Care Coordinator students are introduced into

the Central Clinical Unit:,

Operation., of Urban, and Rural (remote-site) Clinical

,Units is initiated --faculty but no'students..

d979: Urban and Rural Clinical Units continue operation

with introduction of SHP students (all six professional'
- ,

categories).

1980 and 1981: All three ,ClinIcal Units continue to expand gi)d improve

operations in pace with the. expansion of SHP student

enrollment (full enrollment level is reached in 1982).

*
fora School implemented at UOP/PMC

- 142:
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For purposes of planning and cost projections, a number of broad

operating assumptions have been made regarding 'the creation of the

urban and rural (remote site) clinical units. The most important of

these is that whatever the particular HbaSe"'from which either an urban

or a rural clinical unit is formed, to comply. with the timetable in

Figure 2, it must include a pre- existing patient population which is

appropriate, with relatively minor expansion, for the SHP educational

program with regard to the San Francisco Bay area, the creation of the
requisite patient population de novo would probably be neither

administratively, politically, nor financially feasible. This operating

premise nearly precludes any role other than the acquisition df already

established clinical operations serving reasonably stable patient

populations. Even then, the development of model SHP urban and rural

clinical units will be a demanding task, and one that may take a

.:numbencif years.

In light of the preceding Observations, it is possible that students'

remote-site Urban and rural clinical experiences will (at least initially)

be acquired in a number of existing care-delivery programs with which SHP

will affiliate for theparticipatiOn of its students and their SHP

faculty preceptors. For the rural experience this might'mean; for

example, assignMents to, solo practitioners, rural group practices,

rural clinics, and coMmunity hospitals. Regardless of whether these

kinds of assignments end up as temporary substitutes or as permanent ,

replacements for'tite envisioned SHP model urban and rural clinical

units, they will be selected on the basis of their capacity to serve

the educational objectives of providing health -care experiences in

socio economically and medically mderierved patient,populations and of

providing, students an opportunity to learn 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 until full size is

reached in'the sixth year of operation. This conservative growth

pattern recognizes the desirability of:implementing the unique inter-
.

professional curriculum on a gradual and manageable scale, of allowing

127 143 .
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sufficient time to establish team -care delivery in the clinical tints

before all six categories of students and professionals are absorbed

into the units, and of expanding enro'qmrnt only as quickly as the

development of appropriate clinical experiences permiti.

Beginning the medical and dental programs two years ahead of the

horse practitioner, social work, aid pharmacy programs will help

compensate for the discrepancy in the lengths of the, various professional

programs. It ii-7sumed that health care coordinator, nurse practitioner,
0

social work, and pharmacy students will require, on the average, one

year to complete their respective programs, and will have assumed major

patient-care responsibilities within the course of ttii program. ,

Medical and dental students are estimated to require an average of three

years to oomplete their programs and to achieve the competence required

for assuming major responsibilities for patient care (Stage 4 of their

curriculum, as described in Chapter2) 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

admitted group of medical and dental students will be available to

serve with them on patient-care delivery teams.

The opening of the health care coordinator program is postponed

until the School's second year of operation in order to permit

completion and evaluation of the results of,develOprental work in

clarifying the health carp coordinator's role (one,iiE the developmental

projects). Initiation of the health care coordinator program at as

early a date as possible is critically important for the development of

student health-care delivery teams and for the purpose of clarifying

the ways in which student health care coordinators and their professional

(faculty) counterparts interract in their pivotal roles in patient-care

delivery in the central clinical unit.

IV. THE ROLE OF THE FACULTY IN IMyLEMENTING

THE SCHOOL OF HEALTH PROFESSIONS

The key features of faculty participation in developing and

implementing a School of Health Professions are described below. The '

description is restricted to faculty activities during the DeveOrment

Stage, so that instruction of students is not included.
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A. Faculty Composition

During the Development Stage, the faculty will be comprised

pritharily of primary-care providers representing, 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

representatives might be drawn from individuals with experience in

unit managerial or similar patient-care oriented administrative

positions,) In addition, a number of individuals with experience and

competence in curriculum evaluation and instructional design will be

included as full-time members of the faculty. A small number of

biomedical and behavioral scientists, mainly on a less than full-time

basis, will also be included.

As will be true of faculty hiring in general, selection criteria

for faculty for the Development Stage will emphasize demonstrated

interest in teaching and curriculum 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-concerning the precise number and kinds of faculty

hired during the Development Stage Will be governed by the curriculum

development and eventual instructional requirements of the School and

by the other kinds of deVelopmental work required, rather than by

professional disciplinary strength, departmental prestige, 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 12i

B. Faculty Activities

Each of the primary-care providers on the faculty will spend the

majority of his time establishing team-care delivery and other changes

in clinic operations in the. central clinical unit (preparatory to

introducing SHP students into the unit), and developing the modules and

evaluatIO materials required for implementing the curriculum. The

remaining time Will be spent in other developmental or administrative

145 129
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activities (e.g., developing faculty governance plans, student

)admissions). The educational 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.

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 diagnoses discussed in Chapter 2.

Until SNP has its own students, students of other health professions

schools will be consulted in designing the curriculum.

The greatest responsibility for defining and deviloping the

curricular content will be held by the faculty members who are primary-

care practitioners representing the various professions to be trained

in the School. Biomedical scientists, behavioral scientists, clinical

specialists and subspecialists, administrators, educational specialists,

technical support staff, 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 revision's as well.

The development of the, curriculum and clinical learning experiences

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 there 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 School implemented

at UOP/PWIC), faculty for these four other professions will complete the

development of the curricula for their respective professions, initiate

team instruction, and team health-,care delivery fOr the medical and

dental programs, and, with other faculty, *pare 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 well as

continue to improve and expand the patient-care and educational

components ofthe central clinical unit.

1 4 14°
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V. A FORMAL IMPLEMENTATION PLAN

FOR A SCHOOL 'OF HEALTH PROFESSIONS

A. Introduction

The contract with the Bureau of Health Resources Developdent

requires the preparation of a formal plan of implementatiofor

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 DOP/PMC,0but

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
4
considerations as well. However, the plan is not entirely self-

sufficient; the text of this chapter and the plan are complementary

rather than congruent to one another.

B. Explanation of the Plan

The implementation plan (Figure 3) combines some features of_PERT

:technique with the traditional timeline-type of presentation. Each boxed

entry represents a milestone (i.e., a goal or accomplishment). All

connecting lilies indicate critital seqUende in,the direction indicated

by the arrow: A dotted line merely implies the critical ordering of

events; a solid line between tiro 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 has,been made to attach

specific dates to the plan, but the horizontal distances between boxes

are intended to approximate the estimated relative times required to

'complete various compOnents of implementation.

Whenever possible, separate lines of progression are presented for

each of the various components of the development and implementation

process (e.g., development of educational support resources, faculty

development); theSe lines are arranged vertically. Thus,.the horizontal

"axis" of the plan relates the various implementation components to

1.4-/
131



o.

one another temporally, while the system of lines and arrows relates

these components to one another logically.

The Plan begins at a point in the planning 'pr -suivalent to

the state that the planning at UOP/PMC had reached in early' IT I"

1974 - that is, about two years after the beginning o the feasib a ity

study -.and ends with the matriculation of the School's first student.

For a School of Health Professions 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 arbitrary,

The plan in Figure 3 is.divded into three majoi. l'phaseg." The

"Planning Phase" is congruent with the final part of the Feasibility

Study and Initial Planning Stage portrayed in Figure 1; the,Planis

"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.

Ito
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FIGURE 3

IMPLEMENTATION PLAN

FOR A

SCHOOL OF HEALTH PROFESSIONS

The Implementation Plan is to the right. Directions for rqading.
the Plan are as follows:,

Time: flows from left to right.

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 connected goals.
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Chapter 12

Please forgive our missing the following correctiops efore sending this chapter -.,,,,

"to. press." Unless otheitrise noted, lines are counted from the'fop of the page down.

p. foo-tiote: -Change "1975" to "1977."

p 136, line 8: .Change "pi:oject§" to "projeCtions." .

p.. 137, line 3 from bottom of page: , Add a cotraia after the word "consideration,"
'

,
pi. 14,0: ,

line 6: Delete the second "data:" ,

subheading' "A": Change "Educations" to "Education," ,
5th,line of text under the ' "Introduction" subiieading: Remove, the commi.
between the name of the publication and the date: -

144,13./ine 11: The mispelling of "uncertainty". is duly noted.

p. .164: . , , . ..-_,

line 21: Correct "Schools's" to read Schoo3.1.4.11' . - , ,......

-- line 23; The period should be inside the tight-hand"-bateesis. --.:,
P. 166: ,

..,. :- ,,. . .--;

,-,line 5:,, The period ,should be inside' the :righ,t-hand pa'rentheSis. , ..
.Na

line ,15: Add, a cOmma after the word. "year. , . : , - , -
p.,168, footnote: Remoye the right-hand parenthesis from '''the' end of'ihe.footnote

place it at the end of the word "ldcation" iT.the 4th. rine from the blittomAif''
/ : ' '..,

-- the footnote., ,
. ,

p... 115,- lint 61`. change Y'prograni";:o "programs;,"
.- : ,r

p.=.17-7: :- '.
I ' , : .

2,nd linelAinder,."Faculty Needs" sui:sheading: ,CorreCt'ittlirough filit" to
read :"throughopt."- -

-. sPotiiote: /Remove the comma. in-the, 2nd line,'(after "faculty F.T.E."

ii.
.

...180.0.bottOM:line: The miS"Sang page number reference is,'160%,:,,

la, .185,-,- footnote; line -7: Erasse the' words ". ...and of 'the'requiff.d
= -.-iiii#S. . .,'-',,' , - , ,::. ,... .

i".',89':' ,. ' ' ;';''..-:''
- ;fine' -4: :thange."99th" to "95r4.1' ,/

- line. 23; _Re.-move' the C.'cOma after "through"Js pl
' - .

-r. line ,26: 'Add 'a comma after the word "POp tiofi'."."
. : line 29: '. Add a. donna after "primary --ca 1-r - .

,

P.

. :.
- Tine .8: 'Decapitalize the word "-patient."

line 10: Remove the left- arid parepthesis.

1,92-...1st line of bottom paragraph:. Remo" the comma after the word ".fdigidationi.i.,....

lilies 16 and 17: Delet the entire reference 'in the arentheS'eS; 'it.
is /an error.

, .

p. 199';` line 5:, Change the word: of .to is



P
, 140:

- line 6: Dilete the second "data.'I
subheading "A": Change "Educations" (to "Education."
rth line of text 'under the "Introduction" subheading: Remove the comma
between ,the, name of the publication and the date.

p. 144, line 11: The mispelling of "uncertainty" is duly noted.

164: .

line 21: Correct "Schools's" to read "School'6."
- line 23: The period should be inside the right-hand parenthesis.

_

137, line 3 from bottom of page:, 'Ada a comma-after the word "cansideiation.",

li,ne 9:, The period should be inside the right-hand parenthesis.
, line 15: Add a comma after the word "year:"

...
..... ,-,,,,ir.r168, footnote: Remove the right-hand parenthesis from the end of the footnote;

--,...;.'' place it at the end of the word "location" In the, 4th line from the bottom of
the,. footnote. .

,
-

,-. pi; 175i,iine 6: Change l'program" to "programs."

p: 1

Line under "Faculty Needs" subheading: Correct "through, out" to
,.tread "throughout."

;r -footnote: Remove the comma in the 2nd line" (after "faculty F.T.E.").

14Q, kottqaline; The missing page lumber reference is 160.

p, 3Q5, focetpOte, Dine 7:, Erase the words ". .and of the required SI13 clinical

p-.
line 4:- Chang%"99th" . M

-

line 23: Remove the.,COinta after "thro:tigh"; place it after the "HEW."

tine 26: ''"Add 'a comma after the word`

- ,p.ne 29: :Add, a comma after "firimary

line :of. &Atom paragraph: Remove

"population."
care."
the comma after the word "foundations."

p 197: , .

..-. line,St Decapitalize-the Word 'patient." ,
-:line 10: ;Remove the left-hand parenthesis. , .

- lines 16 and 17: -Delete the entire reference'in the,parentheses;
is an
,5;::-Y-Otange the word "of" to "is."

.,:p. 202, I'W' 20;. Plange the colon to a semicolon.

266, 1The misp011ing of "capital" is duly _noted.
.4 --;,

line 21 :. Change "chbol" to "school-s'."

4

4..5rd line of bottom paragraph: Insert the word " financial" betwtieh
'the words- "unpredictable" and "state."

c
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CHAFIR 12

FINANCIAL C6NSIDERATIONS:

PERSONNEL-AND OTHER RESOURCE NEEDS

COST AND INCOMEs.PROJECTICNS

- .

. . .
- r CHAPTER SUMMARY

. . -- '
. This chapter -presents financial projections for the School ,of

Wealth Professions. Cost 'estimates are based upon the optimal 111:,'

. . edudational `picgram, yhereag incomprojectiOns have intentionally
keptbeen bept Conservativp. .

.1 ..*

.. 1
.. , ., ..

. '. . Operating expenses an_d-in
a' j----1/2-year 'bevel° 't Sta; . 0 r"PhaSe, as well as, for full ope

"7-4--,----costs shoWn, are, for the School'
assf.mie'd. that the School's 13atien, k

. ' ..b. self7sEwpdrting.. lthe projOti
i *deV4oped from a%thoro,Ugh analySi.

a .

. *- )'
me have Been 1.7''&veloi5erl for
and fdr,7 a 5-rjear Start-Alp Operational
tional (full earalment) level. All
educational program; it -has been

1:

-care and.rOsearch programs ,,will
ns of operational ,Casts were,

of-:,.,S1-1P students'instructiaal
-needs, ficim which the -faculty requ remerita were'determined. -. ,

1
. , .tainri .

The escimates of operating income were deVelop6d from-. . _ -,-; interpretations of:currant and.proSPectiVe trends-in the support of
illealth, professions education and from additional considerations,
sconerning the ,kinds of income that might be available to the School
of Ire'ati2 11;rofessions in. particular.

gihe-qchool'e:capital, funding needs .are based upon a determination,
,Of the space- 74etiired to Support. the Sch?Ol ' edu6ational piVit'ams:

4,The chapter-cOticludes-;witil 3 °Comperison'Of ,projected costs".and
an eval asati.o/i the bey factors that may,,oirer

the hext-few°,'Ye4rq,,' aignifiC0,4.tiv aifeet. the projections develOped
-1.11%this. study,. The ,4*aluation. of thee factisrs suggests that, the.

Schools financial prOapepts may be Better than`those suggested in
!:this,

-
. .

. I,

of/
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CHAPTER 12

FINANCIAL CONSIDERATIONS

Personnel and Income Projections
Cost and.Incore ,Projections

.1. INTRODUCTION

chapter Is the result of an extensive effort to unite the

complex inanents of the SHP educational plannth specific' estimates

of personnel and other resources in order to develop realistic calcu-

lations Of costs'andincome. The'projections'are based on careful

and prolonged examination of the SHP programs as they will be - rather
.

than upon the application of conversion-factors to cost data from

other Schools: Both operating and capital fund requirements have been

considered.

PrOjecti6ns of operating (non- capital) xpenses and income will

be presented for theiSchool at full operational. level (i.e., full-

enrollment), and for each of 711 preceding years of development and

start-up.'*

The estimated operating expenses for the School at full oper-

ationaLlevel have been developed from program specifications and

methodology described in this chapter that are consonant,with the

educational plan, philosophj, and curriculum described-in preceding

sections of thisieport. The projected 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 implementation

that were presented in the preceding chapter.

Thg 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

*For a School implemented at UOP/PM0, the development'period is
projected to begin'in 1977, and full enrollment is projected to

be reached in 1982.
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;the School's budget will be required, to cover only those items that

are connected with its educational programs.. ,(This point will be

amplified_in following sections of this chapter.)
' I

,0 I -

It should be painted out that the projecting of operating income

formthe School has been particUlarly, difficult, due, in large part,

i,

to e heavyeliance of health professions education4 institutions

up o public'(especially federal) support, and the high levelof

uncertainty and contingency connected with the future of public

support of healtg'professions education (HPE). As will be reemphasized

in-Section TV,the income estimates have been intentionally kept

conservative.,

In conformance with state budgeting conventions, estimates Of
o

operating expenses and income for all years Are presented in 1974-

dallarlevels. The use of a consistent doll I vel assumes that

inflation will affect both costs and income equal y. Capital fund

requirementS, whick-ateThroken down into a five-year investment

schedule, are presented bah in-mad-l974 dollar levels and at the

inflited dollar amount anticipated forthe Year of actual expetditure.

Unless otherwise noted, all specifically designated years, in this

chapteerefer-to the'academic year beginning in July of theyear shots t.-,

'159 4



II. MAJOR ASSUMPTIONS

, The budget estimates for the School of Health Professions were

developed within the context of several fundamental 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 are:

The.cost projections are not tied to mw one specific site

for SHP, although adaptations of-the generalized estimates to

a UOP/PNC location are provided where useful. The projects

do assume, howeVer, that the School will be established in

an existing academic health-care center that contains, minimally,

a medical library, a teaching hospital and a dental school. .

There exists locally, a group of individuals with the

range Of skills required of the School's rbsourcelaculty,

including, in medicine, dentistry, and biomedical sciences

.(e.g., lirotein chemists,. endocrinologists, endodantists).'

The ,fail -time faculty could be recruited from anyiihere in

the nation. However, it is important that individuals with

both expertise.and'the commitment to education

required to be SHP. resource' faculty already, exist in close

. geographic proximity :to the School so that their essential'

.Content knowledge can be utilized on a part-time basis.*

Relatively few areas dfthe nation include the sorts of,

individuals 'requiredjo meet these specific needsregarding,

SHP resource faculty; examples include the Northern California

Bay-area,Das, Angeles,,Toston, chicagO, Philadelphia and New

N.

, s 41144.4,

*The employmeht of most resource faculty on a part -time. rather,,than on
.

a full-time - basis is consistent With.the'School'Igenpral esitIcktionaL.,
and faculty policies (see Chapter 3,). It is arfo tOSt-effectiverfni that
(1) it can reduce the School's costs for fhalty- salaries, suonort staff .

and space, and (2) it potentially 'reduces the need arid-related.' cost..
(apoliggle to full-time faculty) arising TiofiLhaving to contintelxt.
suppott individuals at a higher level or forta longer 'period of time.
than is warranted'by either the quality of theirwork or the School's /,'
progi needs. This kind of flexibility is Darticularly important :7=17;
during the early stages of the School'S development ean'd operations,
when frequent reassessments, of prograR and facility needs are likely
to occur.

r G1,0
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The School will be an independent unit In the academic health-

care center, with its own students drawing on other units or

programs for resource faculty and various services and paying

only the incremental costs (including direct and indirect items)

for services, rather than,a*portion of the overall costs

accordingto a common variable such as student numbers%

The School will use in addition to its own clinical units),

many existing clinicial resources such as hospitals, clinics,

and doctors' offices for its educational programs. It is

assumed that only the increased operating costs of these

facilities resulting from the presence of SHP educational

programs rather than a Proportional amount of the facilities'

overall operating costs - will be borne 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.

The School will notlave to bear any portion of setting uo the

patient-care progrAms in its clinical units. Such costs include

both the promotional expenses and the losses that may'be incurred

during the units' first years of operation when expenses will

likely exceed income.

Cost trand income" estimates are made on the basis of the six

,professions selected, for the initial SHP student body - the /

g

four that will be fully educated within the School(orimary-,

care ,physician, prImary-care dentist; health care coordinator,

nurse practitioner) and the-social worker and clinical pharma-

cist (which` represent the kinds of professionals who could be

partially educated by the Sthool in Conjunction with other

established educational institutions).

The Cott and income estimates-do not take'doctoral programs,

iliternships,' residencies, fellowships,traineeships, or

continuing,edudation programs into conside'rationi althoUgh,it

is-anticipated "that.these kinds. Of programs will either already

exist wherever the School is located or be added in the future.,

a

,
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as necessary for the completeness or enrichment of the principal'.
, SHP priograms.; It' must be assumed that if any of- these: programs

r

were added .to, or befame affiliated with,SHP during the time
covered by the .budget projections in this report,' that they
;prould. be Self-supporting 4

"

The exact interrelationship of the SHP program to medical, -

residencies, especially in primary-care. areas such as family
pradtice and, intental,Aedicine, has not been established: It
is probable ,that in the early years, residents' participation
in the SHi,,edtcational process (Of medical and other kinds of
,students) will be minimal-even though residentS may provide

. '

some content assistance In view of the fact that residents'
. ,...

owzprevious eduational experiences will have been so
.. , , .

..,differert froln those being' provided in the School of Health
Profeisionk. r

- . . . .

.-. The ii4onsibilij:Trof the Schocil's,bisic' science (bio-
.

, . -

mdical:andbehayioral) resource faculty, insofar as their
,coinnitment. to ,,SHP ist.oncerned; will be' to SHP students, .

.

r...,ather thari to, graduate (i.e. , Ph.D.) student education.' The
'nPii-cle,pa`rtietitalinterna1 .structure of the:SC.11061 shOuld help. . . .
''foster this orientation., Also., ..it is likely, that several of

A . .4, , , .

..' ,tlie, tridividuals:hired to function as basic science resource
faculty for the School will be ,clinicians, whose major

-orieditation.outside,of SHP is toward.resident or fellow edu-
, ....

, 7',', cation rather than, research and. basid science graduate edu-,

catIQT)'!::: ... . ..
%-.. ,. 4- ...

-Ass'i's ',the :case in ,all health profesSions schools, faculty
- ,,...: ., . .. ,..

'-alI,d.-Otber_employees of the School Mill be involved in the

.1,hree,mifor 'areas of education, patient-care and research.
, 4. . ....- ,

The Schboll.s budget ;Will temtnierate all employees of the
,i .s ,

. s=,- School of Ha4lth POfessions fully for effOrt (assumed to be
eguej .to time) involving the School's edtratioril program;
bit only for *thateffort;, it has been assumed that rese

. 4 %
.

, .. ..,.
and patient7care ivil4 be, self-supporting. Educational,-

program activities include: student contact and

f 138
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preparation time, curriculum-development, and related

administrative.and'committee;work (any of which willat,times

involve some overlap with patient-care or research activities).

Based on a 40-hour professional week, faculty members wilo10/

be expected to Condit, on an average,, a total of 70% of their

SHP time to eduational activities and the remaining 30% to '

patient care ,and /or research. The 30% level of effort,is

consideredto be essential for the facility's maintenance of

\its educational and professional excellencel,

The'financial support of health professional faculty,

.pgrticularly in medical schools, is Igthly complex and may

include money from four or more major sources, including
. .

the school's budget, biomedical and educational research

grants, training grants, and patient-care fees. The

assumption made in developing the financial needs for the

School of Health PrOfessiOng is that once the School's
,

'Start-Up operational Phase.begins, salary and general

expenses attributable to either research or patient-care,

activities will be covered by non-School sources of income

(principally research grants and patient-care fees). Thus,

on the average,"'a full-time faculty member will require direct

suppOrt from the School for 70% of his overall effort. The

ficultyill, of course', be comprised of individuals with

many different patterns of effort and support stemming

from their varying skils, time commitments to SHP, and
. ,

.Capacities to attract Outside funding.

The SChool's space and capital fund requirements are limited

to instructional, instructional support and instruction-related

space", plus'to that portion of additional reseltch or

patient care space that is,Isidered related or essential

to the School's educationaLrogram. Therdevelopment of other

patient-care orresearch space is not considered to be the

SChool's financial responiibility.

Ln.the caataf cost projections, all required spaCe will

be assumed-to be created by new construction rather than by

remodelling of existing snae.

.
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III. COSTS OF THE SCHOOL OF HEALTH PROFESSIONS

Section III is'dividepl into tWo'pTincipal parts: (A) a brief

background on the methods used in.cost-accounting health professions

education; and (B) a major ptesentaiion 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 cast data for SHP data developed in'the Second

part.

Background: Methodology for Cost-Accountipg and Cost-Development
.

in Health-Professions Educations

1.' Introduction: Techniques for the analysis and development of

the' costs of education of health ptofessionals,have advanced recently

With the publication of two major studies of costs of health professions

education: the Association of,American Medical CollegeS' 1973 repOrt,_

.undergraduate Medical Education / Elements Objectives- Costs, (1973), an0 the

.

National Academy of Sciences, Institute of Mediclpd974 report. .

'entitled Costs ofEduCationin the 'Health Professions. The I.O.M.'s

approach to cost-development is similar'to.the one that has been

,Used for., the School of Health Professions.
.

A major p blem identified in both of these.basic HPE cost studies

is th'at health ofessionS schools have multiple, interrelated products,

and that'the educational costs can vary quite widely (especially in

medical schools), dependinDupon the amount of effort allocated to each

specific kind of output or task. A medical schopi, for example, has

outputs of at least medical students, residents, Tesearch, and patient(

care, and it is extremely difficult to allocate total costs accurately

among each of these outputs. .The addition of several othe'r.categories

of students - such as in .the case of the Schoolsof,Health Professions

r.'makes cost-allocations even more, difficult, particUlarly within the

..SChool's educational program itself. Clearly, explicitly stated

assumptions and definitions concerning categorization of activities

164
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are essential to any discuision of HPE costs, so that results can be

recomputed if different assumptions or judgments are desired.

2.. The Institute of Medicine Study:* the I.O.M. cost study,

authoriz ed tithe Comprehensive: Health Manpower Training Act of 1971,

analyzed data-from a nationwide. sample of 82 schools in the eight

professions of medicine, dentistry, osteopathy, optometry, pharmacy,

podiatry, veterinary medicine, and pursing, inAn effort to estimate

the average annual cost of educating student.to the first professional

degree in each of these respective professions.

c, The I.O.M.'s methaTjray for deterMining,khe costs of education'
for each kind of program'was based upon analysis of faculty activities

( faculty effort study); the assignment of direct faculty costs was

de'veloped from its findings of the perdentage of facultyeffort in

each of the following thir teen activity categories (I.O.M., Pts. I

and II, 1974, p.28):

ACTIVITY

Teaching Activities

(1) Teaching

(2)- Preparation for

Tekhing

(3) Curriculum Develop-
nient and Evalua-
tion

/

Joint Activities'

(4) Joint Teaching and
Patient Care 4

.0

DETAIL

Formal teaching, classrooi
4

lectures; etc. -

All teaching' preparation

activities

Teaching support
activities

Patient care with students
present

(Continued on next- page)

-*A concise explana tion of the I:O.M. approach) 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
Part.III of the report,on'the I.O.M. Study. The full bibliographic
citation for the Sttzdy is in the refJice list at the conclusion of' ,.
this Chapter. ,

165, .
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(5) Jbint Research and Research with students
Teaching present

`Research Activities

(6) Independent Research'

,Patient-Care Activities'
, -

(7) PatienrCare

(8) Hospital/Clinical
Administration

General Support ActivitAlik

(9) Administration,
)

(10) Service

.(11f-Professional Develop-.
ment

(12) Writing

(13) Absence

p411.

The I.O.M. assigned the other costs of the schools studied

largely on the basis of the percentage distributionof the faculty

effort. In the clinical setting, only the incremental costs were

included as part of the education costs. Thus, the education of .

Research with no students
present'.

,

4

Patient care in any set-
ting; no students
present

General, administrative
activities

Service to protession and
to outside -organizations

Professional writing,'
other than research
findings

Sickness; vacations, etc.

medical students did notbear a percentage of costs of patient care
,

unless the patient care was directly affected by the presence of stu-

dents. Also, the'Study did not include any imputed educational .costs;

such as the cost of volunteer faculty. Costs, for topics taught out-

side the health professional schools t*iieiyeS were also not

'include& .

The patient-dare 'activities that,were included in the' 170.M.'s

education cost were restricted.to those involving clinical instruc-

tion. Ihe,amount of research effort included in the education cost

was defermined by judgement-of a panel of experts in the%pertinent
; 166 4
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professions.

The most important item in, the I.O.M."Study was the i dentifica-
.

tion'ofthe net education expenditure, which is defined as the full

cost of the education program less revenues assignable to those por-

tions of research and patient care considered (by I.O.M.) to be essen-

tial to the education for a particular profession. The nbi

education expenditure does not, therefore, represent full resource

costs in the.economic sense; it merely represents the unfunded portion

of the education costs.

The I.O.M. findings, based ors the 1972-1973 academic-year (FY 1973),

showed the cost of education varying exte,isively between the highest- and

the lo14est-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.O.M. Study

showed faculty costs to constitute the single iallgest element in the in-
.

structional cost;' for those professions pertinent to SHP, the peicent-
.

ages.were: pharmacy 30%; dentistry 36%; and mediCine,i 43%.**

3. The Association of American Medical Colleges Study: Like the

_LOX, the A.A.M.C. cost study (limited'to undergraduate medical edu-

cation) started'from the perspective that the undergraduate medical .

education process is broadly composed of elements of instruceon,

clinical activity, and research. In determining educational ostsvthe

A.A.M.C. followed an approach similar to except that the

A.A.M.C, attempted to consider the full resource cost orthe, on r-

graduate (M.D.) medical education program , which is significant y dif

ferent from the net educational expenditures identified by the

Study.

The A.A.M.C.'s full resource cost is defined to.include all of the

goods and services required for the undergraduate medical,education'

program, including the components of patient care and of research con-

. sidered by A.A.M.C. to be essential:4u the schools' educattalal a-o-
,440

grams. Some of these represent items that are currently contributed'
ti

*These ratios were derived -from data orp. xiv of Parts and II (bound
in one volume) of the I.O.M..Study. . " .

* *These percentages-were derived from. the costs of instruction for
these respective professions in Parts I an II of the I.O.M. Study,
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freely (e.g., services of volunteer faculty), others are items that are

generally not paid for (e.g., the extra costs to hospitalsjncurrea by

the presence of students), while 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.O.M. as being partof the cost of the medical'education':in

that the A.A.M.C. considered a major involvement in research to be a

necessary ingredient of the medical education program and, therefore,

an activity that a school would have to fund,'along with its.other

educational costs, if its research funding by outside agencies were discon-

tinued or, reduced. Similarly, a sense of uncertainty about the future

of arrangements governing health-care payments to hospitals resulted in

A.A.M4.'s also including in its educational costs a greater portion

of patient-care activity than did the I:O.M.

B. Cost Projections for SHP: Presentation, and Discussion

This major part of the chapter covers both the operating ex-

penses and the capital fund requirements-for a School of Health Pro-.

fessioqs. Annuai Operating costs: are presented for the Schooi at

full operational (i.e., full-enrollment) level, and also for each

of its development and start-up years.

' AlI.costlestimates are duived from the SHP educational ,plan as

interpreted .through the'baSic assumptions that were included in

Section II. The educational program specifications and the cost-
,

development metholblogy will be thoroughly explained, but greater

detail can be fbund-in Appendices 16-AM. 16-B. All program

sioecifitations mhould be ikarded-as eAimates and as. averages, and

Dot as'prescribed "courses of study."

Since the School's developmenia.ana start-up expenses.are closely

related to its full - operational -level operating needs, the develop-

ment of the full, operational level costs twill be considered first. Following

a brief introdudtion; the cost.projections are presented and explained

in the order shown at the top of the following page.

X68:
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Operating Costs

§ Full Operational Level,
" .

§ Development Stage (prior to
arrival, of.firSt students)

§§§ Start-Up Phase (priof.to
fUll student enrollment)

DiscUssion
.

Capital Costs Educational Space
and Funding Requirements

OPERATING COS:t

The'development-of operating costs followed an approach similar

to the one used by I:O.M. to estimate average per-student 'costs in
.

several different professions. This approach, part of the Institute

Study's "cOnstructed-cost" method, regards 'the fundamental building block

in the determination of the educatidn cost to be the specific.instructional

and instruction-related activities of the facility.*

The application of thiS

School of 1-16.1th Professions

quirements for faculty size.

analysis of:,

- -

,kind of cost-development-process to the'

entails first determining the School's re-
'

These -requirements are derived from an

-;,Studenis' instructional needs, which are,' in t
based upon: (1) the number of students pnrolle
each'13rofessional program, 'and. (2) the amount o
'each student "spends in each of several modes of
instructor-interaction (referred to as "student
-experiences")

and of

rn,
in

time v

tuent/
arning

- The amount of faculty involvement in patient-care an
.,,research- activity that is essential to the School's
educational program,

1

Followi9g this analysis,of faculty requirements, the-next step.,

,
a .in the procesO.S to determinethe School's xe'quirements for the follow,-

_.
...

ing four principal cost items: "
--,

Personnel, and Materiel support requirements for.facloilty and

students (e.g.,library, educational resources)

*The method is explained beginning on page 169 of gait III of vie
I.O.M. Study report. 169
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I ' e. 1,

<

;

. .

o: Other direct pperatio4a1 needs (e.g., supplies, travel,

1 6 '

,

telephone), .

Administration and-general support reqUiiements (e.g.,

.- clinical resources, minor remodelling)

_ Indirect fixed cost item -needs fe.g, utilitie5),
_

The costs_for such'student-support itemsas housing, health

care; and recreation have not been projected; it is assumed that

these activities will be .cperated from student-fees. (Nor has any

provision been made for the construction'of facilities related to

these items.) The cost projections also do not include any specific

line item, for faculty and student transportation to and from rural

clinical education sites nor for temporary student housing at those sites.*

The distinct 'advantages of the constructed -cost methodology.(pre-

viewed above), and' the reasons for its use in this study, should'be

pointed out. The chief merit of the method - which builds costs from

",the ground up" from specifications concerning stvdent/instructor,inter-

ractions and the components of the educational program - is that the,-
cost14;Ctions it produces are accurate reflectiOns of a school's in-

structional program. A second advantage is that the approach requires

educators to clarify their educational 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, long-range cost projections for a new school or program, but also

to add'clarity to curricular and. budgetary evaluation and revision of op-
.

erating programs; the method can be used to easily analyze the marginal

budgetary impact of contemplated changes in instruction or curriculum,'

or to isolate and highlight existing.high-cost areas that might warrant

furtHer examination.

These several applications of the cOnstructed-cost-method make

it particularly useful to new and developing-schools, and especially to

ones as' untraditional and experimental as the School of,Health Professions.

*Tba, general operating expenses estimate should be adequate to cover
this kind of faculty and student transportation but not the temporary

student housing (which, unfortunately'', frequently represents-a sub-
-.stantial out-of-pocket expense to health professions students in pro-
grams that include- extensive clinical work at remote sites.)

170
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§ OPERATING COSTS .FULL OPERATIONAL.LEVEL

Introduction'.

Projections of the SNP's total operating expenses are very

directly related to its faculty costs.: faculty compensation was

found to be the most important campcnent of the cost of instruction

in all of the professions studied by the I.O.M., and faculty

activities govern the, requirements for almost all other cost items,

including secretaries, technicians, Miscellaneous direct expenses,

and physical facilities. Therefore, the fundamental unit for the

development of the School's operating expenses is the full-time

equivalent (F.T.E.) facultyrequirement.

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:*
v

Numbers of enrdlled students;
b

Average length of the curriculum;

Kinds and frequency of'various student learning experiences,

assembled into "curriculum schedules";

Number of students in a group for each kind of student'learning

experience, and the number of faculty required for eacb'kind

of learning'experience;

Faculty preparation and evaluation time reqUired for/each

faculty /s.tudent contact hour, for each .kind of student learn-

ing experience;

JI

*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 bestrongly emphasized that these

- and other kinds of "program specifications" are meant to represent
estimates and avers es only, and not prescribed(or even necessarily
typica )pathways ough the curriculum. 4

171 ,
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Ditribution of overall faculty effort among education.

*(instruction and instruction-related or instructional

support activities), patient care, and research, including.

the maximum instructional effort r quired per 'full-time

equElalent faculty. ..

The specifications used for SHP are as follows:

- Enrollment and Average Length, of Curriculum: At full operational

level, the School will contain 360 students distributed as follows:

Kind of Student

PrImary-Care Physician

Primary-Care Dentist
Health Care Coordinator

Nurse Practitioner
Social Worker
Clinical Pharmacist

Average 'Average Total
Enrollment Program Length Average Annual
per Level (in academic weeks) Enrollment-.

50 146 (approx. 3 acad. 150
years)

30 146 " , 90
60 48 (approx. 1 acad. '60

year)
48 " .

48

20

-20

20 le" 48 el

20

.20

20

(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 shown by level instead of

by Stage, so that comparisons with more conventional HPE programs

can be made.)

The full-operational level enrollment projections are based on

the assumption that the School must be an economical and 'effective

unit. The numerical diitribution of students among the various pro-

fessional programs reflectsOn part, the, balance required for the

clinical units,- which will form the major Portion of the School's

clinical education program.
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For purposes of cost projections, the length of the prdgrams

for primary-care medical and dental students has been estimated at ,

about three full -time academic years Containing 146 weeks ofinstruc-
.

tion (approxi6ately 48 weeks per year),* "Full-time" means 50 hours

per week in SIP learning activities.(discussed-Uplow). The-minimuM

length for each the medical and dental programsiWill probably be 132

full-time weeks. It is assumed tht.indst students will complete the

program in somewhere between 132 and 146 weeks. The amount of time'

that.studentspight collectively 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 fey 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

that some may complete it in less time.**

1, Student Learning Experiences: To better visualize the several

curricula andto develop basic specifications for use in the deri2

vation of the School's faculty requirements, a total of fourteen

distinctive kinds of learning experienCes have been projected for

students in the various SHP'Programs. Each kirid of experience implies

a specific mode of interraCiion between students and instructors

(and, as shown in Appendix 16-A, also implies a specific level of

faculty time required, and, therefore, of faculty cost). The learn-

inging experiences, including the; very important one of self-learning

*For the medical curriculum, the 146 weeks includes-Stage 5 of the
curriculum, which is optional (see- Chapter 2), but is included for
the generation of financial projections. 1

**Since faculty will be Paid for a 48-week working year, the faculty
F.T.E. requirements,would not be reduCed even if - as is unlikely
the average program duration turned out to be significantly below 146
weeks- fog medicine and dentistry-and /or significantly below 48 weeks
for 'any of, the otherfour professions. 4.
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and'st are:

Lectures

pninars and Practicums

$4411Groups

Patient 'Care- Related
'ActiVities - Clinical

7.* , 'Units

I'e'az ,Activities

'1,
Conlerentes

2 rDevelopment--
2.; Clinical! Units

Other Ambulatory -Care

rience

Inpatient Experience

= Hospital-Based Experience

.Emergency Room Experience

- Dental Techni4Ue Lab.

-. Dental School' Clinic Experience

Resource Consultation

Advising Consultation

- Self- learning, and Studying

(without Faculty)

v 'PrOcise' initions of each of these kinds of learning. activities',
/ Vi,includpg evant group size, are, provided in Figure 1.

.Estim4i4Ceirritulum Schedules: Assumptions have been made con-

,dge number of hours per week that a student xillcern4mg ,

. i$p:enci

14 weeki
,t

each studen

the,above kinds of learning experiences. The result- ,

culUm schedules" are based on an aikimption that

spend SO hours per week in various SHP learriing act- .

ivi 4icant portion of which includes self-learning. Coup-

5941OUrslper week the previously stated assumptions

bire. the Aver4ge ,program lengths for each of the six professional

f'ograms'iyie'dsa,total
of 7300 hoursper student for the medical and

..

d' ntaiPrberAS:and`2400 hours per student for each of the remaining

fell. pro Ms, e41th care coordinator, nurse practitioner, social work,

lind,0 nic41 pharmacy).
.a.,

O
. i

'OhelpiUPUirritulum schedules are shown in Tabres^l-A through

l-E.'OeginningOh page,'153. For the medical, dental, and health care

codrdinator
StUdenN

s4he schedules are differentiated by the curricu-
lar

,...

's.tdges ekpiadj10, iiiiChapter 2.

PAY: ,:' -, '",
- 4L-61ty'WOrkYearc-'Distribution of Effort: The workyear

for-a4144fatditYAmber is considered to be 1920 hours (40 .v .

.

hours 100. week Or The distribution, of these 1920 hours

that iscOnsidered 4pro riate for the School of Health Professions,
, . .

\

.

I

ryi

k
'.".17 4\\ ,

vl . .150
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. FIGURE 1

DEFINITIONS Oj STUDENT LEARNING EXPERIENCES FOR SHP

LECTURES: One instructor imparting'information to a large group
of students (includes grand, rounds). 0

SEMINARS AND PRACTICUMS: Regular seminars and practidbms, which

' are sessions of supervised practice of manual skills'and tech-
niques - e.g., giving injections, practicirig interview skills -
or science labs; number of students is'aboUt

,

,,SMALL GRpUPS: Greater student/faculty interaction 'than in seminars
.

'(average Size geoup'about 8 students for one.faculty member).

PATIENT CARE-RELATED ACTIVITIES - CLINICAL WITS: Consists of
student observation of care-delivery faculty (including by , .

,,-

consulting specialists) and of Supervised care-delivery by .

'students; number of students per group is 6 foredical and '..

dental students and 8 for others (based upon instructional
s component only of joint patient-care/teaching activity)ort- , -

4 , )

TEAM ACTIVITIES: CONFERENCES AND SKILLS:EEVELOPXENT - CLINICAL WITS:
Includes-inter- and intraprofessional student team conferences

t for discussion of specific patient cases and for development of
,

generalized interprofessional tears skills; nurber orstudents per

group is 6.
, .

,

A c.

, OTHER AWATORY,CARE EXPERIENCE: Students' observation of Care-
delivery of their supervised delivery of care in ambulatory settings
other than the SHP ClinicaLlhits; same group size as for the .

patient care related activities in the clinical units.

INPATIENT EXPERIENCE Consists of traditional ward clerkships and

related activities.

.MSPITA-BASED EXPERIENCE: Consists of observation and some
practice participation in various administrative'systers;fbr the
primary purpose of acquiring familiarity with the relationship
between-inpatient andotpatient care.

., _ .

BERGENCY ROOM EXPERIENCE: , Consists ,of observation of,, and practice
in, patient screening and patient flow, 'for purposes of strengthening

'triage skilli..,
,, , ,...

, .

DENTAL TECHNIQUE LAB: Sane kinds of learning experiences as in -
typical dental school technique lab.

DENTAL SCOOL CLINIC EXPERIENCEf Supervised delivery of care by
students in a dental school clinic (as distinct from the SHP

. 'clinical'Lmits). , -

. : .

RESOURCE CONSULTATION:- Interaction between student and faculty
members" (average of 2 Students with one faculty renter/ to deal
with "content" in biomedical sciences, behavioral sciences, and'
clinical sciences, and with other kinds of content appropriate to
the student professional category concerned; occurs within and
outside of the'clinical units.

.. .

ADVISING CONSULTATION:. One-to-one'interatition betwfen'stUdent and
primary-care clinician adviser faculty concerning, the "content" of
primary -care delivery and the student's educational proces,and
progress (e.g:, evaluation, goal setting, remedial work); occurs'
within and outside of the,clinical units.

.. .

SELF-LEARNING AND STUDYING (WITHOUT FACULTY): The time the.student

spends in reading, working with variousself-instructional
materials, performing self evaluations, etc. This is'the only kind
of learning experience not pertinent to the comautation of faculty
instructional requirements (and to the faculty FTE derived therefrom).

', ;..,

A .
. 1 ' .

0C
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'and that was used for cost projections, is: ei

Student Contact and Instructioilar

Preparation and-Evaluation (including 55% (1,656'hours
in clinical settings) - per year)

Curriculum Development

Administration and Committees;

Research, and/orPatient Care

5% .

10%

30%

1001*

(
Hours in excess-of 40 per week, which would be spent in research;

patient care, and professional development, are,beyond the-definition

of a full-time faculty member's time commitment to SHP.

The Student Contact and Instructional Preparation/Evaluation

time constitutes the instructional program; that, plus the additional

total 15%-effort devoted to curriculum development and to administra-
,

4

eon and committees constitutes the 70% of overall, faculty effort that

is directly related to the School's educational program (and that

portion ok'-ete faculty's compensation that is borne by the School).

The 30%-effort in research and /or patient care is the amount

considered to be appropriate for the faculty's maintenance of.pro-,

fessional competence. As indicated in preCedingsections'of this, re-

port) the research conducted in SHP will include research in education

and ,in methods of care-delivery, and in clinical'and behavioral

sciences, as well as biomedical-research: .

The faculty effort distribution.used for SHPis similar to that

used in the I.O.M.'s constructedcost model for medical and dental

schools Pt. III, 1974, p. 172), but the SHP distribution'

includes somewhat higher percentages for student instruction.

- Determination bf Faculty Requirements: The following brief

. rr

'Mils distribution of faculty time is an average across all
individuals and all professions.
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TABLES 1-A I-F:

Explanatory Note

A

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.

.

An 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 Curricula Tables 1-A
through 1 -F), or over the estimated duration of the entire curricular
program (in ;he case'of the remaining four professional categories -

Tables 1-D through 1-F). Thus, with reference to medical students, the
1.8 hours periWeek that are depicted in Table 1-A as being,spentin
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 4.4hours spread over the remaining 5 weeks of
the Stage.

1'4

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 learning experiences are
estimates and averages'to begin with. Given the flexibility of.the
SHP curriculum, the actual amounts of time spent in given learning
activities and the total amount 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'l-A through I-F.

I
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TABLE 1-A

ESTIMATED' CURRICULUM SCHEDULE FOR PRIMARY-CARE MEDICAL STUDENTS,.

.

TYPE OF

LEARNING EXPERIENCE

i

.....

AVERAGE STUDENT HOURS PER WEEK

Stage 1
(8 weeks)

Stage 2
(52 weeks)

Stage 3
423 weeks)

Stage4
(53 weeks)

Stagg 5
(10 weeks)

(optional)

--

6 .

2.5

.

10

10 --

. 1

1

19.5

Lectures

.Seminars & practicums

Small groups

Patient care-related

.
activities - clinical units

1.

Team activities (conferences
and skills-development) -
clinica,1 units

Other ambulatary-care
.

experience

Inpatient experience

Resourcecorzsultation

Advising consultation

Self-learning & studying
(without faculty)

3

.

3.2

4.8

t

1.8

v .8

3

3

.9

1 ,

28.5 .

.

\

t

3

F 3
.

2

3.6

1.5,

2

3

1.1

.

29.8

.

d

,.

,

.

.

.

--

--

--

12

4P1
5

--

10

.1.5

1

20.5

,

.

.

.

2
,

16.8

.

7

3

--

17

1

13.5

TOTAL HOURS TER WEEK ) 50.0'

._

50.0 50.D 50.0 50:0

j

I
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ESTIMATE

k

TABLE 1-13

CULUM SC}AEDULE FOR PRIMARY-CARE DENTAL STUDENTS

.. 0 TYRE OF

'- -LEARNING EXPERIENCE

1
-

.
AVERAGE STUDENT HOURS PER WEEK

.

(8

Stage 1
weeks)

Stage 2

(46 weeks)
Stage 3 - -

139 weeks)
. Stage 4
(53 Feeks)

-"--

Lectures
.

,

teminars.& practicums .

Small groups

Patient,care-related
activities - clinical upits

Team activities (cRnferences

and skills-development) -
clinical units

.' ..

°the; ambulatory-care
experience

.

Dental school clinic
experience

Dental technique lab.

Resource consultation

Advising consultation

Self-learning & studying,
(without.'fapulty)

.

3 '

6

9

-3

1.2

--

--

1

1

25.8

.

.

4

3.2

--

.

.

4.8'

'1/

' 2

4

20

1

1

.4'

.

10

.

.

0

-'

4°

.

3

4

2

--

--

--

--

20

--

, 1

1

4

19

-...

4

40

.

- 2

1.2

1.8

21

.

..'8.7

--

--

1

.

4.

Y

13.3'

\

.

\

.

.

v..-

TQTAL HOURS PER WEEK
.

50.0

(14

50.01 50.0 . 50.0 ,

. r

1

/ isa

e

4.
I
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TABLE 1 C

ESTIMATED CURRICULUM SCHEDULE FOR HEALTH CARE COORDINATOR STUDENTS

4

.

% TYPE OF
,

LEARNING EXPERIENCE

,. AVERAGE STUINTHOURS PER WEEK

Stag 1.
(2 weeks)

.

Stage 2

(14 weeks)
Stage 3
(10 weeks)

Stage 4
.

(22 weeks) ,

Lectures .

Seminars & practicums

. .

Patient care-relate
activities - clinical units

.

Team activities (conferences
'and skills-development) -

clinical units
.

Eme6ency1 room-eAperience

Hospital-beasedexperience

Resource consultatioh,

Advising consultation . .

'Self-learnint& studying
(without f&culty) .

.

V

1

.

28

6

.6

.2'

1 .

1.

.3

12.4.

,

.

.

-

i 4

.

6

10,

6

0 .

4.8 .

.

2

3

4

.7

.5-.4_

.

.

19

.

.

...

"2

4.8

12.

5

3

_

3

4 -
.8

5

18.9,I

.

5

5

\\

11.2

,

5.5

3

.

3

.7

-.5

'

16.1

,

.

F

TOTALHOURS PER WEEK
,

/

50% 0

.

50.0 50.0
-..

,

50.0
I 0

V

,

I.

a
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TABLE 1-D-

.1:SitteAlmssitINtaastalstibias. NlarlislatifiMErigit-lifiVIISEI

4-

DEtt TS

TYPE OF*LEARNING EXPERIENCE

AVERAGE

STUDENT HOURS
PER WEEK

Lectures 4

.Seminars i practical 4

Patient care-related activities - clinical units 13

Team activities (conferences and skills -

development' - clinicallunits

Other ambulatory-care experientb'

Resource consultation

Advising consultation

Self-learning 'S studying (without faculty)

4.5

2

1.6

.5

20.4

TOTAL HOURS PER WEEK 50.0

TABLE 1 -E

ESTIMATED CURRICULUM SCHEDULE FOR SOCIAL WORK STUDENTS

TYPE OF LEARNING EbERIENCE

AVERAGE
STUDENT HOURS
PER WEEK

Lectures

,Seminars t practicums

Patient care-related activities - clinical units

Team activities ( conferences and skills-
development) - clinical units

5

10.8

4'5

Other ambulatory-care experience 6

Resource consultation 1

Advising consultation ' .5

Self - learning,; studying (without faculty)

TOTAL HOURS PER WEEK 50.0
, 7

TABLE 1 -F

ESTIMATED CURRICU LUM SCHEDULE FOR CLINICAL PHARMACIST' STUDENTS

1

TYPE OF LEARNING EXPERIENCE

. AVERAGE -

STUDENT HOURS
PER WEE

Patient care-related activities - clinical units

.Team activities (conferences and Anis-
tievelopment) - clinical Umats

Resource consultation

Advising consultation

S'elf-learning S.studying (without faculty)

I S.

19.2

.

4.

1.7,

.3.

23.8

TOTAL HOURS PER wEgK

lj 1/45 7

50.0 I:8

4

A
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explanation of the usual way of determining faculty requirehents

for university -level instruction is included to highlight the very

different method uied'inihis study. Faculty requirements are

ordinarily deveibped from a series ofiformulae basedUPon'student

credit hours (muhber of students multiplied,by credit hoofs for

each course) per faculty Member, with an allowance made far the course

(freshmen through graduate). :Additional alldwances may be

made for so-called high cost areas (e.g., biology andengineering).

Included in the formula requirements is an allowance for the mainten:

.ance of professional competence, including some research.

Though they have come to be generally accepted in universities

throughout the cpuntry, such formula computations have spectfic limi-

tations, arising priinarily.fran the variation among academic disci- ,

(lines. They have major limitations with respect to health pro-

fessions schools (principally because of the clinical component of
,

instructionLynd they have not been applied (except partially in one

or two cases) to medical and dental schools nor to many other health
.

professions schools. redit-hour based cost computations are, in

any event, inapplicable, to SHP, which has no,courses or predetermined

curriculum EL se.

A major variable in the cost projections for HPE lies in the

clinicp area of instruction, where, the size of the instructional

group varies widely, as between review of patient diagnosis (with

one student per faculty member) to grand rounds (with fifty students).

Furthermore, in plikical instruction, the faculty member is both

teaching and providing patient care at the same time. An additional

complexity in determining HPE faculty requirements is the existence

of a wide variation among clinical settings. = between, for example,
A

an outpatient in a clinic,and.a=hospitalized Patient in an intensive-
'

care unit.

SHP's faculty instructional requirements have been developed by

applyifig a set.of-assymptions about faculty preparationievaIkation
_

time for. each kind of le4zngig experience to the curriculum 'schedules

for each prbfeSsion. The results Were then further factored by the
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-LaaorirsTrpontidr,--of-students that could -be-taught--by-one7faCuity mem.

ber for that particular learning experience (the."group size").
a

The Methods and results of translating the average'weekly curricu-

lar schedules for individual students (shown in Tables 1 -A through 1-P of
.

this chapter). into the total annual student hours for the School, and

from there, into the School's total annual faculty instructional hour

requirements, are presented in full detail; in Appendix 16-A Tables

3 and 1, respectively: The assumptions about group size andfaculty

preparation/evaluation time for each,of the student learning activities,

by profession, are included in Table f-in Appendix 16 -A.

Table 2 in Appendix 16 -A shows the conversion of faculty initfuC-

tiqnal 'hours into the School's faculty F.T.E. requirements, The,,

conversion is dpne by equating one F.T.E. with every. 1056 hours'of re-

tiulred instruction (which is the 55% of'the totaf-1920 hdurs per

year that is assumed to be devoted to instructional activities).4

- Faculty Numbers; The total annual faculty F.T.E. reqUirements

generated by this procedure is J10.9 F.T.E., broken. down by program,

, as follows:.

Program F.T.E. Faculty

Medical

Dental'

Health Care Coordinator

Nurse Practitioner

Social Work

Clinical Pharmacy

48.9.

31.5

13.8

5.7

5.6

5.

110.9 F.T.E.

Since the learning experiences and student-hour distributions

, were formulated sepdrately for eachgif the six professional curricula,

,the method used to determine the faculty F.T.E. makes it' appear as,

though all teaching in a given curriculum is done by faculty of that

respective profession; and that all student learning groups are intra-
.

professional. The approach being used for deriving SHP's faculty F.T.E.

159.
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requirements cow. be easily ...pte to incorporate specific assumptions

concerning the amount of interprofessional education (and, also, to in-
,

corporate differentiations between such instructional categories as clin-

ical and basic science), but it, was thought that such Specificity would

be of questionable accuracy. 'Furthermore; as explained in the footnote*,

it appears that this additional kind of.specificity would,mot. materially

affect the faculty requirements and costs that have been developed for

this report.

The actual faculty Will'be comprised of individuals with both full-

and part-time commitments to SHP, but ng specific breakdown between full-

and part-time faculty. members has been made. There are a number of effects

may very subtle upon costs that could be expected from a vari,ation

in the ratio of.full- to part-time faculty members;'but most would be

fairly minor, and it was thought to be premature and arbitrary at this

point to make a definitetassumption about thi' ratio.

For most of the cost projections in this chapter, all fa haVe

been considered to be full time (i.e;, equal, to the F.T.E.) P6,
tion that should not significantly affect the accuracy of cost projections./o
*Many of the kinds of student learning experiences outlined''above are riot'

only able to be interprofessional activities, but,in fact, are intended
to be so most of the time (especially for pxampfe, various'clinical learn-,
ing experiences).

' Since: (1) the definitions of 'each learning experience and of their
respective,estimated faculty preparation times are constant across the

six-SHP curricula, (2) the Maximum group sizes (student/faculty'ratios)
for .the given learning experiences are frequently the same (or nearly so)

from professionprofeSsion to professionond (3) the. faculty canposition and average
salities used 1n -the colt projections (as described later in the text)
intentionally allow for interptofessional education (e.g., theassUmp-
tion.that salary for nurse practitidnerlyogram faculty on'the high

side to.kover foisame of the instruction of nurse practitioners being
given by Ph.D. basic scientists and/or-M:D.'s), tire "inte4ofessional,'
ization", of the six curricula'should not Alter, the costs projetted by this

study in any substantial sway.
. /

It will be potentially cost-reducing in those cases wherethe part- ,
ibilar learnihg activity, can absorb large numbers of-students and where

the maximum group size is pot reched by stude from onq profession alone-

4.-.lectures are' goad. ekamples -(gSsuming, of co , that the activity is

approptiatefor students of more than One profe ion). However, such sit-

uations will be relatively rare in SHP, in light of the-School's emphasis,
on *11 eoup and indiVIdual.learning experiences. .. 4. .

? -.184 . -
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A very rough estimate, 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 requited resource skills, 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 operating

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 professional program rather than by faculty members' res-

pective backgrounds -(such as, Ph.D. - basic scientist, nurse practition-

er, M.D. clinician, etc.).

Where applicable, salaries are based on the FY 1973 (acad.yr. 1972-73)

salaries in the I.O.M. Study, increased by at least Vito adjust to a

FY 1974 baSe, and, in some cases, further increased to allow forthe non-
.

standard specialty mix of the /faculty for a given program (e.g., the

fact that some of the teaching of social work students will be done by

The salaries used for the cost projections (maintained at 1974-dollar

levels for all years) are:
6

Program 0
Medical

_Dental

Health Care Coordin-
ator

Nurse Practitioner

Social Work

Pharmacy

/

1

,
Ifir)
161

_ )

, ,

Average Salaties(1974-level)

$28,000 (I,O.M., FY 1973= 25,900) '

25,000 (I.O.M., FY 1973= 21,967)
. .

16,000

18,000

18,000

( 20,000 (I.O.M., FY 103= /6,500)
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Althoilez-the faCulty in the School-will not, as explained:above, strictly
follow these groupings (e.g., it will include biomedical and behavioral

scientists and educational design specialists,g well), the formulation

of average salaries has made allowance for this fact.
,

- Salary Costs: The total annual salary cost at full operational
,

level is $2,688,900 (of which only 70% is assumed to_be borne by the

School budget). The costs are broken down by programsas follows:

Average Faculty Total Annual.
Program Salary F.T.E. Salary Cost.

Medical L 28,000 48.9 1,369,200

Dental 25,000 31:5 787,500

Health Care
.

Coordinator 16,000 13.:8 220,800

Nurse Practitioner 18,000 527 102,600

Social Work 18,000 5.6 1004000

, Pharmacy 20,000 5.4 108,000

TOTALS 110.9 2,688,900

The Annual Operating Budget Faculty and Other Costs

)1'
The following explanation of the derivation of the SHPbperating

costs is keyed to the full-operational level annual budget presented

in Table 2. The personzl items in Table 2 have been assigned to either

the educational budget or to'the research and patient -care budget

(assumed. to be self-supporting), according to criteria explained below.

The educatidnal budget is the One that the School iDtplf must support.

The educational budget, at full operational levelois $4,638,342 per year,

Direct Cost Items: The direct cost *ems, apProximatine$3,6001000

per year are as follows:

Personnel - Total annual educational budget cost. =.$2,613,199.

Faculty: Total annual educational budget cost = $1,882,230,

' which is 70% of the total direct (i.e., excluding fringe bene-

fits) faculty salaries of $2,688,900.* t

*As shown under the "Total Dollars" coluMn of Table 2. The total of
$2,688,900, renders an average ftculty salary of $24,240.

,. .,
.

,
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TABLE 2

ANNUAL OPERATING EXPENSES

F,ULL- LEVEL _OPERATION

(1974 dot1V-s)

.
.

'EXPENSE CATEGORY

EDUCATIONAL (SHP)
BUDGET

RESEARCH i PATIENT-CARE
BUDGET TOTAL

DOLLARS

% of

Total Cost Dollars
% of

Total. Cost Dollars

DIRECT EXPENSES .

, PERSONNEL

Salaries

\Faculty 110.9 FTEb.e

.Clerical Staff 8 $8,800 65 FTE
b

Technicians 8 $10,000 i 37 FTE
b

Subtotal Salaries

Fringe Benefits (8 14.5% of Salaries.rd)

Subtotal Personnel

SUPPLIES & EXPENSES (0 7% of Educational-
Budget Salaries) _

CENTRALIZED SUPPORT ACTIVITIES
(Personnei & Materials)

Library
.

ducational Aeso0rces

School idninistration

Subtotal Centralized Support Activities

.

70%
.

57%

20%

1,882,2301

326,040

74,000

'

.

\

'

7

3,598,558

539,784

500,000

30%

43% 0

80%

806,670

245,960

296,000

2.680,900
b

572,000

370,000

'
.

2,282,276

330,929

'

''

,

.

1

R

1,348,630

195,552

3,630,900

526,900

2,613,199

159,759

1,544,182

, N/Ac

:

N/A

'N/A t"

N/A

" N/A

4,157,381

N/A

. .

N/A

N /A'

N/A

14.g

103,000

372,600

350,000

825,600

'

SUBTOTAL DIRECT EXPENSE1
'

GENERAL OVERHEAD
d

(9 15% of Direct Expenses)/

CLINICAL RESOURCE COSTS

.

TOTAL COSTS (Edocational*Budget)

I

.

4,638,39

'

a

a 410That is, beginning with the first year of full enrollment. which is projected to be m.ched in the School's
sixth,year of operation (1382 for a School implemented at UOP/PMC).

b
From page

c N/A - not calculated because not applicable dt this timeoencs esic,44401.

d'Includes maintenance, utilities, space, purchasing costs, and central university administration.
,

1. 8 7
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The edu iccit 'attill-ty,"sal#ry cost (this time including
4,

14.5% fry ell'Refits)i-pOstitutes approximately 52% of
fr+';';the tottilfinual educat3C I ioperating budget exclusive of

the ciirlloaA egoites.. a em,* '

Clerical tTatal axing 1 Jeduc tiOnal-budget ,direct salary
""cost' exO.uswverttf,' frive 'beriefits) = $326 040.

(

A total of Vg: Proj'eCted;--with 57% allocated to the
.

ed,ucationat hudget ,(12asial upon the assured need for one cleriCal
,F.T.E. for *pry Fittf.E;\ for education) and 43%
alloatsd to tlie'iresearcli:fa421( 1".Pa4pnt-care btdget (based
upoi one clericaill.5.T.E,,' 4,faculty't.T.E. for
research and iati,ent {care) . salary cost 'distributipn
follows the, F':T.E.f gistributiOn4 The estimated average.
salary is .

Technicians; educ:AtIOrial: budget direct

cost (excluding, frifige, benefits) $74,000.

A total of 37 Fri.E.(based upon ,one technician F.T.E. to

every 3 "facuIty fprO)eted, with 20% of the F. T,E .

effort and Sl,TarrYiCost al1gc1ated4o the educational budget,o'
and 80% to del reSearch huagetf., tThere may also to additional

,,,
Aechnicians-'. none O,.,tose timIAS involved with the Schools's
educationaiirodram, vifiC, are Xtuided totally from research and/or
patient c tej. eS'timated,lav rage salary is $10,000.
Fringe efits: Total annua, ucational budget cost-= $330,929,

/,calculate& at an' average of 5% of the educational-budget
pOrtio, of the tbtal 'of direct salaiy cost for faculty,
clexic61 teChniclan ersonnel

81-91)1i4,-adid cpenses 14,4nual educational budget cost =
/ .

$159,.759

/, gly
*The eStimated rclAnical is just un der; 10% of the Schools's
annual operatinveOSts.

0

./ .

e'; 3
c-

/
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phis covers' such. items as travel, postage, telephone, etc..

The cost is, estimated at 7% of the educational-budget portion of the

direct salary cost (i:e.,'7% of $2,282,270).

A
Centralized Support Activities Total annual educational budget

cost = $825,600.*. This consists of three major expenditure

subcategories, each of Which includes both personnel, and,materials:

e Library; Annual estimated cost = $103,000, which repres-

ents o nly the incremental Cott incurred by an.existing lib

rary for SHP needs. 'The estimate is consistent' with the
study estimate of $418,000 total cost; including

space charges, for a medical library for a Scho61 with 100

. students in each class. (I.O.M., Pt. IIT: 1974, p.222).

Educational Resources: Annual: estimate = $372,600, comL .

prised.of'$171,750 Personnel cost, $163,350.-for -computer

costs, and $37,500 forother direct operating expenses.**

k I

*During its full operational level, the School's various centralized
support activities will probably receive additional support to that
shown in Table 2 from overhead costs assigned to research and from the
resident educatior budget.

**The educational

Personnel:

1

resource estimate was calculated as follows:
0

5 professionals@ $20,000
5 support personnel @'$10,000
fringe benefits (14.5%)

.

Computer:

Lease @ $5,000/year
Student-Use Time

Other Direct Operating Expenses: ,

4 $100,000
50,000
Z1,750_

$ 60,000
103,350,

(25% of direct salaries)

1 8 ,)

$ 37,500

$171,750

163,350

37,500

$372,600
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tl

-e-i-computcr -activities Inc--

the acquisition. of various audio - visual and other self-

,instructional materials to meet the School's special re-

quirements in these areas:-

School Administration: Annual estimate = $350,000. This

item covers the personnel and expenses associated with the

offices. of the chief adnitinistrative officer and of student

services. (Central activities. such as purchasing are in-

cluded within the general' overhead provision),,

General-Overhead - General, overhead covers such'items as main-

tenance, utilities, space, purchasing costs, and central university'

administration., The overhead is calculated at 150 of the direct ed-

ucational budget costs of $3,598,558, and amounts to $539,784,annually.

Clinical Resource Cost The clinical resource cost, estimated at

$500,000 per year is an allowance to affiliated in- and outpatient

clinical education facilities (inclbding, possibly to the patient-

-care services of the School's Own ,clinical units, to cover the
. ,

additional patint-care expenses these facilities incur because of the

presence of SHP students (e.g., extra supplies and/or support per-

sonnel). Traditionally,,gmedicaPand 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 far. greater and assumed to be

supported from the respecti've.patient-care institutions' income for

services.)*

*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-
ing to the timetable presented in Chapter 11. If this is not the .case,

the.Schoorwill probably incur a larger clinical 'resources expense -

-than that shown, but will, of course,' experience a reduction in its

capital budget. If, the School is able to erate its own units but

unable to build its own facilities,,itIvil incur rental expense by-

yond those provided for in the current cost projections:

I 0,
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It is assumed that in the dental school clinic; 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 allocation-Of the direct faculty

costs. That allocation has been developed, and was. shown earlier

tinder the subheading of "Salary Costs." It should be cautioned.

that this kind of estimation loses its Wlidity if any one or more

of the six professional programs is "withdrawn," because the total

educationalcost'of the reMaining programs would not drop in precise

proportion to the decrease in the enrollment. The specificeffect on

the total budget would depend upon the Particular program and the num-.

ber of Students deleted., )

§g &OPERATING COSTS DEVELOPMENT STAGE
1/4

?

. ,

,Introducpion
..

. .

.

,

.
.

.

As explained 'Tn'the preceding chapter, the Development *stage be

gins, as soon as,a- university commits itself to implenientiACA SChool:',

of Health ProfesSions. This'commivuent will h6ebeen baSed upon: a, .

conclOsIon that the School is, educationally and financially' feasible,'

-,. and professionally acceptable. .It would understandably,bepreliminarjr,

insofar as all such major )undertakings ate subject to mid-stream can:

cellaiion or cutba&S caused by unfOrseen or alteredci
..

rcumsiances. ,-

(..,S The major actimit
.

ie8 and goals of the DevelOpment Stage were

delineated in Chapter 11.,, To Summarize, the Stage is--projected to .'..

last 2-1/2 years. Those, of its activities with theosi direct and

obvious financial implicatiOns are as followt:

' a Short and .long-range funding will 'be sought,andl.financial .

plans will be eveloPd for the School and its clinical
; ,

units; A e 1
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The faculty will be recruited. and gradually, br-ougnt---on

board;

A major portion of

and related evaluati

and the'communication

be developed. (Currict

programs scheduled, to

of the School's operat

period.)*

e detailed'curriculum Me modules

n and,self-instructionA materials)

and student - support systems will

lum development for those

pen in the second and third year

on will continue into the Start -Up

The identification and initial operation of clinical-units

and affiliated clinic resources will begin see the time-

table in Figure , Chapter,11);

A' The student admissions system will be designed and put into
N

operation; and

A number of developmental projects concerned with testing,

refining, and demonstration of various aspects of SHIPs ed-

utational and care-delivery programs (both within and out-
%

ide of the.Clinical unitS) willhe.conducted,.

*Faculty hired,dUring the latter part ofthe. Development Stagem* each
spend about two months in the faculty- orientation program describ
4.4 Chapter 3% Participation in developing the curriculum modules -
in the ,purse,of which they will became familiar with the philosophy,
and workings of the SHPprograms ,constitutes a significant portion

,.pf new faculty members' training. This means that only a minor p9r-
tiofi of'the'SchoOl's training program represents a nOss" do terms'or
productivity tothe'School. The principal source of any "unusual" ',

.Costs connected with faculty training sterns instead, from the timd-
commitment athe.educ,4tional specialist faculty tto improving the teach-'

..;,:ingebility.of new (as' well as Continuing) faculty, and- from a rela-

tively extensive recruitment program .(which may include not only inter-
views ofeaChnOandidatR,at-the-Sdhool of Health Profession's itself,
but itip'traVelby one or, mdreSHP personnel to the candidate's current.
Aork location, "However,'the,predaminant amount "of either one- or two -
way travel related,.to_retruitment will involve the primary-care provider
fadulty only; mOst'oftlie required resource faculty arCassumed to be

.

...als'eady available lotallylocally.)
.

.

. '

.".

-
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To adequately manage these major undertakings within 2-1/2 years

presupposes that at least as much advance conceptualizing and Planning

has already taken place as that represented in this present study. If

one started out with less matured ideas and/or less consensus as to

:lls and desigrra Lonsidw.dbly- lunge' Liniewould

be uired.--(Naturally-,- quite apart -from this consideration, the

- MI t:

School's scheduled opening could be delayed by any number of other

financial or political factors.)

Assuming a 2-1/2 year Development 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-term financial support.

A total of 5 F.T.E. faculty who would carry out some of the

administrative as well as the educational work plus one key adminis-

trator are projected for-this initial six-month developmental period

(which, oh 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-redruitment, curriculum

development and clinical unit development (as explained in Chapter 11);

this will by the appropriate time to make certain that representatives

of all of e professions for which the School is being planned, are

added t. core faculty.*

As is true in the case of the School at full. operational- - bevel,
,,

v. she costs for the Development Stage are influenced primarilyiby, the

faculty requirements. For each development year, the faculiy salary
. .

cost will be the single largest expense item, and most of the ether

cost items (e.g., supplies and expenses)'are either-directly or in-

directly dependent upon faculty F.,T.E.

*See the Afterward to this report for a commentary fibm the SHP' planning

Staff on the desirability of ensuring that the planning.group - and by
logical extension - the Development Stage facility and staff be multi,.

professional. .
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;Faculty Needs -

Introduction: Table 3 itemizes the faculty F.T.E'. and number estimated
for eacli of the years of the Development Stage. The projections are
broken down by year and by "the tyke_ of faculty, and the estimates are
correlated with the projected opening dates for the six professional

4.

education programs. As shown in the Table, the full-time faculty corn-
element 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 - -.11

whether in curriculum development, clinical unit operations, or var-
ious other school - development activities - will be directly related to
the School's educational program.

If faculty are able, during this period, to generate some income
from patient-care or from research funding saurces,, this fact will not
alter the' School's total faculty and other f.T.E. requirements, which,

..---for:the--DevelOpment-Stage-,---are--the-F-..-T,-E-, -for-only those-actiAtities_that

'are: considered; part :of; the, educationV Prroiram. 'tiOwever, with respect
i' -: -- .' -, . ,' to numbers-, sur'...h, outside .111,cane 1iauldlincrease .the .number of peOPle

. t . ,.y;
variousto ,be accoriVARdated.- '1f the,various developmental: pro3ects (concern-

..
edit

. .:' 4 '" 7 ' ",' v :
i.ng cational a51.4 care-deli-yery research 'rathet tban6ianeclical re-, '..
search)' obtain;fundiaig from buts 3.4 ''soul-eqs sO:-,that. th0 can lie ,5on...: - ., "., -

. ducted' at:ttibiir- opti.mal, leVel,,',ttiey tag; would Produce personnel- anili.; , -,r

. ,
,,,,. . , : -, .- , . .

, .
, ,,

s. r, ,....,,, cs, , .

,. ... ,. , -, - ., -, , ;

*An 75(..j.)l' of4gravttli an faculty. F:T.B1 'between 'the, year of, the
. ...

.,

: Development Stage and the.: first /ear of theStar,t-Up Phase is,-.included .
in 'th.d f4-eigrjtAtion.'of 'tip Start-Up, budget latex ,iii, the chaplet:. ; ;

- ,s% .
,

-**ThiS factor was not built into the space estimates Vat, are `discussed
.4, e ' : ,,, . , ----

'in 'Seetir W.. 1-laTeVeT, pait- time faculty, ilikply, to b"e ,researchers
or[alini0.1. -'4ogialiSts - will probably. be akle to 'suerpoitc .some or ,all ,

of *it, addit4cina.1.: state, and, eqpipment ieecg fronts the, direct ',costs or
overheacko4.:-the4 grants,: ' . '' .'.

i
7 --, - t:

*. :-''' ,'. ',.' I' -` ---
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TA14,1-3 :

Dkizpwr
. .

FACULTY REQUIRBEIM

FOR A SCHOOL OF .FEItTli *FESS IONS-

t

. ,
0_

-
4 e,

lYPE

OF

FACULTY
b

''

. ,

YEAR .. ..

...-
, .

-
'

.-'
. YF:Ali-
IN WHICH

"PROFESSION W.

...'PRZW-
- OPENS

"...

".: `. :,.,

Initial
. One-Half

Year
Paluary -
Itne,1975)

F.T.E
., .

First
Full
Year :

,. (1975)c

...

,
.

. 'Seci;ict-
(Final)

Fti
Year--

'No..

...

F.:', No..Ok
-Individuals

F.,T.E.

.

- o(f15.7°)c
individuals

-

. ,".,.Fhysiciaps
,Dentists

. . .
Health c1ril '

. .

. .

5

3 .i
'

2-

1
'

'2
,. .

`. '.` 1

.:

2

;,.4.' .
is

3

1

1 .

F

,.

. 9
.

5 ',.

.

,

-

2
t
1

.

'3

-

- /,' i
'1977'";

.. :19,77.. ,

.., .s
.; ,i78

,
: 197,
t .,

:79

1979 ,

N/A

Cdordinators-,
,.- not

Nu?se Pr.acationdrs seecified'

Social Workers .
,

Fharmacists

Biomedical and ,

Behavioral Scientists,
Educational Design
Specialists

4-------
, .
: 2

2 .

2
1

4

S F.T.E.
TOTALS (3 full -time;

2 part -time)

16
(approximately
8 full-time;
8 part-time)

11 F.T.E 28
(approximately
11 full-timef
17 part - time)

'N/A
E.T.
-.

, ,

aConsultants are not includedin this table; however. provision ibrth
in the Development Stage operating budget.

-

bhe first six types of factalty and their required complements are ategorited according,
to the program for which they are principally hired rathep than saisciplinarY',
background, though often they would lie synonymous.

c$p,e' cific dates (expressed in, yftews) refie tg a ()or implemented at

appears

is



r space requirements in addition to those included in the Development Stage

estimates' discussed below.

The Development Stage Budget --Faculty-and. Other Costa--

The cOmplFte bwiggt for the.Evalnwent_Stageds in

Table 4. Explanations of individual entries will be given only for

those items for which. the assumptions or explanations provided for

the full-operational level budget (Table 2) are inadequate or inapp-

..licable for the Development Stage. The costs for the entire 2 1/2-

year Development Stage, including totals by year and by budget item,

are delineated in Table 4.

PersonnelThe average faculty salary used for Development Stage

projections is $28,750, which is approximately 19% above the average

full-operational level salary of $24,246. (Both salaries ale quoted

at 1974-dollar levels). The higher average salary is based upon the .

need to attract especially sophistocated and experienced faculty

for this critical period in the School's educational and administrat-

ive development.

The clerical needs are based approkimately upon one secretary

for each faculty F.T.E. plus 4mo higher level assistants for the entire

faculty, representing a richer level of, clerical and.general assistance

than that provided-at the School's full operational level..

Supplies 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 -

incurred 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

. with recruitment, particularly of the high-calibre individuals heeded

to initiate the School. The Supplies and Expenses line item (at

o.

1.9 (3
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TABLE 4

ANNUAL OPERATING EXPENSE Sa

DEVELOPMENT STAGE
_____(19_74_ dollars )

EXPENSE CATEGORY

LVITLAL ONE-HALF YEN§

(JANUARY-JUNE, 19'5)

FIRST FULL
DEVELOPMENT XEAR

(19'S)

SECOND FULL
DEVELOPMEXT YEAR

m-6)b

TOTAL
DEVELOIMEM
STAGE COST

(21/2 Years)

F.T.E., Dollars F.T.E. Dollars F.T.E.' Dollars

DIRECT EXPENSE

PERSMiNT.L
Salaries

Faculty 8 528,750c
Clerical/A&unistration Staff

4 $ 8,800
8 $12,000

Subtotal Salaries

Fringe Benefits (8 14.5% of Salaries)

Subtotal Personnel

SUPPLIES 6 bli'EsiES (6151 of sataries)

FACULTY RECRUIDENT

.
.

71,875

S 1 22,000
12 000

1

t

1

11
1

316
.
250

1

. 70,400
Z

1 ,

24,000

1

1

1

1

17 1488,750

1

17 1149,600
....7,,..,1 24,000

876,875
v

242,000
. 60,000

105,875

15,352

410,650

59,544

662,350

96,040

1,178,875

4

170 932

121,227

15,881

10,000

470,194

61,598

--

-..-..--.

758,390

99,353

--

1,349,812

176,831

10,000

CONSULTANTS
t

Funding
Academic

Subtotal Consultants

' .

CENTRALIZED SUPPaRT ACTIVITIES
(Personnel and Materials) :

Library
Educational Resources'

School Adninistration

Subtotal Centralized Support Activities

SUBTOTAL DIRECT EXPENSES

GENERAL OVLRHEAD (8 i.5% of DirectExpenses)d

/
REMDDELLINU

} .

TOTAL COSTS PER YEAR

20,000
_

.

30,000
30,000

10,000
40,000

60,000
70,000

1...--,.

;0,000

--
. --

30,000

60,000-

.

c----

-

20,000

75,000
100,000 -

-_-1

50,000

59,715
270,000

200 ,000

130,000

.

79,715
345,000
330,000

.-.._
30,000

197,108'

29,566'

10,000
t

195,000

786,792

118,019

50,000

529,715

1,437,458

215,619 -

r

50,000

.

754,715

2,421,358

363,204

110,000

(1/4 Year) 236,674 954,811--...1.---

-..-1.---

1,703,077 (211 Years 2,894,562

alb° amounts`represent the full expenses of the Development Stage (i.e., relating to patient-care Ind research as yell as educational
Flecafed-ti-the-SEP-budgety-z=:

b
Dates (expressed In sea lc yeart) in parentheses refer to the proposed timetable for a School unplemented at U0P/PMC.

cihe average salary is approxima ely 19% higher than the aver.ge salary at full operational level.

d
Includes maintenance, utilities, space, purchasing costs, and central university administration.

197
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15% of salaries) in the Table 4-budget is-assumed adequate to en-

compass any such recruitment-rented expenses incurred during the re-

maininf two years of the DeVelopment Stage.

Consultants: Provision is made for consultants to assist in both

-fund-raising and academic activities.- -During the Development Stage espec,--,

ially, there will be certain Rinds of tasks for which-it-is-preferabie=-

to obtain assistance on a consultant, rather than on a full- or eves

part-time faculty basis - e.g., iii the case of a, particular individs

ual with whom a long-ter facult4otmitment 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 deeply inme ed in the School's day-to-day actiyities.

Centra ed Support Activities:'The gradual increase in library

expenses ever the 2-1/2 years provides for the staff an- inventory

build-up that is necessary for the ;Acuity's use in develOfft-the

curriculum andfor general prepardiion's for the arrival of students.

A relatively laze cost increase in the final Development Stage year

pruides, in addition, for the hiring of additional personnel for the

specific task of cataloging the SHP curriculum (explained in Chapters

2, 6, and 8). As indicated below, the library's cost can be expected

to drop in. the first year of the School's operation. This is because

the major one-time-only preparations should have been completed by

the tfne the School opens.

e Development Stage Educational Resources estimates are intended

_",10 cover the costs of an expanding staff of computer programmers

and support personnel and of increased needs for computer-programming

time related to developing the curriculut and to the implementation

of the evaluation and communication systems described in Chapters 7 and 8.

The costs are approximately 25% in 1975, and 100% in 1976, of the

annual educational resources amount in the full-operational level

.budget (exclusive of the portion thereof that covers students' use

r of compu'ers in self-study activities).
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I

The amount shown for School Administration 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 this line item amount from 1975 to 1976

Is i elated pi iiaai iiy tQ dhe operation of Ttlidmt-recruitment ana

selection program.

Remodelling: The Remodelling costs are indluded.in the operating

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 Ovethead.

§§§ 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

-preceding-chapter Ts summarized- at the -top of -Table 'S. The U UM

half of Table 5 delineates the annual educational program operating

budget for the Start-Up Phase. For a School implemented at

UOP/PMC, the Start-Up Phase runs from 1977 through 1981.

-The-Start-Up-Phase-forms-a logical bridge between the major

developmental effort of the Development Stage and the relatively

stabilized instructional (and other activities) of the School at:full-

level operations. The major factors determining personnel and other

needs for each of the five start-Up years are: (1) the continuation;

well into the early operational years of the School, of curriculum- ,

clinical unit-, and general school-development work; and (2),the

gradual expansion of the instructional requirements as the nuMber

of'programs and students increases. The amount of "developmental"

work will taper off gradually over the Start-Up period until, by

the time the School reaches full enrollment level,in the sixth-

190
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operational year, the proportion of personnel time budgeted for cur-

riculum development (5% for faculty), supplemented by the 10% of

faculty time budgeted for varieus_rmmittee and_administrative tasks,

will_be adequate for SHP's ongoing developmental needs. The assumption_

g faculty effort and-suppert--f-441ie-4- e-

same one that was used to estimate full-operational level staffing

needs and operating expenses: faculty will spend, on the average, 70%

of their time in activities related 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

The faCulty requirements govern the operating budget for the

start-up yearsos 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 level I

F.T.E,--is defined-as- one full lime-faculty-member

(or the_equivalent in part-timers) who works 70% of his time in education.

While the faculty F.T.E. increases absolutely over the five

years of start-up,there is a gradual reduction of the F.T.E.-to-

student ratio. However, the faculty F.T.E. for any given start-up

year is alwais greaterIthan that which would be required solely for

the purposes of meeting students' instructional needs. Even in a

new school With fewer innovative and extensive developmental and

*As shown in Table 5, Year One of the Start-Up Phase requires a
total of 30 faculty F.T.E., (where each F.T.E. is defined as devoting
70% of effort to SHP's educational program) whereas the faculty
F.T.E. for the final year of the Development Stage (where F.T.E:
is defined as 100% of effort to education) was 17 (Table 3). There-

fore, the increase in the educational program, faculty strength be-
tween the final year of theliFiaropment Stage and thd first year of
the School's opeFation is from 17 F.T.E. to 21 F.T.E. (i.e., 70%
of the 30 F.T.E. that shows in Table 5).

2Uit'

177



faculty-training requirements than SHP, it-is normal? during the

period of expanding enrollment, to have faculty employed or a full

year ahead of the time that they are required for the instuctional

load., This permits faculty extra time for teaching preparation, and

also enables them to play a strong role in defining the Schcol's

curriculum.*

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 -]1 d column of Table 5

for comparative purposes.

A discussion of key aspects concerning the development of the

personnel and financial requirements for the SHP Start -Up Phase

follows;

Faculty Effort and Salary: Average faculty salaries have been

projected at 10%rabove the full-operational level average for the

first Start-Up year,_and at 5% above the averane for the second

Start-Up year -$26,671 and $25,458, respectively. The average,

salary of $24,246 is projected for all subsequent years.

Clerical Effort and 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.

However, there will be a greater number of clerical individuals,

Since the budget amounts shown for Start-Up (rablk5) app15, to the

*puring'the Start-Up Phase, 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 thee
instructional modes emphasized by the School.
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educational portion of clerical effort only, which is estimated at

57% (as in the case of fulloperating levelIT the remaining 43%

of "clerical effort" is involved in the Schools -spatient-care and

research_programsand neither_ the_cost_nor (by implication) the F.T.E.

Enr this portion is shorn in Tjblc7C-----

While-the absolute unt 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.

Techniciap(Effort and Support: The technician F.T.E. subsumed

by the costs n Table 5 respresents solely those technicians needed

for the e tional program. Additional F.T.E. as well as cost for

technicians involved in research or patient care are not shown at

all. One-hundred percent of these.educational-program technicians'

salaries are drawn from the School's budget' ling .5tart-up. Tech-

nicians for patient care or research would all e 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 ofithe Start-Up period, though theF.T.E. increases in

absolute terms.

Supplies and Expenses: These are estimated each year at the level
k.of 15% of total direct salaries (compared with 7%'budgeted at full

.6perational 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) meMb r
is presumed to be partially involved in at least one of the latter
two activities as well as in education.
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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

Mill operational level) of the School's operation, since the major

costs were incurred during the preceding Development Stage. The

irp!..istrt-up year costs for the library are lower than they were

foAhe-final year of the Development Stage, since, as- mentioned pre-

viously, the major one-time-only preparations will have been completed

before the School opens.

Clinical Resources: This item was explained in the discussion of

the full-level operation budget. The gradill increase of the clinical

resources cost from $50,000 to $375,000-over the five years of Start-Up

is in sough proportion to the projected enrollment expansion.

§§§§ DISCUSSION

'The final conclusions regarding the prospects of financing the

operations of a School of,Health Professions must take into account the

entire budgetary picture income as well as costs. Income projections

are developed in the following major section of this chapter,-and the.

final section, "Cash Flow and Conclusions," will draw together the

implications 'of both the cost and. income projections.

As concerns strictly the cost side, however; it is appropriate
,

to observe here that the costs of the educational program $4,638,342

per year for 360 students - for a, School of Health Professi66

implemented under the conditions and assumptions outlined in this chapter,

appear,to be modest (though the School willcertainly not/be in-
.

expensive), despite the School's heavy emphasis on sm 1 group and
e

individualized (i.e., relatively expensive) ?odes of instruction. The

relatively high start-up expenditures are related to the major

curriculum-development and clinical-develdpment activity required for the

thool. The chief factor offsetting these costly features is the

thool's comparatiVedeomphasds won expensive biomedical research and

laboratory learning:. The-SChool's interprof65sionaI aspect, whidi is

fundamental to its educational program, turns out to be relatively

insignificant in tqrms of cost. (See the explanation in the footnote

on page

204.
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It must be reemphasized that the major assumption.-underlying all

of the cost estimates was that wherever theSchool were implemented,

the costs borne by the School would be only theincremental.

costs to existing prOgTams and resources that are created by the

presence of SHP students. ,Naturally, the .operating expenses would be

immensely different and greater for a School developedyvirtually de novo,

so different that any Comparisons with the cost projections deve loped

in this studNWould be meaningless.

k One way to put the SHP costs in perspective isito compare them

with the cost of the WAMI ( Washington, Alaska, Montana, and Idaho)

regional medical education program; directed. by the University-of

Washington. That program, which began in SuMmer 1971 with

appl'OximateIy-10 F.T.E. medical students, and has grown to an annual

1eVel of 60 student F.T.E., will have amounted to a total incremental

a
cost to fhe University of $6,000,000 (Bennett, R., 1974).

2, 'CA JAL COSTS E uCATIONAL SPACE AND FUNPING PEOUIFEMENTS

projections of captial costs are derived from estimates of the

School's space reqdirements at full operational level. Estimates have

14ein made for space at the School itself and at its various clinical

sites (i.e., hbspitals and the three clinical units):. The estimates

include only the major spaces required, based on experience in

planning a large number of health professional schools. For both the

School and its clinical sites, only' the cost of additional space

required. for educational instructional, instruq taatpd,

and instructional support) purposes is indicated.

As mentioned under Section II, a major assumption is that SHP

will be located in an existing academic health center that includes

such resources as a hospital with in-and outpatient services) a health

sciehces library, an auditorium or large lecture rooms, a dental schopl,

general university administration space, and maintenance space, all of

which represent core space to which the additione.space requiredby

SHP can be added. Another important cost-relatea assumption (similar
.
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to that underlying nrojectioris of the School's operating. expenses) is

that the School will bear only the incremental costs of creating the

-additional space required for purposes of SHP, rather than a prorated

portion of the total cost based on some arbitrary factor such as student

enrollpent.

kegardless 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 effective use of already existing ones

whether through remodelling 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 be freely

available to-SHP; in this regard, the space requirements can be

considered to be more generous than fcessary. FurtherMore, all

capital costs developed in this chapter are based totally upon new

construction; if space for remodelling is available, it will reduce the

costs requirements developed in this study.*

The capital cot and space requirements for the School's fully

operational educational program are summarized in Table 6 on the following

page. (The detailed standards and ocomputations for these requirements

are shown in Appendix 16-B.) Space and cost estimates are presented

in terms of ranges, in anticipation of modifications in program

specifications that might occur during the course of further planning

and development and in order to reflect an expected variation in

circumstances pertaining to alternative locations for the School.

*For example, if SHP is located at UOP/PMC, conversion of some bf the
truss space at Presbyterian Hospital into instructional areas (as a
substit4te for building equivalent space de riovo) might be possible, and
it would represent some reduction in costs.

4.
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TABLE 6

SUMMARY OF CAPITAL COSTS AND SPACE REQUIREMENTS

FOR A SCHOOL OF HEALTH PROFESSIONS

AT FULL _OPERATIONAL LEVELa

SPACE REQUIREMENTS

KIND OF SPACE Educational Areas5

a4v' (in net square feet)

SPACE AT SCHOOL

',Instructional Arease 18,000 22,000

Dental School Clinic
d

3,00& 5,000

Faculty Space (Offices and Labs)e 40,000 60,000

Missals 5,000 8,000

Educational Support Space 6,000 8,000

Librar/; 5,000 7,000

Administration 2,000 5,000

General Support and Maintenance'

Space 12 0
.._.1.-00

18
1
COO

---17.---

Mini= Maximum

TOTALS 107,000 155,000

net sq. ft. net sq. ft.

Subtotal Spate-le School 91,000 133,000 .

SPACE AT CLINICAL SITES

(Educational Space Only)

Hospitale 2,000 3,000

Clinical Unitse - Central, Rural,
_

and Urban 14,O00--.-.... ......-..--19,000

Subtotal Space at Clinical Sites 16,000 22,000 -

CAPITAL COSTS

Miniramtli Maxims:lib

N/A

4

$17 450 0006

A

N/A

$25,323,060

'T
N/A N/A

1 4

$ 2,507,0001) $ 3,372,000b

$19,850,000b $28,695,000b

aDeriyation of all figures is found in Appendix 16-B.

b
In mid -1974 dollar-levels. These costs are from Appendix 16-B, Table 3, which did not itemize costs for

each of the kinds of space comprising the total space at the School and at the Cllniar Sites.

'Educational" refefs to instructional, instructioahl-support, or instructionally related space.

4

dThe space shoit forthe Dental School Clinic would not be needed if the School were implemented at UOP/PMC,
where a dental school clinic already exists; one assumption concerning the teplementation of SHP at UOP/PMC...
is that the UOP dental school's enrollment would be reduced by a number equal to the enrollment in SHP's
dental program, thereby freeing adequate space for SUP dental students' dentarclinic learning activities.
(The same comment applies to the dermil techniaue lab. snace, which is part of the Instructional Areas item;
Sec Appendix 16-B).

eSpaCe requirements for these items are itemized in Appendix r6-13, Table 1.

20?
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.
The space estimates inTabie 6,a.eflect several key features: -of the

Schodl!seducational program' and philosophy. :One example is the

distinctive nature of Sirs c-linic4,eddcation.Program. Ordinarily,id

new healtIcl)rofessiOnS school must -place its eirphasis upon acquirtngi-:

either directlybr by affiliation - inpatient hoSpitalfacilitiei andI a

requiiite'nDmber of beds, aad it need not concern itself as extensive.

with the development of sizeable outpatient facilities. In contrast, .

, .

reSHP's explicit emphasis on primary care reverses thee emphases,
,,.

... . .

resulting ii a far greater need for ambulatory-care facility space than, . '

for hospital bed.S.
. -..- -.'.

.
.

The research space portion of the "Faculty:Space" requirement tht.....

is shown in Table 6 is illustrative of the fact that the School's.

major emphasisis on education and patient care rather than 113earch;

the estimates cover onlythat amount of research space necessary to

support,the amount and kinds of research assumed necessary to the '1.1P

4.4
faCulty's maintenance of its acadeMic competence position awl to the..

Schbor's capability to attract new faculty.
.

0-

The School's emphasis on primary care will aut tically,reduce.the

requirements for highly specialized research laborato ies associated with-..

sophiSticated biomedical research. (It is assumed th t any additioril

or more expensive research space or equipment. than tho e subsumed ia

the costprojections are not part of the educational program, and:-

s, us.ually,that they would have to be supported from separate sourc

research grants.)

Finally, in comparison with more traditional Schools

"'Instructional' Areas" space shown in Table 6 (broken down

16-B) includes relatively low requirements for special lea

facilities such as laboratories, and relatively high require

the kinds of facilities (e.g., carrels) needed for self-lea

activities.

4iable 6 shows an estimated range of

f t of educational space; the corresponding estimate of capit 1 cots

1974-dollar levels) is approximately $20,000,000 to $28.000 000.

the

Appendix

ing

is for

ng

000 to 155 00d`'..nt s uare
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'46 4'.... 7.

.,.0. '../ .' .2,
:j.

.1
..

. % - ,: or .priiiate Foney, .7..The.,inveftir)ent 'tilret4le i.s. rela,tetc-,:tp,:he .

.7 I
L. '4,4- ., .,. . ',.4,.. 1 - ... . ._

Ari estimated five -yeas schedufe. of ,all.bta.isfrpital ihvestiiient. 4f.
$23,0-0,;(100,.--beginntifg with :th'e firt ,yetr!of,,.tke, ..Sch491-'s DestelopyrFnt

..% 1
'

. . ` ',Stage ,- iS :presented inTable.7.. The sclriile. is presented in boi.h 104
prices. and.at pyiees,infiate0 tiy 8% per 6.7iii.'- ilivi:On'tirtioli.of caOit4 :.

costs in termsOff,the cost 'anticipatedjit the actual time Of ..3

, expenditige (the' 0.ght-han4,C63.A4, ofAe.",fable) S--upefui:::for,"*
.,..

.grotraying- capit0. fe;ctui-XeWn's .i.11,-,ter9IS , of corCstractien., gtantti

assumptions presented in this ant the nreceding chapter
the Page of growth :of the S;chOol id .r.if its Clinical.

AS was indicated in ..;Se-ctj16n ITpr"thiS chapter; the Schoolt,,S
,opera.iiirg,,C,ost.projections haVe been used on the assumption' that the

" 1

Schaal will, not bear the Costs o setting up the patient-care,
(as opposed to the echicational) programs of ,its clinical units.. The

t- . .
projectionS of tile Schoolrs' capital costs' and based on, the Similar;

. . :, ,,
asSumption , that the School's bUdget411 not have to bear, the construction ,...
costs :of -the`.strictly patient`care SiJace 'required for the overall "." .- ,.,-

10 i I' l'.pirogram,"ei-ther in the case of a hispital oeof the 'Clinical mnits: , :

On :th e assumption that., the Sclio. oktc s :M 4or ,affiliated
hospita,

includes
.1

, ' '

d UThtlent Icliiical facilities' fron which the SHP central' clinical f.trkit .,
., ,

can be developed (see Chapter 11) , only°. th incremental szace. reol-ementS'
./. .-. , ,,

£Q/' SHP's' educational needs-at the central-,unit have been.,include.4 in
the cost ,estim'ates for the cliriic:al. units :. (See 7 i)Derrdix.116=B, 'for ',

. , . . . , ,...!..z..

ireater details on the development of sp4c'e:and :ConStruction
. . -..,. %* . . ., ,. requirements.)

. 4
. =

,. .r

't b ''., . -t , - ...:, , !,. c ' ' ..r '." : . .

,*The cost of the patient-care- space far, the 'ovetal.). program wouldvary .
widely fizom siteto site, dependingulion the availability of already
existing patient-care resoLirces.' If all-"necissary,matiene-oare: .
facilities had to be constrticted"de noV;),;,:the:bccist range for the' ,

construction of all three kinds ,orc ,units' and of a hospital of
250 beds., (the approximate, number ?required fir SHP "elfubational p"rogam
at fu/1 operational leVel) andof the required.SHP clinical thits.woul4.be approximated)" as 'follows: 4 o

Hospital $30;000,0.q0 40,.000,b00

Urkits ,y' 2,00.0,000 "i;000006.
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YEW.

TABLE 7

ESTIMATED SCHEDULE OF CAPITAL

EXPENDITURES'FOR A

SCHOOL OF HEALTH PROFESSIONS
'(Amounts rounded to nearest thousand)

5.

DOLLAR AMOUNTS

At 1974 Prices At 8%/Year Inflated Prices

;Oar 1 (1975)

rear 2;-(1970

Year 3- 11977Y'
.

Ye 4:1" 4 (1978Y ,

Year

750,000

4,000,000

/ 6,000,000.

6,000,000

6,250,000

810,000

4,666,000

7,558,000

8,163,000

9;183,000

23,000,000 30,380,000

a
Corresponding approximately wIth'the first full year of the

Development Stage described in Chapter 11.

bAllispecific calendar dates, expressed in academic years,

refer to a School that would be implemented at UOP/PMC.
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IV. INCOME FOR THE SCHOOL OF HEALTH PROFESSIONS

This section of the chapter covers three major tonics in the

following order: historic funding trends for health professions

education (HPE); \the way which income 'was estimated for the School of

Health Professions; and the projections themselves. Income for capital

as well as for operating expenses is considered but operating income is

covered more thoroughly.

A. Background: Historic Trends in Support for Health Professions

Education

1. Federal Support: The funding of health professions education

(HPE) in this country is now largely dependent upon federal and state

appropriations. The f011owing 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

projections that will be presented below.

Federal aid for HPE began in the mid-1940's with. large federal

investments in the biomedical sciences authorized in amendments to the

Public Health Service Act. These amendments authorized the Department

of Health, Education, and Welfare, through the National IhStitutes of

Health, to conduct extensive biomedical research in programs established

throughout the country, particularly in medical schools. Research 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, schools responded by expanding their

fculty and programs.

The proportion of medical school income related to federal research

rose from 11% in 1947 to 42% in 1968, and by 1968, approximately 33% of

the total faculty salary budget for the nation's medical schools was

supported by the federal government's research and research training

grants (I.O.M., Pts. I mill, 1974, D. 1). This emphasis on biomedical

research led to increased pressure for specialization by thp faculty of

medical schools;-such pressure was probably one of the principal factors

2 11
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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

educational (in contrast to the research) component of medical and

other health professions schools. Th6-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 profeSsions 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 heaftirmanpower shortage.

The Health Professions Educational Assistance Amendments of 1965

(P.L., 89-290) and related legislation offered grants to five

categories of schools on the basis of the schools' agreeing to

increase enrollments, and guaranteed loans for low-income students

who would be unable to complete their professional education without

financial assistance.

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, dentistry, nursing, optometry, pharmacy,

podiatry, and veterinary medicine, and to provide scholarships as well

as loans to students with financial need.

This legislative emphasis was continued in the two major health

manpower laws of 1971: the Comprehensive Health Manpower Training Act

(P.L. 92-157), and its companion` Nurse Training Act (P.L. 92-158),

which introduced federal "capitation" grants i.e., oiierating (non-

capital) grants made to schools 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 "cavitation."

2 1 ;2
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The 1971 laws expired .on June 301974, but, as of January 1975,

its provisions are still in effect under a continuing resolution of the

,Congress. Several major health manpower bills were given extensive

consideration during.1974, but the current (i.e., the 99th) Session of

Congress ended without passing new legislation. It is highly likely

that the successor legislation to the 1971 laws will retain capitation

provisions for the several kinds of health professions (with the possible

exception of pharmacy), and probably extend capitation to allied health

and "physician- extender" professions as-well. However,son the basis of

the major legislative alternatives considered in 1974, it 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 expected to involve a school's contributions toward

correcting publicly pefceived problems in health-care delivery and

education, especially geographic and specialty mdldistribution (including

the insufficient number of primary-care nrovider4 Restrictions on

student-selection and/or on the location or type of graduates' practice,

the development of interdisciplinary and remote-site training programs,

and strict stipulations concerning supplemental support for health

professions educational programs from ton- governmental (e.g.,,university)

conditions included in the 1974 bills.z - -

The federal health manpower and education laws of the late 1960's

also initiated support,through,HIN 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 authority is expected

to be continued in new federal health professions manpower legis-

lation. A significant portion of the activities that will be-conducted

in the School of Health Professions is of this nature.

Recent federal actions indicate that, with specific exceptions,

biomedical research exnenditure once so influential for medical schools'

financial'picture --has.reached a plateau (with-nOtential for a decline

21;3_
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due to inflation). Research funding has moved toward the investigation

of categorical problems, administered in The form of contracts (rather

than in the form of'grant suppOrt for individual research projects,

which can be better'used than contracts, as general faculty support'}

The National Institutes of Health continue to be, the major supporters

of biomedical research in this country, aitd it is anticipated that

the School of Health Professions will; over the years, attract their

support for specific biomedical research programs.

.

Federal Involvement in patient car also has had major dm-

plications for the ,financing of HPE. The advent of Medicare and*

Medicaid in the mid-1960's providedmedical schodl£aculty and practitioners

with reimbursements for the care of patients from whot they had'previously

received little or no paytent. Subsequently, income from patient
1.

care has been used by many health professional schoks to support

portions of their educational prograts. Federal funds for-patient

care have continued to increase, but constraints have been placed on

their use; while federal monies and patient-care funds furnished by

individualssand 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.
I

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 legislation for the last decade has

supported, for the major health professions, the construction of

educational-purpose buildings, including faculty space for research

. considered essential to sustain high quality education. The provisidn

of low-interest loans (as opposed to direct gr6ts) 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.
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continue, if any support'at all is.provided; the loan route has been,

gaining increasing interest from federal ficials.9 Some of the

legislation proposed in 1974 included supp for educational buildings.

Federal support for construction of facilities for eneral

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 has occurred in the average patient stay in hoipitais has left

most-,communities with an excess of hospital beds, and has consequently

reduced the pressure for federal support for the construction of

inpatient facilities.

2. State Support: There is growing pressure for state support

of private health professions schools - especially medical schools.

Legislators are keenly aware that there are many areas in dire need of

health professionals, that most training programs have many more

qualified applicants than available places, and that private schools

have some difficulty in'attracting students because of the state schools'

lower(subsidized) tuition rates. Some states (New York, California,

Wisconsin, Pennsylvania, Ohio, Illinois) 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

Veterans 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 continuedmaldistribution of physicins, 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 school's to

expand their'enrollments. Thrqugh application of a formula that includes

*In fact; legislation enacted is this report is being completed
provides federal money for the construction of free-standing outpatient

facilitiei, especially in areas of need.
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consideration of the level of federal capitaticn, more than $10,000

per year per student has been 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 capitarjor the development of new schools and educational

programs. The provisions of The Federal Tax Reform Act of 1969, especially

itS"continuingpayout'provision,* have helped stimulate foundation

support. The second largest foundation in the world, The Robert Wood

Johnson Foundation (Princeton, New Jersey), has made sizeable grants

for the development of primary health-care programs, generally ones

associated with universities. '

Future changes in the Tax Reform Act will probably have the

result of encouraging foundations to maintain a diversity of programing,

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 Commonwealth Fund, the Fleiihman

Foundation, and the-Kellogg Foundation. also maintain a continuing

major interest in health-care delivery programs through grants Sizeable

enough,AO 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 creative

ideas in the educational process. Foundation support is usually for

study or development purposes only and should not be considered as ongoing
4

suppOrt.

However, private charitable fo tions, have been increasingly

hard hit by increasing *applications and decreasing resources. Although

current tax statutes re4uire continued expenditure, of funds(e.g., the

continued payout provision), the economic picture of 1974-75 has sharply

reduced actual dollars available from most foundations.

01.
*
The "continuing pay out"provision specifies a certain percentage of funds

per year that private foundations must distribute for programs (as opposed

to investing those funds). Under 5-3-Tax Reform At of 1569, that per-

centage has increased annually from 1969 through 1975..
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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 discussibn ofhistorical

trends concerns the "planned liquidation" of many currently

operating charitable foundations. This refers to a scheme whereby

a foundation's founders determine it to tie socially desirable ("maxi-

mum 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 "instrument"

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 assumOtion§ used

in making the income projections for SHP, or whiO have already

been sufficiently covered in preceding portions of this chapter. They

include patient-care income, sponsored educational research and

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 covered

the three sources that have the greatest direct bearing on the School's

financial feasibility and, that, at the 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 increasingly urn 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 concerned is that(i) 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).

2"
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increasingly on state support,(2) that new schools will need to

find significant amounts o private donor and foundation support,

and (3)that federal support will be tied lofincreased programmatic

and cost-sharing requirements. The prospects for state and foundation

support to SHP are difficult to predict, butQon. the whole, appear

favorable notwithstanding the current poor state of the economy.

B.' Development of Income Projections for.SHP

This section'begins with a discussion of the scope and context of the

incoge,projections made for SHP and concludes with a detailed presentation

of thOseprojections, including a discussion of the explicit assumptions

used in.their derivation. the projections for the School's non-capital

income are presented in Table 8.

',Context Scope of SHP. Income Projections: ,The.discussion

and presentation of the income projections in this chapter relate

primarily to income for the School's operating educational expenses,

rather than to its capital fund requirements, or it$Jpatient-care or

research expenses. Specific yearly estimates havebeen generated

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 projections presented

earlier under theSe same groupings.

The income projections can only be interpreted in the context

of the immediate future and of specifically designated calendar

years rather than as was possible for the cost projections - in

terms of relative, non-specified years (i.e., Year 1,2,3, etc.).

This is due to the quickly changing and highly unpredictable state

income projections upon the assumptions

of financing for HPE (as suggested bythe trends outlined above),

which makes it imperative to base

considered valid for a particular period of time. All income projections
.

for operating expenses are expressed in 1974 -level dollars.

Even within the above lithits, reliable and valid projections

of income are exceedingly difficult to make. This is true'forxiiX-

ing schools, but it is particularly so for a new chool for 'a

new kind of school. With these observations in mind,.
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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 OT (as in the case of prospective federal legislation)

are judged likely to exist. Any interpretation required to relate

existing legislation to the unique circumstances of SHP has been

made conservatively and cautiously, including as much verification

as possible with knowledgeable health professions educators and

public officials.

Furthermore, the probability of SHT's,Ittracting significant .

amounts of unrestricted state, federal, andprivate donor support,

at levels far beyond those considered realistic in terms of existing

ldws may well be high, once a-definite decision to go ahead and

implement a School of Health Professions is reached. This is

especially so since the School's educational and patient-care

philosophy seem congruent with current public priorities. None-

theleSs, no income of this kind has been included in the SHP cost

projections.

BstiAtes regarding private individual and foundation giving

for unrestricted use *.4- the least preclictabl6 have also been

kept exceedingly conservative. Such possible "bonanzas" as suggested

by the "planned liquidation".features of,certain large, charitable

foundations(described aboveL;k4 have not been taken into account.

The_non-capital income estimates do not_include apy contri-

butions from corporations.' Bus': s, has contributed to HPE.

eigh
f.

ever, its contributions have b.' 'mi.-pally in the forms of
-t)

student scholarships and 1-64ans'and grants for constructing libraries

and laboratories, rather than in the farm of direct operating sup-.

*port to schools. (There is reason to assume that corporations will

continue to make similar kinds of contributions, a fact that is

relevant to consideration of financing SHP's capital funding program,of

*
In contrast with specific sponsored projects, as explained-later.

4
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and to SNP's ability to attract economically disadvantaged students,

but not to the development of projectiOns for the Sch9ol's non-

capital 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 ofits 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 operating budget will be sup-

ported fran income that is generated specifically by or for those

activities. If actual experience shows this to be an erroneous

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 Table 8,

in which income is categorized by type or source.of support, under

the following headings.

Per-Capita-based funds:

Tuition
Capitation

Sponsored Edudational Projects

From Federal sources
From State (Cali,fornia) sources
From Priate Foundations

Basic Operating Support

FroM Federal Sources
From State- (California)
From Private Foundations
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 Ftill Operation (full-enrollment)

2T1
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,
years(i.e., 1982 and an) are shown. In the income (as apposed 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 year of development, (January - July, 1975)

(See Table 4). Otherwise; the cost and the income estimate tables

(Tables 2, 4 and 5 foi costs, and Table 8 for income) axe con-

structed on an identical framework.

As shown in Table 8, the total projected non-capital income

for the Development Stage (final two years only) is $785,000, and

fot:tht fir Start -Up years (1977-1981), it is $11,082,000;

at full operational (full-enrollment) level, the annual projected

income'is $4 078 000. (All amounts are in.1974-dollars). It

shduld be reemphasized that these figures are wedded to the specific

time period of 1975 ; 1982.

An explanation of the specific assumptions' and bases from

whichthe inane projections in Table 8 were derived follows:

di 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 cover less than

-:den 'percent of the total costs.: As the financial difficulties of

higher edUcation increase, both public and private institutions

are raising their tuition, especially for'higlv.cost programs and

'for programs in high-earning-capacity professions such as Medicine

and dAntistry.
t

Assumptions for SAP: 'Anndal tuition rates

will be set as follows -0974-dollar leVelsi:

Primary-Care Physician $6,500

Primary-Care Dentist $6,500

Health Care Coordinator _ $3,500

Nurse Practitioner $4',500

Social Wbrker $4,000

Pharmacist $4,000

These levels are considered to be reasonable,, especially if-SHP is
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part of a private university. /The tuition at some private libAral

arts colleges already exceeds some of the tuition projected

some of the SHP programs. As a point of'reference, the

annuar 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).*

Foi 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 assumptions

Were that tuition would be based, on the 11-month estimated average

length of SHP students' academic year. For each year, the total_

tuition amounts were computed by multiplying the number of students

by the ,appropriate rate. No allowance was made for rebating a

portion of tuition to students who complete a "curricular year" in

less than eleven months or for an incremental charge to those who

reqUire longei than eleven months. (In actual fact; it would probably

-bethe 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 amounts calculated

may underestimate the. total potential income from Student tuition.)

Federal Capitation:

Background: Amounts are based on the best

possible prediction as to the provisions in new legislation, and,

on the assumptiorkthat SHP would meet all required conditions- of

Assumptions for SHP: Capitation will be

available for the, physician and dental programs only (not for pharmacy),
,

at the annual rate of $2,000/student, starting with the first year

flAn explanation of the I.O.M. study, including a definition of net
educational expenditure, is found in Section, II of this chapter.

This is.a fairly safe assumption, since most of the-likely conditions

for federal capitation - e.g., primary-cafe educational programs', ,

remote-site clinical training, and the improvement of geogra6hic
maldistribution of prospective students and graduates - are already
integral parts of the School's proposed edudational and student-

, selection programs. 223
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of operation.

State Capitation:

Background: The current relevant legislation

is the Grunsky Bill, explained under Section IV.A, above. Its

provisions directly concern already existing private medical schoolsi

but since its purpose is to encourage medical school enrollment-'

expansion, it is assumed that eitherby extrapolation of the Bill's

provisions to SHP or by separate enabling legislation, state

"capitation" funds would be available to SHP.

- Assumptions for SHP $8,000 per medical

student per year beginning with Start-Up, and continuing through

Full-Operational Level,

Sponsored Educational Projects:

Background: These refer to short-term,

limited-purpose educational development and. demonstration grants,

of which the developmental projects listed in Chapter-11 are primary

examples.

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'of-triese'kinds of outsige-supported activities
. .

to the levels of effort and expenditure built into:the School's

operating budget was preViewed briefly in Chapter 11, and will be

explained indre thoroughly hare. The ;only projects of this kind

that have been specifically identified for SHP are the eight listed

in Table 1 of Chapter 11, all of which would be concluded by 1979.

This assumption is Obbably the.leadt conlervative of those made in
this study because technically, the GrUndky Bill provides 'funds for only
that number of medical students who are,in addition to the previous

year's enrollment. The assumption made for SHP was that funds would

`be awarded on the basis of thetotal mOdicaidtudent enrollment in

each year. (One offsetting factor however, is that the estimated

annual rate of $8,000 per student id below the maximum authorized level.
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However, it has been assumed for purposes of projecting income of

this kind, that a num*. of beneficial projects will continue to be

designed and funded thrOughout the School's existence. Their total

income/relative to the rest of the School's income, would probably

peak in the early start-up'years (when many experimental and testing

activities will be required), and then level off tola fairly stable

annual level.

- Assumptions 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-Brawn Act Senate Bill No. 1224, Chapter 1176).

Estimates of total sponsored educational projects income were made

for each of the years 1979 through,1982; these estimates are

considered to be minimum, especially as regards the annual projections

at-full operational level.

To compute the portion of the total income from sponsored

sources that could be attributed to the School's budget, an assumption

was made that each project represented approximately double the

amount of effort for similar activities that would occur within

the bounds of the School's regular operating programs and costs.

Therefore, income from the sponsored 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 representing a self-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 ht 32.5%

of the total direct project cost.

As shown in Table 8, the total sponsored-project income has

been assigned to federal? state, and private foundation sources. The
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state. portion includessfor 1977, 1978, and 1979, funding assumed

to be available under the Song-Brown Family Practice Physician

Training Program Act; the very modest amounts shown for 1980 and

do are not related to specific laws or categorical funding programs,

but based on an assumption that California will continue its interest
.

in furthering innovative approaches to health professions

echication.

The allocation of the remaining major portion of sponsored-
.

project income between federal and private foundation sponsors was

based on a project -by- project, decision as to the more probable of

these two funding sources. This detail is acknowledged 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 income 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 calculations used to develop the "available-to-SHP

portion.)

Basic Operating Support Background and
Assumptions Concerning SHP Income Projectionse

The income categorized under this major heading is nbt tied

to specific projects, but is available-for support of the School's

regular operating programs. The background and assumptions on

which projections of this type 'of income were made are discussed

below:

Federal: The federal source of basic

operating support in Table 8 6nsists of "Start-Up" funds, or

their equivalent."Start-Up" grantsfauthorized by the 1971 Com-

prehensive Health Manpower Training Act (which expired in 1974
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but is technically still in effect under a continuing resolution

of Congress) provided basic support to new medical and dental schools.

Grants are available for a maximum of four years, beginning with

the year preceding the School'&opening, 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 equivalent funds for one or more kinds of

new health professions schools.

However, in light of the .unpredictability of such provisions,

the federal "start-up"' income estimates used for SHP were developed

in a general way rather than being computed according to any assumed

e6ollment-based formula. 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 currently 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

assume& to.be used for general planning purposes and classified in

Table 8 undet "State Planning Grant" (1975 1976). There are

precedents in California for the passage of special legislation

to provide planning grants to developing schools.

Private Foundations: Private Foundations

do occasionally make general, non-restricted grants to cover general

educational programs,Including'those in health,'and especially to new

enterpriges; bt.0.--their support is more frequently in the form of

specific sponsored projects, as discussed above. A conservative estimate

of $50,000 per year from private foundations, beginning in the School's

opening year (1977), has been included in the SHP non-capital income

projections.

2 2
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- 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 SNP's advanced educational ideas well enough to

attract gifts from private 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 educatiofi.

However, in keeping with the conservative approach to SHP income

projections, only $50,000 per year, beginning in the School's opening

year, has been estimated for priVate donations. (Private donors are

usually more interested in fundig 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 figures presented on the next

page,,ummarized from the Appendix 16-C table, show the impact of

this "probability" grouping upon the total income projections.

Since the "Maximum" 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 in Table 8

(though obviously not from preciiely those sources that were used

in order to develop the estimates). Therefore, the "probability

of- receipt"of-receipt" classification should be regarded as'a "prudent-man"

approach a preparation for the worst possible contingency.
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Time

Period

Development
S(tag e

197 , 1976)

Start
se

Full er-

anon Full-
erRTliertit
Level
TI982....)

Assured
Income

Likely
Addt'l
Income

Possible
Addt'l
Income

,

Max. Projected
Income

from Table 8)

0 372,000 413,000 785,000,

4,295,000 2,845,000 3,942,000 11,082,000

2,020,000 728,000 1,330,000 4,078,000

In producing the "probdbility-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 Projects
Indirect Cost Recovery from Federally
Sponsored Projects (explained above)

III. Possible Additional Income

FederirStart-Up Monies
State-Sponsored Educational Projects

State Planning Grant
State Cpitation
Foundation Support for Operations
Foundation-Sponsored Educationaa,Projects*
'Private Donations (unrestricted),

In producing, this particular grouping, no changes were made'to

the assumptions` about specific levels of income from any source or

i.e., that portion (50%) of total grant that is considered as an
offset to the School's operating expenses.
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.4.

The sources of capital funds' for educational space construction

needs have not been investigated extensively. It is likely that most

of the financing will be iivthe form of conventional or public

(especially federal) loans. A wide variety of methods for financing

the School's captial funding needs is possible. One distinct possibility

is that the School of Health Professions will be able to attract

sizeable contributions toward the construction of specific buildings

from private donors with a particular interest in the SHP's unique

educational goals.

1
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V. SASH FLOW AND CONCLUSIONS

This concluding section ties together the projected costs and

income for a'School of Health Professions and discUsses several of the

factors that could substantially alter these projections in the next

several years.

A comparison of the annual operating costs and income appears in

Table 9. Table 10 provides a cash flow forecast for the School's

capital funding requirements.

A.' Comparison of Costs and Income

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 approximately.$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 72)

' B. Discussion

In the judgment of the SHP planning staff, the projected operating

deficits do not impose severe obstacles to the implementatioh of a

School of Health Professions.

It should be reemphasized that (1) cost,and income projections were

developed independent of one another, (2) the income projections were

purposely kept conservative, and (3) cost projections were developed

from specifications that incorporated all components ofthe optimum.SHP

'educational plan, without program.Cutbacks or.compromises thatmight...

well have brought the operating budget into balance.

The Chapter has been as explicit as possible about the assumptions

and methods used to develop the School's budget prjections. 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



CCMPARLSON OF. ANNUAL OPERATING EXPENSES AND. INCOME, tY.YEAO/
(in 1974 dollars, roundedp nearest thousand)

.

.

tEMLOPMErfr ST112

..

7

.

Estimated
Ear iSES

.

.

Estimated
INCCHE

-

% -

.

.,

.

-

. .

,_

i

t.

.

1

\

Estimated-,

DEFICIT &

P

237,000

955,000

1,703,000

d

187,000

398,000

., 237,000

768,000

1 105 ood

(January-July, 1975)

197e .

1976

SubtOtal

.

2,895,000

1,797,000

2,207,000

2,703,000

3,287,000

4 2g0 000
1.-.-.J.--...

---- .

783,000

.

1,444,000

1,523,040 .

1,945,000

2,860,000
,

3 610 080:__-t

2,110,000

653,000

684,000

758,000e

427;000

640,000

START-UP PHASE

,1977

1978 .

1979

1980

1981

'Subtotal 14,244,000

4,638,000
per year

. 1.1,082,000

4
.

4,078,000
per year

i

3,162,000

. .

560,000
per year

.

FULL OPERATIONAL LEVEL

'190 and an
(full enrollment)

sThe aiounti in the "Expenses" colurn-are fray Tables 2, 4, and S. The amounts in the "Income" column are from Table 8.

I.

Is essentially, but not strictly, a cash flow statement-for thefollowing 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 expenses for any given.time period.
-

All full years refer to the academic fed. beginning in July, and relate to the timetable for implementition of

the School of Health Professions at UOP/PMC.

41he snecific source of income has not been identified; it can be assumed that ammaliii equaling the projected expenses

for this one-halt year can be found.

I
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TABLE 10

ESTIMATED aura FINANCING NEEDS

FOR A, SCHOOL OF HEALTHPROFESSIONS,
,

BY YEAR
(Amounts rounded to nearest thousand)

Alb

All entries are 'expressed at levels. inflated by an estimated
_8i per year- rate of inflation.

b
All specific calendar dates, expresped in acadeywic

'a School that would be implemented at-UOPMJC,--/'

)(EAR CAPITAL NEEDSc

. Year 1
a

(1975)
b
, 810,000..

. Year 2 (197.6)' 4,666,000

Year 3 (1977) 7,558,000,

Year 4 (1978) 8163,006.

Year (1979) 9,183,000

30,380,060,

rresponding approximately with the first full year:Of the Development
e described in Chapter 11.

,

jears,:refer to

cThis -column corresponds precisely with the right-hand Wrable 7
of this chapter ("Estimated Schedule of Capital,Expenditureg for a Sc dol.
of'Health Professions"). #, /

4
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next several years, significantly alter the SHP budget Picture that

has been developed in this report. Some.of the considerations have

been mentioned in previous parts of this chapter;, others are being

introduced here for the first time: The factors are grouped according

to whether their anticipated impact upon the financial prospects of SHP

is negative, unpredictable (or neutral), or pOsitive. Naturally, no

conclusions can be drawn concerning those faCtors whose impact is

currently unpredictable; however,in the.staff'S judgment, the potentially

positive factors.outweigh the negative ones. A discussion of these

several factort follows:

l.- Potentially negative factors: There are at least ,

significant factors that could hive negative effects uporithe projected

SHP budget. Botlyduld. affect all health professions schools, or at

least .1l new or proposed ones,'.and not simply the School of Health

Professions.

The first factor is. the conditions that may be attached to

federal support for health professions education (HPE). Even assuming

that federal funding continues at approximatelj, the levels fdiecast,

for the SHP income projections in this study, it is'probable (as

indicated in Section IV) that there.will'be ma increase in the scope

and number of.odnditions placed on school receipt or useof thOSe

funds. 'Some schools may interpret these conditions as pidgrammatically

.or financially restricting and therefore not accept'the available funds;

in other cases, the federal officials who dispense the funds may find

:institutions to be ineligible.

I

,

This consideration is most immediately relevant to the future of

. federal' capitation (as, discussed in Section IV), but it applies to

other fOrms of,pehding'federal support for HPE as well.l.' '

,3

The second major factor with a potentially negative effect upon

.

t
the budgets of:fiealth'piofessiOn.:s schools, including SHP, is. the

..

current declining and unpredictable state of higher education, in
d ,

gdneral. The increasing finintial predicpint'of libdraVarts colleges

,:tfas implications for. the availability of support for /TB since .. 1

general..and piofessionalhi0e/= education prograps. fr4cluently:coinlietef,

, . , for the same dollars. .

.. 3 ' 23,4'. '...

,:Alo
.... ,.;:..-_
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The competition for educational support from the federal and

state governments, foundations, and individual &non is very-Strong'.

The potential support for atmost anynew educational venture ,is

therefore uncertain; quite apart from the merit of individual programs,.

the total mounts of available dollars is simply not, keeping apace with

the demand for their use.

2. Unpredictable Factors: There are two potentially significant
_

factors in the HPE picture whose implications are currently.uncertaill,

or unpredictable. These need to be kept in mind so that `the :financial

projections developed in this chapter can be reexamined as4their'

implications do become clear:

First is the general future of public support for theeducational,

patient -care, and research programs that are ,carded atit in acadeMid

health centers. Since health professions education has come to rely

increasingly upon fediral and (more recently) state,6vernMents foi its-
,

support, any major funding cutbacks in these sources will force schools

to substantially curtail their current programs unless they can find

offsetting funds from other sources.

The nature Of federal (and also state) suppo'it for HPE is, presently

%undergoing basic changes; with implications that are far from'clear.'

Thus, it is therefore virtually impossible to predict the overall net

effect thafwill result from prospective changes in' the nature of

public support for' HPE. But it is unquestionable that the impact of

, 'probable changes willbe immense.

The second potentially important.but Unpredictable fadtor is

closely related to the one above. Thi's is,the "correctness" of the

basic assumption that the non-instructional research and patient-care
l r . Z

act ivities of the School of Health Professions will be self - supporting,.

arid that the School will need" to find funds foritsedudational programs-

only. .Since,the federal government,:through OunileisMethanIsns, plays .

:.amajor.role in financing.all.thred.of the major activities conducted

in academic health centers,'theV.Aiidit>t of this fundamental assumption

..63' in developing theSHP budget is dependeri,t.upOh iutute trends..i..

in federal support. ,.
. ..

, ..

This issue has two facets,'"The first is the total' level of the
?'

.tothiibinea funding available .(f4M all sources) for:all three linds'of
,, .., ,- . ;,, - . , 4 l . , '$ . / , ' , I , , J.

* 0 , . ,,
4 t. . . e
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.actiVities. The second is the degree to whith fun& assigned or
appropriated to any one .of these activities can or bay'actUally he used
for any Other. For example, me.dical- and d.enta3, schools have often used
income from patient care and research to subsidize theiirerdcational
budgets; howeyer,, the. decline in'federal biomedical research dollars,
and .anticipated increased restrictions, on the tie of patient-care income
for educationaljurposes can be expected to. make it diffcult'for SHP to
subsidize'its educational` program from _either of these two sources (ant,
in the most pessimistic case, could mean a curtailment in" the School's
patient-care, and/or research activities).. However, patient care income
may still end up, being indirectly contributed toyfard a sch6O1's
educational-program expenses via a well-designed and "profitable" faculty
service plan, whereby faculty return a certain percentage of their
professional service fees to the School.*

3. Potentially' Positive Factors: There ,are two broad considerations
that suggeSt that the financ,ial prosPects. for a. Scliool'of Health
Professions might be much greater' than they .appeaf to be from the
projections developed at this time.

".The first cOncerns the general conservatism used in developing the
Tschciol's budget needs. A conservative aPOnoath Was applied not only to .,
thee income projections, but to the goit%projectiOni_ as well/, Not only
was the operating budget .based'on :the Weal. SHP ,educational program; it
'also included costs for Several itelis .that health'profeesions schools
very frequently do not have to pay,', Avo significant ones that
were included inthe 'SHP. budget,are clinical.reseurce payments and
full compensation of all 'faculty' (i.e.; no viiii.nteer.,faCulty)..These two
items constitute a significant portion of the School:1s annual operating
expenses : it is estimated tat the us,e of volunteer factilti could reduce
the School's annua.1 budget bYes much:4 5to 1Oti nd the clinical _

resource cost ,(at .full-operational level) constitutes diqjtoximately 10%;.
Of the total annual operating.budget.. (The orrAssiorfof, any allOwake.

. ...-

,*,This possible source of income for 8HF",s educat3.onal budget wasnot
taken" Vito account in the ".iricane, projections ideyeloped 'in" this ,report.
Faculty service pairs are "re:ferred tO'sgain the final. Chwter.'0,f,,t.1.1.4
repprt (Cliapter 13 "Sun:nation Reinaining Tasks"),,. irisonnection.,Withra
discussion concerning the financing of the,SCholts "'urkir.S;
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for volunteer rf tt.' .iV.irttentional, because it was felt that'

,
;

volunteers. could ivt.reasimpbly be expected to. have, the kind of time
and mmIti ent tO7§iii? that .is required for effective iinplementation of .

eY specra'SI-IP tate-at.Onal program.) .
.

'The S'O'coOri4 mayor "favo' rable prospect for the School' S financial...:` .,-.14.C,,tute is .the Tact than the Sc,ho'ol's p*ri-ties are similar to those of
fic, as oxpieSSed by both consumers and public officials. These

,
'!....ffilorities are primary dare; improved patient4access to health services;

improved Orgp4, 44d6r.1 of health -care delivery; increased utilization of.,., ., ..
allied health professionals and "physician-Jtenders"; a broadening -of hea:lth,-,

,

related res,earehsto include investigations into the proviion of care (in
., 0.:

. additioft to'solely bionledical research); and the elimination of lock- '"

Step .cur-rictilar programs that make it diffiCult for either' financially.
thsadvarrtaged or educationally independent students to pursue careers
in..the, health Profess,i9ns.' .

. .

t,

. If. .the salient and distinctive features of the School can be
'clearly conveyed, it seems highly Probable that the Schoolcan win
-proPonents who will not only value its. philosophy but who can also
..proyide sufficient linancial support to make its impleMentation a

,_-
reality.
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CHAPTER 13

I

SLMATION: REMAINING 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; implementation
of an affirmative action program; careful design of a student services
program; systematic analysis and prediction of student flow and
scheduling; and further detailed plannizig concerning the education,
patient-care, and financial aspects of the proposed SHP clinleal units.

239



-

CHAPTER 13

SUMMATION: REMAINING TASKS

I. INTRODUCTION

The present report reflects the results of a taro -and- one -half-

year examination of the concept and implementation of a School of

Health Professions. The School's key educational features'and financial

`requirements have been identified, described, and evaluated. .

However, the work is not finished; a number of significant aspects

of the School require more consideration, clarification, or testing

than was possible or appropriate in the context of the study that is

now drawingto 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).

ThT purpose of this chapter is to take inventory El-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 provide 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 interested in pursuing - the implementation of the concepts and

plans, that are presented in this report.

II. SOME REMAINING CONSIDERATIONS
a

A. Development of Curriculum for Nurse Practitioner, Social Worker,

and Clinical Pharmacist Students

Delineation of a sample curriculum for these three health

professionals, was not included in the EHRD-contract scope of work; the

three sample module study guides on diabeteg'mellitus, hypertension, and

obesity.(included as Appendix 1), include health care coordinator,.

medical and dental students only. The curriculum for the remaig

three kinds of studenti will be.based on an identical nodular approach,
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and these three categories of students, can easily be incorporated into

the modules and study guides in,the manner described in Chapter 8.

A second aspect of curricupm development for these professions

includes a re- examination of the initial list of high-pribrity

patient problems and diagnoses presented in Chapter,2. The re-
,

evaluation will determine whether the list of patient problems

developed in this current study omitted-any prob lems or diagnoses that

members of these professions frequently confront, but that were not,

identified because they are not strictly "medical" or "dental"

problems. This determination 'should not be made unti4 faculty for

the nurse practitioner, social work, and pharmacy programs have joined

the faculty during, the Delielopment Stage.. The dame re-examination

process is, of course, equally applicable to the further development

of the medical, dental, and health care coordinator curricula. :.

8. The Health Care Coordinator

, ,

The functions of the health care coordinaor, a new category of

health-care providers are less clearly defined than those of the other

professionals proposed.for initial education by the School of Health

Professions.

Some of the diffiCulty in defining the health care coordinator's

functions stems from the planning staff's reticence, on the one'hand,

to ascribe'to any one individual the full range Of coordination

functions that are required (e.g., various clerical, administrative,

and interpersonal functions), along with an equal reticence to assign

these functions to more than one person, since any further proliferation

of the number and kinds of providers potentially magnifies the probleMs

of Coordination.

Further specificationlof the responsibilities of the health care

coordinator will be determined by (1) examining the problemS and

successes of'existing providers who 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-Peprosentatives

recently intrOdnced,in the Outpatient Clinics ,at Pacific Medical Center),

and (2) insights gained through experience in the School's health-

care delivery settings, including the specific developmental ptojects
,6

discussed iwdhipter 11.
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Experimentation will avoid the pitfalls of a purely "theoretical"

approach to determining the role of the health care coordinator.

Fir t, Without reference to experience within an actual health-care

delivery setting, it is easy to'lose perspective and to (inappropriately)

ascribe to the health care coordinator (and to the health care-
.

coordinator curriculum) all those functions required for the team-

delivery of health care that are not performed by one of the other

kinds of professionals represented in the student body.

Secondly, the optimal list of a health care coordinator's

duties vis-a-vis patients and co-providers is highly dependent upon

the specific staffing, patients, services, and organization of the

given clinical setting. This fact increases the need to addresS this

issue through experimentation in a specific health-care delivery

system.

C. The Curricular 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 number

of closely interrelated needs. These included visualizing the content

of each of the professiorigl curricula; estimating the probable

duration of each curriculum; planning the flow of students aid patients,

through the curriculum and the clinical units; quantifying instructional

and facility requirements in sufficient detail to determine costs; and

determining educationally desirable sequence restrictions in the -

curriculum.

The delineation of these stages helps in fact, may be required -

to proceed with detailed educational and financial planning. However,

the implications of the concept of stages for the SHP principles of

self-pacing and self- sequencing have not ;ret been fully clarified.

Further theoretical and practical considerations of the meaning and

the usefulness of the curricular stage concept will be required ins'

developing the School's educational programs. The applicability of

the curricular stage concept to the nurse Practitioner, social work,.and

pharmacy programs should also be examined.
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D. Development and Implementation of the Continutmi -of- Education Concept

This continuum refers both to the availability of the SHPt

curriculum for use in continuing education programs for practicing

health-care providers and to the Use of information from practitioners'

practices in updating the SHP curriculum.

The increasing ttentiOn to recertification, relicensure, and

professional standards reviev,is expanding the demand for continuing

education programs, and immediate consideration should be given to

implementing the continuum-ofreducation component of the School of

Health Professions.

The module self -instruction', and self-assessment features of the

SHP curriculum lend-themselves to easy adaptation to continuing

edUcation. The, curricular materials should be directly utilizable,

by practitioners, facilitating the economical use of the School's

resources. Thus, the addition of the continuing education component

should have aMinimal effect on the other programmatic and financial

aspects of the School that'have been examined and presented in this

report.
t

Utilization and peer review will be a likely means through which

the experience of the health professionals, in the form of patient

records and other practice data, can be obtained by SHP for use in

curriculum revisions. This.inforrOtion, along with comparable data

obtained from SHP's graduates, will insure that the School's 10/
curriculum is responsive to changing health care needs.

E. Student Selection Criteria and Processes

The principles guiding, formulation of student-selection criteria

(and processes congruent:with SHP objectives'were presented in Chapter 4.

However, the specific criteria and.procedures for their application

need to be established by the School's initial. faculty and administrators.



The fundamental challenge vis4.vis'student selection will be

to develop and apply standards that, can successfully identify students

who are most likely to become competent practitioners with a commitment

to team-oriented, huManistic patient care.' PartiCUlar attention will

also need to be given to developing methods for assessing an applicant's

capability to handle the SHP curriculum, and to assessing those factors,

such as judgment, motivation, comsunication'and pertinent experience;

upon which final selection should be based.

F. Affirmative Action program (Students and Faculty)

Further development of educational and student support services

is necessary to ensure SNP's commitment to providing employment and

educational opportunities to capable individuals from all socio-

economicgroups.

Attainment of this goal requires modifications in the traditional

methods'of recruitment of both laculty and students, in 6rder to attract

a sufficiently large pool of qualified applicants. from varied back-

grounds.

Many features of the proposed School of Health Professiqpiappear

to be particularly appropriate to the needs of educationally dis-

advantaged students. These include the emphiSis 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 content. The resolution of this paradox 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 addition to educational support, significant amounts of social

and financial support are, required to help students from educationally

and/or socio-economically disadvantaged backgrounds. These support

mechanises must be available from the outset.
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G. Student Services

It'is probable that the unique academic program and structure

of the School of Health Professions will create distinctive social,,

physical andpsychological'impacts on students. The effects of self-,

directed and self-instructional learning, of heavily interprofessional

learning, and of individualized educational programs cannot be fully

predicted prior to implementation. In theory one would anticipate that

student administrative and personal services would need to be more

sensitive, extensive,and far-reaching than
hose

customarily

provided in more traditional health professions educational settings.

A broad range of non-academic support services, including

counselling (career, financial, psychological), campus and clinical-i

site housing, academic scheduling, student health services, financial

assistance, transportation, and childicare 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 acaderiic functions. However, in the School of Health

Professions they will be an integral part of the Schools educational

program. Student's participation in the on-going evaluation of the

School should help assure that the support services are adequate to

their perceived needs.

The initial delineation and design of student services should

occur, during the Development Stage so that adequate and appropriate

services are in effect by the time the initial students arrive.

Thereafter, thelscope and effectiveness of the various services

should be continually reexamined as experience during the School's

early operational years begins to-indicate the full-range non-academic

ramifications of the School's innovative educational environment.

H. Student Flow and Scheduling

Both the interrelatedness of the many corponents of the SHP

eduCational plan and the School's determination to avoid predetermined

sequencing - of either clinical or non-clinical learning experiences

may lead to complex logistical problems. A total absence of predictable

245 .
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-sttWentsflow in and out of the clinical units mad in and among the

Marious modes of learning experiences is administratively and financially

.impossible and, where the provision of patient care is concerned,

intolerable. Therefore, some restriction on sequencing of learning
.

will be required.

It is impossible to visualize complktely the outer boundaries of

students' flexibility in moving t hrough the curriculum without .

actually implementing nortiOns of the c- wriculum. Sophisticated methods '

of flow simulationpay be required to identify any logistical restrictions

on students' flexibility.

Theoretically, it is anticipated that the achievement of

satisfactory flow patterns will not require numerous restrictions

that confliCt with the SHP curricular principles of self- pacing and

self-sequending. It seems likely that certain learning patterns or

progressions will because of their'internal logic begin to be

followed with enough regularity by enough students to be used as

basis for p}edicting and accommodating student flow. MbreOveY, it

will become easier to predict student flow once students reach the

point of assuming major responsibilities for patient-dare in the
1

clinical units. .

I. SAP Clinical Units Development, Staffing, Financing, and

Student Utilization

As discussed in Chapter 11, development and organization of

model clinical units will constitute a major activity of the School's

development and early' operational Stages. The following discussion

relates some important concerns regardrng the development of these

units and their relationship to the School's educational programs:

1. 'Urban and Rural (Remote-Si, Clinical Units: To date,

clinical unit planning has ooncemtrated'on'thb proposed central clinical
4

unit; the charncteristics of the urban and rural Units and their

contributions to SHP curricular objebtives have been only broadly

-defined (see Appendix 3);

Ideally, the planning, design, and development of the three kinds

of units should4occur in parallel fashion teavoid distortion in the

balance of'the experiences that each provides for SHP students.
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Immediate attentio should, therefore; -be given
cations and plans or the urban and- rural tnii -ts.

S:

i f , .

to BringiAg specifi- ',

"."-' .11
te' a ,Orapar.alaYe

, .

level with those for the central clinical tinit. . .

I, r.f.,.

2. Facilities Development: The Sites, for the various clinicag. : ......-,
units need to be identified, and the speCific,plans remodelling

nstructingmu;st be developed and implethented. 7

and more components:of the School of 1-lealtil 'Professi,cris .;

begin fall into place in the% course Of the SchooVi operation., 'it'
,,

etome possible to determine the rumbers, uiban' and rural
. t 4 ', ',. ;.. :-,:

nical units that 14,-i.1- be needed. As discussed in Chapter,11.:,-"initially,;
affiliations with a variety of ambulatory primary care Orientq ;',,, w

health-delivery sites in rural and uriari arras may be used until the
School' s urban and, rural clini:Cal units ar(e adequately deieloped.

3. Staffing.: The .initial stdffing .of.tile clinical omits b.).,. .

SUP faculty was 'discusled in Chap. ter. 11'..' -Staffing- by the 'additional
..._

kinds- of providers; includingcluding house staff, as well as,bY'Students, now "'

.needs to be fo rmulated. '
..z. ,,

Pre/ ary patterns must be -desikatp_d_ aS, a poirilt of deParture.

c ,

. , ...

for ,beginrrin e operation of the SHP clinical, Units ; HoieVer, the
optimal 'patterns will only emerge as ,a' re s'Ult of, the exiierience gained ...
in the developmental and early operational years of the;Schi)plilin'-.,
response to the School's educational, programs and to-th'eneOS Crf ,the''.

,,..,

.

5

,

-communities being served. . .
or!,

The staffing plan outlined in the :!.'Report.of ,the :Task` Force fol..
44

Consideration of b. School of Health ProfeSSioris"'tinelUded
.1

,, . ,

Appendix 13) is a preliminary.atterrpt to .develOp4,-yartial 'staffing
pattern for the School's .ce nt. r ar

The establishment of staffihk iatterns srot4l not overlook the- 0

need to'schedule into clinic operatic* ,a., sufficient of time.
reserved exclusively for.cenferences among the-various liroVidefs..
invOlvedlin the treatment of indiV-idual patientS; Failure to' make

time- available results in. ad'hoc and fragineptary
the providers, a situation :that. detrime 1. to 'genuine;

comprehensive; team-care delivery. ;',. .

41,
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'S #-*-
5

;,I .'
r "

:;C; , 'r
*-imarr" There is- n,o cane irodel-

corniE;S,iti.cln..,pf the team 'and the

(1,12*frihiltiM o furidtioris among"mong, its rikynbers will vary .aecord4.ng to the
-

heaithpitifessionals that have been
'selected fpi-,SliP_ Will 16...able tb, form :Workable teams in the Clinical

-.44.t.,..,Settings,:eiy:isiosied for the School,. thotigh the3r-might not

. "conititute the vital: team. ExperimentatiOn SHPt.4
.C1411541 ittljts .phoxii. 4 produce .patterns of_delivery are ot,ti.$1....

_ .

'' fqr each of those units,,,bUtkt-willnopecessarilY__proVide4
v-411.sc1710:14n for the optiiira1 inahnei of care - delivery ,in other .primary- .*

care delivery :settings.. It will be ci.ticaT to'.stipulate, At the out

0. set,. 'a,set; ofy specific criteria-by which_ a particular team conposition
rd 3.ts functioning t?e, sysiematically'evaloateci, as a_ basis br

instituting
.

needed improvements': '' .
.

, ,
...-BecaUse.graduates:Of Woricing.'in a-wide variety of

. settings and With a:irrietty of kinds *healih prOfe3siOni3S,' the SHP

curricuitirt for each of the profP1-011$ .e.mphaS3,,.the Acquisition of
,comyetericies irk ,interprofessio41 coirniiiication and'orianizatkpi
Skill's, so th'at gracfuateswill''be able to determine the teain approach

v..

.'$7. ,

a

that iS 'optimum fora giver, setting or

',...-- . S.',Interplay-,.of _EdiicatiOn and. Care:Delivery: . The planning of

.,.,Clinical'unitsneed; to take- into 'accOunt the fact that the
',par..6.ciPation by students .1k :any health-care delivery system necessarily
alter-i_iie. general nature and deliveiy patterns of .that system.. As at "--
consequeSce, the environment in whilcit thistudent is-.observing and
leaining-,canonly loe':a model of care-delivery in an academic setting.

This observation has particular implications or the School of
. ' ,

....Health Professions with its heavy reliance upon atorr care .

clinical training (egpecially in the central cliniCal unit), because
_t.6 degree of distortion from a "real world" !model. of ambulatory health

care _increases -,in proportion torthe ,numbers and kinii$ of students in
the delivery system. .

In
I

In,ixitegrating the instructional,.and the patient-Care objectives

--..., x*?-f the clinical units, considerable sophistication will be required to
**.assure. 'that- this distortion is clearly-recognized and minimized.

. ;-
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that specific areas. of the SHP educational plan (e.g.,' the design of the
* 'clinical units,, the faculty training program) required testing and

demonstration intorder to be adequately evaluated and effectively
blendea into the total structure of the School. With neither a
continuous soUrce of fundin-g nor a commitment from a. university to,

g implement the School., it wa:s 'difficult to evaluate such features and,
therefore, in our opinion, to enhance 'the usefulness of the project. The

combination of being unable to move from theory to action anti of being
concerned .over the uncertain future of the School interferred With the

, .momehtom of our planning through siphoning off both emotional energy and
.

time that liad, to be spent in seeking funding to:expand and continue.,
our work/ ,

, ,-._
.

. The difficulty of obtaining continued finding and an institutional... ,

commit:pert: to inplement are closely interrelated. Several attempt's were4.:%.,,,: t
A . made to /solicit funds fOr purposes of demonstration or implementation of

the School of.Health Ptofessions. These efforts have turned out to
*be:a classic "Catch. 22" situation: without a reasonable certainty of
financial support, a ,small private, university (such as the [Adversity of
'the Pacific), is unlikely to connit itself to implementing a SChobl of

'"'"
:Health 'Professions in fear of jeopardizing its existing programs. Yet,

,

' - 'Uriless and 'ciat,i1 the -university makes such an initial commitnent,
.foundatponS,:.govenuent agencies, and various private sources of funding

". are uncferstandably cautious about promoting any further developnental
. work Thouglypur only direct experience has been in the context of one

, r tic ti 1 ai:4 uniye rs ty , a similar financial dilemma would probably
,,,pertaiii in the case of any potential SHP implementation site and

:SpOnsOrsit.w..though the specHic source of the caution-would vary,
yidely figiir institution to institution (with some common considerations

. , ,
z affeOting ;most private versus public most small versus.1';7 !:- . '

' ''''' -1 `" ---

, ,, ,'

- , .

'<',., I..; -. ;'

universities,
:,.. , :.

1large., 'ones ,- and so forth).
. . .

' ' ', The -aution underlying this Predicament is very understandable,
':and` was, in this stage kthe development of the SHP concept, probably

, .Unavoidable: We were, after allt"experimenting attempting to break
new ground. But -we hope that the completion of our work, as represented

'. by this report, will now make it possible for the School of Health
. .

Professions to obtain the funding and the institutional "sponsorshipboth,., A ..,:c A .... , ,- 2 5 2. ,,,;. . ,-. ,.. 4. ,... ., . ,

v .',. ,,, 1 .
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whether at UOP/PMC or elsewhere - needed to become an operating

reality.

* Constitution of the Planning Staff.

The clinical backgrounds of the members of the senior planning

staff are medical. This fact tended to create a definite, albeit

'recognized, disproportionate planning emphasis on the physician-

training aspects of the School's proposed educational plan. To counter

this tendency,"We attempted to involve non-physician health professionals

as much as possible, ,either on a consulting or a volunteer basis,

especially'in the selection of initial professions to be trained in

the School and in the development'of the sample curriculum. As

effective as such involvement was in our case, such intermittant

involvement is generally not satisfactory, because it tends to limit

those involved to reacting to ideas that have already been shaped and

developed rather than permitting them to participate in their initial

formulation.

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 professions to have been employed as full -time

members of the planning group. In this way, their attitudes, knowledge,,

and backgrounds would have influenced more directly the form of the

School and helped to assure a consistently interprofessional focus to

the course and content of the planning.

* 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 on a group basis. The commitment to

organize ourselves in this manner was an attemptz investigate' the

potential strengths and weaknesses:of an organizational model in which

decision-making responsibilities are broadly distributed. It weashop,e4

that our insights into this process would be'useful in formulating the

organizational model for the School of Health Professions.

The immediate result of this investment in team building was an

"ectensive'sharing of information and feelings among durselyesi with the

3

41'



consequence that communicatIons with one another were probably better
,

than in similarly assembled groups. However, as in any group, philosophic

and stylistic differences did.exist awn individual members, and these.

at times interfer4idth4effective team-building, despite conscientious

-efforts to reach our common goal.

.Retrospectively§ we feel that our,ditficulties could have been.,

minimized and dUrpositive results "maiimizec if ire _had', early

the\study, retained a consultant Skilled in group. procis and team-

development.

Such a consultant, who would have continued to reiateintermittantly,

, to the planning staff, throughout the course of the studyp-could have -

brought the.objectivity,.investment of time; and the sing e-purpdsive-
.

ness-which the planning team members - themielves heavily rrnersed in

planning the School - could not provide, but which would hake helped
- ;

.-us'to accomplish, our teal goals more, fully.
, A
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.. This document refletts the contined. efforts of We. .

would like to express our special gratitude to t4,foileWingpeop,16;
to all those who contributed their 4.1OughtS 'and id$'.as.to this St

This study began:with the generosity and SuptiOit
Schwarberg, Jr. ,, and the ideas of William.-Anderson'.., Gky. Arshaini LeRoy

cagnone,August Colenbrander, John 'Gamble, Jane$ Haviard Myers

.red Ramsay, Bruce Spivey, and GeOrge. Z.
4 :

Active part -time, members of the
Colenbrander, Sandra, H 'eflanan; and Howard'. Myers, t5rtint

. . 4

resource !for the plan. .

Roger,Bennett ,provided continual help efisre during the study
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as a financial consultant - and much Imore.-:, Other consultants inaided, . . .
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McCrone, Lynn. Fontaine , John Gamble, Janes Pride ;, Carleton Nathewsim, '
4. I.

and George Z. Williams gOr their particularly' active interest in.the
prOject. The Ad HOc.Committee of the 'Universit)r of 'the Pacific, Board
of 'Regents, organized to ;,consider implementation of a:School, of Health ,

Professions, helped us clarify our thinking. ,Many Of the University's
administrators devOted considerable time and interest to ottr, efforts; ..
we wish to thank especially Stanley E. McCaffrey;,,President,, and , , .

Clifford L. Dochterman, Clifford Hand, and Robeh R. Winteiberg.
Members of the all? 'Task Force composed of 'University of the

, .

Pacific and Pacific Medical Center personnel 'and of others from the-San. . . . .../0
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energy spent- in numerous sessions with the planners. Members and

alternates not already mentioned include: Roger Burgess, Allison.Leak,

Eva Maas, John Niebauer, john Osborn, Byron Pevehouse, Marianna Rieck,

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 houents and generally offering support, and

our thanks also to Iry Rubin for generously sharing his materials on

health- -team developnlent.

,Several schools and institutions wets visited during the Course of

the study, Among these people who helped us by proViding!successful

examples of some of the'concepts proposed in this report were Daniel

Bloomfield, .Willi am Sorlie, Thomas Gamble,* and others'at the University
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especially to Linda Clever at St. Mary's (San Francisco); Jo Bouffqrd
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,Our gratitude is warmly extended to George E. Miller, whose
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