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" FOREWORD

As the Conference on Research In Medical Education .approaches its 20th
anniversary, many. of yeu-may have noted some recent changes. in the review
process for papers and symposia, in the conduct.  of the conference, and.in the
form of this document itself. ' ' L ' »

® A1l papers are reviewed in'a masked fashion to minimize réviéwer bias.
-® Reviewers' comments are provided to all accepted authors, paper session
- moderators, and symposium organizers, as well as to those “rejected" - A
authors and symposium organizers who request them. :

6 The Proceedings are indexed in the Index Medicus.

® The. Proceedings are copyrighted, primarily to protect the authors

: (permission will routinely be granted to those authors who wish to
use their presentations in another setting or format, and the AAMC
will always request author approval if a third party should request
the use of their paper). : ' '

® The role of the paper session moderator as a discussion leader ha$ been

~ strengthened to provide analytic comments about the papers presented, ,
raise critical questions and to offer several minutes of discussion and g
summary to provide a stimulus for further questions and discussion by 1,///
the audience. ' . P
With regard to-the review-and selection process,.many of you have asked hoy ~

the committee operates. The committee makes no effort to. guide the topic or ’

subject matter of the submissions. However, the committee has been increasingly

more rigorous in its application of the selection criteria that are outlined in

the call for papers. The Committee judges the importance and significancé of

the project, the qualjty of the research.design, and the usefulness of the results

to-others. While there were many close decisions, problems often found among '

those papers that were rejected included inadequate research designs, lack of

clear hypotheses, minimal or very preliminary data, or little generalizability -

or utility to others. Many of the last were descriptive internal evaluations. of -

particular programs. The committee clearly recognizes that institutional _ '

resources are increasingly directed toward institutional decision making, rather

than generalizable knowledge.. Such projects, however, should be presented in

the light of how they are of interest and importance to other institutions or

programs. On the other hand, certain papers have been selected not because they

were without flaws but because the committee felt that the basic project or’

research was worthwhile and could profit by an open and constructive discussion

among peers. ~ ' S :

T
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With respect to'the range of topics submitted this. year, the committee ,
noted a larger number of papers on continuing medical education, as well as on
evaluation of primary.care programs. Certainly, this reflects at least in
part the -increased institutiorial resources that are being directed at these
types of programs. The committee al3o noted that there were more studies of

- methodology and methodological issues than in recent years. There were fewer ‘
innovative projects described, probably because of. the new forum fpr demonstrations
and innovations in,medical education offered through the Group orn“Medical
Education. However, it is certainly appropriate for evaluative studies of
innovations, curricular changes, or instructional development projects to continue
to be submitted to RIME. Unfortunately, with few exceptions, no clear paths of
research are being followed in an effort to lend generalizable new knowledge to
the field of medical education. Clinical probTem solving and decision making
represent the clearest example in which earlier research is being built upon and
guided by prior work. g : ' - :

The committee views this conference as much-more)than an opportunity to hear
presentations. If that were the sole goal, no conference would be necessary and
these Proceedings would suffice. The annual meeting is intended as a learning
opportunity- for presenters as well as .the audience, an opportunity for scholarly

interaction to test ideas among peers.

The committee is eager to continue to improve the annual conference and to
- make it responsive to your needs. A member of the committee observes each
session of the conference. We certainly welcome your written feedback as well,
not only on the conference, but also on the review and selection process, and

this documént. - o

N .

Gary-M. Arsham, M.D., Ph.D.
For the Committee
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PRECIS

STANDARDS AND STANDARD’ SETTING

MODERATOR: -~ Bryce Templeton, M.D. )
_National Board of Medical Examiners

THE USE OF THE RASCH MODEL TO TEST THE EQUIVALENCE OF TWO METHODS OF
_STANDARD SETTING ‘ , r

The Rasch latent trait model was used to analyze student responses
to a criterion-referenced test which consisted of two item types
and a minimum performance level determined by one of, two item types.
The results ﬁpdicated that the method used to set a criterion score
is sigpiqccant in, determining the educational outcome.’ k

A COMPARISON OA SERVERAL SCORE CUTTING PROCEDURES AND THEIR EFFECTS ON
SUCCESS RATES- \
Y . : \
JIn this. study, normative and absolute standard procedures for
setting a cutting-score on a medical certifying examination are
~compared. Results indicate that the cutting scores produced by
the various methods are similar, but the variation in the number
of candidates failing, according to procedures, is more pronounced.

GONTENT REPRESENTATIVENESS AND STUDENT PERFORMANCE ON NATIONAL BOARD PART I
SPECIAL SUBJECT EXAMINATIONS

The content representativeness of selected NBME Part I special subject
examinations (subtests) is assessed and correlations between faculty
_ratings of the teaching emphasis given to the content of NBME test
items and student performance 6n those items are presenteds The
results are discussed in terms of the usefulness of external medical
examinations to evaluate intramural student learning.

THE FEASIBILITY OF USING A CANADIAN EXAMINATION FOR THE CERTIFICATION OF
AUSTRALASIAN CANDIDATES.

A multiple choice examination used for certifying candidates eligible
for certification in the specialty of Psychiatry was administered to
a group of Canadian candidates seeking certification in the -same
specialty. Results from the test administrations indicated the

performance of Canadian and Australasian candidates was very similar.
: 2

-1~ A ' i
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THE USE OF THE RASCH MODEL TO TEST THE EQUIVALENCE OF
~ TWO METHODS OF STANDARD SETTING B

Harasym, P. H.J,AFaculty of Medicine, Universi%y of Calgary -

Criterion-referenced testing relates student performance to absolute
$tandards rather than to the performance of-other examinees. Educational
decisions (i.e. student progress, promotion, certification, and/or graduation)
~are based-on whether a student's performance is above or below an absolute
standard. Central to this practise is the process of standard setting. If
the standard is set too high or tpo low, inappropriate and perhaps damaging
decisions can be made. The major characteristic of the standard-setting |
process i§ that it is fundamentally judgemental and results in arbitrary
standarq§5 This aspect of the process is heavily criticized. Glass (1978),
in his ahalysis of the merits of standard-setting, concluded that
” " Setting performance standarnds on tests and exercises

. by known methods is a waste of time on worse (p. 259).
~ In her ‘gnalysis, Burton (1978) concluded that the practise is without a
practical technolegy. 1In spite of its criticisms,. the usefulness of the
practise is widely upheld (Millman, 1973; Messick, 1975, Linn, 1979, Jaeger,
1979, Sheppard, 1979, and Hambleton, 1980) and the movement has spread through-
out North America. . o N : : _
. . , \) .- v

Several techniques are avajlable for setting standards. Glass (1978)
identified six classes of techniques for standard setting. Different types -
of multipTe-choice items are also currenfly being used in testing. Hubbard
(1978) reports that: the National Board of Medical Examiners uses three basic
item types: one-best-response type (itefi type A), the matching type (item
types B and C), and the multiple true-false type (item type K and X). With
. the many item. types and standard setting procedures, little is known as to
the extent to which a given item type and procedure will yield consistent
‘results. Becduse of the lack of knowledge in this area, practitioners are
often at a loss as to which item type and procedure to select. . Hambleton
(1980) points to the need for greater research in this area and calls for
more empirical investigations to determine which factors should be considered
in arriving at a decision about the standard-setting method to be used in
particular testing situations. He-also states that the many standard-setting
-methods need to be described accurately, and their advantages and disadvantages

noted. C

The objective of this investigation was to determine empirically whether
. two multiple-choice item types and two corresponding standard-setting procedures
would lead to equivalent educational outcomes and to outline the consequence of.

selecting one testing method over the oOther. ) .

]Dfrect correspondence to: Dr. Peter Harasym, Division df Educational Plan-
ning and Assessment, The Faculty of Medicine, University of Calgary, 2500 '
University Drive N.W., Calgary, Alberta T2N 1N4 /
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Literature Review

Little empirical research has been reported on the consistency of different
standard- sett1ng techniques. Andrew and Hecht (1976) compared the consistency
of results using the Nedelsky and Ebel standard-setting techniques. A group
of eight judges was selected from a committee which had contributed 180 four-
opt1on, type A items to a nationally adminjstered certifying examination. The
minimum pass Tevel was set at 68% using the\Ebel method and 49% using the
Nedelsky method; a 19% discrepancy. The esearchers concluded, that the two
procedures resu]ted in significantly differént standards desp1te the fact that-
both were designed around. the same conseptualization of minimum acceptable
proficiency. The results suggested that the specific techniques employed in
setting an examination standard may be a more powerful determinant of the
standard than ‘any other. variable. Glass (1978) in discussing this study,
reported the educational outcome which would have resulted using each techn1que
(information which he obtained privately): ~

Approximately 95% of the examinees would pass the test if the

Nedelsky crniterion were used; only 50% would pass the Ebel cut-o044

(p. 249). :

~

, Methodology
Subject

: Two hundred and ‘twelve second year medical students from the graduating
classes of 1979, 1980 and 1981 Calgary Med1c@l School took part in this study.
The students, enrolled in a three year medical school, had been exposed to a.
body-systems curriculum designed to teach a "core" body of medical know]edge.
The curriculum was organized according to the "mastery" educational philosophy _
and was taught using a multidesciplinary approach. The students had to complete -
one more ‘body system before advancing into their c1erksh1p.year -

Exam1nat1on

Three parallel examinations conta1n1ng type A and type & items were
designed to measure student knowledge in the Endocrinology Metabolism (EM)
system. The EM course was divided into eight units with each unit under the
leadership of a unit manager. The unit manager was responsible for the organ-
ization of the unit and the production of multiple-choice items designed to
measure the unit's objectives. In addition, managers categorized all items
produced. These categorizations led to the setting of a criterion score.
After the items were created, a key was‘produced consisting of the item, the
correct answer(s) and the categorizations. The items were reviewed twice:
firstly by the EM subcommittee and secondly by.a central committee responsible
for all evaluations given in the second year. The type A and X items were
dispersed throughout the exam according to the unit evaluated. Each exam
‘respectively contained the following numbers of type A items and type X true- fa]se
options:Class of 1979: 60 and 126;-Class of 1980: 51 and 152; and C]ass
of 1981: 50 and 187. :

-
-

ot

-

Standard Sett1gngrocedure
Each unit manager was instructed to make judgements on the opt1ons of
each item using the following instructions:
I. One-best response (type A)
Identify those opt1ons that the "minimumly competent student" must know are
incorrect.

o
4« O)
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II. Multiple true-false (type X) < :
Identify those options that the "minimumly competent student" must know to be’
either true or false. '

The Nedelsky method was used to determine the mimimum performance level
- (MPL) for the one-best response (type A) items. Each item was -assigned a mark
of 1 and an MPL of 1, 0.5,.0.33, 0.25 or 0.20. The criterion score for the
test was determined. by summing the MPL's for each item. No adjustment factor
was added to the criterion score since it represented the consensus of several
Judges. j -

For the multiple true-fatse (tyﬁé X) items each true-false option wa's
assigned a mark of 1 and the .criterion score for the test equalled the number
of options the "minimumly competent studert" must correctly identify to be
either true or false. ) . ‘ ' '

: Statistical Analysis ‘ :
‘Two vectors of dichotomous scores were generated for each student, one
for type A responses and one for type X responses. . The data for the type A
and X items were analyzed separately using the Rasch latent trait model (Wright
and Mead, 1977). This statistical procedure enabled the independent calibration
of item difficulty and student ability as well as the equating of the scales
for the two item types. After calibration, it was possible to identify equiva-
~ lent scores on the two item-type scales.

: v Results 4 - .

The equated mean class abilities (in logits) for item types A and X were
found to be equivalent (Class of 1979, 1.95 and 2.07; Class of 1980, 2.29 and
2.345 Class of 1981, 2.28 and 2.29). These results are in keeping with the
Rasch model. e _ : -

~ The observed MPL's and equivalence and difference in MPL's for Classes

- 1979-8% on item types A.and X are presented in Table 1 below.

______________
¢

- insert Table 1

The MPL's are presented in both logits and percentage scores. The observed
column contains. the observed MPL's for Classes 1979-81 on item types A and X.
The equivalent €olumn contains the corresponding MPL on the other item type
scale. The different column indicates the discrepancy between the observed
and the equivalent MPL of the two scales. The adjustment column represents
the calibrating constant for equating the two item-type scales. The arrows
represent the .cross-over that occurs when the MPL of one -item type is mapped
onto the MPL of the other item:type. :

The educational outcomes for the observed and equivalent MPL's.are
presented in Table 2. | : : . , )

- - —— - -




: Discussion | o
The results indicated that there were significant discrepancies in MPL's

“and educational outcomes when students were measured by criterion-referenced

tests containing type A and X items. The type A items and the Nedelsky method
resulted in MPL's that were consistently lower than that of the type X items
(i.e. Class of 1979: 7%; Class of 1980: 9-10%; and Class of 1981: "17-18%).
When these MPL's were compared to the,student responses on item type A, few
students were below the criterion-score for either jtem type (see observed
column of type A items and equivalert scale of type X items in Table 2).
However, when the type X item was used, the MPL wds consistently higher than
the MPL for item type A and a significantly larger number of students were.
within or below the MPL (see observed column of type X and equivalent column
of type A in Table 2). - ‘ o : A
_ The findings of this study are ﬁn-keeping.with those reported by Andrew y/d’
and Hecht (1976?. The Nedelsky method of standard-setting led to a significant)y
lower MPL with differences in educational outcome. Because of the similarity

. in categorizations made on the options of type A and X items, and the equality
~of the type A and X scales, it is necessary to support the conclusion of

Andrew and Hecht (1976) tha& specific techniques employed in setting an exam-
ination standard may be a more powerful determinant of.the standard than any

“other variable. Thus, the balance of item types and the method selected for

setting a standard may be a significant determinant of the educational outcome.

. Additional research is required to compare other stapdard-setting procedures

and other -item types. The Rasch.model has proved to be a useful -tool by
which this may be done. : v
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. Type A _ Type X
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A COMPARISON OF SEVERAL SCORE CUTTING . - -

\

PROCEDURES AND THEIR EFFECTS .ON SUCCESS RATES

1

Ernest N. Skakun* Sam Kling

. * R.S. McLaughlin
+* Examination and Research Centre,
Edmonton Alberta
. ] . . X

. o . v . . ~~~
- INTRGDUCTION

One of the problems fac1ng institutie@ns and aqenc1es respons1ble for
licensure and.certification of mﬁdlcal trainees’is that of establishing a
cutting or passing score on an examination. Tradltlonally, the strategy
used to’ establlsh)a cutting score”was to resort to custom and follow the
practice of other 1nst1tutlons or that offered by legislation. Thus,
cutting scores were set at a ‘fixed percentage (for example, 50%), or ‘they
were set at a specified distance in standard deviation units from the mean
of the test scores (for.example, one standard deviatidn below the meln) .

~ Such practice remained vietually unchallenged until the minimum competency
- testing movement appeared on the assessment scene. - The minimum compétency
testing movement reaffirmed the need - for standards. . ’ —

A var1ety of procedures for sett1ng cuttlnngcores have been described.
Very roughly, these procedures can be categorized as those based on test
content ' (Nedelsky, 1954; 'Angoff, 1971,; Jaegar, 1976; Ebel, 1979); those
based on group performance (Zieky and L1v1ngston, 1977) and those based on
empirical methods (Block, 1972; Kriewall, 1972; _Hambleton and Novick, 1973;

. Berk, 1976; Livingston, 1976; Huynh, 1976; vVan der Linden and Mellenbergh
1977; Schoon, Gullion: and Ferrara, l979) S o
. Reviews of these procedures: have been prov1ded bv Millman (l973), .
Meskauskas. (1976), Glass: (1978), Glas$ and Smith #(1978), Hambleton, Powell
and Eigor (1979) and Shepard (lgBO) "According to .Hamb¥eton et al.  (1979),
most of the work on cutting scores has be on the suggestion of methods,
rather than on actual empirical 1nvest1gatlon of methods. Work of the
emp;rlcal nature has been 'gonducted by Andrew and Hecht (1976), Meskauskas
and ‘Webster (1975), Brennan and Lockwood (l979) and Pa1va and Vu (1979).

The purpose served by the present study is to comparé several procedures
for establishing cutting scores. More spec1f1¢ally, the study investigates
“ whether the Nedelsky, two mod1f1ed Ebel procedures and norm-réferenced
approaches, generate similar cutt1ng scores. ‘Lastly the study 1nvest1gates
the effects of the cutting scores der1ved from the various methods ‘on the
overall pass rate. :

.

REVIEW OF THE LITERATURE

‘Andrew and Hecht (1976) used a panel of eight judges, who met on two
separate occas1ons, to set a passing score using the Nedelsky and Ebel -
procedures The ' percentage of items expected to be answered correctly by
the mlngmally qualifiable candr?ate was 68% for the Ebel procedure and 49%
by the Nedelsky approach. ' ‘Glass (1978) reported that this 20% difference
would fail 50% of the cand1dates accord1ng 10 the Ebel cr1terlon, and 5% of
* D1rect correspondence to: Ernest M. Skakun, Ass1stant D1rector,

R.S. Mclaughlin Examination and Research Centre, Room 222, Campus Tower,
862i‘££:lvers1ty of Edmonton, Edmonton, Alberta, T6G 1K9, Canada.
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the candldatos would have failed had the cuttlng score deétved from the

Nedelsky approach been implemented.  Andrew and Hecht attr1buted the

differcence to different philosophical. assumptions and varying concentuallzatlons,
while Hambleton (1979) stated that because of the difference in procedures and.
1nstructlons, one would exvect the cutt1nq scores derived from the two procedures’
to be different. Brennan and Lockwood (1079) used generalizability theory to
quantify the var1ab111ty produced in the cutting scores derived from the_

Nedelsky and Angoff procedures.‘ The Nedelskv procedurc produced lower cut—off
scores and greater variability in judges' ratings. In addition, the variance
component.s estlm@ted from a mixed-cffects ANOVA were four times qgreater for

-differences in procedureq than for differences in rater means. The vdriability

of the judges' ratings in the HNedelsky procedure were similar to those reported
by Meskauskas and Webster (1975). The range for cuttlnq scores was from- 36¢
to B0% for single*best-answer questions, and from 48% to 892 for truc/falsc.
questions.. Paiva and Vi (1979) squesked that the great difference in cutting

scores produced by the judges using the Nedelsky technique could be attributed

to the. jUGQPf"deflculty in dissociating their judgments from- their own ' -«
difficulty in answering the auestlons. '
METHODOLOGY . -

. .
- > f

: ’
- In' the Nedelsky approach, judges are 1nstructed to review cach multlple

choice question and decide how many of the thlons a barely gualifiakle
examince would be able to reject as belng obviously wrong. The cuttlnn
score for each item is determined by computing the chance score for thev

% remaining ovotions. “Each judge's ¢utting score is obtained by summing the
xchance scores across all items. ' A cutting score is obtained: by arranqging

,all the judge's cuttipy scores. Nedelsky felt that by computing the standard

deviation of the individual judge's cutting scores, the distribution would

be synonymous with the hypothesized distribution of the scores of the barely
gqualifiable exam1nees. This standard deviation would then be multiplied by a
constant and the average cutting score adjusted upwards or downwards bv this
amount. ‘In the present study, the use of the standard QGVlatlon and constant

“term were . ignored.

The proceduyre proposed bv~Ebel i$ more complex. _ Judges are asked to
rate items along two.dimensions - relevance and difficulty. Ebel usesifour
categories of relevgnce - essent1al important,- acceptable and questionable -
and three d1ff1culty levels - easy, medium and hard. These categories form

"a 3 x 4'grid and judges are asked .to locate each of the test items in the

proper «cell of the grld and secondlv to assign to each cell a number
representing the proportion of items in that cell that a barely quallflable
examinee should be able to answer. The number of items in each cell is
multiplied by the appropriate proportion and the sum of the products yield
a cutting score for each ]udge. " The final cutting score is the average of
the individual ]udge s decisions. '

»

For the purpose of the present study, several mod1f1catlons were’ made

to the Ebel procedure. Instead of using a relevance by d1ff1culty grid,
items were categorized according to a d1ff1culty by taxonomy (DT) grid and 3
a relevance by taxonomy (RT) grid: Three categorjes of relevance -

essential, 1mportant and acceptable - three levels of difficulty - easy,

. medium and hard - and three cagtegories of taxonomy - factual comprehension <

and problem solving - were used in -the present study.

» In the traditional Ebel method judges are first asked to cla551fy
the items appropriately into one of the cells formed by the relevance by

'
'

I . -
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. .2 .
d1ff1culty grld, and. secondly to indicate what proportlon of the questions
falling into each cell of the. grld a barely. quallflable'candldate is - . "
‘expected to answer correctly. =~ Since the items used in the present study
were already classified accord1ng to taxonomy and relevance, and since

they had all been administered‘at least once, the only task for the. judges
in the present study was to indicate for each cell the proportion of

questlons a barely ‘qualifiable cand1date should be expected to answer

correctly. / >

The examlnatlon used in the present study consisted of 194 multlple
ch01ce questions which were part of a natlonally administered examination.
This examination was adm1n1stered to 168 candidates seeking certification
in the medical specialty of General Surgery. The items all originated .
from the General Surgery test. item library,- where each item is c1a551f1ed
according to difficulty, dlucrlmlnatlon,’content .area, taxonomic level and
relevance. The policy of the General Surgery Examining Board is to set the
pags3ing - score at one standard deviation below the mean performance of the
candidates comprlslng the Reference Group. Reference Group candidates: are

s defined as those candidates who have graduated from approved North American:

medical schools and who are wr1t1ng the examination for the first time.

All other candidates constitute the Non- -Referencé Group. At -the time that
the 1nvestlgatlon‘was conducted 48 candidates compr1sed the Reféience Group
and 120 comprised the Non-Reference- Group. Thus, one Qf the norm-referenced

approaches compared was the one establlshlng the cutt1ng score “at onevstandard -

deviation below the mean. * " The second norm-referenced approach conslsted of
averaging the cutting scores derived frofh- the criterion of one *standard:

viation below the mean, whichi was established each tlme the national
“examination was adm1n1stered in the last five years

. ¢ M : ~ N LY
Elght -judges act1vely involved in the General Surgery Tesk Commlttee
with the writing of ‘multiple choice items and test preparation participated

in the study. . Of the eight, seven\part1c1pated using the Nedelsky method

and six Judges part1c1pated in each of- the two modified “Ebel methods. ~ The
Nedelsky procedure was completed first. This was followed by a si; Qmonth
1ntervaﬂ, at the end of which six judges used the taxonomy by diffick¥ty . =

grid to establlsh a cutting score._. Three. days later, the same' six judges
part1c1pated in establlshlng a cuttlng score us1ng the Yelevance by taxonomy
grid. -

- -

Passing scores were' determlned by each judge for the Nedelsky and each
of the modified Ebel procedures. ‘ The final cutting score for each ‘method
was determlned by averaglna the judges' scores. The information was
summarized, using descr1pt1ve statistics and the number of fa11ures
resulting from each approach was tabulated. A reliability of the ratlngs
glven to the items for the Nedelsky and two modified Ebel approaches was

estlmated, us1ng analy51s of variance.
: ]

~

RESULTS

1y

Table 1 presents the descriptive statistics for the various methods.

Table 1 Examination Standards & Descriptive Statistics

Nedelsky bT ’ ‘ RT

Number of judges - 7 _ 6 ' 6 .
Range = o -477 - (781 . .613 - .757 .644 - .784
Mean - ' .667 _ .697 .717 ‘
Standard Deviation . " .093 _ .056 - .058
.Cutting score , 129 135 139

-11- )
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The passing scores range from 129 items (66.7%) for the Nedelsky
technique to 135 (69.7%) and 139 (71.7%) for the two modified Ebel
-methads. ?he cuttlng score using the cr1terlon of one .standard L
deviation below the mean was established at 137 items (70.6%), wh11e
the cutting score based on 5verag1ng the cutting scores over the last
five years was 68.5% (132 items) with a standard.deviation of 0.85.

,\\\ The effects of the oa551ng scores determlned by the various approaches

are presented in Table 2. for Reference and Non Reference Group candidates:

Téble 2 Number of Failures according to Method and Group.

Nedelsky i DT . RT, _‘ -1S Average
~Ref. Group (48) 3 - s 7 . & 4
Non-Ref. Group (120) 33" 51 .. 66 60 44
Total Group (168) .36 56., 73 . 66 48
"3 of Total Group - -22<.54 : 35.0. 45.6 41.3 28.5

'Depending upon which approach is uscd, a different number of candidates

. fail.  Slightly more than 20% of the examine€es would fail had the Nedelsky

technique been employed. The modified Ebel approach based on, a

_categorlzatlon of items according to difficulty and taxonomy would fail 35%,

while the approach using relevance and taxonomy would fail 45.6%. of the
candlaates THis is contrasted with the failure rate of 41. 3%, derived

- from establlshlng the cutting score at one standard devdiation below the mean.

The number of fdilures based on ‘the average of the cuttlng scores over the

4past five years would fail 48 or 28.5% of -the candidates.

" The re11ab111ty of the ratings given by the seven judges u51ng thel
Nedelsky procedure was 0.61. This is compared with reliability- estlmates
‘of o. 98 for each of the two modified Ebel approaches.

DISCUSSION = : . ’ ' 4 ! >
'Clearlyl the methods produce different cutting. scores. However, the

differences are .not as great as those reported by Andrew and Hecht (1976).
The Nedelsky method produced the lowest.cutting score, while the modified

“Ebel method based on-a classification of items according to relevance and

taxonomy produced the hlghest cutting score. The difference between these
tw .1s in the order of 5%. . The cutting scores produced by the norm-
referenced approaches fall in between. Shepard (1980) states that between
the Nedelsky and Ebel procedures, the Nedelsky method will prxoduce the
lower cutting score, since the task of eliminating clearly. wi&ng answers

is easier than ch0051ng the correct answers and indicating what proportion
of the candldate population would be expected to answer the questlons
correctly. The Nedelsky procedure ‘also restricts the judges' decisions to
a small number of unequally spaced probabilities. The Nedelsky procedure
could alsp be questioned on the basis of whether the task for the judges is
con51stent with how a barely qualifiable candidate would answer the question.
All of these factors might’ contribute to the modest reliability estlmate

' obtained Por the judges' rating of the items, and to the variability of

cuttlng,scores produced by the individual judges.

/’As great a variability of judges' cutting scores was not witnessed
for the two modlfled Ebel approaches, part of the variability was reduced
by presenting a single task for the judges, namely, an 1nd1cat10n of what-
proportion of the items should be answered correctly. = The cutt1ng score
establlshed using the criterion of one standard deviation below the ‘mean .
was set at 70 6% and this represented the, highest cuttlng score 1n the"i

35
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' mod1f1ed Ebel methods.

- - ~ . . ' : K t
. . ‘ . “,\ LN Lo v
five year period. Although the criterion rema1ned the same, the cutting

scores dur1ng the five year period ranged from 65.6%. to 70. 6%

i E

Although the difference between the cutting. scores setﬂby the

_Nedelsky and the second modified Ebel approach represents only 1o 1tems

or 5%, this difference has a more pronounced effect on the overall success
rate. ° Had the Nedelsky criterion been implemented, 36 candidates (22.5%) v
would have fallgd_ On the other hand, 73 candldates (45. 6%) would have «

failed accord1ng to the modified Ebel approach This ig contrasted-w1th

the actuxl failure rate of 41.3% (66‘cand1dates) determlned by the criterion
of one standard deviatiom below the mean performance/gj the Reference Groups.
. " - . : .

From the standpoint of methodology, the present study could be
criticized for usifg a small number of judges, for not prov1d1ng a more
detailed definition of the barely qualifiable candldate, a/gufor the
small. time interval between the judges participation in the two

.

CONCLUSIONS AND IMPLICATIONS" i

One of the problems assoc1ated with determ1n1ng a cutting score is

‘that a cont1nuously ‘distributed trait must be- art1f1c1ally dichotomized

to produce a pass-fail line. . This.pass-fail line is represented by 'a

single point on the continuum and is taken as the distinction between the
competent and incompetent, suggesting that competency is achieved by
crossing ‘a threshhold or barrier.. Such a v1ew leads to arbitrariness in
setting a cutting séore and difficulty in choos1ng an approach from the

many available procedures. In the present study, it, wa@ demonstrated,
although with limited generallzablllty, that d1fferent approdgches generate
s1m11ar cuttlng scores. . However, a d1fference of 5% in.the scores can -
produce drastic effects on overall success, rates. In keeping with the
suggestions made by Shepard (1980) it is recommended that a comb1na$lon : ‘

" of different approaches - using a Iarge number of judges ‘representing

1mportant -audiences: be used.
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Content Representativeness and Student Performance on = * -
National Board ‘Part I Special Subject Examinations™
William C., McGaghie, Office of Medical Studies
. Hugh J. Burford, Department of Pharmacology
»\} Donna H. Harward, Office of Medical Studies

.Unive:sity of North Carolina at Chapel Hill

Y

Freshman and sophomore medical students at the University of North
“Carblina,(UNC) must pass end-of-year comprehensive examinations for -
promotion.” Each subject in the medical curriculum is covered and each year-
end examination is composed of selected special subject examinations
(subtests) from the National Board of Medical Examiners- (NBME) Part I test
as well as locally prepared tests. On approval from a faculty committee
having responsibility for basic science examinations, UNC course directors
may opt to use an NBME special subject eka@ina;ion,in lieu of a local test.

' During the 1978-79 academic year, seven of 23 basic science course

~ directors chose to use one or more NBME special subject examinations to

.- evaluate student learning in their courses. The courses included both

' departmental offerings (e.g., Pharmacology) and interdisciplinary courses '
taught from an organ system format (e.g., Endocrine System). Five National
Board Part I subtests (Anatomy, Pharmacology, Physiology, Pathology, and
Migrobiology) were employed in combination to measure student achievement
in the seven courses. Table 1 displays the distribution of the five Part 1
subtests among the seven basic science courses. :

J The NBME special subject examinations are secure tests. Specific

. features of their architecture and the medical content sampled by the
examination questions are closely guarded secrets. Faculty inspection of
the special Subject examinations is dllowed only after the exams have been
administered to medical students, scored, and the results reported to local
‘decision makers. - ’ :

Given the security of the NBME special subject examinations, medical
“faculty make ‘a Key assumption when'they use the external tests to evalujte
intramural student learning. . The faculty members assume that the content
of the tests accounts for a representative sample of the curricular contént
presented to students. (It is important to note that the representativeness
of test content is a necessary but not a sufficient condition toward the
achievement' of content validity. As Messick [1] and Guion [2] have argued,
content validity is.not only a function of test stimuli but also of examinee
responses.), There is, in addition, a corollary to the content representative-
ness assumption, viz., that questions on content that has received much lotal-
emphasis will be answered cdg;ectly by a larger prqgortion of medical'studgnts
than questions or material receiving less educatioﬁél emphasis. The ptimary
assumption concerns the match betwegn special subjécg examination questions
and local gducational objectives, Its corollary presumes a corrgiation
between teaching: emphases ‘and student examination performance. “**
M : -7 :
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Tabls 1

Distribution of NBME Subtests Among UNC Basic Sclence Courses
e

NBME Part [ Subtasts

UNC - ) . Tot. ¥AME Fxams
Coursss Anat Pharw Phys Psth Micro Per Course
1 X . 1
. RN L
2 X ! 1
3 X . i 1.
4 X X X 3
S X X X 3
o .,:; .
- 6 X 1
7 . X 1 : o

Tot. Courses
Psr NBME Zxam 2 E I 3 2 1

This study is designed to test the accuracy of the assumption and its
corollary at the UNC School of Medicine. Specifically, the degree to which
the item content of five NBME Part I examinations received instructional
emphasis is assessed. for the 1978-79 academic year. Correlationsbetween
faculty judgments of the instructional ‘emphasis given to the content of NBME
exam items and student performance on those items are subsequently presented,
The report concludes with a discussion of several implications _the research

N

holds for medical education at UNC and in other settings, 3

.

Related Literature

The 1979480 AAMC Curriculum Directory indicates that the use of external
National Board examinations to reach internal’ decisions about medical
students is widespread among American medical schools.t For. example 57 of
125 U.S. medical schools (45.6%) require: their students to pass the Part I
examination for promotion. In addition, the NBME notes ,in. its 1978 Annual
Regort (3) that, "At the present time, -performance on National Board S
examinations plays some part inh academic decision making in approximately
80. percent of all U.S. medical schools" (p. 9). However, in the same report
the NBME issues several warnings to medical schools that use its examinations
to reach internal decisions about students: (a) the primary purpose of NBME
examinations is to provide data needed to inform certification (and licensure)
decisions, not educational decisions; (b) medical faculty tend. to attribute
far more meaning to NBME test scores than is warranted; (c) the examinations
are designed to measure cogritive knowledge which is only one facet of .
medical competence; and (d) "within the cognitive domain, an.externally
developed ‘examination will inevitably include content areas not addressed
in a given curriculum, and, in turn, a given curriculum may include content
not addressed in a given examination" (p. 10).-

ey

The last warning given by the NBME speaks directly to the contentn,
-representativeness of its examinafions and indirectly to their utility for
reaching educational decisions at individual medical schools. Several
studies have addregsed this subject.

Kennedy, Kelley, and Hubbard (4) surveyed U.S, and Canadian medical
schogls on behalfof the NBME to determine the "relevance of Part I National
Board® examinations in bagic medical sciences to gurrent medical school
curricula" (p. 5). Parficipation was obtainedgﬁrom 103 schools where deans

J f)é)
‘.t -16- .




. \
and faculty members reviewed samples of basic science test items drawn from
a larger item pool. Two questions wére posed for each item: (a) "Would this <:
item be appropriate for inclusion in an examination to be given by your
department’ to your, students at-the end of the required course in this
subject? (Yes or No);i" and (b) "If the ahswer to question A concerning this
item is 'yes,' should it be included in a specially selected group of items
on which each student should be required to perform very well (i.e., no _
- fewer than 75X percent correct responsés in the selected group as a whole) \
in order to achieve a minimal 'pass' in the course? (Yes or No)" (p. 5). -
The results shewed that across six basic science subjects, 90% of approxi-
mately 1800 test items were judged appropriate for inclusion in basic science
course examinations. Another finding from the NBME survéy was that 65% of the

\\;gs?s were not only deemed appropriate, but also essential for those couyrses. g

Investigators at individual medical schools have also studied tlie match
between the National Board Part I examination and their local curricula.
Garrard, McCollister, and Harris (5): investigated the relationship between
Part I test items, and the content of courses at the University of Minnesota
Medical School. Basic ,science course coordinators rated each item in six
subtests according to the degree of teaching emphasis its content received. =
The ratings were made using a 4-point scale ranging from maximum emphasis
to no emphasis. Results from the study showed that, "Course content
.receiving moderate or maximum teaching emphasis during the first year afone
were consistent with approximately 85% of the anatomy and microbiology sub-
test questions and 70% of those in biochemistry. Combining the first two
years of the curriculum, material given moderate or maximum emphasis covered
86% of the subtest questions in pharmacology, 83% in pathology, and 65% in
physiology" (pp. 424-425). : '

In an analogous study at the Case Western Reserve University (CWRU)
School of Medicine, Wile (6) solicited faculty judgments about the curricular
relevance of the items contained in seven NBME Part I subtests. For each
relevant item, faculty reviewers were also asked to indicate whether the
information needed to answer the question was or was not taught by local
subject ébmmittees, or if the reviewers did not know if the information was
presented. Wile's findings show that across the seven subtests, 85% of the “

: tsst items were chh relevant to the CWRU basic science curriculum and taught
by its.faculty. Of the remaining items, 12.2% were judged to have curricular

_relevance although the ‘information need to answer them was not prééented;
2.7% of the items were deemed not relevant té the CWRU basic science program.

- Largely based opn the rgébits of this study, the CWRU faculty no longer
requires medical students to take the NBME Part I examination. Wile (6) . ‘
reports that the. faculty reasoned, ": 7, . much of what was asked was not
taught in the second-year curriculum and significant areas taught in Phase 2
were not' tested by this examination" (p. 96). The mismatch between Part I
content and currict@lar content was cited for inappropriate student attention ’ .
to the examination rather than to -coursework. Further, "As a consequence of.
this study, the faculty fecognized that the NBME Part I examination was &
appropriate for licensure but inappropriate for internal student evaluation"

(p. 96). - ‘ ~ ’

The varied findings from these studies suggest that individual medical
schools ‘should carefully review the NBME.Part I examinatien to deternfine if
the exam item content coincides with curricular content. The available

r
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evidence .indicates the content representativeness assumption may be- supported
yet it also may not. :

But do medical students perform better on test items drawn from content
the faculty has emphasized in teaching? A preliminary answer would be
affirmative because both Garrard et al. (5) and Wilé (6) present comparative
(t-test) evidence which shows that medical students perfomm significantly
better on- test items whose content has been presented by their teachers. The
present study is similar,” but not an exact replication,'of‘these two previous
investigations. Rather than assessing group differences (e. g., freshman vs.
sophomore) in terms of test items placed in different categories (e.g.,
relevant and taught, relevant and not taught), this study evaluates course-:
spec1f1c relatlonshlps between facukty ratings of teaching emphasis given to

~the ‘content ‘of NBME items and student performance on those items. N
Methodology = . . - ' ,

. Review copies and item analyses of five NBME Part I subtests (Anatomy,
Pharmacology, Physiology, Pathology, Microblology) were obtained from the
National Board following their administration as components of UNC freshman
and sophomore comprehensive examinations -in the Spring, 1979, The seven basic
science course directors who used the special subject examinations to represent
the content of their courses-rated each NBME subtest item using a modified
version of the scale reported by Garrard et al. (5). The course directors
were asked to rate "the degree to which information needed to answer each
question was emphasized in your course or clerkship." . Scale values ranged
from zero (no emphasis) to three (maximum emphasis) with two intermediate
i%vels (minimum and moderate emphasis). The instructions asked faculty raters

be attentive not only to different levels of stress in formal lectures,
but also to stress in assigned readings and other educational media.

‘ .

I
~ The data were analyzed in two stages., First, the number and percentage
of NBME subtest items receiving instructional emphasis (rating of 1, 2, or 3)
was tabulated for each basic science course. Items on content that received
emphasis in more than one course were omitted to prevent item-course overlap.
These tabulations describe the match between internal teaching goals and the
content representativeness of the external tests. Second, nonparametric ,
correlation coefficients (Kendall's tau) were calculated between (a) emphasis
ratings of items unique to individual courses, and (b) the proportion of UNC
medical students whq correctly answered each question (local item difficulty
index or pfvalue) A nonparametric analysis was performed because, it could .
not be safely assumed that the emphasis ratings. met the measurement assumptions
needed for Pearson correlations (7). Here, subtest items are the unit of
_analysis and items rated_zero (no emphasis) were excluded. These* correlatidns
describe the relationship between course directors' perceptions of content
‘emphasis and student performance on test items representing that content.

Results - . ' » .
Results from the two-analyses are summarized in Table 2. The first
analysis assessed the congruence of local teaching goals and the item content
of the NBME § ests. Inspection of the entries contained in the" botton row
of the table indiCytes much variation in the match between test content and
instructional emphises for the seven basic science courses. The percentage
of NBME subtest d@tems having content that received at least minimum teaching

t
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© ,Table 2

, Content Representativeness (E Iltems) and
Correlations (Kendall's t) Between “BME Itea p-values anu
e Faculty Rutings of Item Instructional Smphasla
. . «

3

UNC Courses - NRME Subtests -
Andtomy ' Pharmacology Physfology’ Pathology Mlcroblology
. (136 Items) (142 l\cnl) (135 Items) (138 Items) (115 ltems) .
E'ltens ¢ E Items < E Items ¢ E [tema v E Itema ¢
1 55 .06 .
2 ‘ st
3 e s’
¢ 6 .5 21 5™ ia Lee™
3 : Q
s e 100 W03 -- .. )
) 6 - . 18 -’ 4
. . . R »
@ T : . v nz 6™
§{ No. and X of
Unique Items
Recelving
Instruccional (at } (at .
Emphasis 106 :(78%) - 116-least)® 49 (36%) 14 least)® 112 (53%)

Note. Median t=.16. Course No. 5 also used the Phacaacolrgy and
Pathology subteats although item emphasls rating: were not provided.
. : :Haaqtngful jurcentages cannot be calculated due to mlssing daca.
N p.05 i ’ '
« . "pf.Ol

emphasis ranges from 36% for the Physioloéy subtest to 83% for the Microbiology
subtest. Calculation of similar percentages for the Pharmacology and Pathology
subtests is not possible due to missing data from Course No. 5. It is impor-
tant to stress that only items receiving instructional emphasis unique to”
individual courses are included in these figures. "However, few items were lost .
by this procedure because ov rlapping (i.e., redundant) emphasis ratings were
assigned by the course directors to only one item for the Anatomy subtest and
three items .from the Pharmadology subtest.  No overlapping emphasis ratings
were obtained for items contained in the Physiology,’ Pathology and Microbiology
"subtests, o y ‘ : . )

The results from the correlaticnal analysis involving course directors'
ratings of item content emphasis and item p-values are given in the upper
portion of Table 2, The nine coefficients are widely divergent in magnitude,
direction, and the number of test items involved in their calculation. - The
strongest positive correlation (.69) is observed for Pathology test items
(n=14) whose emphasis was rated by the director of Course No. 4. Such a
coefficient indicates that the course director has a clear view of the elements,
of Pathology that received varied emphasis in the course and that student
learning is strongly associated with that subset of teaching goals. A
contrary result is seen for the Physiology subtest within Course No. 6. Here,
a pronounced negétive_correlationj(—.&&. g?l@%usuggests that perceived course
emphases are inversely proportional to medical™student learning., The median
of the nine correlations, across five NBME subtests and seven UNC basic
science courses, is .16. ‘ '

Discussion

The data presented in this report suggest that the content representa-
tiveness of the five NBME special subject examinations that have been used as
measures of student achievement at the UNC School of Medicine has, not been
 firmly established. It has been shown from the judgments of the basic science
course directors who th to use the ‘external examinations that the match

\
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be tween teagting emphases and test content coverage varies widely. This.
f1nd1ng differs from those cited earlier (4-6) where closer correspondence
was observed between the aims of medical curricula and the content of

. extramural medical examinations. In addition, it underscores statements
b§/Cronbach (8) that the content coverage of nationally standardized tests
should be carefully assessed by local ‘evaluators. Cronbach argues that con-
tent representativeness must be demonstratea, not dssumed, to insure accurate
1nterpretatlon of test results at 1nd1v1dual eéducational 1nst1tutlons.

Much variation was also observed 1h the relatienships between course
directors' ratings of the educatlonal emphasls given to the content of NBME
subtest- items and student performance on those items. There are several
plauslble explanations for this result. For example; the cburses represented
in . this study were taught py mult1p1e instructors. Course directors who were ¢
unfam111ar with the presentations and assignments of their teaching colleagues
may have provided epphasis ratings from an 1ncomp1ete information base.

Another possible explanation is that a d1screpancy exists between faculty-
beliefs about the stress given to different bodYes'of course content and
‘'student perceptions of content emphasis. -The 1nab111ty to achieve consis-
" tently high and positive correlations between faculty judgments of content
emphasis and student performance suggests a'need for local efforts to tighten
: the fit between teaching and testing - ) _ \
A\

»

Concluslons and Imp11catlons

\

Medical schools that use external tests as ‘internal measures of student
learning assume* the content coverage of the tests is a representative sample
of the content presented in the cu riculum. This study 1§chates that such
as assumption should be tested ‘at the local level before 1€S accuracy isgg
established. The content representativeness of NBME speciaB\subJect
examinations 'is not a sure bet, " It needs to be demonstrated\by each medical -
school that uses the tests to evaluate medical students. \\ :

AN
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— FOR THE CERTIFICATION OF AUSTRALASIAN CANDIDATES .
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Introduction

Agencies and institutions responsible for the)11censure and certi-
fication of medical tr;fEEES\g;S\common to many nations. Thus, in the
United States the-National Board-of Medical Examiners and the various
specialty Boards fulfill this functidn.  Comparable~to,these are the
Medical Council of Canada and the Royal Co]]ege of Physicians and Sur-
geons of Canada, the Institute for Research in Medical Education an
Eva]uat1onﬁ1n Switzerland, and the various Roya] Co]]eges in Great.

Britain, Australia, and New Zealand. No doubt, there <is a great ex-
- change of ideas regarding research and deve]opment’between these insti- .
tutions,:and one of the cooperative ventures to arise from such exchanges
is the 1nternat1ona1 sharing of test material. Published studies of
" such efforts are few; the most recent involves the National Board of
- Medical Examiners (NBME) and t 1ss Institute for Research in Medical
Education and Evaluation (IAEJ. A ‘test developed by the NBME and admin-
istered to American medical students was translated into French and
German and administered}to'a group of Swiss medical students as a grad-
‘uating examination (Burri; Schumacher, and Vorkauf,.1977). The authors
concluded that the translated examination was a va11d ‘test for Swiss
students

A

. Along somewhat s1m11ar lines of endeavor, the*Roya] College of
Physicians and Surgeons of Canada and the Roya1 Australian and New
Zealand College of Psychiatrists entertained an agreement whereby a v
Canadian developed examination would be reviewed by the Australasian
College and administeréd to candidates in Austraiéa and New Zealand.
The. purpose served by the present study is to invéstigate the feasi-
bility of such an endeavor. More specifically, the study reviews the
selection of items, compares the performance of Canadian and Australa-
sian candidates on the common exam1nat1on and compares the results
of the .item analyses.

1Direct correspondence to: Mr. Ernest N. Skakun, Associate Professor
‘and Assistant Director, .The Royal College R.S. McLaughlin Examination
and Research Centre, Un1vers1ty of A]berta, 222 Campus Towers, Edmonton,
A]berta TGG 1K9.
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Methodology o - S .
The certification brocess'of the Royél College of Physicians and
Surgeons of Canada requires candidates seeking certification in the

specialty of Psychiatry to take a 240 item multiple choice gxamination.

The examination administered in 1977 ta Canadian candidates served as
the 'source of items that were reviewed and selected by the Royal Austral-

. 1an and New Zealand College of Psychiatrists. .A11 240 items had been
- reviewed by a Canadian test committee for relevance, structure, and
»correct answer. The 240 .items were then reviewed by the ‘Australasian

S

" tion was also performed.

Results and Discussion

panek of content experts for relevance. Of the 240 items, 160 were. .
selected for administration. Items that were rejected were done so for =
geographic reasons. For example, .laws regarding mental health in Canada
are not applicable in Australia and Néw Zealand. The 160 selected items
were administered at three different testing times during 1977 and 1978
to Australasian caniidates. Once the examinations were written, they
were scored and the|questions submitted to an item analysis. A1l ‘analy-,
ses treatéd the»Ausfralasian candidates as three separate groups. Des-
criptive statistics, including mean performance, dispersion, standard
error of measurement, and reliability estimates (KR-20) were computed
for each test administration. Item analysis.based on each administra-

I . . A

Jﬂab]e 1 presents the descriptive statistics. \\
. i -~ A o Aust;;;ékjan : '\\\
Co -Candidates .
: . ..+ Canadian o . ‘
Candidates 1 2 3
7 |
Number of candidates 63 32 . 29 25
Mean = . - 108 98 100 106
Standard deviation - o 12 - 15 14 9.
Standard error of measurement 5 5 5 5
Reliability (KR-20) 0.84 - 0.91 . 0.89 0.72
Range of scores 79-138 © 56-125 64-121 86-121

Nuber of items o . 160 - 160 160 ~ 160

“Tdb]e 1: Descriptive<§5§tistics

Results of these comparisons indicate that Canadian and Australasian

- candidates seeking. certification in Psychiatry do equally well on exam-

inations. If we compare Australasian performance with the performance
of the Canadian group, then in the early administrations, the Australa-
sian candidates had”a lower mean score, for example, 98 (Time 1, March,
1977), 100 (Time 2, August, 1977), and 106 (Time 3, August, 1978) com- =«
pared to 108 for the Canadian group. The difference of 10 items, or -
about 6%, bears no significant or practical difference. A review of

'.p'3~ \\_,
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performance across subspecialties revealed no s1gn1f1cant difference
between the Canadian grOUp and the Australasian candidates. .

' Turn1ng to the 1tem analyses, Table 2 presents the d1str1but1on of
the item difficulty tndices. Difficulty as used here refers to the
propomtion or percentage of candidates answering the question correctly.

' Australasian
Canadian -2 3
A . . co | .
. <30 - N3 2 .19 i
30-79 80 . 80 89 . 74
0 — 7. - 59 52 . 68

Table 2: Distribution of Difficulty .

The number of difficulty items appearing in the test is small, both
for the Canadian and Australasian ¢andidates. éggroximate1y 20 items -
out of the 160 are answered correctly by no more#than 3Q% of the candi-
date population. On the other hand, there is a preponderance of easy _
items. About 60 out of the 160 items are answered correctly by at oo
least 80% of the candidate population. .In general, the difficult 1tems'_“‘\\
were difficult for all. candidate groups. L1kew1se, items that were v
.easy were easy for a]] candidate . 'groups as well.. ~ <7/

Table 3 shows the results of d1v1d1ng the items 1nto three ,groups
of difficulty.. Group 1 were those items that were easier for Canadian
candidates than for Australasian candidates. A difference of 10% in
" the difficulty index was set as an arbitrary measure. Group 2 were

those items where the difference was within the 10% range, and Group 3
consisted of those items that were easier for the Austra]as1an cand1-
dates. 0nce again, the 10% d1fference was used.

Australasian
. B . ‘] . ) 2 ‘.'"‘ | 3 -
T Canadiah;Austra1asian >10% 47 1. - 24

Y

2. Australasian-Canadian <10% 102 ° 102 . 108" -
‘3. Australasian-Canadian >10% 1 17+ 28

' Table 3: Fase of Itehs

On the basis of the first test administration, 47 items were identi-
fied as being easier for -Canadian candidates, 102 items were identified



4

as show1ng no difference in performance, and 11 items were 1dent1f1ed
-as being easier for Australasian candidates. For the secoﬂd_“hdvxh1rd
administration, the number of items that were identified as being easier
for Canadian candidates drops, while the number of items identified as
being easier for Australasian candidates increases. The 10% difference
is a stringent rule, considering that the difference of 10% can be

brought about by having 2 or 3 Australasian cand1dates answer the ques-
tion 1ncorrect1y or correct]y *

Tab]e 4 presents the d15tr1but1on of discrimination indices.

<

Australasian -
Canadian 1 ;,2 T 3
.. <20 . 1 T 72 72 100
. .20 - .29 36 - 23 34 . 237
: .30 - .39 - 29 , 29 - 27 18
. .40 - .49 ; 16 - - 19 S o 12
' >.50 , S 1 . 7 15 - 7
- Table 4: pistribution of Item_Discrimination Indices |

Generally, an item having a discrimination indéx of less than 0.20 is
considered as a poor indicator of examinee differentiation: ‘Thus, -78 o
out of the 160 items did not meet this criterion of 0.20 or greater o
_using the Canadian group as a basis for analysis. The number of non-" "
.d1scr1m1natory items using the Australasian candidates as a basis for "
analysis reveals that there were 72 non-discriminatory items in test
administration 1 and 2, and 100 -items in test administration 3. At
the other end of the scale, item analysis based on the Australasian
candidates revea]ed a higher number of discriminatory items. Thus,
- there was on]y one Canadian item with a discrimination index of .50.

or greater, compared to 17, 15;. and 7 such items for the Austra]as1an
candidates. . ‘ _ _ _ : Lot

~ Table 5_presents'a_cnoss tabulation of the discrimination jndiceé.
Australasian
re - 2 | | 3
.20 20.20 ©  <0.20 - 20.20  <0.20  30.20
<0.20 45 33 40, 8 47 3]
Canadian . ~
>0.20 27 155 32 50 53 29

Table 5: Comparison.of Discrimination Index for
Canadian and Australasian Candidates

- g
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Thus, from the first test administration, there were 45 items that werl}”
identified as weak discriminators for both Canadian and Australasian

‘ cand1dates, 27 items that were discriminatory for the Canadian candi-
dates but not for the Australasian candidates, 33 that were non-discrim-
1natory for the Canadian candidates but discriminatory for the Austral-

" asian candidates, and 55 items that were. discriminatory for both groups
of candidates. The rest of Table 5 presents similar 1nformat1on for
Austra]as1an test adm1n1strat1ons 2 and 3. .

" From the methodo}og1ca] view several criticisms could be aired
regard1ng the study. The three groups of Australasian candidates c u]d
" have been grouped together. In doing 'S0, it can-be specu]ated that
‘results would be similar to those reported. However, it was chosen o ﬁ_'
~analyze the results for each administration to provide an inter-nation
as well as ‘an intra-nation comparison.. Second]y, the emphasis g1véﬁ‘
to the use of the discrimination index_in a certifying examination
could be challenged. It could be expected that a large- number of items
should have low discrimination indices.because the test is developed in
a competency/mastery. framework rather than one of differentiating candi-

- dates.. Since the examinations of the Royal College are not at the stage

- of test1ng for "competency; the decision was made to report the d1scr1m-
ination 1ndex o , P : \ Wi
" Conclusions .
, The performance of the Austra]as1an and Canad1an cand1dates is

very similar on the 160 item common examinations, even when the items .

.are generated by a- nat1ona]'rather than an 1nternat1ona} test comm1tteeb .

Surprisingly, the items d1sp]ayed stab]e cross nat1ona] character-~ :
istics and comparable: performance regard1ng d1ff1cu]ty and d1scr1m1na-*“7*-f
~ tion., Différences in difficulty and’ ‘discrimination do exist for some
items, and thesé differences appear to be item spec1f1c, rather than -
< nation- spec1f1c In addition, differences might be dué to lack of
fam1]1ar1ty with the multiple cho1ce question format. However, this
~does not appear to be the case, cons:derlng the. very similar perfor- w
mances in the examinations. . o _ oM

Because of the conf1rmat1on of the re]évance of the examinat1on
by the Australasian and Canadian content expgrts, it could be concluded .
that the test items are suitable:for testing the knowledge of both
Australasian and: Canad1an candidates seek1ng certification 1n Psych- *
1atry _ v ) v . R

L4p11cat1ons

, From the results of this study and the one conducted by Burrn et a]
it would appear that there is merit Jin a program of international shar-
“ing of test mater1a] While the need for .local expertise and a national
product cannot be denied, the duplication of effort by national med1ca]
testing 1nst1tut1ons can hardly-be justified. -‘g%ga_-,ﬁ, i

y
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This paper argues that generalizations about the determinants. of S
medical specialty choice need to be supplemented by a:cansideration

of the student as an individual with particular concerns and issues.
Case'examp]es‘and content analysis of semi-structured interviews with
senior medical studgn;aademonstrate that for each student personal
themes.;gan be delineate whichfinfluehce'the-decfsipn‘making.pr6cess

. and shapg student pQrCEptjonﬁ df'medical_school experience, role - o
models,~and various types of rofessional: attivity. : ’
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A perSonathyw1nventpry adm1n1sté ed to a Freshman medical 'school e

class, and..thé students' eventual specialty choice were subjected L

. to-a discriminant analysis. Results of the analysis indicate that

this personajity inventory may 'have predictivezvalue for future )
medical scho@lstudents' specialty choices, ‘and,is, therefore, a-
potentia11y;1j}uab]e counse]ing)t?o]. . .
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M EFFECTS 0F1EARLY)€ POSURE’TO_PRIMARY CARE
Entering’f Micn and sophomore medical students were traihé&\to
wori®as ph ﬁcTShJaSsistants.in'gn HMO. . This early exposure.to« -
w,¢,ggare3 HMOs and physician“extenders resulted in no significant

dif ff:ugqsibetween the student PAs.and non-PAs proximate measures of
knogtedge-and.attitudes, but did result in significant intermediate and

f“donQ#t-w|cconsequences, including sub§equéntae1ectives, residency -
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lfhbzgé;~quvpreferred practice arrangements.
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THE IMPACT OF RESIDENCY ON PHYSICIAN. PRACTICE PATTERNS:. AN EXPLORATORY' .’
ANALYSIS OF YOUNG INTERNISTS B

AT e o
The relationship of ‘residency training to th characteristics of .
practice of internists is investigated. The impact of trainjng-is
chiefly imparted not by having participated in specific:training
- procedures; rather, training in particular program environments such

- $ J@rge, research intensive programs (in contrast to small, clinically -

v d programs) predicts the type of.practice arrangements entered-

v d the allocation of time among various professional activities.
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~ PHYSICIAN -CAREER SATISFACTION: ANOTHER LOOK

This paper reports the results of-a satisfaction with career test

from a contemporary career study-with 180 of- the 1956-65 graduates

of Case Western Reserve University School of Medicine. The career
;- satisfaction scores are then cempared with those from the comparable
‘- study of a decade ago with 1935-45 graduates, and some reasons are..
"= put. forward for the change®.in rankings on’career'sitisfaction noted
"' in several specialties. ;i . . ' o :
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'The Role‘of_Personal Themes in Medical Specialty Chodce 1

, Tod S. Sloan and Sandra F. Bermann
Center for ‘Research on Learning ‘and Teaching

0. . ) ' 2

The University of Michigan

Medical studerts enter training with varying certainty as to the nature of":
the medical career they wish to pursue (Held and Zimet, 1975). Chief among the
decisions they ‘face is the type of medicine they plan to. practice. Obviously,
one's choice of medical specialty determines the basic-structure.of daily prof-

essional activity. On these grounds alone, medical specialty choice merits the -
attention:-of researchers in medical education. :

" v

The career decisions of medical students have gradually attracted the -
interest of investigators as the percentage of specialists increased drastically
over the last fifty years.(Kendall, 1971) and as the shortage of generalists
came to be felt by the public (Funkenstein, 1979). Unfortunately, research on
the determinants of medical specialty choice has been hindered by tircumscribed
methodeological conceptions on the part 6f investigators in this area. In the
interest of simplification and generalization important.aspects of the person .’
have been'neglected in attempts "to understand specialty choice. From the
perspective’of the deciding individual, the choice may {nvolve considerations '
of status, finance, economic.trends, availability of positions, role models,‘.V
and life styhk as well as;interpersonal experiential, emotional, . ethical, and
*fntellectual; ﬁactors. While any ‘approach which taps into one of these realms
may" enlighten us to some extenn about some students, it is ifficult to bring
such? insight to bear when attempting to understand the choice of an individual.
We will #drgue that a person-centered approach is essential 'if we hope to move
beyqnd the generalizations provided by aggregate daua.

5( )'

Before introducing our data and method . we should refer to a few key
studies which have shaped our thinking. g%&ndaIIEKwith Selvin, 1957 1971)
pioneered the.research on specializatiOncnshowipg«that role models play an
important part in specialty choice and that students move toward specialties in
order to reduce the complexity and quantity of the mdterial to be mastered. '
Zimet and his colleagues (Zimet and Held, 1975; Held and Zimet, 1975; McGrath
and Zimet, 1977) have pursued a social’ psychological approach to understanding
specialty choice, They have focused on aspects of the specialty such as
prestige, money, intellectual breadth, social atttractiveness, type of relation
to patient, length of residency, and perceived similarity of self to typical
specialists. These factors are important but not necessarily considered in the
individual student's decision making process. e :

Funkenstein (1979) approached the topic from a broader sociohistorical

' perspective. His- longitudinal study tied medigal specialty choices, to ideo-
logical and economic trends. He demonstrated that while we see these choices .
as originating in the iﬁdividual student, they definitely reflect the operation
of larger social trends. Funkenstein's analysis suggests that a matching
process occurs between personal orientation to medicine, e.g., s¢ientific,
interpersonal, social service, and movements in the prtfession and in society.
It would be useful to know more about this process for to hear it from the
student's point of view such sociologiqal factors are inoperative. We would
suppose that these factors have a gubtle, indirect impact on Bpecialty choice "
by linking up with characterological aspects and personal ideologies of ‘
medical students as they arejsocialized into the pfofession. Our work in this
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paper is a step toward a conceptual dfieﬁﬁatidn which;willcpermit the investi-

gation of thejp mediations between ihdi&idpakfand~ébgi§§yqy .

Method .

A [3 '
»

e The data frqm*@hich we will draw to establish our point were gathered in®-

+#, order to compare the development of standard medical students at the a
>Un1ve§sityiqf5Micﬁi§&n with that of students in .the experimental six:yéavaﬁél
MD program {inteflex). We conducted semi-structured interviews lasting’
approximately one hour with a sample of 90 members (68 males, 22‘ females) of a
graduating medical school class. The interviews took place six months prior to
graduation. By this time, most students had made the crucial decisjon regarding
the type of internship they wished"tq pursue. The questions in the sinterview
elicited responses concerning the strengths and weakensses of the medical
school program, the effects of ‘the medical school years on various aspects of
the student's 1ife and character, the student's plans for the future,.expected .
satisfactions in the career, and current views of the profession.

A . ' . ot _o

In our first feading of the interview protocols, in preparation for coding

- and content analysisi:i¥e noticed that responses varied tremendously across
students and that the interview could be viewed ag.’a, projective test: despite
being enrolled in the same objective program, egéh’studentadefinitely brought
his or her own concerns, conflicts, and values'into that setting and reported
these both directly and indirectly in the’interviews. With this in mind, two
independent coders extracted five or six personal themes for each interview.
A personal theme was .recognized when an issue or concern was expressed
repeatedly across diverse interview topics. Intercoder reliability‘%eveals a

902“égreement on at least three themes per student.

Case Examplés _

We will brieflf;@gécribe_three cases which demonstrate our approach.

Our first sfﬁdént, Robert, came to medical school expecting to be able to
relax, to learn,at his own pace and to follow his curiosity.. In fact, he finds
medical schoo@jtd*bé just the opposite. He has'to learn many things that are
undnteresting and* irrelevant to him. Robert becamé agitated by the demands of
uhgﬁééhdol and dismayed with.the lack of progressive educational techniques -
Hgﬁter suited to his independent. style. 1In all, he feels that the school

+

seriously hinders his personal ‘development.
Thus far we know that this 1s a man who resents external. constraints on
freedom and values individuality, both'his own and that of others. Robert
"attributes his not feeling well suited to this medical school to being a "free
thinker" who should not have to prove himself to authority figures. He adds
-that the Inteflex program is turﬁing out students who are unifaceted, imper-
sonal and socially deprived. He claims to have a latent "Type A" personality
within him and could, we think, if he were more tolerant of constraints,
easily become quite compulsive. He is fighting hard to do well academically
and to maintain his individual integrity at the same time.
' Rébert limits his comments on the practice of medicine to these complaints:
he. resents being told to practice medicine in particular ways, and dislikes
hearing that a family'practice career would be a waste of his potential.
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Constraints on his sense of freedom is, once again, a thematic complaint.

» People: who. negatively stereotype the- medical profession also bother Robert.

He acknowledges that others' opinions affect him too much and contribute to
his uncertainty about which medical field to enter. Curiously, he envisions

'financial,seCurity as one‘of medicine's most satisfactory aspedts.

The two major themes of individuality and resentment of constraints hinder
Robert in his attempts to commit to general medicine. Instead he. opts for peri—
pheral specialties such as ENT, ophthamology, and dermatology in order to "main-
tain outside interest3" and to be near his family. He may be choosing a specialty
of this sort to demonstrate his uniqueness or individuality and to avoid
commitment to a field which is general or central to the medical world. The
personal themes expressed in Robert's interview are called forth as a means:
of adapting, coping, surviving, and making the best of the medical school years.,
They are also salient formulators of lifetime career choice and hence determine
the kind of job, income, lifestyle, and family experience that Robert will
enjoy. More than representing economic and status factors, Robert's-choice

-echoes’ both.medical students' and society's current preocCupation with self-

gratification (Lasch,rl979); R _ IR

‘Each entering student brings to the medical school experiencre a stable set of
personal themes and conflicts, evemw though the professional identity is still in
flux (Held and Zimet 1975). 1In Robert's case we can safely infer a cha;acterw
istic concern for doing what he wants, resistance to authority and defensé of

-individuality. The expression of these personfl themes.in the specialty ‘choice
. seems to be a prerequisite to self fulfiliment® within that elected career. The

life-structure toward which the student. moves 18 bound to be a major means of
satisfying the various ‘and sometimes opposing aspects of the self.

In contrast to Robert., .Bill expected to be taught in medical school. He

. found ‘instead that he has to teach himself. He expected to be dependent but

has had to develop independence and self motivation. Bill appreciates the
school's prestigious faculty and dislikes the lack of direct teaching: "No one
ever pulls the material together...theré's never enough general information,

‘only specifics...”". While Bill fee 8 well suited to this school he would

trade some of the prestige for more direct help and feedback. His difficulty:
maintaining interéest in tougher courses may indicate that Bill enjoys easy
and immediately reinforcing activities. ¢

He describes himself as obsessive—compulsive, competitive and sociable
with interest in running track and mountain climbing. However, he feels that-
medical school has hindered these activities and rendered him more socially.

- Inhibited. Bill admires two medical role models, one fqr his display of ¢

motivation in climbing Mt. Everest and the other for her intelligence. As he

- approaches the last semester of school, he feels that his knowledge of’ the

basic sciences is limited, that he will need support -and guidance for ,some time

to come. , ﬂ\

We see that Bill needs a supportive atmosphere, both socially and intellec-
tually and that he would prefer not to work very hard. His future as an ° ,
orthopedic, sports physician in private practice may ensure that he will be \
surrounded by other athletes, thus reducing his social inhibition. He desires
to practice in rural areas, or away from the scrutiny of more rigorous,™

intellectual physicians, The greatest gains of this career are envisioned by.



.
‘'

Bill as short term treatment (i.e., no intimacy), corfecting problems without
having to think.and attaining a slow and easy pace of life. When comparing
Bill's resolution of thematic dilemmas with Robert s we see that Bill's
solution is more satisfactory, leading to greater optimlsm and certainty.

A brief description of the third student reveals several salient themes
or issues which, once again, are congruent to the choice of medical specialty.
Susan admits that’ before entering medical school she had no concrete image of
what doctors §§d but ygenerally expected to learn in great detail Her concern
with leatrning oed in her 1ist of the program's strengths and weaknesses.
Unlike most peers, Susan is not' pleased with the transition from basic sclence
to clinical emphasis in the ‘last two years and wanted more extensive course-
work. Learning was evidently important to Susan-before’ she came to medical
school and continues to be a primary value.

1 3

The second general theme is Susan's strong scientific and weak inter- .

' personal orientation. Her academic praise for peers, role models and program

aspects far outweighs any mention of interpersonal qualities. or patient -
interest. Self-described as selfish, with no close personal relationships,
Susan's intellectual interests dominate her personality. A strain of passivity
and helplessness is also evident throughout the interview data.

What career could Susan select which incorporates learning and science

but does not require the.skills of interpersonal interaction. Susan has chosen
pathology because she likes the topic and is "particularly interested in
diseases and tumors" Her future plans include an academic or teaching
component. which directly relates to the learning theme but may cause some ,
friction with its interpersonal, student-teacher requirements. When asked to
expound on the virtues of a teaching appointment Susan's first response‘'is -
that students "force you to be active...they make you learn" material.

’ The advantages of a teaching and practice career in pathology coalesce
Susan's personality themes and thereforé serve her needs. -She may find

difficulty relating to students on an dnterpersonal level but will derive a

mutual exchange-on an intellectual level; i.e..the student stimulates, Susan
teaches. 1In pathology, there is no patient contact™and the emphasis {s on
disease and scientific problem solving. .

These three students, although representing minor specialties, are -
representative in that each has brought to medical school a set of character-
ological concerns which pervade the interpretation of medical school -
experience and shape career interests. It is apparent that the nature of
medical education is especially determinative in bringing certain isgmes into )
salience. For example, the time constraints of medical school warn some
students to enter specialties which are less temporally constriqting (see
Edwards and Zimet, 1976).

Our emphasis on individuality in specialty choice may seem exaggerated to .
those who are aware of specialist stereotypes, e.g., that one should enter
surgery in order to do something concrete‘and internal medicine for a .greater
intellectual challenge. . . P

We tested the notion that students who chose the same'specialty would be
more alike than different in their interview issues or themes. Family or

' -32-
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the branch selected by approximately one fourth of our
e students share a humanistic or patient orientation and

half describ® a strohg interest in acquiring knowledge or continued learning s
‘as important to them\ But there are at least 45 other themes mentioned by

only one or two students.., Clearly this population is more differentiated than
" similar~in their person2l- themes.

. General PraCticé wa
. sample. Many of the

Again, for those in our sample who will enter surgery, there is more
digparity than commonality -among themes. Of the surgeons in our group, half
share an interest in practical problem solving while such issues as ethical - _
concerns, being efficient or striving for power emerge as unique or individual.
While it is tempting to look at the higher percentage of a few_comgen traits,

Lgxploration of that rich diversity and complexity of individual interest may, -
in the end, yield a greater upde;standinggof-the union of person and career.

C@clus ions

To draw out fully the implications of our approéhh.ﬁould require more . v
space than we have. Instead, we will restate our primary points and encourage.
the adoption of a modified perspective in subsequent research on medical

sepcialty. ‘ '

T N v o
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The students’whose decisions we studied gére-have struggled and’; to .. .
varying extentés; have resolyed important perso issues in.chéiéfspecialgy.'ﬂtfﬂr
choices.  These stydents are not atypical. 'Hadedg to rule out.'large areas of .’ :
medicine in order to:specialize requires. the student -to confront his ‘or ‘her °
personal limitations. (Frem this perspective even general pratticesand .7
family practice are specialization.) ‘Inithe act of choosing a specialty
students project themselves into an.imaginary future and hope that it will Jbe .
one that is satisfying and useful. The basis of that projection is the
individual's unique organization of personal themes as magnified by the
medical school experience. Any such choice in life is bound to incorporate
private issues as much as it takes into account objective factors.
.7 " Medical students are fortunate in comparisdn to other young adults in

- that they have the luxury of choice, to mold a life-structure which provides A
for the satisfaction of personal needs while permitting a social identity
which is highly esteemed, service oriented and financially rewarding. It
Seems to us that a greatér explicit awareness of each individual in research
on specialty choice may contribute to the improvement of decision making at
the institutional and personal levels such that the private needs of physicians
will support rather than interfere with the delivery of heglth care.

Our concern has not been to deny the obvious determinative power of demo-
graphic, economd¢, and role modelling factors in specialty choice. These
ultimately shape'the objective world in which the individual must negotiate
a satisfying career. Moreover, these are the primary aspects of the medical
profession to which policymakers can address themselves. In counseling or
advisement settings, however, the individual dynamics which serve to mediate
’between soclal factors and individual choice should be considered with a view
to improving the self-awareness of medical stydents as they make decisions
which definitely affect their potential for career fulfillment 'in medicine.

1 We acknowledge the contribut;on of Dr. Donald R. Brown, Director, Inteflex
Premedi, al-Medical Program, ‘to this paper in sharing his data and commenting on
our qnﬁé?sis. : ;
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PREDICTION OF MEDICAL STUDENT CAREER CHOICE . S . ‘-

'hti ST s . FRQM'A'FRESHMAN PERSONALITY PROFILE ' 'V
.v’ . ' Murray M. Kappelman, M.D. . | .
’ . Bernice Sigman, M.D. C ' R
x .7 " Leslie Walker-Bartpick, M.A. N
g testle Valkermhar - ¥
. Purpose: = - ”_ e K\ | C -

- The purpose Offfhls_study was to predict senior medical students' actual’
- career choices from a:California Psychological Inventory taken at the beginning
of their'Freshman}year§ﬂ;Deﬁlﬁlng a personality type likely to choose a specific
-specialty has. important consequences to the counseling of medical students. The
choice of a special'ty 1s:orie of the most difficult and. anxiety-producing de-«

cisions fated by medical students: .If.medical students have the available in-
formation .€onc

. concgrning the specialty chdfégsﬁqf'prevlbus medical studénts whose
tests revealed similar personality characteristics, the student in medical L
school will have the opportunity to explore systematically these disciplines
during his or her own medical school tralnjng.';:1 '
The difficult career cpﬁthe decision is generally necessary by the end of
the third year of ‘médical school so that the student can apply and interview
" for appropriate residency p&jﬂ.tl,oﬁs.~ For- students in three-year programs, this -
Process Is ‘even shorter. 8 dse this decision affects the long-term goals of
the student and often needs te“be made before the student has the opportunity
to become familiar with each speclalty, many studerits would benefit from career
counseling during the plannin rocess of rotations and electives within their
" medical school training.:: Zimn¥ and Senturia (1973) surveyed medical schools in"
a study of career couhséﬂldg.sehvltes and found a lack of formal services to aid .
students in selectjgg'a medical pecialty. Respondants to their survey indicated
that in.situation ‘where coun Mng is, done by faculty, in many instances stu~ -
dents are recrui t®¥or givendBased advice. One school mentioned that they have
no’ system for-advWB'ng < _;qfsﬁh These survey ‘responses indicate two needs _
in medigal educat{On&?‘ vearesr counseling services for students, and (2) data-

based information Ap.advi’sé sthe advisors.
: . ST B S R

In the 1960'S{*§’f{p§dﬁ6fffé§eaf¢h}pn career choice by medical students
appeared in the 1lteratufe.( Golgh i(1975) reviewed studies suggesting that
preferences for different: sgecialtfes may result from personality and motiva-

“tional factors. Wunderlich and jirde. (1978),and Plovnick (1979) studied the -
~assoclation between mgdical "student- léarning style and their career choice.
Gough and Hall (1977)F}¢qked‘itl{héwcéreerfeholce offedical students from
_non-medical familles, ahd McGrath and -Zimet (1977) fd&nd differences between
the career choices of mdle and female'medital students. While this research
resulted in interesting findings, It .dld hot provide a formula for predicting
career prefer¥nces, and)thLgénetq[lyﬁbpsed\on.data obtained at the end of
medical school training when decisions wece,formulatfy or, in some cases,
already made. ol ety :
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‘One of the more promlsing variables which may predict Iq;erest in medical '
specialtiesgis personality. Tucker and Strong. (1962) designed an interest in-
“ventory wi little success, but Gough (1975) in his review of the ||terature
~called for a “continuing flow of new information in order to supplement ‘what
prior s¢udies have provided". Plovnick (1979) suggested that students,are
socialized Into a career.choice, and this premise implies that the use'of psy-
chological’ assessment may prov1de a means for understandlng career choice
patterns in medical school. '

A well studled ;and much used psychological inventory Ts the Callfornla
Psychological |nvenfory (CP1) developed in-1957 by Harrison Gough. 1t has been
used in studyjng differences between male and female medical students (Cartwright,
1972) in predicting medical student performance (Gough & Hall, 1964; Korman,
Stubblefield-& Martin, 1968); stress in first year medical students (Boyle and
- Coombs, 1971); to name a few studies utilizing the |nstrument

¢ This research involves the use of psychologlcal test|ng completed dur|ng
freshman year to formulate a prediction of students' eventual career choice. '
The data, therefore, would be available early in the students' medical school

training, and would provide an increased degree of objective information, to
the student and his'.advisor.

Methodology: . SR S ' R
One hundred and seventy five students entering the Un|ver5|ty of Maryland
School of Medicine in the fall of 1976 were administered the California Psycho-
logical Inventory (CP!1) on Orientation Day. The-scales were machine-scored by
"interpretive Scoring Systems
' The 480 item CP! was chosen because of its applicability to measuring per-
sonality characteristics important for social interaction in “normal" subjects..
) I't has been the subject of reliability and- validity research as well as per-
' sonality studies. It also is easily administered to large groups. Profiles
include standard scores on 18 scales; Dominance (DO), Capacity for Status (CS),
“fociability. (SY), Socfal Presence (SP), Self-acceptance (SA), Sense of Well-.
£ fing (w8), Responsibillty {RE), Soclallzatlon (s0), Self- antrol (sc), Toler-
oance (T0), Good Impression (GI), Communality (CM), Achlevement via Conformance
?AC) Achlevement via |ndebendence (A1), Intellectual Efficiency (1E), Psycho-
1oglcal mlndedness (PY), Flexibility (FX), and Femininity (FE).

At the end of the senior year, in spring 1980, a discriminant analysis was
performed on the students' selection of a residency and their scores on the 18
-CP1 scales. Because of attrition and leaves of absence, only 159 of the origi-
nal 175 were 1980 graduates. Students fell into one of six groups; Primary -
Care (Medlcine, Family Medicine, or Pediatrics), Surgery, Ob/Gyn, Psychiatry,
Flexible, or a category designated as non- patlent care oriented (Radlology,

. Pathology, Pharmacology, Research etc. ) : o

Thd discriminant analysls provides classification coefficients for each éFT<?
scale. ‘Each classification coefficient is multiplied by the students' raw CPI
score for that scale. The sum of these figures is added to a constant, resulting
in a classification score for each specialty. The speclalty group with the high-
est'score for each individual case will be the highest probability specialty
group-for that student.
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Results:

° Predigtion results of the analysis reveal that 48.3% of the students were
correctly classified into their residency choice (highest probability group) .
using their CPI gcores. However, in looking -at students correctly classified
by either their highest or second highest probability group, the percentage is
77% (see Table 1). Therefore, 77% of the class is correctly predicted within
two groups. o ' _ - ' _ o

The classification equations based on the data in this study are as follows:

Classification score (Medicine, Family Medicine, Pediatrics) = .07087DO+121659CS
. +.08968$Y+.4538&SP+.5573QSA-.ZSOOIWB-.08789RE+.56853SO#,902425C-.54457TQ+.20517G|
+.98746CM- . 45103AC+. 18B64AI+. 06941 I E+, 33421 PY+.55557F X+ . 60929FE-122. 23849 :

Classification score (Surgery) = .12&97oo+.20838c$+303863sv1.5229959+.607275A-
-22652WB- . 18025RE+. 5251850+.949375C-63348T0+. 25424G 1 +1.03638CH- . 49752AC+. 18783A1
- +.109471E+.35065PY+. 58524FX+65342FE-131. 14824 ' , “

M |

3

Classification score (0B/GYN) = .1058200+.26337CS+.141815Y+.537185P+. 4894ESA
- =-21117wWB-.20333RE+.%920250+1.077265C-.64788T0+. 1120661+1.07081CM- . 49258AC+, 34915A |
-.011631E+.29725PY+52499F X+. 63879FE-126.960K1 | . |

¢

Classificaffon score (Psychiatry) = .1287606+.36679CS+;0186QSY+.397585P+.66937SA
-.36507WB+.00|40RE+.5600550+;9|82|Sf-.60947T0+.|5990G|+.97526CM—.44332AC+.02649A|
+.19216]E+.36892PY+.7]054FX+,60664FE-|37.13568 ' S .

Classification score (flexible) = -.0115200+,38214CS+.238865Y+.24930SP+.49564SA
".ZGOIANB-.29455RE+.596&350+],067295C‘.557h9T0+.05277G|+.98669CM'.57360AC+.23472A|
. +.04043IE+.49029PY+,4490]FX+.65756FE-TI3.96138 : ) . o

Classification score (non patient-care oriented) = - 06876D0+.34001CS+. 160325Y
+.332945P+.58]665A!.|7662NB'.0370]RE+.5380450+.87947SC-,58858T0+.]9326G|+.90h96CM
- h2286AC+. 17479A1+. 01608 IE+. 39507PY+. 4871 1FX+.51 150FE-109.1523]1 T
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where .00, CS, SY, SP, SA, WB, RE, SO, SC, TO, GI, CM, AC, Al, 1E, PY, FX, FE .. s
are the students' raw CPl- scale scores. These equasions can be used to predict

the choice of all students who have taken the CPI regardless of their year int
medical school. ‘ Lo : :

4 -t

-  Table 1
PREDICTION RESULTS
y c . o7

~ s . -y

~ Number & Percent Cor-  Number & Percent Cor- )

: v I rectly Predicted ~ rectly Predicted (2nd.
fActuaI.Group N of Cases"(Highest Probability) Highest Probability) ‘Total
Medicine | . S .
Pediatrics . , o
Family Medicine 99 38 (38.42) 38 (38.4%) 76 (76.7%2)
Surgery | _-2u | 13 .(5h.2%) g '4 5 (20.8%) | 18 (752)
Ob/Gyn. ‘ '},_ £ 23 - 14 (60.93) o -3 (133) 17 (74%)
Psychlatry 4 :'L'(looz) - — (100%)
Flexible Ly "4 (100%) ,. - oy (100%)
Non-patient C 5 | , 4_(80%) | .‘ - | .4 (80%)

~Total 159 77 (48.433) 4 (28.93%) 123 (77.36%)
Disquss(on § Implications:' N i;
The results of this study indIcate that a CP! taken as early as O;ienta- .

tion Day of the Freshman year of medical school can be predictive of residency
choice for 77% of the students in this study: Using this type of data, counse- -

. lors could inform students of their two highest probability career choices =~ .
during Freshman year. Undecided students could explore career choices with an y
emphasis on their two highest probabilities by selecting related elective ex-
periences during thelr medical schoo!l training.

) While the sample sizes choosing Psychiatry, Flexible, and non-patient-care
oriented residencies are small, their prediction accuracy is higher than the

. other speclalties, and their selection by students is generally much below that °
of Surgery, Medicine, 0b/Gyn, Pedlatsics, and Family Medicine. It will be inter-
esting to add further variables already -proven to have predictive value for career
choice to the CPl data In an effort to Improve the predictability rate of 77%. ~°
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. : PROXIMATE AND "LONG-TERM EFFECTS 0F EARLY EXPDSURE TO PRIMARY CARE

o Marian Osterwe1s, Ph.D. and David L Rab1n, M D., M.P. He
' : -Georgetown Un1vers1ty Schoo] of Med1c1ne

E
L] ~ .

1. Purposes and Hypotheses Enter1ng freshman and sophomore med1ca1 students
- were trained during an 8-week summer ‘course, to be physician ass1stants -in an. 'HMO.
Elective time during the next year was spent work1ng as PAs in the HMO in"which
they were trained. . The purposes of the program -were: (1) to g1ve students .
early clinical exposure to pr1mary care, HMO0s, team pract1ce and “the roles of : ..
-physician extenders, and (2) to teach them to.communicate effectively with pat1ents
~ .. and providers. Short term, 1ntermed1ate and fbno—term effects of the program..
St were hypothes1zed L IR SR

,\‘,_ N f

.(1)“~In the short run, the program would resu1t in 1hcreased know]edge about
» . < “and more pos1t1Veratt1tudes "toward primary care, HMOs, and phys1c1an
: . - "~ ‘extenders .
(2)  The program\wouﬂd have 1ntermed1ate benefits for students in terms of
' clinical and cofmunication sk111s which would be apparent in their,
-third and fourth years. ‘
(3) In the long run, the program would affect career. dec1s1ons 1nc1ud1ng
. spec1a1ty choice and,pract1ce arrangements :

2. Background and Critical Review: . Social reforms in the 1960s 1ed to maJor v
federal initiatives to encourage more equality in medical care and more education
in primary care. Many commentators had found the, traditjonal system lacking--
medical students and graduate physicians were Tnsensitive to human needs (1),,;;H,
medical practice was not relevant to societal needs (2), university medical, SO
centers were unﬁgspon51ve to -their surround1ng'commun1t1es, and medical students
were trained in-isgdation from other health profess1ona1s with whom they were
-later expected to-work cooperatively (3). In ‘résponse to these criticisms, 30
new medical schools were established in the U.S. and Canada with the explicit
intention of training medical students in the cormunity and for the _community.

~ Traditional schools responded initially at the graduate level with res1dency L
programs in Family Practice and other primary care specialty programs. Subse-
quently, undergraduate medical school curricla were altered to provide primary
care training. Recent federal manpower support has been conditional. upon medical
school. success in influencing decisions towards. primary care. It is difficult to

.obta1n time in the undergraduate:- curriculum for general’ tra1n1ng as medical science
continues to expand and as further subspecialization continues to occur. " However,
since at least 50% of future graduates should enter primary care in order to care

~ for our popu]at1on, and since attainment of this. goal may be legislatively man-
dated, it is ever more critical that we not only make curriculum changes but that

'these changes effect the des1red results in terms of behaviors.

Med1ta1 practice is in a state of flux with larger numbers, of phys1C1ans be1ng

.~ salaried, continued growth of both prepaid and:nonprepaid group practice, and %7“

- "1ncreased numbers of trained physician extenders. - The medical graduates, are . .:°
-ﬁv_.enterxng into a.rapidly changing afid organizationally ever more complex environ~ .
;“”f,ment It is therefore appropr1ate for medical schools to a1ter their curr1cu1a

. in order to work, effect1ve1y in th1s environment (4) . S f;--"-" .o

_Repr1nt requests to Dr Osterwe1s, Dept of Commun1ty & Fam11y Med1C1ne George- f.g
1,town Un17er51ty -School of Med1c1ne washlngton, D C. 20007. i
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+ Many stud1es have been undertaken to assess changes in med}ca] students atti-

‘tudes’ as ' they. prOgress ‘through med1ca] school (5,6), to determine the factors
which affect careerichoice (7,8), and more recently to develop prdgrans ‘whose’

- purpose is to affect attitudes and career cho1ce‘\ The latter usually have as
their goals the production of more humanitarian,. socially’ conscious, prﬁmary

. care practitioners. A]though it s we]] accepted thataatt1tudes do change in

the course of medical training, there is some d1sagreement as to whether those-

changes are towards more cyhicism or more humanitarianism.” Career preferences -

- also fluctuate, but attempts to relate these to any set of background_factors .
such as hometown size, parents' .education, religion, college major, etc., have.

-‘produced contrad1ct0ry f1nd1ngs It is also-not clear at what stage students R .
. are most 1mp:;ss1onab]e so that programs . aimed at’ .influencing attitudes and = :
npract1ce chofce exist at all levels of medical.schaol training. Finally, there

is-little in the literature which discusses the reasons why students choose to
,part1c1pate in these programs in the first place and what the long-range effect
‘of them is because evaluations tend to be conducted soan af er the exposures, E

: Tf at a]] o S . L

. : u/ S Ty :

_.3 ‘Methods : Th1s was/.\f1ve-year program in wh1ch equal n mbers of students
3from the entering. freshman and sophomgre ' classes were randomly chosen .from among .-
“those ‘who .volunteered. The programgrew from 4 students fromeach class the first

- year, to 8 the second, 12 for the third: and fourth years, a1d 11 for the final .-
-year;: mak1ng a tota] of 94 program part1c1pants , ' ' -

The~ 8- week s ummer program was based on the Automated M111tary Outpatient System. '~
;(AMOS) of -aldorithms which codify.care of common.disorders.|. During the initial
.. three 'weeks of intensive didactic¢ training, students were 1nstructed in the use
-of ‘algorithms; they received training and practice in physilca} diagnosis and L
~ communication skills; and: they attended lectures on the"didgnosis -and management

of common.pr1mary care problems, HMOs, and the ro]es of. nonphys1c1an prov1ders
in primary. care. This was followed by f1ve ‘weeks. of clinical work in the HMO, R
initially.with physician preceptors, and in the_last two years with midlevel . R
practitioners who weree1therphys1c1an ass1stants or nurse préct1t1oners As T
the program evolved, increased emphasis was placed on communication sk11]s, -
-pat1ent education and persona] 1dent1f1cat1on w1th phys1c1an extenders

The eva]uat1on was des1gned to assess initial differences due to se]f-se]ect1on SR
bias, proximate, intermediate and long-term _program ‘effects, ‘using a three-group o |
. pretest/repeated posttest design. In each-yeare substant1a]]y more “students .
“applied for the program than could be accepted. S1nce some 1n1t1a] differences -
“based on self-selection factors were hypothes1;ed ‘those who were hot. random]y

selected for the PA program were kept for eva] ation purposes as one 0f the . _

control groups--hereafter called "volunteers". “An equa]-qu%ber of "controls":- T

were. random]y selected from among those students wh did not wish to be in the
~program. A1l PAs, volunteers and controls were: g]ven a pretest .in the .summer

or early fall to discern backgroundd1fferences knowledge of and attitudes toward:*
._primary care, HMOs, and- phys1C1an extenders. .The same quest1onna1re was used as .

a.postteSt at the end of the sophomore year. Finally, PAs and controls were. \;$u~‘fm
questioned in their fourth year about residency choice, -preferred practice ;S~¥;J'~ L

arrangements, and primary care electives during their cT1n1ca] years.. PAs were. .
also asked 'about prggram effects on specific-clinical" areas at that time after <% s.oey
- having completed the bulk of their clinical training.” Response rates varied | =‘- B
Jfrom 100% for the PA pretests to: 65% for the control group first posttests, 2

.

. &/ .
‘Data were” ana]yzed us1ng Chi square to determine whether thére were d1fferences

. between PAs and the other groups, and to, see whether program impact var1ed by
preceptor type or by t1m1ngoof the program : s o .

[%

-
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4.°-Results: Based on what was known from the literature, it'was hypothesized

that: AN . : e . s
. ? . - . . ’ o
(1) Volunteering for the PA program would be related tg-three background
Variables: undergraduate major, parents' education,‘and whether one-
“Was raised in.an.yrban or rural setting. B
2) Those who volunteéred for the program would have greater knowledge
. about and morgﬁpositiv? attitudes toward primary care than those who
, did not voluntéeér. ' AR o

E) (
, w . . . e T '
! (3) Sophomores would know more about primary carelthan freshmen.
¢ 3(8)  Freshmen attitudes would be more positive thah sophomores toward pri-
- mary care. o o ¥
(5)

. - e '
5) Knowledge and attitudes would increase as a resudt_of thggprpgram.

PR u LAY . -
‘None of these five hypotheses was confirmed.” Although there were some small
- differences in the predicted direction, none was significant. Background and
class year have little effect on pretestfknOw]edgéﬂor.pttitudes, Thé program
appeared in the short run to have no effect on knowlédge or attitudes, regardless
.0of whether students participated in their freshman or:sophomore year and regard-
less of whether their preceptors were physicians or midlevel practitioners.

In order to assess intermediate range effects, students were asked about areas

in‘which the PA experience in their preé¢linical years was an advantage to them :
in subsequent clinical years. ' As can be seen in Table 1, the program was clearly; '
useful to students in terms o communication skills, understanding broad patient -

+-.needs, knowledge of other providers, and ‘self-confidence. The.perceived advan- @
3ﬁ,tag§§.9f.the program were greater in the third year than inithefourth year as
.ohe might expect. : S T el

uMqét striking, however, are the long-term follow-up data regarding the PA pro-
gram's impact on-.career choices. Table 2 shows that the students .from the PA
program are more.likely to go into primary care, to want to practice in HMOs,_ .
to want to be salaried, and have’taken more electives in primary care. In addi- -
tion, the PA experiehce is perceived as having been more influential in each, of
those dggjsiOns than other primary care expériences had by the controls. (Chi

. square tests of significance were run for each item comparing freshmer with

- sophomore PAs and comparing PAs as a group with controls. . Those which reached

statistical significance are marked with an aster{lk.) -

."Additional anatyses compargd studemts*who were presepted,by pnysicians (years
1to 3~ff the program) with students who were precepted by physician extenders
(years 4 and. 5 of the program). No Significant short, intermediate or long-term
effects were found when controlling for preceptoring. (Not all of our final
follow-up data.is in for the final year of the'program, so the conclusion about
Tong-term effects is still tentative.) S
5. Discussion: *From these data, it would appear that early clinical exposure
to primary cafe has profound butdelayed effects. Many students commented in
open-ended questions that although the program gave them a "led up" for their
third year especially, it was not until they had completed the bulk -of their
clinical rotations that they realized how influential the program_had been.

Most were initially interested in the program because it was a summer job and/or

. was an opportunity for early clinical experience. Some already knew they were

" interested in primary care. Only one had any intention of practicing in an HMO

L "

a . g
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setting initially. Many students (including those who were and were not. going,
~ into primary care specidlties) commented.that the program helped them make N
- realistic, educated career decisions. ' '

‘" -6. Conclusions and Implications:  This final two yéars“f follow-up data con-
. firms our previousTy tentative tanclusions about the impact of early exposure
to primary.care on later career decisions. The primary care experiences offered (
in traditjonal medical 'schools‘such as ours are so 1imited and expose students ..
~ to something so different from the rest of their clinical experiences that it
takes time to digest the experiences -and put_ them in perspective. Caregn choices
reflect the total experience of medical school. Since the form and content of -
this programevolvedjové¥-a 5-year period, but the effects were the same for each | «
- year, it wduld appefr;that the key factor is early exposure. If the opportunities
for;primary care experiences in group and team practice are limited, it would °
~seem that the most eéffective time to have them is during the "preclinical" ydars
in:order to influence later attitudes, and behaviors.

Despite the difficulties in following students over time, evaluators’ of these
programs should plan longitudinal assessments of pragram impact. Assessments
immediately following such programs' typically show very lit{le. Perhaps many
. of the programs cited in the literature as being ineffective catalysts were'in

. fact-more influential than we know in terms of ultimate ‘behaviors and attitudes.
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. S | A »
. e ‘ . . . TABLE 1
! ] [ ]
. Area 1n Which PA Experience Was an Advantage
- . . During Subsequent Years of Tra1n1ng )
» . . : - C | ’ .y .
P " THIRD YEAR FOURTH -YEAR
' . - Fresh. PA! Soph. PA Fresh. PA_| Soph. PA
."__pe'ciﬁ'c clinie@® skills. ° 85% ' 80% - i 334 44%
. . FT
Awareness of pat1ent behyvior _89% 86% | 5p% . 67%
',Knowl'edge about cgmmon and = ' i o ,
minor disorders ) 81% 91% : " 50% 89%
Communication sk1]1s with !
. 'physicians ‘ ~ 63% L 63% ‘ 42% . 39%
- Communication skills with - . ’ -
other providers L : <, 74% 63% -~ 50% : 50%
Communicatiof . skills with, Lo T _ -
patients. ' L 8% . 89% © - 58% - | 50%
Understanding off needs of R L . :
,:chrom'c'. patients __26% .- - 35% -0 28% -
Self-confidence - 705 i 83 | sy 39%
Knowledge about physician - oy .
assistant roles o . | 81% ! 83% - 67% 78%
Knowledge about nurses’ " [ 3 , ‘ '
roles . ) 44% ' 54% 17% 33%
Knowledge about other health L : . ‘ .
professionals' rojes 70% 46% i 58% 39%
iAwareness of soc1a]/emot1ona] : | T D
needs of patients » 59% 63% ' .. 50% - 39%
- Sensitivity to family 1nter- , - - . :
lactions T 59% |- 51% . 42% 17%
;Awareness of the needs of pa- o o
itients following hospitalizationt 22% 14% 17% 1. 17%
knowledge of.community re- | - _ - :
sources for patient referral B 52% 3% 42% 28%
- lcontent of secondary and D i c
tertiary care . A 48% . : 90% I 42% e 11%
. N = o2, 3B 12 18
- . (t
\’:.
» :
| -8 .
Y . ?
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fﬁ;*gJyment Preference:

TABLE 2

1

- Sumary of Final Follow-up Data by Program Status |

SaTaried

(om1tt1ng hospital based
pract1ce)

“'\

*g;yment preference influenced by amb. exper

{
ot
!

© *Senior electives in primary care

)
o

1 15/28 (63%)
Fee-fog-service

9/24 (38%)

18 (6%) |

¥28/89.(319)

K= 0069, 1
—

10/27 (373
117 (5%

¥16/91 (182)

d.f., p<.05

17 (49y)°

25051 (494)
26/51 (513)

x= 6.53, 1
3 (561)
=10.4, |
4180 (24)

35/51 (69%)

d.f,, p<.001
45/209 (224)

47 (21) |

Fresh. PAs | Soph. PAs | Tota] Phs Controls
L J | ow=w =3 | N=6 | N-g
o . T R
Residency: - Family Practice 71(26%) 4(18) 1 11 (18) 6 9%)
; General Medicine 1 (#) 13 (37%) 14 (238) | . 9 (149)
General Peds, 1 (& 0 1 1(n 3(54)
| Total Primary Care| 9 (33 117 (as 26 (42) 18 (28%)
(for contro1s on]y - ambu]atory experience) n/a n/a n/a 33 (5%) |
Res1dency 1nf1uenced by PA or anb. experience 13 (48%) 20 (57%) 33 (53%) | | 13 (39%)
rPreferred Pract1ce Setting: {Hosp1ta] 2 (1) 8 (23%) | » *10 (16%) | *14 (229)
o Solo 0 4511%) (e | 81
Group 18‘(67%) v 19 (70%) 37 (60%) 37 (58%)
HMO 7 (26%) 4 (11%) AL(188) v 1 (%)
: s ' o . L .} .

' ] IR, 2df pedl |
| ] | . ‘ - - |
\ﬁaﬁmiﬁwmdePAwam.umﬁmm .m(ww 22 (81%) | *38 (614) | *8@%)"

o | | LB, 145, pel]

11/51 (224) |

d.'f" p<'0,l : ! |

Q \f
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The ‘Impact of Residency.on Physician Practice
Patterns: An Exploratory Analy5|s of Young Internlsts

BY: Peter A. Weil, Ph.D.; Mary Kay Schlelter, M.A.; Alvin R. Tarlov, M.D.
(Department of Medicine, University of Chicago) and Robert C. Mendenhall,
M.S.; Christy Moynihan, Ph.D. (Division of Research in Medical Education,
University of Southern €alifornia School of Medicine) -

A Purpose of the Research
! It has often been suggested by educators and - researchers alike that the : //
.characteristics of the physician's formal tralnlng -and clinical experiences

have a direct influence on the mode(s) of practnCe adopted after completion
~ of training. MWhether or not this is true .obviously important to those
“‘concerned with training and to those whose |nterests lie in planning for

the optimal use of physician manpower. In fact, any effects of the training
- received upon practice patterns'should be known as they would suggest fac-

tors in the delivery of medical services which are amenable to change --

assuming, of course, that change of some sort is desired.

Two central questlons guided the inquiry:
A. Does having attended a particular type of residency tralnlng program
- predict the practice characterlstlcs of physicians?

B. What specific training procedures which take place during residency cor-
relate with subsequent practices of physicians? Three areas are studied:
1. Does the relative emphasns of a particular subspecialty during

residency affect the chief diagnoses encountered in practice?
2. What is the impact of the follownng ambulatory training features
on subsequent practices:
(a) ambulatory training in a variety of specialties
(b) constituting residents into “practlce groups'' to provide
ambulatory care 'B/
. {c) "devoting relatively more’ time to ambulatory training (and
- less time to inpatient and consultative activities)
_ : 3. Does the amount of longitudinal patient care provided by the res-
- ident in training correlate with the amount of continuous, longi=-
tudinal care provided in subsequent practice?

Review of Literature

: This'research can be viewed as part of a long traditionvof studies on the
socialization of ‘physicians. Specifically, there are two competing paradigms
currently offered: (1) the functionalist or Mertonian tradition and (2) the

structuralist (Becker) critique. ‘The functionalist school maintains that it
is the process of medigcal eﬁutation which underlies practice behavior. The
structuralist school argues the organization of the immediate practice envi-
‘ronment (e.g., practice arrangement) governs physician behavior (1,-2). Our
research is an exploratory test of the impact of. residency on physncnans
future practices.

Previous research relating residency training to subsequent practice has
primarily focussed on career decision maklng, notably specnalty pursunts and

Address reprint requests to: Peter A. Weil, Ph.D.; Box 273, University of
. Chicago Hospitals, 950 E. 59th Street; Chicago, I1linois 60637
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- commitment to academic medicine and clinjcal practice (3-5). A limited num- -
ber of studies have attempted to relate graduate medical training to the

quality of medical practice (6-9) and utilization of clinical and technical
services (10-12). Those studies, however, suffer from very crude character- _
izations of the residency training programs. For example, Petersen's study

~of general practitioners in North Carolina measured training programs based
-on the closeness of the teaching hospital's affiliation with a medical school.

The study revealed no relationship between the type of internship or residency
program taken and the quality of practice (6). A more recent study which
attempted to relate graduate trainifig to use of technical and clinical ser-
vices by practicing physicians also suffers from a very general  character-
ization of residencies (12), -~

_Thfs keséé%bhfhtf}izgéffh&léngﬁysés of a prior study of the universe (418)

of residency training'pfograms in internal medicine (5). The data collected
permitted theﬁfreationwofféftyppldgy in which all 418 programs weré assigned
to one of five types. . .Jhé purpose ‘of the typology was to syStematically
characterize‘the-diﬁfgringfthiroﬁmeqts‘of internal medicine-teaching pro-
grams in the U.S. Ké?"d?ﬁferqpfiafi%gyd}men%ﬁOﬂ&,whjchLWerevutiIized to

categorize programs included”éﬁbéﬁ;safqlg;ed;tb.the'program's size; its

‘internal differentiation; affiliatio ”WFthﬁothér’hospitals and medical

schools; types of role models made a ailable; and specific activities of

the residents. 'Large, research intensive programs were classed as Type |

and small, clinically oriented programs were classed as Type V. Types II,
I1t, and IV took on iniermediate.values (5). The survey of graining programs
probed specific procedures of resident training: 'in the subfpecialties, in
ambulatory care and in longitudinal care of patients.

Other studies attempting to relate a composite measure of training environ-
ment to practice patterns have not been reported. Moreover, the impact of
specific training procedures on practice are likewise few. Only one recent
study was discovered which suggested that training in specialties other than
adult medicine was directly related to the quality of adult care provided
(8). In contrast, the research reported here attempts to measure whether
specific procedures of training carry over into practice, or whether specific
practice patterns, are more closely correlated with the structural forces of
the physician's practice arrangement. o S '

Asgumptions and Methods
The residency program data werf collected in 1976-1977 from all (n=418)
approved training programs in internal medicine. Though 409 programs re-
sponded (98%), information obtained by telephone provided information on ® .
the remaining 9 programs. At the same’ time that the residency program
survey was being conducted, a gtratified random sample of 5983 internists
was gselected for study of practice patterns from the American Medical

. Association's Physician Masterfile. Of these, 3868 completed and returned

the practice log diary for an overall response rate of 65%. Among the in-

dividual specialties, the response rates ranged from 53% for General Inter-

nists to 82% for Endocrinologists (13). :
L ,@g().

In addition to sémpling by subspécialty, sfrat]fitation was based on the
physician's type of practice and involvemert in patient care services. The
first three strata (Solo, Partnership and-Group) conform to conventional

o
s
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thinking regarding "office based“‘practitesr The fourth stratum, institu-
tional, is composed of physicians employed’in hospitals and medical schools
.who are predominantly involved in. direct patient care. The fifth stratum,
‘other, is comnbsed of physicians who are not primarily involved in/direct
patient care (e.g., teachers, researchers or admnnnstrators) or who provide
direct patient care under some type of" practlce arrangement not in- the f|rst

four strata.

Because both residency program data and. practlce character|st|cs were
collected in the same year, th|s study rests on the assumption that charac-
teristics of training programs. are relatively stable and do not alter
‘radically over time. To increase the likelihood of measuring the impact of
residency ‘programs' effeot on" practlce, we confined the sample to practicing.
internists who had graduated. from. medlcal school no earlier than June, 1963.
This would allow no mere, than’ ten years in practlce subsequent to ‘the com-.
pletion of residency., in all, the sample amounted to:193 General Internists
and 781 internists who: practlce ino the ten recognlzed subspecnaltles of
internal med|c1nea fvrlﬂ‘:, '"\‘” o S , o . s
Another. a§pumpt|on lmplled by thls research is that the relatlo ships wh|ch
are found between training. and practlce are,mln fact, due_to training and"

' not due to the demands. of current” pract|ce arrangements.: ‘ko account for

i, thes pOSSlble confoundlng effects of. this intervening vallable, special

" statistical techniques were employed © For examprq. in testjng the effect

of thefresldency program typology we attempted to ¢ trol.for the .demands

“of. specnflc practice arrangements: by ordering our. *pendent_ variables so
that varratlon due to-other than typology effects wdre removed prior to its /.
est|matlon ~Also, in correlatlonal analysis,’ partlal correlatlons were '
‘obtalned for the same purpose ‘ - !

e~ r.-<-j o ‘j".‘ Results =+ . T ', lfﬁ o
N _ e S === P .
‘7MaJor f|n¢|ngs of’ the lmpact of type of res|dency tralnlng program on sub-
‘sequent practice‘patterns are ‘specified by those who classnfy themselves as
General Internists-and those practicing :in one of the. subspecaaltles of. .
internal’ med|c|ne. Ignorlng the possible effects of prerSeledtlon of ln~.

"dividuals® prednsposed to certain career paths into the varied residency .
3program enV|ronments, the follownng represent the s|gn|f|cant f|ndlngs

A. Relatlonshlp of Resndency Typology to Practice

Subspeclalty |nternnsts from larger, highly d|fferent|ated and research |n—‘“7-'

tensive res:dency programs (Types! and 1) tend to enter non- office based

practice" settlngs ==-particularly academic settings. - These effects, whale
5|gn|f|cant for subspecialists; were found to be |ns|gn|f|cant for general
lnternlsts, usnng a Chi Square test of significance. >

- Type of tralnlng program ‘was related to the allocation of time. toqﬁar|ous Y
‘activities in practice. Subspecialty internists from Typesl and AH: re5|-
‘dency programs’ spent s|gn|f|cantly more time in teachlng, feéearch “an

. ‘other. admlnlstratlon (i.e., purchasing, personnel and’ management&éand

_less time in direct patient care when compared with subspeclallsts who had

) attended Type;lll IV and V programs. These variations in actlv1t4es held :j\\
vcontrolllgg for type of pract|ce arrangement. These trends were apparent i

. .vvl . ) ’ F i ) . \




\bu{/not as strong for General Internists.

Subspecialists tranned in smaller, less differentiated training programs saw
more patients per week and more patients per professional hour than the in-
ternlsts from Types | and || programs. However, the differences disappeared
when the time spent providing direct patient care was controlled. Thus pro-
ductivity in provision of patient care above and beyond the differences in
-the amount of time devoted to patient care is .not associpted with the_reel-
dency training program typology o ' *5~‘-?

Subspecial ty |ntern|sts from Types |11-V residency programs (smaller and less
differentiated) tended to provide ‘more "primary' care to their patients than
those from Types.| and I} programs.) These effects disappeared however, when

*-type of practice arrangement was c0ntrolled

B. Relag;bnshlp of Specnflc Resndency Tra|n|ng Program Features to Practlce

SUBSPECIALTY EMPHASI'S "IN TRAINING AND IN\PRACTICE B

No correlation was observed between the relative amount of training taken in

any subspecialty during the residency ande} e proportion of patients who were

diagnosed with diseases in that subspecialty\!s diagnostic code. Hematology ,
‘Jtralnlng was the exceptlon to th|s general fl ’ ' N '

TEER

.AMBULATORY CARE IN TRAINING AND. PN PRACTICE \ S

Providing ambulatory training, ln,non-lnternal medicine specialties was cor-
related with general internists' (1y prov+d|ng\the majority of care for
patients, (2) spending more t|me in patient care actnvntles, and (3) - allo-
cating more time to ambulatory care. N o
'Organ|z|ng residents into practice groups was correlated with general in- f cal
ternists" (1) spending more time in the ambulatory care setting, (2) pro- '
viding more care in the ambulatory care setting, (3) prOVIdlng more special-
.ized care, (4) respondlng to consultative requests, and (5) teaching activities
The .amount of time in ambulatory training for both general internists and
subspecialists was unrelated to the amount, of time spent in ambulatory o
practice. Controlling. for.the type of practice arrangement, apositive cor-
relation existed for generalists in solo practice. (For all other internists

- in other practice arrangements, this relationship continued to- rema|n insig- .
nificant.) The amount of time in ambulatory traindng for both general in-
ternists and subspecialists was negatively related to provision of prlmary
care in practice.

-

LONG ITUDINAL CARE IN TRAINING AND IN'PRACTICE

The proportion of longit/ dinal care residents provide during their training is
positively correlated for General Internists with: (1) the proportion of
patients in the practice who were regular patients; (2) the provision of prin-
cipal care (and the correlation is negative with first encounter, episodic,
specialized and consultative care); and (3)° for subspecialists, the correlations
are inconsistent and with some measures opposite of those patterns displayed by
General Internists. (For explicit deflnltlons see Reference #lh )
~

The proportion of regular pat|ents in ‘the practice was examined with four
‘residency program measures of longitudinal care controlling for type of
practice arrangement. While some relationships remained, others were ‘no
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longer significant. " These results gave clear evidence that the type of prac-
tice arrangement acts to specify the |mpact of longitudinal training on prac-
tice. The residency training programg environment appears to mediate the

" aforementioned correlates of angltud)nal care by affectlng the type of prac--

tice arrangement which subspecnallsts enter and whlch may- affect/general

Jnternlsts as well. | T et

W ‘ ;f # . Summary and Concluslons : I

'0verall “we found support for the differential impact of a residency program
typology which had been previously developed by. our research group. Its im-
pact is chiefly seen in terms of the type of practice arrangement which sub-
spechalists enter into Those from large,: dlfferentlated programs more often
sele to practice.in non-office based. settxngs and in academia. Moreover,
even controlling’ for thé type of practice: Sett|ng, the time devoted' to var-
ious activities seems to vary.systematically for. persons from the:-various
program types This was true for subspeclaljstskln internal medncnne\!.i o
also to ,some extent for General lnternlsts Botf groups who had trained in-
Iarge){complex residency programs ‘devote more it me to teachlng, researchwand
other- adm|n|strat|ve activities such as management, and less time to pat|ent
care than those, from smaller, less differentiated and more cllnlcally-'
oriented tra|n|ng programs e

\ S o L x )
~ These findings attest to the theoretlcal assertrons af . the funCtlonallst
“;school of medical education -- i.elg that norms, values vand even preferred
g actnvntles imbued during tralnlng carry over into th¢g9hyS!C|an s professional
N careers ‘Not.controlled in this st y, however, are ‘the‘probable effects of
pre- selectcon factors affecting entsky into the varied: types of residency
trannnng programs What this exploratlon study did affirm is that type of
residency- program attended successfully predicts’ some . fairly global parameters
relatlng to an |nternlst s subsequent:: career .
0ur attempt to reIate more specific aspects of residency training to sub-
sequent practice patterns was notably less successful. Flrst, emphasizing
one or another suybspecialty in training did not correspond to the types of -
principal diagnoses_discerned in practice. Second, those .who had. attended
training programs devotlng more time to'ambulatory. care revealed no relation-
ship to time spent in ambulatory care practice at first, and even after con-
trolling for the type ‘of practice arrangement, the relationship was signif-
icant only for General Internists in solo practice. In fact, tHe strohgest
correlate of time devoted to ambulatory care in practice was having taken

Third, longitudinal care provided by trainees was related to the proportion
of regular patients in the practice for General Inteqnists but the correla-
tions for subspecialists were inconsistent. Controlling For the type of
practice arrangement, the previous assqciations discovered were specified
i.e., they continued to be significant in certain pract|ce arrangements but
were hot significant |n others.

The results of this exploratory study allow us to conclude that specific”
experiepces incorporated into residency programs may or - .may.not have an
impact .6n subsequent practice patterns. At least one key intervening

varkable seems to affect patterns of practice i.e., the type of practice




B . ’

arrangement. The structuralist school gains ground if these findings relating
specific trajnikg;activi%1es to practice are to be believed. That is, the
specific demandS'bf_fhe'practiceigetting are apparently important proximate
factors influencing actual behavior which act to specify elements contained

in prior. graduate training. '

The policy import of all this can be suggested: to legislate specific re-
~quirements fo beymet by training programs ‘with the hope of influencing future
practice patte;p; will by itself provide a feeble lever. for change. More
potent potential for changing practices lies in nurturing one or nother of
the distinctive types of training program environments, possibly Yo be com- ,
bined with other more specific training initiatives not encouraged in exist-.
.ing legislation. ‘ Lo R Lo
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atisfaction of physicians with their careers in medlcine has attracted

‘_5c0ns derable attention 'from those interested in the education and‘devel pment e N
~of ‘doctors. This; paper reports the preliminary results of a job satisf ction .

test used in a career study with medical graduates fzom the classesgdﬁ 1956 65
at Case Western Reserve University-and then compares thesg “Findings®with those
from a previous study conducted with similar- subJects a decade ago.. . '

In addition to job satisfaction, the career study, in its ent1rety, has .7
investigated other ‘career aspects such as styles of practice, methods of

" maintaining medical competence, afid the graduates evaluations of their N

innovative medical education progf%m (D Satisfactions of the physicians with
their careers in. meqicine was also a prominent feature in g previous career
study of graduates ﬁrom the classes of 1935-45 at: Case Western Reserve. (2)

'METHODOLOGY = o L

& - .

Subjects in the present career study included 180 of the.approximately 800 .
graduates from the first ten classes of ‘the revised\program in medical education.

‘They were chosen by a stratified random procedure that selected 20 in each of 9

different categories—-general or family practitioners, internists, general surgeons,
psychiatrists, pediatricians, obstetrician-gynecologists, full-time medical school
faculty, full-time hospital based personnel, and women physicians. in different _
specialties. The total of 180 included 160 male physitians and 20 female physicians.’
The females 'are somewhat more over-represented .than they were in the total population
for those years when women comprised only 8% of the student .body. The overall’

. methodology encompassed a longitudinal format.and these graduates were studied

repeatedly when they were students; however, the present ' aper reports ‘only their
present job satisfaction with their medical careers. .,

Participation in this present study, conducted in the late l970 s and 1980

~involved a personal interview in the’ physician's office, wherever that may have

been, &and the completion of a booklet of additional short answer ‘materials plus-
several tests) including one of job satisfaction. At the time of the submission

" of this paper, 142 booklets, or' 79%, have beén returned. Welhope to have\more
vbooklets returned (in the previous study, about 90% of the booklets weré returned

' .eventually) and the report will be updated in the fall to incorporate any additional
‘booklets that come in. ‘It was decided that a’ 79% return is sufficient data to. report

at this time. ' ) . - \

|
In the earlier study, conducted in the late 1960 s, there were 153 male

fgraduates, approximately 20 in each of the first 8 categories named above.
-There was no sample of female graduates in that investigation. because, at the

same time, Glick was studying all of the women graduates of the medical school as
a.part of her work for a doctoral degree (3 : ‘

Reprints. Betty Hosmer Mawardi Ph.D., Division ‘of Reseach in Medical Education,
Case Western Reserve University ®Bchool of Medicine,
2119 Abington Road, Cleveland, Ohio 44106
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Both major career studies of the  1956-65 and 1935 45 graduates employed the -
same’ methodology throughout, and both stud1es assessed career satisfaction by -
means .of a modified Brayfield Job Satisfaction Blank (#)wherein the range of
possible scores lies between 18 and 90. The modification in the test was the use -
of the work "profession'l.instead of "job" since it was felt that the former term

" 'was more appropriate for physicians. This. mod1fication has been used in other
4dnvestigations and Brayfield indicates that it is valid but ténds to raise the’

‘individual scores several points. : _ , ‘ @
RESULTS , A . . . . ’

u

. Table 1 shows the mean scores for all ‘groups in both studies with the 1956- 65
and; the 1935-45 graduates. Table 2 indicates the rankings of all groups in both
studies and compa%es the changes in ranks:

In examining-Table 1, one notices first thehvirtual sameness in. the total
averages for .alliof the 8 groups of male physicians, 75.03 for the 1956-65 groups
and 75.12 for thbse of the 1935-45 years. Mean scores for the 1956L65 groups
ranged from 79.08 Lo 73.07 whereas the mean scores for the 1935-45 groups went
from 80.18, to 69. 83% Sub-tétals’ for the 6 groups’' of pract1tioners in each study

were almost identic, s a whole. The 2 groups termed "non-practitioners" (full-
time medical school 1ty and full-time hogpital based personnel) had ‘total

means essentially the same also. The more
from the shifts in rank1ngs of the groups 1fo

nteresting data, however, are gleaned
ted in Table 2. :

Today, rank1ng first of a11 groups in ob satisfaction, are the general
-surgeons. Previously, general surgeons werbmin®second place and they were"
highest among the 6 groups of practitione The previous holder of the.top.
.rank among the Case Western Reserve graduates was the group of full-time medical
school faculty; currently, full-time faculty members have dropped 3 ranks and are
“in fourth place. Climbing to the number 2 rank in the present study are the.
full-time hospital based personnel; this is a b1g jump upward for, in.the previous

, study,_they ranked in-sixth place. There wére small shifts upward for the
"internists (from fourth to third rank), for the general practitioners (from
seventh to sixth rank), and for the pediatricians (from eighth to seventh. rank).
For the pediatricians, it was a major step out of last place. Obstetrician-
gynecologists remained the same, in fifth rank, in. both studies. Most surprising
of all in this study was the psychiatrists' drop of 5 places from ranking third -

. (second only to ‘the general surgeons among the practitioners) to last or eighth
place. Unfortunately, there were no job satisfaction data from the pre3§bus .
study with which to compare rankings for the women physicians. In the present’ -
study (1956-65 graduates) the women physicians' mean ecore of 77.06 would cause
them to rank high—zhetween the full-time hospital ‘based personnel in second
p1ace and the internists in th1rd

)
.

cDISCUSSION , i - , L R -
What can be some of the factors behind these shifts in rank on job
satisfaction7 It is too soon to have in hand all of yhe data from the analyses
,\of the many questions in the interview, so an attempt will\be made to enumerate
mka few of ,the items that have been named as being at least- -partially responsible.
€learly, for graduates in a period of time spanning some: thirty years, general
surgery is a very. satisfying specialty. In surgery thére is general recognition
and status accorded, by the public, the satisfaction of being able to sge relat1ve1y
quick T&sults and avoid long-term. care of the chronically ill, and intomes:of -
- surgeons are.the highest among all physicians. General surgeons emerged at the
. togs in our presentk study despite the fact, as onVsaid, . ._.Q_ther.e was nothing
in the revaed program for surgeons. oL o
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It was hypothesized for this’ present i:‘aireer“‘s’tgc;;thz{z—‘::;.\;pediatrician‘s"5
.would not again be the lowest on job satisfaction due to one of the special
features in the revised program- - in medical eduéati‘ namely, ‘the Family Study
Program. This was. the feature where the medical s ent, upon entry, was
-introduced to clinical science by being assigned student-physician to
follow a.pregnant woman. The student observed theofpatient through the .
remainder of her pregnancy and was present at delivery. Later, the student
followed the child ‘and other members of theé family in a continuing way for
about twb years. It was felt that this experience’would.enable the student
‘to*have a better understanding of whit cbntinuiﬁg‘well—baby—carg,was like.
and that those who still elected to go into the field would know more about -
‘'what they were " choosing. 1In the previous study, a major complaint by, _
?pediépriciéns was that their preparation and training were so unlike what ,
they.had to do in practice. The mean job satisfaction score of pediatricians
-did rise several points and their rank rose from eighth to seventh.place.
However, /the Qné.extfemely‘low.séqfé'on,the job satisfaction test in the present
study was obtained by a pediatrician.  This:-score was some thirty points below '
‘the.lowest ‘score of ahy other physician-in’ any other 'group. His score, rightfully,
Wassincludédlinfthe\pediatrician‘mean score. ' But, if one arbitrarily removes this '
single score whi¢h so sk w$ the statistics, the mean score for the pediatricians-
is 75.53 and their ranking jumps all the way to third place! Clearly, most
of the pediatricians in the'prgsent study are more satisfied than:previously.
It would be fas¢inating to know if this is a national .phenomenon fo¥, in the L
past, many general sources‘have nameﬁ.pediatricians»lowest in 'job satisfactionf_
‘as.was the case on our own previous study.

°

\

. .The shift in rankings for, the full-time medical school faculty is not so .
sﬁrp;is;ng nor ‘so difficult to understand. At the time of the earlier study, .
itlwas*spggested that full-time medical school faculty had three areas of = _ .
potential satisfaction / dissatisfaction--their patients, their students, and B .
ftheif”fesengh.f A physician could hope that, if things were not ‘going well in
one area, they might be proceeding well in the others. ‘At.thé.time of tje -
present. study, - there {s or 'has-been ‘perceived difficylty in all three.- Obtaining
funds. for résearch has become. more difficult and considerable time must be it
spent; often fruitlessly, in writing propdsals. Since the student rebelligns:
of 'the early 1970's, frequently" there hasﬁﬁeen leés'Sa;isﬁagtion in teaching..” ©
Time devoted to -preparation for classroom“ﬁgaching?ﬁas br§ﬁ‘hp negatiye’feedbaqk- *
many times or the even more discouraging no@%attehdanéé atielbctures. Instead of -
freedom to practice as much or little as one’Wwished, as was formerly the usual @ .
situation, there is now pressure to practice more. :Proceeds are mow often pooled,
within a departmental group practice, and ;romfghese'funds; the full-time medical ,
school ‘faculty member is now paid a pre—de;ermﬁhéd.prOportibn for his prictfce qffﬁ
activities. :The strong financial squeeze at practically ‘every gredical sch ol -
has ‘plagued the life of full-time facylty members and created fiew. dissat: :

A T
S

-

fréﬁk frbﬂﬁthird

.:‘ R [

The most surprising result was the psychiatrists' drop-i ‘ : ot
eighth place, the least satisfied of all groups today. This' ad not been, predicted ..
at the time the present study was planned, but psychiatrists-themSélkgémh&Vé*~”‘;\u"ﬁ
offered some partial explanations. During the last ten or. fifteen years:the ..
public image of the psychiatrist has.fallen more than that of other”phystcians; R
psychiatrists' incomes have not kept up with inflation to the same -extent’as . =y
that of other sﬁécialisgsj there is new competdition for psychotherapy patients
from psychologists,‘sociél;workgrs; And‘ofhers; there éxists some in-fighting
among psychiatrists themselves. as they compete for the smaller pool of individual
psychotherapy~ patients; the trend is away from the individual psychotherapy or. ‘ .

.

LA

psthoanalysis.whiéh many(p§y¢hiétfists were prepared to do and toward moreX
[nVolvemenF in_community-dqual health projects, .drug and alcoholism_centers,.
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Suicig?ﬂpreﬁention boards. Finally, psychiatrists appear to be the - most
susceptible of all groups to one of the newer stresses physicians have
réportéd;fé)that of the threat of physical harm from disgruntled patients
or thei:”fad&lies. During this 1956-65 period, psychiatry was the second most
popular chosen specialty among our graduates. . The program and environment

‘placed heavy emphasis on ‘psychiatry and it is probable that many factors were
conducive to the choice of psychiatry as a specialty. It is possible that -,

some people selected psychiatry for whpm it- was not the most auspicious choice.

The one psxchiatrist in the study whe-had left :that fieldffqr an entirely
different sPecialty admitted he coul® not tolerate the isolation of the solo -
practice. of psychiatry. It is interpsting. to note that the sScoTres of psychiatrists’
who are in the categories of full-tihe medical school faculty and full-time’ -

. hospital-based personnel are higher than for the group’of private practice
psychiatrists. Psychiatry was a popular choice of many women physicians and

the women psychiatrists obtained a job satisfaction mean score of 79.00

compared to the 77.06 mean for all women. The women. physicians,  in general,

seem to have relatively high job satisfaction in spite of many of the problems

and subtle or not-so-subtle discriminations thev renort thev have enCOuntered.(6)

CONCLUSIONS . .
. These are some of the shifts in job satisfaction for physicians from two
career studies in two decades. There are more data ‘and other issues to be
discussed which space does not permit here. We have had the opportunity to

. learn what. are some of the recent chanees in job satisfaction for different

physican groups and have just begun to investigate further sources for greater
or lesser satisfactions. : '
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, , TABLE 1
2 ' JOB SATISFACTORY SCORE MEANS*

. Eighx Groups of C.W.R.U. Graduates in Both Career Studies ¢
. .
~ . _1956 -65 ok 1935-45 ko P
Physician Group - Study Means Study Means - »

o £ !
e L .
r

Practitioners‘

“ General Practitioners - s ' 74.00 » ‘72.94

Internists - - : CY 531 75.12 o
.General Surgeons ‘ _ 79.08te . 79.36
‘Psychiatrists | : 73.07 ) *76.89
Pediatriciansy. N , . 73.13 | -69.85
. Obstetrician-Gynécologists™ 74.%3 - 14.26
Sub-total _ . v 74,69 - 748
§°  Non-Practitioners:’ , . ’
- Full-Time Medical School Faculty . 74.33 + . 80.18
Full-?ime Hospital-Based Physicians ¥ 77.86 - 73.87
Sub-total : . 76.03 ~ 76.54 »
B ’ Total o+ 75,03 - '75.12
Physicians in 1956-65 Study Only: . B
WOmen Physicians Co- 77.06 .
Higher score = greater satisfaction i
e . . B . )
‘S X ' v, . TABLE 2 :

)
JOB SATISFACTION RANKS* R
Eight Groups of C.W.R.U. Graduates in Both  Career Studies

' . 1956-65 1935-45 Change,
Physician Group - + ¢ Study Rank**  .Study Rank**% in Rank

.’Practitioners: *

" ‘General Practitioners 6 77 +1
Internists . . ~. 3 4 +1
General Surgeons . . 1 2 +1.
Psychiatrists 8 3 * -5
Pediatricians 7 8 +1,
Obstetrician—Gynecologists .0 5. 5 0 .

. ) , ¢ :

sNon Pra\ctitioners...J . |
Full-Time Medical Schogl Faculty 4 1- =3
Full-Time Hospital-Based Physicians 2 6 . .44

- . ‘ :

Physicians in 1956-65 @tudy Only: ' o

[

'Women Physicians 2.5 (between: full-time hospital in

. - second and internists in third
' rank)
* - . :
xJeasured by modified Brayfield Job Satisfaction Blank. _
*ﬁased on 142 boqks returned to date. .. “ ¢
1935*45-means and rankings- are reprinted ‘ftom Mawardi ~Physicians ‘and Their Careers,

pP. 103
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. “~TEACHING CLINICAL SKILLS
~t C . -
+ - '/A . %%N; ‘.'i ) . ) A’ .
MODERATOR:  Edwdhd Coppola, M.D. , . -
- Michigan State University, College of Medicine
. 5 _ .

INFORMATION MAPPING. IN .INTRODUCTION TO CLINICAL MEDICINE.
'y » .. . .
This study investigated the influepce of a highly structured
(inforfmation mapping) format for presenting print information og
the general screening physical examination to second-year medical
-students in an introduction to:clinical. medicine course. Results e
« 2 - indicated significant attjtudinal differences but no difference
- .  in pékformance on the final examination between students using an

- irformation mapped syllabus and those who received a,conventional,
prose forftted syllabus. , - . | |

’ 4

oo ‘ A * '
PERCEPTIONS OF STUDEN®-PATIENT RELATIONS -

o,

» ) ‘~ 0
Input‘f;gm 43 patients about the interpersonal skills of second

year medical students shows geheral satisfaction ‘and that patients
% could be a spurce.of feedback in the training of students. Areas
gatients'idenbified as important were caring, listening, . ’
onscientigusness, gecisiveness and gentleness on the part of the ¢
3 . students. w7 £ S .
A o _ , )
_ . A " _

. : @ ' : *
A COMPARISON GF STRUCTURER AND SELF-DIRECTED APPROACHES TOQ -TEACHING
.. -INTEKVIEVING‘AND LNTERPE ONAL SKILLS TO PEDEATRIC RESIDENTS

The papér‘summariz;§ a study which was ébndu ed in 1979

- comparing the effeCtimgness of the two most often usgd .
" methods of instructioW$¥structured or didatigc andyself-
~directed -in teaching interviewjng and interpersenal skills -

to first year pediatric residents at Children's ‘Hospital . %
4 National Medical Center in Wasiington, D.C. . : e Y

. . ' i ’ e -
TEACHING MEDICAL INTERVIEWING SKILLS: A COMPARISON OF MBDICAIFAND ® .
NON-MEDICAL TUTORS o : N % ‘
o : . - e

In a prospegtive, controlled study of a medical interviawin -
course, med¥cal and non-medical (psychologist and socjal worker). - 1
tutors are compared for differences in educatiamal grocess and
outcome variables. Non-medical teachers were found to be at

-0 ]east as_effeqtive as medical ieachersyvparticu}ar]y*for*faciﬂitatfng““
interpersonal ‘'skills. . - ’

.
>

> . . [ . '
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.Y " INFORMATION MAPPING IN INTRODUGFION TO CLINICAL MEDICINE

Emil Petrusa,'Ph D. (The University of Texas Medical Branch at Galveston)
Paula K. Horvatich, Ph.D. (The University of Michigan) and James C. Guckian M.D.
(The University of Texas Medical Branch at Galveston)

INTRODUCTION'

_ "'The general screening physical examination emphasizing normal physical
manifestations is taught in Phase I of the Introduction to Clinical Medicine
(ICM) course at the University of Texas Medical Branch at Galveston. Over
the years- ICM has received highly favorable ratings and has maintained its
popularity with students. Only one feature of the course has received poor
ratings; students have consistently indicated dissatisfaction with the course
syllabus. . The ICM syllabus is a compendium of handout materials (lecture
‘outlines, descriptive narrations, diagrams, etc.) provided by individual
.lecturers for the eight examination segments which they present (screening
physical exam in general, head and neck, eyes, chest/lung/back/breast, heart,
abdomen and inguinal areas, pelvic, agd neurological examinations). The
actual materials for each topic vary considerably in terms of style and format.
Students recommended that a more comprehens1ve and standardized format be "
developed for the syllabus. o .

Acting on the students .recommendation, the ICM Course Committee decided

“to” develop a syllabus written in a systematic, organized, and appropriately
sequenced manner based on pPrinciples believéd to enhanc“learning from prose
material. Information mapping. is a unique, comprehensive design and presenta-
tion technology for developing’print materials that has‘'been used extensively

. for preparing technical communications in business and industry (Horn, 1975).
It was derived from a synthesis, of research findings on types of learning,
instructiomal strategies, information processing, and graphie design
Thiagarajan, 1977). Information mapping utilizes a system of principles for
categorizing; writing, interrelating, sequencing, and presenting graphicailly
information for learning and reference (Horn, 1974). '

e ' *The conventional paragraph of prose is replaced by .a series of carefully
i defined, functionally labeled blocks of information. These information blocks,
are then compiled to form information map of various types. Each type of
information map (procedure,. process, goncept, ‘etc.) looks different on the ,
printed page because it is designed to serve a particular purpose. In conven-
tional learning materials, paragraphs look the same but may present learners
with entirely different learning tasks. Moreover, because an information map
contains functional labels, a learner ‘can scan a page rapidly and locate
readily a specific piece. ‘of information. 1In this manner the information
mapping format facilitatés both initial learning and review. ’
v - ) :

+- Information mapping's uniform set of principles and rules makes the task
of producing instructional materials from the content submi'tted by subject -

. L

.I-:
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matter ekpe;ts, faster and easier. The modular nature of the information

" mapping format means that changes, rewrites, and updates can be accomplished
«- without total reconstruction of the final-product.

Because information mapping is especially suited for documenting proce-'
. dures, it»geémed an appropriate strategy to 'use for the presentation of the_
general gcreening physical examination. Each of the eight chapters in the
conventional syllabus were given to an instructional designer who rewrote them
in the information mapping format. The information mappdd gyllabus was derived
from the -conventional syklabus so that the actual content of the two was iden-

tical. Figure 1 providei an example of the'syllabus formats. for comparison
. purposes. ' : b '

o

~ The attractiveness of information mapping for enhancing the organization,

¥ sequencing and readability of a syllabus, and its suitability for the presen-
tation of the relatively technical procedures of the screening physical’ )
examination stimulated the preliminary investigation described in this paper.
The purpose of the study was to compare the effect of an information mapped
syllabus on student learning with that of a conventional syllabus.
METHOD : S : C .

!
-

1

' Subjects - The second year medical class (N=202) at the University of

— Texas Medical Branch at Galveston was divided into two groups by the Student
Personnel Office. ' From an alphabetical list of the students' names, every
other student was assigned to the same ‘group. Although assignment to groups
was not random, lack of significant differences on other potentially influen-
tial variables (age, sex, and average grades for freshman year in medical
school) indicated. the procedure approximated tandom assignment.. One group of
students was given the information mapped syllabus (MAP) while the other group
received the conventional prose formatted syllabus (CONV).

Procedure - On the first day of class all students were oriented to the _
-organization and grading procedures of the ICM course. Students were given
no special instructions or orientation regarding the specific syllabus they
received. They were told only that the two versions were being used for
comparative purposes and that the.content of each syllabus was the same.
Students were asked not to share the syllabus they received with someone
from the other group. All students proceeded through the remainder of the

. ICM course as usual. ) ! L S gﬂ
; On the last day of the ICM course all students completfdéfhéﬁffhal exam-
ination. Examination questions were based om ‘the material ,in the syllabus
and were selected from an item bank deveiope,ﬁfor ICM over a periiod of several
years. Test item security had been maintaifb from year to year. The final
examination consisted of 109 objective typa:’iems (45 multiple choice,
30 true/false, and 25 matching). Scores were; the percent of items answered
correctly. ' . LT e [ﬂ K

Students also provided feedback wbout the ICM course and syllabuss With
the exception of identifying ta which seéction (MAP or CONV) each student was
assigned, two evaluation forms were completed. anonymously. F&r the icM
Course Evaluation students rated the -overall effectiveness of the course and

+
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various other aspects of the course on a four-point scale of Poor, Fair, Good
and Excellent. This form had been used for several years to evaluate ICM.

The response rate for the course evaluation from the MAP group was 80 ‘percent
and 76 percent for the CONV group. A new form was. developed to assess- specific
aspects of the syllabi.: For the ICM Syllabus Evaluation, students rated the
syllabus. they received on- (l) ‘ease of reading, (2) organization, (3) sequence
of information, (4) ease of locating information for review, (5) ease of
studying, and (6) interesting information Jusing a five-point scale of Poor,

. Fair, Good, Very Good, and Excellent. Students also estimatéd the average
time’spent reading the syllabus per week: 30 minutes or less, 45, 60, 75, 90,
105, 135 and 150 minutes or more. Response rates for this evaluation form were
74 percent. for MAP, and 69 percent for CQNV -

Responses to items on. the ICM course and syllabus evaluations were’ analyzed
by chi square tests. The number of students who rated an item in the upper two
categories were compared with those rating the item in any of the lower cate-
gories. Analysis of the estimated weekly time spent reading the text also was
analvzed by chi square w1th the separation occurring at 60 minutes per week.
Differences between the groups on the final exam was assessed with a t test.

y
»

RESULTS

‘No significant difference was found betwéen the MAP and CONV groups in
performance on the final examination (t=0.931; df=200). The distribution of
the MAP group had a range of 69 to 98, a mean of 87.67 and a standard devia- N
tion of 6.00. The CONV group was very similar with a range of 72 to 97, a '
mean of 88.39 and a standard deviation: of’ 4 58. Kudar- -Richardson 20, a

.statistical estimation of test reliability was .79 for the MAP group and .68
for the CONV é?oup.

The ICM course received favorable evaluations from both groups of students.
Ratings on the two questions from the ICM Course Evaluation form that are
particularly relevant to,the present study are included as the first two items
in Table I. The ratings given bythe MAP group were not significantly different
from the ratings given by the CONV group: . : _

¢ PR ! :

Regarding the IcM Syllabus‘EvaLuationgfthe information mapped syllabus
received significantly higher ratings-.on all dimensions than did the. conven-
tional syllabus (see Table 1). Although the content of the syllabi was iden-
tical, students in the MAP group rated their syllabus significantly more

"interesting" than the CONV students rated'their syllabus. There was a
significant difference in thé proport¥on of students. Erom each group who spent
more than 60 minutes per week teading the syllabus (x"=6.59, df=1, p<.02).
Thirty-eight percent of" ‘those reading the information mapped syllabus estimated
that they spent mofe than one hour per wéek studying from,it, while only 25
percent of the students in the cogventional group studied from their syllabus
more than an hour per week.

DISCUSSION | LT

The information mapping format did not produce a significant difference in
student learning, at least as assessed_by the final examination. Students in
both the MAP and CONV-groups performed well on the examination; 48 students in
4each group correctly answered 90 percent or more of the test items.--.-Although ° -~
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the examination was fairly reliable, many items had a low discrimination index’
indicating that students who scored low and those who scored high both tended
to answer those test {tems correctly. Another explanation for the lack of a
significant difference is that the codrse ‘syllabus was not - the only -means for
learning about- the general screening physical examination. Students wére pro-
vided with the opportunity to attend lectures and view videocassettes on the
general screening physical examination. There were eight. 1ectures and eight
videocassette programs that corresponded td each of the chapters in Qhe.s a-
bus. These, learning expériences realistically could have reinforced What '!:‘
students had read thus making any, differential formattin% effect betWeen the
two syllabi negligible. g’ ) T . ' ‘ } ‘.l
Students-who used the information mapped syllabus ‘rated the syllabus signi- W

ficantly more favorably pn several dimensions than students who used the ¢on- .
ventional syllabus. Int reference to the ICM Course Evaluation, the two groups
did not differ in their ratlngs of the overall effectiveness of the course sor.

" of the syllabus in general’. Therefore, the differences obtained .on syllabus

ratings probably were not the.result of a Hawthorne effect.  The atuitudinal
differences seem to be related to qualities of the information mapping format

.

Although students in the MAP group rated tHe syllabus high on readablllty,
they report spending more time reading from it; significantly more so'than the
CONV students spent. This result is an apparent contradiction as infogmation
mapping is supposed tc facilitate initidl learning and reyj, ?;.,Ahe evaluation

of reading time did not distingufsh between the time spentinin TutESs ’stg@y

and time devoted to review. Perhaps because the’ informat oy andind*for ~
was easier to review, MAP students spent more time doing so}_w_ pever the
reason, this finding is somewhat disturbing for the strlgpsr i, F}re of infor-
mation mappjng is the possibility it holds for inéreas{’ A ky in the

learning ation. S

2 e,

CONCLUSTON AND IMPLICATIONS - B

T
. The sghdy reported invest1gated the influence of a{i ! '*?tructured .
(information mapping) format for presenting printed info MEfon on the general -.: 4
screening physical examinati'on to second-year medical studewts.  Results indi- "y e

.cated significant attitudinal differences bBut n¥ differenc “%@? performance on

‘the final examination' between students using an ormation,mapped syllabus
and those who recelved a° ventional prose..formatted syllmgus.v The lack of.
défferen¢e on finalﬂexami performance,was attributed to low discriminati“

indices of test items, and con ounding effectd of lectyres and videotape pro
It a may be ‘that format of print materials afbne is @t a powerful enough.EHF
varigdle to effect final examination performance, especially with medical 5 i .
student§ ?ho are a highly potivated Anﬂ praficient group %f learners. ' ?P
t & A A P ’ x
THe %igni ntlyﬁﬁﬂyorable student attitudes’ obtained support the reported ‘

. advé%tages of an' infon%iﬁidp .apping format: for enhancing the organization, :
sequendéing, readabiliz? and reviof print materials. Becagse medicalq:ontent
is quplex, comprehen e, . an gtantly “Increasing in volume, it seemsgto be

“an’ 1déal1recipien gpf nefits ‘that a presentatibn technology 1like i‘ or-

matiolf mapping ¢an offer. oﬁhefpotential of information mapping for the '
vtattom ahd learniug of;medggfl content warrants further investigationaf-
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Table 1I: Students Ratings of ngrsiggnd Syllabds’¢é
. Number of Stud:xlgyﬁ;j' *{

o, Ry
- 'Variable

Excellent and ‘;?

”Ovefﬁll Course Effectiveneéé
A '_. "'MA.P e
”CONV

4
X

f
%yliabu&.(&n gqneral)
MAP®

& ' .- ”_"‘,ls?(', .
- CONY. AT

xfzgasefpf Reading‘

v MAR. S

‘ Of%enizatlon P
‘ }IAP Coe ".»:-,
S CoNV ht

. . Cow ey

*mﬂﬁlynn

P

' Vﬂtowv -

‘”' Ease«of Studx}ng

MAP

o . N
B N i . . .
T N T
JH . e i
tfw . Sy ,' »

fInte:esting Intgmmation
MAR o 21
PR u" S
. CQNV»,,,)' :

tftjilﬂﬂﬂ“iﬁﬂ>

Very Good
s 69
T 66
‘gs-
63
Y,
24
S0 24
AF 24 - 45
A
. 46 . 28
el ".Z‘,‘izl "4‘-):” 46
z i,
_ R .
b33 ¥ 36
14 55
i v, . :
.&Q; |
42 230
20 49
46 b " 28
31 38~

3;hr11 Square

PRy

- e e e -

14,09
12.19%%
"ié.9s*¥

1lil6**

3.60*

19.67**'

P A B

’rote' Chi'sqd%re analyses based on df 1 with correction ‘for continuity

* p<.05.;E§é tailed

C e - .__,_e.—’

.‘I,

k% p< 001 one tailed
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AUSCULTATION ' -

Following inspection, the examiner should
perform auscultation of the abdomen. Palpation
and percussion usually follow inspection in the
examiniation of the other body systems. This
change in the order of examination is suggested
because the auscultatory findings may be alter-

‘7 ed by any manipulation of the abdominal wall.
Consequently percussion and palpation, which
may increase or decrease peristaltic sounds,
are deferred until auscultation had been
completed.”

!

The diaphragm of the stethoscope should be
placed lightly against the abdominal wall in
order to avoid artifacts resulting from friction
and compression of vessels. First, one should
listen to the sounds produged by intestinal peri-
stalsig. In the normal abdomen, bowel sounds are
always present. These gurgling noiges are norm~
ally htghly variable-in their fr| quency, inten-
sity, location, and pitch. Thisi;;de.variability
is.a result of the normal physiolBgical activity -
of the bowel., The sounds at a particular site
are dependent upon bowel contents and bowel mo-
tility which are ever changing. These sounds are
difficult to describe and are best appreciated
from the experience of listening to the abdomen
-of many normal individuals. Also, this exercise
permifs understanding of the normal wide varia-
bility of bowel sounds, which may' be interpreted

. as-ev%dence of dlsedse by ‘the inexperienced ex-
aminer. The recording of "lightly hypoactive"
bowel sounds by the student usually represents
an attempt to give significance to a normal

\{inding.
ov . .
. Iwo abnormalities of the bowel sounds are
significant: The virtual absence of peristal-
tic "rdsh.” The absence of any sound heard
, after several minutes of continuous ausculta-
wtion otgdinarily represent the immobile bowel of
&t‘itory‘ﬁs or paralytic ileus, (i,e., hypoka-
T Aemia-induced surgical manipulation with reflex
ileus).”’In contrast, when loud, gurgling bor-
borygml appear, it may be assumed that intestinal
motility is-increased or that intestinal content
are being squeezed through a stenotic area.
Simple hyperperistalsis in.the non-obstructed

bowsl has many reasons (emotional tensfon,
dia¥rhed, blood in the G.I. tract). - It i3 the

spegific character of the peristaltic sound in e’

stenosis or obstruction that differentiates them
from’ those coming from a stimulated, but non-ob-
structed bowel. Increased soupds with a charac~
teristic loud rushing, high-pitched tinkling.
quality often occur in mechanical intestinal ob-
struction.’ Most characteristic of the borborygmi
‘heard in bowel is their accentuation during

the waves of paroxysm and pain. These are '
caused by distention of the bowel and {n- . )
creased perfstaltic activity proximal to the

site of the obstruction.

. ae e g & s e e e

'3
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Aruitoxt provided by Eic:

‘;Chln]l in Ordsr
-of Exam

AUSCULTATION - BOWEL SOUNDS

w

-

Normal -Bowel
Sounds

Differences in
Bowel Sounds

- Note to

Beginners

a

Procedure

.

Auscultstion follows fnspection in the‘sbdominal exan)

wvhils palpation snd parcussion usually follow inapection
of othar body systems. Tha order of the exsm is changed
because ausculstory findings may bs sltersd by any ma-
nipulstion of the abdominal wsll. Thus, palpation and
percussion; which may incrasse or decrssss peristsltic
sounds, ars performad sftsr suscultation is.completed.

In the normal sbdomen, “bovel sounds produced by intestinal
Dberiatslsis srs always present. Auscultation of the sbdo- .
men 1s employed to deteruine the diffsrencea between °
norsal and sbnormal bowel loupds.

Inteatinal peristslsis produces gurgling noises which are
highly varisble f{n: .

s frequency

8 intensity

8 location

s pitch. ' .
The wide varisbility of bowel sounds is the result of
normal physiological sctivity of the bowel. Bowel sounds
in & particulsr site are dependentWipon ever changing
bowel contents snd motility. q-’

Normal bowel sounds are difficult to describe. The ex-
perience of .listening to many,nqrmal sbdomens i{s the best
exercise to underatand the wide varisbility of normal
bowel sounds, which may be irtegpretad as evidence of dis-
ease hy ths inexperienced exsminer.
EXAMPLE: ' The recording of “slightly hypoactive™
bowel- by the atudent usually represents an attempt
to give significsnce to a normal finding.

NS e

STEP

ACTION 5 COMMENT

place diaphragm of steth-| light pressure is necessary in
oscope lightly sgainst order to svoid artifacts resul®-
sbdominal wsll ing from friction and tompres-
sion of veasels

wide varisbility of sounds pos-
sibla

listan for norsal intes-
tinal peristalsis
N £

o

v

peristaltic “silence” and
“rush* (sse below)

listen for 2 significant
abnormalities :

. Indications

[ ABNOKMALITIES

DESCRIPTION PROBABLE CAUSE

"silence”

virtual sbsence of per- | immobile bowel of peritonitis
istaltic sounds for few OR
minutes parslytic {leus (i.e. .

- hypokalemia-induced, surgical
manipulation with reflex ileus'

“rush”, {.e,
loud, gurgling
‘borborygmi

¢ by

increased {ntestinsl motility
(i.e. simple hyperperistalsis !-
non=constricted bowel) possibly
due to:

[ s emotion tension

s disrrhea

s blood (n G.I.

absence of specific
traits notad below and
increased frequency

of peru‘t ic sounds

tract

q:

v -

*increase, of loud-rushing, intsstinal contents' being

high-pitched tinkling
sccantuated during waves
.of .paroxysa & cramping
pain

squeezed thPough a stenotic
(constricted) area, i.e., intes-
tinsl obstruction . ...
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PERCEPTIONS OF STUDENT-PATIENT RELATIONS

’

~ Margaret E. Uguroglu, M.Ed., Center for Educational Development
Utiiversity of lllinois at the Medical Center '

-Rodney Nelson, M.D. and Charles Kanakis, M.D.,/Abraham Lihéoln School of Medicine
University of lllinois at the Medical Center . '

Review of Literature .

<

"Creation of evaluation instruments demands broad involvement of all those affect-
ed by the use of such tools" (Thompson, 1969, p. 561), yet input from the patient seldom
.is considered in the construction of the tool or in'the assessment of student performance.
Attempts have been made to study patient satisfaction or compliance (Wooley, 1978;
Hayes, 1978; Dimatteo, 1979) and practicing physician-patient relationships (Stillman,
1978; Dimatteo, 1979); however, the use of patients.in the diagnostic assessment of
student performance has generally only been with trained patients who also helpin -
- the teaching of interviewing or physical examination skills. (Scott, 1975; Zakus, 1976,
- Stillman, 1977). : ‘

~
a

A The need for continued input from the patient in defining the constructs upon
~which students might be evaluated in student-patient relationships arises, in part, from
the lack of emphasis in.this area from admission requirements, current curriculums :
“and the teaching methods of faculty (Zakus, 1976; Daggett, 1979). Ward and Stein (1975)
in their.study to reduce emotional distance take the position that too miuch teaching
" - emphasis has been given to the content of the interview and not enough to the process.
When observing interviewing skills, the content is referred to as the information ob-
tained from™the patient, while the process includes the interviewer's attitudes and’inter-
, - personal skills (Stillman and Sabers, 1978). Generally, content refers to what is done
*.. and process refers tohow it is done. : o

. Dimmateo's (1979) review of the literature concludes that rapport between the
physician and the patient is medically important yet Friedman (1979) charges that inter-
personal relations in health care ‘as a field of inqyiryis still in its infancy. The reasons
are many. For example, in studying.student-patient relations, toward the end of the
sophomore year, students usually complete an examination which contains sections - .
on history taking, physical examipation skills, record keeping and student-patient relations . -
to diagnostically assess their skills. Inherent theoretical and-practical problems exist -* '
in such an evaluation. Some include variations in the personglifies of patients, observers
‘and students; complexity of patient history; different hospital settings; and observers
rating different numbers of students (Stillman and Ruggill, 1978; Smith,. 1979). Since ‘
the most knowledgeable judge, at least of the student-patient relationship, would appear
to be the patient; an interview to elicit perceptions by the patient may prove helpful.

- The patient woyld be abje to point out specifically, the stréngths or weaknesses he/she’
felt duri eencounter with the student. After the proper amount of development
of a system of{ feedback, regular patients could’become an essee__'gial element in the

feedback to students about.their injcerpersonal relations. o ‘ (\
. - - . 3y . . s ) ,;? . N
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. ’ ’, Purpose

The major puurpqse,,'b'f this pilot study is to see whether there are any behaviors
that patients feel aré important which have not been included in the instruction and
evaluation after limited clinical experience. A second purpose is todetermine if there °
is a significant difference between the evaluations of students by the observers and
. the evaluations by the patients involved in the examination in regard tp-student-patient
. relations. Finally, this exploratory survey seeks.jnformation from the process of inter-.

viewing patients about students that might help in the dévelopment of an inp_lﬂ*-ésgﬂ;s_tem .

from patientsi - . : _ N o By
i ’); . Methodology .
. - : e ‘ e o
Procedures/Sample - R - T . ‘
) ’ N ’ 4 C N -

After four months of participation in the Phase I curriculum, students are required
to pass a clinical skills examination. It takes place in a one-student, one-patient and
one-observer hospital setting. The students have two hours to compléte an interview
and physical examination. Betweenfone and. twenty-six hours later, the same interviewer
‘used a questionnaire to discuss with patients their perceptions ,about the examination.
All patients, while generally rgndomlﬁ selected, were td be physically and mentally
able to participate in the exam, able to give a hi§’tory and not to have had unduly long

/

past history of illness or hospitalization,

-
")

R f : : o . .
Group I included a sample of 34 patients from a university or veterans §dministration

~ hospital in the inner city. Thirty were male and 4 female with a split of 16 wKjtes and
18 blacks. Only a visual%®stimate of age was taken and 90% were in the 35 to age
range with more probably concentrated around 45 to 65 years. Group II included 15

. patients from a community general hospital on the edge of the city. Anonymity was -
maintained in this second group, where patients after reading a letter explaining the’

Ppurpose and details of ‘the survey, gave written answers on the questionnaire immediately

after their examination.

. Similap to'the unidentified group, patients personally interyiewed were also told _
that the purpose of the' questions was to improve the examination and to help students~

in the future. The interviewer stressed that the answers were confidential and would

not affect the student's grade or their own medical treatment. Patients were given.

the option to withdraw from the study, but none chose to do so.

Instruments:

-
-

. After an informal discussion of the type of information appropriate to the study,
the authors independently formulated questions for the interview based upon past litera-
ture and their own experience. The questions were then cconsolidated and further revised.
by other educational consultants. . A final 22 item ‘questionnaire included three parts ‘
in the following order: a) open-ended questions, b) closed questions and c) closed questions
~correlating to the items on the observation form used by the attending physicians who
were the observers,.“Whil_,e ‘the-closed questions could be answered "yes" or "no," the .*
interviewer had a five point rating scale and recorded the patient'$ responses as follows:’
> points = definiteyes, 4 points = yes with hesitation, 3 points = not sure, 2 points =
no with hesitation, and 1 point = definite no. - A preliminary field tedt of the patient -
questionnaire indicated no major problem. ‘ ‘ : ' :

o --The- atfendi'ng-phygic»ians used-an.observation_form which.inlcludeslw&ev,en questions
about student-patient relations on an outstanding, satisfactory or un-satisfactory rating
scale. o . : N : >

P M -
3 . LT,
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~

; y| '65' ; \f)

SURNIPIV SN



Frequency counts, correlation: coefﬁcnents, and tests of sngnlflcance were completed
on the closed questions as well asa content analysns of the open ended items.

Results/Duscussnon L

. th input from a total sample of 49 student-patlent 1nterv1ews, the results of . (
'this study show that these patients were satisfied wn;h second year medical students'
~ initial physical examination and“interviewing attempts. For those areas included in
, the questlonnalre with asclosed question; Table I shows the: ‘percent of patients generally
o ratlng students very posmvely except for nervou§ness and the use of the pat1ent s name.

SRR " ] Table | {

co 7 PATIENT RATINGS OF STUDENTS

[ 4

~ Percent Rating °~ Mean

o

S Descrlptlon

I

5 & 3 2 L Points
Dld you» have’ enough chance to explaln your problem” & 1L .20 2 47 .
Were you asked about any allergies?- 92 4 2 0 2 48
-Were you asked whether you smoke?. < 8 2 2. 0 8 46
Were 'you asked whether you drink alcohol? 8 0 2 0 & 47
.. Were ygu asked how much alcohol you drink? 79 0 7 2 12 43
Student-doctor did not seem nervous.* =~ = . - -~ 5021 8 13 9 *3.9.
- Did you understand what the student-doctor 'was saying to ou? 8 8 2. 2 2 T47
Did-you have a chance to dsk the questlons you wanted” v 93 5 3 0 0 48
Did the student-doctor tell’ you his name? ’ 2 7 0 0 &8
Did you feel at ease during the exam? <17 4 0. 0 4.8
Did%you feel your privacy was respected? -4 0 07 0 S0
Questions did not embarass.* » 2.0 0 0 50
Did the student-doctor call you by name?” . 6 11 24 17 3.9
. N " é HIY .
, * Percent
" :c’ . -N—o‘ .“., ‘y'.
Would you ask for thlS student- doCtor agam” 13
19 '

D1d you notice what the student-doctor wore?

*Question reversed when asked. Weights have been reversed.

Gutek (1978) warns, howevﬁ“that one reason for. dlstrustmg measures of satrsfactlon
- is'simply that people seem; faxbe satisfied with everythmg that social’ scxentlsts ask .
them about. He cites Taylo‘lr,.-' ’saying that a satisfied person can be one. Wwho dannot :t
‘think of anything at the mug that he/she would like to change. This is consistent
- Wwith the data from the -,_J _d question that asked patients what they would want
" to.change in another examinhatiolj:and the majority rephed "nothing." However, ‘when
asked to describe what the studeﬁ%weaknesses were, about one fourth of the patients™
had definjte ideas. Some said the $udents were too slow, repeated themselves, "went
by the book"which meant they kept looking at their notes, .gave an uncomfortable exam-
ination of the ear, and were not personal enough. An area which one might expect wh1ch
'; was specifically déscribed was inexperience. The ‘patren’ts sensed an indecisiveness
or hesntancy on the part of the students

e L '.""“‘ e b e
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« Positive attitudes and actions of the students
- the negative ones four to one. These included.carin
[friendliness, politeness, thoroughness, conscientiousned,sand competence. Patients
.on a whole were not embarrassed by questions and fett their privacy was respected.
7 -Also, an interesting quality which this sample mentioned repeatedly was gentleness.
- In combining the responses from the-two open-ended questions, it appears that.these
~ patients were lookirig for competence, caring, decisiveness yet gentleness in their con-, " .
tact with medical personnel: -~ e ~ DR
. For. the closed questions, patients did vary on their response to whether or not-
.- the student was nervous, and this indicates an area to explore in future studies. For
example, follow up questions such+as, "What did the student do that you thought he/she
. was nervous? "Why do you think the student was nervous?" Several did say that having ' -
the attending physician there observing would make any student uncomfortable. A. -
- final point from Gutek (1978)’is that people respond to questions about satisfaction
- in light of what they have already experienced. Since the .students seemed.to exhibit
_those skills patients have observed with’ their regular physicians, patients generally-
rated them favorably. S - : : '

i g@‘\ patients listed outnumbered
Mlstening, easy going attitude,

Because of the limitéd variance in both the patients’ ratings of the stddents and -
‘the attendings' ratings of the students, many strong conclusions about the correlations g
between the two ratings cannot be made. The observation instrument used by the attend-
ings included only a three-point scale and most students were given a middle rating.
. The majority of correlations for the 34 patients in the idensified Group I, therefore,
were not significant. The best item.which asked whether the patient felt at'ease during
the .exam did correlate frequently. Even with little variance,‘answers-to this question -
correlated positively (p <.05) with 11 of the total 3! ratings which the attendings gave
the students. The range was +.32 to +.39.. Four additional items which correlated with
“this item-of ease at p<.0] were: a) elicits.a complete past medi¢al history (+.44); b) =
applies skillfully the fundamental techniques of examination {+41); c) restrainsfrom " :
_assigning unwarranted medical terms to patient descriptions in the written record (+.64); . "
.. and d) does not omit major-physical findings from the written récord,(+:59). From the i &
- 31 itents which the attendings used, these.four appear to be key péi“n’ts and,patients', - _
ease correlated most significantly with them. Interestingly, the last two correlatiens.:, = '

- concerning the ‘write-ufihad the highest relationship. Using & one-wiy. causal inters~ . - 7
pretation this may suggest that:students who were 'totally concerned with listening - .
to their patients.and therefore able to record their findings accurately, pdt pd¥ents . = -
at eéase the most. - U S r> o s B N
: : . 2 . ) X . A

. Group 1, the personally interviewed sample,( from the inner-city hospitals generally
~did not differ from the unidentified Group II sample from the community g‘_f_aneralvh& i- ¢
tal. The differences that arosebetWween groups are presented only for speculation, ,
" since they resulted from exploratory analysis rather than as a specific feature desigfied - .
tin the study. It is impossible to determine whether the differences which did result .
¢ Ooccurred because of the personal interview or a difference in population. . = W
One area which was different on a chi square test of significance (p <.05)was -
" that of appearance. Twenty-eight percent of Group I did not notice what the student §
- - doctor wore while oné hundred percent of Group II did. This association may reflect =~ @
the possibility.that more of the patients at the inner-city hospitals were from a lower .
socio economic group and do pot pay as much.attention to the possibly more suﬁkrﬁcial . ‘
aspects of medical care. From the 37 patients who did notice.appearance, when asked .
~ to elaborate, only two had negative judgments. that they thought a student could have
been"a little neater. The other area which was significantly different (p<.01) between
-7 groups involved the use 'of the patient’s name. 'Whetr those from Group I were-asked -~ -
whether the student-doctor called them bi?.ﬂa[ne, 84% replied "yes", while only 40%

'A"
. N -
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in Group 11 res;}sri’ded positively. A possibility for some of the difference may be thgt '

~ the interviewer used a follow-up probe if respondents seeémed puzzled by  the question. |
Seventy percent of the patients statdd that the student was either introduced to them
or-told“them their names, but when aksed what it was, only one third were able to recall

- it ‘or some name close to it. There was no significant correlation between students

. whose patients remembered their names and the ratings they received by attendings.  *

‘ Since age-was only an estimate and most-of the patients grouped into one general ’,
range, no analysis seemed-appropriate for this classification. . Also, with only four identi-
fied females, sex could not be used as a variable. From the identified sample, however,

"~ the proportion of blacks and whites divided into approximately.equal size, hut anafysis

- of thevesponses by race showed no' differences: o e ‘
. - Some of the limitations of this study appear in the previous discussion. ‘Additionally,
" one cannot dismiss the halo effect that if a patient liked a student from the beginning, - -

- ‘their ratings would all tend to be high. Secondly, the representativeness of the sample
prevents generalizations to other populations. - This exploratory study focused on the
process involved in gathering data from patients about students. Suggestions.in method-
ology for the future would include the following, .~ ‘ L Tl

. . . . . ] .~.».}" '.? . . . Co
a) Two to four hours after the examination appears to be the ideal time for iater-
= viewing since immediately after, the patient begins to show signs of questioning overload.
By the next day, some of .their observations have faded. o s S .
-+ b) De-emphasize the use of the word student in the interview, and possibly substitute
""person," since patients may be mote inclined to overlqok negat_i‘v‘e behaviors in @ student.

c) Patients.were_al_wa');s told. that the interview would only, take five to ten minutes.

RIS

This worked effectively and, in fact ,thﬁ hterview could probably be lengthened to

10 to 15 minutes if a new study svarfiR nce patients‘'did not seem unduly inconvenience«
and some were'even surprised bkef_ie ty of the current interview. A final open '
question’of, "Is there anything els& yoi swould like to tell me about?" would encourage .- .

i

input from the patient which the intérviewer may. have missed.

) No patierit'was awakened for the study. Although'several had to be eliminated-
from the sample because they were asleep each time“che-inter‘\kiewer attempted to -7
see them, it was felt that they should not be disturbed. . Also some may have reacted.
in their answers to the intrusion rather than to the examination by.the student.

: ;':l} .

[

Conclusion .
_ .« Only a few of the correlations between ekaminer ratings and patient ratings of -
* *the studengs were significant. The question which.positively correlated most frequently
. with examiners' ratings was whethér the student put the patient at ease. Patients dis=. -
criminated between those stfidents'who were nervous-and thése who were not. Further
exploration into these two areas is suggested and may yield more concrete suggestions
on"how students could improve upon their physi¢al &xamination and interviewing skills.
_ If patignts are not inconvenienced, they are very cooperative in giving feedback about
. stude|$\perforrr1ance. The areas patients felt-were important were caring, listening, -~
' - conscientiousnéss, decisiveness and gentleness. Generally, patients were satisfied with

. beginning medical students first physical examination and interviewing attempts.

‘.
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A Comparison Qf Structured and Self Directed Approaches to. Teaching ®
v Interviewing and Interpersonal Skills to Pediatric ResidefMts
. ¥y - )
. ' : "~ Leslie S. Jewett, Ed.D.* T ' "
' INTRODUCTION 4.  * g -

' The ‘historical development of higher educatlonal standards in medical educa-
tion and  societal pressures in the Un1ted States have produced concern with the.
+ . teaching and learning: technology in medlcal educatiop. There is nog a growing:
interest in the acquisition of Enowledge 1 as the actual skills required in
medical education. George Miller (196 ogn1tion to this issue, .the
technology of teaching, when he fou that he knbw very little about the learning
process with his medical students gfd "that what \I did to my students as often |,
impeded their learning as facilitgfed it." #Mille finds that a chief problem in.
medical education is the conformity and passivity of students. - Furtherma'e, the
educational model in medicine degelops an authoritarian atmosphere .in which there
is little 0pportun1ty for student and“%esidents to gain skills of independent
Judgment. This is not in keep}ng th the’ professional role of a physiciafi-whoge
+ importance in health care resideg ndt in the accdiulation of data but in problem-
solving. Miller suggests the importance of having the stlidents more actively
participate in the educational process. instead of beding passive recipients.
[ J
AlthOugh there now appears; to be a growing interest in and recognition of
i~ the need to improve the educational technology in medical education, fewgstudies ._.
have been' made. At the medical sghool level, Bazuin and Yonke (1978), found that
faculty taught in the manner?in which they had been taught without formal training
in educational procedures; lecturing rather, than problem-solv1ng was the primary
teaching approach. A few-studies.of the" teaching—learning process’ ‘at the residency
level have been made with the focus on residents"' learning in specialized areas of *
interviewing skills (Farsad, et al., 1978), psychiatry (Goin, 1976), and family
practice (Johnson, 1977). However, although the need for, improﬁ@d medical educa-
tion is retognized, the literature search revealed that' no study has been made
_comparing the structured (passive) versus the self directed (active) approaches
to learning. ’

.

. In response to this issue of the effect of active versus passiveeparticipa--
- tion of students on their learning in -the educational process, a study was made
in which these ’'two different inStructional technologies were used im teaching '
history-taking and interpersonal skills to first year pediatric residents. The.
- purpose of this report is to desct?Ue the impact of eaeh of these instt\stional
approaches in a Parent Interview-€nstruqtional Program designed to improve the
interviewing and- interpersonal skills of Tirst year pediﬁtric residents.

<

METHOD i-

‘ This study, conducted at Children s Hospjital National ' Medical Center (CHNMC) .
~in»Washington, D.C., involved = allof the 18 first year pediatric residents and a
special pediatric resident. Fourteen 'of the 18 residents participated id each
of the three intérvjew-feedback sessions while four residernts and the special

. pediatric resident ook part in the first two sessions only. . )

The goal -of the Parent Interview-Instructional Program is to impr0ve the

*Office of Medical——aﬁcation, Children's Hospital. National Medical Center,
1ll.Michigan Avenue g W, Washington, D.C. 20010 i
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quality of pediatric medical care by rhcreasing the re51dents competency in’
1nterviewing and interpersonal skills. This program began in 1975 at CHNMC and
has continued to provide training each year in interviewing and interpersonal
skills for the first year pediatric residents (PL-1s). The program hds three
ﬁaJor objectives: 1)-to provide instruction in history-taking to the:PL-1ls to
enable them to record the patient's medical history more accurately and effi-
ciently; 2) to provide feedback tp the residents regaring their interpersonal
skills to enhance their effectiveness in parent/physician interactionsg/and
3) to evaluate the efféﬁtlveness of the simulated parent interview-ingtructional
session's téchniques of instruction (active and passfve part1c1pation3 as a means
of 1mprov1ng h1story taking and 1nterBersona1 skills. oA : :

[

'Procedures

The Parent Interview Program consisted of an or1enté/don"and three one-hour
instructional sessions. The first session was a brief orlentatlon to the ,program
and the remaining three sessions, scheduled 1nd1v1dua11y wath each part1c1pant
consisted.of three one-hour parent interv1ew—1nstruct10n 1 sessions. Each
session was d1v1ded into three parts: 1)- Hlstory taklng/(IS minutes): The resi-
dent, while being v1deotaped was dllotted 15 minutes rn which to elicit a pedia-
tric history from a simulated’ mother who presented one’ of a number of histories
typical of inpatient or outpatient problems; 2) Instruction (40 minutes): a) Check-
lists (10 minutes): Immediately following the interview, the resident filled out
a true-false history checklist and scored it with a’gemplate. This provided
- immediate feedback concerning what percentage of available information (relevant
historical data known.by the simulated mother) qas elicited. .During this time
the simulated ‘mother also compLeted a ckecklist which identified her feelings
during the interview. b) videotape (30 m1nutes) The resident and simulated .
mother-instructor reviewed the videotape of the interview, pausing to discuss
aspects of the interaction which elicited or failed to elicit important infor-
mation and feelings. 3) Evaluation (5 minutes): The resident and simulated
mother-instructor completed an eyalution form, rating the importance and effective-
ness of the,interview session objectives- in/providlng instruction in: 1) efficient
hlstory taking and 2)- effective interpersofdal skills. They commented upon pos1t1ve
aspects of the 1nterchange and how the sedsion might be 1mproved , N

The components of these sessions were essentially the same. However the
st&le of instruction was the independent variable with the ‘dependent variables
being the resident's performance.on the history-taking true~false checklist, the
impact on the mother's feelings- during the interview and the resident's style of
interaction. In the first method of igstruction, structured, the resident was
passive in the learning process; the. instruction being a d1dact1cj\and telling
process. In the second mtthod of instruction, self- directed, the res1dent actively
‘participated in the learning process in. which the instruction was conducted
through 1nquiry : .

Program Design

¢

This program was designed to_evaluate.the impact of the style of .instruction
used in the Parent Interview-Instructional sessions ‘on the PL-1s' ability to take
efficient and interpersonally effective pediatric histories. Residents were
assigned randomly to two groups, and the Pretest- Posttest Design was used.
Although there was not a control ‘group in this study, the research rdsults of
past programs at CHNMC indicate that it was the instructional program itself
which had an impact on the residents' 1earning of interv1ew1ng and 1nterpersona1 ]
skills while time or the residency training program had no effect on' the residents.'

-
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. fskills in this area (Jewett et al., 1979). Thus, it was concluded from these
) paét’studies and the small number of residents in the present study that it was
preferable to have two experimental groups and no control group. in the 1979
Parent Interview—Instructional Program.
1 - . a
f*“5ﬁ%e l979 Parent Interview—Instructional Program provided three simulated
) par§pt3interview and‘:instructional sessions for the first year pediatric resi-
ring early,gay, early June and September 1979. Data was collected
immediately followlng each interview but prior to each instructional session.
The residents were randomly assigned to the two groups and an instructor sub-
group within edl Qgroup *
A ’ég' ﬁ : .

The progﬁﬁy was provided to subgroups of three PL-1s scheduled in random
order to the s&mulated mather-instructors. The mothers were typical, middle
class,. wyhite urbﬁn mothers in: their thirties. Three different case h1stor1es
were learned by ;8ich simulated mother and the order with which these cases
were presented to each resident over the three interviews was randomly assigned.
These cases have been found‘to be reliable in their level of difficulty (F=l.72).

Thus,,the difference in performance,between the two groups of residents at
the time of the second interview session reflects the impact of the type. of
instruction received by the residents one month earlier. Differerfices in rasi-
dence performance at the time of the third interview reflect the’ jimpact of the
style of .instruction four months after the first instructional session The
t-test was used for statistical analys1s. .

N

\ , RESULTS

1. Efficiency in History-taking

The first objective of the Parent Interview-Instructional Program was to
provide instructioh in his ory—tak1ng to PL-1s so that more efficilent h1story—
taking abilities would be;ggtained The criterion used for assessing performance
in this category was the unt of present and past history elicited by each

" resident during the interview session. The effect’ of the style of instruction:
_structured (passive) or self-directed (active) on the jmount of presént and past
history collected luring the interviews, ag measured by the performance of the
re51dents on the 50-item history checklist{\uas evaluated
L

It was found that residents in both instructional groups elic1ted a similar
;proportion of a comprehensive present and past: history during their first simu-
lated parent 1nterview (Table I). No significant differences were found between

'the two groups who then received different styles -of instruction. Therefore,
‘it ‘appears that Group I and Group II,. into which the residents were randomly
;distributed . can be considered comparable and the effect of the two styles of
instruction, active and passive,'can be assessed )
s It can'be seen one. month later (interview 2), however, (Table I) that the
first instructional session, which provided train1ng in interview techniques 'and;
._ interpersofial skills, affected the residemfs' efficiency in obtain1ng a more
$: comprehensive history only when the instréotional session was conducted in a
.structured, didacti style. Thus, residents in Group I, who passively partici-
pated in a structured learning session, obtained.significantly (p€.03) more past
Ristory and significantly (p<.02) more of the total history at the time of the
second interview than did residents in Group II who actively participated'in a .
self directed learning session. ' , . . e
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TABLE I: Residents' Mean Percentage Scores on 50- item H1story Checklist
—_ _ : ;

. . PRESENT HISTORY + PAST HISTORY . ' = - TOTAL~HISTORY

’ INTERVIEW: 1 2 . 1 Ry K 2 .
cRoup_ I RESIDENTS:  64% 767 4 45% 607 - 54% 68%** | . -
=10 ggaian N <Y’ i 26

GROUP 11 RESIDENTS: . 65% ¢ e84, wax 562 ST%xK,
(N=9) ZGain: - 5% | N
2,323 5173.302, 5,73, 232; p <. 03 E **£=2.52; 51—4 5677 5,=4.555; p<.02 '

The majority. of the residents in both-: Group-& and Group Lﬁ%participated in
a third interview-instructional session "three months ﬁpllowing their second 15
minute pediatric 1nterv1ew—instructional sessjpn in monfh two of the program.
Three residents in Group' I and one resident in Group II were: -umable to return ford
a third interview for reasons of leaving the program or inavailabllity. :

It was found at the time of this- thiqd interview, ghat residents ﬂU‘Group I
who had participated in two structured learning sessiohs, ét;ll elicited more
comprehensive past and preseht histoﬂies and tius a®total his¢hry than did resi-
dents in Group II who had actiwely participated in two Self-di¥fected learning
sessions. Group I residents became more effici@nt #t gathering information at
the time of the third 1nterview, parficularly in the area ofi past history where
they were able to elicit 72 percent of the®available relevant information and
obtain 74 percept of the total ﬂistory. Ggoup 41 resjdents also demonstrated -
some increase in thelr efficiency to élicit past history information, obtaining
57 percent of the past history agd overallQelic1ting 65 percent of the total \
history. However, although Group: IT ieside ts made some gains| in their eff1c1ency
by the time of’the third fﬁterview Group 1 resggents still sunpassed Group II
residents in their efficiencyein ojgaining Tegevant historical information in a
pediatric¢ interview; th¥s was particularlf true in the category of past history
where Group I residents elicifed 72 percent as compared to 57 percent elicited by - _

~ Group }I residents dur}ng thé thitd inter tew. This was not found to be significant.

¢ ) . '
In sudhary, it was found that residents who partic1pated in passive, teacher
stguctured instructional sessions demonstrated significantly (p.€.02) higher gains

. in their history—taking skllls than did @sidents who participated in active,

~ self- directed 1nstructional sessions.- n\ . » : '

° A

‘2. Effectiveness of Interpersonal Skills

N !
The second objective of this program was to provide instruction in 1nterper~-
sonal skills to enhance the residerts' effectiveness in parent-physician inter-
actions; These skills were evaluated by studying the amount of positive and
negative feelings in the mother which were elicited by the resigdents during the
videotaped interview. The” impact of the stvle of  instruction, structured, . (passive)
or self-directed (active) on" the positivity of the mothers' feelings, as measured
_ by the trust and feelings checklist, was evaluated.1 e '
') " The results of the first resident—mother history—taking interview indicated _
that the residents in both groups elicited a. similar lewél of trust and feelings ~
‘related to interfgrsonal effectjveness during the first interview which was prior

to any: ;ruction being given Yo the residents. The residents.in both groups.
elicited derately positive feelings of . trust, reassurance, interdependence in o,
and of listening %g'the mothers. : : ) e '
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It was found that‘bne month following the 1n1t1al interview-instruetional

session, that residents in both groups showed ‘similar gains in their eff%c;&ve—

ness in interpersonal skills, being able to elicit more positivggfeelings (rgnging

from 3% to 20% increase). Mothers @also reported that residentsH# cited fewer

N of" the extreme negative feelings agg more of the hlgﬂly positiv Rerpersonal = o
feelings at the time of this second interview: However, there was:
difference found in the interpersonal skills of - res1dents with ma
Group I and Group II. Thus, thg style of instruction does not agpe -
a significant impact on the residents' learning of iﬁterpersonal skil

In a follow-up session” four months after the.1n1t1alinterv1ew—1nstr oW o ’3
séssion and thygkee months after the second s1m11a‘ig,s i .
dents who had* rticipated 'in structured- —-passive !
substantial impYovement: in. their interpersonal '11'
dents who had partic1pated in. self d1rected (active"“

ayg sessions; show
ith mothérs -than

, ' ird 1n§§

i ?f Fhls was nog true?

2 p&:, L

gain in’ 11sten1ng skills': w1th the mothers, In conclus@bnuJiHe,results of th1%
$tudy indicate that resiﬂents participatlng in struqxured*i ﬁ"nlng sesslons m@dey-
many more significant gatns in their: 1nterpersonal skills by e’ end ofothe pro—'
gram than did res‘denﬁ;who part1c1pated 1n self d1rected learnlng sesslons

TABLE II: Mean Range of AffECt Exper enced by Mothers w1th Resldents\ Ag' )
in Interv1ew 3 and P‘%cent ge Change from Intervi W1 R

DISTRUST:#- - ANKIETY#:—J '( sNOT 'LISTENED ‘ro+- DE‘PEN ENCE+— ,
., ¢ TRUSTH REASSU R EISTENED‘TOH- INTERDEPEDENCE“H(
- Range: “ﬁow High Low i o Low e‘H:Lgh f{" Low, - High
GROUP I(N=6): Interview 3: 9.8 110 - . Io 7 *-‘_..?-?9 5. W Y11.0 77.3% - 10. % @
AChange from Int.l: ©69%* il ¥"l 39/15;% 187 %% %% 41/*+ 30/,*{*
GROUP II(N=8) ‘Interview 3: '~ 7.5 10;" BN "b"d‘f"" 8. AR :10.8 %4 9 9
' %Change from Int.l: ‘ 16% L ST 23%  \ia ’584*-H+ '26% .. 9% 3% *:é
+1-5 on the 11 point SEatger - ) §F;+7 11 on ‘the 1Y p01nt scale T '
" *t=2.70; sl-2 3167, S4= =2. 0412"P¢ 502 . *+tj§$70 1 =2, 6580,.¢3—3 8297,13<705
*k£=2.96% sl—2 6394, s.=3,5024; p«€.05 R T vy s] —P 7607 ,%67=0.8165; ¥
*AXE=5.59; 5=2.1366,.53=2.0736; p<.0L. . k+rt=2180; ’s hows s -2&039 Cr
**kxe=3.95; s,=1.0327, 53=0.0 “'5 pe¢.02 "-.w ‘ - SvAY
3. Program Evaluation . N B ‘1' . J* : X
. - . N L
" At the end of each sesslon, residents completed a_program evgﬁg)iQZn form »'.~3v
evaluating the "importange" and "effectiveness" of the session in pfovidin T
instruction in- efflcient\Hata collection and in 1nterpersonal skills.. ResldentSnft%;;
in both groups gave similar ratings to the-program, rating t rogram togbe .”?ﬁrf b
between."important" and "extremely important™ and the "effe eness' of the i‘,le

program to be slightly- higher than "effective." .

. -, DISCUSSION - e T s B -

The " results of this study suggest two maJor findings:

.
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F1rst of the two methods of instruction- whlch were tes ,, it éppears that-
teacher- structured passive learning is slpnlflcantly more effective ‘than self- . o
directed student-active learning &s a technlque in teachxng history- taking skllls'
“ to first year pediatric residents. The resid®n s-part1c1pat1ng in.structured
learning sessions demonstrate the largest gain im thelr h1story—tak1ng effective~
ness after the first instructional s®ssion but‘.till show some gains after a '
second interview-instructional session when thare ie agthree ‘month interval
between the second and third session: In comparlson, res1dents hav1ng Self—
directed learning show small gains in their history-taking effectlveness after
both the first and second 1nstruct10nal sess1ons. ) .
: v Lok ' - _
‘ .Secondly, although it was found that there is not' Ilkely to bée a signifi~ \
' cant difference in'structured and self- d1rected 1ﬁstructibnal approdches to o
‘teaching 1nterpersonal skills, residents, who partlclﬁated in structhred .learn-
¢ - ing sessions, tended to make many s1gn1f1cant 1mprovements An their iterpersonal
A skills with. mothers by eliciting more positive.and .fdwer n gative. feel{ngs in -
the mothers.  1In contrast, residents who part1c1pated in self d1rected iéarnlng
ses51ohs,'made only slight gains in their 1nterpeqsonal sﬁliis and ‘very few sig-"
niflcant 1mprovements in their interpersonal sle}s withy the mothers TN
. l : Y t"l . .
SR s poss1ble reason for the teacher- structured pgssﬂke proach be1ng more ;4_)'Q~
succesgful in teaching interviewing ‘and 1nterpersoqnl kll& gg:hht ﬁhls is! _fj
the .traditdional way #n which' medlcal students and.resi entsfar apght .’ Th1s "
study and another study 1nd1gete53 however, that res1dent do not jappear to il sl
prefer one style of teaching over another. Res1dents in Yo inst uctlonal.grogps e
- in this study gave similar ratings to the importances.and e ctiv' / -
program In another program in which these residents alsofparticlpateaﬁ litcle, .
_ _ﬂlfference was found ‘oh The Learning Preference InvEntbrg‘betWeén resident pre—‘m v~n’,
" ferences for teacher structured learning and student structured igarnlng (Gokﬁb§€§3 ‘.ﬁ_
" Greenberg and Jewett, unpubllsheé) '~ Thus, although rﬁsigenfs ap r to ‘learn: £ 5

L owg -
Y

.

interviewing and interpersonal skllls more effect*yely,w1th teac “Structdred i
passive learning, there is evidence that they do not prefer ws t&chlng stylﬁ
y to the student- directed style C e <
‘ , Before further concluslons can be ‘made about’ teaGhln@wmeth ogleég ‘more (/“
vresearch is needed:. The limitations of this study w1th~1ts numger’ of .
participants and the pauc1ty of research in teaching methodolé? , 1nd1caQ¥ L
further study is necessary to adequately evaluate the 1mpéﬁg of these two , - L N
.+ instructional approaches in both teaching’ interviewing ang Lnterpersonal skills , .
) }‘ and in other areas of med1cal educatlon ‘ ﬁ: 7 'ﬁwg_

S S
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TEACHING MEDICAL INTERVIEWING SKILLS: A COMPARISON OF
MEDICAL AND NON-MEDICAL TUTORS

B "" \} "
‘ J LIAN BIRD M , M.R.C. PSYCH. CHRISTOPHER D.. LQRISH, Ph.D.
STE EN COHEN-COLE M.D., C KIRK AVENT, M D.

Introduction -

- his study compares the effectiveness of non—medical profes51ona1
s?aff (psychologists and social workers) with that of internists and
prchnattists in teaching medical interviewing . skllls ‘to medical students.

N s
.-') .

.Lﬁ”:f‘<: “There are few reports of non—med1ca1 staff being invited to teach
',ﬁedical interviewing and reports that are available do not make rigorous

'ic mparisons (Carroll, 1980). ‘Specially trained mothers in a ped1atr1c clinic
" chn igive very useful feedback to medical students (Stillman et. al.,:1976,

;. 3977) (Helfer et. al, 1978). Senior medical studentge as teachers compare
);,,~favorab1y with faculty in the eyes of the cliena students but do not produce
auperlor interview skllls as Judged by observers (Barnes et. al, 1978).

S If this paucity of . reports does reflect actual lack of 1nvolvement by
- non-medical staff, it may mean that the restricted bio-medical model of the
sﬁ‘\ doctor's interv1ew role, namely data gathering and imstruction giving, is still
widespread. In this model doctors -are the only eligible teachers, belng 1
' the experts on what-data to gather and on what decisions to make.
w \In the last few years evidence has_accumulated that a doctor who uses
' emotional support skills and compliance fostering skills will achieve better
health outcomes (Engel 1977). Non-medical staff, for example psychologists
and social workers, may well be more expert than doctors in these areas,
. Futhermore, such skills would seem closely linked to the teaching process.
For these reasons it was. hypothesized that psychologists and social workers
- may be as or more effective than doctors as teachers of the medical interview
- process, if adequate guidelines as to biomedical content are available.
.. . } . ) ‘ R R . ‘ ) N
/; o e : - Method
‘ Y
Personnel and Logistics'

. - . {

. One hundred sixty-four unselected second ‘year medical students and 25
‘tutors were involved. Two authors-(JB & KA) gave two, two-hour, introductory
1ecture/demonstratlons and issued a detailed handbook. The students were =~
‘then divided randomly into groups of about six and each group allocated

_ randomly to one of the 25 tutors with whom they stayed for six, two-hour
sessions at weekly intervals. The 25 tutors were not unselected -- most were
volunteers and some’ were specifically invited - but tutor selection was
independent of the project. - .Three of the authors: were tutors (J.B., S.C.-C,K.A. )
The otherg tutors and all t‘he students were blind to the project hypotheses

L -~ g h * .
Reprint requests s ‘hould be addressed.to Dr Bird who is V1s1t1ng Professor
in Liaison Psychiatry at the University of Alabama in Birmlngh Interview

. training at UAB has been run jointly by the Departments of Psyc iatry and
Internal Medicine for five years. Both departméntsmsupported thfs study.
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The tutors comprised 7 psychiatrists, 9 internists, and ?non.medgl"

staff (7 psychologists and 2 social workers) Nineteen of the 25 attended one

., Or .more pre<course, ’two-hour, axrientation session with the aulters‘being
‘evenly divided between groups.: There were no gross differences beaﬂgen groups

in average length of clinical experience or teaching experience.’ Of the four
women, three were in the non-medical group.

.. .
:

_Training content and procedures

‘

In the handbook issued ‘to all tutors and students, and in the introductory
sessions, an explicit model of medical interviewing was presented which, went
beyond the traditipnal data gathering/inst@uction giving concept. The model
was pragmatic (goal- focussed) and largely behavioral. Interview goals and related

. skills were classified 'and illustrated ‘under three heads - informational (history
taking), emotional (helping feelings), and behavior change (compliance fostering).
Content (history topics) detailed guidelines were.also given. A model of the
‘training process was also put forward. This can be summarized as orientation,
- demonstration, rehearsal with feedback .and practice. Tutors and students were

#hown how role-play training -usefully supplement work with actual patients.'
40utline session agendas were ovided

. 1 . :
Instrumentation -~ : . . : . ;////
: . ’ .

A variety of measures of both process and outcome were used.

5
* EDUCATIONAL PROCESS QUESTIONNAIRE FOR TUTORS (EPQ=T). 'This was presented .
to each tutor at the end of the course. For each major training topic (e.g.
emotion skidds) and each major training procedure (e.g. role-play) the tutor
made three ratings on linear 1-5 scales to represent (a) past experience (b)
~actual time~spent (c)'value attaghed. All tutors responded.
0 STUDENT RESPONSE QUESTIONNAIRE (SR) Students were askedgat the end of
the course to rate aspects of the program. 81% completed the qdestionnaire. ..
“The key topics were: : _ N vy 7 s

How well was' the process of medical interviewing presented? “i ‘
(PRESENTATION OF INTERVIEW PROCESS) (P1B-3R) é
How well, K was the assessmént of jnterviewing,presented? ol _ :
'(PRE.SENTATION OF INTERVIEW ASSESSMENT (PIA-SR) e 4
How well was profiting from evaluation presented? : % '
(PROFITING FROM_EVALUATION) (PFE-SR) '
Is there a need for further traﬁning7
‘WISH FOR ‘FURTHER TRAINING '(WFT-SR)}
' What is your overall impression of the course? . T
. GLOBAL COURSE EVALUATION (GCE-SR) . & v
How good are ydur own interview skills? .
(INTERVIEW SKILL RATING BY -STUDENT) (ISR-SR)

con 3
cr. AN : .

'

INTERVIEW SKILL R.ATING BY TUTOR (ISR—:& Tutors rated each of their students
8,

at the end of the course for information s , emotion skills and behavior
- skills.: ISR-T combines these ratings.

o 5

Ly ' ‘ . G
INTERVIEW SKILL RATING BY PATIENT (ISR-P) Every student recorded a 10 min.

- video-taped test interview Just‘before their fi?al tutorial. Sixteen volunteer
u" .

B -77- 91 J
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_ 'but-patients from a'cancer patient.society were briefly trainedito use two
. separate rating scales of interviewer skill: (a) clarity in handling facts
and (b) rapport. Students.were allocated at random and instructed to clarify

 facts of the present illness, an@ to show empathy: and support APatients re-
corded two scores: . , 3 ua%\

(NS

. . ” , . . .. . . )
_INTERVIEW SKILL RATING BY PATIENTS-FACTS (ISR-PF) . ??'_
INTERVIEW SKILL RATING BY PATIENTS-RAPPORT (ISR-PR)' ™ '

“a
.

KNOWLEDGE TEST (KT). All students answered,60 multiple choice questions’
.at the‘end of the course. The first 35 questioms concerned interview process
and the second 25 concerned medical terminology and history topics. This test
was- ‘constructed by composing a large pool of questions, having them answered
by a panel of six experienced interviewers and then eliminating all that were
" not con$1stent1y answered by five out of six panel members.

- Data Analysis

‘Data Reduction. The EPQ-T 1tems were factor analyzed by the pr1nc1pa1
components method with iterations found in SPSS, Version 8.0 (Jall and Nie, 1979).
Varimax rotations produced five procedure factors and four topic factors.

(See Tables 1 and 2). Factor scores were computed using the approximate score
procedure (Rummel 1970) .for each educational procedure.and topic factor. These

. educational procedures and topic factor scores were then used to assess differences
between tutor discipline groups.

Hypothesis Testing One way analysis of variance was used since the _
appropriate unit of analysis is tutor means. Tukey's HSD post hoc test procedure
(Hull and Nie, 1979) was used as the follow—up test. The statistical power of

‘the one-way analysis of variance tests was assessed following Cohen (1977). At"
a significance level of 0.10 the power of the test is only 0.27.  This makes:the
interpretation of non-significant findings ambiguous. As a result significance’
level probabilities as high as .10 will be considered adequate. '

g~ - -

'Results

A consistent trend is 'revealed in the ‘means of the out come variables given
in Table 3. The non-medical group had the largest means for seven of the ten
educat ional outcome variables. "Table 4 reports ‘the results of the one—wayL é
analysis of.variance tests on the educat ional outcome variables. In. addit g
to reportin§ the F-value and its significance 1eve1 Tab1e 4 also reports eta- ¥
squared ( n%) and the approximate power of the test. Only one.outcome variable,
PFE-Sﬁ reached a signiflcance level of less than .05 and this favors the non-
medical group.. '

Two outcome variables had a significant F-test at the .10 1eve1 - students

‘rating of their interview skills (ISR—SR) and the patient s rating of the o
students rapport (ISR-PR). While post hoc tests revealed no one group that _ 21
was significantly different from the others, examination of the means suggests

that the difference between the internists and the psychiatrists accounted for
the ISR-SR F-test. For the ISR-PR variable, the difference between the

- non-medical ‘and psychiatrist group..means probably ‘accouhted for the significant-

F-test. The eta-squared figures ‘suggest that tutors discipline is a relativély '
weak predictor of outcomes except for PFE-SR- (self improvement training) '

N 4
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Regarding process variables the means and standard deviations are given
in Table 5 and Table 6 displays the one-way analysis of variance, eta-squared.
and power. F values for role play and for video test emphasis are statistically _
significant at .10 or less. _For role play only the non-medical  group mean was =
. significantly higher than the internist's using Tukey's HSD test. For video .
~ test emphasis, the difference between the non-medical group and internist's
group meané\were_beyond the .05 signifieance level using Tukey's HSD test. Eta-
squared figures suggest that tutor discipline accounted for a moderate amount
of variance in role play, while it accounted for much less in the remaining
educational process variables. . . E R '

g

o

Discussion ;
' Interpretation clearly has to be cautious because the measures are of un-
"known' reliability and validity and because the numbers are relatively small.
Nevertheless, these non-medical tutors would seem to be at least as effective
as medical tutors., This may be because they are clinicians working closely
with doctors and may also reflect the fact that detailed guidelines were shared
~ by all groups. It may be partly an artifact of loose measurement. However, it
16 8 marked trend across various types of measure inclqﬁing‘% test of t;aditioh—
ally medical knowledge (history topics and medical termiﬁology). Three product
measures show significant differences between groups and two of these favor
the non-medical tutors. Their students feel emphatically better equipped for
self improvement and 'the patients they meet sayfthey make better rapport. The
. trend in other measures supports the significance of these findings - non-
medical tutors have the highest means on seven out of ten outceme measures.
Non-medical tutors would seem to differ from medical tutors in their
approach to the training process. They are significantly different in their o
emphasis on role play ‘and video testing with feedback, .and tend to more emphasis g
on all forms of practice with feedback.. Both the similarities and ilifferences -
“of approach may, paradoxically, be both accounted for by the explicit guide- s
lines common to.all groups - one might specylate that all groups were influenced .
by the guidelines but that the non-medical {roup followed them more ‘closely.
Whether the differences in training procedure account for the differences in
outcome remains speculative. Certainly there is other evidence that role-play
is a powerful: training procedure for interpersonal skills. (Moreland et. al, 1976).

< . Conclusigns o - . .
Psychologists and sociél workers using explicit guidelines can provide
training in medical interviewing that is at least as good as that provided by
-doctors. B : = N . -
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Tabdle 1 Tabel 2
ﬁducatinnal Procedures Factorl ) .. ‘Educational Topics hctdn
VARIABLES I~ 11 'l!!l v - v . Yariable 1 I 111 . Iy
1. Experience with Feedback. .83 1. Value of Medical Terwinology ' . .84 v
2. Experience with Demonst ing .69 2. Value in History of Taking Skills .80
3. Experience with Student  Practice . 68 3. Time in Medical Terminology "
A. Experience with Actual Patients’' .62 - +32 4. Time in History Taking Skills .69 .36
©S. Time in Demcustrations .54 S5k 3., Experience in Problem Orientc ! ¢ .
6. -Ixperience with Video Tape | A5 -1 . Medical Records .60 .60 X
7, Time in Role Play . .98 . 6. Time in Problem Oriented :
8. Valwve of Role Play .80 Madical Recrods = - . : .54 '
9. Experience.with Rcle Plgy . - .53 7.. Time in Informstion’ Skills .36 .78 \ 4
10. Time with Actual Patients - =.h8 8. Time in Behavior Chinge Skills .36
11. Value of Video test .82 ‘9. Value of Information Skills .33 .69 L
12, Time in Video test . " .76 10. Value of Behavior Change Skills .32 .
13. -Time in Feedback .57 +53  11.. Experience with Medical Terminology . .73 JJ2-
- 14, Value in Feedback 39 .35 12, Experience in History Taking sun- 3 .59 ;
15. Value of Practice with ) , 13. Time in Pmotion Skills o .91 -
. Actual Patients .88 14. Valuc in Erotion Skills O ‘ .83
16, Tine in Practice-vwith " 13. Value of Behavior Change Skilla . ;63 -
Actual Patjents : ot \ .70? 16. Time in Behavior Change Skills N 54
17. Value of Demonstrations 60 17. Exparience with Emotion Skills .81
18. Tinme in StudenL Practice -39 18. Experienca vith Information Skills

-

.o Th

®1n order, ‘the names of t&ghe factors are:
Roleplay (II),

Practice and Feedback (V).

E
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Orthodox Training !xplrincn a-
Video Teat Emphasis (I1I), Work vith Actual Patients (IV),

n

Eléof'

*n order, the namas of thesa factors are:

Orthodox Mistory Process . (11).-, Emot {oo and lchlvi.nr Changa Skill (111). .
cunuu b:pcrimu av). .

Orthodox History Content (I),

»



o !ariiblu

Paychiatriats

'hhh 3

8

' it |

" Leader Discdpline K

Non-Medics -

, ©Meaos ad Standard Deviatfons of Hutational Outcome
' o + hruhlu by Leader Diuipuna ‘

Internfats .

A, om - 10,88 1S I BN
: o I | LY B L6
. S Ima LI W W A48
e s ' Lt A | R |
D A D “h W - A0 % X
. s I L SR ¥} L
LIl D0k NI AN
- 8 ‘,', 0 Wb k]
" S . W X 1 R K] 0"
‘ R R | 1y W0 AV,
3 . ¢ m-g - L. LN L 1.4
I 0 SRTT O L
. . 7 MR ) L R 5 | Y 1
r ) Y B ( W
hmas C oowm DI 2] W
. . N e . SD -25 ' 137 . .21 !
S e £ 2 S | Y
. ’ 10. - N N * R
m<\ “
N — !
N o - .
. ! hoportlon of atudmn lndicltlnskt they vere nterasted in addtt- . R
‘ - 1oul umlmu. b ‘ o :
. ' ‘ : " d
4 s" . ‘ A ’ , ‘,’
R g o !
‘ S o ' ; , "L
) ' ‘
" 'TA . R ' }
TRk o .
" ™ , b ) o
L ". ' = 'hblei ‘
Lo e W ' 4
' ‘4‘" MA Sumoary Tnbln Por !ducltgnml %

N .n; S O\Aﬂ.omﬁ Vlmbln i o .:f R
S Tartle . | g ;;. 52 P !b‘j
S AN :

Sl 180T E TN [ L I

R S ] n e '
DR . BTN | M S
ST R . L% 00 4 A R/
: LA 15 S K1) , 6 ‘d, 05 W

| 6 ‘PIMSR - 1,66 2, W 2N
LM Y é}‘ £

CL8 MR LN 007 ool
L . I IR

; ‘10. H[T-SR. I ' .69‘ R BT U

s I TR ' Il . n‘A A

"' ‘T . "'I .J

o
[

b
. R mlcs ,
o Nemsand S(mdmi Dcvhtlonh it ‘Educltiohnl Process Vnrllbhi 9
& .
Iw.ndu Dh;lpllne ‘ ' .
. l.uder Dllciglin -
“Varfsble ! |
s Mrocedures ¥ Payehdatedats Non-Madice ‘;ntarm .
; . o o
, Orthodox Trafnlng i LIS 1 R )| -3
Experience . - U R X I L
lole My w1 14
" : » L% 14
Video Tt « § 2 I ERE <13
Cphasls . - L LY L .
.. otk with W on W 0
Actual Patients 8 115 R ‘1!21
& ) ¢ o : :
“Practice vith L BN -.39 ke W
 Peedbuck S | 108
".Togica o . A ' ‘
. Orthodoe Ristory R B Q
Content * o . e I B
1 DY . . T , . .
Orthodox Hiatoty W -0 2 ol
Process, 50 L LM 1.9
- Inot{onal nd Hn. Y | A (TR L8
. lehlvior (.'hlnge Skllh ‘8D L7 . LN L0
. S R S A R
, ,\,Clyinica@, S T TR .16
s Uxperience -
N\ BRI " Tablad o
m Summary Tablas Por Mueatibodl,
' Process Varfables. C
| L . \
Vll’lnblt , -
Procedum | RS “‘52‘ gbv
. ' Uy R . ‘
R Orchodnn 'l'rnlning Experiencn L K Al Ao
Py Role Pl;ly g o 8.0 1 S} ] K A
N 3. Video Test [aphasts SR I L x
Tt & Vork With Actua) Patdents S 006 .05
5 Practice With Fesuback N RO
--* * | Infw . " SR
6. Orthodox History antent . YL BN | BN ‘-Hm
"0 Orthodox Ristory Process T T RN L B
- 8 ootion and Behaviir Change S LD % 0
L \,»9' Clinical Experience» 11.’1 AL R

b

KC

m mu !or violutlou of tﬁe honogenafty :d vumnce mwion
e not nmuc.nd e

SN . B
mmunu the ponr o! tha mt um tln nbm ed o? md-l fibml
llph; problbtlity of io, o § §

LIV n

not Mgnificent : v

L " l’ P represents the pover of the test ;lm thc obuinod nz

llphl problbillty of 10
L

All tests for violat{ons of the homgcneity of.vcrinnct mmption me

m_d 8 libanal Qo -

{



PRECIS

’.

- TEACHING IN THE CLINICAL SETTING

A}

MODERATOR: John Littlefield, Ph.D. - ., . -
' University of Texas Health Sciences Center
s ' ) ) ’

\
' - . L
ANALYSIS OF CLINICAL .EXPERIENCE- '

Little is known about the clinical problems encountered and procedures
performed by medical students during their predoctoral training. A
computerized program to document the total clinical content of the
medical curriculum is described, the advantages and methodology
outlined, and preliminary results from the first year summarized:

o

IDEAL AND ACTUAL RESIDENT TEACHING PRACTICES IN A UNIVERSITY HOSPITAL

A study was conducted concerning desirable and actual teaching
practices as perceived by residents in a - tmiversity hospital.

The method identified areas in which .actual practice was pérceived
to coincide with-what was felt to be desirable and areas in which

"this was not the case thus allowing priorities for change to be
established. - - _ .

SIMILARITIES OF GENERAL MEDICINE CLINIC IN A' TEACHING HOSPITAL TO -
. INTERNAL MEDICINE PRACTICE - S -

‘.

This study was undertaken to determire if a general medicine climic.

in a teaching hospital provided an experience similar inh content to.
that seen in the office of a general internist. Data on 4856 visits
to a university clinic in 1979 were collected on encounter forms and
were compared to data on office visits to internists-published by - . -
the National Ambulatory Medical Care Survey. B

THE RELATIONSHIP BETWEEN MEDICAL STUDENT CLERKSHIP ACTIVITIES AND
PERFORMANCE ON NBME PART II o

Student-completed logs were used to collect information regarding

- student activities in required Internal Medicine clerkships at
four different hospitals. While significant differences in S
experiences existed among the hospitals, no differences in student
performance on the Internal Medicine section, NBME Part II, were -

detected based upon the amount of time students devoted to patient
care or educationa) experiences. - Co :

- . '




AEQLYSIS OF CLINICAL EXPERIENCE - _'.
A Pre11m1nary Report -
by )
C0111n -Baker, M.D.
,Department of Fam11y Medicine
Un1ver51ty of South Carolina School of Med1c1ne
Columbla, S.C.

Of 'the several ways in wh1ch mechal education may be evaluated
most medical schools efiploy evaluation of outcome, measured by course tests
and the ability of their graduates to successfully pass Parts I and II of
; the National Boards. Evaluation of' the process of education is less often_'
™, used, since it is more drfflcult to carry out, especially in the clinical”

A : : :
\;reas. . . v .

‘

i Until. now there has been only rudimentary documentation of the clinical '
“ co t of medical educatlon, in contrast to the basic science content. In
1966, one student, Reith Hodgkln, documented his total clinical experience
in medical sthool d 1nternsh1E, comparing it with the problems he
~encountered in actual practice. Garrard :and Verby published a study in
1977 in which they compared data from the clinical experiences of a limited : -
number of medical students in.a rural tra1n1ng program with those of a.
control group in the clinical Eotatlons at the: ‘University of Minnebota
Medical School at M1nneapolls.-- :

»

)

More recently, Parkerson a colleagues published ana1yses -of clinical
problems encountered by medical students in Lur l-settings as compared with
those in the Duke Un1ver51ty Medécgl anter. 2 Other fragmentary-and
departmental studies are,found but the data thus recorded is 11m1ted
-only Hodgkin and one of the Parkerson_jﬁudles (6), recorded the total c11nica1
experiences of students and only threé students were thus involwved.

If clinical competence and prepareqpess for postgraduate tra1n1ng are
at least.in part- determlned by the scope of pndergraduate c11n1ca1 training,
it would seem 1mportant to examine the content of clinical experience in
order to ascerta1n whether the training ofﬁered students is adeduate. In
recent years, there ‘has been increasing concern about the clinical skills of
first year house fficere. ' Documentation of the k1nd and. number of clinical
procedural skills practlced during the undergraduate years should prove of
value to students app1y1ng for residency tralning by documentlng theLr level
of prof1c1ency.- S : . ) ‘

Such a method of evaluatlon should be of beneflt npt only to the
student _but to the school .and to the individual depar tments. Students
could use the information to ‘direct their choice of . electives to fill' igaps
in their tra1n1ng. Departments could examine the training given in. different
sett1ngs and under different instructors as a guide to improving teachlng
methods.  Curriculum Committees could base curricula on concrete data,
making modifications as necessary to prov1de a comprehensive and we11-
rounded medical education. , . : :

*Reprint'Requests:‘ Colllanaker, M.D., Denartment of Family Medicine,
' o University of South farolina, 3301 Harden Street,
‘Columbia, SC 29203.

‘




Method . o S . e

A program of this 'kind has been initiated'at the University of South

" Carolina School of Medicine. This\is a developing school in which clinical
4teaching is done in three affiliated institutions -- Richland “(County)
Memorial Hospital, the: Veterans Administration Hospital at Columbia and the,
Willlam S. Mall Psychiatric Institute. = Students on clinical clerkships,

beg1nn1ng ‘in their third year, use a problem-oriented record system which

is un1formt€or all affiliated institutions. The problem list .of .the

student recdrd incorporates data recording system which is based on

the ICHPPC diagnostic index. 4Since this coding .system was designed

for use chiefly in primary care, selected rubr1cs have been added to
provide ‘codes for -problems common to the’ ?iher spec1a1t1es, all\code

number s are compat1b1e with the ICD-9-CM.

The same sheet also serves for recordlng c11n1ca1 procedures performed
by the student on each service rotat1on, and for indicating the’ degree of
"studerit involvement. Tata from the outpatient experience are recorded on
a pocket-size slip; data thus recorded are summarized in Table I. These
sRecord of Clinical Experience (RCE) forms are collectied at the end of each
clinical rotation and are then forwarded to a central office, where they
are coded by a code clerk. and entered into a computer. Coding by a single
clerk, rather than by each student, assures uniformity of coding and results
-in more reliable~data. Quarterly pr1ntouts are provided to the students and
departments. Summary sheets are prepared for the Off1ce of the Dean for .
Academic Affa1rs and the Curriculum Committee.’ — -

-

ﬁesults - Ll _ ‘ \\\\ | - . "

Abr1dged data from the first year of operation of the program are
shown in Table I, which lists problems and procedures in order of frequency.
The sorting by departments allows determination of wh1ch .problems are most
frequently encountered in each department. Y

Table II is a partial departmental summary, abbrev1ated to the ten mpst
dommon\problems seen in that department. The degree of involvement of students
in each problem and procedure 1s “indicated. -

The student is chiefly interested: in accumulatlng data that sh9w the
scope of his experience as he progresses through clinical training.: For
-this reason, each student receives a quarterly summary which lists the-
number of encounters for each problem and procedure and the degree of his
involveTent. Table III abstracts such a summary. :

- : \

Discussion ’ o \ .
—_ \ . 3 P
Although we have not'yet been able to provide gtudents or fac ?%@ with.
complete data, acceptance of the program has been remarkably good. 11" but
two of the students subm1tted data for tabulatlon in the initial months, and

« v

t
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at least *2/3 faithfully c0nt1nued record1ng their data through ut the year.
There has been enough interest among the departments that 'the data has been
collectéd regularly, and requests for certain ‘of the data have a
received from the Curriculum Committee. . . ' , \
. |
Startup costs to date have been about $2500, 1nc1ud1ng 1nit1a1
analysis, program design, and 1mp1ementatldn costs. + Computer time, coding
costs, and storage charges are now estimated at less than $30 per student

a

‘per year. Exact figures will be available when the yeaf's tabulations have

been: completed. ) . . :

Conclusions and Implications ' ' o T .

; ) . . -

“a

A method of recording data from clinical experience of mbdlcal students
has been described, and initial data from one school presented.- While the
data promises to be of considerable value within the institution initiating
the program, it should be of even greater value if other _schoolts adopt
similar programs. This would. allow comparison of the process of clinical .
training in different clinical settings, in different parts of the tountry, -
and under different curriculum plans, and might thus 1mproye the quallty of
education of medical students throughout the country. ‘

, . ' <4 -

. . - . v v
. . v

*To be updated when data is complete for the 'yéar.

. : . e ’ /
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DIAGETES MELLITUS 275 . 13,20
HPERTENSION, WCOWPLICATED . 25,11 (" 10,20
- PREGNANCY, UTERINE | N
'DEPRESSIVE DISOROERS =~ 9,75 o
PAROXYSMAL. TACHYCARDIA 4,86 nr 9.00
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OTHER GENITOLRINARY DISORDER 375 * 1.8)
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FLEVATED BLOOD PRESSURE, D 5.25
. PROCEDRES
o DELIERY, PONTVAG .
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- CAESAREAN SECTION ‘ X |
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TTRHOSCOPY K
'lC . o

FAMILYA T H

b‘ 1

5 e
AR TEITAL SR
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3.0

1,50

6,75

3.00

- 6,00

5,25,
5.25

1,80

0,60

4,20

0,60

10,20
0,60 :

1.80

-G
1,80

0,60
16,20

- 0,60

0.60

12,40

6.40

4,20

10T

38,85

3,72

16,20
14,85

13.86

12,60

11,61

11,25

11,25

10,91

. 9,66
8,46

8,46

8.31

711
7,05

6,75

6.51
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wwmmwmnmm& g L0 ‘96 3
DIABETES MELLITUS 51 0 .54 9
- OBESITY, DIETRRY - 60 0 15 6
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9 4,86 -
39 S 64,86
. AVG PER~///f
TOTAL- ~ STWDENT
51 6.38
3B 4,38
2% '3,25
4 0:50

A IewtienT
TOTAL



: | ‘ REFERENCES o e
1. Hodgkiﬁ, K. 'Toward.EarILef Diagnosis?, Livihgstone, Ltd., London,
/( - 19663 L oy ' ‘
- ’ ) . . N 2 " ’
2. Garrard, J., and Verby, J E, 'Comparisons of yedical Student Experiences
in Rural tand University Settings' J. Med. Ed. 52:802, Oct 77.

-
>

3. Senf, J'H, ‘and Vuturo, A*F, 'Differences in the Clinical Clerkship
Experience of Female and Male Students' J. Med. Ed. 53:517,‘June 78.

-
v

4. Friedman, C-P, Stritter, F T, and Talbert, L M, 'A Systematic. Comparison
of Teaching Hospital and Remote-Site Clinical Education' J. Med. Ed.
;53:565,'£91y 78. .. : . .

5. Pérkerson, G. R, and Bak T, 'Clinical Experience of Medical Students

. - ? A )
- in North Carolina FamiI;{Medicine Preceptorships' J..Meéd. Ed. 55:42,
Jan 80., e _ T . . .

]
’

6. Parkerson, G R, Bencze, R F, Griffin, E W, and Baker, .C, 'Clinical .
- Experience of Medical Students with Primary “Care Career Goals' J. Fam.
" Prac. 9:639, 1979. . '
7. Yage?®, J,. 'The Clinical Experience Worksheet' J. Med. Ed. 50:1061,
© "Nov' 75. . '

&~

Between a University and Two Community, Hospital Pediatric SerViges',

“ - X . ° : ) .
8. Kaufman, F, Khan, M,. 'A Comparison in Iﬁiatient Clinical Experience
Md. State Med. Journal 23:46-47, May, 19%4.

13

9. Holden, W D, 'The Interface Between Undergraduate and Graduate Medical -;j

* Education', JAMA 241:1148-1150, March, 1979.

10. "International Classification of Health Prqoblems in Primary Care'’

' (ICHPPC-ZZ‘_An4adaptation of the International Classification of
Diseases (9th revision), prepared by the Classification Committee of the
World Organization of National Colleges, Academies, and Academic
AssociationsMof General Practitioners/Family, Physicians (WONCA) in
collaboration with the World Health Organizationy

- /

i .

A o : , r -
- 11. White, K L, (Chairman), International Classificaticn of Diseases, 9th ,

revision; Clinical Modificatton, (Vols 1 & 2), published by the Committee
on Professionaf_and Hospital Activities of the U.S. National Committee on
Vital arv Health Statistics, 1978. - ’ ’ -




Q

ERIC

Aruitoxt provided by Eic:

"Jefferson Medical College requested that a study be made concerning
the residents' role in teaching undergraduate ‘medical students. The

M 4

Ideal and Actual Resident Teaching Practices in a Universitnyospital.

Carter Zeleznik, Ph. D., and Paul Brpcker M. D., Jefferson. Medlcal
College, Phlladelphla, Pennsylvania .
Introduction. Much of the cllnlcal teaching of medlcal students in
the—Unlted States is done by residents. Teachlng also represents
a major activity of residents. (1)  Sincé the transition froem ‘the
status of learner to that of teacher takes place shortly after
graduatlon fromfmedlcal school in many cases, it is reasonable to
inquire as to how well prepared residents are for teaching. Except,
in rare situations, there is no formal instruction in teaching given
to residents. (2) Suggestion$ have been made about how to. improve
the teachlng of residents but it is not clear that these have been
actued upch. (3) —~ - .

If it is conceded that how medical students are taught and how they
learn during their clinical clerkships is of importance, it follows
that deficiencies identif™w®d in the teaching practices of those who
provide such educational experience have the potential for becoming
self-replicating because of the short time -interval separating

learner status from student status. This brief period of time thus
makes change within the system exceedingly difficult. Perhaps for

.this reason, as judged by the pauc1tﬂ of .literature on the subject,

medical educators have ravoided examination of the matter. (2)
Whatever the present complaints, they may be less discomforting

thap collecting data which would make it still more d1ff1cult for . _
the- problem to be dismissed.

Nevertheless, as part of the self- flagellation that “medical schools
part1c1pate in at periodic 1ntervals, the Curriculum Committee at

purpose of this paper is to present information about the methodology

" followed 1n performlng this study and in presenting resulting data
~ to the institution's Currlculum Committee.

Methods. On ‘the ba51s of arnecdotal data concernlng res1dents
teaching activities at the university hospital and publlshed
information from other institutions, .a set of 47 proposltlons was
formulated describing desirable characteristics or criteria of a
residency teaching program. These were, in turn, categorized in

‘fo r main areas: 1) preparation of the residents for teaching,

2) methods of instruction used by the residents, 3) techniques of
gvaluation of residents' teaching? and 3) rewards associated with
residents' teaching. Specific hypotheses were generated as to the
likelihood of actual practice conformlng to the desired criteria.
In general, the hypotheses were pesSlml%’lC, based again upon. :

Office Bf Medical ‘Educatiodn, Jefferson Medical College, 1025 Walnut
Street, Phlladelphla, Pennsylvanla, 19107.

Send rigylnt requests to: Carter Zeleznlk Ph. D., Associate Director,

-91- -1{’8 T

.
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anecdotal reports and information available in the literature.

[ s
The propositions generated were then ‘used in the creatlon of a .
questionnaire in. which resldepts at the unlverS1ty hospital were
,asked to 1nd1cate the extent to which a glven characteristic was
desirable. Some propositions were stated ‘in the nedgative so as to

"encourage avoidance of unth1nk1ng agreement with' the entire set of -

statements as desirable. Residents were also r uested to indicate )
whether or not the specific criterion representéd +in the statement
conformed to actual practice in the residents' respective depart-

ments.  (Copies of the complete questionnaire are available upon
request.) Some examples of 1tems are as follows:

Preparation: Residents have the option of- whether or pot
to teach undergraduate medical students

Y

Methods of Instruction: Residents provide clear-cut o
, educational objectives to medical students they are teaching,

. ~

Techniques of Evaluation: Residents'.evaluations of medIcal
students are reviewed by members of the attending faculty.

a -

- Rewards: Residents are glven faculty appolgtments in the

medical school when they become senior res1dents.

With regard te the flrst example given, it was expected that residents ,
would agree to the deslrablllty of having an option about whether or
not to undertake teaching respons1b111t1es. However, it was also
expected that such responsibilities would be assigned to them

whether. or. not they wished to have them (actual practice).

o . . ' , . ' ®
Questionnair ere distributed to 245 residents in’ e1ght departments

-~ at the university hospital with the permission of the chairmen of

JL RS
. reflect the dlfflculty of ocatlng some of the residents. Questlonn— AN

the . departments who had ‘reviewed the questionnaire and had endorsed
it. Residents were encouraged to sign their names on the answer
sheets but.in any event to 1dent1fy their departmental affiliation:

A total of 111 responses were received. The low response rate was
expected and no doubt reflects the’ relatlvely low priority given - -
to teaching in some departments and by many residents. It may also

alres were mailed three times and department chalrmen urged the
re51dents to complete them.

Given the responses of Fhe residents, tabulations were made for'
presentation to members of the curriculum- committee. However, -
prior' to providing ‘them with this. information, each individual was
asked to_complete_the questionnaire indicating what he or she felt -

to be desirable. Upon completion of this exercise, tabulations were

,

-



opportunity to select among research, service, and teaching for
emphasis-in their individual programs (66% to 1I%) but nearly
hafl of the members of the Curriculum Committee were uncertain or -
unwilling to -accept th1s as being desirable. As mlght be” expected,
the majority (64%) of residents said this was not a prevalent
practice in thelrldepartments and only 15% sald that 1t was.

“

. . . , - . /
With regard to 1nd1v1dual items, correlatlons ranged between’ 68 and
-.11 in.terms of what residents described as desitrable and what they

- said was the actual practlce in their departments. Correlations below
.20 are not significant at the .05 level of probability given the
-number of respondents. Nevertheless, th;rty three of the forty séven
correlations were significant at or beyond this level’. This suggests
that .in sSpitg of lack of complete conforimity between desired practice
-and actual practice, there.ls a positive relatfon between the two.
Rank ordérScorrelations- comparing desirable educational practlce as

- described by the residents and as described by members of the

Curriculum Committee was surprizingly hlgh, .76 (p = .OOl) ‘A

somewhat lower rank order correlation was computed comparlng what

.the re51dents saw as deslirable overall and what they percelved

actually to be the case .46 (p= .01). A still lower rank order

correlation was found between Curriculum Committee 'statements as

to what Qes desirable and wha't residents stated was the actual ~\

practice in their departments, .28 (marglnally 51gn1f1cant p.= .06)

>

Discussion: The level of consensus’ as indicated by the high-\
correlations as to what is desirable in residents' teaching between

- members of the Curriculum Committee at Jefferseon Medical College
and residents in training at .its hosp1tal indicates'that people
do not need to be told what is or 1s not desirable concerning
these matters in general. While some disagreement exists, a large
number of individuals at this institution, as judged by responses
. to a questionnaire, appear to agree with points of -view dlscussed
in the llteratgge on the subject. It may even be observed thgt .
there is a positive relation between what res1dents perceive. . .

‘ esirable and what they. describe as actually the case both in the
aggregate and item by 1tem . .

Examination of specific itéms with high and‘iow correlations'provides
indicators of areas of particular strength and weaknesjkln the
residerits’' teaching ‘activities at this institution. 's, e of these
may require 1nst1tutlonal action whereas others may bé corrected on,
a departmental basis. , Because’ the curriculym committee. has represent-
ation E;bm each of the departments on ’ communlcatlon concernlng

e identi d areas where desirable practice is not perceived as_actual
practice is facilitated.. Moreover, both pos1t1ve and negat&ve
aspects of departmental educatlonal programs may be recognized. '

- A S0 3
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) . . . °‘ ~ ' / g_:‘ ' ) / ,..
ade of the commlttee s responses and data from the res1dents and o v
from the committee were;dlstrlbuted to the cpmmlttee 0 i
. a, ‘¢
Respdnses to ‘each, 1tem were scored on a five p01nt L1kert -type scale
"with the followlng wblghts Very desirable practice (D) = +2,.

»

.

~. .. besirable practice (d) = +1, Uncertain whether or not des1rab1e
' practlce (?) = 0, Unde31rab1e practice (u)- = -1, and Very undesirable
practice (U} = -2, /A similar code was established for scor1ng whether

or .not the pract1ce was seen in the resident's department. A. weight
of 0 was also assigned to om1tted 1tems.d ' '
Total scores for each item were tabulated for each of the twd score
catedories mentioned. Scores were computed separately for residents:
i. ~ahd for members of the’ curr1cu1um committee. Pearson product
mbment correlations- were computed -for the two dimensiens,of the .
/'scale “for® responses given by'resldents - Spearman rank order S
correlatlons were computed comparing responses ‘between' the two groups.

"'Resu1t§} There was. a h1gh level of consensus between- the two groups

) .}'wlth regard to many of the 1tems as reflected in terms of total scores
"d“ . for what was con51dered desirable. For example, 67% of the residents
expressed the pellef that teaching responsibilities should be-
assigned to residents contingent upon their demonstrating skill in
teaching or having received instruction’in doing so. 22% were
uncertain and only 8% indicated that it was undesirable. The
"remaining 3% did not respoﬂd to the item. Only one member of the
Curriculum Committee felt that th1s was undesirable and 15 members )
felt that® it was desirable.’ However, less than 5% of the. residents
reported that this was a customary: pract1ce in their departments
) and 83 percent reported that it was not a customary practice.
. - E;eVen‘percent,were not certain about this in their departments.

L2
\'.'_;

[ Ry

.There was aére ent in both groups that res1dents should be 1nformed
when app1y1ng for positions on the house staff that they would be

.. _:expected to' teach undergraduate students. Rather unexpectedly,

" it was found.that-64% reported this to be an.actual practice 1n

e the1r departments and only 20%: 1ndlcated that 1t was not.

" Residents also §§ 't that they shou1d discuss the evaluations they
‘make of medical$tudents with each student individually, 70%- flndlng
;the criterion déslrable and only 8% finding it undes1rab1e. A strong,
“x majority of the curriculum committee concurred in ‘this (13 to 3).
However the data-indicate that this is rarely done" in actual practice
(15% to 59%) . Similarly, both residents and Curriculum Committee .
membersvagreed that it was. desirable for residents and departmental
“faculty to meet regularly to discuss educational matters (86% to
3% for the residents -and 16 to 0 for the Cyrriculum Committee) but
‘only 7% of the residents reported that this.was an actual practice
' in the1r‘ﬂepartme§t§ and 88% reported that it was not. On the '
© other, hand, 'residenfs felt it %sirable. for them to have the

.y X
-, £ .

o & . . N
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. .
Thus . the data indicate that residents and members of the Curricilum
Committee believe that residents should delegate clinical responsib-
ilities to students only when the students have demonstrated

clinical competence in.those . specific areas. The data also indicate
that the residents perceive such to be the case in most instances
already. On the other hand, the data indicate that although re51dents v
believe that their program directors should review evaluations of

their teachlng made by students, this is not actually done. In.

th1s instance, correctlve action may be taken relatlvely easily.

'In some regards, the s1tuat10n insofar as it pertains to res1dency

teachlng practices is not greatly different from what Brown descrlbed
in Virginia several Years ago. Our data are also consistent with

what Tonesk has described as prevalent in many medical.schools with
regard to lack of formal assessment of residents’' teaching. The
problem remains to increase the attention given to evaluating residents

" as teachers and of providing them with instruction in areas of weak-
.ness. If one were to attempt to implement large scale training

programs for residents to learn how to be better teachers, extensive °*

.reprioritization in- the use’ of institutional or departmental résources;

would be required. On the other hand, by looking at ‘specific practices,
developlng consensus ﬁs to what is important and what is less important
and what is and whiat; is not presently the cdase, the pOSSlblllty of
addresslng spec1f1c issues and producing change 1ncrementally is

‘raised. While it may not be feasible for institutions or. departments v

to provide residents with extensive instruction in educational method-
ology, other issues may be more conven1ently addressed. Review of"
items with' low correlations between what is perceived as desirable

and what is perceived as actually the case .-reveals, for example,
that residents and departmental faculty do not meet regularly to
discuss educatlonal/objectlves, the progress of students, or educatlon-
al problems which have arisen even though there is a general consensus
as to the desirability of this occurring. Change.in this and other
areas may not be so difficult. oy

.

Conclusion: . A technlque has been descrlbed for -determining the
level of agreement of different groups of individuals with regard to

"~ the desirability of certa1n practices associated with,residents'

teaching in a un1ver51ty hospital. The technique also permlts ,
determination’ of the extent to which actual practice_is- perce1ved

to conform to desired practice: On the basis of data obtalned using
the method presented, priorities may be establlshed for correctlve
action. ,

.

Initial: data suggest that there is a hlgher overall conformlty between

‘what residents believe to be desirable and what they see as actually

the case than. between what members of the 1nst1tut10n s Curriculum

. 13y
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- Committee belLeve to be de51rab1e and what ‘the re51dents See as
the actual situation. By confronting the Curriculum Committee
and ‘through it departmental chairmen with such- data, it is expected
that selective change may occur.. The method ‘also provides a means

by which change, if it occurs, may be monltored er time.
. 4 ) . . . o . “ .‘
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Similaritiés of General Medicine Clinic in a Teaching
Hospital to Internal Medicine Practice -

Roberta A. Monsén, M.D. and Judith Jameson, M.P.H.
‘ : University of Arkansas Medical Sciences Campus ;

During the past decade there has been a notable trend in including more
-ambulatory care experience as pPart of internal medicine residencies - both
"~ traditional programs and primary care residencies. As the emphaSiq on
ambulatory care in academic medical centers increases, the question of whether
teaching hospitals provide a good setting for such training has been raised.
One way’of examining the potential value of such -an experience is to review
'the types of patients seen in a university clinic, their problems and - ~
diagnoses, and to determine how closely these patients would resemble those
_seen in a general internist's private practice.

One study of_a teaching hospital population has shown: that thé‘prevalence of
-certain diagnoses is significantly higher than one would expect in a ‘standard
-office practice’ and tha& several uncommon medical problems were seen within a

sample of 271 patients. :As part of our resident evaluation program,
information is collegted on visits to a general medicine clinic in a
university hospital.” We have analyzed this data to determine if the

population seen in our clinic resembles that’ seen by internists in office’
based practice §x£ensive1y described by the National Ambulatory Medical Care
Survey (NAMCS).™’ ' -
Methodology

Data on all patient visits to the University of Arkansas General Medicine
Clinic during 1979 were collected on encounter forms at the time of the visit
and batch processed by computer. Providers of care included faculty general
‘internists, medicine residents, fourth year medical students and nurses.
Providers indicated the prior visit status of the patient, duration of visit,
services ordered (laboratory or x-ray), referrals, disposition, problems or
diagnoses dealt with on that visit and drugs prescribed and entered their
identification number.’ A report was generated to describe the above
parameters for the period 1/1/79 through 12/31/79. “Results of laboratory
tests are not described in this study because each test (e.g. sodium or
potassium) was ordered as a separate unit rather than as a panel. Data from
this report were analyzed and compared with data from the NAMCS. '
-Patients seen in the university medicine clinic come from several sources;
they may. be seen as a follow-up for hospitalization or an emergency room
visit, referred from other practicing physicians, referred from other
university clinics or self-referred. No routine laboratory studies are
pre-ordered so that all ancillary service use reflects decisions by- the
provider. : ' '

Reprint Requests: Roberta A. Monson, M.D. _
' University of Arkansas{Medical Sciences Campus
4301 W. Markham, Slot 555A
~ Little Rock, AR 72205
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‘Patients/ seen by housestaff and students. are presented to faculty attendings;
eighty percent of the faculty attending time is provided by general -
interni'sts. : ' ' : :

Demographic data are compared to NAMCS data, though age groupings differ
slightly as hoted.v A sample of 2500 ‘active patients were reviewed for racial
‘distribution.  * ’ C '
_ ' ' . ‘ o ' S :
Referrals from the university setting include not only referrals to other
.physicians, clinics gnd agencies but 'al$o to social service, dietetics, and
mental health services and were Pftén given with a return appointment to the

provider. . _ ) ' » :
Results - ) - // o ' s

J

Analysis of 4856 clinic visits to the university compared to a sample of 8599
of the projected 62,117,000 visits to internists described by the NAMCS are’
presented. As seen in Table 1, the ‘15 most frequent diagnoses made by NAMCS
physicians comprise 45% of the visits while 12 of those 115 diagnoses were made
on 49.2% of visits to a general medicine clinic. Significant differences in
the prevalence of hypertension, diabetes and obesity are obvious and probably
reflect the population being studied. The average number of problems dealt ..
with per encounter was 1.47. Demographic data are shown in Table 2. 58% of
medicine clinic visits were made by whites, 42% by non-whites. Ninety-one
percent of NAMCS visits were made by whites and 9 percent by non-whites

Sep

Table 3 shows the duration of physician-patient encounters. As, can be seen,
91% of the visits to NAMCS physicians were completed within 30 minutes while
only 75% of visits to a university physician were completed within this time.
Radiologic studies were ordered by NAMCS physicians on 13% of visits while
16.4% of clinic visits included radiologic procedures. In contrast, NAMCS
physicians obtained electrocardiograms on 14% of their patient encounters

versus 8.7% in the university setting.

. . . A
Disposition of patients is shown in Table 4. There are significantly more
(p <0.001) admissions and referrals in the university setting than in NAMCS
offices. Specific -return appointments are given significantly (p <0.02) more
often in the physicians private offices than in the clinic setting. The most
frequent referral sites in the university setting were dietetics, dermatology,
ophthalmology and ENT. - C '
Discussion . P - - - T h

With the increasing use of teaching hospitals to train physicians for primary
care it is appropriate to examine the type of patient problems seen in such a
setting and to establish their similarity or difference to problems seen by
the practicing physician. The extensive data compiled by the NAMCS. give us a
unique basis for identifying the experience of the practicing physician.. In
the present study, we have systematically collected data on patients.attendipgi
a general fmedicine clinic in a teaching hospital of the state's only medical"
school.  While this might tend to bias the experience téward more "secondary"
éare, we found that the problems encountered most frequently were those also.
mast frequently seen by physicians in the NAMCS. Perhaps the most notable
exception was upper respiratory infections which ranked fifth in frequency in

113
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' NAMCS and was not included in the top 25 problemsuseen in the university
clinic. Certain problems ilike hypertension, obesity and diabetes were more
prevalent in our population than in-NAMCS which may reflect the different-
demography of our population. . B . ’

’

4 W . .
Relatively few studies d scdribe teaching hospital ambulatory populations in
'detail. ‘Fletcher et al, ‘describe such a population in an urban teaching ,
hospital where general-medital and medical subspecialty ﬁatients are seen in a
consolidated "medical polyclinic." Subspecialists were involved in 64 percent
‘of the visits and.general .internists in 36 percent. Not 'surprisingly they
report a disease preva}ence}signifiéantly different from our population ‘and
that .of the NAMCS. ”Further;ipatients seen in their clinic averaged pver 2.

problems per patient visit compared to 1.5 problems/visit,; in our study - .
suggesting that the population using their ambulatory services were. more
“medically complex. N : : : B

. 1 . *

The results- of - this study suggest that our patients have problems similar to
those seen in the NAMCS and thht‘few problems seen by NAMCS are not seen in
our population even though the prevalance or some problems may differ
significantly. It is likely that similar studies in other teaching
institutions ‘may also shOW<consid§rab1e variation in the prevalence and
variety of illness seen in ambulatory populations. This variation may well
reflect geographic and demographic variations as well as the subspecialty
versus general clinic design. What is most -important is that housestaff be-
‘aware, of the similarity or-difference in prevalence from their clinie. -,
population to that in an office based practice. In doing so, they can bg-.
taught the likelihood of identifying the more uncommon problems ‘and of .
applying cost-benefit principles to the selection of patients for more :
extensive diagnostic workups.. The NAMCS data demonstrate that internists
frequently order laboratgry and radiogic studies, particularly when compared
to family practitioners. This may reflect the emphasis on inpatient,
diagnosis-oriented care which has prevailed in. training programs in decades !
past. Perhaps the recent addition of more ambulatory care experience where

- "commonyggBYrigs are common" and the current efforts at cost containment will L
influ&ﬁﬁracticé habits of future practitioners. ' '

i

.
’
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" Table 1

Pefcent of Visits by Problem/Diagnésis in
NAMCS and University Medicine Clinic

NAMCS ”. NAMCS Medicine

Rank Rfoblem/Diagnosis N % Visits "% Visits
1. Essential -hypertension ) 9.3 18
2. Chronic ischemic heart disease 7.9 3.7
3. Diabetes mellitus - — 4.2[ 8.9
4. Medical or special examination. 4. --
5. Acute upper respiratory infection - 2.6 i 0.5
6. Neuroses ' . s 2.3 2.5
Y Osteoarthritis and allied conditions 2.3 2.5
8. ' Symptomatic heart disease 2.0 4.0
9. Medical and surg1ca1 aftercare - 1.8 --
10. Rheumatoid arthritis and 3llied COHdlthHS 1.6 0.5
11. Obesity ; - 1.6 - 5.8
12. Observation without need for further
medical care- : 1.3 --
13. _Emphysema ~ s 1.3 1.9
14. Hay fever e ' 1.2 .34
L 15. Other eczema and.dermatitis , 1.2 . 1.4
A % Total Visits . 45.0° 49,2
Lo | < )*,
. . Total Visits Reviewed 8599 4856
" \ ’ o .
. /

~
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TABLE 2
DEMOGRAPHIC DATA
University Clinic Compared to NAMCS
January 1, 1979 - December 31, 1979

-

n',. . . : . « /‘
A ’ ‘
. FEMALE " -
. Clinic , . NAMCS’
. Age YVisits Age - %Visits - -
. 0-19 1.14 0-15 2.7
20-29 6.15 . 16-24 - 8.9
30-39 8.04 25-44 20.1
40-49 - 9.78 " 45-64 36.7 .
50-59 ' 15.61 65-over 31.6
60-69 - 12.06
70-79 7.36

80-over 1.94

——
-

Coer” MALE
Clinic NAMCS,
: Age %Visits Age ’
. . 0-19 .51 . 0-15
20-29 3.75 N . 16-24
30-39 .3.75 : 25-44
40-49 3.82 45-64 v .
50-59 "5.52 65-over
60-69 6.69 '
70-79 W\ . 6.51 : . .
80-over - 1.89 :
y
¥
A
o~
—

.(, : : -]0]-118
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%Vigits_

b2

8.7

- 225

39.8

-24.8
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TABLE 3
DUBATION»OF VISIT .

Minutes/Visit Clinic - - NAMGS

0 min . . . 0.7 0.4
1-15 min : . 66.0 o 40.1
16~-30 min 24 6 34.2
31-60 min - 7.8 14.0
61-or more. ) 0.9 ' 4.0
_unknown ‘ {\ 7.5 :S
o ‘ '
<
(\ _______ ’
. ‘ L TABLE 4 ~ 1 .
L DISPOSITION OF VISIT_'
‘Disposition % of Visits*
o . -Clinic " NAMCS
’ no return or.prn ' - 15.6 ,25.6
return visit - 56.2 ‘ 68.4
referral to another- prOV1der 9.6 4.4
hosp1ta1 adm1551on - ' 3. 73, l 7

*Perc!ﬁts will not add up to 100 becguse some patient
visits requlred more than one dlspogqhaon

-
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“ : : TiE ?’f: 1OSHTP STTVEEN LLEDICAL. STULENT CLERKSHIP
o LCTIVITIES AXND PERFORVANCE ON KBML PART I

: Judith G. Calhoun, Ph.D.,-Alan L. Kull, Ph.D. -t
and %ayne K. Davis; Ph.D. -
Tne University ofeifichigan liedical School*

’

Introduction and Objective
During the past dedade an increasing proportion of. clinical medical edu-~
cation has been transferred from medical center hosn;tals to governmental ‘and
community hospitals Affiliated vwith medical schools. General concerm_ hag '
. been expressecd regarding the lack of curricular standardlzathn and the ggsult—
ant outcomes due to this distribution of educational experiences to differ-
ing sites.1l,2 Althoygh several studies have failed to substantiate the rela-
tionship betveen stuflent performance on standaydized tests and the site of
‘the clerkshlp experjience, the blas remains in (favor of the classic medical
school teachlng ho§pital and its assumed educational superiotrity as compared
to its affiliates.. Equally as persistant are the stereotypes-that exist
regarding these educational settings and the tvpes of clerkship experiences
that they ‘provide. These characterizations usually depictthe teaching hospi-
wtal as ‘the citadel of learning with more time being spent on secondary and
tertiary patient care-and educational activities such ds lectures, rounds and
.conferences. ' In contrast, the community or private hospital affiliate is -,
vieved as emphasizing primary care .and experiencigl activities and frequently .,
allowtng students greater flexibility and resporsibility. quernmental
affiliates such as Veteran's Administration hospitals and eounty hospitals.
are also thought to offer students {ore active roles in' patient care but with
a different type of patient population; predomlnately the indigent with chron-
ic and far-advanced disorders.3>4, %,

L ! o~

-

Q Each of these sett1n°s has its own unique characterlstlcs but none as
noted by Joorabchi' et a15 are w1thout their shortcomings. New medlcal stu~
"dents and faculty quickly form their owm conceptions and misconceptions of
the clerkship grograns in the different'affiliated hospitals. However, as
Schuartz et al’/ found in ‘their evaluatibn of -surgical clerksnlp.experlences,_
these 1m§?es:10ns ane more often based upon grapevine influences than objec-
tive evaluation datg. Trew of those involved with clinical -education in an R
affiliated hospitalfsystem have accurate data describing specifically how ™~
students in different hospital settings acutally spend their time and what

‘impact particular types of experiences have upon the outcomes off the train-

+ing program. The purpose of this study was to determine if differences in
educational experiences did occur in an affilizted. hospital system clerkship

_program and the .effect these differenees had upon student’ performance.

\
T ~

: w '

*Repripts: Judith G. Calhoun, The Office of Educational Resources and
Research, The University. of ulchﬁgan Nedlcal School, G1111
~10vsley, Ann Arbor, iiichigan, 48102
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B
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A nuniber of studics have becn conducted rugfrding clerisship cwperiences:
in, affiliated hospitals and sitc-related measures of students performance.
Levitsky,3 Tamir,4 Joéorabchi, > Friodman,G and YcCarthyt 211 found ho differ-
ences in measurements of student achicvement attributable to affiliated
‘hospital sites. Schwartz et al,’ however, f{ound significant differences for
the entire group’ of ten affiliated hospitalsgon three.of the four subtests
on a final examination designed to test the:%% nitive objectives of surgical
‘clerkship. Other .than Schwartz’/ and “riedman,® norie of thesg studies ad- -
- dressed the specific differences intrinsic to the programs and which of these

factors may have influenced student scores on the achievement measures. °

A
’ a2 v

Schwartz/ found that one of the hospital sites whose students sgored well
on the examination was less demanding on students time‘énq, as a result, more
time vas-available for reading and study both at the hospital and at home.

In contrast, students assigned to another hospi¢al considered to have one of
the better clinigal teaching programs by both students and faculty scored
-much lower. This site was much more demanding of student .time for they were
‘occupied with clinicel duties must of the day and usually throughout the
night when on call every third night. )

Friedman et al® found that higher percentages of student time were devoted
to rounds, interaction with faculty and staff on the hospital floor, and lab-
oratory work; but less time was devoted to cklinic activity at the teaching
hospital than generally was the case at the community hospitals invelved in
their study. No significant differences related to the site of .the clinical
experience were found, however,'as measured by a number of standarized test =~

‘measures. : _ r - ' e L S
. . ) : »
’f student-activities by Fisher and C¢tsona59 ad-
dressing the relationship between medical student achievement, as measured by
'+ G.2.A., and the allocation of student time across all four years of a medical
.+2s hool curriculum revealed that achievement was not significantly correlated
'u with time spent in formally scheduled activities, study at home, or other.

study. ‘- _ .

A time‘allocétion study o

.

_ Several questidnsvregarding pedagogical and experential differences in

| clinical education at affiliated hospitals are suggested by the research'lit-

| erature. Similar questions have been posed by students and faculty involved

k with clerkship programs at The University of lMichgian Medical School.: Hence,
this study was designed to specifically measure and describe'the clinical
experiences at different hospitals and to determine to what extent intrinsic:
clerkship differences influence student performance. The specific: research
questions for the study were: ‘1) Do students at different hospital sites
receive differing clinical experiences?, 2) Do differences in the type of
clerkship experiences have an impact on student performance?, 3) Do those °
students.who spend more time on educational types of activities and independ-
ent study-perform differently “than students whose clerkship experiences allow

for more practical patient care/clinical.exposure?
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~and included space to identify four activity vgriables:
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*  The study vas conducted in the four affiliated

hespitals providing a

third vear (v—3) experience in the Department of Internal itedicinc gt The

bn*ve*slt) of lichigan iiedical School.

Ur1v9r51tv Hospital,
and a p11\ate hosp1ta1

These four hospitals include:
the Veterafs Admlnlstratnon Lgspital, =

county hospital,

Each of the studints (Q=233) in the medicine cl rliship at the four sites

were informed of the

inst rument

study's

goals and asked to complete a daily log of
their act1v1t1es for one week near the end of the cler\sblp
eacn OI the four clerkshlp rotations was selected for data collection.

One week in
The

for recording all student activities was adapted from one used in

‘a multj-site comparison of clinical education conducted at the Unrversrty of

Worth rolina.

-

The logs, contained twenty activity sheets which listed twelve activities

activity, 2) thg_duratlon
.discussion or treatment

of the activity,

1) gne type of

3) the disease or condition under
and 4) the role of the student in the activity.

The

students wvere 1nstructed to record their da11y activities from the time tHey
entered the hospital until they left the hospvtal that evening, or the next
morning if they Yere on ca’l. - :

~

Tne{pwelve ‘clerkship activities were °rouped ‘into three categories of

" activitfes for .analysis (
2) joint patient care and education (act1v1t1es 7% 8),
Student role was operationalized as:

9-12).

(activities

see Figure 1):

1) patient care (activities 1-6),

~and 3) education
*1) observed,

2) assisted, 3) performed with assistance, and 4) performed una551sted
The percentage of student time spent in the three activity groups was calcu-
lated and analysis of variance techniques were subsequently used to -determine

¢
activity differences attributable to clerkship site.

The data relating to

‘role differences vere analyzed by using the Kruskal-Wallis Il statistic for

rank data.
selecting each rank was d
for analysis.

etermlned

Each role was, treated as a ranP and the percent of students
These data were then treated as integers
Product-moment correlations were computed to test for the

degree of relationship between the time spent in the three tyvpes of activities
and student performance as measured by scores on the Internal Medicine Section
of the NBME Part II examination.

PATIENT CARE

5. Proce

1. Initial History
& Physical

2. Write-up

3. Chart York (notes,
revievws,  etc.)

4. Interaction with
hospltallzed in-=
patient

ure (IV,
Lp, etc.)

6. Lab Work

S

Figure 1

LOG BOOK ACTIVITIES

JOINT ACTIVITIES

7. Uork Tounds
8. Teaching Rounds

9. Teaching con-

ference

10. Discussion of
medical topic
(NOT with

11. Seminar/Lecture

12. Individual Study
or Pesearch
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Sixty-nine percent (M=800) of the 1165 possible logs vere returned. Each
.. log vag corsidered to be a separate case. The analysis of the data for the
first¥rescarch question regarding site-related differcnces in clinical exper-
iences revealed that both the students' activities and roles in the Internal

iiedicine clerkship varied significantly (p<.05) among the four sites (Tables

1§ 2). ) .
- ' o ‘ ; P Table 1 . : ¢
‘ ' Mean Proportion of Time Per Activity Type bv Lospital
) ‘Hosnital -1 Patient Care Joint Activifdes. Lducation
80 'y S.D. % 5.D. "% S.D.
X ' v :
Private 170, 42.7  17.1 25.3 . 16.1 . 31.9  17.3
University 374 ' 45.7 16.4 S 27.3 0 15.2 - .26.8  17.] |
va 138 51.5 - 15.4 23.7 . 14.3 - 2650 7145
County ' \\118- 50.3  18.2 . 25.3 . 14.6 - 2404 015,00
Grand ;- 46.7 . 16.9 _ . 26.1 15.2 27.2  16.6
F=9.27. p(. 01 . F=2.52 p¢.05 F=6.77 p<.0l
Table 2 o ' - o.
Proportion of Students Selecting. Each Role Level .
Per Activity Type by Hospital ’ .
Patient Care - -Joint Activities . ' Education
Roles = : Roles—— ' Roles
Hospital 12 3 4 1 2 3 4 12 3 4
- Private Y27 42 18 13 23 20 75 33 17 15 35
University " 29" 52 14~ 5 2 "2 87 45 13 11 31
* va 28 52 13 7 271 8 89 45 14 9 32
County 32 49 10 9 1 1 8 9 - 47 12 8 33
H=560 p<.01 ' B=1251  p<.01 E=510 px.01

[ . . =

Students who took their clerkship at the private and university hospitals
spent less time on general patient care activities than did the students gt the
VA or county sites. .In addition, the students at the private hbspital,spent A
significantly .more time on educational activities than the students ‘at the other
three sites. When pairwise comparisons vere made for each of the 12 activifies.
at 'the four sites no differences among the sites were found for the following
activities:’ 1) initial history and physical, 2) wnite-up, and .3) seminar/lec-
ture. Significant site differences were found, hovever, for the remaining
nine activities. As a result, the fdllowing charatterization§'regarding the
student activities at the four hospitals were made: ’ - :

a
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.. 1. The studknts in the private lhospital setting spent a higher
percentage of their time imteracting with patlcats and being,
involved vith 1nd1v1dual study and research acttvttles, but a

- lpver amount of time on p1ocedurcs and worli rounds as compared -

**  to the other three hospitals. hese students also spent’ less
Time on chart worl: than d1d th2'VA and county hespital
studeﬁts. - e - ’

_2f‘ The students at both the private and un1vers1ty hospital sites
~ 'reported a h13her proportion of: time for aching rounds and a
- : - lowver pfo o}tlon for lab work as.combared to the VA and county
: hospitalg. These students also reported more timé for discussing
medical. tODlCS than® dﬁ@ the students at the VA‘hgfpltal

® vl
- 3. The major differences found for the county hospital students as
4 compared to the other Hospitals were that they spent a greatet
amount of time on ‘work rounds with less time in teaching rounds »
and conferences. ' In addition, these %tudents spent more. tlme on
procedures than d1d the un"vers1ty nosoltal students.

In relatlon to the second research questlon addresslng the impact of
dlfferences in clerkship experiences on student performance, the results of
the correlatlonal analysis %evealed no significant. relationships between
student performance on the MNBIE subtest and the proportion of student time
spent on the three types of clerkship activities for e1ther the total ~sam-
ple or for each of the four-sltes (Table 3).

&
'TTable 3f‘4 ‘ ‘
. COP LATION BE”UEEN INTLR ‘F HMEDICIIIE NBIL PART II PEZRFOPIAIICE
° ) AYD TD4E SP&NT 1.7 THE lLREE TYPEZS OF C AIHICAL ACTIVITIES.
Tvne of 4 ct_v1ty . ' : Correlation ) 7
' ' All Private ' University - VA County
Sites Eosaij!l Hospital - . Hospital Hospital
Patient .- .05 <« .200 .02 - -.08 06
"Joint Patient Care & ' . o .
Education C .04 =-.17 ] .09 - B - .12

Education -.09 -.02 - -.10 .06 - . -.15

To determlne the relationshjip between student perfornance and specifig
site-related clinical experiences as addressed in the third research dpestion,
_the correlations for these two dimensions vere computed for eacn of the 12
~activities comprising the three types of cltn1ca1 activities. Vhen all of the
siteés were considered, a significant correlation vas found only for cbart work.
The only site-related correlations that reached s1gn1f1cance at the .05
level were for® chart work at .the university site .and fer the d1scuss1on of
medical topics activity at the county hospital. Neither one of these )
relatlonsnlps, however, were for act1v1t1es in vhich s10n1f1cant dlfferences - g
in student ‘time were found : ' " ?
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f]thOdlh S1°n1f1Cdnt u1ffc1cncec in thc plO“O‘thn of tlmc allocatec to
“different CI]P‘Cal activities and the level of” 1csnuﬂcno~11tv vere found in
the Intcrnat “cd1c1ne Clerlship students .at the fOUl’]Okpltal sites, the
results of the study 1nd3catc that these Jifferences are no*.co;re;ated with
perfornance as measured bv the: Inte1na1 liedicine’ subtest of the- 1IBIL I1.
Con;rary to Schwartz' s7£1nd1ngs tHose studenfs,at- the, clerLshlo sites allow;no
more - time for educational’ activities suth as teacrlng rounds,corferences, '
seminars, 1ndepenJent study and research did not perform any. better tkan tne
. stuaeﬂts at other sites vhich prov1ded a owffetentehlnd of’ clerFsH p. exper {
ence’ ana -distribution of clinical’ aCt‘V;tleS ~ YNor did the 'students at t“e.
» hospltals wvhich empnasized.patient care act1v1tnes-over educational activities
.perform d1fferent1y% Clearly,_from these results, it appears to .be fallac'ous
. for faculty and students to assume that particular hospitals are better sites
than others for clinical. -eduycation based upon the tyvpes of clerkship experi-
_ences emphaSLZed and the amount of ‘student 1me__ ocated, to.specific clinical
act1v1t1es._ Clerkshlp expellences may dlffer marhedly ano st111 not affect‘
the outcomes of ‘the tra1n1ng program _ o o P

Ve . oy

)
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~ "PLANNING

CONTINUING MEDICAL EDUCATION
" MODERATOR: Oscar A.- Thorup, M.D. L
P o .. University of Virginia, School of Medicine

. .

© THE EDUCATIONAL VALUE OF A MODEL -MEDICAL CARE EVALUATION PROGRAM

" A model Medical Care Evaluation program désigned Spetifica]]y to

improve..the educational value of Medical.Care Evaluation activities .

~ for physicians who participate in them, is being studied to

. determine its impact on participants' knowledge, practice, and
‘attitudes.., Preliminary results support the educational value of

--the program, -and suggest several features that contribute

~significantly to the program's educational impact.

Il

" CHARACTERISTICS IDENTIFIED UPON ENTRANCE TO MEDICAL SCHOOL ASSOCIATE
WITH FUTURE PARTICIPATION IN PROFESSIONAL EDUCATION '

- This 'study was an investigation of continuing professional
education and those qualities which may guide a professional
"to be a continuing learner. There exists a significant
correlation among the measured characteristics of students
entering a professional school and their tendency to becoming
continuing lifelong learners. .

S S
PHYSICIANS PRACTICE PROFILES: A COMPARISON OF SAMPLiNG METHODS

A number of popular self-assessment C.M.E. programs base their
educational testing and intervention on a practice profile.
denerated from a small sampling of the patient contacts made
by each participating physician. The analysis reported here
addresses the following question: Do these sampling programs
adequately represent the physician's practice profile?

USING MEDICAL AUDIT RESUL¥5 TO PLAN CONTINUING MEDICAL EDUCATION IN
* COMMUNITY. HOSPITALS | [
v ' . : ,,7@»‘-, - . ‘ - )
8 The medical audit committee chairmen in each of the 70 geheral .
.. hospitals in central and southern I1linois was interviewdd to
fj%wjnvestigate.tbe usefulness of medical audit resulfs in planning

.t formal continuing medical education activities in their hospitals.

. z Results indicate that even ‘though it appears theoretically sound

- ", to base formal continuing medical education programs on needs .
A - identified through medical audit, those°most, directly 'invoived =~
e in audit at the local-hospital level do not perceive this to be

" a workable model. .-
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. _1;321 _

( L . A - . . ' - .




‘THE EDUCATIONAL VALUE OF A MODEL
MEDICAL CARE EVALUATION PROGRAM*

L.J. Sandlow, M.D., P.G. Bashook, Ed.D., J. Maxwell, M.A.
!?/"ji Educational Development Unit
Michael Reese Hospital and Medical Cehter
Chicago, Illinois .

Medical Care Evaluation (MCE) activities are generally regarded as having educa--
tional value in two ways: As a means of identifying physicians" educational
needs and as a continuing medical education (CME) activity for physicians. Last
year, we presented a paper at: these meetings criticizing the widely-held view of
MCE as educational needs-assessment, and describing the potential CME value of
MCE programs like that of Michael Reese Hospital and Medical Center. At .that
time, we had begun a two-year study to document the impact of a model MCE pro-
gram_that was specifically designed to improve the educational value of MCE for
the physicians who participate in it. In the present paper, we present our ex-
periences in implementing this model program, provide some of the preliminary

résults.ofnthe research and discuss the implications of these findings for the
design of MCE programs. : . .

(¢

. RESEARCH DESIGN AND METHODS

A modellMSE program, designed along the lines described in our previous publi-
- cations™’", was introduced in three clinical departments (Medicine,’ Obstetrics
‘and Gynecology and Pediatrics), beginning in March, 1979. The mogt important
features of this program, from an educational point of view, ‘were as follows:

is to select appfopriate records for review, rather than to set stan-
dards . ' ‘ - :

1. The overall purpose'bf the criteria sets developed through the program

.y

2. The program focuses on both processes and outcomes of'.care ,

3. Draft critéria are prepared by one member or an invited expert prior
to the first meeting on that topic

4. The focus of criteria committee meetings is on defining appropriate
- patient care for the problem in question, rather than on the mechanics
of criteria formulation: The latter task is handled by the MCE leader
and the program coordinator - T
5. Audit committee members review records prior to the meeting and pre-~ ;
’ . sent the cases for discussion ’ . -

¢

6. The focﬁs of audit commiﬁ;ee meetings is on the overall‘care ofﬁthe
patient and the issues that this. raises, rather than on the crigggggr

not met or the acceptabilityapf care in a narrow sense

b4 -

7. The intent of the audit committée's actions is investigative rather
than punitive ~ : '

%%’The research répprggd in tbis paperhis being supported by a grant from the
¥ ationalﬁFund‘for Medical Edycation. Send reprint requests to Leslie J. Sandlow,

M.D.,\Edpcqtidnal;Developmeﬁé Unit, Michael ReesefQQSpitaliand Medical Center,
530 E. 31st St, Chicago, . IL 60616 - o v
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8. The committee chair or MCE leader conducts meetings in such a way as
to encourage and emphasize educational interchange_

9. The committee has a regular attendance of at least four. physician mem-
bers . .

In each department, the two existing MCE committees (Criteria Debelopment and
Audit) were reoriented to the model MCE program and to the purposes of the re-
search. Each committee was to develop criteria or review records for four or
five topics (mostly discharge diagnoses) during the research period, which was
planned to last for slightly over a year. The committees were to be run by one
of the two principal investigators for the project, in cooperation with the
committee chair, a physician belonging to the department in which the committee
was located. - Selection of committee members for the study was by the depart-
‘ment chairman for three of the committees, while the other three committees

were composed of volunteers.

The research was designed to measure three aspects of the model MCE program:
Its effect on ‘participants' knowledge of the topics covered, its ‘impact on par-
ticipants' patient care practices and the participants' perception of and atti-
tudes toward the program. Knowledge gains were to be determined by using a
multiple-choice test on the etiology, diagnosis and treatment of the problems
included in the study. Practice changes were to be measured by means of a re-
cord audit, using criteria developed for the topics covered by the committees
during the research. Perception and attitudes of committee members were to be
investigated by using questionnaires, open-ended interviewing and observation
and recording of committee meetings.

Ve

? L

Several control conditions provide a quasi—experimental design for the re-
search.+ First, all research techniques (tests, record audit questionnaires,
interviews and observation) were to be used both before and after the research
intervention, to provide an accurate measure of changes resulting from the mo-
del program. Second, a control group was established for each department and
controlg were to complete the tests and questionnaires and participate in “‘the
récord audit. Third, since none of" the committees will complete all five to-
pics selected, the remaining topics will constitute a control for the topics
covered by the committees. Finally, the test questions and audit criteria were
to be separated into two groups: Those dealing with points covered in commit—
tee meetings and those pertaining to points not discussed

.
+

RESULTS

» LY
Y .

The results of the post—tests, record audits and post—questionnaires are not
yet available." The following findings and interpretations are based on the in-
itial questionnaires and interview, observation of the committee meetings and
anecdotal data obtained from committee members and MCE staff and on the authors'

experiences in implementing the model- program.

The_implementationvof the model MCE program was not equally successful in all
departments (see Table 1). We found that if the MCE leader is not a physician,
as in the committees in Departments B and C, there can be serious difficulties
in establishing and maintaining the focus required by the model. 1In these two
departments, the MCE leader only partially ‘achieved the goals of the model: pro-
gram. In Department A, on the other hand, where a physician served as both MCE

- ) .. o dd : , - -I:?(;
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- Emphasis on patient care

v C Table 1: Comparison of Committees with Model Program

. :

Criteria Development Gommittees S . A - B C

Preparation of draft criteria

»-

Educational emphasis ,
Regular attendance of > 4 physicians

+ + + +
coo+

Tttt

g
o
(@]

Audit Committéés"

Presentation df.previously—reviewed records

Emphasis on overall care and problem" , o
Educational emphasis - . _ - '
Regular attendance of > 4 physicians )

t1t1
OO+
+<$<3 +

+: Model completely or always met
+: Model partially or sometimes met : .
0: Model minimally or rarely met ' - L, e

leader and chairman,_fhere was far less difficu}ty in opérating the dbmmittees
according to the model. oo T

We also found that there was a tradeoff between MCE value and educational value
of the committee meetings. Too much'emphas}s on MCE tasks resulted in a low
educational value, as described in our previous paper . . However, too much em-
phasis on educational ac;iVity decreases the committee's MCE efficiency and can
lead to dissatisfaction and loss of interest by committee.members, though this °
depends to some extent on how successfully the educational aspects of the model
pProgram are implemented. . - ' :

The results of the questionnaire administered at the beginning of the commit-
tees' participation in thé research provide some useful data on the pérceived,
educational value of the different committees, and thus on the effect of con-
formity to, or deviation from, .the model MCE program. Those committees that
resembled the model most closely (Criteria Development Committee A and Audit
Committee A) were considered the most educational, while the committee that was
considered the least educational (Criteria Development Committee C) was one
that was relatively far from the model (gsee Table 2). Particularly significant
was the fact that when. respondents were asked how educational the committee had
been for them personally, those who had served on Audit Committee' A gave Fhat
cq@mittee a higher rating than thgy.had when asked how educational: it was for
its members in general, while for the other committees, .the ratings from the
two questions were approximately the same., - : :

The frequency of identified learning opportunities occurring during committee
meetings during the research period provides another test of the educational
value of the model program (see Table 3). '

A

Far’more significant than:these quantitative differences, however, are the

qualitative differences in the educational interchange in the committees. In

Criteria Development Committeées A and B, and in Audit Committee A, there is
b L
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Table 2: Members' Perceﬁtions-of Committees' Educationei‘Value

Criteria Development Committee ' A - B c

. Very _ ’ 2 2 1

Moderate ' '~ 2 8 1

~ Slight 0~ 2 1

None _ 0 0 2

a . 4. 12 .5

Audit.Committee A) B C

Very _ . S 3 4 0

Moderate ’ 5 5 1

Slight L e o 1 4 0

- None . ® ®.oo- K 0 0 0
.y 9 13 1

Table 3: Number of Learning Oppértunities‘per Meeting

Criteria Development Committee ’ . A B c
Mean , ' - o 11.3 5.6 3.0
.S.D. v , . , s 6.4 4.6 2.0

v ' . -

Audit Committee ) _ : .A. B~ C
' Mean ~ . ., S , © " 69 3.5 5.0
S.D. - o 2.1 3.5 1.8

. : . - s
~often a high-level dizéussion of the issues surrounding a problem or patient,
with citation of research findings. .In Audit Committee C, on the other_hand,
the learning that occurs is ofiten of a low level, #yith Audit Committee B and
Criteria Development Committee C being intermediate in educational value.

There are also several types of obsgrvational data confirming the educational &
nature of the committees in Department A, which most closely approach the mo-
del program. These committees are normally characterized by a high level of
attention, interest and participation during the meetings. Members frequently
ask questions about the approprfEte management of the problem or about the
case being reviewed; in many cases, it is clear from the content of the ques-
tion or from direct statements by the memher that thé question is being asked
for their own information, rather than being relevant to .criteria development
or record review. This interest is reflected in the actions of committeg mem-
bers in Department A with respect to committee meetings. In Criteria Develop-
ment A, members decided to continue meeting to develop criteria for another
problem, although the four topics needed for the study had been completed and
the committee was under no obligation to continue. In Audit Committee A, in
which members are appointed to one-year terms by the Department Chairman, two
‘members have asked to continue on the committee after their period of service
. ended, citing its interest and‘ educational value for them. A third member, an

I2g ) ~.
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w
older‘physihian with an important position in the hospital administration, spe-
cifically requested. appointment to this committee 'as a necessary refresher,"
and, when interviewed, spoke at “length about how educational the committee had
been for him. \ Another older physician in an.administrative poesition regularly
attends meetings of Criteria, Development Committee A, and participates actively
in the discussiqp, although he is not formally a member ©of the committee. o
There is also a é rtain amount of direct evidence of learning. In several
meetings of Criteria Development Committee A, members have taken notes during
the ‘discussion." Sbme members have also specifically mentioned things that they
learned from the cammittee's deljberations. We expect that this ‘direct evi-
dence will be greatly increased when the interviews, knowledge tests and audit
results following the research period are analyzed.

1

DISCUSSION \ T

There are several key features of the model MCE,program that appear to be pri-
marily responsible for its greater educatjonal value. For Criteria Development
committees, two points are most important. First, at least one person should
be involved who is an tuthority on the topic, either a commitfee member or an
invited expert. Witho t this, discussions frequently get bogged down in fruit-
less argument with no kffective resolution. . ‘ )
. : i ) . ’ 4
Second, the focus of the committee should be on the problem and its diagnosis
"and treatment, and not |on standards, deviétiqns and exceptions. This is not an
easy task for the MCE leader or chairman to accomplish, partigularly in a_com-
mittee that is used to{the second approach. The most effective technique is to
ask the committee, not/what standards or criteria should be- set, but how a pa-
tient with this problem shquld be managed, and inferring the criteria from the
resulting discussion. / Th iteria-setting process ‘thus constitutes a step-by=
step review of the mapagement of such a patient, from the findings needed to
support the diagnosis. to the expected outcomes of treatment. The MCE leader fo-
cuses the committee's attention on the problem by concretizing the issues with
hypethetical examples, using such phrases as "Now you've admitted the patient
with a diagnosis of ; what do you do next?" 1In this way, the :Criteria De-
velopment Committee becomes a conference on the health problem in question, ex-
ploring its nature, diagnosis, treatment and outcomes. One meeting of Criteria
Development Committee C was conducted by a physician in the manner described,
and a far greater number of learning opportunities occurred than was usual for
this -.committee. N ' ) '
For Audit Committees, two other characteristics of the model MCE program are most
important. First, records are reviewed prior to the meeting and the case is pre-
sented by the reviewer for committee discussion. - When records are reviewed during
the meeting, or. are not presented as cases, educational discussion is minimal.’
Second, ‘the focus of the reviéw, presentations and discussion should be on the
overall care of the patient and the issues that this raisés, and not narrowly re-
stricted to the criteria that were not met or the acceptability of the care.
Again, this is not easy to implement, ‘and has been completely accomplished only
in Audit Committee A. However, the educational difference between the two ap-
proaches is striking to an observer.

-1s- 19y




\ In terms of committee structure, several variables are significant. First, the
size of the committee has an effect on its educational value; committees with
fewer than four phy51T1an members tend to be less educational than those with
four 0r more members.". Second, it seems to be important to the effective im-
plementation of the model MCE program that the meetings be led by someone who
is both a physician and has some experience in eduéatioé A non-M.D. will have
diffi¢ulty guiding the discussion and gaining committee members acceptance of
his role; a non- educator unless thoroughly familiar with the program goals and
techniques for attaining them,-with have difficulty keeping the discussion edu-
cational unless the committee is capable of maintaining this focus wihtout overt
leadership. - - . .

IMPLICATIONS . . g . /

-

We have presented evidence in this paper that an MCE program can be a significant
/ educational experience for the physicians that participate in it, and have iden-
tified some of the factg;g\that\zontribute to the educational value of such a
program. However, we have also~found that there is a trddeoff between education
and quality assurance in such a program. Too much emphasis on education detracts
. from the‘tasks of criteria development and record review, and vice versa. However,
our experience has been that up to a certain point, the goals of education and
evaluation are not ojly compatible, but reinforce one another. -This can be dia-
grammed ‘as follows (figure 1):

’

Optimum )

]
1
1
]

Time spent on educational goals .
0% . 100%

Some attention to educational goals increases physician interest and commitment-
to the committee's work, and results in deeper and wore relevant investigation

of health problems and patient care, produc1ng better criteria sets and more ade-
quate record review. Studies at Michael Reese Hospital and Medical Center have
shown that criteria sets feveloped by the process described above are effective
in identifying those records exhibiting questionable care. ‘ -
Finally, the principles developed here for making MCE programs more educational
should be generalizable to other types of programs dealing with health problems
or patient care. These principles include the value of focusing on management of
the patient and allowing standards or committee ‘actions to develop out of this;
the importance of having the leader or facilitator be a physician; and the non-
"linear relationship between educational goals and committee tasks.
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_clinical competenc

PHARACTERIGTICQ IDENTIFIED UPON ENTRANCE . TO MEDICAL.
GCHOOL ASSOCIATED WITH FUTURE. PARTICIPATION IN
- PROFESSIONAL EDUCATION

Linda X. Gunzburger, Ph.D., Director
Di'vision of Continuing Medical FEducation
. Loyola UniVersity Stritch School of-Medicine

This study was an investigation of continuinp proFessional
education and those qualitjes- which may guide a professional to be
a continuing learner. BRoth continuin? ‘'general adult learning
activities and continuing professional learning agtivities were

studied (1). ;

[N

Purpose

. The purposes of this study were to "respond to the. follaWing.

_areas of questigns (2):

1) Is it possible to develop a technique to ‘measure -
the extent a professional participates in
continuing professional education activities?

o - 2) Is it possible to identify characteristics of
i, e incoming professional school students which may
indicate the extent to which the students will
later participate in .continuing learning
¥ activities? .
- . 3) Is there a positive correlation between the amount
: and quality of time devoted to continuing learning
carried out in leisure time activities and the
amount and qualfty of time devoted to continuing
, . professional learning activities which may occur
< . . during lefsure or wopk time? ,
Other studies have not considered if any oflthe facts
collected about entering medical students are valid predictors of.
the extent each student will lager be a continuing professional
learner. In studying students At the University of California,
School of Medicine, San Francisco, Doctor Gough examined the
Medical" College Admission Test science subtest score, premedical -
gr3d4s_1in science courses, and a preference index for .science
courses. Gough concluded that students having high scientific
aptitude do superior work early in medical school, but by year
four are [indistinguishable from their classmates with regard to .
/94f By rating students on knowledge,

‘Send Requests for Reprints ‘to:
Linda }. Gunzburger, Ph.D., Director

/ Division of Continuing Medical qucation
Loyola University Medical Center
2160 S. First Ave., Maywood, IL 60153
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data-gathering skills, clinical judgment and professional -
attitudes, it was found at the Jefferson Medical College that
future: pérformance in the first postgraduate year may be
predictable. No significant relationship was found between MCAT
Science subtest and ratings in clinical competence (3).

: ’

L

Methodology .

.. - This .study concerned professionals who had entered
»professional school over twenty vears ago. By dealing with such a
group of individuals it was possibhle to determine the extent each
participates in continuing professional education activities and
the extent each participates in continuing adult learning
activities. The following" procedures were used for this study:

a) The incoming professional school variables for each
individual were defined and related to the measure
of his current continuing professional learning.

b) The amount of time a professional devotes to

- continuing general adult learning participation was
compared to the amount: of e devoted to
continuing professional learning. If professionals
tended to spend a similar proportion of time
participating in both professional education and in

. continuing adult learning activ{ties, then the time
devoted to continuing professional learning and

'“continuing adult learning could be considered as
related.

c) The quality.of continuing professional learning and
C the quality of the continuing general adult
learning Wwere compared.

Sample

This study examines the 1956 University of Chicago School of
Medicine Incoming class. The 1956 freshman class was part of a
national longitudinal study sponsored by the Association of
American Medical Colleges (AAMC) (4).

Design ]
s

Data for the study were collected during two separate time
periods, 1956- and 1978. 1In 1956 entering students completed: the
Medical College Admission. Test, the Allport-Vernon-Lindzey Study
of Values, the Edwards Personal Preference Schedule, and

- demographic questionnaires. It was the 1946-1962 form of the
Medical College Admission Test that was administered to the
University of Chicago sample and used in. this study. ‘This Medical
‘College Admission Test had four subtests. These subtests were
Verbal Ability, Quantitative Ability, General Information, and
Science (5). The Allport-Vernon-Lindzey Study of Yalues '
considered theoretical, economic, aesthetic, social, political,
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and religious values (6). The Edwards Personal Preference
Schedule measured achievements, deference, order, exhibition,
autonomy, affiliation, intraception, succorance, dominance,
abgﬁement, nurturance, change, endurance, heterosexuality, and
aggression. The demographic questionnaires requested demographic
information frequently asked on medical school applications (7).

. The Leisure Activity Survey, Activities Survey, and .
interviews were used to collect data from the sample in 1978. The
Leisure Activity Survey (LAS) measures ,the nature and number of
general adult learning activities during leisure time' while the
Activities Survey (AS) measures the continuing professional "
learning activities of physicians during work time or ‘leisure time
(8). The Activities Survey was constructed to measure the extent
physicians participate in éoﬁtinuing medical education during
leisure or work time. The Activities Survey provides each
physician a Continuing Medical Education Index which i1dentifies
the extent of his involvement in Continuing Medical Education
ractivities.. An interview questionnaire.was developed to provide
each individual the opportunity to discuss specific childhood
experiences ‘and the effect such experiences may have on his later
continuing professional educatfon activities; continuing medical
educatlon programs currently available; present continuing medical -
education activities; and the use of vacation time. The
interviews were conducted aftér the LAS and AS were completed.

-  Conc1us1ons‘Regard1ng the Hypotheses

Hypothesis I states: There exists a significant correlation
among the measured characteristics of students entering a
professional school and their tendency to becoming continuing'
lifelong learners. For purposes of this study, a significance
level of 5 percent (sig. = .05) 1s accepted. Because of the
Importance of certain other results, findings not significant are
‘also discussed. First, it was found the four MCAT subscores all
showed -a negative .relationshi#p with the .Activities Survey score.
Although the strength of the relationship did not reach the '
required level of significance, two subscores, Verbal Ability: (r =
-.29, sig. = ,09) and Modern Society (r = -.30, sig. = .08)
approached significance. Furthermore, it was found that of the
three instruments given to entering medical students two subscores
on the EPPS showed significanp correlations with Activities Survey
scores representing continuing professional education. The '
subscores, sig. < .05, were Change (r = .49) and Heterosexuality -
(r = ,31).. Two other EPPS subscores, Autonomy (r = -.26, sig. =
«10) and Aggression (r = -.26, sig. = .10) fell helow the .required
level of significance but showed strong negative relationships
with the dependent variable, continuing professional ‘ :
education, When the incoming test subscores of the MCAT,
Allport-Vernon<Lindzey Study of Values, .and EPPS were correlated
with the Leisure Activity scores, no significant relationships
were found. : : '
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i Second de ographic information frequently found on completed
medical school pplAtations was studied to determine if any
correlations existed hetween the demographic variahles and later
evidences of continuing learning. It was found that the level of
father's education and the level of mother's education correlated
. +29 and .32 with the Activities Survey, significant to the .04 and
«025 levels, indicating increased levels of parental education .
correlates with higher Activities Survey scores; high school class:
rank correlates -0.35 with the Leisure Activity Survey,
significant: to the 0.017 level, indicating that higher Leisure
‘Activity Survey scores are obtained by persons with lower high
&Fchool class rank. ' L) I

Third, after the Activities Survey and Leisure Activitv _
Surveys were completed by each physician, a sampling of thirty-six
physicians was interviewed.' Those individuals who could remember
using the 1ibrary weekly as a youngster had higher Activities
Survey and ‘Leisure Activity Survey scores. As adults, flexible

- individuals who enjoyed new and adventuresome activities tended to
have higher ‘Activities Survey and Leisure Activity %urvey scores.
Individuals who did new and different things, were aﬁ identified
as continuing learners. These individuals. also had a higher - °
Edwards. Personal. Preference Schedule Change. subscore.

Fourth multiple regression analyses were used to analyzp the
1956 and 1978 data and to derive two predictor equations. The
1956 incoming test subscores are defined as independent variables
~and the Activities Survey and Leisure Activity gurvey scéores ‘are
defined as dependent variables. oonsequently,'the f0110wing

equation, significant to.the .005 Hevel (r2 = 0.40, r =70.63); mayV

be used to predict the Activities Shirvey ‘score. Activities Survey
_~score = 116. (EPPS Change) "+ -67, (EPPS HeteroseXuality) - 104.
"(EPPS! Aggression) - 103, (EPPS Nurturance) + 11396. -For any

incoming student it is possibhle to substitute his EBPS Change, e
EPPS Aggression, EPPS Heterosexuality, and EPPS. Nurturance subtegt’
7}cores into the predictor equation. The solution to the equatiolk”
is the projected Activities gurvey score.», ‘ :

0
(

. In a. similar manner the best LAS predictor equation uges the
. Fdwards Personal Preference Séhedule Change subscore as the only
~ predictor element 'and is: ©LAS = 2. (EPPS Change) + 112.° 'rz is
" * equal to 0 08, r = 0,28, and is significant to the 0. 10 level.

Based on the significant correlations of the incoming subtest
scores with the Activities Survey and Leisure Activity Qurvey
scores, the demographic data, interview’ findings, and the' -
continuing learning predictor_equations Hypothesis I was'’
accepted.

) |
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The second hypothesis states: There is.'a positive et
"correlation between ‘the. amount ,of time devoted to continuing
learning carried 6ut in leigure time activities and. the amount of
time devoted to continuing professional learning as carried out in
professional time activities. To test’ the ‘second hypothesis the .
average values of the time weights fér thé 'AS were _compared, to the .
-average values of the time Weights for the LAS. for each ¢
“physician. 'These‘mean .values of the time weights for the e
Activities -Survey and Leisure Activity Survey are correlated at
0.53 with a significance level of 0.00005. This means that it is
_highly probable ‘that an ifidividual invelved in continuing adult “
learning activities during leigsure time will'also devote a simila;»wlz
proportion of time to continuing professional learning durjng %
leisure .and work time. Also, a person involved in continuing N
professional learning activities during leisure- and work time will

~devote a“ similar proportion of time to continuing adu1t learning
during,leisure time. .

.

The third hypothesis stateg There is a positdve correlation
between the quality of continuing learning carried dut in leisure,
time activities and the quality of continuing .professional - —7
~ learning as carried out in professional time activities. The . ‘
quality (intensiveness) of learning is a synthesis of both the I
time spent gt an activity and the judged educatdveness of the B
activity. To test’ the third hypothesis it was, necessary to o
compare the Activities“ﬁurVey and the Leisure Activity Survey
.scores. The correlation between the Activities Survey and the
Leisure Activity Survey scones is .41 (sig. =&.0Q£) This
significance leveld:: and correlation suggest there i&,a positive
relationship between the Activities Survey' and Leisure Activity
‘,Qurvey scoresy’ and Hypothesis IIT was accépted. '

’ , g
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Implications of, the Study

1

« :».'.‘

From the Chicago samplb it is now possihle to Ldentify
characteristics which . describe those qualities whichnmay guLde one -
to bhe a continuing professional learner. Such information should
be most useful "to admissions officers at professional schools.’ “imu
Since 1t "is- desirable for a professional to be a continuing ' _
learner and’ since nq measurable evidence exists that professional W%
~“school requirements inquire if an applicant will be a continuing o
" professional 1earner, it 1is worthwhile to expand the scope of this *.,

.study to other. medical schools. The expanded study can include '
'other medical schools that participated in the 1956 ASsociation of
American Medical Colleges longitudinal sthdy (8).

Limitations .ag,i:f“

. ) . . . .
» -

This studyris limited by dealing with one profession and a

‘ single prpfessional school. Although much of the entrance data
.,,'.‘ \ 2 R
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requested ‘was similar at all professional schools different 4
sc¢hools as well ,as different professions do have varying entrance
criteria.” For this reason, the results of this study, although
generally applicable to all professions Wt allL schools, were
specifically oriented to’ ‘one sample roup-df one:. profession at one

¥ particular professional school.w.- C?'”"vv~

1; ! L Y

A Concluding Note'-‘ ST _,,fgif

e et
. _‘..» !
«

One value of this study was developing the eystem for
, studying the problem.- Perhaps this: systems approach can be
, ‘applie® in an expanded project.. . The variocus: requirements of the
:°- different prof ‘ional schools - indicate a means to identify an
“‘intellectually able student; however, few, 1if any, questions asked
,;of an.applicant can reveal life long learning characteristics.
‘The study did reveal characteristics which an admissions committee
may choose: to review in’ questioning if an applicant will become a/
life long learneT. ) . o
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. A number of popular selfﬂassessment C.M.E. programs base their
educational testing and intervention on a‘practice profile generated fr0m a '
small sampling of the patient ‘contacts made by each pa:xicipating physician. LA
The ‘accuracy .of this profile limits the accuracy of ‘the’; learning needs I
identification for the physician and therefore the efficiency of the : ° .

educational program.  The analysis reported here addresses the following

ngquestion Do -these sampling programs adequately repré%ent the physician s
"upractice prof11e° .

../ BACKGROUND . A

The:if trest‘in'self—asse5sment and individualized C.M.E. has .been
- growing, Y s resulted in a number of intervention programs that utilize
individu ician practice profiles as a basis to identify educational:

needs. The relationship between the profile, the physician self—assessment
and the remediation offered depends on the particular intervention program.

Among the fir§t wag the_"Individualized Physician Profile” package o

;f:offered by the Uni sity of Wisconsin, Department of ‘Continuing Medical
‘suEducation, developed in 1968. .'This program has three phases;. the first of
" which is the practice profile. Participating physicians’ are asked to

*

:;complete irformation "on/each patient eontact for a different day each week -

for- four weeks . Based ‘on this information, a .profile of thie participant’'s

'practice is. developed and represen%ed in ICDA- (International Classification

:~of Diseases, Adapted) codes. .- A self-test of 125 multiple’ choice questions is
" generated at the-same time, with more questions from heavily represented

' practice'areas. The participant completes the test and discusses test

lu'performance, the profile, attitudes and office management with a CME faculty

consultant., This process ‘specifies educational heed. The ifitervention.

_ “concludes when the C.M. Eg faculty consultant miils. the participant a: Gbmputer
- listing of educational Opportunities and events in -those’ areas of;priority

" need..: .The I. P P. program has been described in ‘some depth‘by Sivertson et al

"(1973 1974)

. Cdllege of Physicians ‘of Philadelphia PREP (Practice Related Educational

AW
_.. hl B

S
(.v

. A similar program is regarded sufficiently well by the American, Medical
As§ociation ‘that the organization has puxchased distribution rights. The O

-

i -~

Program) program instructs participants to complete “an information form "for
each of the first 100 patient contacts that 'you have during your :
participating days”. Participants are cautioned to choose “those days of the

week which are most typical of your~practice”. This collection of o
information is optically §canned and a practice profile ‘based on . "

e ;

.3", . _ : : .-
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* This'%apen is based on research funded by Health and Welfare Canada,

NHRDP grant #603-1075-44 . ° - 3
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, simplification of ICDA returned té6 the participant by mail. Presumably based

——-on—the profile—informatiom —the particIpant-tHeR—cnooses ohe or the thirteen .
specified topic' areas for a pre-instruction self-assessment test of various

. multiple choice questions.” The test results are returned to the physician

- .along with the listfof available learning materials in the specific areas
chosen by him. The requested items are drawn from the College's library and
mailed to the'physician.;UAftgr”sufficient time has elapsed, the physician
completes another test to determine the success of the learning experience.
Bowler et al (1977) have described the PREP, program more fully." '

N . C ’ . -
‘Following thesé models, the College of Family Physicians of Canada ,
(CFPC) 1s currently developing a profile based self-assessment package. One
hundred pilot participants have been asked to record information on 200
consecutive patient encounters. This information will be optically scanned
and a profile generated using a modified version of ICHPPC codes .
(Interdational Classification of Health Problems in Primary Care). The
profile will be returned to the participants along with a multiple choicel -
examination.of 200 questions. " Of these, 150 questions will be directly based ;.
- on profile areas, of high incidence. In this program educational interventi@’“'
is left to thg’parbicipant/upqn receipt of examination results. T
. . - ‘ o o L) .
.All of these programs attempt to insure individual relevance, a
‘,fundamgntq;geducationalipridciple, by* making use of the partictpant's
7 practice prgfile. This utilization is not trivial. In all cases, the
.. self~assessment examination and hence the educational intewrvention 1is '
prédiééted completely (IPP) or to a large measure (PREP, CFPC) upon the -
observéd and reported profile. It should be obvicus ‘that to produce true-
relevance and applicability, the accuracy ofr’the “6bserved profiles should be

examined. S S

o

Each of these programs uses a smgiifs%hpfé of patient encounters in
order to estimate a physician's practiée .profilé.’ There is a large question
about the accuracy of these small samples. How well do the varjious kinds of

» sampling approximate the true practice.profile? ‘ e

METHOD - . ,

Our research group was in-a unique position to investigate this question
as part of an extensive research project into the effects of physician .
participation in the process of patient care appraisal. Sixteen . B
participating physicians were asked to keep continuous log sheets of ‘patient . .i-f
contacts in the office setting for two six-month periods. -A review of ‘ '
available literature on physician profiles indicated that this baseline is
- one of the most extensive currently available, in terms of both number of
- physicians and length of time (Curry and ‘MacIntyre, 1980). S

Using the\profilés generated from the first six months of contact
..coding, we condd¢cted a series of analyses to duplicate the sampling in each
. of the described individualized C.M.E. programs: 100 eonsecutive contacts,
200 consecutive -@ontacts, -all contacts for four different days in four .
different weeks. Only six months of data were used in this comparison in oy
order to reduce the complexity of  the analysis and because this amount yields
a sufficiently large number of patient encounters to allow the necessary
comparisons. The.average number, of encounters perqphysician was 3,516;

ranging from 2,640 to 4,419. " . . _ o .
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For the analysis of the 100- contact

R ILTRD

“Took the first 100 contacts each physician recorded each weew for the

duration of their collectioh period which" ranged from 25-32 weeks. This

. ylelded an average of 28 separate samples of 100 consecutive ‘patient contacts

*}for each physicians" A similar procedure was followed for the 200 contact

kS

-~

-method used: - by .GFPC, . yielding an’ -average of 277 separate samples for each

physician-- For ‘the” ™ one day per week for four weeks" ~sample,- the IPP method,-
we ‘first eliminated the- one day per (5- day) week that eéach physician took - as
time off. Where the day off was not clearly indicated, we arbitrarily chose
Wednesday to eliminate. The next step was to collect for each physician all

- patient contacts for Monday the first week, Tuesday the second week, Thursday

the third week and Friday the fourth week. This was repeated throughout the

six month collection an average of 7 times for each physician, with sample

sizes ranging from 273 to 710 patient contacts.
A

ANALYSIS:

L
We began with a’ chi-square comparison of the ICHPPC frequencies observed

in each sampling to™ thé!frequency that would be expected if the whole six

month pattern was’taken as the standard. This comparison was done separately.

fof each physician and for each of the three sampling meéthiods. The resulting

_ patterns of chi-squares were examined using Pearsdn's test of uniformity

‘(Rao, 1965) to determine if the physician's practice, as indicated by these
small samples, varied more than would be expected by random fluctuation. '
-‘This might occur for example, if the sample was too small and the practice
had a»cyclic fluctuation inside each week. ' .

) ) RESULTS
1. For the 100 consecutive contact method.

The resultsg, displayed in Table 1 indicate that this method oﬁ
sampling was adequate for only two of the 16 physicians. In one further
case, the adequacy- of:. the sampling was re jected at the 2.27 level. In all
other cases the evidence against the representativeness of the sampling was
overwhelming. ﬁ;';-;. : v

-

v Ll

~For the 200 consecutive contact method.

P "It was hoped that taking larger sized samples would weaken the
erratic fluctuations about’ the expected frequencies that were observed with
the -samples of size 100. {Upnfortunately, the fluctuations were merely

reinforced when the sample size doubled. It is clear from Table 2 that

selecting 200 consécutive cases does pot, in general, give an adequate view

-of the profile category frequencies -over a longer run. For Doctor #10, the

sampling was. adequate, and for three others the sampling adequacy is TeJected

at the. 5.6% level. For the remaining physicians, however, the sampling

adequacy decreased markedly from the already poor-showing in the 100 -

- consecutive sample method. -

3." For.the one day per week method.
. o This.method is adequate for three physicians, somewhat close for
three others, but completely wrong in the remaining ten physicians
(Table 3).
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physician's practice are statistically inaccurate when compared to a six
month continuous profile. ' The practical significance of this inadequacy

- hinges on where the importance is placed in the C.M.E. intervention process
predicated upon. these ptofi-les. Sampling inaccuracy will lead to some
profile areas being under-represented on the examinations, and some
over-represented. This in itself is no great sin, but the next step is
indefensible, that poor performance in a high profile area is critical to
~correct. The reliability of that profile peak 1is cast into serious doubt by
the here demonstrated inadequacy of all three current sampling methods. If,
however, ‘all that is impoftant in these self ~assegsment ograms is that the
-physicidn feel that his examination and resulting C.M.E. has been tailored to’
his practice profile, then the accuracy of .that profile is not critical.

This analysis fhdicathé clearly that the current methods of sampling a_

4 We suspect that the program deVeloperé would prefer to ha§e an accurate
profile, but are constrained by'the:time.and effort they can ask of" o
practising physié¢ihn participants. For that reaspn, we are proceedipg,ﬁb

examine our twelve month’ data base to find the minimum accurate sample size.’
S . . .

*



EATSTCIAN — (235 1n P -~ D.F. " Pevalue ...
‘ # - : Two times the :
' number of samples T - -
1 o 118.223 a 62 I 0.0026 X 102
2 : " 74.640 ‘52 . r 0.0215 :
3 84.357 _ 54 - 0.0052 | :
4 92.954 , 56 . .0.0014 . " o
5 102.761 56 ‘ -0.0001 - :
6 54,729 52 0 3714**
7 110.141 58 0.0005 x 10~1
8 99,503 © 52 e 0.0001
9 : 82,780 v 52 0.0042 .
10 - _ 57.194 4 50 0.2256%% o
11 ; 95.481 54 ' 0.0004
12 102,763 . 54 0.0001
13 . _ 96.695 64 0.0011 S
14 140.481 : 56 ©© 0.0004 X 1075
15 o 80.510 50 - 0.0040
16 : 126.019 62. 0.0032 %X 10-3

* % Samples not significantly different from standard (a>.06) and e

therefore sampling is adequate for that doctor. _
] N
TABLE - 1. S%@ples of 100 cdnsecutive contacts compared to the i
complete record (six months' continupus cod&ng).
PHYSICIAN (-2) %1n Py D.F. v ' P-value -
# - s Two times the .
' number . of samples

1 140,213 S 60 - 0.0003 X 1074
2 69.190 ' ' 52 '0.0559
3 71,514 : 54 : ~ 0.0559 ,
4, 123:175 56 0.0007" x 103
5 139,851 . 54 0.0002 X 107?

6 - . 66.878 50 0.0556 ‘

7 '135.509 - 58 . 0.0005 X 10~4

8 . T .109.350 . : 50 . 0.0003 x 1072
. 112.866 _ - 50 0.0001 X 10~2

' 10 ~ 63.347 ‘ 50 _ 20,0973 %%

11 103.7170 : 52 0.0003 x JH-1

12 ' 108.083 52 ‘ 0.0009 X 1072

13 107.852 62 ' 0.0029 X 10-1 )
14,  * = 271.484 54 0.0003 X 10725

15 107.983 48 '0.0002 X I0~2

16 ~131.074 60 - 0.0004 X 102 .

* % Samples not significantly different from standard (a>.06) and
therefore s. sampling ¥or . that doctor is adequate.

TABLE 2. )Samples of 200 consecutive ‘contacts compared to the
‘complete recofd (six months continuous coding).
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number of samples

N

42,786 16 - 0.0003

1 )
.2 © 19,459 T 14  0.1481%%
3 25.255 14 ' 0.0321 o
4 51.127 ' 16 ' .0.0015 X 10-2
5 38.553 ' 14 :0.0004 S
6 24,228 14 ' '0.0430
7 40,968 16 -~ . 0.0006.
8 34,025 : 14 , 0.0020
9 28.070 R ¥ 0.0139
10 19.712- . V14 0.1392%%
11 41,589 " 14 0.0001
w2 51.362 ' 14 ' 0.0036 X .10-3
13 26,484 . 16 0.0476
14 128.712 14 - 0.0001 X 106
15 32.501 : 14 . 0.0012
16 21.874 o 16 - 0. 1473**,

*k éamples not significantly different'Irom standard h>' Qﬁl and

therefore sampling is ‘adequate for. tha doctor.

 TABLE 3.:"

"
.....

" . -~ R e \
e ?',',. S

amp e6 of one day per. week for four weeks compared to
the complete record (six months continuous ﬁoding)

1.
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Using Medical Audit-Results To Plan Continuing

S Medical hducation in Commun ty Hospitals#*

Charles E.  Osborné, "'Ed.D., 2 Assistant Dean™ - o
K " for Continuing Medical Education ’ '
and Assoclate Professor of Medical Education
Southern’ Illinois‘University Schzg}.of Medicine .

Introduction -and Purpose >

4

With the limited t1me available to- practicing physic1ans which can be spent
in formal CME, the selection of pertinent topics becomes critical. The first
step in organizing any effect1ve CME activity is needs identification ‘since CME

- 1s generally believed to be more effective when directed toward specific problems
" in patient care which have been pinpointed by the medical audit (1 6). Both the
JCAH and the PSRO,program endorse this approach (7-10). -

A discussion of the use of audit results and the necessity for CME based on
medical audit is presented by Brown (41) and Sanazaro (2). Recent estimates of
the percent of problems identified by the medical audit which are related to lack "’
of physiciad s medical knowledge and possibly correctable by a formal CME ‘program
range from less than one -to fifteen percent (12, 6). There are also data to
indicate that physician knowledge is not necessarily related to actual perfor-
mance (2, 11, 13, 14). Even though the literature. contains many reports of
improvement in medicai care attr1butab1e to CME (11, 15-17), there is a lack of
scientific documentation of the existence of benefits resulting from formal CME
programs (18). There are also data questioning the re1ationship between audit
results and actual physician performance (2, 14, 19-23),

Mason and Kappelman (24) reported that 627 of the CME programs that medical
school CME directors considered to be "successful," were designed to meet physician,
' needs as identified by the organizers of the sessions, while only 28% addressed
needs identified by the participants. In only two instances were ‘progrims designed
to meet needs identified by chart audit of hospital or office records. Since
medical school sponsored CME programs are designed for physicians from many varied
settings, the results of any one hospital's audits are of little meaning. There
needs to be a reason to believe the problem is generalizable to other settings
before these data are meaningful in planning CME for an audience from many differ-
ent hospitals. However, when a CME*program is designed for the staff of one
-hospital,. audit results of that hospital's performance should provide useful
planning data for education programs. This study was designed to evaluate the
perception of hospital medical audit committee chairmen regarding the role and
usefulness of medical audit results in planning their hospitals' CME activities.

Methods _ . - ;
An interview protocol was developed-and field tested. Questions. were open-
ended to keep from leading chairmen's responses. To help assure the consistency
of the investigation, one researcher in the Office of Continuing Medical Education
conducted all interviews. The audit committee chairman in each of the 70 general
hospitals in central and southern Illinois was interviewed. Each chairman was:

* Requests for reprints should be addressed to Charles E. Osborne, Ed. D.,
Office of Continuing Medical Education, Southern ¥llinois University School
“of Medicine, P.0. Box 3926, Springfield, Illinois 62708
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asked Huestions related to 1) the pg;ngag_gf_;hein_hqspitalls_aggggsA,2) hos

topic¢s: are determined, and 3) their committee's qpmpétenqe at a) developfﬁg,
wv,«El‘S?ﬁdpctip%AWQDQ_El;igllgﬂing"UPWQHmihémresultswgfjtheinwauditslmwQuestions[,

alsdﬂihVesfigated the usefulness of audit results in planning formal CME activi-
ties and what other sources of information were ybed to plan its CME activities.

Sixty-five of the hospitals had‘hospitai audit committées serving all departments
within the hospital. Two of the 65 hospitals shared a' joint medical audit
committee. The other five hospitals had departmental audit committees. In
those hospitals with departmental, audit cbmmitteés, each committee chairman was
. contacted. If any chairman refused. to be interviewed, he was offered the oppor-
tunity to complete a written questi?nnaire*coﬁtainiqg the same-information. For
- purposes of analysis, the hospitals were divided info three classifications
according to number of beds in each hospital. There are 33 (47%) small hospitals
which contain,less;than‘}OOIber;sZI_(3O%) medium hospitals with 100 to 200 beds;
and. 16 (23%)_large,hoSpitals:QithHZOI or more beds. One medium sized hospital
and four large-hospitals have department audit committees. In one of those four
large hospitals). each-'departmental audit chairman reported to the Medical Cire
:Commipgeé, whdsevqhairman was interViéwéd for. this survey.
- Results R

."‘ ‘ o ' 'i . ’ .

. Audit chairmen from 67 of the 70>h6sﬁita1s agreed to the telephone interview.
One chairmen completed a written questionnaire. The responses from the committee
which was responsible forzaa!?t in two hospitals were only counted once in the )

. final analysis, but each hog iﬁal was ‘counted' as having responded. Results from
the 13 department audit con afge chairmen (representing the three responding
large hospitals ‘and one med ‘m~hospita1 with department committees) and those

D

of the 62 hospital audit committee chairmen interviewed wéere not significantly

different in any of the area “inyestigated (x2, p < .05). Therefore, for most ,
reporting purposes, .their an fs.were combined.and results reported on 75 inter-
views: 32 chairmen;fréh%Sﬁalu_hOSpitals; 18 from medium hospitals; 12 from large’
hospitals; and 13'qeﬁa:¢medth girmen. ' . A
: R T " S o

Seventy—n@d""rcenéﬁpf e . chaitmen responded that the 'JCAH requirements
were at 1east“p§§i aLly‘&é' 3sible'for their hospital conducting. audits. The
' two most common’ ther MW given for performing audits were: 1) to improve
the quality of. patis ‘.c;gg+é¢d.z);¢q identify problem areas. The JCAH was
‘perceived as theyﬁﬁly 'asphftﬁéirnhpspital conducts audits by twice as many o
audit committee chairm ‘in_smﬁlﬁ hospitals as in either medium or large hospitals
(60% compared to ,30%). " If audits wére Mot required by the JCAH, 75% of chairmen
from medium and large hospitdls indicated that they would continue to conduct
audits, compared'tdﬂ1gssﬂgh&ﬁ\59%{ﬁrbbfsmall/hospitals.

L [P 1.’»*“‘ ‘v':‘v. ". Tt

Committees in-aibﬁoiiﬁéﬁél&foﬁééhalf‘of the small and large hospitals with
department audit commfittees generally selected audit topics based on number of
patients admitted in éagiyeh;diagﬁqs's:gEQUp. Eighty percent of all hospitals
used either the most ‘common-diagriosis:or left the decision to members of the
audit committee. In very few:instances were audits conducted in diagnosis areas
where the committee had  §céivsd3infdrhétion that there was a problem with the
care being delivered. Howgvér, :there is.no way to know whether individual com-
mittee members used this teason when.buggesting topics. Several chairmen com-
mented that they believédftbisﬁté‘béjﬁhé'casé but could not be sure. The primary

‘method(s) used to select.gﬁditg&opi¢s;argﬁpresented by hospital classification
in Table 1. P T S ,
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Only 197% 0f those surveyed disagreed with the statement, "audits are a good

SYMETHIUW Ul TAQICLt iy PO WIITIT TUTMar CME PTOgrams Can e based — CILapDIie—2r-
However, only 23% could identify a CME program which had been developed from -
audit data. ormal CME programs based on audit results were more likely to be
presented in 1Xrge hospitals (427%) or by departments (31%) than in either medium

- (11%) or small (M9%) hospitals. When & deviation from the pre-established
standards was identified, a formal CME program generally did not result. The

most common occurrence was that audit results were discussed at staff/department
‘meetings and recommendations of changes %in medical procedures (or their documen-
tation) were adopted (23%) or*a letter was sent to the doctor(s) whose performance
differed substantially.from the pre-set criteria (16%). Other actions listed
included: changing the criteria used in thé audit, recommending changing hospital -
procedures, encouraging more elaborate chart dbéumentation, purchasing new

equipment, and doing nothing. ]
. g . i
When the audit did not result in a formal CME program, eighty percent of the

time one of the following three reasons was cited: .1) the chairman did not have

~ the time or inclination to put on formal CME programs for an identified discrep- - -
ancy which was traceable to oné or two physicians with whom the chairman could
either discuss the problém or initiate a formal letter from the Chief of Staff,
2) the problem identified was administrative or logistical rather than related
to a lack of physician's medical knowledge, and could be managed by a change in
hospital procedures 'and, 3) too little information was available from the audit
upon which to base a CME program. The other 20% of the responses were spread
among the following reasons: too busy to develop a formal CME program, no facil-
ities to provide formal CME, did not know how to set up a formal CME program,
not autherized to present formal CME programs, and "I don't know." -

The chairmen's rating of their committee's performance on each of the thre
stages of the medical audit (the devqlopmen; of criteria, the actual conducting
- of the audit, and the follow-up on the results of the audit) is presented in
Table 3. There was not ‘a significant diffe¥ence in the perception. of the
chairmen regarding their committees performance on the three stages (xz, p < .05).
Most chairmen believed the success of zhe committee was directly related to the
>tformance of the medical records perdonnel. R ' '
4 : » R . .
. eventy-eight percent of the chairmen believed that CME shduld be based on
t§ ugpterests of individual physicians and on new techniques rather than audits.
h@gﬂyothgr responses which accounted for the remaining 22% were: update of
gmaterial, audits, and problems identified in patient care.

¥

}l

~.

-

. Even' though it appears theoretically -sound to base formal CME programs on ‘
needs identified through medical audit, those most directly involved in audit at
the hospital level in central and southern Illinois do not perceive this to be a:
workable model. Particularly in smaller hospitals, the problems identified by
medical audit are not currently remedied by formdl CME. Nevertheless, since
only 37 believe théy are doing a poor job in following-up on audit results, the
performance of audits may be-resulting in informal education activities which
are, in every sense, educational for the staff and may improve the quality of
patient care. The fact that audit results do not always lead to formal CME
programs may also be due in part 'to the belief that audits do not accurately
measure quality of care, and, therefore, do not provide an accurate assessment
of needed programs. ‘

v
L
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The majority of small hospitals complete medical audits because they are
required to do so by the JCAH. Small hospitals find audit to be a less productive-
tool than large hospitals There is the belief that the JCAH requirements have
created unnecessary extra paperwork for hospital personnel, especially those in-
‘the Medical Records Department. In smaller hospitals it is believed to be
re1ative1y easy to identify the one or two physicians responsible for any identi-
fied deviation from expected standards. To develop formal CME programs for the

-whole staff to reach these one or two persons is not viewed as either cost
effective or an efficient use of physician time. As one chairman stated, "In our
hospital the staff knows each others strengths and weaknesses; the audit is an
expensive way to confirm them." Many medium and large hospitals would continue
.to conduct audits even if the requirement were lifted by the JCAH. Perhaps in -
the larger hospitals with more support staff the burden of conducting medical
audits is spread among more people reducing the time needed from any one person,
In the small hospital, staffing the audit committee is .more likely to disrupt the
-Medical Records Department since the responsibility commonly falls on one person..

A program of self or indiVidualized instruction may. be a method of dealing
with the one or two staff members for whom a particular need is identified.
Building educational programsvio meet an individuals need, while possibly not -
cost effective for the provider of the CME. experience, may in the long run prove
to be quite cost effective for the health.care delivery systems since those who
do not need the program are practicing medicine rather than receiving instruction

" in areas‘where they have already demonstrated. compe¥ence.

Medical audits, even though perceived by audit committee chairmen to be
well designed and well conducted, are not generally detailed enough to provide
information upon which to base a formal CME program. Although they may identify
areas where CME is needed, the content of the audit seldom provides enough -
.detailed information upon which to develop the content of a formal CME program.
The 1980 Edition of JCAH's Accreditation Manual for Hospitals deals with this

dilemma by recogniZing alternative mechanisms for assessing the quality of
patient care.

Many audits identify no deviation from ‘expected standards and’ thus there is -
-no need for formal or informal CME. One reason, for this is that good quality care
is being delivered Two possible explanations for the proportion of audits that
reveal no discrepancies could be that quality care is generally being practiced
‘or standards have been set too low. Another possible explanation could be that
the areas being audited are not those where problems are likely to be identified:
Hospitals which choose audit topics by frequency of diagnosis, at random, or
because criteria have preViously been developed by another agency, may be failing =
to capitalize on the possible benefits of audit. Auditing areas where outcomes
have.been poorer (e.g., high patient mortaility, morbidity, complication, or
readmission: rates) than expected, or where the audit committees' judgement tells
them there may be problems, could result in a larger percentage of audits docu-
menting existing problem areas.

The author recommendsthatfuture research develop and investigate more cost:
effective means of identifying needs upon which formal CME programs can be based.
The fact that .audit results do not lead to formal CME programs is reasonable.
Many other more informal educational activities may be shown to well serve the
-'overall purpose of quality assurance programs. ..the continuing education of

" physicians and the impr0vement of patient care.

A . - ' T T ~ S
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PR TABLE 1. Nunbcr nnd Percent of Audit Countteel in Ench Hospital
N Chur(icuion Using Various Methods to Select Audit Topica

N
a 1l .

Hospital Classifica tion

Primary Hetlp'os'i'f'é,f V . v artmental ey
Topic Selection® Small '~ Medium Large . Cogmittees - - Toral®
— .),‘v ‘..‘"3“»':»‘. - —— -
Most Coumon Dxlgnolu 17 (53%) 6 (332) &4 (332) 3 (45%2).
 Suspected Problen Axea 821 3 (R 2 (193) 18 (192)
At Random . © 39 e, . 5 (712)
" Committee Discuasion , - ' - ! ; '
{e.g., each member o :
suggests a topic) .- © 9 (282)° 12 (672) 7 (58%) 32 (432)
Criteria Already o L pa
Available 1%, ~ 2 (%) 1 (8%), 2.7 €9%)
' None Conducted Prior : ST e
to 7/78 - ) ) R N & 9 I .1 Qax)
Number of Incervicws R * ] . 18 12°

* Several of those intervicwed responded with more than one primary reason; thercfore,
2 will add to more than 100, .

TABLE 2. Number ang Percent of Audit Comsittee Chairmen Who
Agreed With the Sutenent “Audits are a Cood Method of -
Idennfying Needs Upon Which Formal CME Programs Can Be Baied"

Response "

Hospital CIAJJification . Agree Neutral Disagrae
Small n =32 17 (532) - -9 (282) 6 (19%)
Mediva n =18 10 (56%) 3 () s (28%)
 Large n=iz2 o # 9 75T 1 (83) 2 (17%)
' Departments n=13 s :‘H (85%) 1 (82) "1 (82)
TOTAL =~ nw1s : 47 (63%) 16 (192)° 14 (19%)

. T/BLE 3. Percent of the 75 Chaixmen Intervxeved lutin; the -
Ferformance of 'n\eir Comitzee Between Excellént lnd l’oar

\ : : _ Rating -

) Excellent l - Poor
Stages of Audit : 1. 2 3 4 5' -
Development of Criteria oL 182 454 (1} [ 14 1Z. k
Conducting the Audit 152 . 512 730% a4z
Follow-up on Results Cowxo 39z ¢ oz 3z

. _ .
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- IMPACT OF RESIDENCY. PROGRAMS: _MEASUREMENT ‘PERSPECTIVES =

’ R . -

MODERATOR Kenheth N Rowe Jr R M D. ST
o7 Un1veﬁs1ty of C1nc1nnnat1, Schoo] of Med1c1ne ;

M‘?thf““' E.f;rh?{i'ﬁgwt-~_Ni~
= FACULTY PERCEPTIONS OF AMERICAN. AND FOREIGN PEDIATRIC RESIDENTS

D1fferences between facu]ty ratings of fore1gn ‘and Amer1can
~ graduates are described along three dimensions -- character,
tognition, and consultation seeking, and the educataonaT
1mpT1cat1ens of these d1fferences are d1scussed

'1' o
v',, o 2
A St e

‘ PERFORMANCE ON PART 111 OF THE NATIONAL BOARDS - THE EFFECT OF
- RESIDENCY TRAINING : \ Q“w
It was determxned that scores on’ Part 111 oft the Natiomal Board
- Examinations are influenced by the type of postgraduate training
. program. The graduates who enrolled in internal medicine, family
medicine and flexibTe programs performed at a h1gher level than
. &  those in five other programs., -

PATIENT INSTRUCTORS AS EVALUATORS OF HOUSESTAFF CLINICAL COMPETENCE

’Symptomat1c non-physician patient instructors (PIs) with
stable. describable findings on physical examination have been
trained to function independently of phys1c1ans as patients,
‘teachers, and evaluators- of houseofficers’ phys1ca] diagnosis
skills. They are able to provide objective data which
correlate significantly with intership acceptance committee
rankings, program director rat1ngs, and peer evaluations.

~
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Q_ﬂ,x . FACULTY PERCEPT1ONS OF AMERICAN AND FOREIGN PEDIATRIC RESIDENTS*

\.."-‘.

ST, Joseph Sheehan, Ph D.,** SuSan D. R. Husfed B.S., Department of'Research in"
Healfh Education, Un|vers|+y of Connecf(ch Heal th : nfer, Fackmington, CT;

lfDan Candee,. Ph.D., Center- for Moral Educafnon, Harve Un|vers|+y, Cambrldge, MA;
Charles D. Cook, M.D., Deparfmenf of Pedlafrlcs, Downsfafe Medlcal Cenfer, v
Brooklyn, NY. o : é

A . - : . . <

-

1ntroduction . ' R ' - S e
* The presence of foreign-born resldenfs and phy54c|ans pracflclng in. The Unlfed

States is considgrable. Until ‘recently. one-hal f of all physicians Ilcensed each
year to practice medicine .in the ‘United Stafes were born and trained abroad. They ™
constitute 20% of all .physicians. in the United States. Thus, it is of great . im-.
porfance in terns of: pIannlng and evaluating resndency programs| to understand The

. ways -in which "foreign" residents are -perceived. by faculfy supe'Vnsors as belng
-5|m|lar To or dlfferenf from their American counferpap#g\_\/// . ,

;;Background s ;, K '_. '

[ o A - . .

| graduates perform
.1975), there is.

e differences at the”
hys|c|an characferls-
time physicians
staff level are im-
efpre the resident |

, - Alfhough There is a general |mpresS|on Thaf forelgn medic
’ more. pooriy’ Than their .U.S.. counterparts. (Nile, 1976, Williams,
. -little evidence ‘that These percepflons translate into. measurab
-;af?endlng Tevel (Saywell, 1979). Hospital effect rather than |
tic seems to. explain more of the variance in performance by th
myreachpthe affendlng level.- Percelved differences aT ‘the house
"..:portant, since.there is a tong. ser|es of screening mechanisms
becomes .an affendlng . state I1censure examinations, analysis of credentials before
_rece|V|ng ‘hospital . pr|V|Ieges, formal .and informai- peer review (SayweII' 1979). At
the house-staff level the forelgn graduafes -are’ likely-to be-ekperiencing Ianguage
dlfflculfy and cuITuraI shock wh|ch may |nfluence the way They are judged by
facuITy superV|sors _ E ) .Nuvr_ :.,5. _ »)

.\"

Weis (1974) has shown dlfferences befween U S ‘and forelgn medlcal graduafes on
medical knowledge as measured by the E.C.F.M.G. examination. Studies. by, Margufies,
Bloch-and Cholka (1968) and by Halbersfam and Dacso (1965) reach somewhat conTrary

- conclusions. While both studies reporf differences) the Margulies study warns of a
potential disastrous effect of such differences. on sfandards of practice, while-
Haiberstam warns that many perceived dlfferehces may simply be. the result of one -
self- fulfllllng prophecy feedlng on ‘another rather than any- reaI dlfferences in
performance . , I _ -

,.J . v:. R JR
L4

The current sfudy is tntended To describe perce|ved dif?@hences in performancev
, ahd to discuss The |mpI|ca+ton of such dnfferences for house staff. educaflon

RS

Methods
: x;- S n ’ . Rty
-The 157 residents in This sfudy were’ chosen from five dlfferenf un|vers|+y--“' 3
relafed trainipg programs. - S|x+y~Amer|cans were selected from three programs,‘and
97 forelgn graduafes from the remaining two. Neither-the. seIecflon of programs nor
residents ‘was. candom. ‘waever, the programs did represenf a widé range of quakrfy
- as’ v1ewed by profess:onal coIIeagues (Sheehan, -etal, 1980). P

. >

3
»
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From Two fo f|ve faculfy supervisors rated each restden us:ng a rating form Coe
describing twenty aspegts of ciinical performance plus. a raflng of overall performance.
The rating form was adapted from items validated by CooKﬁand Margolis (1974) and.

* cast into a semanflc differential format..for each:of the fwenfy performance char-
acteristics. Each item was rated on a sevegn-point scale ranging from-1 (positive
pole) to 7 (negaflve pole) .= The rating of overall performance waiﬂbased upon a
four-point scale. Cook and Margdfns (1974) reporf reliabilitjes thé' .75 range.
For'a s:&;ample of 26 resudenfs rated by four common faciilty members, the rellablllfy
of the M8an rating—croxerali perforinance was 0.86, whi'le the average intercor-
relafuon among four raters was Qﬂél\jSheehan, et al, 1980). E 2 ’f_.

Furfher sfudles on fhe construct va |d|fy of fhe perfoﬂmance raflng scale .

(Candee, et gl, 1980) reveal three unde;iztﬁg latent varlableseor factors.. The first

factor is sﬂiiacfernzed pr|mar|ry ‘by. interpersonal and character: items® Trelates well
to patients, works,well with others, is compassionate, admits mlsfakes, ig honest,

. and knows own Ilmlfs. The secpnd factor seems to deal primariiy with cognlf:ve -
characteristics: organization) fund of medicat knowledge, decisiveness, Btinicatl
judgment, and seeks medical kno ledge. The fhlrd facfor -fs characterized-by empathy-
and seeklng consultations. These three facfors, when takén together, account for
. 15 percent of fhe§var|anoe;shared by all twenty of the items on the rating scaie.

Resulfswv, g : fuﬁt_ :

Table 1 presents the mean: ratings for forelgn and American residents. foreign
graduates have poorer raflngs on M1 twenty performance characteristics, including
overall performance. Due to the'direction of the scale. these pogrer ratings are S
|ncha¢ed by higher mean scores. _Ali of the differences aﬁi statistically significant,
and ali-but two differences are at or beyond the .001 level of S|gn|f|cance.~ -The
largegt differences appear on the qualities of "empathy," "seeks clinical con-"
suitation," "is personabie," !is compassionate," "js honesf " "relates well to
paflenfs,"fand "seeks medlcal know | edge. "

}
h
5

Table 2 summarlzes~d|fferences Uefween forelgn and American graduafes whch are
_computed from weighted combinations of performance items’‘combined into the fhree
factors foungiby Candee,‘l e., characfer, cognlfuve and consulting.” The mean scores
for each fac¥or are, presenfed at the bottom,of Table 2, along with differences between
the means for each of the ‘two groups.” While the ahsolute difference in means is
relatively un|form across the three factors the magnltﬁde of *he di fference relative
o fhe means is considerably larger for facfor 3. f/

- . v v

. Drscussuon = . S .
.FIFST it should be stressed that fhese resulfs are based upon faculty raf|ngs,
which are undoubfedly influenced py ‘factors ofher fhan actual performance. The ™ -

- ratings’ are subjective Judgmenfs ‘based upon faculfy percepflons

Y c ‘:;-.f * a

It may not be surprnsnng fhaf forelgn graduafes ‘are rafed Iower than Amer|can o
graduafes on clinical performance.: The foreign graduates are rated. slightly worse = -
in overali performance, armean of 2.3 for the foreign graduates versus @ mean of 1.9 '
for the Americans. All twenty items on the subscale reflect this same di f ferénce 7

favoring'fhe Americans. It |s the prof|Ie of the dlfferences “that affracfs affenflon

¢

!

on The f|rsf facfor icharacfer and |nferpersonaf) the- blggesf differ'ences » -,

beﬂkeen foreign and Amerlcan graduates are seen on-the ifems dealing with honesfy,
~ compassion, and relating to” patients. The forelgn graduafes are.seeq as less: hopesf
less compasgsignat®, and poorer in, relaflng to paflenfs , - .
a4 . B RN
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On the second factor. (cognlflve) the blggesf differences befWeen “foreign and
American graduafes involve medical knowledge, -the seeking of medical knowledge, and
clinical judgment. Each of these differences is close to a full standard deviation.
Foreign graduates are seen as knownng less about medicine, as being less active. in’
'seeklng med|cal knowledge, and as havnng poorer cllnlcal Jedgment. ,
® The dlfferences on the Thlrd facfor may be the most InTeres?lng and of The . Py
most practicel value. This factor contains the two items showing the largest ‘
dbsolute difference beTween the two groups,‘empafhy and seeks medical conbultation. _
The forelgn graduates are seen as less empathetic and as seek|ng medncal consultation -
less than.the Americans. . The reason for the addel importance of. these differegces -
is that- They may be Th? md%$ tractable. Differences between the groups on the
cognlflve factor may sfmply reflect preV|ous educational, experience.. Research and
previqus efforts indicate that changes in knowledge are falrly easy to affect. One
would expecf that wnfh‘conflnued training and sufflcnenf moflvaflon knowledde -
dlfferences could evenTuaFly be mlnjhlzed . '

In terms of The second set of dlfferences, The prognosns is less clean Less
is known abouT affecting change.in honesty, compassion, or relating to patients.
The -same - would be true.of empathy which appears in the third fdctor. e However,
there ‘Seéms to be greaf pofenfuat .to affect changes in resident consulfaflondseeknng
behavidr. In fact," it would even seem that improvement "in-seeking’ consultations
would parflally compensate for perceived weaknesses in medical knowledge and * -
s«clinicad: Judgmenf This would seem to be a reasonab e poflcy to lmplemenf in
ressdency educaflon .

v
-

Conclus|ons

.Significant and |mporTanT dlfferences between foreign and American resndenTs,
as measured by -faculty ratings, cah be clustered ipto three- summary cafegornes
characfer, cognlfnve and consulfaflon seeklng behavnors

R leferences on, aT least some of the quallfles composnng two of The facfors
cognitive and consultation seeklnd\seem easily amenable to change. AdmlTTedly,,
our discovery of considerable differences: in superVIsors perceptions of the use
of consultatjons by foreign and American residents is‘not equivalent to having.
discovered that: the. groups dﬁ% in fact, . use consulfaflons differently. However,
we suggesT that, programs which Teach foreign residents to make more appropr.iate use
of consulfaflons .might go a Iong way towards lmprov1ng ‘“their communicatiéns with:
American resndenfs and supervisoérs and also in assuring a more unlform standard of
medical care in this coun#ry e _ o v

.
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S, T e Gy TABLE 1
e . e * '_ .
* & MEAN RATINGS OF FOREIGN AND AMERICAN PEDIATRIC RES IDENTS,
» — T '
. * . ., Mean - . o
4 e & - - - Foreign American ) I
. . _. ‘ : . . ' .
Organized” - ' ofp . < - 3.14 2,75 - .39 2.53
«Admits Mi.sTa_ke's . ) o 2,99 2.65 .34 2.51
Accepts Requnsibi lity - B 2.78 2,33 45 3.26,
‘Hongst - _ ; : _ - 2.60 1.98 X2 5.17 -
Dependable . o 2.76 : 2.29 Y 3.07
Works Hard L 2.77 2.32 . 45 3.29
-Personable . .- 3.45 2.65 .80 . 5.84
Relates Well to Patients . 3.18 2.51 _ .6“ 4.89
Compassionate : 4 . ,3.34 2.50 YL oM 6.13
. Empathy . : 2.95 -1.30 1.65 12.05
Works well with Others . 3.00 2.57 . .43 3.14
Medical Knowledge ! ' 3,357 2.78 .57 3.93
Teaches Well - © 3.68 . 3.25° .43 2.44
Seeks Medical Know | edge 3,13 2.40 .73 5.21
Aware of Own Limits S . 312 2.75 .37 2.68
Technical Skills _ L ‘ 30104 2.81 .29 © 2,04
- Decisive . - e L 825 2.76 .49 2.99
Clinical Judgment ‘ : 3.19 2.64 © .55 3.80
Seeks Consultations T 2072 < 1.33 1.39 5.81
~ Responds_Well to _Emerge|nciesw' ;o - 3.27 2.73 .54 - 2.83
overall. N R 40 . 4.57
*All significant at P <.001, except two. - i
- | | e
e‘ ] A ’ -, s
. = TABLE2 ° <
MEAN*FACTOR SCORES  OF FOREIGN AND AMERICAN PEDIATRIC REjSIDENTS
* .v - 1
_ ’ _ Mean SR A :
) ' Foreign  American C A .
L ' . L.
Factor 1, Character 13.2 *10.9 " 2.3 4.16
Factor 2, Cognition "12.5 10.4 2.1 3.82.
Factor 3, Consultatjon " 500 2.3 2.7 6.43
< IR L . n . s
*All t values significant at P<.001. .~ N
. . -_ - . ) . N /
. ' . . ¢ . r .
Ny . o ‘ ' ) \ ) .‘ . ' ' , .
- 4 -
. . !
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PERFORMANCE ON PART III OF THE NATIONAL BOARDS - .
' THE EFFECT OF RESIDENCY TRAINING

Jon Veloskl, M. S., and Joseph S. Gonnella‘ M.D., Offlce of Medical Educatlon
Jefferson Medical College : S . _ -

L]

Whlle scores on Parts I and II of the Natlonal Board Examinations (NBE)
have been Wsed to monitor curricular changes, similar use of Part III has
not been’ emphasized. 1'2 The clinical competence of graduates is an impor-
tantézeasure of the quality of medical educatlon., ' Because Part III of NBE
is taken.by.most graduates soon after completlon of medical school the re-
sults of this examination could be used as one measure. of the physicians'

competence and as a reflection of the effectiveness of the- educatlonal pro-
. grams.

Although the empirical validity of NBE Part III and similar exam—.i
‘inations has been questioned 4/3: the content and face validity of this
. examination lend support for its present use in the absence of an alterna-
tive. ' Consisting of pat1ent management problems and multiple choice ques- -
- tions based on clinical material in written and pictorial form, it is '
1ntended to measuyYe the clinical competence of physicians in training as
the final step in a process of certification.. Since JPart.III attempts to
sample broad areas of clinical knowledge and skills required of all physi-
cians, and since the examinees have spent the nine months prlor to the ex-
amination in a wide variety of postgraduates programs, it is possible that
' scores might vary according to the type of program of each graduate, No
. reports of such d1fferences have been published to. date.
In this study we tried to determlne whether or. not performance on the
" Part ITI examlnatlon is influences by the type of postgraduate program taken
_in the first year after graduation from medical school (PGI). We expected
that graduates who followed the more general tra1n1ng programs such as
‘internal med1c1ne, family medicine or flexible (rotat1ng in earlier years)
would achieve higher scores than those who entered programs which lead to
earller spec1allzatlon, such as surgery, obstetrics/gynecology or psychiatry.
Since the groups m1ght differ in levels of knowledge and skills" prior to

res1dency training, scores on Part 11 of the NBE were used for statistical
'correctlon of these differences. . 2

N

-.::2"»‘

. » Lo
Method - ' S . Lo
. The data for the present study of 1564 graduates Jpetween 1970 and 1978
were derived from a longitudinal study of the graduates of the Jefferson
"Medical College. Data were excluded for 213 graduates~who followed{ 5 year
BS-MD program. The* rema1n1ng physicians were" class1f1ed accord1ng ﬂo the
type of postgraduate-.program followed in the first yeax. Elghty-se5
graduates who' pursued certain specialized programs, such:as anestheslology,-
radiology and urology, were not included in the presentastudy since the
number of graduates in any one of the programs was too $) all for méaningful
interpretation. Of the ‘1264 graduates remdinihg, scores on Part III.were
. available for 1028 (81%) graduates who had given permission for the medical

Reprints: Jefferson Medical College, 1025 Walnut\Street,

Philadelphia, Pennsylvania 19107. N
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-means on Part III adjusted by the results of the ANCOVA.
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school to obtain reports of their scores on Part III. A chi square test

" comparing the distribution of the types of PGI programs of those with

scores (n = 1028) to those without scores (n = 236) detected no differences

(x2 = 10. 75, df = 7, p <.15) with regard to the type of program. Since
scores on NBE Part II were available for all: graduates the mean of Part II

_total scores for®those with Part III scores was compared to the mean for

’those who had not given permission. .The mean score for Part II was greater
=.535) . than for those who did not

“{p <.01) “for those who gave permission (X =
(x = 515). N

- The hypothesized effect of the type of postgraduate program on Part
ITI scores was tested with a one-way analysiS‘of‘covariance (ANCOVA) where
the adjustment for prior differences was based on each subject's total score
on NBE Part II. The homogeneity of the within grxoups regression lines was
‘tested and not rejected (p «<.60).. The Neuman-Keuls procedure was used to

" compare the means on Part III, after adjusﬁment fdér Part II.

Results o o ' . .

Diagram 1 shows the changes in mean scores from Part II to Part III
g%r the graduates in eight PGI .programs. Table 1 shows the means and =
standard deviations of.scores for these programs,. and Table 2 presents the
'The most noticable

declines are seen in pathology and psychiatry, while levels of performance
Diagram 1 CHANGES IN_ MEAN SCORES FROM PART II TO PART .III_
'FQR GRADUATES IN EIGHT POSTGRADUATE PROGRAMS

- Mean . ‘ Mean
‘Part II ‘\/ Part III
570 .- > :
N . o : ”
. N # | Internal Medicine
- -~ h - Family,Medicine
' © 530 PR ~ exibl
o _,u—::;—""——-" Flexible
National e T LT~ e . Pediatrics
Mean T~ s N : L '
- - L ‘
; , 49%0 - -~ T Surgery
. S~ e Pathology
TS e Ob/Gyn
450 - _
V ~
>~ .
. e Psychiatry
410 ’ : :
370 ’
|
330 ;
Minimum s ,
Passing - : I
Score P 290 P

ol ) R 156



Table 1 l MEANS AND STANDARD DEVIATIONS
PARTS II AND III OF THE NATIONAL BOARD EXAMINATIONS
WITHIN TYPE OF POSTGRADUATE PROGRAM

. -
‘Program ) n Part II Part III
" Family Medicine 111 532 540
B T 88 98
¢ UFlexiBle ) -0 221 511 512
v‘-’é;. ) q . . ‘.'& 88 97 _(('J
SR e oy
Internal bfﬁ'ediilcli’}dé ) ‘328' v 554
L . " v v T 96
. Ob/Gyn .46 495 - 467
" _ : ‘ ; 90 . 96
Pathology . 25 574 479
' 100 © 99
- . Pediatrics 75 543 - 501
: " 88 92
Psychiatry § 24 485 ‘ 432
. 77 92
Surgery 198 512 492
) - 83 85
All Subjects - - 1028 531° .- 519
4 ' 93 - 70
§ , ,
ANALYSIS OF COVARIANCE - PART III
af ss F prF
Part II 1 4064138 *° 835 © .0001
PGI Program 7 481426 = - 14 .0001
Error 1019 4959215
& - '
*
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are relatively unchanged for graduates 1n famlly med1c1ne, .internal medicine
and flexible. The table for the ANCOVA of NBE Part III scores shows a .
stat1st1ca119>s1gn1f1cant,effect ﬁor PGI‘after ad]ustment for Part IT.
Comparisions of thevadjusted means us1ng the Neuman- Keuls procedure
at alpha = .10 identified.three groups of. PGI programs. One group includes
family medicine, internal medicine and flexible. The second.is comprised
of obstetrlcs/gynecology, pediatrics.and’surgery. The third is psychiatry
and pathology. v};;" SRR '
Table 2 MEAN SCORES ON PART III OF THE NATIONAL BOARD EXAMINATIONS
ADJUSTED FOR PERFORMANCE ON PART II BY ANCOVA
S WITHIN POSTGRADUATE PROGRAM

. i TN .
, T ) “
. s e M s

:'Program7’ﬁ . . n Adjusted Mearr

. . '1', E .‘\ o ’,, l »T.'[‘ \ B - ¢ _. 'v Part III B - ::“ %
B . - Family Medicine , ' 8,
R R ’ “‘;,*'Internal Med1c1ne N o 6) .
TR - '_IFlex1b1e PR e 52@
T e : r".‘SurgerY~l o Y B 504IA"1"" - R
S e . . 'Ped-iatrics ' \ ) " Y4927y ‘ A
ST - . ob/Gyn A 492}}!" . o
; N e B ot . A
. i.'~v - l ©© . psychiatry PR iw:464?‘ L
;.p1 v ‘ ;‘<'f; ! Pathology : 5<“7 “ 447 ' i
;ﬂ‘:.'f - . .Note: AThe brackets 1nd1cate programs grouﬁed according tO teStS "?'.
sy . v A-_for dlfferences by the Neuman-Keuls’ procedure. Means with- '
Co - ";1n each group are not significantly (p<. 10) dlfferent

" Discussions and Conclusiohs'

s

. Part III of NBE is a measure of clinical combpetence and is- used
not only for 11censure but also for the evaluation of the product of

" medical educatlon. ~In thlS study we determined whether performanqs,on
Part III is influenced by the type of_ PGI program. We éxpected and found
that the .graduates who entered the broader, less specialized’ programs L
performed at a higher 1eve1 than those in other programs. - The. sample was W o
representatlve of the graduates who entered the eight types'bf PGI pro- - _ ‘::"7

. grams, ,but, tended to include graduates w1th records of higher performance LT

- on the,NBE Part I1 examlnatlon. : , %

.y.

il
. i
a . "r_ﬂ‘

‘ These results have implications for med1ca1 coileges, %he gnaduates
"and the postgraduate tra1n1ng programs . ‘While it may -be argued Ehatv
those who pursue pathology as a career may need knowledges and Skli}S that U

- are dlfferent than those measured by Part III, the same cannot be sald for - . .

-

the other groups which showed measurable dec11nes I1f scores on Part III 7ﬁ§fi -

\\iu v | : B ._]45l£;é? SO :,‘
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are, in part, a functlon of the type of PGI program taken by the phys1c1ans,
this* varlable should be recognized if the results 'are used as a measure of
‘the quallty of the undergraduate programs. In addition, variation in scores
may also be -due to the faculty and unique features of each hospital's en-
viormment, and of course the characteristics of the graduates who select
dlfferent programs.' ' LT

5 LN

Graduates whose scores on’ Part II of the NBE are marginal should be
counseled abouy the potent1al influence-.of their postgraduate experience
on their performance on Part III. .In the present study the performance of
nearly all graduates is far above.the minimum passing level for Parts II
and III, but this may not be: true fox other samples of graduates. However,
in other samples the academlcally marglnal graduate who is entering a PGI
-program leading to early spec1allzat10n might be advised. to undertake inde-
pendent ‘study to prepare for Part III.

A
A

One of the most 1mportant consequences of these results must be
addressed by the postgraduate programs themselves. If Part IIT does in
fact\seasure a subset of clinical knowledge and skills expected in all N
Physicians, these flndlngs suggest that these competencies are not being..
fosteredyequaIly in all. programs., ‘Bven if Part III were replaced by the
Comprehenslve Quallfylng Exam Program (CQEP) or the Federation Licénsing ‘
Examination (Flex I and II):-'its- present 'format and content will influence .
these new examinations of clinical competence. Therefore, if-our find-
1ngs are documented by others, our results provide support for a broader.
general education-in the clinigal sciences before a physician' enters
speciality training as recommended by The Council on Medical Education.
of the AMA in its report "Future Directions for Medical Education”.

o - ’
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PATIENT INSTRUCTORS AS EVALUATORS OF HOUSESTAFF CLINICAL COMPETENCE
A e 11
Paul J. Rutala, M.D., Paula L. Stillman, M.D.,
and Darrell L. Sabers, Ph.D.
(University of Arizona College of Medicine, Tucson‘ AriZona)

)

»

In 1970, the American Board of Internal Medicine (ABIM) discoptinued -
the oral examination as part of its certification process.  Formal
evaluation of housestaff by: the ABIM is now accompllshed by written:
exam1nat10ns which contain mult1ple ‘choice questions and pat1ent-management
4problems. These assess a.candidate's factual knowledge and ability to d1ag—'
nose’ and manage clinical problems when specific historical,. physical, or
,laboratory data have been provided.’ While these examinations:have.proven « -
usefﬁl in the assessment of the~cand1date s cogn1t1ve ab111t1es, they bear
11ttle relat1on to actual" clln;cal encounters in which: the phys1c1an must
1nlegrate and syntheslze data’he himself has collected’ In add1t10n, these -

" methods of evaluation’ provide 11ttle information regard1ng ‘the ‘candidate's:
“attitude, his Sklll in develop1ng rapport with patients, or his technical
ability in e11c1t1ng a h1story and performlng a phys1cal exam1nat10n.

The responiublllty for assessing the board- eligible internist with
regard to these actugl clinical skills has now been delegated to the.
individual prbgramsq!hlch train.internal med1c1ne housestaff. Evaluation
methods are often subJectlve and dependent upon the directors of the
training’programs. Input is often sought from many faculty members, each
of whom may use somewhat different criteria to judge candidates.

In an .effort to obta1n a ‘'somewhat more obJectlve evaluation of a:
candidate's clinical performance, the ABIM has provided training programs
with a form which can be completed by a faculty member as he observes a
houseofficer examlne an actual patient (the "fully observed pat1ent
encounter"). ‘Limitations of this method are many: the physician-patient
encounter may be affected by the presence of the faculty observer, the
method requires a considerable commitment of faculty time, the’ phy31cal
examination findings detected by the houseofficer cannot be verified unless
the faculty member re-examines the patient himself, - and an element of
subJect1v1ty remains wh1cn is dependent upon the observer and individual
patient chosen for the encounter. This evaluation may suffer from the same

, lack of reliability which was one of the major reasons the bral examin-
ations wer€ themselves discontinued (l) Further, an on-site ABIM survey
of 161 training programs between 1973 and 1975 revealed that only 21% of
the programs conducted a "one-to—one'" exercise where a trainee was observed
dur1ng ah entire encounter (2). ' . \

V1deotaped physician-patient encounters have been used for evaluation
purposes in some programs.- Although the evaluator need not be present in’

3

. . . v
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the room at the time of the examination, the v1deotape mustagqi:
later. Despite thé fact that.feedback to the ‘houseofficer. a?t 3
videotaping leads to increased completeness: .of the physigal eﬁamgnat1on,
the improvement in performance does not. énsure 1mprqved\1denn+ffﬁat1on of
pathology or correct ‘interpretation of f1nd1ngs (37, Furéher3 g@1§a1n
maneuvers of the phys1cal,exam1nat1on are subJect1ve and ,an ev hator <
reviewing a v1deotape may not accurately discern if they have been done.

Only the examining physiciadn and patient d1rectly 1nvolved in the encounter
»can Judge such maneuvers. . .. - Do S : "

Other tra1n1ng programs have advocated the use of .chart audit to '-,¢ﬂ
measure the performance of houseofficers ‘in clinical sitdations (4). Uﬂing
computers ‘and non-physician abstractors may conserve phy51c1an time and in-

. €rease the amount of data:available on ‘each tra1nee. However, .the ‘accuracy’
of phys1cal findings described in sthe chart are not always verified by a 3
second observer and the houseofflcer s at¢1tudes and relat1onshrps with
patients are not assessed. S . . , e

‘ A new objective method for 'assessing competence in. bas1c cl1n1cal and

‘ diagnostic skills has Ueen -developed at the University of Arizdna qulege
of Medicine (UACM) (5).. This new strategy overcomes many of the
“deficiencies_inherent in other evaluation models by utilizing tra1ned
non—phys1c1ans as evaluators. This program has beefi adapted to. evaluate
housestaff. :

THE PROGRAM "

-

)

2

Seven chron1cally—1ll pat1ent 1nstructors (PIs) with stable, abnormal
cardiovascular or pulmonary findings were trained by physicians to evaluate .
the physical diagnosis skills of first-year housestaff (PGY-1s). The PIs
were judged by representatives of the \internal medicine faculty to have
physical examination findings that all houseoff1cers should’recogn1ze.

" Their diagnoses Tncluded asthma, bronch1t1s, bronchiectasis, mitral regur—;
gitation, click-murmur syndrome, and aortic stenosis with aortic insuf-

- ficiency, The PIs were taught to evaluate the thoroughness and ‘proficiency

- of the houseofficer's examination and to ascertain whether the houseoff1cer
correctly identified and descr1bed the abnormal findings.

All PIs had been employed prev1ously as part’ of a program .to evaluate.
the physical d1agnos1s skills of second and: third; year medical students at
UACM (5). They were hired as staff members of the Un1vers1ty and paid an-
hourly wage. ‘After the PIs had ¢onducted more than 600 sessions with three

.classes of medical students, the program was adapted to evaluate three '
_groups of PGY-ls: twelve internal medicine PGY-1ls ‘at the University of
Arizona Affiliated Hosp1tals, eight family pract1ce PGY-1s at the same hos-
p1tals and six internal medicine PGY-1s. at the :Plcson Hosp1tals Medical
Education Program. Each PGY-1 was randomly ass'g ned to examine at least
one PI between the third and eighth month of his ;ra1n1ng year (due 'to
scheduling difficulties, every PGY-1 did not have’ the opportunity to
examine both a pulmonary. and a cardiovascular PI). . The houseofficer was
asked .to perform the specific spec1alty examination on the PI and to be
prepared to record his findings at.the completion of the examination. The
PGY-1 was told that his examination of the PI weuld serve to.identify
strengths and deficiencies in phys1cal d1agnos1s skills. Poor performance
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‘Vist.and assigned a performance score,

90-minute evaluation session did

'scores within each spec¢ialty area were computed.

°

.on. the examination would not prevent his progress in the training program.

- .

. %.At the completion of the housecfficer's examination, the PI evaluated

thoroughness and proficiency of the examination using a performance check-
Concurrently the housecfficer iden-
tified and described the PI's findings on a content checklist.. The PI then
assumed the rdle of teachep—-and réviewed with the houseofficer hispexamin-
ation techniques and his %dentificatibn and description of findings. The
PGY-1 was given an opportunity to review and repeat; relevant portions of-
the examination. The PI provided informal feedback to the houseofficer on
his interpersonal skills within the examination setting and suggested
methods to increise a patient's cooperation and comfort. The PIs func-
tioned independently of direct physician input; at no time during the

a faculty physician enter the room.

) ) . .
o, 1 ‘ B RESULTS . ' ) ‘
Correlations between performance. and content
The correlation coefj
ation and'.22 for the pul-

Neither approached significance. In addition, the

Correlations between Scores:

ficient was .05 for tHe cardiovascular examj
monary .examination.

;corrélations between. cardiovascular, and p monary content scores and the

" correlation between the two performance s
. only at the .08 level with a two-tailed

" Correlation of Scores with Program Directors'. Evaluation:

‘cardiovascular' and pulmonary- performance stores were computed. . The cor-

relationbetween the two content scores wak —-.22 (not significant). . The

s “as .40 which is significan
of. significance. ' These' ‘
findings were similar to those obtained with the medical students (5),

Six months into
the PGY-1 year, two directors of the university-based internal medicine

residency program ranked their 12 PGY-ls on the basis of ability and

 skill. The directors were instructed to use whatever evaluation means they

had at their disposal, including subjective impressions from daily rounds,
conference presentations, and evaluations received from other attendings.
The most intemsive personal contact the directors had with the PGY-1s was
when one of them was ward attending. Other.interactions occurred during
weekly professor's rounds and: conferences. The correlations between_

_directors' rankings and the content scores obtained by the PGY-1s in both

specialties were not significant. The directors' rankings, however, were
positively correlatad with both cardiovascular and pulmonary performance
scores’ (Table 1). The ‘reliability of ‘the directors'. average rankings was

~+47 when corrected by the Spearman-Brown~formu1a.

¥

-

Table 1.

- . Correlations between Program Directors' Rankings and
Specialty Examination Scores of PGY-ls

13 ‘ " [N

' Content - Performance .
, Cardiovascular 13 o . 60%
Pulmonary .30 L J1%F i

. % "p=.04 (one-tailed);
A% p=,02" (one‘:tail'ed)_;

. ‘a 3
i pA
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Aruitoxt provided by Eic:

.04 (two-tailed)

.08 (two-tailed)

. Ra

-150- |
182

-



. eachihouseofficer was told not.to. rate*himself or “any other PGY-1

~.ratings an Lgr
the average peer ratings-of the four individual areas

o

o

‘Correlation of Scores with Peer Group Evaluation: I
the PGY-1 year, each university-based internal medicfilfe intern was asked to-
.rate his PGY-1 peers on attitude, ability to acquir data base, ‘ability
to identify problems,. and overall clinical competence. A five-point rating ,
scale was employed in the evaluation of each of the four characteristics. == & .
- No anchoring descriptors were provided. 'The evaluations were anonymous and - |
with whom

e twelfth month of

" he felt he had insufficient -contact. = - Lom

: ??FfCoﬁ sité. peer ratings were then correlated with scores obtained pq'thé
'P1 examinations.- Significant correlations were found between the peer

”>fa%iqgs‘and the content scores achieved. by the PGY-1s on both the pulmonary -

" and ‘cardioyascular examinations (Table 2). Correlations between .peer .
zﬁpegfdrmance scores were not significant. The reliability of 5 .

: ' j rated ranged from .79,

~.;o;.891$55combpﬁed by ‘the method desqribedzﬁy.Ebél'(S).

_ _ ? ' Table 2~ B

- 'b ) ‘ » ' ' . ) ) )

‘Correlations between Peer Group Ratings and Specialty

Examination Scores of 12 University-based PGY-ls'*

.

‘Content o . Performance .

: : > Pulm . CV . Pulm cv
Characteristic Rated .- o S : . S

| . Data Base Acquisition = .35 46 y .27 .12

';’Problém,Re ognition VA .60% = . -.18 -.05
Attitudes - 47 - 42 - . .01 -,01
Overall Competence . = .54% .58% Cn w005 T 03t

Average Rating - - = 48 Se33% . L W03 .02 %

Correlation of Scores with Acceptance Committee Rankings: Each' university-

~'based-internal medicine PGY-1 had been rankéd: by the interm“f'p.acceptanceL c
‘committee of the .department prior to beginnidé%his interashipi' The L R
committee ranking was largely subjective and bdgsed on the dean's letter,:. .
individual letters of recommendation, and a personal interview. 'The dean’s .
letter was weighted most heavily. The relagiveaﬁgnkiﬁgs by the acceptance
committee correlated significantly with the contént: scores on the . e
cardiovascular examination (r=.62; p=.02), with ovérall peér ratings - . P
(r=.52; p=.04), and with peer evaluation of each PGY<1's abilit ‘to obtaid’( N
,a data base (r=.56; p=.03)." ' S [ e

.-
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There was no significant correlation between the performance ‘and. cogs
tent scores achieved by a given houseofficer in either specialty examin=v = .0 .

DISCUSSION -~ - - ¥

ation. Houseofficers who performed the mdst'thorough‘examinétion5rwgre not’ls < rs
necessarily those ‘who were able to describe the-PIs' abpermalities most ac- ’
curately. This finding supports the contention that ‘a compulsive examiner
_may-not necessarily be able to describe physical findings any more accur= :
- ately than a less thorough one. 1In addition, low- correlations between the . - . ‘

. o . ¢ .- ot Lo . \ P . o
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cardlovascular and pulmonary content scores and the cardlovascular and .!
pulmonary performance scores imply that eacH spec;alty .examination may
require separate evaluation., These. f1nd1ngs were sLmllar to those ‘obtained
during the student program (5) o ) - ! .

v s s
0of part1cular interest were_the. gorrelatlons between the scores pro-

. vided by the PIs and the evaluation,methods currently used by directors’ of

- the housestaff program. The subJec%ﬁve rankings of the PGY-ls by the pro-
gram directors correlate with performance scores. Since.the directors have
contact with the PGY-1s pr1mar11y gurlng rounds and conferences, their = -
evaluations may be based largely on the thoroughness of the PGY= l in an
ordered setting rather than on his actual diagnostic abilities. This

finding supports data from\the ABIM survey which suggested that in 20% of

all programs visited there was 1nadequate contact between attending .

>

physicians. dand houseoff1cers to allow adequate assessment of c11n1cal -
skills. (2).

»
-

" Peer rat1ngs were pos1t1ve1y corre1ated w1th content scores on the PI
examinations but were not correlated with performance scores. JThe day- ° ,
tb day cooperation of peers in an actual patient-care setting may provide . . -
a prime opportunity to evaluate the d1agnost1c competence of a house- ‘

offlcer. If so, this method of ®evaluation is rarely- ut111zed “fully by
tra1n1ng programs. )

[t

. .
4 ~ P .

The rank1ngs of the PGY-1s by the\dnternshlp acceptance committee cor-
related significantly with peer evaluations and with the_content scores on
-the cardiovascular exam1natlon. There was no significant correlation be- -
- tween acceptance comyj ttee rankings and PI performance scores or ratings by

pyogram directors. The authors cannot fully explain why a significant cor-
relation would result-from an acceptance system which is largely based on
subjective input._  Other observers have indicated that the dean's letter
may be a valid predictor of performance (7,8) and the relatively gréater
weight placed’ upon that-letter by this particular committee may explaln at
ieast part of the correlation: In any case, it would appear that the in-
formatlon which is- currently being evaluated by this acceptance comm1ttee
is adequate to pred1ct some components of clinical competence. . .

' Tne advantages of using PIs as’ pat1ents, teachers, ‘and evaluators in a .
competency-based clinical evaluation of medical students have been dis-

" cussed elsewhere (5). The authors assert that PIs can function effectlvely
"as integral components in the, evaluation of housestaff. Although the as- -
sessflents obtained -from the PIs encompass evaluations of segments of c11n1-
cal competence available: from other sources, thé PIs provide numerical -ob-

jective data not previously obtained from any other 'single source. Fur-—
thermore, PIs can prov1de each houseofficer w1th»d1rect individual input
about nis abilities so that areas of weakness can be 1dent1f1ed and cor-
rected,  thus completing a ‘feedback loop, which has often been lacking from
tra1n1ng,program evaluations of clinical competence (2). Analysis of the - )
checklists may identify individual as well as: group errotcs for program .o
directors. Individual houseofficers: with deficiencies in perfofrmance, data .
gathering, or 1nterpersonal skills can be detected early in their training
and remedlatlon may be recommended. oo C

L U, - e eI
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. - . CONCLUSIONS

Y

’

[ Symptomatic non-physician patient’ instfuctors have been trained to
function independently of physicians as patientsy teacheTs, and evalu-
ators. Such patients with stable, describable findings have provided a new
mgans: of objective evaluation of a houdeofficer's ability tp petform a
physical ekamination and to gathet accurate data from that examination.

: o . . ) lo -

The authors would not presume to conclude that the current desigh of
the PI program allgws “for precise prediction of the ‘performance of the
houseofficer in a real patient setting. Rather, the program is an attempt
to'quantify objectively selectéd critical component§ of clinical compe-

. tence. The program oontinues to be under expansion and development. It ‘is
.being used for other levels of-housestaff training ‘and cont;nqing medical

seducation for practic'ing phy§iciané. It is hoped that. expansion of this
" method will_eventually pPermit objective evaluation of the- total process oﬁ

the clinica counter. ©o W ) ,
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MEDICAL STUDENT NEEDS: WHAT- AND WHEN
. 07‘.‘ [ = oy . . .
Médical school student affairs programming. should relate e
directly to perceived and prioritized student needs at different
. times during training.- This paper describes a qyestionnaire

..'_ » ._).

~

for providing this information' N

' v, ,

AFFECTIVE LEARYANG IN MEDICAL EDUCATION. = RS
. v . - ’

"« The purpose Gf this study was to test a theory of affective -
. .. learming in medical edu®tion. Two critical areas of .
« affectiVe learning were isolated and became the focus of »
the study: (1) Coping with feelings about learning per se, ~?
. and (2):goping with feelings about illness, disability, e
"¢ death and dying. -
il P T

o
v
» Y .

(2 . . : . :
. EVALUATION OF.A‘MEDICALdECHOOL LEARNING ENVIRONMENT -
Sy > _ ' : %
o, The current lﬁarning,enyironment, rated by students and
faculty members, was cdmpared to the environment intended
.by the planners of &Be medical prggram. Ratings for a1l
“three current. environmental dimensions were lower than
ratings for the intended, but both strogg and weak aspects . .
. were identified within each dimension. * : » .
h ) . L, .. . ) . [} , . v
o - , é}‘, oo ’ J |
THE EFFECTS OF GROUP STUDY SKILLS COUNSELING AND‘KPPLIED RELAXATION -
} . ON'STUDY BEHAVIORS AND TEST ANXIETY IN MEDICAL A?D DENTAL STUDENTS -
. a ' .. . i) . 3t &
This paper reports on am investigation of the effectiveness~ )
of a three session workshop. designed t?gimprovezstug% : . . '
behavior and to decrease test anxiety ™h first year%hedidal .
and dental students.  The results ,indicate that a -combired :
treatment .of study skil}s counseling and applied Yelaxation
¢ significan -enhanced ‘the participants' self-reported study * A
- ski1ls and .e?reased their test anxiety. . : .. e

¢
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ENHANC ING ‘STUDENT/FACULTY ENVIRONMENT INTERACTIONS, Continued:

- ,

DEVELOPMENT, IMPLEMENTATION AND EVALUATION OF A PROGRAM TO

- IMPROVE LECTURE AND PRESENTATION SKILLS : o
This paper describes the development, implementation, and
evaluation 'of a medical school faculty development program
designed to improve lecture and presentation skills. Over
200 faculty, associated with 23 basic,s;ience and clinical
departments have participated in the program which features
faculty-consultant review of teaching,.based;on: 1) concerns

-elicited in a pre-observation copference; 2) consultant

in-person observation of an actual lecture; and 3) a’
videotape of that same lecture. R : '

[
R
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MEDICAL STUDENT NEEDS. WHAT AND WHEN

Grant D. Mlller, M.D., Elizabeth C. Mlller, M.D.,
Owen C. Peck, M.D.

University of Nevada, Rend, School of Medicine
n ' : t

Although awareness of i d1cal student needs and. profess1onal
knowledge of their dev”éopmental tasks are legitimate stimuli
- for student affairs pro "development, data from student
needs assessment questlo aires could ver1fy and refine these
assumptions. This is particularly 1mportant given rapid ‘changes
#¥n students, faculty, schools, and given budgetary and t1me
constra1nts.

. This common sense approach is’ assocmated with- anxlety attrlbut-
- able to several ‘nagging questions. Are student needs being

- accurately identified? Are student needs being adequately

met? Are the programs really needed?’ IS limited Rrogram
energy spent accord1ng to prlorltles set by students?

To answer these questlons, a search for existing "needs assess-
"ment" tools was undertaken. A review of the literature was'*a
only. part1ally helpful. Several general. descr1pt1ve stud1es

of attitudes and personality traits were found (1,2)-"

number of studies explored the interaction between students
and environmental stressors. The most lmportant of ‘these were
academically related .(3-6). , Edwards and Zimet's "inventory

or problems and concerns" was the most relevant to this work (7)

Subsequently, the Med1cal Student Needs Questionnaire. (MSNQ)
- was developed to help answer earlier . questions surrounding-
assumed student needs and student programming. The following
.criteria influenced the questionnaire design. First, the. needs
-‘and concerns addressed should be those: commonly found in the
literature; of these, only those: w1th1n thé sphere of influence
of the student affairs office should be included. Second,
problems questloned should be related to irritants éh d in the
medical school environment, the magn1tude assessed 3gugh a.
Likert self;ratlng scale. Third, the questionnaire ; shOuld ‘be
short and concise, promoting quick and spontaneous f%sponses.
F1nally, it should directly elicit proiégn ideas. NS

The purpose of this paper is to repor e results of our survey
using the MSNQ and dlscuss the1r appllcablllty to studenf’affalrs
programmlng.-\ 'ﬁ%n

N , LY ; . “ T ~
Reprint requests: Grant D. Miller, M.D., Diréctor of Student

‘Affairs,: School of Medicine, Manville Bldg., Un1versrty of Nevada
hReno, Reno, Nevada 89507// e s
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e L METHODOLOGY

The twenty-four item, two-part MSNQ was developed by the authors

using the criteria mentioned. The face sheet provided instruc-

tions and promised confidentiality. It dlso requested the

following biographical data: sex, age, marital status, living

arrangement, estimated hours of study per week, number of hours

employed, and if ‘counseling (personal, financial, career planning,

or other) had ‘been sought during the previous academic year, for

what reason. " ' -

: ~ o : .

Item domain was ‘divided into personal concerns (13 items) and

aca@gmic concerns (11 items). Personal concerns related to

physical health, social support systems, housing, lover/spouse

' and family relationships, finances, ‘emotional health, sex, sleep,
recreation, ‘and substance abuse. Academit concerns related to
grade competition, relationship to faculty, ability to absorb
required knowledge, study skills, study time, and test performance.

wta

- For each item in Part A, students were asked to rate themselves
on.a five-point scale as to the amount of worry it caused them
“ during the past academic year. The scale ranged from "almost
never worried me"”, given a numerical value of one, to "has
worried me much of the time", given a numerical value of five.
The mid-point, -"has worried me occasionally" was assumed to be ~
'.the average response and given a numerical value of three. |
Part B requfsted students to list items scored above the mid-
- point, briefly describe incidents which *stimulated the worrying,
_and provide suggestions which might help alleviate the problem
in the future for other students." . R
. . . _
The MSNQ was administered to all four classes late spring of the
1979-1980 academic ye@r. Nt was given to freshm n (N=49) and
sophomores(N=46) in- aJclassroom setting; it was mailed with a
stamped return enveflope to:jundors (N#49) and seniors (N=36)
with a telephone refinder one week following mailing.
. . C ,

RESULT§

Thé number of students responding from all classes was 125,, or
69 percent (N=180).  Of the respondents, 58 percent lived with
spouse, family or reJative; 67 percent of the ‘'students were
single, 20 percént hé&ld jobs, and 25 percent were female. -

' ' - % ,
The number responding. from freshman through sehior classes, with
percentage of the classutotal in brackets w 45 (92 percent);
43 (93 percent); 23.(47 percent); and 14 (3% percent). . The meart
age by class was 24, 26, 27, and 28 years.’ . ER

LN

. The average number-of hour§ studied weekly .by freShﬁan’and
. -.S@phomores was 25 .and 24._xespectively,.while both:juniors and......

- -17”0 ﬂ
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seniors studied an average of 17 hours " No 51gn1f1cant relation-.
ships were found between number, of -hours studied and how much
students worried: about spec1f;c questlonnalre 1tems (chl square)

Qf students respondlng to the questlonnalre, 26 perOent received
counseling during ‘the past academic. year. . Of these,. 58'pe;bent
were counseled for personal problems (problems other’tban flndh; , &
cial or career).. Of all of those counseled, 53 percent were
freshman (p <~ 05 by chi-square), 42 percent of females from, all
classes sought counsellng dur1ng the past year (p ( 05~ by;oHl— -
square). v . o , ‘ ‘ o,
o o
For those counseled, n1ne questionnaire items produced s1gn1f1—
cantly higher mean scores Items causing the greatest: difference
in amount of worry were: study gkills (concentration“and reten- f
"tion), performance on tests, housing or living s1tuatlon! and
competition for grades (.01 level of significance). Those 1
counseled also worried more than their classmates about their
ability to absorb all required knowledge,’ lack of . lelsuré tlme,i
and ab111ty to cope emotlonally (.05 level of 51gn1f1cance)

. s L |
Females worried s1gn1f1cantly more than males about the1r perfor~
mance on tests (.01 level of significance), butaa,T' ried
more about the use of drugs and alcohol .(:05 leviizsx iffdance,
separate variance. estimate only) Single studen ¥ ied more
about the adequacy of their sex’ life, conflic

parents, and the use of drugs ahd alcohol. (.08 '
cance, sgpprate variance estimate only). ‘Sing
worried more about their relationship to lover &k
students (.05 level of’ significange). Flnally;wf,.
living with family (spouse,,lover, parénts, or e LTy
more about the relationship to’ their lover, thegm:head
living situation, and the use of:drugs %nd alcolgiisy
In conslderlng data from Part A, when 2 percentjomqmoro of
respondents rated.an item "often has woggﬁﬁd me" O¥ has.
worried me much. of the t1me"| i.e. 4 or on a fl&ﬁ point -
scale he item was d as a major worr ' S

P t d&fhme J’ ».

2t

.

Tabl shows.. the rank order1ng of quesQnonnaire 1tems causing
maj rry to medical student respondents - as an aggregate and\ *
by dﬁass Items causing major, Worry are rank-ordered accordlng'
to- the Qercentage of - Studenﬁs ratlng the 1tem as'4 or 5.

E

Taﬁ@e II fur@é%r dé%fn $~the dlfferences in ranklngs and prov1des
two results.' Not'@ﬁiy ade th@re the expected s1gn1f1cant di

enges between upp nd- lowei classmen on levels of’ worry re:;rding
suqh¢1ssues’as léns,/ ut significang d1fferences alses
appear unexpecé dly bggween freshman and sophomores on otheri;vems
hd 1 M s " - K
z‘ *e " ’ § “T ‘ \ﬂ?. i % s e N i_ ‘“\ _3\%_' e
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_ worry often
dacate spe01flc
jde suggestxons
wPerfect
no ‘self- ratlng

For each questionnaire item in Part A which cawy
or much of the time", respondents were asked to
" inéidents which" st1mulated the worrying, and pj
which might help alleviate the problem for otée‘
comp11ance with instructions (included those W“
above the mid- -point) was found in 57 percent )
partlal compllance (mentioned incidents,.but g
~ was found in 25 percent of respondents. Ther;“
‘cant’ dlfferences in level of compliance betweﬂ'
varlables 'studied. : ‘

“no - suggestlons)'
)€ré no. signifi-
class or other -

» '.~L§/B" . 7. . "'!’ . :
In part ‘B, students responded to 23 of 24 g& f_wim Part A'ﬁ?e—'

flécting a wide range of differences in wha#: pErids s udents.,
. The most common suggestlons were convertlg,*fﬁg. e

.

lover,,and future career plans; produced a l
suggestions,.but increasing the dumbet &£ Joa’
appeared to be the, ‘most commoh suggestlon.
s e ‘ M DISCUSSION ..t
YN "g‘_._,'.‘ ,',' \) .‘;" )
Thohgh the:valrdlt of the MSNQ s questlodgr
A’make sense ‘for @ifferent classes, i.e. lowBife
Berned 4bout -their relationship to clasglighe fand basic sc¢ience
facultyaand about acqguiring knowledée,“jg g upper classmen ‘were
co cerned about debts, residencies, andﬂf?flr relatlonshgps to
o cllngcal faculty. Geniifl similarity sﬂaesponses found in:-other
:;l studres also supports e va11d1ty of th!s instrument.

their studres. Lack of le1sure t1me, relatlﬁn L;

The rellablllty of th MSNQ is, also in question. . Plans have been
* made . to .administer it. wlth minor alg *gtions on a yearly basis.

- This will determine retest rellabll't,)f It. will also determine

1£~thepe are deflnite changes in worm ‘over - time as. suggested -

by thlS study. ] \ A L

N

-

; 1 Q‘ . : [ . .
It 1s our 1mpres§ on that medlcal studen down play wdrries and
“tend to;USe a grept deal of denia part’ ularly if experiencing
prleems. Althoukh we have ho wd@ of know1ng,,th13\would certa1nly
depreSS 1tem scoirng and make our ;indrngs even more sa11ent

i

The main sttquth -of the MSNQ lies 1n assessment with program
deve&qpment as ,its goal. Items deal with worries and .concerns
suggested by the literature. When major worries are identified,
;‘,1nformatlon is. ‘®plicited about their origin and what ‘might be done.
"This gtassroots}informatlon source, problem definer, and fund of
‘program. ldeas ik . a pract1cal basis for student affalrs programmlng
whlch 1s ppéventlve in nature. :

vy

P
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The results from thisistudy focus attention on two groups- vulner-
able to worry. As highlighted by Table II, freshman tend to wWOrry
- more than any ‘other class about more. things, and frequently use

- counseling. The second group is female. They tend to use
counseling more frequently than males with 42 percent of all
females ‘from all classes seeking counseling during the past year.-

- These data will be useful in supporting new and bolstering existing

programs.. The latter suggests the MSNQ's usefulness in evaluating
' existing progams as well. - ~ )

common to medical studentsfa d prioritize specific problem areas
for the individual institutidn. Given everyone's limited resourfies:
this tool can help a school maximize its student affairs efforts.
These efforts should always encourage the development of physicians
who can humanly acknowledge, identify, and constructively handle
needs in themselves and their patients. ’ Py '
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Hinancial indabtedness

- Parformance on testy
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qaqate checked four or f1ve
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on d {lve-point scale,
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TABLE 11

SIGNiFICANT DIFFERENCES IN. QUESTIONIRE 17N
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Relating to patlents

Muture cateer plang

- Physical health‘ S !

Sleeping vell

Bxpeciences at comunity training sitey
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a) _  .AFFECTIVE LEARNING IN MEDICAL EDUCATION* '
. . , o - . '
ELSBETH KAHN, Ph.D., Associate Professor, Department of Community and Fafmily
Medicine, Uﬁi?ersity of Southern California” School bf,Medicine;‘SANDRA,L. LASS,
_Ph.D.;, Assistant Professor of Clinical Medical Education, Department of Medical ,
Education, . University of Southern California School ¢f Medicine; RUSSELL. -
HARTLEY, M.A.,.Rnalgst, Department of Research in Medical Education, University
of Southern California Schodl of Medicine; HELEN KORNREICH, M.D., Associate
Professor, University of  Southern California School of Medicine and the Chil-
dren's Hospital of Los Angeles. I .
e purposé'of‘;his.study was to test a theory of,affectiveflearning-in'meaiéaL
éE:ucation,- The, conce tual, model for this research was the result of the senior®
author's observation and experience with first-year medical students over a six-
Year pegiod in an Introduction to Clinical Medicine Course (I.C.M.). The course
goals in thgx~first year include“helping studénts to understand patients and.
‘their experZ;nce with illness and to understand themselves in relation to the
patient. It seemed that as students progressed in learning, they passed thrcugh
phases‘of,behavidr which reflected féelings and attitudes about new learning/as
" well as feelings about illness, disability, death™and dying, thus affecting
N their interacfions with patients, fellow.students and instryctors. Observations
‘ suggested that theré were underlying behaviors and steps‘whi?h students appeared
to work through and which séemed to involve the beginning of professional be--
havior. For example, many stydents, after an. initial period of confusion (dur-
ing which they 'seemed oblivious to the magnitude of the learning tasks at hand),
~became painfully aware of the newness of learning in .1XC.M. “In-theif’anxiety:_
.they- tended to deny the need. to fearn.» As a consequence, they would belittle'
the learning task, or see no need to learn at all. In time, théy tended to be-
come ‘angry, resentful and depressed. They would express resentment about' in-__
structors' emphasis on professional behavior with patiefits, declaring their K
preference for their own familiar and more acéeptable styles,"’/initil‘graduallys
they beéame'mpre-open to looking at new . ways of thinking and doing. Simultan-
eously, théy3w¢uld be making adaptations to being around ill persons. Many stu-
~ dents were not prepared -for what they saw, keard and ‘smelled, or for their own
reactions of fear, anxiety, guilt.and disgust. Some would -, : : R
patient's bedside. There were expressions of anger and signs of depression as
they were coping with the impact of illness. . Thus students might be critical’
of care provided, question negative prognoses excessively or remain unaware of .
‘a patient's upset. This behavior, in time, would subside and students would be= -
gin to feel.at ease around the g&ry sick and disabled and seem to get on better ~,
-'with their learning tasks. Thié'it appeared’ that this might reflect progress )
through affective leirning taS"'fh%ch have not"been’previbusly specified;.?Coné .
. 'sequently, this research was -degifmed to test a ‘theoretical model of affective
' learning in I.C.M. ° < R - o, R *
X , - RS, <~ . - . .

o~

Two critical areas of affective leaffing were isolated and became’ the focus of .
the study: . (1) Coping with feelings $bout learning per se, which refers to at- :
titudes about being an undergraduate stident all over again, recognizing what
*This,was a’ research project furided by the Natiopa& Fund for .Medical Education
from July 1977 to June '1979. . . . - - . . .., . .
;f.amFor;xepxintsfwrite;“.ElsbethMKahn,MPth.,mDept; of- Community & Fam: “Médicine, ~ -

‘USC' School of Medicine, 2025 Zonal Ave., Los Angeles, California 90033.. L

.
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lies ahead, and ultimately giving up dysfunct 1 1earn1ng of past educatlon
'(for example, interviewing-style); and (2) Cop q7~1fh feelings about .illnéss
*..and d1sab111tv, death and dying, which refers to. ‘dealing with the ever present
fact and threat of illness and disability (which few students antlclpate) and-
q1v1nq up unrealistic ideas (for example, expectations about progn051s) This
1earn1ng process is seen as central. to the integration of pr@fesslonal behavlor
into the se1f-concept, lest unresolved feellhgs affect tbe ob]ect1v1ty re--
qulred to care for 51ck 1nd1v1dua]s humanely and effectlvely
" Two basic assumptions‘are made - First, these are coping tasks in affective de-
.+ velopment which are inhererit in spec1a117ed 1earn1ng situnations, e.q., the clin- .
. . 1ical aspect of medical education.: Thus ‘these critical areas of affectlve 1earn-‘
. ing involve dlmenslons different from affective learning: related to spec1f1cv :
cburse content..” Second, progress in these areas of affective 1earn1nq will int
fluence medical students prOgress 1n c11n1ca1 1earn1nq.
R Behav1ors referred to above, wh1ch students seem : to work fhrouqh were rem1n1-
cent of the "mourning process” descr1bed by Llndemaq(l) and Kuebler-Ross(2)
. Further, it appeared that the "mournlng process” reflects attitudinal or af- .
fective learning as desc¢ribed and defined by Krathwohl, et al.(3). - The imp11-
‘cations of affective learning behavior thus far described can be conceptual-
ized further as follows: Medical education- requlres the acquisition of atti-
tudes functional for 1earn1ng of the professional currlculum, as -well as chang- -
ing and/or modifying attitudes about illness and d1sab111ty._thus u1t1mate1y
requlrlnq change in self and therefore change 1n self concept L L
! ' o N 3
The task of modifying aspects of self—concept evokes the mourn;ng reaptlon.‘
The latter is expressed in feelings ‘'of loss and grief as the- process'of re-'
11nqu1shment of aspects of non-professional self, which becomé dysfunctional .
to the developing professlonal self proceeds. -’ S 2y

e ' o 1

Extenslve sear’ch of 11teYature d1d not reveal 1nvest1qat1dhs of‘affectlve\learn—
ing as described in.ghis study. 1In recent years articles apd books have béen .
published which deai%;ltb stresses in -medical- education and Qeachlng of §en51—
tive areas such ‘as death and dang. Boles (4) discusses the ]acKioﬁqpchleve- '
ment of affective 1earn1nq goals in'an article reporting on a study of frq§h~
~man medical. students 1nterv1ew1ng patients. - o R “

R THE STUDY MODEL n7 »
o ‘Area I:  Learning Per, Se. Prerequ1s1te to-acqulrlng profesglonal knowl-
edge and skllls is the emotional acceptance of the need fgr such learnlng;and

. " for the relinquishment of "laym knowledge, attitudes and skills. Thus, how = =

’-QQ_ the student perceives relationships, style of communication, and roles areggll
;I- . part of self- concept In, the process of 1earn1ng to work with patlents, stu-’

o dents find that habitual roles and style are no longer acceptable or: functional,

*t and must be modlfmed. Students' emotional reactions are as to a loss of part

o of sle-concept .The-.process of resoluthn ‘begins when sgndents can glve up @

' non-functional aspects of self and can accept the need to 1earn new know1edqe,

attitudes and skills. - _ -~ = & . _ ' » “@_.d-

-

-

. A

Area II: Illness. The task for this Area of 1earn1ng is the re11nqu1sh-
"ment 6f fantasies of _"perfect health” and immortality in preparation to COplng
-~ ‘with thereality-of- 111n€Ss, I ofder Yo care for-sick- -individuals-students v
must dea1 with the1r own vulnerablllty and morta11ty. Through fantasies of

S . -]64- l-d.7 ke f. : | _ ;ba
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ioss of health, etc., students expegkence their f1n1teness. " The resultlnq
perceptlon of loss in' self-concept glves rise to another 1oss -and grief re-

. actlon ‘The ' mournlnq process" again involves’ giving up an aspect of self=-.. |
‘eoncept and accept1ng a new self-concept which will free the student to beq1n

. to ‘respond. more reallstlcally to perceive threats of 111ness.'

v . : . .

The model 1ncorporates four Phases of affectlve learning throuqh which" students

pquress, at differing rates in the two Areas, &%. they cope with the' affective

learnlng tasks described. These ;are Phase 1--Confus1on and bew11derment Phase

2--Den1a1 of the loss; Phase 3-—Anqeq and depression; Phase 4--Re1ntegratlon by
-coping through learning. Learnlng pccurs through coping witHl change. It ap-
‘peared that observations’ cou]d be tested in a systematlc approach of study. .

The ‘model was, constructed with an integrated process ‘for .each of the two af—

fectlve 1earn1ng Areas, and with each phase hav1ng behav1ors and educat10na1
resolutlons. ’ ' o :

Three major hypotheses are presented Hypothesls 1 st ted that there w111 be. a

dlfference in Progress Score from Tlme Perlod 1 (September to November) to Tlme'

Perlod ‘4 (April to June). Hypothesis 2 predlcted that. there w111 be a‘steady,
pos1t1ve trend in Progress Score through the four time perlods. Hypothesls 3
statéd that there w111 be no maln effect due to group. .

Y

o3,

0

METHODOLOGY S \ R
In the I.C.M. course ‘the class 1s d1v1ded into pprox1mate1y 24 groups” edth

with a phys1c1an instructbr and each assigned to one of the School s teach1ng
hospitals. Typ1ca]1y, students spend_abput ‘half the class perlod see1ng pa-
tients and the remainder in ‘small s d@sousslon. The study sample conslsted‘
of six randomly selected I.C.M. grougﬁ*of?slx students each, or a total of 35
students (1 dropout) in the f1rst ﬁ the .study, ‘and of five randomly and
-one non-randomly- chosen group, or as, oﬁal of - 35 4tudents (1 dropout) , in the
second year ‘of the research. Par ipation in the pro;ect was on a voluntary

basis. Only one group out of the original random sample decided not to par-

R

ticipate. ‘Students and instructors were oriented to the prO]eCt without being - -

given information about the conceptual model
N . o } - * e P

The data gathering instrumént» which was developed and used by the observers for
documentlng behaviors, consisted .of 80 possible behav1ors for the first year
‘and 62 behaviors for the second year of the study. The behav1ors were dis- ..
tributed. over the four Phases of each Area of, learnlng. They- were behaviors
wh1ch the- senlor author had’ actually observed over several years of ‘teaching

in T.ciM. " Since the integrative process for both Areas was the sdme, dis- "
crlmlnatlng between behaviors for each Area was d1ff1cu1t and remains one of

. the limitations of this studyf as was the length and organlzatlon of the in- -
" strument. : . : _ . .t

. ;‘ . ) a'.‘/’) .’a,

1

L For purposes of scoring, obdgrvatlon sess1ons were grouped into Time Perlods to

. ‘

tsmooth over variations in student act1v1ty. thance variations in observer at-
tention from session to sesslon, and deviations from the scheduled observation

days. *TKese groupings were: Period I--Septemberato ‘Novenber; Perléd --Decem-

ber to January, Period 3——February to March; and Perlod 4-—April to June. )

Y

3
- g
- o .

Progress Score was def1ned as the. level whlch a student had ach1eved_}nwpro->

. gress ‘through the& four Phases~at the-end of each—Time‘Perlod It was deter-
mined by welghtlng the numbe of observations in each phase at one observation’

‘x . A«

S e
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period by the number of the Phase (1-4) and d1v1d1ng by the total observatlons
in all phases GUrlng one- observatlop perlod L :

Trained observers collected data durlng the- d1scu551on pérlods descrlbed above.
Observer reliability checks were 'performed each year prior to the begin ,
the data gathering process. During the first .Project year each group wééng
served nine t1mes, and dur1ng the second yefar each group was observed twelve
'tlmes. . . . -

. »
»

RESULTS - /\lJi - . — « .
Results pertain to the second year of\ithe study. The first year was considered .
to be a pilot’ on the basis of .which adjustments were made in the observatioch in- ’
strument and in the methodology for the second year of the study. K :
. Hypoth851s I: There will be a d1fference,1n Progress Score from Time
~Period 1 (September to November) to Time. Period 4 (April to Qfdne) . An Analysis
- of Variance Repeated Measures De51gn demonstrated that thére was a 51gn1f1cant
difference in Progress Score over timé in Area I and Area 'II scores (p <..0001).
This d1fference held in both Areas of learnlng (p < OOOl) s :4This hypothe51s
was accepted j

- . ) I', :*
Hypothesls 2, which pred1cted that there would be a steady,_p051t1ve ‘trend
in Progress Score thréugh the four: Tlme Periods w1th1n each Area, was accepted

(p < .0001). S . ) N

- 3 -~
¢

Hypothesis 3: There wlll be no main effect due to group. Thls hypothe51s
was rejected The analy51s of interaction between Area scores and group reveal-

ed an 1nteractlon effect - between Area scores and groups as well as a main effect
due to group (p < 001) :

o

DISCUSSTON . s SRR SR S
The positive f1nd1ng for;iypothesis 1 supports the theory that there is a pro-
cess of--learning which takes place:in the affeckive domaih. With _.reference to
Hypothes;s 2, Tables 1 and 2 present the group means for each Time Period for
Area I and Area II. Since there was a steady, positive trend Whhin each Area,
-the authors believe that it is p0551ble for two independent areas of learning
to exist ‘as suggested by the study theory. This assumption will be the subject
of further study. . P ’ e » ?
PR - $ ‘ QT ,
Inspection ‘of Tables l and 2 reveals an upward trend for all groups while Figure
1 shows the upward trend of Progress Scores through the Time Perlods., The re-
sults suggest that students give behavioral responses characteristic of each of
the ) four integrated Phases described in' the mpdel and that their learning pat- .
terns followed the conceptual framéwork. ‘This hay mean that students work,
through four phases of a loss and gr1ef experience related to changing self—
concept, and that beg1nn1ng profess1onallzatlon can be observed in the "fourth
Phase. Thus, there was progress as'predicted in affective learn1ng. While it
was assumed orlglnally that' there would be no main effect due to group,. group
pbrocess is a hlghly s1gn1f1cant factor which mlght have had an effect ‘upon pro- .
gress 1n affectlve learnlng in "the two Areas under study"

CONCLUSIONS AND IMPLICATIONS .
> Data were analyzed by: 1)’ process in affect1ve learn1ng--s1gn1fy1ng chang1ng
-and re1ntegrat10n of self-concept, and (2) areas of. learn1ng--Learn1ng Per Se

s
. .
9 - : s
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and 111ness and D%sabirityi\ The data analysii's related_to Hypothesis 1 and 2
apPears to support the the®Bry of process in affective learning in ¢linical ex-
_perience. The authors are cognizant that affective ‘learning takes place in
other areas of the curriculum .as well. It is possible that some behav1ors -
observed related to affective learning outside the immediate clfnical situa- =
't#on The difference in trends in.Area Scores suggests, however, that a unlque
aspect of learning process may have been tapped by this study. Consequehtly.
even if affected byeother variables, the differende 1n trend in Area Scores
SUqgest sUpport for a theory of two specific areas of affective learnin® in
medical education as described. Further, the theory may be summarized as fol-
lows: observablé behavior suggests that affective learning requires (1) giving
up ol1d beliefs and behaviors; (2) changlnq self-conaept; and (3) working
£hrough a mourning reaction. We believe that these changes are méasurable in
the c11n1ca1 settlng where the behavior is manifested. . - -

]

.

The effect of group dlfferences needs to be the subject. of further study. Dif-
.ferent students progress at differing rates. Different groups have 1nterna1
characteristics which determine bdhavior of group members, in this instarice,
progress through Phases of afféctive’ learnlnq. Class characterlstlcs and
therefore group characteristics” vary from year to year.. 'As Becker, et al. (5)
determined in their study, medical students as a group develop perspectivel
and a culture which relaEes to how they solve the’ problems which they perceive'
in relation to various- aspects of medical education. Yet, while we speculate
that gifferent I.C.M. groups may have_had different perspectives with regara'to
how to cope with learning in 1.C,M. spécifically, and with the specified ‘af-
fective learning tasks by 1mp11catlon. all groups progressed through Phases

1-4 1n the manner predicted.

Our‘model hag 1mp11catlons for curriculum content plannlng This is especially
true for the mix of coqnbtlve and affective learning tasks, which would allow

. .the stydent £o achieve’ mastery of affective learning tasks as rapldly and ef-
ficiently as possible. In that sense, we see .this approach not only- as 1mpor-
tant to the education of the physicians who will be able to ,practice in truly
humanltarlan -caring and patjent-centered manner, but also to the eff1c1ency

~ and economy of the process of professlonal education. The authors ant1c1pate

. I.C.M. ingtructors! explorlng the use of a revised version of the observatlon

' inStrument as part.of the’ evaluation process expandlng the experlment to other
‘areas of the Currlculum and testing this theory in a longitudinal study of medi-

cal educat ion. : . : , . *
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. " TABLE 1

PROGRESS SCORE

A0

AREA 11

S

&

-

SESSIONS - \ SESSIONS -

FIGURE 1,. P
.27 7197879 Data

1-3

4-6

SESSIONS
7-9

rogrom Score vs Time

SESSIONS
10-12

i
/‘ B

Iliness and
Disability

.

ICM GROUP MEAN AREA { SCORES FORvéACH TIME-fERIoo W .
: ’ | .1978-1979:‘ | ;
{ ' ' : . ' ' - Groups . -
TEii'EERIOD 1 .2 3 3y "4 - s 6 ALL
1. sessions’ 1-3 1.90 2.07 1.92 3.89 1.53 175  1.84
| 2. Sessions 46 2.30 2.18 2.52 2.38 2.11 2519 2;23
3. segfi;ns' 7-9 2.53 2.64 i.sa 2.53 2,65. 270 2.65
a. Sessions 10-;2 . 3.06" ‘3.31\ 3.45 2.91_ 3.18 ‘2:97 3.15
N . . Al o ..
' T TABLE 2- R
" ICM GROUP MEAN AREA TI SCORES FOR EACH_TIME PERIOD .
' : ) _ | .Groups v
TIME PERIOD ! 2. 3. =4 5 6 ALL
1. Sessions. -1-3 2.10  2.08 'é.013 2.50 212 2.13 2.16
2. Sessions ij} - 2.49 z;?7 206 262 2.1 2.42 2.39
3. Sessions- 79 - 2.0 3%0  2.60  3.15 -‘ 251 3.0 2.86
4 Sessions 10-i2 389 ©3.53  3.56 . 3.13  2.98  3.44  3.30
* 3
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R . EVALUATION OF A MEDTCAL SCHOOL LEARNING ENVIRONMENT

A Harr1s, Ph.D. Fatulty of Med1c1ne University of Ca]gary'

Thls 1nvest1qat10n of the learning’ environment at the liniversity of

CalqarV‘meaxcal school included a factor necessary for systematic evaluation-- -

a cr1terg¢n The.-learnina: environment intended by the planners of the -
Jmedical progtam (1968- 197h was the criterion aqainst which .the current
Tearn1nq ‘environment was comnared The study asked three quest1ons How
does the current 1earn1nh env1ronment compare with the environment
envisaged by the p) qge Do students and faculty members differ in
their- percept1o gf environment? What strenqths-and weaknesses,
relative to the env@r ;ment intended by the p1anners, are present7 '

Invest19ators of;Med1ca1 school 1earn1nq environments have asked var1ous
questions. Rothman: and Ayoade (1970) investigated the usefulness of their
Learning Environment Ouestionnaire for curriculum evaluation and Levy
(1974) asked if that questionnaire was sensitive to the effects of chanae .’
in students' perceptions. Differences between the perceptions of. faculty '
members and students were investigated by Sheshan (1970). Edwards and N
Zimet (1976) wished to identify problems and concerns amona medical students.
Other investigators have studied stress in medical school settings (Marshall,
1978;. Arnold, 1978; Rover, 1978). Althouah the questions differed, the
stud1es were predicated on the important relationships among the psycho]oq1cal
and social dimensions of the learning environment. This study was similarly
developed.- - ' '

The three dependent variables for this study were three dimensions
reported to be common to several different psychosocial environments (Insel
and Moos, 1974).  These are Relationship, Personal Development, and System ~°
Maintenance and Change. Relationship refers to the nature and intensity of
. -personal relationships within the environment. Student to student and )

faculty to student .interactions belong in that dimension. Students® pro-
fessional and personal arowth characterize the second d1mens1on The third ~ |
.dimension refers to the orderliness of the environment, the clarity of '
expectat1ons, means -of control, and respons1veness to chanqer
INSTRUMENT
T A quest1onna1re containing 118 statements based on the ph1losophv and
oals of the Calaary medical program (Cochrane, 1968) was develoned for
study. Three faculty members knowledgeable in the philosophy and Uol1c1gs
he medical education program reviewed the questionnaire, decided whether *
h statement was>consistent with the- philosophy of the medical school
identified aspects of the environment not included in the quest1onna1re,
ral revisions were made as.a result of their Suggestions. .Then each

statement was placed in one of. the three environmental dimensions descr1bed'
preu}ously

oD O+,

The. quest1onna1re was adnun1stered to 104¢fgr5t- and second- -year
edgtal students who werq.asked to indicate on"d@ five-point scale the extent
%0 which the statement descr1bed an aspect of the current Tearning
env1ronment :

¢ - '- i 160 182



The psychometric characteristics of the questionnaire wére examined
" by -analyzing the data from the students. Statements weﬁe‘deleted»usiﬁq an
~ iterative proceduré described by Nunnally (1967).. Over.ggeveral trials
67 statements were deleted either because” some ‘s thtement ‘gorrelated to n,
about. the same extent with more than one dimension or bdggugeé some-statements .
did not correlate highly with th# dimension in they belSTd.  In the latter °
~case, inclusion of the .statements did not appreciably incredse the. alpha:
reliability coefficient for the dimension. The nurpose of #the analysis <jas .
- to achieve a relativelv homogeneous set of statements within each .dimension,, "

but also to obtain relatively heterogeneous dimensions. % e e
) . £ » .7 .

After modifications resulting from the analysis described above, the
questionnaire consisted of 51 items, 10 of which were in th Relationship
Dimention, 17 in the Personal Development Dimension, and 24 the System
Dimension. The internal consistencv reliability cogfficients- (alpha) for
the Relationship, Personal Development, and System Dimensions were .84, .83

- and .87 respectively. - ° . ' .o " W
METHOD . ¢ et @
P . [ ] R . “ - . B

The responses of the 104 first- and second- vdar mddical students to the-

.- 51 statements were taken-.as an es®imate of ehe current 1eaﬁning.env1ronment
as perceived by the-students. " There were no signifi®antdi¥ferences between
. mean responses on the three dimensions for #he §irst and second-year students,
' so their data were podled for anadysis. : o '
i R PY . . KN

In additjon, 31 full-tihe fdéu]ty gembars responded to the questionnaire.
Their total teaching Hours were inethe upper quar§i1e for all full- and
part-time faculty membersf‘tgachinq howrs. That group was assumed to have

~more completesinformation about thg learning environment than faculty
members with fewer tdhching hours. The’responses from the 31 faculty
members were considered am estigate of the current Tearning \environment, as"
‘perceived by the teéthing faculty. < = : '

To obtain an estimate ofsthe intended learning environment (the criterion
for the study)s sefen fagultysmembers (judges) were asked to sort the 51
statemehts into five groups, from most imoortant to least important, in’
, terms-of the philosSophy:and program’of the medical school. Three of the T
faculty meMberq.had'beéh invo1Ved.in‘pﬂanning the medical proardm during the
medical school's ‘inauqural period ‘and the other four had arvived shortly
thereafter. - A11. seven had been active in policy formation, curriculum:
development, and teaching since their arrival. The interrater reliability.
coefficients for the seven judages' ratings (unadjusted means) calculated °
from  .anatysis of variance, repeated measures, of the ratings (Winer, 1962,
pp. 124-132), were .89, .63, and .66 for the*Relationship, Personal =
Development and System Dimensions respectively. '

The_responses from the three qroups were compared to see if the estimates
“ . of the current learning environment (represented by the ratings -of the students
and faculty members) and the intended learning environment (represented by
) the ratings of the judges).differed. : . : .

. » .
L ’ ‘ T
: ‘ ’ % . : . .-
.&“ 4 ", ) . o ¢
. . . . , * . .
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\RESULTS-AND DISCUSSION

The mean rat1nqs frdm the three aroups for the three d1mens1$7.

1earn1ng environment are ‘given in Tabie 1. To test¥for significafy ;;

“~ differences between the means, the data were subjected®®o a multiv o
' ,{ena]ys1s of variance, an approach which controls for 1nterdependenc1f\
the data which m1ght otherwise result in spur1ous1y h1gh F ratiose¢ %

CTABLE 1 - S
Mean Rat1ngs for Three D1mens1ons o? the Learn1nq Envlronment

S~ = Relationship.
C L items)’

. N- ' Mean sd

i £

- oo e
Intended (judges) 7  43.57 3.10

* Current (students 104  35.57 6.84

Current (faculty) - 31 ° »3ﬂ 26 . 3.19.

. * .‘\ vl ‘-‘,‘,_,,,' s y 0-,.:“7 o A
-+ The mu1t1var1ate F ratio given below Tab]e is.an overal T4 t of o, Low
s1gn1f1cance for the three groups across the three dimensiors . Whe PR
F.ratio is s1gn1f1c8nt (in this case P.¢ .000KY it is appropr1ate 1o examine ., *¥
the univariate F rdtios for differences between the means’ fnr the groups on.\| "’
- each d1mens1on ~and as- Table ‘2 shows the d1fferences were s1gn1chant )
’ ’ ' C .." ’ - > "& C :‘.4_.. s s - " - 5 ;‘,. .
o T B2 F e E e T Tl
Ty L Univaridte F.ratios 'for‘\ T,h" & .

x

- df

’ PerSonaT‘Deve1opment ‘2 139 " nl N0 st 00001 - R e
System » 139 H"ﬂ[ﬂv[""5,’;mt, TN (/1) IR

Multivariate F (5,276) 853, p ¢ 0001 CoEE.
Multiple pa1red compar?sons were then computed*for each pa1r.of means fofwn -2

each Diménsion. - As Table 3 :shows, both students”. and- facu]ty members' rat1nq§-ixﬁ
 differed significantly from th judges' rat1nqs for all three. d1men9¢ons{% jw-i_‘ﬁf
- However, ratings from-studen and faculty members d1ffered s1gn1f1cant1 * '

on]y for the Personal Deve]opment D1mens1on v R R 11
NS B L
The resu]ts indicate that the current” 1eahn1nq environment does not * _
yet match the intentions of the planners for all three dimensions. - On the 1. - 4

other hand, the gap between the intended -and the current env1ronment was . g.
not large. The mean current ratings were proport1onate1v .81, .84 -and .73
of "the mean intended ratings for .Relationship,.Personal Deve]opment and

“System dimensions respectively. The 1ntent1ons of the. p]anners are be1ng

1mp1emented to a gons1derab]e extent.
- B . 4

i
. \\ . . >
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Multiple Paired Comparisons for Judqes, Student§ and Faculty "T_hree'Dimensions

\

Relationship’ "Persoppi B SﬁstehJMaihtehanCé '
Protected t* p Protecte § .0 . - Protected t. .p
Judges/students  3.35 .01 ¥ 3.0 4 . 508 .0l
‘Judges/faculty - 2.55 02 © 5,08, - .001 . .A34 0 01
. Students/faculty 1.05 ns 3.8% . .01 .78 ns
* Bock (1975) f i .
. - o ) . . ) It . -
' SO & " . et : T

',-' .

Ce ) . : PR " NN ‘. . ‘,'__'
. Consideration of significant differences*only may miss useful informa-
tion, in particular, the aspects of. the environment magt.or-least in’ peed
of .improvement. A further analysis was done to idehti yastrenqths and .-

 weaknesses ihdicated by the differences *in meareratings for items. Because

item means are less stabie and less reliable than dimensiormeans, only ‘the

+ differénces that exceeded the Targest item standard déviation orwere less

#intend

tggn'the smallest standard deviation were considered, Twenty items were P
identified using the foregoing procedure.: Six désChibedeé]ativé#yfstnpng'ﬁf»;

and current ratings were very small. FoU%teanaHe&gtjbed ‘ T PR

i

ly: weak -aspects of the learning environmeénts & the R tionsﬁibxk S

' aSneciggoffthe7Tearnihg environment, that-is, the differences beswean the -~ *%

relati

an aspect of ‘the environment apparent to most obserwers. - S weaknegs in .., "

- Dimension an important strength was the assistancestudents @ive‘eiér other, |

the environment related to clarity of expectations.**Four»s‘lﬁemeq 3 JRT e
<referring to statements of qoals and objectives récefved 10M¥ratirigs’, ﬁ&g.

of which were .in the System Dimension. ' o,y e PO 3

. Uncertainty -about objectivesiwill orobably conti e to e a%otﬂém. ! ;

- in medical education for some time yet. The evidence “ir'ithis sty ® may ;.

" indicate not a weakness in the program but the pre€ent statew ‘%edge :
(. about developing ob jectives. s Researchers and educators hav Fot yel
* develoned completely satisfactory models for the task Jn spite of mech effort

- developed. it could be‘one m : . .
--environment.occurring through the coordinated efforts of both faculty and C

“before they match what was inteénded. The questionnaire has been a méan: ® U

3
(Popham, 1975). Nevertheless some uncertainty about goals, and objeetiveg mav.
be reduced.in the Caltgary medical school with the’receht'§hb1em gAtion of e
a .new approach to stating objectives, one which.emphasiZes -présy wingNinqﬂ&*»
e ' ' o T R
Faculty members"' ratings for the Personal Development Dimension were
. lower than student's! ratinas, which .may be related to thexdifficplty,in
- clarifying expectations, indicated in the System Dimension, &On; e othedy¥
hand, students may. be over-ratjng their accomplishments or facuTtyﬁgembﬁ?s

may -have more stringent expectations than the students do. - - o ’ig

% . The results of the evaluation of the Calgary medical scho61's’ 1€arning, .

epvironment indicates that some aspects of the environment intended by the ‘d?

ptanners.‘have come close to realization but others require more attehtip B

obtaining useful 1'n1’our‘mat1'o'Qil If 'a sufficiently sensitive instrument can be . @
ns of measuring chanqes in the learning -« .

.Students. :



l';"\.‘-"-', B - ’ . Cu .
w7 CONCLUSIONS AND. IMPLICATIONS
- l R }?-'\' "‘;} N : >
i eThey 1mmed1ate concern of this 1nvest1qat1on of the 1earn1nq environ-
.{mentiatﬁ%he University of Calgary medical school was to evaluate-the
“'current environment against a criterion, namely the environment intended
;by the pﬁanners of the undergraduate medical. program. The results of the
”,“eVg1ua41on are of importance locally. The use of a criterion is 1mportant ‘
., for evaloations of all medical school learning environments, because in - .
“the aBsepce of explicit criteria the environment may be -judged inaccurately
N terms of the instrument scale or by some arbitrary and 1nexp11c1t
j\,impress1on of what an appropr1ate 1earn1nq env1ronment is.

e ,’

] T2
S Character1st1cs of learning env1ronments vary among medical schoo]s
'aﬁg Some common dimensions are needed to help identify. advantages and
d advantages of learning environments in relation td™different philosophies
-~ 'of, medical education.. The, three environmental dimensions proposed by
1 isel and Moos (1974) and used in. this study warrant inclusion in investi-
¢®gations of other medical 'school settings to. see if the dimensions form a
common basis for analyzing 1earn1nq env1ronments acroSs d1fferent settings.
§:5 - - Concern for high standards of med1ca1'educat1on and profess1ona1
. competence is evident in the time and effort expended by medical educators
on undergraduate curriculum development, instructional strategies, and.
admission. .procedures. An important additional component of med1ca1
education which has received re]at1ve1y less attention (at least in the
.. literature on medical education) is the learning environment. Yet
accumu1at1nq evidence shows that properties of the environment influence
“behavior (Walberq,.1977) In other words, how students perceive the -
learning environment can affect their performance in that .setting. There-
. fore,-a 1earn1ng environment should. be evaluated in terms of its effect
- on students' performance. Systematic investigations of medical school
* learning environments are needed in order to provide information from
_ which to develop intervention studies. Then the important questions about
how learning environments can be chanqed or maintained to have a useful
effect on students performance can be researched.

o oy
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THE EFFECTS OF GROUP STUDY SKILLS COUNSELING AND

APPLIED RELAXATION ON STUDY BEHAVIORS AND ”}a,~~“ ’ : 9
. .~ TEST ANXIETY IN MEDICAL AND DENTAL STUDENTS '"~' N )

~

David G. Schroeder, Ph.D.* : OES
University of Connecticut, .School of Medicife I -
v ‘ ~ : - g
./M. . . ? . ' - . ..O

e PurpoSe of the‘Study

., This szudy investigated the efficacy of a proéram designed to enhance
study befiav ors and to decrease the debilitating effects of test gnxiety in '}
;first year ‘medical and dental students. The research goal was to assess the

effectiveness of study skills training and applied relaxation as active coping
-skills. :

Background and Theoretical Framework . v - v S -

. : “a P
Academic’ stress and examination anxiety frequently have been reported as -
primary concérns of first year medical and dental students (Coburn & Jovaisas,
1975; Fredricks & Mundy, 1968; Sherlock & Morris, 1972, Edwards & Zimet, 1977). °
These students’ have demonstrated the academic ability for the successful _study
of medicine or dentistry, but some have .not developed the higher level study
skills necessary-to organize, memorize, and hopefully synthesize such a large
.amount of material in.such a short time. When faced with this inten31fied aca- —
demic demand the professional 'school student must often re-evaluate and modify -
the "process" that has previously been used in learning. Concern about one's
~performance and the concomitant fear of failure contributes, in turn, to an
) increase in test anxiety. S _ . ) o
9 . »
Scant - attention has been paid to, the étudy skills of students in profes-:
sional schools. Twenty years ago the question "Study Skills Courses in Medical
‘Schools?" was originally posed.  The authois answered théir rhetorical question
by suggesting that medical students could improve their study skills, that a
study skills course designed to address the specific needs of. medical educatio
may be beneficial, and. that the time was ripe for controlled study (Entwisle &
"~ Entwisle, 1960) During the intervening years we observe little controlled
research and only an occasiaonal glance toward the role.of stuydy, skills in either
medical}. or dental education. Shatin (1967) reports that for a group of first
year~medical students there was no difference between those in the upper and lower
’ grade point" average (GPA) quartiles and their total scores on a study habits
inventory.- However, there was a wide range of inventory scores and many negative
study behaviors were reported. Assessing a study skills Jprogram for medical
students, Holcomb & Brown (1972) found no statistically significant difference
in grade point average between an experimental and control group, but the partic-
ipating students reported a feeling of self-improvement in their -academic perfor-
‘mance.. Weinstein & Gipple (1974) investigated the relationship of study skills

w
I

",n-" -
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to academic achievement in first and second year medical students. -They found no

significant difference between first and second year classes on the total study .-
skills‘inventory score. However, correlations between inventory scores and
several premedical and medical school measures indicated that study skills were

- more highly assd¢iated with medical school achievement than to the aptitude '
~measures, especially among freshman. Based upon this correlation between study -
skills and academic achievement for freshman, the authofs suggedt that study skills . -
training should occur early in the medical school experience. No controlled re-
search was located investigating the effects of ‘study skills training with dental
school’ students. Aranda’ & Henry (1975) did highlight the need for developing basic,
study skills as a component of a comprehensive academic'reinforcement,program for
dental students. ' '

”

Educational and counseling psychologists have actively investigated and
applied the theories of learning to the development of practical ‘methods of study.
Conscious, systematic approaches to study have been advocated to facilitate the
process of transmitting external information to a learner's memory (Hanau, 1978; .
Maxwell, 1979; Robinson, 1961)." By developing higher level Study skills the -
nuffber of study hours is frequently reduced, because the effective study houfls
o are igereased.’  Study skills training has productively, included information about
concentration, memory, study systems, reading, time management, taking lecture
notes, preparing for, taking, and learning from examinations and coping with test
anxiety. The relationship of study skills to the effective treatment of tesg/,;;//”‘
anxiety has been supported by several researchers who have developed treatnient
programs that combine relaxation or systematic desensitization with study skills
training (Allen, 1971; McCordick, Kaplan, Finn & Smith, 1979; Mitchell & Ng, 1972;
Spielberger, Anton & Bedell, 1976). . . I
‘Test anxiety was originally defined as a-1earneaVanxiety drive which inter-
feres with the completion of an evaluative task. Mandler and Sarason originally
characterized test anxiousness as "feelings of inadequacy, helplessness, heightened
somatic reaction, anticipations of punishment ‘or loss of status and .esteem, and
-implicit attempts at leaving the test situation" (Mandler & Saranson, 1952, p. 166). .

A body Qf'research has supported Liberteand Morris (1967) who argued that
test anxiety consisted of, two major factors: worry ‘and emotionality. Each compo-
nent has been theoretically pursued by both cognitive and’ behavioristic schools of
thought. The worry component or '"cognitive concern" about performance is considered
by cognitive theorists as the most troublesome. The division of attention between
self and task was pursued and investigated by Wine (1971) and Sarason (1972). - A~
syﬁthesis of an integration of this cognitive perspective has been offered by
Sarason (1975) who combined the previously elabérated cogritive concepts of direction
of attention and nkgative self-talk that distracts the learner's attention.
 Saranson'sfintervgntion for test anxiety focuses on the modification of self-defeating
statements, "I'm going to fail" 'Méichenbaum, (1972; 1977) offered a cognitive-
behavior modification treatment which is-designed to address both the worry and the
emotionality factors. The worry component: is addressed through the modification
of negative self-ruminations. The test anxious person becomes aware of self-
.defeating subvocalizations and their relationship to anxiety. The person is .
taught to replace these negitive self statements with incompatible positive self- . = .
- statements.” Meichenbaum's treatment .combines this use of self instructional = - "
tféining'with a. behavioral component which includes modified,systematig desensi- Co
tization and coping i;égefy. A review of the literature suggests that systematic

[
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‘desensitization.is the most utilized and studied behavioral treatment for test °

' anxiety. Briefly, desensitization is a counterconditioning procedure set forth

by Wolpe (1958) who combined deep-muscle‘rglaxatidn CJacobson, 1938) and the

- .Visualization -of a stressful anxiety hierarchy. Systematic ‘desensitization has

- been described as a focused, problem-specific type of intervention that does not
generalize across anxiety provoking situations (Meichenbaum, 1972; Suinn,-1968).

' Barrios & Shigetomi (1979) and Tobias (1979) provide reviews of several coping
skills training methods énd identif§ applied relaxation (AR) as an efficient ‘.
method of coping that may be easily learned and generallized to other anxiety pro-
voking situations. Goldfried (1971)' emphasized that while learning systematic
desensitization a person acquires relaxation as an active coping skill and stressed
that increased’ attention should be given to generalizing the relaxation skill to.
encounters with other fear provoking stimuli. - Applied relaxation has developed
as a specific coping. téchnique that includes reélaxation training and the application
of .self-control relaxation to stressful situations. The effective treatment of '
test anxiety by applied relaxation has been reported by Chang-Liang & Denney (1976)
and Deffenbacher & Snyder (1976). The applied relaxation treatment used in the two

- studies differed in three significant ways. Each study utilized a four phase

- procedure. ' The last two phases;whiQh include relaXation training and application

/ijtraiﬁing are identical. 1In thefChagg-Liahg & Denny (1976) study phase one includes '
an applied relaxation:rationale and the use of an anxiety hierarchy, Deffenbacher
& Snyder (1976) in contrast, utilizes discrimination training for the identification
of anxiety responses cues in the first phase of their procedure. 'On the basis of
limited data Snydet & Deffenbachér (1977) applied relaxation appears’ to be as
effective”and more efficient than systematic desensitization in the treatment of
test anxiety. ' B ' ’

e

METHODOLOGY . ' : | T .

Y J—ch

Subjects | - o o S

During the first month of the aéademic year and one month prior'to their
first interim.examination, a three session workshop on "Study Skills and Test
Anxiety' was offered to a first year class of medical and dental students. The
workshop was offered by the Program in Personal and Professional Development at
The University of Connecticut Health Center.” In order to investigate the effec--
‘tiveness of the workshop a Pretest-Posttest Control Group Design was utilized. S
A total of 27 students volunteered to participate.’ Due to attrition the treatment
group condlu%sd with N=15.  Twelve additional students were rectuited and assigned
to a no-treatment control condition. ‘ : ’ '

Instruments

The patticipants' study behaviors were asseéssed via the Study Skills Coun- -~
seling Evaluation (SSCE) (Demos:‘1962). Test anxiety was operationally d@fined
as a participant's score on the Suinn. Test Anxiety Behavior Scale (STABS) (Suinn, _
1969, 1970). Participants and controls were administered-both‘inétruments;oﬁ the
day of the first treatment session and during the week following the last ‘session
one month-later. " ' 4 . o .

P . . . ° -P
Treatment ’ I A - o \

. Study SKills and applied relaxation training (SS & AR). .The Study Skills
 workshop spanned one month and Included three -sessions each two hours in duration.
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. 2.52) with a t=4.18, p < .001l. n
- previously determined as "critical." Again theé experimental group (6.13 * 1.62)

.reflected significant improvement over the control\grpup,'(QS.OS
p < -001. ' ' ' ' L

v
RN

;the Suilln Test Anxiety,ﬁehavior'Scale‘(STABS),'whileithencontrol group reflected

. significant for the .experimental group (3.07 T 7.65¥
(15,67 L 4.14Y with a t=2.15, p < .05. =

-Scale (STABS).f;Although participants were not 'ra
" on.the study skills: ingtrufent werg'nqt,sigﬁificap
"wag a difference on the pge-anxiety measure idenri

KR,

o AL e )

. ~ .

The workshop addfesses: 1) effective study techniques (e:g.,.éoncéntratioh, ‘

SQ3R Study method, organizing course.material,ﬂscﬁeduling time, féking lecture
‘notes, preparing for and taking examinations) and-2) training in applfed relaxation
following the four-step procedure described by Deffenbacher & Snyder (1976). The
workshop *was conducted by the author and emphasis was placed on the felationship

between examination performance, study skills, and effectively toping with test
anxiety. e B , ) _ .

s
L]

. . ; _' . - . ) )‘Av ) ) N o !
No treatment control (NTC). The students.in the control group received no.
training in study skills or applied relaxation. DR .

IS
’

Pre-Post Study Skills Cﬁﬁnseling Evaluation (SSCE)

' The'experimental group reported a posttest group'ﬁean.différenqe of 14.73
and standard error of 3.7 (14.73 ¥ 3.7) demonstrating a statistically significant
voverall improvement in learning behaviors compared ‘to the control group (-3.83 %

Seventeen of the fifty items on the SSCE have. been

t1.42), t=4.28,

Pre-Posttest’ Anxiety S . o : S v

™ The warkshop particﬁpanté reported significant ;éduétions\in test anxiety on

an increasé in anxiety from pre to posttesting.. The contrast was ‘statistically

+

¥ sompared to the control group
o b S ST

e Study Skills and:Teét}Anxiety Workshop :‘Evaluation i b
X . 0 - B » '

N i B, - (.‘,. .
A written post workshop evaluatio

’ n,was comp¥eted by participants who attended
at least two of ‘the three sessions. .In£

question number one,  students were asked

‘to rate om.a four'point scale the.valudgof th three sessions, handputs, and group

discussion (Appendix A). Question'twg vnquired?"Didfyoh'bedéfit from participation
in the workshop? . Why?" (Appéﬁdik{&)ﬁp¢1he'finaltguestidnfasked‘VW;ll the workshop
afflect your future methods of”squyiﬁﬁ?”_Prepafiﬂgfﬁar,and3tékidg,éxaminations?
Coping with test anxiety?!'’ (Appendix C). The fe@dﬁﬁck from the above evaluation
indicates that the medical and dental students who participated in the workshop " .
found it to be a VAlpabléfggperiéndé¢ ;: ?' B : ' ’
- RV _ .
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_Group. study gkills training and appiied relaxation were found te be 51gn1ﬁ1—;fl‘
cantly .more effectiVé.@@ah'theyho.treatment control condition in improving scores * !
on Ehe“Study Skills Codhséiing,EvaIuatipn'(SSCEﬁ'and the Suinn Test 'Anxiety Beh@viqfwff

3

omly.assigned, the ‘pretest mé:
y different. 'In}conﬁras',{%@qfé~‘
ing the experimental oup‘’as ..
significantly more teﬁf-apxigus...Thé_prgsedfi'epo] Windicatés that avshkrt*térmff 7z
sithOuf;groupﬁ;reétmémt'mayibewprbﬁhctiyblx utili%ﬁ&gin the psychbeduc'?iggi};ﬁ‘i
counseling of .first-‘year professional schoolt studanthly . The applicatioh of "stifdy .
skill's and test lanxiety. theory to.the domain of med¥dal,and dental ‘edfcation ‘could
significantly contribute td the d@el@orqtiop Off%8a1‘~ o '
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. o DEVELOPMENT IMPLEMENTATION AND EVALUATION .
’ ' OF A PROGRAM TO IMPROVE LECTURE AND: } =,
“\ PRESENTATION SKILLS ,!i: o e
. . R s . s
onald S;'Masler, M.D., Patr1c1a R. Austln M.A., and Ilene B Harris, Ph.D.
. Office of Curriculum Affalrs < :
Unite §1ty of Minnesota Medical School M1nneap01is, Minnesota

. Lecturing ds a prifcipal modality of instruction in most medical schools. More-
~over, components of effective lecturlng, such .as organlzlng content, explaining,
',aha;u51ng audiovisual aids, jare important teaching skills in any medical school
teaghlng situation. Several programs have been reported that focus op improve-
mentiof medical faculty lecturing (Foley, 1976; Irby, 1976). This paper de~
'sérl 36 the development, implementation, amrd evaluation of.a comprehensive |
facult evelopment program designed to 1mprove lecture and present ion skills.
The -pro differs from others described in several ways. .It is
, program, to our knowledge, that® incorporates all of the following components:,

workshop; written gu1de11nes, pre-observation conference; feedback session with

a consultant, based on in-person observation of. an actual lecture and a video-

tape -of that same lecture; and, con5u1tant training in a model of‘consultation

based on mytual exploration ofsconcerns and teaching approaches. It is unique

in" its malﬁiempha51s—-faculty-consultant discussion of teaching, based on:

1) concerns\elicited in a pre-observation conferencej 2) consultant in- person

observation;, and 3) a videotape. It is the only such program 1mp1enented

. .school-wide, rather than for faculty of. only one course or department. To date
over 200 faculty, associated with 23 baslc science and clinical departments,

‘have part1c1pated in. the progran. ‘

DEVELOPMENT

Back?round  Few faculty at the Un1verslty of M1nnesota Medical School have had'
any formal training in educational theory or methods, a situation which seems -
“to parallel that descrlbed nationally in medical educatlon (Jason, 1977; Page
‘et. al., 1975). Yet, needs assessments and responses. to 51mu1ated teaching
'problems posed in FQRUM, a newsletter for faculty, suggest that many individual

- medical school faculty members approach teachlng'ﬂﬁkh enthusiasm and would wel-
come opportunities to enhance their educational skills (Harris, 1979). ;There-
fore, efforts were undertaken to systematically design a®school-wide faculty-
development program (Harris, 1979). For several reasons, initial efforts
focused on- improvement of lecture and presentation skills. Lecturing is a

predominant mbéde of teaching in the first two years, with over 60% of scheduled -

.hours presented in the form of large class, lectures. Faculty were accustomed .

to having theéir lectures evaluiated by students. But, no resources or construc-

tive help were réeadily available to foster lmprovement of lecture and presenta-
tion' skills. - ;

Send }eprint requesfs to:’
Donald S. Masler, M.D.
Office of Curriculum Affairs’

We wish to acknowledge the consulfa—
‘tion and planning efforts of three

v

«

he only such .

University of Minnesota Medical School other current educational consultants--

Box 33 Mayo Memorial Bu11d1ng ' Mark Patridge, M.A., Dianha Randall, M. A

420 Delaware Street S.E. » and Terry Schultz, M.A.
Minneapolis, MN- 55455 o ' o S
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v \“.' o 1‘ -:"..“‘ ’ -
_First, precepts for effective leqturing and presenting ‘were identified by sevcral
methods: reviews of the literature on lecturlng, explaining, and u$ing audio-
visual a1ds, rev1ews of students' ‘evaluations of medical school lectures; -and -

discussions, with medical school faculty about their views of effective lecturlng

N

- The precepts identified through these methods became the bases for»recommendau

tions’ 1n workshope written naterlale and feedback sesslons . ' O

>

;ﬂSecond a rev1ew of faculty development programs to improve lecturlng was con- -

ducted. Fole) g&. al. reported a program offered to faculty in a single clinical
department .- Faculty privately rated and viewed v1deotapes of their own lectures

. and received ratings and written comments from an educational consultant (Foley

eti al., 1976). - In-pegson- feedback was offored to faculty, but none .utililzed - '
this o) opportunlty In addition, two- group $éssions were available, focCusing on
gu1de11nes for improvement of ‘lecture skills; however, attendance was low.. Irby
et. al. also implemented a lecture skills improvement program in one medical-
school department  in ,on]unctlon with ‘the presentation of a newly developed

course {(Irby et. al., 1976). Cgnsultants attended lectures, took notes, and
filled out evaluatlon forms. They then met with lecturers immediately following
lecture presentatlons to elicit concerns and impressions and provide feedback.

This program offered immediate feedback; however, without a videotape, instructor-
consultant alsCQSSIOH necessarily focused on recollected. impressions and notes. ‘
Both of these programs were well- recelved by partlclpatlng faculty )g;
The success of these program@ was encouraging and suggested a reserv01r of recep—
tivity to the principal approachs-—v1deotape review of teaching and consultant
feedback. A review‘of the general faculty development literature led to inclusiond®
of several addltlonal emphases and components. Consultant in- person feedback

~based on a v1deotap and observation of an actual lecture wds incorporated into

[

the program as a fu damental element, since resedrch reviewed by Peck and Tucker
suggests that observadtion of a v1deotaped teaching session with another person
(consultant or super 1sor) is more, likely to effect change in teacher behav1or

. than either consultant feedback without videotape or viewing a videotape wmthout

"a consultant (Peck and Tucker, 1973).. A pre- -observation conference wa's also
incorporated .into the progran, foilow1ng the clinical supervision model developed

by Goldhammer (Goldhammer 1969). The critical concept associated:with the - 1 .

¥

clinicdl supervision model is that feedback and faculty development efforts

" should be closely linked with individual faculty members' _persbnal .concerns

about theim own teaching $o that they are receptive to feedback and become expert

self-critics of their own teachlng , . L : A
et e e e e R e R IR ; P
i PROGRAM COMPONENTS - K '

. -~
-

Initial contact. The program is offered.to faculty in conJunctlon with teaching .-
in a course so that faculty development assistance is linked with curriculuh '
1mprovement efforts and is offered at a time when faculty are most likely ‘to be)'
'receptlve A letter,is sent to each departmental or interdepartmental cq%sse.-
faculty. four to six weeks before the course begins, outllnlng the rationale and
the general plan for ‘the lécture skills development program. It is emphasized
that the program ?s voluntary and confidential. The letter is co- signed by the
“course director and by the phase (currlculum year) coordinator so as to commu-
nicate colleague and administrative endorsement. A lecture skills assessment
form and guidelines for lecturing are enclosed with the letter ,to orlent faculty
to criteria for effective lecturlng and pique th 1r 1nteresﬂ in- the faculty ‘n
development program

v
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Pre-course workshop. If there is sufficient interest, a wprkshop'is offered to
"all course faculty before the he§1nn1ng of thein lecture course. The purposes

of the workshpp,are: to provide a forum for sharing 1deas and concerns; to.
provide perspectives and guidelines for effective’ lecturlng, and to orient parti-
cipants to the consultagion-process. The workshop format includes: 1) a "model"
lecture about lecturlng, ‘2) videotaped examples of certain lecture skills; 3) an
orientation to criteria for assessment by using a rating instrument to assess a
videotaped lecture; 4). small-group discussions: about these ratings; and 5) a’ -
role- playlng 50551on in which a consultant glves feedbaok to a lecturer.

A

Pre-observatien conference. Each faculty lecturer is contacted personally by

one of five randomly assigned consultants. The purposes and compoments of the

program are further clarified and if-the lecturer chooses to participate, 'the

lecturer and consultant determine which lecture will be observed and reviewed.

The consulta t-also asks the lecturer to identify concerns about lecturing. -
© . These Enncerﬁs are explored using a lecture skills assessment form to facili-

- tate productive®discussion and identify a focds for the observation and subsc-
quent feedback session. .This discussion, although at times brief, is a- funda-
mentally important component of the program, for it establishes a tone of mutual
problem exploration. Moreover, feedback is likely to be most useful if it is based
on:a contract defining the faculty member's concerns (Goldhammer, 1969).

Lecture observation and videotaping. The previously dgreed upon lecture is
. - attended by the consultant and simultaneously videotaped The consultant uses
' the evaluation instrument to assess the lecturer on a number of criteria related
to organization, delivery and use of audio-visual materials. If p0551b1e the
consultant records evidence of effectiveness or problems. Typically, the con-
sultant also reviews the videotape before meeting with the instructor, to do a
deep analysis of the lecture. Particular attention is devoted to those areas
1dent1f1ed by. the lecturer as sources of concern.

Post-observation conference. - The consultant-and faculty member meet. subsequent
to the observation. These meetings last. for approximately 60 to 90 minutes.
The consultant conducts the session following a model of consultation that
emphasizes mutual problem”exploration. Brief excerpts from a typical dialogue
-, * illustrate some main elements of this model as well as the type of feedback
shared by consultant and lecturer. o :

.

<

~

The consultant beglns by clarlfylng the purposes of the consultatlon and estab-
llshlng an atmosphere of trust. The consultant identifies tﬂe instructors'
concerns and intentions and provides: spec1f1c feedback relevant to those concerns.
While the consultant may suggest alternative strategies, the emphasis is on
mhtual 1dent;f1catlon and exploratlon of the benefits and disadvantages of alter-
nat ive 'strategies. - . .

\ 4

&, : - :
C: There are three sources of data we can use 'to help focus this discussion, .

your impressions, my impress: ons,and the vzdebcape How wculd you like
co begzn’ .
/ > .

P: I'd like to 'hear your comments, particularly about my use of slides and
then see the videotape. . -

, ~ €: Overall, your‘lccCure was quite cood. You used some technigues with
“audiovisual aids that were very effective for illustratfng yocur poirts.
2 - For example, ycu used the light arrow pointer to illustrate the area of
. : ' abnormality 4n the chest x-ray of the patient with farmer's lung disease.
T o, o -183- 1
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By slowly and completely outllg " '=“ i B rics of the abnormdli’y'and

then identifying the features w1ch : . f mality, you aided the stu- -
dents' discrimination and hclped Cnum'A. ”_thc diagnosis was made.

Let’'s look at the tape. | ;

L: " Yes, I know the students don't have much ékpsyzolue at lncntptecxng
-rays, so I take spacial care to make it clear.

C: Otherwise, how do you' think your slideswibfﬁed out dﬁtipg Ehe lecturc?

L: I'm concerned that the students couldn’*” c some of theri.
25
5 .
. - C: T was sitting in the back row dutlng»yohngbnﬁCUte and magt of your slides
were easy to sce from that distance, but’ there were some exceptions. And
some of the slides on interstitial fibrosis w;ht by pretty quickly.
o -
L: Yes. I' M not sure I should include that series gt all. The topic is
really c®vered in anothor lecture. I could probably d-:lcte the whole
series and save time for other things I'd like to do.

C:» what would you_like to do?

L: I'd like'to gcc tho students more actively involved, but I'm not sure how
- to do it.

N »

C: What have you don;ijared doing? ‘.a. *
In addition to discussion of the specific lecture, the faculty merber 1s§encour-
aged to express feelings about lecturing and teachlng, to ask questlans or to
steer the discussion to other educational concerns.

Consu1tant'Traihing Consultant feedback is critical to the success.of the

‘'program. Therefore consultants meet regularly to discuss both lecturing and

consultation strategies. Durlng these meetings consultants have reviewed video-
tapes of lectures and compared their assessments. In addition, consultants
share effectiwe lecturing strategies. they have obserygd. These ideas serve as
one basis for recommendations to lecturers. Also, consultants discuss typical

_problems in' the consultation process, such as dealing with defensive reactions.

. ) .

) v EVALUATION
Several types of evaluation data have been collected: ‘1) data pertaining to
the extent of faculty participation; 2) faculty viewpoints elicited with 24
forced-choice Likert-type items and four open-ended items; 3) faculty v1ewp01nts
e11c1ted in structured interviews-with-faculty—participating in 2 followfup
program;” and 4) written and verbal feedback from consultants about their parti-~
c1pat10n in the- program.

M L]

Extent of pqgtiéipation. ‘During the period from May 1978 to March 1980 over

200 faculty ¥rom 23 basic and clinical science departments teaching in 15 courses
have participated in the program. When workshops have been offered, approxi-
mately 25% have attended, a fﬁndlng consistent with data reported by Foley (1976).

"~ Most faculty give one to four lectures in one course once a-year. -Of those

faculty offered follow-up consultations one year later (n= =65), to date 40 (62%)
faculty have chosen to part1c1pate.

Faculty Viewpoints. Of 160 faculty sent. evaluatlon forms to date, 108 (68%) have

returned forms. ' For the most part, faculty have responded Very favorably to the
program (m=2.30, when 1= Very Strongly Agree, 2=Strongly Agree, and-S—AgreeY.
Typical overall 1mpre551ons were: " (the program) pejuvenated me', after many years

-184-
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of teaching, to go back to the basic of good pedagogy."' "The program has‘improved
the CIimate for teaching In the ‘medical school by focusing on teaching as a valued
activity.” Faculty are particularly positive about individual feedback from .con-

.sultants (m=1.86) and. watching themselves on videotape (m=1.91), an interesting -

finding in light of Foley's report that faculty did not avail themselves of the
opportunity for a conference with an ‘educational consultant (Foley, 1976) It,is
1nterest1ng that the consultants were viewed as more helpful than the

v1deotape in identifying strengths (Consultant m=2.02 vs. Videotape m=2.24),
increasing comfort with lecturing (Consultant m=2.04 vs. Videotape m=2.38),
suggesting useful approaches (Consultant m=2.02 vs. Videotape m=2.209, while the
videotape was viewed as more hélpful than the consultantskin identifying weak-
nesses (Videotape m=2.01 vs. Consultant m=2.11). Furthermofe, the consultants
were viewed as supportive (m=2.03). ‘These”findings suggest the value of consul-
tant feedback in reviewing the videotape. A typical comment "about consultants
was: "The main value of the program was talking with an expert consultant con=
cerning my lecture. During the feedback session, she was clearly an expert’,
but seemed to draw ideas out of me rather than 'telling' me what to do. A
typical comment about videotaping wis: "The videotape provided feedback about my

.strong and weak points as a teacher so that I could see myself as others see me.

i

I learned a lot from just watching myself’
With respect to outcomes, faculty rated the program_ highest in helping to plan
lectures more effectlvely (m=2.26), think about-new approaches to lecturing

‘.(n 2.31), and improve de11very skills (m=2.37). The most frequent comments

_lecturing. Thank you!"

about lecture gutcomes were in the areas of lecture organization and preparation,
use of strategies to involve students, and increased comfort with lecturing. Fon s
example: "Will improve lecture organization, especially in making appropriate
introductions, transitions, and summaries." "I'll get students involved more .
through the use of questions and case problems." "Felt much more conifortable

. 3
\ . A -

While most evaluations were pos1t1ve negative comments have related to the fact

' about the program. and gratified by faculty response.  However, participation in

Q

ERIC

Aruitoxt provided by Eic:

that educational consultants have difficulty giving feedback about the content
of lectures. One lecturer compented, "Style and organization are evaluated;
content appropriateness (i.e. factual material) is not.” This problem is-inher-
ent in the program as presently constituted, ' : L ¢

Faculty viewpoints have also been elicited in structured interviews with® faculty
who have participated in the follow-up consultations one year after their ini-
tial consultations. In general, faculty interviewed have-viewed the program as
having a significant impact on their development as teachers. One instructor

‘commented: "The net effect was strongly positive. Discussion last year of

approaches to lecturing led to a new concept of lecturing--as a situation in
which I can use the small group techniques with which I am comfortable, to pro-
mote student involvement. This year, I used casé questions perlodlcally in the’
lecture and allowed time for student dellberatlon and responses.

Consultant Viewpoints. . Consultants generally were posSitive and enthusiastic

L
the program, is time-consuming with each consultation requ1r1ng a total of 4-5

hours, 1nc1ud1ng observation, preparat1on, contacts with faculty and actual
feedback -

v,

Discussion and Conclusions. The results of, this faculty. deJelopmenq'progfam «
- . ‘ N ) . , .
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’

“in le€ture and presentation skills demonstrate a large untapped reservoir of ,
faculty interest and concern for improving their teaching abilities which crosses
departmental and discipline lines. It appears that individualized feedback on -
instructors' teaching performance was the crucial element of this program. Faculty
receptivity to these approaches has obvious implications for further directions
in faculty development programs generally. At Minnesota, a similar prdgram of in-
person observation of clinical teaching has.already been implemented and enthu-
siastically received (Patridge et. al., 1979). '

An obvious need for future research is to obtain objective evidence of improved
inst¥yétor performance. Efforts are underway to collect such cvidence in struc-.
tured interviews to elicit instructors' self-reports of change; observations of
subsequent lectures to assess changes in actual performance; and scrutiny of
students* evaluations of subsequent lectures. The question still remains: What
is the relatiohship between certain lecture strategies and student performance?
Research in this area, although fundamentally important, has been problematic
in education generally, due in part to the many yariables that affect student
performance "(Rosenshine, -1971). Despite these diffitulties, it would appear that
the program as implemented has undeniably been beneficial in enhancing faculty
awareness of teaching principles, improving teaching performance, and increasing
faculty comfort in teaching. ) y ‘
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IV ~ .EVALUATING CONTINUING MEDICAL EDUCATION

MODERATOR: - Charles F. Joknson, M.D. \ s
: East Tennessee State Un1ver'1ty, Co]]ege of Med1c1ne‘

INVESTIGATIONS IN CPR TRAINING o \.\\

This study presents an 1n1t1a1 assessme t and six month 1

follow-up of knowledge and sk111s of reg1stered nurses and

physicians who were successful participants in Canadian

Heart Foundation approved orie- day training programs in - e
~ cardiopulmenary resuscitation at the basi 1ife support ‘

~level. Part1c1pants perceptions of their know]edge and

skills, a compar1son of the two professions, and -the

influence of roles in CPR-incidents on retention of

knowledge and skills are d1scussed

EFFICACY OF TRAJITIONAL CONTINUING MEDICAL EDUEATI N &N‘CHANGING
- PHYSICIAN KNOWLEDGE AND BEHAVIOR IN THE CARE OF PAT ENTS WITH ACUTE
+ . MYOCARDIAL INFARCTION \

In a controlled study, we assessed the. effectiv egs of a R
2 hour traditional CME program in chahg1ng the k ow}edge and

behavior of 23 family physicians caring for 123 p tients with

acute myocardial infarction. A]though significant immediate

gains in knowledge occurred, these gains were pot ra'sTated

into significant improvements on 33 patient cake p ac lces

as assessed by a spec1a1 medical aud1t 1nstrume\t ’

e S e e e e - S ¥

e \

A MODEL CONTINUING -EDUCATIONAL. DELIVERY SYSTEM FOR ISOLAT ‘
- "IN THE AREA OF PULMONARY MEDICINE: DEVELOPMENT AND EVALUA I0

- A modeI CME de11very system was deve]oped for pr1mary art
- office practitioners (GP, FP) in non-urban ﬁhderserveH
_in Ca11forn1a and was exper1menta11y f1e1d tested.

CONTINUING MEDICAL EDUCATION TO0L‘ .

Patient care appraisal was tested in 16 family phys1c1ans
.. offices for its effectiveness as a continuing medical education
tool. The data shows a clearly significant, positive effect
for those physicians in the actively involved group, when ' \
: compared with an equal number of contro] phys1c1ans Lo

Q" o S -187- ..j ) ‘; -
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Investigations in CPR Training | L

By

Introdfiction

o

-

David A. Gass, M.D. and Lynd Curry, Ph.D. - o

ardiopulmonary.Resuscitation (CPR) is being promoted as an éffective

life-saving skill in the -early treatment of complications of myocardial

infatction and cardiac arrhythmias as well as

accident situations such- as

-drowning or electrocution. (Tweed, W.A., 1980) (Tweed, W.A., 1980).Training in

CPR khowledge and skills for those who may be
the time of occurrence of their complications-
livés. “(Berhard, W.N., 1979), (Lund,I., 1976).

~are being established accogding to guidelines
Association (A.H.A.,;1974) and approved by the,
(C.H.F., 1978)

in contact with such people at

or accident is believed to save
Programs to promote this training
formalated by the American Heart
Canadian Heart Foundation

s

V4

This study presents an assessgent of knowledge and skills of groups of
registered nurses and physicians whd were successful participants in Canadian
Heart Foundation Approved one day training programs in cardiopulmonary

resuscitation at the basic life support level.
" their knowledge and skills in relation to the
 presented both befare and after initial training and before and after follow up'’

Participants' perceptions of
actual knowledge and skills are

six months after training. Similarities and differences between the two
professions are presented. The influence 6f roles in actual incidents o§ CPR,
perceptions. and retention of knowledge and skills is discussed.

Methods and Procedures

-

The administration, nursing staff and medical staff of a community

hospital which.-had requested a program in basic life support CPR was approached
and agreed to’ participate in this study. RN's and MD's who successfully
completed the training course were followed up six months after training. A
total of 12 R.N's and 13 M.D.'s were included ih the study. The training
program was conducted according to current standards of the -Canadian Heart
-Foundation by certified basic life support CPR instructors. :

At the beginning of each course, participants were asked to fill out a
participant survey asking name, training, experience with CPR incidents and
experience with CPR - tf%ining. Secondly,  all participants were asked to fill
out a questionnaire assessing their perception of their current - ‘levels of
‘'knowledge, skills-.and performance ability in CPR. They then completed a fifty
question multiple choice quiz to assess their knowledge and performed CPR

Resusci-Anpie for one minute. The latter was

assessed by scoring the recOrding

striplas well as 1.visual check list scored by the instructor.

«
-
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