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PREFACE

The Second Congress of Health Professions Educators, Making the Team
Work, was created to expose educators to ever more crucial federal, state,
institutional, and marketplace trends and reform issues that bear on the
education and deployment of the health care workforce. It was also designed
to serve as a forum for enhancing understanding of community health needs,
increasing sensitivity to and understanding of the roles and competencies of the
various health professions in meeting those needs, and team building among
health professions educators. Judging from the feedback we have had, I
believe that, at least to some extent, all of these objectives were achieved.

This year's Congress was an outgrowth of the First Congress of Health
Professions Educators, held in June, 1993, which brought together faculty and
administrators from across the spectrum of university-based health professions
schools to consider new directions for educational and professional
environments. The First Congress was so well received that we recognized
the need to expand participation,' involve more constituents, and delve further
into the critical issues bearing on the collective future of health professions.

The health care workforce and the education of health professionals are
high priority issues for the AHC. During the past year, we have mitiated a
number of new activities aimed at understanding the impact on health
professions education of health care reform efforts and the already changing
envnonment for health care delivery. While we have focused our efforts on
fleshing out the broad policy issues related to the health care workforce, we
are planning future activities that will also enable us to speak more directly to
health professions educators on these issues.

In the next several months, for example, we will hold two regional
congresses on health professions education that will bring together health
professions educators and state education and health officials from the same
region, who may be facing srniilar local issues and who may wish to
collaborate on an ongoing basis. We have also received a grant to assess the
feasibility of developing a newsletter to be distributed to all health professions
educators in the nation's academic health centers.

This fall we will launch AHCenterNet, an interactive satellite television
network linking more than 50 participating academic health centers to which it
will provide timely and relevant information and education services.
AHCenterNet will also give educators, practitioners, and students the
opportunity to interact with each other and with key political decision makers
and others who are shaping the emerging health care environment. We will
also publish our fourth Health Policy Annual, called Health Workforce Issues
for the 21st Century, which contains abstracts of articles published in the past



two years on a variety of health care workforce issues, as well as commen
taries from leaders of academic health centers. It is our hope that each of
these activities will serve as a vehicle for the kind of collaboration that today's
health care environment demands of all health professionals.

These proceedings present a broad overview of the environment for health
professions education and how it is changing in response to health care reform,
the rise of managed care, the growth in size and diversity of the care delivery
team, the changing health care needs of the population, and federal initiatives
related to the health care workforce. In the first part of the proceedings, we
explore different models of interdisciplinary and community-based education
programs, including one in a large urban area, one in a rural migrant
conmiunity on the east coast, and one on the United States/Mexico border. In
the second part, we look to health care issues on the horizon-such as the
flourishing of home health care, education and practice in a managed care
environment, and new demands for geriatric and primary care—and consider
new opportunities for collaborative training and practice among different kinds
of providers.

We hope that this volume will serve as a useful reference for anyone
interested in the education of health professionals and in shaping educational
programs to more effectively meet the health care needs of our nation's
citizens. We are pleased to add these proceedings to our resources for
promoting greater information exchange and collaboration among the health
professions.

On behalf of the Association of Academic Health Centers, I want to thank
the Pew Health Professions Commission and Aetna Health Plans for their

generous support of the Congress and this publication. I am also grateful to
the Congress participants and to the contributors to this volmne, without whose
efforts this endeavor would not have been the successful learning experience
that it was. Finally, I would like to acknowledge the important contributions
of the AHC staff to helping make the Congress a reality.

Roger J. Bulger, M.D.
President

Association of Academic Health Centers
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TEAMWORK IN THE HEALTH PROFESSIONS



HEALTH PROFESSIONS EDUCATION IN

A CHANGING ENVIRONMENT'

ROGER J. BULGER

It is good to meet other Don Quixotes~in other words, idealistic
visionaries—who are willing to attend a meeting called the Second Congress of
Health Professions Educators. That title, and your presence here today, imply
a community of interest and of people sharing a professional commitment to
the education of health professionals.

But the Congress idea is more than that. We have come together across
the professions in what you could call a Quixotic or hyper-idealistic effort to
respond to the post-modem world and health care reform. I believe that we
are less Quixotic than prophetic, that the era of turf-conscious professionalism
and sub-group parochial self-interest is drawing to a close, to be replaced by a
new collegiality built upon a patient-centered and community-oriented ethic
that can surmount professional individual and group interests to focus on the
patient's and the population's health status and needs.

We are here not to create new ethics, but to reorder some habitually
ingrained values and behaviors, and to eliminate some practices and attitudes
of the old order that now are counterproductive. We are not here to throw
stones, cast aspersions, or place blame; we are here to recognize that today is
the first day of the rest of our lives. We must become a functioning health
care team with a vision that can restore or maintain our self confidence and
empower us to do some difficult things in the years ahead.

Midway through President Bush's presidency, I heard a presentation by
Henry Aaron,^ the distinguished health economist, to the National Leadership
Coalition for Health Care Reform during which he declared that the only
missing ingredient in the collection of forces poised to bring about major
reform of the health care delivery system was a serious expression of
presidential commitment and energy to the idea. President Clinton has not
only made health care reform a major issue, he has essentially risked his
presidency on his success with the issue. He has elevated managed
competitionand certainly managed care to the top of the list of potential
strategies to achieve universal and cost-effective health coverage. As a result,
even as the debate rages on and well before the passage of federal legislation
on reform, the health sector responded with an unprecedented sweep to
domination of the market by systems of managed care, such that it is now the
general, prudent, expert prognostication that, by the year 2000, 70 percent of
the population will receive their health care through managed care, if not
through organized, capitated delivery systems.



Our nation's academic health centers, with their associated major teaching
hospitals, are aggressively pursuing alterations in behavior to adjust to the
dramatic changes in the delivery system and the subsequent modifications of
the financial support streams central to the functioning of these complex
educational, research, and service institutions. Appropriately, these academic '
centers are seeking to understand and adjust to the change in the service side
of their enterprises, the income from which has subsidized increasingly over
the last decade both the educational and research dimensions of their effort.

Most of this subsidy has been flowmg through the budget of the teaching
hospitals and, to a considerable extent, through the clinical income of the
faculties—predominantly, of course, the physicians. The best estimates of the
collective size of the cross-subsidization from service dollars to support
research and education are between $20 and $30 billion. With every
negotiated contract for clinical services between the academic centers and
organized systems or large payers for care, the academic center reduces the
stream of subsidy dollars. It is prudent to predict that the bottom line meaning
of the health care reform devolution towards capitated and managed care is the
loss of that enormous cross-subsidization capacity as the teachmg hospital
undergoes its metamorphosis from a "cash cow" to a "cost center."

Added to these dramatic changes are an array of other powerful forces
playing with increasing intensity upon our schools and centers: (1) the rapid
emergence of population-based thinking and the growing importance of
prevention and health promotion across the entire population with special
attention to be paid to societal sectors at particular risk; (2) the re-emergence
of the biopsychosocial mode of thinking (advocated for many years by
University of Rochester psychiatrist, George EngeP'̂ ), even as the fruits of the
reductionist biomedical model, so long in total dominance of our centers,
continue to be plucked from the tree of molecular and genetic science; (3) the
need to dramatically increase our health services research capacity and
productivity, with the clinical evaluative sciences yielding more effective
information about technologies that merit society's support; and (4) the
growing belief among policymakers and perhaps the public in general that we
may have too much of some good things and that capital reduction may be the
order of the day, especially when it comes to high-priced physician personnel,
acute hospital beds, and the xmfettered, widespread dissemination of highly
expensive and apparently duplicative equipnient.

Clearly, if one looks not too far into the future and envisions the
enviromnent after our service sector has been reconfigured and reshaped, it is
not difficult to describe at least some of the impact upon our health
professions' educational activities. We would do well to heed the frequently
expressed warning from state and federal government spokespersons to the
effect that, after health care reform is dealt with, it will be time to examine
higher education, including health professional education and its high costs,
under the microscope of public accountability. I shall attempt briefly in this
essay to outline the images I see as I attempt to "look around the next comer"



of the environment for our faculties and institutions as they adjust their
educational offerings to the realities of the service sector's workforce needs.

At the moment, in respondmg to our environment, the public policy
discussion revolves fundamentally around the balance of generalist and
specialist physicians, with some passing attention being given to the capacities
of nurse practitioners and physician assistants to deliver primary care. When
the majority of our citizens get then* care through managed care systems, our
vision will surely center upon the attainment of a seamless web of health care
professionals able to deliver patient-centered, community-oriented services of
high quality at a socially acceptable cost. Instead of focusing on doctors and
nurses, systems managers will have identified tasks to be accomplished for the
health of the population they serve and will be able to identify quite precisely
how many of what kinds of professionals with what sorts of training they will
need each year to accomplish the goals of organized delivery systems.
Systems managers will determine the mix of professionals they will need, and
it will therefore become essential that^they be able to connect with the
educational establishment such that me latter can adjust to service needs in a
timely and appropriate manner. Thus, workforce discussions will moye from
the current preoccupation with doctors and nurses to feature more prominently
the need for dentists, pharmacists, physical and occupational therapists, genetic
counselors, public hedth professionals, and clinical evaluative scientists, as
well as an array of other allied health professionals.

In a recent article,^ I attempted to analyze five instimtional obstacles to
educational reform, which were enimierated as follows: (1) the fragmentation
of the sense of community within the faculties of our health professional
schools, the failure to develop a sense of unity within academic health centers,
and the loss of collegiality among university faculty m general; (2) the
growing turf-related forces that separate the various health professions from
one another and drive them further apart rather than bring them together
around a commonly shared, patient-centered vision of service to both
individual patients and the population as a whole; (3) the inadequacy of our
instimtional structures to accommodate the need for flexible and adequate
educational responses to the dictates of a rapidly changing envu-onment to
which academic centers and professional schools must adapt; (4) the
increasingly acute shortage of dollars to support education; and (5) the
universally devalued status of teaching within our institutions.

I believe that the limitation on educational funding brought about by the
cessation of cross-subsidization, especially from the clinical practice sources,
will lead us rapidly to a much more precise and hopefully standard way of
accounting for educational costs separately from research and from service
costs. Paradoxically, because the financial pressures will coincide with a
marked increase in pressure upon our educational institutions to deliver the
requisite personpower to staff our burgeoning systems of care, I believe we
will find ourselves being chary with the expenditure of our educational dollars.



defining more precisely who should receive them in their salaries and
attempting to both economize and raise the status of teaching in the faculties*
eyes. It should be made abundantly clear to policymakers that if die faculties
do not buy into educational reform, it won't happen; they must do the work.
On the other hand, it will become abundantly clear to faculty members that,
tenure notwithstanding, each member will have to be paid according to his or
her contribution to the function in question and the funds available for those
functions. My guess is, therefore, that faculty will receive, with increasing
frequency, annual appointment letters that read something like this,
"Congratulations! This letter is to confirm your appointment as professor with
tenure for the next fiscal year. You will be spending X percent of your time
in teaching, Y percent in research, and Z percent in clinical activities. Your
salary will be XXX dollars, with portions coming fi:om the educational,
research, and clinical funds according to the availability of such funds and in
proportion to your efforts in each area." Tenure may become easier to get
than salary money.

The Valberg/Gonyea method for the determination of educational costs®
provides an opportunity for valid comparisons to be made across institutions
and professions; its greatest value may be as a planning tool to help determine
how an institution can get the best value for its expenditures on education.
There is no doubt that along with such considerations as the added long-term
cost to the system for each new doctor or nurse or dentist we train, there will
be an increasing policy interest in the relative cost and tune it takes to tram an
individual capable of doing the work required by the system. For example,
preliminary work with the Gonyea model indicates that it takes one-tenth the
number of dollars to train a primary care nurse practitioner or physician
assistant as it takes to train a generalist primary care physician. The Gonyea
method can also be used to compare the cost of training a primary care
physician at the post-graduate level with that of training a specialist physician.
These figures will likely encourage medical deans to separate out the costs of
undergraduate medical education from those of post-graduate training, and may
encourage the evolution of separate administrative units (probably optunally
under the dean's direction) that would serve as schools of post-graduate
medicine. Such formal schools of post-graduate medicine would allow for the
integration of community teaching hospitals, giving them access to the more
arcane intellectual resources of the university in such areas as economics,
sociology, ethics, and psychology, as well as epidemiology and the other
evaluative sciences.

Since the market will be more tightly organized and better able to
delineate precisely its workforce needs, there will be good reason for the
university to develop a center for the determination of regional and local
workforce needs (bothfor the benefitof the systems managers and for their
own educational planning). Additionally, there will be a need to establish
regionally based academic health center/community health professional
education networks. These networks would enable academic health centers to



interface with the service sector and to plan in a coordinated way their
response to service sector needs. There is every reason for academic health
centers to assume a leadership and convening function for these new entities,
to which they can also contribute data from the above-mentioned regional
workforce needs analysis center.

Among other intellectual and policy analysis resources the university
could bring to the community during the new era would be an institutional and
professional ethics center at which consideration could be given to the new
issues that managed care imposes upon the traditional doctor-patient or
provider-patient relationship and the strains placed upon the purity of the
patient-advocacy motive of the physician. As has beenpointed out recently by
Susan Wolf,^ there is much work that needs to be done to discern both the
ethical obligations of individual caregivers in the future and the impacts of
instimtional values and practices on the lives of patients.

Last but not least, it seems to me that our academic health centers will
need to take further steps to demonstrate a real commitment to
multiprofessional, interdisciplinary team approaches to a patient-centered,
community-oriented delivery system. In brief outline, the following sorts of
steps are among those to be considered by our major instimtions. First, they
should give consideration to efforts to build faculty collegiality across the
health professions. This could be done by linking all of the health professional
school faculties in a new entity called the Faculty of the Health Professions,
analogous to the Faculty of Arts and Sciences, Teaching across schools should
be encouraged for the sake of economy as well as for the purpose of building
teamwork visible to the smdents at the faculty level.

Furthermore, faculty might take the lead in extendmg profession-specific
oaths or covenants taken at graduation ceremonies to include a new, brief
universal health professional covenant that would articulate a patient-centered,
conmiunity-oriented foundation, emphasize the importance of interprofessional
collaboration in the public's and in patients' interests, and downplay parochial
professional interests. A draft of such a covenant is included at the end of this
paper.

Along these lines, the faculty should demonstrate its understanding of the
pedagogical importance of role-modelling and demonstration by recognizing
explicitly the analogy between the doctor- or nurse-patient relationship andthe
faculty-smdent relationship. A visible way to do this would be to articulate a
student-centered value system for the institution to ensure that the educational
environment is as smdent-friendly as everyone hopes the service environment
will have become patient- and community-friendly. The most important step a
faculty can take to demonstrate a student-centered value system is to elevate
the status and quality of teaching.



I realize that all of these suggestions are far easier to m^e than to
implement and that we are discussing changes in institutions that will take
months and years to achieve. Still, if we do not start soon, I fear that the
nature and rapidity of the changes in the service sector, coupled with the
magnitude of the organizations being formed to deliver services, will create a
simation wherein if the academic world doesn't respond in a timely fashion to
the educational needs of the service sector, other means will be found to do
our job. If that were to happen, everyone would lose. Our educational
institutions do not have much time!

We cannot assume that a small meeting of this sort, occurring annually,
can make much of a contribution to the big picture. We have to reach beyond
and lend our support to such efforts as those of the Federation of Associations
of Schools of the Health Professions, which has wisely encouraged an
expansion into regions and states of health care delivery using the team
approach.

The Association of Academic Health Centers (AHC) will be publishing a
first, free pilot issue of a Congress of Health Professions Educators
Newsletter, which will be sent to all faculty of AHC member institutions-close
to 100,000 people. We hope to receive funds to deliver to faculty five or six
such publications articulating the most important and compelling issues that
societal change is pressing upon us. Ultimately, we will invite all of the
health professions faculty to join the Congress as associates.

Finally, AHC has started a national television network in which more than
50 academic health centers in 30 states will participate. If that network grows
to include the rest of the academic world, the mechanism will be in place for
widespread, interactive communication among our community ofheith
professions educators~and just maybe our currently Quixotic efforts will have
become the mode, the next standard, the object to be of the next reform,
perhaps in 2025.



The Health Professions Covenant

As a health care professional dedicated to enhancing the

well-being of individuals and communities. I am committed

to achieving and sustaining the highest level of professional

competence, to fulfilling my responsibilities with compassion

for patients' suffering, and to helping patients make their own

infonned choices about health care whenever possible.

Recognizing that effective health promotion, disease

prevention, and curative and long-term care are products of

the combined efforts of teams of health professionals, I pledge

collaboration with all of my colleagues similarly committed to

meeting the health care needs of individuals and their

communities. Further, I will work within my profession to

encourage placement of the patient's and the public*s interests

above the self-interests of my individual profession.
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COLLABORATION IN PRACTICE AND EDUCATION:
WHY ISN'T IT HAPPENING?

E. HARVEY ESTES, JR.

For over twenty years, health care teams have been emphasized as a
means of expanding and improving health care services. I have participated in
the utilization of health care teams for education of health professionals and
worked in a health care team in the care of patients. In the latter instance, I
have worked with nurse practitioners, physician assistants, pharmacists,
clinical psychologists, podiatrists, occupational therapists, physical therapists,
and social workers in a team setting and I am absolutely convinced that this
concept is in the best interests of both patients and the health care system
responsible for the quality and cost effectiveness of the care.

As I consider the topic of collaboration among the health professions, the
central question that seems to cry oiit for a response is: Why has it not become
the rule in health care rather than the exception? Why are we not in total
agreement about the usefulness and cost effectiveness of collaboration?

My answer, which I would like to present and defend, is (a) that there are
powerful system disincentives, which submerge and overpower this and other
efforts to improve and rationalize the delivery of good medical care to
patients, and (b) that until these system defects are identified and corrected,
the best intentions and efforts of this and other groups will be ineffectual.

To develop these propositions, I need to explore with you the anatomy
and physiology of the health care system and some of its many peculiarities,
ending with a list of some of the pathophysiology that can be identified within
the system. Following this, I will discuss those obstacles that seem to be the
most important in preventing greater implementation of a collaborative
interdisciplinary team model for delivery of health care.

The Health Care System

The Health Care System (HCS) is one of several social support systems
serving the needs of the population. The HCS has several important
componentparts, which are present not only in the U.S. HCS but in all health
care systems. These parts are interactive and interdependent, and factors that
affect or modify one part can be expected to affect all parts, as well as the
system as a whole. Knowledge of these parts and their interrelationships is
very useful in analysis of the HCS, and in imderstanding its successes and
failures, as well as in designing strategies to overcome identified problems.



There are several features of the system that deserve emphasis. First, it
is one of many social systems serving the population. Second, it is vast in
scope and accounts for one of every seven or eight dollars spent by the
population. In a sense, it is competitive with other systems, since every extra
dollar spent in this system is a dollar that must be subtracted from other
systems, such as those providing food, housing, clothing, entertainment, etc.

The Model

To assist in visualizing and understanding the parts of the health care
system and their interaction, I will utilize a model of the system. While such
a model cannot display the complexity of the real system, it serves as a tool
and as a framework for our discussion. In the model the HCS is composed of
seven component parts which interrelate and interact in predictable ways. The
model, and the interactions between and among its parts can be diagrammed as
follows:

Patients,
Clients,
Users

Population

Financing
System

Institutions

Guidance
Clusters

N

Providers,
Health Professionals

Legislatures

Population

The population is the most important component of the system. Its
characteristics determine the need for health care, the resources available to
support the system, and the manner in which these resources are deployed.
The demographic composition, state of economic development, educational
level, expectations, and philosophic "style" of thepopulation are all important
factors in the development of the HCS and in planning for the future.

Patients, Clients, Users

From the population, certain individuals elect to call upon the HCS for
services. This is not a simple process. First, there must be a level of
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awareness of the existence of the system and its capabilities. Next, there must
be a level of trust and a means for access to the system, including payment for
the services. The willingness of the population to support preventive services
and the level of education of the public about the value of such measures are
important considerations. The willingness of the population to mandate certain
services (such as forced blood testing for AIDS or quarantine for active
tuberculosis) in the interest of protecting the public health is another important
characteristic.

The style in which services are provided and the level of freedom given
the individual to exercise her/his preference among alternatives are of obvious
unportance. This component of the model encompasses these and other
elements of the interface between the mdividual and the system.

Providers, Health Professionals

This component includes all of the health professions, such as physicians,
nurses, dentists, podiatrists, physici^ assistants, etc., but it also includes the
very important educational systems for producing each component, the
licensing and credentialing process for each, and the professional support
mechanisms for each.

Characteristics that are of obvious importance are the manner of selection
of individuals for these professions, the type and level of training, the level of
payment for services, the level of confidence of the population and of the users
in the usefulness of the services offered by each, etc.

In general, these professions are mdependent of each other, and each sets
its own educational and practice entry requirements and provides its own
validation of quality and standards for practice. The level of autonomy and
self definition allowed for each professional group within the system is also an
important characteristic.

Financing System

This component encompasses those mechanisms for financial supportof
the system and its component parts. The population and the users of the
services contribute to the system, and, in turn, this contribution is passed
along to the professionals and the institational components of the system. Fee-
for-service has been the traditional method by which these payments have been
made, through an interposed, employer-based insurance mechanism, but this is
gradually being replaced by a capitation- based system, through managed care
entities of various types. These mechanisms are the subject of intense debate
at this time, along with the level of financial support needed to maintain a
health care system acceptable to the population and the users of the system.
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Of special significance to those planning and implementing health care
services is the fact that the financing system is the "control box" for the
system. By establishing an appropriate set of rewards, the system can be
stimulated to develop in a particular direction, or to emphasize one set of
services over another. Those who control the payment system can design and
control the entire system, including all providers and institutions!

Within the fmancing system are a variety of organizations that exist to
provide the administrative services and management required to receive funds
from individuals and employers, account for these transactions, and transmit
them to those providing services. Insurance companies, health maintenance
organizations, and a variety of other entities exist, each with its own
administrative hierarchy, rules, forms, and requirements, addmg to the
complexity and expense of the system.

Institutions

At one time in our past history, health care was simple and
uncomplicated! The provider and patient met, usually in the patient's home,
and the meager diagnostic and therapeutic skills of the former were exercised,
with the help of the patient's family. There was little science involved, and
technology was absent. As the science base of medical care and the resulting
technologic support capability developed, this mode of delivery became
inadequate.

Doctors established medical offices, containing their tools. As these tools
became more complex (surgical operating rooms, radiology units, etc.), they
became too expensive and too complex for a single doctor's purchase and
maintenance. Nursing care also developed to a point that its mipact, and that
of other allied health groups, rendered the care previously provided by the
family in the home less acceptable.

These factors and others led to the development of the hospital as an
important element of the HCS. Time and circumstances have added other
institutional forms, such as long-term care units, dialysis centers, and many
others. These developments have generally supplied technologies and skills
that are too expensive and too complex to be provided in the individual
provider's office.

Spurred by the ready availability of funding for their skills and
technology, institutions have flourished, and have become the most expensive
and highly developed part of the HCS, with very complex and changeable
relationships with the provider segment of the system.
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Guidance Clusters

The population never acts as a single unit in making decisions about
health care or any other aspect of its collective life. There are always
individuals who become "fired up" about an issue, and who convmce or lead
their peers into taking action to change some aspect of their lives. These
individuals find others with similar interests and become "pressure groups" for
their chosen cause. They are active and important components of all service
systems, includmg the HCS, and their role is recognized in the model under
the term "guidance clusters."

Each and every component within the HCS has its own guidance clusters,
which attempt to influence or modify the activities of all other components of
the system. Some represent the health professions, such as the American
Medical Association, American Nurses Association, American Dental
Association, etc. Others represent institutional categories, such as the
American Hospital Association. Some represent educational entities, such as
the Association of American Medical Colleges. Some represent disease
entities, such as the American Cancer Society. There are very few that are
recognized as serving the undifferentiated users of the system, though many
represent a particular point of view or a particular approach to medical care.

Education of the public has been a declared an objective of almost every
one of the above special interest groups, yet the bias of each is readily
recognized. Each such voice is important in an evolving public debate about
the current HCS and its evolution into the system of the future.

Legislatures

Various governmental bodies have a level of control over the "control
box" of the HCS, the financing system, through their ability to control the
fiow of public funds. They are extremely important components of the
system. They are also the prime target of the activities of Guidance Clusters.

These governmental bodies are the representatives of the population and
are elected to serve the wishes, needs, and interests of those who elected them.
However, most of us recognize that the political process is complex and that
this representation is imperfect and at times misguided.

Pathophysiology Within the System

With the understanding that one person's identified defect may be another
person's identified strength, the following is a list of the characteristics of the
HCS that appear to be adversely affecting our ability to construct a more
reasonable and effective set of changes, including the rational utilization of a
team of health care providers.
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A. POPULATION COMPONENT

1. No agreement on goals for the health care system.
2. Public perception that health care costs have outstripped value.
3. Public conviction that tax burden is too high.
4. Distrust of government as a system operator.
5. Public fear of nonavailability of health care.

B. PATIENT COMPONENT

1. Lack of financial access for about 39 million people.
2. Geographic access limited for residents of many areas.
3. Individual medical services are too expensive.
4. Unrealistically high public expectations from health care.
5. A tort system which compounds the effects of #4.

C. PROVIDER COMPONENT

1. Professional subgroups are uncoordinated and independent of
each other.

2. Educational systems are separated from and unresponsive to
population and HCS needs.

3. Specialty and geographic distribution within all health
professions is badly skewed.

4. Severe inequities in rewards between and among professional
subgroups.

D. FINANCING COMPONENT

1. Payment for old procedures has been tightly restrained, while
new procedures have been introduced at excessively high
payment levels,

2. Employer payment for insurance has removed patient concerns
about cost of health care.

3. System includes large number of fiscal intermediaries, each with
direct and indirect administrative costs.

4. No relationship between goals or outcomes and financial
rewards.

E. INSTITUTIONS COMPONENT

1. The institutional subcomponents are uncoordinated and
independent of one another.

2. High level of payment has driven an overdevelopment of new,
high technology components of service mix.
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3. Institutions and their providers are not responsible to each other
or to any system goals or outcomes.

4. Wide disparities exist between services provided in various
commimities, related to level of high-pay services performed.

F. GtHDANCE CLUSTER COMPONENT

1. Consumer interests are confused and divided.

2. Health professional interests are equally confused and divided.
3. "Status quo" and self preservation are the dominant forces,

rather than a concern for health status of the population.

Two Important System Faults in Impeding Interprofessional Collaboration

While each of the above system faults contributes to the
inefficiencies, high cost, and maladaptations of the health care system, the
following two seem to be especially important in considering the slow
development of interprofessional collaboration. For this reason, they will be
discussed in greater detail.

Lack of Consensus on Health Care Goals

In the current discussion of the need for health care refonn, there is much
discussion of the need for and the practicality of universal coverage. Fear of
the cost of such an objective has clouded the more useful discussion of those
aspects of health care that are clearly cost-effective and whose performance
would save money for the system rather than adding to cost. Many of these
components of health care are in the area of preventive services, long
recognized as a good investment for those responsible for payment for health
care services.

The U.S. Public Health Service has made a large contribution to our
thiTilcing about health by setting specific public health goals for attainment by
the year 2000.^ These goals are a worthy start toward a set of goals for the
health care system. There are other goals, relating to access to health care.
The Robert Wood Johnson Foundation^ has developed a number of indicators
of access, with trends over the past few years. The Institute of Medicine
"checklist"^ for primary care practitioners, developed almost two decades ago,
could be developed mto goals for the convenience and quality of primary care
services, with indicators that could be used to measure achievement.

As concerned health professionals, we need goals that have been carefully
studied (including the cost for attainment) and accepted as "our" goals for the
people of the country. We need to incorporate these goals into om: planning
and thinking and into our educational programs. We need to link the
attainment of these goals into our payment/reward system, so that the
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attainment of the goals is rewarded and the failm:e to achieve the goals incurs
penalties. The challenge should be: Which of the health professions can
contribute to the achievement of each of the goals and which are the most cost-
effective in doing so?

The current fee-for-service payment system, with no population base, is
not compatible with the assignment of responsibility for the achievement of
such goals. It is for this reason that I favor current health care reform
proposals that provide a capitation system for payment and that assign
responsibility to an "accoimtable health plan." A system that establishes
capitation and accountability, plus a set of national goals, would immediately
cause the formation of health care teams that would have true collaboration

and mutual responsibility.

Restrained Payments for Older Procedures, Excessive Payments
for New Procedures

Because of congressional concern that patients in the Medicare and
Medicaid payment systems might be treated as "second class" by providers,
these legislative acts mandated that provider payments be made at "usual,
customary, and reasonable" levels, thus tying these payments to the prevailing
conununity rates for the same services. There was no provision in the
legislation for a method for the setting of payment levels for newly introduced
procedures.

From the beginning of Medicare and Medicaid, those procedures that had
a prior payment histoiy have been tightly constrained, but a new procedure
could be introduced at any level deemed proper by those who first developed
and introduced the procedure. Initial charges were set at a level that allowed
recovery of development costs, an allowance for the equipment and training
costs, and other development costs. Once established, these charges became
the "usual, customary, and reasonable" community standard, and were not
reduced at a later time to reflect technical efficiencies, reduced time
requirements, paid development costs, etc.

As a result, most of the newer procedures have returned to those who
perform them a very significant level of "profit" for each one that is
performed. These excess profits have had a powerful effect on the entire
health care system, distorting most of the components of the system. Certain
segments of the physician subcomponent were able to earn four or five times
as much as other segments, causing the debt-ridden medical student to choose
a more lucrative specialty rather than a less rewarding specialty. Physicians
who performed the profitable procedures were tempted to do more, creating a
demand for more services and equipment in hospitals, which also profited,
thus leading to hypertrophy of the hospital subcomponent.
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Pursuit of the available profits in new procedures has distorted the
educational goals and objectives of medical schools. Those departments which
can generate these funds have plowed these funds back into larger numbers of
faculty who are able to produce more services, increased numbers of residents,
etc. These funds have created a hierarchy of power and influence, with those
departments and sections that are able to generate profits at the top, and those
who do not have this ability at the bottom. The entire structure of many
medical schools has been altered by this inequity, with a strong secondary
effect on the student.

The same forces are influencing other health professions. Physician
assistants and nurse practitioners can find positions in the profit-generating
segments of the system at a much higher salary. New health professions are
created to improve the technical efficiency and throughput of high-profit
procedures.

The higher levels of salary, influence, and status of those involved in the
profitable new procedures have also'influenced salaiy levels throughout the
system. To be successful in recruiting individuals away from those segments
of the health profession involved in high-profit procedures, the other segments
must raise their salary offerings and benefits. Hospitals and large clinics can
invest their profits into "loss leader" services, such as primary care, which
have the potential for generating a higher demand for the profitable services.

The reason that I have chosen this system fault as one of the most
important among the long list cited above is that it has had a pervasive and
malignant effect on the overall system, which affects all health professions and
the population as a whole. I believe that it is the single most destructive
influence among all of the system faults and that it is a major cause of excess
health care cost, specialty maldistribution, geographic maldistribution,
overdevelopment of hospitals, overdependence on technology, and many other
ills within the health care system.

It could be corrected by a change in the payment structure to require
periodic reassessment of the cost of producing all newly established
procedures, and a correction of the level of payment reflecting the findings.
The resource-based relative value scale, adopted several years ago, has not
produced the reforms required, though it has moved payments in the right
direction.

Suggested Actions for Academic Health Systems

Inertia is the most powerful force on earth. Those who have been so
heavily favored by the current medical care system will be powerful
adversaries in any attempts to change the system, with all of its faults.
Evidence of this is seen in the discussions of health care reform that are
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currently in the various news media. The power of the "haves" in academic
health centers is no less powerful. My suggestions for those who wish to
work for change are as follows.

1. The health professions represented in academic health centers should
work for population-based goals and objectives for the health care system,
without regard for their own territorial prerogatives within the system. These
goals should include outcome objectives and process objectives for the delivery
of care.

2. The health professions should work toward systems of care that
establish clear organizational responsibility for the achievement of health goals
within a defined population group.

3. The health professions should work to achieve a system of payment
that allocates funds on a capitation basis, with payments to responsible
organizational units that are tied to the achievement of established goals.

4. The health professions should be more effective advocates for the
need for system reform, avoiding mrf-protective actions on behalf of individual
professions, which severely compromise credibility and effectiveness. Efforts
should be directed at improvements that aid the entire population, as well as
those who need medical care as patients. Educational leaders within each of
these professions can be the leaders in this process.

These are not simple activities. They involve risks within medical centers
and in the larger political arena, yet I sincerely believe that rational and
objective members of all of the health professions believe that the current
inequities and distortions in our health care system demand change, and that
those who contribute to a system that provides good health care will be treated
fairly and well.

It is my hope that a health professions congress, such as this one, might
be conducted next year to begin the process. With systemic changes such as
those described above, real health care teams can begin to realize their
potential!
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THE POLITICAL CONTEXT



HEALTH CARE REFORM UPDATE

JACK EBELER

What is the health care reform debate about and why is it occurring? It's
about costs, and it's about coverage. Any measure you use in health care on
the cost side indicates that health spending is growing faster than the rest of
the economy. It is growing as a percentage of gross domestic product and as a
percentage of the federal budget, the state budget, individual out-of-pocket
budgets, wages and salaries. Health spending is growing faster than anything
else.

That's a hard message for the health community because for the most part
people in the health community look to the last decade as an era of constraint,
a time when the free ride ended and things got tough. But from the buyer's
perspective, the question is: What do we do in the future to constrain the rate
of increase in this portion of the economy?

On the coverage side, there are about 36 million to 39 million individuals
uninsured at any one point in time. Over the course of a year, as people move
in and out of coverage, there are about 58 million to 60 million individuals
who were without coverage at some point during that year for at least one
month.

Among the issues of costs and coverage, it is costs that are really pushing
things. The Congressional Budget Office estimates that if no policy changes
occurred, total spending would increase by about $478 billion over the next
five years. It's a big number. We've got a big deficit problem. The question
is: What's contributing to the growth?

Forty-five percent of the total growth in the federal budget over the next
five years is the growth in Medicare and Medicaid. Growth in social security
accounts for about a fourth of the growth in the budget. Growth in interest on
the debt is about 14 percent, and everything else the federal government does
combined, from transportation, to roads, to national defense, to welfare,
contributes only 18 percent of the growth.

Given these figures. Congress has little choice but to first try to figure out
how to constrain the growth in Medicare and Medicaid. Much of the attention
to health reform is, in fact, directed towards fmding some measure to control
the rate of growth in these programs, for reasons related more to deficit
reduction than to health care.
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The Plans Under Debate

Various health plans are being debated. Clinton proposes universal
coverage through an employer and individual mandate. Basically, the
employer would pay 80 percent; the individual or family, 20 percent. The
plan proposes a comprehensive benefit package and a substantial restructuring
of the health care financmg system, in the form of giant purchasing groups
called regional alliances. These would be groups in which everybody in a
community, including all employers of fewer than 5,000 employees, would be
required to pool their money through a regional alliance, which would in turn
take that money and arrange for coverage among competing health plans in the
community.

It would no longer be an employer choice model, where the employer
selects the plan or two or three plans that employees might be able to be
covered under. Instead, the individual in this model would have a choice of
all the plans in their conmmnity. In fact, much of what the Clinton plan aims
to do is to structure a market in which you would have competmg plans and
some degree of competition among them to drive the choices and constrain the
costs in the system. The plan also proposes regulatory cost containment
through limits on the rate of increase in health care premiums.

In sum, the Clmton plan proposes a structure of competing health plans
and a regulatory cap on premiums as the mechanisms for cost containment,
plus tight constraints on the rate of increase in federal spending under
Medicare, Medicaid, and the new subsidies in this program, to try to reduce
the deficit. Most of the financing for the plan comes from the employer.
Mechanisms for financing the federal subsidies in the proposal include the
previously mentioned reductions in the Medicare and Medicaid, in taxes, and a
variety of other federal financing sources.

The plan also includes a number of special provisions related to financing
of health professions education. The provisions stem from three policy
statements:

(1) The number of medical residencies in this nation should be limited and
within that limit should emphasize primary care.

(2) There should be all-payer financing for the costs of graduate medical
education. This second policy statement is based on the idea that cost
constraints and competition will make it difficult to finance health professions
education through the service delivery system. It also is based on the idea that
health professions education is a public good to which everyone ought to
contribute.

(3) The plan supports the growth of other types of health professions
through grant support for education.
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There are several other plans on the agenda. There is McDermott's
single payer plan, which is somewhat similar to the Canadianmodel. The
Ways and Means Subcommittee on Health, headed by Pete Stark, has
produced what has been called a play-or-pay plan, which allows small
employers to buy from a government pool program calledMedicare Part C.
This plan is being raised to the full committee level, where the committee,
chaired by Representative Gibbons, is moving to approve it.

The Senate Republicans, under the leadership of Senator Dole and Senator
Chaffey, have come up with a moderate Republican plan that has a far less
regulatory approach and no price caps. The bill relies instead on competition
among health plans to reduce costs. For the first ten years, there are no
mandates for coverage, some subsidies for low-income people, and several
insurance market reforms to make coverage available. In the year 2005, the
plan moves to an individual mandate, not an employer mandate. The
conservative Democratic forum, headed principally by Jim Cooper of
Tennessee, has advocated the so-called managed competition approach. These
are merely examples of the variety of plans being discussed.

Instead of trying to make plan-by-plan comparisons, it is useful to focus
on the three key policy issues that are driving the substance and the politics of
the debate: coverage, costs, and structure.

On the coverage side, are we going to have universal coverage or not?
And is it going to be mandatory? When it comes to mandatory coverage, the
debate gets caught up in the question of who pays for it: the employer, the
individual, some combination, or taxes. This remains the toughest issue to
solve in the congressional political process.

With respect to cost, the main question is: is the government going to set
an arbitrary limit on the rate of increase in health spending (public and
private), or are we going to rely on competition in the private system and
leave it to the government to control its own costs? Second, if the government
is going to set a cap, is it going to be on premiimis or on provider payment
rates?

Finally, there's the question of structure, which in many ways determines
who's in charge. The Clinton plan creates regional purchasing groups that
become the big buyer and the pool into which the smaller employers, the
marginal employees, and low-income people fit. Senator Kennedy's committee
and Representative Ford's Education and Labor Committee have modeled
proposals on the Clinton approach.

The Ways and Means Subcommittee appears to be aiming for mandatory
universal coverage, where the employer is the main source of financing, but
it's more of a play-or-pay model. The smaller employer can either buy
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coverage directly or buy through Medicare, which then provides coverage. In
this model, Medicare becomes the pool, if you would.

Senator Chaffey and the moderate Senate Republicans propose eventual
mandatory coverage with an individual mandate. In the conservative
Democrats' managed competition bill, coverage is not mandatory. The
Congressional Budget Office estimates that even after such a bill is fully
phased in, about 25 million Americans would remain uninsured. The other
proposals being debated call for individual mandates, various types of
insurance reform, and the like.

In sum, the outlook in Congress is hard to predict. There are several
conflicting pressures in the politics of health reform. There are the grass roots
factions, which tend to be liberal on this issue and to lean towards a single
payer approach. The Congress, however, is not a liberal mstitution, but a
moderate to conservative institution that will most likely only adopt a moderate
to conservative plan.

Committees to Follow

There are five key committees to follow. In the House, there is the
Energy and Commerce Committee, headed by Dingle and Waxman. This is a
committee whose makeup is regarded as very similar to the House as a whole:
fairly balanced. As a result, neither the subcommittee nor the full committee
has been able to produce a majority for anything.

The Ways and Means Committee, again, has produced a play-or-pay plan.
Just two days ago, they circulated to the full committee a so-called chairman's
mark, which they are pushing through. The central issue for this committee is:
Can they get a majority plus one of folks willing to endorse some variant of an
employer payment contribution?

The House Education and Labor Committee, chaired by Mr. Ford of
Michigan, is a liberal committee, inexperienced in health care, which will
most likely propose something very close to the President's plan. It may also
report a single payer bill.

^ In the Senate, there are two key committees: Finance, chaired by Senator
Moynihan of New York; and Labor and Human Resources, chaired by Senator
Kennedy. Labor and Human Resources is a liberal committee that has
reported comprehensive health reform in the last couple of Congresses.
Senator Kennedy is likely to propose a variant of the President's plan.

The Finance Committee is the place where most of us think the really
heavy lifting will occur. It is a more bipartisan committee, more reflective of
the Senate as a whole, and it is where several influential senators serve.

26



•' ' n''- •

Senator Moynihan chairs the committee; members include Majority Leader
Mitchell, who has staked the final year of his term on health reform, and
Minority Leader Dole. Senator Chaffey, who is advancing the moderate
Republican compromises, also sits on this committee, as does Senator
Rockefeller, who is the leading champion of the President's plan on the
committee.

Health Professions Education and Workforce Planning

I would like to tell you that this issue is driving the debate, but it is not.
Again, the primary issue is whether to impose residency constraints or not,
and whether to make them "soft" or "hard." There is one set of approaches
that calls for rigorous, federally driven controls on residencies, and another set
that seeks some process to assess the situation~to do some formal studies—
before creating policy. Primary care is a clear priority. Again, the issue will
be whether it is a statistical priority or a policy priority.

A second issue is the need for pooled funding, given the reality that in an
era of competing health plans and cost constraint, the service dollars that
finance medical education and research will dry up and that some mechanism
will be needed to allocate that funding directly to certain of those institutions.
The issue then becomes, of course: pool funding for what and for how much?

Third, there is much-discussion about grants to enhance existing education
programs and to create new programs. While pooled fimding represents real
money, grants can be just authorizations of appropriations. If the federal
budget caps are not changed, the likelihood is that a grant is going to be a
terrific piece of paper but not likely to produce a whole lot more money.

Another important question is whether or not workforce planning is going
to be integrated (i.e., taking into account the entire spectrum of healtti
professionals or honing in on physicians only). And what are the right
numbers of professionals, primary care providers and the like? And finally,
who decides? Is it the Department of Health and Human Services? Is it a
new national commission on the health workforce? Or is it a set of incentives?

Is there enough money in the proposed pools to finance the sort of workforce
policymakers are talking about?

The whole area of primary care must also be clarified. The tendency is
to discuss the need to educate general practitioners and primary care
physicians, but many other providers can also deliver primary care. Maybe
we don't need more primary care physicians; maybe we need more nurse
practitioners.

And finally, what sorts of providers will participate in health plans?
Groups ranging from academic health centers to all physicians to essential
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community providers and the like are all concerned about their access to a
patient base. The health plans have their own interest in building a
competitive health system, and hiring remains a brewing tension.
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CONGRESSIONAL PERSPECTIVE ON HEALTH PROFESSIONS
EDUCATION REFORM

THE HONORABLE JOHN D. ROCKEFELLER IV

It is a genuine pleasure for me to be here today to discuss the prospects
for reforming our graduate medical education system and our so-called health
professional workforce as part of the push for health care reform this year.

rd like to try to give you a constructive way, from my point of view, to
think about the challenges of health care reform as they affect your academic
health centers.

From the options before Congress I believe we must choose the path that
promotes an appropriate balance between primary and specialty care. I feel
very strongly about this issue, and I understand how academic health centers
feel very strongly, many of them, agaiiist this issue out of a fear that they will
lose research money and other money. But I truly believe that we have
50,000 more specialists in this country than we need. I am outraged by the
fact that their training was paid for not with private dollars, but with
taxpayers' dollars.

Let me address three questions that I think are critical to academic health
centers and to understanding the context for workforce changes contemplated
in health care reform. First, what is the environment for academic health
centers today? Second, what changes do they need to make in order to
perform their missions in the future? And third, how are they going to get to
where they need to be?

You know better than I do that things are getting very tough out there in
the real world of health care reform for academic health centers, even absent
Congressional reform. There is serious health care competition, particularly in
the form of managed care. I believe that workforce reform, alAough received
skeptically by academic health centers, is something that is in your own best
interest, provided, of course, that it is accompanied by the proper transitional
money and things of that sort. And yet, there are a lot of academic health
centers that are doing everything they can to kill this.

Much of the way in which academic health centers train physicians stems
from the strong economic incentives of the current system, which perpemate
specialization. In order for you to be able to change to meet the needs of our
health care delivery system, the economic incentives must change as well.

The Health Security Act was specifically constructed to take into account
the concerns of academic health centers, more so now than when it was first
written. It includes an all-payer pool. Other plans don't talk about that. It
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includes funding for graduate medical education in teaching hospitals and for
graduate nurse education.

The pure managed competition proposal, otherwise known as the Cooper-
Breaux proposal, comes up short in its funding of GME. The Cooper-Breaux
proposal also promises to reach 91 percent coverage, but doesn't explain how
it will pay for that coverage. To its credit, the Cooper-Breaux plan does
envision a shift toward primary care, a reallocation of residency slots, and a
cap on the total number of residency programs that federal dollars would
support.

The Chafee bill proposes to pay for universal coverage only as costs
savings become available. Exactly how these savings would be achieved is
barely described; strategies would likely involve cutting Medicare and
Medicaid, which would, of course, eliminate long-term care and prescription
drugs and have other negative effects.

The architecture of the President's proposal, in my judgment, does
address academic health centers' major fears, if not all of them. Under the
President's vision of reform, academic health centers would get a guaranteed
solid funding stream, as well as guaranteed contracts and essential community
provider status. They would also receive financial incentives to move in the
direction that most of you will freely admit that the country needs to be going,
and that is towards producing more primary care providers. All these things
are clearly stated in the Health Security Act. No other reform proposal
provides academic health centers with those guarantees or even contemplates
those guarantees. Now the question is; Do we pass it or do we not?

The second question is: Where do academic health centers need to be in
the future? Academic health centers have to change; we all understand that.
Whatever happens in Washington this year and over the next decade, academic
health centers must change in order to suryive. This is due in large part to the
ever-increasing pressure to tighten up on the use of federal dollars. This
pressure is real.

Medicare and Medicaid's disproportionate share of dollars will be reduced
with or without the passage of health care reform. Medicare's indirect
medical education (IME) payment will be cut with or without the passage of
health care reform. For these reasons, combined with the competitive
pressures of the changing health care environment, academic health centers
will be forced to become more responsive to the changes in the market.

There is a lot of support in Congress to help academic health centers
change, to help them meet national workforce training goals and deal with the
phase-out of Medicare and Medicaid disproportionate share payments as we
eliminate uncompensated care, if indeed we do achieve universal coverage.
Everyone in Congress recognizes that academic health centers play a totally
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unique role in American life. We've learned a lot in Congress about your
centers, and we have become enormously impressed.

We agree that the academic health centers must survive, and, indeed, I
want to see them flourish. But help does not mean snnply making up for the
financial losses that these centers will likely face m a managed care
environment. That's not going to happen, I think, in the new world of deficit
reduction. Rather, it means providing support to help academic health centers
restructure their priorities, become more responsive to the changing needs of
the country, and eliminate health professional shortage areas. It means helping
them continue their premier role in patient care and research and education.
In the end, academic health centers will be in a position to compete in a
managed care envnonment and to meet the needs of our population in the
areas of health care research and the training of future physicians.

Now, what do academic health centers need to do in order to get there?
What I think these centers need to communicate is that there is a two-way
relationship between themselves and tliie communities they serve. Academic
health centers provide expertise, develop lifesaving therapies and technologies,
and improve and save people's lives. They are truly one of the jewels in the
crown of the American medical system. This is why ihey were given special,
preferential treatment in the Health Security Act. But academic health centers
must understand the fundamental fairness that federal health dollars, which are
America's premium dollars, should only be used to pay for what we need.
That makes sense. You couldn't argue that logically or morally; as taxpayers,
you wouldn't want to argue that.

Given the establishment of an all-payer fund for education, academic
health centers have to be willing to train the appropriate number of generalists
and specialists to meet the country's needs. It's a fair deal.

After we successfully transition to a system with universal coverage,
academic health centers will have to be willing to work to become more
efficient so that they can compete in an increasingly managed care
environment. Once we eliminate uncompensated care, we cannot continue to
provide academic health centers with the subsidies that they have been given in
recognition of the extra costs they absorbed without universal coverage. It is
my hope that academic health centers are willing to do all of this, and that
they recognize just what they have to lose and, even more important than that,
just what they have to gain.

I will end by saying this: Tell us, tell me, what you think is most
important; guide us; talk to us; but please be realistic. Be realistic about what
we face and about the general economic situation. I view the role of academic
health centers as a sacred trust whereby society provides public funding to
support your mission, but where you also are responsive to society.
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NEW LEADERSHIP AND VISION AT THE

HEALTH RESOURCES AND SERVICES ADMINISTRATION

GIRO SUMAYA

The Health Resources Services Administration (HRSA) is part of the
Public Health Service in the Department of Health and Human Services. We
are organized into four bureaus: the health professions, maternal and child
health, primary health care, and health resources development, as well as a
number of other specialized offices. HRSA's annual budget was $3.1 billion
this past year. We have approxknately 3,000 employees.

HRSA has a major responsibility for health services delivery; our job is to
ensure that the poor, disenfranchised, medically under-served, homeless, and
the like, have access to health care. We're not quite as well known as the
NIA, CDC, or FDA, our sister agencies, probably because our programs are
so diverse. But we do provide primary care to over six million people through
the community and migrant health centers, school-based clinics, health care for
homeless projects, and many other programs.

We are the lead agency for maternal and child health through the major
block grant that we distribute among the states and through our other programs
for children. We are responsible for oversight of major diseases of national
and regional significance, such as AIDS and hemophilia, among others. We
are the center of federal activity for organ donation and transplantation. We
oversee health services to rural populations and provide oversight of the
trauma and emergency medical services systems in the country. We are also
the lead agency for the vaccine injury compensation program and provide
oversight of the national practitioner data bank.

But perhaps our major responsibility deals with the health workforce.
HRSA is responsible for monitoring how closely the health care workforce is
meeting the health needs of the nation's citizens. Through the Bureau of
Health Professions, we administer grants and contracts to primary care
providers in diverse professions. We oversee multi-disciplinary and
interdisciplinary programs that link education with service, like the Area
Health Education Centers (AHECs) and Geriatric Education Centers (GECs).
We also support COGME, the Council on Graduate Medical Education, which
has been focusing on the primary health care professions for the past few
years. In addition, we coordinate student loan and scholarship programs for
the health professions through our Bureau of Primary Health Care, which also
oversees the National Health Service Corps (NHSC).
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What is HRSA's role in health care reform? A large of this role is
to work in partnership with other agencies organizations to evaluate
emerging health needs and to consider proactively how we will manage and
how we might influence the forces driving the changes, rather than simply
reacting to them.

With regard to the health care workforce, many have focused on such
issues as the mix, distribution, diversity, and competency of health
professionals. HRSA supports a number of development and training
programs in primary care across disciplines, including a new primary care
policy fellowship program. We are also working on the expansion of
programs for non-physician primary care professionals. HRSA has also
focused on the areas of dentistry and allied health. The money is not great,
and I think it's an area where we need to expand. But we are trying to do the
best with what we have and also to distribute resources equitably among the
various skilled health professionals.

HRSA is also involved in workforce issues in the research arena. I plan
to have some more direct interaction with the Agency for Health Care Policy
and Research, which deals more with health services research. We are
particularly interested in working together to further explore the
interrelationship of human resources, health services, and service delivery
structures. Collaboration between COGME and the American Medical

Association to understand the role of the international medical graduate in
primary care has also been useful.

HRSA has been active in the development of community-based training
programs. HRSA supports service and education linkages between our Bureau
of Health Professions and several community migrant centers; this endeavor
could be greatly expanded. Expansion of the AHEC program would also make
it possible to bring the training of our health professional students, residents,
and post-graduates out into the community, where it can be more strongly
linked to the reality of how service is usually delivered, which is in outpatient,
ambulatory, and community settings.

Also in the area of curriculum, HRSA is charged legislatively with
looking at the placement, appropriateness, visibility, and promotion of
women's health issues in the curriculum of medical schools.

One area that remains of particular concern to me is consolidation. We
are being asked to consolidate the many line items we have in health
professions education and to try to see if we can group areas of overlap (e.g.,
family practice and pediatrics) in a way that makes more programmatic and
managerial sense. This is a veiy difficult problem, because each constituency
wants to preserve itself. The object is not merely to consolidate for
consolidation's sake, but to become more effective and more efficient.
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HRSA is also working to become more involved in the area of
telecommunications. Through the Office of Rural Health, we are sponsoring
several telemedicine demonstration projects. We hope to expand this program
to include not only consultative telemedicine but also educational
communication linkages, particularly with rural areas.

We believe that improvements in communications could be of particular
benefit to the NHSC program, which has faced great difficulties with respect
to retention. Given the health workforce distribution problems that we have in
this country and the potential of the NHSC program to help solve them, the
challenges facing the program merit attention. One of the current barriers to
retention is that NHSC salaries are below average. We are making efforts to
match what is being paid elsewhere. Another significant barrier to retention is
the recent decision of the IRS to tax scholarship money.

Despite these two barriers, and many, many others, I think there's great
hope for the program, and I certainly would like to see where we can work
more closely withpeople like you in the academic health centers to improve
retention. We need a national strategy for placing our mdividuals, but we also
need regional and community strategies. If people are from a region or
community, would it not be better if they served their payback time in the
region or community that they are comfortable with, that they understand?
And will not then the outcome be better, because they'll be more likely to be
retained in those same communities and regions? I think this is where the
regional health professional schools may be pivotal in improving the retention.

Another growing area of focus for HRSA is public health. We have an
Office of Public Health Practice, which I would like to see expand,
particularly as the country's public health needs become ever more pressing.
HRSA also supports the Joint Council of Public Health, which includes state,
county, and the local public health officials. HRSA has been very involved in
public health intervention efforts for mothers and children through state block
grants as well as a number of activities dealing with data collection, standard
setting, assurance activities, prevention and the like. A big question in the
public health arena is: where do we stand with respect to human resources to
meet the changing public health needs of the country? I don't think we have a
good answer at this point. The public health community is working together
to explore these issues; one clear conclusion is that public health has been
more fragmented than we would like.

If targeted public health programs are to be successful, we need to have
the cooperation of thehealth professional community, which has the expertise
to meet many public health needs. One can see the advantages of greater
interaction among schools of public health and other healthprofessional
schools, and also the potential benefits to all students in receiving some of
their training in the public health sector, such as in public health departments.
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What we see on the horizon, with health care reform, will be health plans
of some sort or another, with defined communities receiving coverage through
specific plans. Would this not be an opportunity to develop the data bases that
we need to understand the health status of populations so that we can develop
appropriate intervention programs, vis-a-vis Healthy People 2000? I think
these are opportunities that we should try to grasp.

In conclusion, I'd like to say we have a number of major challenges
before us, but we also have a number of major opportunities before us. I see
a great need to create partnerships that bring together the strengths of
academia, government, and business, at all levels: federal, state, and local.

HRSA recognizes the significant role that the academic health centers and
teaching hospitals have played in providing a safety net for the poor. We need
to ensure that these populations continue to receive this type of good care
without disruption as we go through this whole reform process. We realize
that there is a tremendous public investment in academic health centers and
teaching hospitals in the forms of Medicare/Medicaid reimbursement, NIH
grants, HRSA programs, and the like. So we look forward to new linkages.
We look forward to increased partnering, and we hope to be able to create
different types of models in health professions education and service that will
then generate a cadre of health professionals that meet the needs of our great
nation.
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MODELS OF INTERDISCIPLINARY AND

COMMUNTTY-BASED EDUCATION PROGRAMS



INTERDISCIPLINARY COMMUNITY-BASED EDUCATION:

LESSONS LEARNED

JUDITH COOKSEY

Academic health centers and health professions schools are under
increasing pressure to make education more responsive to the health needs of
society. In 1991, the Pew Health Professions Commission studied the critical
competencies that would be needed by health professionals practicing in the
year 2005.^ It identified a series of skills, applicable to all disciplines, which
would prepare students to be more effective and responsive practitioners.
Among the competencies identified by the Pew Commission, several will
require an interdisciplinary community-based approach: care for the
community's health, an emphasis on primary care, participation in coordinated
care, improvement of the health care system, and participation in a racially
and culturally diverse society.

There is a growing sense that health professions education must shift the
focus from teaching hospitals and a tertiary care perspective to ambulatory
settings and a primary care perspective. This shift will allow more educational
experiences to take place within communities. There is less consensus on the
need to support interdisciplinary education. Most educational experiences are
offered to students from a single professional discipline. While each
profession is addressing its own educational reform, there has been relatively
little discussion of shared educational issues. Since health care is evolving
toward coordinated service delivery systems with multiprofessional
involvement, educators should be more willing to prepare students for
interdisciplinary practice. Academic health centers, which house several
professions schools, have a unique opportunity to develop these models.

Advantages of Interdisciplinary Community-Based Education

Interdisciplinary health professions education may be described as
educational opportunities where faculty and students from several disciplines
participate in a shared teaching and learning experience that includes a
recognition of the roles and contributions of each profession. One of the most
cogent reasons for interdisciplinary health professions education is the
changing nature of health care. Increasingly, this necessitates the management
of complex medical problems where care is provided by highly specialized
teams with members from several different disciplines working together. The
days of the solo practitioner are quickly fading. Independent pharmacists,
physicians, dentists, and podiatrists are joining organized health care systems.
Students from each discipline must acquire an understanding of the practice
scope and professional approach of other disciplines so that they will be
prepared to provide coordinated services to patients.
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As the medical care system strengthens its commitment to assessing all
determinants of health, training will be required to extend beyond the
traditional medical realm. Students and practitioners will need to integrate
principles from the behavioral sciences and allied health fields into their
practices. Exposing students to peers with professional interests in these areas
can stimulate learning and an appreciation of the contributions of each field to
the overall health needs of the patient.

From the institutional perspective, there are advantages to
interdisciplinary education. One of these is the sharing of faculty expertise.
There can be economic savings by sharing teaching and course development
costs among colleges. For example, areas such as health systems, health
policy, community health, medical humanities, and cross cultural studies may
be taught by faculty with appropriate expertise irrespective of their home
college. These topics lend themselves to interdisciplinary student participation
as the content spans all disciplines.

Community-based education has been described in a World Health
Organization report as "a means of achieving educational relevance to
community needs. ... It consists of learning activities that use the community
extensively as a learning environment in which not only students, but also
teachers, members of the community, and representatives of other sectors are
actively engaged throughout the educational experience. Community-based
experiences provide students a first-hand view of health problems of
communities and ways these can be addressed. Integrating the community into
the learning experience can be accomplished by a variety of approaches such
as field visits, clinical experiences, meetings with community residents and
leaders, inclusion of community representatives in the educational process, and
opportunities for students to give something to the commimity through work
with an agency or on a special project.

Community-based education usually involves the study or assessment of a
community. Ideally, this will go beyond basic public health statistics and
include the commimity history; the social, cultural and political influences;
demographics; information on the strengths and resources within the
community; and health measures (broadly defined to include socioeconomic
measures, crime statistics, environmental factors). Simply conducting a
clinical rotation in a community site without a clear plan for smdents to
become oriented to the community and to interact with the community beyond
the patient-provider role would not be considered a community-based
educational experience in this context. Efforts must be made to allow students
to become actively involved with learning about the community.
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The University of Illinois at Chicago Experience-An Interdisciplinary
Community-Based Primary Care Course

The University of Illinois at Chicago (UIC) Health Sciences Center is
located in downtown Chicago and includes six health professions schools (the
Colleges of Associated Health Professions, Dentistiy, Medicine, Nursing,
Pharmacy, and the School of Public Health). One of the largest academic
health centers, it grants more than 1100 health professions degrees each year.
In the last four years, faculty at UIC have developed two interdisciplinary
courses that have a community-based approach. The first is an intensive six-
week course that focuses on primary care, is conducted at a community health
center, and is offered to small groups of students. The second course reflects
our belief that all health professions students should receive an orientation to
community health. This will be offered, as a one-semester course that will
allow students an in-depth study of a community through case discussions, site
visits, and community assessments.

Planning for the first course began after the University made a decision in
1991 to increase its commitment to the critical health needs of surrounding
communities. The University developed plans to operate a community health
center that would provide primary care services to a medically underserved
community and would serve as an educational site for health professions
students. The deans of the six health professions schools unanimously
recommended that new educational models should be developed to prepare
smdents for conmiunity-based practice.

A new interdisciplinary course in primary care was planned and
implemented by a committee that included representatives from each of the six
health professions schools, clinicians from the health center, and staff from
three collaborating community organizations. Funding support for the course
was received from the Chicago Community Trust.

The following course goals were identified:

° Providing an experience in a community-based primary care practice;

n Exposing students to the roles and practices of the health professions
involved with primary care;

° Providing a perspective on the socioeconomic and psychosocial issues
affecting health care;

° Allowing students to plan and conduct an interventionproject to
address a health problem of the community;

° Encouraging students to consider a career in primary care.
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The final format for the course had three components: problem-based
learning (PBL) discussions using cases based on patients seen at the health
center; a primary care clinical experience where students participated in the
management of patients; and a student-directed intervention project.

One of the first issues the committee addressed was how to create a

course that would be acceptable to students from different health professions
with varying levels of training. When course planning began, the committee
members themselves had little understanding of each other's professional
educational process. To help with this, information on the educational goals
and practices of each school was reviewed.

A second issue was student selection. It was decided that students should

be recruited from sunilar training levels (such as the latter years of
professional school or master's level graduate students) to reduce the potential
problems from varying student expertise and maturity. To accommodate
scheduling problems, students were allowed flexibility and could choose to
participate in one or more of the three course components.

The six-week course has been offered twice a year since 1991. A total of
40 students with an average class size of seven students from the following
disciplines have participated: 9 medicine, 13 pharmacy, 7 dental, 4 nursing, 7
allied health. The first week of each course began with a six-hour orientation
program. A walking/driving tour (windshield survey) gave students a first
hand view of the surrounding community and was a popular part of the
orientation. One PBL case was discussed in two sessions each week. Cases

included problems encountered in the community such as lead poisoning,
sexually transmitted disease, child neglect, alcoholism, and hypertension.
Students participated m the primary care clinical experience by working with
practitioners from their own discipline and also seeing patients with clinicians
from other disciplines. All of the student intervention projects involved
neighborhood schools.

We feel the course has been a success and have found that the PBL case

method works quite well with an interdisciplinary group of students. Students
were eager to share their expertise but were also willing to study issues
beyond their own fields. The clinical experience was a vital part of the
course; students who could not fit this into their schedules were less satisfied
with the experience. In their course evaluations, students commented on their
feelings about the community, particularly their new awareness of the
challenges faced by residents of this inner-city community. Faculty involved
with the course felt the strongest elements were the interdisciplinary and
community-centered aspects.
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Community-Oriented Health Care Course

Based on our initial success, we have begun to develop a second
interdisciplinary course on community-oriented health care. Our goal is to
offer this course to all health professions students as a one-semester
introduction to community health. Smdents will study critical health issues of
commimities in the greater Chicago area and leam how to apply the principles
of community health and epidemiology. We have received funding support for
this course from the Health of the Public Program of The Robert Wood
Johnson Foundation and The Pew Charitable Trusts.

Planning has been carried out by a committee that has included faculty
from each of the six health professions schools, the project staff,and the
director of a community health center. The disciplines represented include:
public health nursing, clinical pharmacy, dentistry, public health, internal
medicine, occupational and environmental medicine, physical therapy,
occupational therapy and anthropology. Student representatives (one from
each college) have been recruited to work with the committeeduring the final
three months of course development and to serve as liaisons within their
college during the coming school year. We have also recruited community
partners who will assist with course development and implementation.

Prior to beginning the course planning or submitting the Health of the
Public grant proposal, we discussed the general concepts of the course and
received support from the six deans. A 17-member steering comanittee was
appointed to oversee the project and course development. It is a broadly based
group and includes key university representatives (two deans, two associate
deans for academic affairs, the chair of a college curriculum committee, senior
faculty representatives) and five community representatives (representatives
from community health centers, community agencies, and the Chicago
Department of Health).

The course committee began meeting in October 1993, and has met, on
average, every three weeks since that time. Based on plans to offer the pilot
course in the Fall of 1994, this allowed ten months for planning. One of the
first tasks was assessing each college and identifying options for the course.
We reviewed each college curriculimi; identified related courses and reviewed
each syllabus; determined the number of hours spent on topics that would be
covered by the new course; and asked whether our course would replace an
existing course or be offered as a new course (either required or elective).

We developed a working description of the course and an outline of the
content areas, course objectives, and teaching and learning concepts. We
reviewed the Pew Commission competencies and identified those that would
relate to the course goals. We identified the three major content areas: health
care systems and health professions practices; community assessment and
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applications of epidemiology; and health promotion and disease and injury
prevention.

The course will be taught in sections of 30 students (drawn from several
colleges), each assigned to a faculty preceptor. Small group discussions, using
cases and study questions addressing real community health issues, will form
the core of the course. Team projects will allow the students to apply the
prmciples learned in the course to the smdy of an assigned community. We
plan to test a variety of teaching and learning methods including the case
smdies, computer-assisted learning, community visits, and the student team
projects.

Planning for the pilot project will continue for the next few months. We
will complete the course lessons and test several with a small group of
stadents. We are recruiting students for the pilot course and asking each
college representative to assist with this recruitment. Course evaluation will
include a fmal exam based on a case study. Assessment of smdent progress
will also occur through pre- and post-course surveys on attitudes, and
knowledge.

Lessons Learned from Interdisciplinary Course Development

Our experiences with these two cotirses have allowed us to identify issues
that should be considered in planning interdisciplinary courses:

Institutional support'. Support from the leadership of the colleges and the
academic health science center is critical. Interdisciplinary education represents
a significant and new direction. Support for this type of change should come
from the instimtional leaders. Financial support or seed money for course
development costs may be necessary if external fimding is not available.

Faculty involvement and training: It is critical that the faculty involved
with the course be drawn from all relevant disciplines. This helps ensure that
all perspectives will be represented and that there will be faculty support when
college approval is required. Planning can be conducted with a small group of
dedicated faculty. Faculty development programs are an important way to
orient and prepare the faculty.

Curricular issues: Those involved with course planning must familiarize
themselves with the educational goals and current curriculum of each school
that will be a source of students.

Professional issues: Those who wish to embark on interdisciplinary
education should seek an understanding of the values and future direction and
goals of each profession. The course should be attentive to these issues and
include topics relevant to each description. The Pew Health Professions
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Cominissiori 1993 report is an excellent source of information on current
educational issues for teachers of the health professions.^

Student recruitment: This can be challenging as professional schools have
curricula that are fairly fixed, guarded by disciplines, and tightly packed.
Student schedules often allow little flexibility. With courses that hope to
enroll large numbers of students, multiple sections offered at several tunes
may help. Flexibility in credit hours or levels of participation (full or partial)
may be needed to recruit students from some disciplines.

Evaluation issues: The goals and methods of evaluation should be
considered early in the process. It is important to tmderstand the requirements
of each school. The rigor of the evaluation may help convince the college
faculty that the course planners are taking their educationaljob seriously.
Evaluation data can also help faculty answer research questions on the efficacy
of the program and any differences among disciplines.

Logistical issues: With the excitement that comes from seeing a
successfol course taking shape, it is very frustrating to deal with logistical
issues of students' schedules, course approval, community field visit
arrangements, etc. Staff assistance with these issues is critical.

i

External support and grant funding: Securing external support through a
grant can be very helpful. It is almost a necessity to have a dedicated staff
member serving as course coordinator to assist with the development and
implementation of a new course. Without this, the planning canbe a taxing
burden for the faculty. External funding can also be seen as adding a
validation of worth or legitimacy to projects. Participation in a network of
programs, such as the Health of the Public Program, also provides
opportunities to share ideas and experiences with problem solving.

Conclusion

Interdisciplinary health professions education is at an early stage of
development. Its advancement will require both support fi:om within
educational institutions as well as pressures and incentives from external
forces. The external drivers will include the market interest in providing
coordinated and comprehensive care, health care reform, and private
foundation or governmental financial support of new models.

Interdisciplinary education, particularly programs that are based in the
community or include a strong community focus, offer an exciting area for
education^ innovation. Students clearly leam from each other and from the
community. The benefits of these experiences will be seen in the students'
future practices and the quality of care provided. We strongly encourage
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academic health centers to consider developing and testing new models of
interdisciplinary education.

46



REFERENCES

1. Shugars DA, O'Neil EH, Bader JD (Eds.)- Healthy America:
Practitioners for 2005, An Agenda for Action for U.S. Health Professional
Schools. Durham, NC: The Pew Health Professions Commission; 1991.

2. Durana I. Community-Based Education of Health Personnel. Technical
Report Series 746, Geneva: World Health Organization; 1987.

3. O'Neil EH. Health Professions Education for the Future: Schools in
Service to the Nation. San Francisco, CA: Pew Health Professions
Commission; 1993.

47



EXPERIENCE WITH COMMUNITY-BASED PRECEPTORSHIPS

C. DONALD COMBS

The Medical College of Hampton Roads is the parent organization of the
Eastern Virginia Medical School, two faculty practice plans, three research
centers, a graduate medical education consortium, and a consortium of
teaching hospitals. We are about 20 years old; we are one of the seventies'
generation of community-based medical schools. We have a governing board,
the majority of which is appomted by area city councils and the remainder by
the private sector. So we truly are commimity based and cannot ignore
commimity needs.

We were originally designed to be a medical school without walls, with a
small full-time faculty and a large community faculty. Indeed, one consultant
said that it would only cost $1 million a year-that's about $3 million in
today's dollars—to run our program. But we've changed. We're now a $120-
million-a- year operation, and we've spent most of the past 20 years becoming
more traditional. In recent years, we have actually entered into transition
again, reforming what had become a traditional curriculxmi to produce more
general primary care physicians.

We have several types of community preceptorships. We have what we
call a community medicine practicum, which arose out of our effort to respond
to the needs of the indigent in the surrounding communities. The practicimi
takes place in essentially free clinics that are operated in cooperation with
public health departments. For the most part, the clinics provide care to
chronically ill patients who don't have insurance coverage.

We use residents in primary care specialties, as well as third-year medical
students and some second-year medical students and occasionally nursing and
med-tech students, to provide services; these students also gain some
educational experience.

We also do clerkship rotations in all the traditional clerkships. Family
medicine is almost entirely community based. We are in the process of
changing the rotations in all of the other specialties—medicine, pediatrics,
surgery, OB/GYN and psychiatry—to substantially increase their ambulatory
components. We hope to make at least 50 percent of all of the clerkships
ambulatory in nature.

We also run a migrant program on the Eastern Shore of Virginia, which
is a medically underserved area of about 50,000 people. In the summer, the
area handles an influx of 5,000 to 8,000 migrants, who tend to have great
health needs and no payment sources for health care. This area provides a
good forum for education.
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We also do a variety of special projects that range from screening and
health fairs to an AIDS education elective in which we train our students to go
into public high schools to talk about AIDS and, in the process, to learn about
health education. We also have a geriatrics clerkship.

In thinking about this presentation, I made a list of factors to be
considered in the development of community-based educational programs.
One important factor in bringing community-based education into the
curriculum is that the faculty have to support the effort. There has to be time
in the curriculum to do it. There also have to be community faculty who can
serve as preceptors, who know what the school is trying to do and who can be
prepared to do it.

There must also be teaching sites. We learned through experience that
it's not always an easy thing to outplace students into community settings.
The students have to be willing to do it, because they have to travel and it
compounds their tune. You have to have the resources to cover at least the
marginal costs of the program such as travel, food, and the like. You also
have to have administrative support, and that's one of the key glitches. If you
get agreement on all the other issues and the logistical support is not there, the
programs won't be sustained.

Finally, you have to have a successful history. That is, the students and
the faculty that have been involved have to be able to talk about their
experiences. Interestingly, hallway conversations have an awful lot to do with
success.

I want to describe briefly one of our programs to illustrate the numerous
logistical considerations involved in getting a community-based program off
the ground. The program is a summer program that runs from May through
July. At the moment, we've got 42 students in it. It's a cooperative venture
of the Eastern Shore Rural Health Systems Agency, which is a federally
funded community health center, the Delmarva Rural Ministries, which is a
federally funded migrant health center, the Eastern Virginia Area Health
Education Center (AHEC) Program, Old Dominion University, Eastern
Virginia Medical School, Norfolk State University, Hampton University, and
North Hampton Academic Hospital.

The objectives are to provide our students an opportunity to leam about
and resolve health care issues that are impacted by &e migrant culture and
health status across a whole variety of measures, and to practice their
interviewing, physical diagnosis, health education, and community assessment
skills. Students do two-week rotations through various school- and camp-
based health clinics. They leam in teams of six to eight, which include a
couple of medical students, usually one second year, one fourth year; a nurse
practitioner; an RN student; a med tech student; and a commimity health
educator.
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The logistics of operating the program are formidable. We obviously
have to provide safe and adequate housing for students. We don't own the
housing facility, and this complicates things. We had to do a thorough risk
assessment of leasing housing, as well as well as develop a set of house rules
designed to ensure student safety. In addition, getting to the Eastern Shore of
Virginia involves a $10 toll each way. We fund students' travel over and
back, as well as one trip in the middle of the summer. You've got to figure
out how they're going to eat. You have to orient them to the communities that
they're going into so that they can be effective providers. You have to do
blood-bome pathogen training. The list goes on.

Because the summer population on the Eastern Shore is primarily Spanish-
speaking, we do a two-week intensive Spanish training for the students. We
have to deal with confidentiality. Obviously, the students are exposed to
confidentiality concerns in their training, but again, the patients whom they
work with in the

program are not our patients.

We do try to keep things in order. We put a computer up there last year,
and it lasted through the first rotation and didn't make the second one. Those
things happen. We ask the stadents to keep a daily journal of what they've
experienced, and these accounts are revealing. And, of course, we have the
data forms that are critical for our reporting.

The marginal cost for 42 smdents this year—and by marginal cost, I mean
exactly what we lay out—is about $10,500 or about $250 a student. That's
obviously exclusive of faculty time. We're not paying community preceptors.
We're not paying hospitals or the clinics any rent.

Ultunately, by doing these types of programs, we hope to graduate
professionals who are interested in and capable of meeting the health needs of
underserved communities. One student completed the summer program on the
Eastern Shore as a second-year student. As a fourth-year stodent, he has
elected to go into family practice, and he is going back to practice on the
Eastern Shore. He describes his experience in the program as one of his
formative experiences. This is the sort of situation that we hope to see more
often. These are the outcomes that make the challenges—the faculty turnover,
the last-minute closing of community sites, and, always, the money—seem
worth the effort.

When you undertake community-based preceptorships, I think you need to
have in your mind that sometimes you'll be able to lead those efforts
successfully and sometimes not. Those factors that challenge and frustrate are
more often exactly the same factors that can lead to success; they just require
constant attention. Most of the time I have to say our attimde is that we feel
completely and fully challenged by our effort to dramatically expand the
amoimt of community preceptorships. And most of the time, we feel
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marginally and tenuously competent to fulfill that charge, as well as the charge
of this conference: to make health teams work. Often, though, the image that
probably best captures how we feel is this: an old dog being very concerned
about learning new tricks in front of a lot of people on a high wire.

What you can glean from these comments is that it takes a lot of logistical
work. It takes a lot of goodwill. It takes constant attention to pull these
community preceptorships off, but they can become a very unportant
counterbalance to traditional education. They are achievable. Ultimately what
it takes to succeed in community-based education is a commitment on the part
of the leaders of an institution to say this is what they want to do.
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THE INSTITUTE FOR BORDER COMMUNITY HEALTH EDUCATION

JOSE MANUEL DE LA ROSA

The purpose of the Institute for Border Community Health Education
(IBCHE) is to develop models for community-based, interdisciplinary health
professions education that places students in a non-hospital-based, primary care
environment for a significant amount of tune. We are one of a triumvirate of
partners consisting of the University of Texas (UT) at El Paso, Texas Tech
Health Sciences Center, and the County of El Paso, that received fimding from
the W.K. Kellogg Foundation to develop these models.

Texas consists of large, expansive rural areas. West Texas, which is
where El Paso and we are located, is Region 3 of the Public Health Service.
We cover 135,000 square miles in West Texas. In order to understand what
we were faced with in the development of our educational models, it is
important to understand a bit about our community. El Paso is probably the
only urban locale in West Texas. We have ivory towers, if you will, in the
form of Texas Tech Health Sciences Center and UT El Paso School of

Nursing, where most of our health professionals have been educated in the
traditional format.

Much of our community is bi-national. A lot of our community education
is bi-national, A lot of our community crosses the border. A lot of our
diseases and problems cross the border, in both directions. Around El Paso,
there are areas of the county that are unincorporated, known as "colonias" or
subdevelopments. These are the areas in which we have focused our efforts.

The first roadblock that we hit was a redefinition of service. The

community wasn't interested in education; they expected us to deliver service.
When you study communities first hand as we do, you do provide service,
whether you want to or not. You can't get away from it. So we had to
redefine our mission.

Then we looked around at these unincorporated areas of the county and
realized that there was no health care delivery service system to be found, no
setting in which to educate our smdents or to deliver service. We had to build
one. There was no elected county official in these areas with whom we could
consult and no instimtions with which we might cooperate. When we
considered that the only institutions in the region were schools, the idea came
to us. The school district provides some health services through the school
nurse. The school district provides water, collects garbage. And so we went
but and established a system of school-based clinics.

I wish I could claim that this was a deliberate, planned, cognizant action,
but really, it sort of fell into place. We have been lucky in that it has solved a
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lot of our problems. The school-based clinic has solved major problems with
turf, for example, because nobody—not one of our health professions schools-
feels comfortable in that school district. All of the sudden you are out there
by yourself and you have no choice but to work together.

We sent people to work in these school-based health clinics two by two, a
physician and a nurse practitioner, with faculty. We paired different kinds of
providers in an effort to accustom the different components of our health
sciences center to work together—something which they generally do not do.
In many ways our health sciences center is really not a health sciences center.
It consists of Texas Tech School of Medicine, the University of Texas at El
Paso School of Nursing, and the University of Texas at Houston School of
Public Health. And if you can imagine the different barriers put up by
disciplmes, imagine the different barriers put up by institutions.

The parmerships between providers were successful, and from the
experience we took this lesson: when instimtional barriers are ignored, health
care teams relate to each other on a professional and personal level and work
together to overcome obstacles.

We have been fortunate to be able to involve many commxmity health
volunteers. The majority of them are women who have lived in the
community for some time, and who might best be described as "busybodies."
These women have been the backbone of the community health center
movement, and have been especially active in pushing for care for then:
children. They have a wealth of information about the community: they can
tell you who's sleeping with whom, who's running around on whom, who has
what disease, who has a grandfather who's coughing, and who happens to be
an illegal immigrant and hasn't gotten care because he's afraid of being
deported. They have been an incredible resource in educating our academic
community about approaching and working within a community.

To illustrate how truly valuable the community health worker can be, I
tell the story of how these women successfully acquired a building in which to
house our community health center. The building housed a bar, which the
women threatened to boycott unless the owner turned it into a health clinic.
They also threatened to ensure that any man who stepped into the bar, the
owner included, would no longer function as a man. Their tactics were very
effective, and the bar owner is now the benefactor of the community.

We developed the school-based sites and the community health center and
then decided to bring our students in. We articulated wonderful, far-reaching
goals involving education, community health, and research. The IBCHE is
supposed to provide the driving force for interaction among these three areas.

In the interest of time, I will get right to what the institute does. We
coordinate schedules. At the medical school we have developed a 15-week
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community block rotation that takes the place of traditional classroom
instruction. Medical students rotate through the community-based sites along
with their nursing, social work, allied health, dental, occupational therapy, and
physical therapy colleagues.

We have four learning modalities. The first is a preceptorship, which
you've heard described very classically; the only difference in our model is
that each member of the smdent team is rotated through an alternate position.
In other words, the medical student functions as a nurse for two or three days,
the nursing student functions as a medical student for two or three days, the
public health student fimctions as a medical student for two or three days, etc.,
until team members have experienced all positions. These preceptorships take
place at our commimity-based sites. The lesson that we learned early on about
removing institutional barriers has particular relevance in this modality. This
is the most successful portion of our multidisciplinary training program, and it
is the most successful of oxa learning modalities.

The next modality is problem-basid learning. You've heard this
described by Dr. Cooksey. Our experiences have been very similar to
Chicago's experiences. La the interest of time, I won't describe this modality.

The third modality that we utilize is a multidisciplinary health assessment
course in which medical students, public health students, dental students,
undergraduate nursing students, and nurse practitioner students participate.
This modality has not been as successful as we had hoped. The difficulties
have stemmed from the fact that the students come to the class with very
different knowledge bases. Our undergraduate nursing students felt
overwhelmed. Our nurse practitioner students felt held back. Our medical
students, and even more so our dental students, did not know what role to
play.

We have since reassessed the course. Next semester we plan to include
only nurse practitioner students and third-year medical students in the course.
We also plan to further explore the different learning strategies
characteristically used by nursing students and medical students.

Our fourth learning modality is a community project that is aimed at
integrating the community experience outside the usual pattern of inter
relationships. We require smdents to do a community assessment, identify a
community problem, and implement a community intervention. A typical
scenario is that student team X sees 27 handicapped children and observes that
a recurring problem with these children is constipation. So they have an
educational fair on constipation—a very simple, well-delineated intervention.
The community project has been very, very successful.

In conclusion, let me summarize some of the key lessons we have learned
from our experiences. They are: (1) prepare the community, making sure to
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delineate your role; (2) make sure that you have some type of liaison, like a
community volunteer group, to help ensure that the community understands
what you are doing; and (3) prepare your academic community, making sure
that you have appropriate faculty, as well as faculty development programs.

Another key lesson is the importance of giving a modicum of role
definition prior to starting, but without building walls. In other words, make
sure medical students know what doctors do, make sure dental students know
what dentists do. We tried to start this definition very early, and there was a
lot of blurring of roles. On the flip side, if you start very late, then the walls
are already defined.

Before the walls occur, make sure that you have the appropriate faculty.
When we first started out, we had some very strong non-interdisciplinaiy
faculty who were very, very sure that their specialty was the dominant
specialty, whether that was within medicine or without medicine. We were
able to find the institutional support to retire those faculty members.
Institutional support has been critical to our success.

Ultimately, the most effective way for us to foster interdisciplinary
education has been to encourage informal interaction. PBL allows for this.
The community project allows for this. The preceptorship allows for this.
But acmally what the smdents consistently find is that drinking beer on a
Friday afternoon allows for more give and take and definition of roles without
faculty members present. So what we have done is to set up a study/social
time on Friday afternoons to allow that to take place.
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HEALTH CARE ISSUES ON THE HORIZON:

IMPLICATIONS FOR HEALTH PROFESSIONALS



OPPORTUNITIES TO ENHANCE INTERDISCIPLINARY RESEARCH

LAWRENCE ABRAMS

Before getting into some remarks about the Center for Collaborative
Research at Jefferson, I would like to take a few minutes to give you some
background about the College of Allied Health, which may help you to
understand why we have been fortunate, over the last so many years, to enjoy
the success that we have through the Center for Collaborative Research.

The organizational structure within the University includes an Office of
the Dean, an Office of the Director of Finance, and an Office of Student
Affairs and Services. Within that Office of Student Affairs and Services is an
Admissions and Enrolhnent management unit. There is a Registrar's Office, a
Financial Aid Office, and a Career Development Center, where we have
placement activities to help our graduates get jobs.

The Career Development Center was put in place several years ago, when
employment wasn't as much of a problem. But, now, rather than having the
employers come in limousines to pick up our graduates, we have to deal with
reality. Although our graduates are doing very well getting jobs, we still rely
heavily on the placement center, which has been very successful. Last year's
class has a 99-percent employment record, so almost all of our graduates were
able to get jobs.

The other unit within the Office of Student Affairs and Services is an
Office of Marketmg and Public Relations, which plays a big role in our
operations and complements our Office of Admissions and Enrollment
Management. We have seven academic departments. Those seven academic
departments offer 19 BS or post-baccalaureate certificate programs and nine
graduate programs. The departments include: Nursing, Dental Hygiene,
Diagnostic Imaging, Laboratory Sciences, Occupational Therapy, and Physical
Therapy. The seventh department is the Department of General Studies,
which is our arts and humanities, social sciences and natural sciences unit that
provides courses for undergraduates as well as for students in our upper-
division programs.

There are a couple of unique things about our College that have
contributed to the success of the Center for Collaborative Research. One is
that we have our own bylaws. The bylaws are almost identical to those of the
Jefferson Medical College, the College of Graduate Studies, and the Health
Services Division, with just a few differences.

We also have our owngovernance system. Thomas Jefferson University
does not have a faculty senate or any university-wide governing body. All the
decisions that are made within the respective divisions are made in terms of
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academic programs, student programs, and financial activities. This means
that we do not have any one person who can interfere with what we feel we
need to do to move the College forward. We also do not have a provost or a
vice president for academic affairs; the three deans report directly to the
president.

One of the other unique things about Jefferson is that we are an upper-
division college. Students can't come to Jefferson right out of high school.
They transfer after completmg about 60 credits elsewhere. The majority of
them first go to community colleges or public state instimtions, where the
tuition is less, so that when they come to Jefferson for their junior and senior
year, they are not carrying as large a debt burden as they would if they had
attended a private instimtion for the first two years. We have an agreement
with the state schools and community colleges that makes it easy for students
to transfer to Jefferson.

Another unique characteristic of Jefferson-and one that I consider a
blessing—is that we are tenure-free. No one in the College has tenure,
including the dean. We have found this arrangement to have worked very well
over the years. It is not necessary for the dean to spend time removing
someone who isn't doing his or her job. That is really the responsibility of the
faculty. If all the faculty in a given department think that someone is not
doing an adequate job and should not be continued, we can release that faculty
member within the first year of employment. If, after the first year, we find
that a faculty member is not contributing his or her share, then we can give
that faculty member one year's notice, after which his or her appointment is
terminated. Together all of these factors made it possible for the College to
move forward with the Center for Collaborative Research.

In 1983, we began an initiative to increase scholarly productivity. The
idea that we were going to go beyond teaching and get into research and
scholarly activities was not an easy thing to introduce to the^faculty. There
was a lot of anxiety. In some of the departments, the faculty almost resisted
the idea. But it was my view that, if we were going to be competitive as an
academic health center and contribute our fair share to the missions of both the

University and the College, it was a step in the right direction to get invested
in the scholarly activities.

In 1988, we organized a strategic planning initiative to position the
college to be a leading college of allied health sciences in the nation. From
the time I introduced this initiative to the faculty to the time it was completed,
there was a gap of several years during which some faculty deliberated about
whether they wanted to stay at the College or move on. The concept of a
collaborative research center emerged as the planning process was completed.

60



i.''

The Center for Collaborative Research was created in response to a
national assessment which identified the importance of developing a strong
research base in allied health and of focusing on health policy issues from a
nursing and allied health perspective. The goal of the Center was and still is
to develop a center of excellence devoted to collaborative research. The initial
planning for the Center was carried out during the 1990 fiscal year. During
the 1991 fiscal year, we implemented the Center.

Our organizational chart calls attention to the individuals who are major
actors in the Center. It also gives an indication of how we use individuals
within the College to do more than their initial contract or their primary title
calls for. For example, the director of the Center is also an associate dean in
the College of Allied Health Sciences and in the College of Graduate Studies.
The woman who is really responsible for the bulk of the grants that have been
written and received by the center is an associate professor in our Department
of Occupational Therapy. And the woman who handles health policy activities
within the Center is also the chairwoman of our Department of Laboratory
Sciences. '

How each of these people extends themselves to the Center for
Collaborative Research spe^ to the work ethic ofall of the individuals
leading the Center. They are committed individuals, superb time managers,
and good communicators. They get along well together. They plan and
complete things together. They use their time to explore. They complement
each other. And their efforts have paid off.

The Center engages in several major interrelated efforts. The first is
collaborative research in faculty development. This research has represented a
large part of the Center's mission. As of July 1, 1994, a new Center for
Faculty Development was established that is separate from the Center for
Collaborative Research. We view our efforts to develop faculty not only in
terms of research and scholarly abilities but also in terms of teaching
effectiveness, as the number one (and probably the number two) priority of the
College. Research comes in third. We have never sacrificed anything in the
College for teaching, and that is why we feel strongly about the academic
programs that we offer and the success of those programs.

Consistent with our mission statement, the Center is working to develop
scholarly activity in nursing and allied health and to foster health policy
initiatives. For example, we held a workshop in April that was supported by
the Bureau of Health Professions. The workshop explored the role of allied
health in primary care. It was eminently successful; we had representation
from across the United States and Canada and from 35 to 38 allied health
disciplines. A report of the workshop was recently published.

The Center also engages in research to improve college programs. We
have had a longitudinal study in place in the college for the last four or five
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years that collects demographic, academic, attitudinal, and career-related
information about students and alumni. We survey students periodically from
the time they enter the College to their graduation and into their first year of
employment. We plan to extend the survey to the third and fifth year of
employment. We also survey employers.

Our faculty tell us that our programs are very good, and, equally
important, the accrediting agencies report the same. The success of our
students on certification, registration, and licensing exams is in the very high
90th percentile. We get very positive feedback from employers. We get
excellent suggestions about additions to our curriculum that help us keep up
with technology.. In sum, the longitudinal study is helping us to make our
program stronger.

The Center coordinates a number of other activities related to faculty
development, including group workshops and individual mentoring for faculty
members. The Center also provides technical assistance with grant activities
and with the initiation and coordination of inter-disciplinary grants and
conducts its own research. Recently, we stepped up efforts to find funding for
a proposal we put together many years ago for a National Allied Health Data
Set. Thus far we have been unsuccessful in obtaining funding for the
proposal. Neither has any other organization in the country been able to get
any similar project fimded. It is difficult for me to understand why leadership
in the government and in the health-related bureaus, divisions, and agencies,
as well as leaders in the corporate world and leaders of foundations interested
in health, have not been responsive to the need for a national allied health data
set. We are talking about health care reform. We are talking about millions
and billions of dollars. And yet we know almost nothing,about the supply,
demand, and utilization of allied health workers. That we do not have this
information is almost an insult to anyone who has a little bit of knowledge or
insight into the future of our educational and health care delivery systems. But
we still keep trying.

Maybe next year we can inform you that someone has seen the light and
is willing to fund this needed study. It is not an expensive study; the cost is
about a million dollars or less. A million dollars is not an insignificant
amount of money. Given the amount of information it would yield about what
we should be doing, it is well worth the price. Now, educational programs
are being launched by mstitutions that think they can make some money for a
couple of years. But as soon as enrollment dissipates or changes, they are
going to close these programs. If we had the information we need, the
professional organizations would stop allowing these programs to get started,
and we would be better off. We might even save more than a couple of bucks
in the process.

Another activity of the center is the development and publication of a
manual about health careers that provides the comprehensive kind of
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information that students, parents, and guidance counselors need. We are in
the ninth edition. The first edition started with five counties in the

Philadelphia area. Now we include information about programs in
Pennsylvania, New Jersey, and Delaware. We have developed a proposal to
expand this manual to include infonnation about programs in all 50 states. We
are in the process of marketing that proposal.

The tracking of priorities of selected federal agencies and private
foundations and corporations is another continuing activity of the Center. We
have several mechanisms for tracking these priorities. Rather than wait for
information to appear in publications, we try to get it ahead of time, so that
the faculty and managers in the different centers at Jefferson have an early
opportunity to get started on proposal development.

We are also working with our Office of International Affairs to expand
our contacts and to facilitate the development of international cooperative
research activities. For example, we have been in the process, for the last
four years, of negotiating with the Peoples' Republic of China, specifically
Tan Chien Medical University, to establish the fu-st College of Allied Health
Sciences in China. That is not an easy thing to do. It is only a littie easier to
put the proposal together. We may have confirmation in the fall that we can
move forward on a joint activity between Tan Chien Medical University and
Jefferson's College of Allied Health Sciences.

We have also been working with officials at Osaka University in Japan,
who are working to establish the first College of Allied Health Sciences at that
university. They are also in the process of building their own facilities.
University and government officials from Japan have come to Jefferson to
leam how we do what we do, as well as what we think the infrastructure of
the new school should look like and what sort of flexibility they might expect
to allow for change in the future. This is one activity that exemplifies how the
Center for Collaborative Research is allowing us to broaden our horizons.

We have also begun to interact with the Hode School Neinagen in the
Netherlands. Dr. Linda Kramer, our Senior Associate Dean of the College,
has been very instrumental in establishing that relationship. During a recent
visit to Holland, Dr. Kramer, and two other faculty members from the college
began plans to establish student exchange, faculty exchange, and collaborative
research programs.

The opportunity to work with other departments within Jefferson—Family
Medicine, Psychiatry and Htmian Behavior, Rehabilitation Medicine—has also
been very beneficial for the Center. One might think that it would be difficult
to arrange such cooperative working relationships and projects with
departments in the medical school. In the first year or two, it was indeed
impossible. It has taken a long time, in terms of networking, to pull together
these activities.
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Just this week, we received approval for a Master of Science in
Nursing/Family Nurse Practitioner Program. Although the program will be
housed in our Department of Nursing, it will be a collaborative program with
the Department of Family Medicine primarily, but also with the Department of
Medicine, a division of Internal Medicine, the Department of Obstetrics and
Gynecology, and the Department of Pediatrics. It is a true collaborative
program. This approach is not a 100 percent independent practice type of
approach, as in most of the nurse practitioner programs throughout the
country. The program philosophy is that physicians and nurse practitioners
should work together to provide care and, hence, teaching is provided by a
joint faculty of physician and nurse educators. We hope that the program will
foster sharing and mutual understanding, perhaps neutralizing some of the
propaganda that has gotten into the literature in the last several years.

In another collaborative effort between the College and the School of
Medicine, the chair of our Department of Medicine and the chair of our
Department of Nursing will serve as co-project directors on a seven-year,
$3.4- million grant that we are expecting to receive for a study of the
monitoring of noninsulin-dependent diabetics. We also share a training grant
with the Department of Family Medicine to prepare allied health personnel to
work with underserved populations, especially the homeless. We hope that
these joint activities will open the door to more collaborative activities and
programs between the College and the Medical School.

Our collaborative efforts have also extended beyond Jefferson University,
We received a three-year grant from the Bureau of Health Professions to
establish a National Center for Dental Hygiene Research. It is the first major
grant aimed at establishing research activities at several of the dental programs
around the country. We expect to develop a model within the first two years
for integrating research activities into the profession of dental hygiene. In the
third year of the grant, we have support to explore extending that model to the
profession of occupational therapy. It is our hope that other professions can
use these models to enhance their own research activities and to expand the
scope of research activity that can take place through a college of allied health
sciences.

Let me tell you a litde bit about the College's external funding. Back in
1984, we had an Office of the Dean grant for about $4,000. We really felt
good about that; it was better than nothing. It was a slow start. Since then,
we have picked up the pace. Our funding levels began to climb in the same
year that we started getting into research and scholarly activities and continued
to climb throughout and followed our strategic planning efforts. This year, we
have received a little over $4,7 million in external funding. With all the grant
applications that we expect to hear about over the summer, that total may well
reach $5 million or more.
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The final thing I want to call to your attention is that a Center for
Collaborative Research requires a great deal of partnership activity. If you
can bring together the separate elements of the academic health center, using a
Center for Collaborative Research or a similar entity to plan and execute joint
activities and to share in accountability, evaluation, and recognition, you can
make a positive difference that is consistent with the mission at any academic
health center in the country. Allied health colleges, in particular, need more
opportunities to show how much they can contribute. It takes a positive
attitude among the leadership of the academic health center. And for allied
health colleges, which are likely to be the newest partners in collaborative
activities, it takes a little humility, as well as the ability to network and to
establish credibility.

I think that a lot of the responsibility for creating new partnerships has to
fall with the deans of allied health. It is comfortable to sit in an office and
just assume that the academic health center leadership does not want you to get
involved in research or scholarly activities. And that may very well be the
case. But, in reality, if you can demonstrate the amount of money that you
can bring into die instimtion, not to mention the overhead that you would be
able to retain in your college and use to further develop your college, the
leadership of the academic health center should be willing to support your
initiatives. Once external funding is obtained and the activities are underway,
I think you may be hopeful that some behavior modification will take place, in
terms of recognition of what a college of allied health sciences can do.

At an academic health center, it is united we stand and divided we fall.
The more that colleges of allied health can do to demonstrate our abilities, not
only in the educational system, but in the health care delivery system, the
better off we will be, and so will be the case for academic health centers.
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HOME HEALTH CARE: NEW SITES OF PRACTICE

KATHLEEN G. ANDREOLI

I am going to talk to you about a discipline—a service—that probably is
not as well-known as people think: home care. Home care has gotten to be a
very complex, sophisticated business these days. I am going to talk a litde
about what home care is, who gives it, who gets it, who pays for it, how it is
taught, and how it should be taught. I am going to be using as my frame of
reference the home health care service that we have at Rush-Presbyterian-St.
Luke's Medical Center. I will also review some national data on home health

care.

Rush-Presbyterian-St. Luke's Medical Center is a vertically integrated
health care system with an academic medical center and all of the trimmings.
We have 9 satellite commimity hospitals and a managed care program of
300,000 enrollees. We have the imiversity, medical school, nursing college,
an allied health college, and graduate school. We have 16 occupational health
clinics, 3 office buildings of physicians, private physician practices, a surgi-
center, a hotel, and more.

We also have a home health care service, the Rush Home Care Network,
which has experienced tremendous productivity in the last fotir years. The
service has been licensed since 1976; we networked in 1992. In the interest of
survival, we are joint venturing with as many people as we possibly can. But
the bottom line is that we have seen a 20- to 30-percent increase in business in
the last four years. As the length of hospital stays has consistently decreased,
the home health care business has absolutely exploded. We are having quite a
time keeping up with it. And, if there ever was a service that was meant for
team education and team work, home health care is clearly it.

Home health care encompasses a broad spectrum of health and social
services that are delivered to the recovering, disabled, or chronically ill person
in the home environment. Home care agencies can be public or private, non
profit or for-profit. Many home care organizations also provide a wide variety
of other services, including physical therapy, occupational therapy, speech
therapy, medical social services, and nutritional services. Home care agencies
bring these services into the home, smgly or in combination, in order to
achieve and sustain an optimimi state of health and independence for
individuals of all ages who require such services. Hospice care may be part of
a home care program.

Recently, in fact, we wrote a business plan to incorporate a hospice
service into our home care service. Hospice service will provide continuity of
care for our patients with terminal diseases who wish to die in their homes. It
will be an asset to our service, because it simply makes for a more
comfortable time when patients receive hospice care from a provider with
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whom they are akeady familiar. Hospice care involves medical, social,
psychological, and spiritual care for terminally ill patients and their families.
Delivered by a team of providers, hospice is aimed at relieving pain and
suffering and providing the most comfortable environment possible in which
patients can die with dignity.

The hospice care team is usually composed of physicians, nurses, social
workers, and counselors, who are concerned with the physical, psychological,
social, and spiritual welfare of the patient. Currently, there are 1,700 hospices
in the country, of which 1,110 are Medicare-certified. Because hospice care is
now reimbursed by insurance companies and Medicare, it has become fairly
popular.

There is an interesting history to home care in general. In the early
1900s, home care was delivered primarily by a physician with a black bag and
whatever information he had between his ears. In the 1950s, we had the
wonderful, post-World War II prosperity, which brought an increase in
funding for research and technology. Insurance companies paid for services,
and hospitals flourished. We saw hospital care become very good and then
very expensive, and now everything is coming to a crashing halt. Fortunately,
however, technology has permitted us to move some hospital equipment into
the home care environment, where its use can be less costly. The growth of
home care is also a result of consumer preference. I rarely meet someone in a
hospital who doesn't want to know when they are going home.

I

Why choose home care? There are sound medical and humane reasons
for medical treatment at home. Recent smdies have shown that people
improve and recover faster at home than in institutions. For instance, when
chemotherapy is required for treatment of cancer, the smaller doses that can be
administered at home bring about less adverse patient reactions than the
massive doses delivered in hospital settings. Also, surveys consistently
confirm that whenever people have a choice, they prefer home care. Thanks
to advanced technology and pediatric home care services, infants and children
requiring even the most sophisticated treatment for serious childhood illnesses
are able to return to loving families and secure home environments for
treatment.

The best argument for home care may be that it is a humane and
compassionate way to deliver health care and supportive services. Home care
reinforces and supplements the care provided by family members and friends
and maintains the recipient's dignity and independence—qualities that are all
too often lost, even in the best institutions.

There are approximately 6,900 Medicare-certified home health agencies in
the coimtry and about the same number of^non-Medicare certified agencies.
So, roughly, we have twice as many home health care agencies as hospitals in
this country. There are a variety of ownership and payment systems. There
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are free-standing, voluntary, non-profit organizations like the Visiting Nurses
Association, wluch is governed by a board of directors and usually financed by
tax-deductible contributions, as well as by earnings. There are public agencies
that are operated by a state, county, city, or other unit of the local government
that has responsibility for preventing disease and for community health
education. Then there are the proprietary, free-standing, for-profit agencies.
Agencies might also be private not-for-profit agencies, which are free-standing
and privately developed, but government-owned. There are also hospital-based
agencies, which is what we have at Rush, operating in units or departments
that have workmg arrangements with the hospital or are owned by the hospital
but which are operated as separate entities.

Home health care organizations that do not provide skilled nursing care
are not eligible to participate in Medicare. Their services would be covered
under the long-term care proposal that President Clinton has proposed. Other
non-certified agencies are potentially eligible to pa^cipate in Medicare but
choose to lunit their clientele to private-pay patients.

Who delivers home care services? By and large, the people who take the
leadership in home care are nurses. The nurse opens the case, but in order for
a home care visit to be paid for, it has to be authorized and requested by a
physician. Beyond writing the order for home care, the duties of the physician
are to periodically review the effectiveness of service and to consult on
problems. After the case is opened, it is the nurse who determines what kinds
of services are required. In addition to providing direct skilled nursing
services, nurses also supervise other care-givers, coordinate services, train
family and friends to perform some health care services, and maintain the
clinical record.

Home care aides provide personal services, like bathing, grooming, and
dressing. Some people just like to have these kinds of caregivers at home, but
insurance companies normally don't pay for them.

Social workers also play a large role in home health care. They assist
patients and families in finding resources to pay for home care services. They
also care for the emotional needs of families, obtain guardianships in cases
where patients are judged to be non-competent, and assist nurses in identifying
support services for family problems like abuse, poverty, and violence.

Other therapists—physical therapists, occupational therapists, respiratory
therapists or speech therapists—are also involved in home care. Oftentimes
other consultants like dieticians or pharmacists are part of the home health care
team.

What does the home care patient population look like? Most of our
patients are geriatric patients. This has important implications for home care
curriculum. What are the clinical problems that present in home care?
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Diseases of the circulatory system account for the largest percentage of
patients, followed by musculoskeletal conditions, diseases of the nervous
system, and strokes. In hospice care, cancer, not surprisingly, accounts for
most patients.

What are the costs of home health care? Of our nation's $800 billion bill
for health care, home care accounts for roughly $21 billion, or about 3
percent. Home care is significantly less expensive than hospital care, which
accounts for the largest portion of the nation's health care bill.

What are the sources of payment for home health care? Our biggest
market is Medicare and Medicaid; out-of-pocket payers are also a large
market, especially for the home health aide services I described, like bathing
and dressing.

Hospitalization costs anjwhere from $1,000 to $1,500 a day, where a
home care visit costs only $75. We used to get back $93 per visit from
Medicare, but now they are giving us back cost, which ahnost takes the
mcentive out of reducing the cost, because all we get back,is what we charge.
So that is kind of difficult. Medicaid pays back roughly $41.50 per visit.
Commercial and out-of-pocket payers pay more. Therapists, if we are getting
their services for cost, are paid less by Medicaid, but we still have a fairly
sizable business there. Medicaid, for reasons I do not understand, still will
not recognize social workers. They represent a sizable part of our business,
so we are working on that.

The bottom line is that home care doesn't make the kind of money that
hospital care makes. This year, we will probably make a profit of about
$100,000. When you put that kind of money back into the business to buy the
lap computers that we put in our cars, the car phones, and the upgrades for the
computers we already have, it goes very rapidly. We do well if we come out
a little bit ahead and maintain a quality service.

But we are proud of what we do. We offer any kind of health care that
one could possibly want in this world. We are a.team that pulls together with
a sort of survival mentality. We do CQI planning. We work to deliver the
highest quality of services to our patients. We experience little of the
territorial turfdom found in other settmgs.

We are, of course, concerned that we get paid for the services we
provide, because everybody in this business is paid according to the amount of
money that the agency receives in revenues. So, if we aren't doing business
and we aren't bringing in revenues, then the team will not be paid. It is
interesting to observe how these ckcumstances pull people together. We want
to market our service so that people will come and take advantage of it. We
want it to be high quality, because that will make it marketable. We want to
do well. It may sound materialistic that money pulls us all together, but we
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also get tremendous joy out of the quality care that we deliver. We receive
many complimentary letters from the families that we serve, and this gives us
tremendous satisfaction.

Given the array of home health care services the medical center provides,
it is hard to believe that we do not have a curriculum that supports an
interdisciplinary program in home care. Knowing that I would be coming to
this conference and admitting to you that we don't have an educational
program, I asked the team in our home health care program to put together
some ideas about the kind of curriculiun they would like to see. I think their
ideas are pretty good, and I would like to share them with you now. The next
step, of course, would be to put these ideas into action.

The team envisioned an interdisciplinary home health care curriculum
having two parts. One part would be a core curriculum, and the other would
be a discipline-specific curriculum. They saw the smdents as medical
students, nurses, social workers, occupational therapists, physical therapists,
respiratory therapists, speech therapists, pharmacy students, and dieticians.

As part of the interdisciplinary portion of the program, students would
learn about the history of home care and about fiscal management, teamwork,
marketing, customer service, and CQI. These are the elements of the
company mentality that really hold the team together; everybody shares
ownership of the "business." As I described earlier, this is a positive force.
Stodents would also learn about community dynamics and resomrces and about
cultural diversity. Risk management, legal and ethical issues, accreditation
and regulation, and strategic planning would also be part of the curriculimi.
Students would be encouraged to work as a team, both as smdents and as
providers, and to respect each other's professions.

Students in a home care training program would also need to become
adept at record-keeping, which is an extremely critical element in good home
health care. We are trying to find ways to make record-keeping more efficient
with the use of technology.

Record-keeping points to an important difference betweenhospital care
and home care, and that is the amount of autonomy providers experience in
home care, as opposed to in the hospital, where you have a lot of help around.
For this reason, home health care providers must be experienced and
comfortable in their work. They must also have accountability, professional
integrity, and the ability to function semi-independently. And they must be
resourceful. It is amazing how many different household items have to be
used when you don't have the facilities that you have in the hospital.

Family dynamics, death and dying, case management, conmiunication,
health promotion, acute care, infection control, pain management.
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organization, productivity, body mechanics, and aging would also be part of
the home health care curriculum.

Our team believes that a large part of the didactic curriculum that would
be specific to each profession should involve practical experience (i.e., actual
home visits). Nurses, social workers, physicians and therapists should go on
home visits with each other, so that they can appreciate the different services
each provides. In addition, they should spend concentrated time on visits
learning the responsibilities of their respective disciplines with the guidance of
home health care preceptors.

What is happening now? One of the graduates of our undergraduate
nursing program came to see me recently. She was very distressed because she
had not yet been able to find a job, despite applying to all of the hospitals in
the area. I was not surprised. In an effort to save costs, hospitals are
decreasing their numbers of registered nurses and hiring more non-licensed
assistant personnel. So the demand for niurses in hospitals is dramatically
decreasing. The curriculum has to keep up with that. It is my hope that
within the next three years, half of the students who graduate from our
undergraduate program will not even think of applying to a hospital but will
apply elsewhere, whether it be a managed care program, a home health care
agency, a nursing home, or a clinic.

One way in which we plan to make this possible is to educate our students
about home health care early in their training. Many of our students who
work part-time could be encouraged to work as nursing assistants or as home
care aides, so that by the time they finish their education, they will have
experienced the home care environment and will be able to move into it with a
fairly good fit. Curricular changes are very important across the board,
because it is likely that in the future, less and less health care will be delivered
in the hospital.
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EDUCATION IN THE MANAGED CARE ENVIRONMENT

DAVE) LEACH

The theme that I have heard emerge from this congress is one of
integration~of trying to get our health professions together, of trying to get
managed care and academic medicine cultures integrated, of trying to take the
various pieces that make up our academic health centers and convert them into
a system. These are difficult things to do. I want to relate our experiences at
the Henry Ford Health System and to use a few educational models to show
how integration can be facilitated.

First let me tell you a little bit about the Henry Ford Health System,
which is in Detroit, in southeast Michigan. There are four million people in
southeast Michigan. By the year 2000, we will have a millioncovered lives,
under one type of contract or another, in our system. The system started out
in 1915, with a 48-bed hospital that initially was going to be a community
hospital, until the pledges were all reneged. Henry Ford bought the pledges
and built the hospital. He hired four doctors from Johns Hopkins, put them on
a salary, and that was the beginning. Salaried physicians wereunheard of in
1915, and the community immediately rejected us as unethical. Nobody
referred any patients, but patients came in droves because the doctors were
good and the care the patients received was good. But the community of
physicians was dead-set against us. This actually strengthened us a great deal,
because it allowed us to become self-sufficient earlier than we would have
otherwise.

The two-minute version of the development of this system is that, in the
late 1960s, there were riots. There were major disruptive cultural influences.
The southeast Michigan area was rapidly polarized into an inner-city area. We
had grown from a 48-bed hospital to a 1,000-bed hospital, by that time in the
more affluent suburbs. The system decided to stay where it was and remain
committed to indigent care. But it needed to subsidize itself. We have never
gotten subsidies from the government for anything other than patient care. So
we developed a satellite network and now have 35 major satellites. These are
big satellites, with ambulatory surgery, sub-specialty care, and so on.

Then we inherited an HMO that was started initially by the United Auto
Workers (UAW). The UAW was philosophically very committed to managed
care, but they didn't know how to do it. Their HMO was going bankrupt.
They asked us to do a consultation, and then they asked us to sit on their
board. Then they gave us the HMO, which has now grown to a 460,000-
member HMO. We still see all payers. We are a mixed system, not a staff
model HMO. We are a multi-specialty group practice.
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The next thing that happened was that the system worked so well that you
couldn't get anybody in the hospital. So we began to admit to regional
hospitals. We admitted enough patients to these hospitals that we began to
dominate them. Our system now includes four regional hospitals for patients
who are not critically ill. That gave us experience with private practitioners,
for the first time, and stretched our culture to accommodate them. At the
same time, the original staff model that came with the HMO we inherited
persisted. So we are a 900-physician member group practice. One hundred
members function in a staff model HMO~a radically different culture.

As we joined the several different pieces of our corporation into a system,
there were things that we found helped us, and things that we found did not
help us. I will go over some of those. I also want to spend some time talking
about educational affiliations, and what works and what doesn't work, as you
approach these large systems. We have been affiliated with the University of
Michigan for 20 years. We have'been affiliated with Case Western Reserve
for 2 years. There are radical differences in those affiliations. I will touch on
those as well.

We do have a nursing school. It is a diploma school that we are trying to
upgrade. We have been exploring affiliations with other nursing schools and
will soon come to closure on future plans. We also have several allied health
and other health professional programs that are affiliated with several
universities.

We do not grant a degree in anything; our main mission is service. We
think education and research are terribly important, but only in that they
enhance the value of our services. We have an annual education budget of
$64 million and a research budget of $30 million. We get $14 million from
the NIH every year. We have a major educational and research apparatus, but
it is largely dedicated to developing skills, values, and attitudes within our own
culture.

Several things have helped us to integrate and become more system-like.
These include an insurance product, information systems, two entities called
the Center for Health Systems Studies and the Center for Clinical
Effectiveness, total quality management, and a credentialing mechanism.

The insurance product is terribly important to our functioning as a true
system. In fact, the symptom that tells me that a health care entity is not a
system is that it is still talking about reimbursement. Reimbursement means
you do something and then you get paid for it. In managed care, that is not
the way it works. In managed care, I would give you a hundred dollars to
provide care. Anything you spend beyond that, you take out of your wallet to
cover the costs. So you do something and it costs you something. It is called
deimbursement, not reimbursement. Until health care entities change their
thinking about that and prevent money from keeping the different professions
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ajpart, they won't successfully integrate all of the health professions. Once you
have the financing vehicle, there is a lot of incentive to function as a system.

In this vein, home health care makes a lot of sense. We are just starting
a randomized study of the home as hospital, in which our physicians will
decide, in cases where this is appropriate, to admit the patient to their home,
or to admit them to the hospital. We will look at outcomes and costs and
decide whether this make sense. In our system, as in Rush's, nursing
dominates the home health care scene. But virtually all of the health
professions play some role in home health. Perhaps our doctors play more of
a role; most of the doctors in our system make house calls. They have the
freedom to do this because the argument that it costs too much to make a
house call doesn't apply anymore. This is one example of how fmancmg can
serve as an impetus for integration.

Another impetus is information systems. When we made the decision to
develop our 35 satellites, we had a paper medical record. We still have a
paper medical record, but we have only one record system. We probably
spend more than is imaginable on gasoline, driving vans around the city of
Detroit, but, more than 90 percent of the time, when a patient is seen by
anybody in our system, the medical record is there at the time of the visit. It
is a huge commitment—so huge that it created an incentive for us to develop an
information system. We now have a system called MLMS (Medical
Information Management System) that was developed in-house and puts the
pieces together in a way that is very dramatic. All office notes, for example,
are on computer, and computers are everywhere. If you have a password and
you know the patient's name, you can pull up the office notes, the discharge
summaries, and the pharmaceuticals that were prescribed, either in admission
or outpatient. Laboratory data, pathology reports, EKGs, radiology reports,
and the like are also entered in the system.

Last year, we recorded 2.4 million outpatient visits in the computer.
From the point of view of an individual provider wanting to get a piece of
information about a patient, this database is extremely useful. For those
people at the corporate level, the database is more useful in terms of drawing
conclusions about how we are treating populations. For example, the system
allows us to determine whether or not we are meeting certain practice
guidelines, like those for mammography screening. We can go into the
information system and search patient profiles by age, sex, region, and
whether or not a mammogram has been done, and then explore any variations.

Another characteristic that defmes a system is an emphasis on reduction in
variation. Variation is incredibly expensive. Depending on the decade in
which providers were educated, they have ritualistic behavior that may or may
not contribute to patient outcomes. In trying to sort this out, you quickly
bump into the need for information and for a solid grounding in ethics. We
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are not a lean, mean, "doc-in-the-box" machine. Our HMO covers liver
transplants and other expensive procedures. We want to do the right thing and
we think that we can afford to do the right thing, if we reduce variation. At
the same time, we don't want to mandate that clinical protocols drive every
decision.

Two entities that are peculiar to our system and that have helped us
integrate are the Center for Health Systems Smdies and the Center for Clinical
Effectiveness. The Center for Clinical Effectiveness is dominated by MDs.
The Center for Health System Studies is dominated by PhDs. The Center for
Clinical Effectiveness addresses such questions as: What is the efficacy of a
PSA test and screening? What is the costrbenefit ratio of a nicotine patch?
Depending on the data, we hope to implement the Center's findings in our
system. The Center for Health Systems Studies examines how we are
performing as a system, how we could enhance outcomes and how we might
minimize costs.

If I had to identify one thing that would quickly change the typical
thinking into system thinking, however, it would be total quality management
(TQM). TQM applies to whatever you are doing. It focuses on process and
includes anybody who is a part of that process. It does not departmentalize or
compartmentalize the various players into their various professional niches.

Implementing .TQM has to be a top-down decision. Our board of trustees
made this decision. We have had 25 chairs (million dollar chairs) donated in
the last two years. One of them is a quality chair, and Paul Batalden, a
quality guru with HCA, occupies it. Driving quality through a 16,000-
employee system is terribly expensive. But I think that when you get to a
certain point, you discover that the self-directed work units espoused by TQM
are a more efficient way of accomplishing the same end. Defined teams
involved in defined tasks are given the charge of improving that particular task
in its context within the mission of the organization. This empowers people,
and the teams end up working together much more effectively.

Finally, a credentialing mechanism has also been helpful to our
integration. It has brought together around some common themes the people
who were in private practice, the people who were in a staff model HMO, and
the people who were in our large group practice.

I want to spend the remainder of the tune on the role of education as an
integrating force. I want to use two examples, one of which is predominantly
a physician model, but which I think is applicable to all of the health
professions. It has to do with generalism. The other, in our own system, is
the managed care college, which currently functions with all of the health
professions in our system.
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First of all, what do I mean by a generalist? Let me quickly say what I
do not mean. We are not interested in gate-keepers. We think the idea of
gate-keeping is demeaning and demoralizing and results in unhappy providers.
We also think that the concept of gate-keepmg is probably iomioral. When we
say "generalist," we are thinking more in terms of the U.S. Navy Seals, whose
motto is "Anything, anywhere, anj^ime, anyhow." We are talking about
enhancing competencies in the trenches. We are talking about redefining
boundaries between specialists and generalists arid doing what is the best thing
for the patient.

A shared interest in generalism led to an affiliation between Henry Ford
Health System and Case Western Reserve University Medical School. Case
Western Medical School is known for its research; it receives much of its
funding through grants that go to department chakpeople, who have a great
degree of autonomy. This is a very important national mechanism for
processing biotechnologic changes, but it is also one of the reasons that the
medical schools are so distant from the rest of the health professions schools.
Medical schools have borne the brunt of reductionist thinking in their efforts to
achieve fundamental understanding of molecular biology. The educational
apparatus of the modem medical school has perpetuated this reductionist
thinking. The efforts of other health professions schools, on the other hand,
have remained a little closer to the patient. While Case Western continues to
strive to be a premiere research university, it is also interested in focusing
greater attention on generalism. The University affiliated with us to aid ttiem
in doing so.

Let me outline some characteristics of a generalist, versus a specialist. I
think that all of these characteristics apply to all the health professions. With
a specialist, in general, patient contact is episodic, disease-specific. With a
generalist, patient contact is longimdinal and comprehensive. With a
specialist, problems are seen as organ-based; with a generalist, the problems
are seen as patient-based. Specialists tend to be oriented toward illness and
cure; generilists tend to be oriented toward health prevention and risk
reduction. Specialists emphasize the collective outcomes of individuals with
similar problems, while generalists emphasize the outcome of whole
populations or commimities.

Specialists focus on well-differentiated problems. Generalists focus on
undifferentiated problems. For the specialist, the most important data is
objective information. For the generalist, the most important data is subjective
information. Specialists de-emphasize the unique or particular. Generalists
emphasize and depend on the unique context of the person in order to
understand his or her condition. Specialists view social and personal variables
as confounders. Generalists see social and personal issues as important to the
process of care. For specialists, accountability is delimitedby specialty
territorial boundaries. For generalists, on the other hand, there are no
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tenitorial boundaries; they are accountable beyond discipline-specific
boundaries.

Specialists have a cognitive approach, which emphasizes analysis and
reduction. Generalists have a cognitive approach, which emphasizes synthesis.
Specialists have clinical excellence, depending primarily on the acquisition of
dynamic new technology, while generalists' clinical excellence depends
primarily on the application of core values and processes, such as the
physician/patient relationship and clinical problem solving.

These different philosophic paradigins have curricular implications. We
asked ourselves: How should we train junior medical students? And although
what we came up with is a medical student model, it truly has application for
all health professions. We recognized that students need mtUtiple flavors of
faculty, in part because there really are no super generalists. We decided that
as an interim measure at least, we needed representatives from medicine,
pediatrics, and family medicine to serve as mentors at all clinical sites. The
students work with all three nientors at each of the ambulatory sites through
which they rotate.

We then stepped back to reassess our plans and ultimately decided to
replace the disciplinary orientation and the associated block rotations with four
experiences to take place over a 13-month junior year: generalist-ambulatory,
generalist-bedside, generalist-basic, and the fourth is an integrated experience.
Case Western wants to remain an LCME-accredited medical school, so
students do have to go through surgery, obstetrics, and other standard
rotations. But, when they go through a surgical rotation now, the emphasis
can be what the generalist needs to know about surgery, as opposed to what
the surgeon needs to know about surgery. These are very different slants.

We then said—that*s nice, but it is not enough. The new rotations provide
students with enabling skills, based on a knowledge of different disciplines in
particular settings, but generalists need to know more than that. We then
created a triaxial curriculum that combines the disciplinary access I have
described with a generalist axis. This axis focuses on skills that are peculiar
to a generalist. Basically, it brings together some of what is taught in a school
of public health, some of what is taught in a school of health services
administration, informatics, management skills, communication skills,
reasoning skills, and attitude and values assessment-things that don't fit
conveniently into the disciplines as outlined in most medical schools, but
things that are terribly important for generalists to know. We call this axis the
generalist forum; it starts in the first year of medical school.

The forum continues throughout the rest of medical school and throughout
residency; it naturally gets more sophisticated and mature as students progress.
This second axis adds enabling generalist competencies to the enabling
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disciplinary competencies students acquire through discipline-specific
experience.

The third axis of the curriculum is a contextual axis. This aspect of the
curriculum focuses on performance; we are actually measuring whether
students' enabling skills have enabled them. There are four contexts in which
performance is measured: preventive and primary care, acute and emergency
care, tertiary and critical care, and long-term and rehabilitative care.

You see what we have done: we have blown up the departments. None
of these medical students will ever rotate through internal medicine. They will
never rotate through pediatrics. They will rotate through this generalist
curriculum and be tested in arenas that are contextual and that touch on what

actually goes on m the management of large populations. We are grateful that
The Robert Wood Johnson Foundation has fimded this initiative. The model

has, I think, application across all the professions in this room.

The last model I want to tell you about is our managed care college. This
concept originated within oiir staff model HMO; it has become part of our
faculty development efforts. The managed care college is a multi-professional
vehicle for training all providers. Every month there are courses, typically
three to five hours long. Topics include things like clinical epidemiology,
strategies for critically reviewmg the literamre, clinical policy analysis, total
quality management, applied ethics, and microcomputers (specifically, tutorials
on getting information about health care outcomes out of our database).
Participation in the managed care college involves a minimal time commitment
of three to five hours a month, which is affordable for busy, practicing
providers. Over the course of 18 months, we manage to cover a fair amount of
material.

The second component to the managed care college is a small group
session that meets one hour per week. The groups are composed of providers
from all the different professions. They are charged with protocol
development, not for the whole system, but just for their small group. They
select a topic of their choice and do a critical analysis of the issues, develop a
mechanism for testing outcomes, and then implement tiie policy in a pilot
project, with a defined sub-population of our one millionpatients. The group
projects don't always end after 18 months; they can go on ad infinitum. The
groups report the results of their protocols, and the ones that have merit are
then applied system wide. I don't know if this would work in other systems,
but it works in our system.

Finally, I would like to say a bit about affiliations. As I said, 20 years
ago, we affiliated with the University of Michigan. We have remained
affiliated with them, and our relationship has been a productive one. It has
allowed us to recruit academic department chairpersons. Of our 900
physicians, 200 have faculty appointments at the University of Michigan. We
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have taught, over the years, typically, 30 junior medical students every year,
and then 100 to 150 senior medical students.

The University of Michigan pays us generously to teach their students.
At one time we got $7,000 per student, per year. With Case Western, we pay
them money. We put $500,000 a year into a pot, into which they also put
money. Jointly, we use that money for curriculum development. With the
University of Michigan, we were a hired servant. We had no input into the
curriculum. We merely implemented their curriculum. They needed us
because we have the patients, the teachers, the interestmg stuff.

With Case Western, there is a feeling of partnership. With the University
of Michigan, all of our physicians have modified titles. With Case Western,
they have unmodified titles, with tenure. We are on the promotions
committee. We are on the education committee. We are on the admissions

committee. We feel like we have a medical school, as opposed to being a
hired servant.

In sum, I think, as you go out and explore ways to link with communities
of providers in your various educational programs, money isn't going to be the
most important factor. In my experience, the cultural issues are much more
important than the money issues. When you form these affiliations—whenyou
carefully construct a true partnership-then the money takes care of itself. If
you just go with money, you are not going to have either your money or
control.
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GERIATRIC AND PRIMARY CARE: MODELS

FOR INTERDISCIPLINARY TEAM TRAINING

GLORIA D. HEINEMANN

The Department of Veterans Affairs (VA) has been a leader among health
care institutions in initiating, supporting, and advocating for the
interdisciplinary team approach to health care. In geriatrics, the team
approach is well established. Throughout the VA system, care to older
veterans, regardless of level, is organized and delivered using this approach.
Geriatric Evaluation and Management (GEM) teams—serving both inpatient
and outpatient populations—diagnose, treat, and manage the complex, geriatric
medical and heal& problems of veterans. Hospital-Based Home Care (HBHC)
teams work closely with fiill-time family caregivers to maintain dependent
elderly veterans in their homes and prevent premature nursing home
placement. Adult Day Health Care (ADHC) teams provide physical
rehabilitation and socio-emotional support for patients recentiy discharged from
the hospital as well as respite for their caregivers. Nursing Home Care (NHC)
teams provide long-term care and structured envkon-ments for elderly patients
whose physical and/or mental functioning is compromised such that they can
no longer be maintained in the community. Geriatric Psychiatry teams treat
and manage the psychiatric and mental health problems of older veterans.

These geriatric health care teams include health professionals from
medicine, nursing, social work, rehabilitation therapy, dietetics, pharmacy,
psychology, and those who work with sensory losses and communication
disorders. HBHC and ADHC teams also have secretarial support; some
include licensed practical nurses and/or nursing assistants. A dentist or dental
hygienist, recreation therapist, and chaplain often serve as members of the
NHC teams as well. On some teams, patients themselves and/or their family
members also have important roles.

With the current federal administration's emphasis on health care reform,
the VA is now reorganizing its ambulatory care services, includingmany of its
specialty and satellite clinics, into primary care teams, each responsible for
both in-patient and out-patient care of a specific panel of patients. The core
team consists of a physician, nurse practitioner or physician assistant, and
social worker as well as support staff from medical administration service
(i.e., an administrative assistant, secretary, and/or clerk). The expanded team
includes full-time, part-time, or consultant team members from other relevant
disciplines (e.g., pharmacy, dietetics, rehabilitation, psychology).

Two educational programs initiated by the VA Central Office support the
interdisciplinary team approach especially in the areas of geriatrics and
primary care. These are the Interdisciplinary Team Training Program (ITTP)
and the Primary Care Education (PRIME) Program. These programs provide
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unique models for interdisciplinary team training for students in the medical
and health professions whose clinical rotations/affiliations are based in VA
medical centers where these programs have been implemented.

Interdisciplinary Team Training Program (ITTP)

ITTP is a clinically based educational program designed to include
didactic, experiential, and clinical instruction for VA employees and affiliated
students from three or more health professions. The program provides a
structured approach to problem-solving and the delivery of health care in the
VA system by emphasizing the knowledge and skills needed to work in
interactive groups or teams. In addition, the program promotes an
understanding of the roles and functions of members of the team and of the
ways m which their collaborative contributions influence both the delivery and
outcome of patient care, especially care to older veterans.

Twelve VA medical centers were selected as host sites for ITTP through a
competitive review process. ITTP was implemented at the host sites between
1979 and 1983 (see Figure 1 for. host site locations). Each ITTP has a
program director and a budget for: (1) consultants to the program; (2)
educational activities and educational travel for VA employees serving on
teams; and (3) funded positions for clinically affiliated students.

The purposes of ITTP are three-fold: (1) to develop, throughout the VA
system, a cadre of health practitioners with the knowledge and competencies
required to provide interdisciplinary team care to meet the wide spectrum of
health care and service needs of veterans; (2) to provide role models in team
care, patient care, and discipline-specific skills for afl^iated students in
medicine and associated health professions; and (3) to provide leadership in
inter- disciplinary education, team training, and the team approach to health
care throughout the system.

Educating VA Employees

ITTP provides educational opportunities in team care and geriatrics for
VA employees who are members of health care teams at the twelve host sites
by: (1) bringing in consultants and nationally recognized experts in geriatrics,
gerontology, and team care; (2) paying for educational travel and registration
fees to attend and/or present papers at regional and national conferences; (3)
paying for educational tuition for local workshops and seminars; and (4)
providing educational videos, audio tapes, publications, experiential exercises,
and consultation from the ITTP Director. Health care teams often make use

of these latter resources during their scheduled retreats or "staff days" when
members attend to program planning and educating for team work. In return,
these employees supervise ITTP-funded students, provide them with role
models for team care, and serve as faculty presenters in the students' weekly
class series.
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For non-ITTP VA medical centers, employees benefit from ITTP-
sponsored interdisciplinary team education through local and regional
workshops, team-specific consultations, and train-the-trainer programs. ITTP
directors travel to these medical centers and to regional medical education
centers to provide these educational opportunities.

Educating ITTP-Funded Students

Funded traineeships are available to students in advanced practice nursing,
occupational therapy, psychology, audiology/speech pathology, social work,
pharmacy, optometry, and podiatry. The actual disciplines or professions
fimded at any one of the twelve ITTP host sites depend upon the affiliations
the medical center has with local and/or regional colleges and universities and
the availability of students in the various disciplines. (Psychology interns are
assigned to a medical center via a national matching program.) Students from
otherhealth professions may participate in ITTP for imiversity credit without
funding.

Educational goals for ITTP-funded students are four-fold: (1) to leam
and apply discipline-specific skills; (2) to leam and apply thebasic skills of
team work; (3) to become sensitive to the needs and problems of elderly
patients; and (4) to understand and appreciate the skills and contributions of
health professionals and students from other disciplines who work in health
care teams.

ITTP students are assigned to at least one of the five types of geriatric
health care teams. Each stodent is supervised by a VA employee from his/her
respective discipline who is a member of the team where the student is
assigned. Students are expected to attend a weekly class series; contribute to
the assessment, planning, and implementation of patient care; and gradually
become integrated, functioning members of the health care team.

Other ITTP Activities

Originally titled the Interdisciplinary Team Training in Geriatrics (ITTG)
Program, ITTT* has become a more generic resource to health care teams both
within the VA system and in the private sector. Program directors are actively
involved in helping develop, monitor, evaluate, and improve the team
approach to care in both of these settings. Some ITTP sites also are involved
in systematic research related to health care teams. ITTP collaborates with
colleges, universities, geriatric education centers, interdisciplinary rural health
care mitiatives, community day care centers, nursing homes, and hospice
programs to provide educational opportunities in team care.
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Collaboration and Evaluation within ITTP

ITTP.program directors and the VA Central Office staff person who
monitors the program meet each year to share information about the program
at the host sites, the needs for team training throughout the VA system, and
the team approach in general. Early in the program's history, these meetings
were used to develop a set of national goals and objectives for the program.
Between meetings, conference calls are scheduled every two months to
maintain lines of commimication among program directors and between host
sites and the VA Central Office. The program directors provide progress
reports of ITTP activities to the VA Central Office every six months.
Information in these reports includes: (1) team development and consultation
activities at ITTP VA medical centers; (2) team development and consultation
activities for specific non-ITTP VA medical centers; (3) ITTP activities (e.g.,
education, consultation, research, etc.) having regional and/or national impact
in the VA system; (4) ITTP activities having regional and/or national impact
outside the VA system; (5) publications related to ITTP, team work, and
interdisciplinary collaboration or education; and (6) ITTP trainees hired as
health professionals by VA medical centers.

The Primary Care Education (PRIME) Program

The Primary Care Education (PRIME) Program is a new educational
program initiated by the VA Central Office for medical residents, associated
health students, and health administration smdents. To be eligible for this
program, a medical center must have an organized program to deliver primary
care for some component of the medical center's veteran population, an
existing medical school, and associated health professions affiliations. Forty-
nine VA medical centers have been funded for this program as of July 1994.
In June 1994, a second request for proposal was sent to those medical centers
that did not respond last year. Medical centers approved for funding in this
second wave will begin student education in summer and fall of 1995.

The goals of the PRIME Program are to foster: (1) development of
primary/managed care training for medical residents; (2) education in team
care in the primary/managed care setting by including all health professionals
necessary to deliver comprehensive, longitudinal, patient-centered care to
veterans; and (3) training for administrative and management trainees in how
to organize and deliver care under this new paradigm.

Medical residents eligible for funding through this program include those
in internal medicine, family medicine, preventive medicine, rehabilitation
medicine, and psychiatry. Eligible associated health disciplines include
advanced practice nursing (especially nurse practitioners), physician assistants,
occupational and physical therapy, optometry, podiatry, pharmacy.
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psychology, social work, audiology/speech pathology, health care
administration, medical records administration, and nursing administration.

Medical residents, advanced practice nurses, and physician assistant
trainees will be assigned to each primary care team at the medical center.
Trainees from other disciplines will be assigned to one or more teams
depending on the primary care workload, the organization of the teams, and
the availability of appropriate preceptors for students.

Similarities and Differences Between the Two Programs

The two educational programs are similar in that they educate trainees in
a specific content area, in team care, and in discipline-specific skills. ITTP
directors are being called upon as resources in team education for both team
members in primary care and students funded through the PRIME Program
throughout the VA system. Both ITTP and PRIME have evaluation
components.

The programs differ in that ITTP is a resource for the entire VA system,
while PRIME is medical-center specific. PRIME has a more limited budget
than ITTP (i.e., it does not include salary fimds for a program director or a
budget for educating VA employees or purchasing educational materials);
funds for PRIME cover only student traineeships. PRIME funds a somewhat
broader array of students than ITTP. It funds the discipline of medicine, while
ITTP works in conjunction with the Geriatric Fellowship Program, a two-year
postgraduate program for physicians wishing to specialize in geriatrics. In
addition, PRIME funds students in physical therapy and administration while
ITTP does not (see Figure 2). FiiwUy, ITTP directors develop formal
curricula in team care and geriatrics/gerontology, while PRIME has no formal
curriculum development requirements.

Student Education in ITTP at the Buffalo VA Medical Center

At the Buffalo VA Medical Center, ITTP fimds fifteen to twenty health
professional students and provides imiversity credit without funding to an
additional one to three students per year. The curriculmn is organized into
three educational cycles—September through December (first academic
semester), January through mid-May (second academic semester), and mid-
May through August (summer). The curriculum is presented in a weekly class
series called "Topics in Geriatrics, Gerontology, and Team Care"; each class
is one and a half hours in length. Because some students rotate through more
than one educational cycle, each cycle is comprehensive and unique.

Faculty include the ITTP program director, VA employees who serve on
geriatric teams, college and university faculty, and community practitioners
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who work with the elderly (e.g., senior center employees, hospice team
members, nursing home administrators, etc.). Students are expected to attend
and contribute to the team's weekly meetmgs and all activities of the team,
attend and participate in the weekly class series, and complete a project that
benefits the team's patients, family caregivers of patients, or team members
themselves.

At the beginning of the funding year, students attend a one-day orientation
workshop, open to all health professional stodents (funded and nonfunded and
regardless of funding source) beginning clinical affiliations at the Buffalo VA
Medical Center. Usmg didactic capsules and experiential exercises, the
smdents complete activities as individuals, as partners, and as teams of six to
eight members. An emphasis is placed on communication skills, the
importance of shared participation and leadership among team members, and
decision making by consensus. Lunch is catered for both students and their
supervisors. The workshop provides: (1) a mechanism for students to become
acquainted with one another and with the VA employees who will be
supervising their work; (2) an introduction to the VA medical center; and (3)
an introduction to the team approach to care.

The curriculum for teaching the team approach to care is presented in
Figure 3. Several formats are utilized for presenting material to students in
the weekly class series. These include lecture/discussion, problem-solving
scenarios, team teaching (e.g., a dentist and dietitian present together on oral
health and nutrition), panel discussions (e.g., nurses with different degrees and
credentials or an occupational therapist, physical therapist, and physiatrist
discuss the similarities and differences in their professional roles), and group
process discussions with smdents providing examples from their respective
health care teams.

Each student is provided with a written evaluation midway through and at
the end of the clinical affiliation; supervisors provide feedback about
discipline-specific sl^ls, while the director of the ITTP program provides
feedback about team skills. These evaluations are sent to the faculty members
who coordinate "field placements" for their respective university department or
professional school. Students are given the opportunity to provide feedback
regarding then: satisfaction with the program and how it could be improved for
future cohorts of trainees.

In closing, the VA system has been an advocate of the team approach for
a long time. It has enabled the system to deliver comprehensive, longitudinal,
and patient-centered care to veterans. We are pleased with the progress of the
ITTP and PRIME programs and plan to continue to reevaluate and improve
these programs so that the providers we train at the VA are optimally prepared
to operate in the care delivery system of the future.

86



FIGURE 1. ITTP HOST SITE LOCATIONS

Birmingham, AL

Buffalo, NY

Coatesville, PA

Little Rock, AR

Madison, WI

Memphis, TN

Palo Alto, CA

Portland, OR

Salt Lake City, UT

Sepulveda, CA

Tampa, FL

Tucson, AZ
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FIGURE 2. PROFESSIONS ELIGIBLE FOR TRAINEESHIPS

Profession/

Discioline ITtp The PRIME

Medicine None; collaborates
with the Geriatric

Fellowship Program

Internal medicine,
family medicine,
preventive medicine,
rehabilitation

medicine, psychiatry
(resident level) &
physician assistant

Nursing Advanced practice
nursing (master's
level)

Advanced practice
nursing, especially
nurse practitioner
students (master's
level)

Rehabilitation Occupational
therapy (bachelor's
or master's level)

Occupational &
physical therapy
(bachelor's or
master's level)

Psychology Interns (Ph.D. can
didate level)

Interns (Ph.D. can
didate level)

Commimications Audiology & speech
pathology (master's
level)

Audiology & speech
pathology (master's
level)

Social Work
•s

Master's level Master's level

Pharmacy Resident level Resident level

Optometry Resident level Resident level

Podiatry Resident level Resident level

Health admin

istration

None Health care

administration,
medical records

administration, &
nursing adminis
tration (master's
level)



FIGURES. TEAM CARE CURRICULUM

I. Assumptions underlying the team approach

A. Increased efficiency
B. Better quality of care
C. Cost-effective care

D. Well-functioning teams

n. Multi- versus interdisciplinary teams

A. Collaboration

B. Interdependence
C. Attention to process goals and education for team

work

m. The team and team system defined

A. Components of team work
(The Twelve Cs of Team Work ~ Figure 4)

B. Components of the team system

1. Professionals on the team; unique and
overlapping skills and abilities

2. Population served by the team
3. Context in which the team works

C. The team as a feedback system;
goals and activities of the team

1. Task-oriented

a. Assessing the patient
b. Developing and implementing care

plans
c. Follow-up evaluation and revision

2. Process

a. Monitoring interpersonal
relationships

b. Mamtaining and evaluating the
team

c. Improving quality of team
fimctioning
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IV. Rationale for the team approach

A. Complex problems
B. Overlapping needs of population served

(e.g., medical, social, emotional, financial)

V. Stages of small group or team development

A. Testing and dependency (forming)
B. Conflict (storming)
C. Cohesion and consensus (norming)
D. Functional role relatedness (performing)

VI, Noise in the feedback system; barriers to team work

A. Individual level (e.g., turf battles, competition
among team members)

B. Team level (e.g., size of team, unclear roles,
presence or absence of rules and procedures)

C. Organizational level (e.g., role conflict, role
overload)

Vn. Communication skills

A. Verbal communication

1. A common language among team members
2. Direct, open, honest communication
3. Accurate communication

4. Active listening

B. Non-verbal communication

C. How information is commxmicated

Vm. Values and personal styles of relating to others among
team members

A. Societal, professional, and personal values
B. Personal strengths and weaknesses
C. Skills and realistic expectations among team

members
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IX. Leadership in the team

A. Facilitation versus power
B. Formal versus infonnal

C. Shared leadership

X. Decision-making in the team; creative problem-solving

A. Decision-making by consensus

1. Brainstonning
2. Prioritizing
3. Deciding

B. Preventmg decision fiascos; avoiding the
groupthink phenomenon

XL Minimizing and managing conflict

A. Healthy disagreement versus noiq)roductive
conflict

B. Compromising and negotiating behaviors for win-
win results

Xn. Informal roles, rituals, and styles of humor in teams

A. Relationship to stages of team development
B. Benefit or barrier to team functioning

Xni. Educating for team work

A. Formats and what they can accomplish
B. Pros and cons of an outside consultant
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FIGURE 4. THE TWELVE Cs OF TEAM WORK

Communication

Collaboration

Coordination

Commitment

Cohesiveness

Confronting Problems

Cooperation/Conflict

Compromise

Consensus

Consistency

Caring

Contribution

Developed by: Gloria Heinemann & Howard Gamer.
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