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ABSTRACT
A PROGRAM EVALUATION STUDY OF
OSTEOPATHIC MEDICAL EDUCATION AT MICHIGAN STATE UNIVERSITY
USING CLINICAL CLERKSHIP STUDENTS
By
Sylvia Lemus Sharma
Problem

Osteopathic medical education has undergong dramatic growth
within the last decade. After a lapse of fifty years, Michigan State
University College of Osteopathic Medicine [MSU-COM] was the first of
five new colleges to be established and became the first publicly sup~
ported university-based osteopathic institution. The development of
MSU-COM in 1969 thus marked a significant departure for the osteopathic
profession from the free-standing, privately supported college founded
in the early stages of osteopathic medical education.

Unfortunately little research or discussion has focused on
osteopathic medical education. The existing framework of knowledge
about osteopathic medical training when this study was undertaken was
both limited and inadequate in consideration of the new pattern of
growth of the profession. Michigan State University College of Osteo-
pathic Medicine occupied a unique position in osteopathic medical edu-
cation for the examination of professional education as it developed.
MSU-COM was both receptive to a program evaluation study and was inter-
ested in improving its training as part of its educational commitments.
This study was in fact supported by the College and represented the

first attempt by an educator outside the profession to study osteo-

pathic medical education at a single college.
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Purpose of the Study

The purpose of this study was to evaluate a professional
training program leading to the Doctor of Osteopathy degree using
several interrelated procedures. Part of the task was to obtain,
document, and analyze the views and concerns of an entire class of
MSU-COM clinical clerkship students near the end of their training
about the cumulative impact of their osteopathic medical education
and about their profession. Based on student responses, a defin-
itional statement about the MSU-COM program was developed and sub-
mitted to College faculty and administrators for verification of some
of the findings and reactions relative to curricular implications. By
employing these procedures, the intended practical outcome was to
>provide faculty and administrators with a structure by which the osteo-

pathic medical program could be examined.

Design of the Study

The main population of interest consisted of clinical clerk-~
ship students who were at least six months into the final year of their
three~year medical program, were also members of the graduating class
of August 1975, and had completed the first two years of osteopathic
medical education at MSU-COM, With the exception of one transfer stu-
dent, the other 64 members of the August 1975 graduating claés satis-
fied these research requirements. In addition six students were
included in the interview population: 2 deceased students who would
have graduated in August and 4 out-of-phase students. A total of 70
students participated in a taped‘semi—structured personal interview
which involved the use of the critical incident technique and was

developed by the researcher with advice from the dissertation advisor,
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Dr. Paul L. Dressel, and College faculty, administrators and students.
The taped interview data were later transcribed and analyzed by noting
patterns of responses or particularly insightful statements of view-
points expressed by students. Additional data about the August 1975
graduates were obtained from sixty-one of sixty-four students.who were
willing to complete and return a short questionnaire regarding their
background and their views about changes in medicine.and medical care,
and from the College's Office of Student Affairs. These data were hand-
tabulated and used with student interview responses in the preparation
of the definitional statement.

Reactions from College faculty and administrators, the
Directors of Medical Education at the affiliated osteopathic teaching
hospitals, and other students were utilized in developing the procedures
for this study. Feedback from selected College faculty and administra-
tors were used in verifying the findings and in identifying their re-

sponse relative to curricular implications.

Major Findings and Conclusions

The major findings of the study were related to the develop-
ment of a definitional statement based on student responses about the
MSU-COM program and faculty reaction to it. The statement was divided
by topic: (1) a profile of MSU—COM August 1975 graduating class; (2)
clinical clerkship concerns; (3) Unit I and Unit II concerns; (4) osteo-
pathic manipulative therapy training (OMT); (5) students' views on the
D.0O., physician and osteopathic philosophy and concepts; and (6) the

future of the osteopathic profession.
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Reactions obtained from MSU-COM faculty and administrators
indicated the definitional statement interfaced with other in-house
evaluation efforts served several purposes some of which were:

(1) reinforced knowledge about problem areas in the College program,
(2) spurred the development of a ciinical clerkship student
orientation and the plans for hiring additional staff for the

clinical clerkship component,

(3) encouraged the development of a College-sponsored retreat
with volunteer clinical instructors to improve communication,

(4) served as a basis for study by members of the College's
in-house accreditation committee,

(5) provided the College's Admissions Office with new information
about the characteristics of a graduating class of MSU-COM
students and served as a start toward collecting background
data about students.

The procedures used in this study appeared useful for evaluat-
ing a professional training program. The specific results identified
the views and concerns of osteopathic medical students about their
training and their profession and contributed to knowledge about the
characteristics of those entering members of the osteopathic medical
profession. With regard to curricular implications for the College,
the development of a definitional statement provided the College faculty
and administrators with a structure by which the MSU-COM program could
be examined. There were indications from College faculty and adminis-
trators that thils research study interfaced with other in-house ewvalua-
tion efforts provided the basis for specific changes. Recommendations
for further research were to extend this study to either a longitudinal

or a comparative study with other classes, and to develop research

focusing on osteopathic medical education at the national level.
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CHAPTER 1

THE PROBLEM

Background

Within the last decade five new colleges of osteopathic
medicine have been established.1 This recent development has been
dramatic for the osteopathic medical profession since no new colleges
were established since 1916. Michigan State University College of
Osteopathic Medicine [MSU-COM] was the first of the new osteopathic
medical colleges to be established and was the first to become a
publicly supported, university-based institution. Its development
marks a departure for the profession from the free-standing, privately
sufported colleges originally founded in the early stages of the
profession.

Unfortunately little research or discussion has focused on
osteopathic medical education. In consideration of the significance of
the establishment of Michigan State University College of Osteopathic

Medicine, this important area of study was undertaken with the

lSubsequent to the founding of MSU-COM, four other colleges
of osteopathic medicine have been established which depart from the
first D.O. college, the Kirksville model. The West Virginia School of
Osteopathic Medicine, Greenbrier (1972) and the Oklahoma College of
Osteopathic Medicine and Surgery (1972) are both publicly supported
and free-standing. The Texas College of Osteopathic Medicine (1970)
is publicly supported and under the jurisdiction of North Texas State
University. Ohio University College of Osteopathic Medicine (1975),
which will admit its first students in September 1976, is the second
osteopathic medical college to become both publicly supported and
served by the university's basic science departments.
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intention of contributing to the improvement of osteopathic medical

education at MSU~COM and to information about students in particular
as the pattern of osteopathic medical education leans toward affilia-

tion with established institutions of higher educatiomn.

Osteopathic Medical Education

The pattern of growth and development of osteopathic medical
education began with its colleges. The first osteopathic college was
established by Dr. A. T. Still in 1892 at Kirksville, Missouri, and
was then called the American School of Osteopathy. It was a privately
supported, free-standing institution with Dr. Still as its president
and his son Charles E. Still as vice-president. According to the
school's catalogue the requirements for admission were:

1. Creditable evidence of good moral character.

2. Satisfactory evidence of good English education
as follows: (a) In English, an essay of not less
than 200 words, judgment on which will include
thought, construction, spelling, and handwriting.
(b) A good knowledge of arithmetic including com-
pound numbers, percentage, ratio, proportion, and
the metric system. (c) A fair knowledge of history
and geography, especially of the fundamental prin-
ciples. Candidates who fail in one or two of the
above named branches may be admitted to the regular
course of study, but such conditions must be removed
before the beginning of the second term.

3. In place of this examination or any part of it, the
faculty will accept the official diploma or certi-
ficates of any reputable literary or science college,
academy, normal school or high school, or a teacher's
certificate, and enroll the applicant upon presenting
of such certificate by passing examination in some
institution near home.
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N.B. Student: will find it greatly to their advantage

to matriculate before the opening of the term. and be

in attendance from the opening of the course.

After 4 semesters of the college curricula, students were awarded the
Doctor of Osteopathy degree.

In the late 19th century and the beginning of the 20th cen-
tury, osteopathic medical colleges proliferated. Meanwhile, the
American Osteopathic Association, which was founded in 1896 by graduates
of the American School of Osteopathy, sought to standardize and regulate
curricula at the various osteopathic colleges. In 1904, the standard
course of instruction was increased to three years. By 1916 the four-
year curriculum was made compulsory.

The publication of the Flexner Report of 1910 had a sobering
effect on medical education. It identified serious problems plaguing
all medical schools including osteopathic colleges which were: (1) low
entrance requirements, (2) deficient laboratory equipment, (3) a lack
of clinical materials, (4) no coordination of didactics with glinical
instruction, and (5) poor instruction. The Flexner Report criticized
osteopathic colleges in particular because no serious research was being
conducted on osteopathic principles. It also identified that training
was weak in the area of manipulative treatment since students had no
supervised patient experiences until after graduation. The Flexner

Report encouraged the closing of proprietary medical schools, the

1Peter Kong-ming New, "The Application of Reference Group
Theory to Shifts in Values: The Case of the Osteopathic Student"
(Ph.D. dissertation, University of Missouri, 1960) pp. 33-34.

2A Staff Report from the Citizens Committee on Education
for Health Care, Osteopathy in the United States and Michigan (August,
1967) p. 1.




|
g

4
reformation of medical education, and the disappearance of medical sects,

maintaining that '"the dissenter cannot live on high entrance and educa-

tional standards."1

Although the establishment, growth, and decline of some
tAirty—seven schools of osteopathy came before 1910, the publication of
the Flexner Report on the state of medic;l education did spur the
profession to close many of its substandard schools.2 Seven osteopathic
colleges survived this period of medical education reform. These were:
Kirksville College of Osteopathy and Surgery (1892), Des Moines College
of Osteopathic Medicine and Surgery (1898), the Chicago College of
Osteopathy (1902), the Los Angeles College of Osteopathic Physicians
and Surgeons (a consolidation of two schools--the Pacific School of
Osteopathy founded in 1896 and the Los Angeles College of Osteopathy
founded in 1905), the Philadelphia College of Osteopathy (1899),
Massachusetts College of Osteopathy, Boston (1897), and Kansas City
College of Osteopathy and Surgery (1916). It is noteworthy that the
pattern of development of osteopathic medical colleges as free-standing,
privately supported institutions was not altered by the impact of the
Flexner Report although one of its main conclusions was that medical
education should be conducted as an integrated part of the university.

Later only five osteopathic colleges were supﬁofted by the

profession. The Massachusetts College was closed in 1940 and as a

lAbraham Flexner, Medical Education in the United States and
Canada, Carnegie Foundation for the Advancement of Teaching, Bulletin
No. 4 (New York: The Merrymount Press, 1970) p. 172.

2Ibid., New, "The Application of Reference Group Theory to
Shifts in Values: The Case of the Osteopathic Student," p. 74.
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result of the merger of the osteopathic and allopathic medical profes-

sions in California, the Los Angeles College of Osteopathy became a
medical school, and granted its first M.D. degree in 1962.1°223

No new schools of osteopathic medicine were developed for
over fifty years until the establishment of Michigan State University
College of Osteopathic Medicine by Public Act 162 signed in 1969,
Today there are a total of ten D.0. colleges. MSU-COM, the College of
Osteopathic Medicine and Surgery, Des Moines, and Oklahoma College of

Osteopathic Medicine and Surgery all offer three-year programs and the

remaining colleges offer four-year programs.

Michigan State University College of Osteopathic Medicine

The need for a D.0. college in the State of Michigan was
apparent to the profession for some time. In 1959 the Michigan
Association of Osteopathic Physicians and Surgeons, Inc., announced
that a primary program of the association would be to establish a
college of osteopathic medicine in Michigan. Michigan residents had
ranked second in the number of students attending D.0. colleges for an
extended period.a The registry of osteopathic hospitals for 1966-67
indicated that over 11 percent of osteopathic hospitals were located

in Michigan and were providing clerkship and graduate training for the

1Ibid., Osteopathy in the U.S. and Michigan, pp. 1-2.

2Ibid., New, "The Application of Reference Group Theory to
Shifts in Values: The Case of the Osteopathic Student,"” p. 71.

3See Alexander R. Tobin, "The Osteopathic Story in California,"
a speech presented before the Texas Osteopathic Medical Association,
May 11, 1972.

4Ibid., Osteopathy in the U.S. and Michigan, p. 18.
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profession. The 1971 survey statistics published by the U.S. Public
Health Service identified that D.0.'s comprised over 13 percent of the
non-federal physician population in Michigan, which was the largest

concentration of D.0.'s in the nation. 1In 1967 a Citizens Report on

Osteopathy in the U.S. and Canada was submitted to the State Department

of Education documenting the extraordinary growth of the osteopathic
profession since World War II in Michigan.

As a result of consideration of social, educational and
political factors the Michigan State Legislature enacted public legis-
lation in 1969 to establish a publicly supported, university-based
college of osteopathic medicine at the Michigan State University campus.
Subsequently the Michigan College of Osteopathic Medicine, originally
chartered as a privately supported, free-standing institution in 1964,
became the Michigan State University College of Osteopathic Medicine
and moved from Pontiac, Michigan, to East Lansing in 1971. It joined
three existing university-based allopathic medical schools in Michigan
which are located at: (1) The University of Michigan, Ann Arbor (1850),
(2) Wayne State University, Detroit (1956), and (3) Michigan State
University, East Lansing (1964).

Michigan State University College of Osteopathic Medicine
occupies a unique position in osteopathic medical education for the
examination of professional education as it develops. Already located
at Michigan State University campus were the College of Veterinary
Medicine (1913), and the College of Human Medicine (1964). MSU-COM
has an organizational structure unlike other osteopathic medical schools
in that it jointly administers the University's basic science depart-

ments with other colleges.
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In 1974, the first graduating class completed their entire
training through the three-year MSU-COM curriculum. Michigan State
University College of Osteopathic Medicine is developing its educational
objectives along the following guidelines as represented in the

College's catalogue:

--— "Provide students with comprehensive medical knowledge and
skills to serve as a foundation for a lifetime of learning."

-—— "Produce 'basic physicians' with competencies to pursue a
career in family practice, specialty practice, academic
medicine, administration, public health, or research."

--— "Provide organized, practical, and, contemporary continuing
education for graduate physicians.

As a professional school MSU-COM was both receptive to an
evaluation study and was interested in improving its training program
as part of its educational commitments. This study was in fact sup-
ported by the College and was the first attempt by an educator outside
the profession to examine systematically the educational direction of
an osteopathic medical college. For these reasons, the College of

Osteopathic Medicine was selected for implementing this study.

Purpose of the Study

The purpose of this study i1s to evaluate a professional
training program 1eading to the Doctor of Osteopathy degree using
several interrelated procedures. Part of the task is to obtain,
document, and analyze the views and concerns of a class of MSU-COM
students near the end of their training about the cumulative impact

of their osteopathic medical education and about their profession.

lMichigan State University College of Osteopathic Medicine,
Supplement to the University Catalogue, p. 7.
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Based on student responses, a definitional statement about the osteo~
pathic medical program will be developed and submitted to College
faculty and administrators for verification of some of the findings and
for identification of their reactions relative to curricular implica-
tions. By employing these procedures, the intended précfical outcome
is to provide College faculty and administrators with a structure by
which the osteopathic medical program could be examined. The end
product is to seek answers to the following broad questions:

(1) How do students or beginning professionals feel they can be
better trained during their professional education program?

(2) Can the identification and communication of students' con-
cerns assist in providing direction, unity, and coherence for students

in the program and for faculty planning it?

An Evaluation Model

Through his extensive research and work in the area of educa-
tional research, Dr. Paul L. Dressel has developed a student-oriented
evaluation model based on essential competencies or outcomes which he

partly described in his book College and University Curriculum.1 It is

proposed that the Dressel~competency-evaluation-model developed for
primarily undergraduate level training has value and applicability for
professional schools and is the framework for which some of the proce-~
dures in this study were developed.

Insfead of asking what courses students in a professional

program ought to take or what knowledge 1s essential, this approach

lPaul L. Dressel, "Chapter 13: Competencies and their
Attainment,"” College and University Curriculum (Berkeley: McCutchan
Publishing Company, Second Edition, 1969) pp. 283-304.




9

concentrates on what students near the end of their training think and

feel about the cumulative impact of their educational experiences.
Based on student responses a definitional statement about the profes-
sional program can be developed and serve as a structure from which
curriculum can be examined. Heretofore definitive curriculum studies
have not attempted to define professional program outcomes or compe-
tencies as viewed by students and to relate these to the strengths and

weaknesses of professional level education.

Assumptions

The essential assumptions which underlie this study and the
foregoing model are:

1. Students in their final year of osteopathic medical training
can provide useful feedback about the cumulative impact of their educa-
tional experiences.

2. The identified views and concerns of senior osteopathic
medical students about their educational experiences can be used to
develop a definitional statement which can serve as a struéfure to
examine the strengths and weaknesses of a professional education
program.

3. Students near completion of the requirements for the Doctor
of Osteopathy degree can provide recommendations as to the future devel-
opment of the profession and can provide insightful commentary about the
definition of an osteopathic physician.

4. The documentation of background characteristics of osteopathic
students in a graduating class can serve as a beginning of the defini-
tion of those characteristics of a class of students entering the osteo-

pathic medical profession.
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5. An educator outside the osteopathic medical profession is in

a unique position to obtain, document, and analyze data from senior

osteopathic medical students regarding their views and concerns about
their medical education and the future of their profession and to '

employ the data in the preparation of a definitional statement about

the College program.

Limitations
This is an exploratory and descriptive study. It should be
noted that the evaluation model as adapted for use in this study does
not presume to account for curriculum changes over time and no attempt
will be made to generalize beyond the population of this study. The
responses disclosed by osteopathic medical students will be reported
as those perceived to be of concern and will necessarily be commentary

students were willing to express in a tape recorded interview format.

Definition of Key Terms

The reader may better understand this study if certain terms

are initially defined.

MSU~-COM Qurriculum refers to the three~year program of study
necessary for completion of the requirements of the Doctor of Osteopathy
degree. The curriculum is divided into three phases or units beginning
Fall Quarter of the University academic calendar. Students complete
their studies in consecutive quarter sessions ending Summer Term of the
third year. Students who do not wish to complete their studies in three
years have the option to graduate out-of-phase.

Unit T refers to the first phase of the MSU-COM training pro-

gram and is composed of two 10 week sessions beginning Fall Quarter.




Instruction is designed around basic science concepts.
required to enroll in the following courses:

A.

It is composed of six 10 week sessions.

systems biology didactics.

11

Fall: B.
Physiology

Histology

Gross Anatomy -

Medical Biochemistry

Health Behavior Science I
Physical Diagnosis

Students are

Winter:
Pharmacology
Microbiology
Medical Biology
Osteopathic Exam
Preceptor
Health Behavior
Science II
Physical Diagnosis

Unit IT is the second and longest phase of the MSU-COM program.

Instruction is organized around

Students enroll in the following courses

arranged by quarter of the University calendar:

A.

It is referred to as the clinical clerkship year.

Spring: ‘ B.
Hematology

Clinical Endocrinology
Dermatology

Clinical Judgment

Pharmacology

Osteopathic Exam

Preceptor

Health Behavior Science III
Clinical Science III

Fall: D.
Cardiovascular
Osteopathic Exam
Preceptor
Health, Medical Care,
and Society I
Clinical Science V

Spring: F.
Gastrointestinal
Osteopathic Exam
Preceptor
Health, Medical Care,
and Society III

' Clinical Science VII

Summer :

Neurology

Osteopathic Exam

Preceptor

Health Behavior
Science IV

Clinical Science IV

Winter:

Respiratory/Renal

Osteopathic Exam

Preceptor

Health, Medical Care
and Society II

Clinical Science VI

Summer :

Growth and Development

Osteopathic Exam

Preceptor

Health, Medical Care,
and Society IV

Clinical Science VIII

Unit ITTI is the third and final phase of the MSU-COM program.

It starts in
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September, Fall Quarter; runs through Winter and Spring Quarters; and is

finished Summer Quarter with graduation in August. In Unit III, stu-

dents complete clinical experiences of designated variable units of time
in osteopathic teaching hospitals and mental hospitals affiliated with
MSU-COM. In most cases osteopathic students are required to move to
Southern Michigan where most of the osteopathic teaching hospitals are
located. The curriculum for Unit III is as follows for 1974-1975 year:

Clerkship Number of Weeks

Medicine

Pediatrics

Surgery

Obstetrics

Otorhinolaryngology
(ear, nose, throat)

Ophthalmology

Neurology

Orthopedics

Emergency Room

Anesthesiology

Psychiatry

Junior Partnership

Electives

~ oo

AP NNDNDN

Systems refers to the organization of didactic medicine which
includes the basic scilences, behavioral sciences, and clinical sciences
around the hematopoietic, neuromuscular, cardiovascular, respiratory,
renal, gastrointestinal, and obstetrical-gynecological themes.

Clinical Clerkship refers to the third year of the MSU-COM

program in which students spend time in teaching hospitals in Michigan.
Students in this phase of the curriculum are referred to as clinical
clerkship students, clerks, or externs. (See Unit III)

Rotation refers to the variable unit of clerkship experience
such as medicine, surgery, et cetera, and is synonymous with the term

"service."
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Preceptor refers to the volunteer clinical faculty or general
practitioner participating in the College's Preceptor Program.

Preceptor Program refers to the placement of a student in an

osteopathic family physician's office or clinic one afternoon a week
for the purpose of obtaining experience in the operation of a family
practice, experiences in osteopathic skills examination, and contact
with patients and their pathologies. This program is taught as an
introduction to the principles of family medicine and is regarded as a
clinical experience for Unit I and Unit II.

Junior Partner refers to osteopathic general practitioners who

volunteer as clinical instructors in the Junior Partnership Program.

Junior Partnership Program refers to the clinical clerkship

rotation in Unit III which consists of 6 weeks with an osteopathic
general practitioner. Instructional goals include: (1) patient, office,
and personnel management, (2) record-keeping systems, bookkeeping sys-
tems, and thifd party requirements, and (3) out-of-office experiences
such as hospital rounds, community and public health functioms,

et cetera. This rotation provides training and experiences not pre-
sented in Unit I and Unit II nor in the clinical clerkship rotationms.

Affiliated Teaching Hospitals refers to osteopathic hospitals

or mental institutions associated through contract to MSU~COM.. These
are geographically located away from MSU-COM, primarily in the south-

eastern portion of the state.

Osteopathic Medicine encompasses all phases of medicine but

goes beyond general medicine in its distinctive recognition of the

function of musculoskeletal system in health and disease.
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Osteopathic Manipulative Therapy (OMI) is defined as a

potentially useful therapeutic medium for both the maintenance of
normal function and the correction of dysfunction. It is regarded as
something inclusive of the total practice of medicine.

Muscle Energy is a designation given to a group of manipula-

tive procedures which require patient cooperation in that the patient
is asked to actively contract a group of muscles which creates a relaxed
effect and thus assists the process of restoration of motion in a joint.

Thrust Technique is a designation given to a type of manipula-

tive procedure where a force is directed through a joint to overcome a

restriction in joint mobility.

Director of Medical Education refers to an individual asso-
ciated with each hospital who is responsible for all phases of education
conducted there. The responsibilities of this person include coordina-
tion of continuing education for staff physicians, education programs
for residents, interns, and clinical clerkship students.

American Osteopathic Association (AOA) is the official

organization of the osteopathic medical profession. The objectives of
this organization are to promote the public health, to encourage scien-~
tific research, and to maintain and improve high standards of medical
education in osteopathic colleges. Its headquarters are in Chicago,
Illinois, at 212 East Ohio Street.

Clinical Clerkship Committee refers to a College committee

that studies the clerkship year program and is comprised of faculty

and students from the College, chaired by the Associate Dean.
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‘Overview

In Chapter II, a review of the literature related to the study
is presented. It includes a discussion of osteopathic medical education
research, current problems in professional education, and changes in
medical school curriculum.

Chapter III, Methodology of the Study, is comprised of a
definition of the research population, procedures, and methods of
reporting results.

Chapter IV, Presentation and Analysis of Data, contains the
data and findings of the study. It is divided into six sections which
are: Section 1: The MSU-COM August 1975 Graduating Class: A Student
Profile; Section 2: Clinical Clerkship Experience; Section 3: Unit I
and Unit II Training; Section 4: OMT Training; Section 5: Students'
Conceptions of the D.0. Physician; Section 6: The Future of the Pro-
fession.

Chapter V presents conclusions and recommendations of the

study based on the findings.



CHAPTER II

RELATED LITERATURE

Introduction

In Chapter I a discussion was presented on the development
of osteopathic medical education with particular reference to the role
of MSU-COM in the recent accelerated growth of osteopathic colleges.
This Chapter will focus on research relevant to osteopathic medical
education and will address the following topics: (1) osteopathic
medical education research, (2) problem areas in professional educa-

tion, and (3) changes in medical school curriculum.

Osteopathic Medical Education Research

In spite of the attention during the last twenty years by
psychologists and sociologists to the field of medical education re-
search, very few studies have examined osteopathic medical students
or osteopathic medical education. To date only one major sociological
study has been conducted with osteopathic medical students. Peter New

completed a doctoral dissertation entitled, The Application of Reference

Group Theory to Shifts in Values: The Case of the Osteopathic Student,

(1960, University of Missouri).1 A reading of New's unpublished

lPeter King-ming New published parts of his dissertation
findings earlier in the article, "The Osteopathic Student: A Study in
Dilemma," in E. Gartley Jaco (ed.). Patients, Physicians, and Illness.
(Glencoe, Illinois: The Free Press, 1958) pp. 413-420.

16
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doctoral dissertation reveals his work was a participant/observation

case study conducted over eight months at four of the six D.0. colleges
then in existence. Although the major focus of his research was to
apply reference group thecry to osteopathic studgnts' perceptions about
membership in a minority profession, New found faults with reference
group theory as applied to the D.O. student population because the
actual status of the osteopathic profession was increasingly accepted
as a legitimate medical career. New's non-theoretical findings,
however, are of historical interest.

New developed a profile of background characteristics about
the 103 D.0. students he interviewed. He found that many of these
students were older, 28.8 years old in thelr senior year. Some had
had previous health related careers before entering the osteopathic
profession. He also identified that several students entered the
profession "by accident" in contrast to a few who always wanted to
become osteopathic physicians. The limitations of New's largely his-
torical data about D.0. students are related to the fact that he was
not able to systematically select his interview population and it is
not known if population variations existed at the four D.0. colleges
since he treated all students as a single research population.

Nevertheless, in addition to the student profile, New also pro-
vided some commentary about osteopathic manipulative training. Based on
perceptions gained in talking with students and from observing instruc-
tion in OMT, New concluded that: (1) OMT was not systematically taught,
(2) thére was a lack of motivation to learn the advantages of manipula-
tion by students who looked upon osteopathy as a second choice, and
(3) that most of the students were non-committal on the topic of

manipulation.
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Other research using osteopathic medical students has been
done by the American Osteopathic Association. The results of a Fall 1970
survey of first year osteopathic students' reasons for choosing a career
in osteopathic medicine were described in the article, "Motivational
Factors Influencing a Student's Selection of Osteopathic Medicine as
a Career," (1971) by Albert E. O'Donnell, Associate Director of the
Office of Education, American Osteopathic Association.1 Six hundred
and twenty three first year students at the 7 existing D.0. colleges
were asked to select from a list of 16 factors, the five factors that
most influenced his/her decision to become an osteopathic physician.
The five most frequently selected factors were: (1) a desire to be of
help to people (93%), (2) the influence of another person in this
field (76%), (3) a natural field to pursue in preference to others
(69%), (4) permits one "to be own boss" (39%), and (5) the expectation
of financial income and economic security (33%). Ninety-one students
(14.6%) ranked the factor, '"close relationship to another field which
could not be attained for some reason," from 1 through 5 in importance.
0'Donnell then compared the 1970 survey data with an earlier but similar
study conducted in 1967 and pertaining to the five D.0O. colleges then in
existence. He found that the 509 first year students surveyed in 1967
chose the same factors as were chosen in 1970. However, only 5.1% of

the students in 1967 listed the factor, "inability to enter a similar

lAlbert E. 0'Donnell, "Motivational Factors Influencing a
Student's Selection of Osteopathic Medicine as a Career," Journal of
American Osteopathic Association, 70, 5 (January, 1971) pp. 485/105
(23) - 487/107 (25).
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field," as a factor from 1 through 5 in importance. These comparisons
reveal an increase in 1970 in the number of students willing to admit
that the selection of a D.0. career is due to the factor of a "close
relationship to another field which could not be attained for some reason."
The A.0.A. Office of Education also collects background data

about entering students which are published in the Journal of the

American Osteopathic Association. The most recent article about back-

ground characteristics of entering D.0. students appeared in the Journal

of the American Osteopathic Association Education. Annual, Vol. 73,

Supplement, 1974.l A feview of this article indicates that 883 students
were admitted to D.O. colleges from a population of 10,190 applicants.
One hundred and eighty one of these students were females. The average
grade point of the entering student population on a 4-point scale was
2.93 and the average age was 24.8 years with a range from 20 to:48
years. Each of the seven D.0O. colleges admitted at least 4 applicants
over 30 years old. Previous occupations were represented in the allied
health fields by 28.57% of the class in the following areas: medical
technologist, medical laboratory technician, radiologic technologists,
nurses, inhalation therapists, surgical technicians, and physical
therapists. Other careers represented were: chemists, biologists,
registered pharmacists, and pharmaceutical representatives. In addi-
tion, there was one former missionary, two chiropractors, three Peace
Corpsmen, and one Roman Catholic priest. The geographical sources of

students indicated that the State of Michigan ranked second to

lSee Philip E. Greenman, "Osteopathic Undergraduate Education,"
Journal of the American Osteopathic Association, 73, Supplement (1974)
pp. 11-27.
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Pennsylvania in sending the greatest numbers of students to D.O.
colleges. Some of the largest groups of students were from Michigan
State University (24 students) and from the University of Michigan (21
students).
- Research on osteopathic medical education and its processes
is virtually non—existent.l A review of the latest revision of the

Accreditation Policies and Procedures for the College of Osteopathic

Medicine (1975), includes procedures for institutional self-study as
part of the accreditation process. As D.O. colleges begin to devise
their own plans for self-appraisal and improvement, a practical outcome
is research about osteopathic medical education and its processes.

In summary, a 1960 unpublished doctoral dissertation by
Peter New is the only major sociological study conducted using osteo-
pathic students that has historical importance. The most recent
published data about D.O. students is limited to background statistics
collected by the American Osteopathic Association. These statistics
are designed to describe D.0. students as a national population and
and are not summarized relative to distinctions by individual D.O.
colleges. As a result of the move to a centralized application service
through the American Association of Colleges of Osteopathic Medicine
(AACOMAS), the development of a computerized student information system
is in the process for the future. This would make the retrieval of
student characteristics at a single D.0. college possible and would

assist in identifying individual college admissions patterns. Although

lAbraham Flexner in Medical Education in the United States
and Canada, Bulletin No. 4, the Carnegie Commission on Higher Education,
Merrymount Press (1910), is the first published study of osteopathic
medical training.
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research on osteopathic medical education is virtually non-existent,
the implementation of the self-study as part of the accreditation

procedures is a beginning toward osteopathic medical education research.

Problem Areas in Professional Education

A review of the literature about professionals, professional~
ization, and professional education indicates it is not easy to define
what constitutes a profession which therefore creates a baéic problem
in defining professional education. Edgar H. Schein in his book

Professional Education (1972) found that social scientists who have

attempted to define '"prcfessional" use the multiple criteria definition
and give varying weight or values to each criteria. Based on an
analysis of the writings of a number of sociologists who have studied
the professions intensively during the past several decades, (Goode,
1957; Blau and Scott, 1962; Barber, 1963; Hughes, 1963; Wilensky, 1964;
Gilb, 1966; Abrahamson, 1967; Parsons, 1968; Gross, 1969; and Moore,
1970), Schein develops the following multiple criteria definition of
the concept of professionalism which, he noted, is best applicable to
the professions of medicine, law, and divinity:

1. "The professional, as distinct from the amateur, is engaged
in a full-time occupation that comprises his principal source
of income.

2. The professional is assumed to have a strong motivation or
calling as a basis for his choice of a professional career
and is assumed to have a stable lifetime commitment to that
career.

3. The professional possesses a specialized body of knowledge
and skills that are acquired during a prolonged period of
education and training.

4. The professional makes his decisions on behalf of a client

in terms of general principles, theories or propositions
which he applies to the particular case under consideration,
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i.e., by "universalistic" standards, in terms of Parson's
pattern variables (Parsons, 1959).

At the same time, the professional is assumed to have a
service orientation, which means that he uses his expertise
on behalf of the particular needs of his client. This
service implies diagnostic skill, competent application of
general knowledge to the special needs of the client, and
an absence of self-~interest.

The professional's service to the client is assumed to be
based on the objective needs of the client and independent
of the particular sentiments that the professional may have
about the client. The professional promises a ''detached"
diagnosis. The client is expected to be fully frank in
revealing potentially unlikeable things about himself; the
professional as his part of the contract is expected to
withhold moral judgment, no matter how he may feel person-—
ally about the client's revelation. Thus, the professional
relationship rests on a kind of mutual trust between the
professional and the client.

The professional is assumed to know better what is good for
the client than the client himself. In other words, the
professional demands autonomy of judgment of his own per-
formance. Even if the client is not satisfied, the profes-
sional will, in principle, permit only his colleagues to
judge his performance. Because of this demand for profes-
sional autonomy, the client is in a potentially vulnerable
position. How does he know whether he has been cheated or
harmed? The profession deals with this potential wvulner-
ability by developing strong ethical and professional stan-
dards for its members. Such standards may be expressed as
codes of conduct and are usually enforced by colleagues
through professional associations or through licensing
examinations designed and administered by fellow profes-
sionals.

Professionals form professional associations which define
criteria of admission, educational standards, licensing or
other formal entry examinations, career lines within the
profession, and areas of jurisdiction for the profession.
Ultimately, the professional association's function is to
protect the autonomy of the profession; it develops reason-
ably strong forms of self-government by setting rules or
standards for the profession.

Professionals have great power and status in the area of
their expertise, but their knowledge is assumed to be
specific. A professional does not have a license to be a
"wise man" outside the area defined by his training.

Professionals make their service available but ordinarily
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are not allowed to advertise or to seek out clients. Clients
are expected to initiate the contact and then accept the ad-
vice and service recommended, without appeal to outside

authority."

Schein further indicates that the preceding criteria can be
used as a scale to judge any given occupational group in terms of its
"degree of professionalization." Wilbert E. Moore in collaboration with

Gerald W. Rosenblum in The Professions: Roles and Rules (1970), has

proposed that the preceding criteria be arranged as a scale of pro-

fessionalization particularly numbers 1, 2, 8, 3, 5 and 7, in that

order.2

Lewis Mayhew in the research mbnograph Changing Practices for

the Professions (1971), offers a theoretical definition of "profession"

and extends this into a discussion of the curricular problems which for-
mal professional education faces. According to Mayhew, professionals
are: 'individuals with specialized knowledge obtained through intensive
education which allows them to provide esoteric services in a near-
monopoly fashion to a public which recognizes and accepts the utility

of the m.onopoly."3 Thé problems associated with this theoretical def-
inition and formal professional education emphasized by Mayhew are:

(1) the nature of the specialized knowledge is not clear in that it is

a mixture of practical and theoretical knowledge, (2) the best ways in

1
Edgar H. Schein, Professional Education, the Carnegie
Commission on Higher Education, (New York: McGraw-Hill, 1972) pp. 8-9.

Zyilbert E. Moore, Chapter 1: '"The Criteria of Profession-
alism," The Professions: Roles and Rules, (New York: Russell Sage
Foundation, 1970).

3Lewis Mayhew, Changing Practices in Education for the
Professions, (Southern Regional Education Board Research Monograph 17,
1971) p. 1.
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which knowledge is acquired are not known, and (3) for some professions,
the "monopoly" of the right to provide esoteric services does not exist.
Mayhew further states that the aims of formal professional education

also include:

"(1) ethical principles which direct the vocation to serve
society and to safeguard the public when the public accepts
without understanding the advice or services offered," and
"(2) a professional ethos that enables the individual prac-
titioner to feel a deep and lifelong commitment to the prac-
tices and life-modes of the profession....Both the process of
acquiring a set of personal professional ethics and the pro-
cess by which one is acculturated in a sub-group is a complex
matter in a radically changing society. This process is
exceedingly difficult to bring about or describe."

Although Mayhew uses the term "acculturation,” a review of

the literature in the field of sociology of professions by V. Olesen
and E. W. Whittaker suggests that the concepts, "acculturation,"
"assimilation," and "enculturation," are sometimes seen as synonymous
with socialization. 1In the essay '"Studies of Professional Socializa-
tion," Olesen and Whittaker indicate that at present there are no
theories of professional socialization and few systematic efforts to
construct them, although there is no lack of potentially adequate
concepts which could be used to study professions. These authors
additionally discuss that:
"those whose careers are tightly enmeshed with curricular and
practical problems of educators in the professions and those
who worry about manpower allocation would perhaps prefer to
settle for or deal with 'training' as an alternative to
'socialization.' ‘'Training' holds out neat visions of an
experimental learning theory model with a before-after design
and for those reasons may seem virtuously simple to the
sociologist floundering with understanding of broader com-
plexities of role ambiguities and cultural transmission

implicated in student learning of a profession. Moreover,
sociologists may long for concepts like 'training' because

lIbid., Mayhew, p. 2.
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'socialization' itself is not without certain ambiguities,
either in }ts various meanings or the uses to which it has
been put."”
It is useful at this juncture to point out that the concept

of '"perspectives'" borrowed from theories of symbolic interaction has

been used to analyze and probe the emergent views of medical students

in the study by Howard Becker et al. described in Boys in White (1961).
Beckér refers to perspectives as "the co-ordinated patterns of ideas
and actions that students develop *21 attempting to solve the problems
they see in their new environment."? Becker's investigation examined
the initial, provisional, and final perspectives of students at the
University of Kansas Medical School. Becker admits that this methodo-
logy or approach requires focusing upon students' major concerns rather

than on the researcher's. Becker further develops his research methods

by stating that:

"When students pause to take up a mental stance outside
the present knife-edge of their experience and think of
medicine, the medical profession, and their goals within
it, their mental vision embraces the social space of the
medical school and the even wider reaches of the profes-
sion beyond. They use a wide-angle lens. Similarly,
their thought refers to many years which they lump to-
gether in time....a long-range perspective is the mental
process of describing a relatively broad area of social
space (an entire profession or schogl career) extending
over an indefinite period of time."

In summary, researchers in the field of professional education

have identified that a basic problem for professional education is

lVirginia Olesen and Elvi W. Whittaker, "Critical Notes on
Sociological Studies of Professional Socialization," in John A. Jackson
(ed.) Professions and Professionalization, (Massachusetts: Cambridge
University Press, 1970) p. 196 and p. 186.

2Howard Becker et al., Boys in White, (Chicago: The University
of Chicago Press, 1961) p. 67,

3

Ibid., p. 69.
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related to the difficulty in defining what constitutes a profession.
Mayhew points out that the definitional criteria do not tramslate into
a formula for professional education. In addition, a review of the
field of sociology of professions indicates that at present there is
no theory of professional socialization. The concept of "training" is
an alternative to '"socialization" regarding studies enmeshed with
curricular and practical problems. Finally, Becker et al. in Boys in
White (1961) provide a useful example employing the concept of "per-
spectives" to probe and analyze the emergent views of medical students

about their profession and their goals within it.

Changes in Medical Curriculum

Regarding changes in professional education, Lewis B. Mayhew

states in the column "Jottings" of the November/December 1970 issue of

Change magazine:

"Professional education is undergoing major transformation,
albeit without the drama of the 1910 Flexner Report of medi-
cal education which closed over half of the nation's medical
schools within a year of its publication."

Professional schools are increasingly viewed as occupying a strategic
position for affecting social change and therefore are under pressure
to meet certain needs and expectations of society. Larry L. Leslie
and James L. Morrison in the article, "Social Change and Professional
Education in American Society," (1974) argue that:

"Professional schools would be wise to respond more directly

to societal demands for numbers. If they do not adjust to

social needs voluntarily, the public may compel adjustments

on terms less satisfactory than otherwise. Evidence of this

is clearly visible in the health fields where funding stipu-
lations by the Federal government essentially have dictated

lLewis B. Mayhew, "Jottings,”" Change, 2, 6 (November/
December, 1970) p. 81.
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curricular changes, suih as a reduction in the training
period of physicians." :

This review of innovations in medical school curriculum will cover
three main aspects: (1) the implementation of the accelerated or three-
year medical program, (2) the introduction of integrated curriculum,

and (3) the inclusion of social science courses.

The Accelerated Medical Program

The implementation of the accelerated or three~year medical
program is not a new concept. Mark S. Blumberg, under contract to pro-
vide staff services to the Carnegie Commission on Higher Education,
researched the advantages and disadvantages of the three-year program
in the article "Accelerated Programs of Medical Education,”" (1971) and
found that during World War II medical schools adopted the three-year
curriculum in response to the wartime shortage of physicians. The war-~
induced accelerated programs were a variation from today's three-year
medical program in that a new class of students were admitted every
nine months, permitting two graduating classes in one calendar year.
The actual outcome of these three-~year medical programs produced only
temporary increases in the supply of physicians due to the return to
the traditional four-~year program and the reduction in admissions.

From a review of the World War II situation, Blumberg concludes that
an accelerated medical program introduced on a temporary basis would
not result in permanent benefits. However, the specific consequences

of accelerated programs are not adequately known. The University of

lSee Lary L. Leslie and James L. Morrison, "Social Change
and Professional Education in American Society,'" Intellect, 102, 2356
(March, 1974) pp. 357-360 for a framework of professional education
for social change.
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Utah Medical School pioneered in the field of accelerated medical pro-
grams by continuing with the accelerated program only admitting one
class per year instead of one every nine months. Based on telephone
interviews with the University of Utah faculty during this period,
Blumberg found that the accelerated medical program was well received
by students but that faculty were not happy with the work load.

Blumberg defines accelerated programs as those which require
less than 45 months to complete. Although this definition theoretically
includes programs that reduce the number of credit hours required to
receive the M.D. degree, today's accelerated medical brograms are essen-
tially compatible with the traditional number of credit hours required
for the M.D. degree but are completed in 36 months. In discussing the
advantages and disadvantages of the three-year program, Blumberg favors
the implementation of the accelerated program. Disadvantages for
students in the three-year program include the loss of long summer
vacations. Although many students use vacations for clinical elective
time, Blumberg admits that the benefits of these elective courses will
have to be measured against the benefits of earlier graduation.
Blumberg further argues that students who use vacations to work to help
finance their educations will have the opportunity to enter the work
force a year sooner which can materially reduce the financial burdenmn.
Also, round-the-year schedules already exist in medical curricula. The
primary benefit of the accelerated program is that graduation at an
early age would increase by 2.6 percent the man years of practice per
graduate and there would be two graduating classes in one calendar
year in the transition to the three-year program from the four-year

program. Other factors included in Blumberg's discussion are:
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(1) faculty workloads would not be increased due to acceleration but
similarly would not be reduced and (2) faculty vacation time would in-
volve coordination. Also students who begin accelerated programs in
September would not have schedules consistent with house officer train-
ing programs. The unusually high number of graduates seeking intern-
ships due to the three-year program, Blumberg maintains, could be
handled by the house officer capacity in the United States. Blumberg

concludes his analysis by stating that:

"While accelerated programs will not solve all the nation's
physician manpower problems, they certainly seem to be a
particularly timely step for the United States. Their
benefits outweigh their modest costs."

Up to the late 1960's, very few accelerated programs were
developed. By 1972 the American Medical Association reported a total
of 28 schools had some form of a three-year program, and that at least
20 additional schools indicated the possibility of incorporating a
three-year program.2 Several interrelated factors led to the increase
in numbers of accelerated medical programs. First, for many years
medical educators had been examining the length of time necessary to
become a practicing physician., The accelerated medical program was

seriously discussed at the 1967 conference entitled, "The Optimal

;1 lMark S. Blumberg, "Accelerated Programs of Medical Education,'
’f Journal of the American Medical Association, 46, 8 (August, 1971) p. 643,

2U.S. Department of Health, Education, and Welfare, "The
Supply of Health Manpower: 1970 Profiles and Projections to 1990,"
Dept. HEW Publication (HRA) 75-38, (U.S. Government Printing Office,
December, 1974) p. 40.




30
Preparation for the Study of Medicine."l As a result of this meeting
several medical educators were convinced that medical school could be
shortened for a significant proportion of students. Reasons were
related to: (1) the more advanced education which many students had as
a result of high school and undergraduate programs, and (2) the high
aptitude of a good proportion of students admitted to medical school.2

Second, the Carnegie Commission Report on Higher Education and the

Nation's Health (1970) recommended the acceleration of medical training.

The Carnegie Commission Report estimated that there was a crisis in
health care and health manpower delivery in the United States based

on the influences of five factors which are: "(i) unmet needs for health
care, (2) rising expectations of the population for universal access to
care, (3) critical shortages in, and inefficient utilization of, health
manpower, (4) ineffective financing, and (5) rapidly rising costs."
Third, the federal government encouraged the implementation of the

accelerated medical program through its capitation grants. A review of

the Comprehensive Health Manpower Training Act, 1971, indicates the
1971 Act required that medical schools contain plans to carry out at

least three projects during a two year period from a given list of nine.

lFor conference proceedings see Robert G. Page and Mary
H. Littlemeyer, (eds.) Preparation for the Study of Medicine, (Chicago:
University of Chicago Press, 1969).

2Robert G. Page, "The Three Year Medical Curriculum,"
Journal of the American Medical Association, 213, 6 (August, 1970)
p. 1012.

3The Carnegie Commission Report on Higher Education,
Higher Education and the Nation's Health, (New York: McGraw-Hill
Book Company, October, 1970) p. 22.
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One of the projects included:

"To effect significant improvements in curriculum of the

school (including shortening the length of time requirid

to complete training program provided by the school)."
Also, the components of the capitation grant formula for fiscal year
1972 included awarding $2,000 more for each graduate of a three-year
program as compared to a graduate of a four-year program, and the award-
ing of $2,500 for each student in the first three years of the program.2

Very little systematic research exists on the three-year

medical program or its students. In one study by Judith Garrard and
Richard G. Weber the differences were examined between students who
volunteered to graduate in three-years at the University of Minnesota
for the 1969 and 1970 classes.3 The results of their study indicate no
major differences on the following variables: GPA, MCAT scores, Miller

" was the

Analogy scores, and college credits. They found that "age
only biographical characteristic that was a significant difference
between three-year graduates and four-year graduates in that three-year
graduates were older. Based on the results of the Minnesota Multiphasic
Personality Inventory, the Rokeach Dogmatism Scale and the E:on
Humanitarian-Cynicism Scales, they idenfified that the three-year

graduate was more oriented toward productive achievement, more expres-

sive, ostentatious and competitive, and less inclined to worry. These

1U.S. Department of Health, Education, and Welfare, Health
Professions Capitation Grants Fiscal Year 1972, Dept. HEW Publication
[NIH] 73-460, (Govermment Printing Office, 1973) p. 6.

2

Ibid., p. 7.

3Judith Garrard and Richard G. Weber, ''Comparison of Three
and Four Year Medical School Graduates," Journal of Medicine Education,
49, 6 (June, 1974) pp. 547-553.
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investigators, however, urged that more research be conducted within
a broader framework than the self-selected three-year medical graduate.

Although there has been little research conducted on the
three-year student, some criticisms about the three-year medical program
have emerged largely emphasizing the disadvantages earlier described by
Blumberg. 1In the article, "The Pros and Cons of a Three-year Curricu-
lum,”" Philip Greenman additionally emphasizes the need for "maturation"
in the three-year student and the loss of time for professional and
educational development for faculty. He recommends that "time" be
considered as the variable in a medical program and that demonstrated
competency levels be regarded as the constant. In this way, flexible
curriculum would allow the student to achieve the necessary competency

in a fashion appropriate for him or her.

Integrated Curriculum and the Introduction of Social Science Courses

In addition to the changes in the amount of time required to
train doctors, there have been parallel innovations in the medical
curriculum itself. Medical schools, like other professional schools,
have developed interdisciplinary approaches such as emphasizing focal
problems and systems biology courses. Robert F, Page, in the article,
"The Three-year Medical Curriculum," describes the three-year curriculum
at the Medical College of Ohio at Toledo.2 It is divided into three
phases: (1) tﬁe introductory phase emphasizes understanding man and his

environment in which students are exposed to cellular biology, human

1Philip E. Greenman, ''The Pros and Cons of a Three Year
Curriculum," The D.0., 16, 5 (January, 1976) pp. 119-122.

2Ibid., Page, '"The Three-year Medical Curriculum," pp. 1014~
1015.
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biology, and human ecology; (2) phase two consists of clinical problems
associated with each organ system taught in combination with independent
study; and (3) phase three includes intense clinical experience over a
period of 52 weeks.

Medical schools have also developed Departments of Community
Medicine which are designed to teach the social sciences--~sociology,
anthropology, and psychology--integrated with the basic curriculum.
Lewis B. Mayhew describes the experimentation with new courses and struc-—

tures in "Chapter 3: Attempted Reforms," in the monograph Changing

Practices in Education for the Professions (1971). He found that formal

classroom experiences in medical curricula were supplemented by more
early clinical experiences; the use of video tapes and sound tapes of
lectures, operations, and clinical interviews; and the opportunity for
more independent study. |

Little research has been conducted on medical curricula inno-
vations. David M. Levine, et al. in the article, "Trends in Medical"

' summarize the discus-

Education Research: Past, Present, and Future,'
sions at the 1971 Conference convened by the National Center for Health

Services Research and Development of the Department of Health, Education,

and Welfare for medical educators and social scientists involved in medical

education research. The major concern at this meeting was that inno-
vations in medical school curricula have been based on assumptions not
systematically tested through research. The following assumptions were
of particular issue:

1. Early patient contact will make students more patient

oriented; and, thus, they will select careers providing
primary care.
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2. Medical schools should integrate basic science and
clinical teaching because interdisciplinary teaching
is superior and will provide a more continuous, com-
prehensive, and intellectual clinical experience.

3. The introduction of community medicine, not just as a
department but as an orientation, is important in the
training of medical students. Likewise, the behavioral
sciences are important for the exemplary physician of
the future.

4. Multiple tracks in medical schools are necessary for
the training of physicians to meet the current needs
of our health care system.
5. Shortening the medical school curriculum and eliminat-
ing the internship will improve our system of medical
care without decreasing the quality of the physician
produced.
6. A more "humanizing" medical education experience, in
which problems would be discussed in social and ethical
terms as well as in biological language, is necessary
in order to improve the doctor-patient relationship.
7. The role of the physician should be increased to in-
clude conscious responsibility for communities of
people, various social problems, and ethical issues.”
Five areas of future medical education research were identified and a
strong emphasis was given to the development of 'good research that is
problem and not discipline oriented, comparative and not isolated, and
longitudinal and not fragmented."2

In summary, a variety of innovations and changes in medical
curriculum have peen identified. The most notable development has been

the shortening of the medical program from four years to three years.

Parallel curricular innovations have developed which emphasize

1David M. Levine, et al., "Trends in Medical Education
Research: Past, Present, and Future," Journal of American Medical
Association, 49, 2 (February, 1974) p. 130.

2

Ibid., p. 136.
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the inter-disciplinary approach as is evidenced by focal problems and
systems biology courses. Additionally, social science courses have
been incorporated into the basic curriculum. Other curricular changes
relate to more early clinical experience, increased independent study,
and the use of video tapes and sound tapes. Thesé curricular changes
are based on assumptions not tested through research which indicates the
need for future research to provide a framework in which informed change

can result rather than changes based on untested assumptions and beliefs.

Chapter Summary

The literature reviewed clearly indicates that research on
osteopathic medical students and osteopathic medical education is
limited and inadequate in view of the accelerated growth of osteopathic
medical colleges. Studies that have been done treat osteopathic medical
students as a national population and fail to specifically examine the
population of osteopathic medical students at osteopathic medical
colleges that are affiliated with public universities.

Further, research on professional education indicates that
although multiple criteria definitions of what constitutes a profession
have been developed, these do not easily translate into components of a
professional education program. Particular problem areas in profes-
sional education relate to maintaining an appropriate balance between
theoretical knowledge and practical skills. The concept of "perspectives"
has been used in an earlier study which examined medical students and
provides an example of a research approach that probes and analyzes the
emergent views of medical students about their profession and their

goals within it.
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A discussion of the pertiment changes in medical school curri-~
cula reviewed: (1) the accelerated medical program, (2) the development
of integrated courses, and (3) the inclusion of social sciences into the
basic curricula. Several of these changes have been based on untested
assumptions which supports the need for problem-oriented research that
would provide some kind of framework in which informed change could
result.

Finally, the lack of systematic program research concerning
the professional training of osteopathic medical students generates the
need for the present study. Therefore, the purpose of the present
research is to examine the osteopathic medical training program con-
ducted at a single D.0. college affiliated with a university. This
involves several interrelated procedures.. Part of the task is to
obtain, document, and analyze the views and concerns of a class of
clinical clerkship students during the final year of their training

about their osteopathic medical education and their profession.



CHAPTER III

METHODOLOGY OF THE STUDY

Introduction

This chapter elaborates on the methodology used in conducting
this study. The research population is identified and defined. The
data gathering procedures are outlined. The research instruments em-—
ployed, their administration, and data treatment are explained.

The semi-structured interview format and short questionnaire
were developed by the researcher with advice from the dissertation
advisor, Dr. Paul L. Dressel and College faculty, administrators, and
students. The interview format and questionnaire were unique to this
study. In addition, reactions from selected College faculty and admin-
istrators were used in verifying the findings and in identifying their

response relative to curricular implications.

Selection of the Population

The main population for this study consisted of the members of
the August 1975 graduating class who had completed the first two years
of training at MSU~-COM, and were at least six months into their third
year at the time of their interview. This population included sixty-
four persons, fifty-two males and twelve females, which is more than
double the enrollment of the 1574 graduating class of twenty-four stu-
dents. One female transfer student who was not included in this study

was a member of the August 1975 graduating class. In addition six
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students were included in the interview population: 2 deceased
students who would have graduated in August and 4 out-of-phase

students.

Procedures

The implementation of this study involved several inter-
related procedures which were divided into two phases with several
sub-tasks. Phase I consisted of four parts. Part 1 involved the
introduction of the project to College faculty and students. Part 2
was the completion of a tape recorded personal interview of clinical
clerkship students. Part 3 (administered with Part 2) involved the
completion of a short background questiomnaire. Part 4 related to
compilation of data already collected by the College regarding student
background characteristics. Phase II consisted of developing a defini~
tional statement about the College based on data collected in Phase I,
submitting this to College faculty and administrators for verification
of some of the findings, ?pd identifying the reactions of selected
MSU-COM faculty members and administrative officers relative to
curricular implications. Identification of faculty reactions was done

via personal interviews.

Part 1: Introduce Project to College Faculty and Students

The involvement of College faculty and students was con-
sidered important. First, the College faculty were the individuals
directly affected by the research findings and selected faculty serving
in an advisory capacity were regarded as potential fesources. Also
faculty were in a unique position to communicate with their colleagues

about the research goals. For these reasons, a faculty advisory
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committee was created in the initial stages of the research and indivi-
dual faculty members from the College were appointed to an ad hoc
advisory committee by the Dean. For the same reasons, a second advisory
committee was developed of second- and third-year students. Meetings of
both groups were held separately or jointly as the needs of the project

dictated.

Part 2: The Semi~Structured Interview

The data for the study were obtained by means of a semi~
structured personal interview conducted by the researcher in the
affiliated osteopathic teaching hospitals or at Clinton Valley Center,

a state mental institution. To establish a cooperative relationship
with the affiliated hospitals, the Directors of Medical Education at
each of the teaching hospitals were sent a letter from the Dean's Office
indicating support for the project. Also all clinical clerkship stu~
dents were sent a letter explaining the general purposes of the study
by the College's Office of Student Affairs. In addition, the researcher
was assisted by the Executive Secretary for Clinical Affairs who pro-
vided clinical clerkship schedules for the students surveyed.

The interview consisted of twelve main items. (See Appendix I)
The semi-structured interview approach was used in this study to allow
students who had experienced the program to express their range of con-

cerns in an open-ended format.

lSee Raymond L. Gorden, Interviewing: Strategy, Techniques,
and Tactics, (Homewood, Illinois: Dorsey Press, 1969).
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Items 1-6 provided data regarding the MSU-COM program and
followed an adapted use of the critical incident technique.l Specifi-
cally, items 1 and 2 of the interview provided data om the kinds of
critical or significant situations the clerkship student felt were
negative in outcome and sought to determine to what these si;uations
could be attributed and ways the situations could have been improved
or alleviated.

Items 3 and 4 determined the kinds of critical or significant
situations the clerkship student felt were positive experiences and
sought to determine to what these situations could be attributed.

Items 5 and 6 determined students' ideas as to how they would
like to see the transition from second year to the clerkship year
developed and the kinds of advice they would offer the next class for
the successfui completion of the clerkship year.

Item 7 supplied information about experiences with osteopathic
manipulative therapy (OMT) and whether students thought their training
was adequate or ways it could be improved.

The next section of the Interview shifted to information
regarding students' opinions about their profession. Item 8 sought
information regarding perceptions of the distinction between osteopathic
physicians and allopathic physicians based on their training, and
item 9 sought students' opinions as to how they would like the pro-

fession to develop as opposed to how they think it will develop.

1See John C. Flanagan, "The Critical Incident Technique,"
Psychological Bulletin 51, 4 (July, 1954) pp. 327-358 and Ralph Wagner,
"A Study of Critical Requirements for Dentists," University of
Pittsburgh Bulletin 46 (1950) pp. 331-339.




41
Items 10-11 sought information about students' career choice
and internship selection, and item 12 provided additional data the stu-
dent may have wished to discuss either specific to the interview or in
general.
The interviews were conducted in the following manner:

1. The population for the study was selecfed as described in
the study.

2. The researcher sent letters to each student approximately
two weeks before the interview date notifying the student
of the interview arrangements.

3. The researcher notified the Director of Medical Education
by phone about the hospital visit and asked for assistance
in reserving a private interview room in the hospital.

4. Upon arrival at the affiliated teaching hospital, the
researcher paged the three clerkship students and arranged
with them the exact interview time.

5. Each interview lasted about sixty minutes and no more than
three interviews were conducted on one day.

6. All interviews were tape recorded to have verbatim responses
on the open-ended items and to give the researcher the

opportunity to observe students' nonverbal responses.

Part 3: The Survey Questionnaire

The survey questionnaire was developed by the researcher to
provide information about student characteristics and to collect data
about students' views regarding changes in medicine and medical care.

(See Appendix II) For some questionnaire items coded responses were
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provided in order to collect comparable data in a uniform manner from
each respondent. The open-ended format was employed for the other
items.

Items 1 and 2 sought information about previous occupational
experience and levels of education. Items 3-6 sought data surrounding
selection of the osteopathic profession and a career in the health care
field. Items 7-10 provided data regarding application to M.D. or D.O.
schools and factors in selection of MSU-COM. Items 11-13 sought data
regarding size of community lived in, size of community expected to
practice in, and the character of medical practice contemplated.

Item 14 provided data regarding changes in medicine and
medical care that students would like to see happen as opposed to what
they feel will happen.

The survey questionnaire was administered as follows:

1. The survey questionnaire was distributed to each student
after the personal interview.
2. Students completed the questionnaire privately and

returned it to the researcher at their convenience.

3. The researcher kept a record of the number of questionnaires

returned and a follow-up letter was sent to students who did

not initially return their questionnaire. The total number

of returned questionnaires was 6l.

Part 4: Additional Student Background Data

Additional information regarding student background character-
istics was obtained for use in this study from materials already col-

lected by the College's Office of Student Affairs or published by the
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University's Department of Information Services. This data pertained
to students' marital status, age, sex, and the name of the institution

from which the undergraduate degree had been received.

Phase II: Selected Faculty Reactions

Based on student responses a statement about the College
program was developed by the researcher and submitted ﬁo College faculty
and administrators for verification of the findings and to identify
their reactions relative to curricular implications. Faculty and
administrator feedback were obtained via personal interviews which were
conducted as follows:

1. All faculty members were given an interim report of the

data collected in Parts 1-3 of the study.

2. The Chairmen of Aepartments solely administered by the

College which are Biomechanics, Community Medicine,

Family Medicine, and Osteopathic Medicine, were iIinterviewed.

3. Selected administrative officers were interviewed including
the Dean, the Associate Dean, the Assistant Dean for Planning,
the Assistant Dean for Educational Resources, the Assistant

Dean for Student Affairs, the Director of Admissions, and the

Assistant to the Dean.

4. All faculty members representing the advisory committee to
the research project were interviewed.
5. The researcher kept a written record of the respondents'’

comments. The total number of these interviews was 14.
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Method of Reporting Resultsg

The information recorded for each student interview was
abstracted by either reading a typed transcription or by listening to
the taped interview. A partly coded/partly open-ended form was dével—
oped from several interviews by the researcher to use as a structure
for summarizing remarks. Detailed comments judged to be significant
or particularly succinct statements of viewpoints expressed by other
students were noted for further documentation. When this occurred in
the case of the non-transcribed interviews, the entire comment was
hand~transcribed. This process provided the researcher with documenta-
tion by topic of students' in-depth comments substantiated with verbatim
student quotes.

The analysis of the interview results was reported in the form
of summaries arranged by topic. Direct quotations from students which
were edited for grammatical correctness have been employed throughout.

The information collected via the survey questionnaire was
hand-tabulated. The results for each question were reported in table
form in Appendix II and in summary form in Section 1, Chapter IV.

The students' marital status and age collected in Part 3 were
calculated at the time of graduation. The institution from which the
undergraduate degree was received was classified as public or private

according to the Health, Education and Welfare, Higher Education

Directory, 1973-4, from the U.S. Government Printing Office. The

results of data obtained in Part 3 were reported in frequency table
form in Appendix II and in summary form in Section 1, Chapter IV.
MSU-COM faculty and administrative officer feedback were

recorded in summary form in Chapter V, implications of the research.
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Summary

This chapter offered a description of the methodology
involved in conducting the study.

The main research population consisted of members of the
class of August 1975 who had completed their first éwo years of training
at MSU-COM which included sixty-four students.

The semi-structured interview fofmat and survey questionnaire
were developed by the researcher with the assistance of the dissertation
advisor, Dr. Paul L. Dressel, osteopathic medical faculty, students, and
Directors of Medical Education at the affiliated teaching hospitals.

The purpose of the interview was to provide in-depth data
about the views and concerns of osteopathic medical students about their
professional training program and the future of their profession. The
survey questionnaire was to provide information regarding students'
background characteristics and data about students' views on changes in
medicine and medical éare. Additional data regarding student back-
ground characteristics was obtained from the College and from the
University's Department of Information Services, and was hand-tabulated.
These data were the basis for developing a definitional statement about
the College program which was later submitted to College faculty and
administrators for verification of the findings. The reactions of
selected MSU-COM faculty members and administrators to student-related
data were identified relative to curricular implications by means of

personal interviews.



CHAPTER IV

PRESENTATION AND ANALYSIS OF DATA

Introduction

The purpose of this study was to evaluate a professional
program leading to the Doctor of Osteopathy degree using several inter-
related procedures. Part of the task was to obtain, document, and
aﬁalyze the views and concerns of a class of MSU-COM students near
the end of their training about the cumulative impact of their osteo-
pathic medical education and about their profession. This study iden-
tified their views and concerns by means of a tape recorded semi-
structured personal interview and by a survey questionnaire. Additional
information about background characteristics of the research population
was obtained from material already compiled by the College's Office of
Student Affairs and from material published by the University's
Department of Information Services. The research data were analyzed
for patterns of response and range of comments. Based on student
responses, a definitional statement about the osteopathic medical pro-
gram was developed and submitted to MSU-COM faculty and administrators
for review and feedback. The present chapter is organized by topic
as follows:

Section 1: The MSU-COM August 1975 Graduating Class:

A Student Profile
Summary

46
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Section 2: Clinical Clerkship Experience
Summary

Section 3: Unit I and Unit IT Training
Summary

Section 4: OMT Training
Summary

Section 5: Students' Conception of the D.0. Physiclan
Summary

Section 6: The Future of the Profession

Summary

Section 1: The MSU-COM August 1975 Graduating Class:
A Student Profile

Introduction

Section 1 includes an analysis of the survey questionnaire
data obtained from 61 students who completed and returned a question-
_naire; data obtained from the College or published by the University's
Department of Information Services; and interview data regarding career

aspirations.

A Student Profile

The following student profile has been developed specifically
from questionnaire items where a majority or near majority response was
indicated. (See Appendix II.) It is provided as an illustration of
fhose characteristics which were average or typical of the MSU-COM
August 1975 class and those students who participated in the research
study. While a single student may not share all these characteristics,
a majority of students would most likely share a majority of these
traits.

The MSU~-COM student was most likely: a Michigan resident, a

white single male, and 27 years o0ld at the time he graduated. He has
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had work experience that can be categorized “unskilled labor" and
"research or technical work," e.g., lab technician, bilologist, engin~
eer, technical aide, research aésistant, et cetera, prior to entry into
the osteopathic medical school. In terms of previous college_level
training, he held either a biology or zoology undergraduate degree
earned at a public institution. He was competing with eighteen class-
mates who had at least a masters degree and four students who had a
Ph.D. degree in a natural science discipline.

Most likely he did not learn about the osteopathic profession
during childhood or teenage years but just recently came to know about
the profession from either a personal or famlly friend. His immediate
family was not in the osteopathic or allopathic medical profession or
other health related fields. Thus, he represented the first member of
his family to begin a career in a health care profession.

In his aépirations to become a doctor, the mythical average
student applied to at least one or more M.D. institutions, and was not
admitted. He also applied to other D.0. schools. It was most probable
that he was not granted admission at another D.O. college other than
MSU-COM, When listing other D.0. colleges applied to, he most likely
listed the Chicago College of Osteopathic Medicine. Choosing a college
iocated in the Great Lakes region is a pattern of response consistent
with data collected in other sections of the questionnaire. It was note-

worthy that a majority of those who applied to other D.0O. colleges did

1 MSU-COM has a faculty development program in which it re-
cruits individuals with Ph.D. degrees. Two persons holding Ph.D. degrees
in the August 1975 class were participants in the MSU~COM faculty devel-
opment program.
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not apply to the Des Moines College of Osteopathic Medicine and
Surgery, although it is the other three-year D.0. program.

When asked why he selected MSU-COM, his responses fell into

the category: Michigan: location/convenience; and some aspect of

MSU-COM program.features. Although he had spent most of his life in

a city of 150,000 or more (metropolis), there was no consensus as to
where he would like to practice. While he may have listed a small

city between 10,000-49,000 in size (32.1%) an equal number of his other
classmates would choose either a medium city or metropolis (19.6%).1
He most frequently indicated that he plans to establish a partnership

practice.

Women and Minorities

Over a period of five years, 1971-1975, MSU-COM has steadily
increased its enrollment of women and racial/ethnic minority groups.

(See Table 1)?

I'Of the sixty-one students responding to the questionnaire,
four were undecided as to the type of commmity in which they expected
to practice medicine. Thus, percentage figures here are based on a
total of fifty-seven students, those who had made a decision on this
question. (See Appendix II, page 126.)

2 Racial/ethnic minority is defined as male/female students
who are members of the following racial ethnic groups: Black, Chicano,
Puerto Rican, Native American, and Asian American.

Fm:o-.:.w»- e
1
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Table 1. Minority and Women Enrollment /Graduation Patterns: 1971-1975

Entered Program: Women: Minorities: Graduated: Women: Minorities:

M F I M F I
1971 4 2 0 2 1974 3 0 0 0
1972 12 4 2 6 1975 12% 4 1 S5%#*
1973 19 6 2 8 1976
1974 25 14 7 21 1977
1975 26 12 8 20 1978

The following summary pictﬁre is a highlight of questionnaire
items receiving a majority response from ten or 91% of the female stu-
dents who graduated in 1975 and participated in the study.1 The female
student was a white Michigan resident, unmarried and 28 years old at the
time of graduation. She most likely had experience in helping activities,
teaching, and dealing with the public prior to entry into osteopathic
medical school. She was an undergraduate biology major. Four of her
other female classmates had received advanced training holding masters
degrees in a natural science related discipline. In contrast to the
majority of the class who first learned of the profession recently, she
most likely learned of the osteopathic profession in early childhood
years. When specifically asked for those who influenced her into the

osteopathic medical profession, there was an equal range of responses

1Not included in the sample are: one deceased student, one
student who did not return a questionnaire, and one transfer student
deleted from the survey questionnaire research population.

*The figure "12" represents a different population of females
than the twelve who entered in 1972. Of the 12 women who entered in 1972,
two women did not graduate in 1975: one is a deceased student and one is
out-of-phase and is expected to graduate in 1976. The two additional wo-
men in the 1975 program are: one student who is out-of-phase and entered
in 1971 and one transfer student who entered MSU-COM in 1974.

**The number "5" includes one minority student who entered in
1971.
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in the categories: family friend, personal friemnd, or osteopathic phy-
sician. Like male classmates, she represented the first of her family
to become a D.0. physician. However, in contrast to male classmates,
she was not the first member of her family to begin a career in a
health care field. Female students listed members of the immediate
family who were: M.D. doctor (1), nurses (2), dentists (2), pharma-
cist (1), and podiatrist (1).

Like her other classmates, she applied to three or more M.D.
schools, but 36%Z of her female classmates chose not to apply to any M.D.
schools. Although she applied to M.D. or other D.O. institutions or
both, she was not granted admission to either.

When listing factors important in selecting MSU-COM, she most
probably listed Michigan: location/convenience; MSU: affiliation with
large university; and/or financial: tuition and scholarships. She con-
templated a practice that is characterized as ''private groups." None
of the female classmates were contemplating an individual practice,
whereas thirteen or 25% of the males contemplated individual practices.
Private practice was regarded as a difficult thing to do for male and
female students alike. Although some said they wished to enter into
practice for the advantages of autonomy and independence, many students
admitted they had financial reasons for starting a private practice
immediately after internship.

There was an extreme range of responses regarding the size of
commuinity in which a majority of the female students had spent most of
their lives. The female student had lived most of her life in either a
metropolis (407 response) or a rural area (40% response) but she expected

to practice medicine in either a small or medium size city.
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The population of racial/ethnic minority students in the August
1975 graduating class consisted of 5 Black students, 4 males and 1 female.
The following is a description of their background characteristics.
A summary profile has not been developed as this would result in dimin-
ishing the actual heterogeneity of the small population involved. One
male individual completed the MSU~-COM program in four years having
entered MSU-COM in 1971 in contrast to the other 3 males and 1 female

who entered in 1972 and who graduated in-phase. With regard to age,

-none of the minority students were of the average age of their class-

mates. Four of the minority students were at least 3 or more years
older than the rest of their classmates. Specifically, one student was
over 40 years old; 3 students were in their early 30's; and 1 male stu-
dent was 2 years younger than the typical MSU-COM August 1975 graduate.
The marital status of this population was as follows: 3 single students
and 2 married students. With regard to career choice, 3 students were
undecided; 1 student indicated a general practice career; and 1 student
indicated a general practice career with intentions of taking a resi-
dency later. Three of the students had plans of practicing out-of-state
and two sfudents intended to remain in Michigan. There appeared to be
no pattern of response for the character of medical practice contemplated:
2 planned individual practices, 1 a private group, and 1 was undecided.
In terms of where they had spent most of their lives, one had a rural
background, 2 were from a large city, and 2 were from a metropolis. Re-
garding where they expected to practice 2 indicated a medium sized city,

3 a metropolis.
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Career Choice

Information about students' professional goals was obtained
during the semi-structured interview with each member of the August 1975
class (N=64), MSU-COM students were asked the question: "What are your
career plans?" fo}lowed by "How did you make this decision?" and "Does
the College's program encourage this decision?" This summary about stu-
dents' career choice is not intended to typify the reaction of the MSU-

COM graduate, but represents the range of comments received,

Group A: General Practice

Within the population of students who indicated they contem-
plated a general practice, there are four sub-groups of students. Group
A is composed of twenty-five individuals (39% of the class) who had very
definite future career plans of starting a general practice immediately
after their internship year. For many, this career choice was known to
them when they applied to MSU-COM. During their training years they
began to establish contacts with doctors with whom they expectéd to prac-
tice and they knew the communities in which they would settle. The
factors influencing them in their career choice most frequently mentioned
were: (1) the enjoyment of a variety of medicine, (2) a personality dis-
position that does not require knowing all one can about a subject, and
(3) the satisfaction that one is selecting a career that meets the most

pressing health care needs of society.

Group B: General Practice/Will Seek More Clinical Training in GP Field
This group of students although small (5 students or 8% of
the class) is particularly significant with regard to the three-year vs.

four-year program issue. These students felt the untoward effects of a
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three-year program in that they did not yet feel they had the clinical
competency or personal confidence to begin a general practice after

their internship.

For example, one student of the five expected one more clinical
year would be sufficient. The MSU-COM student said:

"I'1ll probably go into general practice but I'd like
to do something for the year after internship just
to get some more training..."

Other students said they were thinking of taking a family practice resi-
dency. This student's comments illustrate the point:

"I don't know if I'll be confident enough after next
year's internship to go out and practice. I might look
for a family residency somewhere. Wayne State has one.
With so many medical procedures, you need a residency
program to have more confidence and more skills. I've
seen some general practitioners that are not that good
as physicians. They are there for the money and don't
have quality care for patients. A family residency
program might help you."

Group C: General Practice/Will Seek Residency Later

Group C is composed of four students or 67 of the class. These
students expressed a variety of reasons for wanting to practice after
internship but were planning to seek a residency later. Most students
mentioned they needed time to decide theilr specialty interests. This
student's comments represented this point of view:

"At this stage I'm tired of school. I want to get out
and get into a general practice where I can tell what I
want. I would hate to start a medicine residency and
then six months later realize I really don't enjoy it.
Right now I'm ambivalent. General practice is interest-
ing. My career plans change from service to service.

I 1ike OB, pediatrics, and medicine. If you like every-
thing, it's good to stay in general practice. You can
make general practice as interesting as you want. The
College exposes us to a wilde variety of areas and does
an adequate job of giving us exposure to specialties and
sub-specialties,"
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A few students in this group indicated they had financial reasons for
selecting general practice., They sald they had to work to start paying
for their medical education expenses., A few in this group also admitted
they wanted to establish a practice because they had always been a stu-
dent; were tired of being a student with ﬂo breaks; and were not yet

ready to take a lengthy residency program.

Group D: General Practice/Residency Field Known

This group of students 1s composed of six people or 9% of the
class and is very similar to Group C in that they expected to become
specialists in the future. They are different from Group C in that they
were certain about thelir speclalty field such as internal medicine, OB-
GYN, and Emergency Room practice within a D.O. hospital. Although they
were seriously considering a general practice career after internship,
they had already explored hospital residency programs and had received
informal assurances of placement in a program, but would be more certain
of their plans after internship. Reasons for selecting a general prac-
tice career “for a few years" were the same as for Group C with the ex-
ception that they did not list "time to determine their specialty

interests."

Specialization

Students who expected to enter a specialty field indicated the
following medical careers: internal medicine (4), hematology (1), neurol-~
ogy (1), OB~GYN (1), orthopedies (2), pediatrics (1), psychiatry (1),
and public health (1). These students said they had developed interests
in the respective fields and recognized their individual personalities

required knowing as much as one could about a subject. A few students
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mentioned they felt they had benefitted by experiencing a medical pro-
gram orliented to general practice. Only one individual was critical of

students who wanted to be general practitioners.

Undecided and Research/Teaching Career Choices

Sixteen percent of the class or 10 students were undecided
about their career choice. A majority of these students affirmed that
they had definite plans of entering a specialty career but fglt they
would nead their internship year to know what interests them most. Also,
a majority of the students who were undecided about thelr career choice
were female. Three percent or two members of the class plan research/
teaching careers and held Ph.D. degrees,

With regard to deciding their career choice, students indicated
the College program encouraged the general practice orientation. Students
who were unsure of their career interests said they decided their profes-—
sional goals by first ruling out which medical fields they did not want.
The following student quote lllustrates how some students decide their
role in medicine.

Interviewer: "Have you decided whatlyou're going to go into
in terms of your career choice?"

Student: "[I've decided] several times and I've changed my
mind every time. Going through school I was sure I was
going to be a neurologist, and coming in here I was sure
I was going to go into internal medicine and I have thought
about this and that and the other thing. Now that I've
completed a general practice service I really feel strongly
about general practice too. I would say if I had to narrow
it down te anything, it would be general practice or inter-—
'nal medicine because they vary in the acuteness of the sit-
uation. I can't see myself getting tied down to anything
as narrow as surgery, radlology, or anesthesiology or some-
thing where you really do the same things... and nothing
changes. At least in general practice, even though it
might not be really academic acute practice, your practice
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is what you make it, If you look for things you're

going to find them and you've got just a variety of

different cases and contact with people. It's pri-

mary care and internal medicine runs along the same

lines. You're not narrowed down to any one system;

you treat neurologic problems, cardiac problems,

respiratory and gastrointestinal... Internal medi-

cine is kind of a specialized general practice."

Summary

Background characteristics of the students in the August 1975
graduating class are useful when analyzed for patterns of response. In
Section 1 data were presented and analyzed regarding: (1) the typical
or average MSU-COM member of this class, (2) women and minorities,
(3) students' career aspirations, and (4) how students decided their '
career goals. The data indicated that MSU-COM is admitting its largest
group of students from a population of applicants who are newcomers to
the osteopathic profession and to the health care field. With regard to
the geographical sources of students, 26 members of the August 1975 class
come from a city of 150,000 but the largest group of students indicated
a preference to practice in a city of 10,000 to 49,000. With regard to
career plans, 627 planned a family practice career, 167 were undecided,
197 expected to enter a specialty, and 37 planned research/teaching
careers. A majority of students indicated a preference to establish a
group or partnership practice and 25% of the students expected to estab-
lish individual practices. No females indicated a preference for an
individual practice. 1In deciding their career choice, students who were

undecided as to career interest first tried to rule out which medical

fields they did not want.
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Section 2: Clinical Clerkship Experience

Introduction

In Section 2 clinical clerkship students' feedback about the
third and final year of training are presented. Verbatim student
quotes which have been edited for grammatical correctness are used to
substantiate issues and further describe problem areas. In particular,
students have indicated areas of concern which relate to the need for

support services for the third year.

Clinical Clerkship Support Services Needed

Orientation to Clinical Clerkship Year

Clerkship students' feedback about the transition from the
second to the third year indicates there is a particular problem here.
The physical remoteness of the College from the teaching hospitals
separates the didactics from the clinical aspects. Sgudents, even those
with previous hospital work experience, have said that there is a great
deal of concern about their proper hospital role. Quite a bit of stu~-
dents' time and emotions were spent attending to these concerns in the
initial phase of the clerkship year and at the start of each service.
This poses a particular problem for students on shorter services. Stu-
dents were not saying that they expected to have all their anxieties re-
lieved. Students realized the first time they did an IV injection, put
in a catheter, or did any new clinical procedure there would be anxiety
about role performance. Rather, students indicated that on some of
these issues there should be some discussion and advice presented to
guide the student in sorting out the natural feelings of incompetence

and self-doubt. When asked how the situation could be improved,
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students suggested that a general clinical clerkship orientation meeting

be held before the third year and at each hospital at the start of each

service. For example, one third year student said:

"I was very ill at ease my first month here, very ill
at ease, It didn't stem from any specific thing that
I blundered doing or from any questions that I couldn't
answer. It was just a very new thing to me and I wasn't
at all sure as to what I was supposed to be doing. What
should I know, what shouldn't I know, what should I be
competent at, what shouldn't I be competent at, what
should I be embarrassed about-~-I had no idea. So I
spent my first month trying to learn everything there
was to know because I didn't have too many classmates
with me--very few other externs chose this as a major
center. So I was from the classroom and being surroun-
ded by residents and interns and they seemed to know an
awful lot more than T did. I wasn't sure if that much
of a gap should have been there, so I just went wild the
first month I was here. I practically cleared out their
library and really didn't do anything for a month, I
just sort of ran myself out. I didn't know what to ex-
pect at all and there didn't seem to be anyone around
who knew where I was at to kind of direct me. I don't
think it was anything I didn't learn the first two years,
judging myself against other students, but I think what
would have helped would have been somebody sitting down
with us and saying, "Look, you're going to be going to
the hospital and it's going to be really different and

. this is what you're expected to know, and this is where
we think you should be.' I didn't have that direction.”

Another student Indicated:

"I think if you want to help some of the second year
students a good idea would be to have some kind of
class meeting with a few of the people from the third
year class. I know when I went into my third year I
had a lot of anxieties as to what was expected of me
and what would happen in different rotations. If you
could have gsomeone to talk with who has just gone
through it, I'm sure that would help a lot. Because
you really don't have the communication except maybe
with one or two of your close friends that are in the
class behind you. It just sort of filters down by
word of mouth, Who knows what it ends up as? It might
be a helpful thing... if nothing else, just to relieve
anxiety. It isn't going to be as bad as you think, or
don't think you're that ill-prepared, or something like
that. Confidence is 90% of it, I found, 10% ability."
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Several students said there should be information about hospital routine
and different hospital requirements. This student's comments, for ex-
ample, describe the situation expressed by many other students:

"For the longest time you don't really know what the

hospital expects of you as a clerk~—every hospital

expects different things. In fact, the first day I

was here I didn't even know there was such a thing

as History and Physical list that I was going to be

assigned. I was on my way out until somebody told

me, 'Well, you have four H & P's to do because you're

assigned.' And I said, "Nobody even bothered to tell

me.'" So it's really a sink or swim type of thing.

In a matter of a few days you fall in step but I

think things could have been much easier if the

secretary, or anybody who is familiar with hospital

routine, could have sat down with the clinical clerks

and said...maybe it would take about an hour to ex-

plain a little bit about the hospital, a little bit

about the hospital routine, and a little bit about

what was expected of the clerks at this hospital. So

I think that is a just criticism."

The nature of the clerkship orientation meeting is twofold:
to increase formal communication about formal standards of performance
and to increase informal conversation about the successes and frustra-
tions which are natural events for the clinical osteopathic medical
student. Students who completed the clerkship year felt they were in a
resourceful position to develop the specific orientation meeting agenda.

Several of the third year students interviewed volunteered to speak

with second year students about the clerkship year.

More Communication

In addition to an orientation meeting at the start of the
clerkship year and at the start of each service, students would like to
have regular communication with the College during the third year. Many
students were annoyed that they had never seen anyone from the College

since they began the third year. Generally, they would like to know the
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College is interested in their personal and professional development

and regarded more communication as an effort to achieve this goal.
Information should come directly from College administrators rather

than via student representatives, i.e. information about graduation

and about the College policy if the hospital should go on strike.

Others wished there were at least a direct telephone line to MSU-COM

for student purposes. Students indicated all long distance calls to
campus were made at their own expense. Several students felt there
should be a full-time coordinator of the clerkship year from the College
in the Detroit area. Students at Bi-County, where a large proportion of
the class was located, especially gave this as their recommendation.

The situation at Bi-County is unique in that the Director of Medical
Education's office is not within the hospital but is at Detroit Osteo-

pathic Hospital.

Standardize Clinical Clerkship Experiences

Students have described thelr training with such words as
"serendipity," "luck," and "chance." Yet students felt the need to have
a rigorous clinical year to compensate for the accelerated three-year
program and what students viewed as a weak clinical exposure. Several
students expressed the opinion that they did not know what level of com~
petency they should have had when they began or completed a service.
They had definite opinions that the third year should be more instruc-
tionally organized.

One suggestion to Improve the clerkship experience obtained
from student interviews was to have a formal introduction at the start

of each service to tell the student the basic skills he/she ought to
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acquire and at what level of competency they should be when finished.

With regard to this 1ssue one student said:

"... It was very hectic and the one thing I really
resented was that there is no orientation to these
rotations. You don't know what you're expected to

do. You don‘t even know if you're expected to handle
codes or what your responsibilities are. The first
four months were just... I mean I was getting systemic
signs of nervous fatigue because I didn't know if this
guy goes into respiratory arrest, should I take care
of him? How responsible am I for that? What am I
supposed to do? No one tells you. The most direction
I've had as far as overall view as to where I should be
in my medical education at this time has been from a
book. TIt's a book I found called The Clinical Appren-
tice and it's the only book I've ever heard of that's
written for externs. It tells you what you should know,
what you shouldn't know. Clinicians will tell you,
'Listen, just stick to the basics,' and three seconds
later they'll ask you about Osgood-Schlatter disease.
Wow, I had that in my class a year and a half ago for
two minutes. Then you go home because you're paranoid.
You want to know what this Osgood-Schlatter disease is
and you spend your entire eight weeks or a good part

of it looking up trivia which you're going to forget
and ycu don't have time to actually look up the basics
because either they're asking and popping these little
questions out at you and they're evaluating you not on
your basics but on your frugal performance on the spot,
and that's difficult. That goes with all services. It
doesn't just go with internal medicine. Pediatrics is
very good in that they have a video tape presentation
in one area of pediatrics and it's basic stuff. I've
only been on pediatrics two days and I'm spending most
of my time downstairs in the library picking up on this
video tape. It's almost fun just to sit there and have
someone tell you something basic that you're going to
have to know how to actually handle. I can understand
their reasons for not going over basics. Either one,
they think we know it already, or two, they don't want
to embarrass themselves by teaching us something that
we already know."

Clinical Clerkship Evaluation Concerns

The College's present policy 1s to require the student to have
his/her clinical instructor complete the College's evaluation form. The

evaluation form is then mailed directly to the College by the supervising
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physician and is used to determine whether a student receives an "N"
or "P" grade for the quarter. To be able to read a copy of the formal

evaluation, students must drive to MSU~COM.

"The evaluation of clinical clerkship students' performance is
another aspect of the third year program which requires further study
by the College. Students seriously questioned the present clinical
clerkship evaluation policy. Students wanted systematic and formative
feedback about their performance, especially on the longer services and
before the service was finished. With regard to the formal evaluation
policy, students suggested it be mandatory for each student to receive
A copy of his/her performance evaluation.

Although feedback on student performance from supervising
physicians varies by hospital and by physician, students indicated it
was most often "indirectly" received. Students stated clinical instruc-
tors were too busy to provide verbal feedback unless required to do so.
The following quote further describes these evaluation concerns.

One student said:

"For the major services, there are ten or twelve pages
where the clinician has to rate the student. It's much
better if the clinician, the resident, the intern, and
the student sit down together and do the rating and say,
'Here you were good and here you did this, or you didn't
do this, or you need more on this...' instead of having
the clinician, the resident, and the intern sit down and
fill out that stupid form. The student is the one that
needs to know what things he's got to do better directly
from them, not from a piece of paper that gave him a "1"
on use of equipment."

Another student said:

"It should be mandatory. I think students should get an
extra copy of their evaluations at the same time. If

you have something good to say about somebody and if you
have something bad that's probably equally as constructive,
... I want to know how I'm evaluated. It scares me a
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little bit that it's so secretive. There's some-
thing demeaning about that and it makes the College
less respected by me. If these evaluations are

important, why doesn't the student have to see

them?"

With regard to the evaluation forms one student sald:
"I'1l give you one thing that I'd like you to take
back to the faculty. There's too much paperwork.

The books that we have to fill out, the log books and

the clinical assessment forms that the instruct

to fill out on each student are too much. The instruc-

tors don't like it, the students don't like it,

or has

and

hopefully these forms can be cut down. I don't know

if they're getting all they want out of it but
that the forms can be constructed so that they'

less paperwork. If you're on his service for any length
of time, a physiclan can tell if you have performed sat-

isfactorily... The form for the evaluating phys

should be cut down to 'satisfactory' or 'unsatisfactory,'

I hope
11 be

ician

a line for attendance, a few lines for plaudits and

criticism, and I think that is sufficient.”

To reiterate, how can communication about students' clinical

performance be developed? 1Is the present policy of requiring students

to travel to MSU-COM to read a copy of the evaluation defensible?

limitations on student evaluations exist for the College?

Log Book Concerns

What

When students bring up the topic of "log books" their main

complaints were: (1) they are too cumbersome; (2) they don't relate to

the hospital experience; and (3) they cannot and are not able to fill

them out accurately.

One student said:

"The log books don't relate... Someone looked up all

clinical procedures possible and made a list.

We don't

see many of those... The hospitals could care less

about the College and what the College expects
get. The College couldn't exist at this stage
would still get along."

us to
and we
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Another student said:

"From the student's standpoint, we work twelve hours

a day. We're busy. No, I can't keep track of every
time I start an IV, every time I do this procedure,
every time I do that procedure. TIt's not enough for

us to check it off. We have to say we've done some-
thing. Not only countdowns, how many times we've
observed, how many times we've discussed, how many
we've assisted on, how many we've actually performed
ourselves. Now instead of saying for one service that
I started five IV's, I have to keep track of how many
times I saw an IV started, how many times I discussed
IV therapy, how many times T helped the nurse. You
would be walking around literally all day with pencil
and paper and never do anything... If there is anything
constructive that I can add on that note I think that's
something you'll hear from other students, if you haven't
already... If you look through some of those and really
i thought about it and ask some of the students, then

L , you'll see that they say they can't fill it out. It's
impossible. They just say, 'Well, I did six of these,
and twelve of these...' "

MSU-COM Rapport with Clinical Faculty

Several students recommended more communication between the

College and their clinical instructors. At the least, serious discussion
should be initiated on this matter. As clinical clerks from MSU-COM,
students received unsolicited complaints about the College. The following
interview excerpt highlights what some clerkship students expressed on
this issue,

Student: "The physicians have always treated us well as
far as in a public type setting. When we're alone or
when they first meet us there is always that poke in
the ribs about being from Michigan State and that kind
of thing."

Interviewer: "Is that unique to this hospital, or is that
at Bi~County too?"

Student: "I think that it's just about any hospital. TIt's
a three-year program. They give it to you for that. Any
simple clinical exposures that you haven't had, you might
get ribbed for that, or previous students that have gone
before you and the bloopers they've made... some of them
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are bitter towards the school in that they weren't
given clinical Instructor ratings or they wrote
letters for people to get into school and they
don't know anything about the admissions policies.
They keep asking us, 'What do you have to be to
get somebody into this school?' and there is a
lot of resentment there. We're put on the defen-
sive right away. We have to defend our school.
I've had physicians come up to me and say, 'I've
written twenty-five letters for people to get into
your school. Not one of them has gotten in but
they've gotten into Kirksville or some other
place'... It's more the three-year program than
anything else and I don't know if they just haven't
heard about the pass/no grade type system or that
they don't think it's that important. There are

a lot of conservatives, not quite as many liberals.
They all went through the traditional type educa-
tion. They had their four years and why shouldn't
you? Or how can you possibly learn in three years
what I learned in four? In some ways you feel like
they're looking down at you a little bit."

Several students also expressed a concern about the variability

in the quality of the clinical instructors. They urged more participa-

tion by the College in the development of clinical faculty's teaching

skills.

One student said:

"Some people [the physicians] we work with aren't

used to having students here In learning roles., If
you don't push them they're inclined to just let you
tag along and not do much, If you're aggressive enough
and you want to take responsibility, they will let you
do stuff. The way they have it set up here 1s you go
four weeks with one physician--the first one was an
excellent teacher but he was very involved with commu-
nity affairs and very busy, and he told us, 'Some days
I'm going to come in and have just enough time to see
the patients in a hurry, leave, and I won't have time
for you. When I do have time for you, okay.' So

there were several days when we learned an awful lot
from him because he's a good teacher, but there were
some days when we didn't see him at all. I learned

a lot from him but on the whole it wasn't an ideal
teaching situation. I don't know what you would do

to change that but that's what happened. The physician
down there now is there almost every day but he isn't
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willing to answer any questions let alone let you
take any responsibility. So it varies. It might
be advisable for the school to communicate with
them (supervising physicians) to let them know
we're being sent here to learn things and become
proficient at procedures.”

Another third year student said:

Student: "You know what turns you off faster than
anything else? You can tell immediately when a
doctor doesn't want to teach and then you know it's
just a cat and mouse game. You just follow him
around and just look at the charts and he'll throw
them in a basket and won't say a word. And that
happens. That happens quite frequently."

Interviewer: "What is the role of the extern in
that case?"

Student: "Nothing. I just keep my mouth shut and
follow him, because some doctors don't like to

answer questions. They just want to get through

as fast as possible. If T had any complaint to rate
number one, it would be that--these kinds that for-
get that they were once students and that they should
teach too. I think a lot of them just feel the ex~
terns are a pain in the ass." :

Students who knew that most of their clinical instructors were
unpaid volunteers expressed the opinion that their clinical faculty
should be financially remunerated. If the clinical faculty were rewarded
by the College, students felt the quality of instruction would improve.
At the same time, the College could begin to require clinical faculty to
know more about the MSU-COM curriculum and the basic skills MSU-COM stu-
dents should be taught. Students complained that although they paid
tuition and paid for their third year training, they were expected to be
grateful and appreciative for the time spent by clinical faculty, resi-

dents, and interns.
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Regarding Rotations

MSU-COM students offered comments and complaints about
specific hospital rotations. Remarks most frequently mentioned about
certain services are summarized. In general, students would like to
‘be assigned to a resident when the supervising faculty member is not
in the hospital, and would like to have teaching rounds. Several

students would like to have time for reading during the day.

Medicine

Pertaining to medicine, the main concern was the number of
Histories and Physicals students did and the lack of direction in the

extent of patient treatment for which students were responsible.

Surgery

There were some complaints about surgery that are unique to
surgery, Students commented that they expected more training in pre-
and post-operative care. vIs there any way to develop more pre- and
post-operative surgical experiences? Is there a way to develop teaching

rounds?

Obstetrics and Gynecology

The major concern about OB-GYN service was the little or no

gynecological experience. Male students who expected to enter general
practice after the iInternship year indicated emphatically they did not
compensate for this GYN teaching deficiency in their junior partnership

rotation because the majority of patients who were GYN cases did not

want a student physician examining them. Students hoped the College

would explore the possibilities of developing more GYN experiences.
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Otorhinolaryngology (ENT) and Ophthalmology

Students valued their ENT éxperiences but complained that a one
week service was just not enough time. The main concern was that as gen—-
eral practitioners they should have more exposure to ENT. Those who

offered commentary about ophthalmology felt it should be an elective.1

Anesthesiology
No major complaints were offered about this service. A minor
concern was the lack of supervision when a clinician walks out of the

surgery suite and expects the student to handle the patient's needs.

Pediatrics
Students were concerned that D.0O. teaching hospitals in
Detroit have low patient census. (See Section 6, '"Clinical Rotations

for D.0O. Students in M.D. Hospitals".)

Junior Partnership

The main concern was that the quality of approved MSU-COM
general practitioners had not been refined. It was hoped the College
would continue to evaluate the junior partnership physician list. TFor
example, one student said:

"I was in general practice with this man. He

practices a high volume... everyone gets vitamin

shots, hormone shots, and Medicaid gets ripped

off. And that's where you see in the Detroit

Free Press about osteopaths doing that... It's
how not to run a general practice."

1 The College has since changed ophthalmology to an elective.
ENT is now a two week service.
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Psychiatry
The maln concern about the psychiatry rotation at Clinton
Valley Center was that the four weeks spent at the Center with one day

at Beaumont with out-patient care was an inadequate exposure in terms

of out-patient care. Students overwhelmingly agreed that as future gen~
eral practitioners, they would have liked more experience in treating
acute cases. Students invariably stated they benefitted more from the
cunulative four days spenﬁ at Beaumont than they benefitted from the
experiences at Clinton Valley Center. In terms of their didactic pro-
gram, students indicated this material should be introduced in the

Unit I and Unit IT portion of their curriculum. Many students felt they
were weak in psychiatry didactics because their psychiatry training in
the first two years was poor. Students who had psychiatry in Traverse
City felt this service was not well coordinated by the College.

For example, one student remarked about the psychiatry
at Traverse City:

"... The problem there was that they didn't have the
program set up for us too well. It was good in that

we had almost absolute freedom to do whatever we wished,
... pursue whatever we wanted to, explore what areas of
psychiatry we felt were relevant to us in the way we
would be practicing medicine. But it was still, as far
as I'm concerned, sort of unstructured. T don't like a
tight structure that much anyway, but this was even a
little bit too loose for my liking... When we went up
there the teachers and the clinicians at Traverse City
expected the people at MSU-COM to have a program devised
for us, and the people at MSU-COM expected the teachers
and the clinicians at Traverse City to have a program
developed for us with which we would work. And as it
turned out we used sort of the same kind of program that
the M.D. school used because the people at Traverse City
were familiar with that sort of format. But the person
who ran that format at Traverse City wasn't there at the
time we were there, since he was associated with the M.D.
school and I believe he was on campus in East Lansing...
I enjoyed the experience. I learned a lot... but it was
a good service that could have been better."
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With regard to psychiatry at Clinton Valley Center,
one student said:

"Maybe one place where we were let down would be in
community medicine-—psychiatry especially. We ran
into psychiatry at Pontlac State and it was a bad
experience. They had real good lectures and they
couldn't really have given us what they had planned
because we didn't have any basics. So he had to
revert to basilc psychiatry for us for the four weeks.
When we got out of Pontiac State we knew our psychia-
try but then we couldn't apply it because we were
done. Another thing about the rotation too, at
Pontiac State I just saw chronic type cases that had
been there five or six years. I think what would be
much more appropriate would be some sort of a setting
where you're seeing immediate acute care, acute psy-
chiatric care. We had one day a week that we went to
Beaumont Hospital and had some experiences there too.
That was, I think, the best."

Summarz

In summary, students have expressed their views and concerns
about the third and final year of training. Specifically, students
felt more support services were needed for the third year. They sugges-
ted the College initiate more communication with the clinical faculty.
Students also offered constructive comments about specific rotatioms,
the log books, and the third year evaluation policy which all merit

further consideration by the College.

Section 3: Unit I and Unit II Training

Introduction

In Section 3, students' comments about Unit I and Unit II
training are summarized. Clerkship students had definite opinions
about their education and suggested program areas that require attention.
Judgment regarding the validity of students' concerns involves other

students, faculty, and administrators. To obtain data for this section
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clinical clerkship students were asked to think of situations whose
outcomes were bothersome and to explain if the College could have done
something during the first two years of training which may have improved

or alleviated. the situa;ions.

Basic Sciences

In general, students had favorable comments about their basic
science program. Their concerns were related to the College's newness,
faculty teaching abilities, and the difference in achievement expecta-
tions and standards set by the College versus the clinical>faculty. For
example, several students mentioned their anatomy was deficient. Although
students realized the anatomy courses have improved, they suggested the

College study the advantages and disadvantages of dissections versus

prosections,

For example:

"I think our anatomy input in the first semester of our
freshman year was insufficient. They tried to make up

for it by having input in each system. I still prefer

the old-fashioned opportunity to dissect tissue [to] learn
the feel of tissue, its strength and elasticity, the see-~
ing of different types on the different cadavers... When
it comes to being a physician and in surgery you are see-
ing some of these tissues for the very first time."

Is the students' conception of their anatomy laboratory experiences valid?
What does the College define as sufficient anatomy?

Another student said:

"... I'm sure you've heard from other people our anatomy

was very, very weak. You know, the old joke is... you

could have gotten by in our anatomy without ever touching

a cadaver, which is a hell of a way to learn anatomy.

You don't learn out of books. The basic anatomy was weak."
Many students felt pharmacology or some part of their didactic program

should have included lectures about practical aspects such as writing

prescriptions and which IV fluids to use and why.
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The following quote summarizes these kinds of
concerns:

"Our class tried to get a little more input and
pharmacology had nothing to do with it. They

are just teaching the basics--the physiology of
the drug, how it's metabolized, what's the active
component, things like that. They didn't get into
the practical aspects. It wouldn't have taken
long to sit down and give us a couple of lectures
on quantity you can write of the drug, how do you
write dosages... not memorize all the dosages for
all the drugs. You can learn it in grains, or you
can learn it in milligrams, you can learn it in
kilograms, you can learn it in pounds--~Just the
approach to that kind of thing would help."

The same student saiq:

"Clinically, I think they [the Collegel rely pretty
heavily on the third year. I don't think they are
trying to prepare us for most of the things we are
getting right now... I think that's fine as long as
the clinical instructors know it, but many of them
expect us to know these simple things that we just
don't know. Pharmacology especially... We come not
knowing how to write a prescription. They [the
clinical instructors] will come in here and say,
'Okay, let's give the patient some penicillin.'

How do I write it? How much do I give him? The
clinical aspect of writing down drams or grams, how
many grains in a milligram? This just isn't the
kind of thing we learn in school and many of the
clinical instructors take it for granted we know
things and are surprised when we don't."

How can the College define its standards of didactic achieve-
ment? How can these standards be communicated to clinical instructors?
To students?

With regard to biochemistry, students who offered critical
comments about biochemistry were optimistic their biochemistry didactics
would improve given time to develop. Many students felt theilr psychia-~
try didactics were very weak and recommended what was taught the third
year be taught on campus.

With regard to psychiatry didactics, one student said:

"At the end of our first year is when we got our
psychiatry lectures. They were just aimed at a
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different goal than what you're taught up at
Clinton Valley. [In Community Medicine] we were
taught out of a workbook type thing and I just
never learned that much in that course. The
final exam was taken right from the workbook...
When we went into psychiatry at Pontiac they
gave us nice formal lectures and they started
out with id, ego, superego, and worked up the
defense mechanisms-~it really made sense."

The same student further recommended:

"What I think we need in our psychiatry is some
sort of training in just dealing with simple
mental problems that affect everyone everyday.
Just dealing with your job or dealing with
growing up, dealing with a pregnancy, all the
mental aspects of that. How to sit down and
talk to a patient that has had the problems in

a more general practitioner's orientation. Be-
cause when you're in a general practice these
people are going to come iIn and say, 'I'm really
upset, my son won't do this or that.' You have
to sit down and talk to them. You pick that up
along the road but I think it would be better if
we had a more formal maybe 'hot line' or "the
listening ear' type of training or crisis things
like that. I think [this could be done] in one
term maybe an afternoon a week or something like
that. How to talk people out of a depression.
In the first two years we were deficient in that
type of thing."

Preceptorship Program

A general concern mentioned by students about the preceptorship
program was that each student should have been required to rotate with
a variety of general practitioners and that more program coordination was
needed. Many students, however, had very favorable comments about the
value of the preceptorship program.

One student remarked:

"I would recommend the school, definitely recommend
the school. I do think the clinical exposure is
super, super important. Now, we were in doctors'
offices for a three week period or something like
that. It was immediate and I think that's good.

I think that's real good. I know that people are
working awful hard to get more physicians in the



75

Lansing area that are more easily accessible so
that we could have more [exposure]. I think it's
really important because it gives a direction and
a meaning to a lot of the material presented in a
sterile didactic environment."

Systems Courses

Several students recommended more inter-—coordination and
intra-organization of the systems didactics. Students frequently
mentioned their neurology system course was an excellent model in
terms of organization, the use of simulated patients, and the use
of videotapes. If simulated patients were not available for systems
courses, students recommended the use of models such as the sigmoido-
scope.

Students appreciated the ability of the systems approach to
help them integrate all of the didactic material they must assimilate.

One student said:

"I really enjoyed the systems approach rather than

going off into the old theoretical type [approach],

where you just study OB or microbiology. Using the

theoretical approach, you just don't seem to organ—

ize it together... I'm finding now that I retained

more than I had thought. At least it gave me the

background of where it came from. Now when I'm on
medicine T particularly appreciate the systems."

Early Clinical Experiences

Students recommended the College examine the merits of sending
students to Detroit osteopathic hospitals for afternoon sessions. Stu-
dents overwhelmingly indicated the afternoon experiences in the Detroit
osteopathic teaching hospitals were totally inadequate and recommended
either mornings, full days, or one full week at the end of each systems
didactics. The major concern was that the driving time was not worth

the experience. Frequently there were communication difficulties and
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the physicians' schedules were unreliable. Students had strong
opinions on this matter because they felt they had so little time in
a three-year program to develop clinical skills.

Because of the differences in achievement standards and
expectations set by the College versus the clinical faculty, students
listed several kinds of clinical skills they would like to have before
their third year which are identified accordingly:

1. How to do general sterile procedures; dress for surgery.
2. How to identify the names of surgical equipment.

3. How to cast (the one evening lecture was very valuable).
4. How to do sutures: preliminary skills involved.

5. How to treat a fracture.

6. How to treat a foreign insult to the eye.

7. How to give injections.

To reilterate, how can the College allay students' anxieties
about these clinical skills? Are students' concerns valid? Several
students recommended that the College study the feasibility of effi-

cliently using afternoons for didactics.

Three-Year Versus Four-Year Program

Students who had strong opinions about the three-year versus
four-year program stated the values of a four-year program for the
preparation of the general practitioner. Student initiated commentary
on the disadvantages of the three-year program included lack of time
to integrate knowledge, weakness in clinical skills, and their surface
or "notebook" medical knowledge. Several students who espoused the

general practice career did not feel they would be competent to start
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a general practice after internship and plannéd to seek additional
clinical training. (See Section 1, "Career Choice: General Prac-
titioner".)

A student commented:

"I haven't really gotten feedback that I'm inferior
to someone in a four~year program but on a four-
year program even if you've got summers off, most
people do externships. You get a lot of the basic
things down, a lot of the procedures down that you
don't have time to learn when you get into your
clinical year. There's just so much to know that
[three years] doesn't seem like enough time.™

Another student spoke candidly of his anxieties:

"I'd 1ike to put in my viewpoints for a four-year
program., I do think that would be better. I think
you need at least one or two summers off... just to
get away from it. You get more classroom time in a
four—-year program... A summer off to lay back and

do some extra reading. To go over some of your old
notes. Time to maybe spend another week or two or
three in the anatomy lab if you wanted to... infor-
mal elective time, I think this constant stress of
being in school all this time with all this know-
ledge being thrown at you time and time again, you
just don't have the time to absorb it that you would
on a four-year program... As interns when we first
come into the hospital we probably aren't as exper-
ienced or proficient as are the interns that come
here out of a four~year program. We are probably
trained as well at the end of our internship as any-
one else... I think the internship acts as the great
equalizer. By then I think we're about the same.

But I think we are somewhat deficient to start. Some
services I have finished like obstetrics, I don't
think I know enough obstetrics to even function as well
as an intern as I would like to. I imagine when I'm
out of surgery here, I don't think I'll feel as com—~
fortable with my surgical knowledge as I would really
like to feel by the time I go into my internship. And
it makes a difference, you know, because interns at
every hospital I know of have always had to cover nights.
And you may be the only physician in the hospital and
you're stuck with all these different problems."
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Students also mentioned the lack of elective time to pursue interests
and strengthen weaknesses. The MSU-COM August 1975 graduating class
had five weeks of elective time.]' The long-range concern was that
in a rotating internship there is again a limited elective time.

With regard to the College's clinical elective time,

one student said:

"™y classmates who are definitely going into

general practice feel the same way. They would

like to have a little more elective time., Hema-

tology, for example-~you get a brief exposure in

the context of your medicine rotation. But that

is not enough time to go back and really review

that system and learn by repetition."

Several students assoclated the problem of locating intern-
ships that start in September with the three-year program. Some of
these students felt a four-year program with graduation in June would
be better. A few hoped the College would start school in the summer so
students could graduate in June in order to locate internships.

Five out-of-phase students were interviewed whose comments
are revelatory with regard to the three~year versus four-year issue,
First, they felt personally satisfied with their decision not to com-

"plete a three-year program because they (1) needed additional time to
integrate their medical knowledge, (2) needed additional elective

clinical experiences, and (3) had valuable medical experiences which

furthered their medical competencies while "stopping out."

1 The elective time for the graduating class of 1976 has been
increased to six weeks. The one week ophthalmology rotation was deleted.
ENT was increased to two weeks, while pediatrics service, which had pre-
viously been five weeks long, was reduced to four weeks.



79

Those students who offered commentary about the value of the
three-year program felt the internship year would reduce the differences
§ that existed between the three-year and four-year medical graduate.

One student sald:

"There's one other thing I wondered about and that was
the three-year program. Interns aren't one year ahead
of me, they're two. I've heard comments. My super-—
vising physician specifically asked me what is the most
common something or other. I didn't know the answer

and he said, 'That's the three-year program. It didn't
give you guys enough time...' And that was my first day
with him. And I had doubts about that and after a while
I [too] was saying, "Am I ready? I'm going to be an
intern next year.' All I can say is I'm a three-year
student and he ended up giving me more responsibility
than any of his four-year students. I think we're

doing fine."

Summary

In summary, students had defirnite opinions and suggestions
about the cumulative impact of their osteopathic medical education
which need to be validated by other MSU-COM students, faculty, and
administrators. The general consensus 1s that given time, the basic
science and systems courses will develop. Several students hoped the
College would explore the advantages and disadvantages of the three-
year versus four-year program for the preparation of general prac-
titioners. A few students urged the College to consider starting

courses in the summer in order to graduate students in June.
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Section 4; OMT Training

Introduction

Several parts of the MSU-COM college~curriculum have under-
gone an evolutionary development which is the natural process for a
new college. The osteopathic manipulative therapy (OMT) courses and
content have especially had significant stages of change that are not
reflected by examining the College's curriculum schedule.

The OMT program at MSU~COM consists of a sequence of seven
consecutive terms starting Winter Term of Unit I with the course
Family Medicine (¥FM):630 for one credit followed by Unit II Spring Term
with the course FM:640. This is followed with FM:650, FM:660, FM:670,
FM:680, and FM:690, each term respectively, The course is always offered
for one credit although it is listed with variable credit and up to a
maximum of four credits each term. The course is taught one afternoon a
week in a laboratory format. The College's OMT program objective has
remained constant: to train students to evaluate, diagnose, and develop
multiple approaches for the treatment of patients.

The OMT training for the August 1975 graduating class involved
a change of OMT curriculum midstream in the program, As freshmen they
had training with the thrust techniques (Unit I). Iﬁ the second year
they had the muscle energy approach (Unit II). This midstream change of

curriculum had its ill effects for some students.

Muscle Energy Versus Thrust Techniques: OMT Training in Transition

Opinions vary on the use of thrust versus muscle energy tech-
niques. Several students indicated they preferred the thrust techniques

because you actually heard what was going on.
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One student saild:

A lot of OMT I feel is due to the fact that you're
putting your hands on the patient and touching him.
The patient hears certailn things happening, too—-
it makes him feel better. The last term of OMI
using muscle energy went so fast and it was so com-
plicated that a lot of it T Just forgot. I pro-
bably won't ever use it. The only thing I'll ever
use is the first two terms of OMT."

Other students expressed frustration with Unit II,
the muscle energy approach:

"There was no scientific evidence for anything ever
happening. I don't think there was much scientific
evidence of the thrust techniques working, but at
least I was able to accept it more readily because

I heard things happening. With the muscle energy
approach there were so many of them. Try to posi-
tion the head in eighteen different ways. It was so
confusing. Every part of the body had a different
muscle energy technique. After a while you just lost
what was going on. And now I don't even know what's
going on... Also with the muscle energy we'd work
on one part of the body for one week and we'd just

go flying through that. With the first two terms
[the thrust techniques] we would stay, for instance,
on the neck for three or four weeks. I can remember
that material. I can remember sitting in class while
it was going on. I can remember the tapes... because
you would see it for three or four weeks in a row.
Not with muscle energy, not because it was too compli-
cated. It's just too much and you just don't see it
being used."

The College's efforts to shift to the muscle emergy approach

were seriously hampered since the students saw few role models for muscle

energy during their training. Some students felt they had had more oppor-

tunities to see physicians use the thrust techniques and they had seen

them work,

One student said:

"The only thing I see people using are thrust techniques
so I'm continuously relearning that. Boy, I wish I had
more of that. I really do."

Another student said:
"I usually just see a crunch, They go in and they just...
crack that back, give them the bilateral crunch as we would
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call it in the profession. That's all that's done
and that's what we're learning in the third year
and what we should be learning. We learned the
thrust approach in the first three semesters and
then we started getting all this other muscle ener-
gy. If you don't practice it, you lose it."

A third student said:

"All the physicians in the offices all use the thrust
techniques—-the ones that use it [OMT]. Nobody uses
muscle energy. And even when they use muscle energy
they say, 'Listen, I'd rather use the thrust techniques
for the reason that it's reinforeing for the patient,
reinforcing for the physician.' I tried them [thrust
techniques] on my wife the other night. She had some-—
thing wrong with her neck. I went snap, snap, and she
couldn't believe it. I couldn't believe that it worked.
She felt much better. I had tried muscle energy tech-
niques on her the night before and she said nothing
happened. I don't care whether something happened or
not, but she felt better."

A general concern expressed by students was that when the
muscle energy curriculum was introduced it was not yet well organized
and clearly presented. The shift in curriculum thus forced students to
decide which techniques they were most comfortable with based on what
they most often saw produce positive results and what the& felt was
better presented—the thrust approach.

For example, one student said:

"My class was kind of the changeover class. We had
one orientation to start with then in midstream they
switched to another. It seemed like we had 19 or 20
ways to deal with one particular lesion. That's an
exaggeration but we had numerous ways to deal with a
particular lesion. I felt compelled to learn them
all because we were tested on them all and now I don't
even have one that I feel comfortable with for omne
particular lesion. I think thev should decide what
technique they think is best and teach that one and
do that one.”



83

OMT in Relation to Other Program Components

Students eipressed the opinion that OMT should be integrated
into the systems didactics when possible. Students felt that since OMT
was the only class scheduled for afternoons; it was not that academic
and worthy of their time. Quite a few students commented that OMT
training for Units I and II, set apart from other components of the pro-
gram, had been given less priority in the curriculum.

This student's quote summarizes the situation:

"One afternoon a week, late in the afternoon, when

you're exhausted anyway and want to go home--It
[OMT] was that kind of thing."

OMT Training in Relation to Other D.O. Schools

With regard to the positive range of comments when asked about
OMT training students stated that their OMT training was adequate or
"exceptional" in comparison to other D.O. colleges.

For example, one student said:

"I think our school has better OMT training than
anyplace. Even if you don't turn their heads
[patients'] and make a correction and cure them
in a second, at least you'll spend some time with
them and look at their vertebrae and try to find
out if something's out of line... At least you're
looking for structural problems."

Students were aware that they had received the
latest in OMT training. For example:

"I talked to neurosurgeons and neurologists about
cranial manipulation, and you know, they have no
idea what it is. I don't even think they've really
studied it more."

A third student said:

"I think our college is probably even more OMT
oriented than many because we have some people there
who are personality-wise very impressive and nice
people. People have a lot of respect for them.
Whether they have a lot of respect for OMT or not
It's at least worthwhile to give it a shot because
you respect someone who respects it."
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No OMT Patients

Nearly all students complained about the lack of early OMI

ﬁ patient experiences during the first and second years of training.

Instead of patients, students worked on fellow students, relatives

and friends.

One student said:

"Well, philosophically you can't manipulate someone.
£ without a lesion. At least I can't, and there's no

B one in my class that has a lesion. Now, they found

. someone in class but my second-hand reports on those
are that people were made worse."

Another clerkship student remarked:

".,.. But T was really pretty excited about OMT at
- one time when I was in school. Then I just didn't
1 use it and it kind of atrophied. Now with all the
G other things going on if I had to deal with that
I would consider it a real burden. Maybe if I
was more proficient it would be different."

The lack of OMT patients during Unit T and Unit II was one

major problem expressed by an overwhelming number of students. Students
who were newcomers to OMT and the D.O. profession expressed genuine
interest in developing proficiency with OMT but this development was

hampered by the lack of patients.

OMT With Preceptors

Students expressed a range of comments about OMT training with
fheir preceptors. A general concern was that many preceptors did not use
muscle energy techniques and in some casés did not use OMT at all. Thus,
in the preceptorship experience there was no guarantee students would be
able to develop OMT skills if he/she wanted. Yet the College expects D.O.
physicians in the preceptor program would have some clinical OMT skills

and that students would learn from this exposure.
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For example:

"As it was set up we had classes every week where
we saw a film strip and what the procedure was.
We practiced on each other... At the end of each
term you'd have a patient come in with a basic
problem. You'd evaluate him and find out what
the problem was and treat it. As far as doing

a great deal of it, doing it on a weekly basis

so you really know what you're doing, we didn't.
We've been going to preceptors' offices a half a
day a week and supposedly we were doing a fair
amount of that there. But I was in several pre-
ceptors' offices where I was there for ten weeks
and never used it once. You'd almost have to
select physicians who use it a great deal and see
that everybody spends some time with them and
treats several patients to get much benefit from
it..."

OMT in the Clerkship Year: With Junior Partners

The College also expects students will get OMT experiences
in the junior partner's office. Students indicated the junior partner
clinical OMT exposure was inadequate and variable., In some cases the
D.0. physician did not use OMT in his practice.

As one student said:

"When I was in a general practitioner's office his
extent of OMT was diatherm—--~heat treatments, That
was his OMT. So I would have occasion to use it
there but I'd have to be pushy and tell him I'd
like to try something. Then he savs, 'Okay.' "

Students were optimistic about educating older members of the
profession about the newer techniques in OMT.

Another student said:

"But I just see too many uses for it [OMT]. In the
six weeks that I was in a GP's office he let me
show him some of the newer techniques and let me
treat some of the patients. I was even amazed at
the success I had.™
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OMT in the Hospital Services

Students generally stated that OMI is not regularly done byy
physicians when in the student's opinion it is needed.

For example:

"When I was on medicine I would suggest things
like thoracic pumps or rib-raising techniques
or things like that for the attending's chronic
patients. And they would say, 'Fine, sure, go
ahead.' Just as long as they didn't have to do
it. Just as long as they didn't spend the time
doing it..."

Although the teaching hospitals are osteopathic institutions, students
indicated OMT was rarely done in the hospital.

A student said:
"None of us bother with OMT here."

In some cases students said OMT was permitted in the hospital, but it

was not encouraged.

One student said:

"I know of some people who have cracked backs
around here and physicians really got down on
them for doing it."

Another student said:

"I wouldn't dream of using OMT on a patient in a
hospital... not from within myself, but as far as
the clinical instructor I'm working with approving
of it. 1I've never seen one of them using it."

Students also observed that although there is a place on the History and

Physical [H & P] form for musculoskeletal examination, "not indicated"

was written routinely by clinical instructors for the H & P examination.

For example:

"™y position is it's got a very valuable place

but you really begin to wonder when you're in

the hospital. Sometimes when you mention some-
thing about OMT people laugh at you.. They really
do. 1 don't even know where an OMT table is in
eitheyr of the hospitals I'vq been in. You've got
these OMT things to every H & P you do and they're
ridiculous. When you've got an acutely ill patient
you're obviously not going to put him through a
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structural exam. You can look for certain things

but you can't do a structural exam on the patient.

I think that in a lot of respiratory cases in

particular people can be helped very much by OMT."
There seems to be no supervision of OMT done by clerkship students in
the hospital environment since a majority of the D.O. specialists do
not use OMT in the hospital.

One student said: ) :

"From what I've heard from other people and from

what I've seen going on in the hospital, I'd be

very surprised to see anyone but maybe a general

practitioner in the hospital use it. Even then

I'm sure he'd go into the room and pull the cur-

tain around the bed or something."
Students have observed that for the few clinical instructors who do use
OMT in the hospital, "It's like a hobby." These clinical instructors,

students mentioned, only work on other doctors and nursing staff, but

not on patients.

An Elective in Waterville, Maine

Several students mentioned their elective at Waterville Osteo-
pathic Hospital in Waterville, Maine. This hospital is unique in that it
has a service of Osteopathic Medicine, chaired by Dr. Edward G, Stiles,
whereby patients can be given an osteopathic diagnosis and OMT treatment.
Students who hoped to see more OMT used in the D.0. hospitals were en-
couraged by the Waterville example of having staff men accept the osteo-

pathic component to hospital care.

lFor more information about the Waterville Hospital and about
Dr. Stiles, see George W. Northup, "An Interview," The D.0. 15, 7
(March, 1975) pp. 63-70.
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Summary

In summary, students who planned to develop their skills in
OMT regarded the third and final year of training in OMT as very weak.
For those who did not plan to use OMT there was no issue.

This student's statements summarize the position
very well:

"I've never heard anybody talk about it [OMT] im

the hospital and it's something that I learned about
at school and that's it. Now I'm studying for Part
Two of the Boards and they have manipulation ques-
tions on it that nobody seems to know the answers
to—--that kind of thing. If you really want the
osteopathic students to know manipulation, you're
going to have to spend a lot more time than we did
and you'll have to give it some meaning... I've
talked to doctors who've been around for a while and
manipulation is a thing you have to go through to
get your diploma and go out and be a doctor. That's
the way it is., It doesn't mean it's bad. Somehow
it's just not catching on."

Another student said:

"I know OMT has got to be a part of it because it's

an osteopathic school but for all the hours we spent

on that my skills are zero. I could have reached

the same proficlency level with much less time spent

and I don't have any answers on how to make that better."
Those who felt strongly about the uniqueness of the profession and
valued OMT had opinions about their classmates who did not wvalue OMT.

For example:

"I loved OMT and I studied it very diligently and I

enjoyed it. I put an effort into it. I suppose if

you didn't enjoy it you could slip through it and

gain nothing and know nothing and never use it."
Several areas are suggested for further research based on students'
interview data about their OMT training. Can OMT patients be utilized
in Unit I and Unit II training? How can the use of OMT be developed
in the clinical clerkship year? How can OMT be integrated into the

systems didactics?
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Section 5: Clinical Clerkship Students'
Conception of the D.0. Physician

Tntroduction

This section presents a summary of three groups of opinions
that represent the range of comments received from MSU-COM clinical
clerkship students when asked what the osteopathic physician does that
is different from the allopathic physician. There are those students
who are advocates of the uniqueness of the D.0. profession; those who
are not sure differences exist between M.D.'s and D.O.'s, or the non-
committed; and those who are convinced there are no differences between
a D.0. and M.D. doctor based on their training and previous experiences,

the critics.

Advocates of the Uniqueness of the D.0O. Profession

Clinical Clerkship students who felt strongly about what the
osteopathic physician does that is different from the allopathic physician
appear to share similar interests and concerns about the D.0O. profession.
They are best described as the advocates of the uniqueness of the D.O.
profession.

1. They most often plan a career of general practice.

2. They highly value OMT as an additional tool; consider it a posi-
tive aspect of their training; and are disappointed OMT isn't
used in the hospital as they feel it should be. They definitely
plan to use OMT in their practices.

The following is a quote from a student:
"I think osteopathic physicians are unique. I think
they do have something that the allopathic can't give.
Well, he could give it if he wanted to. The whole
philosophy of the laying on of hands... should be
stressed for an osteopathic physician. The whole idea
of actually touching the patient and letting him know
that he is a person and that you care and that there's
something that you can do by even moving any part of

. his body. Whether he gets helped because of what you
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did or whether he doesn't, it doesn't make any
difference. If you've helped that patient that's
great. Even though we were trained for a speci-
fic lesion, T haven't been able to put that into
effect because you just don't have time to look
for specific lesions. I think for general areas,
even soft tissue, anything at all you can do to
let the patient know that you are caring for him
and that you are looking when he says he hurts,
and if you can give any kind of explanation,
that's just fantastic."

3. They emphasize the holistic approach as an important aspect of
patient care.

The following is a quote from a clerkship student:
"I think that a fair number of physicians here,
especially the residents, maybe because they have
not been in practice themselves that long and maybe
because they are still academic and in a training
program, embrace the osteopathic philosophy more
than probably do the staff men. The residents
classically try to picture the patient as a whole
entity and try to judiciously use medications, and
not shotgun them with polypharmacy and that kind
of thing."

4, They feel that D.0.'s generally provide better service and
care for their patients.

One third year student said:

"Physicans who are D.0.'s treat their patients better...
The reason I would even consider being an osteopathic
physician was that D.0, physicians treated their pa-
tients better and were easier to get along with than
the M.D.'s."

5. They feel the D.O. hospital environment is oriented towards
specialization,

One student expressed this sentiment in the following passag
taken from an interview: '

Interviewer: "You're saying now, in the osteopathic
hospitals in the State of Michigan, you see more of
the similarities than the differences between the
two professions?"

Student: "Right. That's in the hospital setting.
The general practitioner setting is different, I'm
in the MAOGP group [Michigan Association of Osteo-
pathic General Practitioners]. I find there are a
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lot of differences between the people here who are
teaching us in our Detroit setting and the peaple
we might spend our junior partnerhip with. They
have a very different approach, The emphasis seems
to be going towards specilalty, and the more you
emphasize that the more you're going to get away
from the osteopathlc approach, the whole person
type approach. It's fine that they're upgrading
the profession with regards to their knowledge and
their contributions to medicine... The different
specialties are filling., There are osteopaths in
all fields and theilr numbers are increasing. I
think that the statistiecs are changing as to the
number of students who stay GP and those who spe-
cialize. I'm sure specialization is increasing.
There seems to be in this atmosphere an expectancy...
When are you going to go on your residency? When
are you going to look for a residency? If you say
you're going to be a GP someone will look at you
as though it was not the number one choice you
could have made."”

6. They feel there is little practice of OMT in the D.O. hospitals
in Michigan which seems to bother them.

For example, another clerkship student made the following
comment :

"Very rarely do I see any of the patients even given
OMT, even ones with pulmonary problems where you could
use percussion, rib~raising and the lymphatic pump.

Very rarely do T ever see that done. A friend of

mine was in Maine in an osteopathic hospital in which
the patients were given OMT, the ones with respiratory
problems and the omnes with about any problems; cardiac,
gastrointestinal.,. they were still given OMT of one
kind or another. But right now in this hospital there's
very little emphasis on any of that."

7. They value the time spent in a general practitioner's office for
their preceptorship and junior partnership.

8. They are anxious about building the profession in terms of
developing OMT and implementing the holistic approach.

9. They feel the increase in the number of specialists in the pro-
fession seriously detracts from total patient care.

One student said:

"As soon as you specialize then you start getting away
from total care. You start talking about parts of the
body or separate diseases and you get away from the
patient. You start calling it a disease. Instead of
treating people you're treating diseases. I fear for
it. I really do."
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One student went so far as to say:
"It's a subtle process of doing away with GP's."

10. They are concerned that the D.0. hospitals are growing in
similarity to the allopathie institutions.

A clerkship student said: v
"Unless the hospitals are going to start utilizing
a little bit more of what the D.0.'s are trained
to do, I don't know in the future if there'll be
distinct osteopathic/allopathic hospitals. I don't
mean to say that everyone in the hospital should
have a structural exam; this, that, and the other
thing. But I think that... in thelr healing abil-
ity they should be using it. You don't have the
time to diagnose things osteopathically, you just
don't. But I think you can use a lot of the tech-
niques to make people feel better.,"”

The Non-Committed Group

Another group of students had a different set of opinions and
concerns. They still seemed to be searching for evidence that there are

differences between the osteopathic and allopathic physician., They had

not convinced themselves that differences exist.

1. Their career aspirations are either specialization, general
practice, or undecided.

2. When asked the question what does the osteopathic physician do
that is different from the allopathic physician, they emphasize
the skill of osteopathic manipulative therapy but add that OMT
is not practiced in the hospital setting and not used in many
private practices.

One student remarked:

"I think osteopathy definitely has something more to
offer the public, more than M.D.'s. It becomes aca~
demic if nobody uses OMT. Then we become the same,
This becomes an academic statement too. It would be
really nice to see more OMT used, because I really
can't say even that it works. We've been told you can
use it in heart attack cases and pneumonia, and that
it really does fantastic things in just about all ill-
nesses, but I have nothing to base that on. I've never
seen it used except for primary musculoskeletal com-
plaints and I have no way of evaluating it. I would
like to see it used. If it's no good then at least
I'11 know it's no good. Otherwise, I'm just going to
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be like everybody else and walk around saying,
'Yes, it's good,' and never use it. I might as
well not say anything about it at all."

Another student said:

"Tn the office the osteopathic physician's going
to use more manipulative care. Unfortunately, T
don't see it in every office. They tell me they
don't have time. TIn that respect, a lot of...
the manipulations are not used. There are two or
three basic ones that are used as opposed to what
we learned... In the hospital--I never see manip-
ulative care. I really wonder whether hospital
care 1is that much different in an M.D. or a D.O.
hospital."

A third student said:

"There's probably very little difference around
here. In fact, someone told me about a study
which was done a couple of years ago on the pre-
scribing habits of the physicians in Michigan, and
it turned out that the D.0.'s here in the state
use a greater amount of polypharmacy than do the
M.D.'s. There's not that much osteopathy as such
used in this hospital.”

3. They regard the holistic approach as an individual issue and
not unique to D.O.'s.

One third year student said:

"When people ask me to explain what a D.0, is, first
I explain the origin of osteopathic medicine; then
the holistic approach. However, in my opinion the
holistic approach is not unique to osteopathic med-
icine It's just good medicine."

LI )

4. They seem to feel that family practice M.D.'s are close to the
osteopathic philosophy, and mention that M.D.'s are using OMT.

One student said:

"From what I've read in M.D. journals, over the last
few years they seem to be embracing more that philos—
ophy themselves. T often hear them talking about the
patient as the whole man especially in this journal
right here. [Student refers to journal on coffee-
table in resident's lounge.] It's an M.D. journal—-
that's the American Association of Family Medicine's
journal for family practice..."

5. They regret that they have not kept up with their OMT skills,
but believe OMT works.
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They consider a merger hetween D.0.'s and M.D.'s a good
thing because they feel a political separation of the pxo-
fessions is not a good enough reason to remain separate.

With regard to a merger, one student said:

"It's kind of a healthy competition, but T don't
think it justifies the two being separate. I think
that osteopathic manipulation should definitely be
kept. Of course, that's my own prejudice. And it
{OMT] should be evaluated more and either proven or
disproven scientifically... Because right now most
people who get into medical school are scientifically
oriented and you're thinking, "My gosh, it's like
being a reiigious fanatic.' And then if you don't
use it you say to yourself, "My patients could be
benefitting from this. Why don't I use it?' But if
we had some type of biomechanics... some type of
basis for this. WNot D.0. research., That's like
having Kellogg do a Kellogg's research. You're not
going to recelve any type of acclaim or acceptance
from the M.D. profession or even the podiatrists

if you have D.O.'s doing D.0. research. So that's
that. I don't think the D.O.'s as a profession
should stay separate because we're cutting off our
noses to spite our faces. Right now we're doing
better. I doubt if they'll ever get together un-
less the government does something because D.0.'s are
finally getting the money for research... When the
national health insurance comes we'll see that happen
[a merger]. But I don't care."

Another student said:

"I don't think we need fighting between the two pro-
fessions. They're a little different but their object
is still one thing--to provide health care for people.
They have the same goals. TIt'd be a lot easier if
they'd work together rather than working apart...
trying to look at ways they shouldn't merge."

A third student said:

"I don't think osteopathic physicians do a damn thing
different, except some of them do some OMT. I don't
think there are any other differences at all., I
can't see anything in their being different."
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The Specialty=-Oriented Group

"A third group of students felt very strongly that there were
no differences between osteopathlc physicians and allopathic physicians.
This section describes their attitudes and range of comments.

1. They tend to be most critical of the College and the D.O.
profession,

2, In terms of career choice, they most often indicate they would
like to specialize.

3. They emphasize the unscientific aspects of OMT training and
state they have no plans for using OMT in their careers.

The following is a student comment:

"I won't even talk about that [OMT training]l. I
won't practice OMT. The way it was taught at
school-—it's unscientific... OMT was... it was
Just drudgery. Go out and snap, crackle, and pop
and everybody feels better. T don't believe it
helps people... Maybe it does make someone feel
better, and if that's the only thing it does, well
fine then."

4. They strongly de-emphasize OMT's role in medicine.

A clerkship student said:

5 "... To me it was something I couldn't see myself
doing. I didn't have much respect for someone
who would do only manipulation. I consider it—-
after learning all we've learned, kind of throw-
ing away too much. It just didn't appeal to me
at all."

5. They regard the holistic approach as very vague.

6. They are concerned about the low status of the pro-
fession. Several students talked about a Chicago
survey of one thousand paramedical personnel in
which the D.0O, profession ranked behind X-ray
technician or forty-first in category.

7. They have experienced examples of unethical medicine prac-
ticed by individual D.0O. physicians--specialists and general
practitioners alike.

A clinical clerkship student said:

"It doesn't make oneself proud of his profession
when he goes out and he sees what T have seen and
heard what I've heard from other students.”
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8. They are critical of spending six weeks of their clerkship
year in a junior partnership.

A clerkship student said:

"But other than that... it was not worth six weeks.
I could have learned those things in two days. It's
not worth a six week period." .

9. They feel the M.,D. and D.0. professions are separate for
political reasoms.

One student said:
"The true issue today is more of a political issue
than a skills difference."

10, They regard the A.0.A. as an inflexible organization of
older D.0. physicians. Several chose to mention their
opinions about the A.0.A. One student referred to the
student council referendum passed by all D.O. student
bodies that the D,.0. degree be changed to an M.D.O.
degree which was tabled by the A.0.A.

11. They are appreciative to the profession for providing them
training to become a doctor.

One student said:

"I'm really grateful.to them for giving me the
opportunity to get an education and to go out
and practice medicine. That's what I wanted to

do. But geez, they make me ashamed of it too,
sometimes."

Summary

Based on the research data, there appears to be a relationship
between students' career choice and opinion about what the osteopathic
physician does that i1s different from the allopathic physician. Students
who have definitely decided careers as general practitioners and have not
waivered from this lifetime goal hold the opinion that osteopathic medi-
cal physicians provide better patient care. Students who wish to spe-
cialize make up the group that is most critical of the position that
‘osteopathic medical physicians are different from allopathic physicians.

It should be emphasized that they are also advocates of the osteopathic
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medical profession but for different reasons. They value the profes-
sion's separateness for political and economic motivations. Their
justification for this position is that as D.0. specialists they

will need referrals from other D.0.'s who are general practitioners.
The middle group of students are still searching for differences
between M.D.'s and D.0.'s and have varying awareness levels about the
osteopathic medical profession. Some are newcomers to the profession;
some have known about the profession since childhood. This middle
group would like to see OMT used by all doctors. They feel that the
separateness of the profession reduces the opportunity for more people
to benefit from OMT. Many of these students are undecided as to their
career choice. Thus it is premature to identify relationships between
career choice and opinions about the D.0O. physician for the middle

group.

Section 6: The Future of the Osteopathic Profession

Introduction

In Section 6, a summary of the survey questionnaire data re-
garding changes in osteopathic medicine and medical practice is presented
and analyzed. In addition, students' opinions about the future of the
profession and their preferences as to the relationships between M.D.'s

and D.0.'s have been documented.

Osteopathic Medical Changes

In the final section of the survey questionnaire students
were asked to indicate their opinion about foreseeable changes in

medical practice in terms of what they would/would not like to see
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happen and what will/will not happen. See Appendix II, p. 137 for
questionnaire items. Minority and women responses were analyzed for
possible deviation in response. The data indicates a majority of males
and a majority of females feel the same way about what they would like
to see happen and what they feel will happen. The minority students
who completed this section of the questionnaire (N = 3 out of 5 Black
students), however, expreséed no identifiable pattern of response and
were a small research sample. The following is a summary which high-
lights those questionnaire items receiving a majority response from
MSU-COM students in the August 1975 graduating class.
Question 1

Ninety-one percent of the students listed they would not

~ like D.O.'s to become identifiéd as specialists and sub-specialists.

Eighty~-four percent feel the profession will not be identified as
specialists and sub-specialists. Based on data obtained from the
interviews, two groups of students supported this statement for
different reasons. First, those who planned to specialize (20% of
the class) feel there needs to be a large population of D.0O. general
practitioners to receive patient referrals. Second, those who planned
to be general practitioners (62%) would like to see the profession's
image of providing service-to~society maintained and the rights of
general practitioners respected within the A.0.A, structure.
Question 2

Eighty-three percent of the students indicated they would not
like to see all or nearly all D.O.'s work in either group practices or
as salaried professionals for large scale health care units. Sixty-

four percent indicated that they feel that most D.O.'s will not work in

| e
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group practices or as salaried professionals. This pattern of response
indicated most clerkship students wished that "more than a few" of their
profession would establish private practices. It is worth reiterating
that an overwhelming majority of students, however, contemplate practices

" Yprivate group," or "hospital based

characterized as '"partnership,
groups." Only twelve students listed a practice characterized as
"individual." (See Table 1lla, p. 135).

Questions 3, 4 and 5

Sixty-seven percent of the students listed they would not
like to see medical care finanged by governmentally sponsored, prepaid
insurance. Seventy-one percent, however, felt that government will
eventually sponsor prepaid insurance. The pattern of response for
this item indicates that for the majority of students surveyed, the
future role of the government in health care will be in conflict with
their opinion of what government should do. Also, 86% of the students
would not like to see public legislation limit fees a D.0O. may charge
for services. But barely a majority, 527 of the class, feels this will
not happen. Fifty-three percent would not like to see comprehensive
medical screening financed out of public funds. Sixty-seven percent
of those surveyed feel this will not happen. It is significant
that students consistently rejected government participation in aspects
of the health care delivery system.

Questions 6 and 7

Fifty-seven percent would like to view medicine as more the
manipulation of the social and emotional factors in the life style of

the patients; preventive medicine and comprehensive care for patients

being significantly more important functions of the physician. Seventy-
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two percent, however, feel medicine will continue to emphasize the treat-
ment of disease, Ninety percent ofwthe students feel hospitals should
continue to be used as diagnostic and treatment centers. Ninety-seven
percent feel that hospitals will continue to be used in such a manner.

Questions 8 and 9

Sixty percent of the students would not like to see D.O.'s
emphasize computerized diagnosis systems and computerized sources of
treatment selection. Sixty-six percent feel D.O. physicians will not
have access to such systems. Ninety-five percent would not like to view
D.0.'s as devoting less time to patient care and significantly more time
to supervisory and/or managerial functions. Eighty-three percent feel
that this will not happen ~- that is the D.0. physician will continue
to devote time to patient care rather than managerial functions. The
patterns of response received on these two questionnaire items support
the position that D.0O.'s would like to be regarded as personally
involved in determining patient care management which cannot be channeled
through computers and which involves the additional requirement of

spending time with patients.

Future of the Profession

Advocates of the Profession

During the interview, students were asked how they would like
the future of the profession to develop. Their remarks have been cate-
gorized into three groups which represent the range of comments received.
Those who advocate the D.0. profession have different opinicns about the
direction of development. One group would like the profession to continue
producing general practitioners and regarded this as the significant

contribution by D.0O.'s to society. They hoped the profession would
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develop research on OMI, the emphasis of the holistic approach, and the

osteopathic philosophy. Most of these students planned general practice
careers and viewed the increase in osteopathic specialists as a negative
occurrence because this would detract from the osteopathic philosophy of
treating the individual rather than the disease.

A clinical clerkship student expressed this opinion:

"I'd say the osteopathic physician is coming more and

more toward the allopathic at least in the Detroit

settings. I feel they're trying to become specialty

oriented and very advanced in their medical approaches

and place less emphasis on the osteopathic approach...

The emphasis seems to be going toward specialty and

the more you emphasize that the more you're going to

get away from your osteopathic type approach."

The hospital experience reinforced the opinion held by students
that D.0. specialists are the same as M.D. specialists. In fact, they
expressed disappointment that physicians in D.0. hospitals did not util-
ize the osteopathic approach to patient care nor did hospital staff

physicians encourage the general practice career.

A student remarked:

"There seems to be in this atmosphere an expectancy...

When are you going to go on your residency? When are

you going to look for a residency? If you say you're

going to be a GP someone will look at you as though it

was not the number one choice that you could have made.”
They were optimistic that the younger members of the profession will
espouse the ideals 6f the osteopathic profession.

The other group of advocates of the profession encouraged the

development of the profession in the area of post-graduate training for

D,0.'s in allopathic teaching hospitals and research centers.

For example, one student said:

"There should be more flexible post-graduate training
policies.,.. The D.0. profession restricts this but I
think you should have opportunities to go out into
allopathic hospitals. I'm totally against this 'get

ru.»,w.; Bl LRl
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all your training in a D.0. institution,' because
I've seen the D.0.'s that are out in practice now.
All thelr surgeons are trained by the same guy.

No one does anything different. There's too much
inbreeding in this profession and it's not healthy."

They mentioned the foreign medical graduate (FMG) was part of the M.D.
profession's renewed interést in cooperation.

For example:

"There are plenty of allopathic hospitals that would
love D.O. interns and D.0. residents because they
want an American doctor that speaks English and they
have lots of empty residencies like anesthesiology
that need filling."

With regard to the future of the profession, the

same student said:

"... In Michigan you have a large population of D.0.'s
and you're turning out more all the time from Michigan
residents graduating from MSU, I think the profession
is going to be more or less saturated in a few years,
if it isn't already in the Michigan area. I think
some of us are going to be forced out and start to
pioneer in other states. I think the osteopathic pro-
fession--if you look into it a bit--a lot of it was
done by pioneering within the last twenty years."

This group also strongly supported research on OMT because they felt OMT

was too unscientific at this stage. They were convinced differences

between M.D.'s and D.0.'s did not exist but preferred to see the osteo-
pathic medical profession maintained.

For example, one student said:

"I see practically no difference at all between the
two professions. I've seen probably more variations
individually from one D.0. to the next than I've ever
seen between D.0.'s and M.D.'s."

Another said:

"I like the idea of a D.0. profession and an M,D.
profession because T think competition is good...
It will give much better health care delivery."

A third advocate of the D.0. profession said:

"When I was brought up we always went to M.D. phys~
icians. So did my friends and their wives and their
children., You always have to explain. What do you
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do? If you do the same things, then why are you
different? A whole gamut of questions that T,
despise to even talk about. T figure since I had

to go through that routine, I would just stay an.-
osteopath., I like that identity. Not only that,
I've become proud of the people T work with, In
some discussions I've felt a little bit threatened;
I've had to do some sticking up and now I feel very
comfortable, The future of the profession~-I really
hope it stays. I'd like to stay a D.O.; I don't
want to lose that. I feel they made me a doctor and
I'm very grateful for that, I really like what I've
become and what I'm doing. Being a D.0. is a funny
thing--with a lot of explaining to do--and now I
figure after all that explaining I've done I want

to stay a D.0."

Advocates of Patient Care

The third group of students regarded themselves as "advocates
of patient care." They indicated they had seen minor differences between
M.D.'s and D.O.'s and did not feel the differences were significant
enough to maiﬁtain the two separate professions. A forced merger by the
government was considered a positive outcome. They stated patient care
was more important than "politics" and "competition." They hoped that
OMT could be scientifically proven so that both the M.D.'s and the D.O.'s

would include it in the diagnosis and treatment of patients.

More Cooperation

Clinical Rotations for D.O. Students in M.D. Hospitals

Students felt there should be more cooperation with M,D.'s and
with their institutions. Clinical rotations in M.D. institutions for
D.0. students were frequently suggested by students who had different
opinions on the future of the profession. The main issue expressed by
an overwhelming majority of students was that the D.0. hospitals had a

low census at certain times of the year for certain services and in the
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Detroit area pediatrics cases are referred to Children's Hospital,

which is an allopathic institution with a few D.0.'s having privileges
there. For example, one student described the pediatrics service as a
fiasco. The following is an ekéerpt from thét interview,

Interviewer: "What are some of the reasons?"

Student: '"Low census, no doctors, no residents to
talk to, and the pediatricians are busy. They really
can't give you that much time because they've got

busy office practices. They're not here in the morn-
ings... The College should make sure they have pediat-
rics someplace where they do pediatrics! Either ro-
tate us to Children's or someplace., There's no sense
in giving us pediatrics here because you don't learn
any clinical skills, I didn't see a single kid that

I had to do any kind of hospital procedure on."

More Cooperation with M.D.'s

In general, students felt there should be more cooperation and
communication with the allopathic profession. Several students mentioned
they had friends who were M.D. students and hoped to maintain a profes-
sional relationship with them.

One student's comments illustrate this issue:

"Separate but equal is something that the osteopathic
profession has tried to maintain and I think for good
reason. As far as the future goes, I think that we
must have more cooperation between the allopathic and
osteopathic schools, If a man is an M.D. and another
man is a D.O. that they could sit down as gentlemen

and communicate, and possibly work up cases between
them. T think to stay off in one little clique is

to the detriment of the patient. I think the patient
benefits from the best hospital care and I have noticed
recently that M.D.'s and D.0O.'s are going into practice
together. I don't know 1f it has the blessing of the
AM.A. or the A.0.A, but I know that there are some
right here at this hospital... I do definitely think
that we'll maintain a separate but equal standing.

I for one hope for more cooperation between the two
groups."

;
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Another student said: ,

"] think being associated with the M.D.'s and
seeing they're not totally different than we
are is good too... It's great to have classes
with them [M.D. students] and for that matter
T think it would be good 1f we had more options
to do clinical rotations in M.D. hospitals. I
think there's just a little too much prejudice
between the two schools [MSU-COM and MSU-CHM].
If they'd open up a little more it would open
up educational opportunities for both schools."

More Public Relations

The overwhelming majority of students mentioned the osteo-
pathic profession needed to develop more effective public relations.
Some students felt a change in the degree from D.0. to M.D,.0. would
help the public realize that the D.0. physician was not strictly a
"bone" doctor. The concern was that the public does not have enough
knowledge about the profession. The little information the public has
is either outdated or mythical. The public relations effort should

relate to the present functions of the D.O., physician,

Summary

In summary, the survey questioﬁnaire data indicated a majority
of males and a majority of females held the same opinions about what they
would like to see happen and what they feel will happen regarding osteo-
pathic medical changes. The racial/ethnic minority students expressed
different opinions from their classmates on several issues. A majority
of the class consistently rejected government participation in aspects
of medical care and most racial/ethnic minority students did not share
this opinion., Three groups of students expressed varying opinions when

asked how they would like the future of the osteopathic profession to
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develop. One faction encouraged the development of the uniqueness of
the profession. They felt the profession should remain separate because
D.0.'s can better serve soclety's health care needs than M.D.'s. The
other group felt M.D.'s and D.0.'s provided the same quality of care and
believed the osteopathic medical profession should be maintained and its
speclalty fields developed. The third group of students considered the
maintenance of two professions as a questionable situation when for them
patient care was the most important, These students did not feel the
minor differences between the M.D.'s and D.0.'s justified the existence
of two professions. All students would like to see an increase in coop-
eration and communication between the two professions. Some regarded
clinical rotations in allopathic institutions for osteopathic medical
students as a positive educational outcome. The overwhelming majority
of students strongly urged the profession initiate more effective public
relations about the osteopathic medical profession reflecting the present

functions of the D.0. physician.



CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS

Introduction

The purpose of this study was to evaluate a professional pro-

gram leading to the Doctor of Osteopathy degree using several inter-

related procedures. Part of the task was to identify the views and
concerns of clinical clerkship students in the August 1975 graduating
class at Michigan State University College of Osteopathic Medicine.
The study identified their views and concerns by means of a taped
semi~-structured personal interview. A survey questionnaire provided

data regarding background characteristics and views about changes in

medicine and medical care. Pertinent additional background data about

students were obtained from either the College or the University's

Department of Information Services. Based on student responses, a
summary statement about the osteopathic medical program was devel-
oped and submitted to MSU-COM faculty and administrators for review

and feedback. The reactions of selected osteopathic medical faculty

and administrators about students' perceptions of the MSU-COM training
program have been obtained by means of a semi-structured personal inter-

view and have been included in the Implications Section of this Chapter.
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The present chapter is organized as follows:
1. Major findings and discussion
2. Implications

3. Recommendations

Major Findings and Discussion

The major findings regarding students' views and concerns
about their osteopathic medical training program were:

About the MSU~COM Program:

—~ A majority of third year students favored the use of simulated
patients for the systems courses when real patients were not
available.

~— A majority of clinical clerkship students regarded the
Unit II requirement of spending afternoons in the osteopathic
teaching hospitals in Detroit as totally inadequate clinical
exposure and favored spending at least mornings or full day
clinical hospital experiences immediately after and related to
each systems course.

~- A majority of third year MSU-COM students feel the clinical
clerkship experiences needed to be standardized especially
in a three~year program.

=~  Students who held strong feelings about the MSU-COM program
favored the four~year program for the training of general
practitioners.

About the Osteopathic Medical Profession:

- Ninety-one percent would not like to see osteopathic physicians
become identified as specialists and sub-specialists and eighty-

four percent feel this will not happen.
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Students who did not favor a merger between M.D.'s and D.O.'s
favored approval of post graduate training for D.0.'s in allo-
pathic teaching hospitals and research centers.
Students overwhelmingly urged the initiation of effective public
relations to reflect the present functions of the osteopathic
medical profession.
Three groups of students held differing views on the future devel-
opment of the profession. One group of students would like the
profession to develop along the pattern of giving emphasis to
producing general practitioners and the uniqueness of osteopathic
medicine. Another group favored the development of residency pro-
grams for speclalties. A third group of students were unsure as
to the future development of the profession and questioned the

maintenance of two medical professions.

About the MSU-COM Students:

A majority of students list either a personal or family friend as
the most significant person that influenced them into the osteo-
pathic medical profession.

Fifty-six percent of the August 1975 graduates were the first mem-
ber of their family to begin a career in the health care field.
Seventy-~five percent of the students sought admission to at least
one or more allopathic medical schools.

A majority of the members of this class were Michigan residents,
white single males, 27 years old at the time of graduation, and
had earned their undergraduate degree from a 4-year public insti-

tution.
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--  Sixty-two percent of the students indicated they contemplated a
general practice career; nineteen percent a speclalty field; six-
teen percent undecided; three percent a research/teaching career.

-~  More than a majority of the students consistently rejected govern-
ment participation in these aspects of the health care delivery
system: prepaid government insurance (67%); limits on physicians'
fees (86%); and comprehensive medical screening financed out of
public funds (53%).

It would appear from the data that students perceive there to
be both specific and general areas of concern regarding their osteo-
pathic medical training program. A general area of concern consistently
reported by students throughout this study was the need for the College
to develop meaningful additional patient experiences. When commenting
on their osteopathic manipulative therapy instruction, students over-
whelmingly express dissatisfaction with having to apply osteopathic
manipulation on fellow students who expressed no osteopathic dysfunction.
When commenting on improving their systems courses in Unit II, students
encouraged the use of simulated patieﬁts when real patients were not
available, When offering their ideas as to improving the transition
between Unit II didacties and the Unit II clinical clerkship year, stu-
dents mentioned increased patient exposure in the hospital clinical set-
ting. On this issue, students strongly urged spending at least full
days or full mornings in the hospital environment rather than afternoons.
Students recognized that two contributing factors to the transition prob-
lem between Unit II and Unit III relate to the geographical separation of
the College from its clinical teaching facilities and a lack of clinical

faculty on campus.
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With regard to the clerkship year, students expressed the
general concern that more support services were needed for Unit III of
the College's program. Part of establishing support services is that
additional personnel from the College be involved in the clerkship
program and be physically based near the Detroit area., To improve
the transition between didactics medicine and the clinical medicine,
the recommendation that there be a clinical clerkship orientation
meeting at the start of the third year and at the start of each rota-
tion was offered. Students expressed the optimism that 1f more person-

nel were involved in the teaching hospitals an increase in communication

with the College and improved experiences in the clerkship year would

result.

Implications for the College

Reactions obtained from selected MSU-COM faculty and adminis—
trators indicated the summary statement about the medical training pro-
gram interfaced with other in-house evaluation efforts served several
purposes some of which were:

(1) reinforced knowledge about problem areas in the College

program,

(2) spurred the development of a clinical clerkship student
orientation and the plans for hiring additional staff for the clinical
clerkship component,

(3) encouraged the development of a College-sponsored retreat

with volunteer clinical faculty to improve communication,
(4) served as a basis for study by members of the College's

in~-house self-study accreditation committee, and
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(5) provided the College's Admissions Office with new information
about the characteristics of a single graduating class of MSU~COM stu-
dents and served as a start toward collecting background data about
students.

From the researcher's personal perspective, this program
evaluation study also helped underscore MSU-COM's dual function of
continuing to produce primary care physicians and conducting research
on manipulative techniques.

This study indicated that MSU-COM has successfully selected
a majority of individuals who planned general practitioner careers
which was maintained during their training‘years. Politically,.this
is a very positive outcome for the profession in the State of Michigan.
It is speculative at this point to say whether this population of D.O.
physicians will continue to develop and maintain the holistic approach
and establish the small community-based practices representative of the
osteopathic profession in Michigan. A strong message received particu-
larly from the speclalty career-oriented individuals, however, is that
they do not feel from personal experience that they will use OMT nor
are they sure of its usefulness. It is further surmised that these
individuals have entered the osteopathic medical profession as a second
choice but with strong science backgrounds and will not accept OMT as
a valid part of medicine without proof of its value, which points to
the pressure for research on osteopathic manipulative techniques and
osteopathic principles. The profession, through MSU-COM, occupies a
favorable position to avail of university resources to produce such

research.
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Specifically, the College's Department of Biomechanics has
attracted an inter-disciplinary team of faculty who are engaged in
research on osteopathic principles and techniques. 1In terms of the
long-range objective of producing research/teaching oriented individ-
uals, MSU-COM appears to be attracting research-minded app1¥cants for
the profession, as evidenced by the selection of students who
already held Ph.D. degrees and who participated in the College's

Faculty Development Program, and plan research/teaching careers.

Implications for the Profession

This study also has implications for the profession. Based
on the researcher's perceptions about the recent changes in osteopathic
medical education and from the data obtained in this study, the follow-
ing discussion enlarges on the possible impact upon the osteopathic
medical profession from moving its training programs to university
campuses,

By originally establishing its colleges in small communities
in isolation from mainstream academia, the D.0. profession in the past
experienced constant pressure to prove its worth. The reaction from
the osteopathic medical community (as a minority medical profession) was
to prove itself by emphasizing its unique characteristics such as the
importance of osteopathic manipulation and osteopathic principles. The
profession also demonstrated its validity and contribution to health
care by successfully training a population of general practitioners who
established practices in rural communities.

Moving osteopathic medical colleges into affiliation with

the university may be accompanied by certain trends, however, that
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would tend to encourage the gradual elimination of the unique nature
'of the osteopathic medical profession. First, the data in this study
identified that (1) there is a tendency for students to apply and be
admitted, although they have no direct interest in osteopathic medicine
per se; (2) there is a disinterest of many students in osteopathic
manipulative techniques; and (3) there are many students interested in

specialization.

Additionally, as the D.0. profession gains acceptance in
academia, the framework for more ready and widespread public acceptance
is created. The pressure which was previously exerted on the osteopathic
profession is eased and may even cease altogether. The acceptance of
the D.0O. profession as an equivalent to the M.D. profession could
readily lead to the elimination of the need for the profession to
emphasize thosé characteristics regarded as osteopathic and different
from the M.D. profession.

These points seem to be sufficiently apparent and are men-
tioned to initiate attention on some of these critical issues surround-
ing the D.O. identity crisis. Furthermore, this study, as the first
attempt to examine osteopathic medical training conducted in affilia-
tion with a major university, stresses the importance of stocktaking

in relation to the M.D. profession.

Recommendations for Further Research

Areas suggested for further research have grown from this
preliminary program evaluation study using clinical clerkship students
at Michigan State University College of Osteopathic Medicine. These

are organized as follows:
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(1) TFurther research for the College,
(2) Further research for the osteopathic medical profession at

the national level.

Research for MSU-COM

1. There is a need to examine the perceptions of additional
osteopathic medical students about their training program by studying
the reactions of other classes of clinical clerkship students.

2, There is a need to examine the reactions of graduates of
MSU-COM regarding their medical education now that they are in their
internship year.

3. There is a need to obtain and analyze background characteris—

tics of other graduating classes from MSU-COM.

Research for the Osteopathic Medical Profession

Osteopathic medical colleges have been operating as privately
supported, free-standing institutions until the establishment of
Michigan State University College of Osteopathic Medicine, 1969, the
Texas College of Osteopathic Medicine, 1970, and the latest such affil-
iation, the Ohio University College of Osteopathic Medicine in 1975.
This new pattern of affiliation of osteopathic medical colleges with
established universities may gradually produce significant changes in
the D.0. profession and its training programs. This and other factors
suggest that the next decade may be a critical one in the development
of the osteopathic medical profession. 1t is recommended that the
profession take a leadership position by initiating support for the

development of reporting procedures and the collection of data which
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will monitor the changes and provide feedback on some of the crucial

issues in osteopathic medical education as they develop. Areas

suggested for further research are:

A, Regarding osteopathic medical student selection:

What admission criteria are presently used to assess commit-
ment to the osteopathic medical profession and philosophy?

Is there a demographic data base presently available that is
revelatory of shifting patterns in applicant and student
population characteristics?

What are the geographical sources of osteopathic medical
applicants and students?

What are the socioeconomic backgrounds of osteopathic medical
applicants and students?

What data base system could be instituted to systematically
collect information about D.0. student characteristics?

B. Regarding those presently enrolled in D.O. colleges:

What are the entering students' attitudes toward or commit-
ments to OMT, the osteopathic philosophy, and the osteopathic
medical profession?

Why do students attend an osteopathic medical college?

What are senior students' satisfactions and dissatisfactions
with their professional training?

What are senior students' views and concerns about the future
of the profession?

What are the career plans of senior students?

C. Regarding the education process:

How is OMT training conducted? 1Is this adequate?

How are osteopathic principles introduced and developed?
Are these principles reflected in the curriculum?

How are the basic science and clinical science training integ-
rated? Does the university affiliation facilitate or pose
any problems in integration?
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- To what extent is there a maintenance of GP orientation
versus specialty training?

D. Regarding those who have completed osteopathic medical training
recently and are now interns or in practice:

-— What are their views about the developing nature of osteo-
pathic medicine as to philosophy, general practice orien-
tatjon, and OMT?

—  What suggestions do they have for student selection and
training?

-- To what extent do they use OMT?

-- What are their views about the long-term relationship of the
D.0. and the M.D. professions?

;
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APPENDIX I:

SEMI-~-STRUCTURED INTERVIEW QUESTIONS

Introduction: Introduce the study stating that it is con-

ducted with financial support from the College to the Office of Instit~
utional Research. Explain the reporting procedures will maintain
students' anonymity. Ask for any initial questions regarding the

nature of the study.

Items 1 and 2: Can you think of two or three situations in

your clerkship experience in which you were required to do something
whose outcome was bothersome? Please describe the situation, why it
was of concern to you, and what was at issue. Could the College have
done anything to improve or alleviate the situation?

Items 3 and 4: Can you think of two or three situations in
your clerkship experience in which you were required to do something
whose outcome you felt very positive about? Please describe the sit-
uation and try to expand on why it was a positive one for you,

Items 5 and 6: Based on your first two years of training,

do you have any ideas as to improving the transition from the second
to the third yvears; from didactic to clinical settings? What advice
to second year students might you have?

Item 7: Do you use OMTI? Do you feel that your OMT training
was adequate? How could your OMT training be improved?
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Item 8: Shifting to an altogether different topic, what have
you settled to be in your own mind the differences between what the
osteopathic physician does from the allopathic physician?

Item 9: How would you like the osteopathic medical profession
to develop in the future? |

Item 10: What is your career choice? ... ultimately general
practice or specialization? Do you feel the MSU-COM curriculum favors
this choice? 1Is there anything that could be improved in this regard?

Item 11: Where are ybu going to do your internship? 1Is there
anything the College could do to improve the internship selection
process?

Item 12: TIs there something that we haven't touched upon

that you might like to talk about?



APPENDIX II:

SURVEY QUESTIONNAIRE AND SURVEY DATA

At the time of the interviews, short questionnaires were dis-
tributed to the interviewees in order to obtain biographical and correl-
ative data. Of the sixty-four members in the August 1975 graduating
class, a total of sixty—one students (95% of. the class) completed and
returned their questionnaires. One transfer student to MSU-COM from the
Chicago College of Osteopathic Medicine was deleted from the class pro-
file and two students did not return a questionnaire. The data in some
instances are summarized in narrative rather than tabular form.* Per-
centages for major questions have been determined from the response base.

Question 1 (See Table la)

In what areas have you had occupational or organizational experience
prior to entry into osteopathic medical college?

a) Experience in medical care setting, e.g., hospital worker,
ambulance attendant, clinical laboratory attendant.

b) Experience in "helping" activities, e.g., counselor, playground
director, social casework, work with underprivileged children
or adults, work with juvenile corrections, Peace Corps,

VISTA, etc.

¢) Research or technical experience, e.g. lab technician, biologist,
engineer, technical aide, research assistant, etc.

d) Teaching experience, e.g., instructor, tutor, graduate assis-
tant, etc.

e) Experience in dealing with the public, e.g., salesman, public
affairs officer, receptionist, etc.

f) TUnskilled labor, e.g., construction worker, life guard, summer
resort worker, farm laborer.

g) Other (specify)

Table 1la
Areas of Occupational or Organizational Experience

Male Female Total

Medical Care Setting 27 3 30
Helping Activities 19 6 25
Research or Technical 28 4 32
Teaching 23 6 29
Dealing with Public 22 6 28
Unskilled Labor 31 4 35
Other 8 0 8

*See Section 1 and Section 4, Ch. IV for further data analysis.
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Eight students reported other types of work experience such
as seminarian (2), journalist (2), radio programmer (1) Russian
interpreter (1), pharmaceutical representative (1). There was one
no respense to this question.

Question 2 (See Table 2a)

Indicate your undergraduate degree:

Major Minor

Table 2a
Responding Clinical Clerkship Students' Undergraduate Training

Field of Study Male Female Total

17
12

Biology 12
Zoology 10
Pgychology
Chemistry
Biochemistry
Engineering
Liberal Arts
Pharmacy
Animal Behavior
Botany
Combined Sciences
Economics
Math/Biology
Medical Technology
Microbiology
Natural Science
Physics

© Social Science
No Degree
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When asked about thelr minor fields of study, twenty-four
students reported that their minors were in fields that are natural
science related. Two students reported minors in psychology, and six
students reported minors in various other fields. Twenty-nine students,
or 477 of the responding sample, did not answer the question.
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Question 2.1

If you have a graduate degree, indicate:

Degree - Field of Study

A total of eighteen students reported that they had earned
advanced degrees before entering the MSU College of Osteopathic Medicine.
These included fourteen masters degrees or 23% of the research sample,
and four Ph.D. degrees or 77 of the research sample. All of the ad-
vanced degrees earned with the exception of two were in natural science
related fields such as microbiology, organic chemistry, pathology, and
physiology. Four of the masters degrees are held by females.
Question 3 (See Table 3a)
When did you first learn about the osteopathic medical profession?

Table 3a

When Students First Learned of the Osteopathic Medical Profession

Male Female Total Percent

Childhood 13 5 18 31%
Teenage 10 3 13 22%
Recent Years 26 1 27 47%
No Response 2 1 3

Question 4 (See Table 4a)

Are any members of your immediate family in the osteopathic profession?
a) no
b) ves

If yes, relationship is:

Table 4a
Members of Immediate Family in Osteopathic Profession

Male TFemale Total Percent

No 47 10 57 937
Yes 4 0 4 7%

The relationship of members of the immediate family in the osteopathic
medical profession are: parents (2), brother (1). One student listed
uncle and cousin as members of the immediate family. This response is
included as an affirmative response.



a)
b)

a)
b)
c)
d)
e)
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Question 5 (See Table 5a)

Are there others who influenced you into the osteopathic profession?

no
yes

If yes, relationship is:
family friend

personal friend
neighbor

aunt or uncle -

other

Table 5a

Others Who Influenced Student into the Osteopathic Profession

Male Female Total Percent

No 15 4 19 32%
Yes 35 6 41 687
No Response 1 0 1

If yes, relationship is:

Family Friend 12 2 14
Personal Friend 16 2 18
Neighbor 1 0 1

Aunt or Uncle 2 0 2

Other 14 2 16

Clinical clerkship students were allowed to list as many per-
sons as applicable., In the category "Other" are: family physician (6),
contact with osteopathic physicians (4), instructors or advisors (5),

professions?
a)
b)

a)
b)
c)
d)
e)

No
Yes

O AETIRTEROINES
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i
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and M,D. brother (1).
Question 6 (See Table 6a)

Are members of your immediate family in the other medical or health

no
ves

If yes, type of profession is:
allopathic dozcor (specialty)
nurse

nutritionist

medical technician

other

Table 6a

Members of Immediate Family in Other Medical or Health Professions

Male Female Total Percent

34 4 38 627
17 6 23 38%
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Table 6a(cont'd.)

‘Male Female Total Percent

If yes, type of profession is:

Allopathic Doctor 2 2 4
Nurse 8 2 10
Nutritionist 0 0 0
Medical Technician 1 0 1
Other 9 4 13

Thirteen said they have immediate relatives who are dentists (3),
podiatrists (3), optician (1), optometrist (1), pharmacists (2),
biomedical engineer (1), funeral director (1), and a medical student
in ophthalmology (1). The allopathic doctors' types of medical spe-
cialty include: family practice (1), OB-GYN (1), internal medicine (1),
and allergist (1).

Question 7 (See Table 7a)
To how many allopathic medical schools did you apply?

a) O
b) 1-2
c) 3-6

d) 7 or more

Table 7a
Number of Allopathic Medical Schools to which Student Applied

Male TFemale Total Percent

Zero 11 4 15 25%
One to Two 9 0 9
Three to Six 18 4 22
Seven or more 13 2 15
At least one or more allopathic schools 40 6 46 75%

Question 7.1 (See Table 7.la)

Of these, how many accepted you?
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Table 7.1la

Students Granted Admission by Allopathic Medical Schools

Male Female Total Percent

Not applicable, did not apply 10 4 14

Not Accepted 22 4 26 -
Accepted by one 6 0 6
Accepted by two 0 1 1

No Response 13 1 14

Total accepted to one or

more allopathic schools 6 1 7 15%

Question 8 (See Table 8a)

To how many other D.0. programs did you apply?

a) 0
b) 1-2

c) 3=4
Table 8a
Number of Other Osteopathic Medical Schools to which Student Applied

Male Female Total Percent

Zero 23 5 28 467
One to Two 14 3 17

Three to Four 14 2 16

Applied to at least one or

more osteopathic schools 28 5 33 547

Question 8.1 (See Table 8.1a)

If more than one, names of other D.0. programs are:

Table 8.la

Other Osteopathic Medical Schools to which Students Applied

Male Female Total

Chicago College of Osteopathic Medicine 12 2 14
College of Osteopathic Medicine and

Surgery, Des Moines 9 1 10
Kansas City College of Osteopathic Medicine 9 1 10
Kirksville College of Osteopathic Medicine 9 0 9

8 0 8

Philadelphia College of Osteopathic Medicine

Question 9 (See Table 9a)

Of these, how many accepted you other than MSU~COM?
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Table 9a
Granted Admission by Other Osteopathic Medical Schools

Male Female Total Percent

Not Applicable, did not apply 21 5 26

Not Accepted 13 3 16

Accepted by one other 10 1 11
Accepted by two other 3 0 3

No Response 4 1 5

Total Accepted to one or more

other osteopathic medical schools 13 1 14 407%%

The data from Table 7a through Table 9a is summarized in
Figure la. Seventy-five percent of the students applied to allopathic
medical schools (Groups 1 and 2 combined); fifty-four percent of the
students applied to other osteopathic medical schools (Groups 2 and 3
combined); and fifteen percent of the class applied to MSU-COM only.

Figure 1la
75% 547%
Applied to Applied to other
allopathic osteopathic

\\\\'

=

APPLLCATION PATTERNS

1) / 2) 3) NE

Applied only to Applied to both Applied only Applied only

Q
N

allopathic allopathic, other to other to MSU~-COM
schools and osteopathic, and osteopathic
MSU-COM MsU-COM and MSU-COM

*Percentage is determined from the response base of those
who applied to D.0O. schoals (N=30).
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The data pertaining to application patterns for the MSU-COM
graduating class of August 1975 (See Figure la) indicates there are four
distinct groups of students. Group 1 or 31% of the class with N=19 are
those students who sought admission at M.D. institutions and applied to
MSU-COM as the one osteopathic medical school acceptable to them.

Group 2 or 447 of the class with N=27 are those students who very much
wanted to be a doctor. In their efforts to get admitted at a medical
school they applied to both M.D. and other D.0O. degree granting insti-
tutions. Group 2 is the largest group of students admitted at MSU-COM.
For these students, the type of degree probably does not matter. Group 3
or 107 of the class with N=6 is the smallest group in the class. These
students wanted to become osteopathic medical doctors. They applied to
institutions within the profession and applied to two or more osteopathic
colleges. Group 4 or 157 of the class with N=9 are distinct from Groups
1, 2, and 3. These students selectively applied only to MSU-COM and

thus wanted to be D.0. doctors trained in Michigan exclusively at MSU-COM.

Question 10 (See Table 10a)

What factors were important to you in selecting MSU-COM?
(open-ended)
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Table 10a
Factors Favorable to Selection of MSU-COM
Group 1 Group 2 Group 3 Group 4 Total
3 " 3
28 528, oF 3
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1) MICHIGAN: location/convenience 9 15 6 5 35
2) MSU: affiliation with large
university 4 14 2 2 22
3) FINANCIAL: low tuition,
scholarships 3 5 3 2 13
4) MSU-COM PROGRAM
a. progressive program 4 8 1 1 14
b. three~year curriculum 1 2 1 4
c. general practice emphasis 3 1 4
d. faculty; teaching program 1 2 . 3
e. new college 1 1
f. clinical program 1 1
g. general 3 4 1 8
(subtotals, items 4a-4f) 13 18 1 3 35
5) ACCEPTANCE INTO MSU-COM 2 7 9
6) OTHER: recommended by others,
et cetera 2 3 2 7
NO RESPONSE 2 1 1 1 5

Students were able to list as many factors as they felt
significant. The factors were then arranged into categories as listed
in Table 10a. Responses have been differentiated into four groups,
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reflecting the type of medical schools to which students applied. These
four groups are the same as those in Figure la. Group 1, those who regard
MSU-COM as the only acceptable D.0. college, list Michigan: location/
convenience most often as the only favorable factor in selection of MSU-
COM. Group 2, those who applied to both M,D. and other D.O. institutions,
most frequently list two favorable factors in selection of MSU~-COM:

(a) Michigan: location/convenience, and (b) MSU: affiliation with large
university. ‘

For students in Group 2 it can be concluded that MSU-COM was
selected because it 1s a medical school affiliated with a large univer-
sity and located in Michigan. Group 3, those who applied to at least
two or more colleges within the D.O. profession, list Michigan: location/
convenience as important in gelecting MSU-COM. Half of Group 3 list the
factor, finances. Group 4, those who only applied to MSU-COM (N=9) rank
Michigan: location/convenience most frequently and rank three factors
with equal frequency: (a) MSU: affiliation with large university, (b)
financial, and (c) other.

Question 11 (See Table 1lla)

What is the character of the osteopathic medical practice you now
contemplate? (Circle as many as applicable)

a) Individual g) Medical Administration
b) Partnership h) Research/Teaching

¢) Private Groups i) Industrial Clinics

d) Hospital Based Groups j) Other (specify)

e} Public Health k) Undecided

f) Industrial
Table 11a
Type of Practice Contemplated

Male Female Total

Individual 12 0 12
Partnership 35 3 38
Private Groups 23 5 28
Hospital Based Groups 9 3 12
Public Health 5 3 8
Industrial 0 0 0
Medical Administration 1 1 2
Research/Teaching 10 2 12
Industrial Clinics 0 0 0
Other: International, HMO 3 0 3
Undecided 3 3 6
No Response 2 0 2



a) Rural
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changes they felt
i the questionnaire
here are based on

? 91% of the class.
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Question 12 (See Table 12a)

In which size community have you spent most of your life?

(less than 9,000)

b) Small City (10,000 to 49,000)
c) Medium City (50,000 to 99,000)
d) Large City (100,000 to 149,000)
e) Metropolis (150,000 or more)

Table 12a

Size of Community in which Student Spent Most of Life

Male Female Total

Rural (less than 9,000) 6 3 9
Small City (10,000 to 49,000) 6 1 7
Medium City (50,000 to 99,000) 8 1 9
Large City (100,000 to 149,000) 9 1 10
Metropolis (150,000 or more) 22 4 26

Question 13 (See Table 13a)

In which size community do you expect you will practice?

(less than 9,000)

b) Small City (10,000 to 49,000)
¢) Medium city (50,000 to 99,000)
d) Large City (100,000 to 149,000)
e) Metropolis (150,000 or more)

Table 13a

Size of Community in which Student Expects to Practice Medicine

Male TFemale Total

Rural (less than 9,000) 6 2 8
Small City (10,000 to 49,000) 16 3 19
Medium City (50,000 to 99,000) 9 2 11
Large City (100,000 to 149,000) 7 1 8
Metropolis (150,000 or more) 10 1 11
Undecided 3 1 4

Question 14 (See Table l4a)

In the final section of the questionnaire the students were
given a list of possible changes in medicine and medical practice which
might take place within the foreseeable future, and were asked to indi~
cate which of those changes they would like to see happen and which

would happen. No response to this entire section of
was glven by three students. Thus, the percentages
a total responding sample of fifty-eight students or

Percentages for majority responses appear in brackets.
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Table 1l4a

Posasible Changes in Osteopathic Medicine and Medical Practice
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total % total Z total I total X
1) A4ll or nearly all osteopathic physicians
will be specialists and the specialties
will have divided into sub-specialties. 5 9 9 16 53 [91] 49 ({84]

2) 411 or nearly all osteopathic physiclans
will work either in group practices or as
salaried professionals for large scale
health care units. 10 17 21 36 38 (83]) 37 {e64]

3) All or nearly all medical care will be
financed by governmentally sponsored
prepaid insurance. 19 33 41 (71} 39 [67) 17 29

4) All or nearly all osteopathic physicilans
will be subjezt to public legislation in
which limits will be set on the fee an
osteopathic physician mway charge for
such services rendered. 8 14 28 48 50 [86] 30 ({52}

5) All or nearly all people, adults and
children, will regularly undergo com-

prehensive nedical screening, financed
out of public funds. 27 47 19 33 31 [53] 39 {67}

6) Medical physicians, generally, will
gsubscribe less to the view of medicine
as the treatment of disease and more to
the view of medicine as the manipulation
of the socfal and emotional factors in
the lifestyle of the patients; preventive
medicine and comprehensive care for pa-
tients will ‘be significantly more impor-
tant functlions of the medical physician. 33 [57) 16 28 25 43 42 [72]}

7) Osteopathic physicians, typically, will
nake significantly less use of hospitals
as disgnostic and treatment centers. 6 10 2 3 52 [90] s6 [97]

8) All or nearly all osteopathic physicians
will have access to computerized diagnosis

gystems and to computerized sources of
treatment selection. 23 40 20 34 35 [60] 38 [66]

9) Maay, if not most, osteopathic physicilans
will devote significantly less time to
patient care and significantly more time
to supervisory and/or managerial
functions; (the supervision of a variety
of specialized ancillary personnel en~
gaged in patient care and/or the manage-~
ment of a variety of kinds of health care
programs). 3 5 10 17 55 ([95] 48 (83])
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At the end of the questionnaire students were asked to specify
other changes in medicine and medical practice which they would like to
see happen in the foreseeable future. The suggested changes were: more
family practice residencies for D.0.'s; a merger between the allopathic
and osteopathic professions; osteopathic philosophy put into greater
use; more distinctness for the osteopathic profession; and osteopathic
physicians as family practitioners and allopathic physicians as special-
ists.

Data was later obtained regarding the ages of the sixty-fodf

students in the August 1975 MSU-COM graduating class. That data is
presented in Figure 2a.

Figure 2a

20 ' Mean Age: 27.86 years
Median Age: 26 years
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Table 15a%*
Type of Undergraduate College from which Student Graduated

Male Temale Total Percent

Four~Year Public . 42 6 48 75%
Four-Year Private . 12 3 15 23%
N/A 1 1 2%

Table 16a*#*

Career Choice Total Percent
1) General Practice 25 397

2) General Practice but will seek additional

training in GP field 5 8%

3) General Practice but will seek residency later 4 6%
4) General Practice, then internal medicine,

ER practice with hospital, or OB-GYN 6 9%

(subtotals, items 1-4) (40)  (62%)

5) Specialization 12 197

6) Undecided 10 16%

7) Research/Teaching 2 3%

Table 17a%%*
Marital Status at Graduation

Male Female Tbtal Percent

Married 27 3 30 477
Single 25 9 34 53%

*Based on data published by the University's Department of
Information Services.

*%Based on interview data.

***Based on data from the College's Office of Student Affairs.



APPENDIX III:

SEMI-STRUCTURED INTERVIEW QUESTIONS

WITH SELECTED MSU-COM FACULTY AND ADMINISTRATORS

Introduction: Explain that the purpose of this interview is

to document selected faculty's and administrator's reactions to the
student-based data.

Question 1: What are your reactions to the report?

Question 2: What are your suggestions about research activ-
ities which would extend some of the issues that students feel need
to be examined? other research activities?

Question 3: As department chairman [or director] how do you
feel faculty in your department [or administrative unit] could be
involved in addressing some of the concerns expressed by students?

Question 4: Are there any additional matters you wish to

discuss which would be useful in studying the MSU-COM program?
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