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ABSTRACT 

The healthcare marketplace is rapidly changing how we finance medical 

education, how we train physicians, and the interrelationships within an academic 

institution. This case study examined the historical development of the Department of 

Family and Community Medicine and the impact of growing financial constraints on the 

training of medical students and residents, the clinical practice, faculty workload, and 

departmental organization. The theoretical frameworks of resource dependence, culture, 

and professionalization theory were employed to understand how different groups within 

the context of an academic health center co-exist to meet the core missions of teaching, 

research, and service. Data collection was conducted over a two-year period and utilized 

the triangulation of interviews, docimient analysis, and participant observation methods. 

The study's findings indicated that the Department of Family and Community 

Medicine continually faced the challenge of being a primary care department in an 

academic medical culture that placed more emphasis on specialized care and specialty 

departments. Over a period of time, the Department went from a profit-center to a cost-

center where faculty's ability to teach and conduct research revolved around the success 

or failure of the clinical care enterprise. Faculty productivity was increasingly 

emphasized and its definition was dependent on the healthcare marketplace and the 

availability of resources. The competitive health care market encroached on faculty 

workload and manifested itself in part through the loss of a major patient care contract, 

the receivership of the Department, and the splitting of the Department and its resources. 
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During the period of time analyzed, the department was in a no-win situation because the 

success of the department was determined by more powerful coalitions that had decision 

making ability and controlled the necessziry resources. The department's power lay in the 

provision of teaching resources and its alignment with the state's goal of training primary 

care physicians to work in rural and underserved communities. Conflict arose as 

departments tried to defend and protect their declining resources and jurisdictions. The 

study findings emphasized the importance of understanding departmental jurisdictions 

and how resource allocation decisions are made in the context of the academic setting and 

culture. 
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CHAPTER 1 

THE PROBLEM 

Introduction 

The health care delivery system in the United States is rapidly changing from a 

fee-for-service payment system to capitated managed care medicine. This transition is 

driven by the desire of employers, insurance companies, government, and the public to 

control soaring health care costs. Employers are increasingly choosing meinaged care 

organizations' (MCOs) that keep costs down by limiting visits to expensive doctors and 

hospitals. The American Medical Association's 1995 edition of Trends in US Health 

Care reports that in 1990, 61% of physicians had contracts with managed care 

organizations. This percentage rose to 77% in 1994. In 1996, Brook, Kamberg, and 

McGlynn found that over 50 million people in the United States were enrolled in 

managed care organizations, representing approximately 20% of all Americans. The 

University HealthSystem Consortium C'x.xx Classified," 1997) found cities such as 

Sacramento, San Diego, and Madison to be in a "hyper-competitive" market where there 

is a managed care penetration of over 50 percent. 

Changes in the health care delivery system have had and will continue to have an 

impact on the clinical practice of medicine, the structure and organization of academic 

medicine, and the training of future physicians. Academic health centers (AHCs) face 

major challenges as they deal with the competitive managed care market, reduced clinical 

revenue due to capitation, and the culture of medicine that emphasizes costly specialized 
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care. The current model of AHCs" was developed when medical schools experienced a 

period of growth during the 1960s and 70s. Dtiring this period, teaching hospitals were 

established to provide clinical training; hospital revenues were used to expand biomedical 

research; and AHCs began to rely on new and expensive technology. There was ample 

financial support from Medicare and Medicaid for patient care and graduate medical 

education'". In addition, there was ample support for research and the discovery of new 

curative treatments from the National Institutes of Health. The result of acquiring new 

and expensive technology was more revenue production as higher fees for services were 

billed to consumers and insurers. In other words, having access to financial resources 

allowed the generation of more resources through increased services. This resulted in an 

increase in the number of specialist physicians, who now outnumber generalist physicians 

(family physicians and general internists) by almost three to one (Schroeder, 1995). 

The financing of medical education is very complex and costly. For example, 

Lewin-VHI (1994) analyzed the differences between teaching and non-teaching hospital 

costs for all payers and found that, "in 1991, the average cost for all cases was about 

$6,000 per admission in teaching hospitals (excluding direct graduate medical education 

payments) compared with about $4,400 in non-teaching hospitals." The costs at teaching 

hospitals are higher because they must pay for the salaries of trainees and supervisors; 

they have higher overhead costs due to the use of state-of-the-art diagnostic and 

therapeutic services; they treat patients with more severe illnesses; they serve a larger 

proportion of lower-income patients with inadequate or no health care insurance; and 

there is inefficiency because trainees take additional time during patient encounters. 
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The training of physicians also includes the costs of graduate medical education 

(GME) or residency training. GME has been financed through a complex system of 

cross subsidization using patient care revenues, public and private payments, and federal 

monies. The largest single source of funding comes from Medicare payments and funding 

by the Departments of Defense and Veterans Affairs (Inglehart, 1994a). 

The 1995 Pew Health Professions Commission report. Healthy America: 

Practitioners for 2005, identifies tensions (Figure I.l) that would likely affect the health 

care system over the next 15 years. These trends will seek a balance point, but during this 

evolution, tensions will affect the organization and delivery of health care; will place 

standards of accountability on health professions; and will force academic institutions to 

reevaluate how they train their health professionals. The emerging paradigm appears 

optimistic, but O'Neil and Seifer (1995) contend that, "this shift will enhance the 

attractiveness of generalist practice and position the generalist provider to play an 

increasingly important role in ensuring access, containing costs, and improving quality 

within the health care system (p. S38)." 
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Dynamic Tensions in Health Care 

Current Paradigm Emerging Paradigm 
Specialized care 
Technologically driven 
Cost unaware 
Institutionally Based 
Governed professionally 
Acute treatment 
Individual patient focused 
Curative care 
Individual provider 
Competition 

Primary care 
Humanely balanced 
Cost aware 
Community based 
Govemed managerially 
Chronic management 
Population perspective 
Preventive orientation 
Team provider 
Cooperation 

Figure 1.1 

Tensions will develop between the "generalist" and the "'specialist" culture as 

faculty, academic leaders, and educational institutions are forced to deal with delivering 

high quality care at a lower cost. Academic medicine will have to determine the 

appropriate scope of their core missions of research, teaching, and service. In the 

emerging paradigm of "primary care," family medicine'^ should prosper as family 

physicians begin to play a key role in the delivery of primary care within the new 

managed care marketplace. Family physicians will have an increasing role in the 

coordination and integration of health care. Family physicians also serve as gatekeepers 

for the more expensive services of specialist physicians and are viewed as cost effective 

by health care insurers. 

The three most consistently identified medical generalists are family practice, 

general internal medicine, and general pediatrics. Obstetrics and gynecology is trying to 

assert itself as a primary care discipline, and is listed as a primary care provider at the El 
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Sol University College of Medicine. Although each of these generalist disciplines share 

similar characteristics, including the patients they serve and the kinds of health problems 

they treat, each specialty has developed their own governing board and credentialing 

organization. Each specialty claims their own areas of expertise and knowledge and has 

coexisted with little cooperation with each other in academic settings (Schatz, Realini, & 

Chamey, 1996). There is some attempt to coordinate activities and more clearly define 

the competencies of generalists, but the traditional academic approach leads to 

duplication of patient care services and a lack of unity in decision making and 

coordination of care. 

Significance of the Studv 

It is clear that AHCs can no longer function in isolation and must find creative 

ways to overcome their competitive disadvantage in the new health care marketplace. 

When managed care organizations acquire a dominant position in the market, they are 

able to command services at a lower price. Failure to come to terms with powerful health 

maintenance organizations" (HMOs) means a loss of patients for teaching and a loss of 

clinical revenue. This directly affects the ability of academic medical institutions to 

address the academic missions of teaching, research, and service. 

Schroeder (1995) sees vulnerable AHCs as those in irmer cities and in areas with 

many competing hospitals. In this case study, there are several competing hospitals, but 

what places the El Sol University College of Medicine at an increased risk is the 

domination of managed care in the state. Managed care in the state is a $2 billion a year 
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industry. The Department of Family and Community Medicine (DFCM) faced a major 

financial crisis when managed care changed the way health care services were 

reimbursed. In 1992, the department was paid on a discounted fee-for-service basis that 

meant they were reimbursed 80% of the fees charged for services provided. Due to 

managed care, things drastically changed in 1995 when the department was reimbursed a 

capitated or fixed amount of $ 10 per patient member per month regardless of the type or 

cost of service provided. This drastic reduction in clinical income placed the department 

in financial receivership with a deficit of $700,000. The DFCM became the fourth 

department in the College of Medicine to go into receivership, following the departments 

of surgery, medicine, and obstetrics and gynecology ("xxx Family Medicine," 1995). 

The literature dealing with health care reform and the changing health care 

marketplace has mainly focused on academic health centers as large organizational units. 

There is little written about how individual departments are adapting to the changing 

health care marketplace. The El Sol University College of Medicine is in a unique 

position because it is the only allopathic medical school in the state and it is located in 

one of the most highly penetrated managed care markets. 

The mission of the DFCM's Section of Family Medicine is to "prepare fiill-

spectrum physicians to provide excellent family-centered, community-responsive care 

with emphasis on diverse and underserved populations." Therefore, the Department plays 

an important role in the delivery of primary care and the training of generalist physicians 

for rural and underserved areas. This supports the state's concern regarding the need to 

produce more primary care physicians and the importance of participating in rural 
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rotations during medical school (HB 2392 and 2301). Because of this, I would expect 

that the DFCM would prosper because of the support of the state and federal goverrunent 

in training more primary care physicians. However, the Department of Family and 

Community Medicine faced financial constraints at a time when the health care 

marketplace was rapidly changing from fee-for-service to capitated managed care. The 

pursuit of this research is critical as academic faculty and administrators nationwide 

watch in anticipation of managed care growth in their communities. What happens here 

will serve as an example of how to better prepare other institutions. An in-depth 

qualitative analysis offers the opportunity to identify not only the organizational changes 

occurring, but the meaning behind these changes for faculty, teaching, research, and 

patient care. 

To address these issues, I am asking the following questions: 

• How will the Department of Family and Community Medicine adapt to the 
changing health care marketplace of increased managed care and financial 
constraints? 

• What is the nature of the culture of the organization? 

• Who are the players in the delivery of primary care and what are their 
roles? 

• What is the natiu:e of the relationships within the Department and 
between the Department of Family and Community Medicine, 
administrators, other academic departments, and the physician 
management organization (University Physicians, Inc.) and the 
University Medical Center? 
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• How does the changing health care marketplace of managed care and capitated 
payment affect the academic missions of research, teaching, and service? 

• Who will be responsible for teaching, for conducting research, and for 
providing service? 

• How do faculty respond to the changing roles in their profession? 

Methodologv 

Interest in this research and data collection occurred over a three year period. 

During this time I began to witness the changes occurring in academic medicine. As a 

member of the Department of Family and Community Medicine, I was present when the 

department faced reduced clinical income, changes in leadership, organizational 

downsizing, and implementation of faculty productivity guidelines. This was a stressful 

time for faculty and leadership and it became apparent that the events needed to be 

documented and studied more closely. Data collection began with the collection of 

armual reports, financial statements, departmental meeting minutes, e-mail 

correspondence, consultant reports, and other documents or special reports that discussed 

departmental issues. Interviews were scheduled with faculty members who were: 

involved with administrative decision making; senior faculty in the DFCM who 

witnessed changes over a ten year period; physicians involved with patient care; and 

individuals responsible for the compilation of financial data. In addition, participant 

observation was utilized to observe behaviors, interactions, and forms of communication. 

The benefits of a qualitative design is the flexibility and the triangulation of methods 
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which identify consistencies or inconsistencies of the data. These methods have been 

helpful in assessing the interrelationships and interactions of the various actors within the 

institution. 

Theoretical Frameworks 

The theoretical frameworks that will guide my research include resource 

dependence theory, professionalization theory, and organizational culture theory. These 

theories will increase the understanding of what is going on in academic medicine today 

and will highlight the critical forces at play in a market driven environment where 

managed health care assumes a dominant role. These three theories reinforce and 

complement each other. Traditionally, higher prestige departments like surgery obtain the 

most resources through clinical practice revenues and research monies. This makes them 

a more valued entity within a college of medicine and in tum solidifies a more powerful 

and cohesive organizational culture. 

According to resource dependence theory, the environment consists of groups that 

interact with the organization. It focuses on the organization's response to the 

environment and emphasizes the political dimension of the organization-environment 

relationships. This relationship is a power relationship between the organization and 

groups that control critical resoiu"ces. Resource dependence suggests that departments 

that wind up in control of more critical tasks - tasks that maintain the survival and growth 

of the institution will be better compensated (Pfeffer & Salancik, 1978; Pfeffer, 1982). 

Resource dependence does not focus on the actions of managers. Resource streams will 



prioritize activities such as patient care, research, teaching, and service. The Department 

of Family and Community Medicine is well situated to take advantage of managed care's 

emphasis on cost-effective care. Patients no longer have free access to specialty care 

unless referred by their primary care physician. Therefore, one would expect that as 

clinical revenue generation becomes limited for the specialist physician, primary care 

providers will become more powerful because they control access to patients. However, 

resource dependence theory alone is not adequate to explain what happens as departments 

try to reposition themselves during periods of financial constraints and re-organization. 

Organizational culture influences the organization through the people in it, 

clarifies and explains behavioral expectations, and provides meaning and social cohesion 

(Masland, 1985). Academic medicine has traditionally reinforced a culture that views 

research and new discovery as an elite activity carried out by a selected few. The culture 

of medicine values physician autonomy and has operated with little cooperation or 

communication with physicians practicing in the community. Reduced funding and 

clinical revenue have forced academic medicine to be more cost conscious and to develop 

strategies to maintain its core missions of teaching, research, and service. Dexter (1994) 

found that the current culture of medicine values the identity of the specialist, but the 

pressures for cost control are supporting the training of more generalists. In Dexter's 

study, the alignment of generalists with public sentiment was the most powerful source of 

power for the "gatekeeper" role. Academic faculty are social actors who need to position 

themselves appropriately in order to maintain their position in the academic community 

and culture of medicine. 
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Instead of looking at professions as organized bodies of experts, Abbott (1988) 

focuses on the content of work. Professions are part of an interdependent system and the 

control of work brings professions into conflict with each other. Abbott is concerned 

about the evolution and interrelations of professions and the way groups control 

knowledge and skill. The link between a profession and its work is called "jurisdiction." 

This theoretical approach will help in my analysis as the world of medicine moves from a 

specialist to primary care model. Professionalization theory helps explain how some 

departments resist changes, how some may prosper or altematively fail to prosper, even 

though external resource dependence would suggest otherwise. Neither resource 

dependence or professionalization theory say much about the culture of individual 

departments or the culture of primary care. Therefore, all three theories will provide a 

more complete framework in which to understand how the Department of Family and 

Community Medicine v^ll adapt to the changing healthcare marketplace. 

Limitations of the Study 

Qualitative studies in the medical literature have gained increasing acceptance as 

researchers move beyond the need to define and measure variables and outcomes. For 

those unfamiliar with the language of qualitative research, it may still appear "hopelessly 

subjective" and "unscientific" (Elder & Miller, 1995). I chose a qualitative approach 

because I want to document the changes that are occurring, look for patterns and 

inconsistencies, and understand the issues as a complex whole. 
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Quantitative and qualitative research share the structural components of sampling, 

collection, and data analysis (Elder & Miller, 1995). Using these components as a 

guideline, my biggest limitation is my participant selection. I chose to study a department 

and a culture which I have been a part of for several years. This could be viewed as a 

''sample of convenience" due to the location proximity or ease of access to informants 

and communication. My relationship with individuals may interfere with my need to ask 

difficult questions. I am constantly reminded of these possible constraints as I collect and 

analyze my data and am incorporating strategies to keep this at a minimum, hi addition, 

the choice of a single department limits my ability to make comparisons or interpret 

issues from other perspectives in the College of Medicine. 

Despite these limitations, the case study provides an excellent opportunity to take 

a more in-depth look at changes affecting one department and how these changes affect 

relationships between faculty, professional work, academic missions, and organizational 

structure. Lastly, being part of the department can certainly be seen as an advantage if 

one is aware of his or her own personal biases in studying a department of which they are 

an intimate part. The first step to addressing these limitations is to be aware of them. I 

will discuss these issues more thoroughly in the Methodology chapter. 
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Organization 

This chapter is an overview of what is presented in the following chapters. 

Chapter 2 provides background information on the health care reform movement, the 

emergence of managed care, financing of undergraduate and graduate medical education, 

and issues related to primary care. Chapter 3 provides a literature review and discusses 

the theoretical firameworks used in the data analysis. Chapter 4 discusses the 

methodology and the organization of the research. Chapter 5 highlights the establishment 

and growth of the Department of Family and Community Medicine from 1968 to 1991. 

Chapter 6 examines three important events that occurred between 1992 and 1995 that 

affect the financial health and reorganization of the department. In addition, chapter 6 

addresses how the health care market impacts faculty work and productivity. I use 

resource dependence theory to explain how resource allocation decisions are made. 

Chapter 7 incorporates the concepts of organizational culture and professionalization to 

explain how culture clashes occur in times of resource constraints and how generalists 

and specialists battle over work jurisdictions in the academic setting. Chapter 8 closes 

with my final conclusions and a discussion on the applicability of the data collected and 

areas in need of further research. 

' Managed care organizations (MCOs) are administrative firms ttiat manage the allocation of health care 
benefits and have a significant say in how services are administered. This is in contrast to conventional 
indemnity insurers that simply pay for medical charges billed. Examples of MCOs include Health 
Maintenance Organizations and Preferred Provider Organizations. The term MCO is often used 
interchangeably with Health Maintenance Organizations (HMOs) 
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" Academic Health Centers (AHCs) may consist of an allopathic or osteopathic medical school; one or more 
health professional schools or programs (nursing, public health, pharmacy); an affiliated teaching hospital 
and other patient care facilities; and a faculty practice plan. 

Graduate medical education refers to residency training after the four years of undergraduate medical 
education. 

™ Family Medicine is the academic discipline of family practice. 

HMOs are a form of health insurance where members prepay a premium for hospital and ambulatory care. 
Benefits include reduced out-of-pocket costs, no paperwork, and small co-payments for office visits. There 
are several forms of HMOs (staff-model; individual practice association model; group model; point-of-
service model; and hybrid models). 
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CHAPTER 2 

BACKGROUND INFORMATION 

Introduction 

Health care is the largest service industry in America. It is a complex, market-

driven environment that is rapidly changing how physicians practice medicine; how 

academic leaders plan for the future; and how physicians and students are trained. This 

chapter will briefly discuss the recent health care reform movement; the emergence of 

managed care; the complicated nature of medical school financing; and the growing 

interest in primary care on the part of insurance companies, HMOs, and government. A 

basic understanding of these issues will help to clarify and explain the events occurring at 

academic medical centers nationwide. 

Health Care Reform 

History shows that the most successfiil effort to revamp the health care system 

was the passage of Medicare legislation in 1965. The reform effort occurred as a result of 

strong support fi-om the American public (particularly the elderly) and despite opposition 

from one of the largest medical organizations, the American Medical Association 

(Martin, 1995). The effort and interest in health care reform was reflected in the sixfold 

increase in the number of interest groups from 1960 to 1990. In addition, there was a 

dramatic increase in the number of bills introduced in the legislature regarding national 

health care. There were 13 bills introduced in the 99"^ (1982-1983) Congress compared 
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to 63 in the lOO"' Congress, and approximately 100 for the 101^' and 102"'' Congress 

(Hacker, 1996). 

Beginning in the 1980s, Americans saw skyrocketing health care costs; the 

movement away from traditional indemnity insurance plans;' an increasing number of 

uninsured Americans; and widespread public discontent with medical care. During this 

period, the American Medical Association (AMA) began to discuss improved access to 

medical care and there was increased ambivalence about the proper role for government 

in a reformed health care system. Federal cost containment initiatives also began shifting 

costs of medical insurance to the private sector, creating a zero-sum situation where one 

group's gain came at the expense of another group (Hacker, 1996). 

The Reagan administration provided financial incentives to hospital 

administrators to cut costs and implemented Diagnostic Related Groupings (DRGs) as a 

tool for reimbursement and cost cutting. Under this new DRG system, hospitals were 

paid for the "average" amount of money spent for a particular diagnosis instead of 

whatever the hospital deemed appropriate. It is estimated that almost $20 billion dollars 

per year was saved in the first five years of implementation of the new DRG regulation. 

In addition, the average length of a hospital stay decreased from nine to six days 

(Goldfield, 1994). 

In the early 1990's the continuing cost of health care and concern about access to 

medical services pushed health care reform high on the government's agenda. These 

issues stimulated intense debate between the powerful interest groups that included the 

AMA, the insurance industry, labor unions, employers, and advocacy groups like the 
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American Association of Retired Persons. In President Clinton's Health Security Act of 

1993, the issue of universal access was addressed by large purchasing cooperatives called 

"health alliances." Health alliances would buy care for its members from local 

organizations of providers and hospitals, called "accountable health plans" (AHPs). 

Payroll taxes assessed on the worker and employer would pay for employed workers 

while tax revenues would cover the health care costs for the unemployed. Special 

financial incentives were offered to AHPs in order to increase access to care for irmer 

city, rural and other vulnerable populations. In order to reduce costs, AHPs would adopt 

a capitated fee payment system, but individuals still had the freedom to select AHPs that 

offer fee-for-service care at a higher co-payment (Brody, 1994). 

Primary care was the best way to provide the greatest access to personalized, high-

quality care at the lowest cost. Family physicians served a central role within Clinton's 

health reform plan with family-practice-friendly features that shift expensive tertiary" and 

subspecialty care to less expensive outpatient care. The subspecialists' model of "more 

is better and that all possible rare diseases need to be excluded before proceeding 

treatment for a common condition" was questioned (Brody, 1994). 

The time seemed right for reform, but Clinton's Health Security Act of 1993 faced 

a quick death and discussions soon shifted to why the reform effort failed. Blumenthal 

(1995) felt health care reform failed because: (I) the development of the plan took too 

long and was too complex; (2) political leaders and institutions were corrupt; (3) there 

was a lack of support from the American public for reform that seemed to benefit a small 

underclass and less fortunate minority; and (4) special-interest groups manipulated 
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Congress and the electorate by contributions to key members of Congress. One example 

is the effort put forth by two powerful interest groups that opposed substantial reform. 

The influence of the National Health Insurance Association of America (representing 

small and mediiun-sized insurance carriers) and the National Federation of Independent 

Businesses (voice of small employers) was felt with their estimated $300 million 

campaign contribution (Peterson, 1995). 

The positioning of key political figures also provide insight into the failed reform 

effort. The chairperson of the Governance Committee (part of Hillary Rodham Clinton's 

Health Care Task Force) was for many years a high-ranking official of the Health 

Insurance Association of America. Members on this task force were predominantly 

white, male, upper middle class, and represented the interest of large and small insurance 

companies. The theoretical framework of this task force was dictated by the Jackson 

Hole Group'". In essence, government-guaranteed universal health care coverage 

weakens the capitalist class by taking away their ability to control the labor force through 

employment based health benefits coverage. This, in turn, strengthens the working class 

(Navarro, 1995). 

Rabinowitz (1996), a family physician participating in the Robert Wood Johnson 

Health Policy Fellowship believed that no single group spoke for primary care in 

Washington. Legislators were sympathetic to primary care, but could not truly 

understand the meaning of primary care because the metropolitan Washington physician 

workforce was among the most heavily subspecialized in the country. To complicate and 

further weaken the position of primary care was the fact that the three primary care 
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specialties (family medicine, general medicine, and general pediatrics) did not speak as a 

unified group. This weakened their position in a legislative process that ignores groups 

who are disorganized. Similar conflicts occurred between hospitals and physicians, 

physicians and non-physician providers, and specialists and generalists. 

Failure of the major health care reform opened the door to new discussions that 

centered on entitlement, tax cuts, budget cuts, deficit reduction. Medicare's projected 

bankruptcy, the expansion of Medicare managed care programs, and fiinding for graduate 

medical education (GME). Meanwhile, insurance companies were busily trying to 

capture the managed care market. 

The Emergence of Managed Care 

The deep penetration of managed ceire is a fairly new phenomenon but the 

beginning signs of capitation were present in the late 1800s when eight million 

immigrants and other ethnic groups (25% of all American families) paid physicians a 

capitated rate of one to two dollars for all their medical services. Family plans were 

available for a few extra dollars. This model of practice diminished after World War 1, 

only to resurface again in 1929 at the Ross-Loos Clinic in Los Angeles. This capitated 

plan differed firom prior plans in that it included hospitalizations (Boren, 1991). Another 

form of capitated medical care was a rural farmers' cooperative health plan in Oklahoma, 

where farmers purchased shares for $50 in return for discounted medical care. In 1937, 

Kaiser Foundation Health Plans financed medical care for workers and families 

constructing the Grand Coulee Dam. The first Independent Practice Association (IPA)'^ 
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was formed in San Joaquin County, California in 1954 as a response to competition from 

Kaiser. 

HMOs played a modest role in the financing and delivery of health care through 

the 1960s and early 1970s, and continued to exist without any large market share until the 

enactment of the federal HMO Act in 1973. The HMO Act included start-up fimding 

through grants and loans and the override of state laws for federally qualified HMOs. It 

ensured access to the employer-based insurance market by requiring employers with 25 or 

more employees to offer federally qualified HMO plans as an option to indemnity 

coverage. Obtaining federal qualification was not mandatory like state licensure, but 

represented a "Good Housekeeping" Seal of Approval (Fox, 1996). 

The 1970s reflected a new economic reality. The United States fell from its 

postwar dominance; there was a glut of hospital beds and specialty physicians; and there 

was a nationwide tax revolt. These tensions placed a strain on the relationship between 

insurers and providers, opening the health care sector to political and economic change 

(Cantor, Barrand, Desonia, Cohen, & Merrill, 1991). In 1976, the previously required 

mandatory benefits were abolished and federal aid was again increased in 1978. These 

legislative actions altered the philosophy of HMOs to a profit making mentality that in 

turn attracted private and corporate investors. A number of large medical corporations 

were involved in the HMO market by the 1980s. In the early 1980s, 90 percent of 

working Americans and their dependents were still covered by conventional "indemnity" 

health insurance plans (Stoline & Weiner, 1988). By the end of 1987, there were 707 
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HMOs with 32 million enrollees (Boren, 1991). The cost of employer-sponsored health 

plans increased 18.6% in 1988 and 20.4% in 1989 (Cantor et al., 1991). 

Another change was that many large corporations began to insure themselves. A 

troubled economy, rising health care costs, and self-insurance opened the door for big 

business. By the end of 1990, the five largest HMOs included the Kaiser Foundation 

Health Plan, Blue Cross/Blue Shield, The HMO Group, CIGNA Health Plan, and United 

Health Care Corp. These multi-state corporations had 14.4 million enrollees and 40% of 

the total HMO market (Boren, 1991). 

The 1990s brought selective contracting where non-contracted physicians and 

hospitals were not reimbursed for care. Price competition now meant HMOs provided 

the patients, not the physicians. In order to reduce costs, many employers were no longer 

offering traditional indemnity insurance to their employees. Managed care organizations 

also found that contracting with Health Care Financing Administration (HCFA), which 

administers the Medicare and Medicaid program, was very profitable. HCFA is now the 

largest purchaser of managed care in the country, accounting for about 18 million 

Americans. As of January 1, 1997, thirteen percent of the total Medicare population, or 

more than 4.9 million beneficiaries were enrolled in a total of 350 managed care plans 

participating in Medicare. The majority of Medicare beneficiaries enrolled in managed 

care plans live in California, Florida, Oregon, New York, Hawaii, and Arizona. Since 

1993, Medicare enrollment in managed care plans increased 108 percent while enrollment 

for Medicaid beneficiaries increased 170 percent. As of June 1996, 35 percent of all 
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Medicaid beneficiaries were enrolled in some form of managed care plans 

(http://www.hcfa.gOv/facts/f960900.htm). 

The unprecedented growth of managed care is not without problems and concems. 

Complaints about the 24-hour stay for childbirth; the delays and hassles involved in 

getting referrals to specialists; the breach of patient confidentiality in patient records; and 

the rising litigation about the availability of high tech care, brought managed care under 

government scrutiny. A special advisory commission was formed in September 1996 to 

address concems about quality of ceire. The Advisory Commission on Consumer 

Protection and Quality in the Health Care Industry, a 20 member panel, co-chaired by 

Health and Human Services Secretary Donna Shalala and Labor Secretary Robert Reich 

was assigned the task of making recommendations to promote and assure quality in the 

HMO industry (Kostreski, 1996). HCFA also took steps to assure quality by banning 

"gag clauses" limiting what physicians can say to patients about treatment options; by 

requiring member satisfaction surveys; implementing measurements of health plan 

performance; and limiting financial incentives for physicians so that interest in cost 

control does not curtail needed care (http://www.hcfa.gov/facts/f960900.htm). 

The health care insurance market is called an "unintelligible alphabet soup of 

three-letter health plans" that reflects the fast-paced changes (Weiner & de Lissovoy, 

1993). A national survey of employee-sponsored health insurance provided in 1995 

showed that seventy-three percent of U.S. workers received their coverage through an 

HMO, Preferred Provider Organization (PPO),^ or Point of Service (POS)^' plan (Jensen, 

Morrisey, Gaffhey, & Liston 1997). This number is compared to 51 percent just two 

http://www.hcfa.gOv/facts/f960900.htm
http://www.hcfa.gov/facts/f960900.htm
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years earlier. Out of the three different managed care plans, POS plans doubled their 

market share between 1993 and 1995. This growth shows that people are willing to pay 

for the option of seeing a provider of their choice. Managed care has also penetrated the 

small-group (less than 50 employees) market where the percentage of insured workers 

with conventional coverage fell from 78 to 31 percent between 1993 and 1995. 

Cantor et al. (1991) are predicting that health care in the 21" century will be 

dominated by integrated health care networks (super HMOs). These networks are large 

organizations that contract with physicians, hospitals, pharmacies, nursing homes, and 

home care agencies to care for enrollees. These umbrella organizations receive a single 

premium from business and government to provide all the care that is necessary. 

In response to the growth of managed care and the fear of losing patient 

populations, hospitals and physicians have sought mergers, acquisitions, and joint 

ventures with other providers in order to increase their market share of a shrinking health 

care system. The struggle to balance access, cost, and quality of health care within a 

price-competitive market has changed the nature of our traditional health care institutions 

(Carey & Engelhard, 1996). A major concern for academic medicine is that the health 

care marketplace is eroding medical schools' major base of support - clinical revenue 

from the delivery of patient care services. There is also an increasing demand to 

unbundle and separate the costs associated with medical school activities that include 

undergraduate medical education, graduate medical education, and research. The next 

section will describe the financial structure of medical schools; report on the mechanism 

of medical school financing; and outline trends in revenues and expenditures. The 
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section will help to clarify the complicated system of financing medical education for 

future chapters. 

Financial Structure of Medical Schools 

Medical schools traditionally operate on the basis of fund balance accounting in 

which revenues have varying degrees of restrictivity and are used according to designated 

purposes. Research grants and contracts are highly restricted revenues and are used in 

accordance to a specific budget proposal. Similarly, training grants are used for programs 

defined in the application. Gifts to medical schools are generally restricted, typically to 

work on specific diseases or to support scholarships. Unrestricted gifts to the institution 

are relatively few. The major sources of unrestricted flmds come from tuition and fees 

and state and local appropriations. State and local appropriations are committed to 

existing faculty lines, often for tenured faculty, and therefore, are not available to the 

Dean of medical schools as discretionary funds for other academic objectives. Facilities 

and administrative costs recovery, formerly known as indirect costs, are important 

sources of the medical school's discretionary revenues. 

Clinical revenues fi"om the delivery of patient care are used to cover both the 

direct and indirect costs of the clinical practice. Any remaining revenues generated from 

the delivery of patient care (faculty practice plans) now becomes umestricted funds and is 

typically distributed among the school via the dean's tax. The amount of the dean's tax 

varies among institutions. These flmds are then used for faculty research projects; to 

support the research infrastructure; for the underwriting of faculty recruitment efforts; and 
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the development of new academic projects. In other words, it plays a key role in the 

ability of faculty to participate in academic activities outside of seeing patients. 

The key to successful institutional budgeting is to use as much of the restricted 

funds from research grants and contracts as possible and sparingly use the unrestricted 

fluids for core purposes and needs that are typically not supported by other revenues. 

Therefore, discretionary revenues play an important part in new educational initiatives 

and curriculum changes. Discretionary revenues are the single most informative and 

sensitive indicator of a school's financial health. Unfortunately, the traditional financial 

information collected by the Association of American Medical Colleges (AAMC) 

provides little insight into the availability of discretionary fimds. 

The financial stability of medical schools is widely perceived by deans and other 

observers to be at risk. The available data provide an incomplete financial picture due to 

the lack of information on discretionary revenues and unrestricted fund balances. One 

thing is certain: the revenues for core academic activities appear to be eroding. In the 

aggregate, medical schools at best find diemselves in a steady state (AAMC, 1996). 

The AAMC's annual financial questionnaire sheds some light on the trends 

occurring in medical school financing. The annual financial questionnaire (AFQ) 

consists of two parts: Part I-A is the basis for analysis of medical school financing and 

Part II includes information about faculty and student counts, and other data related to 

medical education. The AFQ reports all revenues and expenditures directly relating to 

faculty activities (teaching, research, and patient care), regardless of whether the activity 

occurs within the walls of the medical school or at affiliated institutions. Affiliated 



38 

institutions may include the parent university, a medical center, an academic health 

center, or research institute. This provides an aggregate estimate of revenues and 

expenditures supporting medical education. When year to year comparisons are made, 

the consumer price index (CPI) is used to adjust for inflation and to convert current 

dollars to constant dollars (Ganem & Krakower, 1997). 

There are two categories of funds included in the AFQ. The more accurate of the 

two are the funds "recorded" in medical school accounts. The "not recorded" funds are 

those recorded on the books of affiliated organizations. Revenues and expenditures not 

recorded on medical school accounts may include: maintenance, security, and payroll 

provided by the parent university; physicians who are staff members of an af^lliated 

hospital and are partly paid by that hospital; faculty who conduct research under the aegis 

of an affiliated institute; or faculty employed by the Veterans Administration. 

Recognizing that medical schools have different organizational structures, it is important 

to identify both the "recorded" and "not recorded" revenues and expenditures in order to 

make comparisons (Ganem & Krakower, 1997). 

The AFQ is not without flaws. Medical schools have difficulty identifying 

financial support from their affiliated organizations and there is no unifomi reporting of 

"not recorded" revenues. For 1992-1993, only 46% or $1.4 billion of the nearly $3 

billion "not recorded" hospital revenues were documented (Jones & Sanderson, 1996). 

As much as 50% or more of dollars supporting medical school activities are not recorded 

on the books of medical schools. An example of monies not recorded include financial 

support received from hospitals and clinics (Krakower, Ganem, & Jolly, 1996). This 
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reporting system is further complicated by the multiple sources of hospital revenues 

(Medicare, Medicaid) that support graduate medical education. 

During the last 50 years, there has been dramatic growth in the medical school 

enterprise. In 1960, there were 86 medical schools with 11,224 full-time faculty; 30.288 

medical students; 3,253 graduate students; and 15,484 residents and fellows in training. 

In 1994, the number of allopathic medical schools increased to 125 (both private and 

public) with 90,017 full-time faculty; 67,072 medical students; 22,714 graduate students 

and approximately 74,000 residents and fellows. In 1960, the 86 medical schools had a 

total budget of $436 million in revenue (AAMC, 1996). In fiscal year 1995-1996, 

revenues for 125 medical schools totaled $31.8 billion (Ganem & Krakower, 1997). 

A closer look at changes occurring within a ten year span from 1981-1982 to 

1991-1992 reveal that the profile of teaching, research and patient care changed 

drastically. During this ten year period, there was a 21% increase in basic science faculty 

compared to a 58% increase in full-time clinical faculty. Federal grants and contracts 

(exclusive of indirect costs) increased 60% based on 1991 CPI inflation adjusted dollars 

or 39.7% based on the Biomedical Research and Development Price Index.^" Support 

firom state and local governments (including appropriations, grants, and contracts, but 

excluding service and indirect cost) increased by 17.9% after inflation. It is important to 

note that this revenue source has been declining since 1989-1990. The year 1991-1992 

actually showed a 6% decline after adjusting for inflation. The category that has become 

increasingly important is "hospitals/medical school programs." These are payments the 

hospital makes to the medical school for services provided to hospitals and clinics and 
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which directly supports medical school programs. It includes house staff stipends and 

faculty and support staff salaries. Total medical school revenues increased steadily and 

more than doubled in constant dollars, representing an inflation-adjusted growth rate of 

7.9% (Krakower, Jolly, & Beran 1993). 

Medical school revenues totaled $31,873 billion in 1995-1996, representing a 

5.4% increase over 1994-1995 in constant dollars (adjusting for inflation). Similarly, 

there was an increase of 5.9% between 1992-1993 and 4.3% between 1993-1994 and 

1994-1995, after adjusting for inflation (Ganem & Krakower, 1997). The 4.3% revenue 

increase for fiscal year 1995 was the smallest since 1960 (AAMC, 1996; Ganem & 

Krakower, 1997). 

"Medical service" is the new construct that includes the sum of practice plan 

revenues, reimbursements from hospitals, and grants and contracts for services. Practice 

plan revenues continue to increase and accounts for more than half of the total revenues 

supporting medical school programs and activities. In 1995-1996, it totaled $16.2 

million, up from $15 million the year before in 1995 constant dollars (Ganem & 

Krakower, 1997). This clearly points to the degree to which medical schools rely on funds 

generated from "medical service" to support service to the community and educational 

activities. Here again, a new hospital schedule was introduced for the 1993-1994 

reporting period, making comparisons to earlier periods inappropriate. 

A large percentage of the funds generated by medical service goes to compensate 

faculty and cover the costs of malpractice insurance, billing and administrative support. 

In 1994-1995, 87% was used for these purposes. Eight percent was used to support 
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departmental activities and 5% went to the dean's office, typically in the form of the 

dean's tax (Krakower, Ganem, & Jolly, 1996). 

Faculty practice plan revenues alone comprised about one third of all medical 

service revenues. The $10,640 million in faculty practice plan revenues for fiscal year 

1995-96, represent a 7.6% increase over the $9768 million reported the yezu* before in 

current dollars^'". This is a 4.6% increase in inflation-adjusted dollars (Ganem & 

Krakower, 1997). Again, these increases reflect better reporting, an increased 

centralization of activities, and the growing number of faculty. In a two year period 

alone, fi-om 1992-1993 to 1994-1995, faculty increased 11.9% (Krakower, Ganem, & 

Jolly, 1996). The Liaison Committee on Medical Education (LCME) cautions that 

analysis of faculty practice plan revenues is limited by incomplete reporting. For the 

1994-1995 analysis, seven of the 125 medical school were unable to report practice 

income. Some individual school results indicated that 26 schools reported actual declines 

in practice plan revenues and the amounts may be even more marked when the data are 

adjusted for faculty size (Krakower, Ganem, & Jolly, 1996). 

Private and Public Medical School Funding 

There are substantial differences in the sources of fimds received by public 

(N=74) and private medical schools (N=51). As expected, the largest difference is in the 

amount of state and local appropriations. Shown next is the breakdown for fiscal year 

1994-1995. 



42 

Public and Private Medical Sctiool Revenues, 1995 

PUBLIC PRIVATE 
Tuition and Fees 3% 6% 
State and Local Appropriations 18% 1% 
Federal Research 16% 22% 
Endowments and Gifts 2% 5% 
Faculty Practice Flan 33% 33% 
Hospital Revenues 12% 15% 
Other 17% 17% 

*Numbers are rounded to the nearest whole and may not total 100% 
The Financing of Medical Schools (AAMC, November 1996) 

Table 2.1 

For both public and private schools, tuition and fees represent the smallest 

proportion of the revenue base while faculty practice plans represent the largest 

proportion. This represents a significant dependence on revenues collected from clinical 

patient care. A closer look at the subgroup of public research-intensive medical schools 

shows they are heavily invested in both research and clinical care. In 1995, these schools 

(N = 8) had a median total revenue of $437.4 million, approximately one-fourth each 

coming from federal research monies and clinical care (AAMC, 1996, p.4). Tuition and 

fees, state and local government appropriations, and endowment and gifts combined made 

up approximately 18 percent. A graphic representation of finances for public research-

intensive schools is presented in Appendix A. 

The data for 1995-1996 show that revenues totaled close to $16.5 billion dollars 

for public schools, an increase of 5.7% over 1994-1995 in inflation-adjusted dollars. 
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Prior years saw an increase of 6.1% between 1992-1993 and 1993-1994 and 5.3% 

between 1993-1994 and 1994-1995. An analysis of public medical school revenues from 

the years 1986 to 1995 show some interesting trends (Appendix B). 

State and local government appropriations rose steadily from 1986 to 1990. It 

declined for two years and remained level since 1993. In 1996 (a year after the graph was 

published by the AAMC Task Force), public school funding from state and local 

government has kept pace with inflation. Federal research revenues from grants and 

contracts (including facilities and administrative costs) grew at an armualized rate of 5% 

in constant dollars since 1991. Total grants and contracts (including facilities and 

administrative costs), accounted for 25.7% of public schools' total revenues. Faculty 

practice plan revenues grew steadily since 1989 and account for approximately one third 

of the total revenue for public medical schools (AAMC, 1996; Ganem & BCrakower, 

1997). 

In summary, the aggregate data provided by the annual AFQ projects revenue 

growth and a favorable impression of medical school finances. A detailed analysis shows 

the vulnerable position of medical schools in the current economic environment of 

managed care and price competition. The wide variation between schools is not reflected 

in the aggregate data. In the aggregate, revenues from medical practice continued to 

grow, but many schools had actual losses in practice revenues. Tuition continued to 

grow. Public schools continued to rely heavily on state and local government support, but 

these have generally not kept pace with inflation. Federal research flmding continued to 

increase, but much more slowly than in prior decades. In the past, medical schools were 
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able to accumulate a financial surplus from revenues generated from medical care. 

Recent data point to the increased volume of clinical patient work, but practice plan 

revenues, on average, are remaining steady or even declining if measured on a per-

faculty-member basis. 

Price conscious purchasers of health care are reluctant to share in the 

responsibility for medical schools' added costs due to teaching and research, placing them 

on an uneven playing field. While aggregate data show increases in research monies and 

clinical income from faculty practice plans, these data may be masking the true impact of 

the changes in the health care marketplace. Increases reported may be due to more 

complete reporting; the addition of new clinical faculty whose primary responsibilities are 

to provide patient care; and the uneven penetration of managed care across the country. 

In addition, reporting forms have changed, making year to year comparisons difficult. 

The AAMC Task Force Report (1996) identifies that medical schools can expect 

decreased clinical support from hospitals, a decreased willingness or ability of voluntary 

faculty to teach without compensation, and an increased need for faculty to generate 

clinical revenues to underwrite time in teaching and research. This clearly suggests that it 

will be increasingly difficult for medical schools to accomplish their academic missions. 

Medical schools in areas of high managed care penetration are particularly vulnerable. 
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Financing Graduate Medical Education 

A brief examination of the financing of GME'" highlights the increasing risks 

facing academic teaching hospitals today. Historically, GME was financed from 

Medicare and private third party payers, with most of the revenue coming from payments 

for patient care. Private insurers paid a premium above the direct patient care cost that 

covered the additional costs of medical education. Besides Medicare and private insurers, 

direct graduate medical education (DGME) is financed by the Department of Veterans 

Affairs; The Department of Defense, state and local government appropriations, faculty 

practice plans and philanthropies. 

The Medicare payment system is divided into the DGME* and an indirect medical 

education (IME)"' component. At its inception in 1965, Medicare acknowledged the need 

to support residency training and became the only payer with an explicit method for 

providing financial support for teaching hospitals. In 1965 and up until the mid 1980s, 

Medicare reimbursement was open-ended. This meant that payments were based on the 

hospital's historical and "reasonable" costs, varying payments across institutions and 

geographic locations. Simply, if costs increased. Medicare payments increased. 

Medicare had no restriction on the number of years for residency training. 

With the passage of the Consolidated Omnibus Budget Reconciliation Act in 

1986, Medicare's method of payment changed drastically to a prospective per resident 

amount, based on audited costs from a base year and updated for inflation, instead of 

costs actually incurred. The per resident amount calculation was based on total hospital 

inpatient days. Beginning in July 1987, hospitals were allowed to count the time spent 
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outside the hospital in clinics, nursing homes, and physician offices. Boex (1992) reports 

that in fiscal year 1989, DGME payments in his study were in excess of $60,000 per 

resident with an institutional range between $20,000 to $100,000. 

In August 1993, the payment methodology was again slightly modified. Hospitals 

received higher payments for residents in primary care training programs and lower 

payments for residents in subspecialty programs. According to Medicare, primary care 

specialties include: family medicine, general intemal medicine, general pediatrics, 

preventive medicine, geriatric medicine, osteopathic general practice, and obstetrics and 

gynecology. In addition. Medicare will pay up to a maximum of five years for a 

resident's initial board certification in a specialty. After five years. Medicare pays only 

50 percent of its share of the per resident amount. One exception occurs when Medicare 

extends the five year period two more years for residents in a geriatric or preventive 

medicine residency or fellowship. For fiscal year 1996, Medicare DGME payments for 

residents equaled $2 billion dollars 

(http://www.aamc.org/findinfo/issbrfs/bkgmd/bkgmddgm.htm). 

Congress recognized the additional costs associated with training residents and 

providing care in teaching hospitals. The IME payment is a supplemental Medicare 

inpatient payment made to teaching hospitals. This payment adjustment is an add-on 

amount to Medicare's prospective payment system (PPS), based on the ratio of residents-

to-beds. This is a lump-sum payment that is separate and distinct firom the base rate. 

Initially, Congress set the IME adjustment at 11.59 percent for every 10 residents per 100 

hospital beds. This means that a hospital with 10 residents and 100 beds would have its 

http://www.aamc.org/findinfo/issbrfs/bkgmd/bkgmddgm.htm
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basic payment increased by 11.59%. The IME adjustment has since been reduced twice. 

Beginning October 1988, teaching hospitals received an IME adjustment of 7.7 percent 

for each 10 ten residents per 100 beds 

(http://www.aamc.org/findinfo/issbrfs/2pgime.htm). In fiscal year 1996, IME payments 

totaled about $4.3 billion (Desmarais & Hash, 1997) 

The current payment structure has been called outdated because it provides little 

support for medical training in non-acute ambulatory settings and rewards the expansion 

of residency programs when the nation is faced with an oversupply of physicians. In 

recent years, market driven health care and pressures to reduce Medicare spending have 

forced academic leaders and policy makers to identify new and stable forms of financial 

support. A few of the recent policy proposals include: The Balanced Budget Act of 1995 

that would lower the Medicare IME payments and establish a new Teaching Hospital and 

Graduate Medical Education Trust Fund; Clinton's FY 1998 Budget that would place 

caps on the aggregate number of residency positions in order to reduce the DGME 

payments; and the Medical Education Trust Fund Act that establishes medical education 

as a public good that is supported by all sectors of the health care system (Desmarais & 

Hash, 1997). The American Association of Medical Colleges"" is concemed that as 

Medicare and Medicaid encourage individuals to join managed care programs, payments 

for the cost of training residents are included in the amount paid to the managed care 

organization. The money never reaches the academic medical center teaching hospitals"'" 

(http:// www.aamc.org/events/testimny/test5 7. htm). 

http://www.aamc.org/findinfo/issbrfs/2pgime.htm
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The Delivery of Primary Care 

The health care marketplace is complex and rapidly changing as more Americans 

are receiving care through managed care organizations. Patients select a primary care 

provider who serves as an initial contact person and gatekeeper to more specialized health 

care services. Primary care is viewed as the key to cost containment in the changing 

health care marketplace. Wall and Dennis (1995) contend that, "the issue of who 

delivers primary care and who properly can be called a primary care provider has become 

especially contentious," especially since a growing number of specialty trained 

physicians, medical organizations, and non-physician providers are now claiming that 

they provide important amounts of primary care. Therefore, central to the discussion of 

primary care is its definition. The Institute of Medicine provides the following definition 

of primary care: 

"Primary care is the provision of integrated, accessible health care services 
by clinicians who are accountable for addressing a large majority of 
personal health care needs, developing a sustained partnership with 
patients, and practicing in the context of family and community" 
(Vanselow, 1995). 

Few would disagree that specialties delivering primary care include family 

practice, general medicine, and general pediatrics. The American Board of Family 

Practice and the American Board of Internal Medicine recently agreed to the concept of 

the generalist as "a physician who provides a continuing, comprehensive, and coordinated 

medical care to a population undifferentiated by gender, disease, or organ system" 

(Kimball & Young, 1994). Family physicians are the most versatile because they provide 

care to persons of all ages in contrast to general internists and general pediatricians who 
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limit their practice to a defined age group. The Clinton administration's recent inclusion 

of obstetrics-gynecology as a primary care discipline, caused some uproar in the family 

practice community because the care provided is "specialty specific" and confined to 

pregnancy, breast disease, gynecologic conditions and limited preventive care (Wall & 

Dennis, 1995). In the literature regarding primary care, the definition of the term 

"generalist" and "primary care provider" are often used interchangeably. 

The emergence of managed care systems introduced the model of care referred to 

as "the hidden system of primary care" where medical and surgical specialists take on the 

generalist physician's role, especially in the care of elderly patients. Rosenblatt, Hart, 

Baldwin, Chan, and Schneeweiss (1998) found that the practices of general internists and 

family physicians differed from the practices of most specialists in terms of diagnostic 

repertoires. For example, specialists focus their visits on medical conditions within organ 

systems (i.e. lung, heart) and pathological conditions (i.e. diabetes, hypertension). In 

addition, specialists typically do not have long term relationships with patients and focus 

less on preventive care interventions. This study found that although specialists were the 

dominant physicians for a large number of patients, most specialists did not assume the 

generalist role. The migration of specialist physicians to generalism was specialty 

specific. The switch to generalism may be easier for pulmonologists, rheumatologists, 

and gynecologists because they already provide some preventive services. 

In the delivery of primary care, nurse practitioners (NPs) and physician assistants 

(PAs) are referred to as midlevel or non-physician providers. In managed care settings, 

NPs and PAs are seen as cost-effective and care-effective and are hired to handle an 
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increased volume of patients for half the cost of a physician. NPs and PAs deliver primary 

care independently and collaboratively with physicians and can provide 80% of the 

renumerative tasks of medicine (Fitzgerald, Jones, Lazar, McHugh, & Wang, 1995). 

The NP profession, like the family practice profession, was created to address the 

supply of primary care providers in underserved areas. NPs and other advanced practice 

nurses like certified nurse midwives, certified registered nurse anesthetists, and clinical 

nurse specialists meet advanced educational and clinical practice requirements. NPs are 

educated within a college of nursing and many hold a master's degree or higher. In 

contrast, PAs are trained by physicians in medical schools. PA programs are oriented 

toward primary care, but PAs also practice as surgical assistants and providers of 

preoperative and postoperative care in hospitals (Fitzgerald, et al., 1995). 

Each year, the National Resident Matching Program (NRMP)*'^ reports on the 

career interest of U.S. medical school graduates and other physicians seeking training in 

U.S. residency programs. In March 1998, the number of first-year residency positions 

offered in the Match was 20,299. This represented an additional 90 first-year positions 

over 1997 and was the first increase in first-year residency positions offered since 1994. 

In the 1998 Match, 56 percent of the 13,656 U.S. medical school seniors matched to a 

first-year residency position in the generalist specialties of internal medicine, pediatrics, 

and family practice. The percentage was the same in 1997, but it was 54.4 percent in 

1996, and 44.3 percent in 1991. The breakdown for each of the generalist disciplines in 

1998 is as follows: 
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• Nearly 27 percent, or 3,680 U.S. seniors will enter a general internal medicine 
residency program, compared to 26.5 percent in 1997. 

• Approximately 16 percent, or 2,179 U.S. seniors, will enter a family practice 
residency program, compared to 17.3 percent in 1997. 

• Nearly 13 percent, or 1,753 U.S. seniors will enter a genersd pediatric 
residency program, compared to 12 percent in 1997. 

(http://www.aamc.org/about/progemph/nrmp/start.htm, & 
http://www.aamc.org/newsroom/pressrel/98031.8htm). 

In the 1998 NRMP match, thirty-one more family practice positions (1%) were 

offered in 1998 than in 1997. This was the smallest increase in positions offered since 

1992. 1998 was also the first year since 1991 that fewer students matched in family 

practice through the NRMP than the year before. These results followed six consecutive 

years of increases, and four consecutive years of all-time records set in filled positions in 

family practice residency programs (http://www.aafp.org/match/nrmpinfo.html). 

Physician Workforce and Supply 

Some argue that the American health system is out of balance because only 30% 

of U.S. physicians practice primary care (Alliance for Health Care, 1993). In other 

industrial countries, the percentage ranges anywhere from 50 to 70 percent. Canada's 16 

medical schools graduate roughly 1700 physicians yearly, with residency positions 

adjusted to achieve the national policy of a 50:50 ratio between family physicians and 

specialists (Parkin, 1994). In the United States, the costs of training residents are paid 

with public funds but public policy does not determine or control the number of residents 

being trained. The percentage of generalist physicians in the United States decreased 

from 43 percent of the total in 1970 to 35 percent in 1995. During this same period, the 

http://www.aamc.org/about/progemph/nrmp/start.htm
http://www.aamc.org/newsroom/pressrel/98031.8htm
http://www.aafp.org/match/nrmpinfo.html
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number of generalists per 100,000 increased by 34 percent while the number of specialists 

increased by 90 percent. Dalen (1996) argues that, "the real reason the percentage of 

generalists is decreasing is that the number of specialists has increased at a greater rate 

than the number of generalists." If the United States were to implement a policy to limit 

the number of specialists being trained, major problems would arise over which positions 

or programs to limit or discontinue. 

One of the earliest and most influential documents related to physician workforce 

and supply was the 1980 Graduate Medical Education National Advisory Committee's 

(GMENAC) report. GMENAC was established in April 1976 by the Secretary of the 

Department of Health, Education, and Welfare to address the appropriate physician 

supply and specialty distribution needed to meet the Nation's health care needs. The 

GMENAC Report identified that: 

There will be TOO MANY physicians in 1990. There will be substantial 
IMBALANCES in some specialties. There will continue to be a marked 
UNEVENNESS in the geographical distribution of physicians. The country may 
be training TOO MANY nonphysician providers for 1990. The factors 
influencing specialty choice are COMPLEX. The actual cost of graduate medical 
education is UNKNOWN. Economic motivation in specialty and geographic 
choice is UNCERTAIN (GMENAC, 1980, p. 2). 

More specifically, GMENAC identified that in 1990 there would be a surplus of 70,000 

physicians and by the year 2000, the physician surplus would increase to 145,000. In 

addition, fi-om 1980 to 1990, foreign medical school graduates would account for more 

than half of the 70,000 physician surplus. This report was a multi-million dollar effort 

that later generated much criticism (Weiner, 1989). 
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The interest in physician workforce and supply continued as Congress authorized 

the Council on Graduate Medical Education (COGME) in 1986 to provide ongoing 

assessments and recommendations regarding physician supply trends. In 1992 and 1993, 

four major policymaking groups called for physician workforce and medical education 

reform. These groups - COGME, Physician Payment Review Commission, Pew Health 

Professions Commission, and the Josiah Macy Junior Foundation identified that the 

United States did not have a national plan, health care reimbursement mechanism, or 

medical education financing strategy to address and correct the deficiencies in physician 

workforce supply and balance. These policymaking groups recommended that the 

proportion of generalist physicians (family physicians, general internists, general 

pediatricians) be significantly increased; that here should be better geographical 

distribution of the workforce; and the physician-to-population ratio should be maintained 

at 253 physicians per 100,000 general population (Rivo, Jackson, & Clare, 1993). 

In order to support these reconomendations, the proposals made by these four 

policymaking groups included: capping the number of filled first-year resident training 

positions; increasing to at least 50% the percentage of residents choosing generalist 

careers; the establishment of an oversight role for a national physician workforce body; 

and changing the financing and reimbursement of medical education. The policymaking 

groups rejected incentive mechanisms like loan foregiveness programs (Rivo, et al., 

1993). 

The rate of physician supply is determined by three factors: the nmnber of U.S. 

medical school graduates, international medical school graduates and osteopathic 
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graduates that enter into the nation's graduate medical education system. In order to 

decrease the physician supply, the AAMC proposed several recommendations that impact 

both U.S. and non-U.S. graduates. Some of the recommendations included: limiting 

federal funding of graduate medical education positions; the elimination of waiver 

programs that allow foreign physicians to remain in the United States after residency 

training; and the provision of federal ftmds to support medical schools that expand rural 

and inner city opportunities for medical students 

(http;//wvAv.aamc.org/meded/edres/workforc/consen.htm). 

It is difficult to accurately measure the specialty distribution in the U.S. workforce 

because of the lack of consensus about what constitutes a primary care physician. For 

example, when the AMA's Physician Masterfile for California defined "generalist" 

physicians, it excluded those with secondary practices in a specialist field. Definitions are 

further complicated by the fact that many patients go to specialists''^ for their primary care 

needs (Grumbach, Becker, Osbom, and Bindman, 1995). 

COGME's Sixth Report (cited in COGME, 1998) examined managed care's 

impact on the physician workforce and medical education. The report found that the 

growth in managed care will magnify the physician workforce concerns as HMOs 

embrace generalist physicians and their expanding scope of practice and decrease the 

number of referrals to specialists. This magnifies the generalist to specialist imbalance 

identified in esirlier COGME reports. COGME estimated that in a managed care 

dominated environment, specialist physician staffing of 85 to 105 specialists per 100,000 

population translates into a 125,000 surplus of specialists in the year 2000 and a 170,000 
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surplus in year 2010. For generalist physicians, COGME's estimated staffing 

requirement of 60 to 80 physicians per 100,000 physicians represents a modest shortage 

of 20,000 generalists in the year 2000. This generalist shortage is expected to decline to 

8000 in year 2010 (Rivo, Mays, Katzoff, & Kindig, 1995). 

Weiner (1994) analyzed HMO staffing patterns and assumed that 40% to 65% of 

Americans will receive their care from integrated managed care plans by the year 2000. 

In 2000, he identified a 163,000 physician surplus overall. His data suggested that the 

primary care physician supply (MD/DOs) will be close to equilibrium at 7% to 18% 

above the desired requirement. In contrast, the surplus of specialists is estimated to range 

firom 61% to 67%, representing a significant surplus. 

Cooper (1995) examined physician supply and demand to year 2020 from three 

perspectives: physician utilization in HMOs, physician distribution in 50 states, and 

projections of the future supply of non-physician clinicians. Cooper's analysis found that 

the overall physician supply will exceed the national norm of demand by five to eight 

percent, but that there was no evidence of a major physician surplus between now and the 

year 2010. However, he did recognize the geographic differences in some states and 

identified that the supply of non-physician clinicians will increase and potentially increase 

clinical surpluses in the future. In contrast to the 1980 GMENAC study, his identified 

only a modest physician surplus that will actually shrink after 2010. 

The Pew Health Commission recommended that 20 to 25 percent of medical 

schools should be closed by 2005 and at least 50% of all residents should be training in 

family practice, general internal medicine, and general pediatrics by the year 2000. 
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Instead of shifting to a 50:50 balance. Cooper (1994) supports a less dramatic 33:67 mix 

of primary care and specialty trainees. In his view, the 50% balance will cause a long-

term surplus of primary care physicians and a long-term shortage of specialists. Ginzberg 

(1996), an economist, is also skeptical of the 50% balance. He feels that the easiest way 

to accomplish this 50:50 balance would be to limit GME funding to three years. This 

may financially discourage residents from seeking further training in a subspecialty area 

afler their generalist training. Skepticism toward the 50:50 balance is partly based on the 

fact that leaders within the medical profession believe that patients suffering from a 

chroriic disease receive better care at an overall lower total cost when they are supervised 

by a specialist versus a primary care physician. 

The American Academy of Family Physicians (AAFP) supports increasing the 

number of generalists trained and recommends that 50 percent of generalist physicians in 

the United States be family physicians. AAFP calculated that there should be 33.3 M.D. 

family physicians per 100,000 population. In order to achieve this in year 2010, the 

United States must produce 3,870 M.D. family physicians annually. There also needs to 

be 484 accredited family practice residency programs by July 1, 2000 (AAFP, 1996) 

Despite the reported oversupply of physicians, there is still an inadequate number 

of health professionals in many inner-city and rural communities. This is a concem 

because access to medical care stems from the large number of Americans without health 

insurance and the geographic maldistribution of physicians. The proposal to reduce and 

limit the number of IMGs causes concem to some because many public and voluntary 
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hospitals that serve low-income and minority patients find it difficult to recruit U.S. 

physicians (Ginzberg, 1996). 

The 1998 COGME report found that physicians tend to practice in affluent urban 

and suburban areas and that most of the increase in the supply of rural physicians 

occurred in the larger rural communities that were adjacent to metropolitan areas. In 

addition, family physicians were much more likely than any other specialty to practice in 

niral areas. Family physicians comprised almost half of the entire physician population in 

rural areas. Therefore, the supply of rural physicians is largely dependent on the 

production of both allopathic and osteopathic family physicians. To support the training 

of family physicians, COGME recommended that Title VII monies that support family 

medicine programs which successfully place physicians in rural and underserved areas be 

increased. Other recommendations made to support rural physicians included: the 

continued financial incentives of Medicare payments to rural providers in underserved 

areas; continued exploration of educational programs such as rural telemedicine; 

increased funding for community health centers; and support for research that addresses 

the impact of gender on rural practice locations (COGME, 1998, p. 25-27). 

The supply of general internists and general pediatricians in rural areas was found 

to be directly proportional to the size of the community. Rural commimities require 24-

hour on-call coverage that makes it difficult for these two generalist specialties to cover 

each others' practices. Family physicians on the other hand can provide on-call coverage 

for both of these specialty areas. This means that the community needs to be large 

enough to support several internists and pediatricians and their call schedule. 



58 

Obstetricians and gynecologists provided increasing primary care but were heavily 

concentrated in urban areas. Therefore, smaller communities depend on family 

physicians for basic obstetric and gynecologic care (COGME, 1998). 

In an attempt to correct system-wide deficits regarding physician mix and 

geographical distribution, some have proposed the concept of mandatory national health 

service for medical students. The concept requires medical graduates to practice 

medicine in underserved areas in exchange for debt reduction. Gellert (1996) is 

concerned that this will not attract the most desirable physicians to primary care medicine 

or imderserved geographic areas. Physicians will be simply going through the motions 

without any clear commitment to the community. 

The identification and supply of primary care providers is complex and often 

reflects special interests. It continues to be an important issue as the health care 

marketplace continues to focus its efforts on access to care and cost-containment. Policy 

makers, professional medical organizations, and the academic community continue to 

debate the issue of what constitutes an appropriate physician supply to meet the nation's 

health care needs. Workforce supply issues deal with the role of generalist physicians; 

the definition of a primary care provider; practice locations and the maldistribution of 

physicians; the appropriate mix between specialists and generalists; and the design and 

support of proper incentives that v^ll encourage physicians to settle and practice in 

underserved communities. This discussion suggests that the need for family physicians is 

great and opportunities for specialist*^' physicians may be limited in the future. 
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Summary 

The health care system is very complex and we are in the midst of a rapidly changing 

health care marketplace. Market driven health care and the growth of managed care 

places academic health centers and teaching hospitals at a competitive disadvantage 

because their missions of teaching, research, and highly specialized health care makes 

them more expensive. At the same time, the traditional forms of revenue from private 

payers is decreasing and Congress is asking for a reduction in Medicare spending. In 

order to survive and increase their share of the health care market, AHCs and medical 

schools are establishing satellite clinics, purchasing primary care operations, negotiating 

new Medicaid contracts, negotiating new provider contracts, and developing specialized 

services. Schools have also begun to emphasize faculty productivity and accurate billing 

and collections (Krakower, Ganem, & Jolly, 1996). There is great concern about the 

ability of academic medicine to cover the teaching and research missions which have 

traditionally been subsidized by clinical revenue. The next chapter examines the 

strategies utilized by academic health centers to survive in a competitive market. 

' The indemnity plan offers consumers free choice of any health care provider. Physicians could practice 
more or less as they wished, and were paid with little scrutiny on a fee-for-service (FFS), retrospective 
basis. Losses experiences by the carrier were passed through to the consumer in the form of ht^er 
premiums. Medicare and Medicaid were patterned directly after a traditional employee health benefit 
model. Private sector insurance companies performed most of the day-to-day management of the Medicare 
Program (Weiner & de Lissovoy, 1993) 

" Tertiary care is a level of medical care in large, highly specialized medical centers. It involves equipment 
and personnel that would not be economically feasible in a small institution because of lack of utilization. 

The Jackson Hole Group (JHG) was incorporated as a not-for-profit organization in 1992, and grew out 
of Dr. Paul Ellwood's discussion groups on health care policy. The JHG was created as a separate entity 
from InterStudy, a research and reform group formed in the early 1970s that has been instrumental in the 
development of the role of the HMO. The JHG is not an official lobbying group, but it has a Washington 
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office and attempts to promote policy concepts in the health care reform debate. See: Ramsay, Craig 
(1995) U.S. Health Policy Groups: Institutional Profiles. 

IP As contract with an association of physicians to provide physician services to their members. TTie 
physicians are members of the IPA, which is a separate legal entity, but they remain individual practitioners 
and retain their separate office and identities. (Wagner, 1995). 

* PFO (Preferred Provider Organization)is a type of HMO where the PPO entity acts as a broker between 
the purchaser of care and the provider. Consumers have the option of using the "preferred" providers by 
incentives and disincentives related to cost-sharing and benefit coverage. In return for the patient referrals, 
providers agree that their care will be "managed" (Weiner & de Lissovoy, 1993) 

" POS plan is a hybridized plan that offers the consumer a choice of options at the time he or she seeks 
services rather than at the time they choose to enroll in a health plan. Enrollees are not "locked" in and may 
leave the HMO and still have certain services covered. The out-of-plan segment is usually subject to a 
significant degree of cost sharing (deductibles). Also known as flexible health plans, mixed-model health 
plans, or hybrid model plans (Weiner & de Lissovoy, 1993). 

If the CPI is converted to the Biomedical Research and Development Price Index , the data reflect a 
39.7% increase since 1991, and corresponds to an annual growth rate of3.4%. The figures are derived 
from measurements of the cost of labor and materials used in biomedical research and published by the 
NIH, which is a more accurate measure of inflation for biomedical research than the CPI. 

"" For 1995-1996, practice plan revenues now include medical service organizations (MSOs), network 
affiliations, and other medical service organizations. Prior to this year, these revenues were reported in 
other sections of the AFQ (Ganem & Krakower, 1997) 

" GME refers to the training of about 100,000 persons in hospital and outpatient settings who have received 
an M.D. or D.O. degree, or are eligible to have a medical license in the United States. This training, usually 
called a residency or fellowship, is a form of apprenticeship that provides a supervised clinical practice and 
didactic educational experience lasting a number of years in various kinds of medical specialties, like family 
practice or radiology. Each residency is under the aegis of one of the approximately 1000 teaching 
hospitals; is accredited by a non-govemmental professional body; and produces practitioners who are 
recognized as, and are usually eligible to obtain board certification. In the report, "On implementing a 
national graduate education trust fiind," GME also includes, unless noted, the training of dental and 
podiatric professionals; undergraduate, pre-professional nurses; and a number of allied health professionals, 
such as x-ray technicians and respiratory therapists, among others (Institute of Medicine, 1997). 

Direct GME are payments made directly to teaching hospitals to cover the stipends of residents, the 
supervisory personnel and other associated hospital costs for supporting a residency program. These are for 
each individual, full-time-equivalent resident. 

" IME are not based on any identified costs. It is intended as support for teaching hospitals and to 
compensate for the observed higher costs of training programs (additional tests, special care units, 
unsponsored research, more seriously ill patients, and care of non-paying patients). 

The AAMC represents 125 accredited medical schools; 16 accredited Canadian medical schools:, 
approximately 400 major teaching hospitals, including 74 Veterans Affairs medical centers; 86 academic 
and professional societies representing 87,000 faculty members; 67,000 medical students; and 102,000 
residents (March 13, 1997, http://www.aamc.org/events/pressrel/97031 l.htm, 3/28/97). 
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"" Academic medical center hospitals are involved with teaching, research, and patient care and are defined 
as short-term, nonfederal members of the AAMC's Council of Teaching Hospitals and Health Systems 
(COTH). COTH member hospitals, numbering roughly 276, (which include 75 Veterans Affairs medical 
centers), train about 75% of all U.S. medical residents. COTH hospitals participate in at least four 
a p p r o v e d  r e s i d e n c y  p r o g r a m s  a n d  h a v e  a  s i g n e d  a g r e e m e n t  w i t h  a n  a c c r e d i t e d  s c h o o l  o f  m e d i c i n e  ( J u n e  1 1 ,  
1996, http://www.aamc.org/events/testininy/test611 .htm, 11/6/97). 

The NRMP was developed 40 years ago to provide a uniform date when decisions about graduate 
medical residency selection can be made. It provides a means to impartially match applicants' and 
programs' preferences for each other. Each year approximately 16,000 U.S. medical school students 
participate in the "Match" to secure their postgraduate training positions. Another 17,000 "independent" 
(former graduates of U.S. medical schools, U.S. Osteopathic students, Canadian students, and graduates of 
foreign medical schools) applicants compete for the approximately 23,000 available residency positions 
(http;//www.aamc.org/about/progemph/nnnp/nrmp.htm, 3/19/98). 

Specialists are physicians who predominantly see patients on a referral basis for clinical problems limited 
to a particular organ system (neurology), spectrum of disease (allergy), or procedural intervention 
(radiologists). 

After a three year core program in Internal Medicine, physicians can have added qualifications with 
additional training. Subspecialty certificates are offered in Cardiovascular Disease; Endocrinology, 
Diabetes and Metabolism; Gastroenterology; Hematology; Infectious Disease; Medical Oncology; 
Nephrology; Pulmonary Disease; and Rheumatology. Subspecialty training include an additional two to 
three years of training in an accredited residency program. Pediatrics also has an extensive choice of 
subspecialty training areas. 

http://www.aamc.org/about/progemph/nnnp/nrmp.htm
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CHAPTER 3 

LITERATURE REVIEW AND THEORETICAL FRAMEWORKS 

Introduction 

The medical education literature identifies the rise of managed care and the 

restructuring of the health care marketplace; the new challenges facing the academic 

enterprise; the reduced funding available to support the academic missions; and the 

growing influence of business practices in the management of faculty and institutions. 

There is less written about the role of organizational culture in promoting or resisting 

change. Literature regarding the medical workforce focus on the ratio and balance 

necessary between generalist and specialist physicians. The examination of how medical 

professions define their work jurisdictions and the conflicts that arises between generalist 

and specialist physicians has been minimally addressed. 

Chapter 2 identified that clinical revenue was the largest single source of fimding 

for medical schools. This chapter examines how the medical enterprise adapts to the 

changing health care market. I present different examples of how AHCs and departments 

of family medicine are restructuring themselves in order to be competitive in the 

changing health care market. In addition, I highlight the impact of these changes on the 

academic missions, organizational culture, and faculty workload. This is followed by a 

discussion of key concepts firom the theoretical frameworks of resource dependence, 

organizational culture, and professionalization. These three frameworks are 
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complementary and are useful in understanding the challenges faced by academic 

medicine as they try to position themselves in the emerging health care market. 

Literature Review 

Threats to the Medical Enterprise 

"The nation has turned to the market to deliver health care, and 
we in academia are now of the market" (Eisenberg, 1995b) 

The demise of comprehensive health care reform and the market-driven 

environment of managed care forces academic health centers to examine ways to lower 

costs; maintain the necessary volume of patients for teaching; and integrate business 

practices with patient care. Many AHCs find that to continue as a specialty-driven 

institution is not in their best interest and are making a shift to out-patient primary care 

services. Some hospitals are downsizing and others are closing through mergers and 

consolidations with both private and public entities. 

Community hospitals and doctors that were formerly freestanding are now part of 

a network of providers who have contracts or relationships with nonacademic hospitals to 

provide tertiary care. This network relationship diverts patients away from the more 

expensive teaching hospitals (Inglehart, 1995b). Therefore, AHCs are restructuring 

themselves to compete more effectively in a managed care environment. In order to 

ensure adequate numbers of patients for teaching and research, many AHCs are 

expanding their patient care base by building or joining networks of providers. A second 

strategic option includes reducing expenses through the reduction of hospital beds. 
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closing specialized units like a cardiac catheter lab, or eliminating positions. A third 

strategy is to work with government in the development of a financial infi-astructure to 

support academic medicine. This is a cooperative effort where AHCs would receive 

substantial tax-financed support in exchange for policies determined by federal and state 

legislatures. Academic health centers would serve as the "frontiers of medicine," and 

would care for the sickest patients referred to them by competing health plans (Inglehart, 

1995a). 

The incorporation of these strategies would affect administrative structures and 

decision making patterns. The medical school and the teaching hospital possess separate 

institutional identities, characteristics, and goals. The culture of the traditional AHC 

centers on individual physicians and revolves around the needs of specialist departments. 

This is a barrier to the AHCs ability to deal with rapid changes in the health care market. 

In the old fee-for-service model of reimbursement, the physician generates 

revenue for the hospital and college. In return, physicians are given autonomy and 

control of their work. In the hospital setting, specialist physicians have the ability to 

generate larger sums of money that grants them more power (Solit & Nash, 1996, p. 

220). In contrast, generalist physicians who concentrate their work in the outpatient 

setting, are unable to generate the same amount of money due to the lower cost of their 

services. Power struggles and conflicts over professional jurisdictions occur as managed 

care plans emphasize effectiveness and cost control. The conflict often lies in the fact 

that AHCs need specialist physicians to generate revenues for the hospital and college. 
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At the same time, managed care has pressured AHCs to expand their primary care 

services and increase the numbers of primary care physicians. 

To meet new market demands, AHCs are searching for ways to increase revenues 

and presence in the market. Harry Caulfield (1995), Executive Director of The 

Permanente Medical Group, Inc. in California believes that AHCs can be competitive in a 

free market environment and a free market can support the academic missions of AHCs. 

This can be accomplished if the rules of competitive business are followed. This means 

that health care will be measured by the equation: Value = (Quality + Service)/ Cost. In 

order to survive, institutions can no longer reach decisions by time-consuming consensus; 

must increase utilization of primary care providers; must be customer oriented in order to 

maintain support from the private sector; and have training programs that reflect the 

needs of society (Caulfield, 1995). 

Integrated Health Care Systems 

Some AHCs like Duke are located in geographical areas with a low managed care 

presence. Duke, a private institution, developed new models of care in order to maintain 

its financial stability and protect its patient population. In this process they underwent 

major organizational restructuring. 

Since the early 1990s, Duke moved towards a comprehensive and integrative 

health care system. Duke reoriented its educational missions to community-directed 

health care and provided structures to support both clinical and outcomes research. The 

Office of Managed Care was established to enhance their contracting ability and to 
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facilitate strategic alliances with physician practices and community hospitals in the 

region. The newly restructured "Duke University Health System" included the faculty 

practice plan, Duke University Hospital, approximately fifty primary care practices 

owned by Duke, a home health company, a home infusion company, affiliate 

organizations, a 50:50 joint venture with WellPath Inc., and a partnership with New York 

Life Insurance. 

Duke went from being a sole tertiary care center to a network of services that 

included prevention services, primary health care, specialty care, hospital care, homecare, 

and rehabilitation services. In order to develop this massive new system, Duke decreased 

expenses by $70 million dollars (out of about a $500 million annual budget). Duke 

offered generous voluntary separation and retirement incentives in hopes of decreasing 

the workforce by more than 1,000 over a two year period. 

Mayo expanded their network of services and moved towards becoming an 

"academic health system." Mayo's missions remained the same, but the vehicles to carry 

them out have changed. Over more than a 12 year period. Mayo expanded from one 

major medical center in Rochester, Minnesota to three across the country. To bring 

expenses down and make resource allocation decisions easier. Mayo merged with six 

other hospitals. In the last several years. Mayo experienced a reduction of approximately 

900 hospital beds and the available hospital space was converted to provide outpatient 

services. In order to strengthen their patient base and primary care capacity, partnerships 

between 400 new physicians have been formed in Wisconsin, Iowa, and Minnesota. 
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Cutting out the middle person. Mayo developed a prepaid health plan that 

contracted direcdy with major employers like Hormel Foods, IBM, and American 

Express. In order to provide capital for all the research and education programs, private 

sector fund raising was accelerated through a world-wide reference laboratory business 

and an entrepreneurial arm called Mayo Medical Ventures. The Mayo Medical Venture 

provides health information to the public, management consulting, medical products, and 

supports technology transfer activities. By the year 2000, Mayo anticipates that they will 

have undergone more consolidations; shifted to a paperless and filmless practice of 

medicine; increased their participation in managed care networks; and moved toward a 

seamless model of in-patient and out-patient care (Waller, 1995). 

The University of Florida Health Sciences Center (UFHSC) was "the state's most 

robust medical center," making it the largest and most comprehensive service provider 

(Ross, 1995). It had a large number of specialist physicians and was located in a rural 

area. Managed care was a growing influence and there was competition from one of the 

nation's largest hospital systems (Columbia /HCA). So in 1993, leadership decided to 

reorganize UFHSC into a true multi-specialty group practice. This meant a change in the 

management structure, away fi-om the departmental structure to a physician-dominated 

board of directors. The practice was managed by a CEO appointed by the dean. UFHSC 

felt that strategies to capture a larger patient base would not work for them because of the 

local competition, so their strategy involved making services more accessible to the local 

public. This was accomplished by contracting with and employing community-based 
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physicians. In addition, they considered creating a private label health plan in partnership 

with another payer (Ross, 1995). 

In 1994, the AAMC formed the Advisory Panel on the Mission and Organization 

of Medical Schools. One of the Panel's six working groups explored how medical 

schools could preserve an adequate patient base for teaching, research, and revenue 

generation. The working group studied nine medical schools that represented a cross 

section of US medical schools. The University of California, Los Angeles (UCLA) 

School of Medicine was one of the nine schools studied, that was located in a highly 

penetrated managed care market. UCLA was committed to generalist training and 

developed a growing primary care provider base through the Department of Medicine 

when they acquired a community hospital. UCLA's faculty compensation plan also 

played a positive role in recruiting primary care faculty. The lesson learned was that 

networks can be developed rather inexpensively by using the university's existing 

infrastructure and resources, like the information systems (Fogelman et al., 1996). 

Another response to the increasing managed care market was the consolidation of 

services. In order to reduce costs, minimize duplication of services, and to gain greater 

leverage in negotiations for patient care contracts with HMOs and other insurance 

entities, mergers occurred at a rapid pace. On July 24, 1996, New York Hospital and The 

Presbyterian Hospital in the City of New York announced their intent to merge and 

become The New York and Presbyterian Hospitals Health Care System. This new 

System included more than 20 hospitals with a combined annual revenue of more than 

$2.5 billion. Columbia and Comell University were affiliated with the merging hospitals. 
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but they decided to keep their medical schools separate. The physician affiliation created 

between Columbia and Cornell may eventually total 8,000 physicians (Mitka, 1996). 

Another merger ended a rivalry between the medical centers of Stanford 

University and the University of California in the San Francisco Bay area. Both 

governing boards agreed to form a new non-profit corporation called the UCSF Stanford 

Health Care. Each university contributed $8.25 million for start-up costs and gained six 

seats on the corporation's 17 board member (Schmidt, 1996). These examples reflect the 

diverse attempts made by AHCs to remain competitive in the health care marketplace. 

Addressing the Academic Missions 

TeimCare is an example of public-sector driven health reform and the impact on 

AHCs. In 1993, the Health Care Financing Administration reclaimed $120 million in 

federal fimds from Tennessee's Medicaid program. As a result, Tennessee quickly 

created a managed care industry and moved all of the Medicaid recipients into managed 

care organizations. This move hurt the AHCs because they traditionally were large 

providers of Medicaid services. Now, they faced decreased payment for services; 

decreased volumes of clinical services; adverse selection; and loss of graduate medical 

education funds (Meyer & Blumenthal 1996). The effects were the closure of 

cardiovascular services and an 18 percent staff reduction at one AHC. The University of 

Termessee lost faculty and faced difficulty in recruiting participants for federally funded 

obstetrics protocols due to a decrease in the number of patients available. The teaching 

mission was affected dramatically. One hospital based training program reduced the 
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numbers of residents from 150 to 100. Fortimately, TennCare leadership restored the 

GME contributions, but in return, AHCs had to train primary care physicians who stayed 

in Tennessee. 

In order to regain the Medicaid population needed for the core missions, some 

AHCs developed their own managed care organizations. There were several drawbacks: 

(1) it required significant capital; (2) some AHCs did not have enough primary care 

providers; and (3) the AHC-based MCO was identified as competitors and made other 

MCOs less willing to contract with them. Another option for Tennessee's AHCs was to 

form new relationships with community providers (Meyer & Blumenthal, 1996). 

Managed care reduced the capability of AHCs to subsidize the research and 

education mission. Rosenblatt, Rabkin, and Tosteson (1997) argue that "the travails of 

clinical care are receiving most of the attention" and "a serious threat to our future is the 

misguided belief that the health care system can be revised without attention to the role of 

academic medicine and its products of research and education." In 1996, Harvard 

Medical School and Beth Israel Hospital joined together and created a separate nonprofit 

Institute for Education and Research. The Institute quickly expanded to include two more 

Harvard-affiliated hospitals. It was owned by the parent institutions and governed by a 

board of trustees. The Institute's guiding principle was to stimulate innovation and to 

support the department chiefs and the hospital based faculty in research and teaching. 

Monies for research and education would eventually be re-routed to the Institute. 

The Institute secured the future of research in part by attracting new private, 

foundation, and industrial support. Seed money was used to invest in collaborative 
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research between institutions; to translate laboratory discoveries into clinical applications; 

and to foster closer relationships between industry (biotechnology and pharmaceutical 

companies) and researchers. In regard to education, the Institute's goal was to foster the 

shift toward patient-centered medical education and ambulatory care. A major project 

was the application of computer and multimedia technologies to clinical education 

(Rosenblatt, Rabkin, & Tosteson, 1996). 

The Duke example is mentioned again to illustrate the impact of managed care on 

core academic missions. For their teaching mission, Duke evaluated the size and scope of 

all schools and training programs. For example, the graduate medical education program 

had over 900 residents and fellows, roughly 75 percent of whom were in specialty 

training. The clinical chairs agreed to decrease the number of hospital-supported 

residency slots by as much as 30 percent over a four year period. Duke also increased 

tuition and fees and made curricular revisions. Until recently, 92 percent of Duke's 

faculty were medical specialists and 8 percent were primary care providers. Their new 

model anticipated a need for at least 330 primary care physicians and no more than 480 

specialists. Clinical departments found new roles for their specialty physicians by the 

development of local and regional satellite clinics. In order to gain support from the 

faculty, a system of incentives was developed, where twenty-five percent of the cost 

savings realized by the hospital was retumed to the clinical departments to support 

research and teaching programs (Rogers, 1996). 

In terms of research, over 80 percent of Duke's commercialization of research 

occurred within the College of Medicine. The University's Office of Science and 
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Technology (OST) reported directly to the Chancellor for Health Affairs and The Dean of 

the School of Medicine. The formation of numerous partnerships with industry enhanced 

Duke's ability to recruit new faculty, fund ongoing research, and enhance core 

technologies and clinical information systems. Royalty income went from $304,092 in 

1990 to $ 1,667,948 in 1996. The number of patents issued went from 7 in 1990 to 3 7 in 

1996. The success of the OST is shown in the budget growth of $450,000 in 1990 to 

$1,400,000 in 1996. 

Private corporations also became involved with the academic teaching and 

research missions. General Motors (GM) established a nontraditional relationship with 

Wayne State University by lecturing to second-year medical students about variations in 

the delivery of health care. GM added a purchaser and community perspective to the 

medical school curriculum with discussions on accountability and duty to the commimity. 

In addition, GM fimded a research study for GM enrollees with primary and metastatic 

breast cancer undergoing chemotherapy supported by bone marrow and peripheral blood 

cell transplantation (Cubbin & Moroni, 1996). 

Cubbin and Moroni (1996) argued that much like the auto industry, success in the 

health care industry means responding to the voice of the customer. This requires AHCs 

to respond to patients, purchasers, students, teachers, researchers and the foundations, 

companies, and anyone that provides funding. In order to respond to the needs of a 

diverse group of customers, AHC must aggressively re-engineer themselves; develop 

ways to measure quality and effectiveness; be flexible; and work towards continuous 

improvement. 
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Effects on the Culture of Medicine 

The growth of managed care has increased the need for primary care (generalist) 

physicians. The literature discusses the restructuring and refinancing of the AHC, but 

little has been written about the "cultural dislocation" and the changing relationship 

between generalist and specialist physicians (Eisenberg, 1995). Within managed care, 

primary care physicians serve as "gatekeepers" to the more expensive specialty care. 

Specialists now serve more as "consultants" and have limited access to patients. This 

precipitates an uncomfortable relationship between physicians who are used to having 

free access to all patients. 

The traditional culture of academic medicine focused on collegiality, 

decentralized decision making, and tenure as a hallmark of academic success. Faculty 

came to expect tenure and advancement along with financial security. The traditional 

organizational structure included decision-making that stressed consensus and 

participation. Faculty must now leam to share control and form partnerships with other 

groups. This is a major cultural shift for academic medicine faculty. 

Universities have traditionally encouraged individuals to be inquisitive, to be 
involved, and to question change. Individuality rather than corporate 
identification is the norm. Moreover, many faculty identify more with their 
profession than with their university in regard to a first call on their loyalty 
(Snyderman, 1996). 

Roscoe Robinson (1996), Vice Chancellor for Health Affairs at Vanderbilt 

University Medical Center argued that to be successful, AHCs must transform their 

clinical enterprise through a major cultural shift. AHCs must address the mentality of 

generalist versus specialist, hospital versus doctors, and academia versus business. In 
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addition, AHCs must leam to share control with potential partners; recognize the 

differences in clinical productivity among faculty; recognize the limited access to capital; 

and be cognizant of the University's aversion to risk. This means greater operating 

flexibility; a responsive physician organization; better alignment of incentives; a focus on 

network development; and a marketing of new products. 

Vanderbilt reorganized their faculty practice to operate as a true multispecialty 

group practice. Along with this move came new by-laws; new productivity and outcome 

measurements; a methodology for the distribution of capitated income; a new Department 

of Family Medicine; realignment of physician practices and hospital services along 

several product lines; and development of a unified contracting mechanism (Robinson, 

1996). 

The difference between the cultures of Case Western Reserve University School 

of Medicine and Henry Ford Health System (HFHS) was evident when they established a 

broad affiliation. Case Western Reserve University is a private research-focused medical 

school and HFHS is an integrated health system with a large managed care presence. 

Motives for the affiliation included a desire to broaden students' experience in a managed 

care system that emphasized primary care; to have expanded opportunities and sites for 

ambulatory training; and to stimulate cultural changes in the hospitals. Cultural 

differences were reflected by the fact that the (1) clinical product for an AHC is specialty 

care, while it is comprehensive care for MCOs; (2) AHCs focus on disease while MCOs 

focus on health of their insured communities; (3) students and faculty are the customers 

in medical schools and AHCs, while patients and employers are the customers for the 
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MCO; and (4) autonomy is valued in medical schools while accountability is important to 

the managed care system (Stevens, Leach, Warden, and Chemiak, 1996). 

Facultv Work and Productivity 

Academic health centers are in direct competition with community physician 

practices for managed care contracts. This creates an administrative need to profile and 

measure faculty performance and productivity in clinical patient care. The Medical 

Group Management Association and AAMC developed a tool that measures productivity 

and takes into account the unique nature of academic medical practice. The data for 

fiscal year 1996 showed, "that academic faculty actually do practice in similar patterns as 

their counterparts in private practice" (Adams, 1997). 

Studies conducted on faculty productivity traditionally looked at how teaching 

medical students affected productivity. Productivity was measured by the number of 

patients seen per half day clinic session. The literature in this area was not consistent 

because of study design issues, practice sites, financial arrangements of the physicians, 

and individual physician practice styles. For example, the Department of Family Practice 

at the University of Kentucky found no significant difference in productivity levels or the 

average numbers of patients seen by physicians' with or without a medical student 

present. The average hourly productivity reported was 1.6 patients seen per hour. 

Explanations for the lack of difference included the possibility that medical students 

offset the time lost by helping to complete portions of the patient care encounter. In 
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addition, the volume of patients may be low enough that students do not affect the overall 

efficiency (Kearl & Mainous, 1993). 

Other studies conducted in ambulatory settings reflected the added time necessary 

for teaching medical students. A study on rural community practices showed that on 

average, third-year medical students added 73.33 minutes to each practice day. This 

meant that productivity decreased an average 2.2 patients per day (Doyle & Patricoski, 

1997). The University of Illinois College of Medicine at Rockford found that 

productivity of primary care physicians (family physicians, internists, and pediatricians) 

involved in teaching medical students in ambulatory conununity health centers was lower 

by 30 to 40 percent than the productivity of non-teaching physicians (Garg, Boero, 

Christiansen, & Booher, 1991). 

The Louisiana State University School of Medicine developed a system for 

quantifying faculty productivity in four areas: teaching, research, administration, and 

patient care. This relative-value and time-based system was designed so that faculty 

were recognized equally for efforts in all four areas. In addition, profiles of "super 

faculty" were developed based on estimates of high productivity. Each activity was 

assigned a relative-value that reflected departmental priorities and ranged from 1 to 10. 

Time allotments were assigned for each activity and reflected the actual time spent in the 

activity and preparation time for teaching, representing a best guess. Each relative-value 

was then multiplied by the activity's time component, producing a global RV. Writing 

grants and obtaining fionding took precedence over other activities. Faculty were then 
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compared to hypothetical "super faculty" profiles (Hilton, Fisher, Lopez & Sanders, 

1997). 

In July 1, 1995, The Department of Medicine of the University of Maryland 

School of Medicine faced a deficit of approximately $900,000. In an attempt to gain 

additional savings. The Department of Medicine developed "the salary responsibility 

program" to challenge faculty to assume more responsibility for part of his or her 

compensation for time spent in research or clinical practice. Faculty were expected to 

work a minimum of fifty hours per week. Faculty recorded the amount of time spent in 

assigned and unassigned professional activities on a "scorecard." Assigned activities 

included attending and consulting on the inpatient service and in the outpatient clinics, 

lecturing, leading conferences, bedside teaching, and administrative time. Unassigned 

activities included time for basic or clinical laboratory research and outpatient clinical 

time with their patients. Faculty were responsible for 50% of their salary and benefits 

that corresponded to time spent in unassigned activities. Salaries were reduced for faculty 

who were unable to develop sufficient fiinds. This new incentive program resulted in 

four faculty resignations, reduction in some faculty salaries, and additional funding 

brought into the department by some faculty (Kastor, Mehrling, Mackowiak, & Breault, 

1997). 

The Department of Medicine at The University of Alabama changed its practices 

for allocating fiands that caune fi-om professional practice revenues and fimds from the 

dean's office. They developed a "plan for responsibility-center management," which 

combines the meanings of "profit center" and "cost center." This was an effort to engage 
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faculty's commitment to the enterprise as a whole and to make faculty understand how 

their behaviors factored into the financial health of the division and department. In this 

plan, leaders managed the revenues and expenses and were responsible for the success of 

their divisions. The shift from old to new is described as going from, 

a loose confederation of self-oriented, entrepreneurial divisions to a tighter, more 
interdependent federation of divisional responsibility centers, each of which, 
while still self-managed, shares in the department's responsibility for achieving its 
mission and goals in the institutional context (Lewis, 1996). 

Funds were recalculated yearly and allocations were based on the previous year's 

performance. The intent of "responsibility-center management" was to provide rewards, 

incentives, and recognition for the contributions of individual faculty. Since its 

implementation in 1991, the department saw an increase in research awards and 

applications; an increased emphasis on industry-sponsored research; an increase in 

outpatient visits and in-patient admissions; and an increase in the faculty-to-staff ratio. 

The plan lacked good measures of educational contributions because teaching was often 

inseparable from research and patient care made it difficult to measure. Faculty felt that 

funds "should" be made available to pay specifically for teaching. 

It was clear that not all division directors were great leaders and adept at handling 

the delegated responsibility. There were minimal opportunities for management training. 

The most difficult problem for division directors was dealing with units that demanded 

the funds generated by their groups be given to them rather than shared with the broader 

department. In the end, additional funds were not allocated to the departments, due in 

part to changes in school leadership and comfort with current practices. Therefore, the 
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plan did not serve as a true performance incentive, but merely a new allocation system 

with a rational base (Lewis, 1996). This was one department's attempt to redirect the 

orientation of the various divisions to a "group" practice mentality. 

The restructuring of AHCs in response to managed care has an impact on faculty 

and their work. Haynes (1996) suggests that AHCs must first decide if it is a corporation 

or an academy. In order to preserve a "happy faculty," messages must be clear. An 

example of a mixed message is reflected in the following statement: "You must teach, 

but you must also perform clinical activities that compete with your teaching time." 

Change often promotes anxiety and unhappiness, so the standards of patient care and 

practice guidelines must be clearly communicated. 

The importance of tenure for clinical faculty is often unclear. Clarification is 

needed about whether clinical faculty should be scholars or simply competent clinicians. 

Haynes (1996) advocates that the "eleven year up and out" tenure policy should only 

apply to basic research faculty and tenure for clinical faculty should be replaced by multi-

year renewable contracts. Some institutions have made tenure meaningless by applying a 

low financial obligation for tenure, making it a non-entity. 

Departments of Familv Practice 

In an attempt to remain competitive in the changing economic marketplace, AHCs 

are building strong primary care bases with an emphasis on ambulatory care. Family 

medicine plays a central role in this plan because family physicians can provide a much 

broader range of health care services. A 1997 survey of department chairs conducted by 
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the task force of the Association of Departments of Family Medicine (ADFM) identified 

key clinical practice issues faced by departments of family medicine as they respond to 

the growth of managed care. The top four issues faced by departments of family 

medicine include: (1) the need to augment clinical income; (2) the failure of academic 

salaries to keep pace with community levels; (3) the decreased practice autonomy and 

control; and (4) decreased job satisfaction. Departments responded to the increase in 

managed care and the pressures to help the survival of their affiliated AHCs by: 

increasing the number of family medicine faculty who perform mainly clinical duties (7 

or more half days a week); increasing the clinical productivity of faculty; increasing the 

number of family practice residents; and assisting the institution in buying physician 

practices (generally not through the department). Department Chairs reported that the 

clinical practice plan was often not under their direct control and they did not know if 

they were making a "profit" on their managed care contracts. The need for faculty to 

generate clinical income placed a decreased emphasis on research and other scholarly 

activities. Coupled with the fact that academic salaries fall behind community standards, 

recruiting and retaining faculty becomes more difficult. 

The ADFM (1997) survey respondents, on average, identified that the optimum 

breakdown for faculty responsibility would be clinical care (65%), teaching (20%), 

clinical administration (7%), research (5%), and other (3%). Sixty-six percent of the 

departments were asked to, or did increase their number of residency positions while 57 

percent of these departments reported that faculty were added or offered positions. 

Respondents reported that 26.4 percent of patients were in capitated health plans; 19.5 
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percent were in commercial indemnity or PPO plans; 16 percent were Medicare patients; 

23.4 percent were Medicaid patients; and the remaining 14.8 percent had no insiarance or 

were listed under "other." 

The issue of research productivity becomes increasingly important as faculty are 

pressured to spend more time in clinical care and teaching, leaving less time for 

conducting research. Environmental features had an effect on the scholarly productivity 

of faculty at the Department of Family Practice at the University of Texas Health Science 

Center. The number of research projects increased after the development of departmental 

research goals; after requiring faculty involvement in research; with the institution of a 

research forum; and the hosting of a methodology conference (Katemdahl, 1996). 

The Department of Family Practice at the University of Texas at San Antonio is in 

a unique situation. Weiss (personal communication, February 12, 1997) highlighted that 

there was almost no managed care in Texas and people were still talking about their high 

patient care collection rates, hi preparation for capitation and the need to negotiate 

contracts with MCOs, a faculty practice organization was recently developed. In 

addition, the Department was aggressively recruiting faculty interested in and capable of 

conducting research. The motivation was that faculty with research skills could bring in 

extramural ftmding. Faculty were offered protected research time and clinical 

responsibilities that did not exceed 50 percent. The Department was building a surplus of 

revenue before managed care hit the institution and local market. 
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Directions of Change 

The changing health care industry and managed care affect AHCs and 

Departments of Family Medicine on several levels. For the first time, AHCs are 

concerned about maintaining an adequate amount of patients for teaching, research, and 

clinical revenue. They must compete with community physicians and health plans for 

patients and can no longer depend on referrals from the community for specialty care 

because care is provided within their own network of providers. AHCs that have the 

capital to expand their services can restructure themselves into integrative health systems. 

The focus is on providing a continuum of both in-patient and out-patient services. This is 

one way patients and the accompanying revenue can be kept in the system. AHCs are 

also increasing their primary care capacity by contracting and employing community 

based physicians, acquiring community hospitals, and developing their own managed care 

plans. 

Other AHCs focus on strategies geared towards increasing revenues. This is 

accomplished by the development and marketing of medical services and products and 

the establishment of relationships with private corporations and industry. In an effort to 

reduce costs, mergers are occurring between medical schools and health systems. This is 

not always a smooth transition because of the different organizational cultures. Most of 

the examples cited reflect the impact of private sector health reform. Yet, public sector 

health reform also impacts the core missions of AHCs as shown by TennCare. 

Several trends appear in the literature: (1) AHCs are developing separate 

organizational structures to negotiate and deal with the new managed care market; (2) 
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individual departmental autonomy is a thing of the past; (3) AHCs are expanding their 

primary care capacity; (4) AHCs are positioning themselves closer to industry or sources 

of revenue; and (5) the awareness of culture is important in facilitating change. 

hi order to compete in the managed care market, institutions are implementing a 

business approach to faculty work and productivity. There is a greater emphasis on 

accountability. In order to measure productivity, faculty time is being separated and 

quantified according to research, teaching, and clinical care activities. Different 

management techniques are being utilized to encourage faculty and departments to 

assume more financial responsibility. 

Inglehart (1997) identifies that AHCs differ along several lines: private or public, 

university-based or freestanding, research-intensive or community focused. In addition, 

each have different histories, possess different cultures, and have various levels of 

financial health. These factors will determine the strategies adopted by individual AHCs 

and departments. 

Theoretical Frameworks 

Resource Dependence 

The literature review identified the profound effects of the new health care 

marketplace on revenue and resource streams; organizational structures within AHCs; 

academic faculty roles; the culture of medicine; and institutions' ability to maintain the 

missions of teaching, research, and service. This research incorporates the theoretical 

frameworks of resource dependence, organizational culture, and professionalization. 
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Each of these theories in isolation, do not fully explain what is happening in the complex 

health care environment. The three theories complement each other in our understanding 

of how funds are allocated; how organizations adapt to changes in resource flows; why 

some groups resist change; how some professions maintain their presence and power in 

an organization; and identifies the important role of culture and power in this process. 

Pfeffer and Salancik's (1978) resource dependence theory is a social model of 

behavior that de-emphasizes individual characteristics and places greater importance on 

the relationships and connections among social actors. In resource dependence, we are 

dealing with the acquisition of resources and the use of these resources to guarantee its 

survival. Organizations are not self sufficient and must rely on external resources that 

make them interdependent. In the health care market, the emphasis on cost control and 

the need to compete with other health care organizations have placed enormous pressures 

on AHCs. Although AHCs vary in size and makeup, the departments that represent a 

College of Medicine, along with its affiliated teaching hospitals are facing reduced 

income levels from patient care activity. Income from clinical patient care activities have 

typically made up roughly one third of the budget. Any significant reduction can mean 

disaster and can determine the fate of the organization. Therefore, AHCs are searching 

for ways to maintain and increase their clinical revenue that is represented by their 

faculty practice plan. 

Resource dependence views organizations as coalitions of groups and interests. 

Coalitions are constantly using their power and energy to establish relationships with 

other coalitions, particularly those that contribute resources that enable its continued 
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success. In order to survive, "the organization need only maintain a coalition of parties 

who contribute the resources and support necessary for it to continue its activities" 

(Pfeffer & Salancik, 1978, p. 26). The larger the organization, the more heterogeneous 

their coalitions, making demands incompatible. Applying the concept of coalitions, the 

AHC consists of several coalitions that possess different interests and goals. For 

example, the College of Medicine consists of specialist and generalist physicians that 

comprise the various departments. Each department, as a coalition, contributes various 

resources to the hospital and the College of Medicine. Resources can include clinical 

earnings, teaching time, extramural research funding and its indirect costs, physical 

resources, eind patients. The College of Medicine also contributes resources back to the 

departments, making all coalitions interdependent on each other. 

The organization cannot meet all the needs of its coalitions at the same time. 

Therefore, in part, "an organization's attempts to satisfy the demands of a given group are 

a flmction of its dependence on that group relative to other groups" (Pfeffer & Salancik, 

1978, p. 45). The dependence of organizations on each other depend on how badly a 

particular resource is needed to survive; how much discretion the interest group has over 

the allocation and use of the resources; and the extent to which there are few alternatives, 

reflecting the amount of control over the resource (p. 45-46). As the literature review 

indicated, in order to survive in times of resource constraints, organizations are increasing 

their capacity to deliver primary care services. The strategy is to capture a larger patient 

base and to keep patients in the system by providing a continuum of in-patient and out

patient services. In this scenario, primary care physicians and their departments become 
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more powerful because they are providing a critical resource that not all physicians can 

provide, in a time when there are few other cost-effective options. 

Resource dependence hzis a number of key concepts. The concept of 

organizational effectiveness is defined as "an external standard of how well an 

organization is meeting the demands of the various groups and organizations that are 

concemed with it activities" (Pfeffer & Salancik, 1978, p. 11). In many AHCs, the 

clinical revenues generated are managed by a central faculty practice organization. This 

contracting and negotiating group collects and reallocates the resources based on their 

idea of what is needed to ensure the organization's survival. In their eyes, a coalition that 

is effective is the one that contributes the most financial resources to the group practice. 

In the traditional fee-for-service health care market, specialists have an advantage because 

they can collect higher fees for their more high-tech procedures. In a capitated 

environment, their ability to do so is severely constrained. 

Effectiveness is not to be confused with efficiency which is an internal standard of 

performance that involves doing something better. "Extemal pressures on the 

organization are often defined internally as requests for greater efficiency" (Pfeffer & 

Salancik, 1978, p. 11). MCOs provide AHCs with an important resource in the form of 

patients. In order to be competitive, AHCs are closely examining how faculty spend 

their time and are exploring the use of productivity guidelines. 

The concept of constraint is important for understanding the organization-

environment relationship. Behaviors and individuals are frequently constrained by 

situational contingencies that include physical realities, social influence, information 
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available, cognitive capacity, and personal preferences. Behind every constraint is an 

interest group, so constraints are removable if there are social supports and resources to 

remove it (Pfeffer & Salancik, 1978, p. 15). As AHCs restructure themselves to deal 

with the new health care market, different coalitions will face different constraints. For 

primary care departments, the question will be whether they will be provided the 

necessary resources like physical space, support staff, and information systems to move 

forward in their new and expanded role. At the same time, will specialist physicians be 

provided with the necessary resources to ensure a smooth transition? 

Resource dependence does not see managerial decisions as significant. Managers 

are symbolic and accountable for events he or she may have no control over. As AHCs 

move toward a multi-specialty group practice model, new management skills will be 

necessary. If managers imderstand the social context and interrelationships with the 

environment, they can facilitate the organization's adjustment to its context. 

Educational institutions are political organizations that bring in resources in the 

form of money, faculty, staff, and students. As academic medicine adapts to the 

penetration of managed care and the changes in institutional revenues, it is important to 

understand how resources are allocated to the various units and departments. The 

provider of resources uses its power to influence the activities of the receiving 

organization. Outcome interdependence occurs when one social actor is interdependent 

with another actor. Interdependencies are not always balanced. Competitive 

interdependence is one kind of outcome interdependence where the actors are dependent 

on the same pool of resources, leading to a zero-sum situation. Whereas, in symbiotic 
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interdependence, one actor is using the by-product of the other or a different resource. 

Organizations and actors can be involved with both symbiotic and competitive 

relationships simultaneously (Pfeffer &. Salancik, 1978, p. 41). 

The application of resource dependence and the analysis of power in organizations 

are not sufficient to understand the process of change that occurs in organizations because 

it does not fully respond to the explanation of behavior. The analysis of culture v^ll 

expose what behaviors occur during the flow of resources; will identify the reasons for 

resistance to change; and will identify the effects of resource allocation decisions on 

group cohesion. 

Organizational Culture 

Research on organizational studies hold various conceptions of culture, that is 

based on different assumptions and purposes. Different conceptions ask different 

questions. Smircich's (1983a) "culture as a root metaphor" is a mode of inquiry that 

supports the view that organizations be understood as cultures. This is in contrast to the 

view that culture is something an organization has. Smircich argues that "culture is 

something an organization is" (Smircich, 1981, cited in Smircich, 1983a). This view is in 

contrast to the view that "culture is an organizational variable" that is to be molded and 

shaped in particular ways. Seeing organizations as organisms, researchers are looking for 

ways to manage culture and improve the management of an organization. Causality 

becomes an important issue. 
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The literature on organizational culture talks about the traditional decision making 

structures in academic medicine. The shift from departmental autonomy to multispecialty 

collegiality is expected to disrupt the embedded thought process of faculty. Faculty 

members are used to making decisions based on what is best for the department and not 

what is best for the medical practice group. The traditional culture of medicine has given 

physicians autonomy in making patient care decisions. Managed care has encroached on 

physicians' ability to order medical tests, write prescriptions, and has given physicians 

more defined roles. Physicians must either serve as gatekeepers or consultants. 

Culture as a root metaphor sees organizations as "expressive forms" and 

"manifestations of human consciousness" (Smircich, 1983a, p. 347). Emphasis is on the 

organization's expressive, ideational, and symbolic aspects. Researchers are concerned 

about the phenomenon of "organization as subjective experience" as they examine the 

patterns that make organized action possible (Smircich, 1983a, p. 348). 

Within the "culture as a root metaphor" mode of inquiry are different 

conceptualizations of culture. The cognitive, symbolic, structural and psychodynamic 

perspectives view the social or organizational world as existing "as a pattern of symbolic 

relationships and meanings sustained through the continued processes of human 

interaction" (Smircich, 1983a, p. 353). Language, symbols, myths, stories, and rituals are 

processes that shape meanings for the organization. The research focus is away from 

organizational efficiency to the interactional dynamics that bring about organization. 

Researchers ask, "how is organization accomplished and what does it mean to be 

organized?" (Smircich, 1983a, p. 353). The future direction of AHCs will be determined 
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by the organization's ability to blend the cultures of specialist medicine with generalist 

medicine. Academic medicine will be inclined to find new ways to be efficient in the 

health care market. Instead, academic medicine should first examine what it is. 

Academic medicine should ask itself: What is the new faculty practice? and What does 

it mean to deliver care in the new medical market? 

The application of organizational culture to the study of academic medicine is 

useful in understanding organizational behavior because culture "influences an 

organization through the people in it" (Masland, 1985, p. 158). Therefore, organizational 

culture is the "implicit values, beliefs, and ideologies of those within an organization" 

and can affect student life, administration, and curriculum (Masland, 1985, p. 160). This 

means a strong culture enhances organizational success through the group's shared 

values and beliefs. Culture develops over time and can be viewed through what Masland 

(1985) calls "windows." Heroes, symbols, rituals, and sagas are the visible and explicit 

manifestations of an organization's culture. Windows make it easier to see past and 

present cultural influences. 

Organizational heroes are important people who serve as role models that 

represent the organization's ideals and values in human form. They make critical 

decisions, set standards, and preserve the uniqueness of the organization. Symbols 

represent implicit cultural values and beliefs in a tangible way. Symbols can also be 

externally recognized by the public. Symbols can be physical objects or metaphors used 

when individuals talk about an organization. Rituals translate culture into action by 

providing continuity with the past in its demonstration of values and beliefs that are still 
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important. Ceremonies can provide a sense of meaning and direction which reinforces 

the culture. Lastly, sagas describe the unique accomplishments of an organization 

through stories and represent the continued commitment of faculty, students, and alumni. 

Sagas explain why certain things last and refers to a unified set of publicly expressed 

beliefs about a formally established group. It is rooted in history and are held with 

sentiment by the group. It becomes a foundation for trust, pride, and extreme loyalty 

(Clark, 1972). 

During times of resource constraints, academic medical departments will look 

towards symbols and rituals for strength and direction. Strong sagas may provide 

strength during periods of resource reduction. At the same time, it may provide 

inflexibility in meeting new market demands, causing some coalitions to fail. 

Organizational sagas initially develop within a new organization that is open to 

develop an organizational identity, in an organization during crisis, or in an established 

organization that is ready for evolutionary change. In all instances, there is a strong 

emotional bond and a unified sense of a strong history. An organization may have an 

influential and charismatic leader, but change will not occur unless senior faculty become 

believers. Unique accomplishments are defined by the group and must be visible 

practices which claim distinctiveness or note-worthy requirements. Sagas are expressed 

in teaching practices, traditions, ceremonies, written histories, current catalogs, and even 

in the "air" of the place (Clark, 1972). 

In siammary, the study of culture is important because it explains why certain 

decisions are made; it influences management style; it helps to explain what behaviors 
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occur when they do; provides rationales for institutional developments, and provides a 

foundation to base decisions. In times of strain, culture provides stability, a sense of 

continuity, and strength (Masland, 1985). 

Professionalization Theory 

Modem societies institutionalize expertise through professionalism . Historically, 

the examination of professions assmned that professions grew through a series of stages, 

with a common developmental process called "professionalization." The focus was on 

how professions were organized to do what they do and emphasis was on its association, 

licensure, and ethics code. In other words, professions were viewed as, "organized 

bodies of experts who applied esoteric knowledge to particular cases. They had 

elaborate systems of instruction and training, together with entry by examination and 

other formal prerequisites" (Abbott, 1988 p. 4). 

Abbott (1988) proposes an alternative theory that documents how professions 

grow, split, join, adapt, and die in social structures that are "fluctuating and synthetic." 

The focus is on the content of work rather than the organizational structures of the 

professions. Abbott examines the control of work and the interprofessional battles and 

struggles that occur v^thin a historical environment. It is the control of work that brings 

professions into conflict with each other. Competition is central to understanding how 

some professions emerge when they do; how some professions succeed while others do 

not; and how outsiders attack a profession's "control of knowledge." Therefore, each 
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profession is part of an interdependent system. Professions evolve through their 

interrelations with other professions. 

A profession controls their knowledge and skill by controlling their technique" or 

by controlling their abstract knowledge. "Abstraction is the quality that sets 

interprofessional competition apart from competition among occupations in general" (p. 

8-9). Abbott cites how psychiatry stole the neurotics from neurology through the 

abstractions of its fancy new Freudianism. American medicine uses the abstraction of 

the "all powerful disease metaphor" (p. 30). 

The link between a profession and its work is called "jurisdiction" and it is the 

defining relation in professional life. Jurisdictional boundaries are continually in dispute 

and determine the success or failure for professions. Jurisdictions are constantly 

changing and evolving as new ones are created or become vacant when a profession 

leaves. Within a profession's jurisdiction, they may have full control of its activities or 

be under the control of another profession. Abbott sees American medicine as a 

profession that claims more jurisdiction than it can effectively serve, by applying the 

strategy of intemal subordination of routine work. 

Professions exist within a system and compete within this system by taking over 

each other's tasks. A profession's own success reflects the competitor's situation; the 

profession's ovm efforts; and the social forces impacting upon the structure in which the 

profession exists. The examination of the central tasks of professions will reflect the 

basis for interprofessional competition. The vulnerability of professional tasks will 



94 

depend on the technology, politics, and social forces that divide and regroup tasks (p. 

35). 

Managed care and the competitive marketplace have placed the different 

specialties in medicine directly in competition with each other for patients. Specialist and 

generalist physicians are dependent on the AHC's ability to negotiate patient care 

contracts. For those patients that are available, specialists no longer have free access to 

patients because gatekeepers are closely monitoring the use of more expensive medical 

services. Patients are a critical resource and component in teaching, research, and clinical 

care activities. 

There are also subjective qualities that are reflected in how professions construct 

the problem which allows them to hold onto their jurisdiction. They include the three acts 

of professional practice: diagnosis which is the claim to classify a problem; inference or 

the ability to reason about the problem; and treatment or the ability to take action 

(Abbott, 1988, p. 40). These subjective characteristics make professions vulnerable to 

change that comes from the activities of other professions. These three modalities of 

action operate together to reflect how professionals practice. Generally, the more 

specialized a treatment, the more a profession can retain control over it (p. 46). Family 

physicians are unique in that their work jurisdictions are broad and overlaps with several 

other generalist and specialist physicians. Family physicians can diagnose and treat 

childhood and adult illnesses and can do minor procedures. 

Individual professionals are tied to these organizational structures to varying 

strength. Medicine is an example of how professional tasks are so complex that the 
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internal stratification requires specialization. What occurs is another internal hierarchy 

where medical specialties fall in a status order of their own. Psychiatry is an example of a 

profession that is tied into two organizational structures. It has an allegiance with 

medicine, but competes in a counseling and mental health jurisdictional pool with 

professions like psychology, and social work. 

Professions are "organized groups of individuals who do different things in 

different workplaces for different clients" (p. 117). Within the system of professions, 

internal differentiation affects a profession's position in the system. There are four 

important internal differences that have profound consequences for professions, each of 

which are mutually reinforcing. The first is internal status rankings which show that the 

high status professionals are those who work in purely professional environments. These 

professions serve as consultants whom other professionals refer to; they typically have 

high incomes; and have an extensive professional education. In other words, "the more 

one's professional work employs that knowledge alone - the more it excludes extraneous 

factors - the more one enjoys high status" (p. 118). In the profession of medicine, sub-

specialists serve as consultants, have higher incomes, and have longer years of training 

than primary care physicians. On the other hand, primary care physicians believe in 

continuity of care and long term relationships with patients. Professions who deal with 

patients or tasks for which they claim public jurisdiction, receive lower status rankings. 

The strength and weakness of a profession's jurisdiction will vary according to the 

acts and structiu-es of professional work; the abstraction of professional knowledge; and 

the degree of differentiation. Abbott admits that none of this allows for the professional 
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power that is discussed by power model authors like Magali Larson and Eliot Freidson. 

Abbott's theory is a "structural and equilibrating model" because interprofessional 

conflicts are not seen as merely incidental. Abbott sees professional power as "the abilit>' 

to retain jurisdiction when system forces imply that a profession ought to have lost it" (p. 

136). Professional power is the ability to win jurisdiction by "interprofessional force." 

An example of that would be keeping subordinates in line by a functional division of 

labor. 

Other dominant professions, clients or payers, and the state are external forces that 

limit the ability of professions to exercise their power. Abbott feels that "no profession 

can stand forever" (p. 141). Abbott views American medicine as an example of a 

profession that is now crumbling as it faces invasion fi:om business administrators, other 

medial professions, insurance companies, large corporations, and the government. It no 

longer enjoys the flexibility it once possessed regarding treatment and it has lost much of 

its right to police itself So, power does play an important role in interprofessional 

competition. 

' For this particular study, physicians included nine full-time family practice faculty and six third-year 
family practice residents. Data was collected during the months of March, April, May and June 1991. 

" Occupations that control their technique are known as crafts. 
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CHAPTER4 

METHODOLOGY 

Introduction 

This study developed from the observation that the health care marketplace was 

rapidly changing and deeply affecting one department's ability to carry out its teaching, 

research, and service (patient care) missions. The financial health of the department was 

affected by the reduction in reimbursement for patient care services. In addition, there 

were changes in department leadership; the department was downsized; faculty workload 

and productivity were scrutinized; and faculty morale was crumbling. 

The goals of this research were to witness, document, and understand the changes 

that were happening as a consequence of a market driven health care environment; to 

explore how faculty perceived these changes and their effects; and to understand how 

these changes impact on the department's ability to meet the missions of teaching, 

research, and service. I was interested in uncovering the process and consequences of 

these changes and to understand fiirther how culture, power, and the flow of resources 

play out in academic life and work. 

Initially, a comparative analysis seemed to make sense. As the study developed, it 

became apparent that the data collection and time span to complete an in-depth 

comparison of two departments was not feasible. The deciding factor, however, had 

more to do with the realization that there were many unanswered questions that needed to 

be pursued and this could only be done if attention was focused on one department 
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instead of two. Data on issues of culture, power relations, and the flow of money and 

other resources could only be accessed by gaining the trust of the participants and having 

a physical presence within one particular setting. 

This research is a case study of one academic department in the College of 

Medicine. The inquiry takes place in its "natural setting" because the social phenomena 

of change "take their meaning as much from their contexts as they do from themselves" 

(Lincoln & Guba, 1985, p. 189). This study incorporates the elements of Lincoln and 

Guba's (1985) naturalistic inquiry with its purposive sampling, inductive analysis of data, 

incorporation of grounded theory, and a constantly emergent research design. The 

following sections will address each of these elements in greater detail. 

Research Design and Methodology 

Naturalistic studies emphasize the use of humans as instruments. The human 

instrument has the ability to respond to personal and environmental cues; can collect 

information about multiple factors; is capable of processing data immediately and 

generating hypotheses; can feed data back to respondents for clarification or correction; 

and can explore responses that are atypical in order to achieve a deeper understanding of 

what is occurring (Lincoln & Guba, 1985, p. 193-4). Using myself as instrument, I 

bring to the research my own experiential knowledge about the people and the setting in 

this study. I bring an understanding of how the department has ftmctioned in the past and 

the kind of information that can be gathered from the various sources. This tacit 

knowledge is the foundation on which I build my insights and guiding hypotheses. 
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Qualitative methods are "extensions of normal human activities: looking, 

listening, speaking, reading, and the like" (Lincoln and Guba, 1985, p. 199). Maxwell 

(1996, p. 17) identifies qualitative research as particularly suited for "understanding the 

meaning for participants in the study, of the events, situations, and actions they are 

involved with and of the accounts that they give of their lives and experiences." This 

study is interested in the changes occurring and how participants make sense of what is 

happening and how this influences their behaviors. It is important to understand the 

context in which participants act, and the way context influences how events, actions, and 

meanings are shaped. Qualitative methods are useful in identifying "unanticipated 

phenomenon" and generating new "grounded theories" for later experimental research. 

(Maxwell, 1996, p. 19). In qualitative research, the use of both existing theory and 

grounded theory are legitimate and valuable (Maxwell, 1996, p. 33). 

Grounded theory is the discovery of theory derived from the data that are 

"systematically obtained and analyzed" (Glaser & Strauss, 1967, p. 1). This is in contrast 

to a theory that is developed conceptually from prior assumptions and then tested against 

empirical data. Grounded theory is inductively developed, where most hypotheses and 

concepts come during the process of research and are in constant interaction with the 

data. Conceptual categories or their properties are generated from the evidence and is 

illustrated by characteristic examples of data. "Grounded theory can be presented either 

as a well-codified set of propositions or in a running theoretical discussion, using 

conceptual categories and their properties" (Glaser & Strauss, 1967, p. 31). 
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In order to meet the goals of this study, several qualitative methods were utilized, 

including semi-structured and unstructured interviews, record analysis, and participant 

observation. In triangulation, or the use of multiple methods, "researchers obtain a 

better, more substantive picture of reality; a richer, more complete array of symbols and 

theoretical concepts; and a means of verifying many of these elements" (Berg, 1989, p. 4). 

Each methodological technique reveals different facets of the same symbolic reality. 

Rubin and Rubin (1995) identify three characteristics that distinguish qualitative 

interviews from other forms of data gathering. First, a qualitative interview is an 

extension of ordinary conversation that "is invented each time it occurs" and can be 

"wonderfully unpredictable" (p. 7). In a qualitative interview, the researcher not only 

listens to the words being said, but pays attention to the nonverbal cues that signal 

emotions. In other words, the researcher hears the meanings and interpretations of the 

interviewee's world by focusing the discussion on details and clarifications. This depth 

and richness is referred to as "thick description" (p. 8). Each interview with a faculty 

member may have started with the same introduction, but led to different discussions, 

some richer in details than others. 

The second characteristic of a qualitative interview is the researcher's attention to 

the symbols and metaphors used in describing the interviewee's world. I am interested in 

how academic leaders and faculty view their role, their work, and the environment in 

which they practice medicine. Symbols and metaphors will take on different meanings 

depending on the experiences that have shaped the interviewee's world. Thirdly, in the 

qualitative interview, interviewees are treated as partners rather than as objects of 
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research. Rubin and Rubin (1995, p. 11) prefer the term "conversational partners" over 

informants because it emphasizes the active role of the interviewee in shaping the 

discussion that suggests a congenial and cooperative experience. The researcher along 

with the interviewee are active conversational partners, who through a richly detailed, in-

depth "thick description" begin to understand the meaning behind symbols, metaphors, 

words, and emotions used to describe their world view (Rubin & Rubin, 1995, p. 13). 

The analysis of written materials is another methodological technique. Guba and 

Lincoln (1981) make distinctions between documents and records because each has a 

different purpose and require different modes of analysis. A document is "any written (or 

filmed) material other than a record that was not prepared specifically in response to some 

request from the investigator" (p. 228). Documents can include letters, diaries, position 

papers, newspaper articles, speeches, government publications, and photographs. 

Documents provide insight into the values, sentiments, intentions, and beliefs of the 

sources or authors of the documents. 

Records are defined as "any written statement prepared by an individual or agency 

for the purpose of attesting to an event or providing an accounting," and form an official 

chronicle that is part of a larger work (Guba & Lincoln, 1981, p. 228, 230). Records 

include departmental annual reports, UPI annual reports, departmental meeting minutes, 

consultant reports, business records, financial records, and school directories. These 

reports are useful resources for background information and for tracing relationships and 

events under scrutiny. Record analysis is based on the assumption that the actions of 

persons leave tracks. The researcher looks for the tracks by the process of triangulation 
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or comparing the same event from different actors or sources. Data can also be refuted or 

confirmed by talking and "checking" the stories with different persons (p. 258). 

Both documents and records provide supplementary information about the context 

and people's perceptions of the environment. In essence, they are "repositories of well-

grounded data on the events or situations under investigation" (Guba & Lincoln, 1981, p. 

232). If the researcher is concerned about the "what" or "message" in the document, 

analysis is called "content analysis" (p. 237). 

Lastly, participant observation has allowed me to interpret the meaning and 

experiences of the faculty and administrators in the department. By participation in the 

daily life of faculty in the department, I have been able to observe their behaviors and 

reactions; enter into conversation with them; better understand their world view; and 

learn about other opportunities for data collection. In other words, "the researcher can 

obtain accounts of situations in the participant's own language which gives access to the 

concepts that are used in everyday life," and "there is an opportunity to collect the 

different versions of events that are available" (Burgess, 1984, p. 79). As a participant 

observer in this study, it was made clear that the collection of data was the overriding 

interest in my participation in meetings and events. As a participant observer, I 

frequently had notepad and tape recorder in hand. 
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The Setting 

The setting for this study includes several key organizational groups. The most 

important is the Department of Family and Community Medicine within El Sol 

University's College of Medicine. I chose this department because it was undergoing 

organizational changes, financial difficulty, and faculty workload changes that reflected 

what was happening in health care on a local and national level. It was critical to 

examine these issues as they relate to the academic missions of teaching, research, and 

patient care. Although I have chosen one department, the department does not fimction 

independently in the delivery of health care and in the training of future physicians. It is 

essential to understand the context and environment in which this department operates. 

In order to accomplish this, the following paragraphs will introduce the key actors and 

organizations examined in this study. 

The College of Medicine accepted its first class of 32 medical students in 1967. 

In the College of Medicine's recent 30"^ armiversary celebration on November 17, Dean 

Swenson shared that 30 years ago, the college started with a budget of $160,000 that did 

not include funds to build a new school. The Health Sciences Center maintains a budget 

of $500 million a year, 10% of which comes from the state. The College of Medicine has 

been very successful in attracting research funds and monies from private donors. Each 

year, 100 new incoming medical students are accepted, bringing the full-time enrollment 

to approximately 400 students over the four year curriculum. The College of Medicine 

includes 17 departments and eight Centers of Excellence. The eight Centers of 

Excellence designated by the Board of Regents include the Arthritis Center, Cancer 
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Center, Center on Aging, Emergency Medicine Research Center, Respiratory Sciences 

Center, Steele Memorial Children's Research Center, University Heart Center, and the 

XXX Prevention Center (http://www.medicine.arizona.edu/centers/). 

Graduate medical education (residency training) is available at the College of 

Medicine in primary care and specialty disciplines. The setting provides training for 400 

resident physicians in the clinical disciplines of Anesthesiology, Dermatology, 

Emergency Medicine, Family Practice, General Surgery, Medicine, Neurology, Nuclear 

Medicine, Obstetrics and Gynecology, Ophthalmology, Orthopedics, Pathology, 

Pediatrics, Preventive Medicine, Psychiatry, Child-Psychiatry, Radiology Diagnostic, 

Radiology Therapeutic, Radiology with Special Competence in Nuclear Radiology, 

Thoracic Surgery, Urology, and Vascular Surgery (College of Medicine Catalog, 1996-

98). Sixty percent of the first-year residency positions are in the primary care specialties 

of general medicine, general pediatrics, and family practice. 

The University Medical Center (UMC) is a private non-profit 365-bed hospital 

that serves as the primary teaching and research hospital for the University's School for 

Health Professions and Colleges of Medicine, Nursing, and Pharmacy. Construction of 

the hospital was completed in 1971, and it was renamed University Medical Center in 

1984 when it was incorporated as a non-profit corporation ("University Medical Center,*' 

1996). UMC is closely affiliated with the eight Centers of Excellence; serves the 

Southwest as a regional acute-care referral center; and is a Level I Trauma Center with an 

Aeromedical Transport system. The University Medical Center was ranked in U.S. News 

http://www.medicine.arizona.edu/centers/
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and World Reports's "Best Hospitals in the United States" and is recognized for its 

cancer, heart, urology, and transplant programs ("Patient Care," 1997). 

The University Physicians, Inc. (UPI) is the group practice plan for all the clinical 

faculty in the College of Medicine. It was established in 1984 by the Board of Regents as 

a non-profit corporation separate from the College of Medicine. This was done to 

provide operational flexibility in contracting and joint ventures in the increasingly 

competitive health care environment. UPI operates approximately 19 medical offices on 

the medical campus and throughout the city and outlying areas (Public Affairs Brochure, 

October 1993). 

The academic health center, known as the xxx Health Sciences Center includes 

the College of Medicine, College of Nursing, College of Pharmacy, School of Health 

Related Professions, University Medical Center, and The University Physicians. The 

Health Sciences Center employs nearly 5,000 people and brings in more than $85 million 

in research grants and gifts each year ("Patient Care," 1997). 

In the late 1980s, the Department of Family and Community Medicine was one of 

the largest departments of its kind in the United States. At present, the department 

consists of two sections - Community Medicine and Family Medicine. The Community-

Medicine Division is comprised of three programs: Rural Health Office, Native American 

Research and Training Center, and the Community Rehabilitation Program. The Family 

Medicine division consists of the Family Medicine section and four programs under that 

section. The programs include the residency program, pre-doctoral program 

(undergraduate medical education), faculty development program, and the clinical unit 
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(Family Practice Office). This study focuses on the activities and events in the Family 

Medicine Section of the Family and Community Medicine Department. 

Issues of Sampling and Selection 

In a naturalistic inquiry, sampling is always done with some purpose in mind. The 

researcher wants to include as much information as possible in order to get the maximum 

variations that emerge under different conditions. As Lincoln and Guba (1985) state, "the 

object of the game is not to focus on the similarities that can be developed into 

generalizations, but to detail the many specifics that give the context its unique flavor" (p. 

201). Purposive sampling is part of the emergent design of this study. The selection of 

each unit of the sample is made after previous units have been analyzed and the sample is 

continuously adjusted in order to focus on units that are most relevant. 

Data collection for this study began in the fall of 1995. I started the selection 

process by making a list of administrators, faculty, and individuals in positions of 

authority that could facilitate access to information about the department and its 

environment. The first task was to identify and understand the forces, changes, and issues 

affecting the Department of Family and Community Medicine. 1 also wanted to 

understand the role and position of primary care and family medicine from a departmental 

as well as a college wide perspective. Therefore, I decided to focus on the department 

heads, administrators, and faculty from the Family Medicine Section because they are 

involved in decision making; they are involved in teaching research, and patient care; and 

organizational changes would affect them directly. Medical students and residents were 
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not included because they have not been with the department long enough to witness the 

changes occurring over the years. The Community Medicine Section was omitted 

because their faculty do not have clinical care responsibilities. 

In order to get a historical perspective on the changes occurring in the health care 

marketplace and the effects on the department, I felt it was important to interview the 

department head early in the data collection period. The first interview was scheduled in 

1995, with the then current department head. Dr. Hartman. This interview was 

significant because it provided the stamp of approval to proceed with data collection and 

provided the avenue to other important people and materials. After the interview with the 

department head, it became clear that the administrator or business manager was another 

important person within the department. This person was most familiar with the 

budgetary process and would later provide valuable financial reports. 

Over the next year and a half, the department saw changes in leadership, so 

interviews were scheduled with the two new co-heads of the department. Dr. Ritchie and 

Dr. McCalister. I was fortunate that the department head prior to Dr. Hartman worked in 

a different capacity within the College of Medicine and was available for an interview. 

The opportunity to interview department heads from three different leadership periods 

provided invaluable insight into the changing medical environment, leadership styles, 

organizational structure of the department, financial health of the program, and the 

challenges faced by each leader. All four department heads were eager to share their 

story and perception of the changes. 
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In addition to the selection of department heads and administrators, it was equally 

important to identify faculty because the new medical marketplace was placing demands 

on faculty work that were not present in the past. Faculty reaction to productivity 

guidelines and organizational restructuring were a critical component of this study. The 

initial prerequisite for an interview was that the person had to be with the department 

long enough to witness and be part of the changes that were occurring. For this reason, 

the minimum cutoff was set at two years of employment with the department. At the 

time of the initial data collection process, there were 15 physician faculty members. This 

list included past and present department heads and physician faculty involved with 

undergraduate medical education and residency training at the main clinical training site 

called the Family Practice Office (FPO). Out of the 15 physician faculty, 13 met the 

prerequisites, and 11 were asked to be interviewed. Two physician faculty were not asked 

to be interviewed because one was on administrative leave in 1997 and another was now 

working part-time for the department. The 11 that were selected agreed to be 

interviewed. The verbal agreement was made that all names would be changed in the 

final write-up of this study. 

In addition to the physician faculty, the Section of Family Medicine currently has 

four Ph.D. faculty who are involved with residency teaching, faculty development, or 

research. The decision was made to interview two of the four Ph.D. faculty because they 

have been with the department for over two years (one for 20 years, the other for 14 

years) and work closely with the physician faculty. Both faculty members also sit on 

important departmental committees and College of Medicine curriculum committees. I 
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felt that they would have a historical perspective on the changes occurring within the 

department as well as within the college. 

The final list of interviewees also includes an administrative person that works 

closely with UP I, a former faculty member, and the Dean of the College of Medicine. 

The purpose of interviewing the Dean of the College of Medicine late in the schedule is 

that it afforded me time to practice my interviewing skills; gather my thoughts; formulate 

my questions in an efficient manner; and have sufficient background information in order 

to maximize my time with him. 

The "Final Interview List" went through a couple of revisions, with the addition 

and removal of persons to interview. The final interview list identifies the person 

interviewed; their position and role in the department; the interview date; and the topic 

areas I wanted to pursue with him or her (Table 4.1). 
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Final Interview List 

LAST NAME POSITION INTERVIEW 
DATE 

COMMENTS 

Hartman, MD Former Dept. Head 1995 
1996 

Former Department Chair, left to be Dept. 
Chair at another institution 

McCalister, MD Co-Dept. Head 8/20/96 
2/12/97 

Former family practice residency director, 
good informant 

Don Business Manager & 
Current Administrator 

11/1/96 Access to annual reports, financial reports 

Cox Medical Director 
Family Practice Office 

11/22/96 Faculty productivity issues, identify patient 
population 

Welsh Former Business 
Manager & 
Administrator 

1996 
1/29/97 

Worked with two prior department heads. 
Insight into leadership issues, power issues, 
financial reports, history of dept. 

Robinson. MD Former Dept. Head 12/3/96 Leadership issues, present during a period of 
growth so focus was different 

Tassone UP I administrator 
responsible for Family 
Medicine Dept. 

12/5/96 Productivity guidelines, reimbursement for 
patient visits 

Ritchie, MD Co-Dept. Head 1/24/97 Faculty becomes administrator. 

Castles, MD Faculty (involved in 
research) 

1/31/97 Gender issues and women in academic 
medicine 

Bridges, MD Faculty (mostly with 
undergrad medical 
education) 

2/3/97 One of three tenured professors serving on 
P&T committee. Pursue tenure guidelines, 
changing role of faculty 

Gonzales, MD Faculty (mostly 
involved in teaching) 

2/7/97 Fairly new faculty. Also served as Co-
Residency Director 

Yoshida, MD Faculty (tenure track) 2/10/97 Time commitments, reaction to productivity 
guidelines, research time 

Wilson. PhD Faculty Development 2/10/97 Conducted self study of dept. in 1991 
Waterman, MD Former faculty, now 

dept. head in Texas 
2/12/97 National changes in academic family 

medicine. Editor of an academic journal -
good insights about national issues 

Swenson, MD Dean of College of 
Medicine 

4/18/97 Role of COM in training of primary care 
doctors, view of mission and priorities, 
resource flows 

Challa, MD former graduate of 
residency now working 
for HMO that is 
unionizing doctors 

4/24/97 -
phone 
interview 

Insight into the real HMO world. Union 
movement. Former resident, now in practice 

Williams, DO Residency Dir. 4/28/97 Managed care's impact on teaching mission 
Shiba, PhD Director of Research ongoing Interview on a more formal basis. Discuss 

role of research in department. 
Kramer Former administrator, 

working for HMO 
1995 HMO philosophy regarding academic 

medicine. 

Table 4.1 
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A few individuals were interviewed twice due to time constraints during the first 

interview; to clarify information gathered earlier; or to pursue other areas of questioning. 

The compilation of this list was helpful in preparation for the interview itself and alerted 

me to other areas that needed to be investigated. It was also an effective visual record 

that helped to organize each step in the data collection process. 

Research Relationship and Interview Process 

Scheduling an interview or obtaining budgetary information was not difficult for 

me. In fact, I often wondered if an outsider would have had as much success in obtaining 

the kind of information I was able to gather. Even when departmental leadership 

changed, the two new department heads and the administrator agreed to be interviewed 

and permitted access to financial records and documents. It was important to remember 

that this process was a research relationship, distinct from my employment with the 

Department of Family and Community Medicine for the past 10 years. 

Some researchers recommend that, "researchers choose settings in which the 

subjects are strangers to them and in which they have no particular professional 

knowledge or expertise" (Bogdan & Taylor, 1975, p.28). I will argue that there are 

several benefits in studying an environment that is familiar to the researcher. First, prior 

information about the research site allows the researcher to know if the setting is 

appropriate for the study. Second, access to sensitive information is facilitated because a 

relationship with the researcher has already been established. Thirdly, interviewees may 

be more willing to share their emotions and thoughts with someone whom they can easily 
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access, if the need for clarification or further discussion arises. I am not in a supervisory, 

administrative, or evaluative position, so the information shared wath me could not 

impact on the individual's position or evaluation within the department. In order to 

facilitate open communication and maximize confidentiality, all faculty names have been 

changed and all documents that identify the institution or location are disguised with 

"xxx." 

The department had been reorganized and still faced financial difficulties that 

affected faculty morale and productivity issues. These changes made it necessary for me 

to clearly explain to all interviewees that this study was not intended to evaluate whether 

the changes were good or bad, but simply to document what was occurring during this 

difficult period. 

Faculty interviews were scheduled over a six month period and were usually 

conducted at the interviewee's office. On a few occasions, the interview was held in my 

office located at the Family Practice Office. Before each interview, I briefly explained 

that this case study examined the changes occurring in the department and how these 

changes impact on faculty work and academic missions. I stressed the importance of 

presenting faculty's perception on what was happening in the department and the larger 

medical marketplace. 

Permission to tape the interview was granted by all interviewees, but it was 

apparent that some were more comfortable than others with the taping process. For 

example, after the tape recorder was turned off, one interviewee proceeded to share more 

information in an animated fashion. In another incident, one interviewee was concerned 
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about the confidentiality of the taped session. I responded by stating that the names of the 

interviewees will be changed in the final report, but there may be occasions when the 

reader is able to identify the source by other means. Besides the issue of confidentiality, 

no faculty member asked that the session not be taped. 

The interviews were conducted in a semi-structured fashion, with each interview 

having its own format and flow. I always began by asking the interviewee to talk about 

their position and role in the department. This served as a non-threatening way to begin 

and helped me to understand the context and their world view. The interviews that were 

conducted early in the process were more structured than the ones conducted later. For 

the earlier interviews, I had a prepared list of questions that I kept handy, but rarely 

referred to. The questions (Figxire 4.1) reflect the content areas that I wanted to pursue. 

They served merely as a guide, and were not used as a standard instrument. Each 

interview took its own path, and was fi-ee to do so during any part of the interview. As 

mentioned earlier, my "conversational partner" shared the task of maintaining the flow of 

the dialogue (Rubin & Rubin, 1995, p. 11). Each interview took anywhere from 30 to 90 

minutes to complete. I interviewed 18 different individuals, three of them twice, for a 

total of 21 interview sessions. This provided the majority of my research data, but the 

triangulation of data methods allowed me to strengthen the trustworthiness of my study. 
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Faculty Interview Questions 

How long have you been in the department? 
What committees do you sit on? 
What attracted you to an academic career? 
Is it what you expected? 
What is your definition of an academic family doctor? 

CLINICAL TIME 
How is your time divided? 
Are you interested in doing Research? Doing as much as you would like? 
Do you see clinical faculty's role changing? 
What is your view on the need for productivity guidelines? 
Do you feel that faculty have to work harder now? 
How do you personally feel about having to meet certain guidelines for productivity? 

FACULTY ISSUES 
What are the major faculty issues you see right now? 
Do you see clinical faculty's role changing? 

LEADERSHIP 
Where do you see the emphasis being placed? 
If you were to prioritize the department's mission, what would it look like? 
How much support do you feel from our department heads? 

CULTURE 
How would you describe the culture of academic medicine? (here?) 
How would you describe the culture of Family Medicine? (here?) 
What is your perception on the importance of primary care in this institution? 

ORGANIZATION 
What is your view on the separation of the xxx Prevention Center? 
What is your perception of why the department went into receivership? 
What effects have managed care had on you? On you as an academic? 
What do you perceive is the biggest change in the department today? 
What forces do you see driving changes in our department (restructuring)? 

GENDER 
What is it like being a female in academic medicine? 

Figure 4.1 
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The Triangulation of Data Methods 

Another important part of the data collection process was the participation and 

observation of various events. Lincoln and Guba (1985) emphasize that. 

The naturalistic investigator carmot confine his or her attention to a few variables 
of interest,.. .he or she must take account of all factors and influences in that 
context... .Furthermore, the investigator must become so much a part of the 
context that he or she can no longer be considered a disturbing element (p. 191-
192). 

Participant observation is a form of inquiry where the researcher adopts the role of 

observer and genuine participant. As an observer, the researcher is responsible to others 

outside of the setting, whereas the genuine participant has a stzike in the group's activity 

(Guba &. Lincoln, 1981, p. 189-190). During the data collection process, there were 

occasions when one role was emphasized over the other. The role that I adopted was 

dependent on the context of the setting, the membership of the group, and the purpose for 

my presence. For example, in the beginning of the study, I was present at a College of 

Medicine faculty meeting in a large auditorium. Here, I was an observer recording the 

content of the meeting on a tape recorder. Being an observer allowed me to identify and 

understand the important issues in relation to the whole College of Medicine. At other 

times, I sat in on clinical faculty meetings where faculty and administration discussed 

issues related to productivity and hiring. In this context, permission to be a participant 

observer was granted by the clinical faculty. I attended roughly five meetings over a six 

month period and my attendance gradually went unnoticed. As a participant observer I 

witnessed events as they occurred; viewed the world as faculty saw it; observed 
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emotional reactions of the group and its members; and captured more information about 

the culture, beliefs, and concerns of individuals in the particular setting. 

The examination of records proved to be another invaluable source of 

information. The reports that were analyzed included departmental armual reports over a 

ten year period; UPI aimual reports from 1993; memos of meetings held; e-mail 

correspondence to faculty; College of Medicine faculty meeting minutes; and the 

Department of Family and Community Medicine Self-Study Report of 1991. As 

mentioned earlier, Lincoln and Guba (1985) make a distinction between a "document" 

and a "report." Using their definition, this study focused on the analysis of reports that 

provide an accounting of historical events that occurred and the actions of individuals and 

groups. These reports left "tracks" that could then be cross-checked and triangulated with 

other sources of data like an interview or observation. 

Data Management and Analysis 

Data collection, management, and analysis was an ongoing process. Each taped 

interview was transcribed because I felt it was important to hear and later see the 

conversation in a written format. This process freed me of note taking and facilitated the 

flow of the conversation in whatever direction the interviewee or I took it. I personally 

transcribed roughly half of the interview tapes and the other heilf were completed by a 

hired typist. I found it helpful to transcribe the earlier interviews myself because it 

allowed me to review and be critical of my own interview style; to reassess the questions 

and the manner in which questions were asked; and provided the initial opportunity to 
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hear and identify themes and issues that needed further exploration. Tape recording has 

the advantages of completeness and provides the opportunity to review the data more than 

once. At the same time, one must be aware that the permanence of the record may affect 

how open and candid respondents will be (Lincoln & Guba, 1985, p. 272). The tape 

recorder is not 100% dependable and there is room for handler enor. I was not able to 

transcribe one interview because I did not place the recorder close enough to the speaker. 

The analysis of each interview began immediately after the interview was 

completed. A black composition notebook served as a helpful way to jot down ideas, 

themes, reactions, and initial interpretations of each interview session. This was 

particularly helpfial because it often took several days or weeks before an interview was 

completely transcribed. Each interview was reviewed several times and comments were 

written in the margins. The comments included notations about important events; 

reactions to my questions; themes that seem to reoccur; and concepts based on the 

theoretical frameworks of resource dependence, professionalization, and organizational 

culture. 

Several coding categories emerged from the data and were clarified with my 

written comments. As several more interviews were read and analyzed, it became clear 

that the construction of categories was a trial-and-error process that forces the investigator 

to move between the data and the a priori or grounded theory (Guba & Lincoln, 1981, p. 

245). The final list of coding categories reflects concepts from the research questions, 

theoretical fi-ameworks, and themes gathered from the interview themselves. 
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Coding Categories 

INITIAL FINAL 
Accountability Accountability 
Budget AHCCCS 
Culture Culture 
Deanship Faculty 
Dept. Heads Jurisdiction 
Downsizing Leadership 
Leadership Mataphor 
Management Mission 
Metaphors Organization 
Missions Practice Guideline 
Organization Primary Care 
Practice Guidelines Productivity 
Primary Care Professionalization 
Reimbursement Power 
Reorganization/Split Receivership 
Research Activity Reorganization 
Service/Clinical Activity Research 
Space Resources 
Specialist Care Service 
Teaching Activity Space 
University Medical Center Teaching 
University Physicians Inc. (UPI) University Medical Center 
Workload UPI 

Table 4.2 

Once the coding categories were identified, they were placed in a format 

that could be entered into a software program called Ethnograph (version 4.0). 

Ethnograph allows the researcher to code the data, (called code mapping) and mark 

interesting things that can later be sorted in a variety of ways. This is particularly helpful 

when there are several lengthy interviews to code and sort. 
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In order to minimize biases that may be present because of personal experiences 

or expectations, I have incorporated Maxwell's "research experience memo" (1996, 

p.29). This is a technique used at any time during the study, where the researcher writes 

down their personal expectations, beliefs, and assumptions he or she brings into the study. 

In order to maximize the probability that credible findings and interpretations will 

be produced, I have utilized the technique of "member checking." This activity solicits 

feedback about one's data and conclusions (Lincoln & Guba, 1985, p.314). Member 

checking was particularly helpful in digesting and interpreting financial records that were 

not clear to me on initial analysis. The person responsible for the compilation of this data 

was able to explain the record keeping process and facilitated my understanding of the 

complicated process of financial reporting. This is an important way to rule out 

misinterpretations and can be carried out continuously during the data collection and 

analysis stage (Guba & Lincoln, 1989, p. 239). 

Peer debriefing is another technique useful in establishing credibility. It entails 

exposing oneself to another peer in order to keep the researcher "honest;" it allows the 

researcher to test working hypotheses; it provides the opportunity to plan the next 

methodological step; and is a time for catharsis (Lincoln & Guba, 1985, p. 308). I was 

particularly fortunate to have a peer debriefer that knew a great deal about the area of 

inquiry and who was especially skilled at probing my biases and interpretations. 

In summary, data collection encompassed two years diuing which there was 

prolonged engagement, persistent participant observation, and triangulation of data 

methods. There was sufficient time to build trust; to clarify personal distortions; and to 
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understand the context and changes occurring during a very tumultuous time for members 

of an established primary care department in an academic medical school. The use of 

multiple sources of information and methods of inquiry also improved the trustworthiness 

of the study. 
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CHAPTER 5 

FINDINGS: HISTORY OF THE DEPARTMENT 

Introduction 

In this chapter, I reconstruct the history of the Department of Family and 

Community Medicine from 1968 to 1979 and 1980 to 1992. The tv\'o different time 

periods reflect a change in departmental leadership and highlight the important events in 

the establishment and growth of the Department. I utilize several documents that include 

Aimual Reports' of the Department, Section of Family Medicine, and UPI; interview 

transcripts; a 1984 consultant report; the report titled History of the Department of 

Family and Community Medicine: a Vice-Chair's notes for an armual faculty retreat; and 

a 1991 Departmental Self Study Report. I begin by recreating the historical events 

through the use of the above mentioned narratives. I spend a great deal of time recreating 

the historical establishment of the Department because it provides the context necessary 

to understand the changes that will be presented in the following chapter. After the 

recreation of the narratives, I provide an analysis of the narratives using the theoretical 

frameworks of resource dependence, organizational culture, and professionalization. The 

three frameworks complement each other and provide a more thorough understanding of 

the early context of the Department; identify the resources used to establish a new 

Department; reflect the developing departmental culture; and follow the developing 

professionalization of academic family medicine. 
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I argue that the Department was successful in identifying and capturing the 

necessary resources needed to establish itself in the academic setting. But, even if it was 

successful in ensuring its survival and growth, there were many obstacles in its path. I 

make the case that the organizational culture was reflected by how professions define, 

capture, and protect their jurisdictions. The ability of Family Medicine to continue its 

growth and survival will be addressed in the next chapter. 

Period One 1967-1979 

The Establishment of the Department of Family and Community Medicine 

El Sol University's College of Medicine opened in July 1967. One year later, the 

Department of Community Medicine was inaugurated with the appointment of its first 

Department Head. The Dean of the College of Medicine envisioned that the new 

Department would base its teaching program in a community health center that served the 

indigent population in the city. This provided a much needed community service and a 

clinical teaching resource for the department. The stated goals of the Department in 1968 

were to: 

1. teach medical students in preventive medicine, epidemiology, and the organization of 
medical care 

2. orient students toward family practice and a community outlook 
3. develop a research program appropriate to these fields 

In line with the Dean's vision, the department successfully established the first 

neighborhood health center in the state with a grant application to the U.S. Public Health 

Service (under the provisions of the Comprehensive Health Plarming Act of 1966). On 
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July 1, 1969, the department received $502,845 from the Department of Health, 

Education and Welfare (DHEW) and $50,000 from the County Board of Supervisors. 

This money allowed the department to develop the Neighborhood Health Center in the 

former County Juvenile Detention Home known as the "Mother Higgins" home. Major 

renovation occurred as jail cells were remodeled into exam rooms and window bars and 

urinals were removed. 

This new neighborhood health center was located m the center of the Model Cities 

Program, a residential neighborhood south of Congress street with a large indigent 

Hispanic community. The neighborhood was skeptical of the University's motivation, 

but soon ambulatory medical care was provided by general practitioners, family 

practitioners, internists, and pediatricians. To meet the College of Medicine's learning 

objectives, the site was used as a clinical clerkship for medical students; for community-

based research projects; and to train students in other health care professions like nursing, 

social work, and laboratory technicians. The El Rio-Santa Cruz Neighborhood Health 

Center cared for its first patient in October 1970. Physicians were given faculty 

appointments, and provided twenty-four hour medical coverage to a population of 10,000. 

Four years later in 1974, the Center was turned into a non-profit corporation and was 

managed by a neighborhood board. 

The early years of the Department were marked by outreach efforts and the 

establishment of ties with community neighborhoods, community organizations, and 

policy planning groups. Relationships were developed with the Indian Health Service, 
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Planned Parenthood, St. Elizabeth of Hungary Clinic, and the surrounding communities -

all with the goal of providing medical services to disadvantaged persons. 

The Department was involved with statewide health planning and worked with the 

State Health Planning Authority in the development of the State Health Plan. A 

significant event was the $125,000 grant from the DHEW and $155,00 from Pima Health 

Systems for the development of a non-profit, independent pre-paid medical group 

practice, to later be called Pima Care. Pima Care became the first HMO in the state and 

the largest HMO in the city. 

The Department was involved in a number of collaborative efforts with other 

academic departments that included: training the first nurse practitioners; the addition of a 

faculty person with a joint appointment in the Department of Pediatrics; co-teaching with 

the Department of Psychiatry in the course titled, "Health Behavior and Development; 

and teaching health care administration with the College of Business and Public 

Administration. 

Collaborative efforts were also established with the state's Regional Medical 

Program for Heart, Cancer, Stroke and Allied Diseases. This organization provided 

significant financial resources for the College of Medicine. In fiscal year 1974, 1.8 

million dollars in grants were received from DHEW and other granting agencies. 

In 1971, the University Hospital opened and the Department became responsible 

for the operation of the Emergency Services. As stated in the Department Head's 

historical narrative. 
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"The philosophy was that the emergency unit is the hospital's interface with the 
community and it is appropriate that the Department of Family and Community 
Medicine have a significant role in it" (Abrams, 1984). 

Emergency Medicine was later separated from the Department to become an independent 

Department in 1979-1980. 

Family Practice Acknowledged as a Medical Specialty 

The third year of operation (1970-1971) was a significant year for Family 

Practice, for it was recognized nationally as the 20''' specialty of medicine. This new 

professional identity was reflected in the department's move to change its name from the 

Department of Community Medicine to the Department of Family and Community 

Medicine. One year later, the Section of Family Practice was established within the 

department. A formal application was made to the American Medical Association to 

establish a family practice residency program. Approval was granted and four first-year 

residents began their training in July 1972. The Residency Training Program in Family 

Practice now replaced the dormant General Practice Residency of the city's Hospital 

Medical Education Program. 

The residency program continued to grow and by July 1, 1974, the program had 

enrolled a total of twenty-one residents for the purpose of training residents to serve in 

underserved areas in the state. By fiscal year 1976-1977, more than 150 applicants from 

across the country competed for eight-first year openings in die residency program. The 

total number of family practice residents now totaled 24. The Family Practice Residency 

Program continued to develop and saw as its mission. 
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to prepare the physician to carry out his function as the leader or coordinator of 
the health care team who provides access to the health care system and assumes 
continuing responsibility for management of his patients over a long period of 
time (Abrams, 1984, p. 8-9). 

Supporting the Teaching Mission of the College of Medicine 

In addition to strengthening the residency training program, the Department 

acquired a major presence in the College of Medicine's three year undergraduate medical 

school curriculum. The department played a major role in the Preparation of Clinical 

Medicine (PCM) course with classes on physical diagnosis, interviewing, community 

health resources, and epidemiology. The department also introduced nutrition and 

tropical medicine activities; revised the Clinical Epidemiology course; introduced the 

concept of combined clinical activities between medical and nursing students with the 

comprehensive clinical care rounds; and continued its family practice clerkship" at 

various community sites. The department developed several new activities that included: 

a sunmier program for in-coming students; and an acting-internship at St. Joseph's 

Hospital and the El Rio-Santa Cruz Neighborhood Health Center. 

An important development occurred in year eight (1975-1976) due to the 

persistence of the Department. The medical school curriculum committee moved forward 

in requiring all students to have a primary care/ambulatory care experience. This meant 

closer collaboration with the Department of Pediatrics and Internal Medicine in the 

plarming of primary care experiences for students. The interest of medical students in 

participating in the FP clerkship steadily increased. In 1975-1976, one-third of the 



127 

students participated in the elective family practice clerkship. In 1977-1978, half of the 

students signed up for the clerkship experience. The Family Practice clerkship was 

finally made a required experience the following year. 

From early in its history, the department provided continuing medical education 

(CME) for health practitioners, state legislators, students, medical educators, public 

health administrators, and others. In 1971-1972, the department worked collaboratively 

with the local Academy of Family Practice in sponsoring a family practice review course 

that was attended by 110 physicians from across the country. Other CME activities 

included a a statewide summit conference on Primary Care in Family Practice for 

Underserved Areas in the State and a National Conference on Rural Health. CME 

activities continued to expand in 1976-1977 as the department organized the Annual 

Scientific Assembly of the state's Academy of Family Physicians and held refresher 

courses for approximately 600 physicians in practice. The Rural Health Conference also 

became an annual event. 

By 1979, the department had established three different residency training 

programs - the Preventive Medicine program was established in 1971 , the Family 

Practice Residency in 1972, and the Occupational Medicine Residency in 1978. 

Patient Care and Research Activitv 

In fiscal year 1973-74, the outpatient clinic moved from the University Hospital to 

a free-standing Family Practice Office (FPO) located one street west of the hospital. The 

clinic occupied the basement and first floor of a former student dormitory called the 
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Parker House. The second floor was occupied by respiratory services. In addition to 

providing outpatient ambulatory care, the department's involvement with the University 

Hospital (later called University Medical Center) expanded with a growing inpatient 

service for family practice and a designated unit adjacent to the hospital. One faculty 

person noted that, "prior to that we had to admit to other services or find beds when 

available" (Mark, date unknown). 

The most significant event in 1975-1976, appeared to be the agreement with the 

Department of Obstetrics and Gynecology to allow family physician faculty and residents 

to deliver babies at the University Hospital. Opposition from the Department of 

Obstetrics and Gynecology was viewed by faculty as "understandable" and a reflection of 

what was happening across the coimtry. Family practice was met with hostility by other 

specialty departments of medicine within academic medical centers as skills and 

competencies overlapped with other disciplines. As one faculty person documented. 

In 1974, nowhere in this town was it possible for a Family Medicine resident to 
deliver babies. Subsequently, we were able to move into the private sector and 
delivered in St. Joseph's Hospital under private auspices. Next we were to deliver 
at TMC and finally in 1976 under protestation we began to deliver babies in our 
own hospital (Mark, date unknown). 

What may be viewed as an added challenge for academic family practice 

programs is that many if not most of the family practice residencies are in community 

hospitals and not academic centers. The DFCM was unique in its attempt to work with 

both an academic hospital setting and community hospitals. Clinical service continued to 

increase in 1976-1977 as 13,000 patient visits were made at the FPO and more than 400 

patients were admitted to the family practice in-patient service at the hospital. 
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The department's early research activity included a collaborative Bi-National 

Nutrition Study of populations in the state and Agua Prieta, Mexico. In 1975 - 1976, 

research activity in the department included a health study of 1,000 low income students 

and a study of health problems and programs at the State Prison. Other research projects 

soon followed with a health study of 1,000 low income school children and a study 

conducted at the State Prison. 

Communitv Outreach Continues 

Community outreach increased in 1974 on a state and international level. For 

example, there was a visiting physician from India under the auspices of the World 

Health Organization; visitors from Australia and Japan; and department sponsored 

students from Brazil, Yugoslavia, and Africa. Local community outreach expanded with 

a new relationship with Benson Health Services and West Pinal Family Health Center in 

Casa Grande. 

Through the mid 1970's, the department continued its work in providing health 

services to underserved and rural areas by working collaboratively with the local Medical 

Association, the Academy of Family Physicians, other family practice residencies in the 

state, and the DHEW. The Department contracted with DHEW to organize a Rural 

Health Initiative and Health Manpower Development. The Department's commitment to 

providing health care to underserved and rural commimities is reflected by the 

requirement that all family practice residents give at least one month of service in a rural 

area. In addition, the department developed the Commitment to Underserved People 
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(CUP) Program, an elective for medical students interested in careers with underserved 

peoples. 

Organizational Growth and Change 

By 1976, the DFCM had an established residency training program, was very 

involved in medical student teaching, and participated heavily in outreach programs 

locally and internationally. During 1975-1976, the faculty voted at their "advances" (also 

called "retreats") to reorganize the Department away from Sections to a program-oriented 

structure. As reported by Abrams (1984), "resolutions were adopted to support the idea 

of one Department with one goal, to counteract the drift toward specialization and 

segregation." 

At the mandatory retirement age of 65, the department head announced his 

resignation effective on June 30, 1978. As part of the normal process when leadership 

changes, a review of the Department was completed by a faculty committee. This review 

recommended that the department should strengthen the family practice effort at the 

expense of the community medicine effort. Until a permanent department head was 

appointed, there were two different Acting Heads. In 1979, a faculty member who had 

been with the department since 1971, was selected as the new Department Head. 

In summary, the birth and establishment of the Department of Family and 

Community Medicine was an impressive one. The national recognition of Family 

Practice as a specialty in 1970 allowed the discipline to further root itself in an academic 

setting. It was not without problems, but it slowly established its identity and boundaries 
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with a growing outpatient service; an expanding and clearly identified in-patient ward; 

growth in applied research projects; provision of health care services in the community; 

development of early HMO models of care; policy development and planning at the state 

level; international exposure; and the expanding residency training program for family 

physicians. As Abrams (1984) documents in his historical description. 

By the end of the tenth year (1978), the Department had achieved the reputation of 
being the 'Prime Public Relations Department' of the College of Medicine - the 
Department to which communities and community groups often come for 
assistance, such as medically disadvantaged communities, American Indian 
groups, correctional agencies, health system agencies, and voluntary health 
agencies. 

Further departmental growth was also seen in the expanding patient care services, clinical 

training sites, and collaborative efforts with rural and underserved communities. 

Period Two 1980 - 1992 "The Golden Years" 

Revitalization and Expansion of Clinical Services 

The new department head was appointed on March I, 1979 after a period of chaos 

and instability. 

This department floundered and in fact practically heard the death knell sound. 
However, in 1979 after a lengthy search Robinson was hired and set about on the 
task of revitalizing the department. Since then, we have experienced dramatic 
growth and a tremendous increase in number of programs in which we are 
involved and the number of faculty and other personnel in the department (Mark, 
date unknown). 

Robinson had been a faculty member since 1971 and knew about the evolving managed 

care market. He used his knowledge and energy in directing departmental growth. From 

an educational perspective, he provided a ftill range of learning experiences and paying 
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mechanisms for residents in several different clinical sites. This meant that residents 

would have an "ample cross-section of patients and a sufficient volume that represented 

and mimicked, to as great an extent as possible, the kinds of patients they would care for 

in a family practice environment" (Robinson interview). In his leadership role, he 

was to put in place enough educational envirorunents that captured what was 
going on and in my best guess, what the future was going to look like....Not 
yesterday's model practice, but what we thought tomorrow's model practice was 
going to be (Robinson interview). 

In order to accomplish this big task, he found the financial resources to establish 

and maintain the various programs. He focused his energies on expanding clinical patient 

care services and programs throughout the community. To capture a larger patient base, 

new clinical activities such as expanded Saturday and evening clinic hours; a "Today 

Clinic;'"" and a new satellite clinic known as the Family Health Center on North 

Alvemon Way were established. Soon the department would have several geriatric 

clinics located in senior citizen retirement communities and apartment buildings. These 

expanded clinical activities would boost outpatient and inpatient visits to 30,000 by fiscal 

year 1982. A new area of service was developed with a home health care agency in 

August 1983. In this same year, outpatient visits for all clinical activities would rise to 

39,000. 

The Department was a forerunner in managed care. Family Medicine Clinical 

Associates, known as FamliCare was established in 1981-1982. This was a clinical 

practice unit that served as an umbrella structure to house pre-paid medical care 

programs. This clinical practice included thirteen family physicians, an internist, an 
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obstetrician-gynecologist, pediatrician, two occupational medicine faculty, five 

behavioral medicine faculty, and six physician extenders. FamliCare enrolled 2,500 

patients and additional contracts were negotiated with the state's Academy of Family 

Physicians EPA and the El Rio Neighborhood Center Health Plan. This appeared to be an 

ideal group practice, but it was not without its internal challenges. During that period, the 

attitude toward FamliCare was all but friendly. The Department Head described the 

attitude as. 

Well,...initially, it was very hostile, uh, not hostile, no one knew exactly what it 
was, it was viewed as hostile. In autumn, when we first got involved with the 
FamliCare program and we got involved with managed care activities, I would 
talk to my associates in Medicine^ and Pediatrics. We almost had to coerce them, 
to get them to participate. We provided internal medicine some additional funds 
so that they could participate. We limited their numbers in Pediatrics. We had to 
give them all, well, the vast majority of pediatric patients or else they wouldn't 
particularly play (Robinson). 

The initial start-up costs for FamliCare came from a large loan from the Dean. 

The hospital and the medical group did not want to be active participants and, "came 

along mostly - not grudgingly, but sort of in a passive sort of way and very minor sort of 

contributions." Despite its rough start FamliCare was successfiil and eventually enjoyed 

increased financial success. 

The Department had grown to a point where a more decentralized structure 

seemed appropriate. In 1984, an outside consultant explored, "the need for and methods 

to increase authority and responsibility at the program and project level." The consultant 

recognized the innovative features of the department. The report highlighted the 

strengths of the department as: the CoStar computer program at a clinical site; the prepaid 
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health plan for Medicaid patients (FamliCare CARE); programs in occupational and 

preventive health; a dynamic and progressive leader; and highly competent and 

cooperative faculty. The faculty was seen as the department's main resource and asset. 

Problem areas identified in the consultant's report centered around the lack of 

shared information and the need for more effective communications. For example, clinic 

managers were unaware of their monthly revenues and expenses and faculty were unclear 

about their fimding support, financial responsibilities, and performance expectations. 

Administrative information and functions were also concentrated in a few individuals. 

The large size and diversity of the department was viewed as a plus, but people within 

and outside the department were unaware of the various departmental programs. 

Despite these observations, the consultant suggested no major realignment or 

organizational changes and summarized his findings as. 

At this time, it does not seem necessary to consider any major realignment or 
organization changes. Even though the department is wide-spread, it is unclear 
how consolidation into major sub-sets, such as education, community medicine, 
clinical affairs, or any other divisions would be of help. The various 
programs/projects are well developed and it appears that the managerial personnel 
are performing their role adequately. However, a variety of organization 
'mechanisms' could be instituted to strengthen the administrative system at both 
the departmental and program level (Aluise, 1984). 

Recommendations focused on improving communication by creating 

administrative committees that would consist of representatives from the major programs; 

the dissemination of financial information; yearly departmental and program planning; 

development of faculty performance appraisals; defined communication lines to the 

administrator; and defined roles for the Department Head and Vice-Chair. 
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Administration and Organizational Growth 

The department grew in size and housed diverse educational, outreach, and 

research programs. By 1987, there were five administrative Sections: Family Medicine. 

Nutrition, Preventive and Occupational Medicine, Epidemiology and Biometry, and 

Community Medicine. Each Section had an appointed Chief, mission, defined 

knowledge base, educational programs, research interests, and funding sources. Within 

the Sections, there were a number of Centers: Native American Research and Training 

Center (NARTC), Alcohol Research Center, and the Southwestern Border Research 

Center. The Department was also responsible for the Area Health Education Program 

(AHEC)"' offices located throughout the state. The Predoctoral program was a separate 

division, that utilized faculty from all sections. A reflection of the department's success 

is represented as follows. 

The DFCM continues to grow, mature, evolve, and prosper. Its ability to be 
unshackled by tradition, responsive to individual, university and community 
needs, coupled with a most unique interdisciplinary faculty, permit this 
Department to lead all other departments in the United States in its breadth of 
research and scholarly programs, commitment to education, and service to the 
citizens of xxx (DFCM Annual Report 1990-1991). 

Financial Resources 

The Department of Family and Community Medicine enjoyed financial success. 

In its fifteenth year of operation (1982 - 1983), the operational budget totaled $9.1 million 

dollars. The next fiscal year (May 1984), the budget increased to $15 million dollars. Of 

this $15 million, $2 million came from the state; $7 million from grants and contracts^"; 
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and over $6 million in patient care earnings. Four years later, during 1988-1989, the 

department had an extraordinary year with a budget of 17.7 million dollars that, "exceeds 

the majority of colleges in the state's higher education system." The financial health of 

the department stayed consistent with an armual budget of over $16 million in 1991, and 

$15 million in 1992. 

Over a six year period begirming in fiscal year 1986-1987, state allocations 

remained stable and contributed from 13% to 15% of the total budget. The combined 

category of gifts, grants, and contracts made up the largest contribution at 69% to 73% of 

the budget. This was followed by clinical dollars fi-om patient care (UPI) that ranged 

from 8% to 11%; housestaff contributions at 3%; and the other category accounted for 

2%. This represented the substantial role of grants and contracts and the department's 

dependence on that source of funds. The following represented the financial status of the 

department. 

Annual Budget 1987 to 1992 

Fiscal Year 1987 1988 1989 1990 1991 1992 
State 1,706,097 1,813,434 1,833,745 1,990,666 2,225,000 2,261,270 
UPI 1,342,384 1,122,268 1,097.895 1,261,617 1,539,654 2 ,090,944 
Gifts/Grants*/ 
Contracts 

8,426,164 9,349,486 10,037,113 10,618,189 10,326,161 11,353,193 

Housestaff 
(COM funded) 

395,488 432,078 468,398 631,546 660,264 654,546 

Other (local) 302,790 293,505 298,730 219,879 231,088 266,000 
TOTAL** 12,172,923 13,010,77 

I 
13,735,881 14,721,897 14,982,167 16,625,953 

* includes indirect costs retumed to the department 
** does not include NADSAP 
Source: DFCM Annual Reports of 1990-1991 and 1992-1993 

Table 5.1 
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Extramural Funding 

The examination of financial records was a challenge because numbers did not 

always coincide from one dociunent to another. This was due to the time of the year 

when the report was generated; specific reporting needs; the presence of diverse ftmding 

sources; and the different reporting mechanisms. For example. The University has an 

institutional system that compiled a year by year listing of all extramural funding for the 

whole department (1991 Self Study). At the same time, the DFCM coded accounts 

differently to meet its own departmental record keeping needs. Every grant or contract 

has a specific "fiscal year" or start and end date. On financial documents grants and 

contracts are recorded as expenditures. 

A significant contributor of indirect costs was the Navy Alcohol and Drug Safety 

Awareness Program (NADSAP).^'" Since 1981, the program brought in contracts 

totaling $56 million, including $10.5 million in indirect costs for the University. The 

annual income ranged from $4.7 to $5.0 million dollars armually (1991 Self Study). The 

NADSAP program was administered independently, with a separate budget that was not a 

part of any section or division. The program had roughly 20 employees in the University, 

but most of its budget was used to pay for 200 plus employees in the field. The 

contributions were not reflected in any Section budget, but was counted in the overall 

Departmental Budget. 

In the 1988-1989 Departmental Annual Report, the Community Medicine Section 

(CMS) and Family Medicine Section (FMS) had the largest budgets in the department. 

Closer examination showed that each section differed in the areas that fimds were 
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concentrated. For example, the Family Medicine Section had almost twice the state 

budget as Community Medicine. This reflected the tremendous amount of teaching 

activity that occurred in the Family Medicine Section in the pre-doctoral and residency 

program. In addition. Family Medicine collected over a million dollars in patient care 

revenue, while Community Medicine brought in none. On the other hand. Community 

Medicine brought in almost 2 million more in grants and contracts than Family Medicine. 

The FMS and CMS each focused their energies in different areas and successfully 

obtained resources in different areas. 

The Department continued its success in attracting extramural flmding. The 

Annual Report of 1989-1990 documented extramural funding of more than $14.5 million 

dollars from over 75 different funding sources. The 1991 Self Study reported, "Forty-six 

faculty participated in 109 proposal submissions in fiscal year 1990 alone for a total of 

over $ 18,000,000." In addition, 

FCM'* sponsored projects expenditures for FY 1989-1990, excluding the navy 
project, NADSAP, were more than twice as great as for any other clinical 
department in the College of Medicine and exceeded only by the Cancer Center. 
If NADSAP is included FCM's expenditures exceed ten million dollars—far 
surpassing all other clinical departments and both centers (1991 Self Study). 

The Department was one of eight clinical departments that included Anesthesiology, 

Internal Medicine, Neurology, Obstetrics/Gynecology, Pathology, Pediatrics, Radiation 

Oncology, and Surgery. The two Centers were the Cancer Center* and the Heart Center. 
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The Family Medicine Section 

The Family Medicine Section developed a traditional mission statement that 

emphasized teaching, research, and service activities. 

The mission of the Family Medicine Section is to provide quality education for 
medical students, residents and fellows in all aspects of the clinical discipline of 
Family Practice, to promote and execute clinical and educational research which 
contributes to the developing research base of the specialty of Family Practice, 
and to provide innovative and excellent models of patient care in support of the 
Section's teaching and research programs (FMS Annual Report 1987-1988). 

The Family Medicine Section encompassed several educational programs. 

Programs included the Behavioral Health Program that trained graduate psychology 

interns and family practice residents in behavioral medicine; the AIDS Education for 

Health Care Providers; Faculty Development Training Program; Geriatric Clinics, and the 

Family Practice Residency Program. In 1987-1988, there were six physicians in the 

faculty development fellowship, two graduate psychology interns, and 19 family 

physician residents (down from the earlier 24) in training programs. In 1988-1989, the 

Section received fiill certification for a geriatric fellowship program and accepted its first 

geriatric medicine fellow. 

Family Medicine Section faculty spent extensive time in teaching activities. 

Faculty provided nearly 4,100 faculty-student contact hours with 1®' year medical 

students; hundreds of hours as medical student support group facilitators; taught in the 

Human Behavior Development course*'; and were preceptors in clerkship and elective 

rotations. Family Medicine Section faculty provided more student contact hours than 

faculty in other Sections of the department. The faculty's teaching and direct faculty-
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student contact hours in the predoctoral program contributed to medical student interest in 

family medicine as a career choice. In Spring 1990, approximately 15% of the graduating 

class chose to enter family medicine residency programs. The following (Figure 5.1) 

represents the interest level of medical students in family practice careers from 1973 to 

1992. Although there are cyclical dips, the interest level was gradually increasing. 

Medical Students Choosing Family Practice Residency Programs 

25% 

20% 

15% 

10% 

5% 

0% 
1977 1973 1975 1979 1981 1983 1985 1987 1989 1991 

Figure 5.1 

The ability for faculty to participate in teaching programs was dependent on state 

funds and educational training grants. The residency program was partly supported by a 

3-year, $286,000 grant from the U.S. Department of Health and Human Services (US 

DHHS). The Faculty Development Fellowship received a 3-year, $580,000 grant from 
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the US DHHS. The Department continued to sponsor the annual Primary Care Update 

Conference for practicing physicians. Over the years, extramural support for educational 

programs continued to increase. The following (Table 5.1) lists the extramural funding 

that was reported in the 1987-1988, 1988-1989, and 1990-1991 Family Medicine Section 

Annual Reports. 



142 

Extramural Funding 

FUNDING FUNDING PROGRAM SPONSOR 
$540,000 
1987-1990 

Family Medicine Faculty 
Development Project 

US DHHS 

$500,000 
1987-1990 

Family Medicine Project HRSA, US DHHS 

$120,000 
1988-1989 

Establishments of Departments of 
Family Medicine 

US DHHS 

$81,000 
1988-1989 

Graduate Training in Family 
Medicine 

US DHHS 

$571,900 
1988-1991 

AIDS Education for Health Care 
Providers 

National Institutes of 
Mental Health 

$585,937 
1989-1992 

Graduate Training in Family 
Practice 

Division of Medicine, 
US DHHS 

$58,320 
1990-1992 

*AIDS Education and Training 
Center Satellite: Western Area 
AIDS 

National Institutes of 
Mental Health 

$52,661 
1990-1991 

AIDS Education and Training 
Center Satellite: AHEC 

HRSA 

$627,000 
1990-1993 

Family Medicine Faculty 
Development 

Division of Medicine, 
HRSA, US DHHS 

$59,467 
1990-1991 

Public Health Service Advocacy 
Network Project 

American Academy of 
Family Physicians, 
HRSA 

$14,512 
1990-1991 

Primary Care Teaching DHSS 

$3,500 
1990 

Colposcopy in the Family 
Physician's Office 

CIBA-GEIGY 

$519,480 
1987-1991 

•"Project Age Well Brookdale Foundation 
Group 

USDHHS = 
HRSA = Hea 

*=Thes 

United States Department of Health and Human Services 
ilth Resources and Services Administration 
e projects have both an educational and research component 

Table 5.2 

Research activity steadily increased from 1987. Section faculty participated in 15 

(completed or in-progress) research projects in 1987-1988. Publications (published or 
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accepted) went from sixteen to nineteen by 1989, and jumped to 41 journal publications 

in fiscal year 1991. In addition to the growing number of publications, faculty 

contributed to book chapters, monographs, conference proceedings, and editorial work. 

Faculty reviewed manuscripts and served on advisory boards for 6 different publications 

in fiscal year 1988 and that number grew to 13 the following year. One faculty member 

was the first physician to secure large scale fimding from one of the National Institutes. 

She secured $571,900 from the National Institutes of Mental Health for ADDS Education 

for Health Care Providers. 

In 1988-1989, six funded research projects totaled over $500,000 in extramural 

research funding. This represented the "highest level achieved by the section." Family 

Medicine had a growing and diverse research program that covered both investigative and 

applied research projects. Table 5.3 identified that research activity was concentrated 

among five of the clinical faculty. 

The Section's successful research program was acknowledged in the 1990-1991 

Annual Report. 

Compared to other Family Medicine units, the Family Medicine Section at El Sol 
University College of Medicine has one of the most active research programs in 
the country. There has been a substantial increase in funded research activities 
over the past several years. 

There was a substantial increase in the nimiber of papers published or accepted for 

publication during the 1991-1992 academic year. During this year, Section faculty 

produced 38 publications and 10 book chapters. The Research Support Unit provided 



technical and statistical support to faculty, fellows, and residents and supported unfunded 

and pilot research projects for junior and senior faculty. 

Funded Grants 

FUNDING PROGRAM SPONSOR PI 
$20,000 
1989-1991 

Muscle Strength and 
Mass 

Hudson Foimdation Burwell 

$10,000 
1989-1992 

Fall Risk Wickman Foundation Burwell 

$160,346 
1990-1993 

Cancer Screening Centers for Disease Control 
Program 

Castles 

$55,000 
1990-1992 

Career Development 
Award 

American Cancer Society Castles 

$7,750 
1990-1992 

Colon Cancer Risk Biomedical Research 
Support Grant 

Castles 

$135,000 
1990-1993 

Yaqui Women Cancer Centers for Disease Control 
Program 

Hadd 

$75,000 
1991-1993 

Use of Growth Hormone Disease Control Research 
Commission 

Burwell 

$62,500 
1990-1992 

Illiteracy and Health Care 
Cost 

Disease Control Research 
Commission 

Waterma 
n 

$2,997 
1991 

Hydrocortisone vs. 
Placebo 

Thompson Medical 
Company 

Waterma 
n 

$3,550 
1992 

Decentralization of 
Health Services 

World Health Organization Hadd 

$37,000 
1991-1992 

Community Based 
Prevention Models 

National Institute of 
Diabetes and Digestive and 
Kidney Diseases 

Hadd 

$4,000 
1991 

University Liaison Program Development 
Fund Award 

Hadd 

$85,000 
1991-1994 

Growth Hormone Genentech Burwell 

$519,480 
1987-1991 

Project Age Well Brookdale Foundation 
Group 

Hartman 

Table 5.3 
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Another indicator of the faculty's success in research was reflected in their 

publication output in contrast to other Sections. 

Profile of Publications by Departmental Section 1987-1990 

Articles Chapters Editorials Abstracts Books Other* 
Community 43 15 1 26 4 42 
Medicine 
Epidemiology & 53 11 I 24 - 10 
Biometry 
Family Medicine 109 14 5 33 7 14 
Nutrition 73 53 0 71 11 12 
Occupational 25 2 0 9 0 14 
Medicine & 
Preventive 
Medicine 

TOTAL: 303 95 7 163 22 92 
*Other refers to: reviews, proceedings, technical reports, legislative reports, curriculum 
materials, computer software developed/reviewed, video material, monographs, training 
manuals, etc. 

Table 5.4 

Despite faculty's success in attracting extramural funding, there were potential 

limitations cited by faculty. These limitations cited in the FMS Annual Report of 1988-

1989 included: 

1) the lack of a defined research focus 
2) the importance placed on service (clinical and educational) often leaves 

inadequate time for research 
3) faculty's diverse interests result in a lack of collaboration in research projects and 

a lack of resources tailored and focused to provide support for any one area of 
research 

4) the need for research support to facilitate preparation of research proposals 
5) the lack of sufficient space to house all Sections under one roof contributes to the 

lack of focus of research interests 
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Patient care was another important activity addressed in the Section's mission 

statement. The major clinical site (FPO) provided 22,000 patient visits in fiscal year 

1988. From 1987, the Section provided medical care at five geriatric clinics in senior 

citizens' apartments; had special programs at a retirement community and The Canyon 

Ranch; was involved in the Commitment to Underserved People Program; the St. 

Elizabeth's of Hungary Clinic; and was the major provider for the FamliCare State-

Medicaid Program. The hospital service accounted for 7% of all admissions to the 

hospital in fiscal year 1991. The number of admissions went fi"om approximately 800 in 

1987 to 1500 in 1990 and 1991. The overall outpatient clinical activity of the Family 

Medicine Section remained stable. The opportunity for growth was hampered by the 

limited clinical facility of the Family Practice Office. 

Patient Care Statistics from Annual Report 1986-1991 

FY 86 FY 87 FY 88 FY 89 FY 90 FY 91 
Admissions - Inpatient 756 823 775 1,186 1,472 1,500 
Hospital Patient Days 2,619 2,917 2,782 3,759 3.764 4,000 
Outpatient Visits N/A 23,794 22,662 21,114 20,628 21,500 

Table 5.5 

Comparison of year 1987-1988 and 1990-1991 shows the components and the 

percentages each represents in the overall Section budget. Although the total budget 

increased over a three year period, extramural flmding decreased; state appropriations 
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increased; and patient care services remained stable. All three areas were key to the 

survival of the Section and major reductions in any one area meant disaster. 

Budget Comparison 1987-1988 and 1990-1991 

1987-1988 1990-1991 
Total Budget 2.4 million 2.9 million 
Extramural 35.2% 29% 
State 27.1% 33% 
Appropriations 
Patient Service 37.7% 38% 
(represented in current dollars) 

Table 5.6 

The biggest expense for the Section was personnel costs (including fringe 

benefits) that accounted for roughly 70% to 78% of the total expenses. Other expenses 

were operations at 13% - 22%, and assessments or "taxes" made to UPI and the Dean's 

office at roughly 8% to 9%. 

Other Departmental Resources 

From early in the history of the Section, faculty were concerned about the 

inadequate clinical and academic space. Clinical faculty's perception was that the lack 

of clinical space in the Family Practice Office limited patient volume; impacted on their 

clinical efficiency; and had an adverse effect on productivity. One faculty remarked that, 

"the FPO is pretty outmoded and was never designed to be a clinical facility" 
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(McCalister). The departmental annual reports from 1987-1988 to 1991-1992 

consistently identified inadequate clinical space for patient care and teaching as a major 

departmental limitation and challenge. 

Current clinical space has been located for over 15 years in an old remodeled 
dormitory. This is a disgrace. Crowded faculty offices; absent educational rooms 
necessary for seminars, lectures, small working groups and conferences; and 
absent room for student counseling and career guidance, are all unacceptable. The 
sheer time consuming inconvenience of housing faculty in over 12 difference off-
campus rental facilities, with the incessant duplication of administrative systems 
to provide basic faculty support is a major limitation that must be addressed 
(DFCM Aimual Report 1991-1992). 

Therefore, despite the growth, success, and national recognition, there was still a 

lack of coordination and concern over the department's needs for space. This need was 

hampered by bureaucratic regulations of the health care system. 

In the Department of Family and Community Medicine, the major limitation is 
space: space for both clinical activities, research and administration. Major 
concern exists at the Department level that the bureaucratic regulations of the 
University as an organization, University Medical Center, and University 
Physicians, are each behaving as a distinct and autonomous corporate entity. Each 
has a corporate identity, mission and goals. All exert their influence and intersect 
at the Department level. Inordinate delays, excessive reporting requirements, 
inefficient operations without a clear understanding of the mission and goal of the 
academic department leads to mistrust, redundancy and inefficiency. While 
rewards are given for growth, inadequate staff, equipment and space to perform 
and respond in a quality manner poses serious problems at the common 
denominator, the academic department. Without clear recognition that the 
academic department bears the burden of work integration and performance at the 
workplace, it will not be possible to maintain the focus and direction required for 
the future (DFCM Annual Report 1989-1990). 

The Department had clinical and office space in over sixteen locations. Since the 

late 1980s, the Department was an active participant in a master capitalization plan with 

the main University campus for space. A new 120,000 square feet academic facility that 
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would house faculty, staff, clinical services, and ambulatory teaching space was approved 

by the administration on campus and the Regents. Plans were shattered in 1991, when the 

University's debt was recalculated and building plans were deleted from the five-year 

capital construction plan. The 1991 Self Study Report emphasized the need for adequate 

space. 

Without adequate ambulatory clinical space, there will be significant loss of 
revenue and our teaching program will be compromised. The Department will no 
longer be able to support University FamliCare, University Physicians, and meet 
the needs of the clinical faculty. Ironically, we face this dilemma at a time when 
national trends clearly indicate that patient care bases and revenues are needed to 
support an expanding proportion of medical education in this country. 
Institutional attention appears to be focused exclusively on the development of 
inpatient facilities at the expense of outpatient education of medical students and 
residents (1991 Self Study Report). 

Space was considered a valuable resource for the Department, but they were 

unsuccessful in obtaining a new building or a larger clinical site. Plans were quickly 

made and quickly dropped due to inadequate University funds. 

Summary and Analvsis 

Pfeffer and Salancik's (1978) resource dependence framework underlines the 

importance of understanding the context of an organization's behaviors because 

"organizations are inescapably bound up with the conditions of their environment" (p. 1). 

Part One of this chapter identified that the early years of the Department's growth were 

bound by the direction set by the Dean of the College of Medicine as well as the funding 

made available by government and the public. The Dean wanted the Department's 

training programs based in the community. In the 1960s and 1970s, the Neighborhood 
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Health Center (NHC) movement was stimulated by funding from the federal Office of 

Economic Opportunity. NHCs were part of the "war on poverty" and provided care to 

medically underserved inner-city minority groups. The NHCs utilized a multidisciplinary 

approach to medical care and provided a combination of clinical, preventive, and social 

services (Lawrence, and Jonas, 1990). 

According to Pfeffer (1997, p. 9), "Organizations have at least one goal - the 

survival if not the growth of the organization." Resource dependence deals with the 

organization's survival that is dependent on its ability to acquire and use the necessary 

resources. For an academic medical program, critical resources include money, physical 

space, equipment, faculty, students, and patients. In the process of acquiring the 

necessary resources, organizations must interact with and depend on their environment. 

In other words, "survival comes when the organizations adjust to, and copes with, its 

environment, not only when it makes efficient internal adjustments" (Pfeffer and Salancik 

1978, p. 19). 

Therefore, the Department was successful in establishing itself because it was able 

to utilize government funding and institution support in developing the first NHC in the 

state. The Department successfully interacted with the environment at an opportune time 

in history. This led to increasing success because the Department was able to gather more 

resources with its continued community outreach. By establishing growing ties with local 

community groups, clinics, and agencies, the Department was able to provide additional 

training sites and training knowledge in preventive medicine, epidemiology, and a 

community approach to care. As mentioned earlier, the Department achieved the 
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reputation of the "Prime Public Relations Department." It provided a critical resource for 

the College of Medicine in the form of teaching experiences for family physicians as well 

as other health care providers. 

Resource dependence recognizes the symbolic role of managers as they represent 

an organization's successes or failures. As a symbol, managers "personify the 

organization, its activities, and its outcomes" (Pfeffer and Salancik, 1978, p. 16). 

Robinson, the Department Head who served from 1980 to 1992 symbolized the 

Department's growth and financial success. Robinson recognized the available resources 

and opportunities to generate income in the health care marketplace. He developed a 

wide range of programs that included expanded clinic hours, geriatric clinics, a home 

health agency, and a managed care program. The financial success of these programs 

was enhanced by the fact that during the 1980s, the health care marketplace was still 

operating on a fee-for-service reimbursement. That meant that patient care services were 

reimbursed at a higher level. The more you did, the more money you made. 

The critical resources for the Department changed over time. During the early 

years when the Department was trying to build a program and establish its identity, 

teaching sites and students were the critical resources necessary for survival. By the late 

1980's the department had grown in size and diversity. The Family Medicine Section 

successfully generated patient care income and obtained extramural funding. For the 

Department, state allocations comprised roughly 15 percent of the budget; clinical income 

made up 10 percent; gifls, grants, and contracts made up the largest component at roughly 

70 percent; and the remaining 5 percent came from housestaff contributions and other 
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sources. The Department housed the very lucrative NADSAP program that brought in 

$56 million and $10.5 million in indirect costs for the University. 

Salancik and Pfeffer (1974) examined the bases and use of power in decisions 

concerning resource allocations. They found that, "the most important determinant of 

subunit power was the subunit's provision of outside funds to the organization" (p. 460). 

This was followed by the relative proportion of graduate students and the department's 

national rank. Therefore, I make the case ±at the Department became more powerful 

because it contributed resources to the College of Medicine in terms of indirect costs; it 

provided faculty time in teaching students and residents; and it was gaining a national 

reputation because of its diverse activities and research interests. 

For the Department of Family and Community Medicine, growth meant financial 

success. Financial success led to recognition and power within the larger medical 

institution. The relationship between the Department and its context can also be 

understood by looking at the concept of constraints. In resource dependence, constraints 

are present whenever "responses to a situation are not random" (Pfeffer and Salancik, 

1978, p. 14). Behaviors are constrained by "physical realities, by social influence, by 

information and cognitive capacity, as well as by personal preferences" (p. 14). The lack 

of space for clinical and teaching activities was a major constraint perceived by faculty 

and departmental administration. It was seen as having a major impact on the 

department's ability to flmction more efficiently and therefore be more financially 

successful. Elaborate plans were made to build a new building, but the University 

changed its mind. The University's response was the lack of flmds and plans for a new 
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building ended. Whether this was a deliberate move to constrain the Department or 

whether there was truly a lack of resources cannot be determined at this point of the 

analysis. It will be further explored in the next chapter. 

Adopting Smircich's (1983) "culture as a root metaphor" mode of inquiry, the 

Department's culture emerged out of its commitment to underserved groups and was 

manifested through its collaborative spirit. As mentioned earlier, the Department trained 

the first nurse practitioners and co-taught courses with the Department of Psychiatry. 

Culture as a root metaphor speaks of cultiu-e as "something an organization is" and views 

"organizations as expressive forms" (p. 347). So, the culture of the Department can be 

viewed as evolving and dependent on the context of the organization, the member's 

shared meanings regarding their work and skills; and the constraints or conflicts faced 

during ongoing relationships with other groups or actors. 

The department was initially named, the "Department of Community Medicine." 

This symbolically represented the health care crisis of the 1960s and the response of the 

Department to meet the community's needs. It was also symbolic of the culture of the 

Department in its early years. The Department quickly identified itself with underserved 

populations and ambulatory care. The problem of access to medical care, its rising costs, 

over-specialization, and the fragmentation of care were concerns that family practice 

could address with personalized, comprehensive, and coordinated care. Family 

physicians had broad clinical skills reflected by their ability to care for all members of a 

family regardless of age, sex, organ system, or disease. 
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The Department was able to establish itself in the community, but the challenge 

was to establish itself in the academic setting. They were always willing participants, but 

they were not always welcomed participants. Abbott's (1988) professionalization theory 

deals with jurisdictional competition and interprofessional relations that partly explains 

why family physicians faced conflicts in the academic setting. According to Abbott, 

professions exist in an interdependent system where "each profession has its activities 

under various kinds of jurisdiction" (p. 2). Professionalization theory addresses how 

occupational groups control knowledge and skill. The focus is on work and "it is the 

control of work that brings the professions into conflict with each other" (Abbott, 1988, 

p. 19). With this in mind, it is evident that family physicians' broad skills in the care of 

children and adults bring them in direct conflict with other physicians who limit 

themselves to a certain age group. 

In order to appreciate the professionalization of family medicine, it is important to 

understand who family physicians are and how they are trained. In 1890, approximately 

80 percent of physicians were in general practice. This was during a period where 

medical education lacked both quality and content. The Flexner Report in 1910 brought 

widespread reform in medical education that resulted in the introduction of premedical 

education; required and formalized postgraduate residency training; development of 

biomedical research; and the formation of specialty boards. Future advances in medical 

technologies and the growth of tertiary care centers distanced the humanistic practice of 

medicine in the community and brought the subsequent decline of general practice 

(Geyman, 1985). The general practitioner typically went into practice right after medical 
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school. In the mid 1950's, the Council on Medical Education attributed the diminishing 

numbers of general practitioners to the "lack of formal training and the low status of the 

field" (Bowers, 1977, p. 94). This concern led to the establishment of 2-year general 

practice residencies. This move did not improve the acceptance of programs by medical 

schools and their affiliated hospitals. By 1964, only 17 of the 158 residency programs in 

general practice were in hospitals affiliated with medical schools. Two thirds of the 

residency positions were filled by foreign medical graduates. General medicine 

residencies lacked status because they did not lead to board certification. 

In 1964 the Council on Medical Education created the Committee on Education in 

Family Practice. This name change fi-om general practice to family practice was an 

attempt to break away fi-om the stigma associated with general practice. The committee 

reported that family practice would be a new specialty with a 3-year residency program 

leading to certification by the American Board of Family Practice (Bowers, 1977). 

Geyman (1985) feels that family practice was finally recognized as the 20''' specialty of 

medicine in 1969 in response to public pressure and the changing needs of society. 

According to Abbott (1988), "professions are exclusive occupational groups 

applying somewhat abstract knowledge to particular cases" (p. 8). Professions evolve 

firom their interrelations with other groups. The interrelations are determined by how the 

groups control their knowledge and skill. For professionalization theory, a knowledge 

system "governed by abstractions can redefine its problems and tasks, defend them from 

interlopers, and seize new problems" (p. 9). Family practice was able to seize the 

jurisdiction occupied by general practice because of the concept of training in medical 
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education. Training in general practice did not lead to board certification that was viewed 

as a mandatory form of legitimacy. Family practice was able to occupy general 

practice's jurisdiction with the development of the American Board of Family Practice 

that defined a specific program of training that led to board certification. The existence 

of a national organization is "a prerequisite of public or legal claims" (Abbott, 1988, p. 

83). 

The Family Practice residency curriculum includes training in the care of children, 

adults, and the elderly; covers office and hospital procedures; places an emphasis on 

prevention and treatment; deals with practice management issues; provides experiences in 

the breadth of medical and surgical problems and their diagnosis; and includes training in 

pregnancy care, human behavior and mental heath, community medicine, and emergency 

care. Abbott (1988, p. 54) claims that, "The ability of a profession to sustain its 

jurisdiction lies partly in the power and prestige of its academic knowledge." 

Professional knowledge is symbolic and legitimizes a profession's tasks by identifying 

them with cultural values. In academic medicine, the hospital is the main training site for 

specialists. The world view for specialists or what they value as legitimate academic 

medicine is based on specialization. For example, if an obstetrician/gynecologist spent 

four years of residency training trying to learn how to safely deliver babies and provide 

women's health, how can a family physician leam the same skills in three years of 

training? This world view identifies how organizational culture is reflected in conflicts 

of jurisdiction. 
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Because of their diverse skills and training, family physicians often serve as the 

front line physicians who can diagnose as well as treat illnesses. It is this diversity of 

tasks that bring family physicians in direct conflict with other medical professions. As 

mentioned earlier, the family practice residency program was established in 1972, but it 

was not until 1975-1976 that family physician faculty and residents were allowed to 

deliver babies in their own academic hospital. From a professionaiization framework, 

this was an attempt for obstetricians and gynecologists to protect their own jurisdiction. 

This only partly explains the conflict centering around family physicians' role in 

providing maternity care. Kruse, Phillips, and Wesley, (1990) found that many 

obstetricians hold negative attitudes toward the practice of obstetrics by family 

physicians. In this study, almost 68% of the obstetricians surveyed perceived that family 

physicians need more training in obstetrics; obstetricians were concerned that family 

physicians do no keep up well with advances in modem obstetrics, and family physicians 

provided inferior prenatal care. Attitudes like these play a part in the organizational 

culture of academic medicine. 

There was one area that family physicians enjoyed jurisdictional prominence. It 

was in the area of undergraduate medical education. Family physician faculty were able 

to utilize their broad based skills in teaching a variety of topics. They were also able to 

direct curriculum development by capturing a key role in the development and teaching of 

the PCM course for medical students. The Department's faculty continued to have a 

growing teaching role in undergraduate medical education, the residency and fellowship 

training, graduate programs, and the trziining of allied health professionals such as 
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nursing. Family Medicine's growing jurisdiction in the teaching mission was also evident 

by the growing interest of medical students in family medicine clerkships and the 

curricular move to make the clerkship a required experience. 

This chapter highlighted the historical development of the Department of Family 

and Community Medicine. Throughout the Department's history it has faced many 

challenges. Together, the theoretical frameworks of resource dependence, organizational 

culture, and professionalization highlight the importance of understanding the context of 

the organization and its interrelationships and dependence on other groups and 

professions. 

' Annual reports of years 1984-1985 to 1986-1987 were not available. 

" In a total of 48 weeks, students rotate in hospital inpatient wards and outpatient clinics with six 
departments: Family Medicine, Obstetrics-Gynecology, Pediatrics, Internal Medicine, Psychiatry, 
Neurology and Surgery). During these rotations, students apply what they have learned in Preparation for 
Clinical Medicine course. 

Today Clinic is set up so that callers who need an appointment on the same day can be seen by a medical 
provider. 

FamliCare is a Medicaid managed care program for the indigent population in the state. 

" "Medicine" is used synonymously with Internal Medicine. 

" AHEC Program has satellite campuses around the state for health sciences education and research.. 
Programs range from graduate education, continuing education, health professional recruitment and 
retention, and projects supporting community hospitals and health care facilities. 

A significant contributor was the U.S. Navy Alcoholism Project housed in the Community Medicine 
Section. 

"" NADSAP is a drug and alcohol prevention program that trains classroom facilitators to work with school 
officials, the Department of Corrections, and the College of Education. Emphasis is on community-based 
education, basic research, and primary health care. 
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" FCM stands for Family and Community Medicine. 

' Faculty worked jointly on research projects and contributed 51,018,990 to the Cancer Center. 

" Human Behavior Development Course would be later renamed Social and Behavioral Science or SBS 
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CHAPTER 6 

FINDINGS 
THE COMPETITIVE HEALTH CARE MARKETPLACE 

Introduction 

In this chapter, I identify how the competitive health care market affects the 

allocation of resources; places an increasing emphasis on faculty productivity; and 

impacts on faculty's ability to teach and conduct research. The examination of three 

important events that occurred between 1992 and 1995 highlight the difficult constraints 

and challenges faced by the Department of Family and Community Medicine. 1 argue that 

the Department's context impacts upon its ability to be successful and groups that control 

resources play an important role in decision making regarding resource allocation. 

I make the case that changes in the traditional sources of revenue have upset the 

core missions of teaching, research, and patient care as increasing emphasis is placed on 

the generation of clinical revenue. This in turn leaves less time for faculty to pursue 

research and teaching activities. I argue that in times of resource constraints, leadership 

used departmental reorganization as a means to protect and attract perceived sources of 

revenue. Lastly, I highlight how UPI begins to determine the Depeirtment's effectiveness. 

All this occurs in an environment that is "chilly" and sometimes "hostile" to primary care. 

The irony lies in the fact that as the larger community and national leaders encourage the 

generalist movement or the training of more primary care physicians, the academic 

community is slow to embrace primary care. The following chapter addresses the culture 
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of the organization and how the professionalization of Family Medicine faces particular 

challenges in a competitive environment as medical specialties try to maintain and protect 

their jurisdictions. 

Although managed care competition has affected the whole AHC, I focus my 

attention on how it has impacted the Department of Family and Community Medicine. I 

argue that managed care directly affected the DFCM because of its dependence on key 

resources (patients and clinical earnings). At the same time, it indirectly affects internal 

decisions regarding resource allocations. In order to accomplish this, I utilize three 

theoretical perspectives that together present a clearer analysis of the environment and 

events. 

In the following sections, I will address the questions posed in chapter one. 

• How will the DFCM adapt to the changing health care marketplace of increased 
managed care and financial constraints? 

• What is the nature of the culture of the organization? 
• Who are the players in the delivery of primary care and what are their roles? 
• What is the nature of the relationships within and between the Department of 

Family and Community Medicine, administrators, other academic 
departments, and the physician management organization (UPI) that control 
the resources? 

• How does the changing health care marketplace of manage care and capitated 
payment affect the academic missions of research, teaching, and service? 

• Who will be responsible for teaching, for conducting research, and for 
providing service? 

• How do faculty respond to the changing roles in their profession? 

In order to address the research questions posed in chapter one, I utilize various 

sources of information that include the written transcripts of interviews conducted, annual 



162 

departmental reports, e-mail correspondence, written reports, informal discussions, and 

meeting minutes. 

This chapter begins with a presentation of the Department's budget data that 

identifies the critical resources necessary for the department's survival. In addition it 

highlights how revenue streams have fluctuated over a period of time. This is followed 

by the identification of key actors in the Department's context and the sources of power 

that they bring into decision making. Next is a brief discussion on the local health care 

market and the transition of new department leadership. The following section addresses 

how the loss of a large patient care contract, the receivership, and the reorganization of 

the department affected the financial health of the Department. These three events have 

led to an increasing emphasis on productivity. The final section presents data on faculty's 

clinical productivity, research, and teaching. 

The analysis of the data incorporates three theoretical frameworks that together 

form a more complete picture of what is occurring in the health care market and the 

DFCM. I make the case that each framework alone is not sufficient to address the 

challenges faced by the Department. This chapter utilizes Pfeffer and Salancik's (1978) 

resource dependence theory in understanding how the organization is bound by the 

conditions of the environment and how its survival is dependent on obtaining the 

necessary resources. Organizations are coalitions "altering their purposes and domains to 

accommodate new interests, sloughing off parts of themselves to avoid some interests, 

and when necessary, becoming involved in activities far afield from their stated central 

purpose" (Pfeffer and Salancik 1978, p. 24). Organizations are not self-contained and 



163 

must interact with other groups for resources, so "interdependence varies with the 

availability of resources relative to the demands for them" (p. 42). Under resource 

dependence, the academic health center is a coalition of groups and interests, that 

collectively interact with each other making contributions to the organization. Each 

group has its own preferences and objectives, but their continued participation in the 

organization is based on how critical their participation is to the organization's continued 

success and survival. I argue that the DFCM is in a no-win situation because as clinical 

revenues become limited, their ability to look for alternative resources is hampered by 

other powerful coalitions who place requirements on faculty productivity, leaving no time 

for other activities that might generate resources. 

Departmental Finances 

Chapter two identified several important issues in the financing of medical 

education: (I) revenues from grants and contracts are restricted flmds that must be used 

for their designated purposes; (2) indirect costs are an important source of discretionary 

flmds that are necessary to pay for the teaching and research infrastructure; (3) clinical 

revenues are used to cover the direct and indirect costs of clinical practice; and (4) 

remaining revenues from patient care become unrestricted funds that are used to support 

faculty salaries, support unfunded research initiatives, invest in equipment, and provide 

funds required for cost-sharing on sponsored research. Therefore, the financial health of 

the Department and the ability of faculty to participate in diverse teaching and research 

activities is reflected by the amount of unrestricted or discretionary revenues available. 
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The Department's survival is dependent on its ability to balance the costs 

associated with its core missions of teaching, research and service (patient care) with the 

revenues from patient care, extramural funding, and government allocations. The College 

of Medicine budget is impressive. 

"The budget for just the medical school is around 200 million, 50 million comes 
from the state, around 75 million comes from patient care, and 75 million comes 
from research" (Swenson). 

This means that patient care and research activity equally comprise slightly over 37 

percent of the COM budget. The state contribution comprises 25 percent of the overall 

budget. This underlines the COM's dependence on resources generated through patient 

care and research. This is key to understanding how managed care and reimbursement 

levels can affect the budgeting process. 

The following breakdown of the finances for the DFCM identifies the resources 

necessary for its survival. Table 6.1 reflects the armual budget from 1990 to 1997. 

Separate tables are provided for 1990 to 1993 and 1993 to 1997 to represent possible 

differences in record keeping due to a change in leadership around that period. 
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Annual Budget Data Fiscal Year 1990 - 1992 

Source FY 1990 FY 1991 FY 1992 

State $1,990,666 $2,225,000 $2,261,270 
UPI $1,261,617 $1,539,654 $2,090,944 
Gifts/Grants/Coatracts $10,618,189 $10,326,161 $11,353,193 
Hospital Contracts 0 0 0 
Housestaff (COM funded) $631,546 $660,264 $654,546 
Other $219,879 $231,088 $266,000 

TOTAL $14,721,897 $14,982,167 $16,625,953 

Table 6.1 

Annual Budget Data Fiscal Year 1993 - 1997 

Source FY 1993 FY 1994 FY 1995 FY 1996 FY 1997 

State $2,414,158 $2,383,954 $2,663,334 $2,747,293 $2,066,431 
UPI $1,588,000 $2,443,000 $2,336,000 $1,576,000 $1,853,000 

Gifts/Grants 
Contracts 

$12,081,563 $11,179,444 $10,501,299 $9,297,965 $5,566,769 

Gifts $929,461 $916,807 $1,168,300 $26,269 $1,338 
Grants/ 

Contracts 
$11,152,102 $10,262,637 $9,332,999 $9,271,696 $5,565,431 

Hospital 
Contracts 

0 $95,000 $81,000 $76,233 $76,233 

Housestaff 
(COM 
funded) 

$676,546 $551,672 $743,886 $691,895 $528,296 

Other $274,000 $189,000 $245,000 $277,000 $598,553 

TOTAL $17,034,267 $16,842,070 $16,570,519 $14,666,386 $10,689,282 

Table 6.2 



166 

Annual Budget Data Fiscal Year 1990 - 1997 

State and UPl Funds 
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The categories comprising the annual budget include state contributions, patient 

care revenue (UPI), gifts, grants and contracts, hospital contracts, housestaff payments, 

and other. The figures are listed in current dollars according to the fiscal year. According 

to the table, state contributions steadily increased from $1,990,666 in 1990 to $2,747,293 

in 1996. A drop in 1997 to $2,066,431 was the result of departmental downsizing and 

the separation of the xxx Prevention Center (xxx Prevention Center) from the 

Department. The separation will be more frilly discussed later in the chapter. 

Patient care revenues (managed by UPI) steadily increased between 1990 and 

1992. Beginning in fiscal year 1993, the Department felt the increasing pressures from 

the health care market place. The $500,000 drop from 1992 to 1993 was due to the loss 

of a large managed care contract that served the state's Medicaid population 

(FamiliCare). Patient care revenues declined as capitation replaced the traditional fee-for 

service reimbursement. In order to increase patient care revenues and expand the learning 

opportunities for the family practice residents in training, the Department added two new 

clinical sites in 1993-1994. Residents now trained at the Family Practice Office, the El 

Rio Community Health Center (ERCHC), and the Broadway Family Health Center 

(BFHC). 

The Department hired six new physicians and a Director for the Ambulatory Care 

Programs. The increase in UPI funds listed in the annual budget report was a result of an 

increase in faculty and the productivity efforts of faculty at FPO and Broadway Family 

Health Center. The FPO and the Broadway Family Health Center were under the direct 

management of the Department Head and the Director of Ambulatory Care Programs. 
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The clinical activities at ERCHC had no impact on the Department. El Rio served as an 

affiliated clinical teaching site for the residency program. The Department and the Dean 

gave ERCHC an amount of money that allowed their family physicians to participate in 

residency teaching. 

From fiscal year 1995 to 1996, UPI funds decreased more than $500,000 because 

of faculty reduction and the closing of the BFHC as a residency training site. In 1995, the 

number of faculty were reduced due to, 

"the declining clinical revenue and the need to financially redirect state and 
training grant dollars toward operating the residency clinical training site, FPO" 
(DFCM Armual Report 1994-1995). 

The fluctuations in UPI revenues showed the fragile and unstable nature of clinical care 

earnings. The Department spent an enormous amount of energy and resources in finding 

ways to increase clinical earnings. The Director of Ambulatory Care Programs had no 

experience in an academic setting and came from an established managed care 

organization in the community. His hiring was an attempt by the Department to function 

according to community managed care standards. In 1995, the Department Head and the 

Director of Ambulatory Care Programs resigned. 

Beginning in fiscal year 1993, revenues from gifts were separated from grants and 

contracts. Gifts and contracts represented 72 percent of the overall budget in 1990; 65 

percent in 1993; and 52 percent in 1997. This reflects the decreasing research activity in 

the Department. As mentioned in chapter five, the PREVENT (formerly NADSAP) 

program generated a large amoimt of indirect revenue for the Department from 1981 to 

1995. More precisely, "40% of the indirect revenues which were returned to DFCM 



(which included xxx Prevention Center at the time) were generated from the PREVENT 

program" (Don personal communication, January 20, 1998). 

Hospital contracts are funds collected from University Medical Center for 

graduate medical education. This is financed by Medicare, private insurers. Department 

of Defense, and state and local government and paid to the hospital. The "hospital 

contracts" was nonexistent before 1994, appeared in 1995, and declined steadily 

thereafter. TTie Department Head (Dr. Hartman) identified that, "as is common practice 

across the US, UMC [teaching hospital], does not distribute HCFA pass-through dollars 

to residency sites" {Case Problems for Discussion at Chairs Workshop, May 1, 1995). 

The housestaff category are monies from the COM that are used to pay for 

residents' salaries. This has fluctuated between 1993 and 1997 and is dependent on the 

number of residents in training. Lastly, the "other" category consists of monies generated 

through faculty development activities, continuing education programs sponsored by the 

Department, foundation monies, and monies from international health activities. This 

category has remained consistent from 1990 to 1996, and showed a substantial increase in 

1997. 

The Departmental budget does not represent the financial health of individual 

Sections within the Department. Also, the annual budget doesn't show items that are 

typically "not-recorded" on the annual budgets. This includes things such as the payroll 

fee paid to the parent university. It is fair to say that the UPI category reflects the clinical 

activity of the Family Medicine Section because they are the only ones participating in 

clinical care. The overall budget for the Department increased from 1990 to 1993 and 
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then began a continuous decline until 1997. This coincides with the overall departmental 

downsizing that began when new leadership took over in 1992; the loss of a major patient 

care contract with the state; decreasing reimbursement rates for patient care; and the 

eventual separation of research activities from the Department. 

From a resource dependence perspective, the decreasing availability of fimds from 

research activity will force the Department to look elsewhere for revenues. If there is a 

surplus in clinical revenues, this discretionary revenue could be used to support other 

academic activities. But what happens when several revenues sources are reduced? Will 

the Department be able to maintain the same level of activities? These questions will be 

addressed throughout the chapter. 

As mentioned earlier, indirect costs from research grants and contracts are an 

important source of discretionary revenue. Indirect costs pay for capital expenses, new 

equipment, salary and operating costs of the business office, and lapses in funding. 

Grants have different indirect cost rates, depending on the type of grant and whether the 

department or program is an off-campus or on-campus group. The indirect rates are 

determined by the University's Office of the Vice President for Research and are 

negotiable. The standard indirect cost rate for on-campus organized research grants is 

51.5 percent. The College of Medicine receives 30 percent of the indirect costs generated 

from its on-campus research. This means that 70 percent goes to the main University 

campus and 30 percent is returned back to the College of Medicine. From here, the COM 

gives the Department half of that or 15 percent. The Department has off-campus groups 

that receive even less indirect costs. Training grants generate 8 percent indirect costs. 
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So, on a $100,000 training grant, the university receives $25,000, the COM receives 

$7,500, and the Department gets $3,750. 

Many of our grants are training grants, so we have 8%... .What's unique to the 
Family Medicine group is that they don't do a lot of research activity and when 
they do, it's training grants, so they really don't bring in much indirect costs. But, 
the other groups (Community Medicine Section and xxx Prevention Center) are 
heavily research funded (Don). 

This means that the Family Medicine Section is at a big disadvantage because it relies 

heavily on training grants that have a lower indirect cost rate. On the other hand, the 

Community Medicine Section is mainly supported by extramural funding, so the indirect 

costs returned to them is higher. The past and current administrations have pooled the 

indirect costs from all Sections and used them when and where the need arose. This 

highlights the interdependence of the Family Medicine Section on the research activity of 

other Sections. This cost sharing was done at the discretion of the Department Heads and 

was not discussed openly in great detail. It was not a source of tension when funds were 

kept within the Department. As I show later, the Family Medicine Section faculty 

publicly shared their disagreement when a major portion of activities and resources were 

separated from the Department with the xxx Prevention Center. 

Academic Health Center Coalitions 

Pfefifer and Salancik (1978) view organizations as participants or coalitions of 

interests that continually engage in resource exchanges. Participants do not share vested 

interests or goals and may come into the coalition if there is something to be gained. 

Some coalition participants are valued more than others. Organizations are markets for 
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influence and control. It is those participants, "who provide behaviors, resources, and 

capabilities that are most needed or desired by other organizational participants who 

come to have more influence and control over the organization, for one of the 

inducements received for contributing the most critical resources is the ability to control 

and direct organizational action" (Pfeffer and Salancik, 1978, p. 27). A coalition's 

power is dependent on its ability to provide critical (necessary) and scarce resources. 

Using this framework, the Department is involved in resource exchanges vdth the Dean 

and the College of Medicine, University Medical Center, and University Physicians Inc., 

for financial, space, and patient resources. 

As mentioned in chapter 4, the College of Medicine includes seventeen 

departments and eight Centers of Excellence. The Dean's power comes from his decision 

making authority regarding the allocation of state funds. University Medical Center is a 

private, non-profit hospital that serves as the primary teaching and research hospital for 

the School for Health Professions, College of Medicine, College of Nursing, and the 

College of Pharmacy. The hospital's physical facilities and ancillary services are used by 

medical students, residents, and faculty. The hospital determines the cost of ancillary 

services like laboratory, radiology, and pathology services. The Department is locked 

into paying high prices for these ancillary services because it is unable to do comparative 

shopping and it must utilize the services of its health care system. 

In order to survive, the hospital must keep its beds occupied and the ancillary 

departments productive. It is concerned about ambulatory care only to the extent that 
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primary care providers are the referral source to the hospital. One administrator 

described the relationships with the hospital as: 

There appears to be quite an alliance in terms of what is good for each side, 
between a hospital £uid the ancillary services department like radiology and 
pathology. It appears that undue resources are put there. And, revenue is 
dispersed, not necessarily, directly to how it got there (Welsh). 

The hospital is not in a position to make any guarantees regarding money. 
Different departments that are hospital-based need their money and we don't. I 
don't think the hospital as a system is against us; I don't think they're necesszirily 
for us (Ritchie). 

UPI was viewed as the driving force behind most of what happened at the AHC. 

UPI's original mission was to address the educational and teaching missions of the 

College of Medicine, but its role expanded with the evolving marketplace. UPI now 

handled all administrative aspects for the faculty group practice. This included 

negotiating health contracts with the state and private insurance plans; buying 

malpractice insurance; negotiating faculty salaries; hiring of all clinical personnel 

including office and nursing staff; and obtaining benefit policies for physicians. UPI was 

responsible for the collection of patient care fees and allocation of resources back to the 

departments. One senior faculty member described UPI as: 

It's sort of like an onion, just layers and layers. It was originally constituted as a 
faculty practice plan which is set up to give physicians an organized plan in which 
to practice their clinical work. It is specifically designed to support the academic 
mission of the COM. There's lots of practice groups in town, we didn't need to 
just set up another practice group. The point of this one is to support the 
academic mission of the COM: teaching, the generation of new information, and 
research. I think over time it took on a life of its own and began to sort of justify 
its life for its own purposes, and to focus on generating clinical revenue 
(McCalister). 



175 

There became a separation between the public language - if you ask them what is 
your goal? We are here to set up a clinical practice to support academic and the 
goals and missions of the COM. Some of the rules became rewritten, people 
began to audit and overlook the clinical budgets of departments. No longer could 
money be slipped back and forth between state, grant and contract, and clinical 
dollars. They became separate budgets where you couldn't easily interchange the 
money (McCalister). 

UPl's initial involvement with primary care was minimal. UPI started to pay 

more attention and learned about primary care from the operations of the Family Practice 

Office. 

1 think, UPI initially didn't have a stand on primary care one way or another, it 
was pretty much there to manage the faculty's practice in a more cost-efficient and 
organized way. They actually looked at a lot of stuff we were doing, there was a 
lot of concern about how some of the outpatient practices were handled,.. .things 
like having a physician on site when injections were administered (Castles). 

As the health care envirorunent became more competitive, UPI paid more 

attention to outpatient ambulatory services. Managed care contracts required patients to 

have a primary care doctor that served as the gatekeeper to more specialized and 

expensive care. Therefore, in order to meet the contract needs of managed care, UPI must 

have adequate numbers of primary care physicians. Resource dependence would suggest 

that the AHC is a coalition of groups, that collectively interact with each other making 

contributions to the organization. Each group has its own preferences and objectives, but 

their continued involvement in the organization is based on how critical their 

participation is to the organization's continued success and survival. The Department 

played a key role in providing the necessary physician manpower to meet managed care 

contract needs for primary care and UPI. In contrast, UPI's interest lay in having 

adequate numbers of primary care physicians. Family medicine faculty were concerned 
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about quality issues as well. One faculty member commented on UPI's lack of 

understanding about what constituted quality primary care. 

Um, I think two things kind of still interfere with that, one is, um, a real lack of 
understanding of primary care, what quality primary care is, as opposed to quality 
care in general, so.... Um, a lack of understanding of what physicians need to 
practice good primary care (Castles). 

UPI hired a consultant to look at the productivity level of clinical faculty. As a 

result, productivity guidelines that resembled community standards were developed that 

suggested that each faculty meet a guideline of ten patients per half-day session (that 

lasted three to four hours). Clinical faculty were concerned that the guidelines would 

change the way physicians practice. The concern about quality care centered on whether 

the pressure of seeing ten patients would make faculty less thorough in addressing 

patient's health problems. In addition, primary care meant that patients often came in 

with several different health concerns. Unlike a visit to a cardiologist that centers only on 

the heart, primary care physicians often address several problems in one visit. Often, 

patients were rescheduled for another appointment because there was not enough time to 

address all of their concerns. Therefore, while UPI was thinking in terms of numbers, 

clinical faculty were concerned about how the focus on numbers affected their ability to 

address patient's health problems in a timely, caring, and thorough fashion. 

UPI consisted of a powerfiil group of social actors, whose source of power came 

ft-om their decision making capabilities. UPI was their board of directors and its two 

chief executives. The 1995-1996 Board consisted of thirty members: two from the 

DFCM, two from Department of Medicine, and two from Pediatrics, four from outside 
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the medical school, one from UPI administration, the Dean and 18 from non-primary care 

departments. The Board members and their department or organization is represented in 

the Table 6.3 below. Some departments were represented more than once. 

UPI Board of Directors 1995/1996 

Dean of COM 
Neurology 
Radiation Oncology 
Obstetrics & Gynecology 
Pathology 
Anesthesiology 
Medicine 
Radiology 
UPI Administration 
President, Republic Co. 

Medicine 
Surgery 
Psychiatry 
Pediatrics 
Ophthalmology 
Radiology 
Pathology 
Ophthalmology 
Western Newspapers 
President of the University 

Anesthesiology 
Neurology 
Pediatrics 
Surgery 
Family & Community Medicine* 
Psychiatry 
Obstetrics & GyTiecology 
Radiation Oncology 
Family & Community Medicine* 
United Way 

UPI 1994-1995 Armual Report 

Table 6.3 

By 1995, the declining capitation rates from commercial health plans led UPI 

downward and "the specialists who controlled the UPI board got quite nasty" (Hartman). 

The Head of the DFCM was removed from the UPI Executive Committee and all the 

plans for primary care "went down the tubes in a divide and conquer mentality" 

(Hartman). There was only so much money in the pot and this pot had to be divided 

among all departments. The UPI Executive Committee now consisted of the Dean, UPI 

Administration, an outside member, and representation from Medicine, Pediatrics, 

Surgery, Anesthesiology, Psychiatry, and Pathology. In fiscal year 1993-1994, the 

DFCM was also not represented on the UPI Finance Committee. But, in the following 
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year, when the Department was placed in receivership, it was represented on the Finance 

Committee along with faculty from Anesthesiology, Radiology, Ophthalmology, 

Pathology. The reason I identify the Board members is because UPI was seen as being 

run by its Board and its two chief executives. This meant that important decisions 

reflected the interests of its members and the Department was in a weak position when it 

came to a UPI vote. By excluding departmental representation, UPI had more control and 

power over its decisions and voting patterns. This reflected the lack of power behind 

primary care and the culture of the institution. These issues are addressed further in 

chapter seven. Faculty acknowledged the challenge that they faced. 

And probably, most importantly, the fact that the UPI Board of Directors is made 
up of department heads who, by training and history, are used to operating in the 
academic environment, where their job is to protect their little fiefdom from the 
other fiefdoms, um, to expand their power base, and to, in some sense, to be 
competitive with other departments. Um, and now we're asking them to all think 
globally as if they're the board of directors of some corporation, and make 
decisions that maybe support the common good but may not be beneficial to their 
department (Castles). 

National Recognition 

In the 1980s, the Department had exceptional years under the leadership of Dr. 

Robinson. It continued its extensive outreach in the community; it developed and 

managed a model HMO program in an academic setting; established three residency 

programs; opened a home health agency; and established five geriatric clinics in senior 

citizen apartments. The Department's extramural funding exceeded $130 million over a 

12 year period and the operational budget was in excess of $ 15 million dollars. 
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The March 1992 issue of the U.S. News and World Report's issue of the Best 

Graduate Schools in America recognized the Community Medicine Section as the third 

best in the Nation. The top five Community Medicine programs were named by medical 

school deans in the U.S. News reputational survey. During 1991-1992, the Community 

Medicine Section housed several successful and prominent research programs. The 

NADSAP (later called PREVENT) behavioral health program brought in $56 million 

dollars and $10.5 million in indirect costs for the University. The Native American 

Research Training Center delivered educational programs to Native Americans 

throughout the United States. The Rural Health Office and its Area Health Education 

Centers provided graduate education, continuing education, health professional 

recruitment and retention, and project support to community hospitals. In addition, the 

World Health Organization designated the Rural Health Office as a WHO Collaboration 

Center for Border and Rural Health Research and Development. This served as a focal 

point for the increasing intemational involvement of the Department and College. The 

national recognition of the Community Medicine Section reflected positively on the 

Department. The position and role of the Department was reflected in Dr. Robinson's 

statement below. 

The department is now the largest of its kind in the United States, but we are just 
as concerned about quality as quantity. One of our primary obligations is to 
prepare our students to meet future health care challenges. Our view is both local 
and global. As we move toward an economically integrated world environment 
we are challenged to prepare our students to excel in that environment ("Family 
and Community Medicine," April 20, 1992). 
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Resource dependence adopts a contextual perspective where organizational 

effectiveness is "the ability to create acceptable outcomes and actions" that will be judged 

by those outside the organization (Pfeffer & Salancik 1978, p. 11). The national 

recognition of the Community Medicine Section was based on traditional standards of 

success in academic medicine. Traditional standards include academic reputation 

determined by medical school deans, faculty resources, and research activity. In other 

words, the Section and the Department were viewed as effective because it was a large 

department with a large faculty; it was very successful in obtaining extramural funding; 

and it attracted quality residents with its diverse activities. The effectiveness and power 

of the Department was also based on its ability to control and manage its resources. The 

national reputation was in large part based on the fact that the Department was successful 

in obtaining research grants and contracts. Prior leadership described how the 

Department was able to support its activities. 

In those early days, we were able to leverage all kinds of dollars. We used our 
community medicine arm, we used all of the activities that were there as a primary 
source of revenue to capitalize the clinical side of the house. And this, perhaps, 
was in retrospect, short sighted, but I just felt that it was important for our 
residents and our students and our faculty to be involved with managed care. And 
that the commimity side had to help, because they are terribly good at obtaining 
extramural funding (Robinson). 

The Changing Health Care Marketplace 

Some faculty felt that Dr. Robinson saw the health care market changing and 

knew that the usual way of doing business would have to change. As a leader he was 

known for anticipating areas of growth and revenue generation; being able to manage a 



181 

large and diverse department; facilitating faculty careers by identifying opportunities for 

them; and allowing faculty to determine how time was spent in their areas of interests. 

He was able to nurture faculty and give them independence in a time when the 

Department was financially stable and growing. 

Resource dependence stresses the importance of understanding the context of an 

organization or its envirormient (Pfeffer & Salancik, 1978). In this case, the economic 

envirormient or health care marketplace, must be understood because it played a key role 

in changes that occurred within the Department. The penetration of managed care and the 

change in reimbursement strategies changed rapidly in the early and mid 1990s. The 

economics of delivering patient care became extraordinarily competitive in the city. The 

academic health center, consisting of the College of Medicine, University Physicians 

Inc., University Medical Center, and the Department of Family and Community Medicine 

was not fully prepared to compete with the rapidly changing and cost conscious health 

care marketplace. 

The local health care market went from a discounted fee for service payment 

system to capitation in a short four year period. For example, in 1992-1993, 

reimbursement was based on a discounted 80% fee for service. This meant that if the 

insurance plan was billed $100, the clinic would receive 80% of the amount billed or $80. 

The other $20 dollars was the amount saved by the insurance plan and the amoimt loss by 

the provider. In 1993-1994, reimbursement dropped to a 62% discounted fee-for-service. 

It was reduced again to a 40% discounted fee-for-service in 1994-1995. Then, in 1995-

1996, it went from a discounted fee -for- service to a capitated fee of ten dollars per 
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member per month (personal communication with Kramer). For the Department this 

meant that all of a patient's care had to be provided for ten dollars a month. The move 

from fee-for-service to discounted fee-for-service, to capitation on a per member per 

month (PMPM) basis meant that the Department received a smaller and smaller payment 

for patient care. 

Capitated payment also meant a change in physician practice pattems. In a fee-

for-service market, each time a patient was seen, the provider got paid the amount billed 

for. This continued with a discounted fee-for-service, but the amount reimbursed was 

now a smaller percentage of the total bill. Capitation was a dramatic shift from the 

traditional way of doing business. Now, "the less you do in terms of seeing patients in 

the office or in the hospital, the more money you hold on to" (McCalister). The change 

to capitation was also a rapid shift for the AHC. The Dean of the COM expressed that in 

order to survive in the marketplace. 

We have to constantly be aware of everything that is happening in the 
marketplace. We have to be able to adapt to it as it changes, almost hourly. 
We've had more changes in the past two years than we've had in the previous fifty 
years in terms of health care (Swenson). 

When a managed care contract is signed with the AHC, a part of that contract 

states that primary care must be provided. So, the DFCM, as the largest provider of 

primary care, ended up with a panel of patients that was mostly managed care or capitated 

payment. This was not true for other departments such as Pediatrics or Intemal Medicine 

(now called Medicine). In reality, the Department of Pediatrics and Intemal Medicine 

provide only a small percentage of primary care because the majority of their faculty sub-



183 

specialize and are seen more as specialists. The number of generalist faculty in the two 

departments are small. Dexter (1994) found that in the Department of Medicine and 

Pediatrics there were only 10 full time clinical faculty that provided primary care. The 

University's Pediatric Department web-site listed a total of 34 sub-specialty faculty in the 

Sections of Allergy and Immunology, Cardiology, Critical Care, Endocrinology, 

Gastroenterology, Hematology/Oncology, Infectious Disease, Medical and Molecular 

Genetics, Neonatology, Nephrology, Neurology, and Pulmonology. 

Managed care and capitation hit the DFCM hardest because other specialty 

departments had a patient panel that consisted of only "eight percent managed care 

capitation, whereas the DFCM had 91 percent" (Hartman). In other words, the low 

PMPM capitation, the large managed care patient panel, and the fact that the Department 

is the only one that provides solely primary care, led to decreasing clinical revenues for 

the Department. 

Nationally, the city became known as a "Stage 4 Hyper-Competitive" market 

based on the University HealthSystem Consortium' classification model. The ranking 

system is based on factors such as HMO penetration, hospital occupancy, and number of 

hospital days. The city's managed care market was comparable to those in Sacramento, 

Los Angeles-Long Beach, San Diego, San Francisco and Orange County in California, 

Minneapolis-St. Paul, Portland-Vancouver in Oregon-Washington, and Madison, 

Wisconsin ("xxx Classified," 1997). According to Wagner (1996a), market 

demographics and local market conditions influence the success of managed care 

organizations. Favorable market conditions include: (1) areas with rapid population 
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growth where newcomers are not established with a physician and are more likely to 

enroll in an HMO; (2) areas with relatively younger populations where younger families 

are more price sensitive to premium rates and plan coverage; (3) areas with a relatively 

transient population where individuals are more likely to face less disruption by signing 

up with an HMO; (4) markets where larger segments of the population are in the middle 

income bracket, versus affluent areas, who are still sensitive to out-of-pocket health care 

costs; (5) health services utilization rates; and (6) HCFA's rate of payment for Medicare 

beneficiaries and the market share of Medicare beneficiaries. HCFA's rate of payment 

for Medicare beneficiaries is based on the adjusted average per capita cost (AAPCC)" that 

varies according to geographic region. 

Period of Transition 

In January 1992, Dr. Hartman became the new Chief for the Family Medicine 

Section. He immediately became aware of the numerous internal and external stressors 

that impacted upon the Sections' ability to teach and deliver quality care. 

These stressors included: an inappropriate ratio of specialists to generalists faculty 
at the College [10:1 rather than a more appropriate 1:2]; inadequate number of 
core clinical faculty and staff in Family Medicine to pursue our missions; 
inadequate state appropriation for primary care; inappropriate dependency on 
extramural grants to support and subsidize our clinical and educational work [such 
grants have tended to actually detract faculty from clinical and educational roles]; 
insufficient communication and coordination among program units of the Section 
and among the Department's sections and divisions; and a lack of a long range 
plan, with specific goals and objectives for the Section and Department (FMS 
Annual Report, 1991-1992). 
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Under Dr. Robinson's leadership, faculty could determine how they spent their 

time. For example, those interested in doing research spent little time in the clinic. Each 

physician faculty did not participate in the same clinical activities. Some faculty 

delivered babies, some did in-patient care as well as intensive care, while others did not. 

Over the years, this resulted in a shortage of faculty to cover the intensive care hospital 

admissions, labor and delivery patients, and outpatient visits. There were not enough 

providers in the clinic which led to two to four week delay for patients to get routine 

appointments. There were early signs of bum-out because there was a shortage of faculty 

to share in the clinical workload. At the annual 1992 Family Practice Residency Retreat, 

a formal vision statement and strategy to address these concerns were developed. The 

following vision statement was one of the earliest confirmations that the FMS had now 

entered a new kind of competitive environment. The analogy with business and the 

private market was identified with the concept of "customers." 

Family Medicine will become the quality leader in family-centered and 
community responsive primary care teaching and clinical service, with an 
emphasis on underserved populations, and will conduct appropriate primary care 
outcomes research in these areas. Family Medicine will become 'customer-
driven'(e.g., learners, students, residents, patients, UPI, UMC, CARE, other 
party payers) recognizing the importance of'customer' satisfaction and 
continuous quality improvement. 

In October of 1992, just 10 months after assuming the leadership role of the FMS, 

Dr. Hartman became the new Chief (Department Head) of the DFCM. He was selected 

after a lengthy nationwide search. Inunediately upon assuming his new leadership 

position, the Department faced a major setback when UPI lost its bid for the state's 

managed-care Medicaid program (CARE). 
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CARE began in 1982 and was cited as a model program for the nation because it 

was more cost-effective than conventional state Medicaid programs. CARE contracted 

with several different managed care plans to coordinate care for the state's low-income 

population. As mentioned in Chapter 5, the DFCM was the founder of the AHCs first 

managed care plan (FamliCare). During Robinson's leadership, the management of 

FamliCare was transferred to UPI. UPI was seen as being more effective in contracting 

and negotiating future contracts. Over the years, CARE had become a dependable and 

lucrative source of revenue. The desirability of the CARE contract was reflected in a 

1995 Flinn Foundation Report that stated: 

Health plans compete because doing so can be profitable, and submitting a too 
high capitation rate may exclude them from the Medicaid market. In 1994, XXX 
provider health plans earned an aggregate of $56 million in profits, or 6.7% of 
gross income. During the most recent bidding cycle, 95 bids were received, 
double the number from the previous contract cycle. Doctors, hospitals, and 
private insurance firms, including CIGNA and Blue Cross, participate in the 
bidding process as do public hospitals and clinics (Louis Harris/Flinn Foundation. 
1995). 

The clinical activities of the Department were deeply affected because the FPO 

provides care for a large CARE population. In an effort to maintain the necessary patient 

base for teaching and clinical revenue, UPI subcontracted with health plans that obtained 

the CARE contract. This added another bureaucratic layer, so the reimbursement levels 

were now even smaller. The following is one faculty member's response to the loss of the 

CARE contract. 
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We needed numbers of patient to support the residency teaching programs and for 
years, that was accepted. That was obtained primarily through CARE contracts. 
One thing that happened is that suddenly a lot of physician groups in the state 
realized that CARE is actually a very reliable payer, and everybody started 
competing for CARE contracts. UPI did not compete successfully, and clearly 
that had a big impact on patient nimibers for the Family Practice Office (Castles). 

UPI did not bid successfiilly because they did not know how much it costs to 

deliver care in an academic setting. UPI was not able to generate the necessary data that 

would allow them to bid successfully according to community standards. As a result, 

their bid was not competitive with other bids. At the same time, other providers could 

submit a lower bid because they did not have the additional costs associated with a 

teaching environment. The loss of the CARE contract was the first of three challenges 

that the department faced. 

Financial Receivership 

The Department's second major challenge came on March 1995. The Department 

had a deficit of $700,000 and the UPI executive board placed the DFCM in receivership 

because expenses had exceeded income. According to the Department of Family and 

Community Medicine Finance Plan 1995/96- draft, this "resulted in the depletion of all 

required department reserves, and required the transfer of flmds out of other UPI 

department accounts and other corporate reserves." 

The financial difficulties of the Department were due in part to the rapidly 

changing and competitive nature of health care. The amount of money coming into the 

medical school faculty practice plan was decreasing because of the new capitated 
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reimbursement rates. At the same time, the number of physicians continued to be the 

same. So over the years there was less money to go around. The budget data collected 

did not show the actual amounts given to other departments. But faculty who participated 

in UPI and UMC committee meetings were able to share their perceptions about how 

resources were allocated to the various departments. 

And that money had to be divided up among different departments, and it was a 
situation where most of the departments were specialty departments. They voted 
to make sure that the money stayed with the specialty departments and we got 
less. A lot less and less and less, until we went out of business (Waterman). 

UPI signed contracts for the faculty practice group and UMC signed contracts for 

the hospital. The contracts signed with managed care were in the ballpark of community 

standards for the whole package of care. This package included hospitalization, 

outpatient care, x-ray, laboratory, and all other ancillary services. Once the money got 

into the system, a disproportionate amount of it went to the hospital first. There was a 

smaller amount left for the physicians and the rate of reimbursement was "Kept high for 

the subspecialists, so the primary care physicians were last in line and got a small amount 

of money" (McCalister). In other words, the money was divided among the different 

departments and most of the departments were specialty departments. UPI voted "To 

make sure that the money stayed with the specialty departments and we got less. A lot 

less and less and less, until we went out of business" (Waterman). 

For example, in 1995, specialists received roughly fifteen dollars per member per 

month while the Department received roughly nine dollars per member per month. This 
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meant that UPI determined the rules that established debt and placed the Department in 

receivership. 

Family Medicine got half the going rate for the care it provided, and radiology got 
double or triple the going rate for the care they provided. And so did pathology. 
It could have been voted the other way, but it wasn't (Waterman). 

The receivership was detrimental to the Family Medicine Section, but it was not 

viewed by the faculty as a conscious attempt to do away with the Department. When 

resources were tight, departments protected their own resources. Departments were not 

accustomed to thinking about what was best for the entire group, but thought in terms of 

what was best for them. 

Every department is scared. There's all these surgeons who are making so much 
money you and I never heard of it, and that was in jeopardy. And they had to 
sustain their income. So I don't think there was a move to get rid of Family 
Medicine. I just sense that it was only so much money to go around, and we, the 
surgeons - we'd like to keep the same amount we have, and you guys can have a 
little less (Waterman). 

The Department defined the receivership as "artificial" because the rules and definition 

for receivership were determined by UPI. The Dean expressed an alternative view on the 

reason the Department went into receivership. It was unlikely that the Dean would admit 

that the DFCM was shortchanged. 

Everybody knows what happened is that they were highly dependent on one 
particular payer source; mainly CARE patients and we lost the CARE contract. 
Now since then, they've diversified their patient population, which I think is good 
(Swenson). 



190 

Departmental Downsizing 

Under Dr. Robinson's leadership, the Department was organized into four 

sections: Family Medicine, Community Medicine, Epidemiology/Biometry, and Health 

Services. Beginning in 1992, Dr. Hartman initiated organizational changes for the DFCM 

and began to consolidate programs in an effort to be more efficient; to deal with the 

reduced clinical revenues; and to consolidate the resources for the development of the 

Masters in Public Health (MPH) Program. According to the 1992-1993 armual report; 

As the year ended, the department faced significant challenges in its need to focus 
its programs and efforts with continued pressure from limited resources as state 
cuts and a growing gap between UPI clinical expenses and revenue required 
further consolidation and a critical evaluation of our future direction. The 
department began an extensive strategic planning process to meet these 
challenges. 

The Community Medicine Section successfully obtained extramural funding. In 

1992-1993, the Community Rehabilitation Program'" (CRP) received a 3-year model 

demonstration award of $381,000. In the following year, the CRP added an Art Therapy 

Program and received 11 grants totaling $514,671. The other programs within the 

Community Medicine Section were just as successful. In 1993-1994, the Native 

American Research and Training Center secured grants totaling $755,394, and the Rural 

Health Office (RHO) received 17 grants that totaled $1.6 million. Faculty in this section 

also taught in the MPH Program through the Community Health Concentration area. 

The Community Medicine Section experienced a setback when the state 

legislature eliminated funding for the AHEC program in October 1995. But, the state 

AHEC System met its matching support requirements for a continuing Federal Model 
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AHEC award through non-federal resources in the following 1996-1997 fiscal year. In 

1996, NARTC had a budget of over $1 million firom the NIH, Kellogg, and the U.S. 

Department of Education for specific teaching and research activities. Also in 1996, the 

profitable PREVENT program ended. 

In 1990-1991, the Section of Epidemiology and Biometry received fimding from 

the Center for Disease Control to establish the xxx Disease Prevention Center (xxx 

Disease Prevention Center) and received approval for the M.S. and Ph.D. program in 

Epidemiology. Faculty in this Section continued to be heavily involved in research and 

produced over 36 peer-reviewed publications in 1991-1992. In the same year, the total 

value of research activities undertaken in Epidemiology exceeded $6.3 million dollars. In 

the following year, the xxx Disease Prevention Center merged with the Drachman Center 

for Health Promotion and received one of 16 NIH contracts for the Women's Health 

Initiative (WHI). The WHI would make a substantial contribution to the Health Sciences 

Center'^ with more than $12 million dollars over 13 years (1992-1993 Armual Report). 

The Section of Epidemiology and Biometry grew rapidly with the establishment of the 

xxx Disease Prevention Center and the Women's Health Initiative contract. 

The Health Services Section was originally the amalgamation of the Nutrition and 

Preventive Medicine Section. In 1991-1992, it had fellowships in preventive, 

occupational^, and sports medicine, along with graduate programs in nutrition, 

psychology, and anthropology. In 1992-1993, the Health Services Section housed the 

Office of Biometry Consulting and had a productive Alcohol Research Center. Section 

faculty played major roles in the development of the MPH program. The DFCM began 
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planning for the approval of the Masters in Public Health Program in 1992-1993. The 

plans took shape in fiscal year 1994 when Health Services and Epidemiology & Biometry 

merged to form a new Public Health and Preventive Medicine Section. 

This new Section obtained the xxx Graduate Program in Public Health and 

admitted its first class. The MPH program received its pre-accreditation status from the 

Council for Education in Public Health in September of 1994. The Section of Public 

Health and Preventive Medicine gained several new faculty and were successful in 

obtaining fimding for research projects in eating disorders, smoking cessation, cancer 

control among Native American groups, breast cancer recurrence, and perceptions of 

Afncan-American and Anglo teenage girls regarding their body image. The merger was 

an effort to secure "sufficient departmental faculty for program planning and teaching" 

and to "facilitate improved coordination and communication among the department's 

diverse programs and faculty" (DFCM Annual Report, 1993-1994). 

Beginning in 1991, there were several programmatic changes in the Family 

Medicine Section. Some of the changes included the sale of the Home Health Agency to 

the hospital; the end of the AGEWELL grant and the closure of the geriatric clinics in the 

community; the expansion of the residency training sites to El Rio Community Health 

Center and the Broadway Family Health Center; and the development of new curricular 

areas for the residency. The Family Medicine Section had successful programs in Faculty 

Development and AIDS Education. For the clinical operations, the Section was under 

continued pressure to do more with less. The loss of the CARE contract and the 

receivership placed an enormous strain on the faculty and departmental resources. 
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Departmental Organization from Fiscal Year 1992 - 1994 

1992 1993 1994 
Family Medicine 
• Residency Program 
• Faculty Development 

and Fellowship 
• AIDs Education 
• Home Health 
• 1801 Family Clinic 
• FPO 
• Geriatric Clinics 
• Geriatric Assessment 

Clinic 

Family Medicine 
• Residency Program 
• Faculty Development 

and Fellowship 
• AIDs Education 
• Broadway Family 

Health Center 
• FPO 

Family Medicine 
• Residency Program 
• Faculty Development 

and Fellowship 
• AIDs Education 
• Broadway Family 

Health Center 
• FPO 

Community Medicine 
• Behavioral Health/ 

NADSAP 
• NARTC 
• Rural Health (AHEC) 

Community Medicine 
• Behavioral 

Health/PREVENT 
• Community Rehab 
• NARTC 
• Rural Health (AHEC) 

Community Medicine 
• Behavioral 

Health/PREVENT 
• Conununity Rehab 
• NARTC 
• Rural Health (AHEC) 

Health Services (Nutrition 
& Preventive Medicine) 
• Behavioral Health 
• Laboratory Medicine 
• Preventive Medicine 

Residency 
• Occupational Medicine 

Residency 

Health Services (Nutrition 
& Preventive Medicine) 
• Alcohol Research 

Center 
• Biometry Consulting 
• Preventive Medicine 

Residency 
• Travellers Clinic 

Public Health and 
Preventive Medicine * 
• XXX Graduate Program 

in Public Health 
• Preventive Medicine 

Residency 

Epidemiology and 
Biometry 
• M.S. and PhD Programs 

Epidemiology and 
Biometry 
• M.S. and PhD Programs 
• XXX Disease Prevention 

Center 
• Women's Health 

Iniative 

^Epidemiology and 
Biometry merged with 
Health Services to form 
the Public Health and 
Preventive Medicine 
Section (above) 

PreDoctoral Division PreDoctoral Division PreDoctoral Division 
• CUP Program 

Table 6.4 
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Departmental Organization from Fiscal Year 1995 - 1997 

1995 1996 1997 
Family Medicine 
• Residency Program 
• Faciilty Development 

and Fellowship 
• AIDs Education 
• Broadway Family 

Health Center 
• FPO 
• El Rio Community 

Health Center 
• School Based Clinics 

Family Medicine 
• Residency Program 
• Faculty Development 

and Fellowship 
• AIDs Education 
• FPO 
• El Rio Community 

Health Center 

Family Medicine 
• Residency Program 
• Faculty Development 

and Fellowship 
• FPO 
• El Rio Community 

Health Center 
• PreDoctoral Program 

Community Medicine 
• Behavioral 

Health/PREVENT 
• Conmiunity Rehab 
• NARTC 
• Rural Health (AHEC) 

Community Medicine 
• Behavioral Health 
• Community Rehab 
• NARTC 
• Rural Health (AHEC) 

Community Medicine 
• NARTC 
• Rural Health 

(Community 
Rehabilitation Division 
and AHEC) 

Public Health and 
Preventive Medicine 
• xxx Graduate Program 

in Public Health 
• Preventive Medicine 

Residency 

xxx Prevention Center 
(reports directly to the Dean 
of the COM) 
• xxx Graduate Program 

in Public Health 
• Preventive Medicine 

Residency 
xxx Disease Prevention 
Center 
• Women's Health 

Initative 
• Worksite Wellness 
• Integrative 
• Lifestyle 
• School Health 
PreDoctoral Division 
• CUP Program 

PreDoctoral Division 
• CUP Program 

Table 6.5 
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According to the budget, the Department looked wealthy with revenues totaling 

between $16 and $17 million dollars from 1993 to 1995. At this time, UPI was operating 

at a deficit as it tried to survive in the new managed care marketplace. UPI considered 

the Department's budget "well endowed in state dollars and indirect cost revenues" and 

felt that there was plenty of money to cover the Family Medicine Section's clinical 

deficits (Hartman). As mentioned earlier, the deficit was a reflection of providing service 

in the more costly academic setting and the reimbursement rate designated by UPI. Dr. 

Hartman felt the pressure "explicitly from UPI and implicitly from the Dean to start 

moving dollars from programs in all the Department's Sections to cover the growing 

clinical deficits." Dr. Hartman felt this move was destructive. Around this time, the 

MPH program was expanding with inadequate flmding, and the majority of the teaching 

was done by departmental faculty using state dollars and NIH grant support. At the same 

time, there was pressure to recruit a director for the xxx Disease Prevention Center. Dr. 

Hartman wanted the department to remain unified but that "those department resources 

either invested in or generated by the public health/preventive medicine side remain 

shielded from UPI's devouring appetite for part-time solutions toward fiscal solvency." 

Dr. Hartman also didn't feel comfortable managing a large and unfocused group 

of programs and individuals. He aligned himself with perceived sources of resources. 

The Department was too big to manage the way that it had administratively been 
set up. Secondly, it was perceived that the Department had far more state 
resources than it really did have, specifically for Family Medicine, and in some 
ways, restructuring could help with both those issues (Hartman). 
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And at that time we realized that there was significant extra grant money that 
could come to a Center that could not come to a Department, since the foundation 
office was not looking for departments. Nor do people usually give money to a 
department; they give money to Centers like Cancer Center, Heart Center, 
Arthritis Center, etc. (Hartman). 

A Director was hired for the xxx Disease Prevention Center and Dr. Hartman 

announced his resignation. In the end, all the public health and preventive medicine 

activities were bundled together and the xxx Disease Prevention Center was formally 

separated fi-om the DFCM. It soon became the xxx Prevention Center with a director that 

reported directly to the Dean of the College of Medicine. On November 1995, the xxx 

Prevention Center became a Center of Excellence within the xxx Health Sciences Center. 

In essence, xxx Prevention Center was the amalgamation of the xxx Graduate Program in 

Public Health and the Epidemiology and Biostatistics program, xxx Prevention Center 

developed six program units that included, Environmental and Occupational Health, 

Community Health Promotion, Native American Health, Global Health, Epidemiology, 

and Biostatistics. The xxx Prevention Center also housed the Preventive Medicine 

Residency Program. 

The reorganization meant that a large portion of faculty and financial resources 

were transferred out of the Department. The following (Table 6.6) shows the amount of 

money that became part of the xxx Prevention Center budget. 
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XXX Prevention Center Budget 

FCM xxxPC 
State 
Grants 
Dean 

1,224,171 936,716 
5,855,669 3,841,800 

198,762 65,000 
Indirect Costs 73,684 123,002 

Table 6.6 

In the past, the clinical section of the Department benefited from the research 

activities of other sections. The xxx Prevention Center's first annual report in 1995-1996 

confirmed the resources taken from the DFCM. The report stated: "The greater part of 

the xxx Prevention Center budget and the majority of its personnel originated in the 

Family and Community Medicine Department of the College of Medicine." 

The literature on organizational decline and retrenchment is extensive. Cameron 

and Whetten (1987) looked at how organizational attributes were related to conditions of 

decline and turbulence. Ashar and Shapiro (1990) used the rational choice model to 

explain how retrenchment decisions are made. Rational choice suggests that 

administrators use objective and evaluative data to make retrenchment decisions. These 

models are limiting because they omit the context of the organization and the cultural 

influences that impact on decisions. Slaughter (1993) takes it further in her consideration 

of the broader patterns of redistribution of wealth and power in the wider society. 

Administrators used restructuring, strategic planning, and increased use of part-time labor 

as mechanisms for retrenchment. Similar to her findings, the issue with strategic 
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planning is the control of resources. The Dean wanted to build a school of public health 

and saw the DFCM as the nucleus of that goal because of its diverse faculty. The faculty 

were a necessary resource for teaching and building the program. What started out as an 

attempt to control and protect its own departmental resources ended up weakening the 

already fragile Family Medicine Section. It was an opportune time to take resources from 

a Department without strong leadership and that was less powerful because it had no 

resources to provide to the large institution. 

Faculty reaction to the separation was mixed. Faculty who were upset about the 

Department being "split in two" focused on the following: (1) the split took away a large 

portion of faculty resources and research activity from the Department; (2) there were less 

opportunities for collaboration on research projects; (3)the process by which the 

separation occurred seemed abrupt; (4) there was a lack of faculty involvement in 

decision making; and (5) there was a negative impact on the ability to teach community 

medicine. Faculty that remained neutral or positive about the separation saw the move as 

providing clearer boundaries of who and what the Department was. The following faculty 

responses address these issues: 

We've lost a huge, a huge section that was really generating, more indirects and 
more research dollars. So what we've got is a clinical Department that can't make 
a profit from clinical activities. It's (Family Medicine Section) pretty much just a 
contract deal with UPI in terms of its clinical activities. And state support for 
teaching (Castles). 
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One was the process by which it occurred. Which was covert, unnecessarily 
dramatic. I think (Department Head) was trying to play his cards close to his 
chest, and avoid faculty discussing it and having enough time to process it and 
maybe have negative opinions about it... the transition occurred abruptly and 
urmecessarily rudely for a lot of people. The picture of one of our faculty sitting 
in his office having no idea he's going to be moved out of there. And having 
people arrive with tape measures before anybody's told him what's going on 
(Castles). 

XXX Prevention Center really doesn't want to have anything to do with us because 
they're worried about us trying to get them back. Somehow having things the way 
they were. We were working much more closely together. And then, on our side, 
in terms of family medicine, we're still just trying to survive. Most of us feel like 
we're in a survival mode (Wilson). 

When there are separate schools of public health, often medical schools don't 
teach students community medicine as well as places where there aren't schools 
of public health, because everybody says 'you get that across the street (Bridges). 

The Dean was supportive of the separation and development of the xxx Prevention 

Center. This was an opportimity for fund raising and was part of his vision for the School 

of Public Health. 

I see it happening. I see a School of Public Health, sometime in the next five or 
very most ten years. And the reason for that is Dr. Robinson (prior Head of 
DFCM) had the vision twenty years ago to recruit the people that would lead to a 
School of Public Health. And in fact, almost all those people are in place. If you 
look now, the DFCM, the xxx Prevention Center - we have nutritionists, 
epidemiologists, behavioral scientists. It's a very diverse group of people and it's 
exactly the group we need in the School of Public Health (Swenson). 

From a resource dependence perspective, the development of xxx Prevention 

Center was an avenue to attract more research and public support into the College of 

Medicine. In the past, the local community had supported the development of several 

new Centers of Excellence that included the Arthritis Center, Cancer Center, Center on 

Aging, Emergency Medicine Research Center, the Respiratory Sciences Center, the Steele 
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Memorial Children's Research Center, and University Heart Center. The public, 

although concerned with rising health care costs, is still invested in new curative and 

preventive treatments. Hackman's (1985) concept of "centrality" explains how the 

separation and development of xxx Prevention Center as a Center of Excellence matched 

the central mission of the College of Medicine. The Dean's philosophy was that if you 

deliver a high quality product, the community will support it. He expressed his thoughts 

in the following statement: "If we are committed to excellence and if we deliver, people 

will support us." 

In October 1997, a local resort and world advocate of prevention and lifestyle 

education donated $10 million dollars over ten years to the Medical School. At that time, 

it was the largest gift to the University in 112 years. Half of the money is set aside for 

construction of the School of Public Health. The other half will be used to expand xxx 

Prevention Center's programs. The Dean stated in the University's Staff and Faculty 

News that, "Disease prevention and health promotion are the keys to controlling health 

care costs" ("$10 million," 1997). 

Resource dependence suggests that effectiveness is a "sociopolitical question" and 

an "external standard of how well an organization is meeting the demands of the various 

groups and organizations that are concerned with its activities" (Pfeffer & Salancik, 1978, 

p. 11). Therefore, medical school's survival is contingent on its ability to be judged as 

"effective" by the public and state legislature. When I questioned the Dean about the 

uniqueness of the AHC, his response was: 
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"The fact that it's the only state-supported medical school and the fact that it's 
held in extremely high regard by the citizens. I think that is unique and the best 
evidence for that is the very good ongoing support of the legislature and the 
ongoing support from the public. Look out the window and see the Cancer 
Center. Every penny of that came from the people of xxx, not from the state 
government - private citizens" (Swenson). 

When asked, "How are these Centers of Excellence going to survive in the fiiture?" the 

Dean's response was, "I have very good people. If we are committed to excellence and if 

we deliver, people will support us" (Swenson). 

The loss of the CARE contract; the receivership, and the downsizing of the 

department and separation of xxx Prevention Center occurred within a three year period. 

The competitive health care marketplace has pressured academic medicine to re-examine 

the flow of resources. In this process, the traditional mechanisms for reimbursing 

departments have not always been to the benefit of primary care departments like the 

DFCM. Three events highlight how resource allocation decisions were made and 

identified the centrality of UPI in the AHC. UPI holds tremendous power because of 

their decision making power and because they collect and reallocate all clinical revenues 

generated by the system. That comprised over 37% of the COM budget. This is not to 

say that the DFCM is powerless. Further sections will identify the source of power for 

the DFCM. Other important and powerful players include the Dean, the public, and the 

state. It is through the Dean's plan or vision, that ongoing and future resource allocations 

are made. The next section identifies the new emphasis on faculty productivity and its 

effects on the other core missions of teaching and research. 
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Effectiveness and Productivity 

Resource dependence highlights the importance of understanding how power is 

used and exercised. Groups or coalitions institutionalize their power by intentional 

actions. A dominant coalition, like UPI, "has the ability to formulate constitutions, rules, 

procedures, and information systems that limit the potential power of others and ensure 

their own, continuing control" (PfefFer & Salancik, 1978, p. 235). UPI used their 

definition of effectiveness to gain even more control over the Family Medicine Section. 

One faculty member, active in the financial discussions with UPI after the receivership, 

reflected on UPI's view of the Department. In her view, UPI felt that clinical faculty 

were not pulling their weight in clinical productivity. 

Their (UPI) understanding was that we had a lot of faculty that were not in clinic 
enough. People that were .2, .3, and their sense was that, in terms of all the other 
departments, everybody was at least a .5, so they were making comparisons with 
other clinics. They, also from our perspective, didn't have a good understanding 
of what the space issues in terms of our clinical restraints in terms of scheduling 
everybody in clinic. People weren't able to meet some of their commitments 
because there was no space (Cox). 

As a result of the receivership, the UPI finance committee pursued the issue of 

accountability and productivity standards for clinical patient care. A consultant was hired 

by UPI to look at faculty time commitments and to suggest ways to make the Family 

Medicine Section faculty more efficient and productive. As a result of the consultation, 

UPI developed a new financial plan for the clinical faculty in the Family Medicine 

Section. UPI agreed to provide the Department with a "block grant" of five physicians 

salaries at $ 120,000 each. UPI also provided the benefit package for five physicians that 

included malpractice liability insurance, health, life, disability insurance, and continuing 
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education dollars. The Department was responsible to come up with the salaries and 

benefits for the five remaining FTE clinical faculty. 

In return for UPI's contribution, all physician faculty were required to meet the 

following "Practice Guidelines and Expectations." The following requirements were 

specifically outlined in the UPI Summary Financial Report for Period Ended June 30, 

1997. This was the first attempt to formalize productivity guidelines for the clinical 

faculty. Each criterion reflects community standards and represents different time 

periods. For example, number one is based on yearly standards; number two on daily 

standards; number three on weekly standards; and number four on quarterly standards. 

1. Clinical Commitment; 1.0 FTE Family Physician will provide approximately 4,352 
patient visits/year. Each provider will start with a fixed number of clinic sessions to 
be completed by the end of the fiscal year. A 5% deficit will result in an 
unsatisfactory rating. 

2. Patient Visits: Providers are expected to see ten patients per session (or 3,600 per 
full FTE for 40 weeks: 3,420 per full FTE for 38 weeks). A 10% deficit will result in 
an unsatisfactory rating. 

3. Urgent Care Utilization: When the Family Practice Office is open, there will be no 
more than 30 urgent care visits per week permitted for patients assigned to the Family 
Practice Office (FPO) where contact has been made to see if the patient can be seen at 
FPO. Exceeding this number by 10% as an office will result in an unsatisfactory 
rating for each provider. 

4. Performance Appraisals: On a quarterly basis, providers performance will be 
reviewed by the Medical Director. Any quarter with more than two unsatisfactory 
ratings will result in a 10% decrease in the providers clinical salary rate for the next 
quarter. This may be remedied by a quarter with two or less unsatisfactory ratings, in 
which case the salary rate will return to the baseline for the next quarter. The clinical 
salary will not drop to less than 90% for 96/97 or 80% for 97/98. A plan to address 
excellent performance is being developed. 

Prior to 1995, there were no formally written practice guidelines and no one kept a 

close count of how much time each faculty member spent in the core activities. Clinic 

sessions were often canceled or ended early at the faculty member's own discretion. 
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There was not any consequences of what it meant to be a .4 but only being in 
clinic .3 and nobody was documenting that. So there were no practice guidelines 
and that was something that UPI was really pushing for. They initially suggested 
that the only way to affect change in this department would be to affect salary 
changes (Cox). 

In other words, "the old mind set which didn't really value or reward clinical 

productivity" (McCalister) meant that faculty cancelled their clinic as they wished if he or 

she had something else to do. It was a matter of priority and clinical activities were not 

viewed as high priority. 

Faculty productivity had come to mean clinical productivity or the number of 

patients seen in a 3 to 4 hour half day clinic session. Urgent care visits were held to a 

minimum, so faculty accommodated as many patients as they could in their clinic 

schedule. Research and teaching activity were not part of UPI's definition of 

productivity. UPI had the power to enforce these guidelines because they controlled the 

clinical portion of faculty salaries and benefits. The academic portion of faculty salaries 

were paid with state monies from the Dean. The Department could not afford to pay for 

faculty salaries out of their own budget. 

In order to survive, the Department had to be competitive with community 

productivity standards, which were partly dictated by the managed care marketplace. 

Faculty productivity meant different things depending on the organization's context and 

the availability of resources. In the I980's productivity was measured by the amount of 

research dollars a faculty member brought into the department. One faculty member 

remembers a time when things were different: 
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When I was applying for a grant or discussing getting a grant, and having less 
clinical time because I needed to have some time on a grant, and my salary was 
supported on the grant - that used to be considered a real plus. Great, you're 
bringing in outside salary support, it frees up some of the state money to support 
other faculty. It was considered a productive thing to do (Castles). 

Faculty response to the new clinical productivity guidelines were mixed. Some 

faculty viewed it as part of the new reality. One person summed up her view on faculty's 

reactions to the productivity guidelines. 

There is a faction that says, 'but we're in an academic setting - we need some 
creative time' which they have always had, but no one is willing to pay for the 
creative time.' And then there's another group that's saying, 'we have always 
been rewarded for whatever we did or didn't do and now we're getting punished 
for the things we didn't do then and we still don't do now.' Where are the 
rewards? Even the financial increase in salary is not enough. It's more seen as a 
carrot and stick because someone is watching what you're doing. Someone is 
holding you accountable. And before, you did what you did, and that was it. That 
time is gone and it wasn't a slow transition. It was fairly abrupt - now you're 
accountable (Williams). 

The new standards centered around how many patients each physician had to see 

per half day clinic session and minimizing the number of urgent care visits. But, there 

were no standards regarding the number of clinic sessions per faculty. In other words, 

there were different standards for each faculty and it was dependent on what other 

activities they were involved in. For example. 

There are some people that are very little academically active and a lot clinically, 
and others that are very little clinically and a lot academically. So there are 
different clinical commitments to perform certain standards... They have one 
clinic session a week while some of us have three or four. So although we're all 
called to certain standards per session, the number of sessions are not standard 
(Gonzales). 
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Productivity reports were generated monthly to notify faculty if they were meeting 

the productivity standards. Table 6.7 and 6.8 reflect faculty productivity for September 

1996 and 1997. 

September 1996 Productivity Report 

Provider Hours per month Sessions per month Patients per session 
Castles 20 6 11.17 
Aklna 26.5 9 8.78 
Engle* 41.5 11 10.27 
Ritchie 24.5 6 8.33 
Gonzales 39 12 11.17 
McCalister 47 14 9.71 
Yoshida 18 7 8.86 
Williams 25 5 15.60 
Cox 30.5 8 12.13 
* faculty member left 

Table 6.7 

September 1997 Productivity Report 

Provider Hours per month Sessions per month Patients per session 
Castles 7 2 12.00 
Akina 64.5 17 9.00 
Ritchie 15 4 6.75 
Kutob* 61.5 17 7.06 
Gonzales 69.5 19 9.47 
McCalister 30.5 8 8.13 
Yoshida 18.5 5 11.60 
Williams 29 8 9.13 
Cox 49 13 11.0 
* newest faculty member 

Table 6.8 
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The table above shows the wide variance between faculty members. Every year, 

each faculty person negotiates with the Department Head(s) the amount of time spent in 

teaching, research, and clinical care. The newest faculty member could not negotiate 

anything less than 50% of her time in clinic seeing patients. In both 1996 and 1997, 

junior faculty spent more time in clinic than senior faculty or faculty involved with 

administrative duties. 

After the implementation of the new guidelines, revenues from clinical activity 

improved in fiscal year 1996-1997 compared to a year before (1995-1996). For the 

period ending Jime 30, 1997, the following changes occurred: 

• Patient collections increased 16% and are 4% more than budgeted 
• Contract income increased 14% but is 17% less than budgeted. Contract income 

increased because the primary care capitated rate was increased July 1, 1996. 
• CARE enrolhnent increased 6%. 
• Total income is 14% more but is 13% less than budget. 
• Patient visits increased from 20,000 in fiscal year 1995-1996 to 22,000 in fiscal 

year 1996-1997. 
(UPI Summary Financial Report for Period Ended June 30, 1997) 

This represented an improvement in the financial health of the Department's clinical 

activities. Clinical operations went from a deficit of $480,000 in 1995-1996 to a deficit 

of $170,000 for 1996-1997. The productivity standards were not the only reason cited for 

a decreasing deficit. Expenses were curtailed, cost saving measures like obtaining several 

quotes were instituted, and charges for delivering babies were now being billed. This 

showed that when things go well, less effort is spent on trying to uncover areas of waste 

and cost savings. 
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The emphasis on accountability led to increased paperwork. Physicians spent an 

enormous amount of time documenting patient information and visits; figuring out what 

medications were covered under which plan; and making sure that appropriate and 

required forms were filled out. One faculty member felt it affected patient care. 

People feel our quality of care has decreased over the last ten years. So the more 
UPI talks about it, and the more paperwork they send around to do it, the worse 
it's gotten. I spend more time on paperwork, you know, five different referrals, 
what referral do I use for this, what mechanism is there to get a non-formulary for 
this plan, as opposed to that plan. It's ridiculous and unnecessary.... Why not just 
focus your efforts on the problem, that is, where are the costs? Does it appear 
that we're ordering too many CTs? Great, let's focus on that. But if we're not, 
why look at every blessed one? (Castles). 

For all faculty members, the emphasis on clinical productivity left little or no time 

for research activities. One indication of research activity was the number of papers 

published or accepted. In the 1991-1992 Annual Report for the Family Medicine Section, 

the following physician faculty were listed as having papers published or accepted. 

DCO PG EK RP RR BW 
2 5 11 1 9 5 

In 1991-1992, there were a total of 11 physician faculty seeing patients at the 

Family Practice Office. Only six of the 11 were involved in writing either journal articles 

or book chapters. Four of the six faculty together contributed to 9 book chapters. By 

fiscal year 1995-1996, three of the six faculty identified above had left the Department. 

By the next year, one more clinical faculty fi-om the original six had transferred to another 

institution. In other words, several of the senior faculty involved in research left the 

Department. 
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Table 6.9 represents the clinical faculty in the Department from 1992 to 1997. 

From fiscal year 1995, there were several junior faculty hired by the Department to 

replace the more senior faculty that left. In fiscal year 1997, there were nine active 

clinical faculty (one on leave). Of the nine, one left in early 1997. Five of the nine, had 

been with the Department five years or less. This meant that more than half of the 

clinical faculty were "jimior" or had less experience conducting research. By the end of 

fiscal year 1997, only two clinical faculty were actively working on research projects. 

Out of the two, only one was on a tenure track. 

Clinical Faculty from Fiscal Year 1992-1997 
1992 1993 1994 1995 1996 1997 

McCalister McCalister McCalister McCalister McCalister McCalister 
Bibby Bibby Bibby Bibby Bibby Bibby 
Ritchie Ritchie Ritchie Ritchie Ritchie Ritchie 
Yoshida Yoshida Yoshida Yoshida Yoshida Yoshida 
Castles Castles Castles Castles Castles Castles 
Waterman Waterman Waterman Waterman Waterman 
Gee Gee Gee Gee 
Hartman Hartman Hartman Hartman 
Hadd Hadd Hadd 
Burwell Burwell 
Mashima 

Williams Williams Williams Williams Williams 
Akina Akina Akina Akina 
Gonzales Gonzales Gonzales Gonzales 
Kerr Kerr 
Guzzardo Guzzardo* 
Waldo Waldo* 
Challa Challa 

Rousseau 
Cox Cox 
Engle Engle 

•remained at Broadway Family Health Center 
Table 6.9 
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The difficulty in accurately tracking research efforts were limited by the data 

available. The last few years of departmental annual reports did not discuss individual 

faculty's research activity. Information on research activity were gathered through 

informal discussions with faculty, via interviews, section budgets, and curriculum vitas 

that were available. 

Despite, the lack of publications and grant writing, faculty voiced an interest in 

research and saw it as an important component of their academic identity. Faculty 

identified several reasons for the change in amount of research conducted in the 

Department. One faculty person felt that the incentives in the environment had changed. 

Because of NIH fimding caps I can generate more money for the Department as a 
clinician than as a researcher because the indirect costs don't cover the true 
expenses. So, I started to notice a kind of a disincentive in some ways to go after 
research funding and more pressure to meet UPI contractual obligations (Castles). 

Faculty perceived that grant and contract money was getting harder to obtain. It was 

easier and quicker for faculty to generate fimds through clinical practice than through 

research. Prior to managed care, faculty could easily pay for their salaries and more 

through their clinical activities. With the new productivity guidelines, faculty were 

required to spend time in clinic unless they could buy out their time through other means, 

whether it be grant money or money from the Dean. Faculty involved with curricular 

plarming for the medical students had part of their salary paid for by the Dean. 

Faculty felt that research was important, but it had to be in areas that would be 

helpful to the practicing clinician. The Department was viewed as having great potential 

for playing a key role in applied research or outcomes research that dealt with quality 
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standards. Quality assessment data would be valuable information for managed care 

companies as well as the Department. The Department had the faculty and skills to carry 

out that research. One faculty member voiced her frustration. 

But, 1 don't see that happening in our ....Here we are, we should be the premiere 
practice in this state, and we're not taking a disciplined, rigorous, scientific 
approach to what we're doing. I think it's extremely disappointing. I think we're 
going to be caught with our pants down. We already were with the CARE 
contract. One of the things that lost it was our inability to provide data back to 
them. It's a reasoned analysis of what's going on in the practice, practice analysis. 
Family practice invented community-oriented primary care - all the tools for 
practice analysis are there, and we're not using it (Castles). 

I think it's (research) more important than it's being given time for, but I don't 
know that it has to be original research. I think it needs to be creative thinking, 
and documentation of good teaching, and a certain amount of research so that we 
know what it is in primary care. I see research serving the clinical and teaching 
missions and coming out of it, and not being an academic sort of thing, separate 
from it (Bridges). 

Now that the senior faculty were gone, the lack of role models was another reason 

cited for the decreased research activity. One faculty member had to go outside the 

Department to find a research mentor she was comfortable with. Her mentor came from 

another academic institution. Another junior faculty member felt that there was no 

defined support or push to conduct research. One of the senior faculty that left the 

department was a prolific researcher and writer. A faculty member wanted the 

availability of a senior physician faculty to help with coordinating research. 

I would make sure that somebody would be pushing for us, and have time 
assigned to coordinate research. Like a physician with background in research 
who would have forty percent of his or her time to actually work with people, 
mentoring and pushing people along to do the research (Gonzales). 
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From an administrative point of view, time for research came after meeting requirements 

for teaching and clinical productivity. 

The ability of an individual to be free to do research depends on our covering our 
other responsibilities. So, if we have enough people to go around to do the 
teaching and clinical productivity that we need to do, then yes, we can do that and 
we'll be willing to put some state dollars to support that - to help you get to the 
point where you can generate some contract dollars or grant dollars to support 
yourself (McCalister). 

The emphasis on meeting clinical productivity standards were affecting teaching activity 

as well as research activity. 

I think there is basically no research going on because no one is being offered the 
time to do that. And I think the teaching is very limited, because so much is being 
required of everyone on a cliiucal basis. Cunently we have four teaching days a 
month and after pleading and pleading, I might get one faculty person to attend 
each day or a portion of each. One is on in-patient, one in clinic - that should 
leave seven of us. I can't get it. It's because people are so busy trying to do the 
other things that they are required to do (Williams). 

Over the years, clinical faculty continued to be very involved in both 

undergraduate and graduate medical education. Teaching was done in the clinic, in the 

hospital, in the classroom, and during teaching conferences. Family medicine faculty 

coordinate two large undergraduate curricular components - the Preparation for Clinical 

Medicine and the Social and Behavioral Sciences component in the first two years of 

medical school. Faculty were also involved with the pre-doc component in the third and 

fourth year of medical school, in addition to the residency program. Faculty were 

committed to teaching and were attracted to the academic setting for the opportimities to 

teach. But, there were concems about the quality of teaching. 
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I've heard repeatedly from the medical students, they feel like it's too busy, they 
don't get much teaching - everything's sort of on the fly. I think it's hard for 
residents, certainly third-year residents. They're so busy they really can't, they 
don't have time to ask a question (McCalister). 

As mentioned earlier, the new faculty productivity guidelines were a result of the Family 

Medicine Section's poor financial status. The guidelines were based on community 

productivity standards. In other words, academic faculty were expected to perform like 

community physicians who do not have the added responsibility of teaching. This has 

resulted in faculty having shorter visits with their patients as they "try to run more people 

through" (McCalister). In addition, facully are spending a lot of time looking at drug 

formularies which determine what medications are covered under what plan. So, instead 

of writing the prescription, faculty now have to say, "Okay, I'm going to give you this 

kind of medicine and I'm going to go look up in the books and see exactly what your 

insurance will cover" (McCalister). This is an extra step that takes time away from 

teaching. During a 20 minute visit, faculty are expected to find out the patient's 

concerns, reach a plan of action, and teach residents and students how to problem solve 

after all the paperwork and formulary checks are completed. 

Managed care has also implemented rules that have an negative impact on 

residents' learning experience. For example, "Some managed care companies say that a 

resident can't be listed as a primary care provider, which completely undermines our 

attempt to give autonomy to our residents and let them see themselves in the role of 

primary care provider" (Ritchie). This is the typical scenario. On paper, a resident 

cannot be listed or considered as a primary care provider (PCP). So, a managed care 
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enrollee designates a faculty member as their PCP and comes into the clinic. When they 

arrive, they are seen by someone other than the doctor they signed up for. The physician 

is most likely a resident. This causes some discomfort for the patient and interferes with 

the training goal of giving the resident a sense of autonomy. As the years have gone by, 

faculty felt that quality of care has suffered. There seem to be too much paperwork and 

barriers that interfere with faculty's ability to teach residents how to provide quality care. 

So much energy is spent trying to get the patient through the system. The deep frustration 

was felt in the following faculty comment. 

I think that there is so much red tape - so much paperwork, so many hoops that 
people need to go through, that you lose the focus of really teaching how do you 
manage this thing. But rather, its how do you get the patient through this system. 
And this is really not what it should be. We need to graduate people who can 
function in the system, but are they really learning how to take care of this 
patient? And those who are really trying to teach that are getting burned out, 
because it's hard to do that (Williams). 

Conclusions 

The health care market rapidly changed in the 1990s firom fee-for-service 

reimbursement to capitated payments. The reduced payments deeply affected the 

academic health center because patient care comprised over 30% of the College of 

Medicine budget. The competitive health care market also played a role in the financial 

health of the DFCM and the ability of faculty to participate in core academic activities. 

For the Department, the loss of the CARE contract and the receivership of the Family 

Medicine Section forced the Department to pay attention to faculty workload and 

productivity. The separation of xxx Prevention Center reduced the Family Medicine 
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Section to a group of faculty involved in mainly patient care and teaching. There was 

little or no time to participate in research because of time constraints, the lack of research 

mentors, and the requirement to meet new clinical productivity standards. 

Resource dependence provides a useful framework to understand how 

organizations deal with the environment in times of resource constraints. These three 

events cannot be viewed in isolation or without consideration of the context of the 

Department. UPI was a central and powerfiil group of actors because they controlled the 

allocation of resources with the decisions they made. The Department was in a no-win 

situation. On one hand, UPI determined the financial health and effectiveness of the 

department by the amount of funds allocated to them and the implementation of 

productivity standards. On the other hand, faculty could not search for alternate sources 

of flmds via research because they had no time to do so. Managed care policies and the 

emphasis on productivity impact faculty's ability to provide quality teaching experiences 

for medical residents and students. The next chapter provides a deeper understanding of 

how culture and professionalization play a role in decision making and survival of the 

organization. 

' The University HealthSystem Consortium is a national professional organization that provides research, 
education, and purchasing opportunities for university-related health systems. The University Medical 
Center is a member of this organization. 

" For a more detailed explanation of the rate of AAPCC calculation, see Chapter 34 and 46 in The Managed 
Health Care Handbook, Third Edition, 1996. 
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Community Rehabilitation Program uses an interdisciplinary approach to deliver psychosocial 
rehabilitation to meet education and employment needs of those with serious mental illness. 

The XXX Health Sciences Center includes the College of Medicine, Nursing, Pharmacy, and Health 
Related Professions 

" The Occupational Medicine Residency was being phased out due to lack of institutional support (Annual 
Report 1992-1993) 
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CHAPTER 7 

ANALYSIS: CULTURE AND PROFESSIONALIZATION 

Introduction 

The utilization of the resource dependence framework alone is inadequate because 

it falls short in identifying how organizational culture plays a role in decision making and 

behaviors. This chapter's emphasis is on the culture of the academic health center, 

department, and the profession of family practice. It also addresses the attitude toward 

primary care. I argue that the culture of academic medicine and the various coalitions and 

actors within the institution determine their own individual academic priorities. Each 

group positions itself strategically to influence decisions regarding resource allocation 

and strategic planning. The Department of Family and Community Medicine is not 

positioned well during times of financial constraints. It is the culture of the department 

and profession of family practice, along with their commitment to underserved 

populations that places them in a vulnerable position. Next, I identify the metaphors used 

to symbolize the beliefs and culture of the organization. This is followed by an 

examination of how family medicine constantly struggles to build a secure position in an 

academic setting. Research in organizational culture is broad and diverse. This study 

addresses the shared values, beliefs, and ideologies of the DFCM and the AHC. Tiemey 

(1991, p. 42) claims that: 
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Within an organization's ciilture, a dominant ideology exists that helps determine 
how culture is enacted and how the institution's identity is defined. Ideology is 
the set of doctrines, the framework, through which the organizations' participants 
make sense of their own experiences; the culture is the manifold ways in which 
these meanings are enacted. 

I argue that the academic health center's culture is in part a reflection of its 

context or larger social envirorunent. In this study, the health care marketplace made an 

impact on clinical income that in turn made resource allocation decisions more difficult 

and competitive. In times of resource constraints, the potential for cultural clashes 

increased between the various coalitions and groups in the academic health center. In 

other words, "educational organizations exist as a complex of dominant and subordinate 

cultures, wherein different groups struggle to gain voice so as to define and legitimate 

their own interests and realities" (Tiemey, 1991, p. 42). I pay particular attention to the 

organization's ideology regarding primary care because it highlights the values and 

priorities of the AHC. I argue that the dominant culture is represented by UPI and the 

department heads of the specialty departments. The subordinate culture is represented by 

the DFCM and its clinical faculty. Primary care in this institution is supported only to 

the extent that it is an avenue to bring patients into more high-tech and specialized 

services. 

In times of financial crisis, I argue that the department's commitment to each of 

the three academic missions determines the actions and strategies taken to maintain its 

financial and organizational survival. The organizational saga identifies the strong 

commitment to teaching and the service imperative toward underserved populations. 
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Lastly, the context of the organization cannot be fully understood without the 

examination of the professionalization of family medicine. In this study, generalist and 

specialist professions are involved in interprofessionail battles and struggles over their 

jurisdictions. It is the control of work that brings professions into conflict with each other 

(Abbott, 1988). In Abbott's "systems of professions" model, professions develop 

interdependently of each other in an interrelated system. I make the case that family 

medicine's jurisdiction is constantly challenged by other specialties in the institution. 

Their struggle is important to understand as academic medicine moves toward a group 

practice model. In a group practice, multi-specialty physicians work together in the group 

to provide all physician services to its patients. The physicians share facilities, 

equipment, medical records and support staff. This is in contrast to the traditional 

academic department that makes decisions based on what will benefit their own 

department versus what benefits the whole group of physicians. Many academic health 

centers are moving toward an integrated health care system like those mentioned in 

chapter three. 

The Role of Primarv Care 

Academic health centers have traditionally been involved in research and the generation 

of new knowledge; the provision of new and high-technological services; and the training 

of future health care professionals. In order to accomplish their core missions, medical 

schools have relied heavily on patient care revenues that are increasingly being reduced 

due to competition in the health care marketplace. This has brought forward the issue of 
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primary care services and the role of generalist physicians in the AHC. Primary care in 

this discussion means general medicine, general pediatrics, and family practice. 

In the community, family physicians are held in high regard for their diverse skills 

and are being compensated increasingly well by HMOs. Despite the marketplace support 

for primary care, the attitudes toward and perceptions of primary care in academia were 

"chilly" (Block, Clark-Chiarelli, Peters, & Singer, 1996). Block and colleagues found 

that the numerical dominance of specialist and sub-specialist clinical faculty reflects the 

specialty-dominated, research oriented, tertiary care focus of academic health centers. In 

Block et al.'s study, three findings particularly reflect the dominant culture: (1) specialists 

demonstrated the most negative attitudes toward primary care competence; (2) faculty and 

academic leaders, particularly medicine and pediatrics department chairs, were the most 

negative about the quality of primary care research; and (3) the area in which primary care 

physicians were viewed as most competent was teaching. Therefore, the values and 

ideology of specialists and sub-specialist faculty reflect the culture of the organization. 

That was found to be true in this setting. The attitude toward primary care was 

longstanding and embedded in the culture. The culture of the AHC was reflected by the 

perceptions of primary care held by specialist faculty. 

Culture, or "what an organization is" (Smircich, 1983) was embedded in the every 

day decisions of those in power. When resources were plentiful, there was minimal 

cultural conflict. But, when resources became limited, each group took steps to protect 

their resources and maintain their power. In other words, the dominant culture was UPL 

Although UPI represented the faculty practice, UPI members (department heads) were 
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sensitive to anything that decreased their resources and individual departmental power. 

So, any new issue or vote that passed continued to favor the specialty departments 

because they comprised the majority of votes. When it came to making decisions about 

resource allocations, the DFCM had a very small voice. On top of that, one departmental 

administrator felt that. 

The College in no way, shape or form, from the Dean to his colleagues to UPI 
executives, had any concept of primary care in a managed care system. Not a 
clue. And there was not enough money (Welsh). 

Several faculty commented on UPI's lack of understanding of what primary care 

was all about and what it took to provide quality primary care. 

And the specialists are saying, we're the most important ones here. And they are 
the people who are running all the committees and the boards and are making the 
decisions and negotiating the contracts. They don't understand why we are not 
more efficient. But, if they would just come over here and spend a half a day with 
us-maybe. We've tried - they just don't have the time. But I think that would be 
a real eye opening experience, if you just come here and spend a morning with me 
and see the 12 patients I have scheduled. Each one of them is a different problem 
- they aren't all cardiac patients. And when I have to change gears in every room 
that I walk into and I have to deal with however many problems this patient has 
and I don't have the time or resources. And then I have to think of which plan this 
person is on - can I really do this for them? It ends up taking more than the 
allotted 15 minutes (Williams). 

Due to the competitive nature of health care, departments were now asked to see 

themselves as part of a larger group practice. This was in contrast to the traditional 

mindset where department heads were "kings of their kingdom" (McCalister). By 

training and history, department heads were: 

Used to operating in the academic environment where their job is to protect their 
little fiefdom from the other fiefdoms, to expand their power base, and in some 
sense, to be competitive with other departments (Castles). 
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Department heads were also "very sensitive to anything that would decrease their control 

over their budget, or over their faculty" (McCalister). 

Tiemey (1988, p. 3) believes that an organization's culture is reflected in, "what is 

done, how it is done, and who is involved doing it." UPI's selection of an 

anesthesiologist to serve as medical director was symbolic of its specialty focus. The 

medical director was in a key position to deny services requested by primary care 

physicians. As a specialist and someone not trained in the concept of primary care, it was 

ironic that an anesthesiologist was hired to determine whether medical services or 

procedures were necessary. It led to a lot of frustration on the part of clinical faculty in 

the Department. 

Right now we have a medical director who just doesn't understand basic medical 
facts that are relevant to primary care, and I find it insulting that I have to explain 
things to her that are on the level of what I would explain to a third-year medical 
student to lead her down the path. If she trusted me, then that wouldn't be an 
issue. But instead, it's a very careful educational process, and to be honest, I 
don't think it should be my job to educate a medical director (Castles). 

At times interactions were less than friendly. 

She had the gall to say that, we., my training must be inadequate if I felt I had to 
refer something that I was supposed to take care of myself I'm,. .how the heck 
would she know? I just find that extremely insulting (Castles). 

Dr. Kiigman recalled sitting in a meeting where someone said that it was a "waste 

of money to be in general medicine" and this person wanted to get rid of the group. The 

value and prestige of primary care was reflected in Dr. Hartman's recall of what was said 

at the meeting - "We spent four years in medical school, he spent his residency, became a 

primary doctor - oh what a waste." 
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A few years before the DFCM went into receivership, "Internal Medicine went 

through its own little donnybrook when the majority of the people in the general medicine 

section either left or were fired" (Castles). The details of why faculty left were unclear 

but the general medicine section was "restructured so it's only clinical service now" 

(Hartman). This meant that faculty in general medicine were responsible to provide 

patient care and spent no time in research. This move reflected the attitude toward 

primary care and to those who provided primary care. They were left to do the ordinary 

duties while the specialists participated in the higher prestige activities of research. This 

also reflected the culture of the Department of Medicine. This department, like 

Pediatrics, is considered a sub-specialty or specialty department because as many as three 

fourths or more of the faculty received training in a specialty area. 

The promotion of primary care faced many cultural barriers. One barrier was the 

numerical dominance of clinical faculty in the College of Medicine. Out of 17 

departments, the DFCM was the only "pure" primary care department. By pure, I mean 

that all of the clinical faculty are generalists who provide primary care. Again, the DFCM 

was very different from the Department of Pediatrics and Medicine where the majority of 

their faculty provided specialty care. Pediatrics and Medicine had a large faculty as the 

two largest departments in the College of Medicine. UPI's powerful position in resource 

allocation decisions was another barrier that was discussed in chapter six. A third barrier 

was the lack of understanding of primary care in the new managed care market. The 

academic health center, as a tertiary care center, provides specialized services that are not 

routinely provided in the community. So patients came to the health center for these 
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specialized services. As a means to limit access to expensive and highly specialized care, 

managed care plans required their enrollees to have a primary care provider who served 

as a gatekeeper. Primary care providers were now a necessary component in the 

provision of cost effective care. This was a new way of approaching health care and 

specialist physicians were not used to it. Another cultural barrier was an organizational 

structure that centered around autonomous departments. Each department had their 

budget, their faculty, their students, and their own objectives. Lastly, the attitude that 

primary care was a waste of time and money made it even more difficult to promote 

primary care in a specialty environment. 

On the other hand, the state wanted the College of Medicine to train more primary 

care physicians to work in rural and underserved areas of the state. House Bill 2301 

(replaced the earlier HB 2392) mandated that 12 percent of the College of Medicine's 

first year residency positions be reserved for Family Practice (reduced from 18 percent 

called for in HB 2392) and secondly, that 15 medical students per year participate in rural 

rotations during their training. According to the xxx Council for Graduate Medical 

Education's State of the State Report, the "Legislation was due, in part, to the State's 

perception that the COM was unresponsive to the primary health care needs of the State" 

(1997, p. 40). House Bills 2302 and 2392 were legislative attempts to encourage more 

medical students to work in rural and underserved areas of the state. So, simple resource 

dependence theory alone does not explain how culture and groups' shared meanings 

about primary care affect decision making and the promotion of primary care. 
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The Dean acknowledged feeling legislative pressures daily, particularly around 

getting primary care physicians into rural and underserved areas. But, he felt that it was 

not the medical school's job to "force all students into particular fields." His finstration 

was echoed in his statement: "Our nation is 300 years old and we've had the problem 

since colonial times." The Dean publicly claimed to support primary care training, but 

didn't see the AHC as the best place for that training. 

Academic health centers by definition focus on tertiary care and they focus on 
research. Primary care is obviously extremely important. But the academic health 
center is not necessarily the best place for people to be trained in primary care. As 
you know, our clerkships in FCM are all over the state and the residency programs 
are located, with many in the state, in community hospitals....! think we should 
have some FP residencies like ours that is affiliated with tertiary care hospitals, 
but that's the exception. I think the majority should be in community hospitals, 
and I think that's where our students should be focused in family medicine 
(Swenson). 

The cultural barrier in the promotion of primary care also centered around the 

traditional academic indictor of success - research. Family practice was not part of the 

dominant culture because its clinical faculty were not involved in basic research. The 

Dean failed to see the important role family physicians play in conducting outcomes or 

applied research. 

It's hard in some fields, for the generalists. For example, the general pediatrician, 
the general internist, the family physician. It makes it more difficult for them 
because research is not a critical part of their daily life (Swenson). 

The DFCM faculty were aware of leadership's position on the role of primary 

care. Most academic health centers don't see themselves in the business of primary care -

that's what community doctors do. Faculty acknowledged that this was a nation-wide 

phenomenon. One faculty identified that, "only fourteen percent of family practice 
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residency programs nationally are based in academic medicine, so its a real minority." As 

of 1996, there were more than 450 family practice residency programs throughout the 

United States. This is more than any other medical specialty. The following Table 7.1 

identifies the settings of the 450 accredited family practice residencies in 1996. It 

confirms the fact that the majority, or roughly 80%, of the residency programs are based 

in the community. This might explain, in part, the cold reception of family medicine in 

the academic setting. 

Academic health centers are generally not supportive of the interests of family 

practice because their own performance indicators are based on specialist training and 

medical procedures. Despite the lack of support for primary care, family practice faculty 

agreed that this was not a mean or calculated way of getting rid of primary care. Instead, 

this was just the "reality" and a phenomenon present in medical education today. An 

interesting analogy was made, symbolizing the difficult position of family practice in an 

Location of 450 Accredited Family Practice Residencies 

Community Based; medical school affiliated 
Community Based; medical school administered 
Medical School 
Community Hospital 
Military 
Source: AAFP Family Practice News, June 15, 1996 

58.9% 
19.8% 
13.3% 
4.9% 
3.1% 

Table 7.1 
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academic setting. Family practice was like "trying to teach furniture making in a lumber 

yard" (Wilson). 

The Saga of Family Medicine 

The strength of academic culture is particularly important when academic 
institutions face declining resources. During these periods the social fabric of the 
community is under great strain. If the academic culture has not been carefully 
nurtured during periods of prosperity, the result can be destructive conflicts 
between faculties, loss of professional morale, and personal alienation (Dill, 1982, 
p. 304). 

So, how does a primary care group like family medicine survive in an 

environment that is "chilly" towards primary care? The answer rests in the deep 

commitment to the organizational saga and mission of the Department. After the 

receivership of the Family Medicine Section and the implementation of the new 

productivity guidelines, faculty morale was low. In addition, not all faculty were happy, 

but they were not defeated. The faculty as a group made a commitment to try and meet 

the productivity standards that were implemented. They responded to these demands by 

sharing their concerns and fhistrations with each other in meetings and with the new 

Department Co-Heads. The Co-Heads worked hard to facilitate open communication 

since this was a complaint of the prior department head. Faculty wanted to be involved in 

decision making so the Co-Heads shared information of new developments in a timely 

fashion through department e-mail. All faculty had access to an e-mail account. The Co-

Heads took the faculty to dinner to show their appreciation for the efforts and sacrifices 
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faculty made. Both Co-Heads moved up the ranks within the Department, so this 

facilitated the relationship and commimication between management and faculty. 

"An organizational saga presents some rational explanation of how certain means 
led to certain ends, but it also includes affect that turns a formal place into a 
beloved institution, to which participants may be passionately devoted" (Clark, 
1972, p. 178). 

Faculty were devoted to the department. This was reflected by the fact that several of the 

faculty were prior residents in the program. In 1995, seven out of sixteen faculty were 

prior residents, hi 1997, four out of ten faculty were trained at the same residency 

program. The family physicians who returned to the department felt a close bond with its 

members and were conunitted to the core missions of the program. 

Historically, the Department had its roots in the community and in underserved 

areas. The culture and saga of the Department was reflected in its mission statement — 

"We prepare fiill-spectrum physicians to provide excellent family-centered, community-

responsive care with emphasis on diverse and underserved populations" (Family Practice 

Residency Applicant Packet, 1997). 

The mission statement's emphasis on serving the underserved was boldly 

presented in the begirming of the information packet sent to all applicants interested in 

residency training at the Department. The purpose was to attract residents that shared the 

same commitment and interests. The mission statement was also regularly reviewed and 

edited at the recent yearly faculty retreats. This instilled in its members a strong sense of 

purpose and identity. 
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The residency program's mission statement was closely aligned with the state's 

goal of training more physicians for underserved and rural areas. This allowed the 

Department to play a central role in the institution despite the fact that it was not viewed 

intemally as the "hub" of the wheel. The aligrunent with the state provides some security 

for the Department. 

I know that things have been done, measures have been taken to preserve the FP 
residency. I've watched other residencies downsized, while FP is protected and 
that is because the state has mandated it. And if you don't do what the state says, 
then you're going to lose part of your funding. It is self protecting, but I don't 
think that FP is recognized as 'the hub' of the wheel, the center that makes it go 
round in this setting. I don't think it is really valued on that level (Williams). 

The Dean used the Department to show the state that the institution was 

committed to training primary care physicians. Faculty were aware that the Dean "had 

people breathing down his back about primary care" and that the Dean liked to 

"showcase" the Department (Ritchie). The Department's presence and influence in 

teaching was reflected in the high number of students who selected a family practice 

residency after graduation. The American Academy of Family Physicians honors medical 

schools with the highest three-year average of graduates entering family practice 

residency training programs. The College of Medicine was awarded a Bronze 

Achievement Award in 1997 because it had a three-year average between 20 to 24.9 

percent (AAFP News Release, http;//www.aafp.org/news/970522.html). 

Another component of the long-standing saga was the Department's value as a 

teaching unit. Faculty felt that on an educational side, "we're very respected by the 

students and valued by the Dean because of all the teaching we do" (McCalister). 

http://www.aafp.org/news/970522.html


230 

Departmental faculty were very involved in the undergraduate medical education 

curriculum. Three faculty members directed two large curricular areas in the first two 

years. The Social and Behavioral Science curriculum comprised 196 hours and the 

Preparation for Clinical Medicine curriculum comprised 267 hours. In addition, the 

Department's Pre-Doc program was responsible for the six week required clerkship in 

family medicine in the third year of medical school. In the fourth year of medical school, 

family medicine faculty also taught and coordinated elective rotations. The faculty 

provided a valuable teaching resource to the College of Medicine. 

In the last five years, the makeup of the faculty changed as several senior faculty 

transferred to other institutions. At that time, faculty recruitment efforts focused on 

individuals who were looking for opportunities to teach. Administration claimed that: 

We're not saying (to applicants) that we're a major research center - come here 
and we'll support you and do all this research. We're saying we're real good 
teachers, we have good residents, real good medical students and we'll give you 
the opportunity to work with them (McCalister). 

Faculty came to the department because they enjoyed teaching and found it very 

rewarding. Teaching provided the comfort, security, and sense of achievement that were 

important components of the Department's saga. This was represented in the following 

faculty comment: 

I think for most of the people that want to be here, they want to teach, and that's 
very exciting for them. I think that most everyone who's worked with the 
students find that really rewarding...we feel appreciated by them and we say, gee, 
I really do have something to offer (McCalister). 

Faculty were attracted to the academic setting because of the teaching opportunities, but 

as highlighted in the previous chapter, faculty were becoming fhistrated because the 
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health care market did not recognize the extra resources needed in a teaching 

environment. Faculty had to deal with increased paperwork and bureaucracy due to 

managed care. Private insurance companies were not willing to compensate academic 

faculty for their teaching time. 

Academic Missions and the Service hnperative 

The culture of the department and the profession of family practice was rooted in 

the "service imperative" which I define as the (1) the deep commitment to working with 

underserved patient populations, and (2) the commitment to teaching full spectrum care 

to family practice residents and medical students. This culture overshadowed the 

research imperative. 

For example, the Family Practice Office was the largest out-patient clinic in the 

College of Medicine. The clinic provided care to approximately 6,000 individuals and 

each physician had a patient panel of roughly 1500 patients (UPI Annual Report, 1995-

1996). The number of CARE or low-income patients varied depending on the number of 

contracts awarded, but represented at least a third of the overall patient population. The 

number of patients receiving care through CARE was largest at the FPO when compared 

to the Pediatric and Intemal Medicine clinics. 

The profession of family practice had historical and enduring roots in rural and 

underserved communities. As mentioned in chapter two, family physicians have a 

predilection for rural practice (COGME, 1998). The Department and the faculty enjoyed 

working with underserved populations because it fit into their philosophical and 
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ideological views about equal and open access to health care. This training program 

reinforced those roots. At this residency program, family practice residents were "five 

times above the national average for graduating and working in public health" (Faculty 

Retreat Notes, 1997). In 1996, the Department's Research Support Office mailed out 90 

surveys to past graduates of the program in order to identify the clinical setting and 

community size in which they practice. Eighty five of the ninety surveys were returned. 

Out of the 85 graduates, 11 physicians had a private practice in a community less than 

50,000 people; two were in a community health center with a community population of 

less than 10,000; three were in a community health center in a suburban area; eight 

worked for the hidian Health Service in a community less than 50,000; and eight worked 

for the Indian Health Service in a suburban community; 

The service imperative was also reinforced in the department's new requirement 

that all clinical faculty be full spectrum physicians and participate in outpatient care, 

inpatient care, and the delivery of babies. One of the benefits of having full spectrum 

faculty was that medical students could see what family practice was really about. 

Students and residents would be taught the skills necessary to practice in rural and 

underserved areas where access to specialist care is not available. Family physician 

faculty versus specialist faculty would be involved in the teaching of these skills. 

Addressing the service imperative meant that the department and faculty had to 

prioritize the academic missions of teaching, service (patient care), and research. The 

faculty in the Family Medicine Section were committed first to the teaching mission. 

This meant that teaching was their primary mission with patient care a close second. 
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Research was verbalized as important but took the back seat to teaching and clinical 

service. At times, this caused some conflict between nurses and physician faculty. The 

medical director of the FPO clinic addressed nurses' concern that faculty did not 

promptly respond to their messages from patients. This was interpreted by the nursing 

staff as a lack of concern for patient satisfaction. The medical director expressed that, 

I have to walk a fine line and explain that, yes, we are very interested in patient 
satisfaction. Yes, that is one of our missions, but probably the ultimate mission is 
residency training of family physicians and also the idea or the concept caring for 
the underserved (Cox). 

One of the new Co-Heads viewed the mission of the department and the mission of the 

residency as "training residents to care for multi-cultural populations and underserved 

areas" (Ritchie), hi his mind it was clear that, "the residency's mission is really what we 

do in family medicine" (Ritchie). 

The teaching mission and the patient care mission were closely tied together 

because in order to teach family medicine there must be patients available to learn from. 

Therefore, by providing patient care, both missions were simultaneously addressed. One 

faculty member felt that the "clinic activities and the teaching activities should be 

together in one priority" and that service should be based on what is good for teaching 

(Gonzales). Although the teaching mission was verbalized as the first priority, the 

increased pressure to meet clinical productivity guidelines at times seemed to place 

income generation as a priority above teaching. Frustration set in when faculty were not 

able to do the level and quality of teaching that they were accustomed to before the 

department and the institution faced financial constraints. Faculty were described as "so 
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busy trying to do the other things that they are required to do," (Williams) that a lot of 

teaching was not occurring. 

The opportunity for faculty to conduct research was dependent on the ability to 

cover the responsibility of teaching and clinical service. After the receivership and 

separation of the department, survival meant being able to continue its teaching and 

clinical care mission because the department was valued in these two areas. Addressing 

the research mission was not viewed by faculty and administration as critical to the 

immediate survival of the department. Faculty agreed that emphasis after the receivership 

and separation of the department was on teaching and the recovery of "clinical efficiency 

and pride" (Bridges). Faculty were not as heavily involved with research anymore, so the 

department focused on what faculty did participate in and what they did well. Therefore, 

the emphasis was now on teaching and clinical service. 

One faculty member described the future of research in the Family Medicine 

Section as "serving the clinical and teaching missions and coming out of it - not being an 

academic sort of thing, separate from it" (Bridges). In other words, research had to be 

relevant to the teaching and service mission, otherwise faculty did not get the recognition 

and certainly not the time to do it separately. The department heads also acknowledged 

that. 

For most chairs, research is much more important than it is to us, and partially I 
think, is the subspecialty nature. And, partly the way research has been 
supported. NIH has supported other specialties, they haven't put tons of money 
into family practice (McCalister). 
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The lack of emphasis on research was also identified in the family practice 

residency curriculum. Residents graduated without a strong knowledge base in 

conducting research. This translated into faculty not having strong research skills 

because it was not part of their training and they were not required to teach research skills 

to residents. Faculty members developed their research skills by participating in a faculty 

development fellowship or by having a research mentor. 

The Residency Review Committee is the group responsible for outlining the 

essential requirements for training in each specialty. All residency programs must fulfill 

these requirements for continued accreditation. The revised requirements of the 

Residency Review Committee included the following curricular areas: 

Required Curricular Areas 

• Adult Medicine 
• Community Medicine 
• Emergency Medicine 
• Geriatrics 
• Ophthalmology 
• Practice Managment 
• Electives 

• Behavioral Health • Cardiology 
• Dermatology • Urology 
• Ear, Nose, Throat • General Surgery 
• Gynecology • Obstetrics 
• Orthopedics • Pediatrics 
• Sports Medicine • Diagnostic 

Imaging/Nuclear Medicine 

Table 7.2 

hi addition to these required areas, the residency program recently developed a rural and 

cross-cultural curriculum. 
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The service imperative was not always this strong. In reflecting on the 

department's missions. Dr. Hartman (former department head), recalled that 

Research used to be up there, but now 1 don't think there's a lot of people that 
could honestly say they're doing what they want to do in terms of research. 
They've made major sacrifices and those sacrifices have been towards delivering 
service. 

The lack of research activity and the low priority placed on the research mission 

was viewed as a missed opportunity by one physician faculty. This faculty member 

viewed the department as having the potential to be the "premiere practice in this state" 

regarding community-oriented primary care and practice analysis research. But, the 

department was not taking a "disciplined, rigorous, and scientific approach to what we're 

doing" (Castles). In other words, the department was not taking a reasoned analysis to 

what's going on in the medical practice. The example given was when the CARE 

contract was lost because of the inability of the institution to provide data back to the 

state. 

Part of the problem was that outcomes or practice analysis research is new to 

academic medicine. As the Dean pointed out, the focus of research is in two areas. One 

is molecular biology and the other is outcomes research or epidemiology. Everyone 

recognizes the importance of molecular biology in the basic sciences, but, "a lot of people 

haven't recognized, been slow to recognize that the other end of the spectrum is equally 

important." 

Outcomes research is becoming increasingly important particularly in regard to 

managed care, costs analysis, and quality of care issues. For example, the Dean 
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(cardiologist) cited tlie recent example of heart surgery results. Outcomes research found 

that if a patient has heart surgery at the University, that patient is 50% less likely to die 

than in some of the other hospitals in town. 

The research focus was further represented in the tenure policy at the College of 

Medicine. There are several different faculty career tracks. Most junior and senior 

faculty selected the non-tenure tract. As of 1997, only two physician faculty in the 

Family Medicine Section held tenured positions. Only one junior faculty member was 

applying for tenure. The following table identifies the non-tenured track positions 

available in the College of Medicine. 

Non-Tenured Faculty Positions 

Based on promise as a Physician who participates Based on postdoctoral 
clinician and teacher significantly in teaching training and promise as a 

researcher 
• Instructor of Clinical • Clinical Instructor • Research Instructor 

FCM 
• Assistant Professor of • Clinical Assistant • Research Assistant 

Clinical FCM Professor Professor 
• Associate Professor of • Clinical Associate • Research Associate 

Clinical FCM Professor Professor 
• Professor of Clinical • Clinical Professor • Research Professor 

FCM 

Table 7.3 

Family Medicine fills a fimctional role in the academic setting that includes 

teaching and providing patient care. Faculty were attracted to the academic setting 
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because of the opportunity to teach and were often recruited straight out of residency 

training or after a few years of clinical practice. Many were not in prior positions that 

allowed them to develop their research skills. The deeply rooted conraiitment to teaching 

and working with the underserved worked well for the department in some ways and 

worked against them in other ways. They were recognized in the institution for the large 

amount of teaching they contributed to the medical school curriculum. On the other 

hand, when other departments or sections were successftil in obtaining research monies, 

the Family Medicine Section could not rely on this source of revenue to support them 

because they did not have the time, or resources to pursue research opportunities. In 

addition, it was not viewed as a potential revenue source. 

Svmbolism and The Use of Metaphors 

The early and mid 1990s were difficult years for the Department and its leader. 

When Dr. Hartman accepted the job as Department Head in 1992, he was unaware of the 

challenges that lay ahead. Symbols and metaphors are windows in which to view 

organizational culture (Masland, 1985). A leading candidate for the Department Head 

position in 1992 described the Department metaphorically as "a house of cards," 

symbolizing a fragile and weak organization. In an interview, Dr. Hartman spoke about 

the "nuclear winter." This term, used by department heads elsewhere, referred to the shift 

in academic medicine from specialist care to primary care. The metaphor of "nuclear 

winter" described a "meltdown" or drastic change that must happen before primary care 

could develop and grow. In other words. Dr. Hartman did not see a "fix" for the 
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Department's financial problems until there was a total shift in resource allocations and 

the power structures in academic medicine. The "nuclear winter" highlighted the 

workforce crisis or quality crisis that had to occur before things changed. Medical 

education would go on a self-destruct path, until people emerged to say differently and 

identified what had to happen in order to survive. In the meantime, it will continue to be 

the status quo where specialists controlled resource allocation decisions and directed 

curricular changes. 

In the AHC, the centrality of a group was determined by how much critical 

resources it contributed to the overall success of the institution. The Department was not 

a "rainmaker" or a group that made it rain gold. Specialists, like cardiology were 

rainmakers because they brought in financial resources and prestige with high tech 

procedures. Instead, the Department saw itself as an expense, or part of doing business. 

The Dean bought on the idea of a cost center - that we are part of doing business. 
We're not what they call the 'rainmakers.' A rainmaker is someone that makes it 
rain, and literally makes it rain gold. So Dr. JC is a raiimiaker. Because of his 
international reputation, he brings people here. We don't do that (Ritchie). 

The metaphor of "rairunaker" symbolized the importance placed on groups that 

contributed necessary resources to the larger organization (COM), in the form of income, 

prestige, and faculty. The image of a tertiary care center, represented by its high-

technology and Centers of Excellence was expressed by another faculty member. 

The glamorous things that can raise money are heart centers, and cancer centers. 
You can get the fundraisers and the foundation people to beat their drums, and 
you can have "fun runs" for cancer and heart transplants, and you can have get 
togethers of all the people who've survived the heart transplants. But, it's not 
sexy or exciting to support primary care and family practice (McCalister). 
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It was not clear if the source of the income mattered as much as the amount of the 

contribution, but I would guess that it would. The slate provides the College of Medicine 

with roughly 50 million dollars or 25 percent of the budget. Seventy five million each 

comes from research and patient care. There was a lot more concern about declining 

patient care revenues because it made up a larger portion of the budget. If state money 

comprised more than half of the revenues, its voice would be heard. 

As mentioned in chapter 5, the need for office and clinical space was a long 

standing issue. Even with the downsized department, office space and clinical space 

were a major priority for departmental faculty and leadership. But, by this time, faculty 

and leadership were hopeful but not convinced that their needs would be addressed. Until 

the plans were formalized and the money committed and available, faculty were not 

holding their breath. 

He [UPl administrator] says that a new FPO is at the top of his priority list. We 
certainly get correspondence that indicates that to be true, and then there'll be 
weeks that pass when it seems that it's not true anymore. It certainly seems closer 
to the top than it's ever been. When it comes time, whatever the colloquial 
expression is, 'fish or cut bait' - are they gonna put up the money? Because we're 
gonna have a building that's going to cost a couple hundred or more million 
dollars. We don't have that. Are they going to spend it? That's when we'll find 
out. I mean, at the moment it's seife because we're only looking for space. Once 
we find space and it comes time to make the drawings, will there be money? I 
don't know (Ritchie). 

The present clinical space at the FPO was a symbol of the cultural values and 

beliefs of the AHC toward the department and family practice. The clinic was in an old 

remodeled fraternity dormitory that was not structurally adequate to house all faculty and 

residents. This symbol was internally and externally recognized. As one faculty noted: 
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There's still the tone of comments about family practice - it's like, they don't 
know what they're doing. You know, we're the real doctors, we're the ones that 
call the shots, and they're just primary care. And you can see it in the building 
that we have. I mean, it shows how much emphasis they're putting on us. I mean, 
our patients are employees from the university. They say, you know I really like 
you as a physician, but what a dump this building is. It's sad (Gonzales). 

In 1996, the new Co-Heads made space a high priority for the Department because 

it affected faculty productivity. For example, in terms of scheduling faculty in the clinic, 

"people weren't able to meet some of their commitments because there was no space" 

(Cox). Space discussions in 1996 included: adding a wing to the FPO; renovation of an 

older building near UMC; building a brand new building west of the new helicopter pad; 

using a community hospital as a clinical site; purchasing a nearby fraternity building, and 

bulldozing the present FPO. 

The irony lies in the fact that space had been a concern for more than ten years. 

The response was always the lack of funds. Yet, UPI seemed to come up with the money 

to remodel other clinics or establish new primary care practices in the community. One 

faculty member felt frustrated because new buildings were created for other departments. 

It was clear that "perhaps our priorities aren't quite as important as other priorities" 

(Cox). 

In 1990, UPI established the North Hills Clinic, a 22,000 square foot facility that 

houses internal medicine, obstetrics/gynecology, and pediatrics. University Medical 

Center recently became more involved in the ownership and management of primary care 

clinics in the community. In January 1998, UMC took over ownership and management 

of the North Hills Clinic. The 9,500 square foot Ventana Vista Medical Office opened in 
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July 1997 as a joint venture between UPI and UMC. Pediatricians and internists staff the 

Ventana facility. Most recently, UMC opened a Pantano Medical Office in December 

1997. All three clinical facilities were attempts to build a primary care network in the 

city. According to the staff newsletter for UPI and UMC, 

UMC's board of directors is committed to growing the primary care practices, 
which provide an entry point for UPI specialty care and UMC inpatient and 
outpatient services. These changes will allow UPI to focus more resources on the 
excellent specialty care it is well known for ("UMC Enters," 1998). 

Here again, the reference to "excellent specialty care" reflected the culture and dominance 

of specialty physicians in the organization. 

These actions represented the attitude of the AHC (UPI and UMC) that primary 

care was valued primarily as an entry into the more specialized services. The newer 

facilities employed pediatricians and internists, but not family physicians. Family 

physicians were only employed at the Broadway Family Health Center. The physicians 

there were part of the teaching faculty when it was briefly used as a teaching site for the 

Family Medicine Residency between 1993 and 1995. 

On-Going Turf Battles 

Professions are "organized groups of individuals who do different things in 

different workplaces for different clients" (Abbott, 1988). Abbott's system of professions 

examines the content of work in professional life. Jurisdictional control describes who 

has control of what, when, and how (p. 3). This section briefly describes the 

Jurisdictional conflicts that arise between family medicine and other medical groups. 
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As mentioned earlier, academic medicine has a difficult time accepting the 

concept of primary care because its traditional focus has been on highly specialized and 

technologically driven care. Curtis and Smith (1997) found that many medical school 

faculty felt that primary care was not "unique" or "difficult" and that it could be learned 

by any physician through routine contact with patients over time. One faculty member's 

comment reflects this same attitude. 

Many people just don't think it belongs here and don't understand what it's about. 
Family physicians are sort of second-grade physicians because they can't be as 
good at cardiology as a cardiologist, they can't be as good at delivering babies as 
an obstetrician, and they can't be as good at child care as a pediatrician. So, 
they're sort of second rate all across the board (McCalister). 

Supporting Abbott's claim that "each profession is bound to a set of tasks by ties of 

jurisdiction," the DFCM and its clinical faculty are constantly in conflict with other 

medical groups to maintain their jurisdiction and tasks. In the AHC, different medical 

groups try to gain control over certain jurisdictions. This was particularly true for two 

areas: obstetrics or the delivery of babies and admission to the intensive care unit (ICU). 

The link between professions and tasks changes continuously and to some extent 

is due to technology, politics, and other social forces that divide and regroup tasks 

(Abbott, 1988, p. 35). One example is the jurisdictional claim of delivering babies. Over 

the years, the relationship with the Department of ObsteUics and Gynecology (OB/Gyn) 

was under continual strain for different reasons. One faculty member, who was also a 

resident in this same setting, attributed the strained relationship to changing regulations in 

the hospital. 
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The majority, and among residents, there was good interactions. When OB, when 
regulations changed for the obstetricians and they had to remain in the hospital, 
things started changing. So there had to be a faculty person in the in-patient 24 
hours a day. Then they started to say, 'family docs aren't here, who are 
responsible for their patients, are they getting paid, they need to do what we're 
doing, or else we need to have their patients (Williams). 

More recently, another changed occurred. The present Co-Heads and most of the 

faculty supported the idea of the "full spectrum" physician. This meant that all of the 

faculty would maintain skills in the same area. In the past, all faculty did not deliver 

babies. Therefore, there was a shortage of faculty to deliver babies and to supervise 

residents in their deliveries. The Department had to depend on faculty in the Obstetrics 

and Gynecology Department (OB/Gyn). When the department moved to a full-spectrum 

model, faculty who did not have the skills sought training and became a full-spectrum 

family physician. That meant family practice residents were now taught and supervised 

by family physician faculty instead of obstetricians. Now, family practice faculty and 

residents were in direct competition with obstetrics faculty and residents for pregnant 

mothers. This led to increased strain between the obstetricians and family physicians. 

The move toward a full spectrum model was also an attempt to build faculty cohesion and 

to share the workload and teaching more evenly among the faculty group. Another 

objective was to have family physicians participate as much as possible in the mentoring 

and teaching of family physician residents. The DFCM was successful in meeting its 

objectives, but it caused increased strained between the two departments. 

This was not the end of conflict between the Department and OB/Gyn. 

Complaints arose periodically and sometimes "there's waves of complaints saying family 
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practitioners shouldn't be doing OB, period" (Gonzales), The amount of hostility was 

reflected when "one of the GYN physicians put it in writing and sent copies to people in 

UPI" (Gonzales). Faculty felt as if they were constantly being scrutinized and watched. 

All you need is one person to do something that is irresponsible for the others to 
interpret that as a family practice. We've started this group of FP/OB education. 
We meet once a month and our purpose is to 1) try to mend the relationship, so 
that it's more congenial, and 2) try to standardize what we're teaching our 
residents (Williams). 

Abbott's example of the jurisdictional overlap of Psychiatry with counseling and 

social work was similar to Family Medicine's overlap with Psychiatry, Medicine, and 

Pediatrics. The tasks and abstract knowledge of family medicine encompassed a whole 

range of skills and diseases. The profession also embraced the concepts of prevention, 

continuity of care, family systems, and family therapy, all within the context of the family 

and community. This broad approach made the profession imique and was expressed by 

one faculty member. 

And so family practice is really the only specialty in an academic department that 
explicitly has as part of its training and part of its interest, how you deal with the 
community and how you affect behavioral change, or health change in an 
academic department. So there is an overlap with a couple health issues, and I 
think that as a specialty, it is coming (Castles). 

At the same time, the concepts that made the profession unique also made the profession 

hard to understand from a specialist framework. 
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I still think family medicine is considered something of an anomaly, something 
that doesn't entirely belong in a tertiary care center. I think we speak a different 
language in terms of the values and the terms that are used to define excellence is 
different. Excellence in many disciplines is defined - if you can chop it smaller 
and smaller, you can do a better and better job. ...That's coming from a point of 
view that the best care is given by someone who only focuses on that organ, or 
that organ's system, or that tissue. And not by someone who encompasses you as 
a whole organism flmctioning in a family, in a community, in a society 
(McCalister). 

Another area of jurisdictional conflict involved ICU privileges. The issues with 

ICU were ongoing, but became more critical in 1996. There were several underlying 

themes, one of which was that "general internists don't have privileges to admit into ICU 

and we do, so that's the ongoing saga of the ICU attending saying family physicians 

shouldn't be doing this" (Gonzales). Leadership had several meetings with those 

concerned and opposed to family physicians in the ICU. One opponent's argument was 

"bolstered by the recent JAMA article which reported that outcomes are better when 

patients are cared for by an ICU team" (Ritchie personal communication, November 21, 

1996). Despite opposition, the ICU ad hoc committee decided to allow independent 

privileges for non-intensivists (family physicians) based on demonstrated competence. On 

the other hand, the Credentials Committee wanted to develop guidelines that identified 

when family physicians must seek a consult on their ventilator patients. To demonstrate 

competence, one of the Co-Heads of the Department developed guidelines for family 

physician privileges in the ICU. For example, for vasoactive infusions and invasive 

hemodynamic monitoring, he suggested 20 cases in the last two years for privileging and 

10 cases every two years for recredentialing (Ritchie personal communication, May 20, 

1997). This was an attempt to quantify physician competence. 
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Family medicine faculty and leadership continued to participate in the ICU and 

continued their efforts to work harmoniously with the intensivists. 

We're still admitting people and we're trying to compromise and saying we're 
going to notify them and we're going to get a consult from them when patients are 
on a vent for a period of more than 24 hours. We're trying to be good children 
and do what we're told. But once in a while they complain (Gonzales). 

Another related struggle had to do with in-patient medicine and the "hospitalist" 

movement. Recent trends and medical literature focused on the idea of the "hospitalist -

physicians whose primary responsibility is to take care of patients in the hospital, freeing 

up other primary care physicians to concentrate on outpatient practice" (Ann Henry, 

1997). This new trend made its bona fide appearance in 1996, with the establishment of 

the National Association of Inpatient Physicians. This could reduce family medicine's 

jurisdiction and position in the already unfnendly academic medical center. Family 

Medicine faculty were concerned about this national movement as reflected below; 

I think the biggest struggle is to preserve our role in the in-patient, to remain as 
hospital doctors. The struggle is happening nationwide, there are a lot of people 
rethinking if we really belong there. And some of us who have never rethought 
that, have rethought that. That feels a little uncomfortable because I've never 
envisioned myself as an ambulatory doc - so that is going to be something that is 
going through my mind. Should I be wanting to do this? (Williams). 

These examples reflected the internal struggles faced by the Department and its 

clinical faculty. On an external level, the profession was also challenged by new policies 

and procedures implemented by managed care organizations. Managed care 

organizations wanted to separate the professional jurisdictions and tasks of the specialist 

and generalist physicians. 
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Managed care has got some pretty crazy ideas. We can only be a generalist or a 
specialist, you can't be both. So, if there's a family doc in the community who's 
not delivering babies, and wants to refer his patient to us to do the prenatal care 
and delivery and then, send the patient back - we can't do that because we would 
be considered a referral specialist. We can only be one or the other. If that same 
doc in the community had a patient for colposcopy...can't send him to us because 
we're not specialists, we're generalists (Ritchie). 

The constant struggle over the control of work was repeatedly reflected in this 

study. A former faculty member felt that with the explosion of medical information, it 

may be "unrealistic for family practice to keep up with that stuff." He felt that family 

physicians may have to say that, "not everything is family practice" (Waterman). He also 

viewed the "hospitalist" model as "unstoppable." 

There'll be a breast clinic and a prostate clinic, and this that and the other thing. 
Those clinics will be staffed not just by urologist for the prostate, but there'll be a 
urologist and a radiation oncologist and a geriatrician, and maybe a family 
physician. There'll be these disease centers, and family docs are going to do 
general prevention and a lot of referrals (Waterman). 

Abbott's (1988) professionalization theory saw social structures as fluid, where 

"the mature profession is constantly subdividing under the various pressures of market 

demands, specialization, and interprofessional competition" (p. 84). This appeared to be 

true in academic medicine as some groups do better than others. 

Conclusion 

The frameworks of professionalization theory, organizational culture, and 

resource dependence together have provided a clearer picture of the challenges faced by 

the Department of Family and Community Medicine. I showed that in times of resource 

constraints, it is important to analyze and understand the culture of the department along 
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with the ideological beliefs of the profession. Culture plays a big role in how groups 

form decisions and develop strategies for their survival. In times of resource constraints, 

resource dependence theory would suggest that the department would look to research 

revenue streams because they were very successful in this area in the past. But, for the 

Family Medicine Section, their strength was in the area of teaching and their commitment 

was to training residents to work with imderserved populations. This service 

commitment was much stronger than the need to conduct research for the sake of revenue 

generation. Research was important only as it contributed to the teaching and service 

mission. 

Another challenge for the department was the continual fight for privileges and 

rights to practice obstetrics and intensive care medicine. The jurisdictional clashes were 

evident as professional groups try to maintain their resources and control their work. The 

organization's ideology regarding primary care highlighted the specialty focus of the 

AHC and the deeply rooted values of the academic profession. The next chapter 

provides a review of the findings, contributions and limitations of the study, and 

implications for further research. 
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CHAPTERS 

CONCLUSIONS 

Introduction 

The changes in health care have been driven by market and political forces. The 

failure of national health care reform opened the door to private and later public health 

care insurers. Managed care marketed itself as the solution to the rising health care costs 

and promoted competition between providers of health care. Competition based on price 

placed AHCs in a vulnerable position because of their core missions of teaching, 

research, and clinical care. The clinical care that is provided by AHCs is highly 

specialized and costly. In order to survive in the cost-conscious health care market, 

AHCs have had to reevaluate their organizational structures; examine the culture of the 

institution as well as the groups within them; and identify stable resources. This has led 

to a competitive envirorunent within AHCs as coalitions hold on to resources which they 

feel will secure their position and future. 

Historical Roots of the Department 

The historical development of the Department provides a contextual picture of the 

health care market in the late 1960s, 1970s, and 1980s. The Department successfully 

obtained money from both federal and local government to develop a teaching program 

based in a community health center. As the Department's name indicated, its initial 

focus in 1968 was to provide health care to an underserved segment of the community 



251 

and to provide a teaching site for family physicians as well as other health care 

professionals. Outreach and collaboration extended to local neighborhoods, community 

organizations, policy planning groups, and international programs. The Department's 

contribution to the institution and state came in several forms. It helped develop the first 

HMO in the state; it trained nurse practitioners; it operated the Emergency Services in the 

academic hospital until it became an independent department; and the faculty co-taught 

courses on main campus. 

The recognition of Family Practice as the 20''' specialty of medicine signified its 

entrance into academic medicine. The department became the Department of Family and 

Community Medicine with a residency program that attracted applicants from across the 

country. The Department's faculty made a large contribution to the undergraduate 

medical school curriculum by teaching courses on physical diagnosis, interviewing, 

community health resources, epidemiology, and by introducing innovative teaching 

formats. The Department's persistence was evident in the move to make the primary 

care/ambulatory clerkship in the third year of medical school a mandatory experience. 

The exposure to family medicine sparked an increasing interest among medical students 

in a family practice career. 

The Department continued to grow and established not only the family practice 

residency program, but the preventive medicine and occupational medicine residency 

programs. The Family Practice Office, housed in an old dormitory, continued to provide 

inadequate space for patient care and teaching. Family physician faculty began to provide 

inpatient care in the University Hospital. They received opposition from the Department 
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of Obstetrics and Gynecology, an opposition that continues even today. The 

Department's early research activity focused on community populations and their health 

needs. By the end of the tenth year, the Department achieved the reputation of the "Prime 

Public Relations Department" of the College of Medicine. 

The period between 1980 and 1992 represented the "golden years" with expanded 

services and financial stability. Led by a dynamic leader, the Department provided a full 

range of learning experiences for residents and a sufficient volume and cross-section of 

patients. The Department established a very successful managed care program in an 

academic setting. The development of the FamiliCare plan brought out hostilities from 

other departments who initially did not want to participate. During this period the 

Department continued to grow and provided diverse educational, outreach, and research 

programs. At one point, the Department boasted a budget of over 17 million dollars. 

This represented the active research programs that were occurring in each of the five 

administrative Sections. Patient care earnings steadily grew and remained stable, along 

with contributions firom the state. Extramural funding was greatly enhanced by the Navy 

Alcohol and Drug Safety Awareness Program (NADSAP/PREVENT). 

The Family Medicine Section continued to be actively involved in predoctoral 

education and faculty's research activity increased. Patient care activity increased in 

both the inpatient and outpatient settings. Over the years, the budgeting process became 

a delicate balancing act as monies were moved around to cover areas that were short. 

In summary, the early years of the Department were bound by the direction and 

mission set by the Dean of the College of Medicine, as well as the availability of 
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resources. The establishment of the Department was a way to address the "war on 

poverty" and to make health care accessible to underserved minority communities. The 

Department became a core contributor to the institution's teaching mission because 

faculty taught both medical students and residents. The Department utilized its 

established community networks as clinical teaching sites. The Department's success and 

growth was due to the increased research activities and the growth of clinical revenues 

generated through patient care services. During the early years, growth meant financial 

success. 

The Changing Health Care Marketplace 

The 1990's presented the Department with new and different challenges as 

managed care and competitive pricing took hold in the local community. The new 

leadership immediately dealt with three critical events that changed the Department in 

significant ways. The loss of the CARE contract showed how critical it was for AHCs to 

have an adequate and stable source of patients. Patients were a critical resource necessary 

for teaching, conducting research, and clinical revenue. The loss of the CARE contract 

showed how unprepared the AHC was in dealing with a price conscious health care 

market and how dependent it was on that source of income. 

The receivership of the Family Medicine Section highlighted the power UPI had 

in determining how the limited resources were allocated. Specialist physicians who made 

up the UPI Board used this power to protect their own departmental resources. The 

Department of Family and Community Medicine was in a less powerful position because 
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of the numerical dominance of specialist over generalist physicians and because the 

culture of the institution centered around specialized care. Primary care was valuable 

only as an avenue to bring more patients into the AHC. Over time, UPI's influence and 

management role expanded as the generation of clinical revenue became more difficult. 

As managed care became a growing force, academic faculty were expected to 

perform according to community standards. The implementation of productivity 

guidelines was a quantitative way of holding faculty accountable, but it failed to address 

how quality patient care could be maintained. In addition, the emphasis on cost 

containment and reduction placed family physicians in a perceived adversarial role as 

they served as gatekeepers. In an attempt to contain costs and hold medical providers 

accountable, managed care imposed more paperwork and procedures that impinged on 

time spent with patients and time spent teaching medical students and residents. Faculty 

that were attracted to the academic setting for its teaching opportunities became 

frustrated. 

The separation of the xxx Prevention Center from the Department was an example 

of a good intention that went bad. In times of resource constraints. Departments were 

pressured to support their activities with internal ftmds first. Several events like the 

growing clinical deficit; the desire to have a School of Public Health; the perception that 

Departments cannot attract outside monies; leadership's inability to convince those in 

power that ftmds were inadequate; and the resignation of the department head facilitated 

the total separation of major sources of revenue for the Department. This separation took 
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resources m the form of faculty, grants and contracts, and indirect cost revenues out of 

the Department. 

The remaining Community Medicine Section and the Family Medicine Section 

made up the new downsized Department of Family and Community Medicine. 

Community Medicine was still active in research and teaching and functioned fairly 

independently. This meant that there was minimal communication or collaboration on 

projects between the two sections. The Family Medicine Section became a group of 

medical providers whose time was spent in patient care. This meant that the Family 

Medicine Section was in a no-win situation because in order to survive, faculty had to 

meet the newly established productivity guidelines and generate income. There was less 

time to participate in teaching and practically no time for research. The opportunity to 

find alternate sources of income was nonexistent. Faculty who were senior in rank, who 

had grant monies to help support their salary, and who had administrative responsibilities 

were able to negotiate less clinical time. Junior faculty did not have as much negotiation 

power. The loss of the CARE contract, the receivership of the Section, and the separation 

of SWPC highlight the fragile and unstable nature of medical school financing. 

Departmental Challenges 

Over the last ten years, significant changes have occurred in the Department. The 

Department of Family and Community Medicine went from being a "profit center" to a 

"cost center" where faculty time and productivity became a major component of doing 

business. It became more difficult to teach at a level that was satisfying and research 
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activity was dependent on first being able to meet the core missions of teaching and 

service. 

The Family Medicine Section's faculty continued to provide valuable teaching 

resources for the College of Medicine. This positioned them in a central and stable role 

for the College of Medicine's teaching mission, but made them financially vulnerable as 

an autonomous Department. In times of limited resources, the Department focused its 

energies and developed strategies that concentrated on things that they do best - teaching 

and clinical care to the underserved. 

The Section's mission of training physicians interested in diverse and underserved 

communities was deeply rooted in the history of the department and in the profession. 

Their commitment was aligned with the state's need to provide physicians for rural and 

underserved areas. It also supported the nation's agenda to train physicians for areas that 

had a maldistribution of physicians. This commitment and dedication helped to secure a 

central role in the academic setting. The service imperative highlights how a 

department's embedded culture plays a major role in strategic plarming, even in times of 

resource constraints. It also explains why some groups do better than others. 

Family Medicine faced cultural barriers that centered around the ideology of 

primary care. Primary care was not as one faculty described, "the hub of the wheel." 

Instead, specialty care was. The organization's culture was represented by specialty 

interests and their numerical dominance; an organizational structiire that valued 

autonomy; the lack of appreciation for the role of primary care in the competitive health 

care market; and the attitude that family practice equaled community practice. The issue 
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of adequate space highlights the lack of understanding regarding what it takes to provide 

quality care for patients and the low priority given to family practice. In difficult times, it 

was the organizational saga that had been nurtured through the good times, that kept 

faculty committed to the department and its teaching mission. 

Family physician faculty had ongoing conflicts with obstetrics faculty and 

intensive care unit faculty. Both groups tried to limit family physicians' jurisdiction in 

these areas by questioning family physicians' competence and skills. Family physicians 

were constantly watched and their behaviors scrutinized. In response to these conflicts, 

procedures regarding consultation were developed, and competence was quantified. The 

national debate on physician workforce supply and balance identifies the critical need to 

support the training of family physicians. National policy alone will not secure the 

survival of the profession. The chilly attitude toward primary care and the fact that the 

academic health center relies heavily on revenue generated by specialized care pose an 

extra challenge for family practice. In professional medicine, status and prestige are 

assigned to high-technology procedures and competence is equated with degree of 

specialization. 

Contributions of the Theoretical Frameworks 

Pfefifer and Salancik's (1978) resource dependence theory provides a useful 

framework to understand the importance of an organization's context. In the early years, 

the Department's context was based on its relationship with the community. Resources 

necessary for its establishment and growth came from federal and local government for 
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the purpose of providing health care to underserved communities. Over the years the 

dependence on clinical earnings and research earnings grew. Resource dependence 

theory's identification of coalitions and social actors helped to explain how groups like 

UPI gain, keep, and exercise their power by controlling scarce, necessary, and important 

resources. Resource dependence highlights how coalitions collectively interact with each 

other and make contributions to the larger organization. It showed that, although the 

Department of Family and Community Medicine was powerless in its ability to determine 

how clinical earnings were divided among the departments, it was powerful in other 

ways. The Department of Family and Community Medicine contributed valuable and 

critical teaching resources to both the predoctoral program and the residency program. 

Without the Department, the College of Medicine would not be able to satisfy the state's 

demand for primary care physicians in the state. This critical position provided some 

stability and guaranteed its presence in the institution. 

In times of resource constraints, resource dependence explains how coalitions 

look elsewhere for revenues. The separation of the department in two was beneficial for 

APC because they attracted a large donation from an organization that supported its 

mission of preventive health care. At the same time, the Family Medicine Section was 

limited in its ability to pursue other resources. The contextual perspective on 

organizational effectiveness confirms that academic medicine still determines success 

according to the amount of discretionary fiinds available and national prestige. These two 

ingredients bring additional resources into the organization. 
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Resource dependence falls short in explaining how culture plays a role in 

decision making and behaviors, particularly when critical decisions are made about scarce 

resources. It easily explains how powerful coalitions survive, but it overlooks how less 

powerful coalitions find the strength and means to survive. Organizational culture fills 

part of that void. Smircich's (1983) view of culture as a root metaphor takes a step 

beyond the simplistic view of culture as various parts that make an organization 

functional. Culture is difficult to define and often hard to express. The view of an 

organization through its shared meanings, its symbolism, and metaphors, identifies how 

each coalition's perception of its world play a role in decision making. The role and 

value of primary care represented how the culture of the AHC still valued specialization 

and departmental autonomy. The organizational culture did not value primary care, but 

did value specialties that rained gold or provided prestige and further resources for the 

organization. These values were deeply engrained and were represented by the dominant 

culture of UPI and the College of Medicine administration. The AHC valued research 

that led to new discoveries, but had yet to recognize the value of applied or outcomes 

research. Culture explains why things are done a certain way and who is involved in 

doing it. The selection of an anesthesiologist as medical director was ironic to faculty in 

the Department, but somehow made sense to UPI. The fact that Medicine's generalist 

section was reorganized earlier showed the tensions revolving around primary care. 

Abbott's (1988) systems of professions model identified how academic family 

medicine developed in an interrelated system comprised of other professions. It brought 

attention to the constant interprofessional battles family physicians faced that centered 
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around the control of their tasks and jurisdictional areas. Family medicine was unique 

because the content of its work overlapped with several other professions. At the same 

time, this was the source of conflict as other professions tried to limit their jurisdiction by 

questioning their competence. Organizational culture theory complements both resource 

dependence and professionalization theory by highlighting that decisions are not always 

rational and are based in deep seated values and shared meanings. 

Limitations and Contributions of the Study 

The major limitation of this study is that it addressed issues faced by one 

Department. There are several departments within an AHC, and each have different 

issues, cultures, and challenges. The case study of one department does not allow the 

generalization to other departments and no comparative analysis can be conducted. 

Blumenthal and Meyer's (1996) case study of seven centers showed that, "when you've 

seen one academic health center, you've seen one academic health center." The same is 

true of departments. 

Another limitation is that the story is not yet finished. Right after my data 

collection ended in 1997, the UPI Board voted to accept the recommendations made by 

an outside consultant. The recommendation was to reconfigure the present Bozird to a 7 

person Board that focuses on govemance issues rather than day-to-day management 

issues. Members will include 3 from the community, 3 fi-om the UPI membership, and 

the Dean of the COM. The expected benefit is that UPI actions will be more timely and 

will "derive fi-om the good of the Group Practice rather than being delayed as Chairs 
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consider the impact on their own departments" (McCalister personal communication, 

June 26, 1997). This new reconfiguration was viewed as an important paradigm shift in 

the governance and management of UPI and a benefit to the whole group practice. The 

initial questions were: (1) who will be selected for the 3 UPI membership slots, and (2) 

will faculty have input into the selection process. 

The plan was to have the Executive Committee vote on the composition of the 

new smaller Board. Then, faculty would be involved in committees that address 

compensation, finance, etc. The old Board became an Operations Committee where 

clinical department heads meet and provide input. The department heads began meeting 

regularly to reaffirm and clarify the roles that UPI, UMC, departments, primary care, and 

the Dean play in the AHC. 

Five months after UPI decided to reconfigure itself, the pressing issue continued 

to be no money and "the pie isn't growing and there's not enough to eat for everyone" 

(Ritchie personal communication, November 19, 1997). The Board is now addressing 

compensation issues. The good side is that the Department of Family and Conmiunity 

Medicine is now looked upon as a model with its productivity guidelines. The faculty as 

a group has been very successful in meeting these guidelines. 

There are other changes that are impacting on faculty's ability to deliver their 

definition of "quality" care. At present, the Family Practice Office has contracts with 

more than 50 different insurers and each one has different rules regarding the services that 

are covered, the medications that are included in the formulary, and what co-pay needs to 

be collected. With all of this comes additional paperwork and time needed to figure out 
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what needs to be done (Shiba personal communication. May 1, 1998). All this takes 

more time away from teaching and affects the quality of the medical school and residency 

experience. On top of that, the federal government, through HCFA, has developed new 

physician coding guidelines that will be implemented in 1999. The guidelines establish 

five levels of care that vary in intensity and time. Physicians must leam the new coding 

system. What is claimed to be an attempt to improve documentation is another way that 

the market and the government have encroached on the physician's ability to practice 

medicine. Some argue that this is government's attempt to save money. In the end, who 

wins and who loses is the question 

The flip side of this study's limitations is that the data represent what is occurring 

in varying degrees across the country. Competition has become a major force in the 

health care market and there are vast geographical differences in managed care. Most of 

the major AHCs are still planning their strategic moves in order to survive in a price-

based market. This study contributes to the literature by showing how one department 

faced the market head-on and survived. The study provided alternative approaches to 

examine how culture and professionalization play a role in decision making. It identified 

the importance of taking into account the organizational culture and professionalization 

of professions. AHCs will be forced to think twice before structural changes are 

implemented and find ways to address deep seated meanings and values toward specialty 

and primary care needs. Primary care will play a larger role in AHCs as many move 

toward an integrated system of care. Support for primary care must go way beyond 

curricular support. 
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Another contribution of the study is that it stimulates other areas of research. 

Leadership changes will be evident as AHCs reconfigure themselves, but what kind of 

leaders are willing to take upon such a challenge? Faculty practice organizations will also 

take different forms and will be managed by different managerial styles and professionals. 

Faculty workforce issues will be an important issue as AHCs try to re-engineer 

themselves and lower costs. 

As mentioned earlier, strategies are calling for greater flexibility in management's 

ability to make quick decisions. This will impact upon faculty autonomy and security. 

Rhoades (1996) addresses how the professional position of faculty is being renegotiated 

in higher education. In an attempt to lower costs and maximize managerial control, 

higher education has hired more part-time workers. In academic medicine, there is an 

increasing need for and dependence on part-time faculty. Part-time faculty are 

community physicians who serve as preceptors to both medical students and residents. 

These faculty do not receive a salary from the College of Medicine, but in exchange for 

their time they are given an e-mail account, a faculty title, library privileges, the 

opportunity to serve on faculty standing committees, a certificate, and tuition-free 

continuing education courses. 

One thing is clear. As AHCs look to new ways of generating revenue, there are 

groups that are better positioned to gain from the changes occurring in the health care 

market. For example, the xxx Prevention Center was positioned well with its emphasis 

on prevention. The outcome was a portion of the $10 million that was donated by a local 

health resort. Higher education has responded by reorganizing internally, concentrating 
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resources in areas and fields that were able to position themselves close to the market 

(Slaughter, 1993; Slaughter & Rhoades, 1995). Historically in academic medicine, the 

specialty departments have been able to position themselves closer to industry and 

pharmaceutical companies. Primary care departments have not been able to do that or did 

not see a need to do that in the past. The increasing emphasis on accountability and 

outcome measurements offers family medicine the opportunity to become leaders in 

outcomes research. 

The Academic Medical Enterprise 

Academic health centers and managed care have been viewed as uneasy partners, 

each with different goals and missions. Carey and Engelhard (1996) described the 

meeting of the two as a "high-impact collision." Academic medicine, with its additional 

costs will be required to make adjustments in every phase of their operations, in order to 

ensure a smooth flow of services. The emphasis is on interdepartmental collaboration. 

Managed care is anticipated to prevent the development and application of new 

technology and foster the growth of preventive health services delivered by primary care 

physicians. There will be an increased need for improved communication through the 

use of telemedicine, and health informatics. In terms of the impact on medical education, 

AHCs must struggle with a responsibility to teach future physicians what 
constitutes appropriate medical care... and at the same time provide instruction 
about cost-effective choices that may limit care in order to ensure economic 
survival of the health plan. This double-agent role could become a focal point of 
moreil tension for all physicians (Carey & Engelhart, 1996). 



265 

Managed care is not the reason for all of the academic health centers' problems, 

but it is the driving force behind the competitive health care market. Some predict that 

the survival of the academic health centers depends on its ability to make drastic changes 

in its organizational structure. But first, change begins by, "confronting the reality of the 

external environment and a changing social contract" (Weitekamp, Thoradyke, & 

McColIister, 1996). There are demographic, sociologic, and cultural issues at play. 

Weitekamp et al. identify that consumers now have access to a wider range of medical 

information via print, audio , video and the World Wide Web. In addition, there is an 

increased interest in alternative care that is provided by alternative providers; the medical 

industry is being replaced by the "corporatization" of medicine; and quality is defined by 

patients, employers, and insurance companies according to cost, amenities of care, and 

outcome measures. These are only some of the changes that are occurring in the health 

care market. In order to address these issues Weitekamp et al. see an "idealized" AHC as 

one with a streamlined administration which offers prompt responses and flexibility in 

decision making. This means flattening managerial hierarchies and the promotion of 

teamwork. To ensure survival, the focus will be on external customers. 

AHCs increased faculty numbers and residency programs (Blumenthal & Meyer, 

1996). Now they must deal with the imbalance of the workforce due to 

overspecialization and find ways to promote primary care. The promotion of primary care 

carmot be met by curricular changes alone. As shown in this study, despite the curricular 

support of primary care, the environment was still "chilly" towards family medicine. 
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The survival of the academic enterprise is a national concern. The Forum on the 

Future of Academic Medicine was created by the Association of American Medical 

Colleges and sponsored by The Robert Wood Johnson Foundation. This Forum will meet 

six times over a two year period beginning in 1996, to discuss issues related to the 

success of academic medicine. In the first of three Forum sessions, representatives from 

the private-sector and academic medicine have found that academic medicine has not 

been effective in defining it unique contributions to the health care system (Inglehart, 

1997a). In subsequent sessions, the Forum identified that medical schools need to 

formulate business strategies that will allow them to have a better grasp of its enterprise 

and the costs of its components. There was recognition that the cultiu^e of the academic 

enterprise was a major obstacle to change (Inglehart, 1997b). In addition, faculty at most 

schools did not feel a sense of crisis and therefore were not motivated to change 

(Inglehart, 1998). An area of concern was that all three Forum sessions posed the 

question of whether academic medical centers have an obligation to serve the poor. As 

highlighted in earlier chapters, AHCs have always provided care to a large segment of the 

poor and often it is uncompensated ceire. As resources become more limited, AHCs are 

questioning their responsibility and are asking the government to develop a mechanism to 

finance this care. As this study has shown, there are difficult challenges ahead for 

academic medicine. Change will not be easy as AHCs try to balance the core missions 

with increasing market demands. 
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Trends in Average Public Medical School Revenues, 1986-1995 - continued 
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Trends in Average Public Medical School Revenues, 1986-1995 - continued 
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