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Background: TheUS health care sysem isin a Sate of rapid evolution, with changing payment, organi-
zational, and management gructures. To learn how to function optimally in a system in which careis
increasinglymanaged and competitive, today’'smedical sudentsmust understand thestructural and eco-
nomic underpinnings of the system within which they will practice. At the outset of the Undergraduate
Medical Education for the 21st Century (UME-21) project, thegreat majority of medical schoal curricula
were lacking in areas of health care financing and organizational structure. The ingtitutionsinvolved in
the UME-21 project sought to address curricular deficienciesin two broad areas. (1) the sructure and
financing of the US heaalth care system (“ health policy”) and (2) the manner in which this system is
reflected in the organization and activities of health careproviders (“ care delivery” ). Thisarticle dis-
cussesthe development, implementation, and evaluation of thefirgt of thetwo areas. Methods Data were
abstracted fromwritten reports provided by each of the UME-21 schools to the projed’s Executive Com-
mittee and sponsor. In selected cases, additional data were obtained by personal communications with
project directors and evaluators. Local UME-21 project leaders verified all data presented. Reaults:
Curricular philosophy and teaching methods varied widely, but health policy curricula were predomi-
nantly preclinical and didactic in nature. At the schoal level, much was achieved in terms of sudent
knowledge, curricula were generally well received by students, attitudestoward managed care generally
moved in a positive direction, and behavior may have been postively influenced aswell. At the project
level, many potentially interesting changes exist within the 18 schools and between the UME-21 and
othe schools, butitis not clear whether or what partsof the health policy curricula were responsible for
these changes. Nonetheless, as measured by changesin health policy-related itemson theAssociation of
American Medical Colleges Graduation Quegtionnaire, it appears that UME-21 schools outperformed
their non-UME-21 counterparts. All of the UME-21 schools were enthusiagtic about their health policy
innovations, and this extended across all key stakeholders. Most schoadls avoided focusing on managed
care and instead adopted more neutral themesthat introduced the same material. Integrating the new
material in conjunction with the more traditional aspects of the curriculum was also an effective imple-
mentation strategy. Conclusions: Health policy should beincorporatedinto boththe preclinical and clinical

years. The former emphasi zeshealth care economicsas one of the foundationsof medical practice, whereas
the latter providesthe opportunity for itsuse on a daily basisin clinical settings. However, like any new
curriculum, to achieve equal statuswith thetraditional biomedical curriculum, it must be presented in a
scholarly, rigorous, and reasonably comprehensive fashion. Mounting a scholarly health policy curricu-
lumrequiresawide-ranging, interdisciplinary faculty. Ifitis to become a central component of the medi-
cal schoal curriculum, areative approaches to faculty recruitment and development will be needed. This
will require both careful educational policy formulation and new investment.

(Fam Med 2004;36(January suppl):S20-S30.)

TheUS health care system isin agtate of rapid evolu-
tion, with changing payment, organizational, and man-

From the associatedean for clinicd education (Dr Cox) and the director,
Office of Evduation (Dr Shea), University of Pennsylvania; the Depart-
ment of Family Practice and Community Health (Dr Pacala) andthe senior
associatedean for education (Dr Vercdlotti), University of Minnesota.

agement structures.2 These changes, oftenindiscrimi-
nately lumpedtogether inthe term managed care, were
initially driven by concems about the cost of health
care* but accessis also a problem for many,>® andin
the past few years, there have beenincreasing concerns
about the quality of care®** The changesin health care
financing and organization over the past decade have
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had an enormous effect on medical education as well
as on the ddivery of care Today's medicd students
must understand the structural and economic underpin-
nings of the US health care system to function opti-
mally inasystem in which care isincreasngly man-
aged and competitive*®

At the outset of the Undergraduate Medical Educa-
tion for the 21st Century (UME-21) project, thegrea
majority of medical schoal curricula were lacking in
areasof health carefinandng and organizational struc-
tures®* Managed care executives, health policy ana-
lysts, medical educators, and even medical students
themselves had all identified important deficienciesin
the preparation of the next generation of physiciansfor
pradice in thefuture hedth care environment. Thein-
ditutions involved in the UME-21 project sought to
address these deficiencies®?

One of the nine major UM E-21 content areass—health
careeconomics, financing, organization, and delivery—
isa broad and ambiguousterm, including the structure
and financing of the US health care sysem (“health
policy”) andthe manner inwhichthissystemisreflected
in the organization and activitiesof health care provid-
ers (“care delivery”). In this article, we use “headth
policy” to indicate a curricular topic that addresses
underlying health system themes—what might be
thought of asrepresenting the* basic science” of health
caresysemseducdion. Topicsin thiscategory include
health care economics; health carefinancing, medicd
insurance, and provider payment; andthe overall orga-
nization of theUS health care system, including struc-
tural care modds. The emphasis of the present article
will be on the didactic health policy curriculum; acom-
panion article’ in this issue of Family Medicine will
deal morefully with theexperiential care delivery cur-
riculum.

Methods

Data were abgtracted from written reports provided
by each of the UME-21 schoadlsto the project Execu-
tive Committee and sponsor. In selected cases, addi-
tiond datawere abtained by personal communications
with project directors and evaluators.

Project directorscategorized UM E-21 activities into
nine separ ate content areas. Because of overlap between
categories, available outcome measures do not easly
lend themselves to a comprehensive analysis of spe-
cific curricular innovations.?® Thisis especialy true
in the case of the health policy curriculum, whereit is
oftendifficult to isolate the eff ectsof the health policy
curriculum from that of the care ddivery curriculum.

Resaults
Curriculum Content

Sixteen of the 18 UME-21 schools developed cur-
riculumin thebroad area of health care economics, fi-
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nancing, organization, and ddivery (Table 1). Seven
schoolsdealt withhealth palicy. Incontragt, all schools
addressed care delivery, but some to a greater extent
than others. The health policy component was largely,
but not exclusively, locaed in the preclinical curricu-
lum,waslargely didecticin nature, and wasdevel oped
with the rationale that familiarity with basic health
policy issuesisa prerequisite to understanding how care
is managed in the modern practice environment. In
contrag, the care delivery component was almost al-
ways experiential in nature and frequently involved
clinical or adminigtrative partnerships with managed
care organizationsand community-based primary care
networks.

Not surprisingly, no two UME-21 curricular initia-
tivesin this broad content area were completely alike.
Rather, they spanned an entire spectrum—from pre-
dominantly health policy, through more balanced health
policy and care delivery, to predominantly care deliv-
ery curricula (Tables 1 and 2). Curricular philasophy
differed consderably evenin thelatter group of schools.
Although all schools incorporated health policy cur-
riculum into one or more primary care derkships, and
some provided introductory lectures, othersusedamore
integrative approach. Yet other schoolsbuilt acarede-
livery curriculum on a preexisting, predinical health
policy curriculum.

Thehealth policy curriculum at different schoolsin-
volvedavariety of topics(Table 2). Thetopicsincluded
health care economics, the organization and finanang
of the US hedlth care system, employer-based indem-
nity insurance and managed care, the major public
medical insurance programs, medical practice organi-
zations, the health care workforce, cost-dfective care,
access to hedth care and the politics of health care
and organizational development.

Teaching Methods

L ectures and small-group discussions were the pre-
dominant educational vehicles, but panel discussons
were also common. Syllabi, some of which were ex-
tensve and induded reading materials, were almost
invariably used, and case-based material wascommon.
Severd schools also used Web-based exercises. With
few exceptions, new courseswere required components
of theoverall curriculum, so that all students wereex-
posed to the new curriculum. Themajority of UME-21
innovationswere completdy new additionsto the cur-
riculum. Some were stand-alone courses. Others were
more subtly integrated into either existing or new, more-
traditionally oriented courses.

External Partnerships

Two types of partnerships predominated. The first
werethose withregional (eg, AVMed Health Plang/Uni-
vergty of Miami, Brown & Toland Medical Group/
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Tablel

UME-21 Schools That Developed Curriculumin
“Health Care Economics, Financing, Organization, and Delivery”

School

HP

CD

PC

Theme

Curriculum Objectives

Dartmouth College

+

Managing care

Understand the rudiments of fee-for-service and capitated
care, how office-based physicians interact with third-party
payers, the key feaures of theday-to-day administrative
functioning of an office prectice the impact of financid and
management issues on patient care from the viewpoints of
doctor and patient, and the variation among medical prectices
reldive to the process of practice management, resource
inputs, and financid productivity.

University of
California,
San Francisco

Managing care

Gain the knowledge and skillsrequired to prectice in
managed care systems, with emphasis on: providing quality
care while restraning the growth of health care costs; access
to care, coverage policies and referrd procedures; prescription
management; clinical practice guidelines; andthe organization
of hedth care delivery in the San Frandisco area.

University of Miami

Hedth careenvironment

Understand the growth of managed care in ahistorical
perspective; the current health care environment; managed
care basics; the differing perspectives of managed care
organizations, patients, and physicians of the current
health care environment; hedth policy and resource
allocation; and the importance of medicd record
documentation.

University of
Nebraska

Managing care

Understand the history of hedth care financing in the
United States, the growth of managed care, and current
debates about the success or failure of managed care
different models of managed care; govemment insurance
programs and how careis provided to the uninsured;
resource dlocation; the impact of managed care on
workforce needs and opportunities for practice; and

billing, office laboratory, medicd record, and credentialing
regulaions and procedures.

University of
Pennsylvania

Clini cal decision making

Understand the fundamental principles of hedth care
economics, financing, and organization; that economic,
social, and political forces significantly impact clinical
decision making; and that effective paient management in
the modern health care environment requires asystems-based
approach.

University of
RAttsburgh

Economic forcesand
organizational responses

Understand the major economic forces that influence hedth
care ddivery; ways in which government, business, and
individuals finance health carein the United Sates; and the
different types of medical practice organizations that have
developed in response to theseforces and finandng
mechanisms.

University of
Wisconsin

Managing care

Understand the financing and organization of health care
services, the evolution of thepresent system and potenti d future
directions, and how resourcedlocation is handled by managed
care organizaions and society.

Wayne State
University

Managing care

Understand hedth care expenditures and the organization of
health care systems by (1) recognizing that health care plans
focus on vaue, not quality or cost aloneand (2) directly
managingthe care of patients(with enphasison patientdemand
versus patient need for diagnostic testing, specidist referrd,
and medicd intervention; office system processes and
procedures, including scheduling, billing and case management,
and documentation.
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Tablel
(Continued)

School HP CD PC Theme Curriculum Objectives

Case Western - + - Hedth insurancecoverage | Illustrate the complexity employees facewhen choosing health

Reserve University insurancefor themselves and their families. Sudents are
expected to be able to define and contrast different types of
managed care plans, compare benefits across plans, and
recognizethat patientshave dif ferentinsurance needsat different
timesin their lives.

Jefferson Medical - + - Organizational development| Understand (1) the evolution and principlesof managed care, the

College and leadership different types of managed care organizations, the history of
Medicaeand Medicad, andthe principlesof managed Medicare
and Medicaid; and (2) the politics of hedth care organizational
development.

Drexel University* - + - Economic forcesand Toincreaseawarenessof the costs and benefitsof diagnostictests

clinical dedsion making and medications, and the impact of different types of insurance

coverageon patient care

University of - + - Managing care Understand the key concepts of managed care, theevolution of

Kentucky health care delivery systems, the benefits and limitations of
differenthedth care plans, the role and application of medication
formulariesin cost-eff ective care, and the role of medical
spedalists and other health care professiond sin capitated systems.
Demongtratethe ability to provide comprehensive, cost-effective
care in a capitated system.

University of - + - Managing care Understand how to: (1) organize and use the ambulatory medicd

Massachusetts record to effectively manage patient careand (2) incorporate
managed care principles into patient care (including the use of
guidelines, formularies, referrals, dternate care sdtings, etc).

University of - + - Hedth insurancecoverage | Understand the basic structure of hedth plans; methods for

Minnesota ensuring quality of carefor populdions, including those with
specid needs; the useand effectiveness of physician incentives;
and the mediaportrayal of managed care

University of + + + Managing care Understand the hist ory of the U Shedth caresystem, theevoluti on

New Mexico of aurrent incentives andcaredelivery models, and theimpact of
managed careon paients, physicians, and practice management.

University of - + - Managing care Understand basic managed care concepts; incorporate cost,

North Carolina benefits, and hedth care coverageas factorsin medical decision

meking; andappredate how physidansand patientsinterface with
managed care organizéions.

HP—health policy curriculum, CD—care ddivery curriculum, PC—preclinicd curriculum, C—clinical curriculum

*Formerly MCP-Hahnemann University
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Table2
Preclinicd and Clinical Curriculum at the UME-21 Schools
School Preclinical Curriculum Clinical Curriculum

Dartmouth College

Basic office operations are presented and discussed in the
first and second year “On Doctoring” course

Selected components of I ntegrated Primary Care Clerkship:

1. Seminars (Fee-for-Service Versus Capitation—Wha Does
It Mean? Where Doesthe Money Come From? WhereDoes
the Money Go?)

2. Interactivefinancid spreadsheet (usedto evaluaethe effects
of payer mix on patient care, doctor-patient interaction, and
pradice revenue)

3. Observation of front and badk office fundions

Evaluation:

Sudent satisfaction questionnaires

University of
California,
San Francisco

No predinical component.

Selected componentsof PLA CE (Partnershipsfor Longitudinal

Ambulatory Care Educdion):

1. Seminar (Overview of the USHealth Care System)

2. Sudent projects. (8 two managed care case vignettes, with
discussions framed by benefits/drawbacks of managedcare,
how coverage deds onsare made, role of finand d incentives
in clinical dedsion making; (b) managed caretopic listserve
presantation

3. Managed care preceptorship

4. Group discussions (student impressions of managed cae
pradtice)

Evaluation:

Sudent satisfaction questionnaires

University of Miami

1. Arst-year lectures and pand discussions: Health Care
Delivery in Historical Perspedive, Current Health Care
Environment, Basicsof Managed Care(supplemented by
a Web tutorial), Managed Care Perspedive, Patients
Perspedive (panel), Physicians Perspective (panel),
Hedth Care Policy andAllocation of Resources (panel).

2. Second-year lectures: Coding and Documentation—
Getting Paid, Paying for Health Care—A L ook at Three
Encounters and the Bill s, Paying the Bill—Charges and
Reimbursements.

Evaluation:

1. Some items included on examinations for courses into
which didactic sessonswere integrated (but not scored
separately).

2. Sessionsevaluaed for derity, rdevance and quality us ng
a 5-point Likert scale.

3. Attitude survey administered a start of every year (three
items specific to health policy)

Ste visits observing dedsion making and policy formulation:
1. AvMed Health Rans Inc.
2. Miami-Dade County Health Department

University of
Nebraska

1. FArst-year lecture (Introduction to Medical |nsurance),
panel discussion and bil ling exercise (students work up
videotaped patient and then hill for the visit based on
patient's insurance coverage).

2. Second-year lectures in Integraed Clinical Experience
course Medicare, Medicaid, Principlesof Managed Care,
Ethics and Resource Allocation.

1. Pediatrics derkship: Web-basad modules on Managed Care
Basics, Managed Care in Pediatrics (including case-based
materid).

2. Family medicine clerkship: Managing Care in Family
Medicine (a day in the office making financial and
organizational dedsions).

3. Internd medidne clerkship: mock pharmacy and ther goeutics
committee and utilization review experience.

4. Site visits: half day observing phone triage in Nebraska
Hedth Systemmedical call center; three 1-day visitstolocal
managed care organizaions observing decision making and
policy formulation.

5. Senior project: comparison of the actud care provided one
of the student’s patient with an existing guideline, with an
evidence-based discussionof differences, including costsand
proposed improveaments.

Evaluation:

Written examination in fourth year (multiple choice questions,

short answers).
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Table?2

(Continued)

School

Preclinical Curriculum

Clinical Curriculum

University of
Pennsylvania

1. Frst- and second-year Health Care Systems (HCS)
course Lectures and panel discussions: The Changing
Hedth Care Environment; Fundamental Principles of
Hedth Care Economics; Principles of Medicd
Insurance; From I ndemnity | nsuranceto Managed Care
Medicare; Medicaid; S CHI P, Comparative Financing
Mechanisms; Health Care Workforce—Size,
Composition, Diversity, and Distribution; The
Uninsured; Public Hedth—A Case Sudy—The City of
Philadelphia; Racial/Ethnic Disparitiesin Health Care;
Quality Measurement; Medicd Errors; Solving the
Quality Problem.

2. Selected components of first- and second-year Clinical
Evaluative Science (CES) course Ledures, small-
group discussions, and case studies of Cost
Effectiveness and Clinical Dedsion Making
showcasing clinical epidemiology, evidence-based
medicine, and differing perspectives of physicians,
patients, and payers.

3. Selected component of Introduction to Clini cal
Medicine course. Expanded medical interview
(“financid interview”) that requires atention to
insurance coverage and itsimpact on dinical
management dedsions.

Evaluation:

1. Students eval uated with multi-item examinations,
problem-solving exercises, class presentations (CESand
HCS courses), written reports (HCS course); and paient
write-ups and standardized patient exerdse (“finandal
interview”).

2. Sessionsevalua ed for darity, rdevance and quality usi ng
afive-point Likert scde.

3. Attitude survey administered at start of every year
(approximately half of the 49 items related to health

policy)

1. Community-based primary care derkships: family medicine
(100% community-based), internal medicine (33%),
pediatrics (50%), obstetrics and gynecology (40%).

2 Selected components of primary care clerkships.
Interdisciplinary seminars including discussions of cost-
effective patient management (eg, in Chest Pain In The
Primary Care Office, students consider economic
congderations in establishing a diagnosis of non-cardiac
chest pain; in Low Back Pain, students compare their
management plans with the University of Pennsylvania
Health System disease management guidelines for cost-
effedive, evidence-based care).

Evaluation:

1. Sudentevaluationformincludes” cost-consciousness’ item,
directed at assessing cost-effective prectice behavior

2. Student satisfaction questionnaire (community-based
primary care derkships evduatedon a 9-point Likert scae)

University of
Fittsburgh

Preexisting health policy course in first year.

Selected componentsof Communi ty and Ambulatory Medicine
Clerkship (CAMC), a 12-week multidisciplinary primary care
experience

1. Self-directed learning assignments (eg, review monograph
on managed care, which covers basic concepts and
terminology)

2. Weekly didadic curiculum into which health financing and
organizational issues are interwoven (eg, Extremes of Age
includes discussion of S-CHIP, Hidden Problemsincludes
discussion of financial entitlement programs such as
Medicare; Patient and Community raises issues of equality
of accessto care).

3. Small-group discussions of issues relating to health care
finance and ddivery systems (eg, referral denials, insurance
co-payments, and provider networks).

4. Emergency Department rotations exemplify financial and
accessissues(eg, admissiondenial), the chargesforcommon
outpatient and emergency procedures and treatments, and
the difference between charges and costs.

Evaluation:

1. CAMC coursewritten exam included relevent hedth policy
items.

2. CAMC course evduation instrument (based on the critical
inddent technique) included questionsontheimpact of hedth
policy issues on ambulatory care
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Table2
(Continued)
School Preclinical Curriculum Clinical Curriculum
University of Second-year Patient, Doctor, and Society course includes 1. Leduresand small-group casepresentations: Managed Care,
Wisconsin lectures on Hedth Care Financing, Hedth Care Access, Managing the Cost of Care, Prescription Writing and
Rationing Health Care Formularies, Practice Guiddine).
Evaluation: 2. Third-year primary careclerkships. Case-based, small-group
Some items on course examination directly related to discussionsinclude relevent material (eg, cost-effedtive use
lectures (but not scored separately). of drugs).
3. Fourth-year 8-week required community preceptorship.
Orientation lecture on Managed Care; patient care
management projed.
Wayne Sate First- and second-year Preventive Medicine and Public Selected components of the Continuity Clerkship Clinic (CCC),
University Health course (lectures on access to care/physician a half day per week, 6-month primary care office practice
accountability and measuring health outcomes). experience. Three of 15 clinical learning exercises (CLES)
Evaluation: address this content area (Documenting the Level of Visit for
Some items on course examination directly related to Tracking/Billing Physician Services, M onitoring Patients
lectures (but not scored separately). Following an Office Visit, Patient Education Regarding
“Demand” and “ Need”).
Case Western No predinical component Seleded component of Contemporary Learning in Clinical
Reserve University Settings (CLICS) course. Two-hour case study (Choosing
Hedth Insurance) with supplemental insurance information,
including coverage and premiums, provided. Background
reading on managed care is also provided.
Thomas Jeff erson Preexisting health policy course in first year. 1. Third yea. Two self-study modules on hedth insurance
University 2. Fourth year. One-week interactive seminar course covering:

The Politics and Organization of Hedth Care, Evidence-
basad Medicineand Disease Management, Strategic Flanning
and Network Devdopment, Provider Rdations, Performance
Improvement, and Managed CareEthics. The coursei ndudes
a managed caresite visit.

Drexel University

No predinical component.

The ambulatory component of theinternal medidne clerkship
requirescompletionof aClinical Encounter Form(thatincludes
the cost of each diagnostic test ordered and drug prescribed) on
at least one paient daily. Sudents are provided with a“ cost
handbook” containingthis inf ormation. Studentsmust describe
how each test will influence management, whether there are
any less expensive but equally effective medications, and how
the patient’s insurance coverage might influence the care
provided. A videotaped orientation is avalable to students and
preceptors.

University of
Kentucky

No predinical component

1. Third year: Orientation to Managed Care (lecture and case
discussions); three computer-based patient management
simulations focused on practical application of health care
financing prindples, followed by seminar and debriefing
session (Primary Care and Women's Maternal and Child
Hedth clerkship).

2. Fourthyear: Seminar duringthe Dean’s Coll oquium, focused
onproviding solutions for ahealth planthat i slosingmoney.
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Clinical Curriculum

TheMaQ Family: a“standardizedfamily” enrolledinamanaged
care plan, with various members encountered in each of the
three primary care clerkships. Sudents manage hedth care
needsof the family membersin the context of their health plan.
Medicd records are provided for each family member, with
the opportunity to enter SOA P notes and update problem lists.

Third- and fourth-year primary care clerkship:

1. Managed Care Colloguium (moderated discussion between
studentsand health plan executivesthatincludespreassigned
readings to introduce students to specified objectives)

2. OSCE dation designed around the choice of a health plan.

Case-based tutorials on managed care in the intemal medicine
and family medicine clerkships.

Table2
(Continued)
School Preclinical Curriculum
University of No predinical component.
Massachusetts
University of No predinical component.
Minnesota
University of Frst year: Managed Care Basics (lecture and role-playing
New Mexico exercise).
Evaluation:
Rate understandingand confidenceusing ascale: “ Youhave
heard of thetermandcangiveanexample” “ youhaveheard
of theterm and veguely understand,” and*“ you haveno idea
what the term means.”
University of No predinical component.
North Carolina

1. Introductory seminar onmanaged careconceptsin thefamil y
medicine derkship

2. Four Web-based, interadive clinical exercises (diabetes,
asthma, breast lump, precocious puberty), one in each
primary care clerkship, dealing with the application of
managed care principles and evidence based medicine

3. Companion seminarsto the breast lump and diabetes cases
during the OB-GYN and family medicine clerkships,
respectively

4. Pradice management module (implemented at selected
AHECsites) in thefamily medicine clerkshipthat dealswith
managed care terminol ogy, providing cost-effective,
evidence-basedcareandfinandal managementandincludes
selected readings, a quiz show-like game, and a pdient-
practice centered project (Junker JA, Miller T, Davis M.
Practice Management: A Third-yea Clerkship Experience
Fam Med 2002;34 (2):87-9).

University of California, San Francisco) or national (eg,
Aetna US Health Care/University of Pennsylvania)
managed care organizations. The second were those
with community-based primary care neworks either
owned by (eg, Clinical Care AssodatesUniversity of
Pennsylvania, University Services Organization/Uni-
versty of Pittsburgh) or affiliated with the school

Managed care organizations provided support on
severa different levels, including advice on curricu-
lum design, implementation, and oversight; clinical
teaching dtes; and administrative rotations. In some
cases, managed care medical directors were adively
engagedin teaching, especially in didactic components
of the curriculum. Community-based primary carenet-
works provided clinical teaching sites and preceptors
well versed in the daily realities of practice in a man-
aged care environment.

Evaluation and Assessment

At the schodl levd, avariety of methods were used
to evaluate health palicy curricula, covering the spec-
trum of student knowledge, satisfaction, and attitudes.
One school implemented abehavioral assessment spe-
cifically focused onhealth policy-relatedtopics(using
patient write-ups and standardized patients). For the
mosgt part, however, evaluations were based on a post
test-only design, and few used control groups. Formd
dataon the opinionsof faculty, preceptors, or managed
care partners were not available.

The health policy curriculum at the University of
Pennsy lvaniawas perhaps the most ambitious and com-
prehensive. From that project, collected data suggested
that muchwasachi evedin termsof student knowledge.
For example, examinations (single-best answer mul-
tiplechoice, short answer, matching, etc) in the Health
Care Systems course showed mastery levelsof between
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77% and 87%. Investigators at the Univerdty of Ne-
braska also noted high performance scores. At that
schoal, beginningwith the classof 2000, studentscom-
pleted a knowledge pre-test at the end of the second
year. The podt-test wascompleted in March or April of
the fourth yea. Intwo successive cohorts, all Sudents
passed the examination. At the Univerdty of Pittsburgh,
investigators used the criticd incident technique, ask-
ing sudentsto consider apair of questionsthat probed
for recall of podtive and negative experiences (“Did
you observe an incident where apreceptor was able to
apply his/her understanding of health care finance/eco-
nomicsto bring about a positive outcome or occurrence
forapatient?’” and“ Did youobservean incident where
a preceptor’s lack of understanding of health care fi-
nance/economics led to a negative outcome or occur-
rence for a patient?’). Affirmative replies were 61%
and 14%, respectively.

Course evaluations, gathered mostly with rating
scales, showedavariety of results. At the Univergty of
Pennsylvania, overall evaluations of the Hedth Care
Systems course were regularly better than “3” (good)
onafive-point scale. However, these courseswere usu-
aly viewed in aless favorable light than more tradi-
tiond courses. When individual sessonswere evalu-
ated, such asthey were a the Universgity of Miami, stu-
dents meanratingssuggestedthat they agreed that the
sessonshad relevanceand wereof highquality. Com-
ments offered by projed directors at several schools
suggest that it may be important to integrate this con-
tent into existing courses rather than trying to cave
out new time. Compared to traditiond medical school
curricula, sudents may view any new content as less
important.

In at least three schools, students  attitudes about
managed care shiftedin apostivedirection over time,
presumably because of increased learning and expo-
sure to a variety of viewpoints. At the Univergty of
Miami, a 14-item atitude survey was developed and
adminigtered in a pre-post design to 150 students. On
two of thethree attitude items with content rdevant to
healthpolicy, therewere sgnificant changesin scores,
suggedting that students' attitudestoward managed care
were more pogtive. In one cohort of students at the
Universty of Pennsylvania, the mean dtitude score,
on afive-point scale on which higher scores signaled
more favorable attitudes, the mean shifted from 2.90
to 3.02 (t=6.04,P<.0001). Similar findings at the Uni-
versity of Minnesota aredescribed in more detail in a
companion article®

Behavioral changes were also noted at the Univer-
sty of Pennsylvania. Several monthsafter sudentswere
taught how and why to do afinancial interview when
taking a higory, 75% included rdevant questions (eg,
insurance status, out-of -podk et expenses) in acompre-
hensve history and physical examination sess on with
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a sandardized patient. However, only eout one third
of this same class of studentsincluded data from a fi-
nancial interview in their patient write-ups. Although
far better thanthe 3% of the historical control, thiswas
less than what the course directors had hoped for.

At the project level, two main data sets were of in-
terest in comparing data across schools. The UME-21
Graduation Questionnaire, a set of 26 attitude and 20
experiential items—each keyed to a UME-21 objec-
tive—provided for observations across and within
schools. A total of three attitude itemsand seven expe-
riential items were relevant to health palicy curricu-
lum objectives. Among the eight partner schoadls, the
percentage of sudents agreeing with the statement
“ Capitated health care contracts someimeslead to in-
appropriaterationing” ranged from 72%to 86%. Within
these schodls, the changes from one year to the next
wererelatively small, ranging from-8%to +3%. Greater
diversty among and within schoolsis apparent in an
example of an experiential item. For example, anong
the eight partner schools, the percentage of students
whoindicaed that they had “identified thetotal cost of
a hospital stay or other care” ranged from 6% to 80%.
Within these schools, the changesfromoneyear to the
next ranged from 0%to 51%.

In the Association of American Medical Colleges
Graduation Questionnaire, the external evaluatorsclas-
sfied itemsinto categoriesmatching thenine UM E-21
objectives. Their analytic approach was to compare
percentages of sudents indicating “adequacy of cur-
ricular time” across schools aswell as pre- and pog-
UME-21% Two itemsin particular matched health
pol icy content: “adequacy of instructional timein cost-
effective medical practice” and “adequacy of instruc-
tiond timein managed care.” For cost-eff ective medi-
cal practice, datafor the 18 UME-21 schools shows a
15% increasein adequacy between 1999 and 2001 (the
first post-UME-21 classfor schools that put ther cur-
ricula in the dinical years) compared with a 9% in-
crease in al other schoodls. The parallel numbers for
the managed careitem are 7% and 0%.

Discusson

Despitethe lack of comprehensive outcome measure-
ments, project reports and follow-up discussions with
key project personnel indicaed that all of the UME-21
schools were enthusiastic about their health policy in-
novations. M oreover, thisextended acrossthe key stake-
holders. Although concermned about wha the rapidly
changing health care environment might meanfor their
caregs, sudentsgenerally valued theinsightsthat these
courses provided about the medical practice environ-
ment. Educational and school leadership appreciated
the resourcesand | egitimacy provided by aneducational
demondration project of thismagnitude, and theinter-
disciplinary project teams developed a callaborative



Section II: Major Lessons Learned inthe Nine
Content Areas of the UME-21 Project

esprit that will serve well in thefuture as Smilar cur-
riculaare developed andintroduced. M anaged care and
community partners were likewise positive about be-
coming integral parts of a previoudy cloistered medi-
cal education processand optimigtic that an undergradu-
ate health policy curriculum would be animportant tool
for shaping the physicians of tomorrow.

Nonetheless, numerous barriers to implementing a
managed care curriculumwere encountered during the
UME-21 project. Managed care hassuch negative con-
notations in the medical community®* that even the
mogt innovative curriculum may struggle to replace
opinionwith fact. Thisis especially so when deding
with health policy, which, by itsvery nature, must in-
clude the recent higtory of managed care Asaresult,
faculty at most schoolssoon learned that their curricu-
lar innovationsshouldavoid focusing on managed care
and ingead adopt more neutral themesthat introduce
the same maeria (Tablel).

A particular advantageof surrogatessuchasmanag-
ing care and clinical decison making is that these
themes areequally at homein both the predinical and
clinical curriculum and provide amalleable context for
introducing diverse health policy content. Providing
clinical context is especially important when deding
with anontraditional, and yet to be ingtitutionalized,
area such as health policy and even more so when us-
ing the predinical curriculum tolay the foundationsof
thefield. Without anappropriate context, eventhe best-
developed and bedt-intentioned health policy content
may not take hald. Forexample, faculty at the Univea-
sty of Pennsylvaniafound it helpful to emphasize the
interdependence of traditional biomedical sciences, the
relativdy new population sciences (epidemiology and
decison science), social science (vaues, preferences,
and utilities), and health care economics and policy in
clinical decision making. Insodai ng, the spotlight was
turned away frommanaged careandinsteadilluminated
acentral element of the care of individual patients as
well as populations.

Many schools found that integrating the new with
the more traditional aspects of the curriculum was an
eff ectiveimplementation strategy. Although not always
possible, it isaso helpful to introduce new, and espe-
cially nontraditional content, during recongtruction of
thetraditional curriculum. Thisstrategy waseffectively
used at the University of Pennsylvania, allowing the
introduction of an extensive health pdlicy curriculum
inthepreclinical years, at theUniversity of Pittsburgh,
allowing theintroduction of hedth policy and carede-
livery content into anew primary careclerkship, andat
the Universty of Californiaat San Frandsco, allowing
the introduction of care delivery content into a new
primary care clerkship.

The organization and sequencing of a curriculum
dealing with hedth care economics, financing, organi-
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zation, and delivery canbest be understoodin termsof
the entire continuum of medical education. Certain
components, perhaps most notably health policy, may
be especially well suited to the undergraduate curricu-
lum during which most elements central to effective
pradice are firgt introduced. Placing health policy in
the preclinical curriculum has at least two potential
advantages. It emphadzes health care economics and
policy as one of the foundations of medical practice
akin to the biomedical and population sciences, and it
providesafoundation for an experiential caredelivery
curriculum during clinical training later in medical
schoaol and residency.

Unfortunately, it also hastwo major disadvantages:
competition from more traditiond material in an a-
ready crowded preclinical curriculum and a potential
lack of clinical context. However, as demondtrated by
the UME-21 project, neither of these barriersisinsur-
mountable. Time congraints are inevitable in any re-
form effort and are perhapsbest handled by integraing
new material into preexisting courses. L ack of clinicd
context is apaotential problem with any material intro-
duced into the preclinical curriculum and is best dedt
with by providing the missing context.

If health pdlicy isto achieve equal status with the
traditional biomedical curriculum, it will do so only if
presented inascholarly, rigorous, and reasonably com-
prehensve fashion. Any new curriculum is expected
to meet these sandards, and health policy should beno
exception. The scope of the curriculum is not so much
aproblemassecuring faculty to teachit. Managed care
organizations, although helpful in critiquing a proposed
health palicy curriculum, have more to contribute &
thecareddivery end of the spectrum, where experien-
tial opportunities and the application of health policy
conceptsarerequired. Inaddition, changesof key pa-
sonnel at managed care partners® sometimesfrustrated
ongoing consultation.

Conclusions

Mounting a scholaly health pdlicy curriculum re-
quiresaninterdi sciplinary faculty, including, at amini-
mum, health care economidgs, expertsin public health,
and medical schodl faculty with interest and expertise
in many and varied fields. Few medical schools by
themselvescan provide such broad expertise, and sup-
port from ather schools and programs (eg, economics,
higtory of science, communications, sysemstheory) is
likely to be critical to the success of any such effort.

Morebroadly,if healthpolicy isto becomeacentral
component of the medical schoal curriculum of the
future, creative approachestofaculty development and
sharing faculty among schoolswill be required. Both
will require careful educaiond policy formulation as
well asnew invesment. Only thenwill theinitial steps
takenby the UM E-21 schoolsin thisimportant areabe
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transformed into a larger and more readily exportable
reality.
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