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In spite of the fact that during the year students spend about 120 days on

the wards in which to learn and practice clinical skills, and only four days

in the community, there was some anxiety expressed that students would be

disadvantaged. (Thistlethwaite, 2000)

Over the past decade, an impressive number of expert panels and professional

organizations have examined the implications of changing health care delivery

systems for the educational mission of academic health centers and health

professional schools (Boelen, 1992; General Medical Council, 1993; Pew Health

Professions Commission 1995, 1998; Council on Graduate Medical Education,

1999). Their analyses of changes in the �nancing and delivery of health care and

health professions education, and concerns about the size, distribution and

quality of the health workforce, have led these panels and organizations to all

call for changes in the competencies needed by health professionals in the next

century and the content and location of teaching and learning.

The Pew Health Professions Commission was the �rst to advance a set of

competencies needed by all health professionals to be effective in the 21st

century (O’Neil, 1991). Today many believe that in addition to being clinically

competent, health professionals also need to embrace a personal ethic of social

responsibility and service; rigorously practice preventive care; integrate popu-

lation-based care and service into practice; improve access to care; and provide

culturally sensitive care (Boelen, 1992; General Medical Council, 1993; Pew
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Health Professions Commission 1995, 1998; Council on Graduate Medical

Education, 1999).

In response, government agencies, private foundations and academic institu-

tions themselves have invested millions of dollars in curricular reform initiatives

in the last decade.
1

These initiatives have led to a number of signi�cant

curricular innovations, including a greater emphasis on teaching and learning in

ambulatory and community-based settings as described by Dr. Thistlethwaite at

Leeds University Medical School (2000).

While the full rami�cations of these reforms are not yet known, there is a

growing evidence base to support the premise that ambulatory and community-

based education has contributed to positive changes in the attitudes, knowledge

and behaviors of health professionals in training and in practice (Irby, 1995;

Seifer, 1997, 1998).

Of concern to Thistlethwaite, and indeed to all those who seek to improve

health professions education, is to achieve institutional support and ultimately

sustainability of the proven reform. Could improvements in the process under-

taken at Leeds have led to greater support for the ambulatory curricular

component among hospital-based faculty? What do we know about the change

process and the sustainability of change that could be helpful to Leeds and other

health professional schools undertaking similar reforms?

Organizational change theory can help us understand how and why health

professional schools resist or embrace innovations (Rogers, 1995). The stage

theory of organizational change asserts that there are several layers within an

organization where change can be in�uenced. In health professions education,

these layers include administrators, faculty, working groups and committees, and

students, among others. Understanding the roles and motivations of individuals

in each of these layers is important in targeting or in�uencing change, as is the

point at which their in�uence may be greatest. For example, within health

professions education, academic administrators may be more important during

the adoption and early implementation of an innovation, while faculty and

curriculum committees may be more instrumental when it comes to institution-

alizing and sustaining the innovation.

Numerous studies of the adoption of curricular innovations suggest

that several factors appear to be critical to faculty support for ambulatory

and community-based health professions education (Kaufman, 1985, 1989;

Waugh & Punch, 1987; Neufeld et al., 1989; Gruppen et al., 1993; Hitchcock

et al., 1993; Swanson & Anderson, 1993a,b; Wilkerson, 1994; Foley et al.,

1996).

1. Curriculum changes must be connected to larger strategic issues faced by the

institution. Thistlethwaite (2000) explains that “the community-based teach-

ing was inserted into an existing curriculum rather than being incorporated as

an integral part of the third year of teaching.” Although this approach is

preferable to designing a new course that is not connected at all to the
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existing curriculum, there might be more support for the innovation if it is

seen as an essential method for addressing de�ciencies in graduates’ compe-

tencies, strengthening the school’s community relations, or any of a number

of other expressed institutional goals. The fact that the author’s institution is

embarking on a major curriculum overhaul presents an important opportunity

to advance community-based education to the extent its goals and outcomes

can be connected to those of the overall curriculum.

2. Faculty must understand the educational philosophy of the new curriculum,

and they must perceive a need for the change. Thistlethwaite reports that “the

head of each �rm was informed about the aims and objectives of the

community attachment … its emphasis … and the process.” Beyond provid-

ing information, curriculum reformers need to engage all stakeholders in the

change process as integral participants. For example, meetings with the heads

of each �rm—individually and as a group—prior to the development of the

community attachment—would have uncovered concerns that could have

been addressed in the curriculum design and evaluation. How familiar are the

hospital-based faculty, for example, with trends in health care delivery and

�nancing or with the evidence base for ambulatory and community-based

education? Presentations at faculty meetings and in “grand rounds” type

forums could inform faculty about experiential learning theory and the

documented outcomes of ambulatory and community-based education.

3. Evaluation of the innovation must gather data that responds to stakeholder

concerns. For example, Thistlethwaite quotes two hospital-based faculty

members who are concerned that community-based education will “dilute”

the students’ exposure to pathology, and undermine their acquisition of

clinical exam skills. If these are concerns shared by other faculty members,

they could have been directly addressed by having students maintain logs of

the patient problems they observed, and by comparing the clinical exam skills

of students who participated in the community attachment with those who did

not.

4. Faculty must be provided with ongoing support for making the change. For

example, faculty development through workshops, individual consultation

and opportunities to test and apply their new knowledge is a critical

component of the change process. Providing opportunities for community-

based and hospital-based faculty to interact and learn together might help to

overcome the suspicions and negative views each has of the other.

5. The institution’s corresponding faculty reward system needs to support the

intended change. The development of supportive faculty roles and rewards

policies, processes and structures is largely lacking in health professional

schools. Many institutions that have initiated innovations in health profes-

sions education risk having them remain isolated and marginal efforts unless

they tackle the complex and political issues of how scholarship is de�ned and

how faculty are recruited, prepared and rewarded. There is a profound

disconnection between the demand for change within health professions
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education and the usual faculty roles and reward system. This system

typically places a premium on generating research grants that pay the

institution’s overhead (indirect costs), and de�nes as the gold standard of

faculty accomplishment the publication in peer-reviewed journals of �ndings

from biomedical research and randomized controlled clinical trials. Even in

institutions that are considered leaders in the innovations described above,

faculty often realize that they have made career sacri�ces. They discover a

disconnection between the institution’s publicly stated mission and priorities,

and those that are actually rewarded.

Thistlethwaite and her colleagues at Leeds should be commended for taking

some important initial steps toward the curriculum changes that will be needed

to effectively prepare their graduates for practice in the 21st century. Fortu-

nately, others have forged that path and have published their experiences and

“lessons learned.” The greatest challenge for all of us lies ahead in attending to

the process of fully implementing and institutionalizing these changes.

Notes

1. In the United States alone, these include: Bridges to Healthy Communities, funded

by the Centers for Disease Control and Prevention; Community Partnerships for
Graduate Medical and Nursing Education, funded by the WK Kellogg Foundation;

Community Partnerships in Health Professions Education, funded by the WK
Kellogg Foundation; Community-Based Public Health Initiative, funded by the WK

Kellogg Foundation; Generalist Physician Initiative, funded by the Robert Wood

Johnson Foundation; Partnerships for Quality Education funded by the Robert Wood
Johnson Foundation and The Pew Charitable Trusts; Geriatric Interdisciplinary

Training Project, funded by the Hartford Foundation; Health of the Public Project,

funded by the Robert Wood Johnson Foundation and The Pew Charitable Trusts;
Health Professions Schools in Service to the Nation Program, funded by the

Corporation for National Service and The Pew Charitable Trusts; Interdisciplinary

Generalist Curriculum Project, funded by the Health Resources and Services Admin-
istration; Partnerships for Training, funded by the Robert Wood Johnson Foundation;

and Undergraduate Medical Education for the 21st Century, funded by the Health

Resources and Services Administration.
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