Task PSYCHIATRIC EDUCATION
Forca AND THE PRIMARY PHYSICIAN

Reports

This is the second report in a new monograph series authorized A Report of the Committee on Psychiatry and Medical Practice of
by the Board of Trustees of the American Psychiatric Associa- the American Psychiatric Association

tion to give wider dissemination to the findings of the Associa-

tion's many commissions, committees, and task forces that are Prepared by Robert ]. Campbell, M.D,

called upon from time to time to evaluate the state of the art
in a problem area of current concern to the profession, to related
disciplines, and often to the public.

Manifestly, the findings, opinions, and conclusions of Task
Force Reports do not necessarily represent the views of the
officers, trustees, or all members of the Association. Each report,
however, does represent the thoughtful judgment and consen-
sus of the task force of experts who formulated it and it is
considered by the Trustees a useful and substantive contribu- Recommended for publication by the Council on Medical Education
tion to the ongoing analysis and evaluation of problems, pro- and Career Development, American Psychiatric Association
grams, issues, and practices in a given area of concern.

Associate Director of Psychiatry
St. Vincent's Hospital, New York City
Committee Member, 1966-1969

Bernard Holland, M.D., Chairman

Robert 5. Garber, M.D. M. Ralph Kaufman, M.D.
President, APA, 1970-1971 3 Raymond Feldman, M.D.
Chester M. Pierce, M.D.
September 1970 Joseph T. English, M.D.

James L. Curtis, M.D. (Consultant)

Approved for publication by the Board of Trustees
March 1970

American Psychiatric Association
1700 Eighteenth Street, N.W.
Washington, D.C. 20008

Library of Congress Catalogue Card No. 74-136157
Copyright 1970 by the American Psychiatric Association




COMMITTEE ON PSYCHIATRY AND MEDICAL PRACTICE
American Psychiatric Association

This Committee, created in 1956 as a liaison committee with the Academy
of General Practice, assumed its present role and title in 1963. This report
is based largely on the proceedings of seven "Colloguia for Postgraduate
Teaching of Psychiatry” conducted under the Committee's auspices over
these years. The names of all members of the Committee since 1956 follow.

Robert A, Matthews, M.D.
(Chairman 1956-1961)

Phineas J. Sparer, M.D., 1956-1963

Morris Herman, M.D., 1956-1957

Merritt W. Foster, Jr., M.D.,
1956-1959

Frank H. Luton, M.D., 1956-19858

Charles Goshen, M.D., 1957-1959

Seymour Pollack, M.D., 1958-1961

John Adams, M.D., 1958-1961

Sydney E. Pulver, M.D., 1964-1967
Morton L. Enelow, M.D., 1965-1968
Frank Kiesler, M.D., 1965-1968
Robert ]. Campbell, M.D., 1966-1989
William F. Sheeley, M.D., 1966-1969
Nicholas E. Stratas, M.D., 1966-1968
(Chairman 1969-1870)
Rex Pittenger, M.D,, 1967-1970
Richard S. Iverson, M.D., 1968-1969
Richard M. Steinhilber, M.D.,

Sullivan Gale Bedell, M.D., 1968-1969
1959-1962 ]acob Swartz, M.D,, 1968-1970
Jesse O. Arnold, M.D., 1959-1962 (Chairman 1970-1971)
Philip Solomon, M.D, William C. Ruffin, Jr., M.D.,
(Chairman 1961-1968) 1969-1971

John Novak, M.D., 1961-1964 James R. Hodge, M.D., 1969-1971
Werner Mendel, M.D., 1961-1966 Herbert B. Fowler, M.D., 1969-1971
Peter F. Regan, III, M.D., 1962-1965  Joseph C. Kepecs, M.D., 1969-1971
Roy Menninger, M.D., 1962-1965 Carroll M. Brodsky, M.D., 1970-1971
Leonard Cammer, M.D., 1963-1986 Wilfred Dorfman, M.D., 1970-1971

Ex-Officio
Howard M. Kern, Jr., M.D.
Director, Physician Education Project
American Psychiatric Association

The Committee expresses its gratitude to the Smith, Kline and French Labora-
tories of Philadelphia for generous assistance in making publication possible.

TABLE OF CONTENTS

PREFACE  wisasnisnseviiseessn il ie oia sie sy v:6 026 436 41800 Seereenees eV
by Howard M. Kern, Jr., M.D, Director, Physician Education
Project, American Psychiatric Association

INTRODUCTION . 0050 o5 v s saibaie e i s vt o5 s oz oa soiams i vii
GIOALS . s vvaienerversminiionon pe ve s acs e sie e acn ace ace bis s0n oi8 178 §o 00754 S 1
CUrent GOBIE «ouivn o o st i v siine b wiaise 505 o35 556 630 ¥50 K6 scwmareee 1
Achievement Goals .........cviiimimurimnnnereeraairinns 1
PROGRAM PARTICIPANTS ..ccvvvvvimsssnssnnn e omoeamens s 3
Types of Physician Participants ..............c.ocvivneannin, 3
Timing of Program ........ccoevemuivonnnnenncnarsnnsesnnnne, 4
ReCIrUItMEnt ....vovvenrnnnsnnrserensvannaansaananeinannsis 5
TRAINING PROGRAMS — COURSE CONTENT .......ccoveninnnn 6
University of Kentucky Program ............cooiiivieiiernnns 6
Mt. Sinai Program .. .....c.oveeaeaassveresssosssssnsssees noes 7
DHBCUBBION o v0 o0 o 65 siv e w6 e e ST S 0 B H i a8 W BT o w0 8
Core Content of Family Medicine .........ocooiiiiiiieiaennn g
TRAINING PROGRAMS — EDUCATIONAL PRINCIPLES .......... 11
TRAINING PROGRAMS — FORMAT ...........coiviiinrnerrones 13
Specific Educational Technigques ...........coiviiiiiinuenans 13
Role of Primary and Family Physician ........................ 15
Education of the Psychiatrist .............coviviiiiiiiinann 16
LOCATION AND SETTING ....ccvvvvvrvsannnnsannssnsas an i W 17
FACHETY . o vs an m oo vie e s @ Sesmmas@me Selie sl ol wes owey % &5 6 18
COMMUNICATION AND COLLABORATION .......ccoiivnunannn 19
Teacher-Student Relationship ........coovviiiiiiinnniaann, 19
Rale of the Paychiatrist ... i iivs iveieismivais o s ow sve 20
Difficulties in Group Communication ........ccoveeuvveeannn.. 21
The Balint Approach (Teacher-Student Relationship) .......... 23
FINABCES  oivassine s s 5 o i 6o e an & 66 6 W W0 @0 58 Ge T » 27
EVALTATEORE ruiyass i v s e s @ muies i 6 o L essssas 55 o v 29
Evaluation Methods ........cooviniiiiiinnnrnnnnereiinnn,s 30
Adler and Enelow Studies . .c..coviviiiiis vovessvr mnaseniaiens 30
WICHE STIAY « 2o vvvnnnnennnnemsnssonssssssesssssssrsnses 31
SRUHLOn: PEOJBGE « v v vvnvivivvnecsssmmmmees s v as 5o e e 82

Miscellaneous Evaluation Methods ...........coviiiiiiannnnn, 33

iii



COMMITTEE ON PSYCHIATRY AND MEDICAL PRACTICE ...... 34

STATE MENTAL HEALTH STEERING COMMITTEES ............ 37
GOBIE  <ova s mainaiie sre iie wisjossaela s e e s i1 o6 Eainre oma nse beluite s sk esce 38
Functions of APA Committeeman .........ccevveeeeerisisannes 38

OUTLINE OF STEPWISE PROGRAM DEVELOPMENT ............ 40

SUMMARY ... ss i vsess v 65 o8 ohsanuivaianiesess/sses b i svios 44

APPENDICES. ...oueeroeonenssossesnsassnnnessssssstssssnns s 45
Appendix A: Excerpts from Report of a Survey of the .......... 45

Colorado Medical Society
Appendix B: Guide for Program Planning and Grant ........... 52

Project Proposals, NIMH

Appendix C: Consideration of Priorities for NIMH Continuing .. 54
Education Grants Programs

Appendix D: Guidelines for Evaluation of Continuing .......... 57
Education Programs in Mental Health,
by Thomas G. Webster, M.D.

Appendix E: Some Sources of Consultation and Information .... 72

Appendix F: Useful References ...........cooovviiiiiiiiin, 73

PREFACE

In the midst of her struggles to educate Mongkut, the King of Siam,
and his many wives and numerous children, Anna Leonowens paused
to evaluate her program. She concluded that if nothing else she had
become an expert on the subject she liked most. Furthermore, she re-
flected with some pleasure that the process of “getting to know you”
had in itself been worthwhile. As with any good modern systems-
oriented educator, her evaluation included historical perspective and
an examination of the process involved: "It's a very ancient saying,
but a true and honest thought, that if you become a teacher, by your
pupils you'll be taught” (1).

In the following chapters the reader will find a distillate of much
of what has been learned by numerous psychiatric educators, re-
searchers, practitioners, administrators, and bureaucrats. In the pro-
cess of helping physicians incorporate principles of psychiatry into
their medical practice, “getting to know you" is stressed as a basic
principle. These psychiatrist educators invariably remark upon how
much their pupils have taught them and upon their respect and at
times wonderment at the amount of service rendered by the phy-
sician in solo medical practice.

This growing respect is perhaps evidenced by the “teachers’ "
increasing dissatisfaction with the labels they have used for their
“students.” The students have been referred to in a number of ways
beginning with the condescending *‘non-psychiatric physician™ to the
more accurate but still negative “non-psychiatrist physician” to the
more recent but still clumsy "“physicians other than psychiatrists.”

In searching for a properly descriptive title for the physicians
participating in our continuing education efforts, we have chosen the
term “primary physician.” The term “primary” expresses something
about the actual situation of the physicians in these programs and ex-
presses an expectation on the part of the patients, the student phy-
sicians, and the teaching psychiatrists, Usually these physicians
are the most important medical persons to patients and their families
and are primary in that they are the physicians consulted for general
medical care. They are also primary because they are usually the
physicians of first contact. Finally, they are primary in the sense of
the word as used by the Millis Commission (2). Millis' primary phy-



sician retains continuing and comprehensive responsibility for pa-
tients and their families and arranges for specialized care when
necessary. Participation in continuing education in psychiatry is
evidence that the physician desires to broaden his understanding
and make more comprehensive his style of medical practice.

Howard M. Kern, Jr., M.D.
Director, Physician Education Project
American Psychiatric Association
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INTRODUCTION

What follows is intended as a guide for those interested in planning
programs of continuing education in psychiatry — to orient them to
the general goals of the field, to summarize and review achievements
to date, to identify issues that continue to be vexing problems, to
describe specific methods and programs that have developed, and to
indicate possible directions for future activities.

Most of the guide has been culled from the published proceed-
ings of the seven APA Colloquia for Postgraduate Teaching of Psy-
chiatry. Collateral sources of information include the minutes of
Committee meetings, Proceedings of the Regional Workshops on
Mental Health sponsored by the American Academy of General
Practice, the Psychiatry and Medical Practice Bulletin published by
the APA, and the Mental Health Bulletin published by the AAGP.

Because much of what is presented is a result of trial-and-error
learning in a relatively uncharted field, there are few points that have
been made by only one contributor at only one time during the years
of the Committee’s existence. In view of this, with few exceptions,
no attempt has been made to identify discrete sources of information
or to trace the often painful evolution of inchoate hypothesis into
established and acceptable technique. Rather, the guide is to be
viewed as a cross-sectional survey of the current status of post-
graduate training in psychiatry.



GOALS

Among the difficulties in preparing this summary and guide, two have
been paramount. One is the lack of a specified goal on which col-
loquia participants, training faculty, and students have agreed. Some
training programs, for example, seemed to have as their only dis-
cernible purpose the running of a course. A second difficulty is the
lack of agreement on what constitutes a satisfactory body of knowl-
edge in psychiatry for other physicians.

Recent committee meetings have, in fact, focused on the former
difficulty, and it is appropriate to formulate a tentative statement of
our current goals, recognizing that goals and purposes require peri-
odic modification and redefinition.

Current Goals

Current goals include that the physician will understand and be sensi-
tive to the emotional needs of the patient, his family, and the (other)
biosocial systems within which he functions; that the physician will
develop skills to meet those needs and thereby foster emotional
growth and mental health in his patient; and that the physician will
utilize collateral resources appropriate to those ends,

While these goals may not have been explicitly stated in the
past, most of the work of the Committee may be understood in terms
of specific achievement tasks derived from the goal and as attempts
to bridge the gap between what is and what ought to be.

Achievement Goals

Relatively little attention has been given to defining concretely and
quantitatively the nature of the present condition that is presumed to
need improvement; perhaps because of this, most attempts to meas-
ure change and to evaluate results of training programs have been far
from satisfactory. Nonetheless, it has been generally assumed that
the primary physician fails to take adequate account of his patients’
emotional needs and/or lacks the skills to meet those needs. And
when achievement goals have been specified, they have ordinarily
been based upon those assumptions. Among such stated goals are the
following:
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1. Give the physician enough understanding of himself so that
he can recognize the emotional problems of his patients, especially
insofar as they constitute a barrier or hindrance to his therapeutic
approach.

2. Make the physician aware that his problems in medical prac-
tice may reflect the kind of relationship that has been established
with the patient, which depends as much on the personality of the
physician as on the emotional needs of the patient.

3. Teach the physician ways of handling patients that are con-
sonant with his own personality and style of practice.

4, Promote patient-centered treatment as distinguished from
only a frontal attack upon disease per se.

5. Teach the physician how to listen to patients, to recognize
and to deal with emotional factors (psychotherapy, drugs, etc), to
make proper referrals at the right time and to the right person, and to
make optimal use of community resources.

6. Prevent the physician from becoming overinvolved and/or
overwhelmed by unexpected or resistant behavior by his patients.

7. Improve communication between psychiatrists and other
physicians.

8. Teach the physician to make personality diagnosis.

9, Teach interviewing techniques so that the physician will
recognize dynamic, interpersonal factors and will understand both
content and interaction in his relationship to his patients.

10. Help the physician to set realistic goals and thus use his
time with patients more efficiently.

11. Help the physician to understand the meaning of his usual
approach by recognizing, utilizing, and fostering development of his
strengths and skills.

12. Help each physician to recognize his particular style and
the patients to whom it is best suited and to learn how to modify or
adapt his style to meet some of the needs of the patient to whom it
is not suited.

13. Teach the primary physician to recognize and treat minor
disturbances and to diagnose and refer patients with major psy-
chiatric illnesses.

14. Improve the art of medical practice by giving the physician
knowledge of learning theory and the behavioral sciences so that he
can observe and understand people as a whole.

15. Help the physician to develop a personal and continuing in-
terest in his patient, to combine curative with preventive services,
and to broaden his care to include the biosocial unit of which the pa-
tient is a part.

PROGRAM PARTICIPANTS

If it be g}‘anted that needs exist for the kinds of programs implied by
the previously s‘ta.ted goals, then among the questions to be answered
are: What physicians, if any, are in particular need of such training,

and at what point should they be engaged in such a learning ex-
perience?

Types of Physician Participants

Some aver that all physicians need such training, bu i -
gests that the number of physicians who can be ixeanti:}g?:lll‘;e:z::fd
in any kind of course will always fall far short of the total. In fact
one Of. th.e few consistent findings of programs reported to date ie;
thfat within any medical community, the number of physicians who
will actually become involved in courses in psychiatry will be about
10 percegt of the total. It has been estimated that the usual medical
community consists of 10 to 20 percent who have no interest in post-
graduate medical programs, who will maintain an active resistance to
such programs, and who may have good reason to avoid psychologi-
cally gnented courses in any event; 50 percent who have little in-
teres& in psyc!n'atry bt}t can be approached; 20 to 30 percent who have
:falainetg::stte. interest in psychiatry; and 10 percent who have a spe-
Such estimates are in accord with the findings of a f
flistinguished by their high involvement of physigcians wei‘t;i?:zg:;::ﬁ
ified area; even when special efforts are made to involve partici-
pants in planning the program and to limit case material to their own

patients, there remain about 20 percent of the total physici
s
do not become involved. R

To date, approximately 11,000 physicians have been enrolled in
N[MI.{-.sponsored programs; 65 percent of these have been general
practitioners, 15 percent internists, 10 percent pediatricians, and 10
percent other specialists. Median age of students is 46 years: 14 per-
cent are under 35, 63 percent are between 35 and 55, and 23l percent
are over 55. About 10 to 20 percent of those taking courses are “re-
peaters,” and it has been of some concern that ongoing programs
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may be reaching only those with preexisting special interest and/or
that portion of the medical community that is least in need of the
kind of training being offered.

Timing of Program

Even among those involved in training programs, there is diversity of
opinion as to what stage of the physician's professional life produces
the greatest need for further training in emotional aspects of medical
practice and at what stage he is most susceptible to such training.
Some believe that physicians in practice are more ready for psychiat-
ric training than they were during medical school. They feel more
secure in their mastery of purely biological problems, they have
learned through practice that most problems have an emotional com-
ponent and that the doctor-patient relationship is a powerful diag-
nostic and therapeutic tool, and they are more interested in psycho-
social developmental processes because of personal experiences
within their own families.

Others, however, have the opposite view; they believe that the
medical practitioner, consumed with social, professional, and eco-
nomic pressures, is not likely to alter his habits of practice and par-
ticularly not when a training program is interjected in homeopathic
doses of one night a week into a busy schedule. Still another view-
point emphasizes the interaction of the physician’s own emotional
needs with the patients he sees in his practice; the kind of person he
is largely determines his reaction to psychological components of his
patients’ conditions, whether this be outright avoidance, diagnosing
“virus" whenever the patient evidences depressive symptoms, reject-
ing the person with strong emotional concomitants, “overgiving” and
overinvolvement, or premature closing of the treatment process by
insertion of a medication, inappropriate environmental manipulation,
or unnecessary referral.

Whatever the viewpoint of the various program directors might
have been, the physicians who have enrolled in the programs have
generally been physicians in practice. As indicated earlier, more than
half have been general practitioners. Some of the physicians appear
to have enrolled because of their own emotional problems, as part
of an attempt to seek therapy for themselves. (It is believed that this
group contributes heavily to early “dropouts” in training programs.)
But the majority, whether general practitioners or specialists, partici-
pate in a program because they are conscious of disappointments,
failures, or mistakes in their practices and because they recognize the
need for more understanding of emotional factors if they are success-
fully to treat, manage, and refer the patients they see.

PSYCHIATRIC EDUCATION AND THE PRIMARY PHYSICIAN

' There have been few attempts to establish criteria for the selec-
tion of program participants, one thought being that those most likely
to be winnowed out in any selection process might be the very phy-
sicians who are most in need of help. At the same time, however, be-
cause little attention has been paid to establishing the needs and
lacks of any potential ‘student’ population, it seems questionable to
assume that participants who are largely self-selected represent a
majority of those who need the help existing programs have been
able to offer. The apathetic, uninterested, uninvolved physicians who
do not enroll in programs continue to be a source of major concern
to the Committee, particularly since they seem to comprise as much
as 90 percent of the medical community in many areas.

Recruitment

Recruitment of participants is not only a matter of publishing an an-
nouncement that a course will be offered — quite the contrary. Elab-
orate preparations are essential to the success of any program — the
core curriculum must be set, the faculty selected, the teaching format
chosen, funding obtained, and the site of the program must be fixed.
At least as important as any of the foregoing is gaining grass-roots
support — the sponsorship, support, and effective collaboration of
appropriate local organizations, be they professional groups [APA
district branch, state hospital, state or local mental health authority,
medical school, county medical society, local hospitals, Academy of
General Practice, American College of Physicians) or nonprofessional
organizations [mental health association, lay boards of hospitals,
Junior League, Chamber of Commerce). Only then can one begin to
appeal directly to the potential participants — ideally, by personal
contact or a personalized letter, followed by descriptions of the pro-
gram and faculty and by orientation seminars or other illustrations
to demonstrate the value of training.

The majority of postgraduate programs have been directed to
the generalist or the family practitioner, but obviously this is not
essential. A few programs have been designed for physicians from
particular specialties; one program, for example, has focused on pe-
diatricians and has set as one of its goals the detection of families
with a high risk for psychosocial disorders.



TRAINING PROGRAMS —
COURSE CONTENT

Course content will obviously vary from program to program, de-
pending upon the perceived needs of the students (if these have been
assessed), the implicit as well as the explicit aims of the program, the
availability of faculty, location of the course, type of program format,
and the range of case material available for demonstration. Almost
every conceivable combination of contents and format has been used
at one time or another, ranging from formal lectures on drug dosage
and organic aspects of psychiatry to continuing long-term super-
vision of cases carried in psychoanalytically oriented psychotherapy
by primary physicians. It is common practice for programs to develop
in phases, from basic to intermediate to advanced courses, for in-
stance, and/or to have several programs at different levels proceed
concurrently.

In one program the basic course focused on interpersonal rela-
tionships, the attitudes of the doctor toward his patient, and his
awareness of patients’ emotional reactions. The intermediate program
was developed as a “how to” course on selected psychiatric topics,
covering early signs and symptoms of psychosis, psychiatric emer-
gencies, specific problems such as alcoholism, children’s problems,
marital discord, questions of the treatment of hospitalized patients in
general hospitals, geriatric problems, psychopharmacologic agents,
suicide, hypochondriasis, and mental retardation. The advanced pro-
gram consisted of formal instruction and supervised training in psy-
chotherapy (which may be limited to individual therapy or also in-
clude training in joint, family, or group therapy).

University of Kentucky Program

Another program, aimed specifically at the middle 50 percent of phy-
sicians already described as having little interest but approachable
(distinguished from the 10 to 30 percent with adequate or special in-
terest), was organized as follows (reported in the Second Colloquium
by Beverley T. Mead, M.D., Department of Psychiatry, University of
Kentucky):

PSYCHIATRIC EDUCATION AND THE PRIMARY PHYSICIAN

1. Meetings were held no more often than once per month
(rather than the usual once per week).

2. The instructors went to the physicians (rather than asking
them to come to the university).

3. The first session was a brief (30 to 40 minutes), get-acquainted
session during which the psychiatrist attempted to sell himself and
his subject; time was allowed for discussion and establishment of a
pattern for subsequent meetings.

4. The second session consisted of a review of psychotropic
medications as an attempt to present psychiatry in its most tangible,
acceptable, and practical aspects.

5. In the third session the general topic of psychotherapy was
introduced in a concrete and understandable way as follows:

Thus the indications for and selection of treatment methods
were described as being based on the evaluation of (a) the kind
and quantity of stress presented by the environment; (b) the
unique drives or needs of the patient; and (c) the type of de-
fenses the patient uses to deal with his environment. Environ-
mental adjustments will help many patients, and since these are
easy and dramatic they should be given first consideration. If
that is not feasible, merely directing the patient's attention to
more constructive defenses may be enough (as A.A. does with
alcoholics). If personality alteration is required, limited un-
covering techniques may be tried, or the patient may be referred
to a psychiatrist. Finally, it must be recognized that the patient's
adjustment may be the best possible, or even the only one pos-
sible, under the circumstances, in which case a simple suppor-
tive program with limited goals is indicated.

6. Later sessions were not as ordered, but often included the fol-
lowing (as well as whatever the participants felt they needed or had
special interest in): management of the chronic neurotic, depression,
the anxious and hysterical patient, geriatric problems, children, sex
and marriage, and alcoholism.

7. For interested participants a second series of case-oriented
seminars was offered, or each subject seminar was followed by an
extra hour of case discussions.

Mt. Sinai Program

Another program (Mt. Sinai Hospital, New York City) is given every
Wednesday and Saturday, from 9:00 a.m. to 1:00 p.m., for a nine-
month period, to a group of six to eight students. The first three ses-
sions consist of orientation lectures about the physician-patient
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relationship, history-laking and the initial interview, and .how tc! pick
up cues given by the patient. The lectures are followet.i 1mmed1atel.y
by interview practice sessions on patients from the mechcfll and surgi-
cal wards of the hospital. In subsequent sessions, the eight hmu:a a
week are divided as follows: three 45-minute interviews with clinic
patients; one 45-minute session of individual supervisiou;- one 45-
minute session for dictating; and 90-minute case presentations that
involve discussion by the entire group (including social workers,
logists, etc.).

psyct:tefl in the cc}urse. the 90-minute period may also include formal
lectures by liaison psychiatrists from different departments of the
hospital. Several of the conferences are devoted to fm:mal presenta-
tions by the psychologist on testing. Students are .usmgn_ed patients
for supportive psychotherapy — the first patient mmedmte.ly after
the orientation sessions, the second two weeks later, and a third after
another two weeks. Instruction in nosology and dynamics is centered
around clinical case material so that the student can experience for
himself “how it's done.” During the first three years in which the
program was offered, formal lectures were reduced from a total of 25
to 14. Within these lectures, the time given to psychopharmacology
tripled, the interview technique demonstrations doubled, and two en-
tire mornings were devoted to hypnosis.

Discussion

In general, courses considered the most successful are :LhPse in which
theoretical instruction and presentation of a body of clinical mforn:_la-
tion are combined with training in the very techniques that the in-
structors talk about in orientation sessions. But even though courses
that are limited to lectures and case discussions may fall short uf‘ the
ideal, there are nonetheless specific topics and various situations
where such courses provide the most appropriate and most practical
approach. _ . -

In medical communities with a low level of initial interest in psy-
chiatry, for example, and particularly when there is nnmmal supp-ort
from the medical leadership, short lecture courses or small discussion
groups designed to impart “useful information™ may be the best
starting point. Such informational courses usually mc.:luda any or.all
of the following content: management of psychiatric emergencies,
phenomenology of frequently encountered disorders (sexual prob-
lems, behavior disorders, problems of adolescence, alcoholism, mari-
tal problems, mental retardation, drug abuse, il.woluﬁonal psychoss.zs.
geriatric problems), use of psychopharmacologic agents, use of social

PSYCHIATRIC EDUCATION AND THE PRIMARY PHYSICIAN

and psychiatric resources in the community, and theoretical concepts
or basic science background to be used as a framework within which
to place more practical information.

At least in some instances, such courses have appeared to break
down barriers in communication between psychiatrists and other
physicians and have fostered participation in later courses that were
broader and more intensive in scope and design.

The number of sessions planned for a course will similarly vary.
While most educators agree that a 30-session course is better than a
ten-session course, which in turn is better than a one-weekend, two-
day course, the shortest course may nonetheless be the most appro-
priate when one is introducing the whole notion of postgraduate psy-
chiatric education to a rather cool audience. In contrast, when
interest in a course is high and is distributed among a wide variety
of groups, the course should allow for maximal exposure and inten-
sive case study. The majority of programs surveyed to date have
consisted of 10 to 20 sessions of two to three hours in length; less
than one-quarter have offered more (24 to 50 sessions) and less than
one-quarter have offered fewer than 10 sessions.

Core Content of Family Medicine

As already noted, there is no consensus as to what constitutes a satis-
factory body of knowledge in psychiatry for physicians other than
psychiatrists. The Core Content of Family Medicine (as of November
1966, prepared by the Committee on Requirements for Certification, a
joint committee with representatives from the AAGP and the AMA
Section on General Practice) includes the following areas relevant to
psychiatry:

L Clinical aspects. Within this category are: 1) doctor-patient re-
lationships, which covers such points as types of doctor-patient re-
lationships (activity-passivity, guidance-cooperation, and mutual
participation); role of illness in society (patient expectations and
physician expectations); patient characteristics of all age groups:
prenatal, infancy, preschool, school adolescent, young adulthood,
middle age, older age, and the dying (physical, cultural, and psycho-
logical); continuing care; physician participation; interview tech-
nique and setting, self-knowledge, technical skills, and attributes
(consideration, compassion, interest, acceptance, empathy, responsi-
bility, and flexibility).

Also included under clinical aspects are: 2) preventive medicine,
covering health education; normal growth and development; environ-
mental influence; crisis information; and community relations; 3)
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diagnosis, including history; recognition of normal, early de‘tec:tlon
and recognition of deviations; 4) treatment and manageme.nt, includ-
ing physical, mental, and environmental illnesses;.chmmc and .de-
bilitating illnesses; emergency care; family counseling; and terrmfml
care; 5) techniques in diagnosis, therapy, and management, covering
such fields as psychiatry and psychology, pharmacology, prc.evenhve
medicine, and behavioral sciences; 6) rehabilitation, including con-
valescent care and family adjustment; and 7) consultation and re-
ferrals. .

II. Sociological aspects. Within this category are: 1) family aFd
community, including sociology and the family group and related in-
stitutions; psychology of the person and group; ecology of the home
and community; and religious beliefs, practices, and creeds; 2) com-
munity resources; and 3) allied and paramedical personnel. -

Since both content and format of any training program wx]:l be
dictated by the goals of the course and since these will be derwe‘d
from an assessment of the participants’ felt needs as well as their
needs as perceived [or assumed) by the faculty, there can clearly be
no hard and fast check-list for inclusion in the core curriculum. As
long as the program is designed in such a way as t? allow for lI.IIOdi-
fication of its content in accordance with the desires of.b.oth stl..l-
dents” and faculty, no weighty problems need be anticipated in
this area. The fact that more has been written about course content
than any other aspect of program planning puints‘ more to the ease
with which lists can be drawn up than to their importance to the
overall success of a training program.

TRAINING PROGRAMS —
EDUCATIONAL PRINCIPLES

In the Third Colloguium (1964), some principles of educational plan-
ning, teaching, and learning were outlined by Stephen Abrahamson,
Ph.D., Director of the Division of Research in Medical Education,
University of Southern California School of Medicine. Those princi-
ples are helpful both in assessing ongoing courses and in planning
new educational programs.

Principles of educational planning include the following:

1. Start where the learner is — not where he already has dem-
onstrated competence and not so far beyond his usual range of opera-
tions that the program has no meaning for him.

2. Begin with the learner's felt needs. Sound out what the stu-
dents want and decide how psychiatry can best give it. (In one survey
of physicians, reported in the Second Colloquium, only six percent
were interested in referral problems and only seven percent in hos-
pitalized psychiatric patients. But 66 percent were interested in psy-
chopharmacological agents and 60 percent in diagnosis. Physicians
also expressed a need for more specific information on patients from
psychiatric hospitals who are referred back to them for aftercare.)

3. Proceed from the learner's felt needs to other needs that he
has not recognized or thought about; included here would be ways to
meet his perceived needs that might be different from the ways he
believes they could be met. Many physicians, for example, indicate
initially that they would like a “how to" course, with many practical
aids. But a program limited to such methods tends to develop a pro-
motional approach that ultimately palls on the participant because of
its superficiality and concreteness.

4. Involve the learner in planning the program. (A corollary of
this principle is that the planner will give consideration to what may
be wrong with the way he wants to implement his teaching goals.)

5. Promote involvement in the total learning experience and ac-
tive participation in the program. To be effective, teaching must be a
therapeutic learning experience, not merely an academic exercise.

Principles of teaching are as follows:

1. Effective teaching is based on principles of learning, and
every teacher should know something about the learning process,
how learning takes place, and what helps or hinders learning.

11
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2. Teaching behavior is influenced by the nature of the learner,
and the teacher should know something about his learners: what
they are like, what helps them, what they are interested in, and what
they want to do.

3. Teaching behavior is influenced by the objectives of the
teacher, who should know his goals and be fairly specific about what
he wants to accomplish.

Principles of learning include the following:

1. Rates of learning are not uniform; because the teacher does
not know which students learn best or in what ways, he should use
a variety of techniques so as to reach a large number.

2. Learning depends on motivation; the teacher should make
every attempt to find the interests and understand the motives of his
students and begin his work from there.

3. Learning is more effective when there is feedback to the
student on how he is doing; such feedback should be given as fre-
quently and as soon after the learning situation as possible.

A careful statement of educational objectives will give direction
to the choice of course content, the techniques of instruction to be
used, and methods of evaluation that are appropriate. A stated ob-
jective should be understandable, phrased in explicit behavioral
terms, based on the needs of the learner, socially desirable, achieva- *
ble, and measurable. Educational objectives may, for example, be
stated as follows:

1. To help students acquire knowledge of . . . Appropriate tech-
niques in this instance include lectures, demonstrations, etc.; ma-
terials include printed matter, films, programmed instruction, etc.;
the best method of evaluation is the written examination.

2. To help students gain an understanding of . . . Such an ob-
jective requires the use of discussions and/or question-and-answer
sessions in addition to presentation techniques; the most appropri-
ate measure of progress is an essay test.

3. To help students achieve skills in . . . In this case the learner
must participate in laboratory sessions, drills, etc., under the super-
vision of the instructor; the materials used should be as close to the
reality situation as possible; the most appropriate measure is observ-
ance and rating of performance.

4. To help students develop attitudes of . . . Implementation
here is similar to that outlined in part 3, except that the learning
experience must generally continue over a more extended period,
process and interaction within the reality situation are at least as
important as content, and assessment of attitudinal change is much
more difficult than measurement of the acquisition of skills.

TRAINING PROGRAMS —
FORMAT

In !.il}e V\rith the previous discussion, course format in postgraduate
training in psychiatry (and probably in the rest of medical education
as well) can be divided as follows: the informational course; the case
conference, using a living patient; the seminar, which may or may not
be oriented around clinical material; and a continuing, supervised
clinical experience. i

In general. program directors agree that the most suitable ap-
pf'uach in postgraduate training in psychiatry is the small-group case
_dxscuss;lon in a dynamic setting that provides an arena for group
ufteracuon and better communication, to focus on resistances that
hinder physicians’ work with their patients and to resolve anxieties
generated by specific cases. Nonetheless, certain types of material
lend themselves best to an informational course, and brief, didactic
pre'sa?ntations may be desirable as a way to introduce the idea of a
training program and to define its objectives. Furthermore, informa-
tional lectures may be the only effective method of generating in-
teres‘t and cooperation among physicians who are antagonistic to or
suspicious of psychiatrists as a breed apart from the mainstream of
medicine.

. It is important, too, to select the teaching format that is best
suxte-d to the abilities, interests, and desires of the faculty, since any
flagging in their enthusiasm for the program is likely to spell disaster
for the course. It has generally been found that no matter what the
extent of'advemce preparation, the first course given leaves much
room for improvement. Built into every program, therefore, must be
the opportunity for restructuring its content and format to meet the
needs of the participants.

Both in deciding on the content of the program and in choosing
the format of the course, it is wise to find out what previous experi-
ence the community has had with postgraduate courses and whether
any other similar programs are being offered concurrently.

Specific Educational Techniques

Specific educational techniques that have been used include the
following:

13
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1. Case-centered seminars (often the cases are patients that the
participants bring in for consultation or bring up for discussion).

2. Small group seminars, usually with six to eight participants,
extending over a long period (months or years) with emphasis upon
the relationship of the doctor to his patients (sometimes called the
“Balint technique”).

3. Consultations to individuals or a group of physicians by a
psychiatric team.

4. Supervised experience in handling patients in a psychiatric
facility (usually ambulatory or clinic patients).

5. A family-care approach in which the physician is assigned
one or two families to care for, one of which has a pregnant mother
and the other a number of children. The student is expected to take
total care of these families.

6. A one- or two-day symposium on selected topics.

7. A mobile unit of “circuit riders” who go into the medical
community (the program planner must take care that the circuit riders
be welcome when they arrive).

8. Programmed instruction.

9. Television or videotaped series: Medical telecasts have been
found to be convenient, simple, inexpensive, and capable of reaching
a large audience; videotapes can also be used by the students in
their own practice for later playback to the psychiatrist.

10. Two-way, shortwave FM radio programs consisting of a 15-
to 30-minute question-and-answer period in which the psychiatric
staffs of hospitals in an area participate.

Regardless of a course’s format or content, it is generally con-
sidered wise to teach careful observation and accurate description
of patients' behavior early in the program, and it is further agreed
that the best way to accomplish this is through the use of live clinical
material (or, failing this, the use of tape recordings, 16 millimeter
films, or videotapes).

One colloquium participant sounded a note of warning about var-
ious technological developments that have been used as educational
aids — television, special radio programs, tapes, telephone dial sys-
tems, computer teaching, etc. — in these words:

This is a part of a fractionating or alienating trend in our so-
ciety. . . . Psychiatrists can make a special effort to emphasize
the significance of the varieties of leamning that go on in the re-
lationship between psychiatrist-teacher and physician-student.
Many of these trends which may not be valuable, become a fad,
but will pass if we continue to underscore the significance of
psychiatrist-teaching.

PSYCHIATRIC EDUCATION AND THE PRIMARY PHYSICIAN

While this guide is concerned largely with organized courses and
training programs, it must be recognized that training in psychiatry
need not be limited to such formal courses. Indeed, a great deal of
indirect teaching is performed through psychiatric consultations, at-
tendance of psychiatrists at general hospital staff meetings, and par-
ticipation in medical societies, committee work, etc. Not only can the
primary physician be reached effectively through his own organiza-
tions, but he can also be brought into the network of continuous,
comprehensive medical care through some of the psychiatrist's or-
ganizations — particularly within the framework of the community
mental health center and the aftercare of patients released from psy-
chiatric inpatient units and state mental hospitals.

Role of Primary and Family Physician

As currently conceived, the community mental health center will de-
pend heavily upon the primary physician in the community — pri-
mary in the sense that he will be the chief case-finder and the chief
executive of preventive efforts at the family level. It also seems likely
that the medical staff of most centers will include many physicians
who are not psychiatrists, but who will need the kind of training
that can be provided by postgraduate education programs in order to
function best within the community mental health center.

In similar fashion, state mental hospitals as well as many local
and private hospitals already depend heavily upon family physicians
for aftercare of patients upon discharge. Yet one of the constant com-
plaints from those physicians is that they receive no notification of
pending discharge of former patients and little or no useful informa-
tion as to how to treat them once they reappear in their waiting
rooms. One obvious way to improve communications between psy-
chiatrist and family physician, and at the same time to give the family
physician a firmer base for managing emotional concomitants in the
illnesses of all his patients, is to involve him more meaningfully in
the treatment and disposition plans for hospitalized patients.

He may, for example, be invited to visit his patient regularly in
the hospital and to discuss treatment and management with the at-
tending psychiatrist. He may be invited to attend seminars, lectures,
and case conferences even though they may not concern his patient.
The regularity of such invitations is important as a way to convince
the practitioner, over a period of time, that he is sincerely wanted as
a participant and not just as another bady to help fill the auditorium.

Certainly he deserves advance notification that a former patient
is soon to be returned to him, and that notification should include
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relevant information on how to treat the patient once he is back in
the community. Further, the family physician should be given the
information necessary to answer the inquiries of the patient's family
about the nature of the disorder, the prognosis, and any special ap-
proaches to the patient that may be desirable.

Education of the Psychiatrist

A point often ignored in psychiatry’s zeal to train other physicians to
deal more effectively with the emotional problems of everyday prac-
tice is that education is a two-way street. Part of effective collabora-
tion with other physicians must also include continuing education of
the psychiatrist himself in the many advances in other fields of medi-
cine. The Committee on Psychiatry and Medical Practice has
launched a series of meetings on recent advances in medicine, and in
its attempts to achieve maximal infiltration of the medical community
it has worked increasingly not only with AAGP and state steering
committees on mental health, but also with the American College of
Physicians and the American Academy of Pediatrics.

LOCATION AND SETTING

Courses that provide a continuing, supervised clinical experience are
probably best given in a medical center, where clinical material is
most abundantly available and teaching facilities (including audio-
visual aids) are usually most adequate. Not more than 10 percent of
the participants in “basic” courses go on to advanced supervised-
experience programs, which operate effectively only with partici-
pants who have had enough basic work in psychiatry to be familiar
with the concepts and theories used in psychiatry and who are suf-
ficiently motivated to be willing to give a great deal of time to the
program.

Hospital or teaching centers, however, are not available in all
areas, and if the program is to be made available to a significant pro-
portion of the physicians in a large geographical region, it becomes
necessary to take the course to the physician. Taking it into the par-
ticipants’ own environment has certain merits, such as helping to
abolish the mystique of psychiatry and closing the gap between
teacher and student. In certain locations, for example, a circuit-riding
type of course might be desirable, whereas in others the best ap-
proach might be to use occasional weekend courses. In general,
physicians prefer attending a course on Wednesday or Thursday
afternoons or evenings (their traditional days off) to taking a week-
end course.

In at least one program, in an area lacking psychiatric facilities,
participation was not limited to physicians but included clergymen
as well; extension of training efforts to other “gatekeepers’ and non-
medical personnel who are sensitive to the emotional and psycho-
logic needs of a community may become increasingly important as
community mental health centers develop throughout the country.

17
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FACULTY

Ideally, the training personnel will have some knowledge about learn-
ing theory and educational methods and will have had experience
with teacher-training programs and continuous technique seminars
(such as the annual teacher-training meetings conducted by the West-
ern Interstate Commission for Higher Education (WICHE), the films
of experienced teachers operating in the Staunton Clinic in Pitts-
burgh, and the annual colloquia for teachers conducted by the APA).
They should be interested in community health, be affiliated with
teaching or general hospitals, and be active in their local county
medical societies. Group therapy experience and/or broad experience
as a consultant are also often desirable.

The teacher should know his physician students well enough to
appreciate their needs, and he must also be adaptable enough to be
able to change his approach to conform to those needs. The faculty
need not be confined to psychiatrists, but depending upon the partici-
pants it may include psychologists, social workers, and allied mental
health personnel.

Sometimes students from long-term, continuing courses have
been used successfully as teachers for brief, short-term courses; this
has been especially valuable within specialty groups, where the spe-
cialist is sometimes more effective than the psychiatrist in communi-
cating with others from his own specialty. The authoritarian, aca-
demic teacher is often too category-bound to be effective with the
general practitioner, whose overpowering interest (and experience) is
in providing service to troubled people.

Whether the same psychiatrist should be used to train one group
continuously over a long period of time or whether different psy-
chiatrists should participate in the training of one group remains a
debatable issue. Some program directors have found that dual mod-
erators in a session provide advantages over a single instructor: The
anxiety of the psychiatrist-moderator is often less when he can share
responsibility with another psychiatrist; and the presence of two psy-
chiatrists gives the students an opportunity to see how psychiatrists
may differ among themselves and how they resolve those differences.

COMMUNICATION AND
COLLABORATION

Recognition of the fact that effective teaching must be a therapeutic
learning experience makes it apparent that the most important factor
in the success of any program is the teacher-student relationship.
That relationship in large part depends on the effectiveness of com-
munication and collaboration between psychiatrists and other phy-

sicians; both sides have long recognized serious difficulties in this
area.

In general, a communications channel is opened because one
person wants some kind of information from another or because one
person wants to change a situation that is under the control of the
other person or both. In postgraduate education this is often ex-
pressed as a wish for information on the part of the primary phy-
sician and, on the part of the psychiatrist, as an attempt to meet the
needs of the other physicians as the psychiatrist perceives them. The
implied purpose on both sides is that an improved style of medical
practice will foster better patient care.

Teacher-Student Relationship

Note has already been made of how little is known about generating
the desire for such communication in the first place, in that there is a
large percentage of physicians who cannot be enticed into any kind
of training in psychiatry. But several factors can be identified as dis-
couraging the generalist from approaching his colleague:

The image or role-model adopted by the psychiatrist is fre-
quently incompatible with the medical model (cf. the psychiatrist's
disregard for specificity in diagnosis, his specialized jargon, his es-
chewal of active or directive transactions with patients, his frequent
lack of conformity to community standards in his ways of relating
in social situations, and his lack of knowledge of other areas of
medicine). The psychiatrist is often inaccessible, fails to feed back
essential information to the referring physician, or cannot modify
his treatment tactics to conform to the needs of patients who are
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radically different from the person usually rated as “suitable for anal-
ysis.” He also is often woefully ignorant of what general medical
practice entails.

Despite such formidable barriers, contact between psychiatrists
and other physicians is sometimes made, at which point still other
factors may begin to hamper communications. The psychiatrist may
confine himself to imparting what he considers information (but
which the generalist perceives as speculation) without trying to
change attitudes or improve skills in his “students.” At the other ex-
treme, he may try to mold the generalist into his own image rather
than provide a range of models in a search for the best fit with the
personality and established practice style of the generalist, or he
may try to teach the generalist everything that a psychiatric resident
is supposed to learn in three years of training. He is too quick to label
as pathology (that requires treatment) any approach to patients that
is different from his own. He may reject a style of intervention that
works because it cannot be explained by the theory he espouses
(thus mere symptom removal is “bad” even though only the psychia-
trist is disturbed by its disappearance).

It is easy, of course, to list an extensive number of criticisms that
at one time or another have been directed to certain courses or spe-

cific instructars, but it would be a gross distortion to claim that such _

criticisms are generally valid. At the most, such a list can be con-
sidered suggestive of areas that have proved to be sore spots with
one or another group of physicians.

Perhaps the most important point to be made is that if the
teacher-student relationship is meaningful and effective, almost any
of the teaching approaches outlined earlier will work. If it is not, al-
most any method will fail. When the participant feels he knows the
instructor and has some kind of positive relationship with him, al-
most any kind of course can be set in motion; but when the students
do not have a positive relationship with the instructor they will not
attend the course, regardless of the inducement.

Role of the Psychiatrist

It is equally true that there are differences in the way a psychiatrist
collects information, how he handles it, and what he does with it;
and his capacity to teach will be limited if he pretends that such dif-
ferences do not exist. In working with other physicians, the psychia-
trist must be prepared to function in the more traditional medical
model without abandoning the psychodynamic-psychotherapeutic
frame of reference. The medical model is important as the bond of

PSYCHIATRIC EDUCATION AND THE PRIMARY PHYSICIAN

identification that the psychiatrist shares with other physicians. Thus
the psychiatrist-teacher should have an active interest in major medi-
cal developments, be interested in the work of his colleagues, and be
prepared to learn from them as well as to teach them.

Identification with that medical model, however, does not mean
that the psychiatrist will abrogate psychiatric principles, even if in
a particular case that may engender opposition or doubt. It is the
psychiatrist's task to bring to the attention of the others in his group
those psychiatric principles that are applicable to the problems of
medical practice, and it is rare that some way cannot be found to do
this in an atmosphere of cooperation and acceptance.

The psychiatrist-teacher may be chiefly a listener who is wary
of taking directive action too early with his patients; but with col-
leagues who are primarily action-oriented he may find it appropriate
to intervene more actively than is his custom and/or to define the
differences in approach as a legitimate subject for discussion within
his group. The psychiatrist tries to stimulate growth in the group by
letting his medical colleagues find their own solutions; but in re-
sponse to a direct request for information he can become didactic
and tutorial.

He can discuss the accomplishments of psychiatry realistically,
but he is not defensive about the fact that there are still gaps in psy-
chiatric knowledge and that not every problem is amenable to psy-
chiatric intervention. At the same time, he will take care to show
that there is a body of knowledge in psychiatry, including some
words and definitions that — because they are not in everyday use —
require some effort to learn and to apply.

Difficulties in Group Communication

The criticisms that have been made of some past programs (e.g., the
lectures were too superficial with not enough practical information;
the content was not pertinent to the problems of general practice;
live patients were not used for case study; the course was more con-
cerned with developing a small number of pseudo-psychiatrists than
reaching a large number of physicians who needed help in their cur-
rent practices) do not explain the failure of other programs that care-
fully avoided such errors. It is probable that the failure of the latter
group is related to unidentified and unrecognized difficulties in the
student-teacher relationship. Some of those difficulties and their
manifestations can be listed as follows:

1. In almost any group there is an early positive, giving relation-
ship; this is often followed by rebellion of the group or some of its
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members. If the second stage is handled appropriately, there is finally
a relaxation to a competitive-creative process within the group.

2, A group with more than six to ten members is often too un-
wieldy to establish an effective working relationship.

3. The appropriate focus of the group is on the problems and
feeling and thinking about patients that almost all doctors have in
common and on the patient that the physician brings up for discus-
sion in the session. Group pressure and/or guidance by the psychia-
trist-instructor are used to identify the resistances that hinder the
doctor's work with his patient. But the dynamics of the physician
himself are avoided, and the multiple transference relationships
within the group — between leader, associates, and physicians — are
not dealt with as such unless they clearly begin to interfere with the
doctor's understanding of his relationship to his patient.

The leader should hold back as much as possible, allowing group
members to teach each other. The private, inner life of the doctor is
deliberately avoided; thus the group will not discuss what motivates
a physician to choose or select particular patients, but rather how he
treats them once they have been selected. While the psychiatrist’s
function in the training program is not to meet all the personal and
professional needs of the participants, he does have some obligation
to respect and protect their defenses.

4. Repeated or episodic absences should be discussed openly in
the group as manifestations of resistance.

5. In the beginning or basic training programs, one is generally
dealing with relatively uncommitted physicians who are conscien-
tiously trying to find some way to relieve themselves and their pa-
tients of problems that they find perplexing or irritating. Such phy-
sicians are most comfortable with definitive, unambiguous, testable
theoretical formulations, with tangible, concrete evidence for making
clinical judgments, and with active, definitive techniques for thera-
peutic intervention.

6. Individual differences must be accepted, and the psychiatrist-
instructor must be careful not to label as neurotic everything that
differs from his point of view. The physician's response of anxiety
to destructive impulses within his patient is no more neurotic than
is the anxiety of a psychiatrist when the master of ceremonies in a
supper club asks if there is a doctor in the house.

7. Often a participant will show major transference problems
from the beginning. His lengthy polemics about differential diagnosis
and his quarrelsome arguments that challenge the instructor at every
step are evasive maneuvers that may hide his low expectation and
skepticism about the course and his inability to accept new ideas or
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learn different techniques. In handling such outbursts, it is best to
avoid the role of therapist and instead help the student to see that
the instructor is aware of his dilemma and reassure him that it is not
a surprising one. In demonstrating ego defenses, one is on potentially
dangerous ground since the student has had to use those same de-
fenses to attain professional objectivity and detachment.

8. Early eagerness or stormy enthusiasm often betrays underly-
ing opposition and resentment.

9. Some students hide behind a mountain of historical data in
order to avoid what the patient is trying to communicate.

10. Faced with the doomed or dying patient, the student often
wants to do something and is unable to accept the patient’s denial
of his condition as a protective defense against the crushing impact
of the truth.

11. Some students are disappointed that they are not being
taught to handle everything and that they are expected to be suppor-
tive rather than analytic; their disappointment is all the more acute
if early in the course they have been led to believe that training will
transform them into skilled psychiatrists.

The Balint Approach (Teacher-Student Relationship)

The “Balint seminars” — named after Michael and Enid Balint’s
seminars on psychological problems in medical practice — provide
an example of an approach that focuses primarily on the teacher-
student relationship and attempts consciously to avoid the kind of
relationship that is fostered by the usual postgraduate seminar, The
tacit assumptions of the latter are that the psychiatrist knows what
kind of training the primary physician needs, that he knows what
sort of psychiatric problems occur in their practice, that he knows
what type of psychotherapy is possible and desirable for their pa-
tients, that he himself is skillful in practicing that type of therapy,
and that he can successfully train his students in those techniques in
the time available.

Experience suggests that there may be some truth in one or more
of these assumptions, but not very much. General practice is funda-
mentally different from hospital practice, and the general practitioner
is likely to know much more than the psychiatrist about the events
and problems with which he deals. Hence the psychiatrist must be
willing to admit that he too is a learner in the seminars and not an
omniscient, omnipotent specialist.

The seminars aim to discover what the psychological problems
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of everyday practice are, how to recognize and understand them, and
how to use that knowledge and understanding so that it has a thera-
peutic effect on the patient. Meetings are held weekly, usually for
about two hours each time, and continue for two, three, or more
years. Rather than taking the doctors out of their practices, the Balint
seminars use only the doctors’ observations from their own practices,
and any case brought up is generally followed by the group for as
long as the doctor remains in the seminar. Obviously, there can be
no prearranged timetable in such an arrangement, but the group
process can generally be seen to develop in three phases:

Phase 1— Learning: This phase starts at about the second or
third month of the meetings and continues throughout the lifetime of
the group.

Phase 2 — Unlearning: This stage begins about the end of the
first year, and once it has begun may never end.

Phase 3 — Relearning: This phase usually starts in the second
or third year of training (and since not all participants continue for
that long, some physicians never reach this stage).

In the learning or discovering phase the participant comes to
recognize that the most frequently prescribed drug in medical prac-
tice is the doctor himself. He also sees that there is no literature on
the indications for that drug, on its curative and maintenance dosage,
its toxicity, its avoidable and unavoidable side effects, or its contra-
indications. In this phase the participant also learns that the practice
of medicine consists of an interplay between doctor and patient, and
in the case of problem patients the result of the interaction is an
agreement on “what the trouble is about.”

Once it is discovered that the agreement is determined partly by
the patient's illness (the patient cannot solve the problems he has in
human relationships within his own environment and so must trans-
fer those problems onto his doctor) but also partly by the physician's
way of practicing medicine, many important discoveries will follow,
some pertaining to the doctor himself. The doctor becomes more
sensitive to his own contributions to that relationship and especially
to his “apostolic function” — his conviction that not only is his way
of practicing medicine the only right way, but that he has a sacred
duty to preach it and convert both his patients and his colleagues to
his ways. The doctor also learns that patients have their own meth-
ods of forcing certain kinds of relationships with their physicians.

By becoming aware of the force of his own apostolic function,
the doctor gradually frees himself from its compulsive power. He can
then begin to recognize the interplay between his responses and the
patient's behavior patterns, and he is able to control his otherwise
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automatic reactions. This enables him to reduce the extent of his
own emotional involvement in the relationship and thereby provides
more opportunities for planned therapeutic interventions. His way of
practicing medicine becames more patient-oriented and less illness-
oriented.

In the unlearning phase the doctor begins to curb his unlimited
beliefs in traditional diagnosis, laboratory examinations, and spe-
cialized workups. Instead of asking more and more guestions and
collecting the disjointed answers into a medical history, the doctor
has to listen and understand the meaning of what the patient is try-
ing to communicate to him. This leads to the introduction of long
(45 to 60 minutes) interviews, which may break up his accustomed
routine.

In the relearning phase the task is to discover how the practicing
physician can avoid a split in himself — being a general practitioner
to some of his patients and a competent psychotherapist to others,
practicing illness-oriented medicine with some and person-oriented
medicine with others. The physician does not want to lose his iden-
tity as a general practitioner and yet wants at least at certain times,
with certain patients, to identify with the psychiatrist.

Not every patient is responsive to a person-oriented approach,
and some patients are responsive at certain times and not at others.
In general practice, where patients are seen over long periods, there
may be opportunities for the physician to notice changes in the pa-
tient that signal a desire to communicate. The doctor must be alert
to such shifts and search for ways in which he can allow the patient
to use him in a way that will be beneficial.

This phase involves a change in emphasis from the doctor as a
detective searching for clues to the doctor who allows his relation-
ship to the patient to be used in a therapeutically meaningful way.
The doctor's new psychological understanding and his traditional
prescribing of drugs can thus be integrated into a united, better
aimed, and more reliable therapeutic action.

An example of person-oriented medicine is the approach to the
patient in the terminal phases of an illness. The usual approach is to
“spare the patient” and keep him ignorant of the nature of his con-
dition; almost invariably there is increasing strain between doctor
and patient amounting in certain cases to suspicion and mistrust and
a general atmosphere of deception. The Balint seminars experi-
mented with sincerity, and the doctor was enjoined to be absolutely
honest with his terminal patient. In most cases the result was the dis-
appearance of mistrust and suspicion and the development of a
peaceful, friendly, and grateful atmosphere. The amount of sedatives,
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tranguilizers, and painkillers needed after the honest discussions was
incomparably lower than usual.

The major drawbacks to such a seminar technique are the
amount of time involved in training a relatively small group of phy-
sicians and the intensity of the group relationships. The Balints have
estimated that probably 60 percent of physicians can not tolerate
such an approach.

FINANCES

Most programs can be described in terms of three financial crisis
stages. The first crisis is the need for a relatively small sum of money
to support initial tentative organizational and planning efforts. Ordi-
narily, the participating organizations themselves absorb the cost of
such planning.

The intermediate crisis occurs when the program planners find
they must launch an initial or pilot course to maintain the planning
group'’s enthusiasm. The program thus begins to accumulate opera-
tional experience as it begins to enlist permanent financial support
for the program as a whole. Funds at this stage may be obtained from
several sources: registration fees (e.g., a fee of five dollars per ses-
sion, collected at the time of registration), special grants (e.g., from
pharmaceutical firms), and donation of their own time and of secre-
tarial assistance by the faculty and program administrators.

The final crisis arises when it is necessary to finance firmly
(usually for at least five years) the main educational program. To
meet this crisis most programs have sought a training grant from the
National Institute of Mental Health.!

Such grants originated in 1959, when Congress appropriated 1.3
million dollars for psychiatric training for primary physicians, From
fiscal year 1959 through fiscal year 1963, 239 grants were awarded to
70 training institutions for a total sum of $3,446,419. The program
was increased from 25 grants totaling about $300,000 in 1959 to 73
grants totaling $1,114,832 in fiscal year 1963.

With the assistance of the APA, the AAGP obtained a grant from
NIMH, commencing in 1963, for the purpose of stimulating local
groups to initiate courses and train teachers and course organizers.
The intent of this program is not to teach psychiatry to primary phy-
sicians, but rather to emphasize ways and means of achieving such
goals.

To apply for a grant, write: Chief, Continuing Educstion Branch, Division of Manpower
and Training Programs, NIMH, 5454 Wisconsin Ave., Chevy Chase, Md. 20015. Filing dates for
applications sre October 1, February 1, and June 1 each yesr for grants to begin the following
July 1, September 1, and |January 1 respectively, if approved and funds are sufficient for pay-
ment. Also see pages 52-57 for suggested outline of a draft proposal and a list of NIMH pri-
ority considerations, NIMH staff r d that p inl applicants submit a preliminary
proposal for informal evaluation and suggestions prior to submitting a f | grant applicati
Consultation via letter, phone, or visit to NIMH offices is available.
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The 50 states and Puerto Rico were divided into seven regions
with the intent of holding a regional workshop in each of the regions
at some time during the grant period. In addition to such workshops,
the program initiated the formation of state mental health steering
committees to advise and counsel those people interested in starting
continuing education programs in psychiatry, to assist programs al-
ready under way, to plan and produce programs for future presenta-
tion, and to coordinate such activity within the state.

Fees paid to instructors or consultants to training programs vary
from area to area and may be fixed by the terms of the grant. One
typical fee schedule is $50 per session (one and a half to two hours);
but if the instructor must travel 50 to 150 miles the fee is $100 plus
travel expenses, and if more than 150 miles, $150 plus travel ex-
penses.

EVALUATION

Ideally, an evaluation apparatus should be built into every level of
the training program to assess the effects of the program and of the
teaching process itself; in fact, few programs have attempted any-
thing but the most simple measurement of results, As already men-
tioned, this may be related to the failure of most programs to define
specific objectives in the first place.

Popularity of a course is a questionable measure of its effective-
ness; indeed, many of the most popular programs seem to be those
that produce minimal changes in the attitudes of the participants.
Enrollment in more advanced courses by physicians who have al-
ready participated in a basic program is at best suggestive of the
latter's effectiveness, since it gives no indication of whether there
has been any change in the physician-student's way of practicing
medicine.

Results of the training programs depend upon many interrelated
variables, such as the quality of the staff, the quality of intake, the
methods of training, and group leadership. Experience gained thus
far suggests that the physician who will show any change as a result
of his course will begin to show it early in the training program. Most
workers also agree that even participants who do not appear to
change need not always be counted as failures.

Indexes of change in the participants may be garnered from
many areas: The physician consciously modifies his techniques as a
result of increased awareness of how his own feelings affect his pro-
fessional activity; he changes his style of relating to patients (e.g.,
Is he chiefly directive or chiefly interrogative? How authoritative is
he?); he changes his attitude toward patients and/or his self-concept
in the patient-physician relationship; colleagues, friends, or spouses
note changes in the physician, changes in the physical organization
in his office, in his intake procedure, or in his office management;
there are changes in the number and type of drugs dispensed; there
are changes in case load in regard to numbers or types of patients;
he uses different ways of presenting patients in case conferences and
seminars; there are changes in the number of referrals to psychia-
trists and in comments by the physician's patients or their families;
there is greater acceptance of difficult, “hard-core” patients; he




Task Force Report 2

shows more consideration of psychological and social factors; there
is improvement in diagnostic discriminations; there is greater utiliza-
tion of community and social resources; and he has an increased
ability to do reality-oriented psychotherapy.

Any measurement of change, obviously, must start from the
baseline of how the participant functioned before he entered the
training program, but obtaining such data before the physician is ac-
tually involved in a course has been as difficult as gathering valid
data on his attitudes and approach to patients after he has completed
the course.

None of the assessment techniques thus far devised is without
drawbacks. Questionnaires are easiest to use but run the risk of be-
ing superficial. Studying tape-recordings of the training sessions may
provide a great deal of information about the course, but it can only
suggest what changes, if any, are taking place in the student-phy-
sician. Further, such tapes soon grow into an indigestible mass. Atti-
tude scales can be helpful in providing indirect indicators of change,
but they do not really tell what goes on in the consulting room.

Interviewing students can also provide many clues to their atti-
tudes, but often they will necessarily be focused on attitudes to the
program rather than on changes in student knowledge and skills.
Direct observation of students in the training program and in their
daily practices offers perhaps the greatest hope for assessment of
actual changes; but the method runs the risk of distorting the phy-
sician's practice and in addition demands a great deal of time from
both the observer and the observed.

Evaluation Methods

The following are some of the evaluation methods that have been
reported.

Adler and Enelow Studies

Adler and Enelow (University of Southern California) con-
ducted three studies of students in a 16-week course.

The student’s formulations were compared with those of the in-
structor. In the second session the patient was interviewed by the
instructor, and both students and instructor then described the pa-
tient, suggested a diagnosis, and formulated a treatment plan. The
same procedure was repeated in a final session. Learning achieve-
ment was measured as an increase in agreement between students
and instructor.

At the beginning of the course both students and instructor were
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shown a film of a psychiatric interview and were asked to summarize
everything they observed relevant to diagnosis and management. A
film of a different patient was shown at the end of the course.

The summaries were then analyzed for psychiatric content, ie.,
patient's behavior and appearance, psychiatric social history and
complaints, interpretive, evaluative, and prognostic statements, diag-
nosis, and treatment, and (for medical content) medical history and
complaints, medical diagnosis, and medical management.

Each student statement was then rated as agreeing, disagreeing,
or not comparable to the instructor's statement. The investigators
found, as predicted, that after the training experience there was a
marked increase in the number of statements concerning the patient’s
behavior and appearance, a decrease in highly inferential and inter-
pretive statements, and increased agreement in statements concern-
ing psychiatric content and management.

Each student was given a short questionnaire (three pages, three
minutes) to complete for each of five of his patients at the beginning
of the course and again at the end of the course. One predicted
change occurred: After taking the course, physicians spend more time
taking personal history and discussing the patient's personal prob-
lems. But the following predicted changes did not occur: More his-
tories would be taken in the consulting room; more time would be
spent in activities other than physical examinations; more presenting
problems would be seen as psychiatric complaints; and more things
of a psychiatric nature would be done for the patient.

WICHE Study

The WICHE study, described by ]. B. Pearson, used question-
naires that were given to the student and the instructor both before
and after the training experience. The questionnaires were designed
to gather background and status characteristics of the physicians,
their attitudes toward the physician's role in a variety of behavioral
situations, and their attitudes toward physician-patient relationships.

Answers were scored in such a way as to measure attitudinal
movement toward or away from an ideal state, which included: role
tolerance (the physician is more tolerant of himself in his immediate
environment), and psychiatric orientation (less discomfort in dealing
with emotional variables). Psychiatric orientation encompasses the
apostolic function (the physician expresses willingness to utilize his
personality along psychiatrically meaningful lines), and social dis-
tance (the physician expresses a minimum of social distance between
himself and psychiatry and is more accepting of the latter).

Results of the study suggest that the “successful” short-term
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seminar participant is comparatively young, has been practicing in
the community a relatively short time, is in individual private prac-
tice, maintains an inflexible appointment schedule, and is conserva-
tive in political orientation. His personality structure corresponds to
the descriptions of “anal character,” and he has a high level of pro-
fessional aspiration and well-developed work habits.

The successful short-term seminar in psychiatry is characterized
by nondirective pedagogy, minimal professional disagreement be-
tween co-instructors, and a significant amount of professional dialec-
tic between co-instructors and participants. (Popular seminars, in
contrast, tend to emphasize didactic pedagogy.)

Staunton Project

The Staunton Evaluation Project included investigations of semi-
nars in psychotherapeutic medicine given at the Staunton Clinic Unit
of Western Psychiatric Institute, University of Pittsburgh Medical
School, and their effects on medical practice.

The question of how best to study complex continuous phe-
nomena like those involved in medical practice has been vexing
enough to prod behavioral scientists in many fields to a flurry of ac-
tivity. One school favors small time slices as samples and instruments
that record precise behavior categories; but such methods invite
circularity and discourage serendipitous observations. What appears
to be reliability may really be no more than a measure of how quickly
and how well the observer has learned the classification scheme.

Another method is the case history approach, but here the
volume of data collected poses severe problems in evaluation and
processing.

The Staunton Project’s methods did not fall neatly into either of
the other approaches but borrowed something from each of them.
Direct ohservations of physicians in their offices were made repeat-
edly and were systematically varied over the course of the project
so as to include all hours of the day, days of the week, weeks of the
month, and months of the year. Each observation lasted for one hour
and focused on the physician-patient fransaction (“medical style"”).

At least four areas of observation offered clues to medical style:
the volume and pace of work; the response to research intrusion;
clustering of kinds of physician-patient transactions; and a group of
spontaneous physician responses that were found to be clearly psy-
chotherapeutic.

With regard to work load, for example, six of the physicians ob-
served fell within a range of 8,800 to 7,900 patient visits per year; but
a seventh physician had 4,159 visits, and an eighth 10,400.
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Five physician-patient transaction styles were identified:

1. The screening transaction: The physician quickly and accu-
ra‘fhtlelly zeros in on a working diagnosis and a preliminary treatment
plan.

2, The crisis transaction: The physician intervenes promptly in
a crisis situation with well-defined treatment methods and often with
tangible results (suturing a wound is an example).

3. The Procrustean transaction: This occurs in cases where phy-
sician and patient have reached agreement that a chronic condition
exists and the physician carries out an obviously routine treatment in
a rigid, stereotyped way (examples are weight reduction and allergy
treatment).

4. The adynamic transaction: The observer reports that nothing
has happened, but both physician and patient appear satisfied.

5. The faltering transaction: Physician or patient or both give
evidence of frustration.

Miscellaneous Evaluation Methods

Miscellaneous instruments for evaluation include:

1. Opinions on Mental Illness (OMI) questionnaire, given at the
beginning and at the end of the program.

2. Interviewing participants in their own offices during the semi-
nar and again six or seven months after completion of the course.

3. Interactional analysis of the course as it is being given.

4. Analysis of admissions to local and state mental hospitals
from geographic areas served by physicians who have taken a course.
It is difficult to interpret any changes observed unless many of the
variables are controlled or can be subjected to elaborate statistical
analysis. Sometimes admissions will rise as a result of increased
diagnostic acumen; at other times they might fall because of the de-
velopment of greater skill in treating the emotionally disturbed. One
such study, for example, reported that in the project area first admis-
sions decreased nearly 30 percent; in the area with a mental health
clinic they increased 42 percent; and in the area without psychiatric
resources they increased 15 percent. Readmissions increased in all
three areas, but only 13 percent in the project area, compared with

22 percent in the clinic area and 50 percent in the area with no
resources.
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COMMITTEE ON PSYCHIATRY
AND MEDICAL PRACTICE

Adequate and appropriate evaluation of programs is receiving in-
creasing emphasis by the Committee on Psychiatry and Medical
Practice of the American Psychiatric Association, which currently
considers its major functions to be 1) improving the distribution, ef-
ficacy, and quality of training programs; 2) developing techniques of
evaluation; and 3) establishing a network of educational institutes
for planners and directors of programs and for regional consultant
groups to assist with program development in their areas. The fol-
lowing official statement by the Committee, titled *“Training of Non-
psychiatrist Physicians: Some Criteria,” indicates the focus of its
activities in the coming years.?

Training programs in psychiatry for nonpsychiatrist physicians
are an established and significant part of continuing postgradu-
ate medical education. According to American Medical Associa-
tion figures, of a total of 1,264 courses offered in 1963-64, 124
were in psychiatry; by 1965-66 that number had climbed to 253,
and courses in psychiatry thus constituted 15 percent of all
medical postgraduate courses. Even those figures, however, tell
only half the story, for a survey by the National Institute of
Mental Health in 1964 revealed that the actual number of
courses in psychiatry was 248 rather than the 124 reported by
the AMA survey.

NIMH training grants have provided the major support for
such courses. During the past decade approximately 11,000 phy-
sicians (55 percent of whom are general practitioners) have par-
ticipated in NIMH-sponsored programs. What have these pro-
grams accomplished? What effects have such courses had on
the participants? And what benefits have patients derived from
such training of their physicians? These and related questions
press insistently for answers, particularly since grant support
for future programs is likely to expand less rapidly, even though
proposals to initiate new programs increase. It is clear that new
directions must be found and that more effective use must be
made of available education resources for physicians. In order

3American Journal of Psychiatry, Vol. 125, pp. 1110-1111, 1969,

PSYCHIATRIC EDUCATION AND THE PRIMARY PHYSICIAN

to accomplish this, greater attention will have to be paid to pro-
gram planning at all levels — national, regional, state, and local
— and to special training for program directors in program plan-
ning and administration.

Efforts along this line have been made in the past by a
variety of groups: the annual colloquia for postgraduate teach-
ing of psychiatry to nonpsychiatrist physicians sponsored by
the American Psychiatric Association; annual teacher training
institutes under the auspices of the Western Interstate Commis-
sion for Higher Education, the University of Oregon, and others;
the APA Physician Education Project; the American Academy
of General Practice; the American College of Physicians; and
the NIMH Continuing Education Branch.

However, results, at least as judged by measured effective-
ness of current programs, have been uneven, and special prob-
lems have emerged. Many different training models have
evolved, but none of them has been predictably successful or
universally appealing to potential applicants. Some programs
have tended to become static, others have gradually exhausted
themselves and died out, while others have required extensive
revision in order to survive at all. In many, an overburdened
faculty with minimal background in program planning and edu-
cational methods has taught practitioners too busy to devote
more than small amounts of time to the program. And in few
programs has it been possible to assess the worth of the learn-
ing experience.

It seems clear that the program most likely to survive and
flourish will be the one that satisfies the following minimal
criteria.

1. Determination of the needs and lacks on the part of the
prospective student population.

2. Formulation of educational objectives in terms of what
the successful participant will be able to do, or will be able to
do better, once he has completed the program.

3. Selection of teaching methods appropriate to the stated
educational objectives.

4. Integration of the training program with other develop-
ing comprehensive health efforts, such as community mental
health centers, regional medical programs, comprehensive health
planning, Model Cities programs, and Office of Economic Op-
portunity programs.

5. Evaluation of results in terms of the degree to which
specific achievement goals have been attained.

The Psychiatry and Medical Practice Committee and the
Physician Education Project of the APA consider it part of their
responsibility to assist those operating and planning programs
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in continuing education in psychiatry for nonpsychiatrist phy-
sicians to meet these minimal criteria. Our proposed methods of
doing this are through expanded consultation services to pro-
gram operators and intensive teacher training sessions for those
who wish assistance in planning and improving programs.

STATE MENTAL HEALTH
STEERING COMMITTEES

The largest single activity of the Committee on Psychiatry and Medi-
cal Practice is liaison and consultation with the American Academy
of General Practice. Indeed, when the Committee was first created it
was called the Committee in Liaison with the American Academy of
General Practice, and its only function was to work with the Mental
Health Committee of the Academy. The APA Committee is currently
engaged in a large-scale effort designed to implement the NIMH grant
to the AAGP for developing mental health programs in continuing
education for physicians throughout the country.

The AAGP has divided the United States into seven regions, and
one member of the Mental Health Committee is assigned to each
region as coordinator. Similarly, the APA Committee on Psychiatry
and Medical Practice has seven members, each of whom is assigned
to one of the regions as APA Regional Coordinator.

The seven regions are as follows:

Region 1: Maine, Vermont, New Hampshire, Massachusetts,
Connecticut, Rhode Island, New York, New Jersey

Region 2: Washington, Oregon, Montana, Wyoming, Alaska,
Idaho

Region 3: Mississippi, Alabama, Georgia, Florida, North and
South Carolina, Puerto Rico, Tennessee

Region 4: North and South Dakota, Nebraska, Iowa, Minnesota,
Wisconsin, Michigan, Illinois

Region 5: Kansas, Oklahoma, Missouri, Arkansas, Texas,
Louisiana

Region 6: Indiana, Ohio, Pennsylvania, Kentucky, West Vir-
ginia, Maryland, Delaware, District of Columbia, Virginia

Region 7: Colorado, California, Nevada, Utah, Arizona, New
Mexico, Hawaii

A crucial emphasis of the AAGP in recent years has been on the
development of State Steering Committees for Mental Health, whose
organization and development are ordinarily the responsibility of the
AAGP regional chairman, working in close association with his cor-
responding regional representative from the PMP Committee.
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Goals

The major objectives of the State Steering Committee are to stimulate
and guide postgraduate education programs in psychiatry, to deter-
mine the needs of the state for such programs, and to encourage
county medical societies, medical schools, etc., to give appropriate
courses. Their achievement goals include the following: coordination
of existing courses in order to minimize duplication and overlapping;
centralization of the registration of students in order to avoid con-
fusion in recruitment; development of new courses in geographic
areas not already served; development of new educational ap-
proaches for the state; promotion of more effective communication
among various professional groups; introduction of psychiatry into
general hospitals that do not have psychiatric services, in the belief
that every general hospital should have a written mental health serv-
ice plan for acute and ongoing emotional problems; promotion and
improvement of consultation between psychiatrists and other phy-
sicians; and any other relevant and appropriate activity that will
facilitate formal and informal psychiatric education of primary
physicians.

Functions of APA Committeeman

The functions of the APA committeeman related to the work of the
AAGP specifically include the following: to serve on the National
Planning Committee, i.e., the joint meetings of the AAGP Committee
on Mental Health and the APA Committee on Psychiatry and Medical
Practice; to serve as co-chairman (with the AAGP regional chairman)
of the regional workshops; to advise and consult with the AAGP
committeeman from his region; when necessary and authorized by
the project training director, to travel with the AAGP committeeman
to a state in his region for consultation on problems concerning im-
plementation of the Academy's objectives in the area of mental
health; and to assist in the development of evaluation procedures and
processes.

The APA committeeman also provides direct consultation to the
steering committees themselves and obtains outside consultation
when needed. Such consultation will typically be in the following
areas: 1) to assist in the formation of the steering committee by ap-
proaching and effecting liaison with the various medical organiza-
tions that might be represented on the steering committee: state
medical associations and their mental health committees, state de-
partments of mental health, medical schools' departments of psy-
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chiatry, universities’ departments of continuing education, district
branches of the APA, state mental health associations, ete.; 2) to
assist in appraisal of the states' interests, needs, special problems,
and unique opportunities; 3) to demonstrate the value of an active
educational program and ways in which such programs may be initi-
ated and conducted through the use of regular meetings or organiza-
tions such as the state’s medical society; 4) and to publicize the
steering committee throughout the medical community.

Formation of a state steering committee depends in part upon
active participation by the state’s medical leaders. Among the key
people to be approached are the president of the state's chapter of
the AAGP, chairman of the state medical association’'s committee on
mental health, president of the district branch of the APA, the state's
commissioner of mental health, the chairmen of departments of psy-
chiatry in the state’s medical schools, and directors of postgraduate
education in the state’s hospitals.
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OUTLINE OF STEPWISE
PROGRAM DEVELOPMENT

The following is a suggested step-by-step procedure to develop a
program for postgraduate training in psychiatry. The rationale for
many of the steps has been discussed in the foregoing sections; the
procedure itself has been modeled in large part after that employed
in a notably successful state education program administered by the
Connecticut Academy of General Practice (as described by Mr. Lee
Isenberg in the Fifth Colloguium).

1. Select a target group of potential students.

2. Do a “problem census” on that target group — what are their
needs as they see them, as the AAGP (or American College of Phy-
sicians, American Academy of Pediatrics, etc.) sees them, and as
organized psychiatry sees them (See Appendix A).

3. Using the “problems"” thus uncovered as a guide, devise a
tentative curriculum for the course.

4. Select a nucleus faculty, and with that group decide if any
modifications of the tentative curriculum are indicated; the “core
curriculum” chosen must mobilize the enthusiasm of the nucleus
faculty, or the program will almost certainly fail.

5. Select one member of the nucleus faculty as continuing co-
ordinating chairman for the program.

6. Identify and determine availability of additional faculty, both
from local sources and possible consultants from other areas.

7. Plan for funding of the program. If this will include applica-
tion for an NIMH grant, see Appendix B for a guide for continuing
education in mental health,

8. Write up a tentative outline of the course — with curriculum
and faculty — for presentation to the education committee of the
state chapter of the AAGP. The outline should be submitted at least
three months prior to the anticipated opening of the course.

9. In collaboration with the AAGP Education Committee and ap-
propriate local community leaders (depending on the target group
that has been selected), develop a firm curriculum, It must include
a format that is geared to the abilities and desires of the faculty, to
the nature of the material being taught, and to the expressed wishes
and assumed needs of the target group.
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10. Determine what other courses have been given or are being
given to the same target group or in the same area; the point is to
avoid destructive competition between courses, as well as fruitless
repetition of something that has already proven a failure.

11. Contact medical schools in the area for assistance in obtain-
ing guest speakers and outside consultants if these are needed.

12. At this point, the course plan is essentially in final form. The
next step is to formulate, in concrete terms, the educational objec-
tives of the course: What will the successful participant be able to
do, or be able to do better, once he has completed the program?

13. Devise evaluation procedures to measure the changes antici-
pated in the students; such an evaluation must be a part of the pro-
gram from the very beginning.

14. Submit the complete course outline to the regional director
of the AAGP for postgraduate education approval.

15. Obtain sponsorship for the program, and at the same time
integrate it with other comprehensive health efforts within the com-
munity (e.g., community mental health center, regional medical pro-
grams, comprehensive health planning, Model Cities program, Office
of Economic Opportunity programs). It is generally advisable to
focus on organizations that the community is accustomed to using
for educational programs; these will obviously vary according to
local conditions. Such organizations can be grouped broadly within
three categories: a. psychiatric organizations (APA district branch,
state mental hospital, state or local mental health authority, etc.);
b. other medical groups (state and county medical societies, hos-
pitals, county health department, local chapter of American College
of Physicians or American Academy of Pediatrics, etc.); c. nonpro-
fessional organizations {mental health association, lay boards of hos-
pitals, Junior League, Chamber of Commerce, education and wel-
fare agencies, etc.).

16. Arrange a workshop for faculty members and the local ar-
rangements committee in order to select a site for the presentation of
the training program, to set the date for the beginning of the program,
and for a final check to be certain that the originally proposed train-
ing program is suitable for the desires, needs, and characteristics of
the target population.

17. Prepare an announcement of the program for mailing to the
target population approximately 30 days prior to the start of the pro-
gram. The announcement should include a description of the course,
date and site of the meetings, biographical background information
on the instructors or group leaders, the fee for the course if the par-
ticipants are to be charged, and an advance registration form. If an
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entire medical community in an area has been selected as the target
group, it can be anticipated that about five percent of those invited
will respond to the first announcement; if the target population has
been limited to a specific subgroup of the medical community and
the program has been geared specifically to their desires and needs,
the proportion of first responders should be higher.

18. Prepare posters describing the course for display in appro-
priate locations (e.g., in the physicians’ room in the hospital where
the course is to be given).

19. Send a reminder notice and a second advance registration
form two weeks before the course begins.

20. Prepare a news release, with picture(s) if possible, for place-
ment in appropriate newspapers or journals approximately one week
before the course begins.

21. At the same time, confirm arrangements concerning faculty
and speakers, equipment (including rental agencies if outside equip-
ment is used), and keys, lighting, etc., for site of course.

* 22. During the week before the first meeting, telephone all the
physicians who have received announcements of the course; remind
those who have registered in advance of the time and date of the first
meeting, and try to get all the others to attend the first meeting. It is
most effective if the physician can be reached directly (and not his
nurse or his answering service); experience suggests that the best
time to telephone is right after lunch. Registration need be closed
only if there are approximately 40 percent more advance registrants
than course openings, for generally 30 to 40 percent of those pre-
registered will not appear for the first session.

23. Arrange for a photographer to take press pictures at the
opening session.

24. Arrange for a registration desk to be manned throughout the
first session, and during that session be sure that all participants fill
out the necessary forms so they will receive AAGP credit. Fees
charged should be collected at the first session.

25. Depending upon the kind of evaluation included in the pro-
gram, have participants complete the necessary forms for a “pre-
training” baseline.

26. After the first session, contact all advance registrants who
did not appear, and recruit additional physicians for the remainder
of the course to offset the usual 20 percent drop-out rate in the
second-session enrollment.

27. Thereafter, contact each physician who is absent for any
session; contact all participants by telephone if there is a change in
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schedule; call guest speakers on the day scheduled for their appear-
ance,

28. Throughout the course, complete whatever questionnaires,
interviews, etc., are required by the evaluation portion of the pro-
gram.

29. As soon as possible after the end of the course, another
workshop should be arranged for an evaluation of how the course
might be improved if it is to be repeated. For most courses, an opti-
mal form is rarely reached before the third time they are given.
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SUMMARY

The foregoing outline has attempted to summarize the experience
gained thus far by those involved in continuing education in psy-
chiatry — program planners, faculty, participants, and evaluators.
Insofar as possible, theory and speculation have been avoided, and
emphasis has been placed instead on describing alternative ap-
proaches that have been useful in past and current programs.

Because it is a summary of findings, this guide is a cross-sec-
tional view of current approaches, rather than a longitudinal-histori-
cal review of the field. Such an overview has served to pinpoint
certain areas that seem to warrant special attention in future pro-
grams. Among these are explicit definition of the goals and specific
achievement tasks of training programs, involvement of participants
in planning, understanding of group process in learning, evaluation
and assessment of results, more effective regional coordination of
ongoing programs, and continuing education of the psychiatrist him-
self — not only within his own specialty but in other areas of medi-
cine as well.

It is believed that the expanded consultation services proposed
by the Psychiatry and Medical Practice Committee and the Physician
Education Project of the APA can provide the directive and focus
requisite for further advancement in this important and significant
area of postgraduate education.

APPENDICES

Appendix A: Excerpts From Report of a Survey of
Colorado Medical Society Membership Initiated by the
Colorado Mental Health Steering Committee!

The survey was initiated with a letter to members of the Society on its
official stationery, and over the signature of the Mental Health Liaison
Committee of the Colorado Academy of General Practice and the American
Psychiatric Association, and with the signed endorsements of the presi-
dents of the Colorado Medical Society, the Colorado Psychiatric Associa-
tion, and the Colorado Academy of General Practice. The letter, quoted
following, illustrates the value of multiple endorsement.

Dear Doctor:

We hate questionnaires just as much as you dol Hopefully,
however, you will accept the challenge of this intrusion on your
time (five to ten minutes by actual trial) and respond as fully
as possible.

The enclosed questionnaire was prepared by representatives
from the Colorado Academy of General Practice, the Colorado
Psychiatric Association, the University of Colorado Medical
Center, WICHE, and the Division of Mental Health of the State
Department of Institutions.

Certain questions may appear irrelevant or superficial to some
of you (in Pathology, Radiology, Psychiatry, for example) —
please deal with these questions as you wish. Please, however,
respond to some degree. This is your opportunity to participate
actively in the planning phases of your postgraduate education
programs.

The following is a summary of gquestionnaire responses regarding
mental health activities received from Colorado physicians. The original
idea for querying these physicians was developed by the Colorado Mental
Health Steering Committee. This is an independent group made up of repre-
sentatives from the following organizations: Colorado Medical Society,

i1Prepared by Judson B. Pearson, Ph.D., Professor, Depaztment n! Sociulugy Unlverllty of
Colorado, snd Willlam R. Morris, M.D. (Ph.D. cmmm). partm u! Uni-
versity of Colorado, with Bernard L. Bloom, Ph.D., t, Mental Health Programs, Western
Interstate Commission for Higher Education [WICHI.'.) and Professor of Psyciwlngy. University
of Colorado, and Reymond Feldman, M.D., Director, Mental Health Programs, WICHE. Published

by WICHE, Boulder, Colorado, August 1988,
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Colorado Academy of General Practice, Colorado Psychiatric Association,
University of Colorado Medical Center, Colorado Division of Mental
Health, and Western Interstate Commission for Higher Education. The
common bond of interest of the Colorado Mental Health Steering Commit-
tee is a mutual concern of all members in the continuing education of
physicians concerning the emotional and mental health aspects of medical
practice.

The Western Interstate Commission for Higher Education, in coopera-
tion with the office of the Colorado Medical Society, took on the task of
distributing and receiving the questionnaires on completion. In November,
1968, they were mailed to all 2,500 Celorado physicians in the state. A total
of 1,256 usable questionnaires were returned, representing a response rate
slightly in excess of 50 percent. Undoubtedly, such a high percentage of
responses is a positive reflection upon the respondents and their interest in
the subject. Moreover, considerable pre-questionnaire publicity in various
state medical publications was employed. Also, the president of each
county medical society was contacted and was requested to urge the co-
operation of all physicians in the county. All these factors unquestionably
counted for such a high response rate.

A comparison was made of the feedback from rural and urban physi-
cians, and of the physicians who did and did not identify themselves on
the questionnaire. In addition, 78 questionnaire items were studied by
means of a cluster analysis. In contrast with physicians who did not
identify themselves, physicians who did appeared to treat more patients
with emotional problems, felt more at ease with them, referred them more
often, had attended postgraduate courses in psychiatry, and most often
found that their patients were improving.

Similarly, in contrast with urban physicians, those from rural areas
tended to treat more emotionally ill patients, referred these patients to
specialists more often, felt the need for more training in psychiatry and
emotional problems, and more actively followed up their patients after
hospitalization.

When asked the type of emotional condition most often encountered
in their practices, the Colorado physicians said, “psychosomatic reactions,
anxiety neuroses, and depressive reactions.” Doctors also claimed these
conditions were the most difficult to treat, along with alcoholism and mari-
tal problems. Physicians practicing in the state's poverty pockets dispro-
portionately checked alcoholism as a condition they frequently saw in their
offices.

The questionnaire also revealed a communications gap. Private mental
hospitals do a much better job of informing physicians of the status and
progress of discharged patients than either public or Veterans Administra-
tion mental hospitals.

The following are some of the interrelationships disclosed by a study
of the cluster analyses:

It appears that the greatest interest in improving psychiatric skills is
to be found among physicians who are active and comfortable with psy-
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chiatric patients. Physicians who are anxious to improve psychiatric skills
have a significant number of patients with marital disorders: physicians
busy with psychiatric patients are generally busy with all kinds of pa-
tients; and physicians who frequently consider the psychological aspects
of physical disorders often tend to make referrals to psychiatrists in the
community.

The report also revealed that doctors in two specific adjoining geo-
graphic regions were particularly receptive to psychiatric continuation
education programs. These regions were an expanding affluent population
area in metropolitan Denver and an adjoining area which is sparsely popu-
lated and mountainous,

General practitioners and physicians, specializing in obstetrics, gyne-
cology, and pediatrics, a total of 500 respondents, generally expressed high
readiness to improve psychiatric skills and thus may be well suited for
continuation education efforts.

On the other hand, a second group of 450 respondents, including phy-
sicians specializing in surgery, dermatology, and diseases of the eye, ear,
nose and throat, indicated very little readiness to improve psychiatric skills
and may not be a very good group for continuing education offerings.

In all, these observations are considered to be of interest and are being
brought to the attention of all physicians.

Gross Percentage Response Breakdowns
of Questionnaire Responses on the
Management of Mentally Ill Persons in Colorado

Please note that, although 1,256 complete and usable questionnaires were
returned (out of approximately 2,500), not all physicians responded to each
item in the questionnaire. Throughout the ensuing analysis, the letter NA
refers to "not answered"” and “not applicable.”

1. Age at last birthday: 11.15—under 35; 56.45—35-50; 32.17—over 50;
0.24—NA

2, Type of practice:

27.95 GP 4.94 Eye, Ear, Nose and/or
11.31 Ob., Gyn., or Ped. Throat
11.94 Surgery 5.97 Psychiatry
12,10 Internal Medicine 2.87 Public Health or Urology
2.47 Orthopedics 15.37 Other
1.11 Dermatology 3.98 NA

8. How is your medical practice set up?

51.99 Individual private practice 2.95 Private institution
17.99 Non-clinical partnership 6.85 Public institution
13.22 Medical clinic 6.45 Other

0.56 NA
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4. How long have you been practicing in your present community?

27.86 5 years or less 15.82 16-20 years
18.24 6-10 years 20.77 21-plus years
16.81 11-15 years 0.40 NA

5. In which county do you practice?
County breakdowns not included here.

6. To what extent do you try to adhere to your appointment schedule?

39.33 Very closely 12.74 Moderately
38.22 Closely 6.45 Quite flexibly
3.26 NA
7. About how many patients do you see in your practice in a typical day?
19.27 Under 10 10.36 31-40
32.4910-20 4.99 41 or more
26.68 21-30 6.21 NA

8. For about how many of them, on the average, do you prescribe psycho-
active drugs?

* 27.07 None 5.33 4
15.211 9.715
15.21 2 8.27 6-10
9.63 3 3.52 11 or more
6.05 NA

9. How often do you treat mental and emotional conditions in your
practice?
25.88 Frequently 40.21 Infrequently or never
31.61 Moderately 331 NA

10. In general, how comfortable do you feel when a patient presents his
emotional problems to you?
47.85 Quite comfortable 8.68 Uncomfortable
39.41 Moderately so 4,06 NA

11.In general, how comfortable do you feel when you attempt to confront
a patient with his own disturbing behavior?
31.37 Quite comfortable 15.84 Uncomfortable
47.45 Moderately so 5.25 NA

12. What are the emotional or mental conditions which are the most fre-
quently encountered in your practice?
60.35 Psychosomatic reactions
72.53 Anxiety neuroses
54.70 Depressive reactions

9.47 Conversion reactions
1.04 Dissociative reactions

7.56 Other sexual problems
11.78 Problems of childhood
14,01 Problems of adolescence

6.61 Involutional problems
22.37 Problems of old age
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5.97 Psychoses 15.37 Alcoholism
34.47 Marital problems 5.73 Drug abuse
1.67 Homosexuality 2.47 Other

18. Which of these conditions have you found the most difficult to treat in
your practice?
33.04 Psychosomatic reactions
32.84 Anxiety neuroses
31.37 Depressive reactions
10.75 Conversion reactions

4.94 Other sexual problems
5.73 Problems of childhood
8.52 Problems of adolescence
3.82 Involutional problems

3.58 Dissociative reactions 14.01 Problems of old age
15.29 Psychoses 33.44 Alcoholism
25.40 Marital problems 12.98 Drug abuse

9.08 Homosexuality 3.82 Other

14. From what one or two sources have you acquired most of your knowl-
edge of psychiatry?

60.83 Reading 17.20 Consultation with

60.35 Clinical experience psychiatrists

37.90 Medical school 5.41 Internship

13.22 Postgraduate lectures or 13.14 Residency
courses

15. How useful in your practice have you found articles on psychiatry?

11.82 Very useful 34.08 Almost useless
47,37 Moderately useful 6.93 NA

16. How could they be made more useful?
56.53 NA. Of the remainder, the respondents expressed desires for less

“jargon” and theory, and for articles which were more directly
tied into medical practice.

17. Do you feel a need to learn more about the management of emotional
problems?
57.48 Yes 19.43 No
19.59 Undecided or no opinion 3.50 NA

18. Have you ever attended a postgraduate course, seminar, or workshop in
psychiatry?

38.46 Yes 58.68 No 2.87 NA
18a. If so, has the knowledge you gained been useful in your practice?
14.09 Very useful 3.66 Almost useless
23.01 Moderately useful 59.24 NA

18b. How could these courses be made more useful?

79.30 NA. Most respondents to this question expressed needs for more
didactic and more practical courses. Some felt that they could
be increased in number.
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19. If you have not attended a postgraduate course in psychiatry, what are
your reasons?

15.92 Not interested 15.45 Topics not sufficiently
14.89 None at convenient time useful

or place 1.67 Never knew courses existed
11.39 Too busy 40.68 NA

20. On the average, how many times per month would you estimate that
you refer patients to psychiatrists in private practice?

26.67 0 5.024
23.651 3.905
18.31 2 4.70 B or more
8.003 8.76 NA
21. Would you like to refer more than you do?
36.15 Yes 36.78 No
17.52 Undecided or no opinion 9.55 NA
21a. If so, what are your reasons for not referring more than you do?
33.36 Patients can't afford it 7.48 No capable psychiatrist
30.02 Resistance of patients nearby
19.11 Capable psychiatrist too 9.71 Pgychiatrist not been useful
busy 12.42 Other

22, To what extent do you participate in the patient’s treatment after he
has been seen by a psychiatrist?
16.80 Frequently 39.97 Seldom or never
30.73 Moderately 12.42 NA

23. To what extent do your patients usually show satisfactory improve-
ment after treatment by a psychiatrist?
17.99 Frequently 13.69 Seldom or never
51.04 Moderately 17.28 NA

24a. To what extent are you kept informed of your patient’s discharge and
told of his treatment, progress, etc., when he is discharged from a state

or county mental hospital?
7.56 Frequently 50.00 Seldom or never
16.00 Moderately 28.43 NA

24b. To what extent are you kept informed of your patient's discharge and
told of his treatment, progress, etc., when he is discharged from a V.A.
mental hospital?
4.38 Frequently 44.11 Seldom or never
12.26 Moderately 39.25 NA

24c. To what extent are you kept informed of your patient's discharge and
told of his treatment, progress, etc., when he is discharged from a

private mental hospital?
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15.76 Frequently 32.32 Seldom or never
20.82 Moderately 31.29 NA

25. Do you provide follow-up treatment for discharged mental patients for
their emotional problems?

43.31 Yes 38.85 No 17.83 NA

25a. If not, are there any particular reasons?
78.90 N.A. No discernible patterns were ascertained.

26. How are psychiatrists of the greatest help to you in your practice?

40.84 NA. Generally speaking, the respondents felt that psychiatrists
were of greatest help as consultants and advisers and in handling
acute psychotic disorders.

27. How could they be of more help?

63.22 NA. Among those who did respond, there was substantial con-
sensus that psychiatrists should make themselves more readily
available, and also that they should communicate more readily
with them.

28. When one of your patients does have a difficult mental or emotional
problem, what community resources are ordinarily available to you?

71.89 Private psychiatric help 59.79 State or public mental

56.69 Community mental health hospital
center 28.50 Private mental hospital
28.04 Social agency 26.75 College or university
facility

29. What is needed most in your community to improve the treatment of
the mentally ill?

44.19 NA. In order of frequency of answer: “more psychiatrists"; “don't
know"; “more mental health centers”; and "less costly psychiat-
ric facilities."”

30. Would you be interested in receiving further training in the emotional
aspects of medical practice?

37.82 Yes 35.67 No
19.75 Undecided 6.77 NA

30a. If yes, what type(s) of training would you prefer? Please rank in
order of preference.

25.80 A short lecture course
25.64 Continuing course or seminar over a period of weeks

19.98 An opportunity to discuss emotional topics at length with a
psychiatrist
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31, Would you be interested in attending a continuing course or seminar
taught by one or two psychiatrists?
30.18 Yes
20.46 Uncertain

38.06 No
11.30 NA

31a.If yes, would you be willing to serve as coordinator or registrar of

such a course?
6.29 Yes

11.07 Uncertain

40.53 No
4212 NA

32. Would you be willing to discuss the mental health needs of your com-
munity with professional colleagues who may be in a position to
render advice and assistance?
38.93 Yes
15.29 Uncertain

30.65 No
1513 NA

33. If you have responded to any of the “yes” or “uncertain” categories in
the three preceding questions, please include your name and office
address below. Your identity will be kept in complete professional
confidence.

62.18 Included name and address 37.66 Did not include name and
address

0.18 NA

Appendix B: Guide for Program Planning and Grant Project Proposals
Continuing Education in Mental Health?!

Prepared by the Continuing Education Branch,
Division of Manpower and Training,
National Institute of Mental Health

A. Description of Training Program or Project:

1. Historic background and developments leading to the proposal, e.g.,
nature of sponsoring institution or agency, or persons or division re-
sponsible for continuing education, previous continuing education
activities, relevant needs and resources for continuing education in
geographic and subject areas, participation by other agencies, profes-
sional associations or employee groups engaged in planning present
proposal, relation of continuing education proposal to state or com-
munity mental health plans.

2. Students. Basis for decision as to which types of students will be
given highest priority in your continuing education efforts, Nature of

1This outline is e brief modified version of grant application instructions designed as a
gulde for potential grant applicants, for rough draft proposals, or simply for local use in pro-
gram planning.
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student or consumer involvement in planning educational program.
Type(s) of students and estimated number to be taught. If program
is multidisciplinary, approximate number of each type. Nature and
approximate number of all potential students (i.e., universe from
which actual students will be drawn), plans for recruiting and select-
ing students, evidence of expressed interest by potential students,
plans for follow-up and diversification of education according to dif-
ferent student backgrounds and needs.

3. Objectives. Describe briefly the goal-setting process as well as ob-
jectives arrived at, e.g., what information and perspectives were con-
sidered, what persons or groups participated in defining the objectives
and setting priorities. General objectives include overall continuing
education objectives, e.g., to help prepare staff for a developing
community mental health program, to increase the effectiveness of
physicians or clergy in dealing with the mental health aspects of
their practices, to meet a high priority manpower need in child men-
tal health, etc. Specific objectives, preferably stated in terms of
measurable knowledge, demonstrable skills or behavioral change,
should be tailored to specified needs of trainee target groups and
mental health service priorities, e.g., to change specific behavior of
public health nurses in Smith County for helping families cope with
crises in which a parent has a terminal illness. Specific objectives
may also be stated in terms of measurable changes in patients or in
mental health indices of the population served by the trainees, e.g.,
reduction in the rate of arrests for alcoholism in the population
served by trainees.

4. Methods and Content. Describe methods to be used in each training
activity. Indicate rationale for choice of methods as they pertain to
specific training objective content, available faculty and learning
process. Describe the time sequence and total course hours for each
training activity. Include a breakdown as to hours per day, days per
month, etc., and relate the duration to the content and objectives.
Describe the specific content to be included in the proposed program
and indicate the relation of the content to the objectives.

5. Available data and future plans for analysis of program development

and evaluation of education. Describe any plans for teacher training
and critique.

B. Budget items. Give sufficient budget breakdown or formulae used in
calculations to make nature of budget clear. List figures in two
columns: current year and first year of proposed grant support.

1. Total budget of department, agency, or school (exclusive of PHS
grants).
a. Total budget.

b. Estimate of that part of the total budget which is for continuing
education.
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c. Estimate of that part of the budget which comes from continuing
education student registration fees.

d. Estimate of total direct or indirect employer's contribution to the
continuing education program in the form of time off, travel, reg-
istration fees, etc.

2. Project budget.
a. NIMH support contemplated for the initial budget period (usually
12 months).
b. NIMH support contemplated for the proposed project period (the
maximum period for which support may be requested for a new
grant is five years).

C. Key staff in continuing education.

1. Personnel and their approximate hours per week or per year already
devoted to continuing education.

2. Personnel and their approximate hours per week or per year in pro-
posed project:
Beginning with the program director list names and qualifications of
key personnel in the project regardless of expected source of sup-
port. For unnamed positions list type of personnel desired.

The above outline is meant to suggest comprehensive program planning
but not necessarily extensive NIMH grant support. Contributions from
students and employers may most easily be gained for support of direct
teaching activities. NIMH support may be most strongly indicated for sup-
port of program planning and program administration which the sponsor-
ing institution cannot yet provide. Nonetheless, NIMH support may be
requested for any phase of the continuing education program as indicated
by local circumstances.

March 19689

Appendix C: Consideration of Priorities for NIMH Continuing
Education Grants Programs

Prepared by the Continuing Education Branch,
Division of Manpower and Training,
National Institute of Mental Health

The basis for future NIMH programming in relation to the training of
Mental Health Personnel will be determined by the nine priority areas
listed below. These will be considered in rating the overall priority of
individual grant projects within the total Continuing Education Grants
Program. The first three criteria weigh most heavily in determining priori-
ties for funding, assuming minimum criteria have been met in items 4
through 9.
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A, Integral to Delivery of Mental Health Services

1. The project is geared to the current priorities, levels of service, re-
sources, and capabilities of the particular area in which it is located.

2, The project makes use of or contributes to relevant community re-
sources and facilities for mental health education and mental health
services.

3. The project is integrated with state plans for mental services, man-
power development and continuing education, and has appropriate
contacts with mental health delivery systems, and preferably broader
health and human services.

4. Spread effect: participants selected for their potential as change
agents, e.g., key decision makers, citizen leaders, administrators,
teachers, and consultants.

B. High Priority Content Areas Consistent with National Priorities

1. “Department of Health, Education and Welfare Concerns"
Violence, Delinquency, Law and Order
Hunger and Malnutrition
Model Cities and Neighborhood Centers
Family Planning
Coordinated Services for the Aged
Center City (Ghetto Problems)
Motivating People to Work
Rural Poverty
2. Health Services and Mental Health Administration priority
Improved health service delivery system.
3. National Institute of Mental Health priorities
Programs related to Community Mental Health Services
Children's Services
Poverty areas, urban and rural. Minority groups.
Drugs and Narcotic Addiction
Alcoholism
Suicide Prevention
4. “Division of Manpower and Training Programs Priority Considera-
tions"
Preparation of personnel for work in community mental health pro-
grams
Focus on critical and long-neglected mental health problems
Training of sub- and nonprofessional personnel
Recruitment and training of minority group mental health personnel
Training of personnel for appropriate utilization of nonprofessional
mental health workers
Shortening the duration of training programs for mental health
workers
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5. Continuing Education Branch priorities

Provide for leadership development in continuing education (in ad-
dition to other priorities listed in this document)

C. High Priority Need

Geographic area

Balance and distribution of existing manpower resources and their
effective utilization

Relative absence of continuing education opportunities

D. Nature of Sponsoring Organization

1. Administrative competence based on experience, size and/or quality
of administrative offices. Capability of responsible business manage-
ment and grants administration

2. Evidence of commitment to continuing education and to objectives of
grant program, preferably demonstrated through past experience, or
at least strong evidence for future commitment

3. Feasibility — likelihood of being able to carry out intent of grant

4. Existence of or potential for development of necessary collaboration
between departments within the sponsoring organization and be-
tween the organization and the community

E. Educational Design

1. Consistent with principles of adult education

2. Program development emphasis as compared to isolated courses

3. Planning and evaluating in cyclical fashion

4. Objectives clear and well defined, preferably with measurable be-
havioral criteria

5. Methods and content consistent with objectives and realistic for the
actual faculty and participants

6. Content relevant and basically sound

7. Advisory planning groups to include administrators of sponsoring
and affiliated institutions, faculty, trainees, and community repre-
sentatives (consumers of services)

8. Innovation and varied educational methods and design (including
experiential learning)

9. Evaluation of educational aspects of program

F. Cost Effectiveness

1. Multiple sources of funding

2. Cost per trainee or per learning product. The higher the cost per
trainee, the greater the premium on highly selected trainees with
planned impact via their “spread effect”

L
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8. Sound economic plan, preferably leading to independence or a self-
sustaining program, e.g.
Program growth without increasing grant
Program continuation with decrease or elimination of grant

. Participation of Consumers and/or Students

1. Selected on basis of manpower development strategy

2. Selected on basis of evidence as to desire to understand and solve
problems related to their work and own career development as com-
pared to secondary motives, such as vacation or therapy

3. Actively involved in all phases of program, from planning through
evaluation

4. Self-education and mutual education emphasis

. Quality of Personnel

1. Administrative staff, advisory boards, trustees
2. Faculty

3. Consultants

4. Evaluators

Evaluation and Research

1. Program evaluation. Evaluation of ultimate outcome and impact on
mental health of population served (as compared to evaluation of
intermediate educational objectives and methods — which is listed
in item E.2.)

2. Research in continuing education including relevant basic research.
(Continuing Education grant cannot be primarily for basic research,
but priority would be higher for a continuing education project in
which relevant research is being conducted, usually with other
sources of support)

3. Continuing education of research personnel

Appendix D: Guidelines for Evaluation of Continuing Education

Programs in Mental Health, March 1970
Prepared by the Continuing Education Branch,

Manpower and Training Division, National Institute of
Mental Health, Thomas G. Webster, M.D., Chief

Introduction

Directors of continuing education programs often express concern about
evaluating the impact of their programs. Funding agencies, program par-
ticipants, and other interested persons share this concern. In settings
where research experts are available to participate in evaluation, the types
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of methods used and knowledge gained, such as guestionnaires for meas-
urement of attitude change, sometimes have little direct utilization in
changing the program. Research experts share the concern for effective
useful program evaluation.

One problem related to evaluation is that training program directors
and faculty often do not gather the kinds of information which could make
them aware of new possibilities for improving their programs. They are
sometimes unaware of information that could be fairly easily obtained
and that could have a considerable impact on their programs. It has also
been noted that a constant frustration for program directors is the great
limitation of time available for administration, including program planning
and evaluation.

These Guidelines have been written with the hope that they will be
useful to training program directors and to research persons who consult
and participate in program evaluation. The Guidelines can be an aid to
such persons as they explore the range of information useful for planning,
designing and evaluating their programs.

The emphasis of these Guidelines is on the types of information that
provide a basis for program administrators to make constructive changes
in_their programs. Evaluation data not only includes information more
customarily thought of in relation to assessment of educational methods
and outcome, but information essential for program planning as well,

In order to develop the Guidelines an Ad Hoc Advisory Committee on
Continuing Education Program Evaluation was convened in April, 1969,
sponsored by the Continuing Education Branch, Division of Manpower and
Training Programs, National Institute of Mental Health. Fifteen experts
representing a variety of disciplines from universities, training organiza-
tions, and government agencies in addition to ten NIMH staff members
met and discussed the many facets of evaluation.

The Guidelines are necessarily broad and designed so that training
program directors may select and use the items which are most relevant
to their programs. The Guidelines are not designed as a program planning
guide, except for the evaluation aspects of the program. However, the
principles discussed may be helpful in developing more comprehensive
plans based on principles of (1) community involvement, (2) education, (3)
administration and finance, and (4] the discipline(s) being taught,

It is anticipated that this initial edition of the Guidelines will later be
revised on the basis of feedback from persons who have used them. Sug-
gestions as to which portions should be retained, deleted, modified, illus-
trated or supplemented will be most welcome.

WHAT IS EDUCATIONAL EVALUATION?

Evaluation and Program Objectives

Well defined program objectives are crucial for purposes of program evalu-
ation. The objectives may be defined in terms of criteria of mental health
for the community or population being served, in terms of changes in the
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learners or their organizations, in terms of secondary phenomena which
the educational program is expected to induce via the learners, in terms
of increments in demonstrable knowledge and skills or in terms of de-
monstrable effectiveness or the relative merits of one educational method
compared to another.

Determination of objectives is a technical process in itself, and much
has been written on this subject in literature on administration, research
and education. For any continuing education program the objectives
should be determined for a variety of levels, not all of which are neces-
sarily incorporated into formal evaluation of outcome,

1. General institutional objectives.

2. Educational program objectives.

8. Educational activity objectives.

First, the sponsoring institution(s) should have a representative ad-
visory committee which includes administrators, faculty, participant
trainees and consumers of services. General institutional objectives should
be clarified in terms of the uniqueness of the sponsoring organization(s)
and their mission(s), in terms of the available manpower and in terms of
the ultimate population being served. This may require considerable dis-
cussion and clarification based upon available data as well as philosophy
and values. Since every organization has limitations in resources for ac-
complishing its purposes, the objectives should be translated into priorities
and strategies to assure that the limited resources are employed in a feasi-
ble manner for maximal impact on high priority needs. Such a strategy
naturally includes concepts of long range development as well as immedi-
ate impact, concepts of learning and change in individuals and organiza-
tional teams, concepts of spread effect and secondary impact via key
catalysts within the system and concepts for initiating self-perpetuating
processes based upon the motivation of persons in the system rather than
leaving the program overly dependent upon the motivation of the initial
planners and administrators.

Within this context and consistent with these general objectives, the
educational program objectives should be determined in terms of what
types of changes in knowledge, skills and behavior are expected in what
types of personnel. The participants in the continuing education program
are thus selected on the basis of their priority significance for accomplish-
ing the general objectives of the sponsoring organization(s).

Within this context more specific educational activity objectives can
be determined for any specific course or other educational activity. Edu-
cational objectives are preferably defined in terms of measurable behav-
ioral change, which can thus provide a basis for evaluation of results.
Educational methods are preferably selected only after the educational ob-
jectives have been determined, and the methods should be consistent with
the objectives. For example, changes in skill are not usually obtained by
lecture methods. Evaluation of methods is usually intermediate or second-
ary to evaluation of educational outcome or achievement of educational
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objectives. By the same token, evaluation of a specific course is secondary
to the achievement of overall program objectives.

Regardless of which aspects of a total program are selected for the
most intensive evaluation, there should be an internal consistency in dif-
ferent levels of objectives and methods, and some type of evaluation is
necessary at all levels.

In summary, the most useful evaluation is closely associated with
“keeping your eye on the ball” rather than being caught up in intermediate
or esoteric facets of the program. Clearly defined objectives and related
evaluation of continuing education programs also enable the funding
agency and other sponsoring organizations to attain their objectives,
which in turn contributes to the improvement of high priority mental
health services at all levels,

Educational Evaluation — A Circular Process

For the purpose of these guidelines, educational evaluation is defined as
the process by which relevant information is constantly gathered and fed
back into the program to be used as the basis for enlightened decision
making leading to improvements in the program.

Evaluation has an important function in well-planned continuing edu-
cation programs from their earliest inception, such as helping to determine
the continuing education needs in a community.

Evaluation is essential in each of the following stages of program
development:

1. Assessing the mental health problems of the community and the
specific needs they reflect for continuing education. Depending
upon the nature of the sponsoring organization, the “community”
may be local, state, regional or national.

2. Defining the educational objectives in specific behavioral terms.

8. Defining the target audience for the program and developing
methods for selection of the desired trainees.

4. Determining the educational content and methods to be used.

5. Developing plans for gathering evaluation data and feeding rele-
vant results back into the program to accomplish constructive
change.

Educational evaluation for continuing education is thus conceived as
a continuous, circular process. The cumulative evaluation at the end of
one year of a program should provide a basis for the planning and evalua-
tion process during the second year. This continuous, circular process
helps integrate evaluation into program planning and implementation.
Assessment of the outcome and effectiveness of a specific educational
activity or program for a particular year is only one phase in the total
evaluation process.
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Educational Evaluation and Educational Research

Evaluation and research have many similarities. In a broad sense research
includes evaluation, and evaluation may use research procedures and fact
finding methods. However, educational evaluation and educational re-
search differ in several significant dimensions.

The purpose of research is to discover and verify principles and to
develop new knowledge, which may or may not be immediately applied.
The purpose of evaluation is to provide information for enlightened de-
cision making and application to improve the ongoing program.

Elaborate methods are generally devised to make it possible for scien-
tific investigators to divorce themselves as much as possible from value
judgments. Findings in specific basic research projects are not ordinarily
fed back into the project to accomplish immediate change. Rather, the
program is kept constant for the period of the research so that one or more
elements of induced, controlled change can be precisely measured.

Research principles and methods are often used in evaluation. How-
ever, the capacity of a continuing education program to apply highly so-
phisticated educational research methods in their program evaluation will
depend upon the resources available. Most continuing education programs
have neither the need nor the capacity to utilize highly technical research
methods, let alone perform basic research.

Educational program administrators view both the methods and the
purpose of evaluation from a wide variety of perspectives. These range
from views that equate evaluation with formal research procedures to
very informal views of evaluation that are more akin to the opinions, judg-
ments and intuition of administrators.

Naturally, in a long range perspective research program development
operates by much the same principles as educational or service program
development. Basic principles of program evaluation and program de-
velopment apply to all. The above distinctions between research and
evaluation are valid in the context of these Guidelines and are too often
overlooked in program evaluation. However, this discussion is not in-
tended to overlook the importance of value judgments, application of find-
ings and program development in research work. By the same token, an
educational program will at times hold certain variables constant and keep
value judgments to a minimum in the interests of evaluation.

Other Dimensions of Evaluation

Evaluation may be regarded in several dimensions, such as (1) ultimate vs
immediate vs intermediate outcome (2) broad vs focused impact (3) long
range vs short term (4) process vs outcome and (5) cost effectiveness vs
educational effectiveness.

In terms of ultimate objectives each program can be judged for its
contribution in the effort to solve mental health problems. In terms of
intermediate objectives a program may be evaluated for its effect on the
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functioning of the learners. How did the educational program change
them, and how will this in turn affect mental health in their communities?
In terms of immediate objectives a program may be evaluated for the ef-
fectiveness of the educational methods in fostering learning and behav-
ioral change in the learners.

Assessment of ultimate objectives, that is, changes in the population
served by the trainees, is highly desirable but can be difficult and expen-
sive. When expert resources are available for such things as epidemiologic
studies these may provide a means for assessing the effectiveness of the
continuing education program in terms of improved indices of mental
health. Such evaluation would usually be accomplished by integrating the
educational program within existing programs for planning and delivery
of services, as compared to supporting such evaluation as part of the edu-
cational program.

Another dimension of evaluation is the difficulty assessing broadly
dispersed ripple effects as compared to focused impact of the educational
program.

Often educational program administrators would see the ultimate out-
come on the mental health of a population as too broad and indefinite for
assessment compared to their focus on the intermediate outcome of
changes in trainees or immediate satisfaction with teaching methods. How-
ever, ultimate vs intermediate objectives need not be synonymous with
broad vs fine focus. Selection of a limited specific population can make
the assessment of both ultimate and intermediate impact an easier task.
For example, a measurable ultimate objective might be the reduction in
rate of arrests for alcoholism in a population of 200,000. In this context
the design and evaluation of impact of a continuing education program
(impact on both trainees and the population at risk) could be more fo-
cused and feasible than assessing the impact on 200 participants of a
weekend symposium on alcoholism, let alone assessing the impact on their
clients, Naturally, not all continuing education programs can or should
provide such a fine focus on the ultimate objectives. However, problems
of educational evaluation are compounded by the tendency for educators
to focus on immediate and intermediate objectives — or on “satisfaction”
rather than any more specific educational objective.

Evaluation of long range objectives, such as a five year program, is
obviously a different task than evaluation of short term objectives, such as
the effects of a specific course. Program development may remain static
or deteriorate if evaluation is concentrated only on short term objectives.
Not infrequently a “successful” continuing education project in the first
two years can flounder on “recruitment problems” by the fifth year.

Evaluation of educational methods and process cannot remain di-
vorced from educational outcome. A continuing education program may
rely so heavily on a process of demonstrated value, such as supervised
clinical work or small group methods, that the program becomes charac-
terized by “riding a hobby horse.” Ultimate and intermediate objectives
may be lost from view, only a special self-selected group of trainees may
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be reached, and the satisfaction of faculty and trainees with the process
may obscure an abortion in program development. On the other hand,
evaluation of outcome in terms of ultimate and intermediate objectives
may be an empty exercise if the educational process and methods are
demonstrably unsatisfactory. “Happiness data” is not a substitute for as-
sessment of outcome, but student satisfaction is obviously an important
ingredient for the educational process. In a related dimension, evaluation
of methods and outcome should include assessment of efficiency as well
as effectiveness of the methods and process.

The director of an educational program cannot be oblivious of cost
effectiveness, no matter how convincing the evidence of educational ef-
fectiveness. Generally speaking, the more costly the education per trainee-
hour (or per unit of assessed outcome) the greater the need to demonstrate
the spread effect or ultimate impact of the program. High cost may con-
ceivably be justified by virtue of assured secondary influences or activities
of the key persons being trained or by virtue of initiating a self-sustaining
process that requires relatively small cost for the ultimate outcome. Cost
effectiveness thus becomes related to motivation of trainees and their em-
ployers, their willingness to contribute to financial support of the educa-
tional program and their potential for accomplishing the ultimate objec-
tives of the program. Assessment of cost effectiveness is important to
program planners to assure optimal utilization of limited resources. It is
also important for attracting further support from trustees and other fund-
ing resources.

Evaluation and Vested Interests

Any continuing education program can and probably will be evaluated
from a variety of points of view. A well-constructed evaluation plan will
make provisions for obtaining feed-back from as many of the following
as possible:

1. The Community: How does the program help the total community?
Does it fit into the community health priorities picture? Does it fit into
the community organization and leadership situation? Have the trainees
been selected on the basis of their strategic impact for the community?
How well does the program fit with activities of related and/or conflicting
interest groups? What changes have occurred in the community and the
target population as a result of the continuing education program?

2. The Trainees: Do the overall training goals and objectives of the
program meet the needs of the target population? How valuable was the
training experience to the trainee group? Did the program contribute any
ﬁ;ing]e benefits such as career advancement, academic credit, enhancement
of role?

3. The Sponsoring Organization: How well does the program fit into
the structure and contribute to the identity of the training institution?
How does it contribute to the aims and services provided by the institu-
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tion? Does the program involve orgamizational changes which would en-
hance the institution's capacity for achieving its objectives?

4. The Program Director and Staff: How do they see their roles in the
project? Are their activities viewed as professionally helpful and appro-
priate? How do their activities affect their careers? Do their roles carry
high or low status?

5. The Funding Organization: Does the application reflect a carefully
planned program based on need? Is the program feasible? Is the program
strategic in its impact for purposes of accomplishing the objectives of the
funding organization? Are potential participants involved in program plan-
ning? Do plans call for efficient administration and financial effectiveness?
Is the program integrated into other community efforts relating to the
same problem? Are educational objectives identified? Are provisions made
for effective instruction? Is the subject matter relevant and adequate in
quality as well as quantity? Does the program design incorporate evalua-
tion based on the objectives of the planned training program? Are the ac-
complishments consistent with the priorities of the funding organization?
Are the administrative policies and procedures consistent with those of
the funding organization? Will the program assessment provide data ap-
propriate for progress reports and/or final reports?

With the possible exception of the sponsoring institution, the funding
agency, the training director, and the trainees, very few individuals in the
opinion-forming groups described in the previous section will be asked to
make formal judgments about a continuing education program which
comes to their attention. Even fewer will engage in scientific measure-
ments, but all will have ideas about the program's values and weaknesses.

By being aware of these vested interests and by involving representa-
tives of these groups in both planning and evaluation, a program director
may attract more resources and build a stronger program.

Representatives of such groups will use various sets of principles or
criteria in making their judgments, depending upon their backgrounds.

Example: An administrator will use principles of administration.

Example: A community leader will use principles of community in-
volvement, community development, public relations, and politics.

Example: A colleague will evaluate the quality, quantity and or-
ganization of the selected content according to the nature of the discipline
involved.

Example: An educator will pass judgments based upon principles
and practices of education.

Example: The program director and faculty measure the program's
success against its stated goals and their own professional satisfaction.

Example: The funding agency will assess a continuing education
project on the basis of principles of cost effectiveness and relevance to the
mission of the funding agency.

Example: The trainee will pass judgment on the educational experi-
ence based on principles relative to his career development and learning
relevant to problems encountered in his work.
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Borrowing Expertise

Ho& then can a program director who is rarely expert in more than one

or two areas assure sound evaluation of a program? BY UTILIZING THE

EXPERTISE OF OTHERS AND INVOLVING REPRESENTATIVES FROM

RELATED DISCIPLINES FIRST IN THE PLANNING, AND THEN IN THE

EVALUATING PROCESS. A program director may call upon experts in

the staff or consultants from groups such as those discussed above.,

. ;:ﬁﬂlxzumgf as nill:l evaluating, it is particularly helpful to keep in mind

on of evaluation as a process of gathe data f

enlightened decision making, e = praapt
(Specific suggestions for utilizing expertise of persons in related areas

and organizations are found in final sections of the guidelines.)

USE OF THE ACCOMPANYING CHARTS

The three charts in the following section are designed to help in develop-
ing a workable and continuous evaluation process usable from the earliest
planning stages through final evaluation and writing of a report.

The charts illustrate an approach to evaluation planning, They are not
intended to be detailed checklists. Not all items will apply to every pro-
gram. Program directors may find it worthwhile to go over each guestion
fmd make a decision as to whether it is applicable and practical to include
in his evaluation process. While each question may be worth review, it is
expected that for any given program only a portion will be used.

Th_era is a separate chart on three of the four evaluation areas men-
tioned in the introduction: (1) Community Involvement, (2) Education, (3)
Administration and Finance.

The term Community Involvement is used in a broad sense to mean
not only how the program relates to other programs and organizations in
the community, and how they participate in it, but how the program con-
tributes to the solution of local, state and national mental health problems

Each of the above evaluation areas is broken down on the fullowing-
pages from three standpoints: (1) principles, (2) planning, data gathering,
decision-making, (3) suggested evaluation questions. (These may be used
as follow-up questions but in many instances they are also questions to
which the review committees seek answers prior to making grants.)

The fourth area mentioned in the introduction — that of evaluation
from the standpoint of the specialized knowledge and skills of the disci-
pline(s) being taught—is not developed in a separate chart. Criteria
unique to each specialty area are beyond the scope of these guidelines.
Each program should assure relevance and soundness of specialized
knowledge and utilize consultants when the expertise is not available on
the faculty. Evaluation would usually be by expert judgment, standardized
examinations, critical incident studies and increments in demonstrahle
skillst acqujzed by trainees. Some general consideration of the quality,
quantity and organization of the content i inci
oy 1 a:tgz-A nt is covered under Principles of
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1. Community Involvement: How Does The Program Fit
Into The Larger Community Framework?

1-A Principles

A continuing education program should be an integral part of the efforts
of the community, state, and nation to solve mental health problems and
consistent with the mental health plans and priorities for the specific geo-
graphic area involved. It should also be consistent with existing and poten-
tial manpower resources and include a strategy for effective utilization of
limited manpower to meet high priority needs.

The continuing education program should be an integral part of, or at
least compatible with, the nature of the sponsoring institution. The spon-
soring organization(s) should have a history of commitment to education
and to the objectives of the proposed continuing education program — or
at least provide firm evidence of intent to develop such a history.

Community agencies and consumers with interests related to the
training program area should be involved in the planning and develop-
ment, and where appropriate, the operation of the program.

The impact of the proposed program on the power structures, mutual
interests, competitive positions, economics and politics of related agencies
and persons should be taken into consideration during the planning.

1-B Planning, Data Gathering, Decision Making

Review literature relating to mental health manpower and training
needs. (See appendix for sources.)

Study state and community mental health plan and regional health
plans.

Review available epidemiologic and manpower information and other
surveys.

Include informed citizens and professionals as sources of information
for program planning.

Make formal or informal survey of community attitudes and needs.

Discuss program with local and regional mental health and regional
health authorities.

Define program's operational identity within the sponsoring organiza-
tion and within the community. Read carefully any official statements as
to the nature and mission of the sponsoring institution. Become informed
as to the image of the organization and its purpose in the minds of its of-
ficials and of outsiders, particularly in the minds of potential participants
in the continuing education program.

Contact agencies with related interests, and become informed as to
their resources and activities.

Identify the groups and their functions to be involved in the planning.

Develop relationships with community agencies which might serve as

educational resources.
Establish planning and evaluation and/or advisory committee, repre-
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?enting key agencies’ students, experls in the discipline, in education, and
in administration and finance.

Involve related interest groups in evaluation plans.

Analyze what problems shared by other agencies the proposed pro-
gram would help to solve.

Analyze whether the proposed program will pose any threats or prob-
lems for agencies, or individuals with related or over-lapping or conflicting
interests.

1-C Suggested Evaluation Questions

_ How does the program fit into, and contribute to local, state and na-
tional mental health goals and priorities?

'What cantrl.bu‘ﬁun is the proposed program expected to make toward
solvm_g high- priority mental health problems? How will it foster more
effective utilization of existing manpower? Spread effect?

' Has the preliminary investigation covered all related areas and
vielded adequate information for preliminary decisions on training needs
around which a program can be built?

Is there adequate baseline data by which to evaluate (at least in-
formally) the_ relevance and impact of the continuing education program
on high priority mental health needs and manpower?

Is the program consistent with the goals and objectives of the spon-
soring organization? Has the sponsoring institution demonstrated by past
Performance or current investment of resources a commitment to the gb-
jectives of the continuing education program?

In what ways were community agencies with related interests and
consumers of the program involved in its planning, operation, and evalua-
tion?

Does the program fit sufficiently well into current trends and values

i:} the community that the program “has lots of things going for it” in ad-
dition to the primary sponsorship?
. What methods were used to explore and resolve potential conflicts of
interest both within the sponsoring organization and among organizations
with relgted interests and purposes. Are there distorted views of the pro-
gram or its sponsors which handicap its success and that would be amena-
ble to accurate information and communication?

2. Education: Is the Program Based on Sound
Educational Therapy and Practice?

2-A. Principles

Sound education:

—is based on trainee, community and faculty involvement i
planning and educating process. ty ment in the

—is based on carefully selected trainees, screened to match their
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needs to the specific training being offered and their strategic significance
for effective utilization of existing manpower.

— is based on specific educational objectives, preferably stated in be-
havioral terms, which reflect the needs of trainees and of the community
they will serve.

—is based on trainees’ readiness to learn and community readiness
for program.

—is based on achieving a measurable outcome consistent with the
educational objectives.

—is based on a carefully planned program outline and timetable
which permits ample time to accomplish goals, and for individual instruc-
tion as needed.

— utilizes a variety of methods, materials and community resources.
Methods are consistent with objectives and are appropriate to the particu-
lar trainees.

— contains appropriate amounts of quality subject matter presented
in keeping with the principles of the discipline(s) being taught.

— provides for flexibility in planning and carry-through so needed
modifications may be made during the course.

—is designed to achieve continuous feed-back from trainees, faculty

and others for the purpose of continuing and final evaluation of the
program.

—is based on an optimum number of highly qualified instructors and
a ratio of students based on maximum learning in relation to time, cost
and educational methods used.

—is based on adequate back-up administrative and other service per-
sonnel to bring faculty to maximum efficiency.

2-B. Planning, Data Gathering, Decision Making

NOTE: See Community Invelvement Chart 1-B preceding for steps to take
to gain educational involvement,

Define target trainee population and their relevance to mental health
manpower strategy for the area being served. Define both the total uni-
verse of potential trainees and the criteria for selecting actual trainees —
such as their number and qualifications.

Devise screening measures to select trainees and to screen out inap-
propriate potential trainees.

Devise promotional methods to attract appropriate trainees.

Sample trainee and/or community needs (felt and unfelt) and readi-
ness by formal or informal surveys, and interviews with key leaders and
potential trainees.

Consider the “ripple effect” —how trainees will spread benefits ot
their learning to professionals and allied personnel to the benefit of the
community.
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Define program objectives in terms of trainee and community needs
and readiness, using specific behavioral criteria when possible.

Develop detailed program outline and timetable which states general
objectives, objectives for specific teaching-learning experiences, and sug-
gests materials, methods and resources to be used.

Consult literature and educational experts regarding educational meth-
odology. Provide teacher training in educational methods and materials.

Use prospective faculty, colleagues, subject specialists in developing
content and organization within the framework of the program objectives.

Consult faculty and trainees periodically to determine if teaching-
learning needs are being met. (Continuous evaluation by instructors and
students.)

Develop a continuous and final evaluation plan which is an integral
part of the program plan and timetable.

Decide which formal and informal evaluation techniques to program
into the course.

Define basic data useful for evaluation which should be gathered
through administrative procedures — students’ background preparation,
enrollment figures, attendance, preliminary enrollment questionnaire, stu-
dent grades, etc.

Arrange for highly qualified instructors and needed support personnel.

Define instructors' responsibilities clearly.

Provide for adequate administrative services to the professional staff.

2-C. Suggested Evaluation Questions

What role is played by fellow professionals, prospective faculty members,
trainees and educators in assessing training needs, defining program’s pur-
pose, developing program and evaluation plans?

What provisions are made for student participation in the active edu-
cational process?

If teaching resource organizations are used, do these cooperate and
make significant contributions to the planning and educational process?

Were the methods used to select a trainee group appropriate to the
proposed educational program and its objectives?

What methods for assessing needs were used?

Are needs clearly specified in the program plans and are objectives
defined in terms of these needs? Are the educational objectives clearly
defined in behavioral terms? What will be the criteria and methods for
assessing whether the educational objectives have been accomplished?

Does a purpose statement in the program plan clearly specify the long-
range objectives based on needs of various constituencies?

Does the plan reflect a program of adequate scope and emphasis
oriented toward achieving stated objectives?

Are the educational methods and materials selected for effectiveness,

and do they reflect variety? Are the methods consistent with the
objectives?
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What methods were used to assure high quality content?

Can the program adapt quickly to changing needs and conditions?

Are findings from continuing evaluation being fed back into the pro-
gram to accomplish on-going improvement?

What provisions are made for formal or informal testing procedures
to obtain continuous feed-back from trainees, the community, etc.?

Were follow-up questionnaires or interviews employed to gain infor-
mation on how trainees passed along the benefits of their training to
others and how their patients or clients benefitted?

Are criteria of staff selection clear?

Is the faculty adequate both in quality and quantity?

Are their instructional responsibilities clearly defined? Is there pro-
vision for faculty meetings and faculty development?

Are all necessary staff services provided for?

Do instructors have time to reflect on and review critically their teach-
ing and the progress of the trainees?

3. Administration — Finance: Have Adequate Financing and
Administration Been Provided For?

3-A. Principles

Sound Administrative and Financial Management:

— advances the educational aims of the program through providing
services to that program.

— provides adequate communications service.

— provides facilities and personnel for smooth operation of the
program.

— operates on sound personnel management policies.

— provides adequate back-up services for staff.

— defines and plans in detail all costs for personnel, services, equip-
ment, and facilities throughout the course of the program.

— projects need at all stages of program development, and makes al-
lowances for upcoming needs, including need for follow-up evaluation
studies.

— seeks to establish sound financing both for initial phases of pro-
gram and for ongoing program.

— keeps accurate records, and gathers baseline data for use in pro-
gram evaluation.

— prepares cost analysis and cost effectiveness studies.

3-B. Planning, Data Gathering, Decision Making

Outline the kind of administrative structure needed.
Seek management and financial guidance from experts in these areas.
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Consider membership of such experts on planning committee,

Provide effective promotion and public relations service.

Reserve suitable meeting rooms, laboratories, and needed equipment,

Develop contractual and/or financial arrangements with participating
community organizations.

Define specific qualifications needed in the professional staff, with job
descriptions.

Plan any needed orientation for staff.

Provide for adequate services to support professional staff (admin-
istrative, maintenance, clerical and service personnel.)

Plan budget in detail and project it step by step to cover the planning,
operating and following through stages of the program.

Include in budget plan all costs for competitive salaries for profes-
sional, administrative and service personnel; materials, facilities, equip-
ment and maintenance, guest lecturers, planning committee costs, etc.
Salaries and fees consistent with those of comparable nature by the spon-
soring organization and geographic area.

Assess increasing costs arising out of increasing involvement of re-
lated groups, and make allowances for these.

Outline various sources of support and select soundest. Develop auxil-
iary support. Define these in the proposed budget. Employers and trainees
should participate in financial support of the educational program, thus
providing an indication of its value to them for fulfilling their own
objectives.

Determine basic kinds of useful data which should be gathered in the
process of registration, and during the course. (attendance, student back-
ground, etc.)

Plan administrative and staff time needed to gather baseline data and
keep records, handle followup mailings, or compilations of data from tests,
questionnaires, etc.

Plan way of measuring cost effectiveness and cost benefit.

3-C. Suggested Evaluation Questions

Are office services adequate in quantity and quality?

Are inquiries and registrations handled promptly?

Is the promotion program recruiting desired clientele? Do promotion
materials accurately reflect the quality and spirit of the program? Is pro-
motion used to help bring together unperceived needs of students with
their felt needs?

Are promotional costs excessive for this project, possibly reflecting
recruitment problems based on factors other than reasonable promotional
measures?

Are meeting rooms adequate in number, size, flexibility, comfort, and
attractiveness? Are the lighting, ventilation and storage facilities ade-
quate? Is there adequate instructional equipment? Is the space and equip-
ment used as close to capacity as possible? Is the instructional equipment
in optimal operating capacity?
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Are relationships with participating organizations businesslike? Are
there contracts or letters of understanding defining mutual agreements? Is
compensation adequate? Are there adequate eating and sleeping arrange-
ments?

Is the staff fully qualified? Is compensation of professional staff com-
petitive with other institutions?

Are new instructors and leaders given adequate orientation? Is the
performance of the faculty assessed?

Do leaders and instructors receive assistance in room arrangement for
maximum informality and interaction?

Are physical facilities properly safeguarded, maintained in good con-
dition?

Is the budget detailed, realistically planned and set up on a timetable?

Have all possible expenses been considered, including planning costs,
evaluation costs, etc.

Have trustees, employers and other funding sources been sufficiently
informed and involved to see the long-term wisdom and efficiency of con-
tinuing education of staff as an essential component for effective utiliza-
tion of manpower and delivery of services?

. Has every possible source of funding been investigated?

Is the program taking advantage of more than one source of funding?

Do employers and trainees contribute?

Is it developing future sources for a continuing program?

Are records accurate, as comprehensive as necessary, as simple as
practicable, and accessible? Are routine data gathered for future evalua-
tion?

Have cost effectiveness (number reached and ultimate impact per dol-
lar spent) and cost benefit (beneficial changes caused in students per dollar
spent) been made? Has the consultation and assistance of experts in cost
analysis been utilized?

Appendix E: Some Sources of Consultation and Information

For consultation and information regarding federal grants

National Institute of Mental Health

Thomas Webster, M.D.

Director, Continuing Education
Training Branch

Barlow Building 11A12

5454 Wisconsin Avenue

Chevy Chase, Md. 20015

For consultation and information nationally

American Psychiatric Association
Physician Education Project
Howard M. Kern, Jr., M.D., Director
1700 18th Street, N.W.

Washington, D.C. 20009
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For consultation and information in the states of Alaska, Arizona, Cali-
fornia, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon,
Utah, Washington, Wyoming

Western Interstate Commission for Higher Education

Raymond Feldman, M.D.

Director, Mental Health Programs

University East Campus— 30th Street

Boulder, Colo. 80302

For consultation and information in the states of Alabama, Arkansas,
Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Caro-
lina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, West Virginia

Southern Regional Education Board

Harold L. McPheeters, M.D.

Associate Director for Mental Health

130 Sixth Street, N.W.

Atlanta, Ga, 30313

For general information regarding continuing education
American Medical Association
C. H. William Ruhe, M.D.
535 North Dearborn Street
Chicago, Il1. 60610

For assistance in coordination and consultation with general practitioner
groups

American Academy of General Practice

Volker Boulevard at Brookside

Kansas City, Mo. 64112

For assistance in coordination and consultation with internists
American College of Physicians
Edward C. Rosenow, Jr., M.D.
4200 Pine Street
Philadelphia, Pa.

Appendix F: Useful References

. 1. Anderson, A. ], and Altman, 1.: Methodology in Evaluating the Quality

of Medical Care: An Annotated Selected Bibliography, 1955-1961. Pitts-
burgh: University of Pittshurgh Press, 1952,

2. Erickson, D. L.: Continuing Education Program Evaluation Self-Study
Guide. Chicago: University of Illinois College of Medicine, May 1969.

8. Farberow, N. L.: Bibliography on Suicide and Suicide Prevention: 1897-
1957, 1958-1867. Public Health Service publication no, 1979, Bethesda,
Md.: National Institute of Mental Health, 1969,

73



74

Task Force Report 2

4. Knowles, M. 8.: “Evaluating Comprehensive Programs,” in The Modern
Practice of Adult Education. New York: Association Press, 1970.

5. Miller, G. E., ed.: Teaching and Learning in Medical School, chapter 14.
Cambridge, Mass.: Harvard University Press, 1961.

6. National Institute of Mental Health Training and Manpower Resources
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