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The purpose of this study was to determine and com-
pare faculty perceptions of areas of concern that have
been identified by osteopathic medical education admini-
strators as having a relationship to institutional needs
and goal setting. Specifically, a Delphi research technique
was used to examine faculty perceptions of osteopathic per-
spective in relation to (a) the philosophical and functional
orientation of the curriculum; (b) actual design, structure,
and implementation of the curriculum; (c) location and
design of the physical facilities and the campus environ-
ment; (d) faculty issues of tenure, promoticn, salary,
and merit; (e) teaching, and the evaluation of teaching:;
(f) student characteristics and admissions policies; and
(g) administrative structure and communication networks.

The population of this study is restricted to the full-
time faculty of the New Jersey School of Osteopathic Medicine
who were emploved between May and October of 1983. Democ-

graphic wvariables include faculty rank, tenure status,



academic or professional degree, and department affiliation.
The three rounds of the Delphi procedure produced faculty
consensus on the majority of institutional variable litems.
In addition, the study identified similarities and
differences in faculty perception of the institutional
variable categories identified in Round I of the Delphi.
These categories are compared by the demographic variables.
A one-way analysis of variance, plus post-hoc compari-
sons using the Duncan's new multiple range test, identified
significant differences and trends toward significance for
the institutional variable categories of osteopathic per-
spective and identity; administration; teaching and evaluation;
physical campus and curriculum; tenure, promotion, salary,
and merit; and students and admissions. No significant
differences were found for the institutional variable cate-
gories of future growth and missions and goals, and curri-
culum and laboratory space. Significant differences were
found among the institutional categories by the demographic
variables of tenure status, academic or professional degree,
and department. No significant differences were found
among the institutional categories for the demographic

variable of faculty rank.
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CHAPTER I

INTRODUCTION

Almost all observers of American higher education agree
that the time has arrived for higher education to take a
close, careful, and critical look at itself. While it is
true that there has always been the need for institutions
to conduct ongoing programs of self-evaluation, the ex-
ternal pressures for evaluation and accountability are
greater now than ever before.

According to Hartnett (11, p. 3), one of the most
important reasons for self-scrutiny, especially in the public
sector, is the increase in consolidated systems of higher
education. During the past two decades many states began
to realize that voluntary academic planning and coordinating
efforts were not going to be sufficient. Several states
either enacted legislation which created mandatory coordi-
nating and planning agencies or strengthened the power of
existing ones.

Many educational theorists have argued for some time
that any evaluation of an institution's effectiveness must
take into consideration the institution's goals. The problem

is that too few institutions have seriously considered what



their goals are, and those that have often find that the
various members of the college community disagree over what
should be the purpecses of the institution.

Further complications in goal setting are likely when
colleges and universities are combined into networks of
interdependent institutions. An inevitable conflict is pro-
duced between the competing interests of the total network
and those of its component parts, which is a phenomenon
educators describe as the tension between central authority
and local campus autonomy (11, p. 31). The point is also
made that all networks of institutions share a common set
of statewide planning problems about which critical decisions
need to be made; namely, these are the determination of
statewide goals for higher education, the establishment of
patterns of cooperation among institutions, the allocation of
resources consistent with long-range plans, and the promotion
of innovation and change throughout a system.

The primary factor in the development of organizational
goals is planning. Since the concept of planning has been
variously defined and used, it has no precise meaning although
there are various definitions. Blair defines planning as
simply "the rational determination of where you are, where
you want to go, and how you are going to get there" (4, p. 17).
Planning must include procedures for revision of the means

and for reevaluating the ends as the program evolves over time.



It is thereby responsive rather than rigid and, as such, is
much harder to formulate but more likely to be justifiable
and feasible.

A successful planning process depends upon a clear
sense of institutional identity. Of increasing importance
are institutional purpose, or mission, and the perceived
correlation between this mission and the operating goals
of the institution.

Etzioni (9, p. 6) indicates that as an organization
grows, many persons may influence its goals. It is necessary,
he believes, to offer all individuals in the organization an
opportunity to participate in gcal setting so that they may
have the opportunity tc attain personal goals through the
group goal of the organization. 1In his study of the educa-
tional change process, Cooper concludes that the "more widely
the faculty can become involved, the more will they be com-
mitted to innovation and its success" (6, p. 80). -

The self-study process is perhaps the most significant
vehicle for institutional planning through faculty involve-
ment. Although procedures vary, all are designed to help
institutions reassess their cbjectives, measure sucgcess in
attaining objectives, explore ways and means by which educa-
tional efficiency may be improved, and prepare for the ever-—
increasing demands by society.

Parekh (16, p.7) defines the components of an educational

institutional's goal structure as (a) instruction, (b) research,



(c) public service, (4) academic support, (e) student
support, and (f) institutional support. These components
represent, then, the broad areas of the self-study process.

Educational goal setting and accompanying concerns are,
of course, shared by those institutions engaged in the
education of physicians. Medical education is subjected
to extensive controls by both state and federal agencies.
A 1976 Carnegie Report (5, p. 3) recommends that state and
federal governments take decisive steps to control the
development of new medical schools in the United States.
Their report indicates that in the face of rapid increases
in the supply of physicians graduating from existing schools,
the present critical needs are to overcome uneven geographic
distributions of health manpower and to increase the pro-
portion of physicians who are engaged in primary care.
Planning in existing schools, not the development of new
ones, is the recommended priority. Later, in 1980, the
Department of Health and Human Services (22, p. 2), the
Congressional Cffice of Technology Assessment (21, p. 3},
and the Graduate Medical Education National Advisory Cormission
(GMENAC) (10, p. 2) all published forecasts of an excess of
physicians by the year 1990, but with a projected deficit in
primary-~care physicians.

The future of medicine and the resulting direction of

medical education is of significant concern to the area of



ogsteopathic medicine. Osteopathic medicine as an entity
has struggled through a painful evolution; it continues to
struggle for an identity in an economic and social period
when consolidation and strengthening of goals is critical
to insuring professional survival. However, the historical
and philosophical attachment to a health orientation and
primary care, according to Jonas (12, p. 1l), may offer
options for the growth of osteopathic medicine that are
not realized by those areas of medicine which emphasize a
more traditional disease orientation and specialty medical
care.

There are currently fourteen schools and colleges of
osteopathic medicine in the United States as compared to
124 allopathic medical schools (3, p. 1). Future planning
for the field of medical education, and specifically for
osteopathic medical education, is neither an entertainment
nor a luxury.

A thorough self-study will be necessary in order to
formulate institutional geoals that are appropriate to the
future of medical practice in the United States. The parti-
cipation of both clinical and basic science faculties in the
planning process of medical education, and the use of their
expertise in the recognition of their personal goal structure

as it relates to the institution, is of vital importance.



Statement of the Problem
The problem with which this study is concerned is to
assess faculty perceptions of issues and concerns related
to needs and goals in an institution of osteopathic medical

education.

Purpose of the Study

The purpose of this investigation is to determine and
compare faculty perceptions of areas of concern that have
been identified by osteopathic medical education administra-
tors as having a relationship to institutional needs and
goal setting. Specifically, a delphi research technique
is used to examine (a) faculty perceptions of osteopathic
perspective as it relates to the philosophical and functional
orientation of the curriculum:; (b) the actual design, structure,
and implementation of the curriculum; (c) the location and
design of the physical facilities and the campus environment;
(d) faculty issues of tenure, promotion, salary, and merit;
(e) teaching, and the evaluation of teaching; (f) student
characteristics and admissions policies; and (g) administrative

structure and communication networks.

Research Questions
The following specific questions have been formulated

in order to accomplish the purposes of this study.



1. What are the major issues and concerns in regard to
institutional needs and goals as perceived by osteopathic
medical education administrators?

2. What are the faculty perceptions of issues and con-
cerns related to needs and goals at one educational institution
of osteopathic medicine?

3. wWhat are the similarities and differences in faculty
perceptions of issues and concerns related to institutional
needs and goals as compared by the characteristics of (a)
faculty rank, (b) tenure status, {(c) academic or professional

degree, and (d) institutional department of employment.

Limitations and Delimitations
The results of the study are subject to those limitations

recognized in the necessary cooperation of voluntary res-
pondents in a three-round question process as is represented
in the delphi survey approach to research, The study is
delimited to the New Jersey School of Osteopathic Medicine
(NJSOM) and to the responses from full-time faculty who were
employed at this institution during the established timeframe

(May-October, 1983}.

Basic Assumptions
It is assumed that the selection of the initial panel
of experts, (presidents and deans from the schools and

colleges of osteopathic medicine) as well as the general



and specific issues generated by them (with the further
validation by the administrators and Self-Study Committee
at NJSOM) are appropriate concerns for faculty response in
the first round of the study.

It is further assumed that the verbal generation of these
issues at the first meeting of the American Association of
Colleges of Osteopathic Medicine in 1981 (1, p. 2) and the
second meeting in 1982 (2, p. 2) constituted an appropriate
format for Round 1 rather than the more customary short-form
mailed questionnaire. The small number of osteopathic schools
{fourteen) and their 100 per cent representation at these
meetings provided information and consensus through program
emphasis on the selection of topics for inclusion in the
study. This information would have been difficult to obtain
in the more conventional manner.

The administrators and Self-Study Committee of NJSOM
provided a more exacting panel of experts for the final
compilation of Round 1 items for responses by the full-time
faculty. As is customary, individual faculty members were
provided with the opportunity to make additions to the
instrument for response by colleagues on all rounds of the
study.

It is assumed that the selection of the particular
research procedure is the most appropriate manner by which

to solicit a broad anonymous response to selected issues



and to obtain consensus. Further, it is assumed that this
is the most appropriate procedure to use for identification
of present and future needs and to encourage unity and

participation in future planning.

Definition of Terms
The following terms are utilized in the description of
this study:

Administrators refer to institutional presidents and

deans.

Medical education is defined as the program of pro-

fessional study in medicine that follows the granting of
a baccalaureate degree.

NJSOM is the acronym for the New Jersey School of
Osteopathic Medicine and is used interchangeably to denote
this school.

UMDNJ is the acronym for the University of Medicine and
Dentistry of New Jersey, and is used interchangeably to denote
this school.

NJMS is the acronym for the New Jersey Medical School,
and is used interchangeably to denote this school,

RMS is the acronym for the Rutgers Medical School, and
is used interchangeably to denote this school.

Osteopathy is, classically, "that school of medicine based

on the theory that the body is a vital mechanical organism

whose structural and functional integrity are coordinate.



10

Therapeutic procedure has chiefly been manipulative
correction” (18, p. 24). A more contemporary definition
might also include emphasis on primary care and a holistic
health-oriented - approach to medical treatment and illness.
Allopathy is a term "erroneously used for the regular
practice of medicine" (18, p. A-39). However, it is in
common use to distinguish between the practice of the M.D.
(doctor of medicine) and D.O. (doctor of osteopathy)}:
allopathic (or M.D.) medicine is generally more disease-

oriented.

Description of the Delphi Research Method

This study was conducted by using a data collection
technique called the Delphi method. The Delphi method is
the name of a research technique that is designed "to elicit
opinions with the goal of obtaining a group response from an
initial panel of expert topic selection™ (7, p. 2}. Delphi
replaces direct confrontation and debate with a carefully
planned, orderly program of sequential individual interroga-
tions, most often conducted by a conventional questionnnaire
format. The series of gquestionnaires is interspersed with
feedback derived from the responses. The technique emphasizes
informed judgment. It attempts to improve the panel or
committee approach by subjecting the views of individual

experts to the criticism of fellow experts without face-to-face
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confrontation, and by providing anonymity for the opinions
and arguments that are advanced in defense of those

opinions (7, p. 15).

Background and Significance of the Study

Goal is a central concept in the study of organizations.
Goal attainment is an aspect of all systems which, in order
to survive, must attain whatever goals they set for themselves.
Etzioni (9, p. 6) defines an organizational goal as a "desired
state of affairs which the organization attempts to realize"
(3, p. 6), but this formulation immediately xaises the
guestion of who decides which one is the desired state of
affairs. Theoretically, there could be as many desired states
as there are persons in an organization. It is necessary for
the organization, the educational institution, to encourage
all individuals who are connected with the institution to
participate in goal setting so that they may attain their
personal goals through the group goal. Although an organi-
zational goal is not necessarily the same thing as a personal
goal {nor a goal that a particular person desires for an
organization), the nature of organizational gcals is evident
to some extent in the assertions of its members about their
perceptions of the organization's goals (9, p. 6).

Keeton (13, p. 1) reports that planning has long been
regarded in American education as a responsibility of

institutional management. Prior to 1970, he states, planning
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in colleges and universities was generally characterized as
informed, and it was primarily concerned with expected
growth.

In the 1980s educaticnal institutions entered a
dynamic era wherein they encountered fluctuating environ-
mental conditions and yearly changes. The difficulties
attendant to managing continuing change have generated a
new interest in formal planning procedures and processes.

Keeton (13, p. 10) asserts that faculty, administrators,
statewide coordinators, legislators, and governors share
responsibility for planning in higher education. Each group
has a unique perspective, type of expertise, and particular
contribution to make toward statewide planning.

One of the most significant changes in higher education
planning, according to Pfnister (17, p. 11l1), is the great
growth of faculty power coupled with rapid faculty profes~
sionalism. This is, of course, particularly true in the
medical school environment where professional expertise is
the basis for instruction. Keeton (13, p. 17} identifies
the college or university faculty as the teachers, the
researchers, and the specialists who provide the various
forms of service required by the institution. Even though
there 1is considerable mobility, this faculty represents the
"largest element of continuity and experience with the tasks

and problems of the campus” (13, p. 18).
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The medical school environment presents an even more
complicated issue in that faculties are composed of two
groups of somewhat autonomous professionals--the clinicians
and the basic science researchers. Research is limited
that addresses the cooperative institutional functioning of
these two groups.

Palola (14, p. 598, 15, p. 7) states that faculty tend
to view planning as an administrative task and are generally
more preoccupied with faculty-administration and faculty
conflicts, and with concerns that are related to their own
disciplines. However, this information is not specific to
medical school faculties.

The New Jersey School of Osteopathic Medicine (where
this study was conducted) is a part of the larger University
of Medicine and Dentistry of New Jersey (UMDNJ). UMDNJ, the
state-wide health sciences university for the State of New
Jersey, operates three medical schocls. This system is an
excellent example of a state-wide planning network in higher
education,

Ostecopathic medical education is subject to many of the
same dilemmas evidenced in other medical schools in New Jersey
and elsewhere. Issues shared by all institutions of medical
education are maintaining the quality of instruction, assuring
the existence of a strong curriculum, and encouraging quality

in faculty and student performance.
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Osteopathic medical education is complicated somewhat
further by internal conflicts over the nature and function
of their professional theories of practice and the resulting
curricular integration. The representation of osteopathic
principles and philosophy as a viable contribution to both
medicine and the public is perhaps less of an immediate con-
cern to osteopathic educators than is the need to resolve
internal confusion and conflict over these same principles
and their relationships to the curriculum. Students realize
this conflict very early in their academic careers when they
are faced with the so-called differential approaches to
learning between basic science and clinical education (19,
p. 3}. Very often these two facets are separated or split
philosophically so that the basic science portion of the
curriculum precedes the clinical education phase (20, p. 9).
At NJSOM this split is geographical as well as philosophical
where separate campuses exist for the two phases of the
curriculum. Dressel (8, p. 2) comments on the difficulties
of maintaining consistency in original rational and the
tendency toward fragmentation within and between program
segments in osteopathic medical education even under the
most desirable conditions.

This study will be significant in that it will ({(a)
contribute to the body of research needed on the topic of

faculty involvement in higher education planning and goal
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setting, (b) provide information on the concerns of a

single institution functioning within a state-wide educational
network, (¢) provide information on the nature of the con-
cerns of medical school faculty as they relate to planning

and institutional goal setting. This study will also
determine whether or not differences exist between categories
of a medical school faculty regarding their expressed con-

cerns about planning and institutional goal setting.

Organization of the Study

Chapter II includes a review of the literature that
pertains to (a) planning in institutions of higher education,
(b) planning in medical education, (c) osteopathic medicine
and osteopathic medical education, (d) the Delphi technique
as a research tool, and (e) the Delphi technique in educational
research. The third chapter contains descriptions of the
population, the methods used in collecting and analyzing the
data, and the instrument utilized in obtaining the data.
Chapter IV presents the data analyses and findings from the
research. The fifth chapter contains a summary ©of the
investigation and its findings, conclusions drawn from the
data findings, and recommendations for further research.

Also included are relevant appendices, statistical tables,

illustrations, and a bibliography.
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CHAPTER II
REVIEW OF RELATED LITERATURE

Introduction
This chapter will discuss two aspects that are related
to this study. The first section discusses the concepts
of medical education as they are related to institutional
purpose and goals. The second section presents a discussion
of the Delphi research technique that includes its history

and relevant applications.

The Purpose and Goals of Medical Education

A clear sense of institutional identity is necessary
in order for there to be a successful planning process.
Increasingly important are the role of the faculty in the
establishment of institutional goals and the perceived
correlation between purpose (or mission) and the operating
goals of the institution. Further, the unique characteristics
of medical education and medical educators, and the character-
istic of professional autonomy in particular, create an even
greater need for planning in institutions of medical educa-
tion . Niblett indicates that with society in such rapid
movement, it is improbable that universities of any kind

will themselves remain unchanged; he asks "to what extent
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will they change by their own will or be changed by force
of circumstance?" (53, p. 3). Niblett's question is one
+that must be addressed by all institutions of higher
education.

According to Fincher, "the statement of mission for an
institution or organization is a statement of its enduring
purpose or aspiration. As such, it describes only the most
géneral focus or direction" (19, p. 11). Romney goes beyond
mission to define goals for an institution as "representing
circumstances sought in pursuit of its mission" (58, p. 19).

The idea of educational futurism is a relatively new
area of specialization and, to date, no one can claim any
great degree of expertise. It does appear to provide an

area of high promise and potential significance for educa-

tion as well as other disciplines. Hack (25, p. 128) indicates

that new knowledge in education must be developed through the
use of new and improved techniques of research and planning;
the future always has been and probably always will be the
universal frontier. Hack believes that futurism provides the
means for probing that frontier in terms of preparation for
what lies ahead and determination of the shape of things

to come. PFuturism in fact may be the practical foundation
for insuring the future health and perhaps even existence

of certain institutions.
Consistent and guided planning can be described as the

functional base of futurism in education. Hack (25, p. 127)
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points out that organizational theorists almost universally
agree that planning is a key element in the decision-

making process; there are, however, wide differences in
opinion concerning the meaning and implications of the

term planning. As Howsam notes in his discussion of
institutional planning, “there is much 'semantic looseness'
among educators where planning and change is concerned”

(31, p. 72). According to McManis and Harvey (51), the
problem is not necessarily the absence of plans or competent
planners, but rather the absence of a comprehensive planning
process that integrates academic, physical, and financial
planning. More specifically, what is lacking is a "planning
process that assesses the needs of the community of which
the institution is a part and the constituents it seeks to
serve" (51, p. 6}. The needs of the patient community, the
potential student population, and society are of particular
importance to institutions of medical education. McManis
and Harvey go on to list other components of the planning
process to include "routine examination of the institutions
missions in light of established needs and either reaffirm
the existing mission or modify it; and involvement of the
persons responsible for the implementation of the plan in
its development"” (51, p. 7).

Miller refers to planning as "the cooperative concep-

tualization of the mission" (48, p. 2). Essentially, he
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says, the first steps involve the assessment of given con-
straints, the analysis of information and trends, and the
review of community expectations and student needs. Once
this has been accomplished, goals and objectives can be
formulated, priorities established, resources secured, and

a problem-solving mechanism installed that provides a
sequential step-by-step plan of action to achieve the goals.
The process, then, involves determining educational-organiza-
tional needs, reducing these more comprehensive needs into
goal statements, establishing performance cbjectives, and
the further guantification of process through administrative
process profiles, functional analyses, situational analyses,
and resource analyses.

Planning, therefore, is intelligent preparation for
action. According to Blair, "it involves the beginning
determination of the new and an assessment of the old
policies and programs" (5, p. 13). Furthermore, it involves
the integration of many diverse perceptual viewpoints as
to what should be done when, why, where, and how. An
attempt should be made to control the future in the direction
of desired goals through decisions based on careful estimates
of the probable conseguences of possible courses of action.
Strategic planning is useful when major targets, objectives,
and priorities are established, and when guidelines are
developed that enable institutions and organizations to

respond, as well as direct, change.
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In his discussion of planning, Blair lists the following

elements as significant components of the process:

1. Determination of constraints (federal and state
statutes, accrediting agencies, local regents,
etc.);

2. BAnalysis of the contextual setting {(needs assess-
ment, current trend predictions, competitive
advantages, etc.);

3. Establishment of broad goals, objectives, and
programs;

4. Estimation and validation of resources {(money,
manpower, material, etc.);

5. Building of an administrative problem-solving
mechanism (5, p. 22).

The process of goal setting might first be described as
goal sifting by those directly involved at all levels of
the institution. The initial stages of planning must in-
clude wide participation by those involved.

Cherin and Armijo refer to planning as a "cyclical
and continuous process which calls for every organizational
unit in an educational institution to systematically con-
sider setting goals and objectives" (12, p. 347). They
believe that the perceptions of administrators and faculty
must be assessed concerning (a) where the institution has
been, (b) where it is presently, and (c} where it is likely
to be at some future date if it continues along the trend
line it has set. In independent studies, Fullexr {22),

Hengstler (29), Krentz (40), and Welch (66) examined the




23

perceptions of administrators, governing boards, and
faculties concerning existing institutional goals and

future goals. Khalaf (38) examined faculty perceptions

of governance in higher education, including the performance
of governing boards. Harris (26), in his study of M.D.

and Ph.D. faculty at the University of Alabama, focused on
perceptions of tenure in a medical school. It appears that
the process of goal setting may be further enhanced by
present and past self-study processes, and the perceptions
of accreditation teams that visit the institution.

Miller (48, p. ii) states that in recent times planning
systems have begun to move toward more systematic procedures
because the accountability "syndrome" has pushed into the
area of formal management, programming, and professional
activities planning. Occasionally, industrial or business
management systems are superimposed onto the collegium.
Success is not often guaranteed, however, without consideration
of the idiosyncrasies of the collegial atmosphere. Gambino
(23, p. 1), in his discussion of planning and control in
higher education, indicates that the environment and manage-
ment problems of colleges and universities differ substantially
from those of industrial firms. Higher education, according
to Gambino, is "labor intensive," its labor force is highly

trained, and skills are not readily transferable (23, p. 75).
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Any planning system in higher education, Miller (48} says,
should insure flexibility, individual initiative, self-
initiative, self-regulation, and creativity.

According to Morphet (49, p. 157), the heart of any
problem-sclving approach is the needs assessment. To
commit resources to a plan without objectively determining
definable goals is to leave success to chance. Therefore,

a needs assessment (or discrepancy analysis) must be under-
taken or have been accomplished. The process and objectives
€for such a needs assessment might include the following:

1. To identify and validate institutional goals, i.e.,
learner-instructional, inguiry, service, and support
goals;

2. To develop appropriate goal indicators;

3. Institutional goals should be the product of ex-
tensive effort, involvement, and commitment from

all levels of the constituency of the institution;

4, Institutional goals (and indicators) should be
broadly understood and accepted by those affected;

5. Institutional goals should serve as the foundation
for all unit planning and management functions;

6. Institutional goals should serve as a frame of
reference to determine needs and priorities as a
basis for improvement (49, p. 162).

Osteopathic Medicine and Medical Education
In the history of the philosophy of medicine, two

schools of thought have been in contention since the time

of the Greeks if not before. The school of the Greek god
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Hygeia is based on concepts of human health and function
from which osteopathic medicine draws its major principles
(15, p. 29; 16, p. 37: 33, p- 7).

The dominant school of thought in Western medicine,
however, derives from the followers of the Greek god of
cures, Aesculapius. This Greek cult concentrated its
attention on disease and miracle cures; if one can find
the cause of each and every disease, so this manner of
thinking goes, one can find the requisite cures. The single
cause-single cure theory of disease and health was solidly
ensconced in Western medical thinking by the Roman physician
Galen (33, p. 7).

This theory received a strong boost from the mind-body
separation theory of Rene Descartes. Descartes' theory was
a liberating force for the development of biological science
(15, p. 31; 33, p. 9). It allowed scientists to get out from
under the inhibiting influence of the Roman Catholic Church,
which had claimed the whole body as the repository cf the
soul and therefore coff-limits to any "prodding” (15).

The "there's something wrong, fix it" theory continues
in contemporary medical thought, and according to the Dean
of the Yale School of Medicine,

?he qppropriate principal role for the physician

is, in my opinion, the traditional one: namely,

to try to effect the restoration to health of the

individual patient. And the appropriate role of
medical education is, accordingly, to provide the
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physician with the background that will maximize
his effectiveness in this role (4, p. 41).

By the 1930s, medicine was firmly in the hands of an
organized profession that controlled entry into the field
through licensure and accreditation of medical schools and
teaching hospitals (15, p. 62; 16, p. 188). According to
Brown,

medicine had come to mean the field of clinical

practice by graduates of schools that followed

the scientific, clinical, and research orienta-

tions laid down by the American Medical Association

(AMA) ; all other healers were being excluded

(8, p. L46}.

So where does osteopathic philosophy and education fit
into this concept of medical practice? Osteopathy originated
in the United States in 1874, and for most of the twentieth
century it has been engaged in a struggle to establish and
secure its place as an independent, fully licensed medical
profession (16, p. 176, 39, p. 9). This struggle has been
won in many respects. In the past decade, with the establish-
ment of a number of new osteopathic medical schools (several
of which are state supported), the profession has embarked
on what could be a new era of expansion, of numbers, of
importance, and of influence in medicine (3, p. 25).

It might be illuminating, as background for this study,
to examine some of the differences that are associated
with osteopathic medicine. According to Korr (39, p. 8)
and Northup (54, p. 18), the following basic principles of

osteopathy seem evident:
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1. Osteopathic medicine contends that there is more
to health than the specific treatment of disease.
"It is upon this foundation that osteopathic
medicine stands and makes its contribution as
a reform movement" (39, p. 8).

2. Health is a positive state, not merely the
absence of disease (39, 54).

3. Osteopathic medicine views the body as a whole
unit (39, 54).

4. The body demonstrates a natural tendency toward
health. "Basically, all treatment should be
designed to support, stimulate, and in some
instances initiate the body's trend toward
health" (54, p. 18).

5. There is a close interrelationship between the
structure and function of the several parts of
the body (39, 54).

6. According to Korr, "the musculo-skeletal system
is not only the most massive and the most
energy-consuming portion of the body, but
it is the system, under the direction of
the nervous system, with which we carry out
human activity, act in and on our environ-
ments and on each other, act out our individu-
alities, hopes, fears, beliefs, and our education.
All else--the viscera, circulation, metabolism--
is supportive" (39, p. 10).

At present, Jason (32) says, physicians control the
bulk of the activity in what we call the health care delivery
system. Physicians give the system its tone, ethics,
directions, emphases, and priorities for programs and
expenditures {3, p. 6, 8, p. 72, 32, p. 13). Allopathic
physicians and many osteopathic ones as well, are by and
large disease-oriented. This is shown by the pattern of

their work, which in most specialties concentrates on acute

care or the management of chronic disease after it has
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become clinically well-manifested. Since physicians are
so central to the operations of the health care delivery
system, it should come as no surprise that it is in fact
a disease-care delivery system, (32, p. 18).

The medical systems most obvious problems are the cost,
inflation, and inaccessibility of medical care in the
United States, according to Brown (8, p. 1}. Brown and
others make the point that contemporary medical care makes
relatively little impact on the population's health status
(3, 8, 16). Major philosophical, political, and economic
changes will have to occur if the system is to become health-
oriented. The stated principles of osteopathy seems to be
in agreement with a health-oriented system. If these
principles can be agneed upon and successfully integrated
into an osteopathic curriculum, then a health-oriented
system of health care delivery may be possible for the
Western world. Jonas supports a

health-oriented physician education in which the

medical school itself would become a primary focus

of healthy living. Curricular revision and changes

in teaching approaches would need progressive

revision and monitoring in order to increase the

probability that graduating physicians would trans-
fer the emphasis of their clinical efforts from
therapy to prevention, from late-stage disease

to early departure from health, from pathologic

medicine to physiologic medicine, and most

importantly from an emphasis on depersonalized

technology to a heightened awareness of human
values and individual unigueness (33, p. 6).
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Obviously, in the face of existing and accumulating
disease and disablement, it will continue to be necessary
to prepare students adequately for "acute, crisis and
episodic" care as well as for prevention (39, p. 11).

According to Jonas (34, p. 11) , the early struggle
for survival of the osteopathic profession focussed on
showing that it was "as good as" allopathic medicine; the
struggle, today, focuses on being different--not only by
invoking a health orientation but by the encouragement of
primary care and rural medicine as well. Brown indicates
that "primary care physicians, general practitioners,
pediatricians, internists, and gynecologists are scarce”
(8, p. 2). Doctors and hospitals are clustered in cities,
and largely absent from the poorer sections and rural areas
of the country (3, p. 29, 8, p. 2). Osteopathic medicine
could both insure its survival and perhaps leap into
leadership of all medicine by sharply differentiating its
product from that of allopathic medicine (8).

The physician is, of course, the medical school preduct,
and the student is shaped by the curriculum. Dressel
(18, p. 4), in his discussion of curriculum analysis for
colleges of osteopathic medicine, lists the following
necessary steps for logical curriculum development:

(1) definition of the purposes of a college of

osteopgthic medicine and of any unique purposes of
a particular college, (2) a statement of educational
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objectives, such that their attainment at or above

a specified level indicates attainments deserving
recognition by conferring the D.O. degree, (3)
development of a continuous sequential, integrative,
and individually adaptable set of experiences in-
cluding: (a) feormal courses in basic and clinical
sciences, (b) clinical experiences, (C) discussions
of professional, ethical, social, and philosophical
problems, issues and obligations, and {d) continuing,
constructive, and developmental individual evaluation;
(4) continuing or recurrent evaluation of individual
faculty members to ascertain the extent of under-
standing of, commitment to, and performance in parti-
cular phases of the program in appropriate relation
to the desired composite student experience; (5)
continuing or recurrent evaluation of the program

in reference to changing and accumulating knowledge
about health and maintenance (18, p. 4, 5).

Integration of the medical curriculum is recognized as
an important issue; according to Jason, "it is not surprising
that traditional pre-~clinical medical education has met with
only meager success in generating student interest in and
facility with the scientific basis of clinical practice"
{32, p. 3). Educational theorists, among whom is Pfeiffer
(56, p. 152), remind us that learning information out of
context is tedious and retention is poor. Questions con-
cerning the integration of basic science and clinical com-
ponents of medical education are central to the planning
process.

The Delphi Technique as a Research Tool
and its Use in Educational Research

In an age of participation, groups are being called
upon toc plan, develop, and implement programs. This has

provoked an increased need for skills and new techniques
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that can be used to increase rationality, creativity, and
participation in the group process. While the group process
has not been shown to be the most efficient method of arriving
at decisions, it has been shown to greatly increase possi-
bilities for implementation and success. When people feel

a part of a process, they are more willing to work toward

a goal.

The Delphi survey technique was developed by Dalkey
and Helmer, a physicist and a futurist, respectively
(14, p. 1). According to Dalkey (14), Delphi was the site
of the oracle of Apollo in ancient Greece. People came
to the temple where priests divined from the entrails of
animals what was to come. Centuries later, the future re-
mains a mystery and foretelling events continues to be
fraught with difficulties. Although the Delphi survey
method of futures forecasting is still less than precise,
it is believed to be removed somewhat from its primitive
beginnings.

The Delphi technique was originated by the RAND corpo-
ration as a means for obtaining greater consensus among
experts about urgent defense problems without face-to-face
discussion (27, pp. 9-11; 28, p. 22). A number of studies
that employ the Delphi technique have been performed by the

RAND corporation. It has been used to conduct extensive
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surveys in forecasting long-range developments, some as

far as fifty years into the future, in such areas as
scientific breakthroughs, population growth, automation,
space progress, probability, prevention of war, and future
weapons systems (27, pp. 17-31). The Delphi has been used
in other divergent applications such as the prediction of
land-use policies based on population growth and agriculture
(37, pp. 1-9) and as the vehicle for establishing goals and
priorities for state and regional health systems (67, pp.
2-6). In independent studies, Flickinger, Frederick, and
Lindeman used the Delphi research technigue to examine
emergency medical services (20), community c¢linies (21),
priorities within the health care system (42), and nursing
research (43).

The Delphi process focuses on collating the aggregate
judgments of a number of individuals who speculate on the
present and the future and who have either similar or di-
verse backgrounds (44, p. 17; 65, p. 26). It has become
not only a technical forecasting tool but also a procedure
through which to assemble current thought and practice in
defined areas (30, p. 447). 'The Delphi which has been
used in many different settings and in many different ways,
is an appropriate research tool wherever anonymous individual
opinion is desired in an effort to reach agreement for
future planning (55, p. 77). The subject pool need not

be large; Pfeiffer (56, pp. 152-157) conducted an effective
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study of short-term predictions with only twenty graduate
pusiness students at the University of California, Los
Angeles. When their predictions were later checked
against the actual happenings, although the consensus
varied greatly from what actually occurred in certain
indexes, the predictions achieved an accuracy of 90 per
cent or better in most cases.

One of the earliest uses of the Delphi technique in
an educational area was Helmer’'s (27) study which was
incorporated as part of the 1965 Kettering project to
elicit preference judgments from a panel of educational
experts and experts in various education-related fields.
Although the purpose of this study was to compile a list
of preferred goals for possible federal funding, the wvalue
of this study was left in doubt by the experimenters.
Helmer concludes, "although we believe that the compilation
of a large number of ideas for possible educational inno-
vations has served a useful purpose, not too much weight
should be given to substantive findings resulting from
these pilot studies" (27, p. 22).

Other studies have used the Delphi technique to make
forecasts about education-related futures. Burke (2),
Carver (l1), Griffith (24), Nardoni (52), and Reilly (57}
have studied various aspects of educational policy planning

and goal development. Xrueger {41) used the Delphi to make
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future predictions of key educational issues, and McLeocd
(50) investigated the goals of a voluntary higher education
consortium. Beacham's (2) study investigated changes in
postsecondary education, and Taylor (62) examined alterna-
tives for the financing of higher education. Brooks (7)
used the Delphi to look at decision-making issues in con-
tinuing education in two- and four-year colleges.

As a pilot experiment at the San Diego meeting of the
National Conference of Professors of Educational Administra-
tion, Judd (36) reports that a Delphi was conducted by staff
from the Institute for the Future and the Educational Policy
Research Center at Syracuse, New York. The major purpose
was to collect conjectures about prospective developments
which might impact on educational administration, probable
dates of occurence, desirability should the developnents
occur, and potential interventions.

The Delphi has been used on university campuses in a
number of ways, often as a means of involving faculty in
the planning and decision-making processes for the future
of the institution according to Judd (33, p. 173). Dowell
(17), Wood and Davis (68), and others (13, 45, 46} report
that the Delphi technigue lends itself well to use by faculty
members in establishing the goals and objectives of a new
or revised curriculum. The particular advantages of the

Delphi technigue are that it minimizes the biasing effects
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of dominant individuals and the amount of irrelevant communi-
cation. While each faculty member contributes freely and
independently to the original statement of goals, at a

later stage, the faculty member is able to benefit from the
contribution of his or her colleagues in setting priorities
among the objectives expressed by the entire group. It

has been found that regardless of how divergent the original
positions, opinions tend to converge and synthesize when

the Delphi technique is used.

Delphi has been modified and linked with other tools,
not necessarily for the purpose of forecasting but to modify
the awareness, assumptions, and skill of the participants.
For example, two simulation exercises at the Syracuse Educa-
tional Policy Research Center were constructed that linked
the basic principles of Delphi, Cross-Impact Matrix, Scenario,
and Analysis of Future Histories (1).

The nature of the Delphi technique, as described by
Dalkey (14) and his associates, has a number of objectives.
Among these are

(a) to determine and develop a range of possible program
alternatives,

(b) to explore or expose underlying assumptions or
information leading to different Jjudgments,

(c) to seek out information which may generate a con-
sensus on the part of the respondent group,

(d) to correlate informed judgments on a topic
spanning a wide range of disciplines, and
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(e) to educate the respondent group as to the

diverse and interrelated aspects of the
topic (14, p. 9).

In practice, the Delphi technique takes on diverse
formats in different institutions and settings for different
objectives and goals. The exact form of the Delphi is
usually governed by the nature of the problem, resources,
and the people implementing the program. The three critical
conditions which are necessary for a successful Delphi are
(a) sufficient time, (b) skills in written communication,
and {(c) motivation among the respondents (14, p. 2).

There are, of course, criticisms of the Delphi research
technique that focus on several areas of its technical
construction and overall philosophical design. One of
the main areas of critical comment is the use through the
Delphi of expert opinion as a basis for forecasting. Accord-
ing to Linstone and Turoff, "experts and non-experts con-
sistently give indistinguishable responses in forecasting
or evaluating social phenomena impacting on common values
and no respondent need feel accountable for an opinion in
the delphi no-risk situation® (44, p. 30). They also
believe that some respondents may allow their true opinions
to be influenced by what they must assume is expert opinion
reported through the rounds; a halo effect may therefore
contaminate the results, inhibiting creativity and innova-

tion. Other c¢riticisms, including those of Malone (46)
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and Brodzinski (6}, center on the basic goal of forced
consensus, the encouragement of conforming answers, weak-
nesses in questionnaire construction, the possibility of
snap judgments and responses, and the lack of experimental
support for the validity and reliability of the method.

In contrast, supporters of the Delphi method cite
several important advantages of its use as a forecasting
methodology. These include (1) the expressed opinions
represent well-reasoned conclusions of intercommunicating
experts; (2) by organizing and controlling the feedback
to respondents, the procedure increases the accuracy of the
forecasts; (3) Delphi is a well-defined procedure and pro-
duces guantifiable results; (4} individual ratings of self-
confidence on each item can be converted to an estimate of
the accuracy of the group response; and {5) the procedure
avoids psychological factors of persuasion, overcomes re-
juctance to abandon publicly expressed opinions, and dis-
courages the bandwagon effect (28, pp. 27-28; 35, p. 180,
44, pp. 51-52).

Generally, forecasting in higher education is fairly
common (30, p. 447). However, published evidence of
systematic futures planning, particularly with the use of
the Delphi technique, is minimal in medical education. A
direct application to ostecopathic medical education is

virtually nonexistent. Although not specifically dealing
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with future planning, and not a Delphi procedure, Sharma
(59), in her study of osteopathic medical education pro-
gram evaluation with Paul Dressel at the Michigan State
University, notes the growth of osteopathic medical
education in the last decade and the absence of osteo-
pathic education related research. She says that her study
is the first attempt by an educator outside the profession
to study osteopathic medical education at a single college.
Some efforts, however, have been made in the use of the
Delphi in allied health areas of which nursing is one of
the larger disciplines. Although Lindeman (42, 43) con-
ducted two Delphi studies dealing with nursing, Stead (60,
p. 6) comments in his nursing Delphi study on the paucity
of futures research in this allied health area. Crowley
(13) conducted a modified Delphi study of curriculum planning
in medical technology, and Malone (46), made a similar study
of curricular revision in dental education. Mansfield and
Seaton (47, p. 175) examined interdisciplinary continuing
education activities in health science and note the lack
of a mechanism for developing collaborative efforts between
and among disciplines. The results of their Delphi study
were used to develop a statewide interdisciplinary network
for continuing education in the health professions.

Some work, however, has been done in medical futures

planning for clinical needs. For instance, Flickinger (20)
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examined the role of higher education in emergency medical
gervices incorporating both practitioners and consumers.
He concludes that planning for clinical needs certainly
impacts on all aspects of medical education; knowing how
many and what kinds of health practitioners will be needed
affects every aspect of the educational institution.

Perhaps the best example of clinical planning comes
from the Graduate Medical Education National Advisory
Committee (GMENAC) (63). This committee was an advisory
group to the Secretary of the U. S. Department of Health
and Human Services; although its charter ended September 30,
1980, during its 1ife it submitted 107 recommendations that
are aimed at achieving a better balance by specialty and
geography between future physician requirements and future
physician supply (64). The Carnegie Council on Policy
studies in Higher Education states that "This information has
had a great impact on medical education present and futures

planning™ (10, p. 6).

Summary
Chapter II reviews the relevant literature that is
associated with planning in institutions of higher education
and in medical education institutions specifically. The
historical development of medical practice is included with

particular emphasis on the development of osteopathic medical




thinking and practice. A description of osteopathic
medical education is provided. The Delphi research
technique is described along with its applications in

educational research.
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CHAPTER ITII

PROCEDURES OF THE STUDY

Introduction
The perceptions of faculty with respect to issues and
concerns related to institutional needs and goals in an
osteopathic medical education program is the focus for data
collection and analysis in this study. The investigation
involves full~-time faculty at the New Jersey School of

Osteopathic Medicine.

Population for the Study

The University of Medicine and Dentistry of New Jersey
(UMDNJ) is the state-wide health sciences university for
the State of New Jersey. UMDNJ operates three medical
schools. The UMDNJ-New Jersey Medical School (NJMS) and
the UMDNJ-Rutgers Medical School (RMS) are allopathic schools,
and the UMDNJ-New Jersey School of Osteopathic Medicine
(NJSOM, established in 1976) is an osteopathic school.

UMDNJ-NJSOM operates in a split-campus mode whereby
the first two years are offered inshared facilities at
UMDNJ—-RMS in northern New Jersey {(Piscataway) through an
affiliation agreement with Kennedy Memorial Hospital's

University Medical Center ({(see Figure 1). The third and
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Fig. l=--Geographical locations of NJSOM campuses.

fourth years of study are conducted in clinical medicine in

Camden and Stratford. Figure 2 depicts how the curriculum

is divided among facilities.

Year 1 Year 2

Year 3 Year 4

BASTIC SCIENCE

CLINICAL SCIENCE

Medicine Psychiatry

Surgery Hemotology

Family Practice Phys. Diag-

Osteopathic Scienc% nosis
PISCAT%WAY CAMDEN/%TRATFORD
Fig. 2--Plan of NJSOM curriculum.

The clinical faculty research

located in Camden, adjacent to the

This facility is shared with UMDNJ,

and office building is
Cooper Memorial Hospital.

RMS, and the Cooper

Medical Education Program. NJSOM's core teaching hospital,
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the John F. Kennedy Memorial Hospital, is located in
stratford. Additional clinical facilities are located in
Cherry Hill (Cherry Hill Medical Center) and Turnersville
(Washington Memorial Hospital). All three hospitals are
within an approximate ten-mile radius.

The office of student affairs has three office locations.
The base office is in Piscataway, the admissions office is
in Camden, and the third- and fourth-year student coordinator's
office is in Stratford. The Registrar of the Rutgers Medical
School at Piscataway retains all permanent student records.

The Rutgers University Library of Science and Medicine
(Piscataway) serves the school's science departments, the
Ccllege of Engineering, the College of Pharmacy, Rutgers
Medical School, and the New Jersey School of Osteopathic
Medicine. The Camden campus has a small medical library,
as does the John F. Kennedy Hospital,

Faculty concerns, such as promotion and tenure decisions
for all NJSOM faculty, are handled by the UMDNJ Board of
Trustees upon recommendation from the Dean of NJSOM, but the
process for basic science faculty is somewhat different. All
recommendations for promotion and tenure of basic science
faculty must pass through a parallel evaluation process in-
volving the RMS faculty committees and Dean (2, p. 5).
Although an unfavorable decision by the RMS committee can

be appealed directly to the NJSOM Dean, or a NJSOM faculty
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member can even nominate himself for promotion or tenure,
these are unrealistic alternatives. Furthermore, the fact
that clinical faculty promotions and tenure are determined
only by the NJSOM process seemingly creates two classes

of faculty.

In 1983-1984 a group of medical education experts
appointed by the President of UMDNJ (2} will re-evaluate
the entire medical education program in New Jersey. There-
fore, it is critical that NJSOM reach a series of unified
decisions within itself. Fragmentation of needs and goals
on any level of policy making could disrupt the potential
for and realization of the establishment of a strong, unified
institution and further endanger the accomplishment of full
accreditation by the American Osteopathic Association. The
opportunity for substantial change may not present itself
again.

It has been the assumption of the administrators at
NJSOM that a common campus in which the didactic program in
the first two years is more closely aligned to the clinical
years of the curriculum is an agreed upon, positive choice
for NJSOM. In their specification of priorities of the
present self-study, the multiple campus is listed as a major
concern (2, p. 2). The American Osteopathic Association has

also expressed concerxn that NJSOM is not in full control

of its program (3, p. 1).
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The Delphi technique requires a panel of experts to
generate concerns suitable for response. In accordance
with the precepts of the Delphi, the initial panel for
this study is comprised of experts in the field of
osteopathic medical education; however, the present and
future concerns of osteopathic medical education were
generated via verbal agreement of administrators (presidents
and deans) in the selection of topics for study and discussion
at the first and second meetings of the American Association
of Colleges of Osteopathic Medicine, rather than through
the more customary mailed guestionnaires. These presidents
and academic deans represent all of the schools and colleges
of osteopathic medicine in the United States (see Appendix A).

Topics for discussion and study at the first and second
meetings of the American Association of Colleges of Osteo-
pathic Medicine were (1) the establishment of institutional
missions and goals, (2) the identification of osteopathic
perspective and its' relationship to the curriculum, (3}
the identification of administrative and faculty perception
of issues with regard to (a) tenure, (b) promotion, {(c)
salary, (d) merit, (e) teaching, (f) evaluation of teaching,
and (g) students. These general topics of concern were
presented to the administrators and the Self-Study Committee

at the New Jersey School of Osteopathic Medicine where they

S e . AT e . e R e, L . »




53

were reviewed and refined to reflect the actual issues of
specific importance to NJSOM; however, none of these more
comprehensive areas of concern was deleted.

The NJSOM administration and Self-Study Committee
lists the following areas of concern (2) as specific to
their institution:

1. Problems associated with a multiple campus, and
the need for a single unified campus adjacent to a teaching
hospital.

2. Problems in the establishment of mission and goals
with regard to the conflict between clinical specialty and
subspecialty areas versus primary care curricular emphasis.

3. The need for additional faculty and programs of
faculty development for the present faculty.

4. The need to strengthen osteopathic principles
and techniques and to integrate these principles and
techniques into the educational program.

5. The need for an organized program of faculty research,
particularly into the areas of osteopathic principles and
techniques.

6. The need to establish an ongoing program of curricular
review and revision.

7. The need to resolve we and they attitudes and
communication difficulties between administration and the

clinical and basic science faculty (2).
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Description of the Delphi Instrument

As was mentioned in the previous chapter, the Delphi
technique is a method of soliciting and combining the
opinions of a group of experts. The group members are
called experts by reason of familiarity with and interest
in exploration of a topic (1, p. 4).

The Delphi involves the use of a series of questionnaires
that are designed to produce group consensus and eliminates
face-to-face confrontation, as is often experienced on panels
or committees. It also attempts, in a rapid and relatively
efficient way, to combine the knowledge and abilities of a
diverse group of experts in quantifying variables that are
either intangible or vague.

Key characteristics of the Delphi approach are (a)
anonymity of survey panel members, (b) anonymity of response,
(c}) multiple iterations, (d) statistical analysis of panel
response, and {(e) contrclled feedback of responses to panel
members. The Delphi technigue prevents any one member of
the panel from unduly influencing the responses of other
panel members. Through the statistical summaries and
minority reports, panel members communicate with each other
but only in a limited, goal-centered manner. The systematic
control provides an element of objectivity to the outcome,
which further provides a share of responsibility that is

reassuring and releases the participants from group inhibition.
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Procedures for Data Collection

The researcher compiled the Round I instrument con-—
sisting of open-ended questions in keeping with the afore-
mentioned areas of concern. This instrument was distributed
to the NJSOM Self-Study Committee as a pilot project. The
committee is composed of seven full-time faculty who repre-
sent both basic science and clinical components. Some
minor revisions were made in the language of questions;
however, no questions were deleted during the pilot process.
The Self-Study Committee strongly recommended, however, that
no identifying information be attached to the Round I question-
naire; this is, of course, keeping with standard Delphi
procedure. It was agreed that identification could be soli-
cited on the Round II instrument. Although this is not
necessarily a part of the Delphi procedure, it was felt
information of a comparative nature by departments, degree,
rank, and tenure would be useful in this particular study,
not only since faculty communication appears to be a problem
at NJSOM but also because this issue bears implications Ffor
other medical education institutions.

The revised Round I instrument (Appendix C)} was then
distributed to all full-time faculty employed during the
Spring~Summer-~Fall of 1983. Seventy-two questionnaires
were distributed. An accompanying cover letter from the

chairman of the Self-Study Committee and the researcher
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(Appendix B) was attached to all guestionnaires. Full-time
faculty were assumed to have more of an investment and commit-
ment to the goals of the institution than would part-time
or volunteer faculty.

Fifty-two Round I responses were returned indicating
agreement to participate in the three rounds (approximately
72% of the full-time faculty). The results of Round I were
used to develop the three-hundred forty-one item question-
naire used for Round II (Appendix D).

The Self-Study Committee chairman and the researcher
categorized individual responses, tabulated the frequency
of items, and grouped similar items. Efforts were made to
reflect all Round I responses categorically in the Round II
instrument. This process of response review is believed to
have contributed to the internal validity of the Round II
guestionnaire.

The format of the Round II instrument was designed to
elicit responses on a scale of from one-to-seven. The
respondents were asked to indicate degrees of agreement (1)
or disagreement (7) for each statement. Space was provided
so that respondents could comment on each item or add items
if they wished.

Fifty Round II questionnaires were returned (approxi-
mately 97% of the Round I respondents; and 69.4% of the total

faculty). The median and interquartile range were computed
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for each of the 341 items of Round II. The median and
interquartile range were printed above each item for Round
ITII (Appendix E).

Additional items for response were added to Round III
from the Round II responses. Forty-seven additions were
made.

Round TII was returned to respondents with instructions
to re-evaluate their responses in consideration of the group
consensus. If the participants' Round III response remained
outside the interquartile range of agreement, the partici-
pants were asked to provide an explanation (Appendix F).
Respondents were also asked to respond to the additional
items added to Round III (Appendix G). Forty-seven Round
ITI questionnaires were returned to the researcher (approxi-
mately 90% of the Round I respondents; and 65% of the total

faculty).

Procedures for Analyses of Data
As was mentioned previously, the median and inter-
quartile range were computed for each item from Round II.
A final analysis was made of the Round II data utilizing
the inferential statistical procedures of one-way analysis
of variance (ANOVA) and the Duncans new multiple range test
for post hoc¢ comparisons. Differences in frequency of

response were recorded on categorical item differences by
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faculty rank, tenure status, academic degree, and department.

The level of statistical significance used is .05.

Summary
Chapter IIT outlines the procedures of the study. A
detailed description is presented on the population of the
study, and the Delphi instrument is described. Also
presented are procedures for data collection including a
description of the characteristics of the three rounds of
the Delphi instrument, and a description of the procedures

for data analysis.
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CHAPTER IV

ANALYSIS OF DATA

Introduction

Presented in this chapter are the data results of this
investigation to determine and compare faculty perceptions
of areas of concern that are identified by osteopathic
medical education administrators and faculty as having
relationships to institutional needs and goal setting.

The findings are the result of a three-round Delphi
questionnaire process; this process was selected to provide
data that answer the three research questions presented in
Chapter I.

The Round I questionnaire was distributed to seventy-
two full-time faculty who were employed at the New Jersey
School of Osteopathic Medicine (NJSOM) between May and
October, 1983. This categorical breakdown is presented in
Table I by the selected demographic variables,

Table I represents the demographic distribution of
population and respondents grouped according to the variables
faculty rank, tenure status, highest academic degree, and
department affiliation. Of the 72 full-time faculty at

NJSOM, 52 (72%) returned the Round. I Delphi instrument.
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DEMOGRAPHIC DISTRIBUTION OF POPULATION

TABLE I

ACCORDING TO VARIABLES

AND RESPONDENTS

Category Total_ Respondents
. Population t of
Variable Title N N=72 N Variable N
I. Faculty Rank Professor
. Academic 14
Clinical 2 16 8 16.0
Asgociate
Academic 14
Clinical 2 16 11 22,0
Assistant
Academic 27
Clinical S 36 23 46.0
Instructors;
others 4 0
Rank not
indicated . 8 16,0
72 20 104.0
IX. Tenure Status Tenured 1 15 8 16.0
Non~tenured 57 35 70.0
Status not
indicated . 7 14.0
72 50 100.0
IITI. Highest D.o. ] 43 21 42.0
Academic Ph.D. 20 10 20.0
Degree M.D, 4 2 4.0
Ed.D. 3 3 6.0
D.0./M.D, ;:D.D.8 2 6% 12,0
Degree not
indicated . . 8 16.0
72 ‘50 100.0
IV. Department OsteopathicSciJ } 5 9w 18.0
Affiliation Adwministration 2 2 4.0
Pediatrics 6 5 10.0
Family Practic 12 8 16,0
Internal Med. 20 10 20.0
Pathology 2 1 2.0
Basic Sciences 10 5 10.0
Psychiatry 2 2 4.0
Surgery 5 3 6.0
Obstetrics~Gyn 8 5 10.0
72 50 lo0.0

*Shared appolntments between departments.
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Fifty Round II instruments were returned, which represents
69.4 per cent of the total full-time faculty and 96 per cent
of the Round I respondents.

NJSOM separates ranks according to academic or clinical
teaching environments; for the purpose of this study, however,
these were combined. Tenure status is represented simply as
tenured or not tenured. No effort was made to identify
various kinds of annual or semi-annual contract status
for non~tenured faculty.

The doctors of osteopathic medicine (D.0.) and the
doctors of philosophy (Ph.D.) represent the largest groups
of full-time faculty at NJSOM. Provision was made in the
study to include M.D.s, Ed.D.s, and those with combinations
of degrees or degrees not indicated in the other categories.
Table I appears to reflect a discrepancy between the number
of combination degrees at NJSOM and the number of respondents
in this category. This occurredbecause respondents indicated
all degrees but NJSOM lists faculty only by primary degree.

All departments are represented in the study. Again,
in this category there appears to be a discrepancy between
the number of faculty and those who responded in this cate-
gory. This occurred because four additional faculty responded
who hold joint appointments with other departments but who
consider themselves primarily in osteopathic science. The

category of administrators includes only those whose
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responsibility to NJSOM is strictly administrative.
Secondary administrators (i.e., department chairmen) are
listed with departments.
Round I of the NJSOM Delphi Survey
(Appendix C)

The Round I Delphi instrument consists of ten groups
of open-ended gquestions that are designed to gather a
broad range of opinions on areas of concern which are
critical to needs assessment and planning at NJSOM. Fifty-
two individuals returned the Round I Delphi instrument.

The responses from the Round I instruments were
reviewed by the NIJSOM Self-Study Committee and the re-
searcher. Although responses were condensed and categorized
into eight major areas of concern, a special effort was made
to reflect every individually expressed idea. The eight
established categories include (a) physical campus and
curriculum (items 1 - 102); (b) future growth and missions
and goals (items 103 - 144); (c¢) osteopathic perspective
and identity (items 145 - 181); (d) curriculum content and
laboratory space (items 182 - 196); (e) administration
(items 197 - 216); (f) teaching and evaluation (items 217 =~
242); (g9) tenure, promotion, salary, and merit (items 243 -
324); and (h) students and admissions (items 325 - 341).
The categorized Round I responses produced 341 statements

that comprise the Round II questionnaire.
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Round II of the NJSOM Delphi Survey

Participants were instructed to respond to each Round
IT survey item on the basis of a scale of one to seven on
an agree-disagree continuum. This round requested the
demographic data that is included in Table I: no identifying
demographics were requested on Rounds I and ITI, thereby
providing anonymity for the respondents.

Computerized statistical analyses of the Round II data
produced mean, median, mode, standard deviation, variance,
value counts, and range for each of the individual items
(341) on the Round II Delphi survey instrument. These data
are included in Table X, Appendix H. The Round II inter-
quartile range and group median for each statement are in-
cluded on the Round III instrument.

A further analysis of the Round 1I responses include
the mean and standard deviations for variable groups, a
one-way analysis of variance (ANOVA), and a post hoc compari-
son (Duncan's new multiple range test) where appropriate.
These data are included in Tables II through IX. The
data results presented in each table are discussed for

each demographic variable.

Responses by Academic Rank

The respondents were grouped by academic rank into

four categories that include {a) instructor, (b) assistant
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professor, (c) associate professor, and {d) professor.
The mean scores and standard deviations for this group
of respondents is presented in Table II according to the
eight categories of survey item responses.

The largest group of respondents by rank is the 23
assistant professors; this is the largest group of full-
time faculty, by rank, available to the study. The smallest
group is at instructor level; the only faculty member de-
signated as full-time in this rank category did not respond.
(The instructer category is generally occupied by part-
time clinical faculty at NJSOM and therefore were excluded
from the study.)

All means by academic rank for the eight variables are
between 2.70 and 3.99. The mean ranges for the eight
variables indicate close agreement among all three re-
presented ranks except for the variable tenure, promotion,
salary, and merit where the professor group's score fell
below the group mean, which indicates stronger agreement
with these statements than that reported by the other ranks.

Table III presents a further analysis of these data
by academic rank using a one-way analysis of variance
{ANOVA} to determine significant differences among the
responses for the eight institutional categories. The

results of a post hoc comparison (using Duncan's new




TABLE 11

MEANS AND STANDARD DEVIATIONS FOR RESPONSES BY ACADEMIC RANK
FOR EIGHT INSTITUTIONAL VARIABLES

Institutional E:;g;:zphic
Variable variables N Mean S.D.
Physical Rank:
Campus - Instructor 0
Curriculum Assistant 23 3.67 0.29%
{Items 1- Associate 11 3.63 0.33
102) Profeasor B 3.74 0,46
TOTAL 42 .67 0.33
________________________ Fomm = | = 27D
“Future Growth Rank:
Missions and Instructor 0
Goals Assistant 23 2.79 0.35
{Items 103~ Associate 11 2.73 0.75
144) Profegsor 8 2,70 0.5]
TOTAL 42 2.76 6.50
Osteopathic Rank:
Perspective Instructor 0
& Identity Asgistant 23 3.76 0,41
{Items 145- Associate 11 .72 0.35
181) Professor 8 .74 0.51
TOTAL 42 3.4 0.40
Curriculum - Rank:
Laboratory Instructor )]
Space Assistant 23 3.54 C.48
{Items 182~ Associlate 11 1.59 0.63
19¢6) Profeasor 8 3.41 1.51
TOTAL 42 3.53 0.78
Administration Rank :
{Ttema 197- Instructor 0
216) Assistant 23 31.54 0.50
Assoclate 11 .40 0.91
Professor 8 3.25 1.52
TOTAL 42 3.45 0.86
Teaching and Rank:
Evaluation Ingtructor 0
{(Items 217~ Asgistant 23 3.69 0.23
242) Associate 11 3.74 0.44
Professor 8 3.22 1,38
TOTAL 42 3.61 0.67
___________________ e o e e o =
Tenure - Rank:
Promotion - Instructor 0
Salary - Assistant 23 }.44 0,35
Merit Asgociate il 3.40 0.31
(g;eTs 243~ Professor 8 2.83 1.25
4
TOTAL 42 3.31 0.64
Students - Rank: |
Admissions T Instructor 0
(Items 325- Assistant 23 3.88B 0.39
341) Associate 11 3.99 0.48
Professox 8 3,51 1,51
TOTAL 42 3.84 0.75




TABLE

I1x

ANALYSIS OF VARIANCE FOR RESPONSES BY ACADEMIC RANK FOR
COMPARISON TO EIGHT INSTITUTIONAL VARIABLES

Source F
Institutional of d.f. S.8. M.S. Ratio P
Variable Variance
Physical Campus- Rank 2 0.06 ¢.03 .26 0.77
Curriculum Error 39 4.38 0.11
{(Items 1-102) Total 41 4.44
Future Growth - Rank 2 0.06 0.63 0,12 0.89
Missions and Error 39 10.31 0,26
Goals
(Items 103-144) Total 41 10.37
________________ i B L T Fupu U [
Qsteopathic Per- Rank 2 0.01 0.00 ¢.02 0.98
spective and Exror 39 6.69 0.17
Identity
(Ytems 145-181) Total 41 6.69
Curriculum - Rank 2 0.17 0.08 0.13 0.88
Laboratory Space| _Error 33 25.03 0.64
(Items 182-196) Total 41 25.20
Administration Rank 2 0.54 0.27 0.35 0.71
Error 39 30.02 0.77
(Items 197-216) Total 41 30,56
Teaching and Rank 2 1.5¢ 0.78 1,84 0.17
Evaluation _Error 39 16.57 0.42
{Items 217-242) Total 41 18.13
Tenure =~ Promotion Rank 2 2,32 1.16 3.10 0.06
Salary - Merit Error 39 14.57 0.37
(Items 243-324) Total qI 16.89
Students - Rank 2 1.15 0.58 1.04 0.36
Admissions Error 39 21,66 0.56
{Items 325-341) Total 41 22.81

07
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multiple range test) is reported in the narrative discussion
for any significant differences shown by Table III data.

The responses from the academic rank group produced no
significant F ratios at the .050 level for any of the
eight institutional variable categories. The variable
tenure, promotion, salary, and merit, however approached
the desired .05 level. The Duncan's post hoc comparison

identified the rank of professor.

Responses by Tenure Status

The respondents were grouped by tenure status into
two groups, tenured and non-tenured. The mean scores and
standard deviations for this group of respondents is
presented in Table IV.

All means by tenure status for the eight institutional
variables are between 2.61 and 3.80. The mean ranges for
the eight variables indicate close agreement for the two
groups with the exception of the variable for administration,
which has a mean range of between 2.96 and 3.58, and the
variable for tenure, promotion, salary, and merit, which
has a mean range of between 2.90 and 3.42. The mean score
for the tenured respondent group, for the variable admini-
stration, was 2.96, below the group mean score of 3.46. The
tenured respondents were also below the group mean score for

the variable for tenure, promotion, salary, and merit with




TABLE 1V

MEANS AND STANDARD DEVIATIONS FOR RESPONSES BY TENURE STATUS
FOR EIGHT INSTITUTIONAL VARIABLES

Institutional Faculty
Variable Demographic N Mean 5.0,
Variablea

Physical Tenure Status:
Canpus -
Curriculum Tenured ] 3.71 0.44¢
{ltems 1- Non~Yenured 35 3,65 0.31
1G2)

TOTAL 43 3.66 0.33
Future Growth Tenure Status:

Missions and

Goals Tenured 8 2.61 0.54
{Iltems 103~ Non-Tenured a5 2,81 G.50
144)

TOTAL 43 2.77 0.50

Osteogpathic Tenure Status:
Perspective
and Identity Tenured 8 3.75 0.51
(Itewms 145- Non-Tenured 35 3.74 0,38
181)

TOTAL 43 3.74 0.40

Curriculum - Tenure Status:
Laboratory
Space Tenured 8 3.27 1,62
(Items 182~ Non-Tenured 35 3.59 0,43

156)

TOTAL 43 3.53 0.78
Adminigtration Tenure Statug:

{Items 197- Tenured g 2,96 1.52
21%) Non-Tenured 35 3,58 0.60

TOTAL 43 3.46 0,86
________ e el e [ S
Teaching and Tenure Status:

Evaluation
(Items 217- Tenured 8 3.36 1,39
242) Non-Tenured 35 3.68 0.34
TOTAL 43 J.62 0.6d
Tenure - Tenure Status:
Promotion -
Salary -~ Tenured 8 2.90 1.23
Merit Non-Tenured 35 3.42 0.38
(Ttema 243-
324)

TOTAL 43 3,32 0.64
_________________________________ b - - = -
Students- Tenure Status:

Admissions
(Items 325- Tenured 8 3.63 1.54
341} Non-Tenured 3s 3.90 0.41
TOTAL 43 .85 0.4
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a mean score of 2.90 compared to the group mean of 3,32.
This indicates a higher degree of agreement for tenured
faculty on these variables.

A further analysis of these data by tenure status
was made using a one-way analysis of variance (ANOVA) to
determine significant differences among the responses
for the eight institutional variables. These data are
presented in Table V.

One significant difference at 0.04 was found for the
variable tenure, promotion, salary, and merit. The variable
administration approached the desired .05 level. No range

tests were performed with fewer than three non-empty groups.

- Responses by Academic Degree

The respondents were grouped by academic degree into
five categories that include (a} Ph.D., (b} E4.D., {c) D.O.,
(d) M.D., and (e) other, (combinations of degrees or degrees
not specified in the previous categories). The mean scores
and standard deviations for this group of respondents are
presented in Table VI according to the eight categories
of survey item responses.,

All means by academic degree for the eight institu-~
tional variables range between 2.67 and 4.32. The variable
for osteopathic perspective and identity shows a range of

mean scores from 3.61 for the D.O. category for 4.05 for that

P Gy ap— Rop e TR, S . W T A “Sive T e S
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ANALYSIS OF VARIANCE FOR RESPONSES BY TENURE STATUS FOR
COMPARISON TO EIGHT INSTITUTIONAL VARIABLES

Source F
Institutional of d.f, S.5. M.5. Ratio P
Variable Variance
Physical Campus- Tenure 1 0.02 0.02 0.17 0.68
Curriculum Error 41 4.56 0.11
(Items 1-102} Total 42 4,58
Future Growth - Tenure 1 0.25 0.25 0.98 0.33
Missions and Error 41 10.41 0.25
Goals
{Items 103-144) Total 42 10.66
______________ - - = i e e ittt
Osteopathic Per- Tenure 1 0.00 0.00 0.00 0.97
spective and Errox 41 6.72 0.16
Identity
{Items 145-181) Total 42 6.72
________________ R N I rSyras SO T
Curriculum ~ Tenure 1 0.68 0.68 1.14 0.29
Laboratory Space Error 41 24.55 0.60
(Items 182-196) Total 42 25.23
Administration Tenure 1 2.49 2.49 3.61 0.06
_Error 41 28,37 0.69
{(Items 197-216) Total 42 30.86
Teaching and Tenure 1 0.66 0.665 1.56 0.22
Evaluation Error 41 17.50 0.43
(Items 217-242) Total 42 18.1¢6
Tenure - Promoticn Tenure 1 1.78 1.78 4.75* 0.04
Salary - Merit Erxror 41 15.41 0.38
(Items 243-324) Total 42 17.20
Students - Tenure 1l 0.48 0.48 0.88 0.35
Admissions Error 41 22.43 0.5%
{Items 325-341) Total q2 22.91

*Statistically significant,

[P




TABLE VI

MEANS AND STANDARD DEVIATIONS FOR RESPONSES BY ACADEMIC DEGREE

FOR EIGHT 1NSTITUTIONAL VARIABLES

Faculty
Institutional Demographic N Mean 5.D.
Variablie Variables
Physical Acisdemic Degree:
Campus - TPh.D, 10 3.58 0.37
Curriculum Ed.D. 3 3.50 ¢.47
{(Ltems 1-102) p.0. 21 3.67 0.24
M.0, 2 3.47 0.31
Other 6 3.91 0.46
TOTAL 42 3.66 0.33
Puture Growth Academic Degree:
Missions and ““Ph.D. 10 2.70 0.51
Guals Ed.D. 3 3.07 0.9%8
(Items 103-144) D.O. 21 2.68 6.39
M.D. 2 2.67 0.94
Other & 3.17 0,38
TOTAL 42 2.78 6.50
Osteopathic Academic Degree:
Perspective ~"Ph.D. 10 3.83 0.41
and Identity Ed.D, 3 3.80 0.26
{Items 145-181) b.o. 21 3.61 0.38
M.D. 2 3.48 0.09
Other [ 4.05 0.43
TOTAL 42 3775 0.40
__________________________ '. — — e - —am e . -
Curricolum - Academic Degree:
Laboratory T 10 3.10 1.32
Space Ed.D, 3 3.93 0.00
(Items 1682-196) D.O. 21 3.59 0.44
M.D. 2 3.37 0.05
QOther (2] 3.80 0.66
TOTAL 42 3.52 0.78
Administration Academic Degree;
T Ph,D. 10 2,78 1.28
(Items 137-216) Ed.D. 3 4.32 0.32
D.O. 21 31.47 0.45
M.D. 2 J.05 ¢.71
Other [ 4.2% 0.36
TOTAL 42 3.48 0,87
Teaching and Academic Degree:
Evaluation Ph.D. 10 3.1¢ 1.18
{ltems 217-242) EQ.D, 3 3.82 D.24
b.0, 21 3.67 0,29
M.D, 2 .85 0.13
Other £ 3,97 Q.34
TOTAL 42 3.97 0.66
_____________________ e T U [
Tenure - Academic Degree:
Promotion - Ph.D. 10 3,18 1,18
Salary - Merit Ed.D. 3 .7 6.10
{Itema 243-324} D.O. 21 3.29 0.38
M.D. 2 3.18 0.24
Other fi 3,58 0,31
TOTAL 42 3.32 0.65
Students - Academic Degree:
Admissions Ph.D, 10 3,38 1,26
{Items 325341} EG.D. 3 3.9 0.62
B.o, 21 3.98 0.42
M.D, 2 3,94 0,08
OQther 6 4.02 0.51
TOTAL 42 3.84 0.4
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respondent group classified as other. The variable for
administration shows a range of mean scores from 2.78

for the Ph.D. category to 4.32 for the Ed.D. category.

The variable for teaching and evaluation shows a range

of mean scores from 3.16 for the Ph.D. respondent category
to 3.97 for that group classified as other. There is a
close range of agreement by mean scores for all of the
remaining institutional variables.

The PH.D. respondent category reported below (greater
agreement) the group mean score on two variables, administra-
tion group mean = 3.46 and teaching and evaluation group mean =
3.97. The Ed.D. respondent category reported above (lesser
agreement) the group mean score of 3.46 on the variable
administration. The respondent category classified as other
reported mean scores above (lesser agreement) the group
means for the variables future growth and missions and goals
(group mean = 2.78), osteopathic perspective and identity
(group mean = 3.75), and administration {(group mean = 3.46).

Table VII presents a further analysis of these data
by degree using a one-way analysis of variance (ANOVA) to
determine significant differences among the responses for
the eight institutional variables. The results of post
hoc comparisons are reported where significant differences

are noted.




TABLE VII

ANALYSIS OF VARIANCE FOR RESPONSES BY ACADEMIC DEGREE
COMPARISON TO EIGHT INSTITUTIONAL VARIABLES
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sSource F
Institutional of .
Variable Variance a.t. 8.8. M.8. Ratio »
Physical Campus~ Degree 4 0.60 0.15 1.39 0.26
Curriculum Error 37 3.97 0.11
(Items 1-102} Total 41 4.57
__________________________ T g
Future Growth - Degree 4 1.48 0.37 1.54 0.21
Migsions and Error 37 8.85 0.24
Goals
{Items 103-144) Total 41 10.33
Osteopathic Per- Degree 4 1.07 0.27 1,81 0.15
spective and Error 37 5.45 0.15
Identity
(Items 145-181) Total 41 6.52
________________ AR e e Bl S JE vy S
Curriculum - Degree 4 2.85% 0.71 1.21 0.32
Laboratary Space Error 37 2].86 6.59
{Items 182-196) Total 41 24.71
_______________ e Y
Administration Degree 4 10.87 2.72 5.03* 0.00
Error 37 19.99 0.54
{Items 197-216) Total 4] 30.8%
Teaching and Degree 4 3.13 0,78 1.93 0.13
Evaluation Error 37 14.96 0.40
(Items 217-242) Total 41 18.09
Tenure - Promotion Degree q 1.20 g.30 0.69 0.60
Salary - Merit Error 37 15,99 0.43
(Items 243-324) Total 41 17.19
_____________________ I Tl e S
Students - Deygree 4 2.77 0.69 1,29 0.29
Admissions Error 37 19,89 0.54
{Items 325-341) Total 41 22.65

*Statistically

significant’
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One significant difference at 0.00 was found for the
variable administration; the Duncan's post-hoc comparison
identified the Ph.D. respondent group. The variables of
osteopathic perspective and identity approached signifi-
cance (0.15) for the D.O. respondent category and for
the variable of teaching and evaluation (0.13) for the

Ph.D. respondent category.

Responses by Department

The respondents were grouped by departments that in-
clude (0) osteopathic science, (1) administration {(no
designated department), (2) pediatrics, (3) family practice,
(4) internal medicine, (5) pathology, {(6) basic science,

(7) psychiatry, (8) surgery, and (9) obstetrics-gynecology.
The mean scores and standard deviations for this group of
respondents are presented in Table VIII according to the
eight categories of survey item responses.

The means by department for the eight institutional
variables range between 1.88 and 4.57. The variable of
physical campus and curriculum produced a range of means
from 3.35 for the category of administrative respondents
to 4.22 for the one respondent in the departmental category
of pathology. The variable of administration produced a
range of means from 1.88 for the department of psychiatry
respondents to 4.40 for the one respondent from the depart-

ment of pathology.




TABLE VIII

MEANS AND STANDARD DEVIATIONS FOR RESPONSES BY DEPARTMENT

FOR EIGHT INSTITUTIONAL VARIABLES

Faculty
Institutional Demographic N Mean 5.D.
Variable Variableg
Physical Department
Campus - Osteopathic Science 9 3.087 0,19
Curriculum Administration 2 3.35 0.54
Items 1-102) Pediatrics 5 3.52 0,17
Family Practice B 3.46 0,30
Internal Medicine 10 3.81 0.26
Parhology 1 4.22 -———
Bagic Science 5 .66 0,24
Psychiatry 2 3,41 0.30
Surgery 3 3.65 0.37
Obatetrica/Gynecology K] 3,89 Q.40
TOTAL 50 3.69 6.32
Future Growth Department
Missions and Osteopathic Sclence 9 2,50 0.45
Goals Administration 2 2,58 0.66
(Itema 103-144) Pediatrica 5 2.52 0.31
Family Practice ] 2.49 0.75
Internal Medicine 10 2,89 0.3
Pathology 1 3,23 ———
RPasic Science 5 2,58 0.58
Psychiatry 2 2.70 0.43
Surgery 3 3.20 0,45
Obstetrics/Gynecology 5 2,82 0.37
TOTAL 50 2.79 0.418
Osteopathic Department
Perspective Osteopathic Science 9 3.83 0.69
and Identity Administration 2 3.66 0.14
ITtema 145-181) Pediatrics 5 3.50 0.29
Family Practice 8 3.70 0.41
Internal Medicipe 10 3.727 0.43
Pathology 1 4.1% ————
Baaic Science 5 3.99 0.15
Psychiatry 2 3.7 0.45
Surgery 3 3,73 0,32
Dbstetrics/Gynecology 5 3.91 0.58
TOTAL . 50 3.78 0.45
Curriculum - Department
Laboratory Osteopathic Science 9 3.61 0.96
Space Administration 2 1.%3 0.00
{Items 162~196) Pediatrica 5 3.54 0.55
Family Practice ] 3.26 Q.45
Internal Medicine 1Y) 3.60 0.42
Pathology 1 3.73 m——
Basic Science 5 1.48 0.95
Psychiatry 2 2.03 2,87
Surgery i 3.80 0.07
Obstetrics/Gynecology 5 3.7 0.76
TOTAL ’ 54 3.53 0.80
Administration Department +
Ostecpathic Science 9 3.38 0.99
{items 197-216) Administration 2 4.20 0.35
Pediatrica 5 3.5} 0.30
Family Practice 8 3,44 0.72
Internal Medicine 10 3.56 0.52
Pathology 1 4.40 ————
Basic Science 5 2,71 0,84
Psychiatry 2 1.88 2.65
Surgery 3 3.63 0.59
Obstetrics/ﬂynecology 5 4.063 0,72
TOTAL 50 3.44 “J 0.89
____________________________ L - o - . -— et - -




Table VIli-~continued

Faculty
Institutional Pemographic N Mean 5.D.
Variable Variables
Teaching and Department
Evaluation Ostecpathic Science 9 3.683 0.72
{Items 217-242) Administration 2 3.2 0.23
Pediatrics 5 3.65 0.14
Family Practice 8 3.69 0.31
Internal Medicine 10 3.61 0.37
Pathology i 4.57 ———
; Basic Science 5 3,54 0,58
pPsychiatry 2 1,93 2.713
Surgery 3 3,81 0,10
Obstetrics/Gynecology 5 3,73 0.15%
TOTAL 50 3.64 I 0,68
Tenure - Department i
Promotion - Osteopathic Science 9 1.47 0.48
Salary ~ Merit Administration 2 3.77 0.06
(Items 243~324) vediatrics 5 1.06 0.28
Family Practice 8 3.28 0.35
Internal Medicine 10 3.43 .52
Pathology 1 3.50 ————
Basic Science 3 3.49 0.38
Psychiatry 2 1.76 2,48
surgery 3 3.61 0.25
Obstetrica/Gynecclogy 5 3.50 0.32
TOTAL 50 3.38 0.684
Students - Yepartment
Admissions Osteopathic Science 9 3.80 0.62
{(Ttems 325~341) Administration 2 3.%9 0.42
pediatrics 5 3,70 0.35%
Family Practice 8 4,02 0.44
Internal Medicine 10 3.99 0,45
Pathology 1 4,17 ———
Basic Science 5 3.47 0.58
Psychiatry 2 1,74 2.45
Surgery 3 4.26 0.10
Obstetrics/Gynecology 5 4.08 0.51
TOTAL 54 .83 6.72
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The variable of teaching and evaluation produced a
range of means from 1.93 for the department of psychiatry
respondents to 4.57 for the department of pathology. The
variable of tenure, promotion, salary, and merit produced
a range of means from 1.76 for the department of psychiatry
respondents to 3.77 for the administrative respondents. The
variable of students and admissions produced a range of
means from 1.74 for the department of psychiatry respondents
to 4.26 for those respondents from the department of
surgery.

The administrative respondent category reported above
(lesser agreement) the group mean score of 3.44 for the
variable administration. The respondent category of path-
ology reported above (lesser agreement) the group mean

scores for the variables physical campus and curriculum

(group mean 3.69), future growth and missions and goals

{group mean 2.79), osteopathic perspective and identity

I}

(group mean 3.78), administration (group mean = 3.44) and
teaching and evaluation {group mean = 3.64). The family
practice respondent category reported above (lesser agree-
ment) the group mean score of 3.83 for the variable students
and admissions. Respondents from the department of surgery
reported above (lesser agreement) the mean group score on
two variables, future growth and missions and goals (group

mean = 2.79) and students and admissions (group mean = 3.83).

Respondents from the department of cbstetrics and gynecology
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reported above (lesser agreement) the group mean scores
for the variables administration (group mean = 3.44) and
students and admissions (group mean = 3.83).

The departments of basic science and psychiatry were
the only respondents reporting mean scores below (greater
agreement) the group means. Basic Science reported below
(greater agreement) the group mean of 3.44 for the variable
administration, as did psychiatry department respondents.
In addition, psychiatry respondents reported below (greater
agreement) the group mean scores for the variables curri-
culum and laboratory space {group mean = 3.53), teaching
and evaluation (group mean = 3.64), tenure, promotion,
salary, and merit (group mean = 3.38), and students and
admissions (group mean = 3.83). The respondents from the
departments of osteopathic science, pediatrics, and internal
medicine reported mean scores in close agreement with the
group means for all variables; these are also three of the
largest respondent categories. Table IX presents a further
analysis of these data by department using a one-way
analysis of variance (ANOVA) to determine significant
differences among the responses for the eight institutional
categories. The results of the post hoc comparisons {Duncan’'s
new multiple range test) is reported where there are signi-

ficant differences,
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ANALYSIS OF VARIANCE FOR RESPONSES BY DEPARTMENT FOR
COMPARISON TO EIGHT INSTITUTIONAL VARIABLES

Source F

Institutional of p
Variables Variance d.£. 8.8, M.S. Ratio
Physical Campus- Dept. 9 1,90 0.21 2.63x 0.02

Curriculum Error 40 3,20 c.08

{Items 1-102} Total 49 5.10
Future Growth - Dept. 9 1.69 0.19 0.17 0.65

Missions and Error 40 3.79 0.24

Goals

{Items 103-144} Total 49 11.48
Osteopathic Per=- Dept. 9 0.93 0.10 0.46 0.89

spective and Error 40 8.90 0.22

Identity

{Items 145-181) Total 49 9,83
________________ e e e e e | - m o — o — — - - —
Curriculum - Dept. g 6.25 0.69 1,12 0.37

Laboratory Space Error 40 24.85 0.62

{Items 182-156) Total 49 31.10
Administration Dept. 9 11,72 1.30 1.93 0.08

Error 40 27.06 0.68

{(Items 197-216) Total 43 38.28
________________ il el S Bl Mty
Teaching and Dept. 9 7.26 0.81 2.14% 0.05

Evaluation Error 40 15.07 0.38

(Items 217-242) Total 49 22,33
Tenure - Promotion Dept. 9 7.24 0.80 2,54* 0.02

Salary - Merit Error ! 40 12.69 0.32

(ftems 243-324) Total 49 19.93
_________________________ - — -t - -t -=-=-
Students - Dept. 9 10.34 1.15 2,98¢% 0.01

Admissions Error 49 15.40 0.39

{Items 325-341) Total 49 25.74

*Statistically significant,
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A significant difference at 0.02 was found for the
variable of physical campus and curriculum for the admini-
stration respondent category. A significant difference
at 0.05 was found for the variable of teaching and evaluation
for the psychiatry respondent category. Psychiatry was
also significantly different at 0.02 for the variable of
tenure, promotion, salary, and merit, and at 0.01 for the
variable of students and admissions. The variable of
administration approached significance (0.08) for the

department of psychiatry respondents.

Round IIT of the NJSOM Delphi Survey

The Round III survey instrument was presented to the
respondents in the same manner as for the Round II survey.
Round III, however, consists of the 341 Round II survey items
plus 47 additional statements that were added by respondents.

The participants were instructed on the Round III survey
to reconsider their Round II responses in view of the groups’
statistical opinions, which were indicated on the Round IIX
instrument (see Appendix E). If a Round III response still
lay outside the interquartile range for Round II, the re-
spondent was asked to give a narrative, explanatory response.
Each statement, where there is disagreement, is included as
it appears on the Round III questionnaire; following the

statement is the divergent narrative response (see Appendix F).
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The Round III responses to the respondent-added items in
Round II are also included.

Respondents were able to reach consensus by reporting
within the group range of agreement on 372 of the 388 items

of Round III.

Specific Answers to Research Questions
As presented in Chapter I, three research questions
were formulated to carry out the purposes of this study.
The data as previously presented are applied to these

research questions in this section.

Research Question One

Research question one asks, "What are the major issues
and concerns in regard to institutional needs and goals as
perceived by osteopathic medical education administrators?”
The major issues and concerns in the areas of institutional
needs and goals were first identified through program
emphases at the first and second meeting of the American
Association of Colleges of Osteopathic Medicine in 1981
and 1982.

Program emphases at both of these meetings were established
by the presidents and the academic and clinical deans of the
fourteen schools and colleges of osteopathic medicine in the

United States. These major issues and concerns in regard to
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institutional needs and goals are (a) physical campus
facilities; (b) direction of future growth; (c) establish-
ment of individual institutional missions and goals; (d)
curriculum content and structure; (e} osteopathic identity;
(f) administrative structure and communication; (g) faculty
teaching and evaluation of teaching; (h) faculty and admini-
strative policy issues of tenure, promotion, salary, and

merit; and (i) student admissions.

Research Question Two

Research question two asks, "What are the faculty per-
ceptions of issues and concerns related to needs and goals
at one institution of osteopathic medical education?" The
established issues and concerns (as reflected in Research
Question One) were presented first to the New Jersey School
of Osteopathic Medicine institutional self-study committee
for refinement and review, and, second to the full-time
faculty for their responses.

The faculty perceptions of issues and concerns related
to the needs and goals at NJSOM are the structure for the
format of the responses to the Rounds I, II, and III Delphi
instruments. These faculty perceptions of issues and con-
cerns related to needs and goals are categorized into (a)
physical campus and its relationships to the curriculum;

(b) future growth of NJSOM and missicns and goals; (c¢) osteo-

pathic perspective and identity; (d) laboratory space and its
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relationship to the curriculum; (e) administrative roles and
functions: (f) teaching and evaluation of teaching; (g) tenure,
promotion, salary, and merit pelicies; and (h) students, and

student admissions.

Research Question Three

Research question three asks, "What are the similarities
and differences in faculty perception of issues and concerns
related to institutional needs and goals compared by the
characteristics of (a) faculty rank, (b) tenure status, (c)
academic-professional degree, and (d) institutional depart-
ment of employment?" Faculty were asked to provide demo-
graphic variable information on the Round II Delphi
instrument. Statistical analyses of the grouped variables
produced the following similarities and differences in
faculty perceptions of issues and concerns related to
institutional needs and goals at NJSOM,

Demographic variables.-~The means of academic rank for

the eight institutional variables indicate that there is a
greater degree of agreement than disagreement among the
respondents. While there are no statistically significant
differences at the .05 level, there is a trend toward signi-
ficance by the professor rank for the institutional variable
category of tenure, promotion, salary, and merit; the pro-
fessors agree with these statements to a stronger degree

than do the other academic ranks surveyed.



85

The means by tenure status for the eight institutional

variables indicate that there is close agreement between the
two groups in the direction of agreement with the survey
items. Although there is a statistically significant
difference of opinion between the tenure status groups for
the institutional variable category of tenure, promotion,
salary, and merit, plus a trend toward significance for

the institutional variable category of administration, the
statistical procedure used does not show the direction of
the difference or trend when there are only two groups.

The means by academic-professional degree for the eight

institutional variables indicate that there is a greater
degree of agreement than disagreement among the respondents.
There is one statistically significant difference for the
Ph.D. degree group for the variable administration; this
group of respondents agrees with the administraticon-category
statements to a significantly greater degree than do the
other degree groups surveyed. The Ph.D. group's responses
also show a trend toward significance in greater agreement
for the teaching and evaluation institutional category
variable. The D.0O. group's responses alsc show a trend
toward significance in greater agreement for the osteopathic
perspective and identity institutional category variable.

The means by department affiliation for the eight insti-

tutional variables show a wider range of opinion than do

those by the other demographic variables. Significant
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differences were found for the administration group (greater
agreement) for the institutional category variable of
physical campus and curriculum, and for the psychiatry

group (greater agreement) for the institutional category
variables of teaching and evaluation, tenure, promotion,
salary, and merit, and students and admissions. The
psychiatry group also showed a trend toward significance
(greater agreement) for the institutional category variable
of administration.

Based on the number of significant differences and
trends found in the data and the relationships of group
means, it appears that the demographic category for
department affiliation produced the largest differences
of opinion in regard to perceptions of issues and concerns
related to institutional needs and goals. By the same
measurement, the demographic variables for academic-professional
degree, tenure status, and rank produced lesser differences.

Institutional category variables.--The institutional

category of physical campus and curriculum produced responses

that indicate strong agreement on statements that are
favorable toward campus unification. The greatest degree
of agreement on campus location was from a mean of 2.36
for Stratford.

The institutional category of future growth and missions

and goals produced a predominance of mean responses at or
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near 4.0. This would suggest a rather ambivalent attitude
by the respondents to this category.

The institutional category of curriculum and laboratory

space addressed issues and proposed changes of shared
curriculum and laboratory space by NJSOM and RMS students
for the first phase of the program. With the majority of
the items producing means near 4.0, an ambivalent attitude
is again suggested by the responses.

The institutional category of osteopathic perspective

and identity was developed around guestions about what

constitutes osteopathic medicine and if and how such a
philosophy should be incorporated into the curriculum. There
was strong agreement for statements supporting the teaching
of manipulative therapy, humanistic practice and primary

care to all students. The strongest item mean for dis-
agreement in this category was in response to the statement,
"Manipulative therapy should be available only to students
who seek it out."

The institutional category of administration produced

responses that suggest agreement with the statements in-
cluded in the category. One revealing statement, which
produced an agreement mean below 2.0, indicated that there
should be a prescribed and consistent system for communica-

tion between administration and faculty.
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The institutional category of teaching and evaluation

produced a majority of agreement means. The greatest
agreement was reached for the statement, "I offer assistance
to students who are having academic difficulty.”

The institutional category of tenure, promotion, salary,

and merit produced a majority of responses in agreement
with the statements. Sixty-one of the eighty-two statements
produced means below 4.0.

The institutional category of students-admissions in-

cluded items that are descriptive of admissions processes
and the reguirements, needs and wants of enrolled students.
This category produced a widespread of response means for
almost all statements. The respondents strongly disagree
(mean = 6.18) that "students older than 25 should not be
considered for admission to NJSOM," and they also disagree
(mean = 5.43) that "admitting students with degrees in
other than pre-med virtually guarantees academic difficulty

in the first two years.”

Summary of Data Findings
Following is a brief summary of data findings from
this study.
1. Respondents were well represented by percentages
in terms of the demographic groupings of full-time faculty

who were employed at NJSOM at the time of the study.
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2. Respondents were in agreement with the selected
areas of concern presented for their response. All Round
I responses were readily grouped into the selected variable
categories; no categories were without response.

3. Respondents were able to reach consensus by
reporting within the group range of agreement on 372 of
the 388 items of Round III.

4. There were no significant differences found for

the dependent varible categories of future growth and

missions and goals and curriculum and laboratory space.

5. There were significant differences found for the

dependent variable categories of physical campus and curri-

culum, osteopathic perspective and identity, administration,

teaching and evaluation, tenure, promotion, salary, and

merit, and students and admissions.

6. The dependent variable categories of osteopathic

perspective and identity, administration, and teaching and

evaluation approached significance.

7. There were significant differences on response to
variable categories by tenure status, academic-professional
degree, and department.

8. There was no significant difference on responses to

variable categories by faculty rank.



CHAPTER V

SUMMARY, CONCLUSIONS, IMPLICATIONS, AND

RECOMMENDATIONS FOR FUTURE RESEARCH

Summary

The primary factor in the development of organizational
goals is planning. A successful planning process depends
upon a clear sense of institutional identity. Institutional
mission, and the perceived correlation between this mission
and the operating goals of the institution, are of increasing
importance in contemporary higher education.

As an organization develops and grows, many persons
may influence its goals. It is necessary to offer each
person in the organization an opportunity to participate
in goal setting so that the attainment of personal goals
is possible through organizational group goals. The more
widely faculty are involved, the more they are likely to
be committed to successful innovation and change.

Many national agencies have recommended that those
institutions engaged in the education of physicians devote
time and expertise to the planning process. The future of
medicine and the resulting direction of medical education

is a concern to everyone. It is, therefore, vitally

20
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important that there is faculty involvement in the exami-
nation and formulation of institutional goals appropriate
to the continued future of medical practice in the United
States.

The purpose of this study was to determine and compare
faculty perceptions of areas of concern as identified by
osteopathic medical education administrators, that have a
relationship to institutional needs and goal setting. The
areas of concern were determined through program emphasis
at the first (1981) and the second (1982) meetings of the
American Association of Colleges of Osteopathic Medicine.
Further refinement of these areas of concern was accomplished
through review by the NJSOM self-study cormittee. Faculty
perceptions of these concernslwere obtained through the
use of the three-round Delphi research technigue.

The data were treated as is customary for the Delphi
process. In addition, data from the Round II instrument
was used to compare responses by the demographic categories
of faculty rank, tenurc status, academic and professional

degrees, and department affiliation.

Summary of Data Findings

Following is a brief summary of data findings from this
study.
1. Respondents were well represented by percentages in

terms of the demographic groupings of full-time faculty who
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were employed at NJSOM at the time of the study.

2. Respondents were in agreement with the selected
areas of concern presented for their response. All Round
I responses were readily grouped into the selected variable
categories; no categories were without response.

3. Respondents were able to reach consensus by
reporting within the group range of agreement on 372 of
the 388 items of Round IIT.

4. There were no significant differences found for

the dependent variable categories of future growth and

missions and goals and curriculum and laboratory space.

5. There were significant differences found for the

dependent variable categories of physical campus and curri-

culum, osteopathic perspective and identity, administration,

teaching and evaluation, tenure, promotion, salary, and

merit and students and admissions.

6. The dependent variable categories of osteovathic

perspective and identity, administration, and teaching

and evaluation approached significance.

7. There were significant differences on response to
variable categories by tenure status, academic-professional
degree, and department.

8. There was no significant difference on responses

to variable categories by faculty rank.
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Discussion of Data Findings

The following discussion items are based upon a com-
parison of data findings from this study with those cited
in the literature.

1. It appears that the motivation for assessment of
institutional needs and goals at NJSOM is prompted, at
least in part, by their need for compliance with both state
authorities and their accrediting body, the American Osteo-
pathic Association. Blair (3, p. 22), in his discussion of
planning, lists the determination of accrediting agency
constraints and federal and state statutes as significant
components of the process.

NJSOM was subject, at its conception in 1976, to
location in the southern portion of the state. In addition,
the New Jersey Department of Higher Education established
a split campus that would be maintained through 1983 at
which time an extensive study would be initiated (1, pp. 3-5).
The absorption of NJSOM students into the RMS basic science
program in northern New Jersey, however, is not in compliance
with the American Osteopathic Association's standards for
accreditation, and NJSOM must be brought into compliance
for full accreditation.

2. NJSOM has undertaken an effort toc perform an active

assessment of needs in an effort to defend their position with
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AQOA to the state of New Jersey. To commit resources to a
plan without attempting to identify and validate institutional
goals, according to Morphet, would be useless (17, p. 157).

McManis and Harvey (18) strongly support the determi-
nation of community needs as part of the planning process.
This was, of course, a large concern of the NJSOM self-
study, and it generated a number of statements in the
present Delphi instrument. Hack (8), Malone (16}, Johns
and Reller (17), and McManis and Harvéy (18) encourage the
involvement of all members of the institution in planning,
as was the intent of this study. Furthermore, they believe
that efforts be made to acquaint the faculty with the
existing goal structure through efforts to solicit their
individual concerns.

3. Present findings support the contention by Jonas
(12, p. 6) and Korr (14, p. 8) that osteopathic practice and
osteopathic medical education should support a "health-
oriented physician education™ with attention to primary care.
The emphasis on the need for primary care by Brown (5),
and also Berlant (2), is supported by the respondents to
the present study, but not at the exclusion of specialty
medical care.

4. The structure of this study incorporates Dressel's
(7, p. 4) concerns that curriculum analysis and development
come from a systematic study to evaluate individual faculty

members to ascertain the extent of their understanding and
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commitment to the goals and functions of the institution.
It further supports the interest in an integrated medical
curriculum as proposed by Jason (11), and Pfeiffer (19).

5. Since this study attempted to discern not only
present perceptions of missions and goals, but also
indications for future planning, it follows Dalkey (6),
Helmer (10), and Judd (13) in their interpretations of the
function of the Delphi research technique.

6. It would appear, from the interest generated at
NJSOM, that the Delphi is an effective process to involve
faculty in the planning and decision-making processes for
the future of the institution. This agrees with the views
of Judd (13) and Wood and Davis (21) in their analysis of
the use of the Delphi technique in higher education. This
study also reinforces the thinking of Dalkey (6) regarding
the use of the Delphi to inform and educate the respondent
group in regard to the administrative interpretations of
the missions of the institution.

7. The findings from this study seem to support Harris's
(9) contention in his study of Ph.D. and M.D. faculty that
differences exist in response to issues of tenure between
these groups; there were differences noted in the present
study by Ph.D. degree and other clinical respondent categories
for the broad areas of tenure, promotion, salary, and merit.
Harris emphasizes differences in faculty perceptions of

whether peers or administrators should do tenure evaluation.
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8. The strongest criticisms of the Delphi process,
according to Linstone and Turoff (15) and Malone (16} center
on the basic goal of forced consensus and weaknesses in
questionnaire construction. Brodzinski (4) adds that there
is as well a lack of experimental support for the validity
and reliability of the method. Malone (16) experienced
difficulties with communication and semantics in his Delphi
study.

The present study, because of the strong responses to
Round I, generated an unwieldy number of statements, and even
though there were two readers and compilers, there were
many poorly constructed statements. The length of the
questionnaire was a concern to the researcher; however,
no statement is an exact duplicate of another, and specific
information not generalities was of interest to the insti-
tution and the researcher. Only one respondent complained
about the length of the instrument. According to Dalkey,
"the three critical conditions for a successful Delphi are
(a) sufficient time, (b) skills in written communication,
and (¢} motivation among the respondents" (6, p. 10). The
time span of the study was flexible enough to encourage parti-
cipation, yet not so much elapsed time that people tended
to neglect their responses. The majority of the participants
were able to express their thoughts and opinions in a clear

and concise manner; most importantly, because change in
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the institution appears to be imminent, there was motivation

among the respondents to influence the direction of change.

Conclusions

Based upon the data findings from this study, the
following conclusions appear to be warranted.

1. Since there was a good response to all three rounds
of the Delphi process, it appears that those topics of con-
cern expressed by osteopathic education administrators are
appropriate to the concerns of full-time faculty at NJISOM.
Furthermore, since all additions made by faculty were within
the pre~-selected response categories, it would appear that
these categories are sufficiently comprehensive in that they
exclude neither perscnal or institutional concerns.

2. The faculty rank of professor and the tenured faculty
expressed stronger agreement for statements within the insti-
tutional category variable of tenure, promotion, salary, and
merit. Since all professors at NJSOM are tenured this is
not an unusual dual response. Tenured professors are more
likely to have more invested in the institution and be more
interested in maintaining agreement with existing policy
concerning characteristics of this variable.

3. Those faculty who hold doctor of osteopathic
medicine degrees have the greatest concern for the osteo-~
pathic perspective and identity of NJSOM; this intensity

confirms their belief in the philosophy of osteopathic

medicine.
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4. Professorial rank and tenured status appear to
affect opinion; such respondents are more protective of
the status quo.

5. The departments of basic science differed in
responses very little from other respondents. The difference
expressed in response to the category of administration re-
flects the differences in administrative structure for basic
science and clinical faculty and the resulting responsibility
to two administrations experienced by basic science-~-that of
NJSOM and RMS.

6. The faculty is in support of a proposed unified
campus in Stratford; they are aware of, and support the
current missions and goals of NJSOM.

7. The clinical departments of family practice, surgery,
and obstetrics and gynecology reported strong disagreement
for the items expressed in the variable category of
students and admissions. Tt would appear that their per-
ceptions of students is different than other departments.

If a relationship exists between the expectations for
student behavior by these departments, it is not clear.

8. The faculty is committed to a model of osteopathic
perspective to include the teaching of manipulative therapy
humanistic practice, and primary care. The doctors of osteo-
pathic medicine were somewhat more supportive of this variable
than other categories of degree respondents, as might be

expected.
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9. Clinical faculty is in strong support of a
functional practice plan and are in agreement that no such
consistent plan is in existence at the present time.
10. The faculty is receptive to the non-traditional
medical student; but the most and least desirable character-

istics in an incoming student produced varied opinion.

Implications

The fellowing implications appear justified, based
upon the findings of this study.

1. Since there were no significant differences noted
for the questionnaire category future growth/missions and
goals and the means represented a spread with a predominance
at 4.0 cor below would indicate that this category is one
where faculty are in agreement with the statements pre-
sented. This may indicate that faculty (1) do nct have
strong opinions concerning the institution's growth and
its missions and goals, {(2) that they may not have expressed
strong responses because they feel ineffectual in the plan-
ning of the institution and further in their power over
what they consider administrative decisions, (3) faculty
are generally disinterested in planning, or (4) that faculty
are simply uninformed concerning this area of response.

2. There were no significant differences noted for
the variable curriculum and laboratory space and the

majority of the means ranged near 4.0. It would
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appear that faculty see the issue of how to present the
curriculum and how to structure laboratory space at RMS
as perhaps of little consequence if the political trend
continues toward campus consolidation.

3. The presence of strong faculty responses for campus
unification was indicated in this category of the study.
That unification should occur in Stratford seems to be
agreeable with some support for Cherry Hill, few were in
support of Camden. There was more of a spread of response
and means near 4.0 for statements concerning the benefits
or disadvantages concerning a southerly move for the students
and the basic scientists from Rutgers during the first two
years and how the unification process would affect indivi-
dual roles within the curriculum.

4, It would appear that there is strong faculty
support at NJSOM for the teaching of osteopathic perspective.
The interpretation of osteopathic perspective ranges from
the teaching of required manipulative therapy techniques,
reiteration of the history of the profession as separate
from allopathic medicine, and the teaching of humanistic
practice and primary care.

5. Faculty appear to feel a need for better communi-
cation between upper level administration and thémselves,
including a prescribed and consistent system for dissemi-

nation of information. This is in agreement with expressed
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concerns by administration in the selection of statements
dealing with communication issues for the first round of the
study. There was indicated support of the statements re-
garding the effectiveness of department chairmen. It would
appear that faculty are optimistic that communication will
be better when upper-level administrators are no longer
politically involved in the plans for a unified campus.

6. Most faculty are in support of the need for a better
system of teaching evaluation by students. Most would welcome
peer review of teaching, but would not welcome administrative
review believing it to be biased. Faculty appear to be open
to innovative teaching procedures and would enjoy the oppor-
tunity to learn more about small group facilitation, and
computer-assisted instruction. There seems to be some shared
confusion about the nature of student-directed learning and
its role in medical education. There appears to be strong
agreement that faculty should have more input into their
individuval course selection and content.

7. It would appear that faculty mildly agree that the
following percentages are currently utilized in tenure/
promotion decisions: research 50%, teaching 25%, service
25%. There is mild agreement that the following percentages
should be utilized in tenure/promotion decisions: research

20%, teaching 40%, service 40%. There is spread of response

to these statements although there was no significant difference
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noted between the basic science and c¢linical departments even
though their pressures to research and publish are currently
very different. There was agreement that teaching and clinical
expertise would constitute larger contributing factors than
research for the promotion of clinical faculty and that basic
science faculty should expect more emphasis on research and
publication.

There was more agreement that present salaries are
adequate to attract and retain quality basic science faculty
than agreement on the same statement for clinical faculties.

Faculty appear not to favor equal pay raises for all
members of a department, preferring raises based on merit.
Merit pay raises should be based on principles developed
by discussion and agreement between faculty and admini-
strators. Most faculty appear not to support review pro-
cesses to determine clinical competency for merit.

It would appear that most faculty are dissatisfied
with the present clinical practice plan.

8. Most faculty appear to be interested in attracting,
and educating the non-traditional student; although not
at the exclusion of the traditional student. Good MCAT
scores, and a high GPA are still favored to enhance success
in medical school. There appears to be strong support for

a counseling staff and active program for students and

their families.
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Most faculty agree that the concern to be addressed
regarding admissions is not how to evaluate prospective
students, but how to improve the over-all applicant pool.

9. If the one respondent from pathology is representa-
tive of pathologists in institutions of osteopathic medical
education, then they are independent thinkers, disagreeing

with most other departmental faculties.

Recommendations for Future Research

The following recommendations for future research are
suggested based upon the findings and conclusions of this
study.

1. This study should be conducted at other institutions
of osteopathic medical education to determine the relevance
of the initial concerns expressed by the administrators of
the institutions of osteopathic medical education.

2. Further, a similar study of other institutions of
ostecopathic medical education would be of interest for
comparison of faculty perceptions to those of NJSOM. If,
in fact, this study is biased by the predominance of second
generation Italian and Jewish faculty (as one participant
observed}, then further comparisons at institutions of more
varied ethnic identity would be appropriate.

3. Compared to many of the osteopathic medical education
institutions, NJSOM has a large faculty; therefore, it would
appear to be fairly representative of all osteopathic insti-

tutions of gimilar size. A comparison study with an allopathic
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institution would indicate how many of the perceptions in
this study are particular to osteopathic medical educators.
4. Further research of a different instrumentation on
those issues represented in the study would be of interest
to focus on more specific concerns without the expectation

of consensus.
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APPENDIX A

Chicago College of Osteopathic Medicine
Chicago, Illinois

College of Osteopathic Medicine and Surgery
Des Moines, Iowa

College of Osteopathic Medicine of the Pacific
Pomona, California

Kirksville College of Osteopathic Medicine
Kirksville, Missouri

Michigan State University College of Osteopathic Medicine
East Lansing, Michigan

College of Medicine and Dentistry of New Jersey
New Jersey School of Osteopathic Medicine
Camden, New Jersey

New England College of Osteopathic Medicine
Biddeford, Maine

New York College of Osteopathic Medicine
New York Institute of Technology
0ld Westbury, L.I., New York

Chio University
College of Osteopathic Medicine
Athens, Ohio

Oklahoma College of Osteopathic Medicine and Surgery
Tulsa, Oklahoma

Philadelphia College of Osteopathic Medicine
Philadelphia, Pennsylvania

North Texas State University
Texas College of Osteopathic Medicine
Ft. Worth, Texas

Southwestern College of Osteopathic Medicine
North Miami Beach, Florida

The University of Health Sciences
Kansas City, Missouri
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UNIVERSITY

EOMEEE OF MEDICINE AND DENTISTRY OF NEW JERSEY

NEW JERSEY SCHOOL OF OSTEOPATHIC MEDICINE
Medical Arts Building
300 Broadway, Camden, N.J. 08103

609—757-2893 o
Department of Pediatncs

UMDNJ-NJSOM
BASIC SCIENCE AND CLINICAL FACULTY
Dear Colleagues:

As part of the UMDNJ-New Jersey School of Osteopathic Medicine "Self Study
Process'", we are using the Delphi Technique to gather input from all full-time
faculty for the purposes of gaining consensus on issues important to you
presently, and to the future growth and direction of the school.

There will be a series of three questionnaires. In order to encourage your
continued participation, every effort will be made to keep these brief and
straight-forward. All responses will be amonymous and your candid opinions are
strongly invited. We ask that you seal your response in the enclosed envelope
and return them to the Camden Office of the Department of Pediatrics c¢/o Juliann
Pomykacz. The sealed responses will then be forwarded to Ms. Linda S, Fazio for
analysis,

The second round will include your anonymous input for agree-disagree responses
from all participants. The third round will be similar to the second round but
will include statistical data (median and interval) so that you may compare your
thinking to that of your colleagues and revise or defend your opinions if they
vary widely from consensus.

The results of this process will be included in the Self Study document required
by the accreditation process of the Committee on Colleges of the American
Osteopathic Association. Your individual opinion on the attached issues is of
critical importance to the success of this study...please lend your input.

Thank you.

Sincerely,

Thews Haudbeeed o

Thomas F. Santucci, Jr.¢ D.O., F.A.C.0.P.

59 sspr Chairman
«4§§(1§3§L o)
'3; . “Fazi M.S,, O.T.R.
on

sultant
Institute of Health Sciences
Texas Woman's University

TFS/ip
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NEW JERSEY SCHOOL OF OSTEOPATHIC MEDICINE

DELPHI SELF-STUDY 1983

Because 0of the short answer nature of this first instrument,
it will take more of your time than the following two;
however, please give it your careful attention so that

your personal views may be shared.

Please be assured that this first questionnaire will be
anonymous. Only the second questionnaire will request
information about your academic rank, degree(s), tenure
status, and department. The data will be tabulated
extramurally and will not be available to anyone within
UMDNJ~-NJSOM. The Self-Study Steering Committee and the
researcher hcopes this anonymity will encourage you to be
candid about your personal views on UMDNJ-NJSOM.

Please return this form by May 31, 1983, even if you do
not intend to participate in the study.

Thank :you.
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DELPHI I

1. SPLIT CAMPUS:

a. Is the split campus a negative or a positive situation for the

faculcy? [:]
Positive Negative
Explain: [:]

b, Is the split campus a negative or a positive situation for the
students?

Positive Negative

Explain:

¢. Should the campus be unified?

Yes B No D
Stratford D Canmden D

Where?

Explain.
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What changes might you suggest in curriculum assuming NJSOM was

located on a single campus?

If the split campus were maintained, what, if any, changes would you
suggest in curriculum?

If the campuses cannot realistically be combined, what are your
suggestions for offering first and second year students clinical
experience/education?

Has the split campus caused you personal and/or professional
inconvenlence?

-
Yes L_..E No D

In what way?

1} travel

2) communication with other faculty/administration

3) other
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h. Has the split camfus been to your advantage?

Yes No D

In what way?

i. Are you satisfied with current teachin

hospital facilities?
Yes D Nogl:]

What changes might you recommend?

2, SEPARATE STUDENT LABS IN PISCATAWAY:

a.

What is your opinion regarding separate student labs for NJSOM and
RMS? Please explain.

1) needed because:

2) detrimental because:

3. FUTURE GROWTH:

a.

What do you see as the most serious issue facing the continued
growth of NJSOM?
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b. What do you see as the most positive issue?

MISSIONS AND GOALS:

a. Are the missions and goals of NJSOM appropriate and realistic?

b. TIs the existing institution making progress toward these goals?

¢. What should be the goals and missions of NJSOM?

d. Should measures be taken to improve the students' identity with NJSOM?

1) short-range?

2} long-range?
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OSTEOPATHIC PERSPECTIVE AND THE CURRICULUM:

a. What is the value of the following osteopathic principles and
practices in the education of physiclans?

1) osteopathic manipulative therapy

2) humanistic practice

3) attention to primary care

b. Which of the above do you subscribe to? In principle? In practice?
Both?

¢. Would you be interested in taking time and effort to further develop
your own knowledge and skills about osteopathic principles and
practice?

Which ones in particular?

d. Do you have interest in research concerning osteopathic principles?

Explain:
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Do you think the view that ostecpathy 1s being gradually absorbed into
allopathic medicine is valid?

Do you find the i1dea disturbing, comforting, or of no consequence?

Would you like to see more manipulative therapy taught to all students
throughout their academic years?

0r, do you see "manipulative therapy" as perhaps a specialty, or
subspecialty available to those students who seek it?

Other views:

Should the curriculum be doing more to encourage the primary care
physician? What?

Should the curricelum be doing more to encourage the "specialist™?
What?

In your opinion, what is a "family physician™? What should he or she
be? '



k.

119

Bo you include the teaching of ostropathic perspective when you
instruct students?

6. TERULRE ARD URIMOTION:

&,

b

How much weight (%) do you tihink each of the followiug eurrently

1)
)
53
4)

How

i)
)
3)
4

car-ies in tunure/prowction decisicons?

research/publication %
teaching Z
sey/sice . A

other %» What are thesge?

resesrch/publicacion %
teaching Z
service T
other Z What are these?

Do you thing the same tewarc/promotion requirements should hold for
basic science snd slinical faculvy? Explain.



Do you know what the procedures are for terminating faculty
appointments?

Are they appropriate?

Are they adequate?

Do you know what the procedures are for a formal grievance appeal?

Do you know what the options are if you are denied tenure?

About how many hours a week do you devote to the following:
Active teaching?

Preparation for teaching?

Patient treatment?

Individual and/or institutional research?

Institutional committees?

Administration?

Travel between campus sites?

Other?

120
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What professional meetings have you attended in the past year?

Were you on the program?
Did you receive external funding for these meetings?

Have you published in the last three years? Books? Journals? Other?
Please explain:

Does NJSOM offer you sufficient support for research?

Time?
Money?

Availability in support staff?

7. SALARY AND MERIT:

a.

Do you think the same pay scale should hold for basic science and
clinical faculty? Explain:

Should they enjoy the same benefits? Explain:
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b. Do you think present salaries are adequate to attract and retain
quality faculty?

Basic scientists?

Ciinicians?

¢. Do you support equal raises for each member of a department?

d. Do you support the idea of merit raises? Based on what?

e. What deo you think are the most iwmportant features which NJSOM should

have in order to attract and retain adequate faculty

f. What are your opinions about the clinical faculty practice plan?

8. TEACHING AND EVALUATION:

a. How do you measure your teaching effectiveness?
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How does the institution measure your teaching effectiveness?

Do you have sufficient, and efficient secretarial support for
preparing handouts, teaching aids, grading, other?

Do you have ready access to audio-visual materials, simulation models,
computer~assisted instruction?

I1f not, what are your needs?

Do you give the students lecture outlines? A syllabus?

Do you have adequate information and expertise in the following
teaching skills:

1)
2)
3)
4)
5)
6)
7)
8)

writing behavioral objectives

test constructicn

developing self-instructional materials
lecture

laboratory instruction

individualized learning

seminar

ather

Who decides what you teach?

Are you in agreement with this procedure?

& B R e % e - o o



How do you feel about the current system f
students?

What changes would you recommend?

Are you aware of the results of student co
make use of them?

Would you welcome peer review of your teac

Would you welcome review by the administra

Are you encouraged to design new and innowv
approaches?

Do you feel secure in your freedom to brin
your students?

Do you find the current process by which ¢t
and modified to be adequate? What might y

Do you think the school's policy for recru
faculty 1s effective? Fair?
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or course evaluation by

urse evaluations? Do you

bing?

tion of your teaching?

ative teaching/clinical

B up controversial topics to

he curriculum is reviewed
ou suggest?

itment and selection of
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9. ADMINISTRATION:

a.

What's your feeling about current channels of communication between
faculty and administration?

Do you have adequate opportunity to participate in the budget process
of your department?

How is this accomplished?

Do you have a voice in the selection of chairmen and other upper-level
administrators? Do you want a voice?

Do you think that Deans and chairpersons should be limited to a
specific time period? What length of time?

Do you see a need for more faculty in your department? How would your
response benefit you perscnally? How would it benefit the
institution?

Should there be changes in departmental structure?
{

T N T
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g. How effective is the NJSOM administration?

What are the strengths, weaknesses?

Where, and in what way, would you like to see improvement?

h. How effective is the UMDNJ central administration?

i. How effective is the faculcy practice plan adwinistration?

j. Should faculty review the performance of administration?

STUDENTS:

a, How would you reccumend improving the blend between didactic and
clinical experiences throughout the students' program of study?

b. Would you like to see students have more contact with ambulatory care?
How might this be accomplished? When?
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Do you know what the student admissions policies are? What do you
think of them?

If you'd like to see changes, in what way?

GPA

MCAT

Male/Female Ratio

Minorities

More expressed interest in osteopathic philosophy

Sons and daughters of D,0.'s of M,D.'s

Other

Do you think extra assistance should be provided for students who may
make "good D.0.'s" but have low GPA's? Should low grade point
averages be considered at all in the admission process? How low?

Do you offer extra assistance to students who are having academic
difficulty?
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Would you like to sec wove/less non-tradicionzl medical students?

1) older

2) degrees in areas other than pre-wed

1) other

If students could have some clinical exposure during thelr first two
years, how much would you recommend? What kind?

Would the students bLenefit from more electives during their
educatiou?

Concernlng the procedures for “failing” a student.....Do you know what
they are? Are they adequate? Fair?

B N e . o' AL . A AR M . Ak
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Please look back over the questions and categories; are there issues and

concerns you would like to have represented on the following questionnaires?
Please list here:

Thanks for your participation.




APPENDIX D

DELPHI ROUND II INSTRUMENT
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NEW JERSEY SCHOOL OF OSTEOPATHIC MEDICINE
DELPHI SELF-STUDY

ROUND 1T

Your comprehensive, and thoughtful responses to our Round I
questionnaire is greatly appreciated. Because of your excellent
response, and the Delphi characteristic of reflecting all expressed
ideas from the first open-ended instrument...this second question-
naire is longer than promised!

Please help us maintain the validity of this study by your
continued participation. Please remember that all responses are
viewed by an independent researcher. No information will be
available to NJSOM that will not be available to you.

For those of you who may not be familiar with the Delphi
research process, it has been found to be the most effective
way to inform administration of faculty consensus on issues
affecting the growth and the direction of the institution's
future. Educational planners have proven that 'sweeping change'
cannot occur successfully without faculty consensus.

Response on Round I was very close to 80% therefore I assume
you, as faculty, have concern about your own futures within the
institution. Initiation of this research by your own 'self-study'
committee indicates that they are soliciting your views on future
growth., I am optimistic that your consensual results on the third
round of this study will be considered carefully in establishing
future goals for NJSOM.

The Round III instrument will look exactly like this one (with
the addition of further statements if you wish); however, it will
include the median, and interquartile range of agreement for each
statement so that you may see how your own opinion compares with
other faculty members.

Because of the length of this instrument, you may wish to do
one section at a time. Please complete the whole questionnaire,
however.

Please turn the page for instructions.

PLEASE RETURN THIS QUESTIONNATIRE BY JULY 15, 1983, THANK YOU.
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NOTE:

You are being asked to supply the researcher with the following
categorical information on this round.

Providing this information will not be a threat to you, and it
will further enhance the statistical validity of the study.

RANK TENURE STATUS DEGREE HELD

DEPARTMENT

INSTRUCTIONS FOR ROUND II

You are asked to react to the following statements. Please
indicate your agreement or disagreement with the statements in
the following manner.

Circle as follows if you strong agree with the statement:

@© 2 3 4 5 6 7

If you strongly disagree with the statement, you should
indicate by circling as follows:

1 2 3 4 5 6 (D

Circling number (:) would indicate that your feelings of agreement
and disagreement are about equal; while circling any other number
(2, 3, 5, 6 ) would indicate respective levels of agreement.

Should you have a comment or question concerning a statement,
please feel free to utilize the space directly following the
statement for this purpose.

Space is provided at the end of each section for any additional
statements you would like added to Round ITII.



NJSOM DELPUI SELF-STUDY 1983
ROUND TI QOUESTIONNAIRE
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I. CAMPUS/CURRICULUM g =
l. The present 'split campus' is a positive situatlion
for my purposes. 1 3 4 7
2. The present 'split campus' has been to my dig-
advantage moat of the tiwe. 1 2 3 4 ?
3. A unified campus would be hore convenient in every
way, 1 2 3 & 7
4. The present 'splic campus’ offers advantages to the
students, 1 3 4 7
5. A 'split campus' 1is not cost effaccive. 1 3 4 7
6. A 'eplit campus’ discourages ¢ollaborative research. 1 2 3 4 7
7. A unified campus would encourage bettar faculty
. relatiens. 1 2 3 4 7
B. A& 'splic campus’ prevents collegiality. 2 3 4 7
9. A unified campus would encourage better rapport bhe-
tween faculty and students. i 2 3 4 7
10. A 'split campus' Prevents itudents from contact with
¢linical role models. 3 6 7
ll.  Stracford is the ideal place for a unifted campus. 3 4 6 7
2. Witn the new research facllicy, and some planning;
Camden 1s che ideal site. 3 [
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DISACGREE

13,

A unified campus at Cherry Hill would benefit the
hospital, the covmunity, and the school.

—

14,

Camden is not a desirable environment for faculcy
or students, ot

15.

A unified campus at a site other than Stratford is
best,

16.

Locaction in Stratford would encourage davelopment
of an integrated curriculum that i3 problem-ortentad
and student-directed,

17.

A unified campus in Seracford would encourage the
concinued faelings of poor “stupatsters” at our
major hospital. '

18,

A unified campus wauld éncourage Iintegration of pre-
c¢linical and clinical courses.

19,

The community naeeds us more {n Camden.

The 1ntegration of basic science and clinigal
sclence in one place is critical co groweh.

21,

If the campuses cannot be combined, the present
system for offering firsct and second vear students
¢clinical experience/education should be concinued.

The ‘split campus' causes me loss of professional
and personal time.

213,

Isolation from the pre-clinical faculty, or the

clinfcal faculty has not been a problem for me.
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12 3 4 7
24. The current teaching hospitals’ coumitment ro
BJISOM 13 questionable.
25. The current teaching hospital facilities are goad., 1 2 3 4 7
26, The teaching hospital 1s not commirted to qualicy
care, 1 2 3 4 7
27. More KJSOM students should be raquired to rotate at
Cherry Hill and other sices. 1 2 3 4 7
28. A problem-oriented and student~directed curriculum
1s best for us whether the campus is splic or unifiad. 2 3 4 6 7
29, The systems approach 1s arcificial and needs re-
vision, 1 2 31 4 6 1
30. an integrated curriculum simply means combining the
exiscing basic scilence and clinical coursas, 2 3 4 6 7
31.  an integrared curriculum means more work, and less
certainty about my role as an educator. 2 3 6 7
32, An integrated curriculum can enly be possaible If
the campuses are wpified. 2 3 [ 7
33, If the campuses are not combined a 'mini' (1 ro 2
month) preceptorship in the summer between First and
se¢cond vears should be added. P 2 3 6 7
34. T would like more contact with first and second vear
studeunts. 23 4 6 7
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i 2 3 5 6 7
35, Improved clianic status would make the current
teaching hospital facilities more desirable.
36. Removing hasic scilence faculty from Plscataway will
limfc chelr professional growth. 1 2 3 5 6 7
37. Removing basic science faculty from Piscataway will
require a substantial incraasa in thelr teaching
load. I | 5 6 7
38. 1If basic sclence faculcy are moved tg Camden or
Strarford they will be forced to travel to Piscataway
for continued education and research, i 2 3 5 6 7
39" Students are subject to 'fragmentarion’ by the
current gplit campus condiclons. 1 2 3 5 & 7
40. It would not be cost-effaective or educationally
sound co try and duplicate che basic sclence
education in Scracford oc Camden. 1 2 3 5 6 7
41, If the campuses remain split, the currifculum
cannot be changed. 1 2 13 5 6 7
42, The strength of the basic sclence curriculum is
currencly the strength of NJISOM. L2 3 s & 7
43, «Qualicy basic science faculty would not be attracted
to an Integrated tfour-vear ostevpathlce curriculum. 1 2 3 5 6 7
44. The quallcy ef pasic science imstruction will be
dirficulc to maintaln {F chere is incegracion of
clinical and basic science curviculum, i 2 3 5 6 7
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D1SAGREE

45,

Students have only two years to concentrate on
understanding the sclentific foundation of medicine;
they have a life~ctime of clinfcal practice...keep
the curriculum as ir is.

—

~J

46.

Physical discance between the campuses I3 not as
difficult as the lack of a common vision and sense
of purpose herween and within the faculty,

47.

Integrating the curriculum cannot be accomplished
withoue filrst 'integracting' the basic science and
the clinical faculty.

48.

The route to quality wedical education 1s not a
poinc of agreement bectween basic scleace and
clintical faculty.

49,

The greateat advantage to clinlcal contact for
students during the first two years is that they will
learn to distinguish berween osteovathic and allo-
pathlc medicine,

5Q.

Boch the basic science and clinical facultles should
be with the scudents all four years,

51,

The curriculum should encourage students to select
role models from the 'hesr' of basic sclence and
clinical facuitiss.

52,

The research facilities, faculry offices, and the R
teaching hospiral should he located adjacent to each
other.

53.

. el Tt WL L ows, 4

The distauce between campuses would not be as in-
convenlent 1if there were fewer meetings or more uge
made of conference teiephone calls.
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43
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B B
54. The teaching hospital does not provide enough out- ' {1 2 7
patients, nor clinic space.
55. We need mare conference, lecture and meeting
rooms in the teaching hospital. . C 1 2 7.
56. Compared to other osteopathic schools, the qualicy
of the first two years as chey now stand is gotr
to ba discountad. 1 2 7
37. The predicted ‘urhanization' of Stratford sad che
resdultant diversification of the patient population
makes ic the owly tenable site for a unified campus.] 1 2 7
58. The vurriculum needs no changes. | G 7
39. Firsc year scudents should not be provided with
aany clinical expusure. 14 2 7
60. A program of 'guided' research 1s the best way
to integrate basic sclence and clinical faculry, ;1 2 7
6l. Tt's professionally embarrassing for NJSOM not to
have & unified teaching complex. 1 2 7
62. If campuses are not combined the students should
be bussed down for clindcal teaching one day each
week during their firsc two years. 12 7
63. There aren’t enough available beds in the teaching
hospital. 1 2 7
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DISAGREE

64.

Scudents should be offered simulations during
second year, but nof patient comtact.

—

~

65.

My biggest complaint about JFK 1s chat I'wm not
welcome there.

66,

Clinlcal faculty ace 'clinicilans'; basic science
faculty are 'scientists'; chey share the role of
‘educator’ and that's enough.

67.

Studencs need to learn normal functioning firse;
early clinical exposure would be tuo confusing.

6.

Students currently fee)l chat they're a product of
Rutger's Medical School and JFK Hospital....aet
NJISOM.

69,

NJSOM administration should be in Camden: phases of
student education gplic between Stracford and
Canmden.

70.

Meetings are currently roo long to be affective
because everyone wants the long drive to be
"worthwhilea".

(2%

71.

The teachiag hosplital needs more primary care
teaching examples.

~3
o

One of the biggest problems associated with the
spiic campus {3 communicartlon: frequent misunder—
standing and resultant delay in cesolving adwinis-
tracive issues,

ra

NJSOM 13 not currencly in countrol of their
curriculum,
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74.  Inaccessibility of administrative support (secre- 1 4 6 7
tarial scaff, ecc.) 1s a major problem prompted by
the split campus, |
i
|
75. Fragmenting cthe campus in the south i3 no more de~ f
sirable than the current arrangemant.. [ 4 6 7
. 1
g
76. The teaching hospital is not maintaining up-to-date
equipmeat. i 1 4 6 7
|
77. The traditiocnal approach to medical education should
be reviged in favor of non-traditional educational
options. 1 4 6 7
78. Research and teaching resocurces at Rutgers are tao
valuable and stimulating co lose. i 4 6 7
{
1)
:
79. The reputation of any medical school is based on i
academic/research achlevements. il 4 6 7
|
t
:
80. A unified set of “"walls" for NJSOM may be importanc; }
buc the "ivy" of Rurgers should’'nt be lost. - Pl 4 6 2
é
Bl. "Problem~solving” techniquaes are importamnt in the :
tirst two years; actual patient exposure isn't ;
necessary. ’ 1 4 6 7
82, latroducing more clinically relevant material into
the basic science curriculum is desirable. 1 4 3 7
83. Basic scilence faculty should generally have more ip-
pur inre course seleetion and curriculum planning
than they uo under the present system. 1 4 [ 7
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84,

A preceptorship once or twice a week {n community
D.0. offices durlng the firsc ewo years 13 a good
idea,

—
[~

~ {DISAGREE

85.

Loss of the associlation with a graduate school is
profesaional "death”™ for an academic basic scientist.)

86,

If the counection to Piscataway ls maintained,
efforts stould be made ro establish an outpatient
facilicy there with a faculty medical direcror.

87.

The library at che teaching hospital 1s not approp-
riate for osteopathic studencs.

88.

Money should be apent on strengthening the existing
program not trying to duplicate RMS in south Jersey.

89.

If the split campus ig maintained, those courses more
closely associated with clinical medicine {pharma-
cology, pachology, erc.) sheuld be moved south.

940.

The current curriculum produces a studeanc who regards
the patient as an example of a problem, noc as a
‘patient' with this or that Inter-cannecting disease.

91.

Two of che bilggest weaknesses of the curvent teach-
lng huospiral situacion are the lack of community-
based medicine, and litrle attention to the 'healthe
oriented’' approach.

92.

Whether we remain 'split' or we unify, it is a
necessity chat the basic science curriculum be
separated Irom RMYS so that NJSOM can alter the
curriculum Lo meet our aims and objectives,
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DISAGREE

93.

We should strongly implement the 'health maintenance
concept throughout the four-year curriculum.

—

o
~

94.

We should not lose the "systems'" approach in efforts
to revize che curriculum. .

5.

Future currvicular changee must insure that we con-
trol againat a biased curriculum, and that we train
famlly practitcioners as we say we do.

55.

Lectures should be removed entirely from the thirvd
year curriculum or at least reduced subsrantially.

97,

The expense of establishing a libravy for studenrs
and faculry away frowm Rutgers is one of wany reasonsa
not to onify the campuses.

98.

NJSOM ghould put its' time, effort, and monaey iato
one teaching hospital that if can concrol.

99,

Moving the campus to sourh Jersey will make it less
desirable to students, and therefore contribute to
recrultment problema.

100,

The separaticn from RMS will weaken the gquality and
the reputatgion of NJISOM,

oL,

The 'tentativeness' of stare funding for education
makes a unified campus appear risky.

~

102,

The continued condition of a 'splic campus' is the
nost serlous issue facing the continued growth of
NJSOM.

Do you have further acatemencs you would like added to
this section for your collaagues' response?
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FUTURE CROWTH/MISSIONS AMD GOALS

AGREE

143

DISAGREE

103,

The proposed plans for NJSOM are more polirically
actractive cthan pedagogicslly realistic.

-

-l

i04.

The growing isolation of administration from faculty
and studeats 1a a :arious issue facing the growth
of NISOM.

105,

The ability ro ateract and recrult qualified and
motivated students is one of che most critical ilssus
facing the continued growth of NJSOM.

p

106.

NJSOM's greatest guarantee of future growth i3 its'
commitmeat to produce qualicy primary carve phyw
siclans.

107.

The present missicns and goals of NJSOM are approp-
riate and realistic.

104.

The existing institucion 1s making progress toward
these goals.

108.

The existing ilnscirucion dues not reflect anvy real
identification with odreopathy: or 1cs’ misalons
and goala.

110.

Our demonstrated Inrerest iu providing a quality
educational experience for our students is che best
short-range goal to lmprove the student's ifdentcicy
with NJSOM.

A clear commitment to 2xcellence in the quality of
the taculty and their teaching and research per-
formance 1s the best long-range goal to improve the
studenc’s idencliy with NJSOM.
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RISAGREE

12,

Development of a common vision for NJSOM that ail
faculty and administracion can respect and contribute
to without loss of personal goals and integrity is
a serious issue affactlng EFuture Inscitutional
growth,

—

[+
~

113,

The current missions and goals are little more than
‘political poscuring' to encourage a unlfled campus.

114,

When the 'split/unified' campus dectision is ra-
solvad, meaningful misslons and goals must be
writgfen.

115.

The only "meaningful®™ goals for NJSOM should be
those that contribute to the education of competent
care-givers who will be able to remain competent

in times of inevitable cechuclogical, social and
cultural change.

116.

A unified campus close to the teaching hospital will
lmprove the scudenc's ildentity wich NJSOM.

L17.

The Division of Research is one of the most pasitive
moves toward the growth of NJISOM.

L1a.

An exisging 0.0, trainiog program with a strong
academic/cltinical foundation equal to tralning any-
where in chils country is the strength of NJSOM.

113,

A serious chrear to future NJSOM zrowth will be
avallabiliry of adequate space and gupport to recrult
threshold numbers of research-ariented basic sclence
faculey.

o

Future missions and zoals must be wrircen with
broader representavion of full-~cime faculery.

[ ¥
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121.

Twplementing che proposed curriculum isg perhaps the
most serious issue facing the growth of a viable
medical educarion program at NJSOM.

122,

Recruiting and attracting quality clinfcal faculcy
is, and will be a4 severe {nhibitor of continued in-
stitutional growch.

123,

The dichotomy betrween stated philosophical purpose
and the actual educational process at NJSOM is a
problem.

124,

Missions and goals should reflect an interesc in the
holiscle education of physicians, support of re-
gearch, and implemencation of continued aducation -
and life-long professional growth.

125,

It is apparent that the University Board is committed
te the positive future of NISOM,

126.

The professional strength of the existing 'house
staff' 13 a positive feature of NISOM.

127,

Administrative leadership toward health care issues
of the 19%0's is one of the most pogitive indications
of lnsritutional growch potential.

There are too many 'specialist faculty' oriented
toward pathology for NJSOM to make progress toward
its' present goal starament. -

129.

More clinical 'specialists® are needed on the full-
time faculry.

w
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D1SAGREE

130,

The 'youth' of the Faculty and the administration
13 beneficial to the growth of NJSOM.

—

-t

131.

The inscirtutional missione and goals are generally
unknown end/or of mo functional use to faculty.

132.

Lack of a viable relacionship with the community,
and other institucions ia a serious threat to
ingtitucional growth.

133,

The institutrion should be tesponsible for providing
clinical departments more services in areas of
mental health counseling, soclal waerk, etc.

134,

It's pointleas to discuss missions and’ goals of an
institution that doesn't have administrative contral
of a teaching hospiral.

135.

The resolucion of "money issues" vegarding clinical
billing, faculty practice lncome, ecc, must ba a
prioricy regardless of the direction of academic
growth.

136.

The establishment of a ‘tenure’ system for full-time
clinlcal faculey 1is of impartance to the instictutlon;
and should be a furure goal.

o

137.

Efforts should bLe made £o correct the "anti-school"
atritude and divisional i1solacioniswm assoclaced

hospital staffs demonstrate..before any real growth~ |
can accur.

£

138.

Post-graduate facilicies co provide specialists and
"super' specilalists should be a goal of NJSOM.

3N
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1 2 5 6 7
139, Continued 'infilctration' of M.D.'s into the in-
gstitution should be actively discouraged.
140. A graduate program leading to the M.S., Ph.D., or
D.Q,/Ph.D. should be in the future plans of NJSOM. L 2 5 6 17
141, A graduate program with Rutgers, or anocher guality
ingscitution would be a political and educational
advancage to NJSOM. I 2 5 6 7
142. The decreasing need for physiciang narionally causes
concern for any "new" medical institutlos, including
NJISOM, 1 2 5 6 17
»
143. Efforts ghould be made to integrate part-time and
velunteer faculty wich che goals of the lnstieution. (1 2 5 6 7
l44, A public relarions office should be established to
insure visibility of NJSOM and the profession, 1L 2 3 6 7

Do you have further statements you would like added to
this section tor your culleagues' response?

e et N e mem - .
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OSTEOPATHIC PERSPECTIVE AND IDENTITY

AGKEE

148

DISAGREE

145.

The 'history' of osteopathic medtcine should not H

be offered in a formal course; unnecessary use of
valuable tilma.

e |

146.

Osteopachic identicy and PRIDE is assured when the
student clearly seea that all faculry {(clinical and

basic sclence) and adminlatracion cares about him. |

147.

Early student 'orientatians', social as well as
academic, with faculty D.0.'s who are ‘role" models
representative aof the school's desired profile would
encourdge D.0. identicy duriag early phages of
educacion.

148.

A students' {dentity with a profession accurs during
clinlcal exposure and training, not duriny academic
vears.

A students' idencity with his/her schaol 1is of no
significance in educatiopal and protegsional growth,

—

150.

NJSOM studencs do not presently get enough basic
anatomy, paysiology, etc. to lataer practice sound
osteopachic fundamencala.

i
i
!

1

15},

NJSOM should be doing mare to attract, and keep D.0.s |

in New Jersey. i

I

152.

i

_ . i

A NJSOM 'alumni association' should be a future -
Zoal ta encourage {dentity with the scliool and the

profession, i

Lo

153.

NJSOM has allenated members of the osteopathic !

proression.

i

i~
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AGREE

149

DISAGREE

154.

An excended orientation, a problem-approach, a
precepctorship, and small-group instruction will
all contribute toward improving the students!
identity with NJSOM.

~3

155.

There s no distinction between "osteopathic”
principles and che general practice of "good”
medicine.

156.

Osteopathy 13 being graduslly absorbed into allo-
pathic medicina.

157.

T do not feel a need for a c¢leatr discinction betweern
osteopathy and allaopathy eicher in philaosaphy or
practica.

158.

The teaching of manipulative therapy should be in-—
cluded in the curriculum for all studencs.

15y,

Manipulative therapy should be available only to
those students who seek 1t ovuc.

160.

Encouragement of primary care practice or specialiiey
Ls nat the role of che four-year curriculum.

{ tnclude the accive teaching of osteopathic per-
speccive In my student Inscruction.

The teaching of 'humanistic' practice and primary
care 1is crictical to che educacion of asteopathic
physicians.

I63.

[ subscribe to osteopathic priuclples and practice
ia ‘principle’ only.

[ 2]
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164. 1 subscribe to osteopathic principlea in ‘practice’
as well as ‘priaciple’.
165. T would be interested in taking time and effort co
further develop my owa knowledge and skills ve-
lated to ostevpachic principles and practice. 1 2 6 7
166. T am conducting research cotcaerning osteopathic
principles and practica. 1 2 6 7
167. 1 would be interested in conducting regearch con-
cerning osteopathic principles and practica, i 2 6 7
168. I have peryonally benefited from OMT. 1 2 6 7
169, OMT is more appropriate as post-graduata study. 1 2 6 7
1
170, A preceprorship in the first one or rwo years would E
be the besc way to encourage an interest in primary ;
care. Jl 2 6 7
;
171. The growch of sclence over the past 10O years has I
eltcninated the so-called differences becrween osceo- i
pathy and allopathy. R S 6 7
I
}
172, Offering a D.0./Ph.D. opcrion to scudencs would help i
validate che scientific basis of osteopathy. A 2 & 7
T'
173.  Acrention ro primary care will encourage interns to !
enter practice befove they're fully prepared. 'L 2 6 7
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151

DISAGREE

174,

—

Mocre exposure to psycho-social assessment and
counseling, resource utilizacion, sutritiom, well-
ness, and family dynamics would encourage interest
in primary care.

~J

175.

Regular grand teaching rounds would egcourage an
enphadis on primary care. . 1

176.

The use of OMT is basic to our philosophy of patient
care. 1

£77.

Primary care is che thing that D.0.'s can, and
should do betcer than the concempurary M.D.. l

178.

All department chairs should be selected, in part,
because of thelr Intere¢dac and commitment to primary
care.

179.

'Humanistic' practice is a yglven; we don't need to
constantly emphasize it. l

180,

In vffering students clinical experience we need fo
butter define che areas of family practice, primary !

care, and ambulatory care..,.they're confused! 1

181,

Loyalty to NJSOM and osteopathy should be a critericn

tor seleceion of all faculty, including basic science. 1

Do you nave rurther statements yvou would like added
to this section for vour colleagues' response?
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CURRICUTUM/LABORATORY SPACE

AGREE
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DISACREE

182,

If the campuses remain splic, separate labs for
NJSOM and RMS must be arranged ro encourage osteo-
pathlc awareness in NJSOM studencs.

e

183.

‘Basic sclence' 1s 'basic sclence' regardless of che

students’ potential professional identity; separate
labs are not necessary.

184.

Sepacate laba for NJSOM and RMS are not as impor-
tant as lab instructors who are available, re-
sponsive and good teachers.

i85.

Separate labs for NJSOM students will be an in—
dicacion that they're iaferior to KMS students,
and perhaps to allopachic physicians.

186.

NISOM's early student contact with RMS in basic
science courses and labs help them later establish
crediblliey as D.0.'s and 1s therefore a strength
of the ingtictution..

187.

Massive restructuring of the curviculuw should be in
the hands of a curriculum commictee.

188,

Administration siould net be involved in curriculum
change.

b caisimn ¢ e

189.

Whether or not thare are separace, or combined
labs tor NJSOM and RMS students, the osteopathic
students are 1dentified and discriminared agalnst.

190.

Changes in curriculum should generally be made at
che department level,
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L2 3 4 5 6 7
191. If electives are available to students they should
be in keeping with the missions and goala of the
school (wellness, nutrition, family dynamics, el:c.}.II
192. The ’'revised educacional plan’ will effactively in-
tegrate didaceic and clinical education. 1 2 3 4 S5 6 1
§
]
193. T would 1ike to see some rastrucrturing of depart~ :
ments. i 1 2 3 4 5 6 7
s

194. The process or selecrion, and time served for
the curriculum gcommictee membership should be re-
viewed.

195. The curriculum commirtee should provide faculty wich
more detalled and frequent teports of their activ~
icies.

196, The independent basic sclence departments should be
maintained Lf the campuses are uniffed. - 12 3 4 8 6 7

Do you have further statements you would like added o
this section for your colleagues' raspoase?
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V. ADMINISTRATION 3 o
2

197. Lack of effective communicacion between upper 1 2 34 5 6 7

administration and faculty 1s a serlous issue at
NJSOM,

198. Lack of effecrive communication becween department
chalrpersons and faculty 1s a serious 1ssue ac NJSOM4 1 2 3 &4 5 6 7

199. The administratinn appears ta have little regard or
respect for faculty needs, or strengthg. 1 2 3 4 5 & 7

200. The administracion appears ta function in response
to a "drammer” mot heard by most faculcy! 1 2 3 4 5 6 7

201, The budget process in my department guarantees a .
fair and adequate distribucion of) funds. 1 2 3 4 5 & 7

202. Adminiscrators, at least at the lower levels, should
be voted on by faculty they'll be working with. 1 2 3 4 5 6 7

203. Set time perilods for administrators would discourage
dictataerial tendencies. 1 2 3 4 5 6 7

204, My department needs more faculty to deal with our
present demanda. 1 2 3 4 5 6

205, Cpper level administrators should possess a broad
sense of polictical expertise. i 2 3 4 5 & 7

206. Central level administrators are doing a goad job
of implemenzing the goals of the top administracors. l 2 3 4 5 8 7

207. 7Top level administrators are working 1in agreement with
the misslons and goals of the school. 1 2 3 4 5 & 17
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208. Mosc faculety aren't very aware of administrators 1 2 3 4 5 &6 7
above department chairperson level.
209, Adminiscrators should be evalusted by appropriate
faculty yearly for renewal optiona. - 1 2 3 & 5 &6 7

21G. NJSOM administration cannot be effactive as long

a3 they're associated wicth UMDNJ administrative
structure.

2i1. A department budget committee 1s the best way co
ensure equicable funding.

212. There should be a preécribed and conglstent system

for communicacion bertween administracion and facelvy.!

-
~
w
&~
wn
o
-3

213. When the upper level of adminiscracion i3 ao longer
invelved in the 'campus unificacion' process, I am
optimistic thac communication and management will
be beccer.

214,  Communication between administration and department
chalrpersons 13 adequate. 1 2 3 4 5 6 7

3%
—
U

NJSOM students should be fnvolved in all instirution-
al committees. il 2 3 4 5 6 7

|
1
{
2lu.  The chairmanship of a department should be on a 1
tive-year or less rocation. i

]

i

Do you have further scatements you would like aaded to E
this section for your colieagues' resnonse? 1
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VI. TEACHING AND EVALUATION m P
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. 1 2 3 4 5 6 7
217. I would welcome the oppertunity fur basilc science/
clinical “cean teaching”.
218. I would prefer to lecture to large groups of scudents
without much persanal contact. 1 2 3 4 5 6 7
21%9. I would enjoy leaming the role of 'small group i
facilicator'. L2 3 & 5 & 7
]
3
'

\
220, Self-directed studeaf learning is desirable because !
it reieases me from my heavy teaching tesponsibilicy.! 1 2 3 4 5 & 7

22§. T dou't understand how 'student-directed' learning ’
fics into a medical educaction program. 1 2 3 4 5 6 7

222, I don't rthink self-directed learning is appropriate
for most phases of medical education, tL 2 3 4 5 ] 7

223. All faculry shauld have more fnput inta their
individual course selection and coatent.

224, The institution makes a falr and accurare evaluation
of my ceaching skills.

225. Competent, and adequace secretarial support is

available to agsisc me in teaching. 1 2 j 4 5 ] ?
226. I make use of simulacion models, and/or computer-—
assisted iustruction in ay teaching. 1 2 3 4 5 6 7

iv
to
-3

I would like Informacion on the use of computer-
asslsted lnstructlon. l 2 3 4 5 6 7
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228. My teaching would benefit from a workshop on aspects
of tnstructional preparation such a9 writing
ocbjectives, developing self-instvuctional materials,
ete.,
229. I am in agreement with my departments approach to
the selection of my teaching assignments, 1 2 6 7
230. My department head 'dicctares' what I teach. 1 2 6 17
231. The present system of student course evaluation is
adequate. L 2 6 7
| ]
232. Pser review of teaching s a good idea. 1 6 7
233,  Administracive review of teaching is renerally
blaged and of no real use. 1 2 6 7
234. 1 am ancouraged by my department head to try
innovacive course design and ilmplementacion. i 2 6 7
!
{
H
235. Studeac's rest performance 13 the best measuve of E
teaching effectiveness. E 1 2 6 7
!
E
236. T offer assiscance ro studencs who are having aca- E
demic difficulcy. tl2 & 7
!
237, The curriculum commitcee should be dealing with the ;
design and lmplemencation of course evaluationy. Pl 2 6 7
]
238. There is no consistent svstem for scudent evaluacion
of rteachilng. 1 2 h 7
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239. On-site evaluation of teachiang by peers and
adminiscration 1is a violarion of acadewic Ereedom,

—

2640. Intuicive measures of teaching affectivﬁngss are
more reliable than objective criteria.

241. Student performance on the 'Boards' 1s the best
neasure of iustitucional teachiag effectivaness.

242. In the area af teaching, the associatien with RMS 1is
not of benefit to NJSOM faculty.

)
[
%
<
P
)
a

6

6 7

6 7

6 7

Do you have further stacements you would like added to
thls seccion for your colleagues' response?
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TENURE/PROMOTION; SALARY AND MERIT

AGREE
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DISAGREE

243,

Clinical faculty do not practlce their three-fold
responsibility co che institutlon: cteaching,
research and service.

-

o
-

244,

I feel that the following percentages are utllized
in teoure/promotion decisions:

research 50%
teaching 25%
service 252
other [$)4

245,

I feel that the following percentages are utilized
in tenure/promotion decisions:

research 25%
teaching 25%
service 0z
‘gaod *
old boy'

netwark 30%

246,

I feel cthat the following parcentages are utilized
in tenure/prowmotion decisfona:

research 33 1/3
ceaching 33 1/3
service 33 1/3

8 38 e

247.

I feel chat the following percentages should be
utilized In tenura/promotion decisions:

research 50%
teaching 25%
service 25%

1 teel that the following percentages should be
utliized in tenuve/promocion diecisions:

regearch 30%
teaching 307
service 207
other . 20%
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D] SACREE

249,

I feel cthat the followlng percentages should be
utilized in tenure/promocion decisions:

research 20%
teaching 40%
servige 40% ) . =

—

250.

I feel that the followinyg percentages should be
utilized in tenure/promorion decisions:

research 33
teaching 33
sexrvice 33

1/3%
1/3X
L/ 3%

e

——

251.

All faculty on tenuce
the same criterion.

track should be svaluated with

f - e e

252.

An annually renewable
should not be subject

(non-tenure track) appointment .

to the gsame gvaluation

criterion as a teaure-track positcion.

253,

The 'research/publication' prassure is generatlug
a lor of useluss paper chat I don't want to be part

of?

[Py [Py ———

254,

The procedures for cerminating faculty appointments
at NJSOM are appropriate and adequate.

The procedures for a formal grievance appeal are

stated clearly.

e vamanea e

IS

256.

I devote between one and four hours each week to
active academic teaching in the classroom.

I devore more than four hours euch week to active
Ceachilng in the ¢lassroom.

JHUDR SNV VR P
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258. I devote between ten and twenty hours each week to 1 A 7
clinical teaching.
259. 1 devote more than twenty hours each week to clin-
ical reaching. ' - 1 4 7
260. I devote batween twenty and thirty hours each week
to patient creatment. Pt 4 7
I
26l. T devote move than thirty hours each week to patient !
treatment, ! 4 7
')
i
)
!
262. I devote between five and fifceen hours each week 1
te individual und/or inscitutional research. i1 4 7
i
!
i
263. I devote more than fifreen hours each week to :
individual and/or {nstitucional research, i1 4 7
264, I devote between cne and three hours each week to :
lastizutional committees. il [ 7
265. I devote more than chree hours each week to ip-
stitutional committeey. L 4 7
266. 1 devore hetween twenty and thirty hours each week X
Lo administracive responsibilities. i | 4 7
267, 1 devoce more chan thirty hours each week to admin- {
iscrative responsibilities. o1 4 7
Ji
i
268. I devate three hours OY more 3 week to travel be- i
tween campuses, 1 4 7
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269,

I attend at least one professional meeting each
year where I am on the program

ot

270.

I experience no difficulty receiving institutional
funds to attend meetings when I am on the program.

271,

I have published in the last academlc year.

272.

I expect to publish in the up-coming academic year.

273.

I have sufficlent time for research.

274.

I receive adequate instltutional funding for
research.

275.

I feel it 1s my obligation to obtain my own research
grants,

276.

I receive adcguate Informational support to do my
own research.

277.

I have adequate space and staff to do research.

278.

Pay scales for baslc sclence and clinical faculty
should be different.

279.

Basic scilence and clinical faculty should receive
the sawe benefits,

280.

Present salaries are adequate to attract and retain
quality basic sceince faculty,.
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D1SAGREE

Present salaries are adequate to atrtract and recaln
qualicy ciinical taculty.

[

~d

282.

Merit pay railses should be based on principles
developed by diascussion and agreement between
faculty and adminiscrators.

283.

Meric pay should be based on an assessment of each
personr as ao 1individual, not on percentage welghts.

284,

Equal pay raises for all members af a department
are more desirable than pay raises based on merit.

285.

Clear, visible academic standards for student per~
formance is one of the most important features to
attract and retailn quality faculey.

Opportunities for clinical faculcy to learn resaarch
techniques and concurrent support for clinical
research 1s lmportanc to attract and vetain quality
faculcy.

[

A total program for research support is the most
cricical factor to attracc and retain faculty.

3~

288,

Acadenmic freedom and an atmosphere of collegiality
dre the most important features for attracting and
retalning good facultry.

A strong, working relacionsihip with a graduace
universicy is che most imporcant fearure for the
artrraction of basic scilence faculcy to NJISOM.

Teaching and clinical expertise should be larger
contributing rfactors than research for the pro-
moriun af clinical faculrv.
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Basic science faculty should expect more emphasis
on research and publication, and less on teaching
and service im matters of werit pay, promotion,
and tenure.

—

292,

Basic sclence faculty contribute to the total
tastictucion by publication, reading papers, etc.
and therefore should raceive a small percentage
of the faculey practice prafic.

293,

A percentage of the faculey practice profit for
basic science faculty would be an important feature
to attracc qualicy basic scilence people to a small
inscicution such as NJSOM.

244,

Competicive salaries and pay raises are the most
important way to attract and keep gaod faculty.

295,

Clinical faculty have less time for research there~
fore they should not be judged on the basis of
publications.

296,

Clinical faculty should be reviewed yearly, inélud~
ing objective cxaminacions, to determine levels of
clinical competency.

297,

Incentive reilmbursements for dollars brought 1in to
NJSOM would be a way to attract and cretain faculry.

298,

The clinical faculty practice plan should be more
flexible.

299,

Family practitionecs are crictical to the efficiency
=1

of rhe "speclalists" practice..cthey should be re-
warded by an insticution like NJSOM.

[ B ]

300.

Years of employment should be considered in pay/
promocion declsiony.

3]

o
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6 7
6 7
6 7
& 7
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6 7
6 7
6 7

] 7

[ 7
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DISAGREE

301.

Merit pay raises should be judged by a committee
of peers including the department chalrpersons.

—

-~

302,

The clinical faculty practice plan is ‘not yec a--
realicy,

303.

A good clinical pracrice plan is vital to attracting!
and maincaining clinical faculcy; and should be a
prioricy.

-

304.

The concept of tenure f{s outmoded.

305.

People who spend wore than 50% of their,rime in
administrative responsibilicy should be exempt from
teaching and research.

30s,

I would like more gpecific informacion on reasons
for, and procedures for terminaring faculty
appoincments.

i

307.

I have devoted rwenty hours or more to poatgraduate
formal education thils academlc year.

308.

NJSOM needs the addition of support staff in the
areas of health education, research nursing, pay-
chology, and medical education.

309,

4An adequate travel budget for all full-time faculry
1s needed to encouvage faculty morale.

310.

in general terms the clinical faculty practice plan
is elsorganized, mismanaged and grossly unfair,

It is inappropriate to expect ¢linical faculry to
research just as fr ls inapproprlate tq expect basic
sclearists cto treat patients.

1

it
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DISAGREE

312,

The faculty affairs commitcee should keep rhe
faculcty better inforwed oa the teaure process.

~

3l3.

Salaries are adequate to attract basic science, and
clinical faculty...but act co recain them. ”

34,

Chairpersons should independently make evaluations
concerning merit pay ralses.

315.

Faculcy should make meric "contracts" with their
chairman at the beginning of each academic year;
merit pay should be bagsed on whether they meet the
terms Ln their concracts.

—_a -

316,

The present clinical faculcty practice plan does
noC encourage lncentiva.

317,

Nactonal and international recognition for con-
tributions to the profession should be a require-
went for merit im addition to, or in lieu of re-
search.

318.

A clinical faculry practice plan should be based om
contingencies and profic incentives.

319.

Evidence of leadership, loyalrty, and {nitlazive are
important in tenure and promotion decisions.

320,

Departmental zutonomy is c¢ritlcal to a successful
tlinical faculty practice plan.

[

(¥

Academic freedom Ls not practiced to any great
axtent at NJSOM,

ra

o
-J
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322. Recruitmest and selection of faculty is based on
the individual's qualiries and anticipated con-
tribution to the missions and goals pf NJSOM.

323. The 'asearch' process for new faculty in clinical
and basic science is a farce.

324, 'Loyalty' to the insticturion 1s besc measured by a

faculty members' commitment of time and energy to
his jab.

]
|
e
Q
-«
A
a

6 7

6 7
7

Do you have further statements you would like ta add to
this section for your colleagues' response?

B
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VIII. STUDENTS/ADMISSIONS = ¢
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325. The poor quality of applicants for admission is a
serfous concemn to must Laculey.
326. The concept of meeting “quotas" (gex, minoritcies,
etc.) i3 nat appropriate in student admissions. L 7
327. OGnly G.P.A.'s well above 3.0 should be considared
for admigseion to NJSOM. 1 7
328, Students older than 25 should not be considered
for admission to NJSOM. l 7
329, Appealiﬁg to che clder, minorifpy, non-traditionally
Prepared student is the only way NJSOM can surviva. 1 7
330. Preference should be glven ro prospective students
with tradiclonal pre-med preparation. 1 7
33k, MCAT scores are emphasized too much in the ad-
missions process., 1 2 7
332, I'm noc familiar wich the admissions requirements or
the prucess of selection. L 2 7
333. Extenslve counseling services should he available
to students whoe may be having academic difficulries 12 7
because of scress and personal problems.
334. A counseling support starf for students and their
fawilies would be a gouod student recrultment incen-
tive. 1 2 7
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DISAGREE

335,

A young, un-married student with good MCAT scores, &
a high GPA {s scril! che best candidate for med
achool (oateopathilc or allopathic).

pu—

(=]
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336.

Admicring students with degrees in other than pre-
med virtually guarantees academlc difficulty inm
the firsc two years.

337.

Student Affaics should arganize more combined
faculty-adminiscration-sctudent social occagions to
encourage a sense of comraderie.

338.

Enrolled scudent representactives should participate
in new student admissions.

339,

The University grancing the bachelor's degree, and
the class vank are moce significant chan G.P.A.
ar MCaTs.

340,

My axposure to current students reflects the
capability of our present admissions procedures.

341.

The concern to be addiessed regarding adwissions ts
not how Lo evaluate what we have, but how to im-
prove the over-all quality of the applicanc pool.

[

Do you have further stacements you would like added to
thils secrlon for your colleagues' responses?
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NEW JERSEY SCHOOL OF OSTEOPATHIC MEDICINE
DELPHI SELF-STUDY

ROUND III

As was stated in the beginning, the purpose of this study
is to establish a consensus of opinion on faculty generated
items included within the general categories of (1) campus/
curriculum, (2) future growth/missions and goals, {3) osteo-
pathic perspective and identity, (4) curriculum/laboratory
space, (5) administration, (6) teaching and evaluation; (7)
tenure/promotion, salary and merit; and (8) students/admissions.

Formated onto this Round III form is statistical data
compiled from all the Round II responses in terms of median
(M) and quartile interval (Ql - Q3). The quartile interval
contains the middle 50 percent of the total responses; its
size gives you some indication of how widely the responses
differed from one another. The median (M) reflects the mid-
point of all responses to each statement.

In keeping with the Delphi Research method, Round III pre-
sents the opportunity for reevalatuion of your thinking. As
you compare your Round II response to that of the faculty as
a whole, it is requested that you revise your response on Round
III in keeping with the group opinion. If your Round III response
remains outside the guartile interval (i.e. lower than the Ql
designation or higher than the Q3 designation), we ask that you
offer a written explanation in the space directly below the
question. If additional space is needed, please use the back
of the questionnaire pages. Feel free to comment even though
your response is within the guartile interval, should you so
desire.

Additional statements have been added to this Round III form.
Please respond to these and provide any comment you wish.

A final report of this study with additional statistics will
be provided. Thank you again for your interest, and thoughtful
comments.
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ROUND 1IT DUESTIONNALRY :;}
=
I. CaMPUS/CURRICULUM 4 =
2
0l = 6.0/Q3 = 7.0
l. The present 'splic campus’ 1is a posiciva sictuation
for my purposes. 1 2 3 4 5 &6 7
M= 7.0
2. The present 'split campus’ has been to my dias- Ql = 1.0/Q3 = 5.0
advantage most of the ctime. 1 2 3l % 5 & 7
) M= 1.
3. A unified campus would be more converient in every Q = 1.0/Q3 = 2.0
way. 1 2 3 & 5°8 7
M=1.0
: . 1 4.0/03 = 7.0
4., The present 'split campus' offers advantages to the al = /e
students. 1 2 3 4 5 & 7
M= 6.5
Ol = 1.0/Q3 = 4.0
5. A 'split campus' is not cost effective. 1 ¥ 3 4 5 6
‘ ¥ = 1.5
0l = 1.0f33 - 4.0
6. A 'splic campus' discourages collaborative research. 1 2 3 5 & 7
M=1.0
7. A unifiad campus would ancourage bettar faculty Q1 = 1,0/Q3 = 3.0
. relacions. l 2 3 3 5 6 7
M=1.0
Ql = 1.0/03 = 4.0
8. A 'splic camous' prevents colleglalicy. l 2 3 4 5 6 7
M= 2.0
3. A unified campus would 2ncourage betrer rapport be-— Ql = 1.0/Q3 = 3.0
tween faculty and students. 2 3 4 5 & 7
M=1.0
10. 4 'solit campus’ vrevents students frem contact with Q= 1.0/Q3 = 3.0
ciiaical role models. 1 2 3 4 5 0
M=1.0
11. Scracford is che ideal slace fov a unifled campus. 1 W~ 130;Q2 - %?0 6

M=1.5

With the new research facilitw, and some planninw:
Camden is zhe i{deal sita.

Ql = 4.0/Q3 = 7.0
F - g.o 4 3 A
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13. A unified campus at Cherry Hill would benefit the 2 3 4 5 6 7
hospital, the community, and che schaol. Ql = 4.0/03 = 6.0
M= 4.0
14, Camden 13 not a desirsble environment for faculcy © Q1 = 1.0/03 = 3.0
or students., 1 2 3 4 s 6 7
Me 1.0
15. A unified campus at a sita other than Stracford 1s Rl = 4.0/Q3 =770
best. L 2 3 4 s 6 7
M= 5,5
{
l6. Location in Scracford would 2ncourage development Q= 1.0/Q3 ~ 4.0
of an intvegrated curriculum that i3 problam~orianced
and student-directed. 1 2 i A 5 @6 7
- 2.0
o = 3.0/93 » 6.5
17. A unified campus in Stracford would ancourage tha AU R
concinued feelings of poor “scepsisters” at our
wajor hospital, » 1 2 3 4 5 6 7
M=4.0
Ol = 1,0/Q3 = 2,0
18, A unifieg Campus would encourage integracion of pre~
clinical and clinical courses. . 1 2 31 4 5 6- 7
=10
j Ql = 3,4/Q3 = 7.0
19. The community needs us more in Camden. S 2 3 4 5 6 7
M= 4,0
l
20, The integration of basic science and ¢linical ' Ql = 1.0/03 = 3,0
Science in one place is critical to growech, E 1 2 3 4 5 () ?
| M= 1.0
21, If che campuses cannor be combined, the present i QL = 1.0/Q3 = 4.0
systzm for offeriug first and second vear students :
clinical experience/education should be continued. i1 2 3 4 5 6 7
i M= 2.0
b ent 4 . . 1 ql = 1,0/q3 = 3.0
22 The 'spiit cawpus' causes me less of vrofessional ;
and personal tina. i i 3 I 4 3 4 7
1 M=1.0
i
=3. Isolarton from the sre-clinical faculcy, or the l Ql = 3.0/Q3 = 7.0
clinical faculty has aot Seen 2 problem for me, 1 2 3 4 3 6 7

M=6.0
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1 2 3 4 53 6 1
24, The current teaching hespitals’ coumitmsnt co Q1 = 2.0/Q3 = 6.0
NJSOM ts questionabla.
M= 4.0
: %l = 2,5/03 » 4.0
25. The curtenc teaching hospital facilities are good. 1 3 4 5 & 7
: : R M= 3,0
26. The ceaching hospital is not committed ro quality Ql = 4,0/Q3 = 7,0
care, 1 2 3 4 5 6 7
M= 6.0
27. Move NJSOM students should be required to rotate ac Ql = 2.0/Q3 = 4.0
Cherry Hill and other aites. i 2 3 &4 5 6 7
‘ M= 4,0
= 1. =~ 6.0
28. A problem-oriented and scudent-directed curriculum 3 1.0/q3
is best for us whether the campus 1s split or unified.] | 2 3 4 5 6 7
M e 4.0
Nl = 2.0/Q3 = 5.0
29, The systems approach is artificial and needs re-
viaion, 1 2 3 4 5 & 7
Mw 4.0
QL = 3.0/Q3 =~ 6.0
30. an integraced curriculum Slmply means combinimg the
eéxisting basic science and clinical courses. t 2 3 4 5 6 7
M= 5.0
31. An integrated curriculum means more work, and less Ql = 2.0/Q3 = 6.0
certalaty about my role as an educator. 1 2 3 4 o 5 6 7
M= 4,
32.  An integrated curviculum can only be posaible {f Ql = 1.0/Q3 = 3.0
the campuses are unifiad. i 2 3 4+ 5 & 7
M= 2.0
3. IS the campuses are not combined a fmini‘ (i to 2 ql = 3.0/Q3 = 4.0
montn) preceptorshlp in che summer vetween first and
seccnd vears should be added. HE. 3 “ 5 3 7
M= 4.0
34. I would like more contact with f{irst and second vear

e e R P

students,

L
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M -

»
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0

Q! = 1.0/Q3 = 4.0
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1l 2 3 4 5 § 7
35. Improved clinic scatus would make the current Ql = 1.0/Q3 = 3.0
teaching hospital facilities more desirable. M» 2.0
Q1 = 2.0/Q3 = 6,0
36. Hemoving basic science faculty from Piscataway wilil
iimie thelr professional growth. 1 2 3 4 5 & 7
M=56,0
37. Removing basic sclence faculty from Piscataway will Ql = 2,0/Q3 = 6.0
require a substancial increasa in their teaching
load. i 2 3 4 5 6 7
M=4.0
38. If basic science faculty are moved co Csmden or Ql = 3.0/Q3 = 7.0
Stratford they will be forced co travel to Piscataway
for continued educatlion and research, 12 3 :‘5 5 6 7
) ) = 1,0/Q3 = 2,0
397 Students are subject to 'traguentation' by the a /Q
curxent $plir campus condirions. 1 2 3 4 5 6 7
M= 1.0
40, Tt would not be cost-effective or educationally Ql = 4.0/Q3 = 7.0
sound to try and duplicace cthe bhasic sclence
education in Scratford or Camden. B i 2 3 4 5 6 7
M= 6.0
41 if the campuses remain split, the curriculum Ql = 3.0/Q3 = 6,0
cannot be changed. 1 2 3 4 5 & 17
M=35.0
42. The strangth of the basic sclence curriculum is Ql = 4.0/Q3 = 7,0
currently the strength of NJSOM, 1 2 % é " 5 7
%3. Quality basi:z sciznce faculety would not be attracted QU = 4.0/Q3 = 7.0

LO 4n integrated four-vear asteopathic curriculuam.

1 e 3

M=5,

“+

0
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0
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The Juality of aasic scileance instruccion will be
dirficult to raintain if there |s integraticn of
clinical and bdasic science curriculum.
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QL = 4.0/Q3 = 7.0
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Ql = 4,0/Q3 = 2.0 7
%3. Students have only tws vears to concancrata on 1 2 3 4 ] 6
understanding che sciencific foundation of madicine; K= 6.0
chey have a life~time of clinical praccice...keap
the curriculum aa Lt is.
- N L4 6.0
46. Physical distance betwean the campuses is not as « 2.0/@3
difficult as cha lack of a coron vigion and seuge
of purpose bacwaen and within ctha faculcy. 1 2 3 4« 5 6 2
M=3.0
Ql = 2.0/Q3 = 5.0
47. Intaegrating cha curriculun cannar he accomplishaed
wichout firs¢ ‘lacegrating' the basic #clance and
the clinical faculcy. 1L 2 3 4 s ¢ 7
M« 30
48. Tha route to qualicy medical educarion is noc a Ql = 2,0/Q3 = 6.0
polat of agraementc hatwagn basic scieuca and
clinical faculry, 1 2 3 4 5 ¢ 72
N= 4.0
43. The greacest advantage ro clinicgl contact for Q1 = 3.0/3 = 7.0
ftudents durtog cthe first cwo years ts that chay will
learn co distinguish between asteovacthic and allo- :
pachic madicine. I 2 3 4 s & 71
M=6.0
30. Soch che basic sclence and clinical faculiies should Qb = 1.0/Q3 = 4.0
5 with the dcudents all four vearts, I 2 3 4 s & 73
Ma 2.0
Ql = 1.0/Q3 = 3,0 -
5. Tha curriculum should encourage studencs to selace
tole models from che 'besec’ af basic sclance and
¢lintcal faculties. 1 2 3 4 5 & 73
M= 1.0
32. The research taciliciag, faculty offices, and che Ql = 1.0/Q) = 2,0
teachlog tospital ibouid b located adjacent co each
other, 12 I 4 5 & 7
e 1,0
53.  The dilstance berween campuses would not be as in- Ql = 2.0/Q3 = 7.0
convenient {f cthere wera rewer meatinks or mora use ¥ - 4,0
®ade of conference telephone oalls. L A S S
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34, The teaching hospital does not provide esough out- 1 2 3 4 5 & 7
patiunts, nor clinic space., QL = 1,0/Q3 = 4.0
M=20
' 1« 1.0/Q3 = 2.0
55. We need mora conferenca, lecture and meating @ ?
rooms in the teaching hospital. 2 3 4 5 6 71
: M= 1.9
36. Compared to othar ost@opathic schools, the qualicy Ol = 1,0/Q3 = 3,0
of the firsc two years as they now stand {3 not
to be digcountad, 2 3 4 5 & 7
M= 1.0
57. The predicted 'urbanization' of Stratford and the QL = 2.0/Q3 =« 5,0
tasultant diversification of the patienc population
makes 1t the only cenable site for a unified campus.| 1 2 3 4 § 6 7
) M= 4.0
=50/ =710
38. The curriculum needs no changes. 1 2 %1 % o s & 7
59. First year students should not be provided wich Ql = 5.0/Q3 = 7.0
any clinical exposure. 2 3 4 5 & 1
M= 7.0
. N Rl = 2.0/Q3 = 6.0
60. A program of 'yuided' research is the best way
to integrate basic science and clinical faculty, 2 3 4 5 e 7
M= 4.0
Ql = i.0/Q) = 6.0
6l, Ic's profesasionally embarrassing for NJSOM not to
have a unified ceaching comp lex. t 2 3 4 5 6 2
H=2.0
82. 17 campuses are not combined the students should = 2,0/Q3 » 6.0
be bussed down for clinical teaching one Jday each
week during cheir firsc cwo V@ars. 1 2 3 4 3 ?
M= 4,0
83. There aren't enougn available beds in the teaching Qt = 2.5/93 = 5.0

hospital.

-
[E]

- T

M« 4.0
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64. Students should be offered simularious during L2 3 4 5 § 7
second year, but not patieng contact. Ql = 4.0/G3 = 7.0
M= 6.0
) QL = 4,0/Q3 = 7.0
65. My biggeat complaint about JFK 1is that I'm not
waelcome thera. 1 2 3 4 5 6 7
M=7.0
66. Clintcal faculty arte 'clinicilans'; basic science Ql = 4.0/Q3 = 7.0
faculry are 'scientists'; they share the role of
‘educator' and that's enough. 1l 2 3 4 5 6 7
M=6.0
67. Students need to learn notmal functioning firssg; QL = 3.0/Q3 = 7.0
early clinical exposure would be too canfusing. l 2 3 4 5 8 ?
M=610
68. Students currently feel that they're a product of Ql = 2.0/Q3 = 5.0
Rutger's Medical School and JFK Hoapital,...not e ’
NJISOM, 12 3 4 5 & 7
M= 13,5
69. NJSOM administration should be in Camden: phases of Q1 = 3.0/Q3 = 7.0
Student aducation split becween Stracford and
Camden. 1l 2 3 4 S 6 7
- M= 6.0
70. Meecings are currently too long to be erffective Gl = 2.0/93 = 5,0
becduse everyone wants the long drive to he
“"worthwhile"”. 2 34 5 & 7
M= 4.0
71. The teaching hospital needs more primary care QL = 1.0/Q3 = 4.0

teaching examples.

12 31 4 5 & 7

M= 3.0

One of the biggest aroblems associarted with tha
solic campus is ommunication; Jrequent misunder-
standing and resultant delay in resoiving adminiz-
tracive issues.

—
£

Q1 = 3.0/Q3 ~ 4,0

M=2.0
3 4 3 5

~4

~1
L

NJSOM ia not currenctly in control of their
curxiculum.

l 2 3 a 5 )

Ql = 1,0/q3 = 4.0
M= 2,0

~
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74. Inaccessibilicy of adminisctrative support (secre- 12 3 4 35 6 73
tarial scaff, etc.) ig g major problem prompted by Ql = 1.0/03 = 5,0
the splitc campus, M=30
1
75. Fragmenring che campus in the south is no more de- ' Ql = 1.0/Q3 = 6,0
8trable than the currenc arrangament, bloo2 F[33 04 5 6 7
]
; - -
76, The teaching hospital ig not maintaining up-to-dace ! QL = 3.0/Q3 = 4.0
equipment, ' I 2 3 4 5 ¢ 73
li M 4,0
T
' ! QL = 2.0/03 = 6.0
77. The traditional approach to medical educacion should |
be tevised in favor af non-tradicional aducacional 1
optiona. L2 3 4 5 5 g
! M= 3,5
i
' Rl = 3.0/Q3 = 7,0
78, Resgearch and teaching resources at Rutgers are toco ! .
valuable and stimulating to losa. E 1 2 3 4 5 4 7
! M= 5,0
79.  The veputation of any medical school 13 bagsad on i 0l = 1.0/Q3 = 4,0
dcademic/research achievemencs. L2 3 4 5 ¢ 3
{ M= 2-0 ‘
;
80. A unified set of "walls" for NISOM way be importamc: | 01 = 3.0/Q3 = 7.0
but the "ivy" of Rurgers should'nt be lost. I S ME' 6!‘0 5 6 7
I
: - 3.0/03 6.0
81. “Problem~sclving“ techniques are important ig the . QL = 3.0/03 «
tirst two years; actual patrianc expoaure isn'g ;
necessary., L2 3 4 s & 7
5 M= 5.0
0l = 1.0/Q3 = 3.0
82 Introduciang more clinically relevant macterial into
the basic sciance curriculum is desirable. 1 2 K) 4 3 6 7
M= 2.0
33. 3asic science faculey should generally have more in- Q= 2.0/Q3 = 4.0
PUt inro course selaction and curriculum plamning
than thevy do under the pPresent svstem, 1 2 3 4 3 a 7
M=~ 4.0
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1 2 3 4 5 & 7
84, a preceptorship once or twice a week in community
D.0. offices during che first two years is a good
idea. Ql = 2.0/Q3 = 5.0
M~ 3,0
85. Loss of the association with a graduace achool 1is Ql = 2.0/Q3 = 6.0
professional "death” for anm acadamic basic scienciat, 1§ 2 3 4 S & 7
M= 4,0
= » 3-{0.0
86. If che commection to Piscaraway 1s maintained, QL = 2.0/7
efforcs should be made to establish an outpatient
facilicy chere with a faculcy medical director. 1 2 3 4 5 &6 7
M= 3.0
87, The library at the teaching hospital Ls not approp- 0Ol = 2,0/03 = 6.0
riace for usteopathic scudents. 1 2 3 4 5 6 7
M= 4.0
: )
88. Money should be speat on strengchening the existing Ql = 3.0/03 = 7.0
program not trylng to duplicate RMS in south Jersey, 1 2 3 4 ] 6 7
Mat.0
39, 1If the splic campus 13 maintained, those courses more Q1 = 2.0/Q3 = 4.0
closely associaced with clipical medicina (pharma~
cology, pathology, ecc.) should be moved sauth. 12 3 & 5 ¢ 7
M= 3.0
Ol = 3.0/Q3 = 6.0
90. The current curriculum produces a student who regards i g
Lhe patlent ag an example of a problem, nor as a
'patient’ wich cthis or that inter-conneccing diseasae. 2 3 4 S 6 7
M= 4,0
91. Two of the biggest usaknesses of the current teach- Ql = 2,0/Q3 = 4,0
ing hospital situacion are the lack of communicy-
based medicine, and lirtle attention to the 'healch-
oriented’ approach. 12 3 4 5 g5 »
M= 3.5
92. Whether we remain 'split' or we unifv, it is a Ql = 1.0/93 = 4,0
necessity chat the basic science Curriculum be
Separated Jrom RMS so that NJSOM can altar the
carriculem to meet our aims and shjeccives. 13 2 3 “ 5 6 7
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AGREE

wt | DISAGREE

—

$3. We should scrongly iopismentc the ‘health maincenance 2 3 4 5 6

concept throughout che four-year curriculum.
P 8 Y QL = 1,0/Q3 = 3.0
M= 2,0

QL = 2.0/q3 = 4.0
1 2 3 & 5 & 7
M= 4,0

9%, We should not lase the “syatema’ appruach in effarcs
to ravise the curticulum. -

Ql = 1.0/q3 ~ 3.5
95. Future curriculav changes must insure that wa coa-

trol againet a biasaed curriculuwm, and chac ve traia

family practicioners as we say we do. 1 2 3 4 5 & 7
M= 2,0
%6, Llectures should be removed entirely from che thirvd Ql « 2,0/Q3 = 6.0
yaar curviculum or ac least veduced subatancially. 1 2 3 & 5 & 7
Ma=4,0
97. The expensa of establishing a library for students ¢ Ql = 4.0/Q3 » 7.0
and faculty away from Rutgers is one of miany reasons .
not ta unify che campuses. 1 2 3 4 5 & 7
M= 6.5
98, NJSOM should put 1r3' time, effort, and monay inco Ql = 1.0/q3 = 5.0
ooe teaching hospical that Lt cas comcrel. 1 2 3 4 S5 6 17
M= 3.0

- - - 7.0
99, Movipg cthe campus to south Jerdey will make 1L less o 3-0/Q3

desirable to itudents, and tharefore contributa to
recruithent problems. l

[

3 4 5 6 7
Mw 2.0

Ql = 4.0/Q3 » 7.0
100, The separation from RMS will weaken che quality and

the reputation of NJSOM. 1 2 3 4 5 & 17
M= 6.0
10L. The ‘tentaciveness' of state funding for education Q1 = 3,0/Q3 = 6.5
nakes a unified campus appear Tisky. | 1 P | H 3 h 7
N= 4.0
102. The zoncinuad condition of a 'aplic campus' {s the QL = 1.0/Q3 = 3.0
wSC Serious issue rfacing tne contiaued Frowth of M=20
NJSOM. l 2 3 -+ S & 7
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II. TFUTURE GROWTH/MISSIONS AND GOALS o &
2 2
103, The proposed plans for NJSOM are more polirdcally ! 2 3 4 5_ 6 7
attractive chan pedagogically realistic. Qi = 3.0/Q3 = 6,0
Ma 4,5
104, The growing isolarion of administration from faculey QL = 1.0/Q3 = 4.0
and studencs 18 a serious issue facing the growch . *
of NJSOM. : 1 2 3 4 5 6 7
M=20
Ql = 1.0/03 = 4.0
105. The ability to attract and récrulr qualified and
motivated students is ona of the most c¢ricical issuej
facing che continued growth of NJISOM. 1 2 3 4 35 & 7
Mw 2.5
106. NJSOM's grearest guarancee of future growch iy its' Ql = 1,0/Q3 « 3,0
commitment ta produce qualicy primary care phy~
giciaas. 1 2 3 4 5 & 7
Mw 2,0
107. The present misstons and zcals of NJSOM are approp- QL = 1.0/03 = 4,0
riace and realistic. 1L 2 3 4 5 6 7
M= 20
108. The existing institucion is making progress toward Al > 2.0/Q3 = 4.0
these goala. L 2 3 4 5 6 7
. M=13.0
109. The existiag inscicution does mac reflect anv real QL = 2.0/Q3 = 5.0
identificacion wich osteopathy: or ic¢s' missions
and goals. l 2 3 4 5 & 7
He=4.0
110, Our demonstraced interest in providing a quality Ql = 1,0/Q3 = 2,0
educavional experience for sur srudency is the best
short-range 0al to improve che student's idencity
with NJSOM. 2 3 4 3 6 7
M=20
ill., 4 clear commirment to éxcellence in che auality of Ql = 1.0/Q3 = 2.0
the Zacylety and their teaching and research pare
icrmance is the besc long~range 20al to improve the
itudent's idencity wich MJISOM. 2 3 4 b] 6 7

M=1,0

e o e v e e .
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112. Development of a common vision for NJSOM that all 12 3 4 5 6 7
taculey and administracion can resgpect and contribuyte Q = 3.0/Q3 = 3.0
to without loss of personal goals and integricy i3 Mw 2.0
a serilous issue affecting future institutional
growth,
113. The current missions and goals are little more than Qt = 3,0/Q3 = 6.0
"political posturing' to encourage a unified campus. | 1 2 3 4 5 ¢ 7
M=4.0
114. When the 'split/unified' campus decision iz ree Ql = 1.0/Q3 = 3,0
solved, meaningful missions and g0als must be
written. 1 2 3 4 5 6 7
M=1,0
115. The only "meaningful" goals for NJSOM ghould be QU - 1.0/q3 = 4.0
those that contribute to the education of competent
care-givers who will be able to remain competent
in tiwes of inevitable technological, social and .
culiural changsa. 2 3 4 5 6 7
M=30
1l = 1,8/Q5 = 2,0
I16. A unified campua close to the teachiag hospiral will
lmprove che studenc's tdencity wich NJSOM. 2 3 &4 5 & 7
M= 1.0
L17. The Division of Reseatrch 1s one of tha moat pogitive Ql = 1,0/Q3 = 4,0
woves toward cthe growth or NJSOM. 23 4 5 & 7
M= 30
L18. an exiscing D.0. training program with a strong Ql = 1.0/q3 = 3.0
academic/clinical foundation equal to training any-
where {n chis country is the strengch of NJISOM, 2 3 4 5 6 7
Mw» 2.0
L19. & serious chreat to furure NJSOM zrowth will be Q1 = 1.0/q3 = 4.0
availability of adequace 3p4ce and suppart to recruir
threshold numbers or research-oriented basic sclence
Taculgy, 203 i 35 & N
M= 2.0
120, fucture missions and Zoals must be wrirten wich

broader rvepresentacion or fuli-cime faculey,

N ow A - - e a . .

1= 1.0/Q3 = 4.0
qz 34 5

6
M= 2.5
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Q= 1,0/Q3 = 4.0
: I 2 3 4 5 § 7
121, Implementing the proposad curriculum s perhaps the M= 3.0
most serious tssue facing che growth of a viable b
medical education program atc NJSOM.
Q= 2,0/Q03 = 5.0
122. Recruiting and attraccing qualicy clipical faculty
is, and will be a severe lahibitor of continued in-
stitutional growth. L2 3 4 5 § ¢
M=3.0
123, The dichotomy barween stared philoscphical purpose qQl = 2,0/03 = 4.0
and che actual sducational process ae NJSOM 13 a
problem, 1 2 3 4 5 7
M= 3.0
124. Missions and goals should raflect an iancerest in the N = 1.0/Q3 = 2,0
haligcic educacion of physiclang, support of re-
search, and imp lemencarion of contrinued education -
and life~long profesaicnal growch, 1 2 3 4 5 6 7
M=1,0
- - .0
125, It 14 apparent that the Universicy Board is committed = 3.0/Q3 = 4
to the positvive future of NJISOM, 1 2 3 4 5 4 7
) M=4.0
. Ql = 1,0/Q3 = 3,0
126. The professional Strength of the exlsting 'house
staff’ i3 a pogitive feature of NJSOM. 2 3 4 5 & 7
M= 20
127, Admintstrative leadership coward health care 1ssues Ql = 1.8/03 = 4,0
of the 1990's i{§ one of the most posicive indications
of institutional growch potenrtal, 1 2 3 4 5 & 7
M= 3,0
128, There are tuo many "specialist facultv' oriented Ql = 3.0/Q3 = 7.0
toward pachology for ¥JSOM Lo make progress toward - !
its' present goal statemenc. 1 231 4 5 % h
M=510
129. More ¢linical ‘spectaliscs' are needed on che fylle al = 2.0/q3 = 4.0

VAR ‘Be b we T "GN C. G
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Q1 = 1.0/Q3 = 3.0
130, The 'youth' of the faculty and the administration 1l 2 3 4 35 & 7
19 beneficial to che growrh of NJSOM. - M= 2.0
i31. The institutional missions and goals are generally QL = 2,0/03 = 5.0
unknown and/or of no functional use to faculcy. 1 2 1 &4 5 &6 ?
. M~ 3,0
132, TLack of a viable relationship with tha communicy, Ql = 1.5/q3 = 4.0
and other imstitutions i3 a serious thraat to
lastirucional growth. 1 2 3 4 5 6 7
M= 3.0
133. The institucion should be responsible for providing Q1 = 1.0/q3 = 4.0
c¢linical departments morae services in areas aof
mental healch counseling, soclal work, ectc. 1 2 3 4 s 6 7
M="2.0
‘ 1 =2,0/Q3 = 5,0
134. It’s potntless to discuss missions and’gosls of an q ¢
ingritucion that doesn’t have administrative concrol
of a teaching hospirtal. I 2 3 4 5 &6 7
M= 4.0
135. The resolution of "money issues" regavding clinical Qi = 1,0/Q3 = 4.0
billling, faculcy practice income, ecc. must be a
priority regardless of the direction of academic
growch. 1 2 3 4 5 & 72
Mow 2.0
136. The establishment of a 'tenure' system for full-time Ql = 1.0/Q3 = 3.0
clinical faculty 1s of lmporrance to the institution;
and should be a future goal. l 3 .04 5 & 7
M= 2.0
137. E=fforts should be made to sorrect tha "anci-school" Qb = 1.0/q3 » 3.0
actitude and divisional isolacionism assoclared ’
aespical starffs demonstraca..b>efore any real growth
can oceur. H 2 3 4 S 6 7
M=20
) . . , 4
138, Post-graduacte facilicles co 2rovide soecialists ana | Ql = 1.0/Q3 = 4.0
"super” specialiscs should he a z0al of NJSOM. l 2 3 A 5 5 h

0 B P T o0 - ) i, B b, g = 4 g Nt by

Me 3.0
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139. Continued ‘infiltration’ of M.D.'g inte the in- Ql = 3.0/Q3 = 7.0
stiztucion should be actlvaly discouraged. M=50
140. A graduate program leading to che M.S., Ph.D., or Ql = 1.0/)3 = 2.0
D.0./Ph.D. should be in che future plans of NJSOM. 2 3 4 0 3 6 7
M=,
131. A graduate program with Rurgers, or another quality Ql = 1.0/Q3 = 3.0
lascicution would be a pelicical and aducational
advantage to NJSOM. 2 3 4 5 & 7
M= 2.0
142.  The decreasing need for physicians nationally causaes Ql = 1.0/Q3 = 4.0
concern for any "new" medical inaticucion, including
NJISOM. 2 3 4 5 6 7
M= 2.0
2
Q = 1.0/Q3 = 3.0
143. Efforts should be made ro lntegrate part-vimas and
volunteer faculty with the Zoals of the tnscitution. 2 3 4 5 & 7
M= 2.0
144. A public relations office should be established to Ql = 1.0/Q3 = 3.0
lnsure vistbilicy of ¥ISOM and the profession. 2 3 4 5 g 73
M=1.0
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ITI. OSTEQPATHIC PERSPECTIVE aAND IDENTITY E ;
2 =
Ol = 2,0/Q3 = 7,0
145. The 'history' of osteopathic medicine should noc L2 3 4 5 6 7
be offered in a formal course; unndcessary uae of K= 5.0
valuable time.
' ol = 1.0/¢) = 3.0
146. O0Osteopathic identity and PRIDE is assured when the ’
student clearly sees chat all faculty (elinical and
basic science) and administration cares about him. 2 3 4 5 & 71
M= 20
147, Early student ‘orientations', social as wall as Ql = 1.0/Q3 = 2.0
academic, wich faculty D.0.'s who are "role" madels
repregentative of the school's desired profile would
eéncourage D.0. identity during early phases of
education. 2 3 4 5 6 1
M= 1.0
148. A students’ ldenticy wich a profession occurs during QL = 2.0/03 = 7.0
clinical exposure and training, not during academic
years. 1 2 3 4 5 & 7
M= 4.0
, ! QL = 5.0/Q3 = 7.0
139, A students identicy with his/her school 13 of no
significance in eduycacional aand professional growth. 2 3 & 5 6 7
- | Mm= 6.0
150. NJSOM students do not prasantly get enough basic ; Ql = 4,0/Q3 = 6,0
anacromy, naysiology, etc. to later practice sound :
oscecpathic Fundamentals. 1 2 3 4 53 6 7
, Ma=b,0
1
151, NJSOM should be duing move to atctract, and keap D.0.3 . Ql = 2.0/Q3 = 4,0
in New Jersay. L2 3 4 5 6 7
' M= 3.0
152, 4 MJSOM 'alumni association' should be a future oL = 1.0/¢3 = 2.0
2cal o encourage fdencity with the school and the
profession, 1 2 B I 3 6 7
: M= 1.0
i
153, NJSOM has alienated Mmembers of the ostaopachic

R ie Nera T Y e L A - . e A TR

praression. i

i

Ql = 3.0/Q3 = 6.0
2 3 4 3 [

M=4,0
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Ql = 1,0/Q3 = 4.5
L2 131 4
1534, An exceaded orianctation, a problem~approach, a 3 6 7
Preceptorship, aud small-group inscruction wiltl M=20
all contribute toward improuving the studants'
identicy with NJSOM.
153. There 1s no distinction bectween "osceopacthic” Qt = 2.5/Q3 = 5.0
principles and the general practice of "good"
medicine. 1 2 3 4 5 6 7
Ma 4 0
1= 2,0/Q3 = 4.5
156. OQaceoparhy is being gradually absorbad into allo- a = ?
pathic medicine. 1 2 3 4 5 6 7
M=3.0
Ql = 4,0/@3 = 7.0
157. I do not feel a need for & clear distincrion betwean
cdacteopathy and allopathy either in philogsophy or
praitice. [} 2 3 4 5 6 7
’ M= 5,0
158. The teaching of manipulacive therapy should be in- Q1 = 1,0/Q3 » 3.0
¢luded in che curriculum for all scudents. 1 2 3 ﬁ'n 5 6 7
M=,
139. Manlpulacive therapy should be available omly to QL = 5.0/Q3 ~ 7.0
chose studeanrs who seek it out. 1 2 k) 4 3 8 7
M= 7,0
160. Encouragement of primary care practice or speclalciesg QL = 3.0/Q3 = 7.0
13 nuc che tole of the four-year curriculum, i 2 3 4 5 6 7
Mw 5.0
. QL = 2,0/Q3 = 5.0
lol. I include the accive teaching of osteopathic per-
spactive In mv student instruction. 1 2 3 4 5 6 7
He= 4,0
Ql ~ 1.,0/Q3 = 2,5
162. The cteacning of "humaniscic' practice and primary
carz 1s critical to che education of asteopachic
shysicians. i 2 3 4 3 ) 7
M=1,0
163, T subscribe to osteopathic principles and oractice Ql = 3.0/03 = 8,0

oM m e e i e aRIAP AN SN

in 'principle’ oniy.

M= 4b. 0
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164, T :ubscribe'to ostuop?:hic principlas in 'practice Qt = 1.0/Q3 = 4.0
as well 43 'principle’, .
M= 3,0
165. T would be interested in taking time and effart. to Ql = 1,0/Q3 = 4.0
further develop my own knowladge and skills re-~
lated to osteopathic principles and practice. L 2 3 4 5 & 7
M=3,0
166. I am conduccing research concerning ostaopathic Ql = 4,0/Q) = 7,0
principles and practica. 1 2 1 4 5 & 7
M= 7.0
167. I would be intesrestad in conducting research con- Q1 = 2.0/q3 = 7.0
cerning ocdtecpathic priaciples and practice. i L 2 3 4 5 & 7
i M= 4.0
Ql = 1.0/03 = 4.0
168. I have pergonally benefited from OMT. L2 3 4 5 6
! M= 2,0
: Ql = 4.0/Q3 = 7,0
169, OMT is more appropriate as post~graduace study. ! 1 2 3 4 5 6 7
|‘ M= 6.0
17C. A preceptovship in che first one or two years would ! Ql = 2.0/Q3 = 4.0
be che best way to encourage an intarest in primary ;
care. i 2 I 5 3 ?
)
! M=13.0
171.  The growth of science over the past 100 years has N QL = 3,0/Q3 = 6,0
¢liminated the so-called Jifferences between osteo- i
pachy and allopathy. 23 4 5 8 7
' M= 350
- ) QL = 1.0/Q12 = 4,0
172 Otfering a D.0./Ph.D. oprion to scudents would help
validate the sclentific basis of ostaopathy. 1 2 3 4 5 6 7
' M=2,0
<73, Arctentilon to primarv care will encouraze interns to Ql = 4.0/Q3 » 7.0
anrar oraccice berore thev'ee fullvy prepared. i 2 3 4 S ) 7

M~ 6,0
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174. More expomure to psycho-soclal assessment and 12 3 4 5 6 7
counseling, resource utilization, nutrition, well-
% . Ql = 1.0/Q3 = 3,5
ness, and family dynamics would encourage intaerest M=20
in primary care. '
: ' Ql = 2,0/Q3 = 4.0
175. Regular grand teaching rounds would encourage an
emphasis on primary care. 1 2 3 4 5 6 7
M= 3.0
176. The use of OMT 1g basic to our philogophy of patient Nl = 1,0/Q3 = 5.0
care. 1 2 3 4 s 6 7
M= 3,0
177. Primary care is the thing thar D.0.'s can, and Qi = 1.0/¢3 = 5.0
should do bercter than tne contemporary M.D.. 1 2 a g 0 5 6 7
178. 4ll department chairs should be selectad, in part, Ql = 2.0/Q3 = 7.0
because of chelr interast and comuitment to primary
care. 1 2 3 4 5 6 7
M= 4.0
= 4,0/Q3 = 7,0
179. 'dumanistic' practice is a glven; we don't naed to I o Q
constuntly emphasize ic, R L2 3 4 5 & 7
M=35,5
180. In offaring students clinical experiance we need to ! QL = 1.0/Q3 =~ 4.0
becter define the areas of camily praccice, primary |
care, and ambulatory care.,..they're confused! it 2 3 & 5 6 7
M=3,0
181, Lovalty to MJSOM and osceopachy should be a criterion Ql = 3.0/Q3 = 7.0
for selection of all faculry, including basic sclenced | 2 3 4 S 6 7

M= 35,0
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!
1B2., TIf the campuses remain splic, separace laps for ! 2 3 4 5 6 7
NJSOM and RMS must be arranged Lo encourage 0steo- ! 1.0/03 = 6.0
pathic awareness in NJSOM scudants. 5 Ql ; -.4 g .
i
. i - 3y - .0
183, 'Basic science' 1y 'basic science' regardless of the; Qb = 1.0/Q3 = 6
studencs' potential professional idancity; separate {
labs are not necessary. : 2 3 4 5 6 7
i M= 4,0
184. Separate labs for NIJSOM and RMS are not as fmpor- E Ql = 1.0/Q) = 4.0
tant as lab instructors who ars avallabla, re- !
sponsive and good teachers. ; 2 3 4 5 8 7
: M= 2.0
I
E
185. Separate labg for NJSOM srtudents will be an in- : Ql = 4,0/Q3 = 7.0
dicacion that they're inferior to RMS scudents, ; ’
and perhaps to allopathic physiclans. { 2 3 4 5 & 7
H M= 7.0
j
186. NJSOM's early scudenc contact with RMS in basic P b= 1.0/Q3 = 5.0
sclence courses and labs help them lacer establiah :
credibilicy as D.0.'s and 13 therefora a strengch !
of the institucion. ; 1 2 3 4 ] 6 7
- i M= 4.0
_ t = 1,0/Q3 = 4.0
187. Massive resgtructuring of the curriculum should be in < /
the hands of & curriculum commitias. : 2 3 4 5 [
M=2.0
; Ql = 2,6/q1 = 6.0
188. Adwinistracion should not be involved in curriculum !
change. L2 03 4 s 6 3
' M 4,0
189. Wherher or not tnera are separate, or combined é Ql = 3,0/Q3 = 6,0
labs For NJSOM and @S studenrs, the vsteapachic :
studencs are ldentified and discriminated against, il 2 ] 4 3 Y 7
: H= 4,0
3
190, <Changes in curviculum should Zenerally be nade ac E Ql = 2.6/03 = 5,0 .
clie department level. i - 3 & s [ 7

M=3.0




192

[9]
23 ]
=] x
o )
x -
& @
< 5
f 12 3 4 5 8 7
191. 1f electives are availabla to students they should Ql = 2,0/Q3 = 6.0
be in keeping with the missions and goals of the He4,0
school (wellness, autricion, family dynamics, ecc.).1
j
192, The 'revised educacional plan’ will effactivaly tn- g Ql = 2,0/Q3 = 4.0
tegrata didactic and cliinical educacion, E 1 2 3 4 5 & 7
! M= 3.0
, 1 = 2,0/03 = 4,0
193. I would like to see some rescructuring of depart- . Q 2.0/q
mencs. 'l 2 3 4 5 @ 7
! M= 4.0
{
194. The process of selection, and time served for N Ql = 2,0/03 = 4.0
the curriculum comnittee membership should be re~ i
viewed. [l 2 3 4 5 & 7
i Mw 4.0
!
| _
195. The curriculum committee should provide faculty with i 0l = 1.5/Q3 = 4,0
more detailad and Frequenc Teports of thalr activ- i
iries. s L2 3 4 5 6 7
; M= 3,0
:
196. The independent basic sclence departments should be Ql = 1.0/Q3 = 4.0
maintained if the campuses are unifiasd. i ! 2 3 & s 6 7

M= 248
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V. ADMINISTRATION % e
197. Lack of effective communication between upper 1 2 3 4 5 6 7
administracion and faculty 1s a serious issue at
NJSOM. QU= 1.0/Q3 = 4,0
M= 3.0
198. Lack of effective communication between department Ql = 3.0/Q3 = 6.0
chairpersons and faculty 1s a serious 1ssue at NJSOM. I 2 31 4 5 6 7
' M= 5.0
139. The adminiscration appears to have litcle regard or Ql ~ 2.5/Q3 = 6.0
respect for faculcy needs, or strengths. i 2 3 4 5 6 7
' M= 4,0
Ql = 2,043 = 5,0
200. The adwinistracion appears to fumction in responsa '
te a “drummer” not heard by most faculcyl 1 2 3 4 5 & 7
M= 3,0
291, The budget process in wy department guarantees a QL = 2.0/03 = 5.0
fair dnd adequate distribution off funds. 1 2 3 .4 5 & 7
M= 4.0
202. adminigscrators, ac leastc at the lowar levely, should Ql = 2,0/Q3 = 5,0
be voced on by faculty they’ll be working with, 1 2 1 4 5 6 7
M= 4.0
203. Set time periods for adminiscrators would digcourage Ql = 2.0/Q3 = 5.0
gictatorial cendencies. 1 2 3 4 5 3 7
M 3.0
., = 1,0 4,0
204 My departmeat needs more Laculcy to deal with our at 1.0/q3 =
presenc demands. 3 4 5 6
M= 20
Gl = 1.0/Q3 = 3,0
205 Upper level administrators should possess a broad
senge or political expertise. 1 2 3 4 3 b 7
M= 2,0
~06. Central level adminiscrarors are doing a good job QL = 2.0/Q3 » 4,0
of lwplementiny che goals of the top adminlstracors. 1 2 K & 3 A 7
M=13.0
cU7. Top level aaministrators are working ‘a agreemenc with Qt = 2,0/Q3 = 4.0
the missions and goals of the school. 1 2 3 o 3 [ 7
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Q = 2,0/Q3 = 5.5
208. Most faculcy aren't very aware of administrators b 2 3 4 5 6 7
above department chairperson level. i Mow 1.0
QL = 1,0/Q3 = 5,0
209. Administrators should he evaluated. by appropriate _
faculty yearly for renewal aptions. 1 2 3 4 5 & 7
M=3.0
!
210. NJSOM administration canmat be effective as long H Rl = 3.0/Q3 = 6,0
as cthey're associated wirch UMDNJ administracive :
structura. L2 3 4 5 & 7
: M= 5,0
i
2l1. A department budget committee is the best way to ; Q) = 2,0/Q3 = 4.5
ensure equicable funding. }_l 2 3 4& 5 6 7
; M= 3.0
. i
212. There should be a prascribed and conslstent systam ° Rl o= 1.0/Q3 = 2.0
for commnicacion berween adminiscrarion and faculcy.! 2 13 4 5 6 7
; M=1,0
- : = 2.0/Q3 = 5,0
213. When the upper level of adminisrratioa is no longar | A /e
involved in the 'campus unification’ process, I am
optimiscic that communication and management Wwill
be becter. 1 2 3 4 5 @ 7
M= 4,0
Il4. Communicarlon between adminiscration and departmanc Ql = 2.0/Q3 = 4,0
chairpersons is adequate. 1 2 3 4 5 6 7
M= 4.0
215, NJSOM students should be involved im all institutiun—- QL = 3.0/Q3 = 7.0
al committees. il 2 3 4 5 6 7
i M= 5.0
!
i The chalrmanstipy of 3 department should be on a QL = 3.0/Q3 = 6.0

[ive-vesr nr lass rotation.
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3 4 3

M= 4,0
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217. I wouid welcome che opportunity for basic science/ 0l = 1,6/G3 = 3.0
clinical "raam teaching”. M=2.0
218. I would prefer to lecture to large groups of students Ql = 5.0/q3 = 7.0
without much personal contace. 2 3 :‘] 5 6 7

Qi = 1.6/Q3 = 3,0
1 2 31 4 5 & 7
M= 2.0

219. I would snjoy learning cthe role of 'small group
facilicacor'.

QL = 3.0/ = 6.0

1 2 3 4 5 & 7
Me=35.0

220. Self-directad studeat learning is desirable because
it raleases ne from my heavy teaching tesponaibilicy.

_ . ' 01 = 2.0/Q3 = 6.0
221. I doa't underatand haw 'student~directed learning

fies into a medical education program. L2 3 4,5 & 7
M= 4,0 ‘
222. I don't think self-direcced leaming 1s appropriate ! QL = 2,0/93 = 5,0
for moat phases of medical educagion. i 1 2 13 4 5 & 7
; M 4,0
{

223, All faculcy should have mote Iinpuf into thelr
individual course seleccicn and content.

QL =~ 2,0/Q3 = 3,0

2 3 4 35 6 7
Me=3.0

qt = 3.0/Q3 = 6.0
1.2 3 4 5 § 7
M=4.0

224, The tnstitution makes a falr and sccurace avaluation
of my ceaching skills.

Qf = 1.5/G3 = 4.0
1 2 3 4 5 8 7

225, Competent, and adequate secrecarial suppert is
available to assisc me 1n ceaching.

M=30
225. I nake use of simulation ‘nedels, and/or compurer- Ql = 4,0/Q3 = 7.0
i3sisted iastruccion in my teaching. 1 X 34 3 6 7
M=6,0
227, 1 would like informacion on che use 3£ computer- Q ~ 1.0/Q3 » 3,0
ddsisced nstruction. ! 2 3 4 3 ) 7

M= 2.0
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228, My teaching would beneric trom a workshop on aspecty Qt = 1.0/Q3 = 1.0
of instruccional Preparation such as wricing :
objectives, developing self~instrucricnal materials, M=2.0
etc.
i 1w 1,0/03 » 4.0
229. 1 am in agreement with my departments approach to ¢ +0/93 !
the selection of By teaching assigamencs. 1 2 3 4 5 6 7
M= 2,0
230, My departuent head ‘dictates’ whae I teach. L 2 3 4« 5 3§ 7
Q = 4.0/Q3 = 7,0
M= 640
231l. The présent system of studear Course evaluation 1g Rl w 2.0/Q3 = 6,0
adequate. 12 3 4. 3.6 7
M= 4.0
P QU= 10/qT = 1.0
232, Peer raview of teaching is 3 good 3dea, I 2 3 42 0 5 6 7
M= .
f K
233, Aduinistracive review of reaching ia genevally | Ql = 2,0/Q3 = 5,0
blased and of no raesl use. :1 3.4 53 g5 7
I M= 4.0
{
! Rl = 1,0/Q3 = 4.0
234, T am éncouraged by my department head to cry ; i -0/q *
lanuvacive course design and luplementacion, (1 2 ] 4 5 & 7
! M= 2.0
_ . i : Gl = 3.0/q3 w 6.0
235. Student's rese Perfummaace is the besc measure of i
teaching affecciveness. Pl 2 3 4 5 7
: M« 5.0
226, I offer assigcance Lo dtudents who are Naving aca- | Ql = 1.06/Q3 = 4,0
demic aifticulry, O 304 5 s 7
i M= 1.5
!
237, The curriculum Sommlitee should be dealing with the ; Ql = 1.0/Q3 = 4.0
desizn and taplementacion of ceyrse evalauarions. O T a ; o 5 : H
238 There iy ng consistent svirem Sop studenc evaluacion | Ql = 1.0/Q3 = 4,0
3f ceaching. L ; 5 [ 7

M0
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239, Opn-site avaluation of teaching by peers and 1 2 3 4 3 6 7
administration is a violacion of academic freedom, QL = 4.0/03 = 7.0
M= 510
QJ = {l.OIQJ = 6.0
240, Intuitive Measurey of tesaching effactiveness ara
moTe reliable chan obiective critaeria. 12 3 4 s ¢ 9
M =50
i
i
241, Student performance on the ‘Boards' 1s the best ! Ql = 3.0/Q3 = 6.0
weasure of institutional teaching effactivenass. 1 2 3 4 5 3§ 7.
M= 5.0
262, In the avea of teaching, the association with RMS tg ’ Qb = 2.0/03 = 6.0
not of benafit co NJISOM facultey. 1 2 3 4 5 & 73
Me 4,0
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DISAGREE

Clinical faeculcy do noc practice thelr thrse-fold
rasponsibilicy to che institution: teaching,
research and servica.

L 2 3

QL = 2.0/03 = 6.0

M

4

= 4.0

5

6

~t

244,

I feel that the following percentages are utilizaed
in teaure/prowotion decisions:

regsearch 50%
teaching 25%
servica 252
other 0%

Q1 = 2,0/q3 = 4.0

M

=~ 3,0

245,

I feel that the following percentadges are utilized
in cenure/promotion deciglong:

research 25%
teaching 252
. Sservice 0z
‘good ¢
old bov'
network 50%

Ql = 3.0/Q3 = 7.0

M= 45

246,

1 feel that the following percentages ara ucilized
in tenure/promocion decisions:

research 33 1/3
teaching 33 {/3
service 33 L/3

¥ ¢ e

Ql = 4,0/03 = 7,0

M= 5.0

-4

247.

I feel chat the following percentages should be
utilized im renure/promotion decisions;

researgn 50%
t@aching 25%
service 25%

' Ql = 4.0/Q3 = 7,0

M=60

Fay

~

243.

I Zeel that che following perceancages 3nould ba
atilizecd in tenure/oromotion dacisiony:

vesearch 0%
feaching 30%
service 20%
acher 203

Ql = 2,0/Q3 = 6.0

M =40

A
-

5

-t
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249. I feel that the following percentages should be 1 '
utilized in tenure/promotion decistons: Ql = 1,0/Q3 = 6.0
M= 4,0
resaarch 20% !
taaching 40%
sarvica 40%
'
!
e
250, 1 feel that che following percentages should be ; Ql = 2.6/Q3 ~ 6.0
utilized ipn tenure/promorion decisions: i M= 4.0
¢ .
{
research 33 1/3% ;
teaching 33 1/3% :
service 33 1/3% L2 3 4 s & 7
|
i 0l = 1,0/03 =« 6.0
251,  All faculty ou tenure track should be evaluated ui:hé
che same criterion. . : L2 3 4 5 § 7
i M= 3,5
|
252. A0 annually renewable (von~tenure track) appointment f Ql = 2,0/Q3 = 4,0
should nor be subtect to tha same evaluation :
criterion as a tenure-track pasition, rl2 3 4 s 6 7
i M=20
t
253. The 'research/publicacion’ pressuras is generating 9l = 2.0/Q1 = 6.0
a ot of useless papar thatr I don't want ta ke part
at'! -1 2 3 4 3 6 7
Ma 3,5
: - ; .0
254. The procedures for terminating faculcy appoincments : QL = 2.0/43 = 4
4t NJSOM are appropriate and adequate, flo2 031 4 s 5 7
; M= 4.0
. 3 ' QI = 2,0/Q3 = 4,0
255. The procedures for a formal 3riavance appeal are £
stated clearly. 01 2 3 4 3 5 7
: M=4.0
i Gl = 1.0/q3= 7,0
56 i devote vetween one and four hours each week to :
dcctive academic teaching in the classroom. o1 - 3 3 3 | 7
' M= 4.0
!
I
257. T aevote more cham four hours each waek ro active Ql = 3.0/Q3 = 7.0
teaching in Zhe zlassroom. 1 T3 048 3 8 ?

M« 6,0



200

3]
=
= a
P <
x <
< vio
< &
Ql = 1,5/Q3 = 7.0
258. I devore between ren and twenty hours each week to 1l 2 3 4 5 & 7
clinical teaching, M=4.0
259. I devote more than twenty hours each week to clin- QL = 4.0/q3 = 7.0
ical teaching. I 2 3 4 s & 7
M= 6,0
260. I devoce between twenty and thirty hours sach week Qb = 2.0/3 » 7.0
Lo parienc creatment. R 2 3 4 5 & 7
i M=50
, i Ql =~ 4.0/03 & 7,0
261. I devata more than thirey hours each week to patient !
treatment. (L2 03 4 s &
i M= 7,0
262. I devote between five and fifceen hours sach weak ! Ql = 4,0/Q3 =~ 7.0
t0 Individual and/or inscitutional research. L2 03 4 s s 7
i Ma=7,0
i
263. I deveta more than fifcean hours each week to E Ql = 1,0/Q3 = 7.0
individual and/or institutioral research. 21 2 3 2 0 5 6 7
i Ma .
264, [ devote between one and three hours each week tg j QL = 1.0/Q3 = 7,0
lustitutional committees. 2 03 4 5 6 7
- M= 3,0
06 » 1,0/Q3 = 6,0
265, I devote wore than three hours each week to in- ¢
tltutional committees. 1 -2 3 4 s ¢ 7
Ma 3,0
Gl = 1,0/Gg3 = 7.0
266. I jevote becween twenty and thircy hours each week
te administracive cespongibilitieg. I 2 3 4 5 & 7
M= $6,0
2t7. I devote more than thircy hours aach week to admin- j Q1 = 4,08/Q3 = 7.0
istrative responsibilirias. -1 2 3 A 5 6 :
; M= 7.0
i .
258. I devace chree hours or more a week to travel be- ; Ql = 1,0/Q3 « 7,0
tween campuses. i 1 2 lf 445 S & H
- 4,

-~y  c  WAAA NN S Thes S S A e e
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., I artend at least one professional meeting each ! 2 3) 4 506 7
year where L am on the prograwm. Ql = 1.6/93 = 3.0
M= 1.0
i .
0. T esperfence no difffculty receiving institutional ¢ Ql = 1,0/03 = 4.0
funds to asttend meetings wien I am on che program. ;1 2 3 4 250 6 7
’ ¢ M= 2,
|
: T = LLU703 = 4.0
‘1. T have published in the last academic year. (o2 3 H4 150 6 7
; =
{ .
72. I expect to publish in the up-cowing academic year. El 2 [y " &'0;93 '61'07
: M= 1.0
- 1,0/3 = 7.0
/3. I have sufficient time for research. il 2 gl 4 f? & 7
: M= 5.0
i Ql = 2.0/03 = 6,0
274, I recelve adequats Institucional funding for researchy 1 2 3 4 5 & 7
h M= 4.0
275 I feel it 1s my obligation to obtain my own research . Ql = 1.5/43 = 6.0
drants. -1 2 3 4 5 &
: M= 4,0
276. 1 raeceive adequace informational support to do my : Q1L = 1.5/Q3 = 5.0
own research. 2l 3 4 p) &
. M= 3.0
2717 1 have adequate space and staff to do research. L2 95 " 1‘5!Q9 " g.ﬂ 7
! M=6,0
: 1 = 1.0/Q3 = 4.0
373, Pav scales for basic scilence and clinical raculry . Q! g
snould be differcnc. 1 2 3 4 5 6 7
. M= 3.0
+79.,  3Basic sclence and clinical faculey sthiould receive E Qt = 1_0{Q} = 2.0
the same oenefits, i l 2 3 4 5 6 7
I M= 1.0
|
140, Presenc 3alaries are adecuate 2o accract 3nd retain QL = 1,0/03 = 4.0
anatbicy basic science faculoy. 1 2 3 4 i 5 7

+
M= 3,5
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281. Present salarfes are adequate to atrract and retain gl - 2,0/Q3 = 6,0
qualirty clinical faculcy. 1 3 4\ 3 6
M= 4,0
282. Merir pay raises should be bagad on principlas Q = 1.0/q3 = 2.0
developed by discussion and agreement bacween
faculry and admioistracors. 1 2 3 4 5 ¢ 7
M= 2,0
_ - = 4.0
283. Merit pay should be bagsed ou an assessment of each QU= 1.0/R3 = 4
Person as an lodividual, not on percencage weights. 1 2 31 4 s 6 7
M=1,0
284, Equal pay raises for all members of a department Ol = 3,0/Q3 = 6,0
4re more desirable than pay raises based on merit, 1 2 3 4% 5 "¢ 7
M= 5.0
285. Clear, visible academic standards for student per- Ql = 2,0/Q3 = 5,0
formance 1s ona of the most important featuras co
attrace and recain qualicy faculey. 1 2 3 4 5 7
M= 3.0
i . 3 = 3,0
286. Opportunicies for clinical Eaculty to learn research i Ql = 1.0/Q .
techniques and concurrant support for clinical é
research is importanc to attrace and vecain quality ;
taculcey. ;L2 31 4 5 & 7
{ .
i M=20
<87. A total program for research support i3 the most ;
. ~ ' %] - 3,0;’?3 =- 6,0
critical factor to actrace and recain rfaculey. L 3 3 3 5 7
§ M= 4.0
) 3 i Ql = 2,.0/Q3 = 4,0
288. Academic freedom and an atmosphere of colleglalicy :
are the most {mportaant features for ateraceting and i
retaining good faculcey. i 1 2 3 4 3 [ 7
i M= 3,0
-l
<89. A srrong, working relationship wich a graduace : Ql = 2,0/Q3 = 5,0
university is the most Important feacure for the i
dttracrion or basic sciance faculey to $JISOM. i 2 3 4 5 5 v
¥= 30
290.

Teaching and siinical expertisa shouid be larger
coatribucing factors than research tor the pro-
aocion of clinical faculew, ’

e .

Ql - 1.0/q3 = 4,0

3
H-Z“.(}J s
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291. Basic science taculty should expect more emphasia
on research and publication, and less on teaching Ql = 2.0/Q3 = 6,0
and service in watters of weric pay, prumetion, M= 3.0
and tenura.
292, Basic science faculty contribute to the total Q- 2.0/q3 = 6.0
inscitucion by publicarion, reading papers, etc. ¥ = 4,0
and rherefore should receive a amall percentage
of the faculty practice profit, 1 2 3 4 5 ¢ 7
293. A percencage of the faculty practice profit far Ql = 2.0/Q3 = 6.0
basic science faculty would be an important feature
to attract qualicty basic science peopla to a small I 2 3 & s 6 71
insticuzion such as NJSOM.
M= 3.0
294. Competitive salaries and pay ralses are the most Ql = 1.0/Q3 ~ 3.0
{mporeant way to attract and keep good faculty, 1 2 3 4 5 6 7
‘ M=20
X ) Ql = 2.0/93 = 5.0
295, Clinical faculty have less time for research rhere~
fore they should not be Judged on the basis of
publications. 1 2 K 4 ) 6 7
M= 3.0
296. Clinical faculey should be reviewed vearly, ianclud-~ QL = 3.0/Q3 = 6.0
ing objecrive examinations, to determine levels aof H 2 3 4 S 6 7
clinical competancy. M=4.0
297. Incentive reimbursements for dollars brought in to Ql = 1.0/q3 = 4.0
NJSOM would be a way to atcract and retain faculry. 1 .2 3 42 05 6 7
H= 2,
298, Tha clinical faculry pracrice plan should be more Ql = 1.0/Q3 = 4.0
{lexible. i 2 3 3 3 6 7
M= 2,0
L. = 1.0/Q3 = 4.0
239 Familv practitioners are iritical co the 2tilciency Ql 0/q
3¢ the "specialiscs" graccice,.chey should be re-—
warzed by an instircution like NJSOM. 1 2 3 “ 3 [ K
M= 3,0
300, Yaars of amplovmenc should be :onsldered in pay/ 01 = 1,0/Q3 = 4,0
sromotion decisions. 1 2 4 3 Y N

3
M

= 3,0
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30l.  Merit pay raises should be judged by a cormittea

of peers including the department chairpersons. ; Ql = 1,0/Q3 = 3.5
: M=2.0
i
j
302.  The clinical faculry practice plan 1y not yec a- : Ql = 2.0/Q3 = 4.0
realicy, : 1l 2 3 4 s § 7
} M= 3.0
-: - -

303. 4 good clinical Practice plan (s vital ¢o attraccing ; Ql 1.0/Q3 = 3.0
and maintaining clinical Faculty; and should be a (L2 3 4 5 ¢ 73
prioricy. ; M= 2.0

1

; 1=2,0/Q3 = 6,0
304, The concept of tenure 13 ourmaded. il g k] J] 5 &

§ M= 4,0

]

305. People who spend more than 50% of their,time in : Qt = 4.0/Q3 =*6,0
adminiscrative responaibilicy should be axempt from i1 P4 3 4 5 6 7
teaching and research. . . ; M=50

; .

306. I would like more specific information on veasons : Ql = 1.0/q3 = 4.0
for, and procedures for terminating faculey vl 2 3 4, 5 6 7
appointmentcs, i

. M=30

307. I bave devocad Lwenty hours or more to pestgraduate QL = 1.0/Q3 = 5.0

formal education this academic vear. 1 2 3 4 5 4 H
M=1.0
., = 1.0/Q3=4,0

308. NJISOM needs rhe addirion of supporr staff in the o /e
areas of health education, research nursing, pay- 12 03 4 5 4 7
chology, and medical educacion. M=2.0

_ Ql = 1,0/Q3 = 2.0

309, An adequate travel budget for gll full-time fFaculcy o

13 needed co encourage raculty morale. l 2 3 S 3 A 7
M= 1,0

310, TIa zeneral cerms the ¢linical facultv pracrice nlan Ql = 1.5/Q3 = 4.0

is disorganized, mismanaged and 3rosaly unfair. i 2 3 3 3 5 B
M= 4.0

311 It is i{nappropriara Lo 2xvecrt clinical faculey ro i A = 4.0/03 - 6.0

research justc as ic is inappropriaca to axpect basice i1 2 M= 5,0 S 5 n

scientists to traar cacienrcs,
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Ql = 1,0/Q3 = 3.0
312. The faculty affalrs commitree should kaep the 1 2 3 4 05 6 7
faculty betrar informed om the tenure process. [
H M=1.0
;
313. Salaries are adequate to actract basic sclence, and [ Ql = 2,0/03 = 5.0
clinical faculty...but noct to retain them. N 12 3 4 s 6 7
; M= 4.0
3l4. Chairpersons should independently make evaluarions : Q1 = 2.5/Q3 = 5.5
concerning merit pay railses. il 2 3 4 3 6 7
M=4.0
315. Faculty should make merit “contraccs” with their Q1 = 2.0/Q3 = 5.0
chairman at che beginning of each academic yaar; .
marit pay should be based on whether they meet thae 1 2 l 4 5 6 7
terms in cheir contracts. : M= 3.0
316. The present clinical faculcy practice plan does ? Ql = 1.0/Q3 = 4.0
not encourage incentive. .12 3 4 5 8§ 72
M= 30
Ji7. Narienal and internaticnal recognition for con- Ql = 3.0/Q3 = 5.0
tribucions to the profession should be a tequire- 12 3 4 5 6 7
ment for merit in addicion ta, or in lieu of re-~
search. M=4.0
318. A clinilecal faculcy pracrice plam should be based on QL = 2,0/Q3 = 4.0
contingencies and profir incentives. -2 3 4 35 & 7
: M=13,0
{
319. Evidence of leadership, loyalcty, and initiacive are qt = 1.0/Q3 = 3.0
lmportant in ctenure and promotion decisions. o1 2 3 4 5 ] 7
M=20
I20. Departmental auronomv is coricical t3 a successrul Qt = 1,0/Q3 = 4,0
clinical faculev aJractics plan. X 2 3 i 3 ) 7
M=13.0
321, Academic freedom is noc practiced o auy greac ! Ql

v e R POEAA A . c EEe. v Semd ——— . -

axtent at NJSOM,

3
M=

- 3.0/03 = 7.0

a 2
6,0

~1
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322, Recruitment and seluction of faculty 1s based on : 3.0/03 = 4.0
the individual's qualicies and anticipated con- . A= 2.0/Q '
tribution te the missions and goals of NJSOM. f M= 3.0
" . ' Ql = 4.0/03 = 6.0
323. The 'search’ Procesa ror new faculty in e¢linical :
and basic sclence is a farce, ; 2 3 4 5 & 7
: M=50

324.

'Loyalety’' to the institution is best measured by a

faculty meaburs' compicment of time and Quergy to
his job.

Nl = 2,0/Q3 = 4,0

2

3
M=

4
2.0

3

6




207

254
=) ad
VIII. STUDENTS/ADMISSIONS x ;
3 i
a
L2 3 4 35 § 7
325. The poox quality of applicancs for admission 13 a 1 = 2.0!Q3 - 5.0
Serious concern co mosc faculey. 0 M N 3 b *
0l = 1,0/Q3 = 5.0
326. The concept of meeting “quotas” (sex, minoritiaa, : '0/Q _
€ce. ) 1s noc appropriare in gcudenc admigsions. I 2 3 4 5 ¢ 7
e M= 30
M = 2,0/Q3 = 5,0
327. Only G.P.A.'s well above 3.0 should be conadiderad
for admission to NJSOM. L2 3 4 35 ¢ 7
M= 4.0
328.  Students older than 25 should not be considered Ql = 6,0/Q3 = 7.0
for admission to NJSOM. L 2 3 4 5 ¢ 7
M= 7,00
329, Appealiﬁg to the older, minoripy, non-traditionally Q= 5,0/¢3 = 7.0
Prepared scudent {x the only way NJSOM can survive. 1 2 3 4 s 6 7
Me 5.0
330. Preference should be given co prospective students Q1 = 3,0/Q3 = 5.2
with tradicional pre-med preparation. A Z 5 7
- M= 4,0
Ql = 3.0/Q3 » 5,0
331, MCAT scores are emphasized too much in the ad-
missions process. 1 3 3 4 3 6 7
Mw 4,0
332, I'm not familiar wich the admissions requirements or Q1 = 3,0/Qq3 = 7,0
the process of selscrion. L2 3 4 s 6 73
M= 6,0
333. Exrtensive Counseling services should be available Q1 = 1.0/Q3 = 3,0
to students who mav be having academic difficultiesg 1 2 ] 4 5 6 7
becsuse of scress and personal problems. M= 1.0
= 1.0/Q3 = 4.0
334 4 coungeling SUPPOTT 3tarf for studencs ang their a R
families would %e 3 jood student recruitment incen~
tive. 1 2 3 3 5 P 7
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335, A young, un-married student with good MCAT scores, & Ql = 2.0/Q3 = 5,0
a high GPA {s still che best candidate for med
schoal (oscecpathic or allopuathic). M= 4.0
336. Admicting studencs with degrees iun othar than pre- Ql = 4.0/Q3 = 7.0
med virtually guarantees academic difficulcey in
the first two years. 1 2 3 4 5 6 7
§ M= 6.0
;
1
337.  Student Affairs should organize more cambined f Ql = 1.0/Q1 = 4.0
faculny*administration-ﬁcudenc soclal occaslons to
encourage a sensa of camaraderic, i 2 3 4 S 6 7
¢ M= 3,0
)
338. Enrolled student representacives should parcicipate ; ¢l = 3.0/03 = 5.0
in new student admissions. 2 3 4 5 6 7
b IS M« 3,0
, 0l = 3.0/Q3 = 6.0
33%. The University granciag the bachelor's degree, and )
the class rank are more significant chan G.P. 4. !
or MCATs, ' ) 2 3 4 5 6 7
) M= 4.0
340. My exposure to current gcudents reflects the E 0l = 2,0/Q3 = 4,0
capabilicy of our present admissions procedures. B 3 5 5 6 7
- M=13,0
J4t.  The concern to be addressad regarding admissions is | QL = 1.6/Q3 = 3.0
noc how tu evaluate whac we have, but how to im- :
prove the over-all quality of che applicant pool, L2 3 4 5 4 7
E M= 2.0
#
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Narrarive Responses to Round II1 Instrument Indicating Consensus Was Not Obtained
I. CAMUTS/CURRICULUM

Item #4: The present 'split cawpus' offers advantages to the students.

Ql = 4,0/01 = 7.0
M= 6.5

One respondent remained 1o strong agreement with this statement
basad on the strengrh of RMS facilities and the feeling that
acparation of baslc sclence and clinical courses is positive,

Item #7: A unified campus would encourage better faculty relations.

Ql = 1,0/03 = 3.0
M= 1.0 .

Three respondenta disagreed with thia statement indicating that
difficulties in faculty relations had lirtle to do with the
separate campus sltuatfon.

Trem #29 The systems approach 1s artificial and needs revision.

Gl = 2.0/03 = 5.0
M= 4.0

One respondent maintained strong disagreement with this statement.

Ttem #37 Removing basic sclence faculty from Piscataway will limit their
professlonal prowth.
QL = 2.0/03 = 6,0
M= 4.0
One respondent remained in strong agreement (outside the range)
ladicating that the tie to Rutgers wmedical and graduate achools
is critical to basic science faculty.

Yeemw #79  The veputation of any medical school is based on academic/research ”
achievements.
Ql = 1,0/03 = 4,0
M= 2.0

Two respoundents remained in disagreement with this statement; bath
indicated feelings that the repuration of a medical achool 1s
based on the clinical skills of 1its graduates.

TI. VFUTURE CROWTH/MISSTONS AND GOALS

Ttem #117 The Divislon of Research is one of the most positfve moves toward
the yrowth of N.JSOM.



Ql = 1,0/03 = 4.0
N = 3.0

One respondent disagreed with this statement iandicating that it
was wore of an adwinietrativefpolitical token than a functional
entitcy.

Item #136 7The establishment of a 'tenure' system for full-time clinical

faculiy is of ImporiLance to the institution; and should be a future
goal.

0l = 1.0/Q3 = 3.0
M= 2.0

Two respondents disagreed with this-statement indicsring that the
concept of academic tenure was inappropriate for clinielane who
were involved in patient treatment,

- e -

Ttem #138 Poast-graduate facilities to provide specialists and “super”

specialists should be a goal of NISOM.
Q) = 1.0/03 = 4.0
M= 3.0
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Four respondents disagreed with this statement indlcating that emphasis

should be on primary care, not specialties.

Ttem #144 A public relattons office should be established to insure visgi-

bility of NJSOM and the profession.
Gl = 1,6/03 = 3.0
M= 1,0

Two respondents Insisted that such an oifice existed, bur iIf this mauy

faculty were nat aware of it them it should be more viaible.

TIT OSTHOPATHIC PERSPECTIVE AND IDENTITY -

Iv.

Consensus was obtained on all icems in this section of the instrument

CURRICULUM/LABORATORY SPACE

#185 Separate labs for NJSOM students will be an indication that they're

inferfor to KMS students, and perhaps to allopathic physiciano.
Ql = 4,0/03 = 7.0
M= 7.0
One respondent agreed strongly with this statement indicating the

concern thaté the quality of fnatruciion would be poor and standards

would be lowered.

ADMINISTRATION

Congensus was obrained on all items In this section of the instrument
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VI. TEACHING AND EVALUATION

Trem #224 The institution makes a fair and accurate evaluation of my
teaching skills,
01 = 3.0/03 = 6.0
M= 4.0

S5ix respondeuts remained In strong disagreement (outside the
range ) indlcating that virtually no evaluation was made, and
eiforty were poor at best.

Ttem #231 The present system of student course evaluation is adequate.
0l = 2,0/03 = 6.0
M= 4.0

Four respondents remalned in strong disagreement {outside the
range) ludicating fnconsistencles in current course evaluacion
procedures,

VIT. TENURE/PROMOTION; SALARY AND MERIT v

Ttem #254° The procedures for terminating faculty appointmenta at NJSOM
are appropriate and adequate.
QL = 2,0/Q3 = 4.0
M= 4,0

Three respondents remained in disagreement with this statement
indlcating thac they did not know the procedures and thus
disagreed with the atatement.

Teem #271 I have published in the last academic year.
Ql = 1.0/03 = 4.0
M« 1,0

Two respondents disagreed indicating that they had not pub-
lished in the last academic year.

Ttem #3080  Years of employment should be considered in pay/promotion
decisions, -
. Bl = £.0/03 = 4,0
M= 30

Four respondents strongly disagreed with this statement in-
dicating that chis would destroy the concept of "merit".

VITE, STULENTS/ADMISSTONS

Item #335 A young, un-married student with good MCAT ecares, and a high
GPA 1s 8r1]l the best candidate for med school (ostecpathic
or allopathic). ’

QL = 2,0/03 = 5.0
M= 4.0

Two reapondents disagreed with this statement primarily because
the statemert included too many conflicting factors.
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342, “pProblew—Solving Techniques" are Imporcant Ql = 1.0/03 = 2.0
in the flrst rwo years. M~ 1,0
J43. Actual patient exposure lsn't necessary in 1 2 3 4 5 6 7
the first Lwo years. 0l = 4.0/03 = 7.0
M= 5,5
344, The split campus is only one of many problema, 0l = 1,0/03 = 3.0
1f chia ip considered the only problem, others| ) 2 3 [ 5 6 7
wlll be {gunured, M=1.0
345, The vcurrent curricular poliry adequately re- 0l. = 1.0/03 = 3.0
flects the purposes for which NJSOM was 1 2 3 4 5 6 7
established. M= 1,0
346, An integrated curriculum means more work for 0l = 3,0/03 = 2,0
me as an educator, 1 2 3 4 5 & 7
M= 4.0
347, An inceprated curriculum means less certainty Ol = 1.0/03 = 4,0
for me in wy role as an educator. 1 2 3 4 5 & 7
M= 20
348, NJSOM administration should stay in Camden. 1 2 3 4 S & 7
. 0L = 2.5/03 = 4.0
M= 3.0
349. Phases of student education should stay aplic 01 = 4,0/03 = 7.0
between Stratford and Camden. 1 2 4 5 6 7

6,0

R ——
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350, Parc-time and volunteer faculty are a unlque asset 2 3 4 5 & 7
witich NJSOM has failed to properly wtillze, Ql = 2,0/03 = 5,0
J— p— - H = [‘ . 0
351. Recrulting and artraeting quality clinical faculrty Ql = 1.0/03 = 2,0
13 a severe ichibitor of contlnued institutional 2 3% 4 5 6 7
growrh. M=1,0
352, A falr discussion of advaatages of RMS affiliation, Ql = 2.0/Q3 = 5.0
and advantages of being 1n Camden must be encouraged
even 1f are perceived as anti-adwinlstrative policy, 2 304 5 6 7
M= 3,5
353. As curvently constituted, the time of a clinician 0l = 1,0/03 = 3.0
s too limlted for genulne research coutrlbutions. 2 3 4 5 6 7
M= 2.0
354, Inecluslon of general internal medicine as a possgible 0l = 2.0/n3 = 6,0
prinary care experience combines primary care with 2 3 4 5 &6 7
a speclalty experience. Mw 3,0
355, Osteopaihy is a culture proup within medlcine as a 0l = 2,0/03 = 5,0
whole and as such fs a unit within "allopathy", 2 3 4 5 6 7
M= 4.0
356. Osteopathy 1s an altermative parhway to the larger 0l = 1.8/Q03 = 4,0
profession of wedicine. 2 3 4 5 & 1
M=2.0
357. The greateatr strength, and weakness, of NJSOM is Nl = 3,0/03 = 7,0
that we funciion like au Ltalian/Jewish family. 1 2 3 4 5 & 7
M=6,0
358, loyalty to an academic discipline should be a M = 1.0/03 = 2.0
eriterlon for selection of all faculty. 1 2 3 4 5 & 7
M=1,0
359. The current plans for a new curriculum have been 01 = 4.0/03 = 7.0
stated cleariy. i1 2 3 & 5 6 7
' M=50
360. The whole section dealing with curriculum fs a Nl = 1.0/03 = 2,0
major topic for a vetreatr because without direct 1 2 31 4 5 & 7
facuity lnput and consensus, rescructuring will M= 1.0
fail,
361. Adninistration tends to make decisions from only Ql = 3.0/Q3 = 6,5
unilateral lopul. i 2 3 &4 5 6 7
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JaZ. Adwinistrative decisions relating to faculty do not .
have judlclal quality. nl 'Mj;oé‘fg - 1.0
363. Declisions are ildealistically framed, but dictated by Ql = 2.0/Q3 = 5.0
ceonomics. 1 2 3 4 5 6 7
M= 4.0
364. The administration hears and amplifies most things 0l = 3.0/03 = 4.0
and persons who vaice agreement. 1 2 3 4 5 & 7
M= 4,0
365. The 'non-worklng' whose volce ls appreciated by Ql = 3.0/03 = 4.0
administration may be rated higher than the 'werk- 1 2 3 4 5 -6 7
1ng' whose voice 1is not, M= 4.0 .
66. Cha: 3 ected. Fd 6
366. Chairperaons should be elected 1 Qf - 3.0133 ‘53.0 7
M= 2.0
367. The chalr of a deparrment should be a permanent Q1 = 4.0/Q3 ~ 7.0
PEYh | .
positlion 2 J - 3.0 5 .f
368, Powers now in the hands of UMONI adininistrators Qb = 1.0/03 = 2.0
(purchasiog, grant administration, persoanel de- 2 %q _41 05 6
cisions, ete.} should be shifted to NISOM adminis-— ‘
trators.
! - [ 2 .
369. T have been shown a model of a team-teaching eplsode g 34 0£Q3 5 ? g
M=8,0
- -
= 5, - .
370. T have been shown a curwiculum utilizing teaam e 0/03 7_0
teaching. 2 3 4 5 6
M= 7.0
371,  As a student 1 have been exposed to a ream-teaching | 2 3 4 5 6
approach, L0l = 6,0/03 = 7.0
Mo
372. Small group teaching can help to identify scudents 2 3 4 5 6
adjustment prublems early. Nl = 1,0/G3 = 5,0
M=~ 3,5
373, Small group teaching can help establish a camaraderie Ql = 4.0/03 =~ 6.0
amony D, 0. students and faculty thus alleviating 2 3 4 5 6 7
frelings of belng 2nd class clrizens, M= 4,0
374, Computer-assisted instructlon should not be empha- 0l = 1,0/93 = 4.6
Glzed at the expense of amall group teaching. 2 3 4 5 6 17

M= 2,0
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475, As loug as there 1s a "need ro earn” olinical faculty Ql = 1.0/03 = 4.0
cannot practice a three-fold responsibility to the 1 2 3 4 5 6 7
inscltution, . .notably resecarch, M=2,0
376.  twportant promises wade to me in wy recrultment have Ql = 1.0/Q3 = 3.0
all been fulfilled. 1 2 3 4 5 6 7
— M=~ 2.0
377. Incentive reimbursements for dollars brought in to 0l = 4,0/03 = 7.0
NJSOM would incite departmental rivalry, 1 2 3 4 5 6 7
- M=6,0
376. Formal education courses given by Research Adminie- | QI w 1.0/q3 = 2,0
tration to clinicians would be beneficial research~ I 2 3 4 5 6 7
cltnical lipk. M= 1,0
379. “Salary" ts the single most importaut consideration 01 = 2,5/03 = 4,0
in clinical faculty recruitmenc. 1 2 1 4 5 6 7
M= . .
380.  The acceprable measure of "loyalty" is agreement with 0Ol = 2.0/03 = 6,0
adalnistrarion on all wmajor issucs. 1 2 3 4 5 6 7
Me 4,0
381,  Attendance at national and international meetings Q1 = 1.0/03 = 3,0

I
should be paid for by the fnstitution when a faculcy ¥ 2 3 4 5 6 7
member {s on the prograa, M

382. It 1s imperative that we offer admission options to 01 = 1.0/03 = 4.0
those students who are eligible but may not be 12 3 4 5 6 7
“rypical". - ! M= 2,0

)

383. The concern to be addressed is how to choose a bettrer 01 = 2,0/03 = 4.0

class from the applicant poal, L2 3 4 5 6 7
M= 4,0

184, The early Rutgers dominated curriculum contributes Ql = 4.0/03 = 7,0

stvongly to poor 1st and 2nd year student performance. 1 2 3 M 4 6\% &6 7
- L]

385. Minimum stacdards for admission should be obgerved, N1 = 1.,0/03 = 2.0

even 1f lt means not "F1lling" a class, 1 2 3 4 5 & 2
: . M= 1,0

386. Our applicant pool is limited because we do not do ¢ Q1 =2,0/03 = 5,0
enough to actract non-traditional srudents, t 2 3M 44 05 [ 7

387. Our applicant poul s limited because we Are a new 1l = 3.8/03 = 7,0
school, and are not yet widely known, L 2 3 4“ 55 6 7

M= 4,

188, We need to examice how to prevent N.J. residents from Ur="1.u/m w30

leaving for other N,J, achools Just before mactriculac~{ 1 2 3M hz 05 6 7
. . 1 -~ ®

lon.
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ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE

NUMBER MEAN MEDIAN MODE DEVIATION  VARIANCE COUNTED COUNTED (Ql) (Q3)
1 5.88 7.00 7.00 2.07 4.3 50 0 6.0 7.0
2 2.82 1.50 1,00 2.34 5.49 50 0 1.0 5.0
3 2.26 1.00 1.00 2.21 4.89 50 0 1.0 2.0
4 5.28 6.50 7.00 2.18 4,77 50 0 4.0 7.0
5 2.76 1.50 1.00 2.17 4.71 50 0 1.0 4.0
6 2,36 1.00 1.00 2.08 4.35 50 0 1.0 4.0
7 2.00 1.00 1.00 1.74 3.06 50 0 1.0 3.0
2.74 2.00 1.60 2.10 4.44 50 0 1.0 4.0

9 2.44 1.00 1.00 2,13 4.57 50 0 1.0 3.0
10 2.32 1.00 1.00 1.94 3.7 50 0 1.0 3.0
11 2.36 1.50 1,00 1,723 .01 50 0 1.0 4.0
12 5.32 6.00 7.00 1.91 3.65 50 0 4.0 7.0
13 4.64 4.00 4,00 1.79 3.21 50 0 4.0 6.0
14 2.36 1.00 1.00 1.92 3.70 50 0 1.0 3.0
15 5.10 5.50 7.00 1,84 3.41 48 2 4.0 7.0
16 2,75 2.00 1.00 1.99 3.60 49 1 1.0 4.0
17 4.54 4.00 4.00 1.98 3.95 48 2 3.0 6.5
18 1.98 1.00 1.00 1.70 2.91 50 0 1.0 2.0
19 4.61 4.00 7.00 2.15 4.65 49 1 3.0 2.0
20 2.18 1.00 1,00 1,84 3.41 50 0 1.0 3.0
21 2.75 2.00 1.00 1.83 3.3 49 1 1.0 4.0
22 2.00 1.00 1.00 1.722 2.97 50 0 1.0 3.0
23 4.83 6.00 7.00 2.18 4.76 49 1 3.0 7.0
24 4.00 4.00 4.00 1.98 3.98 46 4 2.0 6.0
25 3.64 3.00 3.00 1.75 3.08 48 2 2.5 4.0
26 5.47 6.00 7.00 1.48 2.21 46 4 4.0 7.0
27 3.61 4.00 4.00 1.55 2.41 47 3 2.0 4.0
28 3.68 4.00 1.00 2.28 5.07 50 0 1.0 6.0
29 3.50 4,00 4.00 1.97 3.88 50 0 2.0 5.0
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TABLE X --Continued
ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MED IAN MODE DEVIATION  VARIANCE COUNTED COUNTED (Ql) (Q3)
30 §.55 5.00 6.00 1.94 3.79 49 1 3.0 6.0
31 4,23 4.00 6.00 1.94 3.79 47 3 2,0 6.0
32 2.53 2.00 1.00 1.84 3.42 49 1 1.0 3.0
33 3.59 4.00 4.00 1.33 1.78 49 1 3.0 4.0
34 2,50 1,00 1.00 1.92 3.72 50 ¢ 1.0 4.0
35 2.15 2.00 1.00 1.42 2.04 46 4 1.0 3.0
36 4.48 6.00 6.00 2.26 5.11 50 0 2,0 6.0
37 3.98 4,00 4.00 2.19 4.83 50 ¢ 2.0 6.0
38 4,56 4.50 7.00 2.17 4,74 50 0 3.0 7.0
39 2.16 1.00 1.00 1.97 3,89 50 0 1.0 2.0
40 5.16 6.00 7.00 2.04 4,18 48 2 4.0 7.0
41 4.48 5.00 n/u* 1.72 2.9 49 1 3.0 6.0
42 5.00 5.00 7.00 2.01 4.04 49 1 4.0 7.0
43 5.36 6.00 7.00 2,13 4.56 50 0 4.0 7.0
44 5.32 6.00 7.00 2.12 4,50 50 0 4.0 7.0
45 5.14 6.00 7.00 2.08 4.32 50 0 4.0 7.0
46 3.60 3.00 1.00 2.14 4.61 50 0 2.0 6.0
47 3.30 3.00 2.00 1.87 3.52 50 0 2.0 5.0
48 3.93 4.00 4.00 2.06 4.27 48 2 2.0 6.0
49 5.06 6.00 7.00 1.80 3.24 50 0 3.0 7.0
50 2,70 2.00 1.00 2.08 4.33 50 0 1.0 4.0
51 2.10 1.00 1.00 1.57 2.46 49 1 1.0 3.0
52 1.81 1.00 1.00 1.16 1.36 49 1 1.0 2.0
53 4.30 4.00 7.00 2.20 4.86 50 0 2.0 7.0
54 2.59 2.00 1.00 1.61 2.59 47 k| 1.0 4.0
55 1.80 1.00 1.00 1.26 1.59 47 J 1.0 2.0
56 2.04 1.00 1.00 1.51 2.28 49 1 1.0 3.0
57 3.73 4.00 n/u* 1.97 3.88 46 4 2.0 5.0
58 5.64 7.00 7.00 1.83 3.37 50 0 5.0 7.0
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ITEM STANDARD YALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARIJANCE COURTED COUNTED (ql) (Q3)
59 5.72 7.00 7.00 1.92 3.71 50 0 5.0 7.0
60 3.93 4,00 7.00 2.08 4.35 48 2 2.0 6.0
61 3.32 2.00 2.00 2,28 5.20 50 0 1.0 6.0
62 4.14 4.00 7.00 2,04 4.16 50 0 2.0 6.0
63 3.55 4.00 4.00 1.91 3.66 45 5 2,0 5.0
64 5,20 6.00 nfu* 1.73 3.02 50 0 4.0 7.0
65 5.76 7.00 7,00 1.62 2.63 46 4 4.0 7.0
66 5.16 6.00 7.00 1.91 3.68 49 1 4.0 7.0
67 5.06 6.00 7,00 2.21 4.91 50 0 3.0 7.0
68 3.58 3.50 n/u* 1.89 3.59 50 0 2.0 5.0
69 4,94 6.00 7.00 2.10 4.42 50 0 3.0 7.0
70 3.83 4.00 4.00 1.80 3.26 49 1 2.0 5.0
71 2.93 3.00 1.00 1,82 3.33 45 5 1.0 4.0
72 2.64 2.00 1.00 1.7 2,92 50 0 1.0 4.0
73 2,79 2.00 1.00 1.86 3.46 50 0 1.0 4.0
74 3.3 3.00 1.00 2.17 4,72 50 0 1.0 5.0
75 3.36 3.00 1,00 2.36 5,57 49 1 1.0 6.0
76 3.63 4,00 4,00 1.52 2.32 46 4 3.0 4.0
77 3.80 3.50 3.00 1.95 3.80 46 4 2.0 6.0
78 4.62 5.00 7,00 2,18 4,77 50 0 3.0 7.0
79 2.72 2,00 nfu* 1.91 3.67 50 0 1.0 4.0
8¢ 4.79 6.00 7.00 2.26 5.12 49 1 3.0 7.0
81 4.62 5.00 6.00 2.00 4.02 48 2 3.0 6.0
82 2.02 2.00 1.00 1.31 1.73 50 0 1.0 3.0
83 3.30 4,00 4,00 1.76 3.1 50 0 2.0 4.0
84 3.40 3.00 1,00 2,01 4.04 50 0 2.0 5.0
85 3.70 4.00 1.00 2.19 4.82 50 0 2.0 6.0
86 3.10 3.00 n/u* 1.93 3.76 49 1 2.0 4.0
87 4.06 4.00 n/u* 2.20 4.84 47 3 2.0 6.0
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ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARIANCE COUNTED COUNTED (Q1) (Q3)
88 4.89 6.00 7.00 2.17 4.71 49 1 3.0 7.0
89 3.22 3.00 4.00 1.73 j.a 49 1 2.0 4.0
90 3.87 4.00 4.00 1.73 3.02 47 3 3.0 6.0
91 3.32 3.50 4.00 1.72 2.98 46 4 2.0 4.0
92 2.65 2.00 1.00 1.96 3.85 49 1 1.0 4.0
93 2.26 2.00 1.00 1.50 2.27 50 0 1.0 3.0
94 3.6l 4.00 4.00 1.76 3.11 4$ 1 2.0 4.0
95 2.54 2.00 2.00 1.52 2.33 48 2 1.0 3.5
9% 3.87 4.00 6.00 1,97 3.90 49 1 2.0 6.0
97 5.30 6.50 7.00 2,20 4.86 50 0 4.0 7.0
98 3.06 3.00 1.00 2,06 4,26 50 0 1.0 5.0
99 5.66 7,00 7.00 2,15 4,63 50 0 5.0 7.0
100 5.18 6.00 7.00 2.22 4,94 49 1 4.0 7.0
1601 4.25 4.00 n/fu* 2,12 4.53 48 2 3.0 6.5
102 2.48 2,00 1.00 1.9 3.84 50 0 1.0 3.0
103 4.45 4.50 7. 2.08 4.33 48 2 3.0 6.0
104 2.70 2.00 1.00 1.76 3.11 50 0 1.0 4.0
1056 2.9 2.50 1.00 1.84 3.38 50 0 1.0 4.0
106 2.38 2.00 1.00 1.62 2.6¢4 50 0 1.0 3.0
107 2.56 2.00 1.00 1.64 2.70 50 0 1.0 4.0
108 3.12 3.00 3.00 1.66 2.76 50 0 2.0 4.0
109 3.87 4.00 2.00 1.83 3.35 49 1 2.0 5.0
110 1,88 2.00 1.00 1,00 1.00 50 0 1.0 2.0
111 1.70 1.00 1.00 0.88 0.78 50 0 1.0 2.0
112 2.26 2.00 1.00 1.59 2.53 49 1 1.0 3.0
113 4,12 4.00 7.00 2.08 4,35 50 0 3.0 6.0
114 2.28 1.00 1.00 1.74 3.04 49 1 1.0 3.0
115 3.10 3.00 1.00 1.%0 3.63 49 1 1.0 4.0
116 1.75 1.00 1.00 1.37 1.89 49 1 1.0 2.0
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TABLE x --Continued

ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MED IAN MODE DEVIATION  VARIANCE COUNTED COUNTED (al) (Q3)
117 3.02 3.00 1.00 1.88 3,57 50 0 1.0 4.0
118 2.38 2,00 1.00 1.52 2.32 47 3 1.0 3.0
119 2.93 2.00 nfu* 1.87 3.51 49 1 1.0 4.0
120 2.60 2.50 1.00 1.56 2.44 50 0 1.0 4.0
121 3.20 3.00 1.00 1.94 3.79 49 1 1.0 4.0
122 3.28 3.00 2.00 1.93 3.75 49 1 2.0 5.0
123 2.93 3.00 3.00 1.59 2.55 49 1 2.0 4.0
124 1.46 1,00 1.00 0.78 0.62 50 0 1.0 2.0
125 3.35 4,00 4.00 1.32 1.76 48 2 3.0 4.0
126 2.20 2.00 1.00 1.30 1,70 49 1 1.0 3.0
127 2.64 3.00 n/u* 1.34 1.80 48 2 1.0 4.0
128 4,91 5.00 7.00 2.01 4,07 47 3 3.0 7.0
129 3.53 4.00 4.00 1.63 2.67 43 1 2.0 4.0
130 2.02 2.00 1.00 1.09 1.20 50 0 1.0 3.0
131 3.38 3,00 3.00 1.76 3.11 49 1 2.0 5.0
132 2.91 3.00 1.00 1,66 2.75 48 2 1.5 4.0
133 2.58 2.00 1.00 1.42 2.03 48 2 1.0 4.0
134 3.78 4,00 n/u* 1.87 3.51 47 3 2.0 5.0
135 2.51 2.00 1.00 1.71 2.95 47 3 1.0 4.0
136 2,34 2.00 1.00 1.83 2.35 49 1 1.0 3.0
137 2.25 2.00 1.00 1.34 1.80 48 2 1.0 3.0
138 3.00 3.00 1.00 1.85 3.42 40 0 1.0 4.0
139 4,77 5.00 7.00 2.17 4.71 49 1 3.0 7.0
140 1.90 1.00 1.00 1.47 2,17 50 a 1.0 2.0
141 2,22 2.00 1.00 1.46 2.13 50 0 1.0 3.0
142 2.89 2.00 1.00 2,11 4.46 49 1 1.0 4.0
143 1.85 2.00 1.00 1.00 1.00 49 1 1.0 3.0
144 2.02 1.00 1.00 1.58 2.50 50 0 1.0 3.0
145 4.56 5.00 7.00 2.36 5.59 50 0 2.0 7.0

510 MO
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163

172
173
174

2.10

2.60

. MEAR  MEDIAN

STANGARD YALUES VALULS NOT QUARTILE  QUARTILE

MUDE  DEVIATION  VARIANCE __ COURTED COUNTED. (ul) (Q3)
2,00 1.00 1.40 1.96 49 1 1.0 3.0
1.00 1.00 1.55 2,40 50 0 1.0 2,0
6.00 7,00 2.40 5.79 44 1 2,0 7.0
&.00 7.0 1.57 2.46 a9 1 5.0 7.0
6.00 .00 1.74 3.05 49 1 4.0 6.0
3,00 n/u* 1.53 2,36 80 0 2,0 4.0
1.600 1.060 1.08 1.1/ 48 2 1.0 2.0
4.00 4,00 1.84 3.39 47 3 3.0 6.0
2,00 1.40 2.07 4.29 dg 2 1.0 4.4
400 5,060 1.69 3.5% 43 a 2.5 5.0
3.00 7,00 1.73 3.01 48 2 7.0 4.5
CNEY 7.00 2.14 4,09 43 2 4,0 7.0
1.00 1,00 1.6 VN 4 49 1 1.0 3.0
7.00 7.00 1.79 3.22 49 1 5.0 7.0
5.00 7.80 2.0g 4.33 Ay Z 3.0 7.0
4.00 4.00 207 4.52 45 5 o 5.0
1.0y 1.040 1.48 2.2 48 2 1.0 2.5
4,00 n/u* 1.80 3.24 43 7 3.0 6.0
3.00 nfu¥ 1.63 2.67 44 f 1.4 4.0
Y 1,60 2,05 1.23 45 5 1.0 4.1
7,60 1,00 1.94 3.79 41 6 4.0 7.0
4,00 7.0u PaaY 5.8 46 4 2.0 7.0
200 1.60 ¢.19 4.8t 48 4 1.0 4.9
£.00 /.00 1.7¢ 2.6 46 4 4.0 7.0
3,60 .00 1.84 3.40 47 3 2.0 4.0
.00 6. 00 2.03 4.12 a7 3 3.0 6.0
z. 00 1.4 2.06 4,25 44 Ke 1.0 1,0
L. 7.0 1.6/ 2.490 45 2 4.0 /.
KRN 1. 06 1.5z ©.33 4G I 1.0 3.5
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ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARTANCE COUNTED COUNTED {01) (Q3)
175 3.30 3.00 4,00 1.71 2,92 46 4 2.0 4.0
176 3.40 3. 1.00 2.00 4.02 47 3 1.0 5.0
177 3.39 3. 1.00 2.16 4.66 48 2 1.0 5.0
178 4,29 4,00 7.00 2.36 5.57 48 2 2 7.0
179 4.91 5.50 7.00 2.08 4.33 48 2 4.0 7.0
180 2.97 3.00 1.00 1.89 3.59 48 2 1.0 4.0
181 4.47 5.00 7.00 2,30 5.31 48 2 3.0 7.0
182 3.67 4.00 1.00 2.26 5.14 49 1 1.0 6.0
183 3.95 4.00 1.00 2.26 5.12 49 1 1.0 6.0
184 2.87 2.00 1.00 1.92 3.69 49 1 1.0 4.0
185 5.51 7.00 7.00 1.96 3.88 45 1 4.0 7.0
186 3.75 4.00 1.00 2.28 5.23 49 1 1.0 5.0
187 2.66 2.00 1.00 1.66 2.78 48 2 1.0 4.0
188 4.08 4,00 1.00 2.21 4.90 49 1 2.0 6.0
189 4.24 4.00 4.00 1.90 3.64 49 1 3.0 6.0
190 3.45 3.00 n/u* 1.87 3.53 48 2 2.0 5.0
191 3.82 4.00 2.00 1.99 3.97 47 3 2.0 6.0
192 3.23 3.00 n/u* 1.89 3.57 47 3 2.0 4.0
193 3.59 4.00 4,00 1.70 2.91 49 1 2,0 4.0
194 3.27 4.00 4.00 1.63 2.66 48 2 2.0 4,0
195 2.91 3.00 1.00 1.62 2,63 43 2 1.5 4.0
196 2.79 2.00 1.00 1.98 3.95 43 2 1.0 4.0
197 2.85 3.00 1.00 1.76 3.10 48 4 1.0 4.0
198 4.31 5.00 6.00 2.10 4.43 47 3 3.0 6.0
199 4.10 4.00 4.00 2.00 4,01 48 2 2.5 6.0
200 3.61 3,00 3.00 2,10 4.45 49 1 2.0 5.0
201 3.46 4.00 4,00 1.93 3.75 49 1 2,0 5.0
202 3.75 4.00 4.00 2.02 4.10 49 1 2.0 5.0
203 3.69 3.00 1.00 2.15 4.63 49 1 2.0 5.0




TABLE X --Continued

226

ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARIANCE COUNTED COUNTED {Q1) (Q3)
204 2.46 2.00 1.00 1.77 3.16 47 3 1.0 4.0
205 2.27 2.00 1.00 1.45 2.11 48 2 1.0 3.0
206 3.29 3,00 4.00 1.39 1.95 47 3 2.0 4.0
207 3.33 3.00 n/u* 1.53 2,35 48 2 2.0 4.0
208 3.72 3.00 2.00 2.03 4.15 48 2 2.0 5.5
209 3.51 3.00 1.00 2.12 4.50 49 1 1.0 5.0
210 4,70 5.00 n/u* 1.80 3.27 48 2 3.0 6.0
211 3.62 3.00 2.00 1.94 3.78 48 2 2.0 4.5
212 1.85 1.00 1.00 1.32 1.75 49 1 1.0 2.0
213 3.72 4.00 4.00 1.95 3.8l 47 3 2,0 5.0
214 3.58 4.00 4,00 1.66 2.78 46 4 2.0 4.0
215 4.65 5.00 7.00 2.10 4.43 49 1 3.0 7.0
216 4.20 4.00 4.00 2.04 4.16 48 2 3.0 6.0
217 2.30 2,00 1.00 1.51 2.30 49 1 1.0 3.0
218 5.57 6.00 7.00 1.70 2.91 49 3 5.0 7.0
219 2.38 2.00 1.00 1.85 3.45 49 1 1.0 3.0
220 4,69 5,00 7.00 1.82 3.34 49 1 3.0 6.0
221 3.89 4.00 n/u* 2.07 4,30 49 1 2.0 6.0
222 3.87 4,00 4.00 1.93 3.72 48 2 2,0 5.0
223 2.77 3.00 2.00 1.51 2,30 49 1 2.0 3.0
224 4,15 4.00 4.00 1.7 2,93 46 4 3.0 6.0
225 2.97 3.00 1.00 1.71 2.95 48 2 1.5 4.0
226 5.08 6.00 7.00 2.12 4,50 48 2 4.0 7.0
227 2.30 2.00 1.00 1.86 3.46 43 1 1.0 3.0
228 2.54 .00 1.00 1.9% 3.87 48 2 1.0 3.0
229 2,61 2.00 1.00 1.5 2.45 47 3 1.0 4.0
230 5.12 6.00 7.00 1.89 3.59 47 3 4.0 7.0
231 3.95 4.00 4.00 2.04 4.17 46 4 2,0 6.0
232 2.33 2.00 2.00 1.50 2.26 48 2 1.0 3.0

s A
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TABLE X --Continued

ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARIANCE COUNTED COUNTED {Ql} (Q3)
233 3.67 4,00 4.00 1.89 3.59 49 1 2.0 5.0
234 2.93 2.00 1.00 1.84 3.40 47 3 1.0 4.0
235 4,29 5.00 5.00 2.02 4.08 48 2 3.0 6.0
236 1.89 1.50 1.00 1.09 1.20 48 2 1.0 3.0
237 2.77 2,00 1,00 1.63 2.67 49 1 1.0 4.0
238 2.91 3.00 n/u* 1.61 2.61 49 1 1.0 4.0
239 5.06 5.00 7.00 1.77 3.14 49 1 4.0 7.0
240 4.93 5.00 4,00 1.47 2.18 48 2 4.0 6.0
241 4.52 5.00 4.00 1.84 3.40 48 2 3.0 6.0
242 3.91 4.00 4.00 2.19 4.82 49 1 2.0 6.0
243 3.97 4,00 n/u* 2.01 4.06 47 3 2.0 6.0
244 3.43 3.00 4.00 1.99 3.98 46 4 2.0 4.0
245 4.63 4.50 7.00 1,90 3.61 46 4 3.0 7.0
246 5.06 5.00 7.00 1.65 2,74 45 5 4.0 7.0
247 5.24 6.00 7.00 2,01 4,05 45 5 4.0 7.0
248 4,15 4.00 nfu* 2,14 4.62 46 4 2.0 6.0
249 3.74 4.00 1,00 2.35 5.54 47 3 1.0 6.0
250 4.04 4,00 4.00 2.05 4.21 47 3 2.0 6.0
251 3.64 3.50 1.00 2.41 5.85 48 z 1.0 6.0
252 2.91 2.00 2.00 1.90 3.61 49 1 2.0 4.0
253 3.89 3.50 3.00 2.06 4.26 48 2 2.0 6.0
254 3.57 4.00 4.00 1.63 2.68 47 3 2.0 4.0
255 3.68 4,00 4.00 1.75 3.08 45 5 2.0 4.0
256 4.00 4.00 1.00 2.55 6.52 47 3 1.0 7.0
257 4.86 6.00 7.00 2,24 5.04 46 4 3.0 7.0
258 4.29 4,00 7.00 2.57 6.63 44 6 1.5 7.0
259 5.17 6.00 7.00 2.26 5.12 46 4 4.0 7.0
260 4.61 5.00 7.00 2.49 6.24 44 6 2.0 7.0

261 5.19 7.00 7.00 2.36 5.58 45 4 4.0 7.0
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ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MED IAN MODE DEVIATION  VARIANCE COUNTED COUNTED (Ql}) (Q3)
262 5.36 7,00 7.00 2.14 4.59 46 4 4.0 7.0
263 4,65 6.00 7.00 2,70 7.34 46 4 1.0 7.0
264 3.93 3.00 7.00 2.67 7.12 46 4 1,0 7.0
265 3.46 3.00 1.00 2,59 6.75 45 5 1.0 6.0
266 4.31 6.00 7.00 2.69 7.24 44 ] 1.0 7.0
267 5.40 7.00 7.00 2.37 5.65 45 5 4.0 7.0
268 4.19 4,50 nfu* 2.6%5 7.04 46 4 1.0 7.0
269 2.20 1.00 1.00 2,02 4,08 49 1 1.0 3.0
270 2.68 2.00 1.00 1.9 3.70 47 3 1.0 4.0
271 2.58 1.00 1.00 2.44 5.99 48 2 1.0 4.0
272 1.36 1.60 1.00 1.05 1.11 49 1 1.0 1.0
273 4.39 5. n/u* 2.49 6.20 48 2 1.0 7.0
274 4,14 4.00 nfu* 2.23 4,97 48 2 2.0 6.0
275 3.85 4.00 1.00 2.18 4,76 48 2 1.5 6.0
276 3.43 3.00 1.00 2.12 4.50 48 2 1.5 5.0
217 4.85 6.00 7.00 2.24 5.02 48 2 3.5 7.0
278 3.22 3.00 1.0o 2.10 4.43 48 rd 1.0 4.0
279 1.93 1.00 1,00 1.65 2.72 49 3 1.0 2.0
280 2.84 3.50 1.00 1.78 3.19 46 4 1.0 4.0
281 4,02 4.00 1.00 2.15 4.64 46 4 2.0 6.0
282 2.08 2.00 1.00 1.45 2.11 49 1 1.0 2.0
283 2.24 1.00 1.00 1.76 3.10 49 1 1.0 4.0
284 4.29 5.00 5.00 1.98 3.95 48 2 3.0 6.0
285 3.20 3.00 1.00 1.76 3.12 49 1 2.0 5.0
286 2.36 2.00 1.00 1.25 1.58 47 3 1.0 3.0
287 3.89 4.00 6.00 1.81 3.66 48 2 2.0 6.0
288 2.97 3.00 2.00 1.70 2.89 49 1 2.0 4.0
289 3.55 3.00 1.00 1.93 3.75 49 1 2,0 5.0
290 2.83 2.00 1.00 1.83 3.37 48 2 1.0 4.0
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TABLEX ~~Continued
ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARIANCE COUNTED COUNTED (1)9)] (Q3)
291 3.63 3.00 1.60 2.13 4,57 49 1 2.0 6.0
292 4.10 4.00 7.00 2.30 5.30 49 1 2,0 6.0
293 3.75 3.00 7.00 2.25 5.10 49 1 2.0 6.0
294 2.33 2.00 1.00 1.47 2.18 48 2 1.0 3.0
295 3.18 3.00 n/u* 1.81 3.27 49 1 2.0 5.0
236 4.25 4,00 n/u* 2.05 4.23 48 2 3.0 6.0
297 2.70 2.00 1.00 1.71 2.95 47 3 1.0 4.0
258 2.24 2.00 1.00 1.722 1.50 a5 5 1.0 4.0
299 3.17 3.00 1.00 1.9 3.87 45 5 1.0 4,0
300 2.93 3.00 nju 1.83 3.35 49 1 1.0 4.0
301 2.75 2,00 1,00 1.85 3.42 48 2 1.0 3.5
302 3.28 3.00 4.00 1.6l 2.61 45 5 2.0 4.0
303 2,02 2,00 1.00 1,20 1.44 46 4 1.0 3.0
04 3.89 4.00 4.00 2.10 4.42 49 1 2.0 6.0
305 4,97 5.00 6.00 1.72 2.97 49 1 4.0 6.0
306 3.08 3.00 1.00 2.08 4.3 49 1 1.0 4.0
307 2.73 1,00 1.00 2.45 6.03 49 1 1.0 5.0
308 2.41 2.00 1.00 1.77 3.14 48 2 1.0 4.0
309 1.83 1.00 1.00 1.32 1.76 49 1 1.0 2.0
310 3.36 4,00 4.00 1.75 3.07 44 6 1.5 4,0
31 4.68 5.00 6.00 1.91 3.65 47 3 4.0 6.0
312 2.10 1.00 1.00 1.66 2,76 49 1 1.0 3.0
313 3.54 4.00 4.00 1.93 3.74 48 2 2.0 5.0
314 3.87 4,00 3.00 1.83 3.72 48 2 2.5 5.5
315 3.45 3.00 3.00 1.84 3.40 48 2 2.0 5.0
316 .80 3.00 1.00 1.58 2.52 45 5 1.0 4.0
317 3.87 4,00 4,00 1.74 3,04 48 2 3.0 5.0
318 2.88 3.00 4,00 1.36 1.86 43 7 2.0 4.0
319 2.48 2.00 n/u* 1.53 2.34 47 3 1.0 3.0
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ITEM STANDARD VALUES VALUES NOT QUARTILE  QUARTILE
NUMBER MEAN MEDIAN MODE DEVIATION  VARIANCE COUNTED COUNTED (01) (Q3)
320 2.97 3.00 1.00 1.89 3.60 44 6 1.0 4.0
321 4,97 6.00 7.00 1.89 3.58 47 3 3.0 7.0
322 2.83 3.00 n/u* 1.63 2,68 49 1 2,0 4.0
323 4,93 5.00 6.00 1.68 2.84 47 3 4.0 6.0
324 2.76 2.00 2.00 1.68 2.83 47 3 2.0 4.0
325 3.45 3.00 3.00 1,97 3.91 48 2 2.0 5.0
326 3.34 3.00 1.00 2.20 4.85 49 1 1.0 5.0
327 3.95 4,00 5.00 2.02 4.08 49 1 2.0 5.0
328 6.18 7.00 7.00 1.16 1.36 49 1 6.0 7.0
329 5.70 6.00 7.00 1.61 2.59 48 2 5.0 7.0
330 3.93 4,00 4,00 1.04 2.69 48 2 3.0 5.0
331 3.87 4,00 4.00 1.70 2,90 49 1 3.0 5.0
332 4.93 6.00 7.00 2.20 4.85 49 1 3.0 7.0
333 2,32 1.00 1.00 1.79 3.22 49 1 1.0 3.0
334 2.83 2.00 1.00 1.81 3.29 48 2 1.0 4.0
335 3.48 4.00 4.00 1.76 3.13 49 1 2.0 5.0
336 5.43 6.00 7.00 1.45 2.12 48 2 4.0 7.0
337 2.89 3.00 3.00 1,73 3.01 47 3 1,0 4.0
338 3.81 3.00 3.00 1.99 3.98 49 1 3.0 5.0
339 4.38 4,00 6.00 1,70 2.90 49 1 3.0 6.0
340 3.09 3.00 4,00 1.42 2.03 44 6 2.0 4.0
341 2.48 2.00 1,00 1.48 2.21 47 3 1.0 3.0

*Not unique
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