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1. STUDENT CONCERNS/ REPORTS

Discussion

Discussion

MS4

Concern raised about accessing ERAS to which Dr. Ellis replies yes they will be sending something out.

 

MS3

 

Brown bag meeting tomorrow June 9th with Dr. Lange so issues will be brought up then

Concern about access to resources for STEP 1 and 2.
Dr. Hogg notes they purchased 1 year extensions to UWorld subscriptions and that will be handled by
library services.

Dr. Bienhoff mentions deployment by the end of the month, Dr. Hogg -  PLFSOM was surveyed by the
NBME about being a potential testing site for the STEP exams and are waiting for a reply.

Dr. Francis mentions the UWorld STEP 2 begins in July and runs for a year, which will help next year
when they are studying for STEP 2 due to 3rd year not ending until two weeks later than before, which
will push the testing date by two weeks.

 

MS2

no concerns

2. ANNOUNCEMENTS

3. MD/MBA PROGRAM PROPOSAL

 MD-MBA dual degree options_combined docs.pdf  
 MD-MBA Prelim Proposal_CEPC_08JUN2020.pdf  
 MD-MBA Prelim Proposal_CEPC_08JUN2020.pptx  
 Medical Students Who Pursue a Joint MD-MBA Degree-Who Are They and Where Are They Heading.pdf
 The Md_mba Effect_ A Study Of How Residency Directors Perceive Ap.pdf

Discussion

Discussion

Dr. Brower presents new proposal:

Currently PLFSOM offers only a duel MD/MPH program, but with adding a dual MD/MBA program it will raise its
profile and attraction among candidate pools in comparison to other Medical Schools offering dual programs.

 

UTEP and TTU Lubbock are potential partners for this program, both are long established with no difference in
accreditation but would require a 5th year commitment for PLFSOM students.
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Potential PLFSOM MD-MBA 5-year joint degree program: TTU RCOBA vs. UTEP COBA 
 TTU RCOBA UTEP COBA 
University 
accreditation 


SACSCOC SACSCOC 


Program 
accreditation 


AACSB AACSB 


Program 
established 


MBA 1998 (THECB Program Inventory) 
MS 1974 


MBA 1973 (THECB Program Inventory) 


Required 
credit hours 


42 36 


Core 
curriculum 
hours 


34 (including 9 hours “Health Organization 
Management” coursework and 1 hour for Six 
Sigma Certification) 


27 


Online options Entire program may be completed online Mostly in-person, hybrid possible 
Internship of 
capstone 
project? 


Internship as a potential option (would 
require a local coordinator) 


No 


Potential for 
shared credit 


Yes* (8 hours) Yes* (9 hours) 


Local campus 
with local 
faculty 
support? 


No Yes 


Logistical fit 
with PLFSOM 
curriculum 


All-online format offers added flexibility In-person cohort system less flexible, with 
medical students floating across MBA 
cohorts 


Tuition and 
fees/3 credit 
hour course 


IS $1,863.50/OS (?? - almost double IS) IS $1,785.35/OS $3,322.70 


Estimated 
MBA program 
costs 


IS $23,047/OS (?? - almost double IS) IS $16,068.15/OS $29,904.30 


Faculty size 
(salaried 
appointments) 


136 (TTU AY2018-19 Fact Book) ~60 (per website) 


MBA degrees 
conferred in 
AY2018-19 


210 (TTU AY2018-19 Fact Book) 91 (UTEP CIERP) 


Experience 
with join 
degree 
programs 


Many, including an established MD-MBA 
program with TTUHSC SOM in Lubbock 
(https://www.depts.ttu.edu/rawlsbusiness/g
raduate/dual-degree/mba-dual/) 
 


BS-MBA programs at UTEP 
MBA-MPA program at UTEP 


Reputation per 
Blomberg 
Businessweek 
and USN&WR 


Bloomberg BW rating #73 B-school in US 
(#131 in online MBAs) 
USN&WR #92 B-school 


Not ranked by either 


*Subject to regulatory reviews and approvals 



https://www.depts.ttu.edu/rawlsbusiness/graduate/dual-degree/mba-dual/

https://www.depts.ttu.edu/rawlsbusiness/graduate/dual-degree/mba-dual/





Comparison of potential MBA curricula for proposed MD-MBA program 
TTU RCOBA UTEP COBA 
ACCT 5301 - Financial and 
Managerial Accounting 


3 ACCT 5304 Accounting Analysis 3 


ISQS 5330 - Decision Theory and 
Business Analytics 


3   


HOM 5307 - Managing Healthcare 
Organizations 


3   


HOM 5308 - Healthcare 
Operations Management and 
Quality 


3 OSCM 5308 Concepts of 
Production Management 


3 


MGT 5371 - Managing 
Organizational Behavior and 
Organizational Design 


3 MGMT 5311 Organizational 
Management Seminar 


3 


FIN 5320 - Financial Management 
Concepts 


3 FIN 5311 Financial Management 3 


BECO 5310 - Economic Analysis 
for Business 


3 ECON 5311 Managerial Economics 
 


3 


HOM 5309 - HOM IV: Integrated 
Healthcare Operations (or MGT 
5391) 


3   


MGT 5372 - Leadership and Ethics  3 BLAW 5306 Business Law and 
Ethics 


3 


MKT 5360 – Marketing Concepts 
and Strategies 


3 MKT 5311 Marketing 
Management 


3 


ISQS 5345 – Statistical Concepts 
for Business and Management 


3 QMB 5311 Quantitative Methods 
in Business 


3 


  MGMT 5335 International 
Strategic Management 


3 


BA 7000 - Six Sigma Certification 
(1 SCH) 


1   


PLUS – PLFSOM shared credit (8 
SCH)* 


8 PLUS – PLFSOM shared credit (9 
SCH)* 


9 


Total hours 42 Total hours 36 
*Subject to institutional and regulatory reviews 


Non-intuitive acronyms: 
ISQS: Information Systems and Quantitative Sciences 
HOM: Health Organization Management 


 Non-intuitive acronyms: 
QMB: Quantitative Methods in Business 
OSCM: Operations and Supply Chain Management 


 


 







Fall 20      
Blue


Spring 21 
Gold


Fall 21    
Silver


Spring 22 
Orange


Fall 22      
Blue


BLAW 5306
ACCT 5301


MGMT 5311


QMB 5311 MGMT 5311
FIN 5311 ACCT 5304 In-State Cost per 3SCH $1,785.35


MKT 5311 BLAW 5306 Out-of-State Cost per 3SCH $3,322.70


START DATE END DATE TOTAL IN-STATE TOTAL OUT-OF-STATE
Elective I Elective I 6/26/21 8/9/21 $3,570.70 $6,645.40


ECON 5311 QMB 5311


START DATE END DATE TOTAL IN-STATE TOTAL OUT-OF-STATE
Elective II ECON 5311 BLAW 5306 8/17/21 9/21/21 $7,141.40 $13,290.80


OSCM 5308 MKT 5311 ACCT 5304 9/25/21 11/1/21
MGMT 5335 FIN 5311 MGMT 5311 11/4/21 12/9/21


START DATE END DATE TOTAL IN-STATE TOTAL OUT-OF-STATE
Elective III Elective II QMB 5311 MGMT 5311 1/10/22 2/17/22 $5,356.05 $9,968.10


OSCM 5308 FIN 5311 ACCT 5301 2/21/22 4/4/22
MGMT 5335 MKT 5311 BLAW 5306 4/7/22 5/12/22


TOTAL PROGRAM COST TOTAL PROGRAM  COST
IN-STATE OUT-OF-STATE


Elective III Elective I Elective I $16,068.15 $29,904.30
ECON 5311 QMB 5311


Based on Fall 2020 tuition and fees. Every effort was made to provide accurate and up to date information. 
Terms and conditions are subject to change at the University's discretion.


Elective II ECON 5311 BLAW 5306
OSCM 5308 MKT 5311 ACCT 5301
MGMT 5335 FIN 5311 MGMT 5311


Elective III Elective II QMB 5311
OSCM 5308 FIN 5311
MGMT 5335 MKT 5311


Elective III Elective I
ECON 5311


Elective II
OSCM 5308
MGMT 5335


Elective III


Fall 2022


Spring 2023


Summer 2023


Fall 2023


Spring 2024


Summer 2022


Fall 2020


Spring 2021


Summer 2021


Fall 2021


Spring 2022







In-State Out-of-State In-State Out-of-State Total In-State Total Out-of-State
Term Course Course # Title Start Date End Date Course Course Per Term Per Term Program Program


Mondays and Thursdays 5:30 
p.m.-9:30 p.m. Summer QMB 5311 Quantitative methods in Business 6/28/21 8/9/21 $1,785.35 $3,322.70
Tuesday 5:30-9:30 p.m. & 
Saturdays 8:00 a.m.-12:00 
p.m. Summer ECON 5311 Managerial Economics 6/26/21 8/7/21 $1,785.35 $3,322.70


$3,570.70 $6,645.40


Tuesday 5:30-9:30 p.m. & 
Saturdays 8:00 a.m.-12:00 
p.m. Fall BLAW 5306 Business Law and Ethics 8/17/21 9/21/21 $1,785.35 $3,322.70
Tuesday 5:30-9:30 p.m. & 
Saturdays 8:00 a.m.-12:00 
p.m. Fall ACCT 5304 Accounting Analysis 9/25/21 10/30/21 $1,785.35 $3,322.70
Mondays and Thursdays 5:30 
p.m.-9:30 p.m. Fall MKT 5311 Marketing Management 9/27/21 11/1/21 $1,785.35 $3,322.70
Mondays and Thursdays 5:30 
p.m.-9:30 p.m. Fall FIN 5311 Financial Management 11/4/21 12/9/21 $1,785.35 $3,322.70


$7,141.40 $13,290.80


Mondays and Thursdays 5:30 
p.m.-9:30 p.m. Spring MGMT 5311 Organizational Management Seminar 1/10/22 2/17/22 $1,785.35 $3,322.70
Mondays and Thursdays 5:30 
p.m.-9:30 p.m. Spring OSCM 5308 Concepts of Production Management 2/21/22 4/4/22 $1,785.35 $3,322.70
Mondays and Thursdays 5:30 
p.m.-9:30 p.m. Spring MGMT 5335 International Strategic Mgmt 4/7/22 5/12/22 $1,785.35 $3,322.70


$5,356.05 $9,968.10
$16,068.15 $29,904.30


Based on Fall 2020 tuition and fees. Every effort was made to provide accurate and up to date information. 
Terms and conditions are subject to change at the University's discretion.







Dear Rick,


Definitely. Students can complete most of the HOM classes in the Summer, and will be able to finish the rest in the Fall and Spring. The only
change there will be, the students will need to take MGT 5391 instead of HOM 5309. They are comparable courses, and they are capstones.
Students can only take a capstone during the semester or the prior semester of their graduation. As we only offer the HOM classes in the
Summer, we have to make that change.


Also, note that the pricing below is for a Texas resident. If a student is a non-resident, they will be charged a non-resident fees. That fees may
be waived if they receive a competitive scholarship. We have some of those for our dual students.


Best,
Mayukh


Mayukh Dass, Ph.D.
Associate Dean of Graduate Programs and Research
Rawls College of Business
Texas Tech University


Sent from an iPhone


On May 19, 2020, at 12:19 PM, Brower, Richard <Richard.Brower@ttuhsc.edu> wrote:


Re: Possible MD-MBA affiliation with TTUHSC El Paso


 Reply all |


Inbox



Dass, Mayukh <Mayukh.Dass@ttu.edu> 


To:


Tue 5/19/2020 11:28 AM


Brower, Richard 


Reply all | Delete Junk |  







Mayukh,


Thanks for your pa�ence with our review process -- I think we are converging on a very good plan. One addi�onal ques�on regarding
the highlighted statement in your message copied below: Do you think it would be possible for students to complete the program by
star�ng with a summer term and con�nuing through the subsequent fall and spring semesters? More specifically, our the course
offerings such that the sequencing of coursework would be feasible?


Again, thanks for your help with this -- I am just trying to an�cipate the ques�ons that will be raised by our curriculum commi�ee
and provost.


Thanks again,


--Rick


From: Dass, Mayukh <Mayukh.Dass@�u.edu>
Sent: Wednesday, May 6, 2020 4:50 PM
To: Brower, Richard
Subject: Re: Possible MD-MBA affilia�on with TTUHSC El Paso
 
Dear Richard,


I hope that you are doing well. 


A�er going over the syllabus, I think we should be able to accept PSCI 5221 ( 8CR) as elec�ves (pending approval from the MBA
commi�ee). Students will take the following MBA classes:


ACCT 5301 - Financial and Managerial Accoun�ng 3 Semester Credit Hours
ISQS 5330 - Decision Theory and Business Analy�cs 3 Semester Credit Hours
HOM 5307 - Managing Healthcare Organiza�ons 3 Semester Credit Hours
HOM 5308 - Healthcare Opera�ons Management and Quality 3 Semester Credit Hours
MGT 5371 - Managing Organiza�onal Behavior and Organiza�onal Design 3 Semester Credit Hours
FIN 5320 - Financial Management Concepts 3 Semester Credit Hours
BECO 5310 - Economic Analysis for Business 3 Semester Credit Hours
HOM 5309 - HOM IV: Integrated Healthcare Opera�ons 3 Semester Credit Hours
MGT 5372 - Leadership and Ethics 3 Semester Credit Hours
MKT 5360 - Marke�ng Concepts and Strategies 3 Semester Credit Hours


Reply all | Delete Junk |  







ISQS 5345 - Sta�s�cal Concepts for Business and Management 3 Semester Credit Hours
BA 7000 - Six Sigma Cer�fica�on  1 Semester Credit


I have dropped HOM 5382 - Field Experience in HOM 3 Semester Credit Hours, which is offered to the Lubbock MD students. This is
the preceptorship course. If you feel that this is an important class for your students, and you have someone there who can manage
the internships (Brent Magers does it for us here) at El Paso, we can remove BECO 5310 and HOM 5382 on the schedule.


If students take 12 hours for two semesters, and 10 hours for one semester, it will cost a total of $23,047. ($8008 for 2 semesters,
$7031 for one semester).


Please let me know when you want to talk to finalize before May 11.


Best,
Mayukh


Mayukh Dass, Ph.D.
Associate Dean of Graduate Programs and Research
J.B. Hoskins Professor of Marketing
Director, Scovell Business Leadership Program
Rawls College of Business
Texas Tech University


From: Brower, Richard <Richard.Brower@�uhsc.edu>
Sent: Monday, May 4, 2020 2:58 PM
To: Dass, Mayukh <Mayukh.Dass@�u.edu>
Subject: Re: Possible MD-MBA affilia�on with TTUHSC El Paso
 
Hi Mayukh,
Gree�ngs again from El Paso. Following-up on the message below, have you had an opportunity to take a look at my outline of our
academic calendar and consider poten�al paths for our medical students through your MD-MBA program? It would be very helpful
to have a schema�c or two of how the programs might be integrated (with a '5th year' program likely most feasible based on what I
have seen -- i.e., student might be able to accomplish some work early and during their 4th year of medical school, but the bulk of
the MBA work would likely occur during a dedicated 5th year between the third and fourth years of the MD program).
Also, if agreeable, please send informa�on on the an�cipated MBA program costs.
Thanks!
--Rick


Reply all | Delete Junk |  
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Southern Association of Colleges and Schools 


Commission on Colleges 
1866 Southern Lane 


Decatur, Georgia  30033-4097 
 
 


AGREEMENTS INVOLVING JOINT AND DUAL ACADEMIC AWARDS: 
POLICY AND PROCEDURES 


 
Policy Statement 


 
This policy pertains to agreements between institutions accredited by the Southern Association of Colleges and 
Schools Commission on Colleges (SACSCOC) and accredited or non-accredited degree-granting institutions of 
higher education throughout the world for purposes of awarding academic completion awards, e.g., certificates, 
diplomas, or degrees. 
 
For the purposes of review by SACSCOC, the following definitions apply: 
 


• An agreement by two or more institutions to grant dual academic awards is one whereby students study at 
two or more institutions and each institution grants a separate academic award bearing only its name, seal, 
and signature. 


• An agreement by two or more institutions to grant a joint academic award is one whereby students study 
at two or more institutions and the institutions grant a single academic award bearing the names, seals, 
and signatures of each of the participating institutions. 


 
While SACSCOC member institutions may use alternative terms for agreements involving dual or joint academic 
awards (for example, “affiliations” or “partnerships” or “collaborations”) for purposes of reporting agreements 
involving dual or joint academic awards, they are responsible for using the above definitions and for following the 
appropriate procedures described below. 
 
For the reporting of other arrangements or agreements not involving dual or joint academic awards, member 
institutions should consult the Substantive Change Policy and reporting requirements for other reviews by 
SACSCOC. 
 
 


Responsibilities of SACSCOC Member Institutions 
 
Provide Appropriate Information to SACSCOC:  Member institutions are responsible for providing 
notification to SACSCOC of agreements involving dual or joint academic awards, providing signed copies of the 
agreements, and providing any other documentation or information required by SACSCOC policies and 
procedures for review. Specific required documentation is listed below. 
 
Ensure Access to Partner Institutions’ Information:  The member institution is responsible for ensuring that 
SACSCOC has timely access to the partner institutions’ materials, physical site(s) and personnel in conjunction 
with accreditation activities. 
 
Ensure the Integrity of their Accreditation and their Awards:  Because the SACSCOC accreditation that has 
been awarded to a member institution is not transferable to a partner institution – either in actuality or appearance 
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– SACSCOC prohibits the use of its accreditation to authenticate courses, programs, or awards offered by 
organizations not so accredited with which it has formed partnerships. Likewise, member institutions are 
responsible for ensuring the quality of courses, programs, or awards offered through relationships with other 
institutions, particularly those resulting in dual or joint academic awards. 
 
Provide a Disclaimer Statement: Member institutions entering into agreements with institutions not accredited 
by SACSCOC for the awarding of either dual or joint academic awards and their non-SACSCOC partner 
institutions must use the following disclaimer statement in any materials describing the relationship. The member 
institution is responsible for reviewing, approving, and monitoring the non-SACSCOC partner institutions’ 
statements of relationship to ensure conformity with the disclaimer:   
 


[Name of SACSCOC member institution] is accredited by the Southern Association of Colleges and 
Schools Commission on Colleges to award [state degree levels]. [Name of partner institution] is not 
accredited by SACS Commission on Colleges and the accreditation of [name of member institution] 
does not extend to or include [name of partner institution] or its students. Further, although [name of 
member institution] agrees to accept certain course work from [name of partner institution] to be 
applied toward an award from [name of member institution], that course work may not be accepted by 
other colleges or universities in transfer, even if it appears on a transcript from [name of member 
institution]. The decision to accept course work in transfer from any institution is made by the 
institution considering the acceptance of credits or course work. 


 
Ensure Appropriate Percentages of Work Offered by the Member Institution: To receive an undergraduate 
academic award, students must earn 25 percent or more of the credits required for the award through the 
SACSCOC member institution’s own direct instruction. To receive a graduate academic award, students must 
earn one-third or more of the credits through the SACSCOC member institution’s own direct instruction. 
 
Avoid Use of the SACSCOC Logo: Neither member nor partner institutions may use the SACSCOC logo in any 
of their materials or on websites. Use of the logo is reserved exclusively for the Southern Association of Colleges 
and Schools Commission on Colleges. 
 
Ensure the Quality of Credits Recorded on Transcripts: When evaluating, accepting, and transcripting credits 
awarded through an agreement involving dual or joint academic awards, the member institution must ensure the 
following: 
 


• Examine courses transferred in and transcripted from partner institutions to ensure that they meet the 
requirements of the member institution and the requirements of The Principles of Accreditation. (See a 
list of applicable requirements below.) 


• Assess and monitor effectively courses and components completed through instruction by partner 
institutions. The assessment and monitoring should be accomplished by academically-qualified persons. 


• Record on the academic transcript the name of the institution from which a course is taken. If a member 
institution desires to transcript as its own a course taken through an agreement with a partner institution, it 
must be able to demonstrate that the instruction was provided under the member’s supervision and 
included approval of the academic qualifications of each instructor in advance and that regular evaluation 
of the effectiveness of each instructor occurs. 


• Disclose fully the nature of the agreement on the transcript of the institutions awarding the degree. 
• Reflect accurately in its catalog the courses being offered through the agreement if they are available to 


its own students as part of an educational program. 
• Ensure that qualified and competent faculty members at each participating institution agree on the content 


and teaching methodologies of courses and education programs and on the qualifications of the faculty 
members who teach in the programs. Qualifications of teaching faculty must comply with the faculty 
competence requirements of the Principles of Accreditation. 
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• Ensure that the educational outcomes of a major or concentration offered as part of dual or joint award 
agreements are (1) comparable to the outcomes of the same major or concentration offered by the 
institutions or, if not offered by any of the participating institutions, (2) comparable to the outcomes of a 
peer institution external to the agreement that offers the same educational program’s major or 
concentration. 


• Ensure that, within the agreement, there is appropriate faculty accountability to the institutions accepting 
the credit, perhaps through dual faculty appointments or other approaches that include evaluation by the 
accepting institution. 


 
Ensure Compliance with Appropriate SACSCOC Requirements: Standards in the Principles of Accreditation 
which affect the implementation of agreements involving dual and joint academic awards are listed below. They 
should be considered when developing the agreement, documentation of compliance, and, if relevant, a 
substantive change prospectus: 
 
Standard Description 
CR 1.1 Integrity 
CR 2.1 Institutional mission 
CR 6.1 Full-time faculty 
6.2.a Faculty qualifications 
6.2.b Program faculty 
8.2.a Student outcomes: educational programs 
CR 9.1 Program content 
CR 9.2 Program length 
9.4 Institutional credits for an undergraduate degree 
9.5 Institutional credits for a graduate/professional degree 
10.2 Public information 
10.4 Academic governance 
10.5 Admissions policies and practices 
10.6 Distance and correspondence education (if applicable) 
10.7 Policies for awarding credit 
10.8 Evaluating and awarding academic credit 
10.9 Cooperative academic arrangements 
CR 11.1 Library and learning/information resources 
12.4 Student complaints 
12.5 Student records 
13.7 Physical resources 
14.2 Substantive change 


SACSCOC 
Policies 


“Agreements Involving Joint and Dual Academic Awards: Policy and Procedures” 
“Substantive Change for Accredited Institutions” 
“Distance and Correspondence Education” (if applicable) 
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Reporting Responsibilities and Procedures 
When Developing Agreements for Dual Academic Awards 


 
Prior Notification: Entering into an agreement with a member or non-member institution involving a dual 
academic award is a substantive change that requires an institution to submit a letter of notification six months 
prior to implementation of the agreement and a final signed copy of the agreement. Formal, written acceptance of 
that notification and agreement by SACSCOC is required before implementation of the provisions of the 
agreement. (See note at the end of this policy for additional requirements if the agreement involves a new 
program which is significantly different from currently offered programs or an off-campus site where students 
may earn 50 percent or more of the credit in a program.) Expectations are that the agreement will reflect 
assumption of responsibility on the part of the member institution for the academic quality of any course work or 
credit recorded on the institution’s transcript and accepted toward a dual academic award. The following should 
be submitted to SACSCOC: 
 


• A notification letter that includes a statement of intent, the anticipated beginning date of the agreement, a 
description of the agreement, the complete address/location of the parties involved in the agreement, and 
information for contact persons at each participating institution regarding the agreement. 


• A copy of the final signed agreement. 
 
 


Reporting Responsibilities and Procedures 
When Developing Agreements for Joint Academic Awards 


 
Participating in agreements involving the offering of joint academic awards (as defined above) falls into three 
categories. Reporting responsibilities differ depending on the accreditation status of the institutions which are 
partnering with the SACSCOC member institution. 
 
Category One:  A SACSCOC member institution and partner institutions that are all SACSCOC 


accredited 
 
Prior Notification by Each Member Institution: Entering into a joint academic award agreement with partner 
institutions which are all SACSCOC accredited institutions is a substantive change that requires (1) submission of 
prior notification at least six months in advance of implementation of the agreement and (2) a final signed copy of 
the agreement. Formal, written acceptance of the agreement by SACSCOC is required before implementation of 
the provisions of the agreement. (See note at the end of this policy for additional requirements if the agreement 
involves a new program which is significantly different from currently offered programs or an off-campus site 
where students may earn 50 percent or more of the credit in a program.) Expectations are that the agreement will 
reflect assumption of responsibility on the part of the member institution for the academic quality of any course 
work or credit recorded on the institution’s transcript and accepted toward a joint academic award. The following 
should be submitted to SACSCOC: 
 


• A notification letter that includes a statement of intent, the anticipated beginning date of the agreement, a 
description of the agreement, the complete address/location of the parties involved in the agreement, and 
information for contact persons at each participating institution regarding the agreement. 


• A copy of the final signed agreement. 
 
 
Category Two: A SACSCOC member institution and at least one partner institution that is accredited by 


a U.S. Department of Education-recognized accreditor other than SACSCOC 
 
Prior Notification by SACSCOC Member Institution: Entering into a joint academic award agreement with at 
least one partner institution which is accredited by a USDOE-recognized accreditor other than SACSCOC is a 
substantive change that requires (1) submission of prior notification at least six months in advance of 
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implementation of the agreement along with the required documentation listed below and (2) a final signed copy 
of the agreement. Formal, written approval of the agreement by SACSCOC is required before implementation of 
the provisions of the agreement. (See note at the end of this policy for additional requirements if the agreement 
involves a new program which is significantly different from currently offered programs or an off-campus site 
where students may earn 50 percent or more of the credit in a program.) Expectations are that the agreement will 
reflect assumption of responsibility on the part of the member institution for the academic quality of any course 
work or credit recorded on the institution’s transcript and accepted toward a joint academic award. The following 
should be submitted to SACSCOC: 
 


• A letter of notification that includes a statement of intent, the anticipated implementation date for the 
agreement, a description of the proposed agreement, the address/location of each institution involved in 
the agreement, and information for the contact person at each participating institution. 


• A copy of the final signed agreement. 
• Documentation that the non-SACSCOC partner institution is not on a public sanction with its accreditor. 
• Documentation that the courses or programs of the non-SACSCOC Partner institution(s) are consistent 


with the educational purpose and goals of the SACSCOC-accredited institution(s). 
• Documentation that the institution meets the provisions of Standard 10.9 (Cooperative academic 


arrangements), including the analysis of credits accepted in transfer. 
• A plan to monitor and ensure that the quality of contributions made by the partner institution(s) meets 


SACSCOC expectations. 
• A plan and process produced by the SACSCOC-accredited institution(s) ensuring that the agreement and 


awarding of a joint award does not result in the appearance of extending SACSCOC accreditation to 
partner institutions through promotional materials, academic publications, student transcripts, credentials 
verifying program completion, and releases to the news media. (See the disclaimer statement above.) 


• Prototypes of official academic documents (e.g. student transcript, degree, diploma, certificate) involved 
in the agreement. 


 
 
Category Three:  A SACSCOC member institution and at least one partner institution that is not accredited 


by a USDE-recognized accreditor 
 
Prior Notification by SACSCOC Member Institution: Entering into a joint academic award agreement with at 
least one partner institution which is not accredited by a USDOE-recognized accreditor is a substantive change 
that requires (1) submission of prior notification at least six months in advance of implementation of the 
agreement along with the required documentation below and (2) a final signed copy of the agreement. Formal, 
written approval of the agreement by SACSCOC is required before implementation of the provisions of the 
agreement. (See note at the end of this policy for additional requirements if the agreement involves a new 
program which is significantly different from currently offered programs or an off-campus site where students 
may earn 50 percent or more of the credit in a program.) Expectations are that the agreement will reflect 
assumption of responsibility on the part of the SACSCOC member institution for the academic quality of any 
course work or credit recorded on the institution’s transcript and accepted toward a joint academic award. The 
following should be submitted to SACSCOC: 
 


• A notification letter that includes a statement of intent, the anticipated beginning date for the agreement, a 
description of the proposed agreement, the address/location of each institution involved in the agreement, 
and information for the contact person(s) at each participating institution. 


• A copy of the final signed agreement. 
• A description of (1) any external governmental or accrediting agency approval for the institution(s) or 


program(s) involved in the agreement, excluding the SACSCOC institution(s), (2) the process of quality 
assurance used by the agency granting this approval, and (3) any required legal or licensing approvals.  
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• Documentation that the courses or programs of the non-SACSCOC Partner institution(s) are consistent 
with the educational purpose and goals of the SACSCOC-accredited institution(s). 


• Documentation that the institution meets the provisions of Standard 10.9 (Cooperative academic 
arrangements), including the analysis of credits accepted in transfer. 


• Documentation that faculty involved in the collaboration are qualified to teach assigned components or 
courses and a description of the means by which the SACSCOC-accredited institution(s) will monitor 
these qualifications (Submit a completed SACSCOC Faculty Roster Form.) 


• Documentation describing the physical and learning resources that will support the collaboration. 
• A plan and process to monitor and ensure that the quality of contributions made by the partner 


institution(s) meets applicable SACSCOC requirements A plan and process produced by the SACSCOC-
accredited institution(s) ensuring that the agreement does not result in the appearance of extending 
SACSCOC accreditation to partner institutions through promotional materials, academic publications, 
student transcripts, credentials verifying program completion, and releases to the news media. (See the 
disclaimer statement above). 


• Prototypes of official academic documents (e.g. student transcript, degree, diploma, certificate) involved 
in the agreement. 


 
When necessary to ensure compliance with SACSCOC requirements, SACSCOC may request additional 
information concerning any of these agreements involving joint and dual academic awards. 


 
Note: If the joint or dual academic award arrangement involves offering 50 percent or more of a program at a 
previously unapproved off-campus site by a member institution or involves offering a new program which is 
significantly different from currently offered approved programs, notification is due six months prior to the 
implementation date with a prospectus for approval due at least three months prior to implementation. 
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Institutions awarding cooperative degree programs notify the Coordinating Board. However, no 
approval for this degree is currently required. The Coordinating Board neither monitors nor 
maintains an inventory of cooperative degree programs.   
 
Dual Degree Programs 
 
Dual degree programs allow academically outstanding students to pursue two separate degree 
programs resulting in the receipt of two degrees through a structured process. Programs 
leading to dual degrees may reduce time-to-degree completion by up to a year, if the two 
degree programs share a set of common courses.  
 
Examples of dual degree programs include professional degrees in medicine and law; law and 
business; and medicine and public health. A dual degree program may be offered within an 
institution (business and law) or across institutions (medicine and law), may be offered by 
institutions within the same system, or between institutions public and independent institutions. 
  
One example of a dual degree program within an institution is the Medicine (MD)/Master of 
Public Health (MPH) offered by The University of Texas Health Science Center at Houston, 
School of Medicine and School of Public Health. An example of the dual degree offered within a 
system, but between institutions is that of Medicine (MD) and Business (MBA) offered by Texas 
Tech University Health Sciences Center and Texas Tech University.  An example of a dual 
degree offered between two separate institutions is that of Medicine (MD) and Law (JD) offered 
by Baylor College of Medicine and the University of Houston. 
 
Institutions awarding dual degree programs are not required, but often provide written 
notification to the Coordinating Board when they enter into a partnership. No approval is in 
place for the review of dual degree programs, and no comprehensive inventory of these 
programs is maintained. 
  
Research Partnerships 
 
Joint or collaborative research projects are common among universities and health-related 
institutions. However, higher education institutions are not required to report these partnerships 
to the Coordinating Board.  
 
Collaborative research efforts are encouraged through the Norman Hackerman Advanced 
Research Program (NHARP), which awards basic science grants to general academic and 
health-related institutions. In 2006-2007, the number of collaborative projects funded as part of 
the NHARP was 10 out of a total of 88 projects, and each collaborative project involved two 
institutions. In 2008-2009, the number of collaborative projects funded increased to 20 out of 
121 projects, with 18 of the partnerships between two institutions and two projects involving 
three institutions. 
 
Geographic proximity often facilitates development of collaborative research projects. In 2008-
2009, 13 of the 20 collaborative NHARP projects selected were collaborations between 
institutions located in a particular geographic area, such as the Metroplex or the greater 
Houston area. In 2006-2007, seven of the 10 collaborative grants awarded were to institutions 
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AAMC Data on MD-MBA programs


AY PROGRAM TYPE


# OF MED 
SCHOOLS PER 
PROGRAM


AVERAGE # OF 
STUDENTS PER 
PROGRAM


# OF MED 
SCHOOLS 
SURVEYED


PERCENT 
WITH 
MD-MBA 


2006-7 M.D./M.B.A. Program 37 7 125 30
2007-8 M.D./M.B.A. Program 38 8 126
2008-9 M.D./M.B.A. Program 41 8 126
2009-10 M.D./M.B.A. Program 47 8 130
2010-11 M.D./M.B.A. Program 46 7 131
2011-12 M.D./M.B.A. Program 44 7 134
2012-13 M.D./M.B.A. Program 45 8 136
2013-14 M.D./M.B.A. Program 49 8 140
2014-15 M.D./M.B.A. Program 64 141
2015-16 M.D./M.B.A. Program 63 142 44







Source: AAMC Data Warehouse student tables as of Dec. 15, 2016







Our natural partners: UTEP or TTU
TTU RCOBA UTEP COBA


University 
accreditation


SACSCOC SACSCOC


Program 
accreditation


AACSB AACSB


Program 
established


MBA 1998 (THECB Program Inventory)
MS 1974


MBA 1973 (THECB Program Inventory)


Required credit 
hours


42 36


Core curriculum 
hours


34 (including 9 hours “Health Organization 
Management” coursework and 1 hour for Six 
Sigma Certification)


27


Online options Entire program may be completed online Mostly in-person, hybrid possible
Internship of 
capstone 
project?


Internship as a potential option (would require a 
local coordinator)


No


Potential for 
shared credit


Yes* (8 hours) Yes* (9 hours)


Local campus 
with local 
faculty support?


No Yes







TTU RCOBA UTEP COBA
Logistical fit with 
PLFSOM curriculum


All-online format offers added flexibility In-person cohort system less flexible, with 
medical students floating across MBA 
cohorts


Tuition and fees/3 credit 
hour course


IS $1,863.50/OS (?? - almost double IS) IS $1,785.35/OS $3,322.70


Estimated MBA program 
costs


IS $23,047/OS (?? - almost double IS) IS $16,068.15/OS $29,904.30


Faculty size (salaried 
appointments)


136 (TTU AY2018-19 Fact Book) ~60 (per website)


MBA degrees conferred 
in AY2018-19


210 (TTU AY2018-19 Fact Book) 91 (UTEP CIERP)


Experience with join 
degree programs


Many, including an established MD-MBA 
program with TTUHSC SOM in Lubbock 
(https://www.depts.ttu.edu/rawlsbusiness/g
raduate/dual-degree/mba-dual/)


BS-MBA programs at UTEP
MBA-MPA program at UTEP


Reputation per Blomberg 
Businessweek and 
USN&WR


Bloomberg BW rating #73 B-school in US 
(#131 in online MBAs)
USN&WR #92 B-school


Not ranked by either


Logistical fit with 
PLFSOM curriculum


All-online format offers added flexibility In-person cohort system less flexible, with 
medical students floating across MBA 
cohorts


Tuition and fees/3 credit 
hour course


IS $1,863.50/OS (?? - almost double IS) IS $1,785.35/OS $3,322.70



https://www.depts.ttu.edu/rawlsbusiness/graduate/dual-degree/mba-dual/





TTU RCOBA UTEP COBA
ACCT 5301 - Financial and Managerial Accounting 3 ACCT 5304 Accounting Analysis 3


ISQS 5330 - Decision Theory and Business Analytics 3


HOM 5307 - Managing Healthcare Organizations 3


HOM 5308 - Healthcare Operations Management 
and Quality


3 OSCM 5308 Concepts of Production Management 3


MGT 5371 - Managing Organizational Behavior and 
Organizational Design


3 MGMT 5311 Organizational Management Seminar 3


FIN 5320 - Financial Management Concepts 3 FIN 5311 Financial Management 3


BECO 5310 - Economic Analysis for Business 3 ECON 5311 Managerial Economics 3


HOM 5309 - HOM IV: Integrated Healthcare 
Operations (or MGT 5391)


3


MGT 5372 - Leadership and Ethics 3 BLAW 5306 Business Law and Ethics 3


MKT 5360 – Marketing Concepts and Strategies 3 MKT 5311 Marketing Management 3


ISQS 5345 – Statistical Concepts for Business and 
Management


3 QMB 5311 Quantitative Methods in Business 3


MGMT 5335 International Strategic Management 3


BA 7000 - Six Sigma Certification (1 SCH) 1


PLUS – PLFSOM shared credit (8 SCH)* 8 PLUS – PLFSOM shared credit (9 SCH)* 9


Total hours 42 Total hours 36
*Subject to institutional and regulatory reviews







For consideration by the CEPC…


• Does the CEPC endorse the creation of a 5-year 
MD-MBA program?


If so, TTU RCOBA seems to offer the stronger, more 
relevant, and more flexible program…
• Does the CEPC concur?
• Will the CEPC authorize me, or some other person 


or committee, to work with TTU RCOBA to develop 
a formal plan and affiliation agreement?







Implementation


CEPC


• Preliminary 
endorsement


• Review and 
approval


TTUHSCEP 
Academic Council


• Review and 
approval


RCOBA curriculum 
committee


• Review and 
approval


TTU Academic 
Council


• Review and 
approval


PLFSOM-TTUHSCEP


RCOBA-TTU


BOR – TTUS


• Review and 
approval


SACSCOC and 
THECB


• Notifications
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Proposal to develop an MD-MBA dual degree program

Presentation to the PLFSOM CEPC

June 8, 2020

Richard D. Brower, M.D.

Vice Provost for Academic Programs





















AAMC Data on MD-MBA programs

		AY		PROGRAM TYPE		# OF MED SCHOOLS PER PROGRAM		AVERAGE # OF STUDENTS PER PROGRAM		# OF MED SCHOOLS SURVEYED		PERCENT WITH MD-MBA 

		2006-7		M.D./M.B.A. Program		37		7		125		30

		2007-8		M.D./M.B.A. Program		38		8		126		

		2008-9		M.D./M.B.A. Program		41		8		126		

		2009-10		M.D./M.B.A. Program		47		8		130		

		2010-11		M.D./M.B.A. Program		46		7		131		

		2011-12		M.D./M.B.A. Program		44		7		134		

		2012-13		M.D./M.B.A. Program		45		8		136		

		2013-14		M.D./M.B.A. Program		49		8		140		

		2014-15		M.D./M.B.A. Program		64				141		

		2015-16		M.D./M.B.A. Program		63				142		44









Source: AAMC Data Warehouse student tables as of Dec. 15, 2016





~0.8% of MD graduates complete a combined MD-MBA program.
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Our natural partners: UTEP or TTU

		 		TTU RCOBA		UTEP COBA

		University accreditation		SACSCOC		SACSCOC

		Program accreditation		AACSB		AACSB

		Program established		MBA 1998 (THECB Program Inventory)
MS 1974		MBA 1973 (THECB Program Inventory)

		Required credit hours		42		36

		Core curriculum hours		34 (including 9 hours “Health Organization Management” coursework and 1 hour for Six Sigma Certification)		27

		Online options		Entire program may be completed online		Mostly in-person, hybrid possible

		Internship of capstone project?		Internship as a potential option (would require a local coordinator)		No

		Potential for shared credit		Yes* (8 hours)		Yes* (9 hours)

		Local campus with local faculty support?		No		Yes







		 		TTU RCOBA		UTEP COBA

		Logistical fit with PLFSOM curriculum		All-online format offers added flexibility		In-person cohort system less flexible, with medical students floating across MBA cohorts

		Tuition and fees/3 credit hour course		IS $1,863.50/OS (?? - almost double IS)		IS $1,785.35/OS $3,322.70

		Estimated MBA program costs		IS $23,047/OS (?? - almost double IS)		IS $16,068.15/OS $29,904.30

		Faculty size (salaried appointments)		136 (TTU AY2018-19 Fact Book)		~60 (per website)

		MBA degrees conferred in AY2018-19		210 (TTU AY2018-19 Fact Book)		91 (UTEP CIERP)

		Experience with join degree programs		Many, including an established MD-MBA program with TTUHSC SOM in Lubbock (https://www.depts.ttu.edu/rawlsbusiness/graduate/dual-degree/mba-dual/)
 		BS-MBA programs at UTEP
MBA-MPA program at UTEP

		Reputation per Blomberg Businessweek and USN&WR		Bloomberg BW rating #73 B-school in US (#131 in online MBAs)
USN&WR #92 B-school		Not ranked by either

		Logistical fit with PLFSOM curriculum		All-online format offers added flexibility		In-person cohort system less flexible, with medical students floating across MBA cohorts

		Tuition and fees/3 credit hour course		IS $1,863.50/OS (?? - almost double IS)		IS $1,785.35/OS $3,322.70
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		TTU RCOBA				UTEP COBA		

		ACCT 5301 - Financial and Managerial Accounting		3		ACCT 5304 Accounting Analysis		3

		ISQS 5330 - Decision Theory and Business Analytics		3		 		 

		HOM 5307 - Managing Healthcare Organizations		3		 		 

		HOM 5308 - Healthcare Operations Management and Quality		3		OSCM 5308 Concepts of Production Management		3

		MGT 5371 - Managing Organizational Behavior and Organizational Design		3		MGMT 5311 Organizational Management Seminar		3

		FIN 5320 - Financial Management Concepts		3		FIN 5311 Financial Management		3

		BECO 5310 - Economic Analysis for Business		3		ECON 5311 Managerial Economics
 		3

		HOM 5309 - HOM IV: Integrated Healthcare Operations (or MGT 5391)		3		 		 

		MGT 5372 - Leadership and Ethics 		3		BLAW 5306 Business Law and Ethics		3

		MKT 5360 – Marketing Concepts and Strategies		3		MKT 5311 Marketing Management		3

		ISQS 5345 – Statistical Concepts for Business and Management		3		QMB 5311 Quantitative Methods in Business		3

		 		 		MGMT 5335 International Strategic Management		3

		BA 7000 - Six Sigma Certification (1 SCH)		1		 		 

		PLUS – PLFSOM shared credit (8 SCH)*		8		PLUS – PLFSOM shared credit (9 SCH)*		9

		Total hours		42		Total hours		36

		*Subject to institutional and regulatory reviews						







Potential for credit towards MBA based on MD coursework…

UTEP COBA:

9 hours of elective credit in their MBA program would be satisfied by “mutually agreed upon” MD coursework

TTU RCOBA:

8 hours, based on SCI curriculum
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For consideration by the CEPC…

Does the CEPC endorse the creation of a 5-year MD-MBA program?

If so, TTU RCOBA seems to offer the stronger, more relevant, and more flexible program…

Does the CEPC concur?

Will the CEPC authorize me, or some other person or committee, to work with TTU RCOBA to develop a formal plan and affiliation agreement?
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Implementation

PLFSOM-TTUHSCEP

RCOBA-TTU









BOR – TTUS





Review and approval





SACSCOC and THECB





Notifications







CEPC





Preliminary endorsement





TTUHSCEP Academic Council





Review and approval





Review and approval







RCOBA curriculum committee





Review and approval





TTU Academic Council





Review and approval
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Training Issues and Evidence-Based Practice


Medical Students
Who Pursue a Joint
MD/MBA Degree:
Who Are They
and Where Are
They Heading?


Edward Krupat1, Jules L. Dienstag1,
W. Carl Kester2, and Stan N. Finkelstein1


Abstract
Increasingly, health care is being delivered in large, complex organizations,
and physicians must learn to function effectively in them. As a result,
several medical and business schools have developed joint programs to
train physician leaders who receive both medical degree (MD) and master
of business administration (MBA) degrees. We examined several themes
in relation to these programs, revolving around concerns about who is
attracted to them and whether exposure to the differing cultures of medicine
and business have an impact on the professional identities of their graduates
as manifested in their motivations, aspirations, and careers. We addressed
these issues by studying students in the joint MD/MBA program at Harvard
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Medical School (HMS) and Harvard Business School (HBS). Our data came
from several internal sources and a survey of all students enrolled in the joint
program in spring 2013. We found relatively few differences between joint
program students and equivalent cohorts of HMS students in terms of per-
sonal characteristics, preadmission performance, and performance at HMS
and HBS. Contrary to the concerns that such programs may draw students
away from medicine, the vast majority embraced careers involving extensive
postgraduate medical training, with long-term plans that leveraged their new
perspectives and skills to improve health care delivery.


Keywords
undergraduate medical education, leadership, careers, joint programs, inno-
vative programs


As the delivery of health care becomes increasingly complex, organiza-


tions and systems that provide care have come to recognize the need for


leaders with perspectives that go well beyond the field of medicine itself


(Ackerly et al., 2011; Gunderman & Kanter, 2009). One response to this


trend, more common in North America than other parts of the world, has


been the development of programs in which medical students receive their


medical degree (MD) as well as a master of business administration


(MBA) referred to as MD/MBA programs (Lazarus, 2010; Sherrill,


2000). The number of MD/MBA programs in the United States rose from


6 in 1993 to 33 in 2001; and by 2010, programs of this sort existed in more


than 40% of the U.S. medical schools (Butcher, 2011; Goyal et al., 2015;


Larson, Chandler, & Foreman, 2003).


Rather than simply receiving medical and business training in parallel


pathways, many of these are ‘‘joint programs’’ in which a coordinated


curriculum is designed by the faculty in a university’s medical and busi-


ness schools. The most common model is for dual degree students first to


spend a block of dedicated time pursuing the regular MD curriculum dur-


ing which time their curriculum is focused on the acquisition of basic sci-


ence information, then to follow with a comparable block of MBA


classes, such as those on finance, marketing, and strategy. Thereafter, the


remainder of the time is spent integrating requirements for the two


degrees.


Although some variability exists across the goals and objectives of such


programs, a core aspect of their mission, as stated by one such program, is


‘‘to develop outstanding physician leaders, skilled in both medicine and
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management, to take positions of influence in which they will contribute


substantially to the health and well-being of individuals and society’’ (Har-


vard Business School [HBS], 2015). By complementing students’ medical


knowledge and skills with management perspectives and organizational


leadership competencies, graduates of such joint programs satisfy the


requirements for graduation with both degrees and have the potential to


be employed in a wide range of capacities.


Like any area of rapid growth, questions have arisen about MD/MBA


programs that coalesce around three conceptual themes. The first theme


is defined by matters of potentially conflicting orientations and values in the


educational philosophies espoused, explicitly and implicitly, in business


and medicine. Although contemporary expectations in health care are evol-


ving from individual to team accountability, medical education has focused


traditionally on encouraging self-reliance and self-determination; physi-


cians must make rapid decisions on their own and stand individually


accountable for their consequences. Although accountability is important


in business education as well, the management and leadership styles that


permeate business education focus on team building, collaboration, and


consensual decision making. The question is whether individuals who


thrive in one atmosphere can also thrive in the other?


A second theme addresses the question of the differing interpersonal


orientations and motivations at the heart of medical and business training


and the extent to which the professional identities of MD/MBA graduates


are affected by one or the other. In medicine, altruism and empathy are cen-


trally defining values; physicians are taught that all of their activities must


center on the key consideration of the good of the patient. In contrast, in the


culture of business, considerations such as profit and competitive advantage


are emphasized. Traditionally, these have been unwelcome in medicine and


are seen as inconsistent with the core mission of the physician. Considering


the impact of business training on the professional identities of MD/MBA


students, medical educators have raised the issue of the ‘‘traitor complex,’’


a concern that students who graduate from such programs may become


bureaucrats rather than healers, business people who are interested in pro-


tecting the organizational bottom line rather than the best interests of


patients (Chen, 2006; Kuo, 1997; Sherrill, 2005).


Rather than focusing on the impact of MD/MBA training, a third theme


has been raised about the attributes of those who are oriented toward obtain-


ing the joint degrees. Could students who are attracted to such programs be


atypical of their peers, whether in their values and motivations or their aca-


demic capabilities (Sherrill, 2000, 2001). As an example, some question


Krupat et al. 205







whether students who enroll in MD/MBA programs might be the most aca-


demically talented in their respective classes, implying that these programs


are skimming the ‘‘best and brightest’’ students and turning their heads from


medicine to business. Conversely, others have speculated that such pro-


grams may serve as a safety net for less academically accomplished stu-


dents, raising the concern that the very people who may be determining


the administrative policies and practices of modern medicine are those with


lower levels of academic prowess or performance


While substantial speculation exists on these matters, the ‘‘data’’ sup-


porting these various positions have been more at the level of opinion and


anecdote, with just a few notable, although small-scale, exceptions. For


instance, in a recent paper, Patel et al. (2014) described the career paths and


perspectives of 30 years of graduates from the Wharton Health Care Man-


agement Program, the oldest program in the United States offering joint MD


and MBA training. They found that many of their graduates were not


involved in clinical practice careers. In contrast, data presented by Goyal


et al. (2015) and Goldman and Wallace (2010) indicate that the great pre-


ponderance of students who graduate with both MD and MBA degrees


remain in some form of medically related practice.


In the light of these themes and the paucity of solid evidence to address


them, we sought to provide answers to several questions:


1. Do any demographic or prior performance differences exist between


students in the joint program and the rest of their medical school


classmates?


2. Do the two groups demonstrate similar or different levels of aca-


demic performance in their medical school and business school


curricula?


3. What is the nature of the self-descriptions (i.e., professional identi-


ties) of students in the joint program?


4. What career paths do students in the joint program aspire to and


pursue?


Our data derive from several different sources associated with the


joint MD/MBA program established in 2005 at Harvard Medical School


(HMS) HBS. Interested medical students apply for entry into this joint


degree program during their second year of medical school. After com-


pleting their third year at HMS, during which time accepted students take


additional management-related requirements, students spend their fourth


year entirely at HBS. During their fifth year, students complete remaining
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requirements for both degrees, dividing their time between the two schools.


Joint program students graduate 5 years after their matriculation at HMS,


with the MD degree from HMS and the MBA degree from HBS. If the two


degrees were to be pursued independently, students would spend 6 years to


complete them, 4 years at HMS and 2 years at HBS. Between 10 and 14 stu-


dents are admitted annually, and as of June 2014, a total of 67 students had


completed the joint degree program.


Method


The data for this paper come from several different sources: (1) the HMS Stu-


dent Assessment Database, (2) the HMS Financial Aid Office, (3) the HMS


Office of Student Affairs, (4) the HBS Registrar’s Office, and (5) an anon-


ymous survey of all students enrolled in the joint MD/MBA program during


the academic year 2012–2013. The HMS Student Assessment Database con-


tains relevant records from the Office of Admissions and the Registrar’s


Office, including demographic information, Medical College Admission Test


(MCAT) scores, undergraduate college and major, college grade point aver-


age (GPA), U.S. Medical Licensing Examination (USMLE) Step I and Step


II Clinical Knowledge (CK) scores. Selectivity of college was coded accord-


ing to the classification system used by the Princeton Review (2012). This


database also contains measures of academic performance such as clinical


clerkship grades and number of times students have scored in the bottom quar-


tile on major first-year course examinations (which has been found internally


to be predictive of performance during the HMS core clinical year).


Data from the Financial Aid Office include comparisons of the financial


aid status of all HMS students versus students in the joint program. For the


joint program students, data from the HBS Registrar’s Office included all


MBA program grades, reflecting performance in both the required and the


elective curricula of HBS (calculated based on credit hour, not per course).


Because the data came from so many different sources at two different Har-


vard schools, the graduating classes for whom data were available varied,


and therefore the numbers upon which various comparisons were made dif-


fer; the cohorts considered are noted in each analysis. Most important, how-


ever, all comparisons of MD/MBA students to non-MD/MBA students were


made between students in the same cohorts, thereby avoiding any con-


founding effects of comparing a given set of MD/MBA cohorts to noncom-


parable cohorts of HMS-only students.


The student survey, which was conducted in the spring of 2013, was sent


electronically via SurveyMonkey to all 34 students enrolled in the joint
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program at that time. Designed in consultation with the leadership of the


joint program, the survey included questions that were written specifically


to address students’ professional identities as well as their career intentions


and aspirations. These included open-ended questions about students’ reasons


for entering the joint program, their future professional plans at three points in


time (upon graduation, 5 years of postgraduation, and 10 years of postgradua-


tion), and their ultimate career position/title. In addition, students were asked to


describe themselves as a future professional by selecting one of four choices


beginning with the stem ‘‘I see myself as . . . .’’ The alternatives were:


� ‘‘a physician with invaluable training that gives me skills and


insights into management perspectives and practices,’’


� ‘‘a professional manager of a health care organization with a back-


ground and training as a physician,’’


� ‘‘a member or leader in the health care arm of a consulting firm,’’ and


� ‘‘an entrepreneur in the arena of health care or health care


management.’’


A fifth option was also available: ‘‘None of the above; a better descrip-


tion of myself in the future would be . . . ’’ with an option to provide a free-


text answer. The survey was reviewed by the HMS institutional review


board and determined to be exempt.


The open-ended data were coded independently by two of the authors


(E.K. and S.N.F.). Using the conventional approach guidelines proposed


by Hsieh and Shannon (2005), we allowed themes to emerge upon the read-


ing of the open-ended responses rather than beginning with preconceived


categories into which the definitions should be placed. In a first round of


coding, we reconciled any differences in categories to be used; and upon


reaching consensus, the coders continued independently. The vast majority


of codes assigned to the responses were identical, and, in the few instances


of disagreement, agreement was reached after brief discussion. For the


quantitative data, we compared joint program students to students in the


same medical school cohorts who were not in the joint program by applying


independent t-tests, chi-square, and Mann–Whitney U tests, as appropriate.


Results


Characteristics of the Students


Table 1 compares students in the joint program and students in the equiva-


lent years at HMS not in the joint program on seven unique characteristics.


208 Evaluation & the Health Professions 40(2)







Data on gender and minority status were available for six consecutive


cohorts of students (graduating classes of 2008–2013), whereas, for the


other variables in the table, comparative data were available only for the


classes of 2008–2011. We found no strong or consistent patterns of differ-


ence between joint program students and the larger medical school cohorts


from which they came. The two groups were not significantly different in


ethnicity (based on Underrepresented in Medicine status) or major (com-


paring those in science, technology, engineering, and math fields vs. those


in the humanities and social sciences). Data from the Financial Aid office


indicate that of all the active MD/MBA students in the years 2008–2013,


62% (18 of 29) were on scholarship, which is comparable to the 59% (378


of 641) of MD students on scholarship who were not members of the joint


program. Joint program students were more likely to be male (p � .001),


and a higher percentage (94% vs. 73%) came from the most selective


undergraduate colleges and universities (p ¼ .01). Concerning premedical


Table 1. Comparison of Characteristics of All Students Enrolled in the HMS New
Pathway and All Students Enrolled in the Joint MD/MBA Program in the Same Years.


MD/MBA
All New Pathway


Students p


Gender �0.001
Male 41/57 (72%) 460/931 (49%)
Female 16/57 (28%) 471/931 (51%)


Minority Status 0.09
Under-represented in Medicine 8/57 (14%) 72/931 (8%)
Not under-represented in Medicine 49/57 (86%) 859/931 (92%)


Selectivity of undergraduate college 0.012
Most selective 29/31 (94%) 338/460 (73%)
Other 2/31 (7%) 122/460 (27%)


Undergraduate Major 0.169
STEM 21/30 (70%) 369/461 (80%)
Social science/humanities 9/30 (30%) 90/461 (20%)


Scholarship 0.74
On scholarship 18/29 (62%) 378/641 (59%)
Off scholarship 11/29 (38%) 263/641 (41%)


Undergraduate GPA 3.78 3.85 0.014
Total MCAT score 36.2 35.7 0.464


Note. GPA ¼ grade point average; HMS¼ Harvard Medical School; MBA ¼ master of business
administration; MD ¼ medical degree; STEM ¼ science, technology, engineering, and math;
URiM ¼ Underrepresented in Medicine; MCAT ¼ Medical College Admission Test.
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performance, total MCAT scores were not different between groups; how-


ever, the mean undergraduate GPA of the joint program students was


slightly but significantly lower (3.78 vs. 3.85, respectively, p � .01).


Academic Performance in Medical and Business School


Performance on national and local exams was comparable between joint


program students and their nonjoint program peers. For the graduating


classes of 2008–2013, mean scores on USMLE Step I were not significantly


different (237.14 vs. 234.30, respectively) nor were Step II CK scores


(238.27 vs. 241.77, respectively). At HMS, data on students falling into the


bottom quartile on three or more first-year major exams were available for


three cohorts, 2008–2011; 24% (7 of 29) of those in the joint program met


this bottom-quartile criterion compared to 19% (61 of 315) of those in the


larger cohort, a difference that was not significantly different.


The clinical performance of the two groups of students was also similar,


based on data from the graduating classes of 2008–2012. Converting the


four levels of HMS core–clinical–clerkship grades to numerical equivalents


(4 for the highest; 1 for the lowest, as is done in calculating a Grade Point


Average (GPA)), we found that mean clinical grades across the seven core


clerkships for joint program and for HMS-only students (3.56 vs. 3.44,


respectively) were not different. On the HMS Comprehensive Exam (a


nine-station objective structured clinical examination taken at the end of


Year 3 after completion of all core clinical clerkships), total scores were


also statistically equivalent (66.90 vs. 64.51, respectively).


The fact that joint program students took their required and elective HBS


courses with the rest of the HBS students allowed us to compare the perfor-


mance of joint program students with that of the other HBS students in their


business-related courses. In both the first-year required curriculum and the


second-year elective curriculum at HBS, grades for each course are distributed


strictly according to a prescribed set of ranges. In the HBS required curriculum,


the highest grade, designated as Category I, is given to 15–20% of all students


enrolled in a given course. The lowest grades, Categories III and IV, are


assigned to exactly the bottom 10% of all students in the course (with no faculty


discretion as to percentage). All other students receive Category II.


Analysis of the data from the 67 joint program students who had com-


pleted required curriculum courses at HBS, from the program’s first class


through 2014, indicated that 18% of the credit-hour grades (408 of 223)


awarded to joint program students were Category I, directly in the middle


of the prescribed (15–20%) range for all students in required courses, and
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8.5% (189 of 223) were at Level III, just below the 10% prescribed range. In


the elective curriculum, 15–25% of all students in a given course are


awarded Category I grades, and 10% receive Level III grades. For the 57


joint program students who had taken elective curriculum courses through


2013, 26% (248 of 947) of all the credit-hour grades awarded were Category


I, just slightly above the high end of the prescribed range, and 7.5% (71/


947) were at Level III, slightly below the prescribed range.


Self as Professional


The professional identity data came from the student survey, for which the


response rate was 83%. Although response rates differed slightly by stu-


dents’ year in the program, the rate was acceptable for each of the 3 years:


82% (9 of 11) in the third year; 100% (13 of 13) in the fourth year; and 60%
(6 of 10) in the fifth year.


When students were presented with the open-ended question about why


they chose to enter the Joint MD/MBA Program, 26 students provided cod-


able responses, and these were categorized as falling primarily into one of


two main themes, split equally (13 each). The first was more self-focused


and included mentions of a good fit with personal interests and goals


(‘‘interested in hospital management and enjoy managing and working with


other people;’’ ‘‘felt it played to my skills and interests.’’). The second


theme focused on making an impact and contributing to the improvement


in health care and the health care system. Doing so would be achieved in


some cases by gaining new knowledge, skills, perspectives, and credentials


while in other cases by bridging the perspectives of business and medicine:


I hope to work on improving health care delivery throughout my career, and I


feel that the MD/MBA will give the optimal toolkit for making an impact in


this area.


So that I could sit at the table when decisions about the way I would practice


medicine and serve my patients . . . were being made and bring my experi-


ence, insights, and ingenuity to bear in the design of health systems.


Sixteen students provided answers to the open-ended question, ‘‘In what


ways has your image of yourself as a professional changed?’’ Among the


answers, three broad themes emerged. The most common, mentioned by


eight students, was a reflection of professional growth, especially in terms


of broader awareness of issues and perspectives, and heightened confidence


in oneself:


Krupat et al. 211







More confident in my views on business of healthcare. More driven to research


and criticize current healthcare systems. More confident I can have an impact.


Greater confidence in my ability to make and follow through on decisions, to


devise solutions, to fail and learn from failing; a greater sense of ambition: If I


don’t speak up, someone else will, and I’ll have no one to blame but myself if


I don’t like the results . . . .


A second theme, mentioned by five students, was the realization of an


expanded career path potential, that is, having their eyes opened to new pos-


sibilities for roles they might play:


Meeting students who were working hard to launch new companies and tech-


nologies made me realize that I should take more risks. Specifically, I should


venture outside of a strictly academic career to accomplish my goals of trying


to push technologies outside of the laboratory setting.


A third theme, one that was not anticipated, was mentioned by three stu-


dents and referred to the reinforcement of their self-image as a physician:


Being away from medicine and among former business professionals [i.e.,


other MBA students] taught me that I could never leave medicine. Going to


business school solidified my image of myself as first and foremost a physician.


The students’ responses to the open-ended questions mentioned earlier were


consistent with their selections when asked to choose which of four statements


‘‘best describes your image of yourself as a future professional.’’ The majority


of students (15 of 28; 54%) chose the option ‘‘I see myself as a physician with


invaluable training that gives me insights into management perspectives and


practices’’; 35% (10) chose ‘‘I see myself a professional manager of a health


care organization with a background and training as a physician’’; 12% (3)


selected ‘‘I see myself as an entrepreneur in the arena of health care or health


care management’’; and no students chose ‘‘I see myself as a member or leader


in the health care arm of a consulting firm’’ or ‘‘none of the above.’’


Plans, Aspirations, and Career Directions


Finally, students were asked what their plans were immediately after gra-


duation from medical school, then 5 and 10 years later as well as to list their


ultimate career position or job title. The results for postgraduation plans


were clear and simple. Without exception, all students indicated their
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intentions of beginning internship and residency. At 5 years, 54% (15 of 28


respondents) anticipated that they would still be in training, either complet-


ing residency or in a fellowship program. The other 46% (13) imagined


themselves in clinical practice, some with additional administrative, quality


improvement or entrepreneurial roles. At 10 years, 64% (18 of 28) of the


students mentioned a combination of clinical practice and some additional


administrative or leadership roles. Of these students, three imagined them-


selves having a leadership role in an academic department, four saw them-


selves as involved in special projects such as quality improvement in


addition to their clinical roles, and another four expressed that in addition


to their clinical roles they intended to be engaged in business, industry,


or entrepreneurship. Concerning ultimate goals, the two most common des-


ignations were chief executive officer or chief medical officer (of a hospital


or hospital network, provider organization, or a health care technology com-


pany), stated by 11 respondents, and chair or chief of a department at an


academic medical center or hospital, by four. Two students listed Surgeon


General as their ultimate position, and one indicated several options includ-


ing Head of the World Health Organization or Minister of Health.


Data on postgraduation training were available from HMS records for all


67 joint program graduates, from the first in 2008 through the graduating


class of 2014. Of the 67, 63 (94%) entered a residency program, 60 with


their graduating class and 3 within an additional 1 to 2 years after gradua-


tion. Over the same period, 96% (1062 of 1104) of all HMS graduating stu-


dents entered a residency with their graduating class.


Of the MD/MBA graduates who entered a residency, 34% (22 of 64)


chose medicine and 34% (22) chose a surgical subspecialty. Nine percent


(6) chose emergency medicine, 6% (4) chose dermatology, 8% (5) chose


radiology, and 6% (one each) chose pediatrics, psychiatry, anesthesia, and


radiation oncology. During the same time period, 26% (292 of 1108) of the


entire graduating class entered a medical residency and 18% (194 of 1108)


entered a surgical specialty residency.


Discussion


The merger of medical and business training is a relatively new phenom-


enon about which we are still learning. In this study, we explored data about


the students who opted to pursue the HMS-HBS joint MD/MBA program to


provide an evidence base to address several questions the answers to which,


previously, had been heavy on speculation and conjecture but light on data.


We sought to determine whether students who choose to pursue the joint
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MD/MBA degrees are different from other medical students in meaningful


and measurable ways and to shed light on the extent to which exposure to a


different educational environment has an impact on the professional identi-


ties, aspirations, and pursuits of those in this program.


With few exceptions, students in the joint program and their nonbusiness


school peers were similar on most relevant demographic and prior perfor-


mance characteristics. In contrast to the MD-only program, whose gender


distribution is approximately half male and half female, joint program stu-


dents were more likely to be male, 72%, than female, 28%. This enrollment


pattern is a reflection of the gender distribution of HMS students applying to


the joint MD–MBA program (over 6 years, a mean of 76% of the applicants


were male and 24% were female, with a range of 70–88% male; 12–36%
female) and is consistent with a general overrepresentation of males in MBA


programs across the United States (Schulte, 2015). Concerning their level of


achievement prior to entering medical school, a larger percentage of the joint


program students came from the most highly selective colleges, and their


college GPAs were slightly lower. These differences, while significant, were


relatively small and reflect the fact that the vast majority of students in both


groups came from the most selective schools and had extremely high GPAs.


Once in medical school, students in the two groups had comparable aca-


demic performance in their medical program, as measured by course and


clerkship performance and USMLE scores. In HBS as well, their grades


were generally comparable to those of their business school peers. In short,


we found little evidence suggesting that medical students opting for training


in business as well as medicine are measurably different in their character-


istics or performance (neither better nor worse) compared to their medical


school and business school peers.


An expressed concern about joint MD/MBA programs is that the process


of obtaining the MBA degree may lead young physicians to become so


engaged in management and business that they would forsake their identi-


ties as doctors. Although it is possible that our students’ intentions may not


match their actual long-term career trajectories, all of the self-descriptive


and aspirational data they have provided from the survey indicate that they


see themselves primarily as physicians.


Historically, a very small percentage of the program’s graduates did not


actually go into residency (by choice, not by failure to match). Moreover,


the overall profile of residencies they intended to pursue was typical of that


of their fellow students, except for an emerging trend towards surgical sub-


specialties, which typically require long and intensive advanced training,


indicative of the students’ extended commitment to medicine.
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As noted, this pattern of commitment to medicine is consistent with the


data of Goldman and Wallace (2010) who reported on the postgraduation


career directions of MD/MBA graduates. Our findings and Goldman and


Wallace’s findings, however, are somewhat contradictory to the findings


of Patel et al. (2014) who studied MD graduates of the University of Penn-


sylvania (UP) who also received degrees from the UP’s Wharton School


of Business. Patel and colleagues noted that recent Wharton graduates


were less likely to enter into residency programs than earlier graduates


and that the greater the number of years since their MBA graduation, the


more their former students were likely to have moved out of medicine as


their primary work sector. The interpretation of their findings, however,


is confounded by two characteristics of their sample. First, not all of the


physicians they studied were enrolled in a simultaneous joint MD/MBA


degree program. Second, the majority (51%) of the graduates they sur-


veyed received their MBA degrees after completing their MD, suggesting


the possibility that at least some of the MBA graduates they studied may


have chosen to pursue an MBA based on a preexisting interest in making


a career path change.


Our study has several limitations. First, the findings we report derive


from a relatively small sample of students and graduates of a joint program


from the medical and business schools of one university with a unique iden-


tity and reputation. Second, the aspirations of these students may be


affected by a number of factors as they complete their medical training,


many of which are difficult to anticipate or capture. Third, disentangling the


impact of causative factors is not possible; therefore, we cannot identify


with certainty the extent to which our findings reflect students’ preexisting


interests, attitudes, and aspirations as opposed to the impact of their medical


and business training.


While acknowledging that we cannot be certain that our findings would


generalize to other schools and other programs, we believe that they might


inform faculty (at any school or university) who would care to design a joint


medical business curriculum that broadens their students’ skills, perspec-


tives, and career options while maintaining their commitment to medicine


and high-quality care.


In proposing the central law of improvement, Berwick (1996) has stated


that ‘‘every system is perfectly designed to achieve the results it achieves’’


(p. 619). We suggest that as much as these findings may be the product of a


specific institution, they are very much the product of intentional design,


and therefore informative to other institutions with similar goals. In order


to keep their medical students from forsaking their identities as physicians,
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programs offering medical students training in business and leadership


might consider following several guidelines, enumerated below, that were


built into the Harvard MD/MBA joint program.


First, the goals and objectives of the program need to be articulated


clearly, and applicants should be screened carefully to ensure that those


admitted hold values that are congruent with the program’s mission. Stu-


dents with ambitions to pursue other kinds of careers outside clinical med-


icine should be discouraged from applying. Second, faculty leaders in


both business and medicine need to reinforce the strong expectation that


students would enter and complete clinical residency after graduation with


the MD and MBA degrees. Third, restricting applications until after the


first full year of the MD program may also contribute to capturing acade-


mically accomplished students whose expectations from the joint program


align with the program mission. This policy ensures that potential appli-


cants are well known to the faculty who can then counsel them on the


advisability of pursuing the joint degree program. Finally, in terms of cur-


riculum, instead of relying on two parallel but unconnected degree pro-


grams, designers of joint degree programs would be well advised to


create an integrative experience, and opportunities for class work and


project work should be taught and mentored jointly by medical school and


business school faculty.


Conclusion


Graduates of schools of medicine can choose from an increasingly broad


array of career settings and roles. In all of these potential careers, the


future success of health care will depend in large part on whether phy-


sicians are able to function effectively as part of increasingly large and


complex organizations. Possessing the competencies developed as part


of an MBA are likely to expand the range of careers and positions for


which physicians can qualify and enhance their performance in any of


these roles.


We learned from this study that the attributes and performance levels of


joint degree MD/MBA students were comparable to those of other medical


students, ranging from prematriculation to the time of their graduation. In


addition, joint degree students in our program continued to focus their pro-


fessional trajectories within the realm of medicine while, at the same time,


gaining unique perspectives and skills. Such training is likely to enable


them to provide needed leadership to an evolving medical care system,


thereby addressing a pressing societal need.
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Title:  The MD/MBA Effect: A study of how residency directors perceive applicants with 


an MBA 


Author:  Jay Pravin Patel 


Abstract:  


Background: Over the past decade, the landscape of healthcare has changed 


dramatically, demanding the close integration of business and management with the 


delivery of clinical care.  In response, there has been a continuation of the trend towards 


additional training for physicians through an MBA program that has been seen over the 


last thirty years.  However, some medical students have encountered some negative 


perceptions voiced by senior physicians about MD/MBA training. As most MD/MBA 


joint-degree candidates consider clinical careers, it is vital to understand the views of 


residency program directors who hold the gates to graduate medical education.   


Purpose: Therefore in this paper, we will investigate the following hypotheses:  


Completing an MBA as a medical student will be perceived positively by residency 


directors, and the global opinion of MD/MBA candidates has changed over the last 


decade. 


 Methods: An electronic survey was sent to residency directors in most major 


specialties across the United States to ascertain their opinions of MD/MBA residency 


candidates.  A Likert score was tabulated corresponding to the level of MBA-favorability 


of each program.  Statistical correlations were performed based on medical specialty, 


demographics, geographical region, the experience of the program director with an MBA 


curriculum, faculty with an MBA, or residents with an MBA.  Data were compared with 


a similar survey by Lyssy et al performed in 2006.  


 Results: 578 residency program directors responded to our survey, a response rate 


of 22.2%.  No statistically significant difference was found in the calculated Likert score 


of MBA candidate favorability across the medical specialties.  A statistically significant 


difference in the proportion of program directors with interactions with faculty and 


residents with an MBA was found among the medical specialties; however, no 


statistically significant difference in the proportion of program directors who personally 


hold an MBA was found.  Program directors who had direct experience working with 


residents with an MBA reported higher Likert positivity scores compared to those who 


did not.  Additionally, departments with a higher number of faculty with an MBA were 


positively correlated with a greater number of residents with an MBA in that program.  


Residency program director age was negatively correlated with the Likert MBA 


candidate favorability score.  Compared to the 2006 dataset, there were minimal changes 


in the Likert-type question scores in 2016. 


Conclusions: Residency directors across multiple specialties positivity regard 


MD/MBA candidates and the candidates’ training for their residency programs.  


Moreover, this regard has remained generally stable over the past decade. 
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Introduction 


Over the last decade, the landscape of healthcare has changed dramatically with 


the introduction of the Patient Protection and Affordable Care Act (PPACA) and the 


Medicare Access and CHIP Reauthorization Act of 2015 (MACRA).  This movement 


from fee-for-service toward pay-for-performance and managed care has challenged 


healthcare systems to reevaluate their models to ensure sustainability.  In 2015, the 


United States spent 17.8% of its GDP on healthcare (1).  As multiple stakeholders, such 


as government agencies, shareholders, corporations, and private individuals, are 


advocating for their interests - it has become increasingly difficult to separate the clinical 


encounter from the overall delivery of health services.   


 As the medical profession lay at the center of this reform, senior physicians have 


reiterated the necessity of the physician trained in medicine and management through 


formal MD/MBA degree programs.  However, this movement is not new.  More than 


thirty years ago, many physicians recognized that “the demand for physician-executives 


is apparent and growing.”(2)  Many believed that physician leaders could take positions 


within “academic administration, department management, corporate medicine, large 


group practice, health maintenance organizations and preferred provider organizations, 


independent practice associations, and the like”(2).  Other physicians believed that 


“physician-executives can bring a legitimate authority to healthcare …”(3) and viewed 


the “bilingual” MD/MBA’s role “to make the best decisions about utilization of health-


care resources [over] their business trained colleagues.”(4)   


However, not all reactions to MD/MBA training have been positive.  Medicine 


has traditionally been viewed as a nearly spiritual and selfless profession, akin to serving 
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within the Church or in public service.  Therefore, the education of the young physician 


in the cold subjects of economics, finance, and operations may be perceived in negative 


terms.  For example, one MD/MBA student noted, “…Some people think it is sort of a 


sell-out or that we are going to the other side of the camp”.  Another student received 


similar comments: “one physician called me a traitor because he said I couldn’t have both 


business and patient interests in mind at once.”(5)   


This negative perception of MD/MBA candidates is concerning for medical 


education programs.  Data reveal that more than 77% of joint degree MD/MBA students 


express an interest in clinical practice(6), and moreover, there has been rapid growth in 


the number of joint-degree programs in the United States over the past two decades.  In 


1993, six such programs were offered, while in 2013, 65 MD/MBA programs were 


active(7, 8).  Therefore, one may deduce that increasing numbers of MD/MBA joint-


degree candidates will be applying for medical residencies. 


Graduate medical education is completed in a form traditionally known as a 


“residency”.  In this additional training, graduated medical students work under the direct 


supervision of physician educators to develop and practice skills within a specific branch 


of medicine in order to be eligible for “board certification”.  The residency program 


director is tasked with selecting residents who will both care for the institution’s patients 


and carry forth the legacy of that program.  Therefore, the criteria by which residency 


directors select candidates has been the subject of multiple studies.  Such factors have 


included the following: the interview, score on the United States Medical Licensing 


Exam part I, electives taken during senior year of medical school, completion of a 


rotation at the director’s program, deans’ letters, and grades in required clerkships(9-14).  
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Nevertheless, one research group concluded, “Residency selection is a relatively 


subjective, unstandardized process…”(14). 


Therefore, given the multifactorial and unstructured selection process by the 


gatekeepers of additional clinical training, it is vital to understand how medical residency 


directors perceive MD/MBA candidates.  This research is especially important given the 


anecdotal negative sentiment encountered by some medical students.  The insight gained 


by this study may be used to train future MD/MBA joint-degree students for specific 


challenges facing their medical career, and this information may be used to address any 


potential extrinsic issues before students enter into the residency match program. 


Therefore, in this paper, we present the results of a national survey of residency directors 


and their perceptions of MD/MBA joint-degree students as candidates for graduate 


medical education.
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Purpose 


The major objective of this thesis is to test whether completion of an MBA as a 


medical student will be perceived positively by residency directors and whether the 


global opinion of MD/MBA candidates has changed over the last decade (15).  


Additionally, this thesis will correlate these attitudes with the demographics of the 


program directors, their familiarity with the MBA curriculum, and their interactions with 


individuals who hold an MBA.  This thesis’s goal is to inform the medical education 


community, as well as MD/MBA candidates, about potential challenges in entering 


graduate medical education and subsequently to tailor MD/MBA undergraduate medical 


education programs to preemptively address these concerns.  
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Methods: 


We consulted with the Association of American Medical Colleges, AAMC, to 


determine the various residency tracks available to senior medical student applicants.  


From this list, we narrowed our scope to selected specialties with greater than 8,000 


physicians in the United States to allow the greatest generalizability of our research 


findings.  The specialties included in our study, in alphabetical order, comprised of 


anesthesiology, dermatology, family medicine, general surgery, internal medicine, 


neurology, obstetrics & gynecology, ophthalmology, orthopedic surgery, pathology, 


pediatrics, physical medicine & rehabilitation, plastic surgery, psychiatry, diagnostic 


radiology, and urology.  Unfortunately, otolaryngology was not included in our survey 


due to database import error.  After identifying our target specialties, we queried the 


Accreditation Council for Graduate Medical Education, ACGME, for a list of residency 


training programs located within the United States along with contact information for 


each respective program director. We conducted an internet search engine query (Google) 


for contact information when ACGME information was incomplete; if this failed to yield 


results, the contact for an administrative assistant for the program director or general 


administration was utilized.   


The survey form, attached, was based on the prior work of Dr. Doug Lyssy.  The 


form was designed incorporating the input of several faculty at the Yale School of 


Medicine to ensure the use of non-offensive semantics and opportunities for free-form 


response.  The form was preceded by a disclosure statement, approved by the Human 


Research Protection Program, which stated survey responses would be collected 
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anonymously and a small monetary donation would be made to a list of selected charities 


at the end of the survey form for the subject’s participation.   


The survey form was designed in three main sections: program information, 


residency director demographics, and attitudes towards MD/MBA residency candidates.  


General information included age, gender, residency program state, and residency 


program category.  Questions about the program directors’ opinions on MD/MBA 


candidates were surveyed using Likert-type questions.  Program directors were also asked 


about their interactions with residents who possess an MBA, faculty who possess an 


MBA, and their own experience with an MBA program. 


In order to ensure anonymity, facilitate tabulation, and reduce budgetary outlay 


for distribution of the survey tool, we selected a commercial survey vendor (Qualtrics – 


Provo, Utah) to email our subjects utilizing an anonymized e-mail link.  Two weeks were 


allowed for an initial response from each residency director; if a completed response was 


not marked by the vendor, two additional follow-up emails were sent with two weeks 


between each mailing.  Each email contained a customized heading with the program 


director’s name, a body outlining the goals of the anonymous survey, and an option to 


unsubscribe from any future emails. 


Collected data was analyzed by calculating a Likert score, as an overall measure 


of MBA favorablity, by summing the responses to questions 1 through 6, where 1= 


“Strongly Disagree”, 2= “Somewhat Disagree”, 3= “No Opinion”, 4= “Somewhat 


Agree”, and 5= “Strongly Agree”.  Scores were reversed for questions 3 and 4.  The 


Likert score ranged from a possible minimum of 6 to a maximum of 30, where a higher 







7 


score indicated a more favorable opinion of MBA candidates.  Near the end of the 


survey, an option was given to provide additional free text commentary.  Comments were 


coded into positive, indifferent, or negative sentiment and content theme categories.  


All statistical analyses, including frequencies, t-tests, and analysis of variance 


with corresponding 95% confidence intervals, were obtained with Statistical Package for 


the Social Sciences(16).  Statistics were calculated based on all available data, including 


partially completed surveys.  However, if one Likert-type question was incomplete, the 


Likert score for that individual was not compiled.   
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Results 


Overall, 2,771 residency directors with functioning email addresses were 


identified, of which 22.2% responded to our survey.  The total surveyed by gender and 


average age of each program director by program type are presented in Table 1.  Men 


represented 68.34% of all respondents and females represented 31.66%.  All responding 


program directors in orthopedic surgery and plastic surgery were males.   


Table 1: Baseline Characteristics of Residency Directors 


Program 


Male Female 


Mean 


Age 


n % n % yrs 


Anesthesiology 31 73.80% 11 26.20% 51.02 


Dermatology 12 48.00% 13 52.00% 50.24 


Family Medicine 41 59.40% 28 40.60% 51.16 


General Surgery 38 84.40% 7 15.60% 53.3 


Internal Medicine 37 68.50% 17 31.50% 52.11 


Neurology 19 76.00% 6 24.00% 44.96 


Obstetrics & Gynecology 20 41.70% 28 58.30% 51.52 


Ophthalmology 23 85.20% 4 14.80% 46.59 


Orthopedic Surgery 32 100.00% 0 0.00% 49.94 


Pathology 17 58.60% 12 41.40% 55.38 


Pediatrics 27 64.30% 15 35.70% 48.98 


Physical Medicine & Rehabilitation 8 53.30% 7 46.70% 49.53 


Plastic Surgery 22 100.00% 0 0.00% 54.17 


Psychiatry 18 52.90% 16 47.10% 52.76 


Radiology - Diagnostic 24 64.90% 13 35.10% 49.79 


Urology 26 81.30% 6 18.80% 51.94 


Total 395 68.34% 183 31.66% 51.01 


 


The program directors’ personal experience with an MBA curriculum, with 


faculty who hold an MBA, or with residents who hold an MBA is presented in Tables 2a, 


2b, and 2c.  The greatest percentage of program directors who hold an MBA was found in 
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anesthesiology (14.3%), family medicine (10.1%), and physical medicine & 


rehabilitation (6.7%).  The greatest percentage of program directors who have at least one 


department faculty with an MBA was found in anesthesiology (81.0%), diagnostic 


radiology (73.7%), and pediatrics (70.7%).  The program directors who answered “Yes” 


to having worked with residents with an MBA was greatest in anesthesiology (83.3%), 


internal medicine (68.5%), and diagnostic radiology (65.8%).  There was no statistical 


difference in the rate of program directors with an MBA in any group (p=.226), while 


there was a statistically significant difference in the rate of program directors with faculty 


with an MBA (p=.000), and in the rate of program directors who have worked with 


residents who have an MBA (p=.000).  


Table 2a: Program Director interface with an MBA curriculum 


Program 


Program Director w/ MBA 


Yes No 


n % n % 


Anesthesiology 6 14.3% 36 85.7% 


Dermatology 0 0.0% 25 100.0% 


Family Medicine 7 10.1% 62 89.9% 


General Surgery 2 4.4% 43 95.6% 


Internal Medicine 2 3.7% 52 96.3% 


Neurology 1 4.2% 23 95.8% 


Obstetrics & Gynecology 1 2.1% 47 97.9% 


Ophthalmology 1 3.7% 26 96.3% 


Orthopedic Surgery 1 3.1% 31 96.9% 


Pathology 1 3.4% 28 96.6% 


Pediatrics 0 0.0% 42 100.0% 


Physical Medicine & Rehabilitation 1 6.7% 14 93.3% 


Plastic Surgery 0 0.0% 23 100.0% 


Psychiatry 2 5.7% 33 94.3% 


Radiology - Diagnostic 2 5.3% 36 94.7% 


Urology 1 3.1% 31 96.9% 


Total 28 4.8% 552 95.2% 


 p=.226 
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Table 2b: Program Director interface with peers who hold an MBA 


Program 


Any faculty w/ MBA 


Yes No 


n % n % 


Anesthesiology 34 81.0% 8 19.0% 


Dermatology 5 20.0% 20 80.0% 


Family Medicine 16 23.2% 53 76.8% 


General Surgery 29 64.4% 16 35.6% 


Internal Medicine 33 62.3% 20 37.7% 


Neurology 5 20.0% 20 80.0% 


Obstetrics & Gynecology 22 45.8% 26 54.2% 


Ophthalmology 14 51.9% 13 48.1% 


Orthopedic Surgery 18 56.3% 14 43.8% 


Pathology 12 41.4% 17 58.6% 


Pediatrics 29 70.7% 12 29.3% 


Physical Medicine & Rehabilitation 3 20.0% 12 80.0% 


Plastic Surgery 10 43.5% 13 56.5% 


Psychiatry 12 34.3% 23 65.7% 


Radiology - Diagnostic 28 73.7% 10 26.3% 


Urology 8 25.8% 23 74.2% 


Total 278 48.1% 300 51.9% 


 p=.000 


 


Table 2c: Program Director interface with residents who hold an MBA 


Program 


Worked with any residents w/ MBA 


Yes Maybe No 


n % n % n % 


Anesthesiology 35 83.3% 3 7.1% 4 9.5% 


Dermatology 11 44.0% 1 4.0% 13 52.0% 


Family Medicine 27 39.7% 7 10.3% 34 50.0% 


General Surgery 20 44.4% 2 4.4% 23 51.1% 


Internal Medicine 37 68.5% 4 7.4% 13 24.1% 


Neurology 4 16.0% 2 8.0% 19 76.0% 


Obstetrics & Gynecology 13 27.1% 1 2.1% 34 70.8% 


Ophthalmology 14 51.9% 1 3.7% 12 44.4% 


Orthopedic Surgery 19 59.4% 0 0.0% 13 40.6% 


Pathology 9 31.0% 1 3.4% 19 65.5% 


Pediatrics 14 33.3% 4 9.5% 24 57.1% 


Physical Medicine & 


Rehabilitation 7 46.7% 1 6.7% 7 46.7% 


Plastic Surgery 13 56.5% 0 0.0% 10 43.5% 
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Psychiatry 19 54.3% 2 5.7% 14 40.0% 


Radiology - Diagnostic 25 65.8% 1 2.6% 12 31.6% 


Urology 10 30.3% 2 6.1% 21 63.6% 


Total 277 47.7% 32 5.5% 272 46.8% 


 p=.000 


 


The calculated Likert score of MBA candidate positivity by residency director 


specialty is presented in Table 3.  The range was from 8 to 30.  The overall mean score 


was 22.89, and there was no statistically significant difference across any specialty 


(p=.468).  Moreover, there was no statistically significant difference across gender 


(p=.81) or by United States region (p=.288), as seen in Table 4. 


Table 3: Likert Score of MBA Candidate Positivity by Residency Director Specialty 


Program n Mean 


Std. 


Error 


Anesthesiology 41 23.90 .56 


Dermatology 25 22.40 .57 


Family Medicine 69 23.10 .39 


General Surgery 45 22.38 .58 


Internal Medicine 54 21.98 .47 


Neurology 23 23.22 .80 


Obstetrics & Gynecology 47 22.81 .54 


Ophthalmology 27 22.56 .53 


Orthopedic Surgery 32 23.28 .74 


Pathology 29 23.03 .73 


Pediatrics 39 23.00 .57 


Physical Medicine & 


Rehabilitation 15 22.13 .82 


Plastic Surgery 22 22.45 .75 


Psychiatry 35 22.51 .72 


Radiology - Diagnostic 38 24.13 .59 


Urology 33 22.82 .72 


Total 574 22.89 .15 


  p=.468 
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Table 4: Likert Score of MBA Candidate Positivity by Gender and Region 


Gender n Mean Std. Error 


Male 392 22.85 .19 


Female 179 22.93 .25 


  p=.81 


Region    


West 85 23.28 .42 


Midwest 139 22.7 .29 


Northeast 160 22.57 .27 


South 177 23.18 .29 


  p=.288 


 


As seen in Table 5, Likert scores were not statistically significantly correlated 


with whether the program director possessed an MBA (p=.237) or if any department 


faculty possessed an MBA (p=.076).  However, there was a statistically significant 


greater mean Likert score reported by program directors who have worked with residents 


that have an MBA versus program directors who do not report such interaction (p=.024).   


Table 5: Likert Score of MBA Candidate Positivity by MBA interactions 


 n Mean Std. Error 


Program Director w/ MBA 28 23.68 .71 


Program Director w/o MBA 546 22.84 .16 


 p=.237 


Any faculty w/ MBA 274 23.18 .20 


No faculty w/ MBA 298 22.64 .22 


 p=.076 


Worked with MBA residents – Yes* 276 23.28 .22 


Worked with MBA residents – Maybe 32 22.03 .59 


Worked with MBA residents – No* 267 22.57 .22 


 


p=.032 


*p=.024  LSD post-hoc test 


 


Program director age was found to have a statistically significant, mild negative 


correlation to the MBA favorability Likert score (p=.001), as seen in Table 6.  Moreover, 
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the number of MBA holding department faculty was statistically significantly positively 


correlated to the number of MBA holding residents who matriculated through that 


residency program.  


Table 6: Correlation of Program Director Age, MBA Faculty, MBA Residents, and 


Likert Score of MBA Favorability 


 


Though not recommended by most data analysts for analysis of Likert scales, 


parametric analysis, analyzing each question independently, was conducted on the study 


data for completeness.  ANOVA testing did not show any statistically significant 


difference in mean Likert score for questions 1 through 6 at an alpha of 0.05 across all 


residency specialties surveyed.  Therefore, no further posthoc pairwise testing was 


performed. 


  


Program 


Director 


Age 


# of MBA 


Faculty in 


Department 


# of 


MBA 


Residents 


through 


program 


Likert 


MBA 


Favorability 


score  


Program Director Age Pearson 


Correlation 


1 -.038 -.070 -.135** 


Sig. (2-tailed)   .549 .251 .001 


N 578 246 267 570 


# of MBA Faculty in 


Department 


Pearson 


Correlation 


-.038 1 .342** .056 


Sig. (2-tailed) .549   .000 .383 


N 246 248 149 245 


# of MBA Residents 


through program 


Pearson 


Correlation 


-.070 .342** 1 .052 


Sig. (2-tailed) .251 .000   .399 


N 267 149 268 267 


Likert MBA Candidate 


Positivity score  


Pearson 


Correlation 
-.135** .056 .052 1 


Sig. (2-tailed) .001 .383 .399   


N 570 245 267 576 


**Correlation is significant at the 0.01 level (2-tailed). 
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Table 7: 10 Year Survey Trend Data, from Lyssy 2009 


 


 Year Combined 


Radiology-


Diagnostic 


Internal 


Medicine 


General 


Surgery 


Orthopedic 


Surgery 


Sample Size 


2006 244 59 76 65 44 


2016 168 37 54 45 32 


Male/Female 


2006 198/44 39/18 59/17 57/8 43/1 


2016 131/37 24/13 37/17 38/7 32/0 


% Program 


Director w/ MBA 


2006 14.34%* 20.34%* 14.47%* 12.31% 9.09% 


2016 4.14%* 5.26%* 3.70%* 4.44% 3.13% 


% PD Faculty w/ 


MBA 


2006 41.25% 33.33%* 49.33% 53.13% 20.45%* 


2016 64.29% 73.68%* 62.26% 64.44% 56.25%* 


%Yes Known  


MBA Residents  


2006 44.26%* 52.54%* 50.00%* 36.92% 34.09%* 


2016 59.76%* 65.79%* 68.52%* 44.44% 59.38%* 


Q1 – Presence of 


MBA 


2006 (2.34, 2.53) (2.09, 2.51) (2.18, 2.50) (2.48, 2.87) (2.25, 2.68) 


2016 (2.21, 2.44) (1.78, 2.27) (2.32, 2.72) (2.08, 2.54) (2.07, 2.68) 


Q2 – MBA Add 


Value 


2006 (2.33, 2.54) (2.06, 2.48) (2.20, 2.58) (2.41, 2.82) (2.20, 2.75) 


2016 (2.15, 2.42) (1.62, 2.17) (2.16, 2.58) (2.13, 2.67) (2.10, 2.78) 


Q3 – Not 


Complete Program 


2006 (3.71, 4.00) (3.79, 4.31) (3.76, 4.27) (2.94, 3.55) (3.94, 4.52) 


2016 (3.71, 4.04) (3.77, 4.34) (3.60, 4.18) (3.31, 3.98) (3.53, 4.40) 


Q4 – Not Practice 


Clinically 


2006 (3.38, 3.68) (3.20, 3.83) (3.43, 3.96) (2.80, 3.39) (3.66, 4.21) 


2016 (3.22, 3.56) (3.20, 3.85) (2.84, 3.46) (3.00, 3.71) (3.24, 4.13) 


Q5 – MBA Useful 


to Field 


2006 (2.11, 2.36)* (1.63, 2.06) (2.01, 2.45) (2.47, 2.98)* (1.79, 2.30) 


2016 (1.83, 2.06)* (1.55, 2.03) (1.93, 2.33) (1.73, 2.19)* (1.50, 2.07) 


Q6 – Use more 


MBAs 


2006 (1.94, 2.19) (1.62, 2.11) (1.81, 2.22) (2.18, 2.74) (1.59, 2.10) 


2016 (1.77, 2.03) (1.41, 2.07) (1.85, 2.23) (1.69, 2.22) (1.45, 2.11) 


*indicates p<.05 for comparison from 2006 to 2016 of corresponding column field. 


Data formatted to match prior data source.  


Table 7 presents survey data collected by Lyssy in December 2006-February 2007 


compared to the data collected in this survey.  The total surveyed sample was larger in 


this survey of 578 respondents, but when compared to the four specialties surveyed by 


Lyssy, the sample was smaller, 168 versus 244 respondents.  Statistical tests were 


performed on whether the program director possessed an MBA, knew faculty with an 


MBA, or was familiar with residents with an MBA.  Of these tests, a statistically 


significant lower percentage of program directors with an MBA were found overall, 


within diagnostic radiology, and internal medicine when comparing 2016 data versus 


2006 data.  More program directors knew faculty with an MBA in diagnostic radiology 
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and orthopedic surgery, with a statically significant difference in percentages reported in 


2016 versus 2006.  More program directors were familiar with at least one resident with 


an MBA degree overall, within diagnostic radiology, internal medicine, and orthopedic 


surgery in 2016 versus 2006.  Finally, program directors aggregated in general surgery 


reported a statistically significant decrease in MBAs’ usefulness to the field in 2016 


versus 2006. 


The top five free-response comment themes in the 2016 survey, with 


representative comments, are presented in Table 8. The top six themes were business, 


administrative, and management skills; candidate’s MBA goals; unlikely clinical 


practice; poor candidate; motivation; and leadership. Comments have only been modified 


for publication utilizing ellipsis.  


Table 8: 2016 Selected Free Response Comments 


Business, Administration, Management Skills  


 Good training for systems-based practice competencies and to provide leadership 


for resident quality improvement and patient safety projects. 


 With the current healthcare climate, practitioners with the perspective gained 


from earning an MBA should help us make smart decisions regarding finding 


new revenue streams, positioning our organizations for growth in the short and 


long term future, and navigating the changing medical landscape.  I think an 


MBA is potentially a big plus. 


 I am the only faculty member with an MBA.  I got my MBA (executive program) 


when I was chair of a department (at another institution).  I has been extremely 


useful in giving me the knowledge and skills to assess my department's and 


institution's (past and present) administrative, operational, financial and cultural 


strengths and weakness. This has guided me well in making career decisions, 


counselling residents regarding career and other decisions,  and in giving me the 


knowledge to persuade others in strategic and tactical planning. Every academic 


chairperson and institutional administrator could benefit from an MBA. 


 I agree doctors need to know more about the business side of things in order to 


have a strong voice going forward in discussions about improving healthcare.  


While I wish we all worked in a single payer system, we don't.  We work in a 


complex industry and need to understand all the drivers.  If we are ignorant of 


these issues, we will not be well-represented at the table where important 
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decisions about value, productivity and systems refinements are made.  


Consequently, I am all for people entering residency with an extra business-


related knowledge base. […] 


 The MBA offers trainees the assets of a different knowledge base and problem 


solving skills. These are important for us to foster among our trainees as they 


need to master competencies in systems based practice. Having residents in a 


program with well developed skills and knowledge for facing and solving 


challenges related to just distribution of limited resources, processes & workflow, 


health care financing will predictably be a great asset. There is more to learn than 


differential diagnoses, finding recognition, and how to write a good radiology 


report. 


Candidate’s MBA Goals  


 How they plan to use it is the biggest question.  Just having the degree is a CV 


builder.  What it actually means is a different story.  I don't think we always have 


a clear notion on how this degree would help. 


 Each applicant is assessed individually.  Some MD/MBA candidates seem like 


the MBA is the most relevant portion of their education for their career goals 


while others choose to integrate it into their clinical practice of medicine.  I have 


no bias for or against MD/MBA applicants because it seems that there is a wide 


variety of reasons to obtain the degree that differently effect their candidacy.  


Likely, this is a reflection of the individual rather than the degree. 


 I'd be interested in how the resident plans to use the MBA professionally. I'd be 


reluctant to recruit someone who wanted to use the MBA to become a consultant 


to industry, but I think many of the skills acquired through an MBA are 


applicable to efforts to improve healthcare delivery. 


 Many medical students have NO CLUE what they are going to do with the MBA.  


Some believe that it is a pathway to leadership, chief, chair, etc; but they have no 


idea what it means. […] 


 Typically I want to know how the applicant sees the MBA adding to their 


intended career. The time and devotion required to complete an MBA speaks to 


the applicants potential in training - however there is always a concern the path to 


the MBA was used as a end in the applicant's life in which case I worry this 


would speak more to someone who is not driven to attain one goal. 


Unlikely Clinical Practice  


 Often come to residency with a different focus that can be good or bad, 


depending on the individual.  This is hard to answer since can be a positive in 


some cases, or negative in others (those who really are not as investing in patients 


or residency).  We do need more physician leadership, but not those who jump to 


industry and often do not make sig. positive contributions. 


 Sometimes people that do not like clinical medicine during medical school  get an 


MBA to add a skill so that they can use their MD degree in a nonclinical way and 


therefore not have to practice clinical medicine  These people tend to be very 


unhappy during residency because of the heavy clinical load and emphasis on 


clinical skills development, which they have no plan on using, and therefore don't 


see why they need to work on these skills. This unhappiness makes my job harder 
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as they tend to not do as well, bring down the morale of fellow residents, bring 


down morale of attending teachers, and work at ways to get out of clinical work 


they dislike.  


 


Also, sometimes people who went into medicine because they saw it as a good 


way to make money (as opposed to going into medicine as a good way to help 


people)  will get an MBA because they plan to run a medical practice like a 


business and want this skill. In our field, I would prefer to attract residents who 


are more altruistic. 


 […]On the flip side, the point of residency is to learn how to take care of patients.  


I have met a number of people with business degrees trying to enter residency 


who don't seem to have a lot of interest in patient care.  This is unfortunate.  


Credibility in our line of work comes from knowing and doing the day job.  So in 


my mind, the perfect MD/MBA is someone fully engaged in the MD with the 


MBA as an offshoot, not the other way round. 


 My primary concern is to train physicians who wish to remain in the state and 


practice medicine. My concern would be this individual is not interested in 


clinical medicine. 


 I seek a variety of applicants.  Having 1-2 in the program with an MBA is fine, 


but more than that, I don't think is helpful.  Also, there are times where I have 


interviewed MD-MBA applicants and it is clear that they really are not interested 


in doing clinical work.  This is a problem for residency programs so just having 


an MBA is not as critical as developing these sorts of skills in all radiologists. 


Poor Candidate  


 Very helpful training, but I have yet to see an applicant meeting our minimum 


qualifications for an interview that also possessed a MBA. 


 I agree that this resident has potential to bring a lot to our progam (and many 


have). However some our residents with the most difficulty meeting our clinical 


expectations have been those with MBA. I think there is a gamble here- is this 


resident truly interested 


 Sometime students do an MBA and it is clearly because they did not get into 


medical school the first time around, and they needed to do something useful and 


bolster their application. For some applicants who are clearly interested in health 


services or other epi research, they use it, for most of them, it was an extra thing 


to do, and does not add anything to their application, and may be a red flag, for 


reason noted above. 


 many of the applicants that I have interviewed that have an MBA coming out of 


medical school were actually academically challenged in the medical school 


aspects and were not the best applicants as their USMLEs were not as good and 


they didn't have as good of an application. 


So actually at this point, it is kind of a red flag to me.  And it hasn't been so much 


that their medical school grades suffered due to the MBA course work, they were 


not as good on their own. 


 When students complete their MBA within the four year medical school 


curriculum I'm concerned that it takes away from the time they dedicate to 
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improving their medical knowledge.  When looking at our applicants the ones 


with an MBA seem to have lower STEP 1 / COMLEX 1 scores. 


Motivation  


 Usually a sign of motivation, since it is generally accomplished in concert with 


their other training.  They bring a knowledge base that others do not have. 


 Likely to be a more self motivated individual and one who has life/work 


experience outside of medicine, which are desireable characteristics. 


 It is mostly an indicator of the ability to commit to and do advanced work.  It is 


neither a plus nor minus when applying to our residency. 


 Having an MBA would be a positive in the application process- shows diversity 


and dedication to add extra time to the MD program.  I am not sure it would be of 


much benefit during residency itself, as residency is mostly clinical.  I again think 


it becomes useful post residency 


 Intelligence, drive, ambition, forward thinking. 


Leadership  


 There are numerous leadership positions that have opened up for Family 


Medicine physicians, particularly with regard to the value based care models and 


ACOs.  I think that this is a more useful degree now for Family Medicine 


physicians than it has been in the past. 


 The ability to think like an administrator, even for someone who is entirely 


clinically oriented, helps with communication. It also addresses the skill set 


required for physician leadership positions. 


 Good training for systems-based practice competencies and to provide leadership 


for resident quality improvement and patient safety projects. 


 MBA applicants typically have had some formal leadership training and quality 


improvement training as well as a better understanding of system-based issues. I 


have found this to be helpful in our program in leading teams as a senior resident 


and conducting QI projects. 


 Better leadership skills Better understanding of QI 


 


Table 9: 2006 Selected Free Response Comments by Lyssy 


Uncategorized Quotations from Lyssy (15)  


 We have come to a time where those that make decisions can not identify a 


patient in a well-lit room, with a map, magnifying glass and seeing-eye-dog. 


 50% of our residents with MBAs have left the program 


 The one we have (resident with an MBA) has been evaluated to be the laziest 


resident they know 


 Too pragmatic and not "romantic" enough about saving humanity, serving the 


poor and unwashed, etc. on 


 I am personally very concerned about young men and women, without getting 


their hands dirty in the clinical arena for several years, wanting to become 


medical administrators directly. If! felt that was the intention, I would never 
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accept them in my program. That is a hidden fear that many Program Directors 


harbor. We have no use for such theoretical arn chair quarterbacks. It would be a 


bit like the worthless folk who advised Hilary Clinton on her health care "reform" 


package which richly deserved the fate it met. 


 What does an MBA bring to the table? Marketing? Accounting? Management? 


Finance? If I thought I needed those skills, I would go obtain an MBA. In many 


ways this is a big distraction to these people from the meet and potatoes of 


medicine. They tend to become confused because they are so interested in "big 


picture” items. 


 Successfully completing an MBA indicates a level of academic ability and 


organizational skill that should make the recipient an excellent resident 


 Older age residents may contribute less to the social spirit of the residency 


training group. 


 I would be suspicious that they would truly want to practice medicine. I would 


also have some concern if they would really be willing to put time/effort 


necessary into residency training. 


 I am 62 and plan on getting my MBA soon. Our former chair, now Chief Medical 


Officer; and our chief of Surgery at the VA both have MBA degrees. 


 I perceive them as energetic, smart and interested in the future of medicine. 


 I find my residents with multiple degrees are sometimes less compliant with day-


te day administrative requirements of the program (procedure logs, HIPPA 


compliance modules) because they often feel entitled to decide for themselves 


which tasks are actually important. With 40 residents, it is difficult to tolerate 40 


separate interpretations of department policies 


 My chairman and one my partners acquired MBA's during a 5 year period of time 


at a university setting. The effect of the MBA was that both individuals withdrew 


from education, were obsessive concerned with non clinical matters and avoided 


clinical work altogether. One has left clinical care. 


 Having an understanding of the business side of radiology and medicine would 


enhance any practice. This would likely have positive effects on income. These 


skills would obviously not make the person a better diagnostic radiologist. 


 I see no reason why business acumen and compassionate medicine can not 


coexist. I view an MBA as an added and valuable dimension to the application. 


 I worry that that type of physician may be an entrepreneur rather than dedicated 


to medicine. 


 The applicant has to present him or herself with a cogent plan that includes how 


the MBA would help them get to the career goals. 


 In our experience, residents with MBA's are more "financially oriented" than 


clinically oriented." They have not worked as hard as our other residents nor have 


they cared for their patients as well. Resident peers have in general viewed them 


as slackers. 


 Would hopefully do important research and contribute to solving national 


problems that plague our specialty 


 Medicine is a 100 percent commitment. My concern is anyone with an MBA may 


not be 100% committed to the practice of medicine. 
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 Often distracted from primary duties on orthopedic related issues 
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Discussion 


Senior medical student candidates with an MD/MBA degree are perceived 


positively by residency program directors of all medical specialties.  However, there are 


certain environments that foster a more positive view of these applicants, and there is a 


minority of program directors that view the MBA in a negative light. 


Recent legislation such as MACRA and the PPACA has created changes in the 


healthcare landscape that tie the delivery of healthcare with components of population 


health and payment reform.  Over the past two decades, there has been significant interest 


in cultivating physician leaders to serve in a multitude of new roles, from academic 


medicine and health maintenance organizations to independent practice associations and 


corporate governance.   


In response to this movement, the number of MD/MBA joint-degree programs has 


exploded across the United States, resulting in tremendous growth in MD/MBA 


graduates.  Most graduates wish to pursue clinical practice.  However, there is a paucity 


of information on how these graduates are perceived by the gatekeepers of the next step 


in their medical education.  


Overall, all specialties in this study (anesthesiology, dermatology, family 


medicine, general surgery, internal medicine, neurology, obstetrics & gynecology, 


ophthalmology, orthopedic surgery, pathology, pediatrics, physical medicine & 


rehabilitation, plastic surgery, psychiatry, diagnostic radiology, and urology) have a 


favorable impression of MBA residency candidates, quantified by the calculated Likert 


score.  Moreover, this positive attitude of program directors towards MD/MBA 


candidates was reflected similarly in both male and female program directors, as well in 
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all regions of the United States.  However, we found a significant negative correlation 


between program director’s age and total Likert score.  Further research is needed to 


clarify why older program directors perceive MD/MBA candidates with more negativity 


versus younger program directors.   


Surprisingly, program directors with an MD/MBA degree did not have a 


statistically significant greater Likert score compared to program directors without an 


MD/MBA.  Similarly, the departmental presence of at least one MD/MBA faculty did not 


significantly influence the Likert score.  However, program directors who had worked 


with MD/MBA candidates in their program did report statistically significant higher 


Likert scores than program directors who had no such experience.  We also discovered 


that program directors with MD/MBAs and those with MD/MBA faculty demonstrate 


greater positivity towards MD/MBA candidates.  However, a statistically significant 


Likert score may be difficult to observe due to a high baseline of positive sentiment in 


both groups.  Second, experience in working with residents who possess an MBA may 


help motivate greater positive sentiment among residency directors versus having a more 


distant connection such as a faculty member with an MBA.  This may explain the 


statistically significant greater Likert score among program directors who have worked 


with a resident who possesses an MBA versus a resident who does not.  


 Moreover, we believe that this first-hand experience with residents who possess 


MBA training can create a positive atmosphere, which encourages additional MD/MBA 


candidate applicants.  Noticeably, this positive feedback loop was demonstrated in the 


greater number of MD/MBA residents matriculated through programs in which higher 


numbers of MD/MBA faculty were present.  We hypothesize that these institutions may 
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reflect both a greater level of support towards MD/MBA candidates as well as targeted 


programs that may interest applicants, offering tracks or distinctions in quality 


improvement and patient safety.  


In a review of comments, some program directors still voice concerns about the 


goals of the candidate, the likelihood of clinical practice, and the quality of a joint-degree 


candidate.  Others commend MD/MBA candidates on bringing business, administration, 


and management skills to the field, as well as in demonstrating greater maturity and 


leadership.  In a comparison of the comments voiced by program directors in 2016 versus 


2006, similar themes were observed.  However, as this was an optional free-response 


section of the questionnaire which may be biased, we proceeded to compare the Likert-


type question scores parametrically in order to discern if there was a shift in perception of 


the last decade.   


Lyssy included four specialties in his 2006 survey – diagnostic radiology, internal 


medicine, general surgery, and orthopedic surgery.  Though the number of program 


directors sampled across the four representative fields represented in Lyssy’s thesis was 


higher than in this study, we believe that we achieved a more representative sample by 


utilizing an electronic form through a commercial vendor, versus a mail-in form from the 


university in Lyssy’s study.  This would prevent program directors who have an interest 


in responding, such as those with an MBA, from being over-represented.  Such bias may 


be present in Lyssy’s data as the percentage of program directors with an MBA decreased 


from 14.34% to 4.14% from 2006 to 2016, which may indicate potential oversampling.  


Nevertheless, generally over the four specialties, as well as in diagnostic radiology, 


internal medicine, and orthopedic surgery, there was a marked increase of known 
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residents with an MBA, thus confirming the increased number of MD/MBA candidates 


over the past decade.  Moreover, the number of faculty with an MBA known to the 


program director significantly increased within internal medicine as well as orthopedic 


surgery.  This may indicate the value of these skill sets in achieving leadership within an 


academic center in these departments.  It is uncertain why general surgery shows no 


statistically significant increase in the number of program directors with an MBA, known 


faculty with an MBA, or residents with an MBA.  Of interest, it should be noted that 


women continue to compose a minority of program directors in general surgery and 


orthopedic surgery and continue to be grossly underrepresented, with no change over the 


last decade.  This question warrants further investigation, but it does not fit the scope of 


this paper. 


Direct comparison of Lyssy’s data to our data was attempted; however, the raw 


data file was not available to perform a calculated Likert score.  Therefore a parametric 


analysis was performed on the Likert-type items questions 1 to 6(17).  For comparison, 


the scores for question 3 and 4 were not reversed. Other than question 5 for diagnostic 


radiology and general surgery, all other Likert-type scores of questions 1 through 6, as 


referenced in Table 7, did not demonstrate a significant difference in mean score between 


2006 and 2016.  Comparison of the confidence intervals between 2006 and 2016 for all 


four specialties (diagnostic radiology, internal medicine, general surgery) yielded no 


statistically significant change over the past decade other than for question 5, “Having an 


MBA would be useful to a physician practicing in your field.”  This question was 


significantly more negative for general surgery and subsequently affected the global 


average, as seeing no other group demonstrated any statistically significant change.  It is 
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uncertain why general surgery has limited growth in physicians with an MBA and 


believes an MBA is not useful to the general surgery field, while other groups show a 


positive change.  This would be an interesting question to investigate in further studies. 


The overall positive perspective of MD/MBA students by residency directors may 


be reflective of the utility of the MBA within residency programs and the practice 


environment.  Within residency programs, strong leadership has been attributed to 


successfully transitioning between the role and responsibilities of an intern to that of a 


resident.  This commended skill is now formally taught in residency programs at the 


Cleveland Clinic, University of Washington, and Massachusetts General Hospital(18).  


Similarly, residency programs have encouraged the development of MBA-like skills 


within their residents through tracks and concentrations to innovate house projects in 


quality improvement and patient safety at their home institution’s primary care clinic, 


hospital wards, or Veteran Affairs Hospital. 


Additionally, strong medical leadership has been associated with reduced 


mortality, fewer admissions, cost savings, and a positive work environment.  Therefore, 


there is special interest on the part of residency programs to cultivate the skills of the 


MD/MBA physician leader.  For example, the Duke Medicine, Management and 


Leadership Pathway for Residents (MLPR) was created in 2009, “to accelerate the 


development of critical leadership and management skills in all facets of medicine, 


including care delivery, research, and education”(19).  This program was created in 


response to addressing how physician-leaders no longer could be “accidental 


administrators” who “learn on the job”, but rather must be carefully cultivated(19). 
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Furthermore, this utility of skills acquired with MBA training has been reflected 


in the increased number of senior physicians considering an executive MBA 


program(20).  Eighty-one percent of senior physicians who completed an MBA program 


after their MD stated their business degree had been very useful or essential to the 


advancement of their career(21).  A general upbeat attitude resounds among these 


graduates; as one states, “I think it’s a win-win situation for everybody, not only for the 


individual physician but for the profession as a whole.  There’s no question in my mind 


that if medical professionals aren’t ready to make decisions on health care, other 


professions will make those decisions for them”.  Another states: “We have a good 


system, but it can still get better.  I would really like to be a part of that process”(22).          


This study evaluated the perception of residency program directors of MD/MBA 


candidates utilizing a direct survey methodology.  We believed that profiling the number 


of MD/MBAs in each residency program, approaching interviewed students or 


interviewers, and polling practicing physicians would prove to be difficult due to 


unfeasibility, obscuration, and data unavailability surrounding the residency match 


process.  We do acknowledge the limitations of the survey tool.  Some limitations may 


include response bias due to its voluntary nature, thus potentially selecting for overtly 


positive or negative opinions, selecting for respondents who are affiliated with the MBA 


curriculum at their home institution, or allowing for respondents other than the program 


director due to the lack of face to face authentication.  We chose not to investigate the 


opinions of program directors applicable to other advanced degree tracks, such as 


MD/Ph.D., MD/MPH, or MD/JD programs, due to their divergence from the question at 


hand as well as the mutual exclusivity of the degree candidates.   
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In conclusion, we return to our hypothesis, “Completing an MBA as a medical 


student will be perceived positively by residency directors, and the global opinion of 


MD/MBA candidates has changed over the last decade.”  We conclude that the majority 


of program directors across multiple specialties positively regard MD/MBA candidates 


for their residency programs.  Moreover, this positive regard has remained generally 


stable over the past decade.  Additionally, we hope that with greater numbers of 


MD/MBA candidates entering medical practice these attitudes will continue to evolve in 


a positive fashion.  Future directions for study may examine the source of candidates, the 


MD/MBA programs, or the pathways graduates take after residency in order to validate 


the perspectives gleaned from program directors in this study.  
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Figures: Displayed on next page.
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Figure 1: 2016 Survey Questionnaire 


Residency Director Attitudes about 


MD/MBA 


[IRB Consent Text} 


Do you understand the consent above and 


wish to continue? 


 Yes 


 No 


 


What program do you direct? 


 Anesthesiology 


 Dermatology 


 Family Medicine 


 General Surgery 


 Infectious Disease 


 Internal Medicine 


 Neurology 


 Obstetrics & Gynecology 


 Ophthalmology 


 Orthopedic Surgery 


 Otolaryngology 


 Pathology 


 Pediatrics 


 Physical Medicine & Rehabilitation 


 Plastic Surgery 


 Psychiatry 


 Radiology - Diagnostic 


 Urology 


 


In what state do you direct your residency 


program? 


 Alabama 


 […] 


 Wyoming 


 


What is your age? 


______ Age 


 


Are you male or female? 


 Male 


 Female 


 


How would you characterize the effect of 


the presence of an MBA when assessing a 


medical student applying to your residency 


program? 


 Strongly Positive 


 Somewhat Positive 


 None 


 Somewhat Negative 


 Strongly Negative 


 


A resident with an MBA would add value 


to the program. 


 Strongly Agree 


 Agree Somewhat 


 No Opinion 


 Disagree Somewhat 


 Strongly Disagree 


 


An important concern is that a resident 


with an MBA may not complete the 


program. 


 Strongly Agree 


 Agree Somewhat 


 No Opinion 


 Disagree Somewhat 


 Strongly Disagree 
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An important concern is that a resident 


with an MBA may not practice clinical 


medicine upon completion of the program. 


 Strongly Agree 


 Agree Somewhat 


 No Opinion 


 Disagree Somewhat 


 Strongly Disagree 


 


Having an MBA would be useful to a 


physician practicing in your field. 


 Strongly Agree 


 Agree Somewhat 


 No Opinion 


 Disagree Somewhat 


 Strongly Disagree 


 


The medical profession could use more 


leaders with MBA-type training. 


 Strongly Agree 


 Agree Somewhat 


 No Opinion 


 Disagree Somewhat 


 Strongly Disagree 


 


In the time you have worked closely with 


the residency program, has it had any 


residents with an MBA? 


 Yes 


 Maybe 


 No 


 


Do you personally have an MBA? 


 Yes 


 No 


 


Do any faculty members in your 


department have an MBA? 


 Yes 


 No 


 


What other substantial consideration(s) do 


you see regarding an applicant with an 


MBA? 


 


How many residents with an MBA has 


your program had in the last five years?* 


How many people in your department 


have an MBA?* 


[Incentive question] 


[End of Survey] 


 


*Displayed only if the corresponding 


preceding statement was answered in the 


affirmative. 
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Figure 2: 2006 Survey Questionnaire by Lyssy 
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TTU Lubbock benefits:

 

A fully Online option or hybrid online/on-campus. Online offering added flexibility

 

Internship (but this would require a local coordinator)

 

A potential of 8 credit hours shared with MD program

 

A larger and more diversely skilled staff with an overall larger program in terms of degrees conferred

UTEP offering:

 

On-campus with a hybrid possibility

 

A potential of 9 credit hours shared with MD program

 

Local faculty support

 

Cheaper program cost

 

Fewer total hours for completion.Cohort structure that emphasizes a collegial nature to cohorts that are
started 3 times a year

Drawback MD students would have to skip from cohort to cohort reducing benefits of a cohort
framework.

Fewer total hours for completion
Note however TTU's extra hours are highly relevant in that they have a healthcare organization
management focus.

 

Dr. Brower asks if the committee endorses the idea of a 5 year dual MD/MBA program, and if so recommends
going with the TTU program.

 

Discussion ensues

Dr. Fuhrman asks how this would impact class sizes

it wouldn't impact PLFSOM class sizes with the exception that there might be an imbalance in the cohorts
of students that opt to take the MBA program from year to year, so there may be some marginal variation
of students entering the 4th year but is more about making the school more attractive and competitive
with other schools that offer similar programs rather than bringing more students in.

Dr. Cervantes asks is the idea to copy the Lubbock MD/MBA program currently offered.
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It would be the same course work, but due to the way that the school of medicine in Lubbock is structured
there is greater ability for the students to complete the MBA courses during the summer breaks, so
students in Lubbock can complete the program within the 4 years
Dr. Brower recommends that we operate as many other schools do and offer it as a 5 year program.

Dr. Nino asks is this option available to current students.

Yes, they would even advise that students enroll in the program after their first year of medical school.

Dr. Hogg asks are students required to complete all credits for the MBA program prior to graduating from
PLFSOM

no, they are separate programs.

Dr. Hogg then asks based on the information from the national data how many students enroll in this MBA
program from each class

a very small amount, probably a few from each class.

 

Dr. Hogg agrees that the TTU program appears to be the better fit

 

Dr. Brower notes that

any student enrolled in the program has access through the distance learning methods to counseling
through the business school services.
Students complete an internship where they spend a few months working in a healthcare organization and
have a project.

. The contact in Lubbock stated the internship it's not something that has to be a requirement and
proposed a curriculum that substitutes as an option.

 

Dr. Brower requests the CEPC preliminary endorsement then a formal degree plan for the board of regents as
well as an affiliation agreement much like we have in the MD/MPH program with UT Health.

Other approval requirements:

The Business school in Lubbock committee approval

Academic council approval at both institutions

Board of Regents

Texas Higher Education Coordinating Board notification from both institutions of the joint degree program.

Decision

Dr. Hogg motions that the committee endorse the program and to charge Dr. Brower with overseeing the dual
degree program. Dr. Brower recommends that he works with the contact in Lubbock to come up with a formal
degree plan and draft an affiliation agreement then bring it back for approval.

 

Committee raises no concerns and motions to endorse the dual program.
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4. AY 2020-21 COVID-19 CURRICULAR
MODIFICATIONS (LMCE 8.3)

Discussion

The operations plans can be found at the TTUHSC EP main page under COVID-19. PLFSOM has moved from
phase 4 to phase 3 operations which includes the following changes:

 

Online classes will still be offered, unless otherwise directed by Dean or Provost

 

Modified research operations have become active, there will be minimal research on campus with COVID-
19 mitigation protocols in place

 

SARP, Distinction in Anatomy, and Remediation exams will be the only changes for Pre-Clerkship students

 

Students will be allowed to engage in SARP related research projects following research operating
protocols. Students will also be able to engage in the Distinction in Anatomy program, which has a plan
developed that meets the specifications outlined in the research operations plan.

 

 

Remediation exams offered either in an online proctored format or in person on campus, with on campus
exams having the benefits of a more distraction free environment and the ability to use scratch paper.

Dr. Fuhrman mentions his college raised concerns over the equity of allowing students who take on
campus exams to use scratch paper since students who have to take the exams online cannot.

Dr. Hogg asks the committee if they have any recommendations for this issue,

Issue that ExamSoft and ExamMonitor software cannot proctor in real time

A decision was made on what resources they would allow the students to have but in order to
maintain the academic integrity of the exam - thus the fully proctored option which excludes
the usage of any

All students were offered the opportunity to come to campus for the testing on five different
dates

The institution is currently looking into other alternatives for remote proctoring and are in the
vetting process of other solutions that will hopefully help to address these concerns moving
forward.

 

Phase 2 operations are tentatively scheduled for Monday, June 29th and will include the following changes from
phase 3:

 

Limited operations on campus
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Moving online academic classes to campus where appropriate with moderate social distancing in
accordance with CDC guidelines

 

Clinical coursework willcontinue

 

Simulation activities will ramp up.We are currently in communication with theTECH center to ensure a
plan is implemented that will allow students to engage in Medical Skills training in the center

 

PLFSOM will be transitioning some Faculty and Staff back to the office with the implementation of COVID-
19 risk mitigation protocols, with details still being discussed.

 

AllPre-Clerkship learning activities will be delivered as described in phase 3 with the exception of Medical
Skills.

 

The large auditorium will be used for social distanced on campus summative testing during phase 2.

 

MS1 proposed template will see the following changes:

 

 

a large part of PLFSOM's foundational materials in the fall be online asynchronous learning modules and
pre recorded lectures. We will need to facilitate the application of knowledge to problem solving and
promotion of diagnostic reasoning skills development which are things that will be tested in step 1 and 2

 

Some synchronous learning will be brought back throughout the pre-clerkship phase and will be called
flipped classroom activities. Faculty is currently auditing the curriculum on a week to week bases and
looking at where they can add some flipped classroom activities online in SPM and SCI. There will be no
more than 4 of these activities with 2 on Tuesday and 2 on Wednesday and will be split by a lunch break or
classroom cleaning if on campus. Students will engage in Medical Skills on campus during phase 2
activities, we will need to go to a 4 session format due to distancing protocols.

 

Friday morning worked case example sessions will utilize an online team based learning (TBL)format with a
summative assessment, the summative will be broken up into to parts ( Iquiz: individual quiz and Tquiz:a
team based format)..

 

 a break followed by a colloquium capstone experience will follow TBL

 

 A full additional day of independent study is added to engage in online asynchronous learning.  – replaces
Community preceptorships during the Fall, we may reengage during the spring depending on the COVID
situation.
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MS2 proposed template is similar to MS1 however it will be shifted by a few days and start on Wednesday and
finish on Tuesday to allow for space and to engage in both classes.

 

Proposed changes to SPM are identical to the changes for the curriculum 2.0 – COVID-19 has accelerated plans.

Implement two team based learning work cases and two asynchronous learning modules a week.
Completion of the learning modules and participation in the TBL activity will be a professionalism
requirement.

Weekly summative quizzes with individual and group components which will be completely analogous to
the iRats and tRats, with real time feedback during the group component.

Cumulative iRat and tRat quiz performance could count for 15% of unit grade (+/-5%). The team based
learning consortium recommends starting at a relative weighting of 75:25 for iRat:tRat, but also
recommend it be discussed with students and negotiated with the class.

Final unit exams via NBME customized exams - account for 85%(+/-5%) of unit
Dr. Nino adds that we are still deliberating the model for final grade calculation. Faculty are still
addressing some concerns before coming with a formal proposal to the CEPC.

4.1. CLERKSHIP

 AY 2020-2021 Clerkship Phase Update.pptx  
 AY 2020-2021 Virtual Block Syllabus final draft 5-7-2020.docx   Virtual Syllabus Vote.pdf

Discussion

Year 3 student curricular changes

The Class of 2022 Clerkship has been rearranged in the following way:

 

 

It will begin with an 11 week virtual block to allow more flexibility for taking step 1 and allow the clinical
environment to reopen, Virtual block will be followed by two 19 week blocks with trios of clerkships instead
ofpairs.

 

One block will be IM/ Psychiatry/ FM and the other will be OB-GYN/ Pediatrics/ Surgery.

 

The change in the calendar year will be 4 weeks at Christmas for a winter break due to a large number of
students taking step in December, this will extend the year by 2 weeks at the end and the January
intersessionmaterialwaspulledintothevirtualclerkshipsothethirdyearwillendtwoweekslateronMay 21st
instead of May7th.

 

Virtualblock framework

integrates all 6 core clerkships around a theme each week

SPencounterevery Tuesday with a documentation exercise and/or audio recording of an oral presentation.
Feedback will be presented by an assigned mentor
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AY 2020-2021 Clerkship Phase Update

June 8, 2020

Maureen Francis, MD, MS-HPEd, FACP

Assistant Dean for Medical Education

Professor, Department of Medical Education

Clinical Professor, Department of Internal Medicine







Class of 2022

Calendar rearranged to begin with an 11 week virtual block

Allow more flexibility for taking Step 1

Allow clinical environment to reopen

Virtual block followed by two 19-week blocks

IM/Psychiatry/FM integrated block

OB-GYN/Pediatrics/Surgery integrated block

Syllabus for the 11 week virtual block approved by email vote





		 		Original Academic Calendar		Restructured Academic Calendar

		Orientation		May 6 to 8		 

		Block 1		May 11 to August 28                 (16 weeks)		May 11 to July 24                       (11 weeks)

		Orientation		 		July 22 to 24

		Block 2		August 31 to December 18      (16 weeks)		July 27 to December 4 
(19 weeks)

		Winter Break		December 19 to January 3
(2 weeks)		December 5 to January 3
(4 weeks)

		Intersession 1		January 4 to January 8
(1 week)		 

		Block 3		January 11 to April 30
(16 weeks)		January 4 to May 14
(19 weeks)

		Intersession 2		May 3 to 7		May 17 to 21

		End of Spring Semester		May 7		May 21



Overview of Calendar Changes









Virtual Block

Integrates all 6 core clerkships around a theme each week

SP encounter every Tuesday with a documentation exercise and/or audio recording of oral presentation

Feedback provided by an assigned mentor

Telemedicine experience with a longitudinal mentor

Online cases and modules

Aquifer

Online Med Ed

Access Medicine

Design-A-Case

APGO

Threads of evidence-based medicine, patient safety and QI, EKG proficiency, imaging and cardiac auscultation











Sample week





Draft Overview of AY 2020-2021







Class of 2021

Off cycle students

5 students

4 in FM/Surgery

1 in IM/Psychiatry

Block began on May 11th with in person clinical experiences and virtual didactics

Clinical experiences adjusted for changes related to COVID

E.g. FM/Surgery students started with FM experiences to allow time for elective surgeries to restart and build 

IM/Psychiatry began with IM inpatient rotation to allow time for EPPC center to reopen to students

All student issued 2 re-usable cloth masks and given the following instructions

Do not care for COVID-19 confirmed or suspected cases

Do not care for patients in isolation (save PPE)

Do not scrub into surgeries without the approval of the Clerkship Director





Class of 2021

First 4th year block began today!

All required rotations are in person for clinical activities with virtual didactics

Some electives remaining virtual

E.g. Radiology to maintain social distancing 

All student issued 2 re-usable cloth masks and given the following instructions

Do not care for COVID-19 confirmed or suspected cases

Do not care for patients in isolation (save PPE)

Do not scrub into surgeries without the approval of the Clerkship Director

Students are also signing that they will abide by the rules and follow guidelines







Questions?
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Block 1 Virtual Clerkship Syllabus

2020-2021 Academic Year



1. Virtual Clerkship Background and Description

The COVID-19 pandemic has affected patients and health care providers and changed the landscape of clinical care. In addition, closure of the Prometric testing centers has made it very difficult to obtain dates for the Step 1 exam. The requirement to take Step 1 by the start of third year has been waived and the deadline for the Class of 2022 has been extended to June 30, 2021. In response to these extenuating circumstances, the third year curriculum has been restructured to balance flexibility for Step 1 while ensuring that the clinical experiences needed to become competent physicians are available in an environment conducive to learning. 

 The AY 2020-2021 calendar for third year medical students will begin with an 11 week block of virtual learning from May 11 to July 24, 2020. This includes an orientation prior to the return to clinical experiences planned for July 22 – 24, 2020. The entire class will participate in the activities. Content will integrate the goals and objectives of the six core clerkships and the January Intersession and will concentrate on goals and objectives that can be met virtually. 

This document serves as a supplement to the following:

a. Common Clerkship Policies

b. OB/GYN and Pediatrics Block Syllabus

c. IM and Psychiatry Block Syllabus

d. FM and Surgery Block Syllabus

2. Virtual Block Objectives

a. Patient Care

i. Gather essential information about patients and their condition through history taking and the use of laboratory data and diagnostic tests. (1.1)

ii. Demonstrate knowledge of the scope of the physical exam required in different contexts across settings (1.1)

iii. Accurately describe physical exam maneuvers during virtual encounters with standardized patients. (1.1)

iv. Demonstrate the ability to use clinical information and diagnostic reasoning to develop a reasonable list of differential diagnoses and to begin treatment, including writing appropriate prescriptions and inpatient orders in low to moderate complexity cases (1.1, 1.2, 1.3, 1.6)

v. Make informed decisions about diagnostic and therapeutic interventions based on patient information, up-to-date scientific evidence and clinical judgment. (1.2) 

vi. Document clinical encounters accurately in the medical record, including a full History & Physical, progress note and discharge summary across contexts and levels of care. (1.7, 4.4)

vii. Counsel and educate patients to enable them to participate in their care and promote health. (1.8, 1.9)

viii. Promote health and well-being to patients, families and other health care professionals. (1.9)

ix. Provide preventive health care services to patients of all ages. (1.9)



b. Knowledge for Practice

i. Apply basic science principles/concepts in the clinical context ( 2.3)

ii. Apply knowledge of biostatistics and epidemiology in diagnostic and therapeutic decision-making. ( 2.3, 2.4, 3.4)

iii. Identify social determinants of health in clinical cases and reflect on how this affected patient care (2.5)

iv. Demonstrate the ability to apply medical knowledge related to normal variation and pathologic states in diagnostic and therapeutic decision making and clinical problem solving. ( 2.1, 2.2, 2.3)



c. Practice Based Learning and Improvement

i. Analyze and solve system-level problems using quality improvement and patient safety principles and tools ( 3.2, 6.3)

ii. Reflect on learning each week and develop a plan to fill any gaps in knowledge, skills or attitudes (3.1, 3.3, 3.4)



d. Interpersonal and Communication Skills

i. Communicate effectively with patients of all ages and across a broad range of socioeconomic and cultural backgrounds. (PGO 4.1)

ii. Communicate effectively with colleagues and other health care professionals. (4.2)

iii. Demonstrate the ability to perform an oral case presentation to communicate pertinent information and your diagnostic reasoning and plan to your supervisor. (4.2)

iv. Demonstrate the ability to perform a safe hand-off during transitions in care. (4.2, 6.4)

e. Professionalism

i. Demonstrate professionalism and adherence to ethical principles in all activities (PGO 5.1, 5.5, 5.6, 5.7)

ii. Recognize potential conflict of interest and ethical dilemmas related to health care business practices and administration. (PGO 5.5)

iii. Understand the basics of informed consent, including special situations such as children and patients who do not speak English (PGO 5.2, 4.1)

iv. Demonstrate knowledge of ethical principles related to end of life care and coping mechanisms to deal with death, dying, and human suffering in a respectful and empathic manner (PGO 5.4, 8.2, 4.3)

v. Demonstrate sensitivity, compassion, integrity and respect for all people. (5.1)

vi. Meet commitments and obligations for all sessions and assignments in a timely fashion. (5.7)



f. System Based Practice

i. Understand the role of telemedicine in the healthcare system. (6.1) 

ii. Demonstrate the ability to identify patient access to public, private, commercial and/or community-based resources relevant to patient health and care through the discharge planning and other assignments. (6.2)



g. Interprofessional Collaboration

i. Explore clinical overlap across specialties of medicine (PGO 7.2)

ii. Function effectively as a team leader and a team member in group activities and assignments. (7.3)



h. Personal and Professional Development

i. Demonstrate healthy coping mechanisms in response to stress and professional responsibilities. (8.2)

ii. Demonstrate flexibility in adjusting to change and difficult situations. (8.3)

iii. Recognize when to seek assistance and ask questions for clarification. (8.1)



3. Integration threads

Integration threads covered in the intersessions will include: 

		X	Geriatrics

		X	Basic Science

		X	Ethics



		X	Professionalism

		X	EBM

		X	Patient safety



		X	Pain Management

		X	Chronic Illness Care

		X	Palliative care



		X	Quality Improvement

		X	Communication Skills

		X	Diagnostic      Imaging



		X	Clinical Pathology, 

		X	Clinical and/or 

               Translational Research

		







4. AY 2020-2021 Academic Calendar

a. The original academic calendar is compared in the table below with the restructured calendar.

		

		Original Academic Calendar

		Restructured Academic Calendar



		Orientation

		May 6 to 8

		



		Block 1

		May 11 to August 28                 (16 weeks)

		May 11 to July 24                       (11 weeks)



		Orientation

		

		July 22 to 24



		Block 2

		August 31 to December 18      (16 weeks)

		July 27 to December 4 

(19 weeks)



		Winter Break

		December 19 to January 3

(2 weeks)

		December 5 to January 3

(4 weeks)



		Intersession 1

		January 4 to January 8

(1 week)

		



		Block 3

		January 11 to April 30

(16 weeks)

		January 4 to May 14

(19 weeks)



		Intersession 2

		May 3 to 7

		May 17 to 21



		End of Spring Semester

		May 7

		May 21







The main changes are:

· Realignment of the clerkships beginning with an 11 week block of virtual learning and telemedicine.

· The extension of winter break from 2 weeks to 4 weeks allowing a window mid-year to take Step 1 if necessary.

· Change in the clerkship integration from 3 integrated blocks (IM & Psychiatry), (OB/GYN & Pediatrics) and (FM & Surgery) to 2 blocks (IM & Psychiatry & FM) and (OB/GYN & Pediatrics & Surgery).

· Please note that the restructured timeline places one NBME in Block 2 before Thanksgiving and 2 NBMEs in the week after Thanksgiving. Students must be present in El Paso to take their NBME exams. 

· The end date of the spring semester moves from May 7 to May 21, 2021. 

· Both the current academic calendar and the restructured curriculum have the same number of weeks of instruction.

· All students must be in El Paso for orientation on July 22, 2020 and ready to begin clinical rotations on July 27, 2020.

· All must return to El Paso and complete self-isolation (if required) before this date.

· If students miss time for self-isolation on or after July 27, 2020, they will be required to make up this missed time at the end of Year 3 before progressing to Year 4.

· Excused absences will be granted for taking Step 1 during the clerkships. Two days will be allowed for this as previously discussed.

· The break between 3rd and 4th year is shortened to 2 weeks. 





5. Virtual Clerkship Calendar

a. Students should generally plan to be involved in virtual activities from 8:00 AM to 5:00 PM daily from Monday to Friday. This includes independent learning time for completion of modules and other online assignments.

b. Note that some telemedicine experiences will require night and evening shifts and some other activities may begin or end before 8 or after 5. 

c. Each students schedule for the week should be posted by the Friday before.

A sample schedule for 1 week is shown below:

[image: ]

d. Weekly activities will include:

i. Online cases 

1. Available through platforms such as Aquifer, Online Med Ed and Access Medicine

ii. Virtual SP encounters

iii. Documentation assignments

1. For example

a. H&P

b. Progress note

c. Transition of care

d. Discharge summary

iv. Order writing and prescription writing assignments 

v. Online modules

1. Examples: ACP Telemedicine module, WiseMD modules

vi. Didactics

1. Online synchronous or posted presentations

vii. Other trainings

1. Example: 

a. Electronic health record training in Cerner and Centricity

viii. Other assignments

1. Example

a. EKGs of the week

b. 1 minute paper due each Friday

e. Longitudinal assignments – examples:

i. VICE activity 

ii. Ethics activity

iii. Root cause analysis 

6. Clerkship location

a. Sessions will be held virtually through WebEx or Kaltura Classroom.

b. Clinical experiences will occur via a longitudinal telemedicine experience. The platform used for the telemedicine visits will depend on the specific department where the student is assigned. 

i. The telemedicine visits will begin in Week 2.

ii. The goal is 6 or more telemedicine visits across the block.

7. Required, expected and optional events

a. Attendance and participation in all synchronous activities is mandatory.

i. Attendance will be taken for all sessions. 

b. Completion of all assignments is mandatory by the deadline posted.

c. Attendance at telemedicine sessions is mandatory.

8. Student performance objectives

9. Patient condition expectations/Op Log expectations

a. There are no Op Log entries specifically required for the virtual block but students should record patients that are seen in the telemedicine sessions as this may cover a required condition for one of the clerkships.

10. Assessment will be based on:

a. Satisfactory completion of all assignments and modules.

b. Professionalism

i. See expectations in section 11 below.

c. Participation in group activities

i. Students are expected to participate with their small groups and in open discussion in class. They are expected to pay attention and to be respectful of their peers and presenters.

11. Grading policy – in addition to common clerkship policies

a. Students will receive mid-clerkship feedback on their performance.

b. Performance on assignments will factor into the final grades for the clerkships after completion of the clinical experiences in Block 2 and 3.

12. Professionalism expectations 

a. As a student, it is important to be professional at all times.  This includes:

i. Being on time

ii. Being honest

iii. Being respectful of everyone

iv. Admit mistakes

v. Being prepared to learn

vi. Checking your email daily and respond to emails in a timely fashion.

vii. Timely completion of all assignments by the posted due date

viii. Dress code 

1. Students are expected to be in professional attire and white coats with their ID badges clearly visible for telemedicine sessions.

b. Your professionalism is formally evaluated by the Clerkship Directors at the end of the clerkship. 

c. Your professionalism is also monitored and evaluated by the coordinators.

d. Failure to receive a satisfactory rating on any aspect of professionalism may result in failure of the course regardless of performance in other areas.

13. Missed events- in addition to common clerkship policies:

a. All students are required to attend all block activities. 

i. If a student will be absent for any activity, they must obtain approval from the Course Director. If the Course Director determines that a student’s absence(s) compromises the student’s ability to attain the necessary competencies, they may require the student to complete alternate assignments, even if the absence is excused. 

ii. Unexcused absences will result in remediation assignments based on the missed activity and a notation of a professionalism concern, including the possibility of receiving a grade of “fail” in one or more of the clerkships.

b. If a student is required to make-up assignments, this must be completed during unscheduled time and the hours worked must be in compliance with the duty hour policy. 

c. In the event of an emergency or illness that results in an absence from block activities, the student must notify the Unit Manager (Mrs. Lourdes Davis Janssen) and the Office of Student Affairs as soon as possible.



14. Contacts

		Maureen Francis, M.D., MS-HPEd, FACP

Assistant Dean for Medical Education

		

		Office: 915-215-4333



		maureen.francis@ttuhsc.edu

		5501 El Paso Dr.   MEB, 2nd  Floor

Room 2220 

(Gold College)



		Lourdes Davis Janssen

Unit Manager

		

		Office: 915-215-4396



		lourdes.davis@ttuhsc.edu

		5501 El Paso Dr.   MEB, 3rd Floor








Appendix 1: 1 Minute Paper Assignment



		Intersession 1 Minute Paper                                                                  Date:



		Please list 2-3 core ideas about what you learned this week that you felt was important.



		1.

		



		2.

		



		3.

		



		List 2-3 clinical questions that you have related to the material presented this week.



		1.

		



		2.

		



		3.

		



		What plan do you have to address these gaps?



		1.

		



		2.

		



		3.

		



		(adapted from work by K. Patricia Cross and Elizabeth Armstrong)







Appendix 2: Professionalism Assessment 

		



		1. Student is reliable and attended all sessions. (PGO 5.3, 5.7)

		No concern/slight concern/serious concern



		2. Student demonstrates respect for all people. (PGO 5.1)

		



		3. Student’s dress and grooming are appropriate for the setting. (PGO 5.7)

		



		4. Student came to the sessions prepared to learn. (PGO 5.3, 5.7)

		



		5. Student demonstrates honesty in all professional matters. (PGO 5.6)

		



		6. Student completed assignments in a timely manner. (PGO 5.7)

		



		Comments:
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Subject: FW: CEPC Material
Date: Friday, May 15, 2020 at 2:05:58 PM Mountain Daylight Time
From: Dankovich, Robin
To: Fuhrman, Brad, Kassar, Darine, Mehta, Shivani, Padilla, Osvaldo
CC: Hogg, Tanis, Kasten, Andrew, Cotera, Maria, PLFSOM CEPC
Priority: High
AFachments: AY 2020-2021 Virtual Block Syllabus final draQ 5-7-2020.docx, image001.png, image002.png


CEPC CommiVee Members,
 
You are receiving this email since the Office of Med Ed has yet to receive a response from you related to this
asynchronous request (sent previously by Andrew Kasten, Coordinator) to review this CEPC item - due by the
end of business today, Friday, May 15th.
 
Please review and approve, or provide feedback, on the aFached Syllabus for the AY 20-21 Virtual Block
that ini\ates the start of the Y3 curriculum (11 week experience) in response to COVID-19. Y3 student will
return to the clinical environment the end of July and resume the normal six-pack clerkship experiences in a
trio block (OB/PEDS/SURG or IM/FM/Psych) for the remainder of the Academic Year.
 
Full details on the adjusted curricular plans across the en\re MD program for AY 20-21 will be sent by CEPC
Chairperson, Dr. Hogg, soon.
 
Please feel free to let me know if you have any ques\ons or concerns and thank you for your \me and
considera\on.
 
Robin Dankovich, Ed.D. 
Director of Accreditation and Educational Program Improvement | Office of Medical Education
Interim Managing Director | Office of the Registrar
5001 El Paso Drive | El Paso, Texas 79905 | MSC 21011
O: 915.215.4537 | C: 915.490.4637 
elpaso.ttuhsc.edu | give2tech.com
 


Privacy/Confidentiality Notice: This message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and privileged
information. Any unauthorized review, use, disclosure or distribution is strictly prohibited. If you are not the intended recipient, please contact the sender by reply email
and destroy all copies of the original message.
 
Preferred Pronouns: She/Her/Hers
 
From: Kasten, Andrew 
Sent: Monday, May 11, 2020 2:34 PM
To: Beinhoff, Lisa; Brower, Richard; Castro, Michelle; Cervantes, Jorge; Cotera, Maria; Dankovich, Robin; Diaz,
Jose B; Francis, Maureen; Fuhrman, Brad; Gajendran, Mahesh; Garcia, Roberto L; Harper, BriVany; Herber-
Valdez, Chris\ane; Hogg, Tanis; Kassar, Darine; Lopez, Josev; Manglik, Ni\; Mar\n, Charmaine; Mehta,
Shivani; Nagineni, Lokesh; Nino, Diego; Ogden, Paul; Padilla, Osvaldo; Palvadi, Karishma; Ratnani, Runail;
Scribner, Maggie; Tran, Daniel; Woods, Kevin W; Ellis, Linda S
Subject: CEPC Material
 
Good aQernoon all,



http://elpaso.ttuhsc.edu/

http://www.give2tech.com/





Page 2 of 2


 
Please review the aVached Syllabus for Virtual Block 1 and the CEPC April mee\ng minutes. Please email me
your decisions by the end of the week, should you vote to reject either aVachment please also provide the
reason.
 
Thank you all, and stay safe.
 
Andrew Kasten
Coordinator | Office of Medical Education
Texas Tech University Health Sciences Center El Paso
5001 El Paso Dr. | MCA Building  | MSC 21011|
El Paso, Texas 79905
O: 915.215.5996  |  F: 915.215.5111
Andrew.Kasten@ttuhsc.edu
elpaso.ttuhsc.edu | www.give2tech.com


Privacy/Confidentiality Notice: This message, including any attachments, is for the sole use of the intended recipient(s) and may
contain confidential and privileged information.  Any unauthorized review, use, disclosure, or distribution is strictly prohibited.  If you are
not the intended recipient, please contact the sender by reply e-mail and destroy all copies of the original message.
 
 
 



mailto:Andrew.Kasten@ttuhsc.edu

http://elpaso.ttuhsc.edu/

applewebdata://2FFBFBEB-CA50-4661-BBE9-051B7FCB4C75/www.give2tech.com
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A telemedicine experience with a longitudinal mentor

Exploration of the theme of the week through online cases and modules

Threads include: evidence based medicine, patient safety and QI, EKG proficiency, and imaging and cardiac
auscultation

Students will have weekly check-in and feedback on Friday's and will complete a one minute paper which
is a self-directed exercise, and will get the answers to their EKG's

 

Year 4 student curricular changes

Class of 2021 began today (June 8th 2020)

all required rotations are in person for clinical activities with virtual didactics

Some electives are remaining virtual and all students are issued 2 reusable face masks and given the
instructions not to care for COVID-19 cases, not to care for patients in isolation, and not to scrub into
surgeries without the clerkship directors’ approval. Students are signing that they will abide by these rules
and follow guidelines.

5. SCI COURSE UPDATE

 SCI AY 20-21 CEPC Proposed Curriculum.pptx

Discussion

SCI course will be updated to the following:

 

3 weeks of immersion will focus on Team building opportunities with ongoing participation in 3 small
groups with random class activities. 

Introduction to area service learning opportunities will be deferred until fall post-immersion. Currently
exploring virtual service introductions and options underway with OOEC. 

Resequencing coursework for SCI over the Pre-Clerkship so students all experience social foundations of
medicine in the fall of Year 1. MS1's will now have introduction to clinical research over the spring of year 1
and fall of year 2

The proposal for aligning SCI course assessments is to change the current assessment of requiring
cumulative graded items above 75% and required elements to Exam-Only above 65% and required
elements. This will hopefully simplify how the grades are calculated and give the students cleaner targets
that match up across the curriculum.

 

Discussion ensues related to grading changes:

Dr. Francis asks if they believe the student who was remediating who would've passed in the proposed
system has an adequate knowledge base, and it feels the new proposal is aiming for no fails.

Dr. Cervantes replies the student who is currently remediating wouldn't have passed even in the new
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The Society, Community, and the Individual (SCI) Course
CEPC Update 





June 8, 2020 

Presentation prepared by:  E. Lee Rosenthal, PhD, MS, MPH Course director

			  Jorge Cervantes, PhD, MD Course Co-Director







SCI Proposed Plans for AY 2020-2021



Immersion – Objectives and Virtual Plan 

MS1-MS2 Proposed Course Flip

Student Assessment Alignment Proposal  

Spanish Curriculum Changes 

Community Health/Clinic – COVID-19 Alternate Fall Preceptor Activities

Hiring Plans 







Immersion 2020 Overarching Objectives to be 
Maintained Even with VIRTUAL Delivery 

 

		PLFSOM  
Orientation  		Determinants of Health View		Identity 
Refinement  		Prof. Identity 
Development		Local Cultural 
Orientation 		Med. Student 
Identity

		Med-Ed Curriculum		Individual Wellness & Community Health 		Culture
Competence/
Humility		Medical  Skills		Spanish		Learning 
to Learn 

		SPM (MS1)
SCI 
Med Skills
Anatomy Lab		Community Assessment (Windshield survey, data, Key Informants), Intervention Proposal 		Patients & Culture 
Videos – (Worlds Apart) Small Group		Interview
Introduction Small Group		Daily Class 
Small Groups (Daily)		College Learning Communities 
Introduction 

		Colleges: 
By College  Group		Health Promotion Theories 		Cultural Competence Lecture & Small Groups 		Interview 
Patient-Centered 
Small Group		Cultural Contexts 
Virtual Outings		Student Panel & 
SPM Hybrid Lecture

		(SPM MS2 & SARP Later)		Wellness Student Panel, Individual Logic Model, and Scheme 		(Ancestral Foods Demo tent)		(Advocating for Others Roundtables) 
 		Weekly Language Skill Review (Individual)
		 Oath Development 

		Deliverables for Assessment by Individuals & the Community Competence – Community Assessment Student-Led Project Teams 										

		Process 
Work:		Individual Wellness Logic Model		Key Message Outline		Prep Notes Review 		Story Board Proposal		(Notetaking
Mock Test-on hold)

		INDIVDUAL /TEAM 
Final Assessment: 		Community Assessment Poster including  Intervention Logic Model		Culturally Competent MD
Infographic or
Ad (poster or video)		Individual Mock Interviews 		Health Education Video in Spanish 
 		(Take CBSE-on hold)



Cross-cutting Goal: Team Building – ongoing participation in 3 small groups & random class activities  





Deferred Immersion activity/objective 





Introduction to area Service Learning opportunities

deferred until fall post-Immersion 



Exploration of virtual service introductions and options underway

with OOCE








SCI’s Core Courses & Programs 
Courses:
    -Introduction to Clinical Research (ICR)
    -Social Foundations of Medicine (SFM)
    -Spanish  
Programs:	
- Required Community Health/Clinic Visits 
- Optional Service Learning

SCI Sequencing “FLIP” for ICR and SFM

SAME CONTENT FOR BOTH the 

Class of 2023 and 2024 for fall 2020







AY 20-21 SCI Course Sequencing Update 



Correction to table 6/8/20 6:30 pm to represent AY 20-21 vs MS1 pathway.





Proposal for Aligning SCI Course Assessment 

Current assessment  

To Pass: Cumulative Graded Items above 75% & Req’d Elements 

Graded Elements 

MS1s:

Fall midterm (35%) & final (50%) 

Spring midterm (35%) & final (50%)  

Problems Sets (3 per semester) (15% each Fall and Spring)

MS2s: 

Fall midterm (35%)  & final (45%)

Fall Problem Sets (2) (20%)

Spring final (55%) 

Spring Problem Set (1) (45%) 

Required Elements

Spanish (Pass  – Fail)

All Community Health/Clinic Visits with Reflections 



Proposed assessment approach  

To Pass: Exam-Only above 65% & Req’d Elements

Graded Elements: Exams Only 

MS1s:

Fall midterm (40%) & final (60%)

Spring midterm (40%) & final (60%)

MS2s: 

Fall midterm (40%) & final (60%) 

Spring final (100%)

Required Elements: Pass OR Fail – if Fail Repeat Assignment 

MS1s: Problems Sets (up to 3 per semester) 

MS2s: Problem Sets (up to 2 fall, 1 spring)

Spanish (1 unit per semester MS1 fall, spring, and MS2 fall)

All Community Health/Clinic Activities with Reflections





SCI Spanish Changes 



Intake using Software (True North) coordinated by the Medical Education Team and cross –checked with UTEP Team 



Last UTEP Contracted Spanish to include: Spanish @ 2 hours of class (vs 4) and weekly feedback, cultural outings, and newly wellness and health education films  



Immersion 2020











Self-paced Spanish Course and Certification Program
AY 2020-2021 and beyond
 



    MS1s FALL & SPRING/Class of 2024 

Canopy On-Line Medical Spanish over 

3 semesters: 

Beginners Fall 2020

Intermediate Spring 2021

Advanced Fall 2021



MS2 Fall and Spring/Class of 2023 

Canopy On-Line for Beginners, Intermediate and Advanced

Starting July 2020-thru SCI IV (Feb, 2021): 

All 3 Units Self-paced 













Current Community Health/Clinic (Preceptor) Schedules
14 total sessions: 4 per semester, just 2 final MS2 spring

MS 1

Tuesday/Wednesday Afternoons 

Public Health Department Visit – August 

Primary Preceptor Visit 1, 2, 3 - Fall

Pharmacy – Spring 

Primary Preceptor Visit 4, 5 Spring

Community Health Center Visit - April



MS 2

Wednesday/Thursday Mornings

Primary Preceptor Visit 6 – August

OBGYN – September-December

Ophthalmology - September-December

Dental – October – December

Primary Preceptor Visit 7 – Jan-Feb

Unit 10 Panel –January 





Fall 2020 Community Health/Clinic 
Campus-Based Alternate Sessions due to COVID-19

Ms1

1) Addressing Public Health Challenges: COVID-19  Panel  

2) Primary Care Provider Panel (private sector)

3) Serving Vulnerable and Underserved Population Panel

4) Advocating for Others Roundtables 





MS2



1) Women’s Health Panel 

 

2) Special Senses Panel (eyes, ears, dental etc.)

 

3) Advocating for Others Roundtables 

 

4) Various Specialty Providers Panel







Other SCI Developments 



Hiring Plans 

 Epidemiology and Biostatistics

 Spanish Team  

            Updates from Dr. Hogg 
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threshold.

Dr.Rosenthal agrees they should look at the data and be careful how they adjust to avoid lowering the
threshold for the exams

 

 

Spanish Requirement:

PLFSOM ending contract with UTEP for Spanish, but UTEP will be helping us one last time this summer - 2
hours of classroom Spanish vs the regular 4 hours.

new intake process that does not rely on UTEP's faculty in-person assessment but uses the TRUE NORTH
software to assess Spanish proficiency. 

Post immersion- fall and spring we will be working with the online Canopy curriculum that will allow MS1's
to complete the Spanish requirement as self-paced; three levels available: beginning, intermediate, and
advanced.

 

MS2's will begin Canopy as soon as possible, in July students would have access tentatively and would be
self-paced through the academic year, and once completing the three units they will have meet the
requirements for Spanish.

 

Preceptor visits are cut from the program during COVID-19 with plans replace 14 total sessions over 2 years and
move for the fall at least to on campus virtual or in person panels.

 

Dr. Hogg mentions associated hirings:

in the process of hiring anther faculty member who will represent Epidemiology and Biostatistics evidence
based medicine - on-board by late summer/early.

Hire Spanish faculty who will be Master or PhD level instructors and will be co-teaching between the
medical school and dental school, however this is all contingent on budget.

Decision

Dr. Hogg asks committee if there are any concerns. None raised, Committee approves proposal.

6. MEDICAL SKILLS FUTURE PLAN

 CEPC-Medical Skills Course 4 groups.pdf

Discussion

Medical Skills opening with phase 1 would see no change, however opening with phase 2 would require a hybrid
curriculum prioritizing SP encounters, psychical exams, and essential hands on skills at the TECHS center with
teaching sessions going online. If phase 3 and 4 online curriculum go on for an extended time they will consider
having a physical exam skills bootcamp once school reopens. Summative exams (OSCE) will see no changes for
phase 1 and 2, but will be online for phase 3 and 4. 

 

Medical Skills group plan currently has 3 groups with 40 per group split up into 20/20 sub-groups, with MS2's on
Monday and MS1's on Thursday, starting at 10am and finishing at 5:30pm. The new group plan will have 4 groups
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Medical Skills Course-Future plan
 Phase 1- No change


 Phase 2- Hybrid curriculum 


 Prioritizing SP encounters, physical exam skills  and essential hands on skills at 
TECHS center, with other teaching sessions go online


 4 medical skills group plan(for social distancing protocol)


 Phase 3 & 4 - Online curriculum 


 Extended time->consider Physical exam skills boot camp when school reopens


 Summative exams(OSCE) 


 no changes on phase 1 &2


 Online OSCE for Phase 3&4







4 medical skills groups plan
Advantage new model –


 smaller groups for social distancing


 Utilizing current resources/time 
frame


 Cost efficient with better efficiency


 Accommodate up to 160 students 
per class







4 Medical skills group


What 
change


• 30 mins less on each group-


Fill the gap


• Online quizzing
• Short physical skills demo video-online
• More open lab for student to practice 





		Medical Skills Course-Future plan

		4 medical skills groups plan�

		4 Medical skills group
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of 30 student split into 15/15 sub groups, with one sub group being online and one being on campus when
possible. The benefits of this will be

 

Smaller groups for social distancing

Will utilize the same resources and time frame, 

Will be more cost efficient, and will be able to accommodate the larger class sizes once they increase. 

The new plan will see each group time cut by 30 minutes, to fill in this gap they will have online quizzes, short
physical skills online demo videos, and more open lab time for students to practice. 

Decision

Committee raises no questions or concerns. Committee approves. 

7. ADJOURN

 CEPC Meeting Recording

Discussion

Meeting Adjourned at 7PM.

In Attendance,

 

Hogg, Tanis,  Brower, Richard,  Francis, Maureen,  Rosenthal, Lee,  Htay, Thwe,  Fuhrman, Brad,  Ogden Paul,
 Charmaine, Martin,  Nino, Diego,  Ellis, Linda,  Cervantes, Jorge,  Dankovich, Robin,  Padilla, Osvaldo,  Ratnani,
Runail,  Palvadi, Karishma,  Cotera, Mari, Stives, Barbara,  Nagineni, Lokesh,  Herber-Valdez, Christiane, Garcia,
Roberto,  Beinhoff, Lisa,  Manglik, Niti, Tran, Daniel, Woods, Kevin.
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