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ABSTRACT 

Little attention has been given to questions of how the culture of institutions 

change and the role individuals play in that change. From a theoretical 

framework based in social interactionism (Berger and Luckmann, 1967), notions 

that ideas carry cultural power (Lukes, 1978; Latour, 1986) are explored through 

the observation of a curriculum review project at a state-supported medical 

school. The participant-observer case study encompassed two years. Conflict 

between the educational needs of medical students and the needs of an 

institution organized around research and specialty interests were suggested in 

the data. Public demand for more primary care practitioners was identified as a 

principal source of that conflict. Primary care appeared to be regarded by many 

academicians as a "nonscience" endeavor, which does not bear easy integration 

into the institution's specialist culture. Inductive diagnostic protocols reportedly 

used by most generalist physicians are not well supported by the deductive 

research traditions of positivist-reductionist science nor by the didactic teaching 

methods commonly employed in classroom-based instruction. Many faculty 

members invoked the symbols and myths of academic science as a defense 

against ideas promoted through the public's desire to enhance primary care 

instruction. Assumptions, traditions, and economic forces derived from the 

scientific-based culture of the medical academy contribute to inhibit a committed 

response to population-based health care needs, and suggest the continuing 

maintenance of social stratification within the profession. Some faculty members 
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grew to accept the call to address public needs, even though that meant 

challenging their own cultural traditions. The response of these faculty implied 

that a shift of the institution's culture may be underway, but no evidence 

suggested the changes would be lasting. Implications of the findings as they 

relate to issues of social diversity in higher education are discussed from critical 

and social reproduction perspectives. The culture of science is identified as 

serving as a social mechanism that reduces social diversity within the profession. 

The findings suggest that similar studies may identify analogous cultural 

barriers in entrance and advancement requirements of higher education in 

general. Additional research into the relationship of science to the general 

practice of medicine is urged. 
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INTRODUCTION 

This is a study of interactions between the often conflicting cultures of the 

higher education academy and the public. It seeks to investigate how those 

interactions shape the academic cultures. For reasons I will explain in the 

following chapters I have chosen to locate the study within that subculture of 

higher education known as academic medicine. However, before wading into 

the sometimes-intellectual outpouring that follows, I think you, my reader, may 

profit from first glimpsing the personal framework behind my effort. 

I prefer to think of myself as a dabbler in the arts who has found himself 

among those who prefer an intellectual life. I have serious criticisms and 

reservations about academic production. Third-person, scholarly writing often 

seems pretentious to me, as if through a style of detachment somehow 

truthfulness and objectivity can be accomplished. I apologize here at the 

beginning for those passages following during which I may have slipped back 

into the obscuring vernacular of academic prose (termed "Dexterisms"-and 

worse--by members of my committee). A stylistic conditioning produced 

through seemingly unending graduate readings is sometimes difficult to 

overcome. 

I have often been told that a dissertation is little more than a hoop on the way 

to a doctorate credential, and that after the hoop is cleared, I would be free to 

pursue my real intellectual work. This pragmatic, if not downright grim, outlook 

prompted me to ask myself: Under what conditions do any products of research 

have meaning? Why are the academics and scientists around me working so 



hard at potentially so little? How would they respond if the public reacted to 

their work with a big "So what?" (and how often have academics thumbed 

through their own scholarly journals giving exactly that response?) 

13 

Possible answers to my questions were suggested to me while I was 

developing my understanding of what culture is and what it does[1]. It struck 

me, while making a comparison between constructivist theories of social order 

(see most any work of Emile Durkheim) and rationalist theories of social order 

(see, similarly, the works of Max Weber), that culture does not arise solely 

because people interact and those interactions help shape social order (as is a 

gross generalization of Durkheim's main theme). Nor does culture arise simply 

because people apply meaning to events and interactions in their lives, and those 

meanings help determine social order (as is Weber's main theme likewise overly 

simplified). Yet identifying interactions infused with localized meaning suggests 

a workable definition of culture, because not everyone in every locale 

understands the localized meaning used by other social groups. For example, a 

dollar bill is little more than green paper to an individual whose cultural 

experience with economic systems is limited to barter. Only within groups with 

monetary economies can individuals grasp the notion of token-worth,which a 

dollar represents. likewise, within academic communities are certain culturally-

[1] I define "culture" as a distinctive set of beliefs, assumptions, myths and behaviors that 
individuals employ during interactions to identify themselves as members (or not members) 
of a social group. Cultural identities may be international-scaled (e.g., my world-view is 
derived largely out of European traditions) as well as micro-scaled, such as one might find in 
a family (my spouse and I share unique ways of communicating). My idea of culture is that 
"culture" only occurs within context of the interaction. It is a fluid construct that organizes 
the multiple ways people respond to their social environments. Depending on the degree of 
immersion into other sets of beliefs, individuals may identify simultaneously with a number 
of groups (Stryker and Serpe, 1983)--e.g., I am a U.S. citizen of European extraction; I am a 
male; I am a graduate student; I am not a Republican. 



14 

specific notions developed, infused with meaning and used (e.g., linear

regressions, degrees of freedom, standard errors of measurement within the 

academic subculture of statistically-minded academics). I had discovered social 

interactionist theory. Interactionist theory suggests that the continuous 

negotiation of meaning through interaction helps to define cultural groups 

(Goff man, 1967). 

I found that if I regarded academia as a culture, then it made sense to have 

great institutions of scholars organizing themselves and their work by busily 

researching and writing for each other. Those activities would be consistent with 

maintaining their culture just as any social group continually recreates that 

which differentiates itself from other groups (Berger and Luckmann, 1967). 

Intellectually I was satisfied. Morally, I had doubts. 

It became clear to me that what had begun as an intellectual curiosity was 

developing into questions involving justice and morality. The relationship 

between the academy and the public appears unequal in social terms. The larger 

public supports a smaller group of academics, but the academics maintain their 

own culture producing works that are largely unfathomable and unusable by 

their sponsors. A warning flag was raised at that thought. The only justification 

I could see would be if the unequal exchange was in appearance only. It could 

be possible that academics were supremely altruistic by nature and that their 

research was conducted only to benefit the welfare of the public. 

Certainly the rhetoric of the academic culture seems to imply an ideal of 

altruism[21. Great efforts are taken to assure that "good" research practices remain 

[2] Bok asserts that scientific service to the public interest is assured, because 
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free of self-interest by the academic researcher (Bok, 1982; Metzger, 1987; and 

others). Their assurance means that researchers are not supposed to conduct 

research for the expressed purpose of furthering his or her own (or his or her 

institution's) prestige, bank account or political agenda. Robert Merton, 

however, described in exhaustive detail the necessity for scientists to continually 

promote themselves through publication if they are to maintain, let alone, 

advance their careers (Merton, 1962). Social research into the culture of science 

has suggested that scientists themselves rank each other's eminence on standards 

of productivity, and that productivity is not necessarily correlated with quality 

or importance (Feist, 1993). Altruism, as a motivation for conducting research, is 

also contraindicated in the growing mountain of literature suggesting that 

wealth begets wealth among institutions of higher education (Touraine, 1974; 

Rhoades and Slaughter, 1991). It appears that the oft-quoted cliche "publish-or

perish" is an inescapable motive of self-interest for academics, and demanded of 

them by their culture. 

The problem of disinterestedness is compounded when we come to realize 

that nothing academic exists except that it was shaped in some way by the 

values, beliefs, perspectives and assumptions of those who created it. Data exist 

because certain beliefs and assumptions shape the problems that we identify and 

the places we look for answers. Similarly, culturally-defined values frame the 

criteria we apply during the interpretation of data to reach conclusions (Lincoln 

II ••• American science still remains free of any overt restrictions of a political or ideological 
nature."(Derek Bok, 1982: 147). Whether or not that ideal is expressed through actual 
practice is apparently not as critical as is securing the public trust, because he later states. 
"Finally, the reputation for disinterested inquiry helps to preselVe the confidence and respect 
of the public ... a state o/mind that is ever more vital to the progress of academic science as its 
dependence on external support continues to rise"(:ISI, my emphasis). 
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and Guba, 1985). Finally, those conclusions become accepted as knowledge 

when they are understood and restated (eventually without reference to the 

original research) by other academicians and are ultimately transmitted, as truth, 

to the public at large (Latour and Woolgar, 1979). 

The assumption I am making, and this underpins all of my research, is that 

knowledge is socially constructed and being so constructed cannot be free from 

cultural-group interests. Accordingly, I must also acknowledge that my own 

research and conclusions have been socially constructed. Attempting a critical 

examination of higher education would be inconsistent for me if I were 

simultaneously to suggest my research was free of my own values and interests. 

Tierney (1991) led me explicitly to acknowledge my position on the interests of 

research when he wrote, "I argue that, rather than questions of effectiveness or 

quality, a concern with institutional purpose is essentially a moral question that 

demands a wider range of political and theoretical consideration than we have 

given. Such an argument provides a powerful understanding of institutions that 

are masked by traditionally 'morally neutral' approaches" (p. 37). 

I agree with Tierney and like his use of the word moral, because it often elicits 

a distinctive gasp from many academics who somehow believe the knowledge 

they present to their students is not infused with purposeful social interests. The 

bond between knowledge and values is ethics. "Epistemology is a normative 

endeavor, and so is ethics," said Monod. "But the first of the two is ethics, and 

before you can begin to construct an epistemology you must have made a choice 

of values," (as quoted in Calhoun, 1983:64). 
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Just as a value-free knowledge cannot exist, neither can ethically-neutral 

correspondence between cultures exist when knowledge forms the basis of those 

relationships. This is especially evident when cultures exist in a relationship of 

the supporter and the supported, as is the association of academia to its 

supporting public. This issue concerns me and I include it here because 

academics' use of the rhetoric of "value-free science" is directed outward to the 

public at large. It is intentionally called upon as a way to assuage the fears held 

by those external to the academy that science and its champions might have their 

own agendas closest to heart. 

My study is built on an investigation of academic medicine and so intimately 

deals with the character of relationship the culture of science has with the larger 

culture in which it is embedded. I cannot detach the focus of my study from the 

ethics surrounding my subject, which means I must remain aware that I deal 

with issues that ultimately encompass human life, health and suffering. If ever 

there were a need to study the morality and ethics involved in science, its 

institutions and its relationship to society, academic medicine provides an 

important platform. The venue of academic medicine embodies all of the 

essential characteristics for such research: a strong culture; social authority; an 

external basis for its support; and an immense capacity to do good or harm. 



CHAPTER 1 

THE PROBLEM 

Introduction 

18 

The study of institutional culture is familiar to those involved in the research 

of higher education. Cameron and Ettington (1988) have provided a meta

analysis of approaches taken to both define and examine organizational culture 

within and without higher education. The majority of these appear to be studies 

seeking to describe the structure and function of culture in hopes of providin~ 

interpretations of how institutional cultures maintain themselves and the social 

structures they help organize. 

The activities of individuals as cultural players have been featured in 

anthropologica1studies (Goffman,1961; 1967) and as cultural players within 

organizations (Hughes, 1958). As well, the ontological relationship of culture to 

the individual (and vice-versa) has long been a source of sociological and 

anthropological theory and study (Durkheim, 1915 ; Berger and Luckmann, 

1967). It is out of this latter interactionist tradition that my research problem 

descends. 

As I stated in my introduction, I am a firm believer in the idea that our 

subjective and perceptual experience of the world (thus the world itself) is a 

social construction and that the structure of society is an invention of a 

continuing dialectic between individuals and groups of individuals. Where 

many studies of institutional culture dissatisfy me is in their tendency to adopt 

excessively-functionalist viewpoints. This tendency, as I will discuss more 
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thoroughly in the following chapters, is understandable. The functionalist 

viewpoint is inherently inward focussing, it recognizes little, if any, potential 

validity in alternative views. However, for those of us who believe the world is 

shaped out of interaction, we find self-reflection without regard to others to be 

self-referencing and so of questionable value. It is difficult to have a meaningful 

debate about the world with one's echo. 

The social interactionist assumes culture is both product and mediator of the 

identities for individuals and their social groups, and that an encounter of at least 

two entities is essential if a concept of identity is to emerge. The extension of this 

perspective into the problems of culture suggests that the distinctive identities of 

social groups are equally dependent on interaction processes, but at the level of 

groups of individuals. 

The problem I seek to approach involves two levels of interaction: first, that 

found in encounters between groups, and second, the encounters of individuals 

with ideas transmitted through group interactions. The essence of the problem 

is, given that cultural distinctiveness must involve exchanges of ideas between 

groups and exchanges between individuals within groups, individuals will at 

some point encounter extra-cultural ideas. The general question of interest to me 

is, "where are extra-cultural ideas involved in the formation and maintenance of 

cultural identities of individual members, and further, how do those 'contacted' 

members then influence the cultural identities of their own groups?" These 

questions are not answerable from a functionalist viewpoint, which essentially 

ignores the influences of extra-cultural interactions. 
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My concern with these questions, as I expressed in the introduction, involves 

the intention behind group encounters, specifically with relationships involving 

cultural and social dominance. I am not satisfied with simply trying to 

understand what influences the exchange of ideas may bring upon individuals. I 

am also interested in the qualitative aspects of cultural influence. It is at this 

level that my research and analysis are given the tone of a critical viewpoint. 

This perspective asks, "how are cultural exchanges able to frame unequal group 

relationships, and how are individuals and the exchange of ideas involved in 

framing those group relationships?" 

Finally, because my personal world view values equity and the right to self

determination, these problems interest me because, through my work, I would 

like to see the world changed for what I consider the better. Better, for me, 

means full equity for all groups and an appreciation for unfettered diversity of 

all kinds, physical as well as social. I approach my research problem in search of 

an aspect that contributes to the organization of social structure, which will 

respond potently to direct and purposeful influence toward that aim. 

The Significance of the Study 

The culture of academic medicine has a long and powerful history. Despite 

nearly a century of calls for reform in medical education, the profession has 

displayed a steadfast reluctance to change (En arson and Burg, 1992). The medical 

curriculum has been remarkably stable in all aspects, from teaching and learning 

methodology to the categories of social and academic content employed. As 

well, change to the culture of academic medicine is inhibited by a huge inertial 
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force. That inertia is expressed through investments in time and resources and in 

the realization of future capital to be gained from ongoing research and 

approaches to treatment (Bloom, 1988). 

Beyond having to deal with external forces that seek control over the 

economy of the health-care industry, the medical profession may be in jeopardy 

of losing control over the political structures of state that help legitimize its 

authority and monopolies. Berger observed that in the decline of monopolistic 

entities: " ... ex-monopolies can no longer take for granted the allegiance of their 

client populations ... As a result, the religious [read 'medical'] traditions ... 

must be 'sold' to a clientele that is no longer constrained to 'buy'. The pluralistic 

situation is, above all, a market situation." (Berger, 1969:138 his emphasis) 

Indeed, the medical profession is already recognizing its growing 

embeddedness in a market situation (Light, 1988). Whereas the crisis in the 

health care market currently is mostly defined in economic terms, alternatives to 

allopathic m~dicine (the treatment of disease through treatment of symptoms) 

are becoming ideological threats to the solidarity of the culture of professional 

medicine. Recently, those who are members of academic medicine are finding it 

increasingly difficult to resolve the problems involved with declining resources. 

They are also finding it difficult to justify the high costs of medical research and 

care to both elite and populist sectors of the public Qonas, 1984). Compounding 

the economic crisis of medicine, the profession finds itself having to grapple with 

a growing sophistication of the general populace regarding health issues 

(Mechanic, 1986). The crisis facing the medical profession may be shifting from 

concerns of structural aspects (e.g., costs, access, procedures), to concerns of 

cultural identity. 
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The practice of medicine within the United States is facing unprecedented 

forces that seek changes in approaches to the provision of health care. Given 

that the profession has for years been highly resistant to external influence over 

the structural aspects, some understanding of the cultural aspects of their 

construction and maintenance may help explain that resistance to change 

(Bloom, 1988). The health care needs of the public are perceived not to be well 

met regarding access and the high costs of technology and specialization. 

Demand for preventive care and early, lower-cost generalist intervention might 

be incompatible with a health care system that appears organized to provide 

specialized treatment of disease, which has progressed to a diagnosable state. 

However, while seeking to change the ways that health care is provided, those 

forces are also threatening to change the culture of the profession, in particular 

the culture of academic medicine. The story of cultural conflict unfolding before 

us is complex. I seek to explain the action as it developed over the life of my 

study-to read between the lines provided by the participants in hopes of 

capturing some clue of what they were thinking or feeling within the context of 

the moment, within the context of their place in the microculture of a particular 

medical school, and within the context of their place within a macroenvironment 

shaped by university-wide, regional, national and even international cultures 

(Tierney, 1991). 

Research Questions 

The threatening social climate in which academic medicine is embedded, 

coupled to a review and reconsideration of a medical school curriculum, 



provides a rare opportunity to observe members of a mature (perhaps, 

declining?) culture confronting a major assault on its identity and authority. 

How those challenges play out in the organization of the profession's 

institutions, their work and their political/economic power may provide 

important illustrations through an investigation of institutional culture at 

Mesquite Medical College (a pseudonym). The common thread linking these 

issues is the matter of social energy. It takes energy to change. It also takes 

energy to resist change. For the sake of simplicity I lump all expressions of 
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energy exerted on, and exerted by, social groups under the rubric of "power." In 

essence this becomes a study of the creation, wielding and effects of power from 

a cultural perspective. My research questions are three: 

1. What cultural changes may'be chaIlenging the existing order of 
academic medicine (intellectual, social and institutional)? What is the 
source of power and meaning for these changes? 

2. What challenges to the cultural identities and social positions of 
medical researchers and physicians are presented by a consideration of a 
new curriculum, and how are these challenges managed? 

3. What attributes of academic medicine (e.g., processes, knowledge, 
skills, traditions) exhibit cultural power and how is that power used 
within the context of external threats? 

The Study Setting 

A few years ago I was told by a creative-writing instructor that every story 

line must contain certain elements if it is to hold up as a story. Upon reflection I 

find that those elements are essential to qualitative research into cultures as well. 
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A workable story line must include location in time and place, and involve actors 

engaged in attempts to resolve conditions of conflict. It seemed reasonable to me 

that because my current educational and vocational efforts lie within the medical 

field, I should exercise the opportunity to explore my ideas within this 

subcultural setting. The parameters of my research story line include as its 

essential elements, the time: 1990-1994; the place: Mesquite Medical College 

located within a prominent state-supported research university, Westland State; 

the characters: a collection of faculty and certain staff of that medical school; 

and the source of conflict: the process of reconsidering the medical school's 

curriculum in the face of forces seeking to influence its reorganization. 

Mesquite provides a convenient collection of individuals who share certain 

ideas about themselves and their world. Its governing rules of membership, like 

those of academia in general, are sufficiently strong to identify its constituents as 

belonging to a unique cultural group (Becher, 1984). Locating my study within a 

college of medicine further refines my constellation of characters into a more 

distinctive cultural group because of the strength of their scientific and clinically

based traditions. My employment within this institution provided me with a 

unique opportunity to sit in on a cultural group that was openly discussing the 

direction and meaning of response to a crisis of identity. 

Research Limitations 

I see culture as dynamic, transformable and transforming. To me culture is 

the visible (and cognitive) manifestation of the corporate human spirit. The way 

groups of people maintain their identity as distinctive groups says a great deal 
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about how they see themselves, the world-and perhaps existence itself. I find 

this interesting and often moving, yet too frequently troubling. For this reason I 

am not content in observing and describing relationships of inequity in hopes of 

making a case for making things better. That social conditions can improve I 

take as a given. Instead, I search for avenues where active influence may be 

brought to bear against the basis for social inequity. 

My personal outlook on the world involves great skepticism on the reliance of 

progressive social policy and the manipualtion of the political economy principal 

paths to social change. That reliance, to me, portends business as usual. I am too 

idealistic to believe that because the political economy and many characteristics 

of culture are currently based in relations of material exchange, that monetary 

economics must, or should be, the principal basis for political competition and 

social policy. I fail to see how social enlightenment will ever be promoted 

through contests of who controls the most dollars. For me, enlightenment is a 

matter of consciousness framed through personal and group values that pursue 

humanitarian ideals. H I seek to modify social values that place excessive 

importance on material worth (which I do), I cannot believe I would have much 

effect if my activities were likewise framed primarily through a materialist 

perspective. 

Materialist theories, such as derive from Marxian thought describe 

relationships of social power as they are manifest through the control of 

resources (including human labor), material production and the organization of 

the political economy. These viewpoints are useful as ways to identify, describe 

and interpret unequal social exchange, but I do not believe they contribute much 
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as theories of action needed to overcome social inequity. For this reason my 

research touches upon, but does not dwell on conditions of commerce that 

influence the culture of academic medicine. I believe the economic aspects of 

institutional organization and function, and their effects on institutional culture 

have been well covered in the past. 

Beyond the material concerns involved with the framing of institutional 

culture, an infinite number of variables may be involved in the change of 

cultures. Technological developments can lead to great social change. Of course 

the rare leadership of individuals may greatly influence cultural and social 

change <e.g., Lincoln, M.L. King; Gorbachev; Gandhi). However, I cannot 

address every avenue, mechanism or condition that may induce change within 

academic medicine. Accordingly this study is limited to a particular aspect of 

cultural change, which is when the ideas that contribute to group identitiy are 

negotiated within the arena of a medical school's curriculum 

From the outset, I wish to inform my reader of the basic research assumptions 

and beliefs I hold that provide the framework for my approach to the collection 

and analysis of my data. I do not put much stock in logical positivism. I do not 

believe there are many (if any) things we can know for certain. Neither do I 

subscribe wholeheartedly to reductionism and seek to distill "facts" out of their 

native environments, which the reductionist researcher seeks. Positivist

reductionist research diminishes the importance of interaction too drastically for 

my comfort, especially in work involving the socia! and behavioral sciences. I 

feel much more secure interpreting possibilities than attempting to prove 

certainties. 
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This study pursues no facts. I do not seek to challenge a null hypothesis. My 

research is built upon a theoretical framework that draws heavily on social 

interactionism, upon which I will elaborate in the next chapter. I believe social 

structures, from a global scale to the most intimate relations between lovers, are 

continually recreated and made unique and meaningful through interaction. 

How interactions are interpreted and provided with meaning, I believe, gives 

groups their distinctive cultural character. 

Organization of the Work 

Chapter 2 contains a review of the theoretical literature and empirically-based 

research that provides the theoretical underpinning for this research. Chapter 3 

supplies an overview of how I organized and conducted my research, and the 

rationale I offer for that organization. It continues with a brief description of the 

study setting and curriculum review process at "Mesquite Medical College" (a 

fictitious name). It is my hope that with this background the presentation of the 

data and my analyses will be more understandable and enjoyable. 

Chapter 4 and Chapter 5 provide the presentation and analysis of the data 

collected. I often include transcriptions of actual exchanges within these chapters, 

beql.Use I believe the exchanges were so rich and frequently entertaining that 

your own interpretations will benefit from a semi-direct encounter with the 

action. Chapter 6 presents my analysis from a critical view out of social 

reproduction theory. Finally in Chapter 7 I present my conclusions and make 

observations regarding the applicability of the study's theoretical perspective, 

and suggest areas in need of further research. 
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CHAPrER2 

THEORY AND REVIEW OF THE LITERATURE 

Introduction 

The relations between the academy and the public have been examined by 

researchers from a variety of bases of perceived significance (e.g., research, 

teaching, resource access and control, technology transfer). What denotes 

significance in higher education is often linked to unresolved problems or 

conflicts involving relations with the public. After all, whether it is through 

tuition, grants, tax revenue or corporate contract, it is the public that, directly or 

indirectly, pays the bill for nearly every activity commenced at every college or 

university, public or private. 

I have chosen to base my study on a particular aspect of the academy: the 

curriculum. The curriculum is an especially appropriate component in which to 

base the study of academic culture, because the curriculum represents a major 

point of interaction between the academy and the F blic. It is a traditional 

location for negotiating the needs of the academy against the needs of the public. 

Importantly, it is also a major pathway through which social power is 

constructed and transmitted. 

Perspectives in the Study of Curricula 

Commonly, the approach to curricular analysis has dealt with what is a 

curriculum-that is, what students are expected to learn. This body of literature, 

seeks to identify the "critical" elements of content essential to all students (Hirsh, 
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1989; Bloom, 1987). Here we find arguments about the value of a liberal arts 

education, including a cultural preference for the ideal of a liberally educated 

person as opposed to a vocationally trained person. Because these researchers 

and analysts assume a universal validity for their own culturally-established 

viewpoint, their argumentation becomes self-rationalizing in character (Tierney, 

1991). Theirs is a "rationalist" outlook. They tend to confront issues of culture 

from the defensive posture of those attempting to preserve the existing order of 

social power,which they, as principal wielders of power, are able to define. They 

present their outlook as rational and logical, but ignore the fact that they also 

create the rules for that rationality and logic. 

Analysts and researchers, working from the rationalist perspective, regard 

the problem of education to be a problem of structure and organization. They 

offer few explanations of why cultures change, and when change appears within 

their own cultures it is usually regarded as undesirable. This outlook is to be 

expected, because social change, especially if it is expressed through changes in 

relations of power, may threaten their positions of advantage. 

Within theoretical perspectives of organization theory in the study of higher 

education, the investigation of institutional power is widely represented. Here 

we find research into the loci of institutional power. For example, some 

researchers have identified a "power of centrality," which is the benefit derived 

by aligning departmental (and personal) objectives closely to the objectives of the 

college or university (Hackman, 1985; Mortimer and McConnell, 1970). Other 

researchers have examined how coalitions of power are formed and influence 

relations within institutions (Lunsford, 1970; Scott, 1978; Meindl, et al, 1985). 
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How power is manifest and where it emerges is the principal concern for this set 

of researchers. How internal expressions of power influence the character of 

relationship institutions have with the public is not so great a concern of 

organizational theory. 

The sociopolitical aspects of power have received a great deal of attention 

among critical theorist researchers. The focus of analysis for critical theorists 

does include investigation into the social impact of power: which group holds it; 

which group wants it; and how this conflict plays out in objective ways (e.g., 

resource allocation, social position, social control). Unlike the rationalist 

viewpoint, this body of literature is identified by, or through, an expression of a 

conscious awareness of conflicting social and cultural interests. Among this 

group are researchers who identify a type of institutional power resulting from 

the alignment of personal, departmental and institutional objectives closely to 

the market conditions and centers of influence within the prevailing political 

economy (Slaughter, 1985, 1987; Slaughter and Rhoades, 1991). Typically, 

linkages of curricula to cultural power in this literature are broadly focused on 

class conflict (Tierney, 1990) or the relations of the academy to the state 

(Touraine, 1974; Apple, 1990). 

Critical theorists place great importance on how power is used to organize 

society. They see class relations to be the manifestation of a continuing struggle 

for control over sources of social power, which may be material and also 

ideological. The mechanisms by which institutions of higher education are 

directly and indirectly linked to social power are very important to this group. 

The argument that higher education supports elite interests has been 
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provocatively supported by studies that directly link those individuals who hold 

the most powerful positions (almost exclusively white males) in industry and 

government, to trusteeships on the boards of the country's most influential 

universities and institutes of educational policy (Scott, 1983). 

Critical theorists identify social conditions in need of reform, including the 

reform of education, but their perspectives tend to remain at the level of group 

relationships. They do not ask such questions as, 'How are individuals involved 

in the formation of group interests, whether those interests seek social stability or 

change?" and, "How are individuals involved in group processes that make 

substantive social reforms so difficult to achieve?" 

Defining Culture: The Interactionist View 

The limitations of materialist, political and rationalist views are that they 

descend from structural perspectives of society. They seek to respond to 

questions as, "how is social structure organized?" In doing so they often neglect 

the deeper effects of individual participation. Social interactionist explanations, 

based on patterns of social exchange, seem able to provide better insight into this 

problem. The interactionist paradigm looks beneath the superficial expressions 

of social structure <e.g., class, socioeconomic strata, institutional organization) 

and examines the "whys" surrounding social structure. Interactionists assume a 

hierarchical relationship exists between expressions of social structure and the 

social actors who make up society. This hierarchy is represented graphically in 

Figure 1 below. 



Elements of Social Structure 

SOCIAL STRUCTURE 
(Socioeconomic/Class Stratification, 

Institutional Organization, etc.) 

+ CULTURE 
(Symbols, Myths, Rituals, Stories, etc.) 

+ 
BELIEF SYSTEMS 

(Beliefs, Values, Assumptions, etc.) 

Figure 1 
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A fundamental assumption held by social interactionists is that all societies 

exhibit some form of organization. This tendency toward group order may be 

taken to be a "natural" proclivity for the human species. How that order is 

expressed, however, is not common to all groups, but is constantly being 

negotiated. For example, whereas all social groups may require a member to 

signify the seat of wisdom for their group, in some groups their tradition places 

female elders in that role, in others, male elders. The difference in who assumes 

the role is a matter of culture. Culture helps define the character of social 

structure. 

That which defines cultures at their deepest levels may be regarded to be 

particular belief systems, which are used to weigh perceptual experience. How 

experiences are interpreted through that belief system determines the meaning of 

the experience, which in turn suggests behavioral-response options for the actor. 

Importantly, the ideas contained within the belief systems also shape the 
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conclusions individuals reach regarding the construction of their objective and 

subjective realities and sense of identity (Berger and Luckmann, 1967). The 

constructionist believes these mental constructs do not arise by chance. Berger 

and Luckmann suggest they are introduced, reintroduced and negotiated with 

every interaction of social actors. The degree to which these sets of beliefs, 

values and assumptions are similarly interpreted or used during interactions 

dictates the relative strength of the cultural bond between the actors. The more 

actors agree on the interpretation of, and allegiance to, a common belief system, 

the stronger a sense of group identity and cultural distinctiveness is experienced 

and displayed (Bernstein, 1964). 

Distinctiveness implies the existence of cultural boundaries and notions of 

"insiders" and "outsiders." Kai Erickson observed, however, that social 

boundaries are not static structures but are continually being modified. Actors 

are always seeking to shield their cultures from external influences, or at the least 

moderate the disruption to their social order (Erickson, 1966; Douglas, 1989). By 

adopting a framework of "culture as a metaphor for institutional organization" 

(Smircich, 1983), we can interpret the retrenchment of institutions through group 

boundary-setting behavior. For example, Bates notes in his discussion of the 

ways academic organizations align their cultural boundaries to approach social 

legitimacy better that: 

.. schools legitimize their activities not in terms of technical effectiveness 
but in terms of a) institutional rituals that indicate conformity to broad 
cultural norms and categories; b) the public presentation of innovations 
as indicators of energy and purpose, and; c) the cultivation of satisfaction 
and support in their local constituencies (Bates, 1981: 16). 
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As interpreted through constructivism these activities are cultural mechanisms 

employed by faculty and administration to "buffer" the school against external 

technical control of their educational processes. 

The uses of symbols, rituals and social codes have all been identified as ways 

by which individuals locate themselves within particular cultural groupings 

(Bernstein, 1964). This perspective suggests that cultural power might be defined 

as the degree to which certain individuals or groups can maintain the social 

patterns of interaction and systems of knowing and belief that they hold in 

common. 

While the interactionist view provides explanations of how individuals 

contribute to social structure, its emphasis remains on structure. Social 

structures change, however. How well does interactionist theory support 

understandings of social change? 

Politics of Structure -Politics of Culture 

Institutions may change in response to two distinctly different kinds of 

political pressure. In Figure 2 below, I expand the earlier graphic illustration of 

the relationship of belief-to-culture-to-social structure. In this illustration the 

arrows, which formerly signified the direction of primary influence, are 

developed to show the constituents of the power that links culture to social 

structure, and belief systems to culture. 



Politics of Structure and Culture 

SOCIAL STRUCfURE 
(Socioeconomic/Class Stratification, 

Institutional Organization, etc.) 

+ POLnlCSOFSTRUCTURE 
........ ----- (party politics, market politics, etc.) 

CULTURE 
(Symbols, Myths, Rituals, Stories, etc.) 

+~ .. --
BELIEF SYSTEMS 

(Beliefs, Values, Assumptions, etc.) 

Figure 2 

POLnlCS OF CULTURE 
(ideology, class conflict, etc.) 
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The first type, the "politics of structure," is applied mostly to materialistic 

issues and the application of power is generally limited to the structural aspects 

of internal organization. Structural politics are illustrated in the model of 

bipartisan electoral traditions found in the United States. The Republican and 

Democratic parties share a virtually identical cultural framework (i.e., one that 

places great value in maintaining a political economy based on capitalistic 

principles). However, the power wielded through structural politics does not 

seek to induce cultural change or seek to change existing relations in the control 

of the means of social production. Instead, it seeks to establish a dominant voice 

in defining social structure within the existing cultural paradigm. 

Within academic institutions, structural politics is reflected in the tendency of 

disciplines to fragment into subdisciplines and specialties. This form of 

institutional reorganization adds no new cultural components, but simply revises 

the number of pieces that are the whole of the institutional pie (Smelser, 1959). 

Whatever the number of subunits created, the overall culture of the institution 
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remains the same. The tendency of social groups to behave in ways that promote 

group identity may contribute to other forms of structural change. Two of these 

are consolidation and isomorphism. Consolidation describes an institution's 

return to a previous structural form, or its coalescing the roles and functions of 

other sectors into a more comprehensive structure (Rhoades: 192). 

DiMaggio and Powell (1983) describe the other type of institutional change, 

which they term "isomorphism." Isomorphism is the tendency of institutions that 

share cultural commonalities to become more structurally alike. Not only may 

the structural organization of the institutions become similar, but the social 

processes and products of those institutions will tend toward high degrees of 

similarity. Isomorphic change is driven by many processes within academia, 

including accreditation standards, professionalization and legalization. 

However, when discussing the forces behind institutional change, Rhoades 

gives special attention to power and politics beyond structuralist traditions. He 

suggests that political agency and use of power also develops when cultural 

issues are at stake and observes that political competition 

... can concern the role or function an institutional system performs. It can 
concern ideas and values from which are formed images of how an 
institutional system should be structured and of what work it should do. 
(Rhoades, p.189) 

The political agency, to which Rhoades refers, may be described as "politics of 

culture," and is intent upon inducing cultural change. Any structural 

reorganization that emerges from cultural politics may be regarded as a product 

of an altered cultural perspective. 
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In my earlier exploration of the differences between the politics of structure 

and the politics of culture, I alluded to the use of power by political contestants. 

Given the dissimilar outcomes sought by these forms of political action, it seems 

reasonable that the types of power they employ may also be different. 

Importantly as well, for the purposes of a research theory based on interactionist 

foundation, power implies social interaction. Coming to an understanding of 

cultural change through a paradigm of social interaction will require an 

expanded definition of power. 

Cultural Models of Power 

Lukes' Three Dimensions of Power 

Steven Lukes (1978) has developed a perspective for understanding power 

based upon the character of its expression. He identifies three cultural 

"dimensions" of power. The overt, behavioral expression of power is the first of 

these dimensional characteristics. For example, the intent to dominate an 

interaction actively or use coercive force are two behaviors that would suggest 

the employment of first dimensional power. This depiction of power supports 

Latour's diffusion explanation, because energy flows from a primary source and 

is consciously directed at other social players. 

Lukes believes, however, that more discrete, though no less potent, 

characteristics of power exist. He assumes that in any interaction between 

individuals or groups, the use of force will be exercised although overt signs of 

conflict may be absent. His second dimension of power is that which may 

prevent open conflict from occurring. It is the ability of individuals or groups to 
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wield a restraining force. For example, as a prelude to developing a national 

health-care agenda, the Clinton Administration established a series of forums for 

discussing the future of health care in the United States. The American Medical 

Association and key representatives of the health insurance industry were not 

invited to attend. By limiting the range of participants, the President was also 

able to limit the range of issues to be discussed and also the points of view to be 

he~d. His action can be considered a restraining force, because the absence of 

these parties precluded open conflict from occurring, even though the issues that 

may have led to open conflict were not resolved. However, the power to control 

agenda works both ways. We have seen those critical of the President's efforts 

mobilize public and congressional opinion in order to force his attention to their 

interests. 

The third of Lukes' dimensions of power is perhaps the most difficult of the 

three to understand. He characterizes this type of power as representing the 

power of culture. Lukes suggests the importance cultural power, lies in its 

unconscious application. Cultural power shapes and influences the character of 

social structure from within individuals contained therein, and derives its 

strength from having been internalized into the belief systems of actors. Being so 

thoroughly incorporated into the persona of individuals, cultural power is that 

which defines their identities and colors their perceptions of the world. 

Accordingly, this type of power is difficult to isolate and challenge, because it 

exists only within the mental processes of individuals. Its significance to studies 

of culture that seek understanding about relations between social groups is 

because it is power that is transparent to those who wield it. Those who are not 
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aware of dominant intents latent within their cultures, may systematically, but 

unconsciously influenced by those intents to deny the needs of others. That diffi

culty renders third-dimensional power to be perhaps the most enduring and 

effective of all types of power. 

Cultural Power: Latour's Translational Model of Power 

Bruno Latour (1986) has given us two qualitative notions of power. The first, 

and most commonly-held definition of power, is that which he terms the 

"diffusion model." In this model power is a force that, when directed at others, 

compels them to take some sort of action. He suggests this type of power 

diffuses as the original force travels further from its source. The example of a 

radio station provides a good analogy for this type of power. A radio station 

provides both the source of the idea (its program) and the energy (watts) to 

broadcast that idea. Power, in this sense, involves coupling the idea with the 

energy used to broadcast it. The potential influence of an idea transmitted is 

limited to the amount of broadcast watts the station can produce. The station 

broadcasts its idea out, but the greater the distance, the more initial energy is 

diffused and the weaker the signal becomes. In this example, power assumes a 

"material" quality because the idea's effectiveness is determined by the 

broadcaster's ability to access and expend energy. 

Latour's second model of power, which he terms "translational," 

complements the third of Lukes' notions and easily supports interactionist 

theories of social order. Unlike the diffusion model, Latour sees translational 

power as carrying neither social energy nor possessing diffusible inertia. In 
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essence, power comes not from the ability to apply force, but from the ability to 

induce others to expend social and material energy in ways beneficial to the 

power holder. 

Returning to the earlier analogy of the radio station, a translator-type station 

uses its receivers as a source of broadcast power. Each receiver is also a 

transmitter and applies its own source of energy to rebroadcast the signal it 

receives. In this fashion, the broadcast message is decoupled from the limits of 

material power experienced by the originating station. As a result, the four 

hundredth translator station halfway around the globe, is able to rebroadcast the 

same signal as is the first. 

This analogy, returned to social terms, suggests that the radio signal may be 

seen as an ideological "message." The carrier frequency is analogous to social 

actors; the medium of transmission being any social interaction; and the distance 

the signal is transmitted is analogous to the economic and cultural distance 

between the top and bottom-most social classes. Latour's model flips the 

conventional notion of power upside down and presents it in associative terms: 

all aspects of social interaction-the idea, the transmission medium and the 

players-demand equivalent attention if we are to understand the social 

"product" or culture that emerges. 

This perspective of a translational power is extremely important to studies of 

social and cultural interaction, because it suggests a site at which cultures 

change--at the level of ideas. Translational power may also be thought of as 

having a "directional quality," because it suggests the active and continuous 

transmission of ideas across cultures. In this way translational power differs 
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from Lukes' Third Dimensional power. What Lukes describes is the power of 

culture that, by framing the thoughts and actions of individuals, also frames the 

organization of society. Latour describes a power that alters the cultural 

framework of social actors through the infusion of extra-cultural ideas. In this 

case, by altering the belief systems that frame the thoughts and actions of 

individuals, translational power is also capable of modifying the structural 

characteristics of t&"teir social groups. 

From a framework of translational power, the effectiveness of (or degree of 

latent power carried by) an idea, derives from the ease by which ideas are 

assimilated into culture at the level of the individual. The more easily 

assimilated, the more ideological power is exhibited by the idea. Latour 

theorizes that because power is latently contained within ideas, in the 

transmission of ideas through translational power, "the initial force in the chain 

is of no more importance than that of the second, or of the fortieth, or of the four

hundredth person" (p. 267). 

The notion of translational power was suggested by Althusser in his 

discussions of Ideological State Apparatuses GSA) (Althusser, 1971). Althusser 

identified many social institutions whose primary functions were dedicated to 

the transmission of cultural ideology down to the level of individuals (e.g., 

schools, churches, legal system, political system, mass communication). From 

his point of view, each ISA was a potential broadcast station for the translation of 

cultural ideology. In this sense, those who control the political economy can 

enhance the cultural power of their ideas through the economic and political 

control ISAs. When controlled, ISAs can be made to "filter out" the transmission 
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of competing ideas, which is difficult to achieve at the level of interactions 

between individuals. When the pathways for the transmission of cultural ideas 

are constrained to the bidding of a particular group, Althusser suggests culture 

then becomes infused with controlling ideology and becomes (as suggested 

earlier in Lukes' notion of Third Dimensional power) the most effective power 

wielded. This effectiveness results because elite ideologies that have been 

thoroughly translated across cultures are often willingly pursued and defended 

by those whom it, at the level of unconsciousness, subjugates. 

The translational model of power is a useful research construct for my study, 

because it suggests the role ideas and individuals take in the shaping of cultural 

change. Attending to cultural aspects of ideas allows that the identification, 

organization and expression of institutional structures, their processes and 

products are made problematic. In so doing, "the social and economic ideologies 

and institutionally patterned meanings that stand behind them can be 

scrutinized" (Apple, 1982:45). A translational theory of power identifies social 

interaction as a key variable in how ideas can cross and modify cultural 

boundaries. It suggests that those interactions may exhibit traceable linkages 

and sequences within the process of cultural change. 

Cultural Power and Institutional Change 

Combining interactionist social theory with a translational theory of cultural 

power provides a research framework where the unconscious aspects of culture 

that frame the social negotiations of actors may be explored. Examining the 

constitution of "deep culture" (i.e., a cultural belief system) should provide 

insights on the implications of changing beliefs to the culture that frames the 
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organizational order of societies and their institutions. However, clues of a 

ch~ging cultural paradigm will be suggested in more ways than in the ideas 

social actors express. Indications of change may also be involved in actors' 

expressions of behavior, attitudes and in their use of symbols, metaphor, myths 

and narratives. 

Research Postulates 

When examining cultural change and the effects of that change on social 

institutions, a reasonable starting point would be to establish the existence of a 

distinctive culture. Once a group has been identified we may follow its members 

as they come into contact with, and respond to, threats to their identity as a 

group. The idea that a progression of sorts may exist in the ways cultures change 

suggests a series of postulates as a way to organize my theoretical framework 

and analysis of the data. 

Postulate 1: Academic institutions that possess cultures which are strongly 
homogeneous are relatively stable and actively resist change, allowing however, 
that change which reinforces their cultures. 

This argument suggests that institutions exhibiting high cultural conformity 

will tend to remain structurally unchanged. A condition of cultural uniformity 

should also produce the most active forms of resistance to institutional change. 

Resistance, given these conditions would be expressed, as is the tendency of any 

mature culture, in behaviors and processes that continually redefine social 

boundaries, rules of conduct and reason. Given that disciplines and divisions 

within institutions of higher education share many common cultural 

characteristics with counterpart units at other institutions, some changes may be 

made to strengthen those cultural ties. In these cases the isomorphic character of 
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change would display a strengthening of cultural homogeneity, because the 

institution would be reinforcing the bonds of its members. Isomorphic structural 

changes make the institutions and their cultures more alike. 

A lack of cultural change may be partially explained through Lukes' third 

dimension of power, that certain cultural values are so deeply internalized by 

academics that other viewpoints are not so much rejected as they are perhaps 

unrecognized. A contribution to an institution's resistance to change may arise 

out of the ability to maintain cultural isolation. This possibility forms a corollary 

to my first postulate: 

Corollary 1: Institutions with strong cultures will resist change in part, because their 
actors have been shielded from an understanding of countervailing viewpoints. 

Institutional stability and resistance to change are not fully interchangeable 

terms. Stability might come to institutional structures and organization through 

the persistence of cultural norms. The ability of a culture to resist external 

infl~ences suggests a dependence on the strength of three qualities: 1) how well 

defined its values, beliefs and behavioral norms are; 2) how narrowly its values, 

beliefs and norms are interpreted by its members, and; 3) how frequently and 

consistently these values, beliefs and norms are invoked "appropriately" by its 

members. 

To understand how a well defined, but narrow belief system can contribute 

to resistance effects we can employ, as an analog, the language-based Sapir

Whorf HypotheSis. This hypothesis proposes that language not only conveys 

structure and meaning to ideas, but in a real sense may determine the range of 

conceptual combinations its speakers can construct (Halpern, 1984). The range of 
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word-idea constructions available in a language determines the potential range 

of ideas its user can produce. Substituting cultural ideology for language, a "Sa

pir-Whorf Hypothesis of Culture" might suggest that the potential for cultural 

change would be limited by the range of alternatives conceivable given the 

breadth of the belief system in use by its actors. When confronted with ideas that 

are not a part of an actor's reference category, those ideas may be unrecognized 

and unacknowledged, misinterpreted into a closest fit category, or regarded as a 

perversion of a culturally acceptable concept (Douglas, 1989:29-40). 

Cultures cannot exist independently even though, to maintain a distinctive 

identity, strong cultural rituals and beliefs may shield its members from 

exposure to challenging ideas. As Durkheim noted long ago, in order to 

recognize that which is us, we must first be able to recognize that which is not us 

(Durkheim, 1965). If cultures are distinctive only through comparative 

differences with neighboring cultures, then ideas, whose sources are those 

neighboring cultures, must constantly be testing the strength of that 

distinctiveness. Groups that are successful at maintaining their identities can 

fend off disturbing extra-cultural influences. Inevitably, however, some are 

bound to slip through. This possibility suggests the converse to the corollary 

above: 

Corollary 2: When the power of extra-cultural ideas is strong enough to influence 
actors so much that they are able and willing to recognize and consider the 
validity of those ideas, the strength of their own culture is reduced and their 
institutions develop a potential for structural instability. 

Latour's notion of a translational model of power supports this third 

corollary. An idea that easily overcomes cultural defenses is very powerful, 

because it carries the potential to transform the identity of its new host. The 
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mechanics of that transformation are suggested in the Sapir-Whorf analogy. 

Given that group identity is determined by the range of constructs available and 

used by group members, an infusion of different constructs would disrupt that 

identity. The availability of two or more belief systems (or portions of systems) 

out of which actors may construct meaning for their experiences may result in 

inconsistent interpretation among the group. Uncertainty of one's place in the 

order of things, or "social anomie," follows (Berger and Luckmann, 1967), and 

social order, which is no longer governed by a stable cultural framework, 

diminishes. Cultural shifts may precipitate out of the mass uncertainty, followed 

by a reorganization of institutional structures once a reframed culture emerges. I 

have simplified a possible sequence of these events in Figure 3 below: 

Ideologically.Influenced Cultural Change 

Translation! 
Social Interaction Transposition of Ideas 

+ + 
Exchange of Ideas Cultural Destabilization 

+ Cultural Recovery, cwwrolL 
Modification or Collapse 

Figure 3 

I wish to make it clear that by suggesting a sequential order for ideologically

influenced cultural change, I am more accurately suggesting an observational 

framework. I do not mean to imply that causality exists. Where particular 

groups may have a potential for change, interaction between groups does not 

guarantee change. If change occurs, then the interaction of variables would 
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likely affect both parties in the exchange. It would be as impossible to predict the 

character of change as it would be to identify specific causal relationships. With 

respect to research, while I may be able to observe what appear to be differences 

occurring in belief systems at certain times, I am really limited to a "post facto" 

position, which only allows me to interpret a sequence of historical events as far 

as my observations allow. 

Resistance to change, from an interactionist viewpoint, is not a sign of failure. 

It provides, instead, a point of recognition that the ability of academic culture to 

raise a powerful defense is a very important aspect of social and organizational 

inertia. Simmel (1955) suggests that conflict may be a principal catalyst that 

drives group formation. He promotes the idea that a common foe can bring 

widely diverse groups together. His idea is attractive when applied to academic 

medicine, because the differences between the basic sciences and clinical scienc

es, with regard to work, group needs, economics and a host of other variables, 

might suggest a great deal of antagonism between them. The degree of potential 

conflict, yet the cooperation that endures between these to dissimilar groups 

forces, alludes to the existence of a major force recognized as a threat by both 

groups. 

The medical academy has characteristics that appear too intertwined to be 

simply a coalition of convenience. The structural characteristics of traditional 

medical schools are well conformed to the culture of science. The unity-through

cooperative-resistance described by Sinunel does not play well when ideas of 

institutional inertia are employed to explain an institution's reluctance to change. 

To effect change within this kind of well-defined culture, competing ideas must 

have the power to overcome the structural barriers representing that inertia (e.g., 
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departmental organization, traditions of promotion and tenure) if they are to 

modify the source of that inertia (For example, the objectification of knowledge 

into intellectual "property," leads to the formation of disciplinary-based 

departments, notions of production and meritocracy, which then lead to 

traditions of promotion and tenure). However, institutions with strong cultural 

identities can still be compelled by external forces to change their organizational 

structures. This possibility leads to my final argument: 

Postulate: 2: Academic institutions may be forced to change structurally without 
experiencing changes in their cultures, but structural reorganization will not be 
stable unless it is supported by institutional culture. 

It has been suggested through research that curricula change in apparent 

response to social movements external to the academy (Gumport, 1988). When 

structural changes are forced, but the belief systems within the institution have 

not been changed, we should expect to find structural instability within a 

culturally stable environment. 

As an example of how this may occur within academic medicine, the trend 

for managed-care organizations to become a dominant way to provide health 

care is bringing extreme pressure on medical professionals to give up much of 

their professional autonomy. In order to respond to an increasingly competitive 

market, health maintenance organizations (HMOs) and group practice plans are 

pressuring physicians to yield some diagnostic and treatment decision-making 

power to the organization as a cost-saving strategy (Mechanic, 1986). For similar 

reasons the role of the generalist physician has great importance to these 

organizations, because generalists serve as "gatekeepers," deciding which 

patients are to be referred to the more expensive specialist care. 
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The current culture of medicine, however, is a culture that values very highly 

the identity of the specialist. Additionally, the cultural symbol of "physician as 

patient advocate" leaves little room for an identity of "physician as budget 

monitor." The pressures for cost control are forcing a recognition of the need to 

train more generalists, as well forcing awareness of the social and economic costs 

of specialist intervention. The anecdotal evidence suggests the "inevitability" 

that these issues will be resolved, and steps are being taken to adjust medical 

education accordingly. Nevertheless, many physicians show a great reluctance 

to admit their own specialist-based culture, and belief that the "physician knows 

best" about the needs of patients, has contributed significantly to the cost 

containment problem. Whether faculty consider a change to produce more 

generalist physicians to be a temporary shift of focus, or a permanent objective 

for the education of medical students, should provide insight as to a possible 

change in culture. 

The Critical View 

My criticism of Western academic culture is that it is inherently rationalistic 

and self-absorbed. An interactionist research paradigm offers a way to avoid 

rationalism, because of its principal precept: that cultures and social groups exist 

only in association with each other. The critical interactionist assumes 

researchers cannot avoid representing particular social positions. This means-

and, especially in a technocratic world-that a systems/ associative view, rather 

than a fragmentary / reductionist view of every academic and social enterprise 

should be employed. Equally important (and these are my own values and 



50 

idealism speaking), for an interaction to take place that ultimately ennobles the 

participants, all participants must be regarded and heard equally. 

Thus far the development of my theoretical perspective has been fairly 

limited to developing a way to study the processes of cultural interaction. I have 

not attended to the character and intent of those interactions. It is at this point 

that I depart from a strictly interactionist view and add a critical voice that 

recognizes reality is not merely constructed by interaction, but is constructed 

through interaction toward purposeful ends. Where the interactionist recognizes 

meaning as arising through the processes of interaction, a critical framework 

recognizes power as the shaper of meaning in ways that limit the voice and 

interests of certain groups (Ward, et.al., 1992:32). 

Dominant Culture and Power 

As mentioned previously, I have adopted Latour's view that at least two 

forms of power exist: diffusive and translational. From a critical perspective, 

both forms can transform culture in ways that promote unequal social exchange. 

Diffusive power is power that requires an expenditure of energy. It is usually 

applied to modify the structural aspects of social order. However, its application 

to social structures does not eliminate possible effects of diffusive power on 

culture. The control of the resources needed to maintain institutional 

organization may influence the character of institution's culture. I regard this 

form of interaction to be a kind of material extortion. It is typified by an ability 

of one group to control another group's resources to the degree that the social 

institutions of the challenged group cease to function normally despite the 
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cultural integrity of that group at the moment of first encounter. As social 

structures (e.g., hunter-gatherer communities) begin to break down for lack of 

material support (e.g., access to game and/or land), the cultural rationale for 

maintaining those structures becomes increasingly irrelevant and the culture 

begins to collapse (Bodley, 1982). Again, although it may appear that causality 

may be implicit in this model, I think "outcome" may be more accurate a way to 

refer to what can be described as a sequential order of events. We have no way 

of predicting the direction of cultural change, even when the structural collapse 

of societies due to the material interference of another takes place. The outcomes 

of social interaction are not well informed through arguments of cause and effect. 

A graphic representation of this coercively-induced sequence follows in Figure 4. 

Materially-Induced Cultural Change 

Social Contact , 
Control of Material 

Resources , 
Structural 

Destabilization 

Irrelevance of 
~ Cultural System 

Figure 4 

, 
Cultural Modification, 
Recovery or Collapse 

At the level of microcultures, such as are found in universities, cultural 

extortion produces perhaps a more benign result than has been experienced by 

indigenous people, but the exercise of diffusive-type power is a common tool 

used in an attempt to induce cultural change within the academy. Incentive 

funding practices have been common means used by governments and 
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philanthropic foundations to entice colleges and universities to embrace 

programs and ideas thought to serve specific social needs (Ahumada, 1988). In 

recent years, with the decline of revenue available for higher education, state and 

federal governments and private industries have been extracting ever greater 

production from higher education in return for fewer support dollars (Slaughter, 

1987). 

Institutions of higher education are particularly vulnerable to the application 

of cultural extortion. This is because they are dependent institutions-dependent 

on their ability to produce ideas and knowledge that have material exchange 

value to those outside of their cultural group. The academy is not self

supporting, although it is trying to become more so (Rhoades and Slaughter, 

1993, 1991b). For these reasons external relationships and material pressures 

have always played, and will continue to play, a critical role in the life of its 

culture. 

Lukes (1986) identified, in his notion of second dimensional power, a type of 

power that restrains overt conflict. The ability to control the complexion of 

interaction is one aspect of this social power (e.g., control of agenda, venue, 

time). However, second dimensional power can also be invoked through ideas. 

Intentional misrepresentation, misinterpretation, and symbolic reframing are all 

aspects of second dimensional power commonly employed in social and cultural 

exchanges. 

Translational Power and Dominant Ideology 

The researcher who is concerned with unequal social exchange must be 
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curious about how advantage is maintained. I have offered an explanation of 

how ideas can be used in Lukes' second-dimensional sense, a diffusive form of 

power, as political "spin-control" in order to interpret real-world events in ways 

beneficial to special interest groups. Translational power is somewhat different 

because it does not provide an interpretation of the world. Instead, it seeks to 

have individuals interpret their own perceived experience and relationship with 

the world in ways that benefit others. The translational power of an elite 

ideology seeks to modify the cultural framework of a "supporter" class so that, 

based on cultural identity and membership, they willingly defend their 

disadvantaged position. 

Ideology is found applied through both diffusive and translational forms of 

power. Another use of second dimensional power is the employment of internal 

rules of rationality to external groups, which results in apparent irrationality. 

For example, Light observed: 

... most medical research benefits the profession and its corporate patrons 
far more than anyone else, but it is portrayed as benefiting mankind for 
only pennies a person. Symbolic politics involves fighting over alternate 
views of reality (Light, 1991:505). 

At the level of Latour's translational model and Lukes' third dimension of 

power, ideology defines culture. Ideas sink into the subconscious and transform 

individuals, and so change group identity from within. Ideology, according to 

Althusser, is an "imaginary representation" of what individuals believe to be 

their relationship to the world (Althusser, 1971:164). Belief is paramount to the 

effectiveness of translational power, because it is belief that frames assumptions. 

When we assume our location in, or relationship to, the "concrete" world, we do 

------------... 
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not question it. Because it is incorporated into our very identities, we are rarely 

aware of it. 

The world of the medical professional, like any cultural domain, is not 

without its ideologically-defined perspectives. Many studies have been made on 

medical professionaIization (Becker, et.al., 1961; Bloom, 1971; Coombs and Blake, 

1971). Among them is research into the linkages of idiomatic language, 

processes and experiences, to the developing identity of medical students as 

physicians. Studies into the professionalization of law students have looked 

carefully into learning the "cant" as a process by which students learn the rules of 

professional communication (Philips, 1982). Acknowledging that medical 

students learn the cant of medicine, it would be fair to assume that it plays a 

similar and critical role in the transmission of medical ideology and culture. 

Language is a particularly important element in the expression of 

translational power. The flexibility of word use as symbols, objects, and ideas, 

when coupled to, or decoupled from, the "concrete reality" that they signify--and 

all this within varying contextual situations, allows language to convey meaning 

far beyond what its words nominally denote. Foucault, in an extensive 

deconstruction of medical communication found that the profeSSion constructed 

itself through an elaborate discourse that, sometimes, served to diminish the 

importance of their lack of full understanding of disease processes. Medical 

terminology not only diminished importance of ignorance, but at times did so in 

ways that increased the "mystery" of what was considered a physician's 

proprietary knowledge. In medical language Foucault also found clearly 

expressed professional attitudes, including attitudes about social and economic 
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class, the objectification of patients, their bodies and pathologies, and political 

and economic interests. He found, too, that the organization and execution of 

medical work and the places in which it is performed all convey subtle, yet clear, 

communications to patient and physician alike, all of which supported the 

distinctiveness of medicine as a cultural entity (Foucault, 1973). 

More recently Emily Martin deconstructed modem-day obstetrics and 

gynecology to find, despite a growing number of women medical graduates, that 

medicine's treatment of women's bodies and attitudes toward their needs and 

functions remains strongly within the assumptions, myths and symbols of male

dominated science (Martin, 1988). The transmission of the male perspective 

through the professionaIization processes of medical education provides an 

example of the translational power of ideology on new physicians. It also 

suggests the maintenance of class distinctions when we find that the majority of 

female medical students (along with the majority of ethnic minority students) 

become the lowest paid generalist practitioners, and that the highest paid, 

highest prestige specialty positions continue to be dominated by white males 

(AAMC, 1989; Colquitt, et.al., 1992). Within the faculty of academic medicine, 

although there has been an increase, by far the majority of basic science and 

clinical science instructors who serve as role models and mentors for medical 

students are men (Whiting and Bickel, 1990). This condition may contribute to 

the finding that women physicians have accepted the male gender-biased 

interpretations of medicine more than have women in the general population. 

Eisenberg (1983) writes, 

If they [women] enter the system not yet fully shaped into the mold a 
predominantly male profeSSion has accepted for itself, the existing culture 
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male counterparts (p.540). 
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From an interactionist perspective the translational power carried in 

ideology, which is the power to transform the cultural identity of individuals 

and of groups, is going to be active wherever interaction between social groups 

occurs. That ideology carries the potential to silence the voices of 

disenfranchised groups, be they women, ethnic and racial minorities, the poor or 

the uneducated. The potential for culturally-legitimated domination makes it 

important to observe how that type of power plays out in interactions between a 

dominant culture, as is academic medicine, and the larger culture in which it is 

embedded. 

Chapter Summary 

In this chapter I developed the theoretical position for this study from a 

foundation in social interactionist theory. Through this perspective I understand 

that the organization of social order and social structures are defined according 

to cultural precepts (e.g., myths, symbols, narratives, rituals) and that those 

precepts are themselves defined according to a dominant belief system (e.g., 

values, assumptions, beliefs). Within each interaction of individuals cultural 

notions (for instance in academic medicine, the symbolic importance to medical 

students of wearing a stethoscope and white lab coat) are invoked in order to 

negotiate the continuing salience of the belief system out of which they are 

constructed. As salience is confirmed and recommunicated through continuous 

acts of negotiation, a dominant belief system and culture is established, and 

social order emerges as actors locate themselves within the cultural group 

according to the meanings conveyed through interactions. 
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The meanings conveyed through interaction are complex, but usually 

suggest relations of power. Power may be exercised as the link of culture-to

social structure, or at a deeper level, linking belief systems to culture. The earlier 

of these, which I termed "politics of structure," is generally limited to within

cultural group contests to control the definition of social structures (e.g., within 

academic medicine, contests between disciplines to control blocks of scheduled 

curricular time). These are most typically the contests of party politics and 

institutional politics. 

The second expression of power, which links belief systems to culture, is 

ideological in nature. I named the expression of this type of power the "politics 

of culture." It is most typically found in contests between cultural groups (e.g., 

class struggles). In many ways politics of culture is the more consequential form 

of political action, because it is, as suggested through interactionist theory, active 

at the level of belief systems where perceptions of the objective world are 

provided meaning. For the interactionist, belief systems supply the framework 

for how we understand the social and physical world in which we live. They also 

are the basis for the identity we apply to ourselves as individuals and as social

group members. 

Interactionist theory suggests a hierarchical relationship between social 

structures, culture, and cultural belief systems. From this perspective the 

institutions of society may be changed without changing their cultural 

foundations. Isomorphic adaptation among universities and disciplines is an 

example of this type of change (DiMaggio and Powel1,19B3). However, changes 

in cultural belief systems will change culture, which will in tum induce changes 
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in social structure. This is the object in an exercise of politics of culture. 

Just as the objectives of a politics of structure and a politics of culture are 

different, so are the types of power they typically employ. Steven Lukes (1978) 

identified three different types of substantive-cultural power, which he terms 

"dimensions." The first involves the overt expression of force within outright 

conflict. The second involves the indirect actions typically associated with party 

politics (e.g., invocation of symbolic and mythical associations, 

misrepresentation) in order to control the conditions and outcomes of social 

contests. This second dimension of power is concerned with control, but without 

overt conflict. Lukes' third dimension is the deep cultural power involving belief 

systems, which he believes guides the thought and behavior of actors in ways 

unknown to them. The substantive condition concerned through this dimension 

is the objective and subjective definition of reality. 

Bruno Latour (1986) suggests that power also exhibits qualitative differences. 

He identifies "diffusive power" as that experience of power most frequently 

recognized. It requires a source of energy that can be directed outwardly. The 

effectiveness of this type of power is relative to issues of proximity. The closer 

the target toward which the power is expended (which may involve degrees of 

cultural similarity), the more effective this type of power may be. Its 

effectiveness is diffused with social distance. 

Latour also described "translational power," which decouples the object of 

power from the energy source used to disperse it. Instead, this type of power 

suggests an ability of ideas to mobilize social energy from among those who 

contact it. The idea of translational power may be seen to provide an explanation 

for how ideology can cross, and ultimately modify cultural boundaries. From 
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this view, the degree of translational power exhibited by ideas is derived from 

the ease by which those ideas are able to become an integral part of other cultural 

belief systems. 

Drawing from interactionist theory and Lukes' and Latour's theories of 

power, a theoretical framework can be constructed through which cultural 

change can be studied. The most important elements of these theories involve 

the expression of power through the transmission of ideas that help constitute 

cultural belief systems. By examining changes in belief and meaning, the 

character and direction of cultural change may be studied. 

My interests are not limited to examining the character and direction of 

cultural change, but also the purpose of change. An expression of translational 

power may suggest that interactions between cultures are taking place. 

Applying a critical perspective I examine evidence of cultural exchange for 

relationships of dominance. That evidence would most likely be suggested in 

beliefs and cultural mechanisms that suppress the voices and interests, and thus, 

equity for other cultural groups. 
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I first thought this project was going to be a study in the social construction of 

knowledge-most specifically as a study of how categories of knowledge change 

within the academy. As the project developed, it became apparent that deeper 

issues about the interplay of social groups might be more significant. While 

collecting data, the impression of a "culture-in-crisis" emerged in which know

ledge was only one of many social theaters in which actors were trying to come 

to terms with the forces seeking change. Such are the joys and frustrations of 

qualitative research, where the accumulating data begin to make unexpected 

linkages and raise different questions than were considered at the start of the 

project. 

Issues of Research Responsibility 

I like to think of myself as someone who tries to maintain an empathic 

awareness and response to diverse social needs. As I cherish and guard 

whatever freedoms I may actually possess to decide my own direction so do I 

respect the rights of others to determine their own directions. This is a case 

study conducted through participant observation techniques and from a theory 

based in social interactionism. My theoretical perspective suggests that my 

presence among those I study would create an interaction so that whatever 

reality I observe and record I also would playa part in creating. My 
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participation as a working member of the Mesquite Medical College's 

Curriculum Review Project (hereafter called the "CRP") underscores the 

importance of paying attention to the interaction effects resulting from my 

presence. The degree of access I was given to the heart of the CRP and the 

degree to which my efforts as a CRP participant were recognized and 

appreciated by those I worked with required that I recognize and accept 

stringent ethical responsibilities arising from that trust and regard. I agree with 

Denzin and Lincoln (1994) that my research must be conducted out of respect for 

those I study; that my participation as a participant observer would be 

non coercive and nonmanipulative; that I must support the right for self 

determination by others; and that I acknowledge that even the act of observation 

is a form of interaction, and contributes to the character of outcomes. 

Denzin and Lincoln present the logical argument that interactive effects are 

unavoidable between researchers and those they research, and so "one can 

regard their presence either as an intrusion leading to error or as an opportunity 

to be exploited." (p. 101) Their use of the term "exploited" I take to mean to take 

advantage of an opportunity that may be beneficial to both the researcher and 

participants in the research setting. For such an opportunity to be realized 

communication must exist among all parties involved. Through my role as a 

resource staff person to the CRP it was within my position to encourage the 

conscientious use of the important features of the strategic plan. As a principal 

designer of the CRP strategic plan, I believe in the process and objectives it 

contained. I also believe the strategy was constructed according to well

considered social values and I maintained a personal interest to see it serve the 

College in constructive ways. In this sense I could not be an impartial observer. 
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Because this research is conducted in the interest of higher education, I do not 

pretend that I am without my own opinions about issues of learning and 

instruction-that is the point of pursuing my professional development through 

postgraduate work. However, my support of the CRP was not out of advocacy 

for a particular approach to medical education. This does not mean, however, 

that I am without personal interests in the processes and outcomes of medical 

education. Rather than promote a change in the organizational features of the 

medical curriculum <e.g., teaching methods, content, learning-assessment criteria 

and methods), I seek to promote discussions of values, morals and ethics that are 

often assumed in the construction of medical curricula. Such discussions would, 

by themselves, represent cultural change and may lead to other ways of 

organizing the structural aspects of the curriculum. My role as researcher gave 

me the opportunity to explore those interests along with the Mesquite faculty. 

What interaction effects come out of my research efforts I hoped to frame as 

critical, yet constructive, challenges the CRP participants could weigh while 

discovering their own directions. 

The Fit of Methods to Problem and Theory 

In the preceding chapter I sought to establish a theoretical foundation for this 

study that would complement the character of the research questions I set for 

myself. My research problem deals with the culture of academic institutions, 

and specifically with the problems of cultural change. Accordingly, my 

theoretical framework begins with a premise that supports our everyday 

experience of being a part of a social group-that culture arises out of interactions 

of social actors. 
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Human interactions are exceedingly variable and messy affairs with respect 

to trying to predict outcomes or trying to ferret out cause-and-effect 

relationships. As Miller and Crabtree (1994) suggest, "Local context and the 

human story, of which each individual and community story is a reflection, are 

primary goals of qualitative research, and not "generalizability" (p.348). They do 

not discount the value of common understanding-if generalizability may be 

employed in that fashion-and suggest that understanding will occur when close 

attention is paid to communication efforts. Interactionist theory suggests that 

understandings are equally products of process and products of commonly

shared conclusions about perceived events. The importance of qualitative 

research through an interactionist perspective comes not only from identifying 

social meanings as they occur through interactions, but equally through the 

telling of a convincing story about the process of interaction. 

Culture provides the framework for social interactions and is simultaneously 

recreated by participants through those interactions. Language, attitudes, affect, 

dress, physical relationship and gesture are only a few of the multiple avenues 

available to social actors to communicate the meaning of their perceptual worlds 

to others. The research of culture, I think, is research into contextual social 

meaning. A research methodology that seeks to control every confounding 

variable in an effort to isolate an interesting tidbit of data adds little to an attempt 

to understand the social meaning applied by actors to their worlds. The reality 

created through interaction is more than the sum of what each participant brings 

to the encounter. It is something entirely novel. 
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Eggs, butter, flour and sugar interacting in the environment of a hot oven 

may produce a cake. Nevertheless, even the most tightly-controlled 

reductionistic research methods employed to extract the eggs from that cake 

would never give up a single clue of the social meaning to which they 

contributed. Further, once the eggs are removed, the cake would no longer be a 

cake. The warm, sweet fragrance infusing a kitchen; feelings of anticipation and 

relationship of those involved in the occasion of its baking are all a part of the 

contextual meaning of eggs-within-cake. Where cultural interaction is the 

primary research concern, qualitative methods employed through naturalistic 

inquiry are much better suited, because all the ingredients contributing to the 

whole of the encounter are considered critical to understanding. Potentially 

relevant information is not lost by attempting to extract particular elements out 

of the social context in which they exist (Lincoln and Guba, 1985). The ability to 

attend to context provides yet another source of information leading to the 

understanding and interpretation of observations. 

Basic Research Design 

Somewhere in my education it was suggested to me that if a researcher pays 

close enough attention to his or her research problem, the problem will suggest 

its own best research methodology. This is an unsettling proposition for those of 

us with short attention spans. My research problem, however, suggested that 

beyond the general methodological framework of naturalistic inquiry, the 

population required for a study of this kind would need to be reduced to 

workable parameters. Because my research problem includes interests in how 
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individuals shape and are shaped by their cultures, a population large enough to 

provide meaningful group data, but small enough to provide observations of 

individuals participating in the group was needed. I suspect one's cultural 

environment also shapes notions of research problems, because the impetus for 

my research developed directly out of my employment circumstances. As a 

graduate researcher employed by a medical college, I found myself working 

within a small group of individuals who shared strongly homogeneous 

traditions. The college suggested both the idea and an ideal social environment 

in which to conduct this kind of cultural research. The deeply entrenched 

traditions of the medical academy coupled to the pressures for change that are 

currently pressing the medical profession and its institutions suggest a highly 

observable opportunity to study the processes of cultural change. 

My interest in cultural change suggested that an "instrumental case study" 

research design would be most appropriate. In an instrumental case study the 

setting for the study may be regarded as the medium through which the main 

research interest is pursued. It " ... provides insight into an issue or refinement 

of theory" (Stake, 1994:237). The case I employ for this study involves the 

response of medical educators to forces that threaten to change their culture and 

institutional identities. My study is not principally about medical education, but 

is more concerned with observing the interactions of a medical school faculty in 

hopes of learning something about how institutional cultures change. 

While employing naturalistic research methods within a case study 

framework, the nature of my problem suggested that this methodology was still 

too broad in compass. A way to organize the reasonable collection and recording 
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of data was needed. My data-collection effort would be most efficient if I could 

place myself within the arenas where cultural conflict would be most observable. 

Qualitative research, naturalistic or not, needs a reliable source of germane 

information. Otherwise not only might the data collection continue too long, but 

recognizing significant patterns and themes in data collected from sparsely 

contributing sources might also be difficult. My interest in observing changes to 

social structure required that for access to a reliable stream of data, I would need 

to become immersed in the culture Iobserve. As Lukes suggested, that which 

may be identified as the power of culture may be expressed in subtle and often 

unconscious ways by its members (Lukes, 1986). To be more fully able to 

identify and understand the subtle meanings carried within the culture of 

academic medicine, I reasoned that I needed to become a member-in as much as 

I was allowed. 

Adler and Adler (1994) discuss varying degrees of immersion that a 

researcher may become involved with those they study. They describe a range of 

roles, from "a complete observer" where the researcher is removed from the 

setting of the study, to the "complete membership" role where the researcher 

studies scenes in which they are fully-recognized members. The "active 

membership" role, of which out of the necessity of my employment I had to 

assume, was nevertheless highly suited to my research subject and theoretical 

framework. As Adler and Adler explain, that role allows the researcher to 

"become more involved in the setting's central activities, assuming 

responsibilities that advance the group, but without fully committing themselves 

to members' values and goals" (p. 380). 
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Observation through immersion provides certain advantages that strictly 

observational or post-hoc analytical methods do not. The active-member 

observer is provided with opportunities to explore cultural meaning from an 

internal framework, rather than being limited to rely on external interpretations 

surmised through observation alone. For example, in an observed interaction 

actors discussing the relationship of student assessment to medical practice 

might provide the following exchange: 

PhD Faculty member - "How can a passing rate set at 65% convey 
anything but the promotion of mediocrity for medical practice?" 

MD Faculty member- ''But these examinations are criterion-based and set 
to two standard errors of measurement below 70 %, which in this case 
happens to be 65%." 

PhD Faculty member - " I don't like what passing with a 65 says to the 
outside." 

Researchers, who take strictly observational roles, have little opportunity to 

test and confirm their interpretations of the conversation. If greater depth was 

needed, an interview of the participants might be pursued later. In that 

eventuality, however, time would have elapsed between the observed interaction 

and the researcher's interview. Actors may have forgotten the details and 

circumstances that influenced their train of thought at the moment of interaction. 

Likewise, lapses of time also provide actors the opportunity to reconstruct their 

memories of events in ways that, after the fact, might better support their 

personal and professional interests. 

The active-member observer has opportunities to extract information about 

the transaction as it occurs. Depending on the degree of to which the researcher 
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can (or is allowed to) participate, he or she may seek immediate clarification of 

implied meaning by keeping the exchange alive: 

Researcher - ''H this two standard errors of measurement below 70% is 
assumed to represent the minimum level of mastery needed in order to 
be competent as a physician ... aren't minimums set at a level high
enough so if a person reaches it, that means they are considred satisfacto
rily competent?" 

PhD Faculty member - "It's still the minimum. I wouldn't want to have 
that person be my physician." 

MD Faculty member - "That person may be your physician. I don't know 
my doctor's grades or class standing. By deciding to use the error of mea
surement, we put the onus on the faculty member to write a good test. In 
this case, the cutoff happened to be at 65%. We set the minimums to 
where we think they represent a satisfactory learning. We could set it at 
85 minus two errors of mearurement and the cutoff might be around 80, 
but 80 would still represetent a minimum passing score." 

PhD Faculty member - "But no one would argue that 80% wasn't a 
respectable score." 

In this illustration (a hypothetical synthesis drawn from some of my 

observations) the researcher, by participating in the exchange, can challenge 

immediately the implied meaning in the exchange to make it more explicit. 

Here, by seeking clarification of Faculty member #1 's meaning of "minimum," 

the researcher could extend the conversation so that additional opportunities for 

clarification of that definition were possible. Because the researcher extended 

conversation, more information about the character of relationship between the 

faculty members was made available. In this case we learn that the MD faculty 

member was not afraid to challenge both the rational aspects of the argument 

presented by the PhD faculty member, and the symbolic image he expressed--



69 

which appeared to involve an assumption that all good medical practitioners 

graduate at the top of their classes. Again, the effects of interaction must be 

considered by the researcher. Taking an active role in the life and course of an 

encounter requires an acknowledgement of responsibility. Researchers are, in 

many ways, "guests" invited to participate, but are assumed will "go home" soon. 

The researcher must frame questions in purposive ways that encourage a focus 

on the importance of the participants and their work, but not on the researcher or 

the study being pursued. 

The danger of active-membership methods is that the researcher may become 

so involved with the culture being studied, that he or she loses the extra-cultural 

framework needed to conduct meaningful naturalistic research. Blinded to 

cultural differences, the too-inculturated researcher may be so engrossed in the 

day-to-day workings of the group being studied that important research 

questions are no longer visible (Rhoades, 1991). Referring to the previous 

chapter, this potential consequence suggests the workings of Lukes' Third 

dimensional power, through which internalized belief systems frame the rules of 

social interaction and limit the range of meanings that can be applied to events. 

Researchers who adopt the belief system of those they observe are not able to 

provide the external reflection needed for a critical treatment of their research 

problems. 

For the purposes of my research, two "built-in" barriers existed that 

prevented me from becoming too inculturated by the group I studied. First, the 

culture of professional medicine places strong symbolic importance on the 

meaning of membership. Those who do not possess an M.D. degree are not 
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considered privy to their heuristic knowledge obtainable only through full 

membership. This membership proscription was applied to Ph.D. basic-science 

faculty members as well, as I discuss more thoroughly in the following chapters. 

Secondly, my role of resource staff person, and my possession of a "lowly" 

Master of Arts degree in Education (and this also applied to holders of the Ph.D. 

degree in Education) kept me well outside the boundaries of the "hard-science" 

Ph.D. research subculture found in academic medicine. I was constantly aware, 

and made aware of the social distance between myself and those I studied. 

While being able to participate as a provider of research and analysis services, 

my social and professional position did not allow much importance to be 

attached to my vocal contributions within meetings. 

Access 

My research developed out of an internship in curriculum policy where I was 

asked to devise a strategic plan for the review of the medical curriculum at 

Mesquite. The application of that plan (which became known as the Curriculum 

Review Project) served as the case-study medium for this study. Before the 

inception of the CRP I had participated in course and clerkship review activities 

as a graduate student resource staff to the Committee on Curriculum Oversight 

(CCO) at Mesquite. Access to review material, review meetings and even the 

more private encounters where the organizational strategy and agendas of future 

meetings were discussed with the core CRP leadership were available through of 

my continued employment. At the organizational meetings of each CRP 

committee and subcommittee I was introduced as a researcher of the curriculum 
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review process. At that time I gave the participants a brief overview of my 

research questions and the kind of information I would be gathering. In all 

instances I received enthusiastic support for this part of my role as a participant. 

At the meetings of the CRP subcommittees with departments, and with the 

community physicians, I was introduced briefly as a graduate student researcher 

with interests in the review process. However, the depth of my interests in the 

process was not pursued to great length. 

A benefit afforded to me through my role as a principal resource staff 

member was that my work space became a repository of CRP correspondence, 

draft documents, supporting literature and meeting minutes. In addition, I had 

to maintain a good understanding of the developmental history of issues so that, 

if needed, I could readily reconstruct a historical trail documenting the 

maturation of an idea. Access to these resources for my own use as a researcher 

was therefore complete. 

The CRP was designed to be a five-year process, which I discuss more fully 

later in this chapter (See Appendix A). Its organizational plan devoted the first 

year of full faculty effort to the issue of identifying an institutional philosophy of 

medical education. That first year would be highly infused with debate and 

negotiation of cultural meaning, especially if challenging ideas were introduced. 

Given the state of the nation regarding the politicization of the need to contain 

medical care costs, I thought the introduction of threatening ideas into the 

curriculum review project was likely. I resolved to leave my data-gathering 

period open ended, but anticipated that soon after the completion of the first 

year a good base of research data would have been developed. As it turned out, 
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many useful observations were made during the second year of the CRP, where 

the existing curriculum was compared against the newly-developed educational 

philosophy. The period of my data collection encompassed nearly two years. 

Data Management 

Sources of Data 

The data for this research were obtained from a wide range of sources. 

Principal among these was my attendance at virtually every CRP meeting and 

event that took place over the two years of my observations. I estimated through 

a count of CRP committee meetings, agenda meetings, general faculty meetings, 

departmental meetings, meetings with community physician groups and 

meetings with medical students, that I amassed nearly 100 group-observation 

encounters. 

At every meeting I kept notes of faculty conversations, fortunately being 

equipped with a notebook computer for many of them. For each of the CRP 

committee and subcommittee meetings I fleshed out my notes into minutes, 

which were returned to and approved by the respective groups. The minutes 

provided me a complete "official" record of the development of the CRP process. 

In addition, a CRP subcommittee, the Philosophy Subcommittee (PSC), gave me 

permission to tape record the proceedings of each of their meetings. I also had 

the opportunity to tape the discussions of a community-physician group 

discussion. I personally transcribed all 13 hours of those discussions, through 

which I gained thorough familiarity with their content. These transcriptions later 

became a principal resource of data for my analysis. 
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Another important source of data were the many documents and products 

developed by the CRP subcommittees. On the way to developing a philosophy 

statement the PSC first created a "Vision Statement," which was used as a way to 

identify commonly held ideas about what an "ideal" medical education might 

look like in the future. That statement passed through five iterations before 

being accepted by the subcommittee. Out of the ideals inferred in the Vision 

Statement, the first draft of an educational philosophy emerged. The Philosophy 

Statement went through approximately fifteen major iterations before finally 

being accepted by Mesquite's general faculty. Of great value to me was that 

through the historical record provided by these multiple iterations, I could trace 

the ebb and flow of ideas over time. 

Other sources of information were published literature used in the CRP 

process, or had been contributed by those who saw in them significance for the 

review project. Many publications from foundations with interests in medical 

education and from policy-making agencies were constantly available. This 

source of data provided insights on issues that were gaining national importance 

to both the public and the medical profession. 

Record Keeping 

As the data collection process ensued, I found that my responsibilities as a 

participant placed certain constraints on how I managed my data collection. As 

part of my employment I had to remain attuned to the content of what was being 

discussed to be able to reconstruct that content as CRP documents and meeting 

minutes. From the beginning of the CRP philosophy stage I had use of a small 
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laptop computer, the incessant tapping of which CRP members soon disregarded 

as background noise. At first I tried a split-page format of note taking, where the 

process of the meetings would be recorded on the left-half of the page, and my 

research interpretations of the process recorded onto the right side., This method 

did not lend itself well to my use of the computer for entering notes. That 

particular computer could not be easily formatted so that I could shift the cursor 

quickly from one half of the screen/page to the other. Instead, I found that if I 

keptup a running transcription of the exchanges, I could at the same time embed 

observational notes and questions that came to mind. The computer gave me 

with a much faster (and more legible) way to enter notes. During the 

development of my analysis, the "search" and "sort" functions included in the 

computer's word processor provided convenient ways to run keyword searches 

so that I might identify interactions that had gained research significance. 

The historical record of CRP document development was maintained in 

binders so that each iteration of every document was sequential to its 

predecessor. This chronological record proved very convenient when tracing the 

progression of ideas backward or forward over the course of the CRP. 

Additionally, computer copies of each iteration of CRP documents were kept. By 

running a document-comparison program, the computer could quickly highlight 

any changes made from one document to its next iteration. 

The histories of each CRP committee were kept in individual binders. The 

agenda and minutes of each meeting were entered sequentially. Written 

communications generated during the CRP, like faculty members' suggestions 

and letters were also placed in their own sections within the binders. I also kept 

printouts of my raw notes for each meeting along with the minutes, because they 
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contained information that was not included in the minutes. Likewise, a paper 

copy of the taped-recorded meeting transcriptions was housed chronologically in 

its own binder. These materials were indexed so that I could refer quickly to 

their sources during the analysis of the data. I include the full list of index codes 

in Appendix B. 

The names, academic position and departmental affiliation of the participants 

were changed in the transcriptions to protect their identities. For the Philosophy 

Subcommittee (PSC), the most intensively observed group, I use names to 

identify particular participants so that the reader may become acquainted with 

the "personality" suggested through the idiosyncrasies of their responses. As the 

analysis chapters will make clear, approximately a half-dozen members of the 

Philosophy Subcommittee produced most of the conversation. 

In the presentation of data produced through the CRP Steering Committee 

and the Analysis Subcommittee I did not identify particular actors by name. 

These meetings were not taped and I felt my reconstruction of their comments 

might not provide so accurate a characterization of their personalities. I did not 

change the professional credential of any actor, because I believed distinctions 

between physicians, research scientists and educational support provided 

important contributions to the analysis. 

Analysis of the Findings 

Issues of Validity 

Kirk and Miller (1986) propose that because naturalistic research does not 

seek proofs involving hypotheses, it is not subject to two common forms of 
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possible positivist research error: type one error, which is involved in 

concluding that a researched principle is "true" when it really is "false", and, type 

two, which concludes a researched principle is false when it really is true. 

Instead, the problem of validity stems from a third source of error, which is 

equally problematic for quantitative positivist research. The "type three" error 

involves asking the wrong question. Consequently Kirk and Miller maintain the 

interest of the qualitative researcher is not in determining proof. Instead, 

qualitative validity results when it is convincingly argued that the questions 

being asked are supportable, given the methods and circumstances surrounding 

the identification, collection and analysis of data. 

Unlike positivistic research, where validity is a measurable relationship 

involving the research question and research methodology and data, qualitative 

validity describes a relationship between the researchers and those who review 

their research. Qualitative research seeks to explain, interpret and illustrate 

problems. Moreover, it seeks to give the reader opportunities to "engage the 

researcher symbolically, and enter through the research window of clarity" 

(Altheide and Johnson, 1994:494). In simpler terms, qualitative validity arises out 

of projecting a believability that supports the human experiences of those 

reading the research. It is a meaningful exchange of ideas and perceptions. A 

number of means are available for qualitative researchers to develop meaningful 

credibility. 

Cross linking, sometimes called "triangulation," provides one way of testing 

the accuracy of research (Mathison, 1988). Cross linking means simply that 

consistency is supported in observations and understandings by double-
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checking their accuracy against more than one source. The database collected 

out of the CRP provided convenient means for cross checking accuracy. I had 

three, and sometimes four different means of double-checking interpretations of 

the data. For example, during the meetings of the CRP Philosophy 

Subcommittee I took notes during the meetings. The accuracy of those notes was 

tested when, after being translated into meeting minutes, the PSC members 

approved their content at their next meeting. Where clarification or content 

changes were necessary, the members would point out the discrepancies. I could 

not depend entirely on this process because the faculty participants were 

notorious for not reading the CRP materials supplied to them. However, I could 

be assured that on a basic level, my interpretations of their use of symbols, 

rational myth and other cultural means of communication were not too far off. 

Likewise, my understandings of the content of the meetings, and much of my 

interpretation of the meaning of what occurred was cross checked through peer 

reflection. Unlike many researchers, I had the great fortune of having most of 

my data-gathering opportunities also attended by my immediate supervisor, 

who is familiar with qualitative research. Although she too had personal 

interests in the CRP, she frequently served as a peer debriefer to discuss the 

interpretations I had made of the possible meani..'1gs of interactions and 

comments we had witnessed. 

Finally, I contributed many first drafts of analyses and interpretations of CRP 

products. The feedback from participants I received on these drafts confirmed 

that my interpretation of group meaning and needs were fairly accurate. 

Occasionally, sections of the draft Philosuphy Statement, and the Analysis Statement 
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that contained largely my work, were questioned by their respective 

subcommittee members. Although I was not identified as the author of these 

sections, the members let it be known that "whoever wrote this" needed to 

rewrite it according to the comments they would then supply. Through this type 

of interaction I was able to ensure my interpretations were comparable to those 

of the participants in the study. 

Analysis Methods 

As I mentioned at the beginning of this chapter, the focus of my research 

shifted from an emphasis on excimining how categories of knowledge change 

within the academy, to examining the process of change to an institutional 

culture. The observational data I was collecting suggested that looking for ideas 

and expressions of power that may be affecting the faculty culture might be more 

interesting. I assumed that as the cultural basis of knowledge changed, so might 

the categories and character of knowledge also change. 

Throughout my observational period, I tried to remain as vigilant as possible 

to the invocation of cultural signs <e.g., symbols, myth, metaphor> by the faculty. 

I was especially interested when those cultural signs were challenged, or 

considered challenged. Returning to my earlier example illustration, the 

suggestion that not all physicians are top-rank academics, made by the physician 

faculty member when he said, "That person may be your physician" would have 

carried research significance on two levels. First, it was a physician who was 

arguing against the assumption made by the Ph.D. faculty member. That 

observation would suggest to me that the cultural myth of the infallible and all-
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knowing doctor may not be as strong within the profession as it is without. 

Secondly, the remark suggests that, to this clinician, academic prowess may not 

be very important to the practice of quality medicine. This interpretation would 

be corroborated by the admission of the clinician that he did not know the 

licensing board exam scores of his own physician. Those scores were simply not 

that important to him. When during my note-taking activities remarks were 

made that immediately caught my attention I would tag the exchange for later 

analysis and further development. In all instances of note taking I tried to 

capture the actual words of participants as closely as possible, and in case of 

tape-recorded meetings I could confirm their accuracy. 

I became well acquainted with my data during its collection and processing. I 

rewrote all of my computer-entered notes, correcting typographical errors and 

fleshing out complete sentences from the sometimes necessary brevity required 

during episodes of rapid exchanges. Because I did not tape-record the meetings 

of the Appraisal Subcommittee, I rewrote my notes of their meetings 

iIllI'riediately following to keep the exchanges as fresh as possible. Transcribing 

the recorded meetings of the Philosophy Subcommittee forced me to become 

familiar with that large body of data. I found that as my analysis progressed my 

familiarity with the database would allow me to recall exchanges that could 

support emerging analysis ideas--exchanges that I had not earlier considered of 

great significance. 

My analysis of the data began in earnest once the tape transcriptions were 

printed out. I read my entire collection of data noting in a separate notebook the 

location of exchanges and ideas that seemed to carry significance about the 
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institutional culture at Mesquite. I also recorded my rationale for selecting that 

data. After the first run analysis I returned to each of my entries and transferred 

the content of each those selections into a word processor document. The 

transfer was often accomplished through my Macintosh word processor, where 

with an electronic "cut and paste" feature allowed me to move blocks of text from 

one document to another. With other-than Macintosh formatted data I would 

enter the content through yet another round of transcribing data into the 

database. All of these data were entered into a paragraph format that could be 

sorted. 

Once entered, I went through each paragraph and assigned codes to the data. 

At the beginning of this stage my codes were general. For example, where 

faculty discussions focused on their institutional or professional roles, I would 

code that portion "identity." Accompanying the main code would be notes of 

more narrowly-defined issues like "class distinction" or "defense of." Where 

issues involving government mandates or other threats to faculty control over 

their_work were discussed, I would code "autonomy" and include distinctions 

like "historical basis" or "uncertainty of' or "reconsideration of." After each pass 

at coding I would execute a paragraph-sort feature in the word processor, which 

organized the data according to the codes I had assigned. When the entries were 

sorted, it became evident through comparison of those with the same codes that 

some items were better suited to other categories. After three passes of exploring 

the data and redefining my preliminary codes, I sorted and printed out my first 

"refined" set of data. 
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My interaction with the database created what might be regarded as a 

growing relationship. At first, I felt somewhat a stranger to the mass of 

information available. As the analysis progressed so did I become more 

comfortable with a broad understanding of its organization. Patterns emerged. 

For example, exchanges involving the faculty's justification for their work 

became more subtly colored through recognition that the justifications were 

often made on a symbolic basis, built upon untested assumption and sometimes 

apparently unanchored to any rationalization except personal preference. My 

understanding of deeper issues grew as the patterns emerged. 

One of the most significant questions that emerged from my understanding 

asked, "to what extent does an emphasis being given to primary-care medicine 

affect the basic science faculty?" That question formed itself out of the 

recognition of the extremely symbolic and emotional value many basic scientists 

were attaching to ideas of expertise and knowledge. The importance of these 

issues appeared out of balance with the structural aspects of the curriculum 

being discussed. The intensity of their responses suggested something less 

structural and more cultural-more closely attached to their personal and 

professional identities--was being threatened. 

As categories of data began to "settle down"-that is, fewer coding changes 

were being made with each pass-I began organizing my approach to the actual 

writing of findings and analysis chapters. Again, I found that when organizing 

the presentation of the data in a progressive order new insights into relationships 

between categories of data emerged along with suggestions of new issues to be 

pursued. For example, to my category of "class distinction," which included 
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subcategories of "acknowledgment of" and "maintenance," I added 

"underrepresented." This new category emerged when the differences between 

primary-care and specialist practice were linked by participants to demographic 

data that suggested more underrepresented ethnic groups and women 

populated primary-care careers, than they did specialist careers. When that link 

emerged, comments made during the CRP regarding access and performance of 

nonwhite medical students gained new significance. Throughout the writing of 

the findings and analysis chapters, my relationship with the data continued to 

grow. Codes were retired, created and moved during the entire process. I 

found, as might be suspected of research into social processes, that many of my 

codes carried cross-relationships. To approach solving the problem of too much 

complexity, I adopted a hierarchical method of coding that allowed the same 

code word to be used in more than one category. My coding scheme expanded 

to three levels of significance. By the completion of the findings chapters I had 

reread my entire database at least three times and sections of it many more. With 

each reading I frequently identified new significance in passages I had 

previously not considered important. My final list of analysis codes is included 

as Appendix C. 

The actual writing of my findings chapters served to bring patterns emerging 

from the data into a clearer focus. My Macintosh computer word processor 

allows multiple documents to be open simultaneously and on the same screen. 

As themes developed within the text my coded database was a convenient 

"mouse-click" away for keyword searches and "cutting and pasting" dialogue 

and other relevant material. Likewise, as my analysis suggested its "story line," 



changes for more logical sequences in the organization of my chapters were 

easily accomplished. 

The Study Setting 

Mesquite Medical College 
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Mesquite Medical College is a medium-sized professional school that is part 

of a larger health sciences center, which includes a college of nursing, college of 

pharmacy, and a school of allied health professions. It is one of the last few 

colleges of medicine founded in the United States, established in the mid 1960s. 

The college is associated with a large state research university. For the past 

decade, the university has had the explicit mission, as stated by its president, to 

become one of the ten foremost research institutions in the nation. The medical 

school is an integral part of that mission and many of its clinical and basic science 

departments have national status. 

The curriculum of the college has stayed remarkably stable since its inception. 

Except for a two-year period when the college experimented with a three-year 

curriculum (rather than four-year), its approach to the general medical education 

of physicians has remained traditional. The brief three-year curriculum interval 

was in response to the availability of federal funds to encourage the increase in 

the supply of physicians, which was, then, perceived to be inadequate to the 

health-care needs of the future. Even so, the reduction of curricular time simply 

involved the compression of the standard four-year curriculum. The faculty and 

students alike failed to flourish in the intense regimen and the curriculum was 

soon decompressed to its former four-year length. For a quarter century, the 
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curriculum at Mesquite Medical College has not experienced a major change in 

structure, approaches to learning, or basic content categories. A few courses 

were added and/or deleted, but those changes generally represented attempts 

by the faculty to reorganize that which was already present in the curriculum. 

The curriculum governance structure at Mesquite appears to be an artifact of 

its organizational history. At the time when the College was being founded, 

perhaps a half dozen charter faculty members worked with the Dean to design 

and implement a curriculum. It happened that this core group organized their 

selves so that they each had a vote on curricular issues. Because the founding 

core also happened to consist of the entire faculty, the tradition developed that as 

new faculty were recruited, they too, were given a vote on curriculum matters. 

Nearly thirty years later, and some six-hundred additions to the faculty find that 

the curriculum must still be brought before a meeting of the general faculty for 

any major structural change (e.g., course additions or deletions, major changes in 

sequence or instructional approach). The Dean, while able exert influence, has 

no veto or peremptory control in curricular matters. 

The College's Committee on Curriculum Oversight (CCO) has been charged 

with the task of overseeing the quality and effectiveness of the curriculum. It 

sets policy involving the placement of courses in the four years; the number of 

hours or weeks allotted to each course or clerkship; numbers of examinations; 

and course and clerkship evaluations and reviews. A notable limitation in the 

power of the CCO was that the structure, content and instructional 

methodologies for individual courses were regarded as outside its purview, 

except for two interdisciplinary courses. Courses and clerkships were the 
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provinces of disciplinary departments. The departments identify content and 

instructional methodologies and the organization of presentation. The CCO was 

involved in the structure and management of courses only if evaluations and 

student performance scores suggest a problem. 

In. the Fall semester of 1990, the CCO at Mesquite began a new methodology 

for curriculum review. Before the change, the curriculum had been reviewed in 

a three-year cycle. In. the first year all basic science courses were reviewed. In. 

the second year the clinical clerkships underwent review, with the final year 

reserved for a review of the elective curriculum. The CCO members were 

dissatisfied with the necessarily superficial look at the curriculum the triennial 

reviews offered. It was felt that the review data provided were too general to 

give the Committee enough information so that they could, if needed, make 

recommendations to the faculty for significant changes. The revised approach 

provided that two basic science courses and two clinical clerkships received an 

in-depth review each year, with a complete cycle of individual reviews 

accomplished in six years. A "Reconsideration Year" of review in the seventh 

year provided the culmination of the cycle during which the findings of the 

previous course and clerkship reviews could be regarded as a whole. During the 

Reconsideration Year, the curriculum was to be declared "defunct" and the 

review findings used to guide its enhancement, or, if needed, reconstruction. 

Although the outline of the review process placed the Reconsideration Year at 

the end of the process, the CCO recognized that all of the groundwork for that 

final event needed to be completed in advance. It was understood that major 

curriculum changes could not occur in the space of just one year, but needed 
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many years of preparation. The CCO began the process of synthesizing 

curriculum review data, so that sufficient momentum and consensus for change, 

if needed, would be in place at the commencement of the final year of the review. 

The Curriculum Review Project (CRP) 

The Curriculum Review Committee, a subcommittee of the CCO, was 

convened to design the scope of the "Reconsideration Year" and preparation for 

it. Its core membership included the Chair (a "founding father" of the college) 

and a former Chair of the College's Curriculum Committee, the Vice Dean for 

Academic Mfairs, the Vice Dean for Student Mfairs, and three medical 

education specialists: the Director of the Division of Academic Support, 

Associate Dean of Curriculum Programs, and myself as analyst/support staff. 

Until the educational support staff intervened, early discussions of the 

Curriculum Review Committee members suggested promoting a curriculum that 

employed substantial problem-based learning methodologies. Problem-based 

(also called "case-based") instructional methodologies represent a major 

departure from the lecture-based methods found in the first two (basic science) 

years of the traditional medical curriculum. In essence, problem-based 

methodologies support active learning, experiences where students learn by 

interacting with curricular content. A shift in instructional methodologies away 

from traditional lecture formats would, however, induce major changes in the 

primary role of the instructor from a supplier of knowledge to a facilitator of 

learning. Additionally, case-based instruction promotes interdisciplinarity, 
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which threatens departmental autonomy. The CRP support staff recognized that 

those kinds of major changes would likely generate considerable opposition 

among the faculty and administration. 

Many of the general faculty believed the existing curriculum was satisfactory 

and there was evidence to support this belief. Mesquite students were 

performing well on the National Board Examinations, and a high percentage of 

graduates were awarded first-choice residencies. The support staff convinced the 

Curriculum Review Committee that any consideration of change would have to 

be developed out of an institutionally-based desire for change. Furthermore, a 

reconsideration of the curriculum was going to have to be seen as a project of the 

faculty, because other internal forces for change (e.g., leadership exercised by the 

Dean with regard to exploring alternatives to the standard medical curriculum) 

were not present. 

Once the review of the curriculum as-a-whole was deemed approachable, the 

Curriculum Review Committee (CRC) was formed as a subcommittee of the 

CCO and its membership expanded to include: 

Department Heads: 
Deans: 
Faculty with other administrative titles: 
Resident: 
Medical Student: 
Educational Resource: 

7 
5 
2 
1 
1 
1 

The Curriculum Review Process was designed to be highly responsive to the 

culture found at the medical college. An underlying assumption of its 

organization was that efforts to modify curricula preemptively on the level of 

structure, while ignoring the cultural basis for those structures, may drive faculty 
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toward resistance to change. Building upon that assumption, the first effort of 

the CRP was to foster the creation of a cultural framework in which, at the very 

least, a willingness to consider change would be established. That framework 

included the following objectives 

- encouraging a sense of institutional community; 

- modifying faculty conceptualization of academic freedom, as it relates to 
the curriculum, from the prerogative of the individual to that of the 
faculty in general; 

- encourage an appreciation for qualitative measurements of educational 
process to be valid in the consideration of curricular quality; and 

- encourage an ethos for accepting calculated risk--of proceeding before all 
variables are known (Koff, et. al., 1994) 

One means to accomplish these tasks was to make sure the CRP built upon 

the growing tradition of the CCO in-depth reviews, which adopted an 

institutional, rather than departmental, basis for the review of curricular matters. 

Additionally a sense of community would be enhanced by designing the project 

to require the active involvement of many faculty. 

Among the planners of the CRP was the awareness (gained through 

experience) that the Mesquite faculty often respond conservatively to proposals 

for curricular change. The project was organized to proceed through progressive 

stages (see Appendix A). Each stage provided faculty members renewed 

opportunities for direct participation, both in service on committees and in 

discussions brought to general faculty meetings and their departmental 

meetings. Significantly, staging provided opportunities for the faculty to "own" 

the process. The tradition of faculty governance over curricular matters was 

strong at Mesquite, and the CRP was designed to capture the benefits of that 



tradition. At the end of each phase the faculty were provided with the 

opportunity to give a "vote of confidence" to the project through the formal 

approval of CRP "products" (e.g., Philosophy Statement, Curriculum Analysis 

Report, Final Curriculum Proposal). Those votes also served as referenda on 

whether the CRP process was to continue. 
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The central task of the Philosophy Subcommittee (PSC), the work of which 

represented the first stage, was to develop the ideological foundation and 

rationale for the CRP exercise. The assumption behind the design of this exercise 

was that if the faculty could agree on the ideas, qualities and objectives for the 

curriculum they consider important, then when proposals were later submitted

assuming they supported those same ideas, qualities and objectives- the 

proposals would be more easily accepted. I have entitled the report of this 

subcommittee the Philosophy Statement. It is included as Appendix D. 

The "Analysis Stage" followed and in it the Philosophy Statement was used as 

the assessment criteria for a review of the current curriculum. The principal 

concern of this subcommittee was to detect the degree to which the current 

curriculum at Mesquite supported the educational ideals and organizing 

principles contained in the Philosophy Statement. This subcommittee found that 

some major discrepancies existed between what the faculty considered 

educationally desirable (through the Philosophy Statement) and how the 

curriculum. was organized and presented. 

Upon completion of the analysis portion of the CRP a dual-function stage, the 

"Planning and Assessment Stage" was begun, although its progress is too new 

now to be reported. Within this stage two CRP entities, the Appraisal 
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Subcommittee and the Planing Subcommittees were formed to begin an 

interactive process of developing curricular ideas. The Planning Subcommittees 

are to consist of groups of faculty who share common interests about particular 

aspects of the educational process. Ideally faculty with common interests will 

form, their own planning groups. The Appraisal Subcommittee will coordinate 

the planning process by appraising the proposals as they are received, and 

returning them for enhancement if needed; and by linking proposals into 

broader working proposals of the curriculum in general. This group will ensure 

that all proposals closely support the ideals contained in the Philosophy Statement 

and are feasible given the college's faculty and fiscal resources. Finally, the 

"Implementation Stage" is planned to commence after the general faculty 

approves the final curricular proposal. By this point it is anticipated that 

potentially objectionable "surprises" <e.g., unworkable demands on faculty time, 

unsupportable resource needs, complete disregard of institutional traditions) 

within the final proposal will have been ferreted out. 

Referring to my theoretical framework, the organization of the CRP 

according to sequential stages suggested the possible expression of two forms of 

power. First, a "second-dimensional" use of power was suggested because 

staging imposed limitations on what categories of ideas would be discussed, and 

in what sequence. Second, staging the CRP's progress provided avenues for 

cultural change through its development of multiple, interdisciplinary-based, 

faculty committees. The faculty, working with others outside their own 

disciplinary enclaves on broad curricular issues became experienced in 

exercising a professional identity based in interdisciplinarity. Staging also 

provided a generous amount of time during which the faculty could gain 
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practical experience living according to a cultural framework that promoted the 

idea of a more unified institutional identity. Internalization of this identity by 

faculty would suggest that the CRP carried "translational" power that challenged 

the cultural perspectives that had been predominantly based in disciplines. 

Further significance of the CRP's design to Mesquite's institutional culture is 

discussed more thoroughly in the following chapters. 

Recognizing that the CRP support staff (I included) could exercise 

considerable power in these regards, we also recognized our responsibility for its 

use. At every step of the process special efforts were made to educate those 

involved of the rationale for the review's structure. The trust that developed 

from these efforts played out in the transfer of ever-greater responsibilities to the 

support staff-not only for the progress of the review project, but also for its 

products. 

The staff assumed all of the preparatory work for each committee and 

subcommittee. We took notes and wrote minutes for every meeting. From the 

outset of the process it was the staff who were given the task of identifying, 

organizing and collecting the bulk of review data. It also became our task to 

present to committee members a first analysis of that information, and of the 

ideas submitted in the discourse of the review. We felt an enormous 

responsibility to see that every idea suggested was brought to the table for 

discussion. In this sense, we exercised considerable second-dimensional power 

(inclusionary and, less frequently, exclusionary) in that meeting minutes, 

meeting agendas, documents-in fact, almost the entire written historical record 

of the CRP--developed from our efforts. 
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In the following chapters I have provided fictitious names to participants of 

the PSC. This group provided most of my observational data, and their 

conversations were transcribed verbatim. I thought that by giving the 

participants names, a more thorough image of a person might be rendered for 

the reader. Other participants and members of the other CRP committees are 

simply identified by their professional focus (i.e., MD for clinician, BS for Basic 

Scientist) preceded by their group affiliation (i.e., "ASC MD - " for a physician 

member of the Analysis Subcommittee). 

Beyond these groups of faculty, I observed meetings involving community 

physicians and directors of medical education from the local community, Eastern 

City, and a nearby major metropolitan area, Western City. In the findings I call 

these individuals "Community MDs," and identify their location when location is 

significant. 

I attempted to remain faithful to my objective of making the presentation and 

analysis of the data an enjoyable prospect for the reader. In the next chapter I 

examine the first three of six themes I devised to guide this study of 

ideologically-induced cultural change. Those themes (which serve as the basis 

for the chapter subheadings) are: 1) developing an understanding of the cultural 

characteristics of Mesquite Medical College; 2) identifying challenges made 

through external ideas; 3) observing justifications for defense; 4) defensive 

actions; 5) examining the data for a collapse of cultural meaning, and; 6) looking 

for signs of cultural reconstruction, collapse or recovery. 



CHAPTER 4 

FINDINGS AND ANALYSIS 

Introduction 
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Throughout this work I have employed the notion that the same mechanisms 

of social interaction used to organize institutions are used to define cultural 

distinctiveness among social groups (e.g., commonly held belief systems). 

Accordingly, I organize this chapter by first developing an image of academic 

medicine as a cultural entity where faculty, through ritual, invocation of cultural 

myths and symbols establish their identities as a group. Next, I look for the 

sources of ideas that might challenge the cohesiveness of their group, and finally, 

I examine the justification for mounting defenses to minimize the disruptive 

effects of those challenges. 

Image of a Culture 

The Institutional Culture 

I have organized the presentation of my analysis according to the research 

postulates developed in Chapter Two. The first of these is directed to identifying 

characteristics of academic cultures. 

Postulate #1: Academic institutions that possess cultures which are strongly 
homogeneous are relatively stable and actively resist change, allowing however, that 
change which reinforces their cultures. 

This first postulate suggests that when the members of a particular cultural 

group interpret their perceptions of the world in similar ways (i.e., through the 
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use of common myths, symbols, rituals, etc.), they reinforce their identity as a 

group. In Part I of this chapter, I examine ways the faculty at Mesquite reinforce 

their distinctive identity as an institutional culture. 

One of the earliest tasks for the faculty during the Curriculum Review Project 

was to develop a philosophy of medical education. The philosophy was 

intended to supply the review project with guiding principles as a way to reduce 

the effects of status-quo inertia on future curriculum planning efforts. 

The idea of a philosophy was new to the faculty. Despite nearly thirty years 

of existence, the closest thing to a stated philosophy was a mission statement, 

which, typical of many mission statements, was more a reconfirmation of a 

rational myth of "excellence" than a statement about mission. During the early 

CRP discussions the participants frequently became confused while sorting out 

the constituent elements of culture, philosophy and mission. Mesquite is a hard

science research institution, and discussing abstract philosophy was difficult for 

its members. Their confusion and uneasiness during these early meetings, 

coupled with what I perceived to be an institutional culture that developed in 

mostly unplanned ways, suggested to me an illustration of Lukes' Third 

Dimensional power. The members understood imp,licitly the values, beliefs and 

behaviors that shaped their interactions and relationships. However, they were 

unable to express what those values and beliefs were. Having little success 

coming up with something that sounded philosophical, they fell back on what 

they understood, which were descriptions of working relationships. The 

character of institutional culture expressed by the Philosophy Subcommittee 

(PSC) members appeared to emerge out of their perception of observable 

relationships dictated largely through institutional structure and process. It 
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appeared that the faculty and students were acutely aware of their location 

within "deeply layered structures that recursively organize everyday life and 

practices ... " (Riley, 1983:417). A student member of the subcommittee made 

this clear after being asked if he were aware of an overarching college 

philosophy: 

Neil Phyte - The overwhelming influence on my behavior and thought is 
the culture of the medical college, rather than any particular philosophy. 
And what I mean by 'culture' I mean several things: I mean behavior-the 
people around me; of role models of upper classmen and faculty; and also 
there is something inherent in the structure of the institution itself. 
Where the large classrooms are; what buildings are here; what a 
hierarchy is. And then very importantly: Who is carrying the 
departments? How are they allocating their resources? I think what we 
have to keep in mind is the structure of the institution and the behavior of 
the people in the institution promulgates the philosophy. I am being 
inculturated. I am not being philosophized. {psc3:1c-d} 

The PSC chair, who was a department head, also described the culture of the 

college as arising out of the work of the institution: 

Dr. Hargrove - When I was recruited ... I said, 'What do you want 
done?' and he said, 'You'll figure it out.' Nobody handed me a set of 
twenty, or ten, or three commandments, other than getting more NIH 
funding and keeping the clinicians happy. Now if that's a philosophy, 
that's pretty straight forward. {psc2:10f} 

The lack of skill to articulate what it was that gave their culture uniqueness 

may have contributed to their difficulty in acknowledging that their culture 

existed within an interplay of cultures-theirs and those of the outside world. 

When such an acknowledgment was made, it was usually by clinicians who had 

regular contact with patients and understood the importance of cultural self

awareness when advising them. The following illustrates a rare exception of 

deep understanding of this relationship. 



Dr. Hargrove - Does the institution have a philosophy? 

Dr. Bardsley - No, it has a culture. And the culture has changed over 
time so the product has changed over time. But it is inarticulate, so it is 
not really a philosophy, it's at the level of human behavior-fairly 
primitive. I would agree with Dr. Stratego that a philosophy is 
something that emanates from values and from beliefs-which in tum 
emanate from spheres that are other-than intellectual-although they 
include intellectual, spiritual, emotional and physical. And particularly 
when we are dealing one-on-one with our students and we look at what's 
become of them and we look at how they fit into the community after we 
are done with them, I thinks it's pretty safe to say we haven't attended to 
those issues. I would hope that as we talk about philosophy here, we 
would get to that level--when we talk about teaching we are talking about 
philosophy. {psc2:11f-g} 
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I was impressed by the depth of Dr. Bardsley's reflection. But the power of 

culture is strong. The belief system out of which culture arises is easily accessed 

by individuals during social interactions, but beliefs and values are difficult to 

abstract so that they might be examined. The very next contribution brought the 

discussion right back up to the level of structural issues and the rational myths

like excellence and academic autonomy-where it stayed for the remainder of 

that meeting. 

Dr. Exrray - When I came here my understanding was--and still is--that I 
am expected to achieve in all four of the traditional areas that we achieve 
in, and try to do the best in each one ... I've had a tremendous amount of 
freedom here in carrying that out. I think the faculty members--in just 
about all departments-are given a great deal of challenge and a great 
deal of freedom in achieving excellence in patient care, teaching, research 
and service. That freedom, I think, is a philosophy even though we don't 
look at it that way. {psc2:11h} 
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The "Ideal" Medical School 

As the philosophy process unfolded, discussion in the early sessions relied 

heavily on the hot topic of immediate political concern: that of training primary

care physicians. So pervasive was the topic through the first few meetings that 

reflecting on my notes, my first impression was that primary-care issues were 

explored, because the topic seemed to fill in for the participants'lack of success in 

the identification of basic educational ideals. Reflecting on my developing 

analysis, I became aware that the primary care issue carried far greater 

significance. I will elaborate on the importance of this topic to the faculty in the 

following chapters. 

I thought the Dr. Hargrove, the PSC Chair, felt uneasy by the uncertain 

progress of the subcommittee and took the initiative at the third meeting to 

ground the discussion in concrete terms. He developed an elaborate set of 

thirteen "philosophical domains" around which he hoped meaningful discussion 

could be made (e.g., learning environments; faculty roles; student-faculty 

relationship; learning modality; content sequence). His oral presentation of these 

domains was exhaustive. Its impact on PSC members' ability to clarify their 

sense of task was inconclusive. Instead of discussing the philosophical 

importance of the domains, PSC members again began debating primary care 

and the character of the domains as they might be implemented in a curriculum. 

Relief from the continuing slow progress of the Philosophy Subcommittee 

came through a Mesquite Medical College administrator. Dr. Stratego was the 

Director of Planning for the university health center. His professional concerns 

were the resources and future plans of the university'S health sciences center. It 
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was thought that his service on the subcommittee would bring a practical, 

pragmatic voice to help the members stay grounded in reality. Luckily for the 

subcommittee, as a strategic planner he brought an understanding of forecasting 

and of thinking beyond structural/historical limitations. Dr. Stratego suggested 

to Dr. Hargrove that perhaps the group would find an exercise in developing a 

"vision" of the future a useful aid. Dr. Hargrove, who had previously 

participated in one of Dr. Stratego's exercises agreed, and at the fourth meeting, 

Dr. Stratego led the subcommittee through a vision exercise that allowed them to 

think in idealized ways, but in concrete terms. The result was a short narrative, 

"Vision of Mesquite Medical School in the year 2012" (See Appendix E) 

The vision exercise gave PSC members an opportunity to be released from the 

cultural bonds that had been influencing them. At that meeting it became 

permissible to voice formerly "inappropriate" ideas about how medical education 

might be organized, because rules of accountability were eased. Discussion 

became metaphorically coupled to another place and other people placed 

somewhere in the future. They no longer felt a strong need to defend the 

rationality of their ideas. At the same time-perhaps by virtue that now they 

could freely admit having them--the members provided personalized positions 

about what they considered deeply significant. The result, a "best guess" vision 

of a well-functioning profession and medical school seventeen years in the 

future, said a lot about how they saw themselves and the world, what they 

perceived to be their purpose, and about how deeply culture influenced their 

perceptions. 
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It was immediately evident that the cultural myth of science held by society--

"bright future = technologically-driven prosperity"-was also a part of the 

futurology of medicine. Medicine has become wedded to technology, and if the 

PSC vision holds true, it will become even more so. The participants offered 

their views on what medicine and medical education might become. 

Dr. Cleaver - I saw the School of Medicine totally as an insignificant 
campus in the state where most medical education experience was 
patient, or population-based. We all had this interactive FAX 
(computerized communication system) where students could get in 
contact with any faculty they wanted. {psc4:5k} 

Others suggested that the physician may have a very different identity and role 

as a consequence of new technologically-induced divisions of labor. 

Dr. Goodinov - I saw very similar situation, although I took it much 
further in the interaction with the human aspects. I actually saw patients 
hooked into computers, and all symptoms and signs were handled by 
remote sensors so that diagnosis was based on very clear comparisons of 
the database to the presenting sickness. {psc4:6c} 

And a few extreme technological visions were tried on. 

Dr. Bowman - You'd do your own lumbar-puncture on the virtual reality 
patient. 

Dr. Goodinov - Actually, the lumbar puncture would be done by a robot. 
{psc4:8j-m} 

As is occurring today, the PSC vision gave technology increasing importance in 

the actual care of patients, unexpectedly involving generalist medicine, with 

which high technology is not usually associated. 

Dr. Everymann - I saw no difference between primary-care physicians 
and subspecialists in terms of technology-or in physicians period. There 
were some technidans that would help vis-a-vis the high-tech equipment 
and allowed diagnosis and treatment. {psc4:6f} 



And, 

Dr. Bardsley - Steven_suggests that we're going from an age of 
hyperspedalization to hypergener.ilization with the help of the computer 
to give system diagnoses and the rapid capacity to have infinite 
knowledge expansion, then that leaves the generalist the synthesizing 
function, together with human empathy and human [intuition], put 
together those disorders we can't solve by splicing genes. {psc4:8r} 
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But voices of caution and moderation were also heard. While PSC members 

were stretching the boundaries of possibilities, some were also concerned about 

what an extended reliance on technology would mean to patients at a personal 

level. 

Dr. Bardsley - I think one of the questions that comes is what can a 
human do that a computer can't do. Is there something involved in our 
logical, empathic and intuitive processes that can work along with a 
computer and do whatever needs to be done that we can't do by checking 
people's DNA at birth? [If so] there will still be a day left for health care. 

Dr. Cleaver - We can't determine ... 

Dr. Bardsley - ... what role that will play in health care. 

? - We can practice the best medicine in the world, but if you have to 
discharge the patient to a homeless shelter. .. {psc4:61-7d} 

The Vision Statement passed through five iterations before being declared a 

working document and, from the ideals it contained, the first attempts at 

identifying a philosophy were begun. It was interesting how, as each iteration of 

the vision statement was discussed and modified, the focus on technology and 

radically different approaches to education and organization diminished. The 

members finally decided that any mention of technology should be limited to 

what is known functionally to exist. The philosophy quickly became grounded 
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in their perceptions of reality. Still, without the willingness of some participants 

to experiment with some very forward-thinking ideas about medical education, 

the results would likely have been considerably more conservative. 

Insulated from the Outside 

While the progress of the Philosophy Subcommittee was aided through the 

intervention of someone whose primary role was neither in basic science nor 

clinical practice, it is noteworthy that Dr. Stra:tego can be regarded as an "insider" 

as far ~s institutional culture was concerned. In many ways, the review process 

did not include directly hearing the observations and needs of those who were 

not .also members the profession. The scarcity of external viewpoints provided 

illustrations suggesting support for my first research corollary, which reads: 

Corollary #1: Institutions with strong cultures will resist change in part, because 
their actors have been shielded from an understanding of countervailing viewpoints. 

The image of a culture that establishes its own rules of accountability and 

justification emerged quickly in the meetings of the CRP. The project's steering 

committee discussed very early who should be represented on its 

subcommittees. When the possibility of including non-physician representatives 

from the community was mentioned, the idea was dismissed with, 'We don't 

want to open a can of worms." Dr. Hargrove, the Chair of the Philosophy 

Subcommittee, maintained that viewpoint and exercised an assumption that his 

subcommittee members-the "brightest and best" as he called them-could do 

their work on their own. 
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The degree to which the CRP leadership was confident in their colleagues' 

abilities to accomplish their tasks unaided, extended even to aspects of 

preparation for meetings. When the CRP staff offered to research and supply the 

PSC members with background reading on educational philosophy and theory, 

Dr. Hargrove declined, noting that he did not want the subcommittee to be 

limited in their interpretations of the problems by giving them the 

interpretations of others. 

My impression of his decision was that it may have been influenced by 

strong cultural narratives that frame the mystique of the medical professional: 

physicians are supremely intelligent, they are self reliant, and they know what is 

best for their profession. Dr. Hargrove constantly reminded his subcommittee 

members that they personified "first-choice qualities" in terms of intellect and 

ability. However, by limiting the voices to be heard during the review to their 

own group members, he and the other CRP leaders set up the conditions for 

possible exercise in self-rationalization. They provided a classic example of how 

members of a mature culture tend to become preoccupied with their own social 

processes and products, to the neglect of their relationships with other groups. 

Considering the current discontent by the public regarding the provision of 

health care, it would seem that some attention to the philosophical issues 

involving public trust would be in order. Dr. Hargrove did refer to people 

outside the medical school, but even so, those outsiders identified as able to offer 

anything of interest turned out to be members of the profession. It appeared that 

the opinions of concerned citizenry applied mostly to physicians. 



Dr. Hargrove - Now I would emphasize that it is quite removed from the 
mission of the PSC to be concerned about public opinion ... I recognize 
that's a bit far afield. But there are many issues related to the role of 
primary care within the State, the role of medical science within the State, 
the role of the University as an agent contributing to the economy of the 
State and the region ... many, many issue might it would interest-would 
consider what the concerned citizenry has to think. That group will also 
have the opportunity to look at our conclusions as we bring them 
forward, to see if they wear as well in Western City and the rest of the 
State, as they might sitting in the Dean's Conference Room. {psc2:2f} 
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Of interest too was the lack of participation by representatives of the other 

arms of the health care industry. Members of Health Maintenance Organizations 

(HMO), other major prepaid health-care plans, insurance companies and hospital 

administrators were notably absent. Likewise, no representatives from the 

industrial side of the health-care were even considered to be invited. The 

viewpoints of the pharmaceutical and applied medical technology industries 

were not heard. Nurses and other front-line allied health practitioners were also 

excluded from the discussion. 

Their absence may be the result of a certain parochialism found within the 

medical academy. It appeared that to many, there were few linkages between 

medical education and the industry of health care delivery. For example, the 

following (truncated) exchange occurred during an early PSC meeting, where the 

limits of issues to be discussed in the philosophy statement were being debated. 

Dr. Goodinov - What we're talking about here is medical education, and 
not really health-care delivery ... they are two completely different 
things. I think we need to make sure we keep them separate, because this 
is going to color our discussion to, I think, a dangerous point of view. .. I 
think that medical care, as perceived by patients in this country, I think it 
to be, by far, the best. 



Dr. Hargrove - It's about 13th in the world. 

Dr. Goodinov - In terms of what? 

Dr. Hargrove - In terms of almost any parameter. 

Dr. Goodinov - Any parameter? 

Dr. Hargrove - Consumer satisfaction is high, but weighed against. .. 

Dr. Goodinov - But you see, you guys are confusing the issue. Infant 
mortality has to do with access to medical care, it doesn't have anything 
to do with the expertise of the physician. 

Dr. Hargrove - I wouldn't be so certain. 

Dr. Goodinov - Public health issues don't have anything to do with the 
competency of the physician. That to me is an enormous pitfall ... I may 
be mistaken, but all that means is-you know-we need to pay attention to 
these things here ... and I'm not talking about delivery of medical care, 
and I'm not talking about technology. {psc5:46a} 
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The majority of PSC members and CRP Steering Committee members did not 

openly agree with Dr. Goodinov's views. However, their willingness to allow 

decisions about the philosophy behind, and eventual organization of, the 

medical curriculum to proceed minus the voices and opinions of others directly 

involved in health care delivery suggested a that at deeper levels of belief they 

agreed with him. 

Finally, recognizing that they might alienate themselves from the greater 

community of physicians, an internist from Eastern City was asked to participate 

as a member of the Philosophy Subcommittee. No other person who was not 

associated with Mesquite served the CRP Steering Committee nor the Philosophy 

or Analysis Subcommittees. As a result, the CRP had only other physicians or 
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academics against whom to test ideas about themselves. Within these conditions 

any unconsidered assumptions they made about academic medicine, medical 

education and medical practice-barring unforeseen influences-would likely 

remain unconsidered. 

Traditions Out of Positivist-Reductionist Science 

The limited range of issues brought to the philosophy subcommittee, which 

was enforced by cultural membership, was reinforced by the culture itself. Part 

of the difficulty the faculty experienced reasoning in the abstract terms necessary 

for an educational philosophy, may have been a product of the positivist

reductionist foundations of scientific medicine. Positivist science is singularly 

interested in understanding the material world. It is a way of thinking that is 

firmly grounded in interaction with the physical world, but not in the abstract 

world of philosophy. So deeply are these traditions so incorporated into the 

person of some of the scientist researchers and clinicians, that 

positivist/reductionist reasoning and logic were applied to topics far removed 

from science and medicine. For instance a reductionist view of the world, which 

assumes that parts of a whole may be understood independently from the whole, 

was applied to elements of the curriculum. In the following exchange, the topic 

of debate had to do with developing interpersonal support systems for medical 

students. To a profession with high rates of suicide among its members, social 

support is something that reasonably might be included in the training of its 

members. One basic science faculty member was unconvinced that attention to 

this issue should be included under the rubric of the curriculum. His view that 
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the curriculum should be involved only with academics did not allow him to 

understand how the social processes involved in developing a support group 

might be considered part of the professionalization program. His arguments 

condensed below) suggested that, for him, professionalization and academics 

were unrelated. 

Dr. Goodinov - The next larger issue has to do with overarching 
principle l-G. It looks to me like it smacks too much of 'in loco parentis.' 
I don't understand what it's doing here, or what the purpose is. ... As 
part of the formal learning experience of physicians is, 'We encourage 
students' recognition of their own health ... ' Is this something that needs 
to be in this document? {psclO:5m} 

Dr. Hargrove - It has to do with how narrowly or broadly we define 
curriculum. {psclO:6g-11g} 

The positivist tradition that regards facts to exist independent of social influence 

seemed to be translated by him even into discussions of social processes. 

Dr. Goodinov - In my opinion what we are revising now is not a 
document that states the ideals of education, but a document that reflects 
politics. And I strongly object to that. 

Dr. Behr - I would put it is a document that reflects societal needs and 
changes. 

Dr. Goodinov - - But those have not changed since we started, and they 
have certainly not changed since April second. And this document, the 
way it reads now in many sections, is quite different from the document I 
last saw on April second. 

Dr. Cleaver - I disagree that this is a political change. I think it is societal. 
I think the reason it was taken out originally. .. was just as politically 
motivated as putting it back in. It was taken out originally because 
people like you felt it had no place in this kind of a document. They are 
arrived at politically, because that is the process that society has used to 
go and make [social] decisions. {pscl1:2b-g} 
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So too, the positivist belief in proofs was applied to outcome effectiveness. 

The notion that quantifiable proof of effectiveness must exist for any objective if 

it is to be valid was heard often. The notion became counterintuitive, however, 

when it was asserted that the proof must be known before any action which 

might test the objective may be begun. This was suggested in a departmental 

meeting with members of the Analysis Subcommittee (ASe): 

[Reconstructed from notes] Basic Scientist - Do other ways of teaching 
work? Are students who go through problem-based curricula any better 
prepared than those who go through a traditional curriculum? 

PSC Member -- Highly prepared and motivated students do well in any 
environment. 

Basic Scientist - We need outcome data before committing to any drastic 
change. How do we know it will work? {psd 4-12:1a-d} 

Positivist reasoning presents problems when dealing with qualitative methods 

and ends, which curricula invariably do. For the sake of positivist validity, it 

was suggested that even qualitative outcomes must be quantifiable. 

Basic Science Faculty - I think we're all agreed that the case-based format 
gives much more information to the student. The problem that we have, 
and this is a question and not a comment, is how do we do that in a way 
that we can quantify it? .. We get into the problem of quantification, which 
is difficult, because the students have to have some way to be quantitated 
[sic]. {gf1:9b} 

While perhaps not every member of the faculty subscribed to the highly 

dualistic thought illustrated above, nevertheless there was among them the belief 

that the processes of science provided--if not the best-then at least a very 

effective way to approach understanding the world. 
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Myths. Symbols and Cultural Narratives 

The invocation of symbols and rational myth were also used as culturally

distinctive ways to communicate an understanding about the world. The use of 

these cultural signs became common as the philosophy document developed and 

in it the participants began to see their profesSional identities represented. Carl 

Jung (1964) proposed that symbols are used to convey group-specific meanings 

about the world. He proposed that common objects, words and images all may 

be given symbolic importance when they imply more than their common use 

suggests. For instance, a stethoscope is an instrument commonly used for 

amplifying sounds made within the body. However, a stethoscope casually 

draped around the neck of a medical student becomes a decorative device that 

may be highly symbolic of their membership into the medical profession. 

Rational myth might be thought of as the symbolic use of ideas. Just as an 

object may mean more than its common use, so might ideas be used for purposes 

other than what they commonly denote. For example, the idea that the faculty 

"own" the curriculum is commonly expressed within the academy. Faculty 

"ownership" is a myth created through rationalizing logic. The line of reason 

implies that an unconditional freedom is held by the faculty to control all aspects 

of an educational program. ''Unconditional freedom" is central to the way 

faculty members like to think of themselves-as scholars who are beholden to 

nothing but the noble pursuit of knowledge. The knowledge they "discover" 

(another rational myth) is knowledge to which they claim intellectual ownership, 

and thus by logical extension, since the curriculum consists of "their" knowledge, 

it must also be theirs to control. 
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As the symbolic use of objects has no bearing on their common use, neither is 

it of consequence that rational myths have no basis in the objective world. A 

curriculum that does not prepare students suitably to become gainfully 

employed would likely cost the faculty their jobs. Likewise, the availability of 

large sums of money through narrowly targeted research requests and potential 

contracts would likely bring faculty researchers and administrators to "choose" to 

pursue knowledge in those areas. In just these two (out of a multiplicity of) 

instances, de facto ownership of the curriculum is forsworn through the influence 

of external forces. The idea of curriculum ownership has cultural value only as 

something that faculty members may employ to conflI'lll their own identities. 

Mesquite Medical College, like most institutions of higher education, was 

organized according to disciplinary lines. Competition for resources was keen 

and the faculty were very aware that they were under constant scrutiny by their 

peers. The objective of Westland State University's administration-to become 

one of the best Research I universities in the nation-placed pressures for high 

performance on them. Accordingly, the rational myth of "excellence," and 

symbolic identity of "expert" played out strongly in discussions among the 

faculty. This was especially evident at a general faculty meeting where a 

working draft of the philosophy was first presented to them. 

Basic Sdence Faculty - The word 'excellence' does not appear, [nor] the 
words 'high quality' and I think that it's really a shame to abandon the 
idea of excellence-which I think is explidtly stated in the prindples 
guiding the other aspects of Mesquite'S activities. {gf1:S} 

This same faculty member later read from the document, which implied that 

faculty members should possess and model for students certain qualities. He 



considered the absence of a reference to faculty expertise to be a general and 

dangerous disregard for the value of knowledge. 

Basic Science Faculty - [reading from the philosophy draft] 'The faculty 
model self-directed learning and demonstrate to students that personal 
integrity, compassion, communication skills, self-knowledge, and ethics.' 
My add-on to that is 'but knowledge of the subject that they're teaching is 
optional,' and that, to me, is very dangerous ... {gfl:22a} 
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The singular mind-set in the production of these particular cultural signs 

became a source of bemused annoyance to members of the resource staff. The 

word "knowledge" became symbolically linked to the basic scientists' identity of 

expert (I cover the symbolic value of "knowledge" more thoroughly in the next 

chapter). Finally, the constant appeal to expertise wore thin on some faculty, one 

of whom said to the effect: "Lose the expert. If we're faculty, we're experts." 

Likewise, after a few months the rational myths of "excellence" and "attitudes of 

excellence" gave way to more useful ideas that suggested what excellence might 

involve (e.g., ability to: communicate effectively with a wide range of people; 

show compassionate regard for patients; develop working relationships with a 

variety of individuals in a variety of circumstances; think critically; demonstrate 

a solid fund of medical knowledge.) 

The concern with identity was not limited to academics. Clinicians also 

invoked their own cultural symbols and myths, such as having abilities and skills 

uniquely belonging to their profession: 

Dr. Hargrove - I think what we want to do is make sure physicians are 
doing the things physicians can uniquely do. There are many tasks that 
occur in medicine today that perhaps physicians do that could be done by 
others, or appropriately delegated. I think that's critical. {psc6:4g-Sa} 
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Unfortunately, those unique skills and tasks were never delineated with certainty 

beyond what the profession has managed to ensconce within laws (e.g., do 

diagnoses for the purposes of obtaining regulated medical care; prescribe and 

administer regulated drugs and other interventions; perform major operations). 

Community clinicians invoked symbolic identity in response to external 

pressure. A year into the CRP process, at the second meeting with community 

physicians, I was given clues about how non-academic physicians were 

responding to changes in their practice environments. In a sense, these 

physicians illustrated the "deep culture" of the medical profession, because 

interacting with patients-not being involved with research or teaching--was the 

focus of their identities. I think in some sense they regarded themselves as the 

"real" doctors and were resentful that they were being forced by econ,9mic and 

political pressures to assume roles LTaditionally held by others. 

[Reconstructed from Notes] Community MD #1: The public sponsorship 
of medicine has diluted the elite quality of medicine. I happen to like the 
myth that doctors know everything 

Academic MD: But we are moving to a team-practice approach where 
elitism is not tolerated in any way. Yet ... medical students are still trained 
that way. 

Community MD #2: I recently came across some old speeches I wrote 
years ago and read, 'The downfall of medicine is when physicians become 
providers.' I didn't know how prophetic I was. 

Community MD #3: Now we're even called a special interest group. 

Community MD #4: I think the vernacular of medicine as a business has 
got to be stopped. Patients are not clients, and physicians are not 
providers-they are patient advocates. {ec2:4i-m} 
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The pressures for change were being felt throughout the profession, both within 

and without the medical academy. 

The Challenge of External Ideas 

Part I of this chapter provided a look into the existing culture at Mesquite 

Medical College. In this section I seek to identify the threats and the origins of 

those threats to the culture. The tendency of social groups to become more 

institutionalized as a culture, through the reproduction and typification of 

patterns of behaviors and beliefs (Berger and Luckmann, 1967), suggests that the 

impetus for cultural change appears to originate externally to the group. 

Outsiders on the Inside 

"Outsiders" played an important role in the development of Mesquite'S 

philosophy of medical education. Among the most influential were the groups 

of local community-based physicians and a group of directors of medical 

education (those who direct the educational programs for residents) from 

hospitals and clinics in Western City. I characterize these groups of individuals 

as outsiders, because even though full members of the medical community, they 

were not part of academic medicine--and their viewpoints attested to their being 

members of a different cultural subset. 

The general attitude of community-based doctors toward academics was that 

academic physicians had a very limited understanding of what "life in the 

trenches" was all about. They clearly perceived an insulated, research-focused 

practice of medicine at the medical school. One community physician, noting a 
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la~ of attention given to medical ethics and medical law in the draft philosophy 

document said, 

Community MD -- I think one of the reasons it's not here is that the 
faculty is really out of touch with what's going on in.rml medicine, 
because what we see is definitely not what they see going on here. 
{ecl:4a} (my emphasis) 

Their perception that academic medicine was "out of touch" with real world 

issues was also based on their experiences of changing practice patterns toward a 

team-approach to health care. They were finding that physicians could no longer 

pretend to be the sole purveyors of medical knowledge, and that the knowledge 

and abilities of other health care providers could not be ignored. 

Community MD - Traditionally medical students are taught to do 
everything for themselves and to be distrusting of everything that has 
gone before them. So you get this kind of repetitive review of things
almost ponderously-and so I don't think that is going to be possible 
when you're supervising nurses and nurse practitioners and physicians 
assistants. I think some of that has to be taught. You have to be able to 
direct others and make some assumptions that they have past experience. 
{ecl:5g} 

Students suggested, however, that constructive team-care environments were 

far from common in their learning environments at medical school. 

Year 4 Medical Student - A lot of times it's 'O.K, you're a medical 
student. Just stay here, hole punch this, don't touch this. I need to get 
this done and you're in the way. {ast:IV:130} 

Year 4 Medical Student - As far as appearing as part of the team I think it 
takes a long time. It was at the end of my third year before I actually 
comfortable enough to feel like part of a team. But then some 
departments don't even want you around. They really almost try to make 
you feel unwelcome. {ast:IV:t4k} 
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More than the academics, the community physicians expressed the 

importance of population medicine. They acknowledged the need to change the 

focus of medicine to include the needs of communities beyond the care for 

individuals. 

Community MD - The responsibilities and attitudes and requirements 
that you are trying to assess in the student are all personal and 
professional, and don't reflect what in the next 20 years I see is going to 
be important for physicians to do-not just a patient advocate, but a 
patient educator. Not just to establish public health policy and 
epidemiology, but a planned mix that's necessary to sOdety: Physicians 
have to take part in communities a little bit more than everyone else. Not 
just as physicians, but as physicians to the community. {ecl:9i} 

Probably the clearest example of how outsiders challenged the cultural integrity 

of the faculty resulted from an idea supported by the community doctors and 

incorporated into the knowledge section of the philosophy statement. 

Community MD - Physidans are also responsible for knowing what is 
going on in alternative medical care environments. There is a lot of 
chiropractic, nat"..rropathic care. We have a lot of Hispanics in Eastern 
City where we see other types of care coming across the border. I think it 
is the responsibility of the student to learn about some of those things
not that they are taught in medical school, but that they are encouraged to 
learn it. There are other things--you don't have to be brainwashed to see 
it's the best way to go-there are other things that work for patients, like 
acupuncture and chiropractic care. {ecl:4h} 

The community physicians noted their awareness that the 

provision of alternative heath-care consumes billions of health-care dollars every 

year. They were also aware of the fact that their own patients frequently sought 

alternative care. Where the community physicians appeared comfortable 

acknowledging this reality in their practices, incorporating that acknowledgment 

in the philosophy statement was a particularly thorny problem for academic 
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physicians. I review the depths of their discomfort later in a discussion of how 

foreign and threatening ideas were managed by the faculty. 

Outsiders and Inside Power . 

Possibly the most constant flow of external ideas was brought in through the 

educational staff persons (I included). We (speaking for the staff) came to our 

roles with our own ideas of what we would like to see for the future of medical 

education and for medical practice. I, for one, hoped to see greater attention to 

environmental factors on states of health and disease. 

The review project was designed with an explicit awareness of the benefits of 

exercising second-dimensional power-that is, controlling the agenda. The CRP 

was designed to progress through stages-each stage building upon the products 

of the previous stage (see Appendix A). In this way, the agenda of what could be 

discussed, and thus the orderly progression of the CRP, was somewhat 

controlled. For example, issues of implementation (which is the final stage) 

could not be discussed until a philosophy (stage one) was established; an 

assessment of the current curriculum (stage two) was completed; and, 

cur~iculum alternatives explored (stage three). 

During departmental discussions of the philosophy, and later the analysis of 

the current curriculum, the CRP subcommittee members frequently invoked a 

"limited responsibility" when asked difficult questions about resources, 

implementation or curriculum plans. The ability to invoke the review structure 

as reason for not discussing potentially controversial issues was welcomed by 

the participants. A PSC member said in defense of producing a purely 

philosophical document, 



(Reconstructed from Notes) PSC Member - We can't worry about 
implementation at this stage, because we have been appropriately relieved 
of that burden in our charge. .. {psd4:21} (my emphasis) 
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Because the faculty, for lack of time or lack of interest, were often ill-prepared 

to discuss review issues the staff worked closely with subcommittee chairs to 

ensure a discussion strategy had been mapped out before the meetings. The 

inability to rely on the faculty to come prepared to meetings led us to carefully 

monitor how our strategy unfolded. I noted in a research memo to myself my 

concerns about giving the Vision Statement-which contained many futuristic 

ideas about how medical education might be organized-wide distribution to 

faculty who were unfamiliar with the rationale behind its production. 

[memo] I confronted Dr. Hargrove with the possibility that the lesser
informed faculty will probably not view the document as a tool by which 
a philosophy can be identified, but will probably think of it as the 
curriculum model sought by review participants. He assured me my 
fears were unfounded and that the faculty 'needed to have something to 
motivate them into action.' 

At the meeting, however, the basic scientists obviously regarded the 
vision statement as an omen of the future ... My fear is that if these 
members of the PSC, who were a part of the development of this vision 
document see it as a threat, why in the world would we want to thruSt it 
before the general faculty who have an even more limited background 
with regard to education issues and the review process? {mmOl-OB} 

These concerns played out as an exercise in second-dimension power--providing 

an interpretation of reality. At an agenda-setting meeting with the Review Chair, 

my research notes reflect: 

[memo] We went in armed with the notion that Dr. H's approach needs to 
be carefully considered by the Steering Committee before approved. We 
discussed the reaction of the PSC basic scientists at the last meeting and 
suggested that discussion of the philosophy at the upcoming general 



faculty meeting needs to be structured so that no defensive posture is 
evident coming from the review participants. 

The tendency of basic scientists is to ask for proof that the curriculum 
does not well serve students or the public. The strategy we propose is 
that these questions [demands for proof] be turned into positive 
acknowledgments of participation [Thank you for asking that question] 
and answer it by stating that 'the purpose of the review is not to fix 
anything. It is to see if we can create something better than we currently 
have'. For these reasons, we believe that engaging in discussions about 
concrete issues [data & proof] early in the process wi11lead to paranoia 
and resistance to the review effort. Dr. J. was in agreement with our 
assessment. {mmOl-ll} 
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Obviously, as designers of the project, the staff hoped to see it come to a 

satisfactory finish, but we were constantly aware that we could not impose our 

own interpretation of the meaning of "satisfactory" on the project. Nonetheless, 

we did feel an obligation to push the faculty's awareness and understanding of 

competing interpretations of health care issues. We did so through the 

authorship of meeting minutes, and by drafting the various iterations of the 

philosophy statement and other CRP reports. 

For an example of how the staff assumed the role of "outside voice," during 

the PSC vision exercise a comment was made that prevention would have a 

much greater role in the future of medicine. I was dissatisfied with limiting ideas 

of health and wel1ness to a mention of the symbolic and vague terminology of 

"preventive medicine." Instead, I took the prerogative for interpreting the 

mention of prevention in much more detailed and socially-directed terms within 

the Vision Statement (with apologies for excessive verbosity). 

The connection of social and ecological environments with genetic and 
molecular characteristics of the individual is well understood in the 
expression of disease. The interplay of diet, stress, genetic disposition, 
education, psychosocial and physical environments are understood in the 



expression of health. Recognition of these interactions, and economic and 
humanistic prerogatives, has made health-maintenance care (formerly 
referred to as preventive medicine) a central feature of clinical practice 
and, therefore, the medical curriculum. {V5:1} 
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With this wording (which became more concise through suggestions by PSC 

members) I was hoping to offer ideas somewhat counter to the positivist

reductionist model of scientific medicine. I wanted to include the idea that 

interaction effects (including qualitative socially-based aspects) are as important 

as are the identifications of discrete variables when it comes to understanding 

health and disease. I was happy to see the theme of this idea remain largely 

intact and incorporated in the final Vision draft. A year later, at the end of the 

philosophy stage, those ideas had been pared somewhat, but had become part of 

the final philosophy statement. Many of the details (i.e., economics, health

maintenance care, education, concerns related to the physical environment) that 

were included in this portion of the Vision Statement were lifted out and placed in 

other areas of the philosophy. 

IT-B. The knowledge that forms the basis for learning in the curriculum 
includes: 

1. basic concepts of normal processes and conditions of health, 
which provide the foundation for learning concepts of disease 
processes, outcomes, treatments and prevention: 

ill-B. The curriculum. is organized to: 

2. provide experiences through which students may understand 
the interrelationships of genetic, physiological, psychosocial and 
environmental factors that contribute to states of health and 
disease; (psf:2,3} 

My role as support staff for the process allowed me to suggest, through 

indirect measures such as report writing, other ways to thinking about the world. 
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My status as an outsider to academic medicine left me few opportunities 

contribute actively in the subcommittee discussions. My influence through 

written interpretations, however, gave me evidence that germs of certain 

culturally-challenging ideas (such as the interrelationship effects of social and 

physical environments on health) had gained entry into the culture of 

scientific/ academic medicine. 

Raising the Barricades 

Justifying Defensive Actions 

Berger and Luckmann describe the problem of a "deviant influence" 

establishing its own reality within a society, thereby challenging the existing 

order of that society. Ideological challenges not only have the potential to 

modify belief systems, but they also contain implications for the organizational 

stability of that society's institutions. The first order of defense, Berger and 

Luckmann suggest, is not the defense itself, but is establishing a justification for 

mounting a defense (Berger and Luckmann, 1967). 

The ideas presented to the general faculty within the vision statement and 

draft philosophy contained suggestions of a "deviant order." Certain members of 

the faculty immediately began to justify the character and value of their current 

social order. At the general faculty meeting, where the philosophy and vision 

were first introduced, invocations of rational myths and symbols were used to 

justify current conditions. First were appeals to the indispensability of science 

and scientific knowledge to the practice of medicine; 



Basic Science Faculty - We ask ourselves how the MD differs from the 
homeopath or naturopath or chiropractor. The essential difference is the 
MD's reliance on scientific knowledge and scientific methods. {gf1:4c} 
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Another cited the importance of a "course-structured" education, justified loosely 

on tradition, and spuriously linked to symbols of national identity. 

MD Faculty - I think, you know in the old days I read, you see 1V show 
where a person learned how to be a doctor by being an apprentice with 
someone in there, and I guess that's why Abe Lincoln became a lawyer. 
He sat down with someone who was a lawyer and learned how to be a 
lawyer and became President of the United States. But, we don't usually 
educate medical students that way anymore and there is a danger that 
without putting some protection in here that we're going to adopt a 
curriculum where we sit here at the medical center and we don't see our 
students anymore. {gf1:16c}. 

He concluded his justification for locating medical education within an 

institution defined by scientific research with the suggestion that science is not 

done by practitioners. 

MD Faculty - I think it's a little profoundly idealistic that we would 
expect these practicing physicians where we send these people to be 
doing basic research. I can't imagine that they will actually have 
laboratories and be doing cell cultures and stuff like that. {gf1:16d} 

Within departmental meetings, which were held to allow faculty to speak 

their minds about the philosophy draft with their disciplinary colleagues, a 

number of justifications were given for killing the CRP process. Basic scientists 

seemed most likely to invoke the time-honored justification of, "if it ain't broke, 

don't fix it." They feared radical change was in the air, and held a widespread 

suspicion that the philosophy statement was someone else's plan of their future. 

Ignoring any philosophical debate, some of these faculty justified the status-quo 

by arguing they would have to see outcome data on the effectiveness of other 

approaches before considering them. {psd4:12} 
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Clinicians tended to justify a defensive posture based on individual choice 

and freedom. This may not be surprising, because, as academic medical 

specialists, they were responding to challenges to specialization. The clinicians 

also knew that they wielded considerable influence on the career choices made 

by medical students. Every medical student must make career decisions, usually 

by the end of their third year. The selection of one's specialty is a very important 

milestone in a physician's career. The importance clinicians gave to the career

choice process might be considered to justify symbolically their own decisions to 

choose specialty careers-especially when overspecialization was being cited as 

contributing to the health-care delivery problems experienced by the public. One 

senior clinician chided the review members, 

[Reconstructed from my notes.] Just leave the students alone and they do 
just fine by themselves. Any stated philosophy will limit their ability to 
make choices about their futures. {psd4:12} 

A senior academic administrator for the College contributed to this sentiment in 

a meeting with the CRP Steering Committee, expressing his discomfort at the 

prospect of political pressures limiting medical students' ability to choose their 

specialties. 

MD Administrator - When you get into some of the politics, they show 
you all the negatives. I don't feel guilt because I am a neurolOgist. I 
happen to like it, and have since the first year. In medical school I didn't 
know what neurologists made, and first of all they didn't make that 
much. Some people really do get interested in subspecialties because it is 
intellectually challenging to them. {psc7:5c} 

Of course, resources were regularly identified as a justification for stopping 

the process. CRP members learned informally that a prominent faculty member 
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had been heard saying, ''H we could use the money spent in this review process 

directly on education we wouldn't need to rebuild the curriculum." More 

frequently they heard direct comments like, 'Where is the money going to come 

from? That's the first question that needs to be resolved before any commitment 

is given to planning a new curriculum." 

By far the most frequently voiced justification for not continuing the 

curriculum review was based simply on untested fears. Many justifications for 

ending the process were begun with the preposition, "what if ... ": "What if we 

expend all this time and energy and the administration doesn't buy it; What if we 

go through this whole process and a national health-care policy changes 

everything; What if we adopt a new curriculum and it doesn't work." 

The Cultural Defense 

The appearance of a deviant idea within a coherent social group elicits a 

response by its members to keep cultural damage to a minimum. Kai Erickson 

(1966) writes of deviance, "Deviance is not a property inherent in any particular 

kind of behavior [or idea]; it is a property conferred upon that behavior [or idea] 

by the people who come into direct or indirect contact with it" (p. 6). He 

suggests that damage-control benefits group identity by identifying a common 

focus on which to exercise social action. Simmel (1955) also contributes to the 

notion that group effort involved in confronting threats serves to tighten cultural 

bonds. 

As the review process continued the defensive intent of the faculty became 

directed at trying to control the damage by identifying as deviant certain ideas 



123 

carried or suggested in the philosophy drafts. A common means for this activity 

was carried through the application of a variety of rational myths. The intent of 

this application appeared to be to demonstrate how particular ideas could not 

"logically" be defended. The use of rationalizing argument provided 

opportunities to document evidence of Lukes' Third-Dimension Power at play. 

The logic behind the rationalizations was internally coherent, because the actors 

believed what they were saying supported an objective reality, when their 

arguments were perhaps more based in internalized and so, unquestioned, 

belief. 

For instance, the ideas included in the philosophy document were not based 

on the structures and practices of Mesquite's curriculum. Opponents to the 

review process, however, frequently tried linking those ideas to existing features 

of the curriculum, which rendered the ideas out of context. When the linkages 

failed, the idea was then marked as offending and irrational. For example, the 

early wording of an organizing principle for the new curriculum proposed: 

ill-c The curriculum is organized to include Significant clinical 
experiences early in the curriculum. .. {ps3:4,2} 

A faculty member objected to this idea saying, "This doesn't make any sense 

at all. How is a first-year student supposed to compete with a third-year student 

in the c1erkships?" He failed to consider the possibility that to approach that 

philosophical ideal, appropriate clinical experiences would have to be created for 

beginning students, because, obviously they would not be prepared for third

year responsibilities. 
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Other faculty invoked rational myth as a defense. When at a clinical 

departmental meeting, held to discuss the draft philosophy statement, a clinician 

remarked on his concern that "knowledge" should not be discounted in teaching 

students how to think critically. His argument invoked a rationalizing logic that 

involved mythical relationships between knowledge and fields of inquiry, and 

expertise. He said, 

[Reconstructed from Notes] MD Faculty - Fields develop in part through 
advancements in technology. Specialization is the knowledge-based 
counterpart to technological advancement, and allows the development 
of expertise. The curriculum should not discourage the development of 
expertise. {psd4-19} 

Another rational myth-that physicians "heal" (rather than perhaps help 

patients heal themselves)-was also invoked as a defensive mechanism. 

MD Faculty - I won't be the one to say that we shouldn't have teaching 
and understanding and emphasis on prevention and health care in the 
future, because I think that's important. But to say in the vision statement 
that this will be an essential feature of the curriculum, I think goes too far 
in the other direction. I think physicians will always be healers and it's 
important to learn the pathogenesis of disease. {gf1:8f} 

~'Science" provided the basis for much use of rationalizing myth. The 

invocation of science as the rational method for extracting an understanding of 

the world was used to set up clear demarcations of what belonged and what did 

not belong within the ideological boundaries of the medical school. In a critique 

of the draft philosophy statement, regarding the inclusion of the notion that the 

curriculum should be developed and administered" ... in close consultation 

with ... experts in learning theory and educational assessment," {ps3:f6} a faculty 

member wrote, 



(Letters): ... we want to make sure that education research and theory is 
not pseudo-science before we rely on it too much. {Itr 2} 
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A part of the cultural myth of science is the symbolic value attached to 

knowledge. "Knowledge" became a metaphor for professional identity among 

some basic science faculty. It was during the vision exercise of the philosophy 

subcommittee that a linkage was made between teaching methods and 

knowledge, which basic scientists found very challenging. I cannot say for 

certain that this utterance represents its first emergence, but the idea came to life 

at some point early in the process. I underline it below: 

Dr. Cleaver - ... One of the things I saw was 1) different students, and 2) 
a different way of teaching. The first thing we ought to change is to get 
rid of outmoded ways of teaching-and that is cram[ing] information into 
their heads. We ought to have a medical school with [?], and classrooms 
this size. No lectures! If people need facts, then buy them all an 
encyclopedia and hook them to a computer. Those are two major kinds 
of changes. {psc4:7i} 

Basic scientists reacted most bitterly against this idea, which they perceived to 

represent a diminution of the value for the learning and teaching of knowledge. 

It was continually recognized in meetings that the production of knowledge far 

outstripped anyone's ability to keep current. Further, the effective life of any 

"fact" was considered little more than five years. Still, knowing factual material 

was symbolically attached to the essentials of medical practice. 

Basic Science Faculty - As we all know, as medical science advances 
medical practice is based more and more on conceptual knowledge and 
less [on] appearances. Just as [the] sdentific knowledge that the M.D. 
possesses will become even more valuable in the future-since we're 
talking about a curriculum for the future-I think that aspect needs to be 
emphasized. {gf1:4c} 
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The defense of teaching facts, above teaching students how to access and 

critically appraise information, became legendary. Below is a truncated portion 

of an exchange that consumed at least ten minutes of a one hour meeting. 

Discussion involved the symbolic significance of sequence when attached to the 

word knowledge. The section of the philosophy statement under discussion was 

entitled "Skills, Attitudes and Behaviors." At issue was the identification of 

attitudes and skills the educational program would hope to instill in students, 

and the item under debate read: 

... quality patient care is determined by a physidan's interpersonal skills, 
attitudes of compassion and patient advocacy, and mastery of medical 
knowledge and clinical skills. {ps3:8:4} 

"Knowledge" had been inserted into this sentence at the previous insistence of 

basic scientists. It was placed ahead of "clinical skills" intentionally, because the 

support staff understood the basic scientists' extreme sensitivity to the word. 

The issue of symbolic difficulty was that the mention of knowledge occurred at 

the end of the item, and not at its beginning. Furthermore, the word appeared as 

part of item "B," and was not found symbolically as item "A." Thus began the 

exchange: 

Dr. Goodinov [PhD]-- 'I-A'. To me it's a ... well, I don't agree with its 
placement. 

Dr. Hargrove [MD] - Do you think it's appropriate as I-B? 

Dr. Goodinov - Uh-hunnh. 

Dr. Hargrove - All right. So let's move it down. 



Dr. Goodinov - In 'b', I think within that item there is a reversal of the 
chronology, if nothing else. It seems to me [it is the] the mastery of 
knowledge and [then] clinical skills that provides for quality patient care. 

Dr. Cleaver [Clinical Research PhD]- I disagree somewhat with [your 
suggestion for] the order, and it's not that I am opposed to the importance 
of knowledge ahead of clinical skills. In my ten years I have known 
people with a great mastery of clinical skills who are lousy physicians. 
People you would walk out on because they are so bad. How would this 
work? .. 'The quality of patient care is determined by mastery of medical 
knowledge and clinical skills, [demonstrated] by physicians.' and then it's 
no longer highlighted. In fact it emphasizes it ... then the people who are 
smart and capable, but lack interpersonal skills should just go into 
pathology. 

Oaughter) 
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Dr. Hargrove attempted to diffuse the symbolic importance of sequence by 

linking the statement to structural issues. I think he then recognized that such 

rationalization would have little, if any, effect. 

Dr. Hargrove - There is the problem, it's always the chicken and egg
something has to go first. Could we make it mastery of medical 
knowledge-just in terms of chronology of the medical school-the first 
two years [of the current curriculum] are heavily weighted in terms 
mastery of medical knowledge. And equally important-interpersonal 
skill-well we could come back and say we should be teaching those first, 
but .. .! personally feel that mastery of medical knowledge is -

Dr. Behr [MD]- (Chuckles) Choose your words carefully! 

Dr. Hargrove - ... mastery of medical knowledge comes first. We pick 
people who have good interpersonal skills. 

Dr. Behr - Right! That's first! 
(some giggling from members) 

Dr. Hargrove - That's the admissions process. 
(more giggling) 



Dr. Hargrove - That's a problem in the admissions office. 

Dr. Goodinov - That's something that is almost innate. 

Neil Phyte [student] - I don't know about that. I think interpersonal 
skills can be developed and learned. 

Dr. Hargrove - Should that be [split into] Bl and B2? Dr. Behr - Gosh, it 
seems we're spending an unbelievable amount of time arguing on 
something that -

Dr. Smiley (MD) - They're both there, and they are both equal issues-it's 
very good. 

Dr. Hargrove -I'll take that to be a motion for closure. Put medical 
knowledge and clinical skills[in that order]; first [position among the 
clauses]; and equally important. (pscll:7o-8q) 

The final version read: 

A physidan's mastery of knowledge and clinical skills, interpersonal 
skills, attitudes of compassion and patient advocacy are equally 
important to the prOvision of quality patient care. {psf:I-A} 
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The significance of this exchange is highlighted when it is understood that 

knowledge already had its own dedicated section in the philosophy document-

although it was found on page 2. (see Appendix D) 

Lukes' Dimensions of Power-Defenses 

Another form of defense exhibited the use of Lukes' second-dimensional 

power, which involves the conscious intent to control (which does not 

necessarily imply "suppress") the emergence of issues or conditions that may 

lead to conflict. Within these exchanges among Mesquite faculty it was words, 

rather than the promotion of a particular idea, that were employed to shift of 
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focus away from disruptive ideas. For example, the PSC vision statement and 

the draft philosophy statement suggested more active participation of students in 

their own educations. The vision statement stated: Changing medical knowledge 

and practices are assumed in the development of the curriculum. Medical 

students develop the ability to respond to changes in practice and knowledge, 

because the curriculum carries an emphasis on intellectual development. {v5:1} 

and the philosophy document stated that, 

The curriculum is organized to integrate students' acquisition of 
knowledge with activities that promote the development of critical think, 
problem solving, etc ... {ps3:ill-Bl} 

Nowhere in the document was it suggested that knowledge was unnecessary 

to physicians, or that lectures had no value. However, some faculty members 

reframed the need to be able to come to grips with rapidly changing knowledge, 

into intents to "discard" knowledge and "throw out didactic lectures." {psc5:9f-m} 

Another defense, which used second-dimension cultural power, was to link 

challenging ideas to an unrelated and disparaging metaphor. For example, in 

defense of the idea that faculty should be facilitators of knowledge, rather than 

purveyors of knowledge, a basic scientist said to the general faculty: 

Basic Science Faculty -- ... the primary role [of faculty] should be to 
synthesize and present fundamental concepts and essential details to 
educate students in basic science and clinical science. By all means, we 
need to set an example, be role models, but we also have to have this idea 
that teaching is a competence, it's a skill. It's not just something that you 
can do by having students over for dinner. {gf1:19b} (my emphasis) 

Evidence of Lukes' third-dimension of cultural power, which involves the 

unconscious access and use of internalized belief systems, were illustrated 
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through examples of competing cultural world views. Within these examples the 

source of deviance was apparently a value system that directly contradicted the 

objective world perceived as "real" by certain participants, and thus their 

fundamental identities were also challenged. In the following case, the 

challenging idea was the "value of generalist medicine" and the clinical 

subspecialists who were being challenged. This is a particularly conspicuous 

example of the characteristic of third-dimensional power, which Lukes suggests 

displays a "contradiction between the interests of those exercising power and the 

real interests of those they exclude" (Lukes:25-his emphasis). 

[Reconstructed from notes] MD Department Head #1- Medicine is the 
only technical area in SOCiety that is being asked to move toward 
generalization. 

MD Faculty - I have an answer why. Specialists make twice as much. 

Basic Science Faculty - It's not only money. Being specialists means we 
have been missing the big picture-prevention. Some stepping back from 
superspecia1ization is rational. 

MD Department Head - It costs 250 thousand to train a physician. If we 
intend to tum them into triage officers, then the greater part of that 
expenditure is being put in the wrong place. We need equivalency with 
the basic sciences. We need more specialists, because ultimately it will 
prove more cost effective. We ought to be more focused on training 
folks-other-than-docs-to do the generalist work. If you reversed the 
compensation ratios the choices would not change. The reason? Sixty 
percent of patients aren't sick. There is no intellectual satisfaction in 
generalist work. 

Basic Science Faculty - I disagree. A great deal of satisfaction can come 
from prevention. 

MD Faculty - But not at the clinical level. It's like asking a microbiologist 
to work up culture medium for a living. Find me one person who will 



tell you that telling a patient to go get a pap smear is exdting. {asdl:7-2d
m} 
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The exchange illustrates how the interests suggested through the world view 

expressed are those of the actors, and not of those they ostensibly serve. In this 

sense, expressions of class distinctions are made in terms of an "unworthiness" of 

generalist medicine and those who practice it, and also in the diminishment of 

generalists' interests, issues and those served through generalist practice. 

Chapter Summary 

In this chapter I examined the idea that the infusion, testing and acceptance of 

externally originating ideas contribute to shifts in the character of cultures. I 

examined the first three of six aspects I devised to organize this study of 

ideologically-influenced cultural change. To document change as it might be 

moderated through the power of ideas, I looked for evidence suggesting an 

encroachment of external ideas into the culture found at Mesquite Medical 

College. The institutional culture at Mesquite appeared to be mostly an 

aggregate of many subcultures, exemplified through departmental and 

disciplinary boundaries. A common feature of each of these groups was their 

adherence to the normative behaviors and belief systems expressed through the 

more general culture of positivist-reductionist science. 

The data included examples where the participants appeared to reinforce 

group membership and cultural solidarity through ritual, invocation of cultural 

myths and symbol. I looked for suggestions of ideas and their sources that 

would appear to challenge those identities. Challenges to curricular content, 
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teaching methods and the importance of expertise were a few of those drawn 

from the data. Finally, at the end of the chapter I examined the defensive 

postures and activities I perceived to be mounted to justify the current practices 

and institutional organization at Mesquite College. Rational myth, the 

invocation of symbols and justification on the basis of tradition were commonly 

employed. In the next chapter I continue my analysis of cultural change at 

Mesquite, beginning with evidence that some challenging ideas appeared to gain 

a foothold in the institutional belief system. 



CHAPTERS 
FINDINGS: A CULTURE IN CRISIS 

Courageously (orfoolishly?) the questions of WHY and WHAT to teach 
have been let loose by the CRP process. 

--Mesquite Faculty Member 

Introduction 
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In this chapter I continue my examination of how a particular culture 

responds to external threats to its identity. The first section concerns looking for 

an impending breach in cultural defenses, and for signs that potentially 

infectious ideas may have beset the institutional belief system at Mesquite 

Medical College. In the second section I examine the CRP discourse for evidence 

of "cultural contamination" resulting from contact with those ideas. Finally, in 

the last section I look for clues of reforming solidarity-of the transfOrming 

process by which the culture begins to reestablish a complete, although perhaps 

altered, identity. 

Controlling Deviance 

The defense of cultural solidarity among the faculty at Mesquite Medical 

College, discussed in the previous chapter, may have been staged mostly for the 

benefit of reinforcing group identity. That is, the justifications and arguments 

presented against some of the challenging ideas contained within the philosophy 

statement were more symbolic than substantive and would probably not have 

impressed external critics. Some ideas that were apparently not traditionally a 

part of academic medicine carried sufficient power seriously to challenge 
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Mesquite's cultural defensive mechanisms. The critics did not go away, nor did 

the pressures for change. The faculty were being forced to be responsive to 

external issues in ways that clearly involved interested parties outside the 

profession. The challenging ideas introduced in the philosophy statement, 

coupled with real threats involving resources, were forcing the faculty to 

consider substantive changes to the organization of their work. What those 

changes would mean to their professional identities would also have to be 

considered. These conditions supported analysis through my second research 

corollary: 

Corollary #2: When the power of extra-cultural ideas is strong enough to influence 
actors so much that they are able or willing to recognize and consider the validity 
of those ideas, the strength of their own culture is reduced and their institutions 
develop a potential for structural instability. 

Social interactionist theory suggests that social reality is recreated with every 

encounter of individuals. A mutual and continuous "negotiation" of meaning is 

involved in the comparison of perceptions and offered interpretations against 

one's own unique belief system. The resulting construction of a coherent 

"reality" emerges from the belief systems of all parties involved. 

The purpose behind this negotiation is an attempt to interpret the experience 

in terms that support, as close as possible, one's own belief system. In other 

words, during interactions between cultural groups each side attempts to 

interpret its experience in ways that allows the resulting perception to fit with 

their own established patterns and categories of understanding. In doing so, the 

experience can then provide meaning through use of the rituals, symbols, beliefs 

and narratives that serve to legitimate, rather than deprecate, the culture of the 

participants (Berger and Luckmann, 1967: 47-158). 
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When an idea does not fit cleanly into established patterns and categories, 

then either the idea, or the pattern/ category to which it belongs must be 

translated. It is during the process of translation that expressions of inter

cultural exchange become observable. As I mentioned in my theory chapter, the 

degree of ease by which ideas are able to be translated across cultural boundaries 

is suggestive of the degree of cultural power inherent within those ideas. The 

more culturally powerful the idea, the more easily it can be internalized into the 

belief systems of social actors. 

The Awakening Menace 

My first research proposition and its first corollary propose that strong 

cultural integrity provides resistance against structural change. Part of that 

resistance may be a function of self-imposed isolation resulting in a lack of ability 

or desire to recognize competing ideas. As I illustrated in the previous chapter, 

for many of these ideas the response by the faculty was a swift and active 

defense where the potential value of the "deviant" ideas was rejected out of hand. 

However, on occasion a faculty member suggested considering the value of 

an external viewpoint. Some ideas that did not conform to cultural norms 

succeeded in producing debates of merit. That success may have depended on 

the degree of externality embodied in the idea, or perhaps the social position the 

faculty member who made the suggestion. The research significance I attached 

to these debates was not carried so much in the content of discussion, but in the 

fact that discussion was occurring that was contemplative rather than defensive 

in character. The consideration of alternative viewpoints became markers for my 
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research that suggested a change in culture may be underway. For instance, 

beyond the professional aspects involved with a consideration of primary care, 

Dr. Hargrove brought an awareness and attitude that the profession should not 

be overly self-conscious of its own needs, and that it should consider the needs of 

the public. 

Dr. Hargrove - So I think [primary care is] an important topiC in terms of, 
'Doesn't philosophy derive with what the expectations of the payer 
happens to be?- or are we simply loose cannons who determine our own 
fate?' --Obviously an overstatement of the case, but we don't have the 
time to educate me on how to do it tactfully. {psC1:10d} 

Perhaps the most important sign of a presence of externally-generated ideas 

was evidence that the participants began learning how to recognize their own 

cultural paradigm as one way of understanding the world, and not necessarily 

the way of its understanding. The ability to question their own belief system 

suggested to me that countervailing belief systems were becoming accessible. 

Some members the clinical faculty were aware that many cultural tools of the 

profession (i.e., their myths, symbols and narratives) were no longer serviceable 

in the creation of the physician's public image. Some clinicians, while 

bemoaning the issues of litigation that were changing the ways they could 

practice, were also critical of their profession's own contributions to the social 

climate driving unreasonable performance expectations among patients. 

[Reconstructed from Notes: MD Faculty - The medical profession has 
contributed to it's own problem of public-image by promoting ideals of 
'physician infallibility and unreasonable public expectation. It needs to 
promote the image of 'caring' rather than 'curing'. {psdl:lc} 
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And in a general faculty meeting a physician stood in defense of public interests 

to counter the criticism that the CRP philosophy statement over stressed 

prevention and conceptions of health to the detriment of learning clinical 

pathology. 

MD Faculty -I'd like to take the other end of the spectrum on that very 
issue. I think it's an excessive focus on disease that has prevented us 
from meeting a lot of our current responsibilities. This is a nice 
opportunity to begin to bridge the gap between schools of medicirie and 
what have been traditionally schools of public health. .. {gf1:8g} 

Questioning the relevancy of the physician-healer myth was only part of a 

growing ability to consider alternative viewpoints. The ability to see beyond the 

boundaries of their profession may have been aided through a softening of the 

boundaries maintained by disciplinary departments. The diminishing relevancy 

of maintaining disciplinary lines in terms of faculty work was being reinforced 

socially through the ways the curriculum was being administered. 

Tasting Forbidden Fruit 

As described earlier in my "History and Study Setting" chapter, two years 

prior to the Curriculum Review Project, Mesquite's Committee on Curriculum 

Oversight (CCO) had adopted a new in-depth course review strategy. 

Previously, course reviews amounted to little more than a few questions posed to 

each course director and a brief review of course materials. In essence, the actual 

review process had been conducted as an internal exercise and the prevailing 

attitude of social solipsism: "Only we can review ourselves, because it is only we 

who truly understand what we do and know what is important for us." As 



138 

Merton pointed out, this kind of ''Insider Doctrine" quickly becomes a specious 

argument, because the terms of the argument are set from within (Merton, 

1973:105). The absence of external reference destroys the validity of the claim. 

Self-understanding that seeks objectivity must rely on reflections of self 

transmitted back through interactions of others. The symbolic apple-of

knowledge, in Mesquite's case was offered by it's own Committee on Curriculum 

Oversight (CCO) in the form of a new curriculum evaluation procedure. 

The superficiality of departmentally-based review procedures prevented the 

CCO from knowing much about anyone course and practically nothing of sub

stance about the curriculum as a whole. CCO members were forced to rely on 

the image of quality provided by the departments themselves, which naturally 

could not be considered highly objective. The CCO devised a plan that tested 

depart-mental self-image, by injecting the critical observations of others who 

were not departmental members. 

A new interdepartmental review strategy probably did much to prepare the 

institution for cultural change. Review subcommittees were formed and 

consisted of faculty members from widely divergent disciplines, both from the 

basic sciences and the clinical sciences. Noted researchers and clinicians from 

other colleges were brought in to provide an even-more externalized perspective 

on course and clerkship quality. During these reviews many basic scientists had 

their first opportunities to observe clinical teaching experiences. Likewise, 

clinicians sat in on basic science lectures and other learning experiences they 

would normally have little reason to observe. Because of these cross-discipline 

interactions, the isolation and subsequent ignorance of how their work fit into 
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the curriculum, induced through the college's compartmentalized organization, 

became very apparent. One exchange between members of the CRP Analysis 

Subcommittee (ASC) highlighted the growing awareness that departmental 

isolation was becoming increasingly irrelevant. 

[Reconstructed from notes] ASC Basic Scientist #1 - I went to a 
neurologist and asked him to look at my notes. I asked, 'What's needed 
for students? He said, 'Where's the extra-cellular potentials?' I didn't tell 
him it wasn't in there because it wasn't interesting. But he said that's the 
only thing students would need. 

ASC Basic Scientist #2 - What we need is to have the basic scientists sit 
down together and integrate their curriculum first ... What we need is a 
clinical assessment of the basic science knowledge and say, 'This wouldn't 
be needed in a million years.' 

ASC MD #1 - There should be an intellectual dialogue. We need 
clinicians to say, 'Here's what we need to know', and then the basic 
scientists say, 'Here's what you need to do to get there.' 

ASC MD #2 - We need to work on how to overcome our 'eternal 
narcissism.' The faculty read the documents only from the viewpoints of 
their own disciplines. 

ASC MD #1 - This is the time to do it, because things are shaken up 
already ... The educator should not be living the unexamined life either. 
We need to look at the process from a more global point of view. 
{asc7-14:2m-q} 

There was also displayed a developing acceptance for a shift in faculty 

identity from that of a departmental representative, to a contributing member of 

the institution as a whole. A number of the faculty carry appointments in more 

than one department, which gave them concrete experience for the idea of 

interdisciplinarity. Two years into the review project, the Analysis 

Subcommittee, which was to report on how well the current curriculum 
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corresponded to the philosophy statement, was finishing its report. The 

members were concerning themselves on the depth of detail the report should 

contain when one member showed very clearly his support for the idea of an 

institutional culture that overcomes disciplinary allegiance. 

[Reconstructed from notes] ASC Basic Scientist - If we probe deeply 
enough, someone will pipe up about the loss of academic freedom. We 
need to figure out how to sell the faculty on the idea that academic 
freedom-when it comes to the curriculum-is a group-based freedom. 
{ascl0-21:1l} 

And later in that same meeting: 

ASC MD - The problem is one of mission: Are we here to teach medical 
students, or are we here to further our disciplines? 

ASC Administrator - But that's not the consensus of the faculty. Some 
feel that academic freedom extends to what they can teach students. 

ASC Basic Scientist - That can't be defended if you have to ask physicians 
what students need to learn. Why should they have to learn stuff that has 
not been agreed upon as being essential, Simply because some faculty 
person wanted to teach it? {asc10-21:1l} 

The faculty's willingness to consider ideas that appeared to challenge 

particular characteristics of their own culture, such as disciplinary boundaries 

and myths of academic freedom, suggests a possible expression of Latour's 

translational power. The ease by which the idea of an institution-wide identity 

appeared to be becoming internalized by some faculty suggested that this idea 

was understood at the level of experience and was not simply intellectual 

theorizing. The faculty's experience with the ceo's in-depth review strategy 

may have contributed to a willingness to examine their selves through 

interactions with others. Experience with interdisciplinary reviews may also 
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have contributed to more frequent and substantive exchanges between faculty 

who otherwise may not have had meaningful inter-actions. In turn, more 

frequent correspondence among the faculty would have encouraged a familiarity 

that could help in the transformation of their cultural identities according to an 

institutional, rather than disciplinary-based, basis. The organization of the CRP 

capitalized upon, and encouraged the further development of an institution-wide 

culture by continuing the tradition of interdisciplinary review committees and 

work groups begun in the in-depth reviews. 

Getting Religion 

The Curriculum Review Project was designed to be a model for changing the 

institution's patterns for social exchange as well as to provide a way to review 

and rebuild the curriculum. Our attention to cultural aspects of the process 

seemed to be payoff. As the CRP progressed, it was increasingly identified as a 

symbolic light that would lead the faculty from the morass of departmentalized 

self-interest, fragmentation and infighting. Ever more CRP members got religion 

and began speaking in support of the project, not so much about its objectives, 

but more for its value as a social process. It was recognized that the need for 

structural changes could not be accomplished within the limitations inherent to 

existing patterns of interaction. The CRP had begun to be cited as a working 

example of how the inertia maintained through departmental isolation and 

defensiveness might finally be overcome. 

[Reconstructed from notes] ASC Member - We all agree there are 
problems, but if we don't do something, nothing will get done. I am 



concerned that if the CRP process stops, we'll lose everything. This 
review is injecting an essential level of discussion among the faculty. If 
we say the curriculum fits the philosophy, then the process stops and 
we'll lose it all ... {asd.12-20:2f} 
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At many meetings of the curriculum philosophy and curriculum analysis 

subcommittees voices were heard to discount as irrelevant the need to have 

proof that alternative approaches to the curriculum "work" or demands that 

evidence that the current educational program was unserviceable be produced. 

These supporters cited the fact that no one knew what the entire curriculum 

consisted of, nor could anyone say for certain the existing curriculum was 

relevant to medical education. CRP members began to acknowledge that they 

really didn't know what was educationally necessary to produce a physician. A 

frequently spoken argument suggested that medical students are so bright that 

they might be succeeding "despite" of the curriculum. 

These arguments were significant, because they suggested the faculty were 

considering paradigms other than the positivist-reductionist framework in which 

most of them had been socialized. In a sense they were considering changing 

their rationale for taking actions that might have an impact on their identities. 

Decisions were being considered valid even though they were based on a 

validity borne more of social process than empirical data. The attention given to 

non-scientific aspects of medicine entered even into domains of knowledge, as 

the next section highlights. 

Purifying the Profane 

One fundamental reason for maintaining cultural distinctiveness is to limit 
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the numbers of those identified as "members." When social status and privilege 

are linked to membership, exclusionary mechanisms become even more 

important to members of the favored group. During the review process, when 

the identity and role of faculty were ostensibly open to debate, the faculty found 

they also had to deal with external groups seeking equivalent professional status. 

As I mentioned in the previous chapter, the community physicians first broke the 

professional taboo of recognizing the existence of "alternative" ways for 

providing health-care services. This is not to say they approved of those other 

approaches to health care, but at least they recognized that their patients did so-

and did so in large numbers. 

A cultural dilemma developed: How could the profession recognize the need 

to include knowledge of alternative approaches to health care within its 

curriculum without elevating the legitimacy of those approaches? An acknowl

edgment might be interpreted as an approval. This quandary was a particularly 

illustrative example of how a cultural entity negotiates and renegotiates its 

position during an encounter with a deviant, yet powerful idea. One of my most 

interesting encounters with the data was to watch the conformation of this 

challenging idea into something that could be managed and contained without 

undo damage to the profession. 

The idea was first introduced into the review by a community physician who, 

while acknowledging that students should not be taught these things, admitted 

never-the-Iess, that sometimes alternative medicine was sensible and effective for 

patients. 



Community MD -- So the second thing we also have to include with this 
is that physicians are also responsible for knowing what is going on in 
alternative medical-care environments. There is a lot of chiropractic, 
naturopathic care. We have a lot of Hispanics in Eastern City, where we 
see other types of care coming across the border. I think it is the 
responsibility of the student to learn about some of those things - not 
that they are taught in medical school, but that they are encouraged to 
learn it. You don't have to be brainwashed to see it's the best way to go. 
There are other things that work for patients, like acupuncture and 
chiropractic care. {ec-ptg:4h} 
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Upon its first introduction into the philosophy draft the idea was ridiculed-

interestingly enough, most vigorously by a basic scientist. The clinicians tended 

to support it. 

Dr. Goodinov - I was a bit facetious in my remark of," Is voodoo 
included in there?" We're proposing to add a unit to learn about non
Western medicine, which some people spend a lifetime studying? So are 
we going to have one lecture a year? Or are we going to have an entire 
course on-I recently saw PBS's Chinese Massage technique that appears 
to send energy through the air. All sorts of things like that. We open 
ourselves here to bizarre situations. 

Dr. Bowman -- I think anyone reads that between 40 to 60% of the pop
ulation is already involved in this now, who are coming to traditional 
medicine like us. I think a lack of awareness of that at some level puts us 
at risk for doing the patients harm. How deeply, or how superficial[1y it is 
covered] is something that is left up to those who teach it. 

Dr. Hargrove - Currently it's almost a taboo topic within the context of 
the medical school. People are extremely apologetic when they use the 
word 'Chiropractor'-'I don't believe in it, but ... ' - that kind of thing. I 
think we have to realize how isolated young people are from the 
alternative [approaches] ... Yet they are going to encounter it in a clinical 
setting. {pscl0:8i-l0g} 

Still, the idea was too deviant. Until the final draft of the philosophy 

document the idea of alternative care continued to be a source of uneasiness. A 
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string of ever-diffusing terminology was tried: from "knowledge of alternative 

approaches" (which would never work because it invoked the symbolically 

charged word "knowledge", and further, alternative approaches were non

scientific); to "awareness of alternative approaches"; to "awareness of non

traditional approaches" (until it was pointed out that scientific medicine is the 

most non-traditional approach to health care of all). Whatever was tried, it 

seemed the crux of the problem remained unresolved: members of the medical 

establishment were acknowledging the existence of non-scientifically-based 

approaches to health care-which gave those approaches increased social stature. 

Somehow the faculty had to decouple themselves from the idea, while 

keeping it within the document. It finally occurred to them to point out the 

reason for including so alien an idea. A wall of excusable ignorance was devised 

to be built between them and the deviant idea. In discussion the faculty invoked 

the rationale that they needed to be aware of alternative health care in order to 

protect a possibly naive public from the effects of its own ignorance. The final 

version read: "an awareness of the variety of approaches to health care used by 

the public." 

Of Priests and Paupers 

Where the differences between practitioners of medicine and practitioners of 

alternative medicine are made obvious according to their approaches to health 

care, observation of the CRP revealed that distinctive group identities also exist 

within academic medicine and among medical practitioners. Moreover, just as 

practitioners of allopathic medicine enjoy the status of a powerful profession 
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over "second-class" practitioners involved with chiropractic and other alternative 

forms of care, so it appears physicians enjoy benefits of social status over others 

within the medical academy. Differences between clinical and basic science 

faculty were evident within Mesquite Medical College. 

A comparison of degrees to role in education by faculty members at Mesquite 

shows that the distinctions between clinicians and basic scientists follow national 

patterns. The basic science years of the medical curriculum are almost 

exclusively taught by holders of the Ph.D. or combined M.D./Ph.D. degrees, 

while the clinical science years are taught almost entirely by physicians (Swartz, 

1988). 

The effect of the division between basic sciences and clinical science can be 

observed at almost every level of institutional organization. In compensation for 

example, the clinical faculty are frequently required to generate a certain amount 

of "patient revenues" if they are to receive their full salary. Clinical faculty 

enjoyed much higher salaries than their basic science colleagues, although a high 

percentage of their income was generally tied to their abilities to produce patient

care revenue. The basic scientists, on the other hand, typically had greater 

percentages of their incomes drawn from state funds, but may have portions of 

salary dependent on the value of the research grants these individuals are can 

generate. As has been suggested throughout all of academic medicine 

(Weisbord. et.al., 1978), the faculty thought it was easier for clinical faculty to 

generate patient revenue than it was for researchers to attract grant or contract 

funding. On the plus side for the research scientists, however, it was generally 

acknowledged that the basic scientists did not work as many hours nor under as 
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intense work loads as the clinicians. Differences in access to revenue also 

extended to the general operating budgets of Mesquite's departments. The basic 

science departments were highly dependent on indirect cost-recovery revenue 

developed through grant income. Clinical departments develop large portions of 

their general funds from patient care services. 

Social boundaries also existed between the clinical and basic science faculty. 

For instance, a basic scientist expressed her fear that the clinicians had greater 

power than basic scientists over curricular matters: 

[Reconstructed from notes] BS Faculty - Problem #1: Oearly clinical 
faculty outnumber the Basic Scientists. An issue voted in by basic science 
faculty could be voted down by the clinical science faculty. My concern 
expressed [is] that some clinical science faculty do not support the basic 
sciences. {asd1:1a} 

My feeling was that this basic scientist was really trying to convey her belief that 

clinicians do not value the basic sciences very highly. 

Where the differences between basic scientists and clinicians were obvious, 

because of their dissimilar professional credentials and work, differences also 

existed among groups of clinicians. Clinical medicine may be divided into two 

fundamental sub-professions: primary-carel generalist medicine, and specialist/ 

subspecialist medicine. The terms of labor between these two categories of 

practice were different, and their respective rates of compensation suggest that 

meritocratic principles do not apply within clinical medicine: generalists, who 

generally work longer hours and see more patients, are not compensated as well 

as specialists. My observations at Mesquite appeared to support these 

discrepancies. 
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Specialist faculty members often showed their understanding that generalists 

held lower socioeconomic positions within the profession. The best example of 

this awareness came from a high ranking administrator, who was a subspecialist 

within Internal Medicine. He recounted difficulties of being a generalist to the 

CRP Steering Committee, including low pay, long arduous hours, little free time, 

poor working conditions. As primary care relates to academic interests, he said, 

MD Administrator .- I think it is infinitely easier to be a specialist than it 
could ever be to be a generalist. When I go into a patient's room, I have to 
decide big things like, is there a heart beat? That's the first thing. There 
are only four kinds of heart disease, so I'm confined to a brilliant 
diagnosis of valve disease, and then to get really complicated, which of 
the four valves are we talking about, and does it leak, or is it too tight? To 
the generalist it's anything under the sun. It's much harder to be a 
generalist. {psc7:g-h} 

Awareness of the discrepancy, however, did not play out in a great desire to 

level the playing field. Although he displayed some compassion for the 

generalists' plight, this administrator had reservations about modifying the 

college's educational mission to ensure the entry of more physicians into 

primary-care careers. Instead, he thought it better simply not to contribute to the 

problem. 

MD Administrator - If we could just look at the curriculum in the 
broadest sense, and think what is it we might be doing that is 
discouraging people from going into primary care? If they [the students 
spend] the third year with mostly ambulatory [sic] with primary-care 
people ... if at the end of that they say, "OK, I've seen primary care, and 
that's not what I want".--that's the end of it. We can't change the world. I 
think that's how we ought to approach it. {psc7:4a} 

Members of the PSC did not agree. The pressure of public sentiment for 

primary care was being felt strongly. 



Dr. Cleaver - I was disappointed with (the Administrator's) stand. I 
mean, really. I think it's flying in the face with what the rest of the nation 
is doing; it's flying in the face of the American Board of Internal Medicine 
statement; the Council of Graduate Medical Education, and so forth. 
They're all saying that a [change] philosophy has been out there a long 
time, but has not really changed things. I think we need to maybe do a 
little bit more, although I'm not sure just exactly what. 

Dr. Hargrove - I was disappointed in the statement ... I don't think these 
things happen unless there is almost a-you have to be a zealot about this 

sort of thing.-- You have to be a champion in order for it to happen. As 
long as we're willing to say," Let it go with the market forces," it won't 
happen. That isn't how medicine is going to be practiced. {psc9:2e-f} 
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Despite their reservations about going along with the suggestions handed to 

them from by Mesquite'S administration, the PSC members reduced the 

emphasis on primary-care wording within the philosophy document. A 

generalist physician in the community, who had asked me to keep him abreast of 

CRP developments, caught the change in tone. He wrote to the CRP chair, 

[Letter] I disagree with (the Administration's) statement that Mesquite is 
working to encourage students to go into primary care. That the recent 
PSC drafts have deleted earlier explicit references to primary care is 
testimony to this point. {Itr:18} 

External threats to the control of resources also served to provide a "wake-up 

call" for the institution's specialist-centered culture. During the philosophy stage 

of the review project, an extraordinarily fortuitous event (for my research) took 

place: a proposal was made to the Westland Board of Regents to construct 

another medical school for the state. Naturally, another medical school would 

have created intense competition for Mesquite in many areas, including student 

recruitment, access to resources and to clinical teaching sites for students. Yet 
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the more interesting aspect of the proposal was on the basis of its justification: to 

produce more primary-care physicians, and to bring more minority 

representation to the profession. 

By implication, the proposal's justification was an indictment of Mesquite's 

performance record in this area. To make matters worse, a group of prominent 

legislators and health-care providers from around the State supported the 

proposal. For the months following its submission, until the proposal's rejection 

by the Westland University Board of Regents, the Mesquite administration 

waged a fierce defensive war. The developmental history of Mesquite's 

philosophy statement included evidence of an active institutional reluctance in 

prOviding primary care teaching. That reluctance, documented in CRP records, 

might have become a serious chink in their defense. The external challenge, as 

Simmel (1955) theorized, brought the faculty and administration together into a 

unified enthusiasm for primary care. 

Dr. Hargrove - I'm sure you recall we had a joint meeting with the 
Steering Committed and Dr. __ back in February. At which time 
basically, Dr. __ suggested that we tone it down. Just to put it in my 
perspective, we can thank the clinics [that proposed the creation of 
another medical school] for one thing-considering an emphasis on 
primary care ... I think we now have an opportunity to reintroduce or 
revisit some of the issues the Committee felt strongly about. 

Dr. Cleaver - Did Dr. _ ask you to specifically to put this in here? 

Dr. Hargrove - No. - or I shouldn't say, I was out. I think Ted Behr can 
probably tell us. I suspect Dr. __ reads the editorials in the newspaper. 

(much laughter> 

Dr. Behr - It was suggested to him that this present climate is a golden 
opportunity to put in something about primary care and cultural 



diversity in the philosophy statement, and that there are a lot of people 
who felt strongly that we should put something in there. He said, Well, I 
agree. 

Oaughter> ... 
He read this just two hours ago. He complained a little bit and said, 'you 
guys have taken months to put this together, and you want me to read it 
in thirty seconds.' So, we went over specifically the various areas that talk 
about primary care. {pscll:lb-j} 
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The challenge reinforced the faculty perception that the problem of primary

care had to be resolved. The philosophical question of "should we?" produce 

primary-care physicians was answered from outside the academy. Within the 

review project and faculty discussions that particular issue had been translated 

into more instrumental terms: "How will we?" 

A Culture in Turmoil 

Anomie 

The effective idea behind the methods of a boot-camp sergeant is, if you want 

to construct a recruit's identity as a soldier, you must first destroy his or her 

identity as a civilian. Change in the basis by which one forms an identity is 

highly disruptive to the person undergoing the experience. So, too, it appears 

with the change of any social system. Before new social configurations can 

emerge and become functional the old ones must collapse and, in the process, 

social disruptions occurs. During the collection of data I was interested in 

identifying evidence of social instability and dysfunctionality that might suggest 

potential shifts in the belief systems of the actors. 

The idea of anomie is useful in this regard. Berger and Luc1<mann (1967) 

identify institutional order as that which protects its constituent participants 
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from the effects of chaos. They suggest, "To be anomie, therefore, means to be 

deprived of this shield and to be exposed, alone, to the onslaught of the 

nightmare" (p. 102). In looking for instances of power being exerted to induce 

cultural change, I watched for instances where I could discern possible evidence 

that individuals might be feeling a loss of institutional order. I reasoned that by 

recognizing examples of anomie behavior (e.g., disorientation, confusion, 

anxiety, expressed feelings of isolation) within the context of CRP discussions I 

might be provided with information about links between the influences of 

ideological or material power and a weakening of normative standards of 

conduct and belief. 

I had to take care not to mistake "normal" instances of apparent irrationality 

as examples of anomie. As Tierney (1991) and others have noted, cultures are 

inherently self-rationalizing, and that rationalizing behavior can extend to 

making "rational" the simultaneous expression of contradictive ideas, symbols 

and myths. As long as those id~~.5; symbols and myths are a part of the 

normalized cultural framework, their use is internally consistent, whether or not 

to the outsider it makes any sense at all. 

For example, a contradictory, yet internally-consistent use of cultural 

narratives was expressed in a letter to the Analysis Subcommittee. The letter was 

from a basic scientist representing his department. Speaking for his colleagues, 

he defended the didactic lecture format used extensively in his department's 

course, 

[Letter] Lecturing is efficient. The same information and facts are 
presented to everyone at one time. 



and then contradicted himself in the next paragraph. 

The document implies that we as faculty should be telling the students 
when and what to learn. This is really the responsibility of the individual 
students. {atg-Itr2:8} 
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Competing narratives of "instructor as information giver" and student as 

"independent learner" are found throughout the normal discourse of graduate 

higher education. As such, it does not carry significance as a marker for anomie 

or cultural change. However, the presence of contradicting cultural signs ideas 

may be markers of anomie and impending cultural shifts when they consistently 

appear as responses to specific challenging ideas. In the above example the 

evidence of contradiction and anxiety is expressed and linked to apparently 

threatening criticisms that the curriculum is too heavily weighted toward 

didactic teaching methodologies, passive learning modalities. My analysis task 

was to sift through the data for similar patterns of responses linked to specific 

issues. 

Of all expressions that suggest the weakening of cultural bonds, the loss of 

identity and place are among the most significant. Such expressions were made 

among all the subgroups I observed in my study. For example, at a meeting with 

community physicians, held to obtain their views on the draft philosophy 

statement, one of them remarked on the document overall, 

Community MD -- The part I'm not hearing though, is who are doctors 
20-25 years from now? You're talking about who you are today- what 
did it take you to become a surgeon?-I'm not sure I know what we are 
going to be doing. There is no question that today in primary care I will 
be a more efficient practitioner as I supervise more middle-level trained 
people. And I'm seeing that now as something that my group is starting 
to do. I don't know if that is in the forefront of the future or not. There is 



this issue of other people doing what some of what primary care people 
do. I'm not sure, frankly, if many people in this room know what 
primary care people do. I'm not sure those of us in primary care could 
fully identify exactly what it is that we're fully doing. {ec-ptg:6g} 
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Within Mesquite, the existence of the Curriculum Review Project itself 

suggested the existence of a certain degree of uncertainty about institutional 

identity. Had the faculty been unaware of the criticisms being leveled at them, 

or had forces for change not existed, it would be unlikely they would have 

invested great amounts of time and energy to change a system that generated 

appeared effective. At an early PTG meeting the members tried to understand 

the extent of their subcommittee's efforts to identify an educational philosophy. 

When trying to figure out if Mesquite College expressed a particular philosophy, 

they discovered that a coherent impression of group identity was just as difficult 

to pin down. 

Dr. Everymann - ... the issue came up repeatedly meeting with other 
department heads and other people around the college is: What is the 
identity appropriate to the Department of Family Medicine? How should 
it be focused? 

Dr. Hargrove - Is that a turf issue, or is that a philosophy issue? 

Dr. Everymann - No. I think it was a philosophy. I think it was a desire 
of people to define what this department was, and had become pretty 
vague. And people just wanted the security of knowing this is the 
mission of that department today. I think there was less of a clear idea of 
what [the department] should do [institutionally]-and more [that it] 
should internally decide what it should do, and do that very well-and 
[then] focus on that particular mission for itself. {psc2:10i-llc} 

Through the review of the educational program, the CRP was asking the 

faculty to describe themselves and their work in basic philosophical terms. For 
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groups not used to providing an assessment of the rationale used to justify their 

membership in the institutional community, the request represented a serious 

challenge. In response the faculty reinforced the markers of their identities. 

Uncertainty of professional place and importance elicited statements involving 

rational myths of "essential content," 

[Reconstructed from Notes] BS Faculty - There exists a fundamental 
body of essential (disciplinary) knowledge that can only be taught by 
(us). {psd6-15:1c} 

while at the same time agreeing that better integration of content among courses 

is essential. 

A notion that external ideas may have begun influencing cultural norms of 

communication was suggested in the faculty's difficulty in finding the "correct" 

cultural device (e.g., myth, symbol, narrative) with which to express to others 

their understanding of the issues at hand. The symbolic importance attached to 

knowledge and expertise served to show the faculty's growing uncertainty about 

the viability of their cultural identities and social positions. Knowledge featured 

symbolically in almost every discussion with the basic science faculty. At a 

particularly negatively charged meeting with a basic science department, the 

Analysis Subcommittee members were treated to clear examples of self

contradiction and confused logic when knowledge was being discussed. 

[Reconstructed from notes] BS Faculty - The thing that is ignored here is 
that students are all different. We need to present them with the 
available knowledge and our learning expectations. We want students to 
be scrambling to figure out how they learn. If we change things without 
that consideration, then we are not acknowledging that students need to 
learn to learn. No one way is going to work for everyone. We should 
concentrate less on how we teach, and more on WHAT we teach! 



ASC Chair - Their flexibility cannot come out of what to learn, but how 
to learn. Students rarely are critical about content, but rather about how 
that content is poured into them. You've given a better summary of the 
flexibility issue than did I. {asd12-06:3e-f} 
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Specious linkages of a suspected institutional-wide decline in the value of 

knowledge to non-lecture-based teaching methodologies provided frequent 

examples of identity-crisis anxiety among the basic scientists. 

Dr. Skeptoc -- I don't know if any of these ideas of how to [teach students] 
have any reality. That by throwing out didactic lectures, and going to 
small groups led by a facilitator, we have changed medical education into 
something other that's totally positive and totally a terrific model. I don't 
know if that's the case ... 
Dr. Goodinov - Exactly! That's exactly the question. In and of itself, 
without anything else, it's just as wrong as having just lectures. We're 
moving from one end of the spectrum to the other. 

Neil Phyte - But, by changing form, we're not changing content or 
meaning-it's kind of a vacuous change. 

Dr. Skeptoc -- Oh, but it's going to change content hugely-there's no 
question about it-totally different thing. {psc5:9f-m} 

Anomie Terror 

The Curriculum Review Project at Mesquite unleashed considerable distress 

and anxiety among some faculty. I encountered examples of appeals to emotion 

that were so uncharacteristic of "rational" scientific professionals that I can only 

attribute them to feelings of helplessness and alienation. For instance, at the 

general faculty meeting where the philosophy statement draft was first 

presented, the faculty responded with great distress to the following statement: 



The general education of medical students will prepare them to assume 
appropriate patient care responsibilities immediately upon entering their 
residencies ... {spd2} 

A high-ranking clinical faculty member stood and said, 

I don't think if I was sick and coming into the emergency room I would 
want a resident or intern, call him what you will, who had just left 
medical school be the sole caregiver for me! {gf1:12a} 

Even after the word "appropriate" was pointed out many times, some 
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participants refused to let go of the first knee-jerk response and contributed their 

own variations on that theme, 

and, 

MD Faculty - I would hate to see this curriculum become a duplicity of 
houseofficer training and leave out the important basic training that we 
already do. {gf1:12e} 

MD Faculty - I think it's a mistake to try to make the fourth year a 
preinternship internship. {gf1:13c} 

until finally the Dean could take no more and stopped the discussion by pointing 

out its ridiculousness. 

Dean -- I think we're reading too much into this. The key word here is 
'appropriate'. This is the real world. Ninty-nine percent of our 
graduates, when they leave here-you'd better look to see where they go-
they go to hospitals and they assume patient-care responsibilities. 
{gf1:14b} 

At the same meeting the faculty discussed an idea in the philosophy draft 

included to acknowledge that the preparation of medical students is affected 

back to their earliest educational experiences. It was a statement seeking to 

support critical thinking and problem solving from primary school through 

undergraduate education in hopes of reducing the instrumentaIized learning 
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behavior students bring to medical school. A faculty member rose and received 

wide applause with the following statement: 

BS Faculty - Now the abandonment, or the lack of emphasis on teaching 
reading, writing, and arithmetic, and the emphasis on self-esteem and 
interpersonal relationships has been introduced into the educational 
environment in K-12 in this country over the last two or three decades, 
and I don't think ... that has been very successful. So I think that was a 
real danger there. {gf1:5b} 

Then, there were examples of questionable logic; 

[Reconstructed from Notes]BS Faculty - Again, there has to be a tradeoff 
between teaching them critical-thinking skills, or teaching them content. 
Personally, I would rather see the doctor who had the knowledge, over 
one who could think critically, but didn't command as much knowledge. 
{asd12-06:2b} 

tangentially-reasoned conclusions; 

[Reconstructed from Notes]BS Faculty - I have brooms and a vacuum 
cleaner at home, but that doesn't mean my house is clean. Pointing out 
we have facilities for research doesn't necessarily mean the institution 
values research highly. {asd12-06:3i} 

and blind emotional appeal to rational myth. 

[Reconstructed from Notes] BS Faculty -- This is my last statement: I was 
flabbergasted that 'arrogance' was used to describe the defense of the best 
possible medical care system and medical curriculum on the planet--the 
whole universe for that matter. {asd12-17:4f} 

The Sacred Is Profaned 

Other signs of impending cultural change involve the collapse of meaning 

and relevance in cultural signs, which include symbols, rituals and myths. The 

power behind cultural nomenclature is that while the use of these words and 
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ideas carry specific meanings that communicate significance to the group, the 

rationale for attaching meaning to those words is rarely considered and less often 

questioned. It would seem that examples of questioning the meaning and 

relevance of culturally meaningful, or "sacred," objects, rituals and relationships 

may point to possible changes in culture. 

Within the review process at Mesquite the identity of the basic science 

lecturer, reinforced strongly by the symbolic power of "imparting knowledge," 

was showing signs of decline. In an Analysis Subcommittee meeting, a basic 

science member responded to a co-member's observation that the basic science 

faculty would probably respond negatively to a section in the curriculum 

analysis report, which suggested that an over reliance on passive learning 

methodologies was being employed during the first two years. 

[Reconstructed from Notes] ASC Member -- The basic scientists would 
have to plead guilty if they were honest about how much content is really 
transmitted. Give fifteen minutes of lecture. Do the same thing the next 
day, then test on bits of memorized knowledge.{asc7-14:2b} 

At a meeting of the ASC and a basic science department to discuss the 

aforementioned report, an admission that the findings were somewhat accurate 

was made by the department head. He mentioned that in a fiscal crisis, when the 

department could not afford to pull its researchers away from their work in 

order to teach, he had to rely on clinicians to fill in. 

[Reconstructed from Notes] BS Faculty -- It is ironic that we brought the 
clinicians in to fill the gaps that occurred when we didn't have the 
resources to bring in our own faculty. {asd12-20:1f} 

His admission suggested that perhaps departmental expertise was not so indis

pensable after all. 
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Accompanying the diminishment in the symbolic meaning of lectures was a 

more threatening reconsideration of the symbolic meaning of knowledge and 

science. Frequent appeals for integration of basic science content, and the inte

gration of basic science to clinical content, were suggesting new ways of thinking 

about the organization of knowledge. Significantly, content integration spoke 

favorably for a value of generalist knowledge, and less favorably for 

specialization and expertise. A common source of anxiety and anomie among 

the basic scientists stemmed from discussions that placed heightened value in 

generalist knowledge. 

[Reconstructed from Notes] BS Faculty -- People are more comfortable in 
their areas of expertise and threatened by more general areas, because an 
increased focus on general knowledge trivializes expertise. {asc714:1l} 

A great deal of debate occurred over whether the curriculum should promote 

the learning of knowledge, or promote the cognitive skills needed to use 

knowledge. The position of most basic scientists in the debate-that knowledge 

carried primacy over cognitive skills--was argued on increasingly shaky logic. 

They could not ignore the fact that the disciplinary lines that framed their work 

were becoming blurred, thus diffusing the significance of the individual facts, 

which were the substance of lectures. 

[Reconstructed from notes] BS Faculty - These basic scientists 
understand that departments are an anachronism in the science we do 
today. {asc7-14d} 

Nor could they ignore the fact that it was they who were contributing to an 

explosion of knowledge such that by their own frequently recounted admission, 

"the useful life of a fact is five years," which hardly justified imparting extensive 

factual information within a four-year curriculum. 
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The myth of the expert, and the identity of the expert instructor was seriously 

being challenged by the tremendous rate in the production of knowledge. Those 

myths were also being challenged through the active-learning experiences that 

were being developed for students with increasing frequency, as was 

acknowledged by the students themselves. 

[Reconstructed from Notes] Dr. Hargrove - Do you feel you may have 
lost something in the problem-solving sessions run by teaching 
assistants? How was new knowledge brought in? 

MD Student - We didn't need experts in any particular field to learn 
something about a topic. We have had excellent experiences where the 
facilitator knew little about the content, but knew how to facilitate 
learning. New knowledge was identified and brought by students to 
others in small-group discussions. 

Dr. Hargrove - The idea of bringing in the expert is an illusion. There are 
hundreds of topics and 20 faculty for a particular course. No one is an 
expert. Next year my department will jettison the experts. {dps3-17:1d-g} 

The validity for maintaining rigid disciplinary distinctiveness, which 

contributes to the symbol of the expert, had been challenged early in the CRP 

process during the creation of the vision statement. While it was frequently 

suggested that disciplinary boundaries in the basic sciences were becoming 

increasingly blurred, that idea was less-frequently applied to clinical specialties 

and subspecialties. Occasionally someone would speak of the need for "lateral 

integration" among the clinical departments (i.e., combining required clerkships 

experiences involving neurology, psychiatry and surgery where traditionally 

each clinical area maintained its own distinctive clerkship). It seemed, however, 

that the idea of blurring distinctions on the clinical side was applied most 

frequently to work-roles within clinical settings. 



Dr. Hargrove - ... Anybody who goes into a surgical intensive care unit 
has got to wonder who are the doctors and who are the nurses. Because, 
pOint-in-fact most of the care is being delivered by very sophisticated 
nurses, who are practicing medicine in virtually every sense of the word. 
And that's the reality of health care today. If one goes into a rural 
environment, to a hospital that's really without full-time doctors, you'll 
find a very sophisticated nursing staff picking up the slack. You'll find 
divisions even between medical specialties very blurred. {psc6:4e-f} 

The experience of community physicians was that allied health-care 
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professionals were assuming ever greater patient-care responsibilities, which 

formerly had been the exclusive province of physicians. The CRP process 

involved soliciting ideas from groups of non faculty clinicians from local and 

neighboring communities. These individuals were concerned with the blurring 

roles of physicians and other health care providers. Some community generalists 

perceived the growing clinical responsibilities of physician extenders (e.g., nurse 

practitioners, physician assistants, technical specialists) to be threats to their 

unique status as doctors. 

(Reconstructed from notes) Community MD - I read an insightful article 
that said nurse practitioners (NPs) can do eighty percent of what the 
general practitioner can do and ninety percent of what the pediatricians 
do. We need to know where these folks are going in medicine. We need 
to figure out how it is that the generalist and the nurse practitioners can 
do essentially the same thing, but the NPs don't go through the rigorous 
training. Why should I go into primary care when I could have spent 
nine months and become a nurse practitioner? {asc-ec2:3k-4c} 

The increasing importance of general knowledge also threatened the 

positions of specialists, who identified strongly with the symbolism of expertise. 

Within this venue the threat of a growing support for the teaching of general 

knowledge became linked to primary-care concerns. 



Dr. Exrray - If we go more and more toward a faculty of primary-care 
givers and less toward tertiary, won't we fail to deal [with] some 
important things? Pretty soon we won't have expert faculty in the areas if 
they're not primary care . .. It seems if we're encouraging the trend in 
that direction, the inevitable result is that we'll replace tertiary-care 
faculty with primary-care faculty, and we won't have the core group of 
expert faculty in all areas-only in some areas. {psclO:13f} 

Ivory Towers. Foundations of Sand? 
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The decline in meaning of expertise and spedalization can be linked to the 

decline in traditional ways knowledge has been categorized. The boundaries 

between scientific disciplines are dissolving. However, an even more significant 

development was occurring with regarding the symbolic meaning of knowledge. 

This change was hinted at very early in my observations when the idea of 

general clinical skills as a legitimate curricular objective was being debated. 

Debate ensued about whether a physician's ability to develop an effective 

approach to his or her patient was a "general skill" or "primary-care skill." Of 

equal importance to this debate was the designation of who was best qualified to 

instruct students in those skills-primary-care or specialist physicians--and in 

what environment? Where generalists and specialist clinicians agreed, however, 

was that students best learn the approach to the patient through direct 

experience and by observing highly competent mentors. The clinicians indicated 

that they found resistance to the idea among the basic scientists. 

MD Faculty - For purposes of argument, the mentoring style would not 
be supported at this school. It moves away from traditional instruction, 
and that would be perceived as a move away from science. {asc7-14:2f} 
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I also had witnessed basic scientists speak against mentorships, but I had not, 

until hearing that comment, perceived a link between statements against mentor

based instructional methods and science. I knew from their arguments that basic 

scientists closely linked their instructional identities to the act of imparting infor

mation. Resistance to mentoring on their part, I first thought arose mostly out a 

fear of adopting a methodology with which they had little experience. However, 

looking back at the data, a comment included in the same conversation 

suggested a belief that changes in approaches to instruction would also "change 

content hugely" (page 156), and included references to learning through 

"apprenticeships," an apparently culturally-charged word: 

Dr. Goodinov - By the way, that is not a revolutionary concept. This is 
how medical education started, and to a very large extent it even takes 
place today. You know, that's why people do rounds! That's exactly what 
they do, so that is not a revolutionary concept. It was done in the early 
days of medical education much more than it is done now--only now we 
consider it to be a revolutionary concept to return to. 

Dr. Skeptoc -- Yes, but is it the right return? {psc5:9f-m} 

The clinician's observation that mentoring methodology was linked by basic 

scientists to a devaluation of science prompted me to explore the symbolic 

relationship between the meaning of science and the concept of "learning by 

observing and by doing." In a rare admission that no one knew what knowledge 

was truly required to produce a physician, Dr. Goodinov also recognized that in 

medicine, learning by doing is probably the most salient instructional mode. 

However, he considered apprenticeship modalities to be appropriate only to 

postgraduate medical education. 



Dr. Goodinov - Can anybody tell us what exactly is needed to be an MD 
who can do reasonable work and be able to learn reasonably from 
experiences, internships and residencies? That's what I would like to 
know. If somebody can tell me what core of knowledge is absolutely 
essential, then I can say, 'Now I can develop a curriculum.' But until we 
know that, we're at that other point. We're all blind. We don't even 
know if we're feeling an elephant. It may be a giraffe, or it may be an 
alligator. But I think this is an issue we haven't really discussed. 
Somebody needs to define that, and they don't need to define what it 
takes to be a practicing phYSician, because that's not what medical 
education does. When you get through here, you're sort-of licensed to 
practice medicine, but really what you're licensed to do is to be an 
apprentice to someone who is a practicing physician--to learn for the next 
five-to-seven years that base of knowledge. {psc5:6c} 
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Clinicians, almost unanimously, urged better integration of meaningful 

clinical experiences in the curriculum. The basis of their argument appeared to 

be attached to the idea that a physician's work is based in a complex weave of 

disease, context, social variables, knowledge and communication skills. They 

preferred that the presentation of clinical content occur in clinical settings, 

because clinical knowledge-as the community physicians pointed out-included 

knowledge of process, and formal course structures were seen to be of limited 

value in this regard. 

[Reconstructed from Notes] Community MD - Most knowledge in the 
curriculum is descriptive. The other kind of knowledge-that which 
forms commitment [to the patient?] or the ability to solve problems--is 
not generally recognized in medical school. {wc2:m-n} 

[Reconstructed from Notes] MD Faculty - Some of it is akin to how we 
learn language. You can learn by sitting in a class, but the best way to 
become fluent is to be immersed and be asked to do that which you don't 
know how to do. {asc7-14:2d} 
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The relationship of science and the approach to patients sometimes elicited 

questions as to the efficacy of the positivist-reductionist paradigm within clinical 

settings. As I noted previously, some clinicians were wondering if they and their 

patients have been well-served by the scientific values that promoted nonjudge

mentalism and value-neutral advice. In the literature are suggestions that the 

"science" of generalist practice is not out of the traditional positivist-reductionist 

traditions, but is more related to the "chaos science" of emerging from theoretical 

physics. From this interpretation generalist physicians are provided with a 

"scientific basis for focusing on reality with all its randomness and 

nonperiodicity" (Preussner, et. al., 1992). Others were challenging the failures of 

modern science through the arguments of application that it rarely, if ever cures 

disease. Further, as the following letter suggests (written by an osteopath faculty 

member in support of a holistic framework for the curriculum), a narrowly 

scientific focus on disease was seen to reduce the patient to an object. 

[Letters: When the principles derived by scientific reductionism fail to 
address these individuals' complaints, the reality of those complaints is 
usually called into doubt ... These [patients] have often never been 
carefully listened to nor touched. In short, they have not been taken 
seriously because their complaints fail to fit into predetermined 
categories of disease. .. I applaud [these philosophical] positions ... as 
explicit recognition of the need for systems thinking to counterbalance 
the scientific reductionism, and thus, fragmentation that has dominated 
medical education and practice in this century. {ltr:l7} 

The practice of "scientific medicine," however, carried great symbolic value to 

basic scientists. It justified their positions within the medical academy. The fear 

that perhaps medicine was not scientifically-based, but could be adequately (or 

more than adequately) taught through mentor/apprenticeship roles terrified 



them. The "vocational" aspect of medical practice was already understood. 

Mention of a "trade school" identity brought out defensiveness among basic 

scientists and specialist clinicians, but even so the commonalities were 

recognized. 

Dr. Exrray - If I carried a negative connotation, I certainly didn't mean to. 
By trade school I mean a school that trains you to do something, and it's a 
very straight-forward approach to education. You have to learn this and 
this and this, and when you learn those things, then you go out and do 
them. {psc6:12b} 
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A clinician specialist, who was noted for his defense of an academic environ

ment for the instruction of students, wrote an article for the CRP newsletter 

arguing that the problem of identifying core curricular content was more a 

matter of approach to problems. He reasoned that basic scientists approached 

their problems deductively, and thus had to rely on developing factual 

information that would suggest solutions. Conversely, clinicians approach their 

work inductively, meaning that they had to synthesize information to identify 

problems. The problem, as he suggested in his article, was that inductive 

methods are not "scientific." 

The way medical students are taught in the clinical years has more in 
common with apprenticeships in which students learn to imitate the 
behaviors of their teachers, rather than teaching rational algorithms based 
on scientific evidence for diagnosis and treatment. {rccpl0-93:4} 

He urged the development of "scientifically-based" algorithms as a way to 

make the practice of medicine more scientifically relevant. But can it be made 

more so? After reading his article, I wondered, 'Why, after nearly a century of 

progressive advancements in medical science, has the common practice of 



168 

medicine remained so limited in its use of science, and so heavily invested in 

experiential/procedural-based knowledge?" 

What is the importance of "science" to the average practicing physician, and 

where does that leave the basic scientist? H sequence is symbolically important, 

as has been suggested in my data, the basic scientists' fears may be justified. The 

Standards for Accreditation of Medical Education Programs Leading to the M.D. 

Degree places first, the learning of "fundamental principles of medicine ... based 

on evidence and experience ... " followed by, "In addition, the curriculum must 

be designed so that students acquire an understanding of the scientific concepts 

underlying medicine" (LCME, 1991). 

In discussions of what is necessary for medical schools to transmit to entering 

physicians, the clinicians were sometimes very frank on the subject of science, 

and their views could not be more the reverse of those expressed by some basic 

scientists. 

[Reconstructed from Notes] BS Faculty -- Physicians can only be as 
effective as their understanding of scientific knowledge. {asdl:la} 

[Reconstructed from Notes] MD Faculty - Ninety percent of what we do 
is non scientifically based. If we hold ourselves to absolute knowledge, 
we will come to a grinding halt. Somewhere it must be stated that all 
important decisions must be made on insufficient data-a best guess. 
There is a large body of knowledge that can't yet be explained] {asdl:2a} 

It appeared at times that even the relevancy of the basic science curriculum was 

being questioned. 

[Reconstructed from Notes] BS Faculty -- Do students begin learning all 
over again in the third (beginning clinical) year? 



MD Faculty - Oh yes. You could almost drop the first two years and 
come out with the same doctors. (BS Faculty chokes) Almost! {asc7-14q} 
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Two major findings of the analysis portion of the CRP contributed to both 

sides of a paradox, although it was never identified in those terms by the faculty. 

First was the finding that, "The current curriculum emphasizes the acquisition of 

facts ... "This in itself, was nothing new. Fact-loading has been a long standing 

tradition of medical education. However, the second finding made the existence 

of the first completely illusory. It was: 

We think it is appropriate to note that no aspect of the basic sciences has, 
to our knowledge, undergone a thorough analysis of the degree to which 
its content coincides with the information required, either directly or 
peripherally, to the practice of medicine. {scr-f:ll} 

How, one might ask, is it possible to base the foundation of a profession--to 

create an academic curriculum upon-a collection of "knowledge" that no one 

knows the value of its inclusion? The "applied" importance of scientific 

knowledge was thoroughly questioned in the review. In doing so, the 

importance of facts and knowledge to the basic scientists was made abundantly 

clear: facts and knowledge symbolically represent a culturally-based justification 

for the scientists' continued involvement in medical education. Their 

participation could not otherwise, and incontrovertibly, be confirmed. 

Research is being conducted in this area. David Irby (1994) has conducted a 

structured ethnographic study of how clinical faculty teach, and what types of 

knowledge they rely upon. Jrby points out that clinical knowledge is 

remembered as "illness scripts", which are developed over a long period of 

synthesizing a wide range of content domains. While his study was pursued 
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specifically to understand clinical teaching, the depth of his observations sheds 

light on the pathways of clinical reasoning, which was the object of instruction. 

Throughout the descriptions of how the observed instructors approached their 

tasks, Jrby makes reference to "scripts", both in reference to the objectives of 

instruction, and to the objectives of patient care. Basic science, as a distinct 

content domain, was mentioned in the most general terms as yet another source 

of information that contributes to the overall clinical experience. 

Serendipitously, as I was writing this portion of this chapter an article came 

across my desk. It was distributed to the CRP leadership by the Vice Dean for 

Academic Affairs and entitled, "Is Basic Science Necessary? Clinical Teaching 

Faces a Conundrum." The article cites two separate research projects that studied 

the scientific basis of medical practice. The report suggested that "the most 

experienced clinicians used the least biomedical knowledge in understanding a 

case and arriving at a diagnosis." (Davidoff, 1994:16) 

Davidoff does not discount the value of science as the basis for medicine, but 

he does question the value of a scientific basis for the practice of medicine. The 

distinction becomes important as he illustrates through metaphor, "airline pilots 

may become expert in flying without understanding the thermodynamics of jet 

engines" (p. 16). He suggests practicing physicians, while relying on the 

scientific understanding of those who develop diagnostic and therapeutic 

protocols, need only understand the appropriate use of those protocols, but not 

their scientific basis. 

There appears to be a growing base of research to support that suggestion. 

Some researchers have found that there is little correlation between academic 
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performance and postgraduate performance in residencies (Rutala, et.al, 1992; 

Brown, et. al., 1993). Others have developed data that suggests a student's poor 

performance in the basic science years does not necessarily portend poor 

performance in the clinical years-especially if the student is a minority female 

(Daugherty, et.al., 1992). Davidoff concluded his article with an echo of my 

question: "How, for heaven's sake, could a subject this important have been 

neglected for this long in the first place?"(p.16) The Curriculum Review Project 

was suggesting that the time for neglect may be ending for Mesquite. Would the 

faculty have the courage to embrace a possible breakdown of their culture 

without knowing fully how it would be reconstructed? 

Questioning the validity of the time-honored tradition of mastering science 

opens the doors to questioning other traditions of the medical education. If the 

average practicing physician needs to know the application of scientific 

protocols, but not necessarily the scientific basis for those protocols, what aspects 

of clinical science might also be more symbolic and traditional than they are a 

practical necessity? So far this question has not received wide discussion among 

the faculty. However, it was entered into the historical record of the review 

project and will again resurface during the planning stages. 

[Letters: In the past few years I have had numerous students with 
disabled friends, husbands, etc. ask about getting into medical school 
here. It is my understanding ... that to graduate they must take the 
required clinical rotations. Since this includes Surgery, which many of 
them could not master, but do not feel it is necessary for a career in 

medicine. Perhaps disabled persons should be considered now as a part 
of the profession. {Itr: 7} 
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The virtual absence of the physically impaired among medical students presents 

an irony that deserves critical reconsideration by a profession, which validates its 

social privileges almost entirely in terms of intellectual calib.er. 

In Search of Stability 

In this section of the chapter I examine the response of the faculty and 

administration of Mesquite to ideas and pressures challenging them to 

reconsider their professional identities and rationale for their work. I explore the 

ways this cultural group approached the management of these potentially 

threatening ideas, and look for evidence that, despite efforts to contain them, 

some "deviant" ideas managed to gain entry into the cultural belief system. I 

study the implications of those ideas on cultural solidarity. Finally I examine the 

data for signs that may suggest the beginnings of recovery, modification or, 

perhaps, an impending collapse of the academic culture at Mesquite. I begin 

with a restatement of my final research postulate. 

Postulate #2: Academic institutions may be forced to change structurally without 
experiencing changes in their cultures, but structural reorganization will not be 
stable unless it is supported by institutional culture. 

While the review process was far from its conclusion at this writing, the many 

signs appearing in the data, and with patterned regularity, suggested revised 

and renewed identities were being negotiated between the faculty and 

community practitioners. The objectives of those negotiations, however, 

appeared divergent. On the part of some faculty there was preference for 

retaining, and even strengthening, the current cultural bias toward 

specialization. For others, a cultural shift toward increasing generalization and 
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primary-care was viewed as a more salient direction for the profession. In the 

subsections that follow I present first the examples that appear to promote 

continuing support of specialization, and secondly illustrations that champion 

the interests of a generalist-centered profession. 

Shifting Boundaries 

The boundaries between social groups are demarcated in great part through 

the social processes that identity individuals for exclusion or membership. Entry 

into closed cultures like professional medicine is tightly controlled by those 

within the social group. In times of cultural uncertainty, when the social status 

and integrity of group identity may be under attack by external competitors, 

defending the grounds for membership becomes critical to group solidarity 

(Simmel,1955). Reducing a competitor's claim of equal status is very important. 

A long-effective means to reduce claims and silence voices of criticism is to co

opt the power behind the voices. The formation of coalitions, especially 

coalitions that include former, or potential critics, serves the besieged cultural 

group in two ways. First it eliminates a voice of opposition, and secondly it adds 

a new voice of support. For the medical profession, moving the boundaries of 

membership outward to include some portions of an opposing coalition could 

provide just those benefits. 

This cultural strategy was alluded to during a meeting with a high-ranking 

Mesquite administrator, who noted that by opening the doors to specialist 

careers even those in traditionally primary-care-based disciplines cannot resist 

joining. His point was that Mesquite should not embrace primary care when 

even the osteopathic primary-care physicians were becoming specialists. 



MD Administrator - liThe Osteopaths have a phenomenal track record 
on people going into primary care. And they are going to have this 
osteopathic thing at La Canada University with Clarksville. All they 
would have to do is go to the Westland legislature and say, You're 
funding this school down here where all the scientists are, and here is our 
little osteopathic school and most of our people are not only going into 
primary care, but they are going into primary care in Marigold County 
and are more likely to go into rural areas. That's the bad news. 

The good news is that I've got some data that show that is changing. 
We're allowing osteopaths into allopathic residencies and they are doing 
exactly the same thing we are. It all depends on how you present the 
data. But their percent of primary care is going down like that ... The 
other thing, which we now know the impact of, was they couldn't take 
subspecialty training, but now that we've opened up our residencies to 
them-and I think it was the right thing to do-our osteopaths are well 
trained, and we've got osteopaths on our faculty. {psc7:6f-il 
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Boundary-shifting strategies can also be used in the opposite direction. A 

culture threatened with disruption may pull in its social boundaries to create 

greater distinctions between who are "insiders" and are "outsiders." Part of the 

primary-care problem facing the faculty dealt with who should be trained to 

assume primary-care roles. Embedded in this issue was the uncertainty of 

knowing what a physician's identity might be within team-practice approaches 

to health care. The faculty grappled with whether to acknowledge allied health 

professionals in the organization of the medical curriculum. The underlying 

threat for some of these individuals was that more activities traditionally in the 

domain of physicians were being transferred to health-care workers outside the 

profession. 

Dr. Exrray - 'We're only concerned with medical education, not with the 
education of nurses or the entirety of medical teaching. But it seems that 



the trends that we are experiencing is that there be fewer doctors, and 
more paramedical people doing the same work. 

Dr. Everymann - ''My response to that comment is that there will be a lot 
of dentists and pharmacists and a number of other people doing what 
doctors are doing now probably ... 

Dr. Exrray - 'Well, first of all, should physician assistants and physician 
extenders be mentioned in the paragraph, and should our concern be to 
include them in these discussions? 

Dr. Behr - ''I don't think so. 

Dr. Hargrove - "Allied health care covers all those areas, and we'll be 
getting there. I think it points out that the educational process is 
inseparable [if we are] to optimize a team-kind-of approach to health 
care. I don't know, I may be reading a lot into it. 

Dr. Exrray - ''I thought allied health care and technologists were people 
who were not the decision-makers." {psc6:3c-k} 

Shifting Categories of Worth 
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Another strategy adopted by cultural groups in the management of 

disruptive influences is to reclassify the conventionality, or appropriateness of 

behaviors and tasks. For the supporters of a specialist-centered profession, the 

obvious tactic to enhance specialists' importance would be to declare generalists' 

work to be beneath the professional interests of physicians. At a meeting of the 

ASC and a subspecialist department, the department head defended specialist 

practice by linking the failures of medicine to prevention, which he did not 

consider to be within the domain of medical practice. 

[Reconstructed from Notes] Ph.D. Faculty - Studies show that the efforts 
of oncologists have not made an impact on the longevity of the general 



cancer patient population. We haven't been considering the needs of the 
patients. We need expertise at the level of detection, which occurs in the 
generalist's office. 

MD Faculty - Prevention is important as a generic health focus, but I 
would question if any of these efforts have paid off in any meaningful 
way. I question that what your garden variety physician counsels 
patients produces any behavioral response in the patient. 

Basic Science Faculty -- But who is doing anything then? If we don't do 
anything with prevention, then nothing is going to happen. 

Department Head - "Why is the physician-extender solution so hard to 
see? It's hard to do preventive medicine with people who are well. The 
rise in incidence in women's lung cancer isn't correlated to oncology's 
failure, but to the rise in incidence of women smoking." {asdOl-07:20} 
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Dr. Hargrove, while a supporter of generalist medicine, also recognized that 

for the profession to shift entirely away from primary care to specialization was 

an option. He suggested that a radical option for the faculty to consider might be 

a complete abdication of producing primary-care practitioners. 

Dr. Hargrove - One could easily be making the argument - and please 
don't be offended, this is part of the discourse - one could make the 
argument that if it is our goal to provide primary-care physicians for 
Westland using state dollars, probably the best way to do that would be 
to close down the medical college and focus on residency programs. 
Number one, we know our residents have a far higher probability of 
staying in the state, and if the only [residency] programs we offered were 
in primary care, it would produce a lot of primary-care physicians. 
{psc2:10b} 

He suggested that physicians, steeped in the study of pathology and trained 

primarily to help restore health, might not be the appropriate group to protect 

health. 

Dr. Hargrove - "I'm not sure we wanted to say primary care is an 
objective, but perhaps that would be an assumption that would be 



premature. We may well end up concluding that doctors are 
inappropriate people to provide primary care. And we may decide that 
producing physician extenders is more important in providing health 
care for the state ... " {psc3:2e} 
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Transferring primary-care responsibilities to the allied health professions was 

considered long into the project. 

Dr. Hargrove - "There's a critical need for primary-care physicians and I 
just don't believe it's going to go away. It may go away, because the 
following will happen: Primary care will be declared a non-M.D. domain 
and physician extenders may take over part of that action." {psc9:1e} 

For supporters of generalist practice, recategorization of specialist work out 

of the profession was not as convenient a solution. While it would be fruitless to 

try to declare the dominant cultural identity, "specialist," to be a non-physician 

identity, they could reframe the character of specialist work to include those 

outside the profession. This option was suggested during the vision exercise. 

Dr. Everymann - ''I saw no difference between primary-care physicians 
and subspecialists in terms of technology--or in physicians period. There 
were some technicians that would help vis-a-vis the high-tech equipment 
and allowed diagnosis and treatment etc." {psc4:6f} 

N~w Symbols and Myths 

Of the signs suggesting a reconstruction of cultural identity, the restoration of 

meaningful symbolism and myth is perhaps the most significant. I specifically 

looked for symbols and myths that were previously not a part of the institutional 

culture, and which could be linked to the forces applied to the faculty at 

Mesquite. 
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The adaptation of the "expert-specialist" myth provided an illustration that a 

substantial cultural shift may be underway at Mesquite. The adaptation of this 

myth had been used by generalists for some time as a way to counteract their 

declining prestige within the dominant culture of medicine. They simply called 

their career choices, "primary-care specialties." "Generalist specialties" would 

have been too obviously an oxymoron, but even so it has been used. 

Now, however, the tide of public opinion is shifting in favor of generalist 

medicine and the specialists are the ones seeking to find a rational myth that 

might align the~ closer to the public sentiment. It appears that the rational myth 

of "specialist, as expert primary-care physician" is being fostered. For example, a 

clinical specialist sent a letter to the CRP chair suggesting an expansion of the 

specialist teaching role to include teaching primary-care content. 

[Letter] In my opinion, the specialists playa critical role in the training of 
a generalist/primary-care physician. The specialists, particularly those 
academic and research oriented are in a pOSition to teach not only the 
state-of-the-art today, but what will be state-of-the-art four to six years 
from now at the time when the medical students will be actually entering 
practice. {asclt1:2b} 

And at a departmental meeting a similar argument was promoted. 

[Reconstructed from Notes] MD Faculty - We are abdicating our 
teaching role if we have to ship students out into the community to learn 
primary-care skills. There is no reason why tertiary-care providers 
cannot teach what is needed for primary-care learning. {asd12-14:3d} 

The attempt to capture public opinion was also being directly pursued by 

specialists. During the latter stages of writing this chapter a commercial began 

airing on local television that suggested that the University of Westland Medical 

Center's ophthalmologists were specialists who could--and should-be the 
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viewer's general practitioner in the provision of routine eye care. The 

commercial noted that ophthalmologists, unlike optometrists, were "real" doctors 

who not only could prescribe glasses but, in the bargain, could diagnose and 

treat medical problems. 

Those who supported generalists' interests, perhaps aware of their improving 

hold on public opinion, were not ready to concede the gains made on the 

grounds of a new cultural myth. One faculty member serving a generalist 

clinical department submitted a comment urging the reconsideration of wording 

in the philosophy statement to more accurately identify the work of primary-care 

physicians. The item in question stated, "all physicians are well served through 

competency in primary-care principles and skills." {spdB-19} 

[Letter] [This] philosophical ideal could imply that all physicians can do 
primary care. Since this is not accurate, I am concerned that this 
statement will perpetuate the myth that specialists are really primary-care 
physicians with added competencies in a specific content area. {ltr23:1b} 

Other supporters of generalist medicine invoked narratives of their own, 

which sometimes pointed out the ineffectiveness of specialty care once disease 

has taken hold. Referring back to a previous quotation (page 175) one clinical 

researcher spoke in support of disease prevention and the need of an "expert 

diagnostician" in the person of the primary-care physician. 

[Reconstructed from Notes] Clinical Researcher - We need expertise at 
the level of detection, which occurs in the generalist's office. {asdOl-07:21} 

Bitter Medicine 

The sense that some change was inevitable grew as the CRP progressed, and 
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a sense that the change would involve primary care became clear. The attempt to 

establish another medical school in the state signaled to the faculty that the issues 

surrounding generalist medicine were being pursued in earnest. Likewise, the 

major philanthropic foundations that had a tradition for supporting medical 

education were pushing their own ideas about generalist medicine and primary 

care through grants and research awards. For example, in 1991 the Pew health 

Professions Commission developed a policy recommendation report entitled, 

"Healthy America: Practitioners for 2005". Out of a list of seventeen suggested 

competencies for graduating medical students, eleven were directly, or very 

closely, related to the practice of primary care. 

Of interest in these reports was that they did not simply suggest areas of 

need. Perhaps frustrated by the long standing resistance to change exhibited by 

the medical academy, the commissions and foundations began openly making 

suggestions of strategies on how to overcome institutional inertia. Before 

presenting its implementation strategies, the Pew Health Professions 

Commission gently admonished medical faculties to get on the ball: 

Change generates conflict, and it creates uncertainty ... An institution's 
incumbents must recognize the problems and have a vision of the 
solutions. Yet ... in the absence of skills in leadership, planning and 
communication, even the most compelling vision will remain unattained 
(Shugars, et.al., 1991:20). 

The Association of American Medical Colleges (AAMC) produced its own 

policy recommendations and included the suggestion that changes should be 

carried out in the title of the report: "Assessing Change in Medical Education: 

The Road to Implementation." Here again, medical school faculty and 
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administration were not absolved of their complicity in the lack of curricular 

progress toward improving attention given to primary care. The AAMC report 

even made public what had been called by a Mesquite faculty member, their 

"dirty little secret": 

By any standard in higher education, the teaching loads of faculty 
members in medical schools are low and the school's resources are ample. 
The major reason that faculty members think there is not enough time 
and administrators think there are not enough resources to devote to 
educational change is because the institutional priorities of the academic 
medical culture do not give students' education a high priority. (AAMC, 
1992:50) 

The Mesquite basic scientists were hearing the message. Mesquite's final 

educational philosophy included an organizational principle that states: "The 

curriculum will be designed to encourage flexibility in the use of instructional 

methodologies, allowing for the optimum presentation and learning of content." 

The implication of this principle is that generalist content, unlike esoteric facts, 

might not be optimally transmitted through lectures. Dr. Skeptoc was partially 

right when she suggested, "non-didactic instruction will change content hugely." 

But, she may have had the impetus for changing content reversed. The focus on 

generalist medicine was suggesting that changes in content may be driving 

changes in instructional methodologies. If they sought to defend their ties to 

medicine, the basic scientists recognized they would have to face the reality that 

those ties would soon require greater expenditures of their time and energy. 

[Reconstructed from Notes] BS Faculty -- We need to understand the 
nature of this conversation. The reality is that the medical school enjoys 
more full-time equivalent faculty per student than for any school in 
Westland. A lot of this talk about not having time is rhetoric. Over there 



on the undergraduate side we don't get the research carrots you do. We 
have to teach. I think you have to see the reality that the State expects 
teaching from its faculty, and it will even more so in the future. 

BS Faculty - I agree. We are among the very few medical schools in the 
country with twelve-month salaries. The truth is we don't do much more 
than main campus faculty in terms of time spent in research. We just 
aren't in the classroom as much. {asd12-8:4n-Sb} 

In contrast to the PSC-led departmental discussions, at the ASC-Ied 

182 

discussions the faculty were even less willing to remain focused on the issue at 

hand, which was whether or not the current curriculum supported the principles 

contained in the Philosophy Statement. They seemed to sense that change was at 

hand and were more interested in trying to figure out how they were going to 

cope with what they perceived to be a conflict between the institution's interests 

and their ability to remain reliably employed. 

The most frequently heard concern involved the perceived threat of being 

asked to assume more teaching responsibilities. Through personal experience 

(Reconstructed. from notes) BS Faculty - In the ten years I've been here 
I've seen it's the best instructors who are penalized. for teaching. Where's 
the merit going to come from? {asd6:1l} 

and reinforcement by promotion and tenure guidelines controlled by the main 

campus, and which gave few professional or monetary rewards for teaching 

effort, the Mesquite faculty were skeptical about any change that might pull 

them away from rewarded activities, 

(Reconstructed. from Notes) BS Department Head - The issue is that all 
these alternative ways of instruction demand more of faculty time at a 
time when they are being asked. to do more with less. Pragmatic aspects 
need. to be carefully considered.. Regarding one of the statements about 



rewards for teaching, it's got to be there, because you can't get faculty to 
participate otherwise. {asdl:3g} 

183 

or force them to produce greater teaching efforts in addition to maintaining high 

levels of production as researchers and clinicians. 

(Reconstructed from notes) BS Faculty - Pharmacology is a classic 
integrative course, but you won't find any of us running around trying to 
integrate it with any other course--especially with the MDs! Their salaries 
depend on patient care. And we would have to spend time teaching our 
post-docs to do these integrative experiences. You won't find the 
administration saying, "You've done such a good job integrating this 
course that you won't be required to pull in that seventh grant this year." 
It won't happen. {asd3:3g} 

These concerns were especially strong among the academician novitiates; the 

non-tenured basic science faculty. They recognized that the greater proportion of 

the teaching loads already fell to them. With the CRP emerged the threat that in 

addition, they might be asked devote even more time to teaching with no con

comitant reduction in pressure by the administration to secure grants and 

conduct publishable research. Even a hint that they could be asked to reduce 

research effort, without demonstration of an administrative commitment to 

compensate for the loss of research productivity, was enough to elicit highly 

defensive behaviors. The culture of academic science, which places great value 

on individual eminence, apparently drives the faculty to be extraordinarily 

protective of the pathways by which they can fulfill the desire to be ordained 

into full academic priesthood: the granting of tenure. 

A heightening emphasis on the value for generalist care severely challenged 

the basic scientists' myths of expertise, and the symbolic meaning of knowledge 

and facts for their subculture. However, the impetus for change appeared to be 
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beyond their ability to control, and that realization was being openly 

acknowledged by the faculty. They tried on new definitions of their professional 

identities. 

PhD Clinician - The faculty has to agree on how to give up some of their 
favorite facts, because they won't appear in the materials. So I think that 
if we shift to that mode [an emphasis on critical-thinking skills], it 
requires thinking about the role of the faculty a little bit differently - that 
our primary role can no longer be just as facilitator [for the presentation 
of facts], but [that] we take an active role as expert in developing the 
materials that can facilitate students' learning. {gf1:21c} 

The acknowledgment that change was probably on the way elicited a need 

for strategic planning among basic scientists to counter the threat of becoming 

irrelevant to the education of medical students. The recognition that they might 

be seen as expendable in some future curricular design spurred an awareness of 

their need to become even more actively a part of the review process. At a 

departmental meeting to discuss the report on the analysis of the curriculum, a 

basic scientist reCOgnized the growing futility of trying to control the rising 

evidence that the curriculum was going to change, and understood the need to 

join in or lose it all. 

BS Faculty - "It is a small trap that seems to be growing. In the past it 
made sense to have MDs teaching MOs. We should be pragmatic, 
because if we don't integrate the basic sciences with the clinical sciences, 
then there may be an MD out there who can teach it. It is important to 
get the integration so tight that no one can separate the PhDs from the 
MDs as faculty." {asd12:8-4d} 

Dr. Hargrove also recognized a "now-or-else" decision point was rapidly 

approaching regarding state interests. 

Dr. Hargrove - I absolutely believe that there has to be a strong 
commitment [to increase the supply of primary-care physicians]. I also 



believe, make the commitment now and do it on our terms, or in five or 
eight years have to have it forced down our throats-and at a time when 
we may be ill-prepared for it. {psc9:2f} 
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Dr. Hargrove was correct, but his timing was long by four years. When the 

proposal for another state medical school was finally killed by the Westland 

Board of Regents, many legislators and physicians across the state responded 

through House Bill legislation. In less than a year after the proposal died 

legislation was passed that required 50 percent of each entering class of medical 

students to take part in a rural, primary-care clinical experience. Although the 

Bill could be broadly interpreted, many faculty considered the legislation to be 

an encroachment into "their" curriculum, as a punitive political act. 

Cultivating Power -- Generalists 

The contest between specialist interests and generalist interests within the 

medical profession was being played out on the field of the medical curriculum. 

Alignment of the generalists with public sentiment was their most potent source 

of power. The "gatekeeper" role of primary-care physicians seemed to give them 

perhaps the best way to leverage power away from the specialist culture. The 

heavy reliance on primary-care physicians by health maintenance organizations, 

to control costs by controlling the number of specialist procedures, was seen to 

be a way to define specialist labor. As one optimistic generalist physician from 

the local community said, "ll you aren't one (a generalist), you'll soon be working 

for one." 

It was believed that rising fortunes of primary care might produce market 

pressures that would pull not only medical students but even specialists into the 
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generalist ranks. Medical Education literature is beginning to show signs that 

the retraining of specialists into primary-care physicians is being considered 

(Wall and Saultz, 1994). This option was suggested by a primary-care physician 

member of the PSC. 

Dr. Everymann - "There are a couple of forces that are actually 
happening that are driving the marketplace. One, the Bureau of Health 
Professions is going to start putting money into retraining subspeciaIists. 
Now when that gets running, it's going to steer a lot of medical students 
from going into subspecialties, because they are going to realize, Why 
waste the time? I'm only going to be retrained in the future! {psc9:13b} 

Another source of power for the generalists was the perception held by many 

that a tertiary-care, inpatient environment was unsuitable for the teaching of 

primary-care skills. Almost without exception foundation and commission 

reports on medical education urged for most of medical students' clinical 

experiences to be based in ambulatory-care settings. For example, the Pew 

Health Commission (1991) urged in its report, The training of professionals 

should occur increasingly in community-based centers that emphasize 

prevention, maintenance of a state of health and management of chronic 

diseases, as well as the patient's broader health needs (Shugars, et.al.:21). 

Local community physicians supported a return to community-based 

instruction. As one put it, liThe real world-that's were students were taught 

before the National Institutes of Health got involved. A lot of priorities in 

medical education followed the research bucks." For many of the supporters of 

primary care medicine, a tertiary-care, research oriented setting was the worst 

possible place for future generalists. 



Dr. Hargrove - We'd like to produce primary care docs. As Neil just 
mentioned, that probably requires the creation of a particular 
environment and might mandate taking the medical school away from 
the hospitals, since the tertiary-care hospital is generally the worst place 
in the world to accomplish that. In fact it's an incredible distraction. 
{psc3:3a} 
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There was also great interest among medical educators in Western City for 

having community-based medical education. They envisioned a network of 

clinics and private-practice groups serving as learning sites. Tertiary-care 

centers, they perceived, might serve most effectively as coordinating "hubs" 

where students would receive their assignments, and then go out into the 

community for their experiences. The community physicians from Western City 

presented themselves to be particularly suited to instruct medical students 

because, 

[Reconstructed from Notes] we MD - We don't have preconceived 
notions about medical education, departmental boundaries and the other 
traditional garbage to deal with. {wc2:3p} 

Further, community physicians believed that they would be the most reasonable 

mentors for medical students if a dedicated primary-care curriculum was to be 

carried out. It was noted with a touch of disdain that probably, 

[Reconstructed from Notes]We MD - You'll have to have two curricula, 
because the highly specialized people will not put themselves on the line. 
{wc2:2m} 

Reinforcing Power - Specialists 

The specialists, on the other hand, enjoy a powerful defensive position out of 

institutionalized inertia and cultural tradition. The only way they stand to lose 
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significantly within the profession might be through a major culture shift that 

would transfer prestige and practice advantages from specialists to generalists. 

An existing oversupply of specialists in practice suggests that such a shift would 

be very difficult to achieve. Even against the public forces seeking change 

specialists have an advantage over generalists. The remuneration and practice 

advantages enjoyed by specialists are built into the profession's culture, 

structures and procedures of their work. Pressure to increase the numbers of 

generalists will not likely change these advantages specialists currently enjoy. 

As was suggested earlier, a reduction in specialty training opportunities appears 

to be the specialist's most frequent response to calls for more generalists. 

Dr. Hargrove - Dr. said he imagined those kinds of impositions 
will be made by the government and primary care will be mandated. 
And it's a point in fact that the number of specialty residencies will be 
reduced. I have a sense that many of us have a gut feeling that that will 
happen, and probably will happen in spades. {psc7:10c} 

Fewer specialist training slots, however, will probably result in making 

specialty careers more scarce, thus all the more desirable and highly regarded in 

terms of remuneration, and social and professional prestige. Indeed a possible 

development of even greater distinctions between generalists (doctors) and 

specialists (physicians) was noted by CRP participants. 

BS Faculty - Having been on the selection committee, what we are doing 
is redefining the job of the physician - redefining what it takes to educate 
them. In Europe doctors and physicians are two different career tracks. 
{asdl0-07:2j} 

A major point of significance emerging from the data suggests that the issues 

surrounding primary care are not simply structural problems, but involve 
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important cultural implications for the facutly at Mesquite Medical College. That 

importance emerged from the very first meeting of the CRP's Philosophy Sub

committee, when concrete issues involving primary care, rather than educational 

philosophy were being discussed. In retrospect, and although I did not 

recognize it at the time, the issues of primary care contain great translational 

power, because they signify philosophical importance at the deepest levels of this 

faculty's culture-their personal and professional identity. 

While I will reserve my complete analysis of the cultural meaning of the 

primary-care challenge in my concluding chapter, some aspects of this issue 

deserve their own presentation. My observations of the Mesquite faculty 

provided suggestions that the issues of primary care seem to suggest linkages to 

cultural attributes involving the formation of class consciousness and the 

reproduction of social strata. These issues are explored in the following chapter. 



CHAPTER 6 

CRITICAL INTERPRETATIONS 

Introduction 
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In Chapters 4 and 5, I presented my research data and analysis according to 

the impact on the institutional culture at Mesquite Medical College. My 

viewpoint in those chapters was predominantly taken from symbolic 

interactionism. fu this chapter I continue my analysis, but adopt a critical point 

of view. At this point my focus shifts from examining faculty response to 

external forces as those responses pertain to their own culture, to an analysis of 

their responses as they pertain to other groups. 

The CRP proceedings provided evidence that a number of concerns relating 

to class interest and unequal relations among cultural groups contributed to the 

character of the process. The cultural significance of the CRP extended beneath 

the surface issues of what to include in the medical curriculum and how to 

organize it. Some broader social implications carried in the review process at 

Mesquite were suggested by what was not being discussed, and who was not 

included into the discussion about the medical curriculum. 

The Social View 

Third-Dimensional Power and Cultural Elitism 

My observation of the Mesquite faculty leads me to think that the vast 

majority of them sincerely believe they contribute constructively to the welfare of 

their institution and to society. Their belief, however, I think may be based more 
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on assumptions promoted through the culture of professional medicine, than 

through a critical examination of how medicine is practiced. Such an 

examination would entail asking the consumers of health care practices their 

views on what medicine provides them. In this respect, one striking aspect of the 

CRP was the absence of the lay voice. 

Because my impression of the faculty is that they are inherently good people, 

the absence of an official lay voice on the committees suggested to me that their 

decision to exclude the public from their debates was made according to some 

combination of 1) unintentional, 2) internally-defensible rationale predicated on 

cultural beliefs, or 3) fear of change. I would like to believe that the exclusion of 

a public voice in the process was not a decision made with the intention to 

deceive those they serve. It is indefensible however, from the viewpoint of the 

public, that public needs and desires were either assumed or ignored during the 

portion of the CRP process Iobserved. The reconsideration of the medical 

curriculum has direct consequences on the character and preparation of 

physicians, and thus carries implications for the organization of health care 

delivery to the public. My guess is that the cultural power of professional 

medicine expressed at Mesquite led the faculty to believe they knew--even better 

than the public-what public health care issues were most important. So deeply 

integrated was this presumption (and reinforced through the more general myth 

of academic culture that faculty own the curriculum), the notion that the public 

might be interested in medical education,or have something to offer to faculty 

deliberations, was effectively unconsidered. 
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Additionally, the faculty may have felt threatened by the specter of a national 

health-care system, by cost-containment reforms and by the growing support for 

generalist medicine. The tendency for cultural groups, when feeling their 

identity as a group is being challenged, is to pull together to reinforce their 

cultural bonds (Simmel, 1955). The reinforcement of cultural identity would, 

predictably, entail the exclusion of others who were not members. While this 

behavior served to protect an established cultural elite, the motivation, I believe, 

was characteristic of third-dimensional aspects of professional culture: the 

members of the group responded to threats through culturally-defined rules of 

behavior and belief. Even if excluding the public from their deliberations was 

unintentional, the effect remains the same. Those who are dependent upon 

physicians had no direct voice in deciding how the graduates of Mesquite 

Medical College were being educated. 

Another voice, while not abs~nt, was not well represented among the faculty 

and administrators who made up the CRP committees. Women have made great 

strides gaining entry into the medical profession. The 1994 entering class at 

Mesquite was 52% female. While their access of the profession has been strong, 

their representation among the faculty at Mesquite was considerably lower. 

Women comprised just over 18% of the Mesquite faculty (See Table 1, below). 

Among the administration their representation dropped precipitously. There 

were no female department heads among the 17 departments, however women 

held assistant dean positions in finance, admissions, and very recently, curricular 

affairs. On the college's Committee on Curriculum Oversight, out of a total of 

nineteen voting members, women were represented by two faculty and three 
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FEMALE REPRFSENTATION AMONG MESQUlTEFACULTY 

Basic Science Del!artment Number Female ~ofTotal 

Anatomy 28 7 25 
Biochemistry 7 1 14 
Microbiology/Immunology 21 4 19 
Neurology 27 4 15 
Pathology 41 8 14 
Phannacology 22 2 9 
Physiology 33 10 30 

Total Basic Science 179 36 20% 

Clinical Science Del!artment 

Anesthesiology 63 11 17% 
Family Medicine * 173 46 27 
Internal Medicine * 234 32 14 
Obstetrics and Gynecology * 56 12 21 
Ophthalmology 29 3 10 
Pediatrics * 199 64 47 
Psychiatry 72 16 22 
Radiation Oncology 20 5 25 
Radiology 75 7 9 
Surgery 223 13 6 

Total Clinical Science 1144 209 18.3% 

Mesquite Total 1323 245 18.5% 

* Includes Primary Care 

Source: Mesquite Faculty Mfairs Office - 1994 

TABLE 1 

medical students. These rates of representation must not have been uncommon, 

among faculty committees, as was noted by a PSC member. 

These data appear to be supported with national data. A recent AAMC data 

report (1994) on medical school faculty shows in 1994 women have exceeded the 

number of men in gaining faculty appoinhnents in medical schools. Their total 

numbers remain far behind in the upper echelons of faculty rank (1,284 or 7% of 

all medical school women faculty are full-professors, compared to 13,435 or 23% 
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of all male medical school faculty). These trends would be supported by faculty 

perception of the traditions behind faculty governance and administration 

policy. 

Dr. Cleaver - We have a P&T [promotion and tenure] system and I sat on 
the committee for the last few years, and they are all like Levitt and me. 
There are no females. There are no people advocating for other [social] 
areas. {psc9:5g} 

Among the CRP committees, women were very much in the minority (See 

Table 2, below). What consequence their reduced role may have contributed to 

the Philosophy Statement or the CRP process remains a matter of conjecture, but 

we have many reasons to believe the context in which they were created 

contributed to their character. Michael Apple (1994) noted that ideology is 

mediated through existing social structures, which cannot be divorced from their 

historical roots. The presence of women on these committees suggests that 

women did participate. Their participation, however, did not ensure the 

inclusion of a female perspective of health care, and particularly the definition of 

their own health needs. We have no assurance, other than can be extracted 

FEMALE REPRESENTATION ONCRP COMMITrEES 

Committee #Membe~ # of Women 

Steering Committee 22 2a 

Philosophy Subcommittee 23 7a,b 

Analysis Subcommittee 24 6a,c 

a -- includes 1 Ph.D. support staff and 1 resident 
b -- includes 2 who did not attend more than 2 meetings; 1 student 
c -- includes 1 student 

TABLE 2 

% 

10 

30 

25 
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through critical analysis of the documents and proceedings, that these few 

women were able to overcome the male-dominated traditions that framed the 

context of the meetings, or of their own educations and socialization into the 

profession (Eisenberg,1983). 

Parity between the sexes, being witnessed through the full representation of 

women in the entering class of medical students, should not be taken as a sign 

that women have won their voice within the medical academy. It is clear that the 

increase in their numbers will make women's issues more accessible to current 

research structures, but it must be remembered that those structures represent 

nearly of century of masculine hegemony. Modern medicine is the invention of 

masculine ideology. Moreover, at Mesquite, the medicine being taught to 

women today appears to be essentially the same medicine which was taught to 

many of their fathers and grandfathers. 

Supply-side/Demand-side Medicine: Service or Commerce? 

The discrepancy between the needs of the profession and the needs of the 

public may be addressed through supply/demand economic theory. Supply

side economics is best typified in the adage, "build a better mousetrap and the 

public will beat a path to your door." This economic belief, when applied to the 

provision of health care, requires an ever-increasing development of advanced 

treatment protocols and technologies--something academic medicine is 

singularly well equipped to perform. John Evans (1992) suggests that supply

side thinking typifies most current medical practices. He polled a number of 

academic medicine professionals involved in both research and practice and 



196 

asked them to rank by importance some aspects of their work. He found that 

their professional traditions give greatest weight to supply-side issues (e.g., 

scholarly status, professional prestige, provider economics, academic and 

professional challenge). Conversely, Evans found that demand-side issues 

received lower priority and importance to his sample (e.g., patient's preference, 

intervention effectiveness, rational use of resources, ability to pay, social and 

personal burdens of illness, and public health-care objectives.) Similarly, the 

forces driving medical research, which also influence medical education, tend to 

be supply-sided (e.g., research funding, new technology, scientific feasibility). 

This view is shared by foundations with interests in the policy of medical 

education. Faculties and schools of medicine are failing in too many instances to 

produce socially responsible doctors who unequivocally recognize medicine as a 

social good, not a commercial commodity (Rogers, 1988). 

The culture of academic medicine, built upon supply-side thinking, makes it 

difficult for its members to keep the interests of those they serve first in mind. 

As a result the needs of the institution to be competitive within the medical 

industry become predominant. This dilemma, and the pressure to ignore it, was 

acknowledged in discussion of CRP participants. 

Dr. Cleaver - I'm trying to stand back and look at this [document1 from 
somebody on the outside ... and I personally think it's a mistake to put 
substantial emphasis on some kind of undefined pressures as molding 
the curriculum. I think from a philosophical point of view, our 
curriculum needs to reflect the needs of society--so there needs to be 
some flexibility. 

Dr. Hargrove - Dr. had one hypothesis. He said, 'People should 
go into what interests them.' And therefore you could take an extension 



of that and say, 'Let them write down what interests them and then we'll 
go out and hire instructors to cover those courses' ... But an alternative 
would be to say, people who are allocating resources should do it in a 
way that would end up reflecting the needs of society somehow. I mean, 
that's a very different philosophical point. You're not basing it on the 
students stating their preference. You're basing it on an assessment of 
your best guess is as to what societal needs are at a given point in time ... 
With time, the people who come into the system all end up wanting to 
become cardiologists and some adjustments may have to be made, but at 
least you're taking a shot at looking at the outside world and saying 
what's needed. The starting point has to be something external, or you'll 
never allocate resources in that area 

Dr. Hargrove recounted his experience visiting a medical center with a 

mission of becoming a premiere transplant surgery center, noting how its 

institutional mission clashed with the needs of the public. 

[Transplantation medicine] doesn't reflect what societal needs are. It 
certainly reflects what's best to build a profitable hospital in that 
particular environment. It drives all of their recruiting, and they are 
probably very good at it. So to me, looking at the outside world forces 
some real reality testing that just simply can't exist within a subspecialist 
medical college. {psc9:14d-h} 

The absence of the commercial voice in the faculty's deliberations is even 
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more striking in this respect. The College is deeply involved in transplant 

medicine as well as in the development of patentable artificial organs. The 

university health center makes wide acclaim of its "Centers of Excellence," which 

serve as the nexus between scientific research and clinical application for the 

College. While the health center can claim it serves the patients in need of the 

highly specialized services available at its Centers of Excellence, and that those 

patients are drawn from a large region, it cannot be denied that the service those 

patients receive is highly specialized and that population it serves are few and 
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atypical. Dr. Hargrove acknowledged that the interests of the institution went 

beyond simply the training of physicians and the caring for patients. 

Dr. Hargrove - Why do we have eleven or thirteen orthopedic surgeons? 
We make money off of orthopedic surgery. Why do we not bother to 
create faculty positions in family practice? Because that's a loser. Maybe 
those are market forces and some small amount of that ought to be 
preserved. But on the other hand there are discretionary dollars and they 
have to go to present some kind of balanced curriculum and a balanced 
set of opportunities. I don't think that's going to happen unless the 
statement is made that the offerings have to be reflective of the practice 
realities. But that idea doesn't exist as you know. {psc9: 7a} 

The tendency of the profession to define the roles and identity of its members 

according to its own criteria creates an occasion to neglect other aspects of its 

relationship with the broader public. A self-critical comment made by 

physicians to self-occupied professional attitudes acknowledges, "People don't 

get sick for our benefit." Still, some resistance to the idea of becoming an active 

voice for social issues existed. The image of the physician as one who treats 

individual illnesses was, for some, incompatible with an identity of the physician 

who serves as an advocate for the health of the public. 

[Letters] Third, I do not believe it is the purpose of a medical education 
to train students to be social advocates. There is more than enough for 
students to learn about the practice of medicine. They do not need to 
have their time used learning to become 'public health advisors.' {Itr:11} 

The lack of commitment to public health issues, and the focus of medical 

training on what physicians bring to the care of individual patients may be 

interpreted, however, as a preoccupation with the internally-established image of 

what a physician is. Part of the result of organizing the profession according to 
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self-defined criteria may be a lack of internal diversity, which comes from an ap

preciation of alternative viewpoints. 

Institutional Culture and Class Reproduction 

Minority Underrepresentation 

The Association of American Medical Colleges (AAMC) published the 

plenary address given its president, Robert Petersdorf, at the annual meeting of 

the AAMC in 1991. The address was entitled, "Not a Choice, An Obligation." In 

his speech, Petersdorf noted, 

"The chances for an underrepresented student to be admitted to medical 
school have actually become more remote as their proportion of the total 
U.S. population continues to rise. Not only have we not made any 
progress toward our goal of providing equitable access to medical school 
for students from all segments of society since the mid-1970s, we have 
been losing ground" (Petersdorf,1991:3). 

The representation of minority groups in the medical profession remains far 

beneath their ratios of representation in the general population (Petersdorf, 

1991). At Mesquite the underrepresentation was evident through the numbers of 

minority-designated faculty, who, to varying degrees according to their 

assignments, served as role models for students and prospective medical 

students. A gross accounting of these numbers was obtained from the Mesquite 

Faculty Affairs Office and is presented in Table 3 below. 

As reported in the Health Science Center's "Minority Recruitment and 

Retention Plan," (1993) underrepresented minority students comprised 14% of 

the Mesquite student body. This is in comparison to a 25% minority population 

for the state of Westland (the source of the plan's demographic data is unknown). 
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Some progress is being made in this regard, because the 1994 Admissions Report 

shows 23% of the 1998 Class designated as minority. While the percent of 

MINORITY REPRESENTATION AMONG MESQUITEFACULTY* 

Basic Science Denartment Number Minorill % of Total 

Anatomy 28 1 4% 
Biochemistry 7 0 
Microbiology/lmmunology 21 3 14 
Neurology 27 3 11 
Pathology 41 1 2 
Pharmacology 22 3 14 
Physiology 33 2 6 

Total Basic Science 179 .!l 7% 

Clinical Science Denartment 

Anesthesiology 63 6 9% 
Family Medicine * 173 17 10 
Internal Medicine * 234 21 9 
Obstetrics and Gynecology * 56 6 11 
Ophthalmology 29 1 3 
Pediatrics * 199 23 12 
Psychiatry 72 8 11 
Radiation Oncology 20 2 10 
Radiology 75 6 8 
Surgery 223 25 11 

Total Clinical Science 1144 118 10.3% 

Mesquite Total 1323 138 10.4% 

* Includes Primary Care 
Source: Mesquite Faculty Affairs Office - 1994 

TABLE 3. 

minority faculty within the College was even lower than that for medical 

students, a lack of role models would be insufficient as an explanation for their 

continuing underrepresentation. Other factors would have to be involved. 

Coupling minority issues to issues of academic preparation occurred most 

frequently at Mesquite among the discussions of basic science faculty. An 

association of "minority students" to characterization of "insufficient preparation" 

was unmistakable. 



[Reconstructed from Notes] BS Faculty - The price for diversity is for the 
educational system to recognize that it will take more time to teach the 
basics. {psd l:lg} 
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Perhaps more disturbing was the linkage assumed between minority students 

and the promotion of primary care. The proposal out of Western City interests to 

create a new medical school was made with the explicit suggestion that it would 

target the dual "problems" of too few minority physicians and too few primary

care physicians. The proposal itself was an unabashed acknowledgment by 

would-be power brokers that primary care was to be the domain of the 

underrepresented. At Mesquite that link was implied by at least one faculty 

member to assume that more minority students may involve a lowering of 

standards or quality. 

BS Faculty - If we are going to deal with the Western City issue, then we 
have to design the curriculum to handle this kind of student. {psdl:3g} 

The implications of this linkage are highly suggestive of an elite culture. 

First, if the speaker was referring to minority students as "this kind of student," 

that reference may imply that he or she sees them as qualitatively different from 

their majority-representing student peers. Even if the speaker was not referring 

specifically to minority students, the implied link between primary care and 

academically-deficient students could not be missed. 

Within the culture of medical education the phrase, "deficiencies in 

premedical preparation" of students for medical school might be considered the 

equivalent of "poor background in the sciences." While some faculty bemoaned 

the underdeveloped writing skills displayed by many students, rarely, if ever, 
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are considerations made to create tutorials or prematriculation programs in 

writing. This is not so in the sciences. Although some tutorials exist to help 

students enhance their clinical skills, by far their focus is to bring less

scientifically-prepared students up to par. Likewise, prematriculation programs 

exclusively target enhancing applicants' preparation in the sciences. Even the 

focus of Petersdorf's (1991) address was to point out the need to pull more 

underrepresented students into the medical pipeline through premedical 

programs to enhance their participation in the sciences. 

The association of "underrepresented students" and "the need for more 

training in science" appears almost automatic within the culture of academic 

medicine. That all students need strong science backgrounds in order to attend 

medical school is an assumption deeply embedded in the culture of medical 

education. However, an uncertainty over the importance and use of scientific 

knowledge in common practice challenges this assumption. Research is also 

suggesting that a student's lack of academic success in the basic science years 

does not necessarily translate into poor performance in clinical rotations (Brown, 

et. al., 1993). Until it can be shown that high proficiency in the sciences is a 

practical requirement for entering physicians, the underrepresentation of ethnic 

and socioeconomically disadvantaged students will not appear justified on any 

other than cultural rules of membership. 

In all other aspects of medical education underrepresented students show 
no differences in preparation or aptitude with their majority peers. 
Research in the analysis of clinical skills of senior medical students has 
reported no Significant difference in performance based on students' race 
or ethnicity (Rutala, et.al., 1992; Campos-Outcalt, et. al., 1994). 
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The Cultural Power of Science 

A Mechanism of Stratification 

Students at Mesquite did not perceive a significant correlation between 

academic performance in the basic sciences and clinical competence {stl:lf}. 

During the data-collecting efforts of the Appraisal Subcommittee, representative 

groups of students were interviewed about their perceptions of medical 

education. Among the questions asked of them was if they felt prepared for 

medical school. The students often reported that they wished they had taken 

more courses in humanities and social sciences than in the hard sciences. They 

also questioned the depth of scientific knowledge they were being asked to learn 

in medical school. 

MS - We've heard it. 'You're going to learn it twice: once for your course, 
then twice for the Boards--then you'll forget it for the rest of your life.' It's 
like the first two years exist only so that we can pass the Boards-a waste 
of my tuition, time and the taxpayers' money. {stu I:7e} 

They noted that much of the material they learned, which they saw as 

important to clinical practice, was not considered important according to the 

college's culture. One course in particular, the Social and Behavioral Sciences 

(SBS) course, was an interdepartmental course that covered many social issues 

involved in medical practice <e.g., equity and access; attitudes of preference and 

prejudice; communication; physician-patient relationships; child development). 

Students were notorious for missing SBS lectures and discounting time spent on 

course material, applying it instead to other "more important" course work. That 

course was regarded as having little scientific merit and limited relevance to their 

other basic science courses. 



Year IT Medical Student - I think most medical students, after going 
through the basic sciences and seeing family doctors only in the Social 
and Behavioral Sciences (SBS) course, come away with the feeling that, 
'Family doctors aren't really scientifically oriented, they're more of the 
SBS kind of stuff. They aren't real docs, but are more for the psychosocial 
issues'. {stu ll:7f} 
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However, the students discovered in retrospect, that the SBS course had 

much to offer them that related directly to the actual practice of medicine. 

During the analysis stage of the CRP students were asked if they had received 

training and experience in a number of clinical aspects (e.g., medical ethics, 

epidemiology and health care policy, compassionate advocacy, psychosocial 

issues, personal attitudes and prejudices). Two students met one of these 

questions by saying, 

Year IT Medical Student - SBS again! 

Year IT Medical Student -It's funny that the classes everybody blew off 
most are the ones we're saying we got everything from. {stu ll:4g-h} 

While conclusions should not be drawn from so small a sample, the anecdotal 

evidence suggesting the basic sciences may have more symbolic, than applied 

value, was also supported in the AAMC Graduate Questionnaire given each year 

to senior medical students. The 1993 Questionnaire for Mesquite reported that 

this cohort took few basic science electives in medical school except those that 

may be perc~ved as having greatest direct application to their future work: 

Anatomy, Pathology and Pharmacology (in order of preference). No student 

elected to take extra work in Biochemistry, Genetics, Immunology, Microbiology, 

Neuroscience or Physiology. Comparisons of their reports to those collected 
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from students from other colleges suggests that these elective-enrollment 

patterns are common (AAMC, 1989). Nor have significant correlations of 

academic performance to clinical performance been made through the 

comparison of standardized measures of knowledge, such as National Board of 

Medical Examiners examinations, to performance ratings supplied by Mesquite 

graduates' residency directors (Rutala, et.al., 1992; Daughtery, et.al., 1992). 

It may be argued that the reason more students do not take basic science 

electives is because, to be competitive for acceptance into desirable post-graduate 

residencies, they are pressured to take certain clinical prerequisites. That 

explanation is indisputable, but it begs the question regarding the relationship of 

the basic sciences to clinical practice. Why are basic science electives not equally 

sought by students in order to remain competitive? Medical students are not 

naive or ignorant. They know what is valued and expected by the establishment 

from the day they make the decision to become doctors. 

H this anecdotal evidence (and that presented in the discussion of science in 

the previous chapter) offers an accurate assessment of the use of scientific 

knowledge in medical practice, it strengthens the argument that minority groups 

are under-represented in the profession--not because the competent practice of 

medicine requires that physicians have a strong background in science--but, 

because the professional culture has determined such a background is a symbolic 

token of membership. This critique is similar to the implications derived from 

the research of Campos-outcalt, and others (1994). They remarked, 

It has been shown that evaluations of clinical performance are better 
predictors of performance during residency than are paper-and-penci1 



tests. Thus, to the extent that test scores are used for academic 
advancement and selection decisions, minority students would be 
disadvantaged even though their clinical performances would not merit it 
(p.580). 
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H it is determined that a strong education in science contributes little to the 

quality of a physician's practice, then students with disadvantaged backgrounds 

in the sciences may subsequently be denied membership, not through any 

shortcomings of intellect, character or potential, but because of a social barrier 

erected through the culture of the medical and academic professions. 

Developing Distinctions of Class and Stratification 

The cultural basis for stratification within the profession is again highlighted 

when the mechanisms and reward system built into postgraduate medical 

education are reviewed. In discussions of the need to promote more primary

care physicians, participants in the CRP pointed out that one solution may lay in 

limiting specialist reSidency openings for graduating medical students, thereby 

forcing more of them into generalist careers. 

MD Administrator - H we really want to do it, it can be done very easily. 
Just shut down most of the subspecialist residencies. That's how it works 
in England. The reason that 30% of English physicians are specialists is 
because that's how many slots there are. Well, that's where we are 
heading, and I'm not sure we want to do that. {psc7:5b} 

Dr. Farmer - The only thing that is going to limit people going into 
subspecialties is the subspecialties themselves. {psc3:12a} 

This solution, however, well supports the cultural mechanisms already in 

place that promote class distinctions within the profession. Evidence that a 

medical profession, the roots of which are anchored in academic medicine, favors 
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specialization was found in the data in a remark made by a basic scientist. He 

was remarking on how difficult it was for students at Mesquite to get a realistic 

picture of primary care medicine, because so few mentors were available. 

Dr. Cleaver -If you count all the clinical tracks and all of the tenure
eligible tracks faculty-we have ten people [who serve our department] 
who are in primary care. We [should] put in the philosophy a statement 
that says we need to reorient the distribution of faculty. We need to have 
more primary-care physicians on the faculty, because then we'll provide 
the appropriate mentors so that people can come up and the system that 
you're advocating can work ... That's the problem with our P&T system 
right now. {psc9:4g} 

At the time I heard Dr. Cleaver's remark I thought he was mistaken. The 

number was far too few in my estimation. Returning to the data while writing 

this chapter I again came across his remark, and again I was sure he was wrong. 

For confirmation I contacted the Mesquite Faculty Affairs Office, but they could 

give me only gross numbers of faculty for each department (see Table 4). The 

Department of Medicine, which is considered to train primary care physicians, 

had more than two hundred clinicians. I called the Office of General Internal 

Medicine to see how many of those two hundred were generalists who practiced 

primary care. I was told, "ten full-time clinical faculty who do primary care." 

The administrator cautioned me that the numbers seemed to change daily, 

because Section in General Medicine was being restructured into a Section in 

Primary Care. I was told that fifty-one residents were also currently assigned to 

their general medicine office and that they are involved with teaching medical 

students. 

I then called the Department of Pediatrics and again asked for the numbers of 

generalist and primary care clinicians on their staff. Again, I was told that the 



department of 199 faculty only ten were full-time faculty generalists. The 

Pediatrics department had 38 residency slots currently devoted to general 

pediatric care. These data are very rough, but even a most conservative 
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interpretation of them suggests that specialist medicine is highly regarded at 

Mesquite. 

Research (Jarecky, et. al. 1993; Kassebaum and Szenas, 1994) into medical 

student career-choice processes shows that they are very aware of the benefits of 

GENERALIST! SPECIALISTRATIOSAT~QUITE· 

Generalists ~~ialists 

Dedi£!lted Sml£ialties ( All figures include residents) 

Anesthesiology 63 
Ophthalmology 29 
Psychiatry 72 
Radiation Oncology 20 
Radiology 75 
Surgery 223 

General Sml£ialties (GS) %Primm Care to GS 

Family Medicine 173 100% 
Internal Medicine 61 183 26% 
Obstetrics and Gynecology unkn. unkn. 
Pediatrics 48 151 32% 

Mesquite Total 282 816 34.5% 

*Source: Mesquite Faculty Affairs Office - 1994 and Phone Interviews with departments. 

TABLE 4 

specialty careers that offer controllable office hours, good working conditions 

and high compensation. Further, access to those premium specialty careers is 

being limited by more stringent residency admissions criteria that continue to 

give preference to students who displ~y strong academic performance. This 

admissions practice effectively reduces the opportunities for already-
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underrepresented groups to enter the more prestigious and highly rewarded 

specialties, because their academic backgrounds tend not to be so enriched. 

Jarecky's report concluded that, "The results of this study, although parochial, 

elicit a natural concern that there may be an evolution toward a two-class system 

of specialty choice" (p. 160). 

Entrance preference into specialist careers given to students with high 

academic achievement, which has never been correlated to high competency in 

clinical practice, provides yet another suggestion that primary-care providers are 

the "working class" of the profession. Career choice, so frequently defended by 

specialist participants in the CRP, may be becoming even more a cultural myth 

as culturally-established rules of meritocracy are tightened to reward those with 

more ability to transcend artificially placed social barriers (e.g., academic 

achievement) than perhaps ability and performance competency in clinical 

situations. Characteristics of labor also imply real class differences between 

specialists and generalists. 

As was illustrated in previous chapters, CRP participants acknowledged that 

primary-care physicians not only must have greater command of broadly-based 

knowledge (contradicting admissions criteria for entry into specialty residencies, 

which are based heavily on superior academic achievement), but must also work 

harder and in more difficult conditions (which contradicts meritocratic notions 

supporting comparative scales of compensation based on levels of production). 

It appears that regarding wages, working conditions and degrees of labor, 

those who represent the working class in the general public (e.g., minorities and 

women) are more likely to be represented in the working class of the medical 
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profession: primary care (AAMC, 1994). Further, their career "choices" may be in 

danger of becoming increasingly predetermined by the cultural values and 

norms currently in place within the profession. 



CHAPTER 7 

CONCLUSIONS 

Review of the Findings 
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The institutional culture of Mesquite Medical College exhibited, if not 

examples that its culture was changing, then at least strong evidence suggesting 

that major change was not far off. The notion contained in my first research 

postulate, that institutional cultures will tend to remain unchanged unless acted 

upon by external social forces, could be supported in the findings. Historically, 

the institutional culture at Mesquite appears to have been shaped by the 

relationship of faculty through the organization of their work rather than 

through a sense of institutional identity. The division of the college according to 

disciplinary lines was reflected in the organization of its curriculum. As the 

Curriculum Review Project Analysis Subcommittee discovered, faculty 

interactions among the various basic science disciplines were as rare as those 

among the various clinical science diSciplines. They found an even greater lack 

of communication existed between basic science faculty and clinical science 

faculty. In essence, the institutional culture at Mesquite appeared to be little 

more than an aggregation of multiple subcultures. Most basic science courses 

were considered by faculty to be the "property" of their respective departments. 

Apart from very few interdisciplinary courses, departments were given almost 

complete autonomy to decide the content and instructional methodologies 

employed in their courses. 
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The suggestion that externally-based ideas were gaining entrance into the 

culture of Mesquite came in the fonn of the CRP. The CRP represented the first 

time since the founding of Mesquite Medical College that major change in the 

focus of its curriculum was even considered. A review of the educational 

program, on the scale and depth of the CRP, had never before occurred in 

Mesquite's history. The existence of the CRP leads me to surmise that until 

recently, forces suggesting the need for change were insufficiently powerful to 

move the faculty into action. 

With each review of the data I discovered that the examples of cultural 

threats, conflict and defense could be linked in some fashion to issues involving a 

growing public regard for primary care. In recent years the professional lives of 

primary-care physicians have been showing a turn for the better. A national 

focus on health-care costs has consolidated public opinion on the need for more 

primary-care providers. Additionally, as was suggested by clinicians and 

reported in an earlier chapter, generalists are increasingly being relied upon by 

health maintenance organization administrators to serve as gate keepers to 

decide which patients need expensive specialist attention. 

Traditional approaches to primary care practice used by physicians, however, 

raises some questions about the linkages of clinical training to the basic sciences. 

Positivist-reductionist science maintains an uneasy marriage with medicine. 

Where the basic sciences assume the existence of factual certainty (Rosenzweig, 

1994), medical practice, as was noted by Mesquite clinicians, is based in 

uncertainties. Clinical participants suggested that diagnostic protocols used in 

the practice of primary care are almost exclusively inductively based. However, 
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instructional methodologies that promoted inductive-reasoning skills 

represented a major cultural challenge to the basic science faculty, who are 

deeply socialized into reductionist methodologies. Positivist-reductionist science 

is almost entirely deductive in its approaches to research. The discontinuity 

between scientific research methods and diagnostic methods of physicians was 

also seen to be played out in the cultural significance given to didactic 

knowledge. 

Effective medical diagnostic method was explained by some CRP clinicians 

and the literature to be heavily based in contextual knowledge, which includes 

knowledge of situations and pattern recognition gained through experience 

(Davidoff, 1994; Irby 1994). The importance of procedure for generalist 

diagnosticians presents a departure from traditional didactic teaching methods, 

because diagnostic methods suggest that access and use of didactic knowledge 

occurs on a need-to-know basis. If their assessment is correct, then instructional 

methodologies that rely predominantly on the mass presentation of factual 

knowledge (e.g., large lecture courses) may not be well supported in their 

application to medical education. 

As well, instructional methodologies that supported students' development 

of inductive-reasoning skills were often associated with mentor-type and 

problem-based instruction, and so were distrusted by many basic scientists. 

Because instructional methodologies of this type do not fit the dominant 

empirical paradigm of science, they were suspected of being "unscientific." Most 

of the basic scientists, however, did not link the growing interest in problem

based methods and mentorships to the growing pressures to emphasize primary 
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care training. Most frequently their unease with the process was translated into a 

generalized suspicion that their knowledge and expertise were being devalued. 

Their beliefs were recognized by Mesquite physicians and the connection to the 

growing demand for generalist medicine has been discussed in medical 

education literature (Cohen, 1994). 

That primary care carried a threat to the specialist clinical faculty was more 

obvious. Among specialist physicians, the increasing importance of primary care 

threatened their identities and social prestige. Again, the issues of procedural 

and didactic knowledge played a part-but for the clinicians it was through 

divisions of labor. The current organization of medicine involves two distinctive 

divisions of labor: those who primarily diagnose disease and those who 

primarily treat disease. Generalist medicine--particularly primary care--is 

aligned with the former, and specialist medicine with the latter. Of the two 

divisions, specialist medicine can be more easily linked to positivist science, 

because its methods and use of knowledge are similar. The patient's health 

"problems" referred to specialists have already been hypothesized, or at least 

surmised through prior diagnosis (frequently by generalists). The specialists 

then "test" the hypothesis that the problem has been correctly identified by 

applying narrowly defined didactic knowledge and treatments. Testing 

diagnostic hypotheses through treatment would lead to the conclusion that if 

treatment succeeds, then the diagnosis was probably accurate. 

The practice of generalist medicine, however, was suggested by some 

clinicians and by preliminary research into clinical practice (Davidoff, 1994) to 

de-emphasize the need of physicians to understand fully the scientific minutia 
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involved in disease. Instead, they asserted the need for primary-care doctors to 

become aware of a multiplicity of signs and conditions in their patients, and to 

learn to interconnect their meaning until the particular pattern of an illness is 

recognized. This type of learning, commonly facilitated through a student's 

observation and interaction with an experienced physician is based in the 

knowledge of diagnostic procedure within the context of encounters with 

patients. 

Contextual knowledge, which includes the synthesis of highly variable and 

disparate information personified in the patient (e.g., socioeconomic class, 

gender, vocation, education) is inherently qualitative. Beyond calling to question 

physicians' need for extensive funds of factual knowledge, the primary care issue 

also brings uncertainty as to the depth of academic preparation one needs to 

provide competent care. The discomfort generalist physicians expressed over the 

increasing decision-making responsibilities being assumed by allied health 

professionals, who did not have so extensive an academic training, attests to the 

existence of this concern. The rising stock in public-opinion for primary care 

suggests a reversal of regard for specialists and subspecialists. The clinical 

professionals at Mesquite, the vast majority of whom were specialists, showed 

through words, attitudes and culturally-framed references that the immediate 

future of the medical profession appears to rest in how the primary-care problem 

will be resolved. 

The growing demand for primary care services appears to highlight a three

way mismatch between institutional needs related to research and development, 

the needs of practicing physicians, and the needs of patients. The question basic 
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scientist faculty fear is, "Does science offer anything to the practice of medicine?" 

But that is not the question being asked through a heightened interest in primary 

care. The questions the primary care issue asks is, "Do the majority of physicians 

need to become scientists in order to be responsive to the needs of their patients? 

Can they be trained to provide quality health care without the need for a deep 

understanding of the scientific basis for those protocols?" At a deeper level of 

questioning, one may also legitimately ask, ''What other kinds and sources of 

knowledge, which are currently ignored by the existing scientific paradigm, 

might contribute as effectively (or more effectively?) to a physician's 

competence?" 

As the Mesquite faculty are discovering, it can no longer be assumed that the 

medical academy--simply because it is associated institutionally with higher 

education--offers the most appropriate venue for the education of practicing 

physicians. Often during the CRP it was suggested that the real learning of 

physicians begins once they leave medical school and enter their residencies. 

The questions that need to be asked, and are being asked of the Mesquite faculty 

are, first, "What do physicians really do, and how can undergraduate medical 

education prepare them to do it?" and, second, ''What role do science and 

research play in a curriculum that trains physicians according to the needs of 

how they really practice?" 

Contributions of the Study 

Extending the Theory: Power and Cultural Change 

Latour's (1986) notion of translational power served as a fundamental 
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theoretical tool for this study. This is the theoretical view that an idea can cross 

cultural boundaries, thereby activating and shaping cultural power in social 

groups outside the idea's originating social group. The theory of translational 

power provides an observational framework for examining and explaining how 

the ideas of one culture might influence the structure and distinctiveness of 

another cultural group. 

The suggestion of the existence of translational power was presented strongly 

in the data gathered at Mesquite Medical College. The degree to which primary 

care issues were infused into nearly every aspect of the facwty concerns 

suggested that these ideas are capable of activating a great deal of cultural 

energy. Ideas involving primary care appeared to pull beneath the surface of 

practically every challenge facing academics involved with medicine, from 

scientific research and teaching to clinical research and practice. 

The basic scientists at Mesquite did not express the uncertainty they were 

feeling in ways suggesting that they saw primary care as a principal source of 

their troubles. In fact, many basic scientists championed the need for more 

generalist practitioners. The discomfort they showed was instead often projected 

onto the pro::esses and products of the CRP. Generalized symbols and myth 

were applied as defensive mechanisms when their understanding of the forces 

threatening them could not be expressed with sufficient clarity or certainty for a 

focused attack. Much of the basic scientists' inability to identify the source of 

their discomfort may be because "primary care" already existed as known 

element within their cultural framework. However the idea of primary care as a 

central focus for medical practice, which was being promoted from the outside, 
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was new. The relationship of basic science to specialist medicine, and the 

relationship of basic science to primary-care had not previously been distinct 

concerns. Differences in the needs of specialists and generalists to the basic 

science content and methods employed in medical education were not often 

considered. Traditionally, the basic sciences and medical profession, as a general 

entity, had been mutually supporting within institutions of academic medicine 

by the fact that physicians needed the sciences to justify their cultural and social 

status. Likewise the basic scientists needed the profession to justify their 

continuing membership within the academy. 

The suggestion that the institutional culture at Mesquite may be undergoing a 

change was supported by the many faculty who expressed a need for relaxing 

the distinctions and artificial barriers that defined disciplines. Some of these 

individuals changed from being critics of the review project--because it 

threatened what they perceived to be proprietary control over curricular content 
, 

and instructional methodology-to becoming supporters of the project within the 

months of their tenure on CRP subcommittees. The perception of the CRP for 

many faculty was transformed from distrust to a regard for the process as a 

model for effective institutional-wide interaction. In this sense an objective of 

CRP planners, to foster a change in institutional culture from a disciplinary basis 

to an institutional basis, appeared to be working. 

CRP planners and organizers could not entirely take credit for moving the 

faculty closer toward a more unified institutional identity. External forces were 

very actively challenging the institutional solidarity of Mesquite Medical College. 

For example, the proposal to create a competing medical school pulled the 
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faculty together in defense of their institution. That challenge also alerted the 

faculty as to the resolve of their antagonists and gave heightened regard to the 

CRP process as a means to reduce damage to their institution. 

Still, the process of cultural change has not been easy for the Mesquite faculty. 

Many of them employed classic mechanisms of cultural defense including the 

invocation of symbols, rational myth, narratives and rationalizing logic. When 

the meanings or appropriateness of their cultural measures for controlling 

challenges began to fail, evidence of anomie (e.g., confusion, irrationality and 

emotionalism) was displayed. On occasion their defenses could be interpreted to 

be expressions of Lukes' second-dimensional power, that which actively seeks to 

control agenda. Threatening ideas were reframed to make them inconsequential, 

and misinterpreting intent to discredit ideas were observed examples of this type 

of power. I found that Lukes' first-dimensional power, overt use of force, 

domination or coercion did not playa significant role in the CRP process. 

The culture of specialist scientific medicine was being challenged by the 

increasing attention being given to primary care. Specialist faculty recognized 

options to respond through structural, rather than cultural, mechanisms. In 

doing so, they suggested modifications to the organization of their institutions 

that protected existing relations of power and minimally changed their cultural 

identities. For example, one Mesquite administrator suggested that specialist 

medicine was expanding its professional boundaries to include certain 

potentially threatening groups (osteopathic physicians) by offering them 

opportunities to train in specialty residencies. Perhaps to distance themselves 

from what they may have perceived to be professionally-undesirable work, a 
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great deal of consideration was given by specialist faculty for making even more 

clear the distinctions between specialist and generalist careers. Limiting 

specialty residency opportunities appears to have already begun, and the 

possibility that primary-care tasks might be relinquished to non-M.D. physician 

extenders was frequently mentioned by specialist and sub specialist physicians. 

The ascendancy of primary care, however, also threatened the specialists in 

functional ways. From an institutional point of view, the gate-keeping function 

of primary care may limit the autonomy of specialist physicians. H generalist 

physicians preserve and develop the gate-keeping function as an integral 

distinction for primary-care work, then by wielding the power to determine who 

should be referred to a specialist they may command a degree of control over 

specialists' terms of labor. On the other hand, if allied health professionals 

provide the role of gate-keeper, their professionally and culturally-subordinate 

position to physicians would allow specialists to retain more control over their 

own work by being able to define the work those gatekeepers can do. In the case 

of the gatekeeper who is also a physician, assuming that sort of power would be 

more difficult for specialists. 

Apparently, the restraining force that kept the discussions between basic 

scientists and clinicians from degenerating into debates over differences of needs 

was the same force that maintained the uneasy alliance between specialist and 

generalist physicians. As suggested in Lukes' notion of third-dimensional 

power, that restraining force may be likened to the unconsciously applied norms 

of culture that maintain group integrity. Here, the force appeared to involve the 

broader culture of academic science. The primary-care physicians involved with 
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the CRP appeared to recognize that they held the moral high-ground of public 

opinion, but could not fully claim it without the possibility of alienating basic 

scientists and academic specialists. 

Primary care physicians may have been held in check because, currently, the 

centers of cultural power for the profession prevail within the institutions of 

academic medicine. Every physician, primary care or specialist, must be 

socialized into their profession through colleges of medicine that, with few 

exceptions, maintain cultures of high specialization and academic focus. 

Mesquite provides a shining example of cultural dominance by medical 

specialization. Within Mesquite's department of Internal Medicine, specialists 

outnumbered generalists by two-hundred to 10 full-time faculty and 41 resident 

generalists. Without exception each of the three-hundred basic science faculty 

members can justifiably be called academic specialists--many to an extreme 

degree as the medical students noted. Because the only path available to the 

M.D. degree passes through this social climate of intensely pursued 

specialization, Mesquite medical students could not avoid an impact that culture 

has on their developing professional identities. 

The generalist practitioners at Mesquite, having survived their own medical 

school experiences, had passed through similar educational environments and 

were equally influenced by that culture. As was noted by generalist participants, 

they have careers in to primary-care "specialties." Despite the broad, and highly 

experiential base of knowledge these generalists brought to bear in practice, their 

identities remain strongly rooted in the culture of science. That identity may 

have prevented them, consciously and lll'iconsciously, from pressing a full 

challenge against the institutionalization of medicine through specialization. 
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These interpretations reinforce the notions of two types of cultural power. 

The first, Lukes' third-dimensional model, involves the unconscious access and 

employment of meaningful ideas during interactions to reinforce cultural 

distinctiveness. Third-dimensional power appears to be that which may have 

prevented generalists and primary-care physicians, at an unconscious level, from 

challenging the questionable specialty and scientific-based traditions of their 

own profession. It is a cultural power that appears to promote resistance to 

change and encourages cultural and social stability. 

The second type of cultural power--Latour's model of translational power

involves the transmission and subsequent internalization of externally-based 

ideas from one culture to another. As new ideas are encountered by individuals, 

and until new understandings and meanings suggested by those ideas are 

brought by them into common use, the cultural integrity of the social group is 

weakened. Uncertainty, conflict and anomie may follow. This is the power that 

apparently challenged the identity of academic/ scientific expertise in the basic 

scientists. When the conditions needed to maintain the identity of the basic 

scientist did not fit the needs of the generalist-through-practice being promoted 

by heightened interests in primary care, general uneasiness and fear among the 

basic scientists emerged. This seemed to occur as an unconscious challenge. 

Many basic scientists recognized the threat of a growing regard for general and 

experiential knowledge. However, very few basic scientists made a conscious 

connection between that threat and the growing demand for more primary care 

by those outside academia. In this sense, the translational power of ideas 

appears to be a destabilizing force across cultural boundaries that, by challenging 
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the belief system of the individual, contributes to cultural and social change. 

From my observations I recognize four basic elements of interaction involved 

with cultural change: the parties involved; the medium for transmission; the 

ideas exchanged, and; the intent behind the ideas. The notions of power 

forwarded by Lukes and Latour were helpful to identify and explain the forces 

linking ideology, social actors and changes (and resistance to change) in 

institutional culture. They do not by themselves, offer critiques into the intent of 

ideology or the character of change. 

The Future of Scientific Medicine 

In Western culture an affiliation with science carries social power. The 

culture of science, particularly positivist-reductionist science, carries ideas with 

great translational power. It is informed through assumptions and beliefs of 

presumed certainty, factual truth and unquestionable natural laws. Beliefs of 

certainty, dressed in the robes of authority are hard to resist. The discontinuity 

between that which is "real science" (the physical sciences) and that which is not 

(social and behavioral sciences and humanities) within the medical academy 

exists through cultural means. Science, like any culture, creates its own 

standards for truth and meaning. Accordingly, science, like any culture, seeks to 

serve its own needs. But, because those needs are within the rhetoric of 

objectivity and moral neutrality, its motives become suspect. Assumptions of 

neutrality become the justifying rationale for ignoring the needs of others. 

Rosenzweig (1994) applied this critique to academic medicine when he wrote: 



Reductionism is therefore not epistemologically neutral. It sets rules of 
scientific investigation that attend to certain phenomena while ignoring 
others. It amplifies the significance of the component at the expense of 
the whole. This directly influences our conceptions of diagnosis and 
therapy. The conventional division between "science" and "non-science" 
is false and dangerous; dogma results from the confusion of theory with 
fact. By enabling our students to recognize how knowledge is 
constructed we will foster open-mindedness, critical thinking, value 
analysis, and self-reflection (p. 733). 

The observations at Mesquite suggest primary-care practitioners 

224 

are not regarded within medical culture to practice scientifically. Accordingly 

they do not share in the cultural power science provides to their specialist 

colleagues. The social forces that currently demand access to more generalist 

services may, however, be forcing the medical profession to make a cultural 

decision between demands of scientific dogma and the health-care needs of the 

public. The institutional culture at Mesquite provided a great deal of 

information that may be synthesized into insights of possible paths the 

profession may take in the future. Forces supporting the enhancement of 

primary-care medicine and challenging specialist medicine are especially 

effective in producing suggestions of potential alignments in power and purpose 

within and without the academy. Ukewise, the hard economic conditions found 

within higher education served to reinforce conservative responses to change. 

Mesquite researchers and clinicians felt intense pressure to devote more time to 

teaching activities, which have not been rewarded and often discouraged by the 

institution's system of promotion and tenure. This was a major concern, which 

attests to that aspect of science that is decidedly a product of a mature capitalistic 

culture. The basis for medical education, however, must be decided by the 

faculty. Will it be a tacit decision forced by the supply-side character of academic 
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science, which currently drives the faculty to produce at such a frenetic pace?, Or 

will the health needs of the public inform the faculty's motives for contributing to 

a medical economy? I would hope the latter will carry the greater influence, but 

I am skeptical. 

As yet, the basic scientists at Mesquite Medical College apparently have not 

sufficiently recovered fr9m their own case of social anomie to recognize the 

advantages they might gain from supporting a medical profession that is entirely 

controlled by specialists. Basic scientists and medical specialists have a common 

bond through their use of specialized knowledge and deductive approaches to 

problems. Their professional interests are both narrow, and both domains rely 

extensively on continuing technological development. The cultural power of 

specialist medicine would likely become strengthened through the undivided 

support of basic scientists. If basic scientists joined academic clinical specialists 

in disaffirming scientific standing for primary care practices, then the medical 

profession could fully realize an identity that has been developing since the end 

of World War IT: the hyperspecialized expert in applied medical science. If 

hyperspecialization becomes the future of medicine and primary-care loses more 

scientific stature, the gulf between these practice domains may widen to the 

point that primary-care education may be no longer considered a mission of 

academic medicine. Perhaps academic medicine will develop a narrow mission 

that involves medical research and the development of treatments and diagnostic 

procedures that will be used, but not necessarily understood by practitioners. In 

that scenario medical education within academic medicine could become limited 

to postgraduate training in specialist residencies. 
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H however, much of specialists' work is also found to involve the application 

of treatment protocols that do not require scientific understanding, the 

distinctions between the character of labor of specialists and generalists would 

narrow significantly. Differences remaining between the groups would become 

contestable artifacts of professional culture. This notion was occasionally 

suggested in the data and deserves exploration. 

How the culture of professional medicine will translate the actual health-care 

needs of people into categories of labor is not clear. The academic professionals, 

both clinical and basic scientists, show that their cultures are in a state of flux. 

New social alignments are being pursued and new cultural definitions of 

symbolic meaning are being negotiated. The cultural distinctiveness of 

professional medicine is changing. However, the character of the emergent 

culture is not yet well-enough developed to know who will represent it and what 

their relationship with the broader public will be. Further research is needed 

into the transformation of academic medicine, and in particular, the degree to 

which science is actually required and used in the everyday work of specialist 

and generalist physicians. 

Implications for Further Research 

Social Reproduction Theory 

Social reproduction theory attends to the character of ideology, the 

mechanisms of ideological transmission and the influence of those mechanisms 

on class-relations and social stratification. Descending from the works of 

Althusser (1971), it is a critical perspective interested in directional aspects of 
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social and cultural power: in essence, who benefits from cultural control, how do 

they transmit their control, and why? Where the observable distinctions of 

inequality are formed between groups and classes are of interest to critical 

theorists, the cultural basis for those distinctions is of greater interest to me. My 

use of reproduction theory is to explain how social power is imparted through 

culture at the level of the individual. 

Social reproduction theory is most frequently applied to the social institutions 

of education and asserts that the stratifying effects of formal education serve to 

progressively limit access of working-class children to the more elite strata of 

society. The result is that working-class children are socialized to remain in the 

the working classes (Anyon, 1988, Weis, 1990). That women have reached parity 

in their numbers as medical students at Mesquite says little about increasing 

access according to socioeconomic standing .. The ratio of students from 

traditionally underprivileged classes, including minority women, remains 

behind their groups' percentage of the total population. Underrepresented 

minorities may be making ground, but because they continue to have difficulties 

getting into medical school questions can be raised about cultural barriers and 

social stratification processes. 

The continuing underrepresentation of ethnic minorities within the 

profession does not appear to have a basis according to what is surmised and 

known about how physicians practice. The suggestion of active stratifying 

mechanisms emerged during my interpretation of faculty discussions on how 

much science students needed to practice medicine competently. Some clinicians 

did not believe they used much scientific knowledge in their work. Their belief 
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was supported in research findings that suggested clinicians may use science 

only in the very early stages of their careers, and possibly only because that was 

the basis of their professional educations (Davidoff, 1994). 

The general association of minority-group students with academic problems 

involving a lack of scientific background was frequently heard in faculty 

discussions. Remedial courses in the sciences and retention efforts directed at 

bringing students "up to par" were frequently mentioned within discussions of 

the need to enhance the numbers of underrepresented ethnic groups. Again, the 

generalized link of underrepresented groups to faculty perceptions of under 

preparation in the sciences creates a paradox when--as many CRP physician 

participants suggested and research data appears to support--the application of 

scientific factual knowledge is infrequently employed by experienced physicians. 

If this is the case (and research on this issue is woefully inadequate), then the 

tradition of forcing medical students through grueling years of intense basic 

science courses is reduced to little more than a mechanism for reproducing a 

cultural barrier. 

The process of weeding out working-class students can be recognized to 

begin long before students even apply to medical school. Most premedical 

programs include an extensive immersion into the sciences. Those who come 

from cultures where positivist science is not a common feature of daily culture 

(e.g., Native Americans), or of survival at its most extreme (inner city youth), are 

per force denied access. H it is found that physicians use little applied science in 

practice, or that the science they use can be learned equally well through clinical 

experience, then the requirement of extensive preparatory course work in the 
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sciences is rendered moot. Until the question of science-in-practice is resolved, 

however, most students who display the personal qualities of an ideal physician 

(e.g., empathy, communication skills, high regard for others, curiosity, 

intelligence)--except an aptitude for, or background in science-have few chances 

of gaining entry into the medical profession. 

This possibility raises the issue of admissions requirements and the role of 

educational institutions serving to maintain class and ethnic stratification. 

Enrollment data (1987-993) published in The Westland State University Health 

Sciences Center's "Minority Recruitment and Retention Plan (1993) show that 

minority students had been underrepresented in the medical school (25% 

population to 14% of medical school classes). This number is above national 

averages. The most frequently cited reason for underrepresentation, according 

to those who were a part of my study and contributors to the literature on the 

subject, is related to the scientific preparation of minority applicants (Petersdorf, 

1991). 

Within the medical academy, the general academic debate of access and 

preparation has become intertwined with the primary carel specialist debate. 

Within the profession differences between primary-care and specialist physicians 

suggest intimations of class distinctions and social stratification. Within the 

culture of professional medicine the specialists enjoy better working conditions, 

better control over the terms of their labor and better compensation. The 

primary-care physicians, as a group, work more hours, see more patients, work 

in poorer conditions and are paid at lower rates. 
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Those differences appear to be linked to distinctions between the social 

groups who tend to be represented in generalist careers. Data from the literature 

(Jarecky, et. al., 1993, Colquitt, et. al. 1989, Thurmond and Cregler, 1993) showed 

considerable evidence that the social groups, which have been underrepresented 

in the elite strata of society, are also most frequently those serving in primary 

and general care, the "working-class" of the medical profession. Throughout the 

CRP, a constant opinion was expressed that generalists and primary-care 

physicians needed to know a great deal of broadly-based knowledge, as 

compared with the relatively limited fund of information required of specialists. 

It is ironic that even though minority students, as a group, are regarded as 

academically under prepared and tend to do less well in the basic sciences, they 

populate primary-care and generalist careers (Colquitt, et.al., 1992; Thurmond 

and Cregler, 1993; AAMC, 1994) in greater proportions of their total professional 

population. This paradox is also supported in the growing numbers of allied

health professionals, who receive a minimal background in the sciences, but are 

assuming ever-greater responsibility in the primary care of patients. Institutional 

data on graduates from Mesquite appear to support this pattern. 

The social reproduction viewpoint asks why this is so, and how might 

medical education be involved in the maintenance of this apparent contradic

tion? The suggestion of these ironies bespeaks cultural, rather than practical 

reasons about why the greater proportion of women and minority-group 

graduates seem to "select" into the areas of professional medicine characterized 

by the most arduous working conditions and lowest compensation. Anecdotal 

evidence and research data drawn from examinations of clinical competence and 

the reports of residency directors suggest academic achievement plays little role 
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in the clinical ability of medical graduates (Rutala, et.al., 1992). Yet the decision 

to admit graduating physicians into prestigious specialty careers appears to 

commonly be made according to criterions of academic rank (Jarecky, et. al., 

1993). In Texas, a cohort of students were initially-rejected, and then accepted 

into medical school because of a new state mandate requiring more students to 

be admitted. The "second-choice" students showed no difference in performance 

or academic standing with the "first-choice" cohort-even though they averaged 

lower overall scores on every admissions criterion (e.g., GPA, MCAT scores, 

interviewer's ratings) (DeVaul, et.al., 1987). The steadfast adherence to academic 

prowess as the principal criteria for admittance into the medical academy and 

postgraduate specialty careers-when no correlations have yet been uncovered 

between grade ranldng and performance quality--points to a cultural tradition 

that, intended or not, gives advantage to the already advantaged. Jenks and 

Reisman (1968) said it clearly, 

... there may be almost no causal relationship between learning what is 
taught in professional school and doing well as a professional practitioner 
... the function of a professional school is not primarily to teach a 
narrowly defined set of skills ... but to define a set of general criteria that 
recruits to the profeSSion ought to meet and to screen out those who do 
not measure up" (p. 206). 

Further research is needed to resolve the question of relationship between 

high academic achievement and a physician's ability to practice competently. To 

give credit where it is most due, it was often expressed in CRP meetings that 

medical students are so bright that they may be learning in spite of what their 

instructors do. I agree with that sentiment and again quote Jenks and Reisman 

when they observe, 



" ... the low correlation between grades and later success may show only 
that professors cannot measure their own success n teaching whatever 
they seek to teach, rather than showing that what they teach is irrelevant 
to job performance (p. 206). 
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The theoretical value extending from this study may be little more than 

displaying the need for a more coherent theory of social change that integrates 

the interdependency of social action with the transmission and translation of 

purposive cultural meaning. I would propose that it begin with a rejection of the 

value of research conducted solely for the sake of knowing. To me, such 

enterprise is morally barren. Research must embrace a moral position embedded 

in the rationale that forms the intent to investigate a problem. 

Latour and Lukes contribute to the extension of social reproduction theory by 

providing a way to explore individual effects in population-based issues. Ideas 

are not translated by populations, or by institutions. They are translated, 

integrated and drawn upon subconsciously by individuals who, through 

interaction become populations. Tierney (1993) suggests that social research 

from a critical, yet ethical, perspective begins with the researchers' recognition of 

that they hold and express their own values and beliefs. Bringing translational 

power into the equation of social research requires the researcher to monitor 

intent closely. Even though we recognize our senses of identity and reality are 

constructed through belief systems, those belief systems are not open to 

inspection. Lukes and Latour teach us that ideas contained in belief systems can 

be observed and understood through the examination of cultural change as well 

as the resistance to change. 
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The implication that science appears to serve as a cultural mechanism that 

contributes to social stratification within professional medical education, 

suggests parallels in graduate and undergraduate education. The analogous 

questions suggested by this possibility are: "What academic 'requirements' for 

entrance into and/or graduation from higher education are more symbolic than 

they are necessary?"; and, ''Whose decision is it to impose those requirements?" 

The question of how science relates to medical practice has been unasked by the 

medical profession until very recently. Research into analogous questions 

should provide instructive leads for similar culturally-challenging research for 

all areas of education. 

Application of the Findings 

Managing Institutional Change 

The idea that institutional organization may be taken as a metaphor for 

culture is useful when seeking to understand the processes of cultural change. 

As noted above, the Mesquite faculty reinforced this notion with their use of 

symbols and rational myths. The faculty also supported the idea that cultural 

groups establish their own criteria for justifying actions through their reluctance 

to involve outsiders in the review process. 

Researchers have argued over whether the organization of institutional work 

can be influenced through the "management" of institutional cultures (Masland, 

1985). The Curriculum Review Project at Mesquite appears to approach that sort 

of management intent. The CRP was designed ~.vith the idea of stimulating a 

social environment that would support the idea of considering major curricular 
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change. The focus of the CRP was not to champion a particular model for 

curricular development, but focused on developing an institutional-wide culture. 

n appears to be somewhat successful to date. 

The CRP organizers modeled the approach to the review project on the 

cultural framework they hoped to inspire on an institution-wide basis. The 

organization of the CRP enlarged upon the use of interdisciplinary review 

committees, which had been begun by the college's curriculum committee. The 

translational power carried in the faculty's experience of a cooperative 

institutional venture showed signs of being transformed into positive regard for 

the idea of an institutional, rather than disciplinary-based identity. The CRP 

became seen by some as a model for continuing correspondence among faculty 

members. 

Early in the project, the CRP committees led the faculty in the establishment 

of a common rationale for their work (i.e., an exercise in articulating an 

educational philosophy) .. The significance of this effort was imparted in the 

observation that changes to institutional cultural appeared to be occurring before 

the organization of the institution had been altered. My final research postulate, 

which argues that changes in the organization of institutions will be stable only 

when those changes are supported by the institution's culture, may prove to have 

some merit. In the case of Mesquite Medical College, the institution appears to 

be moving toward a reorganization of its curriculum. Importantly, that 

reorganization involved an apparently genuine effort to reconceptualize what 

the curriculum is, and what it should accomplish. Should structural changes to 

the organization of the institution grow out of this curricular review (for 
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example, the dissolution of proprietary departmental control over courses 

leading to an interdisciplinary organization of the college itself) the result may 

lead to a reorganization of the institution. 

For students of institutional management and administration, The CRP 

shows promise as a model of policy development that can reduce 

interdepartmental competition and infighting during curriculum change. The 

institutional climate supporting change appears to be improved by first 

encouraging a cultural shift by which faculty can recognize themselves as 

members of a social group that extends beyond the loyalties they may hold for 

their disciplines. At Mesquite, some sentiment supporting this identity has 

already been observed. The progression of change in institutional culture was 

traceable through changes in beliefs, attitudes and membership identities of 

individual players. Through the CRP the Mesquite faculty have conducted a 

thorough and painful analysis of their work and in the process, challenged many 

of their own rational myths, cultural symbols and assumptions. 

The unanswerable question in this regard, however, is how effective the CRP 

strategy would be if external forces for change diminished or were absent? Is its 

strategy to encourage change in the institutional culture and its approach to the 

curriculum robust enough to succeed without the aid of external pressure? We 

may yet have the opportunity to explore that question. During the writing of 

this chapter the u.s. Congress adjourned without passing a national health care 

bill. The forces against change proved to be too strongly entrenched for 

President Clinton and his advisors. Perhaps the President should have first 

attended to issues of culture before attending to issues of the health care system's 
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structure. Should the health care debate sink beneath the consciousness of the 

American populace for another decade (it seems to cycle every ten years or so), 

how the faculty at Mesquite will respond to the lessening pressure is unknown. 

The economic pressures of the current health care industry seem to point to a 

resolution to the primary care issue, whether or not a national health care plan is 

realized. 

Implications for Public Poli£Y and Social Change 

As I hinted above, the institutional-change lesson supplied by the CRP at 

Mesquite might be applicable in larger arenas of social concern. Attention to 

developing explicit culturally-framed rationales for establishing policy (e.g., a 

curriculum) prior to the consideration of policy content and aims, has shown 

promise at Mesquite as a strategy for overcoming institutional inertia. The early 

response of faculty to the CRP was negative, and attacked out of perception that 

it sought to change the organization and nature of their work. Had the CRP 

provided evidence that their suspicions were accurate, the faculty would have 

most likely become resolute in bringing about its earliest demise. When those 

fears were diffused, because the CRP participants steadfastly refused to provide 

even a hint of a preconceived curricular agenda, the process of the CRP became a 

tool for cultural change. The interdisciplinary organization of the CRP provided 

the facuIty with a low-threat opportunity to tryout cultural ideas and 

relationships based on an institutional identity, apart from the disciplinary

based identity into which they had been socialized. 
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Th~ importance of this observation, when referenced to social policy on a 

broader scale, is that social concerns sought to be remedied through public policy 

will likely not be served if a cultural framework to provide the policy with 

meaning and relevance has not been created. The process of social change is 

slow. It took the faculty at Mesquite nearly two years to become comfortable 

with even considering discussion of ideas that suggested challenges to their 

cultural beliefs and signs. In like sense, the enactment of social policy before 

society is ready to consider changes in social structures-much less act upon 

them--may reduce the efficacy of that policy, and worse may actually mobilize 

public will to see it defeated. 

The example of Mesquite suggests that prior attention to the development of 

public will to consider social change is equally important to the development of 

policy itself. Taking a critical viewpoint, if we as a society seek to create a culture 

that values diversity and allows all voices to be heard, then before policy to that 

end will be effective individuals must have a cultural framework sufficiently 

developed to allow them to consider the benefits of diversity and equality. The 

translation of these ideas into culturally-relevant experience must be begun 

before such policy is enacted. This is not to say that the process of internalization 

must be complete before the policy is enacted. The institutional culture at 

Mesquite was challenged at its deepest levels by the ideas and implications 

carried in primary care, but the faculty did not have to become primary-care 

physicians in order to understand those new meanings. 

Although the task of encouraging cultural change in broad segments of 

society appears more daunting a task than encouraging change among a medical 
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school's faculty, that appearance is simply one of scale. Understanding and 

employing translational cultural power reduces the consequence of scale to near 

zero. Politicians instinctively understand translational power. Successful 

politicians rarely, if ever, promote their social agendas in terms of social 

structure. They promote highly translatable ideas to justify their agendas 

culturally. Just as successful politicians attend to the cultural need for group 

identity among their constituents, those who need social change must first attend 

to creating a group identity based on the cultural foundations that would 

support their social aims. 

The days of social protest, for bringing about social change, may be over. 

Social protest highlights the differences between cultural groups. Instead, as the 

organization and aims of the Curriculum Review Project at Mesquite Medical 

College suggest, the days for actively pursuing cultural change in order to 

influence social change are upon us. The battlegrounds of future social 

movements may take place more for access to the doorways of culture than for 

access to politics. 

The CRP process at Mesquite provided an unusual opportunity for the 

faculty to open their culture and become more receptive to challenging ideas. As 

a result, the faculty are slowly becoming aware of how the culture of science has 

shaped their opinions and beliefs. Uncertainty prevails among them, however, 

when deciding among the opportunities presented through the awareness that 

other, equally valid, paradigms for knowing exist. 
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Postscript 

During the last two months during which the writing of this dissertation was 

being completed the third stage of the CRP was begun at Mesquite. This was to 

be the planning stage when new curricular ideas were to be generated and tested 

for compatibility with the educational philosophy, resources, needs of the faculty 

and the developing culture at Mesquite. Some interesting developments 

occurred. The founding CRP chair accepted a higher-ranking position at another 

medical school and left Mesquite. His replacement came in with ideas about 

curriculum renewal gained from a year-long sabbatical in a foreign country. For 

the first time a CRP committee, the Appraisal Subcommittee, was organized 

according to departmental representation. 

It seemed almost predictable that the department heads would send 

representatives to the Appraisal Subcommittee who had been some of the most 

critical and conservative voices heard during the earlier CRP stages. Fortunately, 

however, the co-chairmen of the subcommittee are both forceful and respected 

voices among the faculty who have been active supporters for change. One of 

the chairs, Dr. Bardsley, had been a creative force on the Philosophy 

Subcommittee. Thus far his visionary optimism is hinting at possible brave, new 

directions should the general faculty and administration give him support. 

The other co-chair is a basic scientist who distinguished himself on the 

Assessment Subcommittee by challenging the symbolic importance given to the 

identity of academic expert. Interestingly, he is also the basic scientist who gave 

me the hint that the angst being experienced by his colleagues might be linked to 

issues of primary care and generalist medicine. He appears to be willing to 
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continue testing traditions, myths and the "sacred cow" of didactic lectures in 

order to confirm their value to medical education. How these forward-looking 

chairs will work with their many conservative and traditional colleagues on the 

subcommittee has yet to be tested. 

Dr. Farmer, who had also taken a role in the Philosophy Subcommittee, was 

the new chair of the CRP Steering Committee. He had been very impressed by a 

nationwide effort to examine the role of the physician, which had been promoted 

by the medical establishment of the country being host to his sabbatical. Dr. 

Farmer was pleasantly surprised to find that the report produced through that 

national effort was almost a mirror image of the Philosophy Statement produced 

at Mesquite. Significantly, however, the report had been the product of citizens 

and citizen groups. He thought there was a great deal of potential value in such 

a citizen effort. 

Under his leadership, and the enthusiastic support of Dr. Bardsley, the CRP is 

planning to expand the curriculum planning stage into a statewide effort. At this 

writing, letters have been drafted and mailing lists are being created to involve a 

wide range of citizen groups (e.g., religious, civic planning, governmental, 

education, social service, foundations and associations). I cannot be sure where 

the drive for this extensive community involvement was centered, but 

discussions among CRP participants suggest that they recognize a humanistic 

imperative for wider community involvement. They also recognize politically 

pragmatic advantages. It will be interesting to watch this new chapter unfold. 
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APPENDIX B 

UST OF DATA MANAGEMENT CODES 

Explanation of coding system 

Example code: {psc3:5j} 

psc = 
3 = 
5 = 
j = 

CODES USED: 

asd = 
asc = 
ec = 
gf = 
ltr = 

psc = 
psd = 

ps = 
mm = 
wc = 

v = 

Philosophy Subcommittee Meeting Transcription 
Meeting # (or location in a file, iteration) 
Page in the document 
alphanumeric ID of paragraph or entry where data 
are found 

Analysis Subcommittee meetings with departments 
Analysis Subcommittee meeting notes 
Meeting notes - Eastern City community physicians 
General Faculty meeting notes and transcriptions 
Letters and other written correspondence to the CRP 
Philosophy Subcommittee meeting transcripts 
Philosophy Subcommittee meetings with departments 
Philosophy Statement 
Research memorandum 
Meeing notes - Western City community physicians 
PSC Vision Statement 
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APPENDIXC 

LIST OF ANALYSIS CODES 

Levell Level II Level ill 

class distinction - acknowledgement of - 1 °C/ specialty 
-MD/notMD 

- culture - science/not science 
- maintenance -MD/loC 

- rationalization for 
- science 

- symbolic -BS/MD 
- underrepresented 

collapse of - identity - faculty role 
-myth -MDimage 
-symbology - science 
- traditions - didactics 

- disciplines 

culture - acknowledgement of -hegemony 
- institutional 
- science 
- specialty 

-anxiety -autonomy 
- boundaries - shift 
- challenge - external 

-internal 
-change - identity 
- inaction - didactic 

- exclusionary 
-hegemony 
-MD/notMD 
- positivist 
- specialty 

-symbology - science 
-knowledge 
-new 

- uncertainty -MD 

defense - acknowledgement of -lOC 
- resistance 

- blaming -BS/MD 
- external 
-MD/BS 

- contradiction 
- cultural -loC/Specialty 

-anomie 



inertia 

mismatch 

reframing 

threat 

KEY: 
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APPENDIX C - continued 

-choice 
- positivist 
-symbolic 

- identity - didactic 
- justification for -1°C 

-autonomy 
-cost 
- positivist 
- specialist 

- plans -BS 
- unanchored 

- cultural -sdence 
- institutional - specialty 

- structure 

- needs of/to - 1 °C/ specialty 
- institution->practice 
- institution->public 
-MD->BS 
- patient/profession 

-mission -1°C/state 
- profession -loC->MD 
- rationalization - public image 

- specialty 
-symbolic - lOC->specialist 

- specialist-> 1°C 

- acknowledgement of - material (state) 
- public disapproval 
- unmet needs 

-autonomy -1°C 
- state 
-1°C/PEs 
- accreditation 

- identity 
- profession 

-1°C 
- regulation 

- response to 
- state 
-symbolic - instruction 

-knowledge 

1°C = primary care 
BS = basic science/scientists 
MD = clinical science/physicians 
PE = physician extenders 
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CURRICULUM REVIEW PROJECT (CRP) -- STATEMENT OF PHILOSOPHY 
Rationale for a Philosophy of Medical Education: 

As the faculty of the Mesquite Medical College at v.!:stland State Universi~ it is our belief that a curriculum based on a philosophical ideal of medical 
education is preferable to a curriculum designed out of a response to problems in medical education. FurtheJ; we believe the best curriculum is 
organized to apply and develop effective, innovative approaches to instruction and learning, and is enriched through a diverse student body and faculty 
Vee believe education, teaching and inquiry should be rewarding experiences. 

PHILOSOPIDCAL IDEAL 

L SKILLS, ATTITUDES AND BEHAVIORS 

ORGANIZING PRINCIPLES 

I-A. The ideal education of medical 
students promotes the following 
values: 

I-B. 

1. 

The curriculum is organized to provide 
leaming experiences that: 
encourage the development of students' 
attitudes and behaviors, and inteIpersonai 
skills supporting the highest personal 
character of medical practitioners and 
scientists; 

(I-B. - continued) 
8. equip students with skills related to the 

humane provision of quality health care in a 
cost-effective manner; 1. 

2. 

3. 

4. 

5. 

a physician's equal mastery of 
medical knowledge and clinical 
skills, inter:personal skills, attitudes 
of compaSSlon and patient advocacy 
is important to the provision of 
quality patient care; 
all physicians must demonstrate 
responsibility in their professional 
relationships with their patients and 
colleagues, and as members of 
society; 
all physicians are well served by an 
understanding of primary-care 
principles and skills; 
physicians must be skilled life-long 
learners to be able to critically 
appraise ongoing developments in 
medical knowledge, technology and 
patient-care strategies; 
physicians must value self-directed 
mquiry and strive for the 
advancement of medicine through 
research and clinical practice. 

2. 

3. 

4. 

5. 

6. 

7. 

encourage the development of attitudes 
promoting excellence in academic 
achievement and in the preparation for 
medical practice; 
promote the development of students' 
critical thinking skills and other 
intellectual tools that will serve their life
long leaming needs, and enable them to 
provide leadership in medicine through 
contributions in research and practice; 
enhance students' skills in the use of 
informational, research and patient-care 
technologies; 
heighten students' appreciation for the 
value of primary care and provide them 
with skills in the general care of patients; 
include concepts, experiences and 
strategies to contend with dilemmas in 
medical ethics; 
encourage students to recognize their own 
physical and psychological health needs 
and conditions of well-being; 

9. promote the use of clinical and basic science 
research within the curriculum. ~ 

LEARNING OBJECTIVES ~ 

I-C. By the time of graduation, students will S 
be expected to demonstrate: >< 

1. a solid foundation of critical-thinking skills, 
including the ability to conduct critical 0 
analyses of pertinent literature; 

2. excellent interpersonal and clinical skills, 
and attitudes appropriate to beginning year
one residents; 

3. skills for communica~ effectively, both 
with health-care professlonals and with 
patients; 

4. sensitivity to psychosocial issues (e.g., 
family, gender, age, culture, sexual 
orientation and economics) in patient-care 
encounters; 

5. the appropriate and proficient use of 
informational, research, diagnostic and 
treatment technologies; 

6. proficiency in fundamental technical skills 
(e.g., subcutaneous injections, urinary 
catheterization, C.P.R., venipuncture). 

~ 
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PHILOSOPIDCAL IDEAL 

ll-A. The ideal education for medical 
students provides them with the 
most current basic medical 
Imowledge that: 

1. prepares them to engage in infonned 
medical practice and research; 

2. supports our belief that attention to 
the prevention of illness and the 
understanding of disease processes 
and therapeutics are equivalently 
important to the practice of 
medicine. 

ll. KNOWLEDGE 
ORGANIZING PRINCIPLES 

ll-B. The Imowledge that forms the basis for 
learning in the curriculum includes: 

1. 

2. 

3. 

4. 

5. 

6. 

basic concepts of nonna! processes and 
conditions of health, which provide the 
foundation for learning concepts of disease 
processes, outcomes, treatments and 
prevention; 
content derived from the basic sciences, 
the clinical sciences, and the social and 
behavioral sciences; 

infonnation on the organization, ftnancing 
and distribution of health care; 
public health content, including that 
mvolving health-care policY, issues of 
cultural diversity, international health, 
epidemiology and statistics; 

issues of medical law and related legal 
practices; 
an awareness of the variety of approaches 
to health care used by the public. 

LEARNING OBJECTIVES 

ll-C. By the time of graduation, students will 
be expected to demonstrate: 

1. 

2. 

3. 

4. 

knowledge of DOnna! processes and disease 
prevention, as well as a thorough 
understanding of disease and therapeutics; 
high proftciency in the acquisition, critical 
assessment, and synthesis of knowledge, 
including the use of probabilities and 
biostatistics; 

the use of l'sychosocial and cultural content 
in the prOVIsion of humane, high-quality ~ 
health care; "'tI 
a consideration of the economic implications ~ 
to individual patients as well as society in Z; 
the course of providing quality heath care. t1 
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PHILOSOPIDCAL IDEAL 

ill-A. The ideal education of medical 
students emphasizes the 
interrelationships of the 
following: 

1. knowledge; 
2. skills; 
3. attitudes; 
4. behaviors. 

m. INTEGRATIVE EXPERIENCE 

ORGANIZING PRINCIPLES 

ill-B. The curriculum is organized to: 

1. integrate students' acCJl:lisition of 
knowledge with actiVIties that promote the 
development of critical thinking, problem 
solving, basic clinical skills, and attitudes 
befitting medical professionals; 

2. provide experiences through which 
students may understand the 
interrelationships of genetic, physiological, 
psychosocial and environmental factors 
that contribute to states of health and 
disease; 

3. integrate all fundamental knowledge bases 
among, as well as within, content domains; 

4. include significant clinical experiences that 
complement the learning of basic sciences 
early in the curriculum and continue basic 
science learning throughout the educational 
program; 

5. provide experiences through which 
students may become aware of the 
personal attitudes, beliefs, moral and 
ethical values that support the provision of 
quality care, as well as those personal 
attributes that may inhibit theIr 
effectiveness as health-care providers; 

6. provide experiences that demonstrate the 
role of physicians in broad issues of public 
health (e.g., the quality of physical and 
social environments, health-care financing 
and access to health care, working 
conditions, health education, epidemiology, 
nutrition); 

7. provide experiences that include 
mteraction with various health-care 
disciplines and a team approach to health 
care; 

ill-B - continued) 

8. provide students with an understanding of 
continuity of care. 

LEARNING OBJECTIVES 

ill-C. By the time of graduation, students will 
be expected to ilemonstrate: 

1. an understanding of pertinent basic science ~ 
content necessary to solve clinical problems; '"d 

2. problem-solving and critical-thinking skills ~ 
through application of these skills to 
problems in basic science and clinical ~ 
medicine; X 

3. an understandin~ of psychosocial issues 0 
related to medicme (I.e., through the I 
development of comprehensive patient-care f"l 
plans that demonstrate sensitivity to a g 
variety of issues including education, ::to 
nutrition, economics, culture, age, family, E 
gender, sexual orientation, and working r\) 

conditions); ~ 

4. an understanding of the contributions of 
other health-care disciJ?lines and providers 
(i.e., through consultation, team care and 
research). 

~ 
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PHILOSOPHICAL IDEAL 

IV-A. The ideal education of medical 
students provides them with or 
introduces them to: 

1. 

2. 

a learning environment that 
cultivates collegiality; 
the conditions found or expected in 
actual practice. 

N. LEARNING ENVIRONMENTS 
ORGANIZING PRINCIPLES 

IV-B. The curriculum is organized to 
include leaming environments that: 

1. inspire inquiry, collaboration and 
professionalism; 

2. foster a social climate typified by 
collegiality and attitudes of caring; 

3. encourage students to take responsibility 
for their educational experience; 

4. promote flexibility of leaming experiences 
accor~ to the attributes of various 
content domains; 

5. incoIporate a wide variety of closely 
supervised sites and activities appropriate 
to learning objectives; 

6. support the development of effective 
mentor relationships through the llrovision 
of sufficient duration and continwty of 
student contact with preceptors; 

7. ensure that ambulatory care, primary care, 
inpatient and tertiary care experiences are 
provided to enable students to address 
societal needs; 

8. engender positive regard for prlmary-care 
practice; 

9. demonstrate the contributions to patient 
care by health-care professionals from 
other disciplines; 

10. support the value of inquiry in the basic 
and clinical sciences. 

Philosophical Ideals N, V and VI focus on 
organizational and environmental characteristics, 
not on expectations for student leaming. 
Therefore, leaming objectives are not appropriate ~ 
for these items. ~ 
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PHILOSOpmCAL IDEAL 

V-A. With reference to instruction and 
learning, the ideal education of 
medical students: 

1. increases their learning efficiency to 
the highest levels; 

2. pre.{lares them to participate in, 
critically evaluate, and assimilate 
advancements in medical knowledge 
and practice. 

v. INSTRUCTION AND LEARNING 

ORGANIZING PRINCIPLES 

V-B. The curriculum is designed to: 

1. encourage and provide students with 
significant oPili0rtunities for independent 
learning and e development of critical-
thinking and problem-solving skills; 

2. enable students to progress through the 
curriculum at their most efficient rates, 
within a maximum time limit; 

3. provide curricular flexibility to reasonably 
accommodate students' different learning 
attitudes, cognitive styles and physical 
a ilities; 

4. encourage flexibility in the use of 
instructional methodologies, allowing for 
the optimum presentation and learning of 
content; 

5. provide ongoing opportunities by which 
students and faculty can assess, evaluate 
and monitor students' academicJro~ess 
and their development of clinic skills; 

6. encourage student progress to be 
demonstrated through performance-based 
examinations whenever possible; 

7. ensure that the definitions of acceptable 
student performance reflect high standards 
of achievement; 

8. provide that evaluation scores are criterion, 
rather than norm, referenced; 

9. utilize the most effective learning 
resources and strategies. 
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ORGANIZATION AND ADMINISTRATION OF THE CURRICULUM 

PHILOSOPHICAL IDEAL 

VI-A. The organization of an ideal 
education for medical students 
is: 

l. flexible and responds to, as well as 
advances, changes in the field of 
medicine and medical education; 

2. accomplished by drawing upon the 
widest collaboration amon~ 
teaching, research and climcal 
faculty; students; and the 
administration; as well as those 
involved in pre-medical education 
lind post-graduate residencies .. 

VI-B. 

I. 

2. 

3. 

4. 

5. 

6. 

7. 

ORGANIZING PRINCIPLES 

To ensure responsiveness to changes 
in medicbte and the medical 
education environment: 

the curriculum is governed through 
majority vote of the general facufty as 
provided in the faculty bylaws; 

the educational program for the M.D. 
degree is coordinated and administered by 
a core group of Colle~e of Medicine 
faculty and students, m close consultation 
with expert teachers and researchers from 
various content domains, including those 
with primary teachin~ responsibilities, and 
with experts in learnmg theory and 
educational assessment; 

the curriculum is reviewed regularly to 
ensure its excellence, that its content is 
current, and to confmn that it is responsive 
to societal needs; 
instruction is evaluated to ensure its 
quality, and feedback is provided to 
facuIty regarding their instruction; 
student instruction and the facilitation of 
their learning receives priority support, 
including tangible professional rewards for 
faculty who have demonstrated that they 
are highly skilled educators and mentors, 
as wen as experts in their fields; 
facuIty are encouraged to be excellent 
instructors, mentors and facilitators, and 
are supported through ongoing 
opportunities and pro~rums designed to 
enhance their instructIonal expertise; 

the administration of the curriculum 
supports students' pr!!paration for licensing 
examinations and tor the basic 
performance needs of entering year-one 
residents. 
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APPENDIX E 

PHILOSOPHYSUBCOMmflTTEE 

WORKING VISION OF MESOUITE MEDICAL COLLEGE IN 2012 

Fifth Draft -- January 28, 1993 

Preface: 

251 

The spirit of the Curriculum Review Project is based in the enhancement and long-range 
planning of medical education at Mesquite Medical College at The University of Westland. 
The following vision statement establishes a hypothetical period in the future as the basis for 
philosophical discussion. This is a working vision, rather than a prophetic vision--its 
development and use is predicated on the assumption that any consideration of the curriculum 
will profit from a comparison to an ideal, whether or not that ideal is ever fully achieved. 
This vision is the tool by which members of the Philosophy Task Group have identified 
positions on major philosophical issues central to the future of medical education. These 
positions will serve as the foundation for discussions on educational philosophy by the general 
faCUlty. 

Mesquite Medical College in Early-to-Mid 2000 

In this decade of 2020, the Health Sciences Center at The University of Westland is a 
comprehensive institution for the education of health care professionals in Westland. Within 
its diverse educational and service missions, programs provide an integrated experience in the 
provision of health care. Various services comprise the overall health care network. Health 
science students from multiple disciplines and interdisciplinary students come together 
frequently in projects to learn the value of how the services complement each other and the 
whole. Students are provided with both simulated and real health care situations so that they 
may learn to function within the teamwork environment that characterizes 21st Century 
practice. 

A curricular principle of the Health Sciences Center establishes that health care education is 
responsive to local practice conditions, while maintaining national and international relevancy. 
Further, students actively participate in the development of innovative approaches to health 
care practices. Health Sciences Center curricula also include the knowledge and skill base 
that supports medical practice, including biomedical, psychosocial, bioethical and legal, 
economic and management content. 

The Medical College, within the Health Sciences Center, is a closely interconnected network 
of research and health care delivery sites. Students spend much of their education away from 
the main campus at service and research sites that address the unique health care needs found 
in the Westland region. These centers conduct basic research, as well as provide care to 
family, age specific, culturally specific, underserved and international health care populations. 

Changing medical knowledge and practices are assumed in the development of the curriculum. 
Medical students develop the ability to respond to changes in practice and knowledge, because 
the curriculum carries an emphasis on intellectual development. Students practice and expand 
their analytical and critical thinking skills, communication and interpersonal skills, reasoning 
and intuition, and creativity, self-knowledge and personal health skills. The curriculum, 
predicated on the intellectual and personal development of students, is itself highly resilient 
and adaptable to changes affecting medical education. 
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Graduates of the Medical College are prepared to assume appropriate patient care 
responsibilities immediately upon entering their residencies. All graduates have demonstrated 
competency in basic primary care principles, knowledge and skills, which are believed to 
serve all physicians well, regardless of their future career directions. 

The connection of social and ecological environments with genetic and molecular 
characteristics of individuals is well understood in the expression of disease. The interplay of 
diet, stress, genetic disposition, education, psychosocial and physical environments are 
understood in the expression of health. Recognition of these interactions, as well as economic 
and humanistic prerogatives, has made health maintenance care (formerly referred to as 
preventive medicine) a central feature of clinical practice and, therefore, the medical 
curriculum. In addition to their preparation for health care service, students are taught to 
become leaders in their communities. They are given practical experience as health educators 
and training as advisors to public health care policy. Medical students learn how to educate 
and motivate the public to take increasing responsibility for the health of its own social and 
physical' environments , as well as its own individual members. 

Medical education is a continuum of learning from baccalaureate foundations through 
continuing medical education. Mesquite Medical College ensures continuity of education 
through its centrally organized and administrated undergraduate, graduate and continuing 
medical education curricula. The Medical College provides outreach services to help meet the 
educational needs of graduate medical education through local and regional residencies. A 
number of residency programs are fully articulated with the general medical curriculum. 

Curricular policy is proposed by a representative group of elected faculty and student 
members, and enabled by vote of the general faculty. The administration of curriculum 
policy is centralized. The educational administration organizes and contracts for educational 
services, which are provided not only by departments located on the campus, but also by the 
research and practice centers located throughout the state. Communication between the 
educational administration, policy forming committees, faculty and off-campus sites, as well 
as among the faculty at research and practice sites is frequent and substantive. 

The curricular precept that physicians, and therefore, medical students are responsible for 
their own learning requires that only students who can thrive in a self-directed learning 
environment are selected to enroll into the College. Baccalaureate prerequisites provide pre
medical students with ample opportunities to develop and demonstrate of self-directed learning 
capabilities. Prospective students interview with physicians and faculty who have the training 
and expertise to identify applicants with the motivation, levels of empathy and compassion, 
and preparation appropriate for entry into the profession. 

Understanding of learning theory and educational research findings inform the organization of 
medical education. Faculty take care to design instructional activities so that learning 
environments complement learning objectives. Small group, team, "buddy", preceptor and 
individual experiences are used where the learning emphasis is on the development of 
cognitive and communication skills. Active learning methodologies include tasks that require 
students to understand how to identify the knowledge and information they will need to reach 
learning goals. Students thereby develop the skills and attitudes required for life-long 
learning. 
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The curriculum is designed to allow students to pursue their educations using individual 
learning preferences. This curricular flexibility allows individuals to progress at their most 
efficient learning rates. Student progress is assessed on the basis of competencies they have 
developed. Students advance through the curriculum when they demonstrate an accepted level 
of proficiency in their abilities, skills, knowledge base and application of that knowledge. 

Faculty facilitate the intellectual development of their students. Some faculty serve as mentors 
to individuals or to small groups of medical students. Mentors provide students with guidance 
throughout their basic medical education. The faculty model self-directed learning and 
demonstrate to students their personal integrity, compassion, communication skills, and self
knowledge. 

Information resources are plentiful. The Regional Health Information Service, formerly 
identified as the Health Science Library, is a dynamic partner in the activities of researchers, 
physicians and health care students throughout the region. Users of the service access 
comprehensive databases and/or educational programs related to learning, patient care and 
research. 
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