
particular time, place, or year in the 
residents’ total educational experience. 
Over these several years as an educator 
in the Family Practice Residency Pro­
gram the author has developed a 
checklist of crucial points to remem­
ber in her ongoing responsibility to 
each resident.
1. The primary reason for being here 
is the education of the residents.
2. Be available; be accessible — “the 
open door policy.”
3. Be flexible.
4. Seize the opportunity of the

moment; every encounter, however 
brief, can be a learning experience.
5. Listen!
6. Individualize the residents; meet 
each one where he/she is in the know­
ledge of social work and social workers 
and begin building there.
7. Give immediate verbal feedback 
and record promptly in the problem- 
oriented medical record.
8. Invite and involve resident input, 
feedback, and evaluation whenever 
feasible in curriculum planning/teach- 
ing.

Teaching Preclinical Medical 
Students in a Clinical Setting
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Rebecca Jackson, MD, Peter DiVasto, PhD,

William Wiese, MD, and Benson Daitz, MD
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The demand for introduction of 
family practice experience and role 
modeling into the undergraduate medi­
cal curriculum has increased commen­
surate with the growing popularity of 
family practice as a career choice for 
graduating medical students. Tradi­
tional medical education frequently 
breeds frustration during preclinical 
years.1 ’2 While most students begin 
their medical training with a role 
model in mind of a physician in 
clinical practice, the satisfaction of 
giving care is delayed until the clinical 
years. Preclinical students are passive 
learners, giving nothing to patients, 
nothing to their community. This can 
be especially frustrating for the many 
students who were committed, active 
participants in community service 
prior to entering medical school. 
Students question the relevance of 
their preclinical classroom instruction

T h is  s tu d y  w a s p re s e n te d  a t  th e  R e se a rch  in 
M e d ic a l E d u c a tio n  C o n fe re n c e  o f  th e  
A m e r ic a n  A s s o c ia t io n  o f  M e d ic a l C o lle g e s  
m e e t in g  in  San F ra n c is c o , C a l i fo rn ia  in  
N o v e m b e r, 1 9 7 6 . R e q u e s ts  f o r  re p r in ts  
s h o u ld  be ad d re sse d  t o  D r. J. D a y to n  
V o o rh e e s , D e p a r tm e n t  o f  F a m ily ,  C o m ­
m u n i t y  a n d  E m e rg e n c y  M e d ic in e , U n iv e rs ity  
o f  N e w  M e x ic o ,  S c h o o l o f  M e d ic in e ,  1 0 0 7  
S ta n fo r d ,  N E , B u ild in g  7 , A lb u q u e r q u e ,  N M  
8 7 1 3 1 .

for they cannot place new information 
in its proper clinical context.

The climate of the preclinical years 
often breeds strained social inter­
actions. There are relatively few small- 
group seminars and rare close, sus­
tained personal contact with profes­
sors. Medical students are trained in 
isolation from other health-care pro­
fessional students, hindering develop­
ment of team work skills they are 
expected to use upon graduation.3

In 1975, the Department of Fam­
ily, Community and Emergency Medi­
cine of the University of New Mexico 
School of Medicine embarked upon an 
educational experiment designed to 
supplement the educational environ­
ment of preclinical medical students 
with a longitudinal clinical experience 
beginning in the first year of medical 
school. This report communicates the 
results of two years’ experience with 
this project in terms of achieving the 
educational objectives of the Depart­
ment.

Methods
The University of New Mexico 

School of Medicine has long of­
fered preclinical medical students

4 6 4 T H E  J O U R N A L  O F

9. Remember, the social worker repre­
sents the social work profession: what 
kind of model is he/she?
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several brief courses which introduce 
first year students to clinical medicine. 
Mandatory courses in emergency medi­
cine and clinical interviewing are given 
during the initial months of the first 
year of medical school. However, skills 
learned in these courses have had no 
immediate application for the stu­
dents.

By adding physical diagnostic skills 
and knowledge about common pri­
mary care problems, the Department 
believed the students would then 
possess the rudiments of a clinical 
knowledge base necessary for provid­
ing general health care. Thus, a course 
entitled “Primary Care and Its Social 
Dimensions” was developed for the 
entire first year class of 75 students 
and offered just after completion of 
the emergency medicine and inter­
viewing courses. The course ran eight 
hours per day for three consecutive 
days in 1975 and for five days in 
1976.*

The Department then offered elec­
tive clinical experiences in which pre­
clinical students could develop their 
newly acquired skills as well as give 
service to the community. Sites were 
chosen on the basis of demonstrable 
need for primary health-care services, 
Students from the Colleges of Nursing 
and Pharmacy participated in many of 
the electives, enabling the formation 
of multidisciplinary student health­
care teams.

•C o p ie s  o f  th e  C o u rs e  s y lla b u s  are available 
in  l im ite d  s u p p ly .  T h e  e ig h t  problem s ' 
cussed are  c o r o n a r y  a r te ry  disease, hyp 
te n s io n ,  s h o rtn e s s  o f  b re a th ,  sore throat, e 
a ch e , p e p t ic  u lc e r ,  a lc o h o lis m , and canc

F A M I L Y  P R A C T IC E ,  V O L .  5 , NO . 3, 19?7



Electives were offered one after­
noon per week during the students’ 
free time and lasted the entire aca­
demic year. Prior to the start of the 
clinical experiences, all participating 
health science students were given 
further instruction in history taking, 
physical assessment, and charting.

Results
Ninety-five preclinical medical stu­

dents (63 percent of both classes) have 
participated in the electives over the 
past two years. The electives for 
1975-1976 and 1976-1977 are listed in

Tables 1 and 2 respectively.
The Education Committee of the 

Department feels its educational goals 
are better achieved through illus­
trative, direct, personal experiences 
rather than through lectures. Though 
the former offers less organized con­
tent about, for example, family dy­
namics, cross-cultural medicine, epi­
demiology, health-care delivery and 
financing, the Committee feels this is 
more than compensated for by the 
higher degree of student interest in 
these problems and more meaningful 
retention of material generated by the 
electives.

The majority of students found 
that the electives stimulated their 
interest in basic science courses, 
especially anatomy, pharmacology, 
and behavioral science. They also 
found that devoting one afternoon per 
week caused little disruption in study 
time. Because patients they saw were 
actually dependent upon their service, 
they took the electives seriously and 
showed exceptional commitment.

Elective participants functioned in 
an informal atmosphere, the students 
and faculty interacting one-to-one. 
Relationships were more like those of 
colleagues than of students and 
teachers and as a result competition 
among the students was almost non­
existent.

For most of the medical students, 
these electives were their first learning 
and working experience with either 
nursing or pharmacy students. In their 
evaluations, medical students re­
peatedly commented on how much 
more adept at care-giving skills the 
nursing students were and that the 
pharmacy students gave invaluable in­
formation about the unfamiliar medi­
cations patients were taking. As a 
by-product of this medical-nursing- 
pharmacy college collaboration, the 
respective faculties were drawn closer.

Conclusion

Multiple, varied, clinical electives 
for preclinical medical students of­
fered by the Department of Family, 
Community and Emergency Medicine 
generated in these students a deep 
personal involvement with their pa­
tients. Students became immersed in 
the learning event and were fully 
engaged with real life problems in the 
surrounding community. The electives 
facilitated a healthier, more coopera­
tive learning environment with fellow 
medical students, other health science 
students, and faculty. Thus, clinical 
electives for preclinical medical stu­
dents can be successfully integrated 
into the curriculum and can favorably 
influence medical students’ attitudes 
toward their early medical education.
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Table 1. Electives During 1975—1976

Elective Medical Students
Nursing and 

Pharmacy Students

Juvenile Detention Home 10 .

Rape Crisis and Fo llow -up Care 8 4

Prison Health Care 8 4

Nursing Home C linic 4 3

Senior Citizens' Center 3 3

Home Health Care 2 -

Rural Health Care 2 -

37 12

Table 2. Electives During 1976—1977

Elective Medical Students
Nursing and 

Pharmacy Students

Rape Crisis and Fo llow -up Care 10 2

Prison Health Care 8 5

Nursing Home C linic 8 4

Home Health Care 10 -

Rural Clinic #1 2 -

Rural Clinic #2 7 2

Rescue Mission 3 -

Children's Shelter C lin ic 4 2

Patient Support Service 2 -

Death and Dying 4 -

58 15
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the same facts as in the example 
above, except that the newly-hired 
Miss Green works only part-time and is 
paid $4,500.

Even though Dr. Smith’s FUTA 
wages are the same as in the first 
example, his credit base shrinks to 
$4,000. Reason: The 1977 wage total 
($14,500, the sum of Miss Brown’s 
$10,000 and Miss Green’s $4,500) is 
only $4,000 more than 105 percent of 
the 1976 total ($10,500). And since 
$4,000 is smaller than the FUTA 
credit base #1 ($4,116), it must be 
used by Dr. Smith as his credit base. 
Result: Dr. Smith’s jobs credit is
$ 2 , 000 .

Credit Base #3:

The final base is a flat 50 percent of 
your 1977 FUTA aggregate. In other 
words, if this base is used, the actual 
credit is one half of one half of your 
1977 FUTA wages. But, in fact few 
doctors will use it, as it generally is not 
the smallest of the three alternatives. 
It is designed mainly to put a credit 
ceiling on new and rapidly expanding 
practices.

Congress anticipated that you could 
end up with a bigger saving from the 
combined credit-deduction than you 
actually pay out in wages. Therefore, 
you are not entitled to a full deduc­
tion and the new credit. You must 
reduce your expense deduction for 
salaries and wages by the amount of 
your job’s credit. In other words, if 
your credit is $2,100, you lose $2,100 
in deductions. This restriction cer­
tainly reduces the net tax savings from 
the credit. However, balancing the new 
credit against the lost deduction, the 
credit base is still valuable.

For a PC in the 20 percent tax 
bracket, a credit dollar reduces its tax 
bill five times as much as a deduction 
dollar. Even for a self-employed doc­
tor in the 50 percent tax bracket, a 
credit is twice as valuable.

An interesting question involves the 
rough parallel of the 10 percent invest­
ment credit to the jobs credit. The 
investment credit has a recapture rule 
whereby a taxpayer may have to pay 
back his credit if he sells his invest­
ment soon after buying it. Does the 
jobs credit have a recapture rule? In 
other words, if a new employee is 
released next year, does one have to
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pay back the credit taken? The new 
law does not provide for any recap­
ture of the jobs credit. New regula­
tions may say otherwise. But as of 
now, you are not locked into keeping 
an employee on the payroll simply 
because his or her wages helped you 
qualify for a jobs credit.

Of course, you can claim the credit 
on your 1978 return as well as your
1977 return. But, for 1978, the credit 
will be figured on FUTA and total 
wage increases between 1977 and 
1978.

A profitable note: The employee 
does not have to be hired in 1977 or
1978 to win you a credit. A new 
employee put on the payroll in 1976 
may help you qualify because the 
credit is based on payroll increases — 
not on the employment of any indivi­
dual. So an employee hired late last 
year may have little impact on your 
1976 FUTA aggregate and total wages. 
But when the employee has been on 
the payroll for all of 1977, their 
presence may make the difference. 
Their 1977 wages may qualify you for 
the credit.

In 1978 the FUTA base is sched­
uled to go from the first $4,200 of an 
employee’s wages to the first $6,000 
of that year. The new law says that 
(for purposes of figuring the jobs 
credit) the FUTA base is to be treated 
as $4,200 for both 1977 and 1978.

The jobs credit places a premium 
on hiring part-time employees. A part- 
timer can have the same $4,200 FUTA 
base as someone making much more in 
total wages. Remember, it is the first 
$4,200 of an employee’s wages that 
really count when figuring the jobs 
credit. As long as your other wages 
have taken a big enough rise, in other 
words, as long as the “total wages” 
base is not the smallest, two new 
parttimers can produce a credit twice 
as big as one new full-time employee. 
Consider this example:

Dr. Parks is an employee of his 
professional corporation and made 
$48,000 in 1976. The only other PC 
employee, Dr. Park’s nurse, earned 
$12,000. As a result of salary in­
creases, the PC’s payment to these two 
employees will go from $60,000 to 
$70,000 in 1977. Dr. Parks also wants 
to hire a receptionist this year.

I f  he hires a fulltimer: A full-time 
receptionist is put on the PC payroll

B rie f Summ ary o f P rescrib ing  Information 
E lase* O in tm ent "
(fibrinoiysin and desoxyribonuclease, 
combined [bovine] ointment)
D e scrip tio n . Elase Ointment is a combination ni 
two lytic enzymes, fibrinoiysin and desow 
ribonuclease, supplied in an ointment base ol linnkt 
petrolatum and polyethylene. The fibrinoiysin com 
ponent is derived from bovine plasma and the 
desoxyribonuclease is isolated in a purified form 
from bovine pancreas. The fibrinoiysin used in th! 
combination is activated by chloroform. e 
A c tio n . Combination of these two enzymes is 
based on the observation that purulent exudales 
consist largely of fibrinous material and nucleocro 
tein. Desoxyribonuclease attacks the desoxi 
ribonucleic acid (DNA) and fibrinoiysin attacks 
principally fibrin of blood clots and fibrinous exu 
dates.

The activity of desoxyribonuclease is limited 
p r in c ip a l ly  to  th e  p ro d u c t io n  of lares 
polynucleotides, which are less likely to be ab­
sorbed than the more diffusible protein fractions 
liberated by certain enzyme preparations obtained 
from bacteria. The fibrinolytic action of the enzymes 
in Elase Ointment is directed mainly against 
denatured proteins, such as those found in 
devitalized tissue, while protein elements of living 
cells remain relatively unaffected.

Elase Ointment is a combination of active- 
enzymes. This is an important consideration in 
treating patients suffering from lesions resulting 
from impaired circulation.

The enzymatic action of Elase helps to produce 
clean surfaces and thus supports healing in a 
variety of exudative lesions, 
in d ica tio n s . Eiase Ointment is indicated for topi­
cal use as a debriding agent in a variety of inflate-! 
matory and infected lesions. These include: (II 
general surgical wounds; (2) ulcerative lesions— 
trophic, decubitus, stasis, arteriosclerotic; (3) sec­
ond- and third-degree burns; (4) circumcision ant 
episiotomy. Elase is used intravaginaliy in: (1) cer­
vicitis— benign, postpartum, and postconizatlgn,j 
and (2) vaginitis.
P re c a u tio n s . The usual precautions against 
allergic reactions should be observed, particularly 
in persons with a history of sensitivity to materials 
of bovine origin or to mercury compounds. 
A dverse R eactions. Side effects attributable tn 
the enzymes have not been a problem at the dose 
and for the indications recommended herein. With 
higher concentrations, side effects have been 
minimal, consisting of local hyperemia.

Chills and fever attributable to antigenic action of, 
profibrinoiysin activators of bacterial origin are not 
a problem with Elase.
Dosage and A d m in is tra tio n . Because the condia 
tions for which Elase Ointment is helpful vary con­
siderably in severity, dosage must be adjusted to 
the individual case; however, the following general ' 
recommendations can be made.

Successful use of enzymatic debridement de­
pends on several factors: (1) dense, dry eschar, il 
present, should be removed surgically before 
enzymatic debridement is attempted; (2) the 
enzyme must be in constant contact with the 
substrate; (3) accumulated necrotic debris must be 
periodically removed; (4) the enzyme must be 
replenished at least once daily; and (5) secondary 
closure or skin grafting must be employed as soon 
as possible after optimal debridement has been at­
tained. it is further essential that wound-dressing 
techniques be performed carefully under aseptic 
conditions and that appropriate systemically acting 
antibiotics be administered concomitantly if, in the 
opinion of the physician, they are indicated.

Genera/ Topical Uses: Local application should 
be repeated at intervals for as long as enzyme ac­
tion is desired. After application, Elase Ointment 
becomes rapidly and progressively less active and 
is probably exhausted for practical purposes at the 
end of 24 hours.

Intravaginal Use: In mild to moderate vaginitis 
and cervicitis, 5 ml of Elase Ointment should be 
deposited deep in the vagina once nightly at bed­
time for approximately five applications, or until the;! 
entire contents of one 30-g tube has been used 
The patient should be checked by her physician to 
determine possible need for further therapy. In more 
severe cervicitis and vaginitis, some physicians:: 
prefer to initiate therapy with an application ot 
Elase (fibrinoiysin and desoxyribonuclease, com­
bined [bovine]) in solution. See Elase package in­
sert.
How Supplied. N D C  0071-1121-53 Elase Oint­
ment, 30-g. The 30-g tube contains 30 units ol
fibrinoiysin and 20,000 units of desoxyribonuclease 
with 0.12 mg thimerosal (mercury derivative) m a 
special ointment base of liquid petrolatum am 
polyethylene. For gynecologic use, six disposable 
vaginal applicators (V-ApplicatorTM) as a separate 
package are available for this tube when required 
to facilitate administration of the proper dose.

NDC 0071-1121-52 Elase Ointment, 10-g. The?, 
g tube contains 10 units of fibrinoiysin and woo 
u n its  of d e so xyribo nuc lease  with Ov4™ 
thimerosal (mercury derivative) in a specia oirn- 
ment base of liquid petrolatum and polyethylene.

This product also contains sodium chloride a 
sucrose as incidental ingredients.
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