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Faculty Forward Survey- Education 

Areas of Concern Identified by the faculty 
- Physicians ability to teach in the first two years of medical school 

 
- Hours distributed for the preparation of lecture, labs, Sm & Lg groups, etc. & 

determining how State/Tuition dollars best support the education mission  
 

- Going from a 24 month to a 18 month basic science curriculum and re- 
 introducing basic science in year 4  
 

- Setting Goals and Benchmarks 
 

- Need for an Education Committee Composed of Faculty and Staff to monitor 
 and promote quality teaching 

Focus on the Medical School Mission     44% Satisfied 
Medical School Governance       21% Satisfied 



Faculty with Different Degrees that Participate in the First Two 
Years of the Medical School Curriculum - Excluding Societies 

Yr 2014-2015 (excludes societies) 
  
Bridge       3 PhD 1 MD 
Foundations      19 PhD 25 MD  3 MD/PhD 
Nervous System     4 PhD  7 MD   2 MD/PhD 
Musculoskeletal     10 PhD 20 MD  1 MD/PhD 1 PT 
Cardiac-Renal-Pulmonary   11 PhD 15 MD  2 MD/PhD 
Digestive Metabolism & Hormones 12 PhD  37 MD  2 MD/PhD 
Infection & Immunology    4 PhD 12 MD  2 MD/PhD 
Life cycle       15 PhD 32 MD  1 MD/PhD 2 PharmD 
Advanced Topics     13 PhD 31 MD 
Clinical Reasoning (Fall2015)   16 PhD 15 MD  2 MD/PhD 
  
Totals       107 PhD 195 MD  15 MD/PhD    317 
%        34%  62%   4% 
 



Basic Science Depts. (5 depts) 
Biochem (1,843 h) 
CMM (6,003 h) 
Immunology (2,123 h) 
Pharmacology (4,507 h)   
Physiology (1,059 h)  
 
 
 
 
 
 
 
 
Total 15,535 h  
  
  

Clinical Depts. (13 depts) 
Anesthesiology (10 h)  
Emergency Medicine (3,741 h)  
FCM (7,069 h) 
Medicine (3,617 h) 
Neurology (654 h) 
OB/GYN (99 h)  
Ophthalmology (339 h)  
Orthopedic Surgery (61 h)  
Pathology (2,138 h)  
Pediatrics (1,400 h)  
Psychiatry (252 h)  
Radiology (109 h) 
Surgery (2,192 h)  
  
Total 21,681 h 
 

Teaching Hours by depts. for FY 2014-2015 (includes societies)  



Suggested Hours for Preparation in Teaching 

All faculty should receive direct student contact hours in addition to the following time below for preparation; 

Session Type Hours Split Type Roll Over 

Clinical Reasoning 15 Yes TCAuthor No 

Update Clinical Reasoning 3 No TCSessionEditor Yes 

Facilitators 3 to 4* Yes TCAuthor No 

ILM 6 Yes TCAuthor No 

Update ILM 2 No TCSessionEditor Yes 

Lab 10 Yes TCAuthor No 

Update Lab 3 No TCSessionEditor Yes 

LargeGrp  15 Yes TCAuthor No 

LargeGrp 3 No TCSessionEditor Yes 

Lecture 15 Yes TCAuthor No 

Update Lecture 3 No TCSessionEditor Yes 

Team Learning 12 Yes TCAuthor No 

Update Team Learning 3 No TCSessionEditor Yes 

* 2 to 3 hrs credit for student contact and evaluations and 1 hr for weekly facilitator meetings 
 

55 responses with 23 from MD, MD/PhD and 32 from PhD faculty.  

Needed requirements - quality assurance and novel teaching methods for long term 
learning and memory. 
 



Survey from the Faculty on  
Medical School Curricular Changes 

1) Would you like to be involved with the COM-T curriculum reform that moves 
the COM-T program to 18 months of pre-clinical education?  
  85 yes (57%) 
  64 no (43%) 
 
Out of 149 responses 

2) If yes, which of the following curriculum aspects would you like to be involved with 
(mark all that apply) 
 Basic sciences       38 (41%) 
 Clinical        53 (57%)  
 Specialty discipline exposure    50 (55%) 
 Health care delivery     26 (29%) 
 
Out of 92 responses 
 



Cont. Survey Results 

3) Your degree(s) (Mark all that apply):  
   MD    105 (71%) 
  PhD    45 (31%) 
  MBA     3  (2%) 
  MPH    10 (7%) 
  other    8  (5%) 
 
Out of 147 responses 

4) Do you currently work with medical students? 
 Yes      130 (87%) 
 No      19 (13%)  
  
Out of 149 responses 
 
5) During which years do you currently work with medical students (mark all that apply)? 
 Year 1     66 (51%) 
 Year 2     63 (49%)  
 Year 3     89 (69%) 
 Year 4     91 (71%) 
 
Out of 128 responses 
 



Cont. Survey Results 

Comments: 
-  A serious “translational science” component should be developed and interwoven 
throughout 4 years – and the clinical time shouldn’t just be more “rotations” and sub-
internships. 
  
- Elective time should be expanded and the distinction tracks (particularly RDT & global 

medicine) further developed. 
 

- To compete with other medical schools, curriculum reform (including an 18 mo basic 
science "core") is essential. 
 

- This transition is a good time to look at a more solidified and longitudinally integrated 
simulation curriculum to supplement basic science concepts and the clinical approach of 
the undifferentiated patient. 
 
- Take a look at the new UCSF Bridges Curriculum.  They're doing a 3 phase blended 
curriculum. 
 
- How do we evaluate the efficacy of the new proposed curriculum?  



Cont. Survey Results 
Comments: 
- The amount of basic sciences curriculum has already been cut significantly. The schools 

named have a very strong incoming class of students. Given that at least some 
population of our students - specially the ones selected for having diverse life 
experiences or preparation that do not always include a strong science background, may 
not be prepared for such a switch.  
 

- I think moving to a preclinical time of 18 months is great. My medical school did 15 
months of pre-clinical time (and the last 3 months was focused on H&Ps- doing and 
documenting.) I was able to retain and solidify pertinent information by seeing patients 
in my second year.  
 

- I am very interested in working on this initiative.  Many educational experience includes 
my current role as the Chair of the Student Progress Committee, having served as a 
Societies Mentor for 6.5 years, experience as a residency Program Director for over 5 
years and most recently I've been appointed to the ACGME Review Committee in Family 
Medicine for a 6 year term.  
 

- I am interested in how to best integrate knowledge of basic sciences with application to 
clinical medicine in infectious diseases, particularly with regard to HIV. 

As a clinical faculty I have students mainly 3rd and 4th yr work with me on the Hematology 
Leukemia / BMT Floor and Malignant Heam / Stem cell transplant clinic. 

 
 



Cont. Survey Results 
Comments: 
- This survey is highly prejudiced toward changing to the 18 month experiment.  It asks if 

we want to be involved; I said yes, but only because I oppose it. There was no option 
listed to consider other alternatives--it just assumes we lemmings want to get on the 18 
month bandwagon.  
 

- I am an experienced family medicine residency director with particular interest and 
experience in rural and underserved populations. I am very much in favor of innovative 
curricular changes in both medical school and residency training. I am in favor of 
shortening pre-clinical experiences and also adding some milestone-oriented additions 
in the 4th year. I am happy to participate and help.  
 

- There is an immediate need to develop Vertical ultrasound curriculum  
 

- Asking a clinical faculty who already feel overburdened with clinical responsibilities 
(which undermines research/teaching time) to increase participation in unfunded 
curriculum development activities seems dubious.  
 

- They already have a poor foundation of knowledge when they begin clinical rotations. 
This would impoverish that further.  
 

- I think students will really benefit from a required anesthesiology rotation.  
 



Cont. Survey Results 
Comments: 
- Having MD and not DO as an option in this survey is a bit insulting  

 
- I was closely involved with the curriculum reform efforts in 2004-2006. I have been 

involved in medical education and residency training since 1987. Depending on the time 
commitment, I may be interested in learning more about the anticipated changes.  
 

- Would also like to see bringing an occasional clinically relevant exposure during the 18 
months of pre-clinicals, ie. Have a surgeon come to anatomy sessions.  
 

- I give the Dermatology lectures in foundations block and work with 4th years on Derm 
rotations  
 

- Need to change the curriculum 
 I'd like to make sure that the Clinical Reasoning course will continue in any revised 
 curriculum.  
 
- I was the ID Block Director at UACOM-Phoenix before moving to Tucson to become the ID 
fellowship program director.  Students need better fund of knowledge before clinical time 



GME Faculty Forward Survey 

“Most Pressing Issue”   
 

Open Ended Question 

Categories of Response 



GME Base Budgeting 

I think that a one size fits all budget approach is not advisable. Some programs may need to 

allocate more money to a certain line item (ie travel) while others may need to spend more 

on another (ie recruitment). Also there should be support outside of individual program 

budgets for resources used by all or many programs (ASTEC lab, etc). 

It is a travesty that Pediatrics has only a couple of institutionally-supported fellowships 

slots, when other departments have as many fellows as Pediatrics has faculty. 

Clarification of the extent to which the hospitals' CMS funding underwrites resideny costs 

(incl. associated faculty cost and ancillary expenses) and to what degree other funding. 

streams are responsible. 

uniform funding on a "per resident" basis. 

Fellowship funding for programs OUTSIDE the Department of Internal Medicine 

Pediatric Fellowships are underfunded. 

Alignment of payor source with role of the trainee - i.e., the hospital should pay for 

positions for those who work in the hospital primarily. 

Increased support of pediatric subspecialty fellowships. 

26  comments 



There is no funding mechanism or award for post doctoral fellows who are in clinical 

programs and do research - they have no funds to travel to meetings - fellowship is a 

critical time in internal medicine subspecialties to really form the foundation for a 

career that includes investigation - need support to encourage this. 

more research funding for residents. 

We also need more funding for fellowship positions - especially in GI and ID. 

complete funding office / support staff for CME south campus. 

we really need administrative support to help with all ACGME requirements for 

specialty/subspacialty training programs 

Does resident travel support include subspecialty fellows, if not then this should 

included. 

GME support of social functions like graduation ceremonies and new-resident 

welcome parties. Paid membership to the hospital gym for residents to support 

resident wellness. 

Support for educational materials and presentation at conferences must be the 

highest priority 

Recruitment funding. Without healthy recruitment good residency candidates will go 

elsewhere! 

The GME office has already developed a method for a fair, simple and transparent 

system for GME funding that has the support of Dept. Chairs. It should be adopted. 

GME Base Budgeting, Cont 



Disassociate GME funds from departments and from Banner. Remove barriers to use 

of funds but hold residency programs accountable to their proposed budgets 

Funding for resident recruitment/interviews, resident graduation 

Fellowship salary funding 

It was very difficult to rank the above. ALL of these things really ought to be 

priorities. It is not clear to me what the mission of this institution is with regard to 

GME. Without an overarching mission, it is difficult to truly plan for the future, and 

to have a resources discussion. GME is important, and it is one of the identities of 

this institution - as poorly managed and funded as many of these programs have 

been over the years. If it is the goal of Banner and the University to increase the 

number of primary care physicians that practice in the state of Arizona, then a 

significant amount of resources should flow in that direction. If it is our goal to 

attract the best trainees, then funding for residents/trainees beyond what is 

currently provided will go a long way. Not all funding should be considered a per 

trainee expense. Recruitment, for example, is one of our greatest expenses each year 

and doesn't fit well in the current per trainee $ amount. We should also look at the 

ACGME requirements as the minimum when it comes to support and think outside 

the box to provide tools, time, and resources necessary to innovate. I will get off my 

soapbox now. 

Uniformity in resident educational costs 

GME Base Budgeting, Cont 



I don't think a one size fits all budget is appropriate. It may be OK to budget a set 

amount per resident across all programs, but individual expenses (like travel) may be 

significantly variable between different programs. Some programs may have didactic 

expenses that others don't. There also should be some shared GME budget for 

common expenses like the ASTEC lab. 

Providing adequate education to existing residents--enough primary care faculty, 

good specialty rotations, less time wasted at meaningless VA rotations. Equity 

between programs is helpful. 

Institutional recognition of residents with things like funding for graduation 

ceremonies and related events, occasional social events, and awards for excellence 

and achievement space 

GME Base Budgeting, Cont 



Faculty Compensation 

Faculty educational expense. 

Support for faculty engaged in clinical and didactic GME 

teaching. 

Funding for faculty who teach residents; change the silo culture 

to a cooperative one. 

support for faculty time to supervise residents, do case 

conferences, mentoring 

support for 'volunteer' faculty that teach our residents in the 

community. 

payment for volunteer clinical faculty who teach residents. 

6 comments 



Matching manpower needs in the state, not only within our hospitals system. 

Increased fellowship spots. 

See above. We need more specialty and fellow residency slots. 

Consider fellowship status of residents who have completed all required training for RRC and fund from practice income of fellows. 

I believe that there is no reason to have our residents rotating at TMC( there has been an overall believe of the residents that TMC does not 

meet any education value, not just the attendings, but the system is not designed for that). I believe that the current administration at the 

VA has no intension to provide our residents with education when rotating on electives there, We should transfer all residents having 

electives there to the main campus, so they can actually see patients and not just sit in a room not doing anything, in the end we have the 

social obligation to provide our residents with the best training possible and graduate better doctors to take of our citizens and at this 

point I do not believe these two institutions mentioned are of any help on teaching our residents ( TMC wards or VA electives). 

increase the diversity of the residents coming to our programs, increase URM representation 

Manpower and Recruiting 

6 comments 



Resident Research Funding 

Exposure and potentially ability to participate in 

research 

Research funding. 

Increased resident level grant opportunities 

3 comments 



GME Program Expansion 

2 comments 

Funding for programs/tracks that will make UA 
GME programs distinctive. 

Funding for global health directors to 
develop curriculum, mentor residents, and 
develop partnerships competitive resident 
salary 



Survey Design 

The above list is sufficient 

I am concerned about the design of this survey. Specifically the two items that ask 

faculty to rank the need for primary care and specialty care residency slots. Faculty 

will likely respond to this survey and represent their own areas. Primary care 

providers will likely rank the need for primary care slots highly and sub-specialists 

will do the same for subspecialty training slots. I would suggest a relook at this survey 

design for these two items. 

2 comments 



Teaching Environment 

Improved Simulation Laboratory. 

funds may be needed for additional learning space. residents and fellows need 

classrooms too for didactics. not enough learning space at this college. 

Funding for simulation (faculty support and time, lab use cost, consumables, etc) for 

resident education directly linked to practice, such as procedure competency (e.g. 

central line) and inter professional training (e.g. crisis resource management, code 

blue training). 

Space for residents and fellows; protected time for educators 

resident education facilities such as simulation labs 

N=5 



Resident Debt 

Cut cost of Medical Education to reduce need 
for career choices based on financial reasons 
alone. 

(Last but not least= a single comment) 


