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Introduction:

A.  Process of the Institutional Self-Study


The Johns Hopkins University School of Medicine (JHUSOM) Institutional Self-Study began in August 2004, with the naming of the self-study coordinator and the appointment of task force members. Membership in the self-study task force included institutional administrators, faculty from basic science and clinical departments, departmental chairs, and students who were appointed to each of the subcommittees. To keep all members of the JHUSOM community informed, a web site for the Institutional Self-Study (www.hopkinsmedicine.org/LCME) was created and maintained with frequent updates as the database was populated and reports were generated. Regular updates on the self-study were delivered to the Medical School Council and to institutional leadership groups.  Subcommittees met independently throughout the fall of 2004 to complete the database, identify strengths and weaknesses and develop recommendations for quality improvement.  The student survey was administered online in February 2005, and results were distributed to all course/clerkship directors in spring 2005.  Final subcommittee reports were presented to the Steering Committee from January through April 2005, and recommendations to the Dean were made in April 2005.

There were many initiatives underway in the School of Medicine prior to the start of the LCME Self-Study that promoted its aim of improving the quality of the educational experience.  In the area of student support, the Student Assistance Program was funded in 2003 to improve access to and breadth of personal counseling and support services for students. The Office of Student Affairs was restructured in 2004, with the addition of 2 Assistant Deans for Student Affairs.  A new Assistant Dean for Minority Affairs and Director of Office of Diversity was named in 2005 to provide additional support for minority recruitment, retention and advising efforts. In the area of curricular support, the Office of Academic Computing was funded in 2000, with a resultant increased use of information technology in the curriculum. An advisory board and director were named for the new Simulation Center planned to open in 2006. An interdisciplinary Curriculum Reform Committee has been actively engaged in curriculum development since 2003. Since the appointment of Vice Dean for Faculty, a number of faculty initiatives have been completed and are underway. A Faculty Professional Development Guide (The Silver Book), and Faculty Parental Leave Guidelines were developed with the Medical School Council and widely disseminated (also on SOM Website). A New Faculty Orientation has been offered annually since 2002, which introduces new faculty to the institutional leadership, and provides the faculty with an overview of the appointment and promotion process, annual faculty reviews, education and research resources and compliance requirements. A SOM faculty appointment letter was developed with the Advisory Board of the Medical Faculty (ABMF) so that all newly recruited faculty members have a clearly delineated academic plan with expectations of percent effort for teaching, research and clinical practice. The Women’s Leadership Council has grown in size and activity with active mentoring and professional development programs. An Assistant Dean for Faculty Development has been recruited to broaden the faculty development and mentoring efforts at the SOM. Three additional working groups had been appointed by the Dean to address faculty issues (see table under Section IV. Faculty).  Lastly the 10-Year Capital Plan includes replacement hospital facilities for adult acute and critical care services and all children’s services and a new Education Building. The LCME Self-Study process has been instrumental in clarifying the need, priority and approach for the aforementioned initiatives, including space requirements for education in the clinical buildings.
B. Issues in the Previous LCME Survey

Johns Hopkins University School of Medicine received a seven-year accreditation at its last survey in 1999.  Several issues were identified in that review, and an interim report was requested in 2001.  This report was accepted by the LCME, with exception of additional documentation of the primary care curriculum.  This second report, dated April 2003, was accepted by the LCME in July 2003. (All correspondence available at http://www.hopkinsmedicine.org/LCME).  Nevertheless, the current self-study began with careful attention to these previously identified issues. The issues and the activities directed to them in the interim are summarized below:

1)  The establishment of bylaws that describe the manner in which the medical school is organized, including the responsibilities and privileges of administrative officers, faculty, students and committees. Formal bylaws were drafted and formally adopted in September 2005. These bylaws are located in Appendix IS-4a(2005).

2)  The system for periodic evaluation of the objectives, content and methods of pedagogy utilized for each segment of the curriculum, as well as the entire curriculum—including the method and results of monitoring redundancies and deficiencies in the curriculum.  

· The Educational Policy Committee (EPC) adopted a new formal policy for its periodic review of courses and clerkships intended to address this deficiency. Supporting materials and criteria for the course/clerkship review are detailed in the document, Guidelines for Course Directors. (Appendix document ED-35). This process was re-evaluated during the current self-study, and has been made more robust with the creation of a separate subcommittee of faculty and educational expertise, charged with periodic internal review of the courses and clerkships (see ED-33).  

· In 2001 a retreat of the EPC reviewed the entire curriculum, with particular attention to omissions of content, new areas of study, flow, and outcome measures, such as student performance and student feedback.  This retreat was a major impetus for the decision to move ahead with curriculum reform. 

· In July 2004, an Associate Dean for Curriculum was named.  

· Two curricular databases were instituted in 2003-04 which have supported curriculum maintenance and curriculum reform efforts:  the 2004-05 curriculum was entered into the AAMC CurrMIT database in summer 2004, and an online searchable database (the Medical Course Cataloguing System) was developed by the Office of Academic Computing, with keywords to all lectures in the first 2 years of the curriculum. (Available at: http://oac.med.jhmi.edu/curriculum).

· In 2004-05, the Clinical Clerkship Directors developed and implemented a standardized clerkship evaluation instrument, which will provide a measure of common methodology issues across the clerkships, such as direct observation and quality of teaching, as well as aspects of the clinical environment, such as bioethics and cultural competence.
3)  The evaluation of educational program effectiveness based on assessment of the extent to which specified instructional objectives/outcomes are achieved, in particular the assessment of Hopkins graduates performance during residency training in the domains of knowledge, skills, behaviors and attitudes, with sufficient specificity to provide useful feedback about the achievement of learning objectives. 

A revised instrument for the program directors’ questionnaire was developed and presented in the 2001 Interim Report. A 3 year summary of results is presented in Appendix document ED-48. In 2005, this instrument was revised again to better reflect the competencies and objectives specified in the Institutional Educational Objectives. The questionnaire was sent to all program directors online in May 2005; response rate was 68%. The revised questionnaire and the results are presented in Appendix ED-47b2(2005).  A task force of the EPC has met to develop a Student Outcomes Database for the School of Medicine, which will include pre-matriculation data, performance assessments during matriculation, and post-graduate measures of performance.

4)  The results of the process complying with the accreditation standards that defines the objectives of clinical education and establishes quantified criteria for the types of patient, the level of student responsibility, and the appropriate clinical settings necessary to accomplish this goal. 

In 1999, most clerkships were monitoring student experience with the use of written patient logs.  In 2003, the Office of Academic Computing developed a web-based patient log system, Patient Tracker, which was piloted and then adopted by each of the clinical clerkships in 2004-05. Patient Tracker allows clerkship directors and students to monitor student experience during the rotation.  With improved information, each of the clerkships has developed quantitative patient criteria and student responsibility, which are presented at orientation to the clerkships (see ED-2).

5)  Steps taken to establish consistent evaluations by direct observation of students’ clinical skills and behaviors across the clerkships, including sufficiently early formative assessment to enable a student to make improvement before the end of the rotation. Several initiatives have been adopted by clinical clerkship directors to address this issue:

· Use of structured clinical observations within clerkships, such as the mini-CEX (Emergency Medicine, Medicine).

· Use of “teaching residents” who can provide dedicated time for direct observation of skills and provide feedback (Medicine).

· Use of dedicated “teaching attendings” for inpatient services (Medicine, Pediatrics).

· Use of dedicated preceptors for ambulatory rotations, with faculty development aimed at effective feedback, e.g. “Microskills of One-Minute Precepting.” (Ambulatory Medicine)

· Resident and faculty development in direct observation and feedback skills.(Ob-Gyn, Surgery, Medicine)

· Use of standardized patient mid-rotation assessments for formative purposes. (Medicine, Ambulatory Medicine)

6)  How the school has achieved timely and consistent feedback to students on completion of each clerkship.  Students in each of the clerkships have immediate access to online evaluations through the web-based E-value® system. The EPC formally adopted a policy of a six week deadline for reporting of grades to the registrar; this is monitored by the EPC, with the Vice Dean for Education intervening for those directors in arrears.  55% of clerkship rotations remained out of compliance with the six week deadline during the 2004-05 self-study year. Of these rotations, the mean delay beyond six weeks was 5.1 weeks (range 1-11 weeks). While not on target, this is much improved from the student perception of a 4-6 month delay in reporting of grades (see Medical Student Survey).

7)  Progress establishing greater coherence and continuity of care in the core primary care education experience of all students.  Several activities in this area were outlined in the 2001 Interim Report.  The SOM recognizes this as an area in need of continued development. This has been a major theme in the curriculum reform discussions, particularly in the Clinical Sciences Subcommittee which has recommended a longitudinal primary care experience in Years I-II, and a chronic care selective requirement in Year IV.

8)  Progress expanding facilities for study and small group conferences. After hours study space has been addressed by: 1) Opening the Outpatient Center space for night and weekend use (includes small group rooms, wireless connectivity and a refreshment bar), and 2) Opening study space in the Bloomberg School of Public Health to JHUSOM students.  Small group conference space remains an issue, especially in clinical teaching; it is anticipated that this will be improved with the addition of a new preclinical education building and the replacement hospital facilities.

9)  Copies of current agreements with clinical care facilities.  Attached in Appendix ER-9.

10)  Status of the program to recruit under-represented minority students.  (See response to MS-8c, and Appendix document MS-8c).  Even prior to the Institutional Self-Study, the SOM leadership recognized the importance of diversity issues, not only within the student body, but especially within the faculty, as critical elements in the successful recruitment and retention of under-represented minority students.  SOM efforts in Diversity are outlined in the “Report of the Faculty Gender and Diversity Committee to the Board of Visitors,” referenced in FA-1. 
2004-05 Institutional Self-Study Report

I. Institutional Setting

A. Governance and Administration

Institutional Planning

The mission of the Johns Hopkins University School of Medicine (JHUSOM) is to prepare physicians to practice compassionate, patient-centered clinical medicine of the highest standard and to identify and solve fundamental questions in the mechanisms, prevention and treatment of disease, in health care delivery or in the basic sciences. Institutional priorities for JHUSOM are set within the context of the strategic priorities for Johns Hopkins Medicine, i.e., the entity combining JHUSOM and the Johns Hopkins Health System (see appendix document IS-9.b.,“JHM Organizational Structure”). The strategic priorities for Johns Hopkins Medicine are outlined in response to IS-1.b.
The Johns Hopkins Medicine strategic planning process is overseen by the Executive Office of Johns Hopkins Medicine, under the direction of Toby Gordon, Sc.D., Vice President, Strategic Planning and Market Research.  Dr. Gordon and her team conduct an annual situational assessment of the current status of Johns Hopkins Medicine and its member organizations, including the JHUSOM.  Each member organization of Johns Hopkins Medicine develops a strategic plan (the timing of which corresponds to regulatory requirements) that incorporates information derived from the Johns Hopkins Medicine situational assessment.  The strategic plan consists of the organization’s mission, vision and values, a tailored situational assessment, long-range goals and strategic recommendations.  The strategic recommendations take into consideration the Johns Hopkins Medicine strategic priorities and components of the annual operating plan, including management objectives, targets, and budgets.  This strategic plan must be reviewed and approved by the senior leadership of the JHUSOM and, ultimately, by Edward Miller, M.D., Dean/CEO of Johns Hopkins Medicine. 
An annual JHM leadership retreat brings together all the member organizations of JHM to review and discuss the situational assessment and strategic priorities.  Long range plans are also reviewed and discussed including the ten year financial plan, the information technology plan, plans of each mission component (research, education and clinical care) and the community. This process has served to educate and ensure support from the entire Hopkins community about the education mission of Johns Hopkins

Within the JHUSOM, under the aforementioned planning process each clinical department engages in an annual planning and budgeting process that is presented in summary form by the chair to the Dean/CEO, the President of the Johns Hopkins Health System, the Chief Financial Officer of Johns Hopkins Medicine and other leaders of Johns Hopkins Medicine.  Departments are expected to address strategies and plans for all areas of the mission, i.e. education, research and patient care. 

Governance Structure

The governance structure of Johns Hopkins Medicine and JHUSOM ensures that the teaching and research missions of the School of Medicine are well integrated with the missions of the Johns Hopkins University and The Johns Hopkins Hospital and Health System. The Dean/Chief Executive Officer of Johns Hopkins Medicine is the chief academic officer of the School of Medicine.  In addition, the President of The Johns Hopkins Health System Corporation and The Johns Hopkins Hospital, who also serves as the Executive Vice President of Johns Hopkins Medicine, has a reporting relationship to the Dean/CEO of Johns Hopkins Medicine.   The Dean/CEO also serves as the Vice President of Medicine for the Johns Hopkins University.  Dr. Edward D. Miller, the current Dean/CEO, is the first person in Johns Hopkins history to hold the combined positions of Dean of the Medical Faculty and Chief Executive Officer of Johns Hopkins Medicine.  As such, he is responsible for the people, resources, and facilities for all aspects of teaching, research, and patient care and has the ability to assure that each of these missions is adequately supported.

The Presidents of Johns Hopkins Bayview Medical Center and Howard County General Hospital report to the President of the Johns Hopkins Health System Corporation (who also serves as President of The Johns Hopkins Hospital) who, as previously noted, reports to the Dean/CEO.  The Dean/CEO makes the final decisions and has the ultimate responsibility for JHM, but receives guidance and advice from the faculty and department directors through the Advisory Board of the Medical Faculty (ABMF), which meets monthly. The Dean/CEO is assisted in his duties by his management team, including the officers of Johns Hopkins Medicine, the JHUSOM vice deans, associate deans, assistant deans, and management of the Hospital and Health System.  This governance structure is appropriate for an institution of the size and the characteristics of The Johns Hopkins University School of Medicine.

Relationship of Medical School to University

The governance of the School of Medicine and Johns Hopkins Medicine is intended to enhance the effectiveness of interaction between the Medical School Administration and University Administration.  The President of the University chairs the School of Medicine’s Advisory Board of the Medical Faculty. The Dean/CEO also serves as the Vice President of Medicine for The Johns Hopkins University.  The President of The Johns Hopkins University serves on the Board of Johns Hopkins Medicine and chairs the Executive Committee of the Board of Johns Hopkins Medicine.

The cohesiveness of the leadership among the different components of Johns Hopkins Medicine is facilitated by its structure and by the broad integrated role of the Dean/CEO.  With all the Presidents of the different components of Johns Hopkins Medicine reporting to him through the President of The Johns Hopkins Health System, the Dean/CEO is well positioned to facilitate coordination of The Johns Hopkins Hospital, Health System, School of Medicine, and the other medical components.

Stability of Administration
The medical school administration has been stable in that senior administrators have long tenures at Hopkins and the little turnover that has occurred in the Dean’s office has been prompted by promotion.  Dr. Edward D. Miller, Dean/CEO, has held his position since 1997.  Mr. Richard Grossi, Chief Financial Officer for Johns Hopkins Medicine has served as the financial officer of the School of Medicine for 26 years, and Ms. Mary Foy, the Registrar, has served in her capacity for 37 years.  New positions have been added in the Dean’s office in a timely fashion to meet new opportunities or address new concerns.  For example, in November 2001, the position of Vice Dean for Research was expanded to include a new Vice Dean for Clinical Investigation.   

When Dr. H. Franklin Herlong retired as Dean of Students after 15 years, two additional assistant dean positions were created to help serve the new Associate Dean for Students.  The expansion in the Dean’s staff devoted to students reflects the institution’s commitment to enhance the mentoring of medical students under the leadership of Dr. David Nichols (Vice Dean for Education) and Dean Edward Miller. Dr. Ronald Smoot retired as Assistant Dean for Minority Affairs in summer 2004 and Dr. Crystal Simpson’s appointment as Assistant Dean and Director of the Office of Diversity has increased the activities that focus on recruiting, retaining, and promoting under-represented minority medical students and advocating diversity within the medical school.

B. Academic Environment

Basic Science Graduate Programs

The School of Medicine administers 15 graduate programs in basic sciences, including those that grant the M.A. degree (1 program), the M.S. degree (1 program), and the Ph.D. degree (13 programs).  In all, there are more than 600 graduate students in these programs.  The graduate students in the School of Medicine are outstanding, and they engage in rigorous and high quality coursework. Medical students interact with these graduate students in shared coursework, such as Molecules and Cells in the preclinical curriculum, and when graduate students serve as Teaching Assistants in courses such as Cellular Biology. 

To ensure that each graduate program adheres to the highest academic standards, the Advisory Board of the School of Medicine has established the Committee on the M.A. and Ph.D. Programs as a venue for:  a) formal School of Medicine administrative approval of all M.A., M.S., and Ph.D. theses; b) ongoing discussion of issues and policies that face our graduate programs and their students, including financial issues; and c) periodic review of individual graduate programs.  The M.A./Ph.D. Committee is comprised of the directors of each graduate program, the Associate Dean of Graduate Student Affairs, the Registrar, two students selected by the Graduate Student Association, and a senior (in rank) School of Medicine faculty member experienced in matters relevant to graduate education but who is also not a program director.  The Committee on M.A. and Ph.D. Programs meets monthly during the academic year.  Two of these meetings are devoted largely to presentation and approval of degree candidates by their program directors; the remaining meetings allow opportunities for discussion of policies that directly affect student benefits and responsibilities.

Residency Training Programs 

There are 27 residency training programs at Johns Hopkins providing the training of 783 residents and 445 clinical fellows.  The residency programs at Johns Hopkins attract some of the best residents in the nation. These residents play an important role in teaching the medical students during basic rotations and clinical electives. The institution is committed to improving the quality of resident teaching and evaluation of medical students.  

All ACGME programs are currently accredited. No major expansion in residency programs is anticipated.  No change in the sites used for training medical students or residents is anticipated, with these exceptions: (1) surgical residents will be removed from Sinai Hospital; (2) residents in obstetrics/gynecology will be doing only gynecology at Greater Baltimore Medical Center; and (3) ophthalmology residents will be removed from Sinai Hospital.

Continuing Medical Education

Johns Hopkins also has an active office of Continuing Medical Education that sponsors a diverse group of courses.  CME courses help faculty keep their knowledge up-to-date and also allow faculty to practice and sharpen their teaching skills.  The institution offers scores of regularly scheduled conferences for CME credit (e.g., grand rounds, tumor board meetings, quality improvement meetings, etc.).  Students are welcomed at any of these when they are rotating on those services.

Faculty Research Activities

Given its goal of being a world leader in creating new knowledge to improve the health of individuals and the public, it is not surprising that JHUSOM has a large number of faculty who devote their careers to research.  The size of the research faculty ensures that virtually every area of medical research—from basic science to epidemiology to clinical—is under active investigation. In both basic and clinical departments the faculty are committed to integrating discovery into their educational interactions with medical students.  The high ranking of the JHUSOM in terms of extramural support received from the National Institutes of Medicine (#1 in recent years) speaks to the quality and quantity of research faculty and their level of commitment.

Resources for Research

The Johns Hopkins School of Medicine has achieved its high ranking in NIH dollars received for investigation by committing substantial resources to its research mission.  The School of Medicine has a total of 903,247 net assignable square feet of research space and has made major commitments to expansion.  In the last five years, the School of Medicine has built two new buildings devoted to research, accounting for 195,721 net assignable square feet of additional research space.  The McKusick-Nathans Institute for Genetic Medicine, under the leadership of Dr. Aravinda Chakravarti, brings together over six departments to address the genetic basis of complex disorders and other genetic research problems.  The Institute for Cell Engineering, under the supervision of Vice Dean for Research, Dr. Chi Dang, is comprised of four core research programs related to stem cell biology that span eight clinical and basic science departments.  The Institute for Basic Biomedical Sciences, under the directorship of Dr. Steve Desiderio, seeks four major research areas that span basic science to clinical applications as well as commercialization.  The institutional commitment to these programs totals well over $70 million.  Intramural support for the conduct of research is also extensive.  For example, the School of Medicine funds its own “Physician Scientist Awards”, which allows selected junior faculty to devote more time to research and thereby enhance their opportunities to secure extramural funding.

Impact of Research Activities on Medical Students

Research is a vital part of the Institution’s mission and more than 95% of our students participate in investigational pursuits at some point during their time here.  The summer after the first year of pre-clinical sciences is used by the majority of students to take part in such research.  However, the third- and the fourth-year curriculum affords extraordinary flexibility so that many students also undertake research electives in addition to their clinical rotations.  All of these experiences count toward credits required for graduation.  In addition, some students seek more in-depth, longitudinal research experiences and take a leave of absence from the medical school curriculum.  Students participate in these experiences both here and at other institutions.  The funding for these pursuits, as well as those mentioned above, come from various sources, including Howard Hughes Fellowships, Howard Hughes Cloisters program, Doris Duke Fellowships, Sarnoff Fellowships, and Institutional Grants.

II.  Educational Program

A. Educational Objectives

The educational mission statement, goals and strategy were adopted during the 1991 curriculum revision and formed the basis for the specific educational objectives which were adopted in 1998 by the Educational Policy Committee (EPC).  The objectives were again reviewed in summer 2003 by an interdisciplinary curriculum reform committee in preparation for its work.  Members of this committee were particularly concerned that the curriculum keep pace with advances in biomedical research as well as the competency-driven objectives being implemented across the continuum of medical education.  The objectives have since been distributed to all students at orientation, are posted on the School of Medicine website, and displayed in student and hospital lounges where faculty, residents and students congregate. 

In summer 2004, the Educational Policy Committee (EPC) solicited from each course and clerkship director the links between the individual course objectives and these overall program objectives. Course/clerkship directors also provided the formative and summative assessment methods used for each learning objective.  The results of this analysis are contained in a “Mapping Document” (see Appendix ED-1.a) in the office of the Associate Dean for Curriculum, and will be referred to in the periodic review of courses. This exercise reinforced the awareness of the overall program objectives among course and clerkship directors and the institution’s commitment to these program objectives.  

Although the institutional objectives predate the ACGME Outcomes Project, the link to the six core competencies was easily demonstrated (see Appendix document, ED 1-a.), since the school’s objectives were written as learner competencies. 

Outcome Measures of the Curriculum

The current curriculum provides an excellent foundation in medicine. Faculty and educational leaders in the SOM monitor educational outcomes to ensure that all career options are facilitated by this curriculum, including residency choices and retention in residency specialty. Evidence that students are well-prepared for their next stage of training derives from the following sources:

· Performance on USMLE Step I and Step 2 knowledge assessments.  99-100% of JHUSOM first-time takers pass Step I and 96% pass Step 2, with a mean score above the national average.

· AAMC Graduation Questionnaire.  In 2004, 97% of responding JHUSOM students reported that they have the skills required to begin residency training.

· Survey of Residency Program Directors re JHUSOM graduate performance.  On a scale of 1-5, with 5=outstanding, JHUSOM students average 4.1-4.7 for all domains questioned, including 4.6 for “overall impression” and 4.5 for “suitability for a career in clinical practice.” (See Appendix ED-48:  Results of Resident Program Directors Survey.)

· AAMC Faculty Roster: For classes 1985-1995, an average 42 (range 38-48) graduates are listed in the AAMC Faculty roster, which translates into 35% of graduates. (See Appendix ED-47b3 (2005).

The School has initiated efforts to better track outcomes related to institutional objectives with a Student Outcomes Database. This effort is currently in development, but anticipates tracking competencies in the Program Directors’ survey, scholarly output, and eventual practice and leadership information. 

Patient Resources and Clinical Settings

The School of Medicine is fortunate in having the patient care resources of Johns Hopkins Hospital and Health System for suitable clinical sites for the professional education of medical students.  These include the three hospitals of the JHHS, the Johns Hopkins Hospital (JHH), Johns Hopkins Bayview Medical Center (JHBMC), and Howard County General Hospital (HCGH), and Sinai Hospital of Baltimore, which together provide a rich resource for clinical teaching.  Students also rotate to Hopkins ambulatory sites such as Johns Hopkins Community Physicians. There is universal agreement among required clerkship directors that the breadth of medicine is adequately represented by the patient experience in the core clinical clerkships.  The SOM has continued its outreach to the community for ambulatory teaching sites, and currently lists 111 community-based preceptors for the required Ambulatory Medicine Clerkship. Dozens of community-based faculty also participate in the Introduction to Clinical Medicine Course.  Despite the stresses of busy practices and the economic sacrifice involved in teaching our students, our volunteer community-based faculty have remained devoted to teaching Hopkins students.  

B. Structure of the Educational Program

Self-Directed and Lifelong Learning

The current curriculum, first implemented in 1992, was designed with a focus toward reducing lecture time and increasing the amount of self-directed learning, with protected time for study in the Year I, and more small group learning in both preclinical years. The self-study task force found numerous examples of self-directed learning throughout the curriculum.  In the preclinical years, students are encouraged to learn through independent study via research and preparation for small group discussions, case discussions and clinical case presentations, written assignments and team-based exercises and collaborative learning. The Year I Organ Systems Course has collaborated with the Office of Academic Computing to develop a computer-based, self-directed learning program called The Living Textbook, which is designed to enhance rather than replace learning in the classroom. 

Problem-solving exercises are used in the Basic Pediatric clerkship, and the Ambulatory Medicine clerkship requires written and oral evidence-based medicine reports.  The Physician and Society course requires self-directed learning in all 4 years, but especially in years 3 and 4, when students take on the role of leading small group discussions in assigned content areas.  Students receive additional orientation to medical informatics and searching strategies in a laboratory exercise in the Ambulatory Medicine clerkship.  The task force concluded, however, that while multiple examples of self-directed learning were documented, there could be greater emphasis on this skill, especially in the preclinical years. For this reason, self-directed learning was included as a criterion for evaluating course/clerkships in the elaborated internal review of courses being implemented in 2005-06.

Preparation for all Careers in Medicine

The educational program includes a rigorous basic science curriculum that emphasizes inquiry and scientific method as well as a knowledge base in the science of medicine.  As noted, more than 95% of JHUSOM students are involved in some form of research activity during medical school, and 87% report authorship of a medical publication by graduation.   Approximately 20% of students take a 5th year or more during medical school to augment training in their area of interest. At graduation, 70-80%
 anticipate a career involved in research and investigation.

A comprehensive required clinical curriculum includes exposure to all of the major specialties of medicine.  The current curriculum is unique in the flexibility of the clinical years, allowing students to pursue potential career interests with early clinical electives.  The SOM elective book lists extensive clinical and research opportunities for students.  As an example, although there is no Department of Family Practice at JHUSOM, there are 5 clinical electives in family practice, including ambulatory and inpatient family practice electives, as well as a rural preceptorship. Thirty-two students chose one of these family practice electives in the most recent academic year. Six students from the class of 2005 have chosen Family Medicine residencies.

The range of residency programs chosen by JHUSOM graduates attests to the breadth of preparation.  In addition to significant numbers choosing categorical Medicine, Pediatrics, Surgery, Neurology, Psychiatry, Pathology and Emergency Medicine, graduates have been accepted into Neurosurgery, Radiation Oncology, Orthopedic Surgery, Ophthalmology and other competitive residency programs. (See Attachment #3, Educational Program Subcommittee Report).

Educational Quality in Alternative Sites

All preclinical courses occur in one site. Small group exercises, case scenarios and presentations are standardized across all teaching groups.  The major issues with consistency in the preclinical curriculum have been with the quality and teaching expertise of small group facilitators.  Students evaluate facilitators and course directors address these issues within the courses, and in the curriculum committee small group evaluations.  In some department-based courses, the department plays a role in providing feedback to and rewarding or recommending for remediation faculty participating in teaching.

Clerkships often use multiple sites, and clerkship directors are keenly aware of the need to monitor the clinical experience and teaching quality during clerkships.  The following strategies are used by clerkship directors to ensure consistency:

· Orientation to the clerkship materials are distributed to all faculty and residents involved in teaching and evaluation of students.  This includes the role of the teaching faculty member, the role of the resident, suggested learning and evaluation activities for students (such as the mini-CEX), expectations for feedback and orientation to the evaluation instruments.

· E-mail reminders to residents to review clerkship objectives at the beginning of rotations. (Ex: Medicine)

· Teleconferencing or use of videotaped lectures on handheld computers to ensure all students have access to same lecture material (Ex: Surgery Clerkship).

· Monitoring of patient care experience through Patient Tracker or written logs (all clerkships). 

· Feedback of student performance and student evaluations of rotation sites to the faculty at alternative sites. (Ex: Ob-Gyn, Medicine, Ambulatory Medicine)

Content Coverage

The current curriculum provides exposure to all required content areas. Student performance in national examinations and post-graduation clinical performance in selected residencies attest to adequacy of preparation.  

The subcommittee concluded that primary care is adequately addressed with the current clinical clerkship experiences, with the exception of a longitudinal clerkship, which is not required in this curriculum.  The lack of a longitudinal clerkship has left JHUSOM students with insufficient experience in active clinical decision-making in primary care, which is reflected in the AAMC Graduation Questionnaire. This deficiency has been addressed in the planned curriculum reform (to be implemented in 2007-08), which anticipates a year-long primary care clerkship in Years One and Two. In addition, while chronic illness and rehabilitative medicine are addressed in some structured sessions, additional fourth year clinical experiences are being planned in the new curriculum. 

Geriatrics, pain management, end of life care, nutrition, occupational health and health systems and economics have all been identified as inadequate in the current curriculum, often due to insufficient active learning and documentation of competence in these areas. Plans to address these areas are as follows:

· Pain: A multidisciplinary group, the Pain Curriculum Development Team, has mapped a new pain curriculum across the curriculum which will be piloted in the next academic year.  

· Geriatrics: Selectives in geriatrics have been added to the Physician and Society (PAS) curriculum, a day-long program on geriatrics and clinical medicine has been added to the end of the pre-clinical curriculum, and the Medicine clerkship has required lectures and standardized patients in geriatrics.  In addition, a new faculty development program funded by the Hartford Foundation will be implemented in May 2005 to train non-geriatrics faculty in the principles of geriatrics; one component of this program will be teaching geriatrics in the context of non-geriatric clinical settings (such as Emergency Medicine and Orthopedic services).  

· Health Systems and Economics: Health systems and health economics are currently included in PAS; these topics will be bolstered in the new “Genes to Society” curriculum, which will emphasize access to care, economics and health care disparities, as well as population- based medicine.

· Nutrition: There is a dedicated section of Metabolism that addresses aspects of Nutrition in the preclinical curriculum, using the Nutrition in Medicine® online modules.  Nutrition is addressed in the Pediatric Basic Clerkship, Ambulatory Medicine clerkship (obesity) and Surgery Clerkships.  

· Occupational Medicine:  Occupational medicine and disability are covered in one selective of PAS Year 2. Taking an occupational history is assessed in the Medicine clerkship in one SP encounter.  

The PAS Course has been the venue for many of these topics, but students have expressed distress with a lack of rigor in this course, and integration with other learning experiences. Recent changes in the Year 3 & 4 curriculum for PAS were well-received; a new course director and two associate directors for PAS were named in 2005.

The Curriculum Reform Committee has noted that these topics share a lack of departmental ownership that may explain the less robust inclusion in the current curriculum, especially during the clinical biennium. The planned model of curriculum management in the new curriculum includes teams of faculty planning and monitoring “horizontal strands” through the 4 year curriculum, so that these topics are covered repeatedly and with increasing complexity appropriate to students’ developmental stage.

Student Workload

The clinical curriculum is strongly oriented towards education and formal teaching.   The hospital support services that have been upgraded in response to ACGME requirements, such as IV and phlebotomy teams, and electronic access to radiology films, have also lessened a need for “service” from students. We are unaware of any concerns that service outweighed education in a clinical clerkship. A formal policy on work hours in the clinical clerkships was adopted by the EPC in October 2004 (see database ED-38c). The clinical clerkships are actively monitoring the work hours that students report in the inpatient clerkships; clerkship directors interview students whose hours exceed the prescribed limits. Our findings have been that excessive time in the hospital has invariably been a student’s choice to pursue additional educational experiences, such as writing up patient assessments close to the patient, or seeing an unusual surgical procedure. 

Formal Teaching

The range of formal instructional hours reported by the clerkships is 6-18 hours/week, which is felt to be sufficient. The subcommittee reviewed the inpatient and ambulatory teaching balance in each of the specialties and found it also to be appropriate to the student learning experience. 

Appropriateness of Clinical Sites

Clinical sites are continually reviewed by the clerkship directors.  Student feedback is solicited at the end of the rotations, and patient experience for the different sites is monitored through the web-based patient log system, Patient Tracker.  One inpatient site for the Ob-Gyn clerkship was removed as of the 2005 academic year for quality reasons.  The Ambulatory Medicine clerkship has also removed practice sites that have received low ratings by students in the quality of teaching or level of patient experience allowed. The remaining clerkships report stable, high quality clinical teaching sites. 

C. Teaching and Evaluation.

Supervision of Students in Clinical Clerkships

The self-study committee concluded that one of the distinct strengths of the educational program is a large, dedicated and talented pool of faculty teachers. Each of the core clinical clerkships mandates faculty supervision of medical students throughout the clerkship.  Medicine and Pediatrics have instituted teaching faculty attendings, (as distinct from patient attendings of record), for medical students in order to address the lack of congruence between student and resident schedules that has occurred with recent regulatory changes. These dedicated teaching faculty have additional opportunities for clinical teaching and supervision of skills in small groups.  

Several of the basic clerkships rely on community-based faculty to provide and supervise appropriate and balanced medical student clinical experiences.  For instance, students in the Medicine clerkship spend 50% of time in the tertiary/quaternary care Johns Hopkins Hospital, and 50% in an affiliated community hospital.  Approximately 30% of office-based preceptors in the Ambulatory Medicine clerkship were recruited from the community.  At the start of the self-study it was recognized that several of these teachers had not applied for faculty appointment.  This issue has been addressed with clerkship directors and Department Directors and is being remediated; faculty appointments are now tracked in the clerkship databases and new preceptors are asked to request appointment as they are recruited.

Preparation for Teaching

Residents are actively involved and provide a large amount of teaching to students in all of the required clerkships with the exception of Ambulatory Medicine.  In 2004 the JHUSOM Graduate Medical Education Council adopted a policy (Appendix ED-24) which mandates that Teaching Skills be included as part of the competency evaluations of resident trainees, and that clerkship directors collect and provide to program directors student evaluations of resident teaching. To date, resident teaching skills development has been based in departmental training programs.  

The institution has a number of faculty development opportunities for teaching skills.  The Johns Hopkins University Generalist Faculty Development Program has sponsored a 10-month long Teaching Skills Workshop for the past 17 years. Full time and volunteer generalist faculty, as well as chief residents, have participated in this workshop.  Most recently the workshop has been shortened to 3 months in order to encourage more flexibility with teachers’ schedules.  For the past 3 years, the School of Medicine has sponsored a 10 session evening course entitled  “Introduction to Teaching in Medicine: Principles, Practices and Issues.” to provide faculty with basic introduction to adult learning theory, elements of curriculum development, student assessment and skills of feedback and small group instruction; 48 faculty have completed this course. Fellows have also participated through a scholarship program. Sinai Hospital sponsors on-site teaching skills development for residents and faculty, offering interactive workshops in ambulatory precepting, giving feedback and small group instruction.  The Ambulatory Medicine clerkship has sponsored faculty development evening sessions with dinners to introduce faculty members to topics such as feedback skills, “teaching on the fly” and evidence-based medicine.  These faculty development courses are either free to participants or supported by tuition remission grants.

As both volunteer and fulltime faculty become stressed with demands on time and productivity, access to their time has become increasingly difficult, and is the major limitation in efforts to ensure all teachers have received generic teaching skill development.  The institution is exploring using technology to assist in the dissemination of teaching skills development with web-based or CD-ROM based interactive learning modules. The increased emphasis on documentation of excellence in teaching that arose from the Clinician Educator Task Force recommendations has further encouraged faculty effort in improved teaching skills.

Learner Evaluation 

Self-study members observed that there has been increased use of multiple methodologies in the assessment of students for attainment of educational objectives over the past seven years, with increased use of validated measurements and structured observations.  As evidenced by Appendix Document ED-1a, multiple methods are used for the achievement of knowledge objectives, including extensive use of written knowledge tests, problem sets and problem-solving exercises, lab practical examinations, and small group work in the preclinical years. Each of the clinical clerkships uses the NBME shelf examination for assessment of medical knowledge in the relevant specialty, with the exception of Ambulatory Medicine, Emergency Medicine and Ophthalmology which use internal written examinations.  Patient care and communication competencies are evaluated with several structured observations by faculty members in Year I Psychiatry, Year I Introduction to Clinical Medicine, and Year II Clinical Skills, as well as use of standardized patients with feedback in Year II Clinical Skills, and Year II Physician and Society. Four of the clinical clerkships have added the use of standardized patient assessments either as formative or summative assessments, as additional methods of evaluating patient care skills.  Year I Physician and Society has explored the use of peer review for professionalism, and active experiences with reflective writing for systems-based knowledge.  The curriculum’s emphasis on inquiry and scientific method emphasizes the habits of reflective learning and practice based learning; written essays, research papers and integrated reports are required in Physician and Society (all years), Introduction to Clinical Medicine, Ambulatory Medicine, and Rational Therapeutics.  Oral presentations are required in Neurology, Emergency Medicine, and Ambulatory Medicine.  In the clinical years, there is universal use of faculty and resident global rating forms, which are linked to the clinical competencies.  Professionalism is assessed primarily by resident and faculty observation. System-based knowledge is assessed in the management plans proposed during the clinical clerkships, the global rating forms, and discussion groups of Physician and Society.

Clinical Competence

The extensive use of global rating forms to assess student competency in the clinical years evokes a need for faculty and resident training in the use of these forms, analysis of the ratings, and feedback to faculty and residents of their rating behaviors.  Also lacking is a sense of developmental progression in clinical skills attainment, given the flexibility of the clinical curriculum.  Valid and reliable assessments for systems-based knowledge, cultural competence and critical self-appraisal are currently not in use.  Self-study members endorsed the adoption of a comprehensive clinical assessment, preferably early in Year IV, which would address most of these issues. At the close of the self-study, the Director of the Clinical Education Center announced his departure, and the Simulation Center staff were working with design teams to plan the space and equipment needs. Staff and space issues should be resolved in the next year, at which time planning for a comprehensive clinical examination can proceed.

Timeliness of Feedback

Most preclinical courses use quizzes and review sessions to help students prepare for summative examinations. The self-study committee felt that this may be appropriate for short courses or primarily lecture-based courses. It was also recognized that the small group activities were another opportunity for feedback, and recommended dissemination of feedback tools such as those used in Pathology course (see Appendix ED-28a). Clerkships are also providing formative feedback by having course directors review student patient logs (all clerkships), meeting with students (Surgery clerkship director), or with formative observed clinical skills examinations (Medicine, Ambulatory Medicine). The opportunity to improve narrative and formative feedback is now included in the internal review of courses conducted by the EPC. The institutional adoption of online evaluations (E-value®) has increased the amount and timeliness of feedback available to students in the clinical clerkships. 

D.  Curriculum Management

Mechanism for Managing the Curriculum

The Educational Policy Committee (EPC), chaired by the Vice Dean for Education, with representation of pre-clinical and clinical course directors, Associate and Assistant Deans for Student Affairs, Directors of the Office of Academic Computing and Office of Medical Education Services, Registrar and student representatives, meets monthly to review curricular issues. (See Appendix ED-33a1, EPC Organizational Chart). Each course and clerkship undergoes review in rotation. In addition, Year I and Year II Curriculum Committees, with input from student focus groups, meet to ensure the adequate integration and coordination of preclinical course work.  This has created a high quality preclinical curriculum that has remained responsive to the student feedback.  As an example, a longitudinal Biostatistics course was given its own sequence in the Year I curriculum, to allow adequate student attention to the content.  The Clinical Clerkship Directors subcommittee also meets monthly to discuss uniformity of pedagogical approaches and evaluation. Activities of this subcommittee are listed below.  

Resources to Support Curriculum Management

Recent years have seen significant resource enhancement towards curriculum management. One of the dramatic products of the Office of Academic Computing (OAC) has been the creation of an online Medical Course Cataloguing System (http://oac.med.jhmi.edu/curriculum).  Each lecture in the preclinical curriculum has been videotaped and “keyworded” into this database.  Students and faculty can search for content, and view the pertinent lectures.  This system allows better coordination of content between courses and longitudinal progression in the curriculum. The OAC has also introduced the use of Blackboard® courseware, which is used throughout the preclinical curriculum and increasingly in the clinical clerkships to facilitate the distribution of schedules, syllabi, and online evaluations.  A third product of the office has been the development of the online patient log system, Patient Tracker, which is used by clerkship directors to monitor student patient experience.

The Office of the Associate Dean for Curriculum was created in July 2004.  This office has undertaken the entry of the JHUSOM predoctoral curriculum into the AAMC CurrMIT Database to allow easier analysis of the curriculum as a whole.  In addition, the office maintains the documented links of individual course/clerkships to the institutional objectives, and the records of EPC reviews of individual courses/clerkships.  Ongoing roles for this office include: coordination and oversight of outcomes assessment of the curriculum, oversight of tracking of developmental progression and attainment of competencies by students through the curriculum, oversight and coordination of the Assessment and Program Evaluation subcommittee of the EPC, fostering, guidance and resourcing of curriculum innovation, and faculty and resident teaching skills development.

The content and objectives of the clinical clerkships have been determined primarily by clerkship directors and their specialty faculty with oversight by the Associate Dean for Curriculum (as Chair of the Clinical Clerkships Directors Committee) and ultimately by the Educational Policy Committee.  Given the flexibility of the current clinical biennium, it has been a challenge to coordinate student learning through the clinical biennium.  The Clinical Clerkship Directors Subcommittee of the EPC meets monthly, however, to review issues common to the clerkships.  In the past three years, as a result of these meetings, the clerkship directors have coordinated several curricular functions in the clerkships including:

· Universal use of the NBME Shelf Examination (when available) as assessment of knowledge.

· Development of a generic faculty/resident “anchored” global rating form for student assessment, linked to clinical competence.

· Adoption of the E-value® online evaluation system to facilitate timely feedback to students.

· Adoption of the Patient Tracker system to log patient encounters during the clinical clerkships.

· Adoption of a monitoring system for student duty hours during inpatient clerkships.

· Increased use of standardized patient assessments for formative or summative skills assessment. 

· Introduction of a standardized clerkship evaluation instrument.

Effectiveness of Curriculum Planning

The self-study concluded that the current process of course review was not systematic and often ineffective. True quality improvement processes within the curriculum remained implicit, indefinite, and were often left to the discretion of the course/clerkship directors.  Much progress was stimulated by the LCME Self-Study, but the committee recommended a more rigorous curricular review process be implemented.  The Student Assessment and Program Evaluation Subcommittee, which will provide quantitative data on individual and programmatic outcomes and firm recommendations for improvements, is critical to this process. This subcommittee began reviews in August 2005. 

Curriculum planning has occurred at the macro level of major curriculum reform and  within individual courses and clerkships in response to problem identification. The 1991 revision of the curriculum resulted in significant changes, including integration of preclinical curriculum, a longitudinal medical humanities course (Physician and Society), increased use of small group teaching in the pre-clinical curriculum, flexibility in the clinical curriculum, and early patient contact in Year I Introduction to Clinical Medicine.  The clinical clerkships shifted to more ambulatory teaching, and a separate Ambulatory Medicine block clerkship was added.  The Year I and Year II Curriculum Committees were created and continue to provide ongoing planning and revision of the integrated preclinical curriculum.  Curriculum planning otherwise has been delegated to course directors, with the EPC serving an advisory role.  Each course/clerkship collects evaluation data, and course directors have convened ad hoc planning committees to review curriculum content and outcomes. 

The EPC sponsored a retreat in 2001 to review the entire curriculum, and address anticipated issues such as new areas of study, resources and faculty development. This retreat stimulated the decision to proceed with a major curriculum reform (see below). The 4 year longitudinal Physician and Society (PAS) course was particularly challenged by new content that had been added since its creation, and for that reason, the PAS course director convened an off-site retreat in 2004, with resources from the Vice Dean for Education, to re-evaluate the course curriculum.  

The curriculum reform committee was created in 2003 to assess the current curriculum and respond to expert consensus reports on the need to reform medical education.  Participants in this committee include SOM administration, basic science and clinical faculty, current students, faculty from the Bloomberg School of Public Health, the Bioethics Institute, and volunteer community-based faculty.  This committee is resolute in its objective to include outcomes assessment at each phase of implementation in a revised curriculum and has recommended an infrastructure within the Office of the Vice Dean for Education to support this evaluation.

E.  Evaluation of Program Effectiveness

Quality of Graduates

The School has consistently monitored three indicators of the quality of our graduates:  the Program Directors’ Survey, performance on National Board examinations, and entry into competitive residency positions.  A recent analysis of 3 years of Program Director Survey results (Appendix ED-48) indicated that, on a scale of 1 (inadequate) to 5 (outstanding), JHUSOM graduates were rated 4.3 for clinical competence items, 4.5 for professional competence items, and 4.1 for overall competence.  From 1999-2001, 94-100% of students passed USMLE Step 3.  Our students continue to place into competitive residency positions. 

Educational Program Evaluation & Improvement

Performance measures are reviewed as they become available to the Educational Policy Committee.  In several instances, this has informed the EPC’s decisions on key curricular issues.  For instance, the low incidence of JHUSOM graduates changing residency specialty choice has been taken as support of the current flexible 3d and 4th year curriculum, which is believed to offer students more opportunities to identify their specialty niche. Course and clerkship directors closely monitor performance on USMLE exams and review items analysis of NBME Shelf examinations to ensure that students receive instruction in appropriate content areas.  The AAMC Graduation Reports are discussed at the EPC, and content areas have been broadened as a result of this feedback from graduates.  The Institutional Self-Study recognized program evaluation as an area in need of further development, not only to monitor attainment of objectives within the curriculum, and to assist course and clerkship directors with appropriate evaluation methodology, but also to develop better post-graduate measures of performance. Two mutually supportive working groups will address this: the Student Outcomes Database committee and the Assessment and Program Evaluation subcommittee of the EPC. 

III. Medical Students

A.  Admissions
Recruitment and Selection Process

All applications are screened personally by 12 members of our Screening Committee. Although there are guidelines for objective criteria for offering interviews, this process allows for the identification of applicants whose overall strengths deserve further consideration even though they might miss the objective cut-offs.  Data from the base year of this self-study showed that approximately 15% (n=583) of students who applied (n=4385) were offered interviews.  5% (n=253) of students who applied were offered positions and ultimately 2.8% (n=120) of students who applied matriculated.  This information gives evidence that the pool of applicants is certainly sufficient in terms of total numbers.  The SOM has had technical standards for admission of handicapped applicants since the last review (see database MS-9).

Evidence for the quality of admitted students also comes from their performance after matriculation.  As seen in Part A.g., Medical Student section of the database, we have an extraordinarily low rate of withdrawal/dismissal from the educational program.  Our students perform above the mean on the USMLE Step examinations.  The success they are able to achieve in our curriculum also leads to their acceptance into very competitive disciplines and programs for post-graduate study/training.  Examination of all of these factors helps to validate the selection criteria.  The Associate Dean for Admissions maintains familiarity with the curriculum by his membership and attendance at the Educational Policy Committee meetings. He also attends Student Promotions Committee meetings where he is made aware of the types of academic difficulties that our students may encounter.  

Number of Students and Educational Resources

The current size of the student body and number of other learners seems appropriate to the resources available for teaching.  Adequate lecture, small group, and laboratory space exists in the Preclinical Teaching Building for the first and second year medical students and graduate students that take courses with them.  Over the years, changes have occurred in the practice and funding of medicine that have impacted faculty resources for teaching.  A large and dedicated basic science faculty meets the needs of the students in the preclinical curriculum. The Self-Study Task Force noted that influences such as financial responsibilities to departments and to the SOM as a whole, current faculty promotion criteria, and effort reporting are impacting upon the amount of time that faculty during the clinical years can spend with students.   

Clinical facilities remain adequate for the training of our students and plans are currently underway to construct new clinical buildings.  A significant amount of input has been sought and given regarding the need for dedicated teaching space for students and post-graduate trainees in these buildings. Students identified study space and lounge space as facilities issues in the Medical Student Survey; these issues are being addressed in both short-term and long-term planning. Since the last LCME visit, significant resources have been allocated by the SOM for education and student services, (see Introduction, Part A of this document). 

Diversity of Students

The SOM is committed to achieving and supporting diversity at all levels of the institution.  This goal is not only in terms of gender, race, culture, and economic but also in terms of the premedical experience, undergraduate institutions studied at, and geographic origin of its students.  Review of data in Part A of the Medical Student Section of the database gives evidence that many of these goals have been met.  There is an almost equal gender split across the four years of the medical school.  Roughly 11-14% of the entire student body in any of the last 6 years is comprised of under-represented minorities.  A significant majority of these minority students are African-American (11% of total student body).  Although the number of Hispanic/Latino students has increased in our school, they still only account for 2.9% of the total student body.    Review of 2004-2005 data, which incorporates new definitions for minorities which are under-represented in medicine (UIM), shows that UIM interviews were up more than 20% and interviews offered to Hispanic/Latino applicants increased by 72%.   

The self-study committee examined data from Part A.c. of the Medical Student section of the database and appendix MS-8c, to compare rates of interviews offered, acceptances tendered, and matriculations for minority applicants and the larger general applicant pool.  For our base year of 2003-2004, 10.5% of minority applicants were offered interviews compared to 15% of the overall pool.  Acceptance rates in this year of interviewed minority vs. all students were roughly equivalent at approximately 5%.  48.7% of accepted minority applicants ultimately matriculated vs. 46.1% of students overall.  Of concern to the SOM and highlighted in the analysis by the Committee of Faculty Recruitment and Diversity is the fact that the percentage of matriculating to accepted minority students has dropped over the past 3 years, from 55% in 2002-03 to 30% in 2004-05. The annual leadership retreat in 2005 will focus on diversity and strategies to improve both minority student support and recruitment and retention of faculty role models.

Current programs in place to enhance recruitment of minority students include the use of Med-MAR (Medical Minority Applicant Registry) to identify minority applicants and distribute recruitment brochures.  The Assistant Dean for Admissions and Financial Aid meets with all interested students from the Minority Summer Internship Program.  The Admissions Office sponsors a dinner on medical school interview day for minority applicants to meet with members of the Student National Medical Association. There is also a specific “Welcome Back Weekend” in the spring sponsored by the SNMA for minority applicants to return to campus.  Costs of travel and housing are covered. Dr. Crystal Simpson was appointed as Assistant Dean and Director of the Office of Diversity to assist in the recruitment and retention of a diverse student body.  

At the institutional level, the medical school Administration is fairly diverse, but there is still under-representation of women and minorities at higher academic ranks.  The Committee on Faculty Recruitment and Diversity was formed by the Dean to examine these inequities and will complement work done by the Women’s Leadership Council and the Medical School Council.  Reports from these committees were presented to the Board of Visitors and the Advisory Board of the Medical Faculty in spring 2005. The report found that approximately 3.8% of the school of medicine faculty came from underrepresented minority groups.  Although this percentage is in line with other medical schools, the committee recommended enhanced efforts to improve the diversity of the faculty further.  Therefore the Dean has convened a leadership retreat for November 2005 to address diversity within the School of Medicine.

Transfer and Visiting Students

Due in part to our exceedingly low attrition rate, the transfer of students into our curriculum almost never occurs. Although a large number of visiting students take elective courses (372 in the past year), it is important to highlight that we do not allow students from other institutions to take required clerkships here.  Our own students are given priority in terms of placement for elective opportunities and the Self-Study Task Force is unaware of any instances in which visiting students have compromised the educational opportunities for our own students.  
B.  Student Services
Student Attrition

With an overall graduation rate of 99+%, there is good evidence that the admissions requirements, academic counseling efforts, and remediation programs are quite successful. Course directors in all four years monitor student progress and maintain close contact with the Office of Student Affairs. The deans in the Office of Student Affairs and Diversity receive copies of grades for all required coursework, and meet with students in academic difficulty to explore possible causes and remedies.  Students in academic difficulty are also discussed at the First and Second Year or Third and Fourth Year Promotions Committees. The need for and success of remediation efforts are reviewed. The range of services offered include individual tutoring, referral to the Student Assistance Program for help with study skills and, when appropriate, evaluation for psychological cause of the difficulty, and coordination with the Office of Equal Opportunity and Affirmative Action to assess for possible learning disabilities.  These resources are felt to be adequate and effective.

Student Career Choice

The mission of the Johns Hopkins University is not career specific; rather, it is to produce compassionate practitioners, investigators, and leaders to improve health through patient care, research, and education. As noted in Section II.B of this report, there is a wide range of career choices among our recent graduates which reflects the breadth of education.  Efforts are underway to track graduates beyond their first post-graduate year to determine the number of individuals who pursue academic vs. non-academic medical careers. The success of our students in the San Francisco Match and the National Residency Matching Program with match rates in excess of 96% supports the conclusion that the current system for career counseling and residency preparation are successful. 

Career Counseling and Residency Preparation

Career counseling occurs through both formal and informal avenues, both of which are important for students. The students and Administration alike have recognized the shortcomings of these systems, however.  Focus groups of students were questioned in fall 2004 to solicit information about their needs and desires for a career advising system.  In response to this and after review of successful systems at other institutions, a “college” system of advising has been implemented that will encourage more meaningful contact between students and their advisors as well as inter-class communication.

Selection of Electives

Students receive advice about elective choices from the School Catalog, faculty mentors, Student Affairs deans, and each other.  The electives catalog is available to students in print or online in the student information section of the Johns Hopkins medicine web site at http://www.hopkinsmedicine.org/som/Academics/ElecBook2004.pdf. Extramural electives are reviewed either by departmental Curriculum Consultants or the Associate Dean for Student Affairs.  

Student Debt and Financial Aid

The SOM is mindful of the debt burden of its students and continues to seek ways to decrease overall indebtedness through counseling and scholarship/grant programs. Data for the last six years indicate that total tuition and fees per year increased by $6,000 between 1998-99 and 2003-04.  Total indebtedness of all graduates with educational debt increased in this time period by a total of $32,718 per student, outpacing increases in tuition and fees. When comparing Hopkins to national means for student indebtedness in 2004 (which includes pre-medical debt), our institution is below the average of all schools and below the average for both public and private institutions ($103,972 for Hopkins vs. $115,218 for all schools, $104,385 for public schools, and $133,357 for private schools).

All students who receive scholarship/grant money must first take out a unit loan.  For the incoming matriculating class, the unit loan has been lowered by $2,500, from $20,000 to $17,500.  For the previous two years, the average total amount funded by educational loans was $20,669,180 while the average total amount funded by institutional and external grants and scholarships for the past three years was $6,424,210.

Debt Counseling

Students all receive an entrance and exit interview with the Office of Financial Aid to discuss debt and its management, including options such as loan consolidation.  Ongoing advice is provided by the staff in the office throughout the 4 years of medical school.  In addition, the Student Assistance Program offers financial planning workshops to medical and graduate students covering debt management, financial management, and investment fundamentals among other topics.  

Personal Counseling

Personal counseling and mental health services have seen extensive investment since the last LCME cycle and are under continued examination for expansion/improvement.  The Student Assistance Program was instituted to provide a wide range of confidential services to students.  Students can access the services of this program directly, but are also often referred by individual faculty and course directors as well as the Office of Student Affairs.  There is close coordination between the Student Assistance Program (SAP) and the Student Mental Health Program.  The former focuses on assessment and acute intervention in clinical settings as well as broader assistance to students as detailed in MS-26.  Student Mental Health also conducts assessments and assumes responsibility for longer-term treatment of clinical conditions.  Both of these programs are located in a site on the medical campus that is separate from preclinical and clinical teaching venues to help protect the confidentiality of students.  The policy on separation of provision of sensitive medical services, counseling and academic evaluation of students is delineated in MS-27a. 

Preventive and Therapeutic Health Services

The University Health Service offers a range of preventive and therapeutic health service to students and house-staff at the institution. The screening for immunity status and provision of immunizations is adequate.  To ensure adequacy of insurance coverage, all students are required to enroll in the Student Health Plan administered by the Johns Hopkins Employee Health Program.  Students are responsible for premiums.  Disability and life insurance are provided at no cost to students during all four years by the SOM.

Education Regarding Occupational Exposures

Education about universal precautions takes place during the second-year Clinical Skills course.  Self-study members noted that this education occurs after students have taken part in the Introduction to Clinical Medicine (ICM) observership course during the first year. An early session in universal precautions will be introduced into the Year 1 ICM course in 2005-06, prior to clinical activity.  Students are informed about the means of contacting Occupational Health Services which are available 24 hours a day should they have any questions or concerns about an exposure.  Appropriate prophylactic measures are provided free-of-charge to the students.  

C.  The Learning Environment
Student Mistreatment; Teacher-Learner Relationships

A review of existing policies during the self-study revealed that there was not an adequately detailed and comprehensive policy to address acceptable conduct in the teacher-learner relationship.  A formal policy defining the Teacher-Learner relationship was drafted by a committee, and adopted by the Educational Policy Committee, as well as the Medical School Council and Advisory Board of the Medical Faculty in 2005 (see Appendix MS-32a).  The new policy along with other policies including student discipline and grade appeals will be shared with the entire community in the SOM Catalog and links to the information included will appear on websites for the Registrar’s Office, the Office of Student Affairs, and the Faculty.  

Policies for Student Advancement, Disciplinary Action, and Dismissal

Critical review led to the conclusion that the familiarity of students and course/clerkship directors with standards and policies for advancement, graduation, disciplinary action, appeals, and dismissal could be improved.  Students are informed about such issues through the SOM Catalog and at orientation. These issues are also highlighted in meetings with the Student Affairs deans who review requirements for the clinical years with second year students in anticipation of the entry onto the wards. Although policies for disciplinary action and dismissal are contained in the Catalog and materials located in the Office of Student Affairs, it is felt that broader dissemination of these policies is needed.  

Grade Appeal Policy

The self-study revealed that no formal policy for appealing grades was in existence.  Such a policy was drafted and formally approved and immediately implemented by the Educational Policy Committee in February of 2005 (see MS-36).

Access to Student Records

Students have ready access to their records excluding material to which they waived the right to view (i.e. letters of recommendation included in the admissions materials) in the Registrar’s Office.  All records are kept confidential in a secured location in that office.  Access is granted to individual students, Registrar Office staff, and the Deans of Education, Student Affairs, and Admissions.  Confidentiality of student records is felt to be adequate.

Student Study, Lounge & Storage Space

The self-study showed that there have been improvements in terms of study space as well as lounge and relaxation areas for medical students, although improvements are still necessary.  Designated study space includes the Welch Library (shared by all students on the medical campus) and the Academic Computing Center on the first floor of the Preclinical Teaching Building (PCTB).  The latter is open 24 hours for students.  In addition, students have access to the branch of the Academic Computing Center located in the main hospital which provides computer access and is available around the clock.  Medical students have recently begun to use alternate areas of study including newly renovated space at the School of Public Health.

Relaxation and lounge space for medical students is found in the recently remodeled Student Lounge in the basement of the PCTB.  This is shared with graduate students and is principally used by first and second year medical students.  Third and fourth year students have access to the Doctors’ Lounge located in the main hospital, which is shared with house-staff and to a lesser extent faculty.  In addition, a separate area, the Mary Elizabeth Garrett lounge, is available for female medical students, house-staff, and faculty. 

Storage space could be improved for first year students, despite the provision of two half-size lockers, one in the basement and the other on the third floor of the PCTB.  As first year students change clothes for Anatomy lab, full-sized lockers would allow better storage of personal belongings and clothing.  A minor inconvenience results from the geographic separation of storage from laboratory space.  Second year students are assigned on half-size locker in the basement of the PCTB and this is felt adequate for their needs.  Third and fourth year students are assigned half-size lockers in the Doctors’ Lounge and this is deemed adequate for their storage needs.

The SOM has incorporated a new educational building into its strategic plan.  The need for adequate study, relaxation, and storage space has already been raised.  In addition, several meetings with the architects currently designing the new clinical buildings on campus have been held to guarantee that adequate space for students and house-staff are included in the plans.  In an attempt to address issues in a more immediate way, the SOM Administration in conjunction with the Johns Hopkins Outpatient Center, (located directly across from student housing), has made study space and computer access available to students after hours.  This includes a large study area on the second floor of the Outpatient Center with wireless connection and access to the computer training lab and its terminals located on the first floor.  

IV. Faculty

A. Number, Qualifications, and Functions

Basic Science Departments

Leadership of Basic Science Departments has been quite stable; 3 chairs are currently vacant, and each vacancy occurred after substantial tenure.  The chair of Neuroscience is retiring after 25 years, and chair of Physiology after 13 years.  After 15 years as Director, the chair of Biophysics has been appointed Director of the National Institute of General Medical Sciences at the NIH. 

The 10 basic science departments within the SOM contain 129 full-time faculty at the assistant professor or higher level.  Since the last survey the basic science full-time faculty size has grown 14%, and there have been several instances of integration of departments.  For instance, Medical Genetics has been developed into the McKusick-Nathans Institute of Genetic Medicine as a department in the clinical sciences, and now includes Pediatric and Medicine faculty.  The Institute for Cell Engineering was created in 2001 to organize faculty from several departments into four core research programs, immunobiology, neurobiology, stem cell biology and vascular cell engineering. The Institute for Basic Biomedical Sciences (IBBS) is designed to support fundamental biomedical cross-disciplinary research.  The advisory board for the IBBS consists of department chairs from 8 basic science departments. One of its first products is the High Throughput Biology Center that supports proteomics, microarray, gene and protein synthesis research. The quality of basic science research is attested to by the level of funding, innovation, scholarship and leadership in national and international endeavors. Several departments, including Biological Chemistry, Biomedical Engineering, Comparative Medicine and Neurosciences, are ranked first or second in NIH extramural funding. The Johns Hopkins Licensing and Technology Center lists nearly 500 inventions in the biologic sciences, including 266 therapeutics and 22 vaccines. A number of basic science faculty are members of the National Academy of Sciences and other esteemed scientific organizations. Current laboratory space for Basic Science Departments is 216,281 NSF; as noted below, the 10-year Plan calls for additional space resources, especially in the Biotechnology Park.

The basic science departments extend considerable support for the M.D. curriculum, often at multiple times in the current integrated preclinical curriculum, and provide a rich selection of research opportunities for M.D. students. Graduate training programs are competitive and productive; during the self-study year, there were 678 Ph.D. candidates enrolled in the School of Medicine, and 247 postdoctoral students in the Basic Science Departments. 

Clinical Science Departments

There are currently 2124 full time clinical faculty in 19 clinical departments. This represents a 33% growth over the past 7 years. The distribution across ranks is 17% Professor, 19% Associate Professor, 34% Assistant Professor and 30% Instructor or other.  The major shift since the previous survey was an increased percentage of faculty at Professor rank. The clinical faculty represent an extraordinary breadth of expertise. Examples from a few of the larger departments support the achievement in excellence and cutting edge research and clinical practice provided by these faculty. The Department of Pediatrics is home for Centers of Excellence in 20 pediatric sub-specialties including cardiology, transplant, psychiatric illnesses and genetic disorders. Similarly, the Department of Medicine has nationally recognized expertise and funded centers in AIDS, arthritis, cardiology, geriatrics and rheumatology.  The Oncology Center is one of 39 National Cancer Institute Comprehensive Care Centers.  In national surveys, Hopkins clinical faculty ranked in the top ten in 16 of 17 clinical specialties. 

Dermatology is the only clinical department with a vacant chair, and there is an active search in progress for this position.  

In FY 04, the clinical departments had total revenues of $853 million, with the 2 major sources being sponsored projects and clinical revenues. All clinical departments are in sound financial condition.  The Clinical Practice Association continues to provide an integrated organizational structure for Johns Hopkins to attract patients necessary to sustain the clinical and academic programs of the clinical departments.  

The clinical departments comprise approximately 614,000 NSF of space to support faculty and research activities on both the Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center campuses.  Additional ambulatory clinical space has been developed in surrounding suburban communities at Greenspring Station and White Marsh.  

Recruitment and Retention of Faculty

Prior to the start of the Self-Study, Dean Miller appointed three separate working groups to address faculty issues, as described in the table below. 

New School of Medicine Working Groups

	Committee Name
	Date
	Charge
	Report

	Clinician Educator Task Force
	2/2004
	To address the issue of recognizing faculty teaching effort in the promotion and tenure process.
	Gold Book Changes 

Approved 6/05

Silver Book Changes 

Pending

	Committee on Faculty Recruitment

And Diversity: The Future Leaders

Of Medicine
	2/2004
	Improve recruitment & retention of Underrepresented minorities and women faculty
	Preliminary Report to ABMF 5/05

Leadership Retreat 11/05

	Committee on Faculty Development

And Gender
	5/2003
	To gather and analyze data on the representation,recruitment, retention and promotion of women faculty, particularly at the senior and leadership ranks; and identification of factors that may impede the professional development of women faculty
	Final Report to ABMF 6/05


The Committee on Faculty Development and Gender has recently completed a three year-long analysis of faculty recruitment and retention issues at JHUSOM that included a faculty-wide survey, structured interviews with department directors, and a cohort study of faculty advancement. [The summary of this analysis is appended to the Faculty Subcommittee report.] The Committee on Faculty Recruitment and Diversity undertook a separate study focused on diversity issues within Johns Hopkins Medicine, which looked at faculty demographic data and also collected qualitative information from focus groups of faculty.  Both efforts resulted in an increased awareness of faculty issues. With respect to gender, there has been progress in recruitment at the lower ranks and advancement to professorial rank for women, but in lower ranks, women faculty are still leaving the institution at a higher rate than men. The institution is far from its goals for diversity within the faculty, and as noted above, this has impacted student and trainee recruitment. While both committees recommended further monitoring and deeper probing for root causes of the discrepancies identified, several common themes emerged, including informal recruitment processes, the informal networks within the community, lack of formal mentoring, resource allocation, and leadership recruitment and selection.   As noted above, the Dean has convened a leadership retreat for fall 2005 to further address diversity issues within the faculty and student body.

Teaching Skills Development

In 2001, the School of Medicine recognized the need for additional faculty development skills training in teaching and evaluation and sponsored the creation of a faculty development course, Introduction to Teaching, which has been offered annually in 10 weeknight sessions.  The course faculty include nationally recognized leaders in medical education who present seminars in topics such as, “Working with Students in Trouble,” “Instructional Design,” “Small Group Teaching” and other relevant topics.  Tuition is covered for full-time faculty through the tuition remission benefit.  Several departments host teaching skills development courses for faculty, community based faculty and residents, including Medicine, Surgery and Obstetrics and Gynecology.  The Dean’s office has supported a specialist in assessment and evaluation as Director of the Office of Medical Education Services since 1991.  Additional expertise is available through faculty in the JHU School of Professional Studies in Business and Education.

B. Personnel Policies

Appointment and Promotion System and Level of Understanding by Faculty

Policies governing appointment, promotion, tenure (contract to retirement at the rank of Professor) and dismissal of full-time faculty are delineated in the Johns Hopkins University School of Medicine - Policies and Guidelines Governing Appointments, Promotions, and Professional Activities of the Full-time Faculty, also known as the “Gold Book” (www.insidehopkinsmedicine.org/goldbook/index.html). As one of the first products in her appointment as Vice Dean for Faculty, Dr. Clements produced a companion book, the Faculty Professional Development Guide, (“Silver Book”), to explain the promotion system in greater detail, and assist faculty in strategizing for academic advancement. 

The policy for faculty promotion is one that allows flexibility in the time at rank and does not require a terminal contract when a faculty member requires additional time to achieve promotion. There has been a continued interest in the appointment and promotion system at Hopkins over the past few years. The 2004 Clinician Educator Task Force was charged by the Dean to examine promotion criteria for faculty in clinician educator career paths, and extensive revisions to Gold Book were recommended by this Task Force. The process of vetting these changes through the Medical School Council has raised general awareness of policies throughout the School of Medicine. Other ways that faculty learn about the promotions process include the New Faculty Orientation held each fall. In addition, many departments now have associate directors and internal promotion committees who prospectively screen faculty C.V.s to confirm that faculty are on track for advancement, and give feedback to individual faculty.  In a 2004 faculty survey sponsored by the Committee of Faculty Development and Gender,
 80% of faculty reported that they were familiar with the criteria for promotion.

In anticipation of the 2005 approved revisions of the Gold Book criteria for promotion, the “Silver Book” is also being extensively revised, with the addition of the Educator’s Portfolio. These changes have generated new educational efforts to keep faculty abreast of new guidelines and criteria. 

The task force concluded that the current system of promotion and reappointment committees, with broad cross-departmental faculty representation and clear policies delineated in the Gold Book, has prevented variation in the application of policies across departments. 

Conflict of Interest Policy

The Conflict of Interest policies have been widely publicized, and remain available through the SOM website.  Every faculty member is required to complete on online training module in Conflict of Interest to verify understanding of the policy.  The Committee on Conflict of Interest reviews on a case-by-case basis all faculty reports of outside activity and all written agreements for compliance with SOM policy.

Annual Performance Review

It is a stated policy of the SOM that each faculty appointment letter contain an academic plan and that every faculty member have an annual performance review (in the Gold Book) by his/her department director or designee, such as the division director.   The content of the review is delineated in the “Silver Book,” and includes: current years at rank, current years at JHUSOM, clinical responsibilities, research efforts and collaborations, research support, grants pending or planned, publications and submitted manuscripts, teaching and administrative responsibilities, goals, and major concerns.  In a recent interview study conducted by the Committee on Faculty Development and Gender, 20 of 29 department directors reported that they were conducting annual reviews. In the 2004 faculty survey, 60% of faculty reported having an annual review in the previous year.  This discrepancy is being addressed at the institutional level.  In an early 2005 letter to all Department Directors, the Dean linked documentation of the annual review of Instructors and Assistant Professors to all salary increases approved in the 2006 academic budget. 

Teaching as a Valued Activity

By reason of its own compelling history in the development of U.S. medical education, Johns Hopkins University School of Medicine has held its educational leadership as a core value throughout its history. The rapid growth in the research enterprise and the increasing financial stress on the clinical enterprise, however, have resulted in a focus of attention to these two missions over the past decade.  As with other academic institutions, Hopkins faculty have struggled to maintain the triple-threat persona in increasingly competitive environments in research and clinical practice, and educational effort has occasionally fallen short in this environment.  The SOM leadership launched several concurrent efforts over the past three years that have resulted in re-energizing medical student education and have been highlighted in this report.  These efforts include curriculum reform, creation of the Faculty Development and Gender committee, creation of the Clinician-Educator Task Force, building curriculum infrastructure with the Office of Academic Computing and the Simulation Center, and planning for new education and clinical buildings.  The “Gold Book” revisions, adopted in 2005, aim to ensure the success of a professional educator as an integral part of the promotion system, and are the first major revision of promotion criteria since 1980. 

C. Governance

Organizational decisions are made by the Dean/CEO in consultation with the President of the Johns Hopkins Hospital; the Vice Deans for Research, Clinical Research, Education, Faculty and Clinical Practice; the Senior Associate Dean for Finance and Administration/CFO; the Sr. Vice President for Johns Hopkins Medicine and the Associate and Assistant Deans of the School of Medicine. There are monthly and bi-monthly meetings of these groups (some of which include the academic departmental directors) that bring forward urgent and emerging issues. Input and in some cases approval is sought from the Medical School Council and the Advisory Board of the Medical Faculty. 

The Medical School Council and ABMF meet monthly and either endorse decisions at that meeting or in the case where discussion with faculty or among the department directors is needed/required the decision is held over to the following month.  The latter is the case for approval of the ABMF for promotions to Professor while promotion to all other faculty ranks usually occurs at the first meeting. 

The Professorial Promotion Committee (PPC) and Associate Professor Promotion Committee (APPC) require approximately 12 months to make the decision about faculty promotion and this time reflects the time the committee waits to receive outside letters of reference. The Chairs of the Committees then report their recommendations for promotion to the ABMF for approval.  Promotion to Professor must also be approved by the Board of Trustees of Johns Hopkins University School of Medicine.

Effective faculty involvement in decision making includes the role of the Medical School Council in approving all policies that affect the faculty. The minutes of the Medical School Council are provided to all faculty members for their input (minutes will be available shortly on the MSC website). Faculty also have important roles in departmental, divisional decision making at departmental/divisional faculty meetings.

Organizational Decision-Making

The Medical School Council and reporting of the minutes and issues discussed is one of the most effective methods of communicating and receiving feedback from faculty on important SOM decisions. 

Communication with Faculty

Town Meetings (public agenda) are held by the Dean/CEO with the Faculty and Staff as well as separately with the Basic Science Faculty. These Town Meetings are well attended and involve the communication of important new initiatives as well as providing an open forum for discussion between the faculty and the Dean/CEO. 

In the faculty survey conducted by the Committee on Faculty Development and Gender, 56% of men and 37% of women faculty reported that they had a voice in departmental  decision-making. Faculty involvement and information will continue to be enhanced through the Medical School Council, specific Faculty Town Meetings and an expanded Faculty Website that will contain timely information and have an interactive component. 

V.  Educational Resources

A. Finances

Sources of Financial Support

The table below shows budgeted sources of funds for revenues in FY 1998 and FY 2005.  In terms of actual dollars, all categories, except for the other category, have increased substantially above inflation with sponsored programs, affiliated institution services, and gifts and endowment income more than doubling. 

JHUSOM Revenue Statement

($000s)

	Operating Revenue
	1998 Budget
	%
	2005 Budget
	%

	Sponsored Programs 
	$288,033
	45.5
	$582,581
	45.4

	Clinical Services
	187,785
	29.7
	338,147
	26.4

	Affiliated Institutions
	82,832
	13.1
	196,351
	15.3

	Gifts & Endowment Income
	47,948
	7.6
	104,230
	8.1

	Tuition and Fees
	16,295
	2.6
	40,077
	3.1

	Other
	10,112
	1.5
	21,426
	1.7



	Total Operating Revenue
	$633,005
	100.0
	$1,283,082
	100.0


Stability of Financial Support

Despite the fact that the SOM has only had operating margins of 2% or less for the time period 1998-2005, net assets have grown by nearly 60%, from $842M in 1998 to $1,339M expected at June 20, 2005.  This growth can be attributed to significant increases in gifts for endowment and the growth in market value of endowment portfolio. 

Johns Hopkins Medicine continues to have positive fund balances. The distribution of funds for the SOM across the various revenue categories has changed predictably over the period from 1998 to 2005.  Clinical Services revenue has decreased from 29.7% of the budget to 26.4% of the budget, an 11% reduction. This change was forecast during the last LCME visit as the School envisioned increasing pressure from managed care contracting and severe restrictions on Medicare and Medicaid fee schedules.  This reduction in clinical services revenue has been offset by significant increases in support from affiliated institutions, and gifts and endowment income. As in many schools of medicine, prospects for the next five years are challenging.  There will undoubtedly be risks related to revenue from sponsored programs and from clinical services.  NIH budget restrictions and the need to control Medicare and Medicaid cost increases are known issues. Employers are also concerned about increases in the cost of health care benefits, and may restrict access. Under the umbrella of Johns Hopkins Medicine, the School has attempted to project the various changes in revenue and expense over the ten-year period 2003-2012. This Ten-Year Capital Plan evaluates revenue and expenses for the School and for the other entities of Johns Hopkins Medicine and demonstrates that, while challenged, this School maintains its strong fiscal health and is able to make critical capital investments. 

In order to achieve the results in this 10-Year Plan it will be important that the School and the rest of Johns Hopkins Medicine have increased efficiency and effective cost control efforts; stabilized tuition management; enhanced philanthropic programs; continued high-volume research grant activity; a focused government policy action plan; aggressive clinical practice contracting; an improved technology transfer function and a coordinated approach to potential new sources of funding. 

Protecting the Educational Mission

Traditionally, faculty teaching effort has been funded through several sources, including general funds allocation to departments, which then direct faculty efforts.  Faculty have perceived two disincentives to teaching: first, the lack of explicit budgeting for teaching effort, and secondly, the perceived low rate of promotion of teaching faculty in a system that highly values new discovery.  The School has several parallel initiatives to protect the educational mission in this climate:

· Centralized support of teaching.  The Dean has directed that any faculty member contributing 10% or more of effort to medical student teaching without an identified source of funding for the effort will receive additional salary support from the School of Medicine.

· A subsidized College Advising System.  This will distribute a cadre of teaching faculty to four colleges within the medical school.  These faculty will be responsible for career counseling as well as Clinical Skills teaching of medical students, and will receive salary support for this effort.

· The Clinician Educator Task Force charged by the Dean has developed a series of recommendations to the SOM to promote the career advancement of clinician educators. (See Faculty section of this report)

The SOM recognizes that additional support is needed for the volunteer faculty who provide the majority of the ambulatory clinical teaching of medical students, and who are also stressed economically to provide this teaching.  The Vice Dean for Faculty has instituted several initiatives to support these faculty, including improved communications with a biannual faculty dinner to discuss issues and concerns to this group, and web access to pertinent information for part-time faculty.  

Clinical Enterprise Planning

Patient care revenue is another source of support for teaching. While its current financial position is strong, the Clinical Practice Association is facing a number of economic challenges, including a deteriorating payer mix, increased clinical practice complexity and expense and rapidly escalating malpractice costs.  Potential solutions for these challenges include state and national changes to the reimbursement formula, liability reform, and a coordinated effort on the part of the CPA to reduce expenses and increase productivity.  The SOM recognizes that these efforts to direct faculty activity may have a negative effect on available time for teaching, and monitors this situation through its institutional effort reporting system. 

Since its creation in 1996, Johns Hopkins Medicine has initiated significant changes to better position its clinical enterprise as an academic medical center that is dominant in its regional market place.  It has also developed initiatives to extend the scope of critical activities on a global scale.  Some of the more significant activities include:

1) The effective functioning of the Executive Office of Johns Hopkins Medicine, the senior management group of JHM chaired by the Dean/Ceo with leaders from the school of medicine and the JHHS comprising the senior management team.

2) The creation of a single clinical services managed care contracting office for all of JHM.

3) Continued development of the Clinical Practice Association (CPA) as the body representing the clinical faculty. The merger of full-time faculty at JHBMC into the School of Medicine structure.

4) The development of a JHM strategic planning, long range planning and annual planning and budget process for JHM

5) Extensive investment in information technology 

6) On-going consolidation and coordination of the acute/in-patient clinical services a three hospitals:  The Johns Hopkins Hospital, Johns Hopkins Bayview Medical Center (JHBMC) and Howard County General Hospital. Extensive plans for facilities expansion and replacement and technology investments

7) The on-going development of relationships with part-time faculty and community providers.

8) Creation of the position of Senior Vice President-JHM to oversee the development, planning, implementation and coordination of the JHM clinical enterprise. Ongoing development of an ambulatory network which includes primary care, specialty care and diagnostic services serving central Maryland residents. 

9) Closer integration of the JHM-owned primary care group, Johns Hopkins Community Physicians into the overall JHM clinical network.

10) The development of a network of clinical collaborations around the world most notably the Johns Hopkins International Medical Center in Singapore.

Capital Needs

As noted above, Johns Hopkins Medicine has been engaged in a 10-Year planning cycle aimed at projecting capital requirements and affordability.  This process has resulted in the development of a capital master plan for each of the major campuses including requirements for facilities, major equipment and information technology.  The process has also included a major collaboration with State and City government in the development of a life sciences park to the north of the East Baltimore Campus.  Taken collectively, these investments will require approximately a $1.2 billion dollar investment beyond regular annual capital needs.  As part of the 10-Year planning process, each entity within Johns Hopkins Medicine was required to build this into their operating projections for the 10 year period including assumptions regarding support for capital from operations, federal and state government grants, fundraising and issuance of debt.

The School of Medicine’s share of the 10-year plan includes approximately $331M on its own books and support of an additional $88M through leases and other financial mechanisms.  This investment beyond its regular operating capital will provide for new facilities and equipment supporting education, research and clinical initiatives.  The financial projections in the 10-Year Plan have been compared against established performance targets within Johns Hopkins University, and as a result, these capital investments are considered affordable. 

B. General Facilities

Although there has been a regular investment of capital within Johns Hopkins Medicine, these investments have not kept pace with the overall increase in activities, and the need for new and improved facilities.  This issue is having an impact across our three core missions. The 10-Year Capital Plan was a response to this problem.  The Plan includes new and renovated facilities for teaching, research, patient care, administrative services and infrastructure, as well as significant investment in information technology for software, hardware and the communications infrastructure.  The total of these investments (over and above annual capital) is approximately $1.2 Billion. Included projects will resolve many of the current shortcomings.  

Given the age of the facilities, the primary buildings for student academic activities and housing (Preclinical Teaching Building and Reed Hall) are in need of replacement.  The 10-Year Plan has provided for an Education Building as one of the major facilities to be constructed by the School of Medicine. Additionally, new student housing has been included in plans for the East Baltimore Science and Technology Park just north of the campus.  This student housing will be developer-financed and operated similar to facilities on the Homewood Campus of the University.  Once completed in 2008-09, the new Education Building will address issues related to changes in teaching and curriculum, and will provide for new and/or additional student amenities.  There is also a need for an expanded area for teaching clinical skills, and students have noted shortcomings in other areas such as study space, access to computers and wireless networking, and on-call rooms.   The SOM has moved immediately to minimize these issues whenever possible. 

The SOM has focused much of its capital spending in the recent past on keeping up with the rapid escalation in research activity.  This is primarily driven by the doubling of NIH funding, but is also occurring as a result of new department chairs and faculty recruitments.  Wet and dry research facilities have been added at the East Baltimore and Bayview campuses where the most significant projects include the Broadway Research Building, the Bunting-Blaustein Building and renovated space in the Mason F. Lord Building.  Wherever possible, on-campus space has been freed up for core mission requirements and off-campus facilities have added to our ability to conduct dry lab research.

The 10-Year Plan includes a second Cancer Research Building, additional renovated space on both campuses and the assumption that some of the demand for new research space (particularly for the Basic Science Departments) will be met in the new Science and Technology Park north of the East Baltimore campus.  However, even with these additions, the SOM will continue to have a very high density of funded research to available space as compared to peer institutions.

The most expensive component of the 10-Year Plan is the addition of new clinical facilities.  Much of this investment is for inpatient facilities at Johns Hopkins Hospital ($520M) and at Howard County General Hospital ($73M), which is a shift in emphasis from the recent past when there was a focus on developing ambulatory capability.  These new clinical facilities are considered critical to safe and efficient patient care, and to maintaining the quality of our teaching and research missions. While there are no major projects designated for the Bayview Campus, this site will have to be addressed toward the end of this 10-year period.

Security

Corporate Security provides security administration for Johns Hopkins Medicine’s three medical campuses and affiliates.  This includes a physical security presence at the Johns Hopkins Medical Institutions, Johns Hopkins Bayview Medical Center, Howard County General Hospital, and East Baltimore Medical Center, including escort services. Additionally, security consultation, emergency response, and criminal incident investigative support are provided to affiliates including: Johns Hopkins Community Physicians, Johns Hopkins Health Care, Johns Hopkins Home Care and the Broadway Medical Management Services.  They have been no security-related incidents involving students in the past few years.

Details of the Security system at each location, as well as the operating budget and a summary of information technology-based security measures are presented in response to ER-5.  The Appendix document, “ER-5 Corporate Security Report,” documents the security system’s success in reducing incidents of violent and property crimes at the three hospital campuses, with the array of crime prevention strategies introduced since its inception in 1994.  These strategies included personnel upgrade, improved communication and technology, and community partnership enhancement.

C.  Clinical Teaching Facilities

The education of medical students occurs in a number of hospitals/clinics in the Baltimore area, detailed in the database response to ER-6.  In general, these relationships have been in place for a number of years and the School has always enjoyed the cooperation of the administrators.  A predominant amount of teaching occurs at facilities that are part of the Johns Hopkins Health System, including Johns Hopkins Hospital, Johns Hopkins Bayview Medical Center, the regional ambulatory hubs such as Green Spring Station and White Marsh, and the Johns Hopkins Community Physician sites.  Since the Johns Hopkins Health System is now a part of Johns Hopkins Medicine, it comes under the directorship of the Dean/CEO, which assures the cooperation of these administrations. Updated affiliation agreements are posted in Appendix ER-9.

The level of interaction/cooperation between the staff members of the hospitals/clinics used for teaching and medical school faculty members and department heads is high.  This is especially true within Johns Hopkins Medicine, where department heads actually administer inpatient and outpatient units of Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center.  Community partners recognize the advantage of medical student teaching, both as a recruitment tool to their residency programs, and also in improving patient care quality, and have been responsive to medical student issues as they arise. 

D. Information Resources and Library Services.

Library Holdings

The Welch Medical Library has a long-standing reputation for having one of the best medical collections in the nation in terms of breadth of subject areas, quality of resources, and volume of materials.  Welch provides high quality electronic and print resources, including books, journals, databases, reserve collections and reference materials, audiovisuals and educational software.  Welch library improves and maintains these collections while remaining fiscally responsible to the institutions it serves.

The portion of electronic journals vs. print journals has increased by 10% each year, and now provides electronic access to 70% of the current journal collection.  Currently Welch subscribes to 2027 print titles and 3711 electronic journal titles.  The printed book collection also continues to increase by an estimated 1% per year, for a total of 118,259 books this year.  The electronic book collection is growing at a rate of 1.17% in 2003, and 1.27% in 2004, for a total electronic collection of 507 books.  This growth rate correlates with current trends in the publishing industry. 

Information Technology Services

The technology services available through and associated with the library are far-reaching and comprehensive.  The institution’s infrastructure supports access through the large campus and allows easy remote access. WelDoc, an innovation document delivery service, provides high quality, easy to use electronic delivery of printed articles and reports.  Computer centers provide productivity and academic software for student use.  Wireless access and large data file storage are available.

The creation of the Office of Academic Computing in 2000 resulted in major upgrades in the use of information technology in medical student education.  Blackboard® courseware is used universally in the preclinical curriculum to deliver syllabi, course schedules and communicate with students. The “Living Textbook” project has allowed students to access lectures from home, view, review and navigate through lectures.  The OAC also provides students with support for PDA use in the clinical clerkships. The OAC developed the current web-based patient log system, Patient Tracker, now in use in each of the clinical clerkships.

In the clinical arena, students benefit from several enhancements including electronic access to radiology studies, the electronic patient record (EPR), and computerized physician order entry.  One area that has not been well-developed is the integration of the electronic patient record into the clinical experience; ideally clerkship directors would like to use the EPR system to track student patient experience.   Privacy issues have prevented progress in this development to date.

Welch Library

The Welch Medical Library, built in 1929, is located next to the Preclinical Teaching building.  Currently there are 46 study carrels and 28 public workstations in the library, with an additional 38 workstations in the Academic Computing Center (located in the Preclinical Teaching Building). The study space and, to a lesser extent, hours and equipment, are currently inadequate.  Plans are being worked on for both short-term goal of improving study space within the library and the long-term goal of planning for an ideal space in the newly proposed Education Building.

Access to Library Staff

The library and information technology staff is available for medical students and faculty members through a variety of means.  A Liaison who has worked with the medical students for several years provides bibliographic instruction during the first and second years of the program, as well as during the clerkship years.  This librarian works with students individually, helping identify resources, personal digital assistant applications, reviewing search strategies, and managing bibliographies.   In addition to the Liaison librarian, and the Welch Service Center staff, students can get assistance from the Ask-A-Librarian service for from the Academic Computing Center.  

Summary of Recommendations from the Institutional Self-Study

In summary, the Self-Study found significant institutional strengths.  With respect to its own strategic priorities, the School of Medicine remains an international leader in biomedical research, attesting to the quality and collaborative expertise of its faculty and students.  Since the last LCME review, the Johns Hopkins Medicine governance model has been fully implemented, thus promoting focus on our core missions. There have been substantial upgrades in the infrastructure supporting the research enterprise and compliance with outside accreditation. There has been impressive growth as well in the research and clinical enterprises, which has supported the educational mission, and resulted in growth particularly in the graduate student body. A large and talented faculty support this growth and contribute to an intellectually active environment that fosters creativity and inquiry. Problematic areas for the institutional culture, such as support of teaching effort and lack of diversity within the faculty, were recognized by the administration and under active study prior to the LCME Self-Study.  JHUSOM medical students perform well throughout the curriculum and secure competitive residency positions.  New buildings have improved the research space and clinical care delivery. The 10-Year Capital Plan has positioned the School to address its educational space issues in the near future. Johns Hopkins Medicine is financially strong. 

Two major areas in transition for the School of Medicine are Curriculum Reform and revisions to the appointment and promotion criteria of faculty.  An innovative and highly integrative curriculum is expected to incorporate new areas of basic science, develop a seamless acquisition of competence in the behavioral and social sciences, and increase the rigor of assessment throughout the four years.  The addition of the Simulation Center in 2006-07 will be critical to the implementation of the new curriculum.  The “Gold Book” changes are intended to acknowledge the value of the clinician educator career path to the School of Medicine mission.  Whether the planned changes in the promotion and tenure criteria will result in substantive changes in career advancement for clinician educators and impact medical student teaching will need to be monitored.

Many deficiencies uncovered by the Self-Study were addressed prior to the generation of this report, including explicit bylaws and policies, attention to Educational Program standards and study space issues for students.  Other issues have been alluded to in this Report, and have generated the following recommendations by the Self-Study Task Force:

1. Proceed with a revision of the Medical Student Advising System, to address student concerns about the quality and access to effective career advising.  The College System currently being implemented will improve personal and academic advising, the quality of teaching and direct observation of Clinical Skills

2. Improve Faculty Development in Teaching Skills.  Plans are underway to offer evening workshops in Small Group Facilitation.  Additional dissemination of Residents-As-Teachers workshops, training in use of global rating forms, and Ambulatory Teaching workshops with local expertise should be explored and facilitated by the Office of Curriculum. 

3. Embrace the recommendations of the Clinician-Educator Task Force to broaden the criteria for academic promotion, and thereby diminish disincentives to teaching for both basic science and clinical faculty.  Given the cultural change called for in the new promotion criteria, a system of tracking impact should be implemented through the Office of the Vice Dean of Faculty. 

4. Support institution-wide initiatives to address diversity issues within and beyond the student body. 

5. Increase educational scholarships and grants for students in need by expanding targeted fund-raising with the Development Office.

6. Enhance publication of relevant policies to students and faculty with orientation programs and web access.

7. Increase the level of Curriculum Program Evaluation with recruitment of a Program Evaluation Specialist, to support the newly revised Course/Clerkship Review Process and activities of the Assessment and Program Evaluation Subcommittee of the EPC.

8. Develop the Student Outcomes Database.

9. Encourage further adoption of educational technology to ensure quality of instruction across clinical sites, using the model of the Surgery Clerkship.

10. Integrate Clinical Skills training and Clerkship needs into the new Simulation Center planned for 2006.

11. Develop a Student Portfolio or Comprehensive Clinical Skills Evaluation in the clinical years.

12. Proceed with plans for a new Education Building to modernize large classroom space, increase small group teaching space, incorporate simulation training and other educational technology, and improve study, relaxation and storage space for medical students.

13. Proceed with Curriculum Reform efforts to address current content issues in the curriculum.
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� 2004 AAMC Graduation Questionnaire, item #28.


�   63% Response Rate
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