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[Abstract]

Education of medical humanity is considered as a crucial subject to develop physicians' values,
socia perspectives, and interpersonal skills for practice of medicine. Integration of humanity and
high technology to treat patients has become an important goal of medical education. However,
there is still lack of systematic research on medica humanity education, particularly for the
integrated courses of medical humanity for medical students. This three-year prospective study aims
to develop an integrated core curriculum of medical humanity and effective teaching strategies for
medical students, and establish a series of standardized measures to evaluate the short-term outcome
of teaching effectiveness. The first year project has designed 15 integrated courses at different
stages of academic years in terms of the contents and chronological aspects based on the concept of
caring the patient as a whole human being. In addition to classroom didactic lectures, the teaching
strategy for the newly-organized curricula in this study emphasizes combined use of small-group
tutorial mode and clinical practice through dynamic interaction with patients and medical staffs.

In the second and third year project we evaluated the integrity of the 15 consecutive courses and
developed a set of standard outcome measures to assess the students' knowledge, skill and attitudes
with an emphasis on the non-cognitive capability in relation to humanity of patient care. The results
obstained by using the focus group comprising 10 students, who representing the 7" year medical
students class, revealed that al the participants considered the total amount of teaching hours of
medical humanity courses just enough. And most of the participants thought the intergrity of the
series of 15 courses good, however, there still has room for improvement on the aspects of the
integrity of the topicsin each course. In addition, the courses of practice were rated a higher degree
of help on the clinical interaction with patients.

In addition, a survey on 59 second year residents in the second year and 85 residents in the third
year, working in a medical center found a majority of them had trouble dealing with their patients
and patient family. The difficulty could be effectively improved by a one-day workshop focusing on
the humanity side of the medicine. It indicates that the medical humanity teaching needs to extend
to the postgraduate clinical years to ensure the quality of patient care.

Keywords  Medical Humanity, Medical Education, Integrated Curriculum
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(23.1%) 2) (61.5%) 3) (7.7%)
1) (19.2%) 2) (11.5%) 3) (46.2%) 4)
(19.29%) 1) (15.4%) 2)
(19.2%) 3) (57.7%) 4) (3.8%) 1)
(7.7%) 2) (73.1%) 3) (15.4%)
59 1999 84 2000
2
89.8%-90.5%
74.6%-84.5% 3

63.1%-71.2%



prognosis

60.7%-61.0% 35.6%-39.3% 32.2%-36.9%
66.1%-75.0%
56.0%-61.0%
42.4%-42.9% 33.9%-36.4% 28.8%-32.1%
20.2%-23.7% 20.2%-20.3%
28.6%-30.5% 34.5%-35.6% 13.6%-16.7%
informed consent 8.5%-11.9% 49.2%-50.0%
20.2%-28.8% 13.6%-17.9% 1.7%-7%
42.4%-50% 27.4%-37.3% 15.5%-18.6%
4 20.8%-34.9%
55.8%-60.3% 9.3%-11.1%
20.9%-31.9% 61.1%-67.4% 6.9%-11.6%
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46.5%-16.7% 46.5%-63.5% 7.0%-15.3%
15.3%-44.2% 51.2%-76.4%
4.7%-6.9%
independent sample
5 mean rank = 43.57; mean rank = 62.38; Mann-Whitney U
=800.50; Z=-3.539; p <.001
mean rank = 37.33; mean rank = 70.94; Mann-Whitney U = 4320.50; Z = -6.120; p
<.001
6-7
X 2= 5.685 p
= .024

Mann-Whitney U = 243.00; Z = -2.167; p = .030

Mann-Whitney U = 143.50; Z =-1.974; p = .048
Mann-Whitney U = 117.00; Z = -2.524; p = .012
8
Kandall tau_b = .764;
p <0.001
Kandall tau_b =.388; p < .01
Kandall tau_b =.337; p =.004
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Table 2. Demographic data

Variables 1999 (N = 59) 2000 (N = 84)
N (%) N (%)

Gender

Male 42 (71.2) 56 (66.7)

Female 17 (28.8) 28 (33.3)
Age (mean = standard deviation) 28.70 £1.92 28.52 +2.71
Years of practice” (mean + standard deviation) 3.49 £1.06 3.71 £2.65
Medical education

National Taiwan University Medical College 41 (69.5) 60 (71.4)

Other medical colleges 18 (30.5) 24 (28.6)
Departments of services'

Surgery 20 (33.9) 35 (41.7)

Medicine 39 (66.1) 49 (58.3.)

“Internship was included

TSurgery departments included surgery, obstetrician-gynecology, ear-nose-throat, dental, and ophthalmologist; medicine
departments including internal medicine, family medicine, pediatrics, dermatology, psychiatry, anesthesiology, medical imaging,
and nuclear medicine.



Table 3. Pre-seminar assessments

1999 (N = 59) 2000 (N = 84)
ltems
N (%) N (%)

Worry about malpractice suits 53 (89.8) 76 (90.5)
Any experience of difficulties in physician-patient communication 44 (74.6) 71 (84.5)
Aspects of difficulties in physician-patient communication

Patient comprehension of prognosis 42 (71.2) 53 (63.1)

Patient comprehension of treatment plan 36 (61.0) 51 (60.7)

Patient comprehension of diagnosis 21 (35.6) 33 (39.3)

Everyday interaction(of what or between whom? - more detail) 19 (32.2) 31 (36.9)
Reasons for resident concerns

Attitude of patients or families 39 (66.1) 63 (75.0)

Adverse effects of treatment 36 (61.0) 47 (56.0)

Uncertain outcome 25 (42.4) 36 (42.9)

Unfavorable outcome 20 (33.9) 31 (36.4)

Social background of patients or families 17 (28.8) 27 (32.1)

Discordant opinions between team members 14 (23.7) 17 (20.2)
Choice of specialty influenced by the risk of malpractice suits

No influence 8 (13.6) 14 (16.7)

Minor influence 21 (35.6) 29 (34.5)

Moderate influence 18 (30.5) 24 (28.6)

Substantial influence 12 (20.3) 17 (20.2)
Comprehension of the meaning of ‘tnformed consent”*

No understanding 8 (13.6) 15 (17.9)

Little understanding 17 (28.8) 17 (20.2)

Moderate understanding 29 (49.2) 42 (50.0)

Substantial understanding 5(8.5) 10 (11.9)
Comprehension of procedures for preventing malpractice suits"

No understanding 11 (18.6) 13 (15.5)

Little understanding 22 (37.3) 23 (27.4)

Moderate understanding 25 (42.4) 42 (50.0)

Substantial understanding 1(1.7) 6 (7.1)

*IWith post-seminar comparison in Table 3.
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Table 4. Post-seminar assessment

1999 (N = 59) 2000 (N = 84)
N (%) N (%)

Items

Comprehension of procedures for managing on-going medical disputation
No understanding
Little understanding
Moderate understanding
Substantial understanding
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Substantial understanding
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Comprehension of procedures for preventing malpractice suits"
No understanding
Little understanding
Moderate understanding
Substantial understanding
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Comprehension of the commonly-experienced difficulties in physician-patient
communication

No understanding

Little understanding

Moderate understanding

Substantial understanding
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Benefit of this symposium in promoting physician-patient communication practice
None at all
Minor benefit
Moderate benefit 2
Substantial benefit 1
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76.
15.
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4
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(
) (6.9)
1.2) 55 (76.4)
4.2) 11 (15.3)

*Comparison with pre-seminar value as two independent samples using Mann-Whitney U Test: pre-seminar

mean rank = 43.57; post-seminar mean rank = 62.38; Mann-Whitney U = 800.50; Z=-3.539; p <.001.
T Comparison with pre-seminar value as two independent samples by Mann-Whitney U Test: pre-seminar mean rank = 37.33;
post-seminar mean rank = 70.94; Mann-Whitney U = 432050; Z = -6.120; p < .001.
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ssment by gender, department, and college medical education

Gender Department of service College medical education
le Femae x? p Internal  Surgical X ° p NTU Othes x 2 p
42 N=17 N=39 N=20 N=41 N=18
Yo N% N% N% N% N%

76.2) 14(82.4) 268 0.738 34(87.2) 12(60.0) 5685 0024 35(85.4) 11(61.1) 4.284 0.084
23.8) 3(17.6) 5(12.8)  8(40.0) 6(14.6) 7(38.9)

2.9) 15(88.2) 0.333 0.620 37(94.9) 17(850) 1661 0325 37(90.2) 17(94.4) 0.285 1.000
(7.1) 2(11.8) 2(51) 3(15.0) 49.8) 1(5.6)

assment by gender, department, and college medical education

Gender Department of services College medical education

le  Female z Asymp. Medicine Surgery z Asymp. NTU Others z Asymp.

42 N=17 Sig. N=39 N=20 Sig. N=41 N=18 Sig.
(2-tailed) (2-tailed) (2-tailed)

an Mean Mean Mean Mean Mean

K rank rank rank rank rank

99 30.03 -0.009 0.993 29.59 30.80 -0.268 0.789 26.93 37.00 -2.167 0.030
48 33.76 -1.159 0.247 28.92 3210 -0.728  0.467 29.17 3189 -6.06 0545

18 3203 -0.621 0.535 28.58 3278 -0955 0.340 28.37 372 -1185 0.236
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sssment by gender, department, and college medical education

Gender Department of services College medical education
Mae Femae Z  Asymp. Medicine Surgery z Asymp. NTU Others Z  Asymp.
N=42 N=17 Sig. N=39 N=20 Sig. N=29 N=14 Sig.

(2-tailed) (2-tailed) (2-tailed)

Mean Mean Mean Mean Mean Mean
rank rank rank rank rank rank
22.34 21.13 -0.321 0.748 22.27 2150 -0.216 0.829 21.10 2386 -0.761 0.446
22.03 21.92 -0.033 0974 21.57 2280 -0370 0711 20.28 2557 -1568 0.117
21.21 24.04 -0.197 0.844 20.84 2417 -0927 0.3%4 20.29 2554 -1435 0.151
20.66 2546 -0.773 0.440 19.63 2580 -1.974 0.048 20.90 2429 -0966 0.334
21.68 2283 -1.272 0.203 20.82 2420 -1.644 0.100 19.03 26.25 -2524 0.012
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sof the post-seminar assessment

1 2 3 4 5
-going medical disputation 1.000
nsent” 0.641** 1.000
practice suits 0.583** 0.388* 1.000
Jifficultiesin 0.482* 0.260 0.394* 1.000
sian-patient communication 0.382* 0.211 0.547** 0.764** 1.000
p <0.001.

1 2 3 4 5
-going medical disputation 1.000
nsent” 0.622** 1.000
practice suits 0.512** 0.201 1.000
Jifficultiesin 0.307** 0.260* 0.648** 1.000

0.307** 0.491** 0.299** 0.312** 1.000

“ian-patient communication

0 < 0.001.
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