Planning and Implementing a Student Private Practice Based 
Clinic Model at Pacific Dugoni School of Dentistry
Executive Summary

Problem Definition
In 2008, Pacific Dugoni (PD) made a major philosophical and practical change to its curriculum termed 
the Pacific Dental Helix Curriculum, which places a strong focus on active learning and critical thinking by integrating across multiple disciplinary areas and using small-group case-based learning as signature pedagogy. Part of this curriculum review includes the development of a new clinical practice model.

The new clinical model will truly be patient centered, stressing the “ownership” of the patient’s care by all treating and supervising team members. The new model will provide some flexibility in teaching and allow all members to capitalize on their personal strengths. It will tie into the helix curriculum through integration of clinical, biomedical, and behavioral sciences and ensure increased supervision of patient care, with increased safety during all clinical procedures. Adequate patient distribution will be accomplished under a new clinical protocol. 

The new clinical model will have as a core value the creation of “selfless practitioners” who place the needs and interest of the patient above his or her own personal needs and interests. 

Overall Aims
1. Provide clinical and educational experiences for students to achieve competence as outlined by PD for novice dentists and foster independent and critical thinking, evidence-based dentistry, and concern for patients and their oral health.
2. Provide educational experiences within a team concept that provides training in comprehensive care, patient management, time management, business management, referrals to specialists, quality assurance and customer service. 
3. Provide patient services and oral health care that is recognized as being of outstanding quality by patients and both the educational and professional community. The private practice model will be the style of patient care to which we aspire.
4. Provide a context for faculty to experience interdisciplinary development, and a greater control of clinical care and the evaluation of students.
5. Provide patient services that are typically performed by a general dentist, under the coordination of the team Generalists.  Specialists will provide clinical support to the team. 
Key Features
The key features of the new model are:
1) Structural change by expanding from 4 groups to 8 practices with practice leaders and administrative assistants.
2) More “hands on” role of practice leaders with assigned teaching time during the week.
3) Stronger identity of the team through regular huddles and increased awareness of practice leader by faculty, students and patients, including making faculty responsible to their practice leader during their clinical assignments.
4) Improve utilization of existing faculty by combining 2nd and 3rd year restorative, oral diagnosis, and removable prosthodontic faculty working together as generalists in each practice.
5) Expand the services provided in the comprehensive care setting to resemble private practice and only refer for services that in private practice would be referred.
6) 2nd and 3rd year students integrated into teams.
7) Move ICS into the Summer quarter of 2nd year.
8) Create a patient ombudsman position.
9) Create a faculty appointment for liason support between clinic and IT.
10) Create a faculty position for a Clinical Practice Strand Director that would work on communication between teams, cross training, and scheduling while working directly with the Associate Dean for Clinical services . May need to modify existing or create new departmental reporting structure for practice leaders.
11) Provide emergency and screenings in the teams.
The services offered in the comprehensive care setting will be expanded to include simple procedures in the following disciplines: endo, oral surgery, perio, removable prosthodontics, implants, and orthodontics, which will decrease the amount of referrals out of the model. This will benefit the continuity of care for the patients and it will increase the value of the specialists, which in the new model will supervise only more complex procedures, where the use of their special expertise can be maximized. A key benefit is the strengthening of the team spirit, which would include a strong leader that organizes huddles and monitors the team. A more hands-on approach will increase the knowledge about individual students and allows for small problems to be handled before they Impact learning and patient care.

Credentialing, calibration, and cross training will be managed in each discipline by the discipline department chairperson. Listed below are general parameters for what generalists will be allowed to supervise once cross training is completed:
[bookmark: _GoBack]Clinical practice		diagnosis & treatment planning
Restorative		all operative, most fixed 
Endo			simple cases (avoid second molars, complex roots, etc)
OMFS			simple extractions (no flaps)
Perio			scaling and root planning
Ortho			following Invisalign certification, simple Invisalign cases 
Rem prosth		all basic cases (no precision attachments)
Implants		restoration of single tooth implants
Pedo			children older than 10 years old

A full implementation is expected by July 2012. Minor adjustments will be made subsequently but it  is not expected that the new clinic model will run smoothly until after we take occupancy of our new facility in 2013 or 2014. The reason for this is that many changes are to be implemented prior to occupying a physical space that allows for the new distribution of 8 teams with physically separate clinic spaces. Therefore some quirks and problems are expected while we function in the new model within our old facilities.


Problem Definition

In 2008, Pacific Dugoni (PD) made a major philosophical and practical change to its curriculum termed the Pacific Dental Helix Curriculum, which places a strong focus on active learning and critical thinking by integrating across multiple disciplinary areas and using small-group case-based learning as a signature pedagogy. Additionally, at the core of the helix curriculum is a focus on evidence based care in a patient centered environment, where the needs of the patients are prioritized as the primary goal. 

This change in philosophy prompted a review of the currently successful clinical model of comprehensive care.  This model had evolved over several decades by a combination of continuous minor adjustments and several overhauls into a comprehensive model where the student is charged with achieving competency through patient care delivery.

The model has been the focus of numerous analyses from staff, faculty, administration and students. 

Around the same time these analyses were completed, the Gensler architecture firm based in San Francisco was hired, as the initial steps were taken towards either refurbishing the existing clinics or building something new. The architect analyzed the chair utilization and found it at a dismal 60%.

Result

In 2009 a task force was established with the following members: Terry Hoover (Chair), Alan Budenz, Marc Geissberger, Brian Gilmore (student rep), Foroud Hakim, Peter Hansen, Eddie Hayashida, Cindy Lyon,  Russ Woodson, and Nader Nadershahi (ex-officio).  The taskforce was charged by the administration to look at the current clinical teaching model and make recommendations for the organization/management of our system.  As part of the background work, the task force completed a SWOT analysis with input from all stakeholders.  Table 1 in Appendix 2 outlines some of the weakness described in this process. 


The task force was given a very short deadline to present recommendations. In addition, Axium was being implemented during the same summer (2009) and it was not possible for the task force to finalize all details. The report of the taskforce is attached in Appendix 2.

In summer of 2009, a second task force was created to review the report of the first task force and to continue the work on developing the vision and an implementation plan for the new clinical practice strand of the Helix Curriculum. This task force was chaired by Anders Nattestad and the members were: Alan Budenz, Richard Fredekind, Marc Geissberger, Alan Gluskin, Foroud Hakim, Peter Hansen, Jeff Kirk, Gene LaBarre, Cindy Lyon, and Nader Nadershahi.

Initially the second task force initiated a debate among students and faculty as to their perception of weaknesses in the current model:

Students
· Inequities in patient pools can (and often) cause students to fall short on procedural requirements deemed necessary to graduate.
· Procedural requirements (x number of y test cases) seem unfit for the current model and methods of patient distribution
· Current clinical system relies heavily (or solely) on purely subjective grading system
· Screening system seems inadequate to distribute patients to students who require them
· Implant clinic is unwieldy and hard to approach. There are huge obstacles to treating implant cases at Pacific
· There are often long lists and wait times to get consults or help from specialists and faculty members which limit the productivity of clinic sessions.
· The dispensary windows often have unacceptable wait times at the beginning of clinic sessions, and also when it is necessary to get additional materials in the middle of procedures.
· The wait times to see a patient care coordinator (PCC) can drastically reduce productivity of the clinic sessions.
· General Practice Administrators (GPA) are often unavailable.
· Graduation requirements and test cases for each discipline are not clearly identified.
· Comprehensive Care model causes large disparities in clinical experiences among students even when GPAs attempt to equalize experiences. Even after multiple attempts to ask for certain case work, could be weeks to months to half a year before those cases come causing extensive time between preclinical practice and actual clinical experience or stress of not having work completed for graduation until near end of year. Also can cause weaknesses in care provided to patients.
· Lack of faculty for start checks can prevent beginning work early
· Current screening model is a bottleneck to getting enough patients for students
· Current model for setting up block rotations for 3rd year causes weekly shift in too many chairs and too few chairs in groups 1/3 during first week and then Groups 2/4 in next week.

Faculty (Development Day review)
· Continuity of care within a given procedure, treatment plans change with different faculty, students shopping faculty 
· Separation of the second and third year in teaching models (Discipline-based vs “Generalist Model”) leading to the disruption of patient care continuity as patients shift between models 
· Lack of effective student evaluations, done in a timely manner, simple and clear
· Lack of calibration of existing faculty, standardization of new faculty to what is taught in clinic
· Burnout, morale issues, unexpected shortage of faculty
· Lack of team spirit due to teams being too large, GPAs unable to participate in treatment, teaching, etc
· Current model doesn’t match private practice model
· Handling of emergencies
· Fragmentation of clinic administration, lack of communication generally
· Inefficient use of specialty faculty by having them supervise simple procedures


The overall aims were discussed based on these analyses and the work of the first task force as:

1. Provide clinical and educational experiences for students to achieve competence as outlined by  PD for novice dentists and foster independent and critical thinking, evidence-based dentistry, and concern for patients and their oral health.

2. Provide educational experiences within a team that provides training in comprehensive care, patient management, time management, business management, referrals to specialists, quality assurance and customer service.

3. Provide patient services and oral health care that is recognized as being of outstanding quality by patients and both the educational and professional community. The private practice model will be the style of care to which we aspire.

4. Provide a context for faculty to experience interdisciplinary development, and a greater control of clinical care and the evaluation of students.

5. Provide patient services that are typically performed by a general dentist, under the coordination of the team Generalists.  Specialists will provide clinical support to the team.
The task force came up with a comprehensive change to the clinic model to address the shortcomings of the current model and to aspire to the goals in the previous paragraph. Several discussions were held in the taskforce and input was also sought from different groups of stakeholders with varying amounts of involvement in the taskforce planning.  Some overall recommendations for the new team lead structure are attached in Appendix 3.  The key features of the new model as proposed by the taskforce are:

1) Structural change by expanding from 4 groups to 8 practices with practice leaders and admin assts. (figure 2)
2) More “hands on” role of practice leaders with assigned teaching time during the week.
3) Stronger identity of the team through regular huddles and increased awareness of practice leader by faculty, students and patients, including making faculty responsible to their practice leader during their clinical assignments.
4) Improve utilization of existing faculty by combining 2nd and 3rd year restorative, oral diagnosis, and removable prosth faculty working together as generalists in each practice.
5) Expand the services provided in the comprehensive care setting to resemble private practice and only refer for services that in private practice would be referred (figure 3)
6) 2nd and 3rd year students to work together  in teams including 1st year students as possible (share patient pool, 1st years observe and assist, 2nd years begin with simpler cases, 3rd years complete more complex cases that they started earlier in their career and do some teaching)
7) Move ICS into the Summer quarter of 2nd year
8) Create a patient ombudsman position.
9) Create a faculty appointment for liason support between clinic and IT.
10) Create a faculty position  for a Clinical Practice Strand Director that would work on communication between teams, cross training, and scheduling while working directly with the Associate Dean for Clinical services. May need to modify existing or create new departmental reporting structure for practice leaders (figure 2)
11) Provide emergency and screenings in the teams and not have a centralized emergency or screening process
Figure 1: Structure of existing model						
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Figure 2: Suggested structure of future model
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Figure 3: Illustration of philosophy of existing and future model
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Overall educational benefits

The key educational benefits are expected to be an increased focus on evidence based care and critical thinking, combined with a broader comprehensive care model. The smaller and stronger team with more hands-on leadership would provide more consistent supervision of the students and a stronger bond with the patients. The faculty in the team will be more accountable, engaged and focused by the stronger team and by measures such as regular huddles at the beginning of the clinic session. 

The services offered in the comprehensive care setting will be expanded to include simple endo, simple oral surgery, simple perio etc., which will decrease the amount of referrals out of the model. This will benefit the continuity of care for the patients and it will increase the value of the specialists, which in the new model will supervise only more complex procedures, where the use of their special expertize can be maximized. The inclusion of emergency patients in the team will again secure continuity of care and allow students to follow their own emergency patients. As in private practice, emergency patients will be seen when time allows. This would mean that students that have cancellations or “no show” patients can still have a learning experience. This applies to screening patients in teams, which would also allow the faculty to assign new patients to students per need inside the team. A key benefit is the strengthening of the team spirit, which would include a strong leader that organizes huddles and closely monitors the team. A more hands-on approach will increase the knowledge about the individual students and allow for small problems to be handled before they affect care and learning.
 
The new clinical model will truly be patient centered, stressing the “ownership” of the patient by all treating and supervising team members. The new model will provide some flexibility in teaching and allow all members to capitalize on their personal strengths. It will tie into helix curriculum through integration and ensure increased supervision of patient care, with increased safety during all clinical procedures. Adequate patient distribution will be accomplished under a new clinical model. 

The new clinical model will have as a core value the creation of “selfless practitioners” who place the needs and interest of the patient above his or her own personal needs and interests. 

Overall business benefits

The most tangible benefit of the change in clinic model is an expected production increase of a minimum of 10%. The greatest contributions to the increased production are:

· Screening and emergency by students with no patients will increase chair utilization.
· The absence of an emergency and screening rotation will increase the numbers of students able to see their own patients.
· Having schedulers make appointments for the students will increase the chair utilization and decrease the complaints from patients about not being seen by their student. This will increase chair utilization and thereby production.
· The stronger and smaller team will retain more patients and recruit new patients better, which will increase the quality and quantity of the patient population.
· The smaller and stronger team with focused and accountable faculty will decrease waste and waiting time for supervision and thereby increase productivity.
· The closer collaboration of 1st, 2nd and 3rd year students and faculty will ease transfer of patient, divide patient care between 2nd and 3rd year student as appropriate and increase oversight by faculty with more organized scheduling of faculty and patients.


Status of planning and implementation of features as of May 2011


	
	Feature
	Status of implementation
	Next steps

	1
	Structural change by expanding from 4 groups to 8 practices with practice leaders and administrative assistants)  
	Planning is complete. New practice leaders are being interviewed right now. Complete internal recruitment likely. Final financial cost to be determined on hiring. All team leads will go through training and calibration throughout the academic year 2011/2012 and assume new responsibilities in July 2012. 
While the 4 new admin assistants will not assume their new role fully until July 2012, they will be utilized to make appointments for the students gradually during 2011/2012 with the ultimate goal of taking control of appointments in July 2012. During this time, the need for additional administrative support will be evaluated.
	Detailed planning on training and calibration. Leadership skills must be emphasized. Best practices from other school to be evaluated. Input into annual review of faculty to be more precisely outlined. 
Hire 4 new admin assistants. Training to be determined. Doris Bailey is working on this.

	2
	More “hands on” role of practice leaders
	All 8 practice leaders will participate directly in clinical supervision and/or teaching 1.5 days or 2 days per week relative to a 4 or 5 day per week appointment. On the non-clinical teaching days, the practice leader will participate in the mandatory huddle and be the de facto leader of the team even if not hands-on for that session
	Training on new, more hands-on role to be completed during the year.
Leadership training skills to be outlined and completed.

	3
	Stronger identity of the team (colors etc.) and stronger team spirit by regular huddles and increased awareness of practice leader by faculty, students and patients, including making faculty responsible to their practice leader during their clinical assignments, the appropriate portion of their annual evaluation will come from their practice leader. The “selfless practitioner” concept will be established and incorporated into activities within each practice.
	A fundamental problem of our current clinic design is the very open space, where there are limited possibilities to outline borders between group/teams and these borders may change on certain half days. Therefore huddles have been introduced in the spring of 2011 where each group meets for 5-10 minutes before each session. These huddles must start on time and all students and faculty must be present. This will allow for team spirit to be strengthened and accountability raised. When splitting into 8 teams, it is expected that the practice leader run these huddles and account for all students and faculty. The practice leader will be trained on team building and leadership skills. They will be asked to provide an independent annual review of the faculty in their team.
	Plan for training of practice leaders must be completed. Budgetary consequences must be calculated and approved by Nader Nadershahi. Training schedule to be developed and training to occur before June 2012. Details of how the annual review must stay independent must be worked out. This review must stay independent and not be watered down by the a single departmental assessment with the ultimate goal of empowering the practice leaders to run their team effectively and with accountability. Each practice member’s ability to function as a “selfless practitioner” must be a key component of the annual review.

	4
	Improve utilization of existing faculty by combining 2nd and 3rd year restorative faculty
	Completed Summer 2010
	During the next year additional faculty from ODTP, Removable, and Perio are being considered for similar combination into the teams

	5
	Expand the services provided in the comprehensive care setting to resemble private practice and only refer for services that in private practice would be referred (figure 3)
	The scope of care being delivered in the general practice model should resemble that of a standard private practice. Thus each clinic discipline chair will be asked to outline at what level a patient should continue to be referred to the specialty clinic and what can be done in the general practice model if faculty are trained and calibrated. This outline will need to be reviewed and approved by the task force. The only disciplines not represented in the task force are pedo and ortho. These disciplines will probably continue much in their current role until we move to a new building after which a new evaluation will take place
	Each department chair will plan and implement training and calibration during the academic year 2011/2012. The application time will depend on when this training is completed.

	6
	1st, 2nd, and 3rd year students to work together in teams (share patient pool, 1st year assist and observe, 2nd yr do simple + assist, 3rd yr more complex + teach)
	Third Year Students are the workhorses under the supervision of the Practice leader and faculty, delivering most of the comprehensive care and managing most of the patient pool, refering simpler restorative procedures (fillings and single crowns), perio procedures, and anterior endos to the Second Year students, managing emergency patients, screening potential new patients, and mentoring Second and First Year Students as they assist the Third Years with care delivery
Second Year Students drive recall care. Assist Third Year Students with delivery of care to patients assigned to the Third Years plus simple (1 or 2 discipline) cases assigned directly to the Second Year Students, and mentoring First Year Students as the Second Years deliver care 
	Will be implemented gradually from July 2011 to July 2012. Is probably only going to work when the number of teams increase to 8 and when faculty.

	7
	Move ICS into the Summer quarter of 2nd year
	Completed Summer 2010.
	No further changes planned at this time.

	8
	Create a patient ombudsman position (figure 2)
	The purpose of this position was to create an independent pathway for patients to voice concern over care. Currently this is being managed by the group practice administrators and is thus not independent. 
	Position still under consideration. There is not sufficient budget allocation at this time.

	9
	Create a faculty appointment for liaison support between clinic and IT
	Completed 2010
	No further changes planned at this time.

	10
	Create a faculty position   for a Clinical Practice Strand Director that would work on communication between teams, cross training, and scheduling while working directly with the Associate Dean for Clinical Services. May need to modify existing or create new departmental reporting structure for the practice leaders.
	When moving to 8 practice leaders, it is not ideal for them all to report directly to Richard Fredekind as the four current GPA’s do in matters related to the clinic. Also there will be issues around cross training and oversight which will be best handled by a clinic practice stand director, which is a new position created to manage these issues. Additional information is available in the job description in appendix 1. In addition to adding this person, the whole departmental structure was evaluated and several options to restructure existing departments are being considered.
	Position still under consideration. There is not sufficient budget allocation at this time. Either postpone or reorganize existing structure perhaps in conjunction with a departmental reorganization.

	11
	Provide emergency and screenings in the teams and not have a centralized emergency or screening process
	Completed Summer 2011
	Continued evaluation and  adjustments.



Future actions

The task force will finalize and review this document through June 2011. When the internal review in the task force is completed, it will be sent to department chairs for review. Following this review, the task force will make necessary modification to the white paper and sign off on it along with the chairs before forwarding to the curriculum committee and the dean’s cabinet. It will be passed on to the 8 new practice leaders, who in collaboration with the Associate Dean for Clinical Services will be in charge of implementation. When this document is passed on, this task force will have served its purpose and will be dissolved. 

Next Steps Summary
1. Expand from 4 group practices to 8 private practices: detailed planning on training and calibration. Leadership skills must be emphasized. Best practices from other schools to be evaluated. Input into annual review of faculty to be more precisely outlined. Hire 4 new admin assistants. Training to be determined. Doris Bailey is interviewing now.
2. Establish more hands-on role of practice leaders: cross training on new, more hands-on role to be completed during the year. Leadership training skills to be outlined and completed.
3. Create stronger teamwork within the practice with regular huddles and increased awareness of practice leader by faculty, students and patients, including making faculty responsible to their practice leader during their clinical assignments, the appropriate portion of their annual evaluation will come from their practice leader. The “selfless practitioner” concept will be established and incorporated into activities within each practice: plan for training of practice leaders must be completed. Budgetary consequences must be calculated and approved by Nader Nadershahi. Training schedule to be developed and training to occur before June 2012. Training topics have been created. Details of how the annual review is accomplished must be worked out. This review must stay independent and not be watered down by a single departmental review with the ultimate goal of empowering the practice leaders to run their team effectively and with accountability. Each practice member’s ability to function as a “selfless practitioner” must be a key component of the annual review.
4. Improve utilization of existing faculty by combining 2nd and 3rd year restorative faculty: this was completed in 2010-11. During the next year additional faculty from ODTP, Removable, and Perio are being considered for similar combination into the teams. Work with department chairs and Doris Bailey to modify seating assignments and faculty coverage assignments.
5. Expand the services provided in the comprehensive care setting to resemble private practice and only refer for services that in private practice would be referred: each chair will work with the ADCS to plan and implement training and calibration during the academic year 2011/2012. The application time will depend on when this training is completed.
6. Modify seating assignments for 2nd and 3rd year students to work together in teams (share patient pool, 2nd yr do simple + assist, 3rd yr teach): will be implemented gradually from July 2011 to July 2012. It will be challenging to make this work well until the number of teams increase to 8 and when faculty have been assigned more uniformly to the same team.
7. Provide emergency and screenings in the teams and not have a centralized emergency or screening process: continued evaluation and tweaking.
8. Begin the process of staff-managed appointments: Doris Bailey will work with the AAs and receptionists to gradually transition from student-managed appts to staff managed appts. process to begin immediately. During AY2011-12, two technology adjuncts will be implemented:
a. Small laptops by which staff can go to chairside to make next appts
b. Touch screen monitors in the reception area for patients to check in 
9. Develop and implement cross training and calibration programs in consultation with all department chairs.  The training should include short term training and credentialing of all faculty that will be members of the practices and long term continued cross training to maintain the faculty currency in contemporary issues, technology, training, and science.
10. Develop a clinical remediation plan for students in collaboration with the SAPPC and the office of academic affairs.
11. Outline and develop a development program for the practice leaders in collaboration with Richard Fredekind and Nader Nadershahi that will include the clinical cross training and leadership/management training including topics such as the following. The final list to be developed with input from the clinical leaders with consultation from students, staff, and faculty.
a. Offsite program
b. Clinical cross training and development in all disciplines
c. Leadership / management training
d. Policy and protocol development and management
e. Succession planning
f. Financial management of team
g. Leading successful meetings
h. Communications management
i. Team building
j. Mentoring
k. Personality assessment and how to work with team members with other personality types
12. Organize and plan an outcomes assessment and continuous improvement program that will review initial and ongoing outcomes of implementation that will be shared both internally and externally.

The remaining implementation challenges are related to cross training, calibration and credentialing of faculty in the new broader comprehensive care model, including the designation of what is allowed in this new model will need be negotiated with the discipline chairs. Also, the administration may decide on a structural change to the reporting of the practice leaders, which is outside the scope of this task force.  Finally the appointment of a clinic strand director should be considered when the necessary funding has been secured or in conjunction with consideration of structural changes.

A full implementation is expected by July 2012. Minor changes will be made after that and it is not expected that the new clinic model will run smoothly until after we take occupancy of our new facility in 2013 or 2014. The reason for this is that planning for the new facility has occurred for the new distribution of 8 teams within physically separate clinic spaces. Therefore some difficulties are expected as long as we function in the new model in our old facilities.

Appendix 1. Job Descriptions

Practice leader Position Description 
(Task force 5 sub-committee: FH,RW,KA – in progress)


General / Summary

Practice leaders will provide overall management of each group practice in support of the clinic mission. They provide daily management of all stakeholders including students, faculty, staff and patients. They have a leadership role in establishing and implementing clinic policy and structure. Practice leaders, in coordination with the “Strand Director” (SD), will serve as a communication node to actively push communication to all stakeholders.
Practice leaders will provide guidance, mentorship and clinical practice education through direct and indirect oversight of their student teams through procedural oversight as well as group practice management. 1.5 – 2 days per week of the leader’s time will be devoted to direct clinical supervision based on the leaders 4 or 5 day employment status. Through this activity, they should develop an intimate knowledge of individual student’s clinical progress, patient management skills, strengths, deficiencies and patient assignment needs.

The practice Leaders employment position will reside in their current Department (if an existing employee) and will be managed by the respective Department Chair. New practice Leader hires will reside in the Department responsible budgetary and governed by the respective Department Chair.

Student Education

1. Oversee clinical progress towards promotion into 3rd year and graduation.
2. Provide education and evaluation on issues of professionalism, productivity and patient management.
3. Counsel students on educational issues as well as personal issues and make appropriate referrals related to this when needed.
4. Manage remediation of students within team who are not meeting educational milestones and standards.
5. Work with Department Chairs on remediation within a particular discipline for student’s deficiencies.
6. Monitor and enforce attendance.
7. Complete, recommendation letters, PASS evaluations and other tasks related to post graduate education applications.
8. Determine acceptable student absences as related to interview process for post graduate application.
9. Serve on 1st, 2nd, & 3rd year SAPPC committee.
10. Conduct individual quarterly student meetings to provide feedback and develop customized plans for students to meet educational goals.
11. Meet regularly with entire class and individual teams to provide updates on clinical policy and protocols.
12. Lecture role in “Orientation to Clinical Practice Course”
13. Conduct orientation for pre-clinical students matriculating into clinical setting.
14. Manage and reinforce conditions of extension for extended students.
15. Co-direct “Patient Management and Diagnosis & Clinical Judgment” and “Emergency” courses.

Employee Management

1. Supervise and direct Administrative Assistants, Receptionists and all other staff members attached to clinical practice teams in fulfilling the clinical mission.
2. Manage faculty within the leader’s teaching teams as well as provide feedback to Department Chairs and SD regarding issues of compliance, performance and overall teaching effectiveness both informally and formally through evaluation steps pertaining to the Mission Focused Faculty Evaluation process.
3. Mentor faculty to develop and grow skill sets reflective of effective teachers.
4. Co-direct faculty orientations with Chairs, SD & Clinical Dean.

Patient Care

1. Manage patient case load for 2nd and 3rd years to ensure timeliness of patient care and distribution of clinical needs.
2. Supervise clinical care of patients after hours of clinic operation.
3. Consult and advise students regarding personal matters or individual patient issues.
4. Manage re-do/re-make of clinical procedures.
5. Manage controlled substance prescriptions.
6. Facilitate and resolve patient conflicts with students and / or treatment rendered and escalate to Clinic Ombudsmen (CO) when appropriate.
7. Complete adjustment forms in axiUm. 
8. Manage patient transfers between students and classes.
9. Be intimately involved with the screening process of new patients within team practice and assign new patients appropriately (including management of beyond the scope patients).
10. Serve on committees including: Clinic, Clinic Advisory, Outcomes Review, CQA, Computers in Clinic etc…
11. Monitor and ensure students attendance in block rotations.
12. Perform patient comprehensive case reviews by all metrics identified through curriculum reform.

Financial Issues

1. Assist in management of financial issues with patients.
2. Develop and utilize reports in the management of clinic operations
3. Mentor students, staff and faculty on issues related to individual group productivity.
4. Manage overall write off volume and work with SD to reduce total.

Miscellaneous 

1. Manage exposures and unusual occurrences.
2. Manage medical emergencies with emergency response team.
3. Represent faculty at student events and functions.
4. Work with CQA officer to perform audits on axiUm in regards to issues including missing charges, treatment progress, recalls etc…
5. Insure adequate supply and personnel availability for clinic sessions.
6. Monitor QA activities including but not limited to infection control protocols, surveys etc…
7. Prepare documentation for accreditation as pertaining to clinics and interface with accreditation teams.
8. Distribute information to appropriate stakeholders from committees.
9. Participate in student / administration dinners.
10. Represent Pacific when dignitaries arrive.
11. Participate in events: “Thanks a Bunch” Brunch, White Coat Ceremony, Alumni Graduate Banquet, and Graduation.
12. Perform as “floor warden” in the event of mass emergencies.


Practice Administrative Assistant

 General - Provide support to Practice leaders, Faculty, Staff and Students to forward the clinic           
                 mission.

Primary Duties:

1. Maintain and develop all relevant clinical team reports including:
1. Student productivity reports
1. Individual student and team P & L reports
1. Spreadsheets for ongoing case management and new patient assignments
1. Recommendation letters
1. Meeting agenda docs
1. Provide statistical reports for CQA
1. Assist Team Leads with patient assignments

1. Provide administrative leadership within the team in the absence of the Practice leader.
1. Provide cross coverage for absent administrative assistants from other groups as well as receptionists.
1. Triage/manage and communicate with patients regarding issues/concerns on patient advocacy, satisfaction and dispute resolutions.
1. Handle all scanning of patient lab results and medical consults.
1. Schedule student meetings (room requests, notification, agendas etc.)
1. Handle & coordinate all outside block rotations including certification of students and report all necessary information to Academic Affairs.
1. Work with receptionists on managing all aspects of patient recall.
1. Process the inactivation of patients.
1. Maintain office supplies for the team practice.
1. Perform all other duties assigned by Practice leaders.

Duties Potentially Moved to Receptionist Position Pending Addition to Teams in Future
1. Accurately manage clinical seating assignments for students on patient appointments for all scheduled care. Provide faculty with daily seating information.
2. Triage and manage seating assignments for daily emergencies, screenings and other non-planned patient visits within the team practice.
3. Manage the automatic appointment confirmation system on a daily basis.
4. Manage outbound patient re-appointment with the help of “team receptionists” with the integration of procedural allotment time concepts.
5. Assist the clinical administrative team in scheduling all internal and external student block rotations with attention to all “real time” needed edits and modifications.
6. Act as one of the primary communication nodes between Practice leaders and all other stakeholders within clinical team.



Clinical Practice Strand Director Job Description 

General:  
1. Direct team processes and constituents to support school vision, mission, and core values.
2. Provide overall clinical management of each practice leader and the collective practice leader group.
3. Provide leadership to establish and implement clinic policy, structure, and mission.
4. Serve as communication node to actively push communication to all stakeholders. 
5. Act as a liaison between the ADCS, Dept Chairpersons, and Practice leaders.
6. Review and evaluate the performance of the eight teams and modify operations accordingly. 
7. Develop and utilize reports in the management of clinic operations (student learning, patient care, clinic operations, financial).
8. Communicate with IT/Axium on  all clinic related operations (hardware and software upgrades, process changes, report writing, grading); consolidate practice leader requests.

Patient Care
1. Provide education and orientation to all new faculty assigned to the clinic in matters related to clinic operations.
2. Supervise credentialing and cross training process
1. Work with department chairpersons, or their designee, in this process.
2. Design and arrange ongoing cross training to all clinical faculty.
3. Certify faculty once training is completed.
3. Supervise intake procedures; work with intake manager to monitor patient intake and distribution among the group practices.
4. Establish operations criteria and assure criteria are met.
5. Provide feedback regarding all outcomes to Practice leaders, Department Chairs and ADCS.
6. Directly manage and coordinate with Department Chairs/practice leaders immediate resolution of unexpected faculty absences.
7. Serve on committees: Clinic (Chair), Clinic Advisory, Outcomes Review, CQA, Computers in the Clinic, Curriculum, SCAC (Chair).
8. Communicate with IT/Axium on patient care issues.

Student education
1. Work with department chairpersons to eliminate redundancy and gaps between preclinical and clinic strand curricula.
2. Maximize student clinical experiences.
3. Maintain and modify content in the Clinic Operations Manual.
4. Create, maintain, and modify content in Clinic Technique Manual (part of cross training).

Employee issues
1. Work with Practice leaders and dept chairs to improve faculty performance.
2. Keep faculty informed of clinic issues through huddles and or meetings with practice leaders; supervise huddle process.
3. Provide feedback to Department Chairs on faculty performance.
1. Assist in function of MFFE process by providing feedback to dept chairpersons on faculty performance.
2. Provide feedback to practice leaders from students regarding faculty and staff performance. Assumes practice leaders manage faculty clinical performance.

Financial issues
1. Work with practice leaders to
1. Maximize chair utilization.
2. Minimize overhead costs. 
3. Maximize clinic productivity. 
2. Work with ADCS on monthly management of budget.
3. Supervise management of adjustments in each team.


Other issues
1. Participate in various school events (e.g student administrator dinners, White Coat Ceremony, Graduation events). 



Appendix 2:
Report of the first Clinic Model Task Force 
(Draft 2/12/09) 
This report is the result of the efforts of 10 individuals from throughout the Dugoni School of Dentistry. The members of the group known as the Clinic Model Task Force were the following: Drs. Marc Geissberger, Cindy Lyon, Alan Budenz, Eddie Hayashida, Nader Nadershahi, Peter Hansen, Russ Woodson, Terry Hoover, Faroud Hakim, and Brian Gilmore (student rep). Dr. Hoover agreed to chair this work group. We had weekly three hour afternoon meetings during the month of January 2009 with several sub team meetings over that time in addition. We were charged by administration to look at our current clinical teaching model and make recommendations for the organization/management of our system to address some issues that have surfaced as on-going concerns. These concerns are faculty coverage, student and faculty attendance, differences in teaching between the separate 2nd and 3rd year clinics among others. The discussions were thorough, spirited, and representative of many opinions and views. We started with a careful SWOT analysis of our current system and determined the values we wished to maintain. In the end we accomplished what was asked. The recommendation we are making is that of the entire work group. The changes we recommend will improve on what we are already doing successfully and create a model adaptable to enhancements over time. Further changes and modifications can and will be made as outcomes of the new model are assessed. Our recommendation is the first stage in the direction of a more ideal clinical teaching model which will be achieved as additions are made to the model as funds become available and commitments to facility changes are possible. 

Table 1. Weaknesses in Pacific Dugoni’s comprehensive care model as of 2009

	Previous
Committee
	· Incomplete teams leading to inadequate coverage (illness, meetings, lectures, etc.)
· No reliable backup system to manage absences
· No consistent philosophy among chairs about backing up shortages (e.g. from prep time)
· Feedback to Academic Dean to GPA’s to students through ratings not consistent
· Inefficiencies in supply system
· Students not being challenged to think critically—faculty often report they are too busy with faculty shortages
· Management from chair level that has led to inconsistent messages to students
· Lack of clinic level (GPA’s) leverage or authority to manage problems—late or missing faculty, uneven productivity between groups, requiring faculty turn in quarterly ratings—even tracking these things in real time is difficult
· Different Models in 2nd and 3rd year clinics leading to inefficient learning and lack of trust between faculty
· Ineffective transfer of knowledge between didactic/seminar/lab courses and clinical faculty
· Inefficient use of removable prosth staff
· Student driven patient scheduling (can schedule or treat to student needs over those of patient)
· Clinic groups and job responsibilities too large for GPA’s—much of their time spend managing problems and not “teaching”
· Morale problems for students, faculty (burn out), staff, and patients resulting from much of the above
· Difficulty tracking attendance for faculty, students, and patients
· With 2nd and 3rd year students separated, transfer of patients erratic, too student driven, patients lost in system
· Standard of care issues with emergency treatment delivered in separate and limited on procedures allowed
· Inefficient use of faculty especially during slow times (Boards, etc) / perceived shortage when students most eager to work
· Our current model may be less innovative and competitive than some of newer or progressive schools
· Student deficiencies not always recognized or reported early
· Lack of student incentive to go beyond thresholds
· Startup in clinic slow or late due to instrument/supply lines—late starts may now have become accepted or part of the clinic culture
· Poor recall system—students poorly motivated to focus on this area
· Current physical layout of our clinic
· Poor utilization of production statistics (individual students, individual faculty, groups, different days within teams)
· Some unmotivated staff/faculty
· No laboratory operations on clinic floor
· Inconsistencies between GPAs
· No consequences for faculty or student absence
· Supply waste
· Individuals overqualified for some positions (waste of degrees)
· Faculty orientations not effective
· Lack of accountability
· Flaky pts
· Little use of evidence in treatment decisions (too much anecdote and not enough science)
· Too much student advocacy and not enough pt advocacy
· Little effort to mimic private practice in mgmt and tx planning
· Vacation breaks interrupt treatment
· Uneven patient distribution
· Clinic hour distribution in night clinic
· Clinic information system
· Many interruptions of faculty by first year students
· Too many meetings
· Too many denti-cal pts
· Inadequate new faculty training
· Not enough celebrating of a good job or success
· Faculty staff, students have no incentives
· Unpredictable faculty to student ratios
· Clinic space shortage at times
· Different start times between clinics



The crux of our recommendation is: 

• The combining of 2rd and 3nd year students into one teaching model 

• All clinic teaching groups (group practices) will include both 2nd and 3rd year students as well as 1st year students (for experiences as determined in their curriculum). 

• There will no longer be a separate 2nd year clinic or “2nd year experience.” Students now will have two years of clinical practice with their pace of learning and reaching competency in the various disciplines individualized and managed by their GPA’s, Faculty Practice leaders, and faculty within the group practices. 

• The “generalist” faculty designated as a GPM’s in our current 3rd year model are restorative faculty. In the new model the GPM faculty will be expanded through cross training to include ODTP, Emergency, Screening, and Removable faculty as well. This larger corps of GPM’s as in our current 3rd year model will supervise all ODTP, restorative, and simple perio. The new model will expand GPM supervision to removable treatment as well. 

• Screening and Emergency care services will be provided by the Group Practices 

• Simple endo and simple oral surgery supervision may be added as time goes on. 

• Periodontal and endodontic specialists will continue to supervise their disciplines in this model with specialists assigned to particular groups. 

At the initial stage of implementation of our expanded model: 

• There will be four clinic group practices and four GPA’s as now. There is some interest in expanding the number GPA’s and clinic groups but no consensus exists yet as to the ideal number of groups or the new role of the GPA in these smaller clinical group practices. 

• There will be an endodontist and a periodontist assigned to each pair of clinical groups. 

• All emergency care and new patient screening will be done in the groups and faculty that would previously have been assigned to supervise these two areas could be included in the main clinic as GPM’s. 

• Oral surgery and surgical implant placement will continue to be done in our specialty clinics. It is intended, however, that implant restorative be done in the clinic groups under GPM supervision. 

• As in the current system, patients are assigned to individual students and remain assigned to the group practice of that student. 

In terms of oversight and support: 

• Accountability for faculty coverage and faculty teaching evaluation will remain the responsibility of the clinical chairs as it is now. They will be reviewing current policies on absences from clinical teaching responsibilities and making recommendations. 

• The Clinical Dean, GPA’s, and clinical managers will continue to manage clinic operations. 

• It was felt by our group that the instrument distribution system in the clinic currently, although getting better, needs additional improvement if more efficiency in teaching and patient care can be expected. 

• Chairs and Academic Dean will continue to be responsible for student competency tracking and will give feedback to GPA’s for communication of this information to students. 

We believe the new paperless AxiUm System scheduled for deployment this July will assist in tracking of student, faculty and patient attendance. Student daily performance evaluation tracking will provide more consistence student progress information which was a concern discussed by our task force. 
There was some discussion about the effectiveness of night clinic sessions as a result of the school hour changes and further study of that issue should continue. 
Naturally a proposed clinic model change such as this will require a cross training and financial commitment. The clinical chairs who were part of this task force have committed to the cross training component and are beginning that process in March of this year. The table on the following page details the faculty changes in this proposed model and explains our committee’s analysis of additional faculty needed. We believe more faculty is required to properly support curricular changes including the dynamic use of faculty whose responsibilities include both didactic clinic teaching whether or not the model changes we recommend are instituted. 

Proposed Clinic Model with 4 clinic groups (Group Practices)
	
     # students assigned per group				  # students per group each clinic session

3rd year  	40 (with IDS)				            3rd year	25				2nd year	35 (40 midyear with IDS)		            2nd year         	10-12  
1st  year           (35-do not need individual				 avg      36         
			     clinic chairs)					           × 4  groups
									                     ______
							              Total # students       144   (approx 147 chairs)	        						                                   per session		     available)             
									       	
      

      # faculty per clinic session in current model 
   by discipline

	12 GPM’s        (restorative)              3rd year     		
	  2 GPM’s        (restorative)              2nd year        
	  3 ODTP         (dental practice)        2nd year      these become GPM’s         20 GPM’s   (5 GPM’s/group)
	  1 screen 	(dental practice)        B level        in proposed model                    
	  1 emerg         (dental practice)        B level
	  2 remov         (removable)        2nd/3rd yr                                                                          
	  2 endo                                                                                                             2 endo       (1 per 2 groups)
           2-3 perio     	  same number specialty faculty  in proposed model	  2 perio      (1 per 2 groups)					             
        _________                                                                                                         ______
   	            24  faculty current model          			                                     24  faculty proposed model                                                              


  students per session:      147 (assumes all chairs used)
    			    faculty per session:    ÷  24  (with full complement of faculty including specialists)
						    _____
						     ~ 6 students / all faculty and a 147/20 ~ 7 students / GPM
							(these ratios are based on current faculty census)
With input from the clinical chairs on the Task Force, we recommend an additional 4 GPM’s per day (one per clinic group). This equates to 20 additional faculty days per week. A day is 2 clinic sessions. The chairs would work with administration as to the allocation of types of faculty hires (which department, # days per week appointment, etc). This additional faculty would account for a proper teaching ratio of students to all floor faculty of 147/28 ~ 5/1 or student to GPM of 147/24 ~6/1. It would also allow enough faculty to allow for unexpected absences, meeting attendance, or staffing of didactic and integrated curriculum needs). 

These are the strengths of our current clinic teaching system that this proposed model retains or improves on: 

• excellent clinical training 
• humanism 
• patient centered / quality treatment 
• generalist model 
• comprehensive patient care 
• closer approximation of private practice using specialists for difficult cases as in private practice 

These are the issues that this proposed model addresses: 

• the perceived weakness of current 2nd year clinical experience 
• different and often confusing messages to students and patients because of different departments being responsible for treatment planning and restorative in 2nd year clinic 
• improved work environment due to cross training, more communication and collegiality 
• improvement of the transfer and continuity of care since 2nd and 3rd year students (also 1st year) work together within same group where patient is assigned 
• improve distribution of cases between 2nd and 3rd year students / seniors will complete more complex treatment and juniors will complete recall and simpler procedures 
• more efficient use of faculty (e.g. in 2nd year currently restorative faculty not busy early in the year; ODTP faculty not busy late in year because of discipline based assignments) 
• faculty absences will be less consequential and more manageable with a larger number of GPM’s per group practice 

These are the enhancements considered for the proposed new model as we assess its function over time: 
• pre distribution of instruments and supplies to units for more efficient use of clinic time 
• gradual assumption of patient scheduling by the school instead of students for better patient management and care (patient schedulers assigned to group practices) 
o Phase I – staff schedule recall visits; implant follow up, etc. 
o Phase II – staff schedule all visits 

• simple surgical procedures done within the group practices supervised by the GPM’s 
• staggered clinic sessions for more efficient use of facilities 
• assignment of assistants and possibly hygienists to each group 
• expansion of the number of groups and GPA’s and a evolution of GPA job description 
• physical plant changes coordinated with teaching model 

These are specific assessments we recommend tracking after initiation of the new model to evaluate the progress and outcomes of our model (others will be added): 

• production/ experiences of 2nd year students after one year in clinic versus previous years 
• production/ competency of 3rd year students at graduation time under 1st year of this model 
• frequency of faculty coverage problems (teaching ratios monitored) 
• patient, student, faculty satisfaction data 
• individual GPM monthly production 
• individual group practice production 

Addendum 
Theses are the important issues and comments that came back to Dr. Hoover after the Draft Report of the Clinic Model Task Force was circulated to the task force members and Clinic Administration (Dr. Fredekind and the GPA’s). These ideas, issues or concerns would all have to be worked out by the implementation body responsible for moving this or any other model change forward. 

• A suggestion was made and circulated by a GPA to have each GPA do screening once a week off the main floor thereby freeing up the current screener to work as a GPM. The GPA would assign a screened patient to a student in the GPA’s group the same day as the GPA did the screening. The GPA on his screening day could also screen emergency patients after their initial care and assign to appropriate student in the group. Concern was expressed by several others that taking a GPA off the clinic floor would not be advisable—GPA’s doing screening would be helpful but not at the expense of being off the clinic floor (screening should be done in the group on the main clinic floor). 

• Several comments underscored the importance of working out the details of how emergency care and screening would actually occur (e.g. How will patients be distributed evenly to group practices? Where will they check in and complete paperwork? Etc.) 

• 7 individuals in the group to whom the draft report was circulated strongly supported additional GPA’s and smaller clinic groups. Several of those felt that unless we specifically planned and targeted a date for that expansion, the idea would be forgotten or dropped. 

• Details for cross training of GPM’s for implant restorative, endo, removable will need to be explained and scheduled. 

• Several comments were made that chairs have not really been held accountable for faculty coverage. They are responsible (and ask to continue to be responsible) but not accountable. These comments echoed the theme that until the accountability piece is worked out to everyone’ssatisfaction, no model change would be wise (e.g. If there are coverage and distribution issues, what is the mechanism for evaluating this, deciding on changes and communicating it to all involved, and if the coverage is not resolved, how is the accountability issue handled?) 

• There needs to be more specifics as to “additional improvements” to the instrument distribution system. 

The discussion in the task force meetings referenced students waiting in line for instruments as contributing to the slow start of some clinic sessions. 

• The Clinical Dean doesn’t feel we need any additional faculty even with the proposed change. He pointed that the main clinic will no longer have access to the eight chairs in the current perio clinic area due to changes to the surgery space. This therefore eliminates 8 chairs from the task force’s formula. Endo will continue to use 12 chairs which should also be eliminated from the formula. Removable uses 10 chairs which can also be eliminated since there is no evidence at this time that rem prosth will be incorporated into restorative. Perio faculty usually manage 20 patients each clinic session. That leaves 97 remaining ops covered by 20 GPM’s (about 5 students per GPM); going to 24 faculty by adding 4 GPM’s per day (about at 4 students per GPM). This assumes all chairs are used. He feels five students per faculty member is easily covered without adding additional faculty. Also, how will the 12 chairs on B level be used in this model? Actually the task force considered putting special care down on B level and using the current C level chairs now being used by special care to replace those lost by elimination of perio chairs to keep main clinic chair count closer to 147 or 148. 

• More detail requested on tracking student and faculty absences as well as patient, student, and faculty satisfaction data—who does it and when? Shouldn’t we start now? 

• Several comments bemoaned that this new model does not change current scope of GPA duties in a significant way which is important in the expansion of number of groups, GPA’s, etc. 

• Support and reporting structure of larger clinical faculty, currently with multiple departments, has yet to be determined. This likely is an administration/chair level discussion. 

• A comment from the sub team presenting the “patch” of the current model: “please add the development of a student mentoring program to the list of enhancements....[to the new model]. This idea was discussed briefly, being overshadowed by larger issues. Not only will the clinical faculty be supplemented in hands-on supervision of specific procedures [by student mentors], but it would also allow us to encourage future dental educators which we are going to be desperate for in the coming years.” 

• A sub team of three members of the task force met the week of Feb 9 and looked at the effect of the new model on functioning of Monday and Thurs mornings when there are no 3rd year students in clinic (there are only 2 clinic groups of 2nd years at a time in each clinic session). It was suggested that those mornings with two 2nd year groups present, the faculty teams would consist of two clinic groups of 4 GPM’s each with one endo and one perio faculty to cover both teams. This could be accomplished with no additional faculty. 

• The latter sub team also discussed our night clinics (Monday and Thursday evenings). A suggestion worth further consideration is allowing only one night clinic per week for both 2nd and 3rd year students. This would increase clinic time and experiences for 2nd year students. It was hoped that cutting night clinic time for 3rd year students would encourage more use of Friday clinics by 3rd years. (No hard data to confirm light Friday clinic utilization but this is an observation mentioned often.) 

• Dr. Fredekind is supportive of more GPA’s (with a change of scope of duties) and smaller clinic teaching groups but feels AxiUm deployment starting July ’09 makes expansion of groups and GPA’s not workable for 2009-2010 academic year. 


Appendix 3
Goals for new team lead structure 

1. The practice leader and clinic model should maintain the Pacific Dugoni culture and focus on our core values
2. Humanistic and personal/professional characteristics are more important than technical skills 
3. Practice leaders must be flexible to take on clinical and administrative responsibility of team.  
4. We are not just looking for super dentists but a balanced leader that reflects our values
5. Empower team leads
a. Practice leaders can solve issues related to faculty attendance
b. Practice leaders have ownership of team and are able to bring teams together faulty/staff/students
c. Practice leaders complete MFFE or at least have a say in MFFE for their team members to encourage optimum team behavior, attendance, timeliness, etc.
6. Avoid creation of large inequities between departments and department size
7. There should be balance in department structure
8. Calibration and communication between practice leaders. They should also have a willingness to be calibrated, consistent, and fair
9. Practice leaders need to come together as a strong team and then they will be able to lead their teams
10. Ability to study any future proposed changes in one team before implementation in all clinics
11. Practice leaders serve as the primary academic advisor and mentor to students in their teams
12. Practice leaders should be treated equally and fairly. Consistent management all in one department
13. There should be diversity within the group of team leads
14. Practice leaders should have a clear job description, expectations, and the support to be successful
15. Practice leaders should be available for students
16. Appropriate faculty ratios and coverage must be maintained. Eliminate missing or absent faculty
17. Practice leaders need leadership to maintain calibration and communication
18. Practice leaders need to be able to make to ugh decisions
19. Practice leaders need a strong understanding of our competencies for graduation and learning objectives
20. Practice leaders are clearly seen as the leaders in their team and are able to develop the family and sense of loyalty to their groups with students, staff, and patients
21. Time planned for team lead to bring the entire team together on a regular basis that is part of the curriculum
22. Practice leader should be a teacher as opposed to only a clinician
23. Having a strand director type position is very important
24. Practice leader should be involved in the development of their team members and identification of strengths and weaknesses
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