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BACKGROUND AND OBJECTIVES: Little is known about how family medicine
clerkship directors (FMCDs) handle reports of student mistreatment. We investigated FMCDs’ involvement in handling and resolving these reports.
METHODS: We collected data as part of the 2019 CERA survey of FMCDs.
FMCDs provided responses on how they handled student mistreatment reports
and their comfort level in resolving these reports.
RESULTS: Ninety-nine out of 142 FMCDs (69.7%) responded to the survey. Regarding mistreatment reports, 24.2% of FMCDs had received at least one report
of student mistreatment about full-time faculty in the past 3 years, compared
to 64.6% of FMCDs receiving at least one report about community preceptors (P<.001). Regarding who determined the response to the mistreatment,
13.1% of FMCDs were the highest level of leadership responsible for stopping
use of a full-time faculty member for mistreatment concerns, while 42.4% of
FMCDs were the highest level of leadership responsible for stopping use of a
community preceptor. Regarding their comfort level in resolving mistreatment
reports, 59.1% of FMCDs were either somewhat or very comfortable resolving
a mistreatment report about a community preceptor, while only 48.9% reported
those comfort levels for full-time faculty. FMCDs who had previously stopped
using full-time faculty and/or community preceptors due to mistreatment reports were less likely to feel comfortable with resolving reports about full-time
faculty compared to those who had no such experience (P=.03).
CONCLUSIONS: FMCDs more frequently receive mistreatment reports about
community preceptors than full-time faculty and are more likely to be the highest decision maker to stop using a community preceptor for mistreatment concerns. Further study is needed to elucidate factors that affect FMCDs’ comfort
in handling student mistreatment reports.
(Fam Med. 2020;52(5):324-32.)
doi: 10.22454/FamMed.2020.409025

M

edical student mistreatment, defined as behaviors that show “disrespect
for the dignity of others and unreasonably interferes with the learning process,”1 is an important issue
in medical education. Studies have
demonstrated that mistreatment
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leads to long-term adverse effects
in students and residents such as
symptoms of posttraumatic stress,2
burnout,3-4 and suicidal thoughts.4
It is concerning that despite efforts
from multiple medical schools to address student mistreatment5 and national monitoring for nearly 30 years

by the Association of American Medical Colleges (AAMC) Graduation
Questionnaire,1 notable proportions
of medical students in 2019 continued to report one or more incidents
of humiliation (22.7%), unwanted
sexual advances (4.8%), being denied opportunities for training or
rewards based on gender (6.2%),
sexist (15.8%), and racially or ethnically offensive (8.5%) remarks/
names during their undergraduate
medical education by other health
care members.6 Fried and colleagues
found that despite comprehensive
changes to policy and educational interventions targeted at faculty and
residents at their institution over a
13-year period, student reports of
mistreatment persisted.7 While they
hypothesized that the hidden curriculum weakened efforts to improve
mistreatment, a critical question remains as to why student mistreatment still persists in our learning
environments.
While baseline data on mistreatment during medical school is available,6 little research exists regarding
student experiences of mistreatment
specific to family medicine clerkships.
The nature and frequency of student
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mistreatment varies between clinical
clerkships,8,9 so limited information
about the family medicine context
may inhibit an effective response.
Breed et al’s single-institution study
found 2% of 122 students reported
being “threatened with physical
harm” and another 2% reported being “denied opportunities for training
or rewards based solely on gender”
during their family medicine clerkship.8 For several other types of mistreatment on the survey, there were
no reports of mistreatment on the
family medicine clerkship,8 though
this could be due to underreporting
(eg, 76.8% of students who reported
experiencing mistreatment on the
2019 AAMC Medical School Graduation Questionnaire indicated they
did not report those incidents of mistreatment6). Another study reported
that preceptors were less likely to be
the source of mistreatment and that
mistreatment occurred less often on
family medicine clerkships compared
to surgery, obstetrics-gynecology, and
internal medicine clerkships.9
We found no reports on how family medicine (FM) clerkship directors handle reports of student
mistreatment on their clerkship.
For years, FM clerkships have used
both full-time faculty and volunteer
community physicians (community preceptors) as clinical teachers
for their clerkship students.10 In a
2018 survey of FM clerkship directors, 85.3% reported that some of
their students spent at least half of
the rotation time in the practice of
a community preceptor during their
clerkship.11 While we hypothesized
that medical school administrators
and department chairs most often
handle reports of student mistreatment by full-time faculty, FM clerkship directors may be in the unique
position of addressing reports of
student mistreatment by their community preceptors employed by
outside practices. FM clerkship directors may need to determine what
action to take in response to student
mistreatment reports and decide
whether to temporarily or permanently terminate the services of the
FAMILY MEDICINE

community preceptors in these instances.
Contextual factors may affect how
a FM clerkship director handles
these reports. One factor is community preceptor employment status at
the medical school. Another factor is
a school’s ability to recruit and maintain a sufficient number of preceptor sites for their FM clerkship and
other ambulatory courses.12 Does an
insufficient number of preceptor sites
and the need for more preceptors affect the FM clerkship director’s comfort in stopping the use of a full-time
faculty or community preceptor? Finally, preceptor compensation could
impact handling of mistreatment reports; for example, schools that pay
their community preceptors13 may
have the opportunity to choose higher-quality precepting sites.14
Overall, there has been little examination of how such structural
and procedural elements of family medicine clerkships may affect
student mistreatment issues, or influence identification and implementation of an effective response. Our
study investigated how often family medicine clerkship directors handle student mistreatment concerns
on their clerkship and the process
used to investigate and resolve the
concerns. We hypothesized there
may be differences in how mistreatment concerns about full-time faculty and community preceptors are
handled and we sought to elucidate
these differences. Finally, we measured FM clerkship directors’ comfort in handling student concerns
about full-time faculty and community preceptors and explore if contextual factors contributed to their
comfort level.

Medicine Institutional Review Board
approved it in September 2019.

Methods

Survey Questions

Our study analyzed data obtained
as part of the 2019 Council of Academic Family Medicine (CAFM) Educational Research Alliance (CERA)
Family Medicine Clerkship Director
Survey. The American Academy of
Family Physicians Institutional Review Board approved the study in
June 2019, and the Baylor College of

Survey Administration and
Development

CERA conducts regular surveys of
family medicine educators (membership of the Society of Teachers of
Family Medicine, department chairs,
residency directors, and clerkship directors).15 The cross-sectional survey
of family medicine clerkship directors is distributed annually to clerkship directors or their designees at
the main campus of qualifying medical schools (US or Canadian medical schools accredited by the Liaison
Committee for Medical Education
[LCME] or Committee on Accreditation of Canadian Medical Schools
[CACMS]). In 2019, 126 US and 16
Canadian individuals were eligible to
complete the survey in their roles as
family medicine educators directing
a family medicine or primary care
clerkship.
CERA sent an email to eligible
clerkship directors and designees
on June 19, 2019, inviting them to
participate in the CERA Clerkship
Director survey. A link to the online
survey administered with the online
program SurveyMonkey (San Mateo, CA) was included in the email.
While the survey was open, CERA
was informed of 19 changes in the
clerkship director position, 9 through
contact with the survey director and
10 through the survey itself. All new
clerkship directors were subsequently invited to participate in the survey. CERA sent weekly reminders up
to four times to all nonrespondents,
and sent a final invitation on July
31, 2019, before the survey closed on
August 2, 2019.
The CERA survey included a set of
demographic questions about clerkship directors as well as questions
submitted by CAFM members that
addressed a variety of subjects, including our 10 survey items on student mistreatment. Our questions
included the number of mistreatment reports received about full-time
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faculty and community preceptors
within the past 3 years, who had
primary responsibility in investigating the reports, what was the highest level of leadership (eg, clerkship
director, department vice chair or
chair, assistant dean, associate dean
or dean) who made the final decision to stop using a full-time faculty or community preceptor, whether
the clerkship had stopped using a
full-time faculty member or community preceptor due to mistreatment
reports, adequacy of the number of
preceptor sites and the clerkship director’s comfort level in handling
mistreatment reports about a fulltime faculty member or a community
preceptor. The FM clerkship directors rated their comfort level in handling mistreatment reports using a
5-point Likert scale with the following responses: 1=very uncomfortable;
2=somewhat uncomfortable; 3=neither uncomfortable or comfortable;
4=somewhat comfortable; 5=very
comfortable.

Survey Definitions

In our survey, our specified definition
of mistreatment was a slight modification of the definition used in the
Association of American Medical Colleges Graduating Questionnaire. We
used the definition, “Mistreatment
can be intentional or unintentional and occurs ‘when behavior shows
disrespect for the dignity of others
and unreasonably interferes with the
learning process. Examples of mistreatment include sexual harassment; discrimination or harassment
based on race, religion, ethnicity,
gender, or sexual orientation; humiliation; psychological or physical
punishment; and the use of grading
and other forms of assessment in a
punitive manner.’”1 We defined a fulltime faculty member as “a physician
employed by the medical school and
has a primary appointment in the
department of family medicine.” We
defined a community preceptor as
“a physician employed by an outside
practice, who teaches clerkship students in his/her office. Some schools

give community preceptors a volunteer faculty appointment.”

Analysis

We analyzed our data with SPSS
Version 26 (Armonk, NY) using descriptive statistics and tests of association including tests for group
differences (ie, χ2 test for association, Wilcoxon paired-signed rank),
z-tests for difference in proportions,
and Pearson correlations. Valid-response percentages were reported so
that missing responses are excluded
from analysis, but “n/a or unsure” responses were included in the denominator count unless otherwise noted.
Response options were dichotomized
for χ2 analysis to promote clarity of
findings.

Results

A total of 99 of 142 clerkship directors (69.7% response rate) responded to our mistreatment survey items
(Table 1). The majority of respondents (n=60, 61.9%) reported being

Table 1: Respondent and Program Characteristics (Total Sample N=99)
Clerkship Director Characteristics

n (%)

Mean ± SD

Male

36 (39.4)

-

Female

59 (59.6)

-

1 (1.0)

-

14 (14.1)

-

Black or African American

9 (9.1)

-

Native Hawaiian or other Pacific Islander

1 (1.0)

-

74 (74.7)

-

1 (1.0)

-

-

6.58 ± 4.78

Public

68 (68.7)

-

Private

31 (31.3)

-

-

153.86 ± 62.48

Gender

Missing/unknown
Race
Asian

White
Missing/unknown
Average number of years as clerkship director
Family Medicine Clerkship Program Characteristics
Medical school

Average class size
Abbreviation: SD, standard deviation.

326

MAY 2020 • VOL. 52, NO. 5

FAMILY MEDICINE

ORIGINAL ARTICLES

Figure 1: Mistreatment Reports From Clerkship Students About Full-Time
Faculty or Community Preceptors Within the Past 3 Years

Note: Respondents encountered significantly more student mistreatment reports about community preceptors compared to full-time faculty
(Wilcoxon signed-rank Z=1,627, P<.001).

always, very often, or somewhat often short of preceptors/sites.
The majority (n=64, 64.6%) of
respondents received at least one
mistreatment report from clerkship
students about a community preceptor and 24.2% (n=24) received
at least one report about a full-time
faculty member (Figure 1). Overall,
FM clerkship directors encountered
significantly more student mistreatment reports for community preceptors compared to full-time faculty
(Wilcoxon signed-rank Z=1,626.50,
P<.001).
The largest proportion of respondents (n=38, 38.8%) reported that
FM clerkship directors had primary
responsibility for investigating student mistreatment reports on the
family medicine clerkship, while
20.4% (n=20) reported that it was an
assistant/associate dean, and 13.3%
(n=13) reported that it was another medical school administrator or
impartial medical school committee
(Table 2).
Regarding the highest level of
leadership who makes the decision
to stop using a full-time faculty
member due to a student mistreatment issue, 31.3% (n=31) of respondents reported that the department
chair makes the decision, 24.2%
FAMILY MEDICINE

(n=24) reported that an assistant
dean, associate dean or dean makes
the decision, and 13.1% (n=13) reported that the FM clerkship director makes the decision (Table 2).
In contrast, for the highest level of
leadership who makes the decision
to stop using a community preceptor due to a student mistreatment
issue, 42.4% (n=42) reported that the
FM clerkship director makes the decision, 21.2% (n=21) reported that
an assistant dean, associate dean, or
dean makes the decision, and 16.2%
(n=16) reported that the department
chair makes the decision. Overall,
there was no clear single role with
the primary responsibility of investigating student mistreatment reports
or making the final decision to stop
using a faculty or community preceptor due to mistreatment issues.
Due to student mistreatment issues, 12 (12.2%) respondents stopped
1
assigning students to a full-time
faculty member(s) and 55 (56.1%)
respondents stopped assigning students to a community preceptor(s) in
their family medicine clerkships. In
contrast, 34 (34.7%) respondents had
never stopped sending students to a
full-time faculty member or community preceptor due to student mistreatment issues. Since respondents

may have stopped assigning students to both full-time faculty and
community preceptors, the total percentage is greater than 100% for this
finding.
Regarding comfort level with
resolving student mistreatment
reports about full-time faculty, Likert-style items indicated 48.9% or
n=43 of 88 question respondents
were either somewhat or very comfortable. In contrast, 59.1% or n=55
of 93 question respondents reported those comfort levels for resolving
student mistreatment issues with
community preceptors. However, a
z test for difference in proportions indicates the difference between these
percentages was not statistically significant (z=1.4, P=.16).
There was no correlation between
years of experience as an FM clerkship director and comfort in resolving student mistreatment reports
with either full-time faculty (r=-0.05,
P=.67) or community preceptors (r=0.03, P=.75). FM clerkship directors’
comfort in handling student mistreatment reports associated with
either full-time faculty and/or community preceptors did not differ
based on whether family medicine
clerkships paid for any community
preceptors, percentage of students
VOL. 52, NO. 5 • MAY 2020
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Table 2: Descriptions of Institutional Handling of Student Mistreatment
Reports on the Family Medicine Clerkship, n (%)
Institutional Role

Has Primary
Responsibility for
Investigating the
Report
(N=98)

Makes the Final Decision to Stop
Using a Full-Time Faculty Member
Due to a Student Mistreatment
Issue
(N=99)

Makes the Final Decision to Stop
Using a Community Preceptor Due
to a Student Mistreatment Issue
(N=99)

Yourself as clerkship director

38 (38.8)

13 (13.1)

42 (42.4)

Assistant dean or associate
dean

20 (20.4)

13 (13.1)

14 (14.1)

Other medical school
administrator or impartial
medical school committee

13 (13.3)

5 (5.1)

4 (4.0)

Director of medical student
education

7 (7.1)

3 (3.0)

4 (4.0)

Ombudsperson

3 (3.1)

1 (1.0)

0 (0.0)

Your department chair

2 (2.0)

31 (31.3)

16 (16.2)

Clerkship/educational
committee

2 (2.0)

1 (1.0)

2 (2.0)

Dean

1 (1.0)

11 (11.1)

7 (7.1)

Vice chair for education in
your department

1 (1.0)

2 (2.0)

0 (0.0)

11 (11.2)

19 (19.2)

10 (10.1)

N/A or unsure

assigned to community preceptors,
or availability of community preceptors relative to need (Table 3). FM
clerkship directors who had previously stopped using full-time faculty and/or community preceptors due
to mistreatment reports less often
indicated being comfortable resolving reports about full-time faculty (comfortable=37.7%) compared
to those who had no such previous
experience (comfortable=63.3%) (χ2
[1, N=83]=5.04, P=.03). Finally, FM
clerkship directors who were comfortable resolving community preceptor mistreatment reports also more
often indicated being comfortable resolving reports about full-time faculty (comfort=74%), than did those
who were not comfortable resolving
community preceptor reports (comfort=11.1%) (χ2 [1, N=86]=33.18,
P<.001; Table 3).

Discussion

In this exploratory study, we gained
an initial understanding of how family medicine clerkship directors handle reports of student mistreatment
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on their clerkship. Survey respondents received student mistreatment
reports about community preceptors
more often than full-time faculty.
Family medicine clerkship directors
are actively involved in investigating
student mistreatment reports. While
decisions about whether to stop using a full-time faculty as a preceptor are more likely to be handled
by a department chair or an official
in the dean’s office, family medicine
clerkship directors are more likely
to make a decision to stop using a
community preceptor. Our findings
indicate that there are discrepancies in how student mistreatment
is handled on different family medicine clerkships. Further discussion
to understand the contexts of different schools and the processes used
will be helpful.
Approximately 35% of FM clerkship directors reported they have
never stopped assigning a student
to a full-time faculty or community
preceptor due to student mistreatment issues. This percentage seems
high, but additional study is needed

to investigate the meaning and possible causes of this result. While
some FM clerkships may have only
minor mistreatment issues that warrant interventions less severe than
stopping the use of a clinical teacher,
individual FM clerkships may need
to explore more intentionally whether there are instances when their
FM clerkship should stop the use
of a full-time faculty or a community preceptor, but have not done so.
Further research is needed to learn
about possible barriers to removal of
full-time faculty and community preceptors when credible student mistreatment issues become apparent.
Our tests for association indicated
that comfort level in handling mistreatment reports for one type of
clinical instructor (eg, full-time faculty) tended to be associated with
comfort level for the other type (eg,
community preceptor). This finding suggests that comfort with this
task may be generalizable across
instructor types, so that interventions aimed at increasing FM clerkship director comfort with following
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Table 3: Respondent and School Characteristics by Comfort in Resolving Mistreatment
Reports About Full-time Faculty and Community Preceptors (Total Sample N=99)a
Comfortb Resolving Full-time Faculty
Reports
n (Row %)
Grouping
Overall N (Column %)

Comfortable

Not
Comfortable

χ2 P Value

Comfortb Resolving Community Preceptor
Reports
n (Row %)
Not
Comfortable

χ2 P Value

20 (58.8)

14 (41.2)

.96

35 (59.3)

24 (40.7)

Comfortable

Does Your School Pay Community Preceptors? c
Yes, 38 (38.4)
No, 61 (61.6)

13 (41.9)

18 (58.1)

30 (52.6)

27 (47.4)

.34

% of Students Who Spend at Least Half of Rotation Time With Community Preceptor
0%-50%, 31 (31.3)

18 (62.1)

11 (37.9)

51-100%, 68 (68.7)

25 (42.4)

34 (57.6)

.08

19 (67.9)

9 (32.1)

36 (55.4)

29 (44.6)

23 (71.9)

9 (28.1)

.26

Adequate Number of Preceptors/Sites? d
Adequate, 34 (35.1)

18 (60.0)

12 (40.0)

.13

Inadequate, 60 (61.9)

23 (42.6)

31 (57.4)

31 (53.4)

27 (46.6)

N/A or unsure, 3 (3.1)

-

-

-

-

.9

Previously Stopped Using Full-time Faculty and/or Community Preceptors Due to Student Mistreatment?
Yes, 57 (58.2)

20 (37.7)

33 (62.3)

No, 34 (34.7)

19 (63.3)
-

N/A or unsure, 7 (7.1)

.03 e

30 (53.6)

26 (46.4)

.32

11 (36.7)

20 (64.5)

11 (35.5)

-

-

-

-

-

-

-

-

-

Comfortb Resolving Community Preceptor Reports

a

Comfortable, 55 (59.1)

37 (74.0)

13 (26.0)

Not comfortable, 38 (40.9)

4 (11.1)

32 (88.9)

<.001 f

For several examined associations, overall N is smaller due to absent data on one or more variables.

b

Grouped responses: comfortable=somewhat comfortable + very comfortable, not comfortable = neither + somewhat uncomfortable + very uncomfortable

c

Grouped responses: yes=1-100% of preceptors are paid, no=0% of preceptors are paid

d

Grouped responses: adequate=occasionally short + never short, inadequate=always short + very often short + somewhat often short

Respondents who had previously stopped using fulltime faculty and/or community preceptors due to mistreatment reports less often indicated being
comfortable resolving reports about fulltime faculty (comfortable=37.7%) compared to those who had no such previous experience (comfortable=63.3%;
2
χ [1, N=83] =5.04, P=.03)
e

Respondents who were comfortable resolving community preceptor mistreatment reports more often indicated being comfortable resolving reports
about fulltime faculty (comfortable=74.0%) than did those who were not comfortable resolving community preceptor reports (comfortable=11.1%;
χ2 [1, N=86]=33.18, P<.001).
f

up on reports of mistreatment may
not need to be tailored differently
by type of instructor. We also found
that FM clerkship directors with previous experience ending the use of
full-time faculty and/or community
preceptors following reports of mistreatment of students were less likely to feel comfortable with resolving
full-time faculty reports of mistreatment, compared to those who had
no such previous experience. While
it may be possible that experiencing
the challenging and complex nature
of addressing mistreatment reports
FAMILY MEDICINE

simply decreases comfort with addressing such issues again in the future, as opposed to providing practice
and experience which might otherwise mitigate discomfort, the reason
for this finding is not clear. Further
study is needed to investigate for
possible causes.
More than half of the respondents
reported being short of preceptor
sites at least somewhat often, confirming the shortage of communitybased faculty reported elsewhere.12
However, neither this factor, nor
others such as paying community

preceptors, or percentage of students assigned to community preceptors, showed any association with
a family medicine clerkship director’s
comfort in handling student mistreatment reports. Further study is
needed to identify factors which affect a family medicine clerkship director’s comfort in handling student
mistreatment reports.
FM clerkship directors already
have multiple responsibilities in
monitoring the competence of fulltime faculty and community preceptors and the learning content they
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provide, offering appropriate faculty development to these clinical
teachers despite limited availability
of time for both clerkship directors
and clinical teachers, and recognizing their contributions to keep them
motivated to continue teaching.16-22
Beyond those responsibilities, our
findings indicate that FM clerkship
directors have an important role in
ensuring that full-time faculty and
community preceptors provide a safe
learning environment for students,
in investigating reports of student
mistreatment, and in being involved
in decisions about whether to stop
using a full-time faculty or community preceptor due to student mistreatment issues.

Limitations and Future
Directions

Our understanding of the full scope
of the types of mistreatment behaviors that students encounter during
their family medicine clerkship was
limited by the relatively small number of questions allotted to our study,
and the closed-response format. Furthermore, the clinical learning environment may include instigators of
student mistreatment in roles other than those captured in this study
(eg, patient, staff, and nurses). Finally, the use of survey methodology also makes our study vulnerable
to response bias (eg, social desirability bias), and the prompt to think
of events across multiple years can
produce recall bias. Our relatively
small sample size may have resulted in type-2 errors, based on limited
power to identify significant predictors of comfort level. Future studies,
particularly qualitative or mixedmethods in nature, can build on our
descriptive findings to identify the
types of mistreatment behaviors encountered by students during their
clerkships, common instigators of
such behaviors that undermine the
clinical learning environment, and
how context influences the investigation and final outcome of mistreatment reports.
On the 2019 AAMC Medical
School Graduation Questionnaire,
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nearly one-third of students reporting mistreatment rated their satisfaction with the outcome of the
process as dissatisfied or very dissatisfied.6 Recent reports on incorporating restorative justice practices
into medical school communities23
and recognizing exceptional teachers24 show promise, though further
study of their effectiveness is needed.
We may also need to be better attuned to significant variation in the
contextual components of various
clinical clerkships, and how these
may affect the nature of mistreatment across clerkships.8 For example, departments of surgery have
made an effort to understand the
perspectives of students, residents,
and faculty, with regard to mistreatment.25-27 Surgery clerkships have
offered targeted programs for students to understand the learning
environment and share experiences
in a safe setting and for residents
to increase their awareness of mistreatment issues.27-29 As a result of
these programs, students felt better
able to handle mistreatment situations,29 student mistreatment reports
decreased,28 and residents’ awareness
of mistreatment improved.27
Though mistreatment is less
likely to occur on family medicine
clerkships,8-9 it still exists. In turn,
FM clerkship directors must similarly take initiative to address the
student mistreatment occurring on
their clerkship at different preceptor sites. The practice environment
of an office-based practice poses challenges to clinical teaching for both
full-time faculty and community preceptors.12 FM clerkship directors may
find it useful to first gain the perspectives of full-time faculty, community preceptors, and students on
mistreatment. After gathering that
information, possible interventions
include helping students develop
clear expectations of their role in
caring for patients in the fast-paced
office setting and assisting full-time
faculty and community preceptors in
creating a supportive learning environment for their students.

Conclusion

Our findings help to clarify current
practices of FM clerkship directors
in handling student mistreatment
concerns. As there is a need to better handle student mistreatment issues nationwide,6 it is important for
FM clerkship directors to proactively
make efforts now to prevent student
mistreatment on their clerkship.
Further discussions of this issue at
a national level, such as at Society of
Teachers of Family Medicine meetings, may help FM clerkship directors start this important process and
identify both research opportunities
and best practices.
CORRESPONDING AUTHOR: Address correspondence to Dr William Y. Huang, MD, Department of Family and Community Medicine,
Baylor College of Medicine, 3701 Kirby, Suite
600, Houston, TX 77098. 713-798-6271. Fax:
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