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Overview
The Introduction to Clinical Medicine (ICM) course at the School of Medicine has undergone dramatic improvements during the past 5 years as a result of a consistent focus on student-centered learning and a process of continuous curriculum improvement. 
Following its creation in 1994 (at the time known as Introduction to Medical Practice, then Clinical Practice Sciences), the course experienced significant student complaints, frequent changes in leadership, inconsistent approaches to educational design, and failure to achieve meaningful educational goals for preclinical medical students.

Beginnng with new leadership in 2001, the course has undergone consistent, steady improvements in terms of student reviews, curriculum content, focus on student-centered education, and collaboration with other medical school courses. 
ICM serves to prepare medical students for their clinical work in the latter two years of medical school, and is responsible for teaching not only clinical skills but lifelong learning skills and attitudes appropriate for physicians in training. The course includes sections on:

· patient history-taking and communication skills

· physical examination
· clinical ethics, professionalism and humanism
· nutrition

· evidence-based medicine, biostatistics and epidemiology
· health behaviors counseling

· culture and diversity

· health care financing

· and others that are relevant to introduce them to critical areas of modern medical practice.
The required four-semester ICM course sequence, spanning the first two years of medical school, accounts for 6.0 total credit hours for ICM 1, and 12.0 total credit hours for ICM 2. This total of 18.0 credit hours is 22% of the total two-year preclinical course load, and roughly one eighth of the entire medical school M.D. curriculum. 
1. Sustained Record of Excellence 
Appendix 1 (a and b) illustrates the improved student evaluation scores over recent years, which represents evidence for overall improved quality of instruction in this large course. 
Medical students in their preclinical years often have a strong focus on efficient time management, preparation for their national licensing examinations, and learning factual information in their basic science courses. Motivating them to focus on clinical skills training, which they often mistakenly feel can “wait” until their clinical years, is challenging. These issues were reflected in the poor course evaluation scores in earlier years. More recent experience suggests that through changes in the course, etc. students have come to value the course content, particularly their extensive interactions with standardized patients. Appendix 2 shows some general comments regarding the strengths of the course as now perceived by students.
2. Commitment to Exemplary Teaching

The continued improvements in the perception, evaluations, and overall effectiveness of the course have been due to ongoing work in a number of areas.

a. Commitment to Continuous Curriculum Improvement

Like modern medicine itself, ICM course content does not remain static. Content and instructional formats are upgraded and improved on a regular basis, including everything from small-scale changes in lecture learning objectives and content, to more sweeping changes in the approach to teaching a content area. Individual course sections are reviewed and revised on a periodic basis to ensure quality. These changes are based on ongoing reviews of current educational literature (e.g. Academic Medicine), current medical literature, and awareness of societally important medical topics.
One aspect of continuous improvement has been an effort to meet the learning needs and styles of the “millennial” student. At this time, the use of online discussion boards and other socially interactive learning applications in ICM is an active area of review. Increasingly, options are provided for instruction and evaluation in a way that lets students learn at their own pace, in their preferred way. 

[image: image1.png]5.0

4.5

4.0

3.5

3.0

2.5

20

15

1.0

/\ —4—ICM 2a

—=-ICM 2b

—4+—ICM 1b

./ Y ICM 1a
2003-04  2004-05 ~ 2005-06  2006-07  2007-08  2008-09  2009-10





b. Focus on Clinical Skills-Based Learning Objectives

Until approximately 2000, disparate content areas in ICM were under the control of course “section leader” faculty, and each section of the course was organized as a “mini-course” with less central leadership and design. 
One aspect of overall course improvement has been to adopt a central organizing theme of clinical skills training and patient assessment to guide course content. All new curriculum ideas, suggestions from various faculty or organizations, and re-evaluation of existing curriculum materials are assessed by this standard, in terms of whether the instructional design contributes to clinical skills training.
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c. Collegial Engagement of Students

A key philosophical approach in ICM course development has been to recognize the needs and current goals of the students, as well as their future roles as physicians. This has included adopting a partnership strategy rather than the more hierarchical approach that at times had previously existed. ICM works directly with student-chosen course liaisons to ensure smooth communication of course events, due dates, and requirements, and to relay student questions or concerns to course faculty. 
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Examples of this approach address the timing of quizzes and project due dates with respect to exams or events in their other courses, review of student suggestions for content improvements or changes to the course, and active inclusion of course student representatives in course planning and communication. In particular, course representatives are able to provide feedback regarding teaching content in their other courses so that ICM can work to ensure appropriate sequencing or integration of material—for example, teaching of the musculoskeletal examination in ICM 1 was moved to later in the year, to coincide with teaching of upper and lower extremity anatomy in the students’ Gross Anatomy course. Student course liaisons and class officers are included in the annual summer course planning retreat.
d. Faculty Engagement, Evaluation and Development
Ensuring high-quality faculty teaching is a vital component of ICM. This has involved an annual course retreat during the summer, where faculty responsible for teaching various sections of the course work as a group to refine and develop course content and teaching strategies. This approach has been instrumental in allowing faculty from diverse departments to meet in person, and to engender a sense among the faculty that they are key participants in a larger course structure. 

3. Research-Based and Data-Driven Results

Faculty evaluation includes real-time, web-based student evaluation of faculty teaching skills, which are returned to the faculty unedited, though often with course director feedback and comments, in order to improve faculty teaching skills. Students earn a tiny amount of course credit (0.25 points) for each faculty evalution they complete, which improves survey return rates. Many faculty in ICM only give 1 or 2 lectures, our faculty feel that this real-time evaluation provides them with much more valuable, in-depth, useful feedback regarding their teaching skills than do end-of-semester evaluations which are used in other courses. Faculty development remains an ongoing mission of the course.

Student evaluations and course director reviews are used in cooperation with the school’s Educational Policy Committee, as part of the annual course evaluation process, to augment and ensure continuous course improvements.
Instruction in specific course areas is highly driven by  review of student performance data. Each year of the 2-year ICM cycle includes a high-stakes clinical skills examination (CSE) to provide a summative assessment of student learning. The CSE-1 tests performance of core physical examination skills taught in the first year; Appendix 7 shows the distribution of student scores, reflecting a strong impact on effectively learning these key skills.

Beginning in 2008, based on faculty and student feedback, a new series of sessions was initiated to more effectively teach diagnostic reasoning skills, which is also a core learning area. These sessions, called “Faculty in the Hot Seat,” allow clinical faculty to interview a standardized patient in front of the class, and reason through a clinical case for which they do not know the diagnosis in advance. Student reception of these cases has been strong, and their written feedback provides evidence that they are learning the desired diagnostic reasoning concepts. (See Appendix 8.)
4. Collaboration
As an inherently interdisciplinary course, ICM relies extensively on lecture-based teaching by clinical faculty in a wide variety of clinical departments across the School of Medicine as well as faculty in other units of the University. Appendix 9 shows selected faculty, lecture topics, and departments that are used regularly in ICM. Also, small group leadership in areas such as ethics and professionalism relies heavily on faculty participation from the Philosophy department, hospital-based ethics committees, and other groups. This wide participation contributes to student learning by exposing students to perspectives of faculty outside the School of Medicine.
ICM includes a number of community-based preceptorship visits to organizations such as The Healing Place, Hosparus, various local nursing homes and assisted living facilities, and the Center for Women and Families. This participation of organizations outside the School of Medicine is critical to exposing students to aspects of patient care beyond medical interventions and solely physician-based care.
The ICM course director participates in monthly meetings with preclinical course directors as well as clinical-year clerkship directors. This helps to promote content and temporal integration among preclinical courses, as well as a smooth transition for students to enter their clinical years of training with transparency of preclinical instructional goals and teaching of key clinical skills. Integration between preclinical courses, collaborative teaching opportunities, and integration across the boundary of preclinical vs clinical training, remains an active area of improvement for ICM and for the M.D. training program overall.

5. Evidence of Sustainability

a. Stability of Funding

ICM is funded through the Dean’s Office which provides support for major course faculty, support staff, and course operations, in light of the course’s role in supporting a core educational mission for the M.D. training program. Oversight for this interdisciplinary, non-departmental course is through the central Education Administration Committee. As the curriculum has become more centrally managed over time, funds previously used to support “section leader” faculty have been diverted to support contracts with selected teaching faculty and community organizations who provide significant student teaching. 
b. Development of Standard Course Policies, Processes, and Content

One key aspect of ICM course improvements has been the conscious adoption of standard approaches and content, which are felt to be critical for sustaining ongoing teaching innovations. The various sections of ICM—patient history-taking, laboratory diagnosis, ethics, nutrition, etc.—all have diverse topics and faculty, and of their nature require different instructional design. Some sections focus largely on standardized patient (SP) interactions, some focus on independent study, some are more lecture-dependent, some utilize small groups heavily, etc. But all course sections are united by similarity of approach, appearance, and processes, which has dramatically reduced student perceptions of confusion or dissimilarity across the course. Viewing ICM as a single (if large and multifaceted) course, rather than an assembly of different mini-courses, has been instrumental in ongoing course improvement.

Specific examples of this approach include:

· using a consistent design and style for course documents

· consistent application of a “toolset” of educational approaches: group study projects, SP cases, online quizzes, etc.; this often involves actively working with course faculty from different departments and educational backgrounds to help them adopt educational formats which will improve their teaching, but also remain consistent with the overall course design

· adoption of a course “points list” for each semester, unifying the sections visually across a semester

· development of consistent course policies regarding attendance, late submissions, required work, and other operational details; this has helped students feel they are being treated fairly and consistently, despite some areas in which evaluation is inherently “subjective”; students have begun anticipating situations in which, for example, unexcused absences will result in a loss of points, and they proactively reschedule required activities even if they will not receive points toward their semester grade—their ready acceptance of these policies demonstrates the benefits of a clear, consistent approach

Summary
The ICM course is a cornerstone of teaching clinical skills, knowledge, and behaviors to preclinical students, to prepare them for their ongoing clinical training and lifelong learning. Its early history was marred by severe disorganization and inconsistent teaching approaches. Consistent efforts toward curriculum improvement, collaborative teaching, consistent course processes and policies, and student-centered teaching have dramatically improved its reception by students and its teaching impact and effectiveness.
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Longitudinal student evaluations of “overall teaching effectiveness” as part of Office of Medical Education routine course evaluations. (ratings are on 5-point Likert-like scale)
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(Note: Data point for ICM 1b, 2003-04, is unavailable.)
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Appendix 1b

Longitudinal student evaluations of various aspects of ICM 2a (second year, Fall semester) as part of Office of Medical Education routine course evaluations. (ratings are on 5-point Likert-like scale)
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Appendix 2

Student comments from ICM 2, Fall semester (ICM 2a) 2009, on “strengths of the course” as part of Office of Medical Education routine course evaluations. (deleted only “N/A” or other non-comments; comments otherwise unfiltered)
	1
	good information that we won’t get anywhere else

	2
	the learning points

	3
	clinical integration and preparedness for our careers

	4
	Each block week is broken up into thematic units. It allows for better comprehension of the material. This is my favorite course, and I find it very interesting and enlightening. I actually do the supplemental readings. I find the information crucial to efficiently engage patients. All the material presented is salient and clinically relevant.

	5
	none

	6
	It gives us opportunites to see howinformation and tests we are learning about in other classes can actually be applied to clinical care.

	7
	The material and preceptorships is very clinically relevant.

	9
	I enjoyed the lectures most that were more clinically based--things like interpreting x-rays and lab values were especially helpful.

	10
	clinical applications are wonderful and interesting to hear for the most part, help us think through real scenarios and apply multidisciplinary thinking

	11
	I really liked the small group ethics week sessions. I think it would be helpful if students changed groups and instructors each day though. Because many of the sessions were similar, it would have been more interesting to discuss the topics with new people. I also really like the online quizzing format and the new requirment for attending classes. This has personally really motivated me to get to classes during ICM week.

	12
	It teaches us the clinical skills we need to become a physician

	13
	How everything seems to come up when we work in the clinics at some point.

	14
	reminds us to think about the clinical aspect of medicine

	15
	Its so nice to be able to speak candidly with our instructors about things. This makes ICM one of my favorite courses.

	16
	I really appreciated ethics week. I thought that the small group discussions were a great way to investigate the material. I also very much enjoyed our lectures on healthcare policy and the history of managed care, both of which I think deserve attention in our curriculum seeing as how relevant they are in the current Congressional business.

	17
	Obviously, the clinical information presented in class is invaluable for our futures in medicine.

	19
	Teaches necessary material that isn’t presented elsewhere.

	20
	The practicality of the material.

	21
	Standardized patient encounters are the most useful to me.

	22
	grouping all the block lectures into 1 week is great.

	23
	applicability of the material learned to actual medicine and patients

	24
	i really like how all lectures are done in one week.

	25
	Helps us with things that we will see when we are with patients.

	26
	It introduces us to things that we do not learn about in our basic science courses, but will see in the clinics.

	27
	I enjoy the different physicians that come in and give us as students different perspectives with there unique knowledg and experience.

	28
	Teaching us important physical exam skills.

	29
	The sp labs are very helpful.

	31
	Well-organized. The ICM week following block exams is exceptionally helpful by giving a break from our science courses. It also allows us to focus on ICM material without distraction by other courses.

	32
	Good clinical information that will be useful for the rest of our careers. The teaching is generally good as well.

	33
	Dr. Kodner’s lectures are always very good.

	34
	The content

	35
	The skills labs and preceptorships are very useful. It helps in improving our clinical skills and figuring out what direction to take our careers

	36
	The block organization is more effective in encouraging my attendance and attention allowing more learning

	37
	The SP labs and the faculty.

	38
	All

	40
	guest lecturers that are at the top of their field

	41
	It teaches us good clinical skills for 3rd and 4th year rotations and beyond.

	42
	good instructors

	43
	The new set-up of having one week of ICM was a great improvement from last year. I like how Im able to dedicate more time to ICM, which I think is very a relevant and practical course.

	44
	ICM week not only provides us a respite from the rigors of basic science learning, but it also helps to remind us that there is more to medicine than basic science. Also, I feel much more confident interacting with patients than I would have without the myriad SP sessions.

	45
	clinical correlation

	46
	As always, I really enjoy the clinical content of this course and appreciate the real-world teaching and preparation for a career in medicine.
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Appendix 3

Example of a portion of the physical examination skills lab checklist, c2000.
PERIPHERAL VASCULAR

183. ____
Palpation radial pulses bilaterally


184. ____
Palpation radial pulses simultaneously


185. ____
Palpation ulnar pulses bilaterally


186. ____
Palpation brachial pulses bilaterally (medial to biceps tendon or biceps groove)


187. ____
Palpation for epitrochlear nodes bilaterally


188. ____
Palpation for femoral pulses bilaterally


189. ____
Palpation for inguinal lymph nodes bilaterally


190. ____
Auscultation of femoral arteries for bruits bilaterally


191. ____
Palpation of popliteal pulses bilaterally – knee should be flexed and relaxed


192. ____
Inspection of lower extremities bilaterally


193. ____
Palpation for pitting edema bilaterally lower extremities (5 seconds, fair amount of pressure, distal ankle / top of foot over bone)


194. ____
Palpation of posterior tibial pulses bilaterally (medial ankle)


195. ____
Palpation of dorsalis pedis pulses bilaterally (top of foot medially)
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Appendix 4

Selected portion of physical exam skills checklist and guide, 2009, following dramatic revisions. (see next page)
Musculoskeletal Examination
	Hips
	Test PASSIVE range of motion 

	1. Test for hip flexion
	· examine both sides

· may examine with patient lying or sitting

	2. Test internal and external rotation
	· examine both sides

· may examine with patient lying or sitting

	3. Test abduction and adduction
	· examine both sides

· examine with patient supine
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Exam Techniques

· hip abduction and adduction are best examined with the patient supine; adduction is probably best tested by crossing the patient’s leg over midline and slightly over the other leg, as shown

Exam Tips

· remember that this section tests range of motion, to assess for pain or limitation with joint movement; strength of hip adduction, abduction, extension and flexion may be important also but some of these are included in the neurologic exam section

· patients should be able to flex the hip well past 90(
Exam Variants in Practice

· the strength of hip abduction and adduction may be best assessed with the patient sitting; students should consider which exam sequence works best for them for the CSE-1, to minimize patient movement
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Appendix 5
Selected content from culture & diversity small group learning module from ICM 1; associated Blackboard quiz question listed at the end.
ICM 1: Culture & Diversity Small Group Learning Module

Case 2:   Reverend Adele Lewis

Case Part 2: End of Life 

Case Update
Rev. Lewis was diagnosed with breast cancer 13 months ago.  She initially refused treatment, but after extensive discussion of her health beliefs and wishes, she and her family decided to proceed with appropriate diagnostic and treatment methods despite her initial concerns about “high-tech” medicine. She was treated with mastectomy and radiation plus chemotherapy 11 months ago, but despite this treatment her cancer recurred in the other breast 2 months ago, and she was found to have metastases to her brain, lymph nodes, and bones. She has worsened rapidly since then, and she has become more confused with intermittent lucid periods. Her family have continued to care for her at home, with intermittent outpatient physician contacts, as she has politely declined all home health care services. 

Finally, she became more somnolent, and seemed to be in pain, having been taking only Advil for pain. Her family brought her to the hospital, where aggressive symptom relief and palliative care steps were implemented. Rev. Lewis passed away after 2 days in the hospital, with her family at her bedside.

Discussion Questions

7. What culture-related factors might explain why Rev. Lewis did not have Hospice or palliative care services during the final months of her life? (see Payne article)

8. What factors might explain what she received what seems very inadequate pain relief medications? (see Payne article)

9. Given Rev. Lewis’s cultural background and beliefs, what might be most helpful or appropriate when discussing end-of-life care with Rev. Lewis and her family? What do we know about her likelihood of having an advance directive?

(sample assessment Quiz question)

3. Which of the following is least likely to be a culturally-mediated belief among some African-Americans regarding breast cancer and its treatment, which might significantly limit acceptance of effective treatment in these patients? (see Payne, Lannin articles)

A. the belief that surgery may allow cancer to spread

B. the belief that only breast-conserving surgery is acceptable

C. the fear that a man would leave a woman if she had to have her breast removed

D. the belief that if air gets to a cancer during surgery, the cancer will grow faster

the belief that the strength of one’s faith in God determines if the cancer is cured
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Appendix 6
Selected content from cardiac murmurs diagnosis case module & quiz from ICM 2a, 2009.
ICM 2: Clinical and Diagnostic Skills

Cardiac Murmurs Case Module

Case 1: Out of Breath

Violet Mason is a 72 year old woman who presents with worsening dyspnea on exertion over the past 4 months. She has no complaints of chest pain, palpitations, or edema.  She becomes short of breath while cleaning her house or during other activities requiring some physical exertions. Also, she has had several episodes of “passing out” shortly after she exerts herself too much.  

She is otherwise healthy, without significant past medical history, hospitalizations, or prior cardiovascular disease. She takes one aspirin daily to “stay healthy” but is on no other medications. She is a very alert, intelligent, functional lady who wishes to remain healthy and preserve her independence, and is very involved in learning about her diagnosis and its treatment.

Her general physical examination is notable for fine crackles in both lung bases, lateral displacement of the left ventricular impulse, and a slow upstroke of the peripheral arterial pulses. Her remaining physical examination is within normal limits. Her BP is 130/105, and her HR is 90. 

On cardiac auscultation she has a murmur that is heard best at the right upper sternal border. Listen to “heart sounds unknown #1” on Blackboard.
Discussion Questions

Question 1: Briefly (few words) describe the timing and duration of the murmur that you heard, with regard to its place in the cardiac cycle:

_____________ _____________ 

Question 2: List four possible causes of this type of heart murmur:

___________________

(sample assessment Quiz question)

3. Which of the following is a typical finding on physical examination in patients with this condition?

A. murmur best heard at the cardiac apex

B. narrow pulse pressure

C. strong, rapid peripheral pulse upstroke

D. cyanosis

E. split second heart sound
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Grade distribution on Clinical Skills Exam 1 (CSE-1), required head-to-toe physical exam assessment test for ICM 1, 2008-09. (Required >80% score to pass course semester.)
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Appendix 8

Selected student comments for open-ended question, “What did you learn about differential diagnosis & diagnostic reasoning?” from the “Faculty in the Hot Seat” sessions in 2009.
(Note “dx” = diagnosis)

· Keep adjusting your differential at every step.

· Don’t order tests to blindly search.  Have a reason or something you are looking for.

· Don’t be too stuck on your early differential list.  The patients may have something else.

· Keep all possible diagnoses in mind- even simple ones like medication problems- rather than getting stuck on one idea.

· If you are not sure from the test you have conducted, you can make a change according to your differential, wait a few months, and recheck to see if the change you make helps, or to clue you in to consider a different differential.

· Trust your instincts…sometimes.

· Benign conditions (blood level elevations due to genetics) can be red herrings for tricky diagnosis.

·  Don’t be afraid to ask for help.

· Doctors have to look stuff up too.

· The diagnosis doesn’t always jump out at you.

· Some cases are very complicated and it is often hard to come up with an answer on the spot.  By having a good diff. diagnosis, you can work through various results and test to figure out the case.

· Just knowing that a symptom has persisted for many, many months can rule out many viral illnesses and really narrow down the differential.

· Different diseases can have very similar symptoms/presentations that can be difficult to differentiate between.

· Your differential needs to come from knowing the whole person and symptoms, not just the chief complaints.

· You may rule something out but you should keep it on your differential list.

· Diagnosing involves some trial and error; you won’t hit the nail on the head on the first visit every time.

· How to order the correct tests before ordering expensive tests without a clear reason must have a good reason to order the expensive test, from previous tests.

· The diagnosis can be made as early as 5min. into the patient interview.

· It is important to consider psychiatric underlying conditions as an etiology to a physical symptom.

· Age is important in developing DDX because it can help rule things in or out.

· Never forget about genetic diseases and exacerbations caused by medications.

· Physicians need to look up information when they’re unsure.

· Look for iatrogenic effects when DX isn’t apparent.

· It’s important in cases in which you are not completely certain if the DX, to treat the most likely cause and recheck your patient after a period of time.
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Appendix 9

Selected faculty list showing lecture topic, faculty, and department/division in School of Medicine, as well as other units. Demonstrates interdisciplinary teaching in ICM course.

	Lecture Topic
	Faculty
	Department

	Past Medical History/ROS
	Philip Bressoud, M.D.
	Internal Medicine

	Newborn History & Examination
	Pradip Patel, M.D.
	Pediatrics

	Adolescent History
	Amy Holthouser, M.D.
	Internal Medicine/Pediatrics

	Vital Signs
	Beth Mascio, M.D.
	Emergency Medicine

	Physical Examination of the Eye
	John Franklin, M.D.
	Ophthalmology

	Upper Extremity Examination
	Michael Edwards, M.D.
	Internal Medicine/Rheumatology

	Neurologic Examination
	Steven Wheeler, M.D.
	Family Medicine

	Regression & Correlation 
	Mary Carter, M.D.
	Surgery

	Public Health & Disease Outbreak Tracking
	Paul McKinney, M.D., Ph.D.
	Internal Medicine, School of Public Health

	Culture-Related Health Care Disparities
	Stephen Hanson, Ph.D.
	Family Medicine/Bioethics, Philosophy

	Outpatient Nutritional Assessment
	Steven McClave, M.D.
	Internal Medicine/ Gastroenterology

	Taking a Spiritual History
	Joseph Rotella, M.D.
	Internal Medicine, Hosparus of Louisville

	Substance Abuse History
	Rebecca Tamas, M.D.
	Psychiatry

	Geriatric History
	Christian Furman, M.D.
	Family Medicine/Geriatrics 

	Renal Failure & Electrolytes
	Eleanor Lederer, M.D.
	Internal Medicine

	Clinical Study Design
	Charles Kodner, M.D.
	Family Medicine

	Informed Consent
	Osborne Wiggins, Ph.D.
	Arts & Sciences/Philosophy

	Sexual History & Counseling
	Sara Petruska, M.D.
	Obstetrics, Gynecology & Women’s Health


Examples of curriculum improvements include:


dramatic upgrade of the physical examination skills checklist and guide; physical exam instruction is a core content area for this course and one of the primary student assessment areas; Appendices 3 and 4 show selected portions of previous (c2000) and updated (2009) versions of the physical examination checklist


incorporation of multiple faculty-led small group discussions in the clinical ethics section


development of small group sessions for each physical exam skills lab to highlight the clinical and diagnostic role of the physical examination


migration of written independent study projects to a computer-supported format, with guiding case-based discussion questions coupled to online quizzes; this is used in laboratory and radiographic diagnosis, evidence-based medicine, and culture and diversity content areas, as well as others; Appendices 5 and 6 provide examples of such materials








Examples of course changes to focus on clinical skills include:


community-based visits to local domestic violence shelters (Center for Women and Families) which incorporate standardized patients sessions to let students demonstrate interviewing techniques for patients at risk for domestic violence


communication checklists for all patient history-taking, behavior counseling, and communication standardized patient labs, to emphasize learning new patient interaction skills


inclusion of practice prostate examinations for students on “live” standardized patients, rather than simulated examination models








One specific example of this partnership relates to ongoing challenges of limited lecture attendance with the advent of web-based recorded lecture availability (via the Tegrity application). 





In 2009 we adopted a new attendance policy, involving awarding a small but meaningful number of course points toward a student’s semester grade if they attended 60% or more of lectures in a semester (vs watched the lecture online at a later time). This approach balances the benefits and need for lecture attendance against the need for student flexibility and individual learning styles. Student attendance is self-reported, and while this may be seen as an opportunity for students to inflate attendance statistics, we have approached this as a professionalism issue where students are trusted to provide these data truthfully, as part of their ongoing education as professionals.  





Data from the first year of this approach show an improvement in lecture attendance, in both self-reported lecture attendance as well as information reported by students directly to the Office of Medical Education.








This shows hip internal rotation, which needs to include actual rotation of the lower leg around the axis of the femur.





This shows mostly hip flexion; crossing the flexed hip past midline is not internal rotation.








