
Resident Materials Required Resource Length Time Commitment 
Policies X 5 pages 5 minutes 
EVMS Unified Competency 
Objectives 

X 3 pages 2 minutes 

Clinical Evaluation Form X 5 pages 5 minutes 
Clerkship Syllabi X Varies 5 minutes 
Clerkship Case Logs X 2 pages 2 minutes 
Tips for Providing Feedback to 
Students using the Clinical 
Evaluation Form 

 11 pages 15 minutes 

One Minute Preceptor Handout  4 pages 2 minutes 
Interns as Teachers PowerPoint  19 pages 10 minutes 
Teaching While Admitting a New 
Patient PowerPoint 

 28 pages 10 minutes 

Feedback on the Fly PowerPoint  20 pages 10 minutes 
Ankle Pain Videos (2)  ~4 minutes ~4 minutes  
Ankle Pain Student Evaluation 
Example 

 1 page 2 minutes 

 Required: ~20 minutes 
 



 

 

 

Clerkship Policies 
 

RESPONSIBILITIES OF TEACHING FACULTY 

At EVMS, medical students are considered an integral part of the clinical care team. As such, the School 

of Medicine embraces the educational principle of graded responsibility to maximally support learners in 

their development of clinical expertise. In order to support learners’ development, it is expected that 

teaching faculty provide a learning environment that is reflective of the professional values that EVMS 

hopes to install in its learners and is free from mistreatment. It is also expected that faculty provide 

appropriate supervision of medical students that assists in assessment of learners and provides meaningful 

feedback. 

 

The responsibilities of teaching faculty are developed in accordance with the following Liaison 

Committee on Medical Education expectations: 

 Element 3.5: “A medical school ensures that the learning environment of its medical education 

program is conducive to the ongoing development of explicit and appropriate professional 

behaviors in its medical students, faculty, and staff at all locations. The medical school and its 

clinical affiliates share the responsibility for periodic evaluation of the learning environment in 

order to identify positive and negative influences on the maintenance of professional standards, 

develop and conduct appropriate strategies to enhance positive and mitigate negative influences, 

and identify and promptly correct violations of professional standards.” 

 Element 3.6: “A medical school develops effective written policies that define mistreatment, has 

effective mechanisms in place for a prompt response to any complaints, and supports educational 

activities aimed at preventing mistreatment. Mechanisms for reporting mistreatment are 

understood by medical students, including visiting medical students, and ensure that any 

violations can be registered and investigated without fear of retaliation.” 

 Element 9.3: “A medical school ensures that medical students in clinical learning situations 

involving patient care are appropriately supervised at all times in order to ensure patient and 

student safety, that the level of responsibility delegated to the student is appropriate to his or her 

level of training, and that the activities supervised are within the scope of practice of the 

supervising health professional.” 

 

PROFESSIONAL LEARNING ENVIRONMENT FOR MEDICAL STUDENTS 

EVMS is committed to the professional development of its medical students and to providing a learning 

environment that is reflective of the Professionalism objective of the Unified Competency Objectives 

(referenced above) which prioritizes professionalism in patient care, teamwork, and recognition of 

limitations, as well as the Professionalism and Professional Identity Development curriculum, outlined in 

this Handbook.  

Contributions of Faculty, Residents, and Staff to the Professional Learning Environment 

EVMS expects all faculty, residents, allied health professionals, and staff who are involved with teaching 

to adhere to the same standards for professional behavior as the learners, including adherence to the 

EVMS Code of Conduct 

(https://www.evms.edu/about_evms/leadership/general_counsel/legal_and_compliance/compliance_progr

ams_reporting/) and the Compact for the Teacher-Learner Relationship, as outlined in the Institutional 

Handbook and discussed below.  

https://www.evms.edu/about_evms/leadership/general_counsel/legal_and_compliance/compliance_programs_reporting/
https://www.evms.edu/about_evms/leadership/general_counsel/legal_and_compliance/compliance_programs_reporting/


 

 

 

 

In support of a professional learning environment, EVMS expects the following from all faculty, 

residents, allied health professionals, and staff who interact with medical students: 

 Model professional behavior in interactions with patients, learners, staff and all other individuals 

in the health care team. 

 Provide opportunities for students to demonstrate responsibility and ownership for patient care 

responsibilities in accordance with standards of appropriate clinical supervision (as discussed in 

more detail below). 

 Provide students with regular feedback, both positive and constructive.  

 Notify module or clerkship directors immediately regarding concerns for serious unprofessional 

behaviors by students. 

 Complete student assessments in a timely manner, with all assessments completed in time for 

calculation of final grades. 

APPROPRIATE TREATMENT OF MEDICAL STUDENTS  

The EVMS School of Medicine is committed to maintaining a positive environment for study and 

training, in which individuals are judged solely on relevant factors such as ability and performance, and 

can pursue their educational and professional activities in an atmosphere that is humane, respectful and 

safe. As such, student mistreatment is destructive of these fundamental principles and will not be tolerated 

within the EVMS community and its affiliated learning sites. 

 

EVMS defines mistreatment as behavior that shows disrespect for learners and interferes with their 

respective learning process. Such behavior may be verbal, emotional, or physical. More detailed 

information regarding student mistreatment is provided in the Institutional Handbook. The primary 

categories of mistreatment include the following: 

 Public Embarrassment or Humiliation: Any behavior that dishonors or disgraces a student in a 

public space or uses shame or embarrassment to publicly hold a student accountable for their 

actions. 

 Abuse of Power: Any behavior that uses one’s position of power to negatively impact a student or 

that requires a student to complete tasks unrelated to learning.  

 Physical Abuse: An intentional act that does or has the potential to cause injury, trauma, or other 

physical suffering or bodily harm to a student. 

 Harassment Based on Sex, Gender or Sexual Orientation: Behavior directed at a student based on 

their sex, gender, or sexual orientation that is unwelcome by the student and creates a hostile 

learning environment. 

 Harassment Based on Race or Ethnicity: Behavior directed at a student based on their race or 

ethnicity that is unwelcome by the student and creates a hostile learning environment. 

 

Expectations of Teaching Faculty with Regard to Appropriate Treatment of Medical Students 

All EVMS faculty, residents, allied health professionals, and staff who are involved with teaching will 

abide by the Association of American Medical Colleges (AAMC) Compact between Teacher and 

Learners of Medicine. Details regarding the Compact can be found in the EVMS Institutional Handbook 

and on the EVMS website.  

  



 

 

 

TITLE IX  

In accordance with Title IX of the Education Amendments of 1972, EVMS does not discriminate on the 

basis of sex and is committed to providing its educational programs and activities in an environment that 

is free from sex discrimination and sexual or gender-based harassment (including sexual misconduct and 

sexual violence). Further details regarding Title IX protection and reporting and investigations of possible 

Title IX complaints can be found in the EVMS Institutional Handbook and the EVMS Title IX webpage 

found here: https://www.evms.edu/about_evms/leadership/general_counsel/legal_and_compliance/le 

galcompliance_policies__information/title_ix/  

PROFESSIONAL ATTRIBUTES 

The professional attributes expected of EVMS medical students include the following: 

1. Personal qualities that facilitate effective therapeutic interactions (compassion, empathy, 

integrity, honesty, benevolence, confidentiality) 

2. Emotional health required for full utilization of mental faculties (e.g., judgment, orientation, 

affect, and cognition) 

3. Ability to establish rapport and develop mature and effective professional relationships with 

faculty, patients, the public, and other members of the healthcare team 

4. Impartial motives, attitudes, and values in roles, functions, and relationships 

5. Ability to communicate and care for, in a non-judgmental way, persons who differ from oneself 

and one’s beliefs in a variety of ways, including but not limited to gender, age, race, ethnicity, 

socio-economic status, culture, creed, military status, sexual orientation and identity and religious 

or spiritual beliefs 

6. Ability to monitor and react appropriately to one’s own emotional needs and responses 

7. Flexibility, adaptability, composure, and emotional stability during periods of high stress or 

uncertainty associated with didactic and clinical encounters and environments 

8. Ability to accurately follow oral and written directions with prompt completion of all 

responsibilities 

9. Compliance with standards, policies, and practices set forth in the MD Student Handbook 

 

CLINICAL SUPERVISION OF MEDICAL STUDENTS 

Medical students must be provided with appropriate levels of supervision as they progress through their 

education towards a career in patient care. A supervising physician will ensure that medical students are 

provided with opportunities to learn that are progressive and commensurate with the student’s level of 

training. 

Expectations of Teaching Faculty in the Role of Supervising Medical Students 

EVMS has the following expectations of responsibility for faculty supervising medical students in the 

learning environment: 

 A designated faculty physician is responsible for the supervision and assessment of each medical 

student in the clinical environment. The supervising faculty should be easily accessible to all 

members of the team providing patient care. 

 

 

 

https://www.evms.edu/about_evms/leadership/general_counsel/legal_and_compliance/le%20galcompliance_policies__information/title_ix/
https://www.evms.edu/about_evms/leadership/general_counsel/legal_and_compliance/le%20galcompliance_policies__information/title_ix/


 

 

 

 

 The supervising faculty physician provides supervision of the medical students participating in 

patient care at all times to ensure patient and student safety. Students may never perform 

procedures without direct supervision. 

 The supervising faculty physician is present in the same location as the learner and is able to 

provide direct instructions and feedback to the learner.  

 The supervising physician will be an attending or community faculty physician of EVMS or a 

physician designated as appropriate for supervision by the clerkship or course director. 

 The supervising faculty physician practices only within the scope of their discipline by their 

hospital and/or clinic privileges. 

 The supervising faculty physician may delegate the responsibility for direct supervision to 

another clinician which could include a resident or an allied health professional.  

o In these situations, the supervising faculty physician, while not in the presence of the 

student and/or patient, remains immediately available to the learner and/or at the site of 

care to provide direct supervision, as needed. 

o In addition, it is the responsibility of the supervising faculty physician to assure all 

personnel are appropriately prepared for their roles for teaching and supervision of 

medical students within the scope of their practices.  

o When learners interact directly with allied health professionals (e.g., physician assistants, 

nurse practitioners, etc.), the supervising faculty physician is responsible for ensuring that 

the allied health professional is appropriately credentialed or functioning under the 

supervision of a credentialed faculty member and is performing tasks that are within 

his/her scope of practice.  

o Ultimately, the attending faculty member is responsible for the integrity of information 

and/or clinical procedures taught to the medical student. 

 The supervising faculty physician provides clinical supervision that fosters progressive 

responsibility of the medical student. Supervision will be based on the following considerations: 

o Level of training of the medical student, 

o Previous experience and skill of the student with the clinical activity and setting, 

o Demonstrated competence of the student, 

o Familiarity of the supervising faculty with the abilities of the student, 

o Acuity of activity and level of risk to patient, and 

o The objectives for the clinical experience.  

 

Critical to medical student development is timely and accurate feedback from preceptors. EVMS has the 

following expectations of its supervising faculty regarding feedback:  

 The supervision physician or designate reviews and independently verifies all student findings, 

assessments, and care plans. 

 Preceptors who have worked with a student for 3 or more days are strongly encouraged to 

complete a clinical evaluation. 

o If a preceptor feels unable to judge specific categories within the clinical evaluation form, 

it is expected that the preceptor will select “Not Observed” for those categories. 

o In order to promote robust and individualized student learning, preceptors are asked to 

provide descriptive comments and examples of a student’s unique performance. 

  



 

 

 

 

 In order to help students develop on the current clerkship, clinical evaluations should be: 

o completed within 7 days of the last day of working with the student. 

o It is expected that comments and feedback provided in the written clinical evaluation 

form should also be communicated verbally to the student.    

o Inherent to the EVMS Compact between Teachers and Learners, there is a duty for a 

preceptor to share formative feedback to the student with sufficient time for the student to 

demonstrate improvement. Additionally, any concerns about a student should be shared 

with both the student and the clerkship director as soon as possible in order to facilitate 

remediation and help ensure future success.   

 

DUTY HOURS IN CARE OF PATIENTS  

Duty hours are defined as all clinical and academic activities related to the program, including but not 

limited to the following: patient care (both inpatient and outpatient), administrative duties related to 

patient care, the provision for transfer of patient care, time spent in-house during call activities, and 

scheduled activities, such as conferences. Duty hours do not include reading, preparation time spent away 

from the duty site, and time completing other assignments (e.g., written history and physicals, CLIPP 

cases, etc.). The clerkship must design an effective program structure that is configured to provide 

students with educational opportunities, as well as reasonable opportunities for rest and personal well-

being.  

• Duty hours must be limited to 80 hours per week, averaged over a 4-week period inclusive of all in-

house clinical and educational activities.  

• Students must be provided at least 1 day in 7 free from all clinical and educational responsibilities, 

averaged over a four-week period. One day is defined as one continuous, 24-hour period free from all 

scheduled clinical, educational and administrative activities.  

• Students must be provided adequate time for rest between duty assignments. The rest time should be 10 

hours but must be 8 hours.  

• Students must have at least 14 hours free of duty after 24 hours of in-house call.  

• Clinical and educational work periods for students must not exceed 24 hours of continuous scheduled 

clinical assignments at the end of which no new patients may be seen. Student may stay on site up to 4 

hours to complete activities related to hand over of the care of patients.  
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Unified Competency Objectives For
The MD Degree
Preamble

The civic and medical leaders who founded the Eastern Virginia Medical School
envisioned an institution that would champion improving the health of the region.
Decades later the school celebrates its record of training physicians who are
committed to knowledge and skill and doubly committed to the service of others.

Distinctive characteristics of the institution have evolved over its lifetime:

Education is central to its mission, not peripheral to the research
and clinical enterprises.
Principles of humanism in medicine and the biopsychosocial
model of disease and health are emphasized, promoting the
values of altruism and duty.
An ethic of community service moves students beyond
formalized educational settings.
The learning atmosphere emphasizes cooperation among
students, faculty, other health care professionals, local and
international care providers and policy makers.
Lifelong learning and the practice of evidence based medicine
are accepted as professional responsibilities.
The environment promotes collaboration, creativity, leadership
and service.

Within the context of this institutional philosophy and culture, the faculty have
articulated the following Unified Competency Objectives as the goals and
objectives of the curriculum.

1. Patient Care: Provide patient-centered care that is compassionate,
appropriate and effective for the treatment of health problems and the
promotion of health.

1.1. Information Gathering: Gather the information necessary for care of a
patient in a manner which is patient-centered, efficient and effective.
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1.2. Assessment and Management: Formulate an appropriate assessment
and develop an appropriate management plan for each patient.

1.3. Procedures: Perform specified common procedures, demonstrating a
knowledge of the indications, risks and benefits of the procedures in
explanations to patients while appropriately obtaining informed consent.

1.4. Specific Patient Groups: Recognize when a patient is in a specific at-risk
group and provide appropriate treatment and preventive measures.

1.5. Patient Safety: Recognize patient safety issues and describe measures
for preventing errors that may harm patients.

2. Medical Knowledge: Demonstrate knowledge about established and
evolving biomedical, clinical and cognate (e.g., epidemiological and social-
behavioral) sciences and the application of this knowledge in patient care.

2.1. Foundational Knowledge: Demonstrate an understanding of the basic and
clinical sciences necessary for medical practice.

2.2. Research: Demonstrate a basic understanding of medical research
principles.

3. Practice-Based Learning and Improvement: Monitor and enhance the
appraisal and assimilation of scientific evidence and application of such to
improve practice.

3.1. Information Systems: Use information systems to optimize care delivery
and improve outcomes.

3.2. Evidence-Based Medicine: For a given medical problem use evidence-
based medicine principles to select the best diagnostic and therapeutic plans.

4. Interpersonal and Communication Skills: Use interpersonal and
communication skills that result in effective information exchange and
teaming with patients, their families and other health professionals.

4.1. Communication with Patients: Demonstrate effective interpersonal and
communication skills with patients and their families.
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4.2. Communication with Other Care Providers: Present to other health care
providers a concise, orderly and coherent oral and written communication of
the patient’s unique clinical presentation in a manner appropriate to the clinical
context.

5. Professionalism: Demonstrate a commitment to carrying out professional
responsibilities, adherence to ethical principles and sensitivity to a diverse
patient population.

5.1. Professionalism in Patient Care: Demonstrate an ethical and professional
attitude toward patients and their care.

5.2. Teamwork: Function effectively as a member of the health care team,
respecting the roles and skills of other team members, communicating
appropriately and working effectively within the team.

5.3. Recognition of Limitations: Demonstrate a recognition of one's own
limitations and a commitment to professional growth.

6. Systems-Based Practice: Demonstrate an awareness of and
responsiveness to the larger context and system of health care and the
ability to effectively call on system resources to provide care that is of
optimal value.

6.1. Coordination of Resource Use: Identify and recruit family or community
resources and/or services of other members of the health care team for
optimal patient care.

6.2. Health Care System Issues: Discuss important issues in the health care
system beyond the practice site.

6.3. Service Learning: Participate in and learn the value of service learning
opportunities.
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Rotation: Evaluation Preview

Site: Eastern Virginia Medical School

Period: TIPS 2019/2020

Time Period: 06/24/2019 - 07/05/2019

Request Date: 07/01/2019

Evaluation Type: Preceptor Assessment of Student

Evaluator: Michelle Rogers-Johnson

Completion Date:

      

Your constructive feedback is a valuable component for both curriculum evaluation and accreditation purposes. Any information you submit via this form is confidential. Faculty will not see
evaluation results until after grades are submitted. 

No personally identifying information will be released to anyone except in the case of a student who has reported mistreatment. In this instance, the only persons authorized to identify which
student has provided feedback through this system are the Associate Dean for Student Affairs and the Director of Student Rights and Responsibilities.

EVMS is committed to ensuring that our learning environment is safe and professional at all times. For
that reason, if student feedback is provided that alludes to any form of sexual harassment or discrimination the Associate Dean for Student Affairs is required by federal law to report it to one of

the EVMS Title IX Coordinators. The student's name will not be shared with faculty or anyone named in the report.

Please note that EVMS policy prohibits retaliation against you for bringing your concerns to us. This means that others are prohibited from acting against you as a result of your expressing
concerns of potential discrimination or opposing discrimination of any kind.

Thank you for working with this student. We appreciate all that you do for our students!

By clicking on the button below, I certify that I have not provided health care for the student being evaluated.
(If you have provided medical service, please do not complete this evaluation. Instead, SUSPEND this evaluation due to conflict of interest.)

    (Question 1 of 20  - Mandatory )

Selection Option
    

This assessment is based on (mark all that apply):     (Question 2 of 20  - Mandatory )

Selection Option
    Review of written notes
    Observation of student performing history/physical
    Discussion of assessment and plan with the student
    Observation of student with patient and/or family member
    Observation of student performing procedures
    Observation of student's case presentations
    Observation of participation in rounding
    Input from others about student's performance
    Other (describe below)

If you selected "Other" above, please describe here:     (Question 3 of 20 )
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Did you provide feedback or discuss this evaluation in person with this student?     (Question 4 of 20  - Mandatory )

Selection Option
    Yes
    No

Did you have any concerns regarding the student's professionalism or integrity?     (Question 5 of 20  - Mandatory )

Selection Option
    Yes
    No

How long did you work with this student? NOTE: If you select "Less than 3 days", click "Not Observed" on questions 7-15, but you may leave comments for submission.     (Question 6 of 20  - Mandatory )

Selection Option
    Less than 3 days
    3 days or more

Instructions: Please complete the following questions.  Select the category in which the student consistently performs. If the student meets all of the descriptors in the previous columns AND meets
some, but not all, of the descriptors in the next column, select the bubble in-between these columns (eg. bubble on the line). Select "Not Observed" if unable to be determined by the level of your
interaction OR for all questions if you have worked with the student for less than 3 days.

Gather a history and perform a physical/mental status exam     (Question 7 of 20  - Mandatory )

Not Observed

Needs Remediation

Working to gather history
and perform exam that
identifies reason for the
patient's visit

Borderline

Working to gather accurate
history
Working to perform
accurate exam techniques.
Needs findings verified

Pass

Gathers accurate history
and exam to provide a
clear picture of the
patient's condition

High Pass

Gathers history and exam
findings pertinent to chief
complaint and patient care
Identifies pertinent positive
and negative findings

Honors

AND
Links history and exam
findings to management
plan without
cues/prompting

0 1 2 3 4 5 6 7 8 9

Use multiple information sources to optimize care delivery     (Question 8 of 20  - Mandatory )

Not Observed

Needs Remediation

Has difficulty incorporating
information system ( e.g.
EMR ) into patient care

Borderline

Working on incorporating
multiple sources of
information ( e.g. EMR,
medical record), to locate
patient information

Pass

Gathers patient data from
information system and
alternative sources ( PCP,
family, pharmacy, facility
staff )

High Pass

Synthesizes patient data
from information system
and alternative sources to
and fill gaps in patient
history

Honors

AND
Synthesizes information
without cues/prompts
Uses information to
develop management plan

0 1 2 3 4 5 6 7 8 9
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Provide an oral presentation of an encounter     (Question 9 of 20  - Mandatory )

Not Observed

Needs Remediation

Fabricates information
when unable to respond to
questions about patient

Borderline

Working on complete and
accurate reporting and
organization

Pass

Accurately presents
patient after clinical
encounter

High Pass

Organizes presentation to
emphasize and select
facts in a manner that
reflects an understanding
of the differential diagnosis
and patient's acuity of
illness

Honors

AND
Tailors presentation to
situation/type of rounds
Tailors presentation to
needs of the receiver of
the information
(consultants, nursing staff,
patient, etc.)

0 1 2 3 4 5 6 7 8 9

Prioritize a differential diagnosis following a clinical encounter     (Question 10 of 20  - Mandatory )

Not Observed

Needs Remediation

Restates patient
symptoms
Does not identify leading
diagnosis
Does not develop
differential diagnosis

Borderline

Identifies relevant leading
diagnosis
Working on developing a
differential diagnosis

Pass

Formulates differential
diagnosis relevant to chief
concern/reason for visit

High Pass

Prioritizes differential
diagnosis for common
presentations based on
most likely
Explains clinical reasoning
that led to the working
diagnosis

Honors

AND
Uses differential diagnosis
to inform management
plan without cues/prompts

0 1 2 3 4 5 6 7 8 9

Recommend and interpret common tests     (Question 11 of 20  - Mandatory )

Not Observed

Needs Remediation

Recommends excessive
testing
Recommends tests not
relevant to differential
Repeats results of
common tests, but does
not interpret them

Borderline

Recommends testing
relevant to leading
diagnosis
Misinterprets results

Pass

Recommends testing
relevant to differential
Accurately interprets
results of basic diagnostic
studies

High Pass

Recognizes when a test is
needed or not needed
Distinguishes common,
insignificant abnormalities
from clinically important
findings

Honors

AND
Recognizes limitations of
tests
Explains how results
inform differential and
management plan without
cues/prompts

0 1 2 3 4 5 6 7 8 9

Collaborate as a member of an interprofessional team     (Question 12 of 20  - Mandatory )

Not Observed

Needs Remediation

Often unprepared
Sometimes late
Does not complete
assigned tasks
Occasionally engages in
counterproductive
interactions with team
members

Borderline

Completes assigned tasks,
but requires prompts
Indirectly reports
information from team
members (nursing, social
work, case management,
consultants) from chart
review.

Pass

Completes assigned tasks
without prompts
Directly communicates and
interacts with inter
professional team
members.

High Pass

Offers to perform tasks
appropriate to their level of
training
Follows through on
unassigned tasks

Honors

AND
Contributions makes
patient care and teamwork
more efficient

0 1 2 3 4 5 6 7 8 9
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Form clinical questions and retrieve evidence to advance patient care     (Question 13 of 20  - Mandatory )

Not Observed

Needs Remediation

Does not reconsider
approach to a problem or
seek new information
OR
Does not employ
appropriate search
strategies to find clinically
relevant information

Borderline

Search strategies result in
broad topic overviews
Pose questions that elicit
background information
about patient conditions or
treatments
Accepts findings without
critical appraisal

Pass

Search strategies result in
directly relevant
information
Poses clinically relevant
questions, but requires
assistance with application
and critical appraisal

High Pass

Translates information
needs into well-formed,
focused clinical questions
Judges evidence quality
from clinical studies

Honors

AND
Answers focused clinical
question using clinical
outcomes from studies
Correctly judges
applicability of evidence to
patient
Uses evidence gathered to
inform management plan
without cues/prompts

0 1 2 3 4 5 6 7 8 9

Provide patient-centered care to members of our community.     (Question 14 of 20  - Mandatory )

Not Observed

Needs Remediation

Insensitive or inattentive to
patients or families
Misses social cues; does
not incorporate emotional
state of other people

Borderline

Demonstrates professional
attitude, but has difficulty
establishing rapport with
patients

Pass

Establishes rapport with
patients, while maintaining
professional boundaries

High Pass

Uses knowledge about
patients to inform
management plan

Honors

AND
Patients often refer to
student directly for
information about their
care

0 1 2 3 4 5 6 7 8 9

Demonstrate commitment to continuous growth/learning.
    (Question 15 of 20  - Mandatory )

Not Observed

Needs Remediation

Defensive in response to
feedback
Acts without recognizing
one's limitations

Borderline

Limited insight into
learning needs
Needs guidance to
develop goals

Pass

Independently identifies
goals for learning
Requires ongoing support
to implement plan and
sustain progress

High Pass

Independently identifies
goals and implements plan
for learning
Sustains improvements

Honors

AND
Seeks feedback and new
challenges to enhance
learning

0 1 2 3 4 5 6 7 8 9

Summative Comments     (Question 16 of 20  - Mandatory )

Please provide specific examples that support your assessment of this student's performance (for possible inclusion in the Dean's Letter/MSPE). 
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Please provide comments or examples for "Borderline" or "Needs Remediation".     (Question 17 of 20 )

 

Evaluation score      (Question 18 of 20 )

 (Question 19 of 20  - Mandatory , Confidential )

Yes No Comments:

Would you like to recognize this student for outstanding professionalism or compassionate patient care? If so, please provide specific examples that
highlight this student's professionalism and approach to patient care.
 

        

 

Feedback to the student for continued development and improvement (Eg. What is the next step for this student?):     (Question 20 of 20 )

 



    Doctor of Medicine 
Family and Community Medicine 

1 
Approved by the Clerkship Education Committee 6/26/19 

 

 
 
Clerkship Director Information     Clerkship Director Information 
Bruce Britton, MD     Mary Rubino, MD  
757-446-7460     757-446-7460  
Hofheimer Hall, Suite 206, Rm 218    Hofheimer Hall, Suite 206, Rm 219  
BrittoBS@EVMS.EDU     RubinoMC@EVMS.EDU 
   
Curriculum Coordinator Information 
  
757-446-7460  
Hofheimer Hall, Suite 206, Rm 218  
 
Clerkship Description 

The Family Medicine Clerkship is an important foundation for a future physician in any specialty. The clerkship is 
composed of the following experiences:  

Duration Experience Sites Weekends 

3 weeks Outpatient Clinic VA Beach, Chesapeake, Norfolk, Portsmouth, 
Newport News, Williamsburg, Langley AFB, 
Suffolk,         By request: Kaiser (Northern 
Virginia), Rural (Eastern Shore) 

No 

2 weeks Inpatient SNGH or Maryview Yes 

1 weeks  Community Week Care-A-Van (various locations, furthest is 
Newport News/Suffolk), HOPES, 
(Norfolk/Portsmouth), ACC (Norfolk) Peninsula 
Health Care (Newport News), Right Path 
Addiction Center (VA Beach/Newport News), 
Southeastern Virginia Training Center 
(Chesapeake), Norfolk VDH-STD clinic, 
Portsmouth VDH-Ryan White Clinic, Western 
Tidewater Free Clinic (Suffolk), VA Women’s 
Clinic (Hampton), Farley Center (Williamsburg) 

No 

 

Clerkship Learning Objectives 

At the end of the family medicine clerkship, given a clinical encounter, each student should be able to:  
1. Discuss the principles of family medicine care as measured by the clinical evaluation rubric. 
2. Apply the principles of family medicine care as measured by a rubric.  
3. Gather information, formulate differential diagnoses, and propose plans for the initial evaluation and management 

of patients with common presentations as measured by the clinical evaluation rubric.  
4. Manage follow-up visits with patients having one or more common chronic diseases as measured by the clinical 

evaluation rubric.  
5. Develop evidence-based health promotion/disease prevention plans for patients of any age or gender as measured 

by the clinical evaluation rubric.  
6. Demonstrate competency in advanced elicitation of history, communication, physical examination, and critical 

thinking skills as measured by the clinical evaluation rubric.  
7. Discuss the critical role of physicians within any health care system as measured by the community site rubric. 

mailto:BrittoBS@EVMS.EDU
mailto:RubinoMC@EVMS.EDU
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Clerkship Unified Competencies 
The EVMS unified competencies may be accessed at the following link:  
https://www.evms.edu/education/medical_programs/doctor_of_medicine/unified_competency_objectives/ 
 
Evaluation 
A student’s final clerkship grade is composed of the following domains: 
 

Domains Score Explanation 
 
Honors (required achievement of the following minimum scores for 4/4 domains) 
Medical Knowledge – Subject Exam ≥ 78% Equated Percent Correct Score 
Clinical Evaluation ≥ 88.5% E*Value Preceptor Evaluation Average 
Competency Assessments:   
SP Encounter Week 3 (Shared Decision Making)  
SP Note Week 4   
SP Encounter and Note Week 5 
Community Site Assignment 

≥ 88.5% 
 

Weighted Average of the assignments 
SP Encounter Week 3 (15%) 

SP Note Week 4 (5%) 
SP Encounter and Note Week 5 (40%) 

Community Site Assignment (40%) 
Professionalism  No lost points* See Professionalism Policy 
High Pass (required achievement of the following minimum scores for 4/4 domains) 

Medical Knowledge – Subject Exam ≥ 70% Equated Percent Correct Score 
Clinical Evaluation ≥ 79.5% E*Value Preceptor Evaluation Average 
Competency Assessments:   
SP Encounter Week 3 (Shared Decision Making)  
SP Note Week 4   
SP Encounter and Note Week 5 
Community Site Assignment  

≥ 79.5% Weighted Average of the assignments 
SP Encounter Week 3 (15%) 

SP Note Week 4 (5%) 
SP Encounter and Note Week 5 (40%) 

Community Site Assignment (40%) 
Professionalism  No lost points* See Professionalism Policy 
Pass (required achievement of the following minimum scores for 4/4 domains) 

Medical Knowledge – Subject Exam ≥  60% Equated Percent Correct Score 
Clinical Evaluation ≥ 69.5% E*Value Preceptor Evaluation Average 
Competency Assessments:   
SP Encounter Week 3 (Shared Decision Making)  
SP Note Week 4   
SP Encounter and Note Week 5 
Community Site Assignment 

≥ 69.5% Weighted Average of the assignments 
SP Encounter Week 3 (15%) 

SP Note Week 4 (5%) 
SP Encounter and Note Week 5 (40%) 

Community Site Assignment (40%) 
Professionalism  1 lost point* See Professionalism Policy 

 
Fail (demonstrated in 1 or more domains) 
Medical Knowledge – Subject Exam ≤59% Equated Percent Correct Score 
Clinical Evaluation ≤69.4% E*Value Preceptor Evaluation Average 
Competency Assessments:   
SP Encounter Week 3 (Shared Decision Making)  
SP Note Week 4   
SP Encounter and Note Week 5 
Community Site Assignment  

≤69.4% Weighted Average of the assignments 
SP Encounter Week 3 (15%) 

SP Note Week 4 (5%) 
SP Encounter and Note Week 5 (40%) 

Community Site Assignment (40%) 
Professionalism  ≥ 2 lost points* See Professionalism Policy 

      *After the opportunity to remediate 1 point   

https://www.evms.edu/education/medical_programs/doctor_of_medicine/unified_competency_objectives/
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Required Formative Learning Assignments, Logging, and Evaluations 

Late submissions will result in loss of a professionalism point 
 
Standardized Patients Weeks 1-2 
 

As Scheduled  
Every Monday  

Student Objectives Card 
 

Turn in completed card  
Due by Friday of Week 6 by 4pm to Clerkship Coordinator 

Student Objectives Log 
 

Online Link Provided 
Due by Friday of Week 6 by 4pm 

E*Value Duty Hours 
 

Complete on E*Value 
Due by 5pm on Friday after end of clerkship (Week 7) 

E*Value Didactic Evaluations* Complete on E*Value 
Due by 5pm on Friday after end of clerkship (Week 7)  

End of Clerkship Course Assessment* 
 

Complete on E*Value 
Due by 5pm on Friday after end of clerkship (Week 7)   

        *Confidential and de-identified didactic evaluations and course assessments are not released until after grades are submitted 
 
Clerkship Policies 
For complete information about student policies, see the Doctor of Medicine Student Handbook 2019-2020.  
 
Subject Exam Retest Policy 
If a student scores < 60% on a subject exam, they will be required to retest the material. If a passing score (≥ 60%) is 
obtained on the retest, the student’s grade for that exam is changed to 60% as the student has now shown proficiency.  
If a student does not pass the retest, they will receive a Fail and will be required to repeat the clerkship.  
 
Preceptor Evaluation Policy 
A Preceptor or Resident (PG Y-2 or higher) who works with a student any amount of time for 3 or more days may be 
asked to complete an evaluation for a grade. Evaluations based on fewer than 3 days of working with the student will 
not contribute to the grade.  
 
Professionalism  
The professional attributes expected of EVMS medical students include the following: 
 

1. Personal qualities that facilitate effective therapeutic interactions (compassion, empathy, integrity, honesty, 
benevolence, confidentiality) 

2. Emotional health required for full utilization of mental faculties (e.g. judgment, orientation, affect, and 
cognition) 

3. Ability to establish rapport and develop mature and effective professional relationships with faculty, patients, 
the public, and other members of the healthcare team 

4. Impartial motives, attitudes, and values in roles, functions, and relationships 
5. Ability to communicate and care for, in a non-judgmental way, persons who differ from oneself and one’s beliefs 

in a variety of ways, including but not limited to gender, age, race, ethnicity, socio-economic status, culture, 
creed, military status, sexual orientation and identity and religious or spiritual beliefs 

6. Ability to monitor and react appropriately to one’s own emotional needs and responses 
7. Flexibility, adaptability, composure, and emotional stability during periods of high stress or uncertainty 

associated with didactic and clinical encounters and environments 
8. Ability to accurately follow oral and written directions with prompt completion of all responsibilities 
9. Compliance with standards, policies, and practices set forth in the Student Handbook 
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Breaches of professional behaviors will be assessed using the following point system: 
 

• ½ point (advisory warning) 
o Tardiness to rounds, sign-out, small group, didactic lecture, exam, required activity, etc. Tardiness of 

greater than 30 minutes will be considered an unexcused absence.  
 

• 1 point (infraction) 
o Lack of timely completion of assignments, required evaluations, or duty hour logs   
o Unexcused absence for a clinical assignment or an academic session 
o Second tardiness to rounds, sign-out, small group, didactic lecture, required activity, etc 
o Inappropriate behavior (e.g. arguing, use of inappropriate language, or negative nonverbal behaviors) 

toward faculty, staff, or other students during in-person or email discussions involving the learning 
environment 

o Incident report filed during exam (e.g. bringing cell phone, hat, watch, etc into the testing center) 
 
• Students will have the opportunity to remediate 1 professionalism point during the course of the clerkship.  

 
• Students who lose one or more professionalism points, after the option to remediate one point, will be 

referred to the Student Review and Advisory Committee.  
 

• Students who lose two or more professionalism points, after the option to remediate one point, will fail the 
course and be referred to the Student Review and Advisory Committee.  

 
• Students who lose three or more total professionalism points over the course of their clerkship year, including 

remediated points, will be referred to the Student Review and Advisory Committee.  
 
 
Attendance 
Students are expected to be active members of the medical teams caring for patients in hospitals, offices, and clinics. 
Accordingly, students are expected to be present for all scheduled clinical activities, teaching conferences, lectures, 
examinations, etc. EVMS recognizes, however, that circumstances might sometimes require that students be absent 
from their assigned duties. Necessary absences from academic responsibilities may be approved by Student Affairs 
using the electronic Excused Absence Form as described in the MD Student Handbook. Students are also required to 
directly notify their supervisors regarding their absence.   

 
No more than 3 personal leave days can be used at one time or in any one clerkship.  

 
Weekend off scheduling requests, including requests for schedule swaps between students, must be made directly to the 
Clerkship Coordinator, at least 4 weeks prior to the start of the rotation.  

 
 

 
 
 
 
 

https://evms.co1.qualtrics.com/jfe/form/SV_8GnsfsDMw4L5jWB
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Student Mistreatment 
Students are encouraged to report violations of the Standard of Conduct for the Teacher-Learner Relationship.   
Students can report mistreatment in one of four ways: 

 
1. E*Value End of Clerkship Evaluations 
2. Directly to a clerkship director, department chair, or member of Medical Education or Student Affairs 
3. Student Affairs’ Grievance and Appeal Form 
4. EVMS Ethics and Compliance Hotline: 1-800-461-9330 
 
 
Duty Hours  
Duty hours follow the ACGME duty hour requirements and are defined as all clinical and academic activities related to 
the program, including but not limited to the following: patient care (both inpatient and outpatient), administrative 
duties related to patient care, the provision for transfer of patient care, time spent in-house during call activities, and 
scheduled activities, such as conferences. Students who are subject to violations of the duty hours restrictions should 
contact their Clerkship Director or the Associate Dean for Clinical Education or report their concerns through the EVMS 
Ethics and Compliance Hotline 1-800-461-9330. 
 
 
Special Accommodations 
If accommodations for this clerkship are needed because of a documented disability, please submit an application and 
required documentation to the EVMS Disability Officer as instructed in the EVMS Disability Guide for Students.  
 

https://evms.co1.qualtrics.com/jfe/form/SV_0JtwOhzjHcOzP8N
https://app.convercent.com/en-us/LandingPage/683edfd1-4bee-e611-80d9-000d3ab1117e
https://app.convercent.com/en-us/LandingPage/683edfd1-4bee-e611-80d9-000d3ab1117e
https://app.convercent.com/en-us/LandingPage/683edfd1-4bee-e611-80d9-000d3ab1117e


 

I participated in the management plan for 
the following clinical conditions: 

Number of Patients 
                     
              # seen                          # required                                                                                                                       

 I participated in the following skills 
and/or procedures: 

Number of Skills 
                     
              # performed                # required 

Preventive Care: Diet/Exercise Counseling  1  PERFORMED:    
Preventive Care: STI Risk Assessment  1  H&P: Clinic  – Acute Condition  1 
Preventive Care: Fall Risk Assessment  1  H&P: Clinic –  Chronic Condition  1 
Preventive Care: Social Determinants Risk  1  H&P: Clinic – Preventive Care  1 
Preventive Care: Cancer Screening  1  TOC Discharge Summary   1 
Preventive Care: Cardiac Risk Assessment  1   

 
Contact clerkship director and coordinator by 4pm Wednesday of 
the last week of the clerkship if unable to access a required patient 
encounter, skill, or procedure.  
 
Additional Advice: 
 
For the required Clinic H&Ps the Family Medicine Blackboard course 
has a paper copy/template as many students will not have access to 
writing in the EHR. These will not be graded and are used for 
curriculum development purposes. For HIPAA compliance, no 
patient PHI (e.g. name, DOB) identifying data should be included on 
this paper note. 
 
• The outpatient clinic preceptor should review the Clinic H&Ps with 
you for feedback.  
 
• The senior resident should review the TOC Discharge Summary 
with you for feedback.  
 
• Please turn in your Paper Clinic H&Ps and Blue Cards at the final 
meeting of the clerkship (Wednesday of Week 6).  

 

Abdominal Pain   1  
Altered Mental Status  1  
Anxiety  1  
Arthritis  1  
Asthma  1  
Back pain, acute  1  
Back pain, chronic  1  
Chest pain  1  
Cough  1  
Depression  1  
Diabetes, type 2  1  
Dizziness   1  
Female GU/GYN symptoms  1  
Fever  1  
Headache  1  
Heart Failure   1  
Hyperlipidemia  1  
Hypertension  1  
Joint Injury  1  
Leg swelling   1  
Obesity  1  
Osteoporosis/Osteopenia   1  
Male GU symptoms  1  
Rash or Skin Lesion  1  
Substance Abuse  1  
Upper Respiratory Symptoms    1  



STUDENT NAME: _________________________                                                       EASTERN VIRGINIA MEDICAL SCHOOL 
                                                                                       FAMILY MEDICINE CLERKSHIP STUDENT OBJECTIVES CARD

  

 

 Initial if 
meets 

expectations 
History   

History 
 

 
 

Given a clinical encounter, each student will:  
 
1. Discuss the principles of family medicine care 
2. Apply the principles of family medicine care  
3. Gather information, formulate differential diagnoses, and 

propose plans for the initial evaluation and management of 
patients with common presentations (see list on next page) 

4. Manage follow-up visits with patients having one or more 
common chronic diseases (see list on next page).  

5. Develop evidence-based health promotion/disease prevention 
plans for patients of any age or gender  

6. Demonstrate competency in advanced elicitation of history, 
communication, physical examination, and critical thinking skills 
as measured by the clinical evaluation rubric.  

7. Discuss the critical role of physicians within any health care 
system 

 

Student was directly observed performing a focused history and physical.  
Preceptor must be a supervising attending or resident PGY-2 or above.  
Complete at least 1 direct observation prior to mid-clerkship meeting. 
 
 

 Initial if 
Observed 

 Initial if 
Observed 

History  Physical Exam  

History 
 

 
 

Physical Exam 
 

 
 

 
Questions or concerns? Email m3@evms.edu 
 
Clerkship Directors:  
Bruce Britton, MD       Mary Rubino, MD 
 

BEGINNING OF CLERKSHIP 
Student should write 3 personal goals for this clerkship at orientation.   
1. 

2. 

3. 

MID-CLERKSHIP  
Student should write 3 personal goals at mid-clerkship meeting with director. 
1. 

2.  

3.  

FORMATIVE FEEDBACK 
Student or preceptor can complete based on mid-point feedback.     
Preceptor must be a supervising attending or resident PGY-2 or above. 
Minimum of 2 initials required prior to mid-clerkship meeting and 2 after mid-clerkship meeting. 
Recommend obtaining 1 initial at the mid-point of each part of the clerkship.  
 
Preceptor 

initials 
Keep Doing To Take It To The Next Level.. 

   

 
 

  

   

   

   

CLERKSHIP 
DIRECTOR 

(mid-
clerkship) 

 
 
 
 
 

 

 
Questions or concerns? Email m3@evms.edu 
 

 

mailto:m3@evms.edu
mailto:m3@evms.edu
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M3 Clerkship Feedback Resource 

Looking for the right words when 
completing student evaluations?
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Evaluation ratings are determined based on how students consistently perform. Clarifying examples are provided below:   
  

Needs Remediation  
Gather a History and Perform a Physical/Mental Status Exam 

o Did not ask about the patient’s chief complaint/reason for visiting 

o Did not perform physical/mental status exam 

o Observer 

Use Multiple Information Sources to Optimize Care Delivery 
o Did not use EMR system/review patient chart prior to encounter 

o Left computer while still logged in, allowing easy access to patient data  

Provides Oral Presentation 
o Student reported the patient was not taking any medications. This report was discrepant from the EMR 

and follow-up patient interview. When questioned again, the student admitted they forgot to ask about 
medications.  

Prioritizes a Differential Diagnosis 
o Reported the patient came in due to difficulty breathing, but did not develop differential when asked 

Recommends & Interprets Common Tests 
o Noticed that the student consistently recommended “blood testing” regardless of the patient’s condition or 

status 

o Patient with diabetes came in for a follow-up. The student stated results from glucose test and A1C, but 
needed assistance with determining if they were normal/abnormal   

Collaborates Interprofessionally 
o Late writing notes 

o Left early 

o Studied for subject exam during high-volume times 

o Rounded on fellow med students’ patients without their knowledge (e.g. looked up and reported lab results 
to Resident)6 

Forms Clinical Questions & Retrieve Evidence 
o Used Wiki Journal Club to locate resources 

Provides Compassionate, Patient-Centered Care 
o Performed physical exams that were too rough, causing patients pain  

o Interrupted patient several times during interview 

Demonstrates Commitment to Continuous Learning 
o When corrected on how to perform an appropriate OB/GYN exam, student responded that they won’t 

need to know this as a future surgeon 
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Borderline 
Gather a History and Performs a Physical/Mental Status Exam 

o Missed PMH/social history/medical history/medications pertinent to patient’s visit/admission 
o Stated the pt denied rectal bleeding, but did not perform PE to confirm6 
o Only performed heart and lung exam for patient with stomach pain 
o Did not evaluate patient’s incision post-surgery 
o Did not take pt blood pressure properly, which produced inaccurate reading 

Use Multiple Information Sources to Optimize Care Delivery 
o As student was interviewing patient, they mentioned they never received biopsy results from 

previous visit. Student attempted to look up results in EMR, but needed assistance locating them 

Provides Oral Presentation 
o Did not include general appearance of patient and all vitals 
o Intermingling HPI, PMH, and assessment, made it difficult to follow 
o A series of follow-up questions were needed to gain a more complete picture of the patient’s 

condition. S/he was able to fill in missing information about the ROS and HPI when asked.  

Prioritizes a Differential Diagnosis 
o Differential too broad to take action (e.g. infection rather than sepsis)  
o Differential did not clearly link to history and physical exam findings 
o Needed guidance develop a plausible differential for a patient with post-surgical complications 
o Didn’t recognize classical symptoms of common medical conditions (e.g. pre-eclampsia, COPD) 

Recommends & Interprets Common Tests 
o Recommended x-ray for patient who came in with ankle pain 
o Needed assistance interpreting ultrasound results to evaluate cirrhosis of liver 

Collaborates Interprofessionally 
o Primarily relied on residents for latest patient chart information, rather than confirming in the EMR 
o Was reminded several times to check on labs for various patients 

Forms Clinical Questions & Retrieve Evidence 
o Questions were primarily background (e.g. general information about a specific disease, 

medication, treatment) 

Provides Compassionate, Patient-Centered Care 
o Made good eye contact with patients 
o Frequent use of medical jargon made it difficult for patient to answer questions during interview 
o Missed opportunities for empathic statements for patients receiving “bad news” 

Demonstrates Commitment to Continuous Learning 
o Would often ask if student had any questions; they typically responded no 
o Did not show any improvement in consultation write-ups after feedback 
o Students needed assistance developing effective SMART goals for the clerkship 
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Pass  
Takes a History and Performs a Physical/Mental Status Exam 
o Administered Columbia-Suicide Severity Rating Scale with fidelity, asking follow-up questions 

when a teen patient answered “yes” to having suicidal thoughts 

o Wrote accurate H&Ps that were easy to follow, with very little guidance 

o Student took accurate BP and recognized that the patient’s chest pain was likely due to elevated 
BP 

Use Multiple Information Sources to Optimize Care Delivery 
o Located allergy information in EMR; confirmed with patient family that their daughter was allergic to 

latex 

Provides Oral Presentation 
o Presentation included thorough information on the HPI and ROS 

o In presentation, student provided a thorough explanation of what medications the patient was on, 
why they were taking them, and their compliance.  

Prioritize a Differential Diagnosis 
o Developed plausible, age-appropriate differential (e.g. hypertension, CAD, MI) for 65-year old 

patient who presented with chest pain 

Recommends & Interprets Common Tests 
o Recommended appropriate tests for patient thought to have pre-eclampsia. Accurately interpreted 

results for several of the tests to evaluate likelihood of this diagnosis.  

Collaborates Interprofessionally 
o Checked on assigned patients, providing the team with continued updates  

o Performed H&Ps when asked 

Forms Clinical Questions & Retrieve Evidence 
o Did a nice job finding up-to-date literature on the patient’s pathology/workup/treatment  

o Developed several clinical questions pertinent to patients on their service  

Provides Compassionate, Patient-Centered Care 
o Made good eye contact with patients and minimized the use of medical jargon for patients with low 

health literacy 

o Reviewed patient charts to make sure there was a clear plan in place 

o Spent time getting to know patients to understand their psychosocial issues  

Demonstrates Commitment to Continuous Learning 
o If there were topics s/he didn’t understand, s/he would research their pathophysiology and 

psychosocial issues involved  

o When given direct feedback, student responded short term. But after a few days, did not maintain 
suggestions discussed. 
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High Pass 
Takes a History and Perform Physical/Mental Status Exam 
o Gathered thorough H&P to diagnose patient presenting with HIV 

o Gathered PMH/social history/medical history/medications pertinent to patient’s visit/admission 

o Works well with complex patients 

o Utilized the family member to take a history for a patient who had difficulty finding his/her words 

o Took focused physical exam for a patient in a wheelchair, suffering from a stroke 

Use Multiple Information Sources to Optimize Care Delivery 
o Noticed patient’s pharmacy information was not listed in EMR system; asked patient for this information 

Provides Oral Presentation 
o Provided 3-5 minute presentations on hypertension, diabetes, and CHF. Presentations demonstrated an 

understanding of the patient’s acuity 

Prioritizes a Differential Diagnosis 
o Prioritized diff dx for patient presenting with SOB, based on most likely. Ranked COPD as leading diagnosis 

given that patient was a smoker 

Recommends & Interprets Common Tests 
o 70-year old pt with hx of rheumatoid arthritis presented with SOB. Student discussed pros and cons of 

ordering a D-Dimer test, recognizing the probability of false positive due to patient condition and age. 

o Recognized that D-Dimer test can be used for detecting blood clots. Needed assistance thinking through 
next steps in testing if D-Dimer test came back positive  

Collaborates Interprofessionally 
o Picked up on changes in the patient’s status and communicated information in a timely manner 

o Consistently took on additional responsibilities, going back after rounds to talk to patients 

o Volunteered and assisted with safely transferring patients to the OR  

Forms Clinical Questions & Retrieve Evidence 
o Provided evidence-based recommendations which informed the team’s management plan for the patient 

o Researched clinical questions related to his/her patients using up-to-date literature  

Provides Compassionate, Patient-Centered Care 
o Recognized that the pediatric patient was not using their inhaler appropriately; showed patient and family 

how to use it and re-checked to make sure patient could perform task effectively 

Demonstrates Commitment to Continuous Learning 
o Used feedback to improve oral presentation skills; presentations are more complete and organized 

o Sought new challenges, taking on more complex patients 

o Developed case report based on one of the patients s/he saw 
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Honors 
Takes a History and Performs Physical/Mental Status Exam 
o Recognizing that the pediatric patient was noncompliant with regularly using inhaler, the student proposed having 

the child do morning check-ins with the nurse.  

Use Multiple Information Sources to Optimize Care Delivery 
o Identified discrepancy between patient interview, EMR, and pharmacy. Noticed that the patient was not picking up 

refills; proposed using a pharmacy home delivery service instead 

Provides Oral Presentation 
o Provided in-depth reports for new patients; focused on day-to-day changes for patients well-known to the service   

Prioritizes a Differential Diagnosis 
o Developed accurate assessment and plans for most patients; rarely needed editing 

Recommends & Interprets Common Tests 
o Recognized that the test result was a false positive; recommended ordering an additional test  

Collaborates Interprofessionally 
o Addressed gaps in the team’s knowledge by looking up medical information, and presenting on topics relevant to 

the patients being seen 

o Consistently took on additional responsibilities, going back after rounds to talk to patients 

Forms Clinical Questions & Retrieve Evidence 
o Provided evidence-based recommendations which informed the team’s management plan for the patient 

o Researched clinical questions related to his/her patients using up-to-date literature  

Provides Compassionate, Patient-Centered Care 
o Patients often referred to him/her for information directly when the team is present 

o Helped calm pt anxieties about their medical condition 

Demonstrates Commitment to Continuous Learning 
o Looked to see which patients were scheduled to come in and read up on their conditions 

o Developed case report based on one of the patients s/he saw 
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RED FLAGS 
 
General statements with few specifics about student’s performance and no mention of clinical skills are considered “RED 
FLAGS” for Program Directors4:   

• “Good” or “Hardworking Student”  
• “Showed improvement(s)” or frequent references to “developing [knowledge, skills, etc.]”  
• “Overcame personal setbacks”  
• “Solid performance” (can be considered neutral or “middle of the road”)  
• “Performed at expected level” or “met expectations”   

 
It is preferable to include statements that identify specific knowledge, skills, and attitudes the student demonstrated that 
contributed to patient care. Below are two frameworks you might use to reflect on a student’s performance.  
 

KSA Framework Example 
1) Knowledge 

I directly observed Mark perform several H&Ps. He did a 
nice job focusing them to the patient’s chief complaint.   

2) Skills  
His reporting was also very well-done. Oral presentations 
were organized (HPI, PMH, PROS, etc), detailed, 
accurate, and easy to follow.  

3) Attitudes 
Mark was a great addition to the team. He checked up on 
labs without being asked and was always willing to help 
out. He will be missed! 

 
 

Feedback-Focused Framework Example 
1) Overall impression of the student’s performance on 

the health care team and/or working with patients 

Ciara worked well with patients and their families.  

2) Specific examples (aligned to evaluation criteria) to 
support your impression  

She offered to break bad news to a patient diagnosed with 
type 2 diabetes and a family whose son was pronounced 
brain dead after a car accident.  

3) If the student struggled, how they responded to 
feedback. 

It was great to see her progress so quickly. The first time 
she delivered bad news, she used some medical jargon, 
making it difficult for her to connect with, and properly 
educate the patient and their families. I gave her some 
feedback and saw her practicing the SPIKES protocol with 
her classmates. Her practice paid off and I could see 
patients were more receptive to her approach.   

a) Where the student is in his/her training 

AND/OR 

b) Next steps in medical training 

Ciara is able to perform many clinical duties (e.g. H&P 
and patient counseling) with limited supervision. She was 
an asset to the team!  

 
When describing student performance, it is important to be aware of the implicit bias3. Stereotypes based on gender, race, 
sexual orientation, weight, specialty interest, etc may influence perceptions of students’ performance and impact what we 
focus on, and remember about a student.  When “categorizing” student’s behavior, take a holistic assessment and think 
about patterns of performance rather than a single instance. Systematically documenting positive and negative behaviors 
during the clerkship experience can assist in providing holistic feedback to students. The Plus-Delta Form is a tool you 
can use for this purpose. 
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Plus-Delta Form 

 
EVMS Unified Clerkship Competencies 

 Gather H&P 

 Provide oral presentation of encounter 

 Prioritize Diff Dx  

 Use multiple information sources to optimize care delivery 

 Recommend and interpret common tests 

 Collaborate as a member of an interprofessional team 

 Form clinical questions and retrieve evidence to advance patient care 

 Provide compassionate, patient-centered care  

 Demonstrates commitment to growth/continuous learning 
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Summative Comments Examples 
 
Remediation 

o Amir was not very active in patient care. I provided him multiple opportunities to take a history, but he preferred to 
observe. We talked about his needing to be more assertive. After receiving feedback, he improved slightly and 
offered to interview a patient who came in with a cold. He did a nice job asking focused questions. As he builds 
his confidence, I think he will start to take a more active role on the team. He should continue practice taking 
H&Ps. (H&P) 
 

o Janet demonstrated multiple instances of unprofessionalism during the rotation. She was consistently 5 or more 
minutes late to surgeries, important meetings and morning rounds. She left one of the didactic sessions early 
because of a “personal matter.” To address these issues, I asked her to do a homework assignment reflecting on 
the consequences associated with unprofessionalism. She did not complete the assignment. Janet needs to work 
on being punctual.  (Professionalism) 

 

o Robert struggled to integrate into the team and adapt to the fast-paced OR environment. He often made 
comments about how tired he was and would disappear during high-volume patient times rather than assisting the 
Residents with seeing patients and completing notes. Whereas most students rounded on 3-4 patients, he only 
volunteered for 1-2. (Team Player/Colleague) 

 

Borderline 
o Initially, Jake had challenges presenting patients post call.  He “reported” information, but did not prioritize 

information or defend his differential diagnosis.  I am concerned he may be lagging behind. Next steps:  After 
gathering all of the information, think about what hx/exam findings/labs/studies are most important for that patient 
on that day (why are we seeing this patient and what information is most important to allow us to help him/her?) 
He also needs to improve on his flow and organization of his presentation.  (Differential Dx) 
 

o Meghan showed good self-reflection and took initiative to improve her presentation skills while I worked with her. 
She initially gave presentations not pertinent to the presenting problem. However, on questioning, she did have 
knowledge relevant to the cases. She’s doing much better at reporting information. (Commitment to 
Improvement & Oral Presentations) 
 

o Denise started the rotation with an incomplete understanding of how to perform a focused H&P. She would see 
patients, but did not always address the issue we were most concerned about. For example, we had a patient 
with conjunctivitis. She forgot to ask the patient about his eye. She made some progress in her data gathering 
skills. As a result, I was able to ask fewer follow-up questions over time. I’m sure she will continue to improve with 
future training. (Commitment to Improvement & H&P, Oral Presentations) 

Pass 
o It was a pleasure to work with Anthony. He actively participated during rounds, taking histories and performing 

physical exams. He provided several 3-5 minute presentations on the following topics: hypertension, diabetes, and 
CHF. For each patient, he provided an accurate and thorough history of their conditions. (H&P)) 

 

o Pooja took a history from a patient who was difficult to interview due to schizophrenia. She kept the patient calm and 
was able to get a full history. She picked up that patient might have a yeast infection and was able to perform a pelvic 
exam. She recommended ordering a culture test, without any guidance. Given that this was her first rotation, she is 
performing very well. (H&P, Recommending Tests, Patient Care, Differential Dx) 
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Summative Comment Examples 
High Pass 
o Mallory demonstrated excellent patient care during her time on my service. She interviewed a patient and learned that 

he was out of diabetic strips and was able to figure out what meter patient used (it was not in the chart) and wrote the 
script for me to sign. In another patient encounter, she was able to deduce that the patient was illiterate, which 
informed the management plan. We were able to set up a special kind of medication delivery system and hopefully 
drastically improve her medication compliance. (Patient-Care) 
 

o Marie did an outstanding job working with patients. Her vast knowledge was apparent through her ability to recognize 
common, and even some complex, conditions. We had 60-year old patient in a wheel chair who was admitted. She 
utilized the family member to take an effective history. She performed a focused exam, while maintaining the comfort 
and safety of the patient. After she diagnosed the patient with a stroke, she did a nice job working with the Resident to 
develop a management plan that incorporated the patient’s psychosocial needs. She demonstrated exceptional 
clinical skills and reasoning for her level of training.  (H&P) 

 
Honors 
o Paul was a valuable member of the team. He contributed to the learning of the team by independently researching 

topics and synthesizing medical literature about his patients’ clinical conditions, bringing new insights to the team’s 
discussion. His ability to ask pertinent clinical questions, find the answers, and interpret the literature demonstrated 
critical thinking related to his patients’ disease process and management plans. (Evidence-Based Medicine) 
 

o I was impressed by Ginna’s performance on the rotation. She spent time with patients, getting to know them and their 
conditions. She was able to quickly establish rapport with them. We had a patient who was diagnosed with stage 4 
melanoma during their hospital stay. She was very empathetic and did a nice job explaining the treatment plan using 
language the patient could understand. I consistently heard positive comments about her from patients. We 
appreciated having her on the team. (Patient-Centered) 

 

o Brian was great to work with. He took it upon himself to develop his suturing skills and was entrusted with suturing 
during several surgeries. Having him on the team made patient care more efficient. (Team Player) 
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The One Minute Preceptor: 
Five Microskills for Clinical Teaching1 

 
Most clinical teaching takes place in the context of busy clinical practice where time is at 
a premium. Microskills enable teachers to effectively assess, instruct, and give feedback 
more efficiently. 
 
 
 
 
 
 
 
 
 
Microskill 1: Get a Commitment 
 
Cue: After presenting the facts of a case to you, the learner either stops to wait 

for your response or asks your guidance on how to proceed. 
Preceptor: Instead, you ask the learner to state what he/she thinks about the case. 
Rationale: Asking learners how they interpret the data is the first step in diagnosing 

their learning needs. Without adequate information on the learner’s 
knowledge, teaching might be misdirected and unhelpful. 

Hint: Some learners may not be able to put the data together and form an 
opinion about what they think is going on. When this happens, you can 
abandon the One Minute Preceptor and use other teaching techniques. 
However, you should always teach general rules and direct the learner to 
reading sources that will help him/her to build on what he/she has learned 
in this case. 

 
Microskill 2: Probe for Supporting Evidence 
 
Cue: When discussing a case, the learner has committed him/herself on the 

problem presented and looks to you to either confirm the opinion or 
suggest an alternative. 

Preceptor: Before offering your opinion, ask the learner for the evidence that 
he/she feels supports his/her opinion. A corollary approach is to ask what 
other choices were considered and what evidence supported or refuted 
those alternatives. 

Rationale: Asking them to reveal their thought processes allows you both to find out 
what they know and to identify where there are gaps in knowledge and/or 
reasoning. 

                                                 
1 Kay Gordon, MA; Barbara Meyer, MD, MPH; and David Irby,PhD, developed this teaching tool at the 
University of Washington, Seattle. 

1. Get a Commitment – What do you 
think is going on? 

2. Probe for supporting Evidence – 
      

       
   

      
      

 
       

   



Hint: Some learners may not be able to tell you how they put the case together. 
When this happens, you can suggest other things that the data makes you 
think about in this case, modeling your reasoning processes. This approach 
may engage the learner in a discussion where they are able to discover 
what they do know and where they need help. 

 
Microskill 3: Teach General Rules 
 
Cue: You have ascertained that you know something about the case which the 

learner needs or wants to know. 
Preceptor: Provide general rules, concepts or considerations, and target them to the 

learner’s level of understanding. This should be a generalizable teaching 
point. 

Rationale: Instruction is both more memorable and more transferable if it is offered 
as a general rule, guiding principle, or a metaphor. 

Hint: Learners may be more receptive to your teaching if you acknowledge and 
address their specific learning agenda. You can do this by asking “How 
can I help you with this case?” 

 
Microskill 4: Tell Them What They Did Right 
 
Cue:  The learner has handled a situation in a very effective manner. 
Preceptor: Take the first chance you find to comment on the specific good work and 

the effect it had. (“You didn’t jump into working up her complaint of 
abdominal pain, but kept open until the patient had revealed her real 
agenda. In the long run, you saved yourself and the patient a lot of time 
and unnecessary expense by getting to the heart of her concerns first.”) 

Rationale: Skills in learners that are not well established need to be reinforced. 
Hint: Reinforcing what was done well can often provide an easy segue into the 

teaching of general rules. 
 
Microskill 5: Correct Mistakes 
 
Cue: The learner’s work has demonstrated mistakes—omissions, distortions, or 

misunderstandings. 
Preceptor: As soon after the mistake as possible, find an appropriate time and place to 

discuss what was wrong and how to avoid or correct the error in the 
future. Allow the learner a chance to critique his/her performance first. 

Rationale: Mistakes left unattended have a good chance of being repeated. We learn 
best from our mistakes. 

Hint: Teaching general rules, reinforcing what was done correctly, and 
correcting mistakes can be done in any order as long as the correcting of 
mistakes is done without embarrassing the learner (e.g. in front of the 
patient). Asking the learner to self-critique may decrease the tension in 
correcting mistakes as well as promote self-assessment and self-
monitoring. 
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Objectives

• Describe features of excellent teachers

• Describe at least 4 teaching strategies that can be used during the  
care of patients



Case 1

• An unemployed 62 year old, alcoholic man is admitted from the ED for  
fever, cough productive of blood streaked sputum and a right upper  
lobe infiltrate —

-What brief teaching points could
you make before the student sees
the patient?
-How would you frame this case?
-What physical exam teaching  
could you do?
-What lab data would teach
about?



Case 2
Go see Ms. Walker in the ER…and please take the MS3 with you….

• 42 year old woman with chief complaint of
shortness of breath:
• Poor dentition

• Bibasilar rales
• III/VI systolic murmur and ? Diastolic murmur at right

and left upper sternal borders

• Painful nodules on palmar aspects of 2 fingers

• WBC 22,000; 22% bands

• Chest Xray: Mild pulmonary vascular congestion

l What would you teach the student?



Keep the Student Involved

• Let the student help you

•Get the student involved in the assessment

•Review physical exam findings at the bedside



Helping them learn better…..
• Teach your most important 1 or 2 PEARLS about each case

• Lean, clean pearls are the best!

• Avoid overwhelming the student with too much information

• KEEP IT RELEVANT AND TO THE POINT!

• Remember to repeat later or ask them what they

remember

• Repetition works



Teaching when admitting patients:
History

• Have the student assess the patient on his/her own or observe the
student’s H&P filling in the “holes” in the evaluation as necessary
• Save your questions for the end



Tips for Teaching Students:
Physical exam

• Review physical exam findings to insure the student “observed” what
you found



Tips for Teaching Students:
Assessment and Plan

• The assessment and plan is the most critical part of teaching about a  
new admission because it helps the student to learn how to reason  
clinically



Teaching with an Acute Patient
• Key Principles

• Teach by example

• Think aloud

• Focus on practical teaching

• Reading a chest x-ray or ECG

• Reflection is critical!

• Without this, the student is unlikely to learn



How would you handle this and still teach?

• The student is with you while you are rounding on a Saturday, post-
call. You have tickets to go to a major league baseball game with your  
spouse at 3pm (since you know you’ll be out by 1pm post-call) and  
you’re tired.

A nurse approaches you to ask you to see one of your patients who is  
a 69 year old man admitted for cellulitis who has suddenly become  
tachypneic, tachycardic, lethargic, and hypoxic.



Role-Modeling

• “This patient is very sick. I want you to observe  
how I handle this situation. Save any questions  
you have and I’ll answer them as soon as we  
stabilize the patient.”

• By thinking aloud, you help the student to  
understand how you are making decisions



Teach During Downtime

• ECG completed, IVF started, respiratory in the
room obtaining ABG
• “Let’s look at this ECG together while the RT does  

the ABG….”



Reflection Period

• Patient is transferred to the ICU given his deterioration. He is on
heparin, MICU team now on the case
• “That was a pretty intense situation. I made a lot of decisions quickly. Do you  

have any questions about my diagnostic or therapeutic approaches?”

• “Did you understand what I meant when I said heparin would stop clot  
propagation? If we wanted to dissolve the clot, what medication would we  
need to use?”



Tips for Teaching:
“Prime” the student

• Before seeing a patient, give the student a bit of information to help
him/her focus and be more organized

• Example: “We are going to see a patient with chest pain. What are  
common causes of chest pain in this age group?”



Summary Tips for Being a Great Resident Teacher

Ask questions!!! Most students love to be queried if you are supportive and
non-threatening in your questioning



Summary Tips for Being a Great Resident Teacher

• Balance lower order (facts) questions with higher order (analytic
thinking)

• Examples of “higher order” questions:

• What do you think is going on?

• What do you want to do next for this patient? questions!!! Most students love to be  
queried if you are supportive in your questioning



Teaching While 
Admitting a New Patient



Teaching Your Student While Admitting a New 
Patient:
Practical Tips

Joyce Wipf, MD, FACP
University of Washington
Joseph Rencic, MD, FACP

Tufts Medical Center

Presenter
Presentation Notes
This module was designed to discuss how student teaching can be incorporated into busy call nights.  Our fast-paced clinical rotations in residency pose challenges for creating an educational environment and simultaneously teaching while caring for patients.�Sometimes it seems like we’re “too busy” to teach while admitting multiple patients, especially those very sick or unstable patients who need immediate  attention. Yet  effective focused teaching can occur, along with role modeling, while providing patient care.Every new admission provides a fresh opportunity for the student to develop skills in data-gathering, interpretation of findings , assessment and beginning management.  They need resident guidance along the way.Case examples  discuss several  patient admissions , learning goals, and specific language that might be used during teaching encounters with students.



Objectives

• Describe 3 strategies that can be used to teach while working up a 
new patient

• Describe the microskills process of teaching
• Apply the 5 microskills of teaching to the work up of a new patient 

with a student



How can you teach when you don’t 
have much time…

while trying to get your patient 
care activities done?

Teaching Under Time Constraints



Case Presentation

As the senior resident, you are going to see a 

new admission and take the student with you. 

The patient is a 62 yr old woman with liver 

disease brought by her husband for altered 

mental status and increasing abdominal girth.

Exam findings: pt is confused, has shallow breath sounds and 

distended abdomen.

Labs: WBC 11.4, Hct 27%, Plts 58K, INR 1.5; Creat 1.9/ BUN 

46.  T. Bili 6.0, ALT 68/AST 92.

Presenter
Presentation Notes
Just read the case



Applying Your Knowledge to Teaching 

What can you teach the 
student about this new 

admission at the bedside?

Presenter
Presentation Notes
You have two options at this point depending on time constraints.   You can: Open it up to the large group and let people throw out options and then comment on the things they mention.   Break up the room into groups of 2 or 3 residents and let them talk about teaching opportunities within this case.  I prefer this strategy because if you use strategy one, you usually get the talkers in the group to answer.  This will lead to a more passive learning exercise for the quieter residents.  Small groups almost always lead to increased participation of the quiet or shy residents and the participation in those small groups should lead to active learning.  This, in turn, should lead to greater retention of the material.  Examples of teachable moments from this case: How to obtain a history and peform a physical exam on a patient with a change in mental status?When should a patient with altered mental status get an LP? A head CT?How do you peform a paracentesis? 



• What does this mean?

• Before entering the room, give the student a bit of 
information about the patient and the expected tasks 
during the encounter to help him/her focus and be 
more organized

Tips for Teaching- First Step:
“Prime” the Student

Presenter
Presentation Notes
Many teachers fail to prepare the student for what they would like to teach them.  The concept of “priming” a student is very similar to the way a lecturer will state the objectives of his/her talk at the start of the presentation.  When a student knows what you want them to learn, they will pay more attention to those things during the patient encounter.  Examples of this follow on the next page. 



Tips for Teaching Students:
History
• Have the student assess the patient on his/her own or 

alternatively, observe the student’s H&P filling in the “holes” in 
the evaluation as necessary

• The student should not review the emergency room notes or old medical 
records

• In this way, he/she can practice learning how to take a careful history from the 
patient and come up with his/her own ideas rather than regurgitate other 
physician’s thoughts

• Save your questions for the end
• Try to evaluate the student’s history-taking skills without interruptions that may 

make him/her nervous or deferential to you

Presenter
Presentation Notes
Before getting into this slide, I would ask the residents the following question. “Many of you are probably thinking, “It’s all well and good to learn about teaching but on a busy call night, let’s be honest, there is little to no time to teach. Let me see a show of hands of people that feel this way.  For those of you who don’t feel that way, what are some ways you can teach.”  Have them answer this in a large group setting.  The two key answers should be: thinking aloud and role modeling.  Explain to them that if they merely tell the student to listen to them think out loud and make a mental note of questions to ask when there is more time later, they can teach quite a bit.  E.g. “given this patient’s sob and pleuritic chest pain, I’m worried about PE and pneumonia.  An xray would be helpful because it is usually normal in PE.” Remind them that even when they think they are not teaching, the student is watching them very closely and learning verbal and non-verbal behaviors so the resident should be careful to model professional behavior and explicitly tell the student what to observe about his/her behavior ( e.g. “watch how I perform my exam for ascites and tomorrow on rounds, you can demonstrate the technique back to me”). Follow that up with the following comments, “But not every night is like that so the following slides focus on nights when there is more time for teaching.”This slide is relatively self-explanatory.  The purpose is to give the residents specific tips on how to teach during the history.  If you disagree with the first indent, feel free to delete it.  



Tips for Teaching Students: Physical exam

• Review physical exam findings to insure the student 
“observed” what you found

• If the student lacks proficiency in a part of the exam, role model 
that portion and then have him/her re-perform the exam in front 
of you

• Note:  Always explain to the patient that you are teaching the student to 
be a better doctor

• If the student misses a finding despite using the correct 
technique, try to give him/her a tip on how to observe the finding

• E.G. student did not hear a split S2: “Listen carefully to the split in 
expiration”

Presenter
Presentation Notes
The physical exam is probably the hardest thing for residents to teach on the fly since most residents feel like they need to work on their physical diagnosis skills.  I would stress to the residents that they don’t need to be experts on this to teach.  3rd yr students are generally grateful for someone to observe their technique and to get feedback on it (e.g. “I noticed that you only listened at each cardiac position for 5 seconds.  That is not a long enough time to pick up subtle abnormalities.”   In addition, just making sure the students heard an abnormality is very important.  After the examination, the resident should check with the student and make sure that they heard the abnormal finding.  If they did not this is a wonderful teaching opportunity where the resident can have them try again and give them tips on how better to hear/find the abnormality.  These types of teaching exercises are basic enough that the residents should feel comfortable doing them on the fly. If they don’t feel comfortable, they can use a technique as follows, “Why don’t you read up on the causes of systolic murmur at the tricuspid position and then we talk about it tomorrow?”  This will give them time to read and do a more formal teaching session the next day.  



Tips for Teaching Students: Assessment and 
Plan
• The assessment and plan is the most critical part of teaching about 

a new admission because it helps the student to learn how to 
reason clinically

• Student should:
• summarize the patient’s presentation and findings in one or two sentences
• discuss his/her differential diagnosis and plan for the chief complaint
• Prioritize the problem list and present a plan for the remainder of the patient’s 

issues

Presenter
Presentation Notes
One of the most important but challenging things to teach students (especially for residents) is clinical reasoning.  The assessment and plan is really where this critical aspect of teaching occurs.  In our opinion it is probably less important for the student to develop an exhaustive differential than to have a list of 2 to 3 likely diagnoses and then compare and contrast them and defend why they think one diagnosis fits best.  This demonstrates true clinical reasoning: the weighing of different diagnoses and the careful assessment of the evidence to come up with the most likely one.  You can stress this to the residents if you agree. 



Assessment and Plan:
Ask Questions

Do you like it when your clinical 
teachers ask you questions?

• “What do you like about being questioned?”
• “What don’t you like about it?”

Presenter
Presentation Notes
To discuss the role of questions in teaching, I like to have the residents turn to the person or two next to them and talk about it for 2-3 minutes. “What do you like about being questioned?”“What don’t you like about it?”Then reconvene the large group discussion ,and  hear a few comments and opinions to mention to the  large group. As the facilitator you can reinforce a few themes such as:Questions engage learners, help to stimulate them to think and participate in a discussion, expand knowledge.Negative aspects: Tone and style of how the question is worded may contribute to whether learners feel like this is “pimping”. When questioned on the spot, sometimes hard to recall even if know the subject due to anxiety



Ask Questions

• Question students in a supportive, non- threatening way
• Minimize questions on facts with a single right answer (“guess what 

I’m thinking”) and aim for higher order questions that show problem-
solving skills

• Examples of “higher order” questions:
• “What do you think is going on?”
• “What do you want to do next for this patient?”

Presenter
Presentation Notes
Go through these items. There is a classic Taxonomy of question types, and lower order single right answer questions can feel more uncomfortable for the learner on the spot.In teaching, try to have at least half of questions being “higher order” where there is no single right answer but the question stimulates a dialogue.Sometimes you just want to emphasize a point to be sure it is clear to the student: then the most direct approach may have a right answer:“What complications do we need to watch for with diuresing this patient?”



An Approach to Asking Questions:
One-Minute Preceptor

Neher J, Gordon K, Meyer B, Stevens N. A five-step “Microskills” model of clinical teaching. J Am 
Board Fam Pract 1992; 5:419-424.

Process of Microskills:
• Diagnose the patient then
• Diagnose the learner (get a commitment, proof for evidence) 

then 
• Teach (teach general rules, provide feedback and correct 

mistakes).

Presenter
Presentation Notes
This is a Teaching Tool  designed to “teach when we don’t have time.”  The microskills of the One Minute Preceptor have been validated as a useful method to provided direct focused teaching, learning and feedback.In another part of the course we will practice this teaching approach with cases.It is called the One Minute Preceptor because  the entire educational encounter is supposed to take only a minute (some call it the Two Minute Preceptor because it can take a bit longer!). Teaching encounters that  take longer are in a different setting (ie chalk talk, more lengthy patient presentation and discussion, rounds).Sometimes the One Minute Preceptor is valuable as an on-the -spot  teaching method, that can be followed by: “let’s go over the diagnostic workup in more detail  later, maybe in attending rounds tomorrow…”



One-Minute Preceptor:
Five Microskills of Teaching

1. Learner commitment
• “What do you think is going on?"

2. Clarify reasoning
• "What supports your diagnosis of endocarditis?“
• “Could it be anything else?” (assess ability to create and provide supporting or refuting 

evidence for a differential diagnosis )
3. Teach general rules

• Make 1-2 key points
• Don't try to accomplish too much in a single teaching encounter

4. Specific positive feedback
• "You were able to narrow the broad differential of  fever and prioritize your top 

diagnoses based on your work-up.”
5. Correct mistakes

Presenter
Presentation Notes
Go through the five steps and examples for each.T he One-Minute Preceptor encounter starts when the student asks you a question about a case or a situation.Your urge as a good teacher may be to just share your own knowledge and simply answer the question. But then you risk missing the real issues for the student in the case . Through the Microskills you are able to learn a bit about the student’s thought processes in the case and then can target your teaching.The first Microskill throws the question back at the student: to learn what s/he is thinking.



Clarify Reasoning:  
Ask for Supporting Evidence

• After the student gives an assessment, ask: 
“Why do you think this pain is angina?”
“What supports your diagnosis of pancreatitis?”

• Wait for an answer – give the student at least 5-10 seconds to think 
and respond

Presenter
Presentation Notes
The second Microskill draws out the learner and helps you as the teacher to understand their clinical reasoning  and how they arrived at a diagnosis or conclusion.As the student clarifies reasoning, you  may hear details of history or examination that did not come out in their initial question and description of  the problem.In asking questions, we need to give sufficient wait time: the student hears our question, thinks of their answer and then composes a response. This takes several seconds of “wait time”, during which we as the teacher may become restless, start talking and perhaps even answer our own question! 



Teach General Rules

• Share with the student a single “pearl” or one point you find 
important about a case

• “Which patients with altered mental status should get a lumbar 
puncture? Head CT?”

Presenter
Presentation Notes
A pitfall of teaching : sometimes we try to teach too much  in the 3rd Microskill, with too many teaching points for the type of setting. Most clinical dilemmas have multiple aspects that one could  teach about in detail. However directed teaching in a brief encounter focuses on what the student most needs to know (having “diagnosed” the learner, you determine if gaps in knowledge or clinical reasoning; then you can provide targeted 1-2 take-home points.)The student can then apply this knowledge/rule to future cases.The final two Microskills provide a chance to explicitly correct mistakes and provide feedback.___________________Note to faculty: your own course may include a session to practice the Microskills in small groups after a large group demonstration of the technique. In small groups we have residents take turns practicing clinical cases as a teacher (student and teacher roles played by residents). It helps to have faculty/chief resident facilitators for each small group, who along with other residents observing the encounter, provide reinforcement of teaching behaviors and constructive suggestions.It may take multiple real life teaching encounters before the One-Minute Preceptor feel s natural.



Tips for teaching students:
Give the student a chance to try

• Do/ teach procedures
• E.G. If the patient needs a non-urgent ABG, let the student obtain it

• Let the student write the admit orders 
• This is one of the best ways for them to learn what it means to be a real 

physician
• Review the orders carefully and make sure that the student understands the 

purpose behind them

• Let the student help with whatever you are doing

Presenter
Presentation Notes
Students want to be active learners. Each of these items can be mentioned as examples of ways to involve the students.It is interesting to ask residents for other ways they have found to  let the students try, which helps to expand clinical skills.



Case Presentation Two

• What can you teach the student in this case?
• How do you teach while evaluating and managing the 

acutely-ill patient?

You are admitting a 56 year-old male with 

pancreatic cancer who presents with 

dyspnea.  Since report, his status has 

deteriorated.  Now, RR 26, BP 100/60, HR 

112, O2 sat 91% 

Presenter
Presentation Notes
Most residents feel that there is no way to teach a student when they have an acutely ill patient . So this portion of the module is an attempt to show them several ways to do so. After the questions, you can do a large group discussion or a small group depending on time constraints as discussed in a previous slide. 



Teaching with Acute Patients

• Techniques
• Role-modeling (includes professionalism)
• Think aloud
• Teach during downtime (e.g. between SL NTG)

• Focus on practical clinical skills
• Reading ECG and x-rays
• Interpreting ABG

• Teach the student as you educate the patient
• Reflection/ Question & Answer session after episode

Presenter
Presentation Notes
This is a list of some of the techniques (not exhaustive) that can be used with the acute patient.  You can read these aloud.  The slides that follow provide examples.  



Role-Modeling

• To student:  “This patient is sicker than I thought.  I want you 
to observe how I handle this situation.  Note any questions you 
might have and I’ll answer them once we stabilize the patient.”

• Your actions will teach the student more than your words. 

Presenter
Presentation Notes
The one key thing to stress regarding this slide is that if the resident promises to answer questions that arise, he/she must follow-through. Students would rather have a resident who doesn’t teach than one who says he/she will and then doesn’t.   Once a resident sets those expectations, it’s very important to follow through in terms of having the student trust what the resident says and also in terms of enhancing the learning experience.  Without debriefing the student, they may draw the wrong lessons from the role-modeling.  



Think Aloud

• “Given this patient’s rapid deterioration in the setting of 
adenocarcinoma which can cause hypercoaguability, 
pulmonary embolism has to be at the top of our differential.  
We need to evaluate him quickly and make a decision about 
whether to anticoagulate or not.”

• By thinking aloud, you provide the student with an understanding of 
how you are making decisions.

• Caveat:  At the patient’s bedside, you have to be careful about what 
you say when “thinking aloud”.

• E.G. “This patient is critically ill.  It doesn’t look good.”

Presenter
Presentation Notes
Self-explanatory slide



Teach During Downtime

• ECG completed, IVF started, respiratory in the room obtaining 
ABG. 

• “Let’s look at this ECG together.  No matter what the situation, it’s 
important to have a methodical approach, albeit rapid, to ECG reading.  
I start with the rhythm . . .

Presenter
Presentation Notes
This is one that the residents don’t realize.  If you have to wait five minutes between each nitro dose, there are only so many times that you can ask a patient how his/her chest pain is.  So in that space, there is valuable time for teaching. The key thing to stress to the residents on this slide is to say that it is important to inform the patient that they need to wait five minutes until the next medication dose and in the mean time they will be discussing some things about his/her care with the student.  The resident should tell the patient that they should interrupt at any time if they have a concern or question.  



Teach the Patient, Teach the Student

• To patient: “Our initial evaluation did not show any cause for 
your shortness of breath.  We are worried that you might have 
a clot in your lungs, since basic tests are usually normal in this 
disease. 
Because of this, we want to start you on a blood thinner to 
prevent the clot from increasing in size, until we can get the 
appropriate tests done.”

Presenter
Presentation Notes
This might be challenging to some residents but it can be a highly effective technique especially if the resident discusses the comments and translates it back into medical speak after the acute episode has been resolved.  The next slide will show how this can be done. 



Teach the Patient, Teach the Student

• “. . . basic tests are usually normal in this disease”
• Teaching point to student = basic labs, chest x-ray, and ECG have low 

sensitivity in the diagnosis of PE

• “. . . a blood thinner to prevent the clot from increasing in size”
• Teaching point = anticoagulation does not dissolve clot, only prevents 

propagation



Teaching with an Acute Patient

• Key Principles
• Teach by example 
• Think aloud

• This is not the time for lengthy didactics
• Focus on practical teaching 

• Reading chest x-ray, ECG with urgency
• This teaches the students the importance of having these skills finely honed

• Reflection = most critical element
• Without this, the student is unlikely to learn

Presenter
Presentation Notes
Simple summary slide



Summary 
• Residents are important teachers for students

• Teaching with a new patient admission:
• Model behavior, thought processes and patient 

interactions
• Teach during brief downtime moments
• Focus on practical clinical skills
• Reflection afterward

• Actively involve the students: let them try



Summary 
• Ask questions – aim for higher order questions

• Microskills of Teaching: useful framework to 
assess student’s reasoning

• “Prime the Student”



Enjoy your role as a teacher during residency! 

• Evidence shows that Resident-as-Teacher curricula are associated 
with:

• Improved self-reported teaching skills
• Improvement in learner evaluations of residents

You can teach even when you don’t have much time and it is so 
important to students

Presenter
Presentation Notes
Conclude with an enthusiastic comment about how fun it is to be a resident teacher. Of course, sometimes students first need help  to find their way!There is published data showing improvement in resident evaluations by students (and interns) after resident-as-teacher curricula.“Great teachers are made, not born!”We hope this discussion has shown that you can teach with little time. Your interactions with students  are so important to their learning!



Feedback on the Fly



Feedback on the Fly
Heather Harrell  

University of Florida



Objectives

• Recognize characteristics of effective feedback

• Describe the modified feedback sandwich

• Apply techniques that use the characteristics of effective feedback



Let’s consider a typical morning rounds  
scenario.



• Student, "Ms. J is our 65 yo f with right arm cellulitis on day 3 of vanc. She has no  
complaints and on exam HEENT- PERRL, lungs were clear…”

• Resident interrupts, “you can just give us the pertinent findings, including her vitals”

• Student proceeds, “…and her cultures came back as MSSA. Since she’s improving, I  
thought we could continue her on the vanc for a 14 day course.”

• Resident, “Typically we only use vanc when the culture comes back as MRSA because of  
resistance we like to limit the use of vanc in other infections.”

• Rounds proceed and resident tells the student “good job” before moving to the next  
patient.



Was this feedback?

• Feedback occurs when a learner is offered insight into what s/he did  
and its consequences. (Adapted from Ende)

• Student informed did not give pertinent findings

• Student reminded vitals are considered pertinent

• Consequences of indiscriminant vanc use explained

Ende J, Feedback in clinical medical education. JAMA 1983; 250:777-781.



Do you think the student thought this was  
feedback?

Why or why not?



• Informal setting

• Students often only recognize feedback in a formal “sit down” session

• Stressful setting

• May not process “feedback of the fly” without reinforcement

• Rushed setting

• Tone of the scenario unclear, but if resident sounds frustrated or abrupt,  
student may fixate on that more than content of feedback.

• Contradictory message

• Ending the feedback with a general “good” may confuse or even negate  
prior feedback



Modified Feedback Sandwich

Next Step

Corrective Feedback

Positive Feedback



Characteristics of Effective Feedback

1. Specific
• “you can just give us the pertinent findings, including her  

vitals”



Characteristics of Effective Feedback

2. Timely
• During rounds is immediate



Characteristics of Effective Feedback

3. Based on objective not subjective data
• Direct observation on rounds



Characteristics of Effective Feedback

4. Consequences explained
• “Typically we only use vanc when the culture comes back

as MRSA because of resistance we like to limit the use of
vanc in other infections.”



Characteristics of Effective Feedback

5. Provides “next step”
• “Good” 

• What “next step” could you suggest?



Characteristics of Effective Feedback

6. Goal is to help, not punish
• “Resident interrupts” tone may seem punitive

• How can you avoid seeming dismissive or impatient when you are  
legitimately in a hurry?

• What do you think about providing feedback in a more public setting  
like rounds? Is there a way it can be accomplished effectively?



Which of these characteristics do you find most  
challenging and why?

1. Specific

2. Timely

3. Objective data

4. Consequences

5. Next step

6. Not punitive



Tips to Enhance “Feedback on the Fly”

• Use the word “feedback”

• Be respectful (feedback sandwich helps)

• Provide a specific example

• “Next step”



Let’s apply these concepts to our initial scenario



• Student, “ Ms. J is our 65 yo f with right arm cellulitis on day 3 of vanc. She  
has no complaints and on exam HEENT- PERRL, lungs were clear…”

• Resident, “Sorry to interrupt but could you give us the vitals and then you  
can just move right to the pertinent findings”

• Student proceeds, “…and her cultures came back as MSSA. Since she’s  
improving, I thought we could continue her on the vanc for a 14 day  
course.”

• Resident, “Vanc does have good gram positive coverage but typically we  
only use vanc when the culture comes back as MRSA. What other antibiotic  
would you like to use?”



• Rounds proceed, resident pulls the student aside as walking  
“Your presentation started out good with a clear and concise  
opening but you don’t  have to provide as much detail in 
your oral presentations as  you do in your SOAP notes, 
particularly in the ‘O’ (objective)  part. On your next patient 
try a more focused approach with  the objective findings.

Feedback



Ankle Pain Case 

To access Ankle Pain Videos click the following link: 
https://drive.google.com/open?id=1MFCwqgfMDrxZCjUQ1AsLxuPAmAUmzaEr  

1. Gather a history and perform a physical/mental status exam 

Pros: Identified reason’s for patient’s visit (ankle pain); asked some questions relevant to the chief complaint (e.g. 
swelling, pain level) 

Needs Work: Patient mentioned he was drinking, did not ask follow-up questions; did not have patient walk on 
ankle; would need to perform more thorough physical exam 

Rating: Borderline-65  

2. Provide an oral presentation of an encounter 

Pros: Provided a succinct summary of the reason for the patient’s visit and some of the associated symptoms 

Needs Work: Would need to ask follow-up questions  

Rating: Borderline-70 

3. Prioritize a differential diagnosis following a clinical encounter 

Pros: Committed to a diagnosis (ankle sprain) relevant to chief complaint (ankle pain); developed management plan 
(e.g. rest and ice ankle) 

Needs Work: Did not develop differential dx; did not explain clinical reasoning 

Rating: Needs Remediation-60 

4. Recommend and interpret common tests 

Pros: Considered a test relevant to proposed diagnosis 

Needs Work: Opted to forego an x-ray, which would help confirm diagnosis  

Rating: Borderline-70 

5. Provides patient-centered care to members of our community 

Pros: Knocked on door, washed hands 

Needs Work: Should make more eye contact when describing plan; missed things the patient did not say (e.g. 
drinking habits); did not deviate from agenda to explore social history questions 

Rating: Pass-75 

Evaluation Criteria N/A to Scenario 

Use multiple information sources to optimize care delivery 
Collaborate as a member of an Interprofessional team 
Form clinical questions and retrieve evidence to advance patient care 
Demonstrates commitment to growth/learning 

https://drive.google.com/open?id=1MFCwqgfMDrxZCjUQ1AsLxuPAmAUmzaEr
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